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1. ECUTIVE SUMMARY

Tha task force meeting on human resources development for maternal
health and safe motherhood took place from 2 to 4 April 1990. It was com-
posed of geven temporary advisers, two representatives of related non-gov-
ernmental organizations and 10 memberg of the WHO secretariat. The main
purposes of the meeting were to examine training needs for the Safa Mother-—
hood Initiative (&SMI) and make recommendations for the development of a
training strategy for the Initiativa. Thia strategy would be implemented
as quickly as possible to support the SMI's other facets: country asuppeort,
operational research, and information analysis, dissemination and advocacy.

During part of the meeting, participants met in three working
groups of about six persons each to address three particular iesues in
detail: essential okstetric functione (EOF), midwifery, and training and
educational methodoleogy. After small group discussions, each working group
presented its findinge to the large group for further input. The remaindar
of the meeting was conducted in plenary with active debate among members.
As a result of thie process, there emerged a general consensus on the eg-
gential elements of a training strategy for SMI.

The& total training effort for SMI, the group found, will have to
address a broad gpectrum of training activities. It has te start in the
community, where women themselves need to learn how to participate effec-
tively in the maintenance of their own health. It must inelude the re-
training of maternal health teams at distriet level, using modern metheods,
toe be able to handle pregnancy, labour, delivery, postpartum and family
plarning care and to perform essential obstetric functions (EOF) in a way
which responds to the community’s neads and is sensitive to its values,
attitudes and beliefs. It will extend alesc to the retraining of physi-—
ciane, both generalists to perform EGF as neaded, and obstetrician/gynae-—
cologigte to back the teams up with services for complicated problems.

Pre-qualification training will require attention as well, and
training programmes for all levels of providers of maternal health services
will have to be examined and revised in terms of both content and methodol-
ogy. This will include training programmes for midwives, traditional birth
attendants (TBAs8) and other health auxiliaries, and medical etudents.
Attention will also have to be paid to the training of trainers for theae
categories. Along with this, countriea will need to develop community— or
country-specific learning materials to support their training activities.

The group concluded that WHO's best approach to support this
training and retraining effort would be to strengthen regional training
resources which would in turn reinforee countries’ training capabilitiea.
These rescurces for training may be interregional or regional training
centres, WHO collaborating centres, national centres able te support their
region, or othere. Where such resources do not exist, they will have to be
created. These centras ahould train trainere, develop or adapt maternal
health learning materials, consult with countries on the performance of
needs assesaments, tha development and institutionalization of systems of
national SMI training and the revision of currieula, and assist countries
with tha performance and evaluation of training.
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2. BACKGROUND

A8 a result of the Safe Motherhood Initiative, the issue of mater-
nal health is receiving attention for the first time as one of the major
inequitiea in the health system yet to be redressed, It is a complex isaue
situated presently in an adverse social, cultural and seonomic climate. A
brief lock at the problems reveals, among other thinga, that:

training for maternal health has become compartmentalized and
uncoordinated;

there has been a worldwide decline, and in some countries a
disappearance, of the intermediate level provider of marernal
care, usually the midwife or nurse-midwife, with no provieion
for her replacement;

- women are unable to participate in the process of their own
health care due to lack of eszential information;

in many countries there has been a failure to identify and
train a category of personnel at the first referral level to
perform easential obstetric functions (EOF);

TBA training and sarvice is not integrated into the everall
health care system, but rather is growing up guite geparately.

At the Meeting of Interested Parties concerned with safe mother—
hood which met in Geneva on 19 and 20 Juna 1989, four elaments esgential to
the success of the Safe Motherheod Initiative were identified: 1) advocacy
and dissemination of information, 2} technical cooperation, 3) research,
and 4) training. It was further recognized that none of the first three
elements could be put effectively into operation without addressing the
fourth one, training. Consequently a task force was formed to examine
training iesues with a view to the development of an integrated safe moth-
erhocd training strategy.

The task force meeting, of which this is the report, wasg held from
2 to 4 April 1990.

3. QPENING, ORGANTZATION AND PROCEDURES

3.1 Openin essgion

The meeting was opened by Dr Mark Belsey, Chief, Maternal and
Child Health, Division of Family Health of WHO/HQ. It was attendaed by
seven temporary advisers each with experience in training for maternsl
health, but in differing sub-fields and from different parts of the world.
Also represented were the International Faderation of Gynaecoleogy and Ob—
stetrice and the International Confederation of Midwives. The Yyroup was
completed by ten members of the WHO secretariat from the Maternal and child
Health programme, Division of Family Health and Divigion of Human Resources
for Health Development. One invited temporary adviser, Dr. Amin Nasher,
President of the Central Cooperation for Sciantific Research of Aden,
Democratic Yemen, had died in an automobile accident a few days before the
start of the task force meeting. His loss was deeply regretted by the
group. The complete list of participants is found in Annex 1.
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1.2 Organization and procedures

It was decided that the meeting would be chaired by Dr Beleey with
two members of the secretariat serving as rapporteurs. The draft agenda
{Annex 2} wae amended and then accepted by the group. It was decided to
place Draft Agenda Item 4, Priority areas fo a regional and n

agtion, at the end of the meoting as a part of the conclusions and recom-
mendations.

Regarding the meeting’s format, the group agreed to plenary dis-
cuseion of moet of the agenda items after an initial intreoducticon by a
member of the task force. However, it wae felt that Aganda Ytem 5, Ap-
proaches tc be considered, could be discussed best in amall groups after
tha introductions in plenary. Consequently, the task force was divided
into three working groups of approximately six persons each, with the
spacial intarest areas of 1) eassential obstetric functions and health team
managemant, 2) midwifery, and 3) training and educational methodology.
Each working group addressed the jsaues in Agenda Item 5 with particular
reference to ite interest area. They then prepared a brief raport of their
findinge, which were presented and discuseed in plenary session. Tha work-
ing group reporte are found in Annexes 3, 4 and 5.

4. DISCUSSION TITEMS
1.1 Human regources needds in maternal care (Acgenda item 3)

4.1.1 A country case study

Most countries have information about their health syatema
which has never been analyzed in a systematic way. Authorities in
one Asian country, aware that this was the case, determined to Bee
what could ba learnt from the available data. Since tha tasgk
force was interested both in the results cbtained and in the meth-
od itself as a poseible model for other countries, it decided to
etudy that country s case in some detail.

Taking about 12 person/wonths and working from a bage of both
politieal and technical support at national level, authorities of
the country under atudy discovered, among other thinge, deficien-
ciea in the quality of care at peripheral and referral levels,
problema in the training of personnel from the standpoints of both
adeguacy and relevance, lack of techniecal support, especially in
the periphery, and a dysfunctional distribution of work respon—
sibilities among the personnel. As a result of this analysis,
authoritiea are now taking eteps to redress the situation and four
of the country’s nearly 60 districts have baen recaently targeted
for the first phase of this activity.

Aa this country and others like it seek to overcome chatacles
t2 the effactive delivery of maternal health services, they may be
able to aid others aleng the way by demeonstrating molutions to
proklems or showing the methods by which problems were solved.

The task force thought that the MCH programme of WHO/HQ could be
instrumental in getting this process started in four to six coun-




MCH/HRD/QO-l:@
Page S .

tries and in disseminating the resulta o other countries which
wish to do the same.

In the area of training, some of the lessona which the country

under study has already learnt, inelude the following:

solutions to health worker training problems must ba aought
within the social and cultural context of tha country,

when adequate training is not feasible within a country, it
should be obtained as clese to home as pessible,

a functioning mechanism, integrated into the country‘’s overall
health and/or educational infrastructure, must be devaloped to
Plan, organize, implement and evaluate the engeing training of
health workers,

this mechanism must include a built—in procegs for the trana-
mission of information in both directiona (centre to periphery
and periphary to centre),

midwives have been shown to ba effective in filling the gap in
functions at the intermediate level; this solution should be
further instituticnalized and exploited.

Special problem areas

Issues concerning the training of midwives, the training of

maternal health teams in eagential cbstetric functions (EOF), the
rational distribution of tasks to the various members of the team,
and the relationships amonyg the team menbers, were aeen as impor=-
tant problem areas.

A schematic model wae proposed by the group to represent the

relation between midwifery and the providers of EOF at the three
most peripheral levels of any country’s health system. It is
reproduced in Figure 1, below.

Fiqurs 1

ESSEMYIAL OESTETRIC

£

DISTRICT HOSPITAL

Flan/ABR COMMUNITY
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Az can be seen in the diagram, the group did not feel thae
there could be a clear definition of roles corresponding exactly
to the various lavels of the syntem. While midwifery servicea are
deliverad primarily at the health centre level, they can also be
found at the district hospital and in the community. Likewisa,
while many EDOF (a.g., surgical functions and those requiring gen-
eral anacethesia) are performed by team members at the referral

hospital, others may be dona by different membars at the health
cantra.

Although not shown in the diagram, thers was consensus that
team members performing EOF at the first referral level (a.g.,
dimtrict hospital) would not be limited to a maternal health role.
For practical and economic reasons, these functions should be

apsured by hospital staff who also provide services in other do-
majing.

Another point discussed which could not ba illustrated on the
diagram was the general agreement that midwifery functions and EOF
ware not at all mutually exclusive. Many EOF are normally per-
formed by midwives, and in some countries midwives may be the ap-
propriate category of worker to parform all EOF. In the case of a
country where at least some EOF were assured by nen-midwives, tha
group agreed that both the providera of EOF and midwives should be
mambers of the maternal health team.

The task force felt also that the maternal health team could
not be separated conceptually from the primary health care (PHC)
team. HRather it must be eithar identical to it or a subset of it,
depending on the circumetances in the country, regicn or district.
It was accepted that the team leader should be a person central to
the team and aware of the roles of each member, hut tha group felt
that tha perseon with the highest level of technical skill was not
nacasparily the parson best gualified to be team leader.

Training of already-practicing personnel should be done in the
context of the district team itself, the group beliesved. This
would haelp assure complementarity of rolesa. Planning and organi-
zation of this training, however, would be done hest at a laval
more central than the district (i.e., second referral level or
highar) to afferd some economies of Becale and to allow for a
broader exchange of ideas and experiences. Other roles of second
rafarral level providers, vis—a-vis those of the first level,
would be to treat patients with problems referred from the firat
level, and to provida technical suppert tc that level.

Another point emphasized at this part of the discusslon wap
that a system of continuing education, however dynamically mounted
to remedy gape in training of already-qualified workers, cannot
subatitute for the simultaneous revision of the basic curricula of
haealth provider training programmes st as to bring future health
workers up to the new skill level by the time they qualify. The
individuals revising both pre- and post-gualification curricula
should alse bear in mind the nead for the training to be community
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orientad. This ¢an only be done by taking the studente into the
community to learcn.

During final discussion of this teopie, the group underlined
the concepts that both pre— and post-qualifying training must be:

- pragmatic,

- based on the needs of the communities which the trainees will
serve and senaitive to the attitudes, values and beliefa of
thoge communities,

no longer than necessary, but long enough fodr trainees to

learn judgement in the provision of antenatal, cbstetric and
postnatal care.

Approaches to be considered (Agenda jtem S)

Each of the three sub-groupa, working separately, developed in-

dependent sets of recommendations. These are summarjized in the three sub-
sections below. A synthesis of all the groups-’ recoqmendatinna is presen-
ted in the Conclusion section, paragraph 4.3.3.

Essential obstetric functions and health team management

This group first explored the concept of multidisciplinary
teams as providers of EOF. It was felt that these teams had to be
an integral part of the primary health care system in any country,
and located at, for instance, a district hospital or health
centre. They should interact with providars at the community
level, and be a support to them. In turn the teams would receive
support from more tentral levels (e.g., the regional hospital) to
which they would alsc refer their problem cases and from which
they would receive in-service training. The composition of the
team in any given country would depend on the human rescurces for
haalth available in that country. The working group felt, how-
evar, that prior te the establishment of teams in a country which
did not yet have them, a fact-finding exercise should be performad
to agsess the existing manpower, skillse and rescurces available
and identify any deficiencies in the infrastructure. This would
permit a more logical structuring of the teams.

Turning to specific training isggues, the group agreed that
coordination of training programmes for digtrict teams should be
done from a more central level (within one country or even among
several countries, depending upon ¢ircumstances). The creation at
this level of a mechanism to institutjionalize the planning, organ-
ization, implementation and evaluation of training, which would be
integrated into the overall health structure, was seen to be an
indispensable alemant in assuring the success of the idea. The
development of this permanent syatem for training should be dona
in harmony with, and at the same time as, the davalopment of an
integrated, holistic¢ maternal and child health servieca. Tha
training team within this system should be a part of a maternity
parvice made up of both specialist obstetrician/gynaecologists and
midwivas. Similar training would also have toc be incorporated
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into the basic curricula of those achools preparing individuals te
parform EOF, and students should be axposad to the ralevant imauas
sarly in their training.

The working group recommendend that WHO assist thosa countries
which 8o request and have the potential to develop an effactivae
training programme in EQF within the next five years. It felt
that WHO activities should be concentrated in the fields of coor-
dinating regional training, preparing teaching/learning materials
and promoting the establishment of training within the context of
primary health care. Once this is accomplished in saveral soun—
tries, WHO should prepare relevant guidelines for the definition
of tratining and service strategies, and for the evaluation of EOF
training and of the overall performance of the maternal health
care pystem.

HMidwifery

This group first reflected on the role of the midwife as a
mamber of the maternal health team. It felt that as a part of the
midwife’s provision of antenatal, labour and delivery, postnatal
and family planning cara, sha would be performing a significant
number of EOF. In addition to thia, she would also provide social
and paychological support, counselling and education to clients,
famj)iea and communitiaa, and effar laadearship in matters of safa
motherhood.

Nunmeroua problems were identified, however, in thea optimal use
of the midwife for the provision of maternal care. These centred
around the absence of training programmes for midwives in many
countries, the poor gquality of many existing training programmes,
tha gravitation of highly trained midwivas away from tha periphary
and toward capital ecities, the lose of clinical skille by many
trainera, the loading of midwives with non-midwifery responsibil-
itiea leaving them ingufficient time for midwifery functions, and
the fact that many midwives do not understand the problems of
maternal mortality.

Addresgesing the training issue, the group found that in order
to agsure effective midwifery training, laws and regulations
phould be written which would mupport the performance of esaential
functions by the midwife. Thare would alac have to be at least a
minimum number of cantrea providing high quality care to be usged
as training sites and midwifery tmtors would have ta be trained oz
ratrained in elinical technigques and other subjecte appropriate
far work both as a trainer and in the community.

Broad strataegies proposed by the group included aasesaing
communitias, providing information to communities, performing
gituation analysas of TBA, health auxiliary and family welfare
vigitor training and service, and developing or revigsing training
programmes for them. Short term atrategies for midwives would
inglude clinical refreshar couraes developed in the context of the
needs of the communities in which they serve, as well as the con-
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tinuaticn of safe motherhood workshops in collaboration with the
International Confederation of Midwives and the promotion of study
tours to parmit teams to ses model programmes. - Long term solu-
tiona would be found in legisglation, curriculum revision, training
materials development and the training of tutors.

The group suggested that WHO‘s involvement centre arcund the
reinforcement of support to midwifery by the addition of midwives
to the MCH and HRH teams at WHO/HQ and to the HRH teams in the
regions, and the establishing of a working group on midwifary to:
1) organize training at all levels, 2) promote and/or perform
gituation analyses of midwifery services and training, 3) develop
training materials and 4) reinforce training teams. They also
recommended the restructuring or re-establishing of midwifary
tutor educaticon programmes.

During the digcussion which followed, a suggestion was made ag
to the appropriate role of the midwife in the Safe Motherhood
Initiative. 7Tn this proposed role, the midwife would be the per—
son initially responsible for antenatal care, delivery services
{(e#ven of high risk patients}, poatnatal care and family planning,
The specialist in oubstetrica/gynaecology for higs/her part, would
support the midwife, provide backup, and care for those patients
with complicated or abnormal problems. Thue the midwife would
have important leadership funetions on the maternal health team,
asguring meat ¢f the necessary intermediate-level services. In
thie rele, she could shift the foeal point of midwifery services
away from the referral ¢entre and out to the community. The graup
gstrongly endorsed this envisaged role as an appropriate ona to
accelerate achievement of safe motherhood chjectives.

Training and educational methodology

This group started with the identification of problems in the
field of maternal health training. They found that trainers were
frequently inadequately trained themselves, that trainees often
had a passive approac¢h toward learning which worked against their
learning of new skills and attitudes, that rigid statutory re-
quiremente made it impossible for trainees to utilize newly ac-
quired skills, and that training itself was often irrelevant,
insensitive to actual needs, performed in inadequate or inappra-
priate sites, and presented from perspectives poorly aligned with
the existing situatjon. General problems, such as resistance to
change and the imbalance between yesources and needs, further
compounded these difficulties. Like the other two groups, this
ong also underlined the necessity of identification of needs and
also of resources available to meet those needs, both in the trad-
itional sector and in the conventional health sector.

Suyggested broad approaches included a focus on the training of
trainers and the training of district health teams. It was falt
that, as a minimuw, all trainers should be able to redesign train-
ing programmes, addresas managemepnt issues related to training and
eollaborate in the production of health lzarning materials as well
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ag utilize modern educational methoda. Ragarding training of the
district teams, the group affirmed the need for an integrated,
national mechanism responsibkle for training which ie adequate in
quantity as well as quality, and is provided on a permanent basia.
This mechanism muet include provision for two-way movemant betwaen
tha central level and the periphery in order to assure that the
training remaing relevant, adequate and effective.

The working group proposed that WHO'a stratagy for reinforcing
maternal health training should focus on the strengthaning or
development of interregional, regicnal and national training
centres which would, in turn, strengthen the ¢apacity of countries
to assure the delivery of appropriate and high quality maternal
health services by their district health teama. They would do
this by assisting requesting countries to develop integrated,
national mechaniesms for training. Once in place, these national
training units would produce continuing education programmes for
teams and develop or adapt country— or community-appropriate
learning materials for local use. With a view to having medium-
to leong-term impact, the training cantres would consult with re-
questing countries on the reviamion of curricula of their health
professions tralning =chools and on the training of trainere at a
national or sub-national level.

Eesides promoting the development or reinforcement of these
resocurce centres, WHO's immediate interventions could alsc include
1) contracting for the development of health learning materials,
making use of national and regional capabilities and utilizing all
appropriate media, and 2) identifying and cataleging existing
health learning materials a0 aa to facilitate the tailoring of
them to specific country needs.

Discussion of the working group's presentation pointed up the
problems in development of community-specific training materials.
In view of the vast number of ¢ommunities which need such mater-
ials, thae tagk was seen to be overwhelming. A suggestion was made
that these materials should be developed on a region- or con-
tinent-wide bamis and then adapted to individual countries or com—
munities, The difficulties already encountered in this type of
adaptation were noted, however. It was suggested that tha WHO
learning resource centres, of which thera are already three in
Africa, could be instrumental in this effort.

The large group also stressed that the training process must
be ingtitutionalired at the district level, while being coordina-
ted more centrally. It pointed out the need for ongoing evalua-
tion to be built into any system for training, and the consequant
nacasasity of training health workers and their trainers in ra-
search and evaluation wethods. Finally, participants urged gov-
ernments to build on the bases which exiat, apnd to strengthen
training step by step.
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Conclusions and recommendations (Agenda items 4 and 6)

Preparatjion for Meeting of Interested Parties

In diecussing the approach which should ke used at the next
Meating of Interested Parties on 18 and 19 June 1990, the group
reconmended that the topic of training should ke introduced by a
panel using a media presentation. It was felt that thia approach
eould put acrosa most clearly the depth and complexitiens of mater-
nal health training issues. Members specified that this intro-
ducticn Bhould cover three main areas: 1) a presentation of the
pregent situation, expeosing the problems, 2) individval elements

of a recommended solution, and 3) a strategy for integrating tha
elements into an overall plan.

The group noted that cost estimates must be included as part
of the presentation, and that the efficient use of resources of
the proposed solutions should also be demonstrated. Assuranceg
should be given, supported by specific projectiens, of the prob-
able payoff of these solutions within a reasonable period of time
and guidalines on how individual elements may be implemented
should also pe presanted.

Qthar recommendations

In eonsidering future task force process, the group recom-
mendad that:

- additional human resources be added at WHO/HQ and in the
target regions; as had been discussed previcusly, the need for
more midwives was felt to be particularly acute;

- a project document ke drafted to obtain funds for the support
of further safe motherhood activities;
- a working group of the tagk force be created to review the

tagk force's work and promote its recommendations.

Human resources not currently represented on the task force,
which might be heneficial, inglude:

- dn expert in evaluation technology as applied to training;
- a health planner;

- a health economist;

- a health learning materials development gpecialist;

- .4 midwife spacializing in clinical services;

- one or more categories of social scientists;

- &n expert in training of trainers; and, perhaps

- experts in nutrition and public health,

Finally, it was re-emphasized that training for safas mother-
bhood must be ¢arried out in the context of existing, hapizontal,
primary health care programmas, and should not be developed within
A neaw, separate, vertical structure of its own.
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Concluasione

Am a result of its discussions, the task force succeeded in
taking concrets steps toward the development of a safa motherhood
and maternal health training strategy. It had also locked closely
at the issues of essentia)l obstetric functiona, midwifery, and
training and aducaticonal methodology as applied to the Safe Moth-
arhood Initiative. By the end of the three day seasion, it had
endorsed the following elements which it considered essantial to
the SMI training strategy:

1) Continuing education of already qualified health workers in
matarnal health must bhe dene in the context of the district
health team.

- In erder to do this, situation analyses must be performed
and team membars’ roles must ba clearly defined.

- Training must be geared to equipping team mambers with
the necessary skills to fulfill those roles.

- This tralning must ba provided te all categories of mat-
ernal health workers from TBAs to midwives te physician
generalists and specialists.

- All levels of workars will need updating in technical
skills appropriate to their level, and many will require
training in management, research and informatien/educa-
tion/ecommunication skillsa.

- spacial attention must be given to the identification of
the appropriate team members to perform essantial obste-
tric fungtions (EOF) and the training of these workerse to
perform them.

- Spacial emphasis will alac have to be placed on the pre-
paration of midwives to fulfill their leadership fune-
tions.

2) National and/or regjional mechanisms must be developed to coor-
dinate this training on an ongoing hasisa.

- Systams must be institutionalized within the health and-
Jor educational infrastructure of the country or region.

- They must ensure back and forth communication betwsen the
central level and tha periphery.

- They must give serious attention to the training of
trainers as an early priority.

- Theee tralners’ primary role should then be to assure tha
training of district level health teams.

- Trainera should also participate in the development or
adaptation of appropriate maternal health learning matar-
ials.

3) Pre-gqualification training must also be revised if this train-
ing strategy is to have long term effects.

- Midwifery training, particularly, requirea aarious atten-
tion. It must be reorientad towarde ¢linical practice
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and the learning of skills, and geared t¢ the needs of
the community served. It must emphagize the developmant
of judgement and must include an element of management
training to prepare the midwife to assume her leadership
role within the maternal health team. The key role that
the midwife plays at the intermediate (first referral)
level must be atressed.

- Medical school ¢urrjcula must be revised alse, with par-
ticular emphasia placed on training studenta in the com-
munity o as to better understand and meet community
neads,

- TBA training programmes and training methodologies neaed
to be reviged and coordinated with the training and ser-
vice astivities of all the other members of the maternal
health team, '

Interregional, regional and naticonal training centres should
be created or reinforced so as to be able to support countries
in putting the above plan into operation.

- Theege centres should provide for the training of trainars
and participate in the development of learning materials
for maternal health in addition te supporting countriea
directly.

- ¢entres should identify one or two "flagship"” countries
within their region and support them as they go through
this process.

- They should then document and disséminate the results
obtained in these countries so they can be used by others
paeking solutions to their own problems.

WHOQ/HQ, working with the regional offices, should be involved
primarily at the level of tha above-menticned centres, streng-
thening those which already exist and promoting the develap-
ment of more where neaded.

- HQ should support these gentres in their efforts to iden-—
tify flagship countries, perform needs assessments, carry
out retraining activities and document and disseminate
the results.

- It should also support them in the development, adapta-
tion and dissemination of health learning materiala.

- In addition, WHO/HQ should serve as a focal point for
information exchange ameng the centres, support the dev-
elopment of guidelines for human resources planning in
maternal health, perform policy reviews, and collaborate
in the development of performance indicators, asg neaded.
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Annex 1

LIST OF PARTICIPANTS

Temporary Advisers

Brigitte Jordan, Ph.D.,

Institute for Research
on Learning

Palo Alto, CA 94304

usA

Dr Lim Su-Min

c/o Department of Obstetrics
and Gynaecology

National University Hospital
Singapore *

Dr B.T. Nasah

Regional Ttaining Cantre
Kigali

Ewanda

Mrs Mary Ellen Stantom

Consultant in MCH and Family
Plamning

UsA

(currently in Kwaluseni, Swaziland)

UN Agencies and NGOz

Mrs Helen Kerr

c/o Lutheran World Service
Ho Chi Minh Viile
Cambodia

Mrs BRegina G. Msolomba
Midwifery Tutor

Kamuzu College of Nursing
Lilongwe

Malawi

Professor E.H.0. Parry
Director ‘

The Wellcome Tropical Institure
24 Stephenson Way

London, NW1 2BQ, UK

International Federation of Gynasecology and Obstetries:

Professor Max Elstein
Department of Obstetrics/Cynaecology

University of South Manchester
[4):4

International Council of Midwives:

Ms Helga Schweitzax
Staatliche Hebammenschule
Universitat-Frauanklinik
D - 7400 Tubingen I

United Nationsz Populatien Fund:

Dr Pierre Severyns (UNABLE TO ATTEND}
Senior Technical Adviser

United Nations Population Fund
New York, N.Y. 10017, USA
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Dr €, Boalen, HRH/EDH

br M, Hirschfeld, HRH/NUR
Dr R. Johnson, MCH

Dr J. Kierski, MCH/FHE

Dr B.E. Kwast, MCH/FHE

Dr J.-P. Mem, HRH/HEM
Dr H. Rejeb, FHE

Dr A. Wasunma, DTR/CLI
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Annex 2
AGENDA

Opening and background to the Task Force

Objectives of the Task Foree and of the Meeting

Human resources needs in Maternal Health Care

3.1 A global assessment and projects
- different settings and stages of development
- categories of health workers relevant to matermal health
- policies ‘

- training capacity and organization

1.2 Country needs/case studies
- needs for an holistic appreoach

3.3 Special problem areas

- midwifery and traditional birth attendants

- essential cbstetric functiens
Priority areas for global, regional and national action
Approaches to be considered for the develepment of programme priecrities
2.1 Situation and policy analysis
5.2 Human resource development planning

- Boelen: "RADICAL" Methed for Optimizing Human Resources

for Health

5.3 Support to education and training, ineluding continuing education

5.4 Suppert to curticulum and learning material development

Conclusions and recemmendations
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Annex 3

REPORT OF WORKING GROUF ON ESSENTIAL OBSTETRIC FUNCTIONS
AND HEALTH TEAM MANAGEMENT

1. APEPROMC

The availability of essential obstetric functjonsg (EOF) at the first
referral level is an appropriate approach to reduce maternal mortality and
morbidity. This i & pragmatic method to deal with emergency situations in.
primary health care, particularly in cuuntriés/:egiunn with limited ra-—
sources. It should be considered as an intarim measure to cope with the
current crisis. The approach is not applicable in countries where there
are highly speclalized gervices available to everyone.

1.1 Multidisciplinary teama as source of EOF

- a multidisciplinary team should provide EOF and be located at a
pPrimary care unit which could be a district hospital or health
centre

— the team should interact with community health care providers
and be a suppart to them

- the team should be an integral component of the primary health
care system

- the coordinator of the team must take responsibility for its
direction, implementation of ita functiona and accountability;
he/she must have akills and experience in management

— tha composition of the team providing EOF will depend on the
manpower resources available

- the team approach should be pursued not only in the provision of
services, but also in training and avaluation of parformance

1.2 Essential maternal health functions to be performed by the team:

- antenata)l assessment to identify and manage women at risk

- attendance of normal labour and emergency interventions in life-
threatening situations, including neonatal care

= postnatal care of delivery complications

- fertility regulation

1.3 Prior situation analysis is essential

- central to the planning of an effective programme is an evalua—
tion of existing manpower, skilla and regsources available and
the identification of any deficiencies in the infrastructure

- @& strategy for training will depend on the results of this fact-
finding exercise

1.4 Fole of the secondary level
- at the second refarral level (apecialist level) there should ba -

a mechanism for referral of cases, a system of continuing
education and a means of support to the more peripheral lavels
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2. TERNAL HEATTH TEAMS TN EOF
2.1 Training issues

2.2

- training will depend on the available case load and on the
trainers

= trainars will need to be identified from among available specia-
liats

- trainers themeelves may need to undergo a training programme to
acequire the neceesary behaviours and skille to be gffective

- trxainers themselves should participate in ongoing educaticnal
activitiaes

= the training programma for the team should occur in a facility
not dissimilay to thoee in the location where thay will work

- ecoordination for the training programme should be regional
(either within a country or among several countries depending on
gaographical and cultural circumstances)

~ the existence of an appropriate infrastructurs at this regional
lavel will b& an essential requisite

Spacial congideraticns

= this training propocsal doea not preclude or limit the develop-
ment of an integrated, holistic, maternal and child health
servica as part of the health care planning of the country
concarned

- this integrated service should be developed aimulitaneously and
on & long term basis

= ecountries should ba ancouraged teo ensure that medical students
have early exposure to ispues of reievance (an important one of
which is EOF) in their undergraduate maedical training

— it is in a country’a interest to plan an intagrated maternity
service mada up of both specialist obstatrician/gynaecologists
and midwiven

ERQPOSED WHO ACTIDNS

- the working group is of the opinion that WHO should respond to
invitations for aesistance to those countries which have the
potential and the will to achieve an effective programme within
fiva years

- WHO’'s rolae should be:

. to coordinate training within the regions concerned,

+ to prepare appropriate teaching aids, materials and pro-
grammes,

« to fagilitate the astablishment of relevant training facili-
tiee within the context of primary health ecare

= it will be naecessary to obtain donor support to fund thesa
activities

- coordination with appropriate experts, organizations and in-

stitutiona of the country concernad will ba essential to imple—

ment the above .

this would enable the preparation of relevant guidelines for tha

definition of strategles for training and service, and for the

ovaluation of EOF training and of the overall performance of the
matarnal health care system.
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Annex 4
REPORT OF WORKING GROUF ON MIDWIFERY
ROLE OF THE MIDWIFE
The midwife is a person who:
- by her/his training has the competence and askills teo provide

reproductive health care ag an independent and interdependent
practitioner in the maternity care team.

- by regulatory mechanisme is entitled and protected to practice
in the spheres defined by the content of midwifery.

CONTENT OF MIDWIFERY

This content also can be tailored to fit other cadres of haealth
care personnel who will be used in certain countries to carry cut
midwifery functiong. It includes:

Provision of care of high technical competence:

- antenatal

- labour and delivery
- postnatal

- family planning

- newbaorn

- infant

Provision of the following essential obstetric functionsg:

- repair of vaginal and cervical lacerations
- pecform and repair episiotomy

- vacuum extraction ‘

- administration of IV fluids, blood

- emergency evacuation of utarus

- manual removal of placenta

emergency treatment of severe pre—eclampsia, eclampsia

- adminigtration of IM and IV antibiotics

- famjly planning functions: prescription of oral contracep-
tives, insertion of IUD and Norplant

Provision of social and psychological suppert, counselling and
education to clients, families and communities, based on normes and
values appropriate to the society.

Provision of leadership in matters of safe motherhood including
tha arsas of:

- administration
- management

- laadership

- research
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3.4

3.5

BILITY OF SONNEL_TO Y OUT MIDWIFERY
Thera is wide variation in personnel ameng countries.

Perscnnel, eapecially at the ¢ommunity health level, are largely
lacking:

- those with degrees have laft for more prastigious poete
- many othars prefer to work in cities where better houaing,
education and amenities are available.

Where peraonnel are available they vary widely in education,
including:

- polyvalent health workers whose training in midwifery is
rudimentary

- nurse-midwives trainad in an integrated system where midwifery
has disappeared

- nurse-midwives with varying amounta of time devotad to mid-
wifary (6 months to 2 years)

- midwives where, in sema cases (e.g., francophone Africay),
delivery skills may have been completely lost due to the
saparate vertical aystems of antenatal and delivaery care

- auxiliary nurse midwives

- enrolled, grade II midwives, which have been phasad out now in
many countries

Where personnel are available, they have been trained in and have
practiced services with varying quality (in some cases vary pocr)
#0 that their own standard of care may be low,

Where personnel are available, they arsa largely ignorant of the
problems of maternal mortality,

TRAINING

Problem: There is a dearth of midwifery tutors, and those who

are available are ocut of touch with clinical practice. Their time is taken
up in out-dated teaching practices such ra lecturing.

4.1

4.2

Pre-conditions for training:

- laws/requlations which are supportive (or at least not
restrictive) of parformance of easential funections,

- sarvice which is providing high cquality care.

- tutor training,

Frerequisitesa for midwifery tutor:

- trained midwifa (nurse-midwife)
- pestgraduata clinical and community experience

- senaitive to and knewe how to aseess community‘s percaptiona
and needs,
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Componenta of midwifery tutor training: -

additional theoretical knowledge in midwifery and pragtice in
extra c¢linical skills (including selected essential abgtetric
functions)

sociology, anthropology, epidemiology, research, ete.
spacialization in education ’

STRATRGTES

Short tarm

Community

TBAS

agsessment of community perceptions and ethno-cultural belief
gystems ragarding reproduction, with intersectoral collabora-
tion (maternity care teaam)

provision of appropriate information concerning self cara,
community responsibilities

agaessment of TBAs’ perceptions of antenatal care and safe
dalivery

definition of targeted training needs for pravention of haem—
orrhage, sepsis, cbstructed labour, ruptured uterus
retraining in the village

Health auxiliary, family welfare visitor

guldelines for refresher in-service (hands-on) courses based
on working group planse

Enrollaed nurse-midwife, auxiliary nurse-midwife, registered nurse-
midwife, registered midwife

tan-day to two-weak inservice glinical refresher courses which
include:

- providers’ and community’s perceptions of causes of
maternal mortallity

. additional theory and clinical experience in essential
obstetric and maternity carea functions

continuation of collaborativa International Confederation of

Midwives/WHO intercountry team workshops on safe motherhood

atudy tours for teams to see model programmes

promoticn of community midwifery experience in current

midwifery training programmes

tarm

curriculum reviaw

lagislatjion

matarials development (self-etudy, ete.)
tutor training
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A OAC

WHO/HQ should appoint 2 additional midwives in MCH for midwifary
training for safe motherhood.

A working group on midwifery should bae establisghad for:

praparation and organization of in-service training at all
lavels;

aituation analyses of midwifery sarvices, particularly in
regard to their:

. quantity,

. distribution, and

. quality;

devolopment of tratning matariala;

building up of a ragional teams with nationale and midwifary
axperte.

Exjisting training collages should be assassed with regard to the
preparation of midwifery educatorsa.

Midwifery tutor educatjion programmes should be restructuraed and/or
{re—)eptablished. This will require consultants who will faed
their resulta back to the working group.
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Anneéx 5

REFORT OF WORKING GROUFP ON TRAINING, EDUCATIONAIL METHODOLOGY

WHAT ARE THE PROBLEMS?

« inadegquately trained trainers
- lack of exposure to real-life work settings (community and
clinic)
. overemphasis on didactic teaching methods
- passive attitude and expectations of trainees
- imbalance batwaen resources and neads
- resistance to changa
- ineufficient and inappropriate locations for training
- rigid statutory demands
~ inadeguate or inappropriate perspectives
- women'’s perspective
. community perspective
- casta, class
. white coat mentality
- irrelevance and/or insensitivity of currant programmes

IDENTIFICATION OF NEEDS, RESOURCES

Needs identification

- what are the problems, needs in the local system?
- what do the learners want to learn? It is8 important to know
this so as to overcome rvesistance and generate motivation to

loarn, as well as to satisfy the need for rewards and recogni-
tion (incentives).

Repource identification

- what are resources to be found in the traditional sector?
. conditions

. normal labkour and birth
. local knowledge system
. clients/patients
. practices
- what are to be found in tha conventional health sector?

BROAD APPROMCHES TO RESOLVING PROBLEMS

Training of trainers

Training programmes for trainers should include:

-  updating of technical skills,

introduction to community-defined concerns and the ethno-medical
systemn,

purging learners of conventional educational methods and re-
training in educational skills with an emphasis on problam-—

solving, placing tha teachar in the role of consultant, faecili-
tator and collaborator.
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3.2,2

4.

Newly trained trainers should be able to:

- radesign training programmes,

- address management issues related to training such as optimal
raticd of students to trailners,

- collaborate in the production of appropriate teaching materiais.

Training of the digtriect team

An integrated, national systaem must be davaloped in order for
countries to provide training which is adequate in quality and
quantity on a continuing basia. This ayatem must includae:

— human regourcas (coordinator, Buparvisors),
- matarials,

- maana of meetings to identify needs and to evaluate.
Thare must be two-way movement betwaan the community/district and
the central coordination levels. Training neads must be fed in from
the periphery, and centrally coordinated programmes must return to
tha periphary for implementation.

FIc MME: ONS

The capacity of district health teams must ba etrengthened to

deliver appropriate and high quality maternal health, gafea motherhood cara.
This should be done primarily through tha intermediary of interregion-
al/regional/international centres which will ba mutually pupportive and
will have two main functions:

4.1

4.2

4.2.1

Training of trainers at international (regional or interregional)
level, so that they will be abla to:

= teach (facilitate learning) effectivaly,
= develop appropriata eurricula,
= develop appropriate learning materials,

{(Trainee trainers can be from any hoalth profeseion [physicianga,
nurge-midwives, midwives, etc.)] and can ba taught to train in any
domain which is needed and for which they are qualified [e.g.,
technical gkills, education of the community, management])

Consultation with, and assistance to request ing countries to devalop
an integrated system of naticnal training of district health teama
in maternal health and safe motherhood.

National activities to be undertaken which will hava short-tarm

impact:

= programmes of continuing education for all members of the
distriet health taeam

. basad on identified needs,

+ culturally and sciantifically appropriata,

» accomplished through a system establishad by the country to
aagure continuity, and

. aubject te evaluation.

developmant of country- or community-appropriate learning mater-

iale (thig will take some tima),
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National activities with medium/leong term impact:

- revigion of curricula of health professions schools,
- training of trainers at national or sub-pational level.

PRIORITY WHO/HQ INTERVENTIONS

Promotion of the development and/or reinforcement of the inter-
regional /regional/international resource centres, fostering mutual
support among them. (A number of centres already exist, e.g.,
Kigali, Singapore, Mauritius).

Iasue contracts for the development of health learning materials.
These should be developed using any appropriate medium and should
make use of knowledgeable nationals for their development.

Identify, obtain and catalog existing health learning materials with

a view to their "tailorability." This activity would also have a

clearinghouse function, channelling materials to potential sources
of adaptation.

* %* * K K




