Evaluating the Training of Nurses
to Do Family Planning Work in India

J. B. WEISBUCH, M.D., M.P.H. and CARL WATSON. M.D.

AMILY PLANNING programs in this

country and abroad urgently need trained
workers. Skilled medical assistants can stretch
scarce physician manpower by performing
many tasks in these programs.

Once the basic job description of a family
planning worker is drawn up, it is not difficult
to design a training program that will produce
persons with the requisite skills. But increas-
ing the numbers of trained medical assistants is
of little value if they are not able to do their
assigned tasks. Therefore, it is essential to de-
termine the effectiveness of training. Evalua-
tion of the trainee, the training program, and
the productivity of its graduates is necessary to
make this determination.

Evaluation of training and educational pro-
grams is not highly developed. Miller and co-
workers () discuss many of the problems and
some solutions applicable to the evaluation of
medical education. A few attempts at measur-
ing overall effectiveness of trained midwives
and family planning workers have been re-
ported (2-4), but we could find no specific at-
tempt at evaluation of a training program for
family planning workers in the literature.

The purposes of this paper are twofold. We
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shall delineate the methods of evaluation used
to measure the effect of a training sequence de-
signed to develop skilled family planning as-
sistants, and we shall describe the problems
inherent in both training and evaluation.

Background

In spring 1968, a training contract was signed
by the U.S. Peace Corps and the University of
Kentucky Center for Developmental Change.
The university was to train 36 Peace Corps vol-
unteers to be family planning extension educa-
tors in rural areas of the Punjab in India.
Twenty-four volunteers, 12 married couples (all
college graduates), were to be trained to carry
out general family planning education. The
other 12 volunteers were to be registered nurses.

The training aims for these nurses were
clear-cut. They were to become paramedical
professionals with factual knowledge of the
anatomy, physiology, and the elementary pa-
thology of reproduction. They were to acquire
specific technical skills—be capable of taking
obstetrical and gynecologic histories, of per-
forming gynecologic examinations with self-
confidence, and of inserting IUD’s. They would
have the judgment to select appropriate women
for IUD insertion. As extension educators, the
nurses would be able to transmit their know-
ledge, technical skills, and judgment to Indian
health workers, using a foreign language, Pun-
jabi, in a foreign culture. The Indian Govern-
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ment agreed to conduct most of the nurses’
training in the specific skill of inserting IUD’s,
recognizing the difficulty of giving such train-
ing in the United States.

The Peace Corps and the University of Ken-
tucky had had experience in training volun-
teers as extension workers in family plan-
ning (§), but the nurses were the first volunteers
to be taught to do pelvic examinations and in-
sert TUD’s. Having persons other than physi-
cians insert IUD’s was a major departure from
India’s previous policy; the Punjab govern-
ment had stipulated that the volunteers be reg-
istered nurses because it was concerned that a
professional person teach the Indian workers
to insert IUD’s.

Methods

Preliminary selection of trainees. The meth-
ods of selecting Peace Corps members are not
specifically delineated. Many techniques are
used to encourage intelligent, motivated young
people to volunteer. Women volunteering for
service late in 1967 and early in 1968 who were
registered nurses with at least a year of experi-
ence were informed by the Peace Corps of the
basic outlines of the program for the Punjab
and asked if they were interested. The prospec-
tive volunteer was told of plans for specific
work in family planning, encompassing clinical
as well as educational phases in India. At re-
cruitment, 6 months to 1 year before training
started, few specifics were delineated. Peace
Corps staff interviewed women interested in the
program. A Peace Corps physician, who had
helped develop the program in India, contacted
each prospective trainee 3 months before train-
ing to make a final judgment of her interest and
to attempt to answer her questions. Unusual
care was taken in selection to assure high-
quality personnel.

Training. Training 12 nurses to do pelvic ex-
aminations and insert IUD’s in a 3-month
period created problems. The first was to find
a well-trained obstetrician-gynecologist who
would supervise the nurses closely and serve as
a medical consultant. A physician who had re-
cently completed his residency in obstetrics and
gynecology at the University of Kentucky was
selected.

The second hurdle was to find enough pa-
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tients for each trainee to examine. Neither the
program coordinator nor the medical consult-
ant knew how many pelvic examinations a per-
son needed to perform to develop the requisite
skill. The literature concerning such training
does not indicate the number of pelvic exam-
inations necessary for proficiency (2,3). We de-
cided that between 50 to 100 examinations per
trainee, the minimal number the average medi-
cal student does in his obstetrics and gynecology
clerkship, would suffice. Between 600 to 1,200
women submitting to pelvic examinations
would be needed for training. Using patients of
the obstetrics and gynecology outpatient clinic
of the University Hospital of the medical school
and inpatients at Kentucky State tuberculosis
and mental hospitals, we were able to approach
the lower figure.

A third problem was to develop appropriaie
measures to evaluate the increase in knowledge
and skill of the trainees—measures of the de-
gree to which the training goals were achieved.
The methods we devised are described
subsequently.

The training cycle. Stage 1 included 3 hours
of lectures on obstetrics and gynecology every
third morning for 2 weeks followed by 3 hours
in the University Hospital’s obstetrics and gyne-
cology clinic. The last session consisted of a
1-hour lecture and a 2-hour examination. In
the 10 hours of lectures, the women were taught
obstetrical anatomy, reproductive physiology,
and gynecologic pathology. In the clinic, under
the direct one-to-one supervision of the medical
consultant, the nurses were taught methods of
taking histories, making Papanicolaou smears,
and doing pelvic examinations. Each nurse in-
serted one IUD. Each nurse saw three to five
patients during an afternoon at the outpatient
clinic. The primary texts for this portion of the
training were the booklets “Understanding”
(6) and “Methods of Contraception Control”
(7) as well as portions from standard texts on
obstetrics and gynecology.

Stage 2 included in its 6-week format further
lectures on broader aspects of maternal and
child health as well as participation in a mass
screening effort—taking Papanicolaou smears
of patients in chronic disease hospitals in the
State. In this phase each pelvic examination
was supervised, but not as closely as in stage 1.
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Each nurse examined about 20 hospital patients.
The academic material presented in this stage
drew on the literature concerning problems of
nutrition and maternal and child health in
India (8-14)

Stage 3 was a 1-week field experience at the
Frontier Nursing Service in Leslie County,
Ky. The nurses worked in the Hyden Hospital,
the service’s central facility, and in its rural
outpost satellite clinics “up the hollers.” In this
phase, the Peace Corps nurses handled daily
clinical situations similar to their expected
clinical functions in India. Each had the op-
portunity to interview approximately 10
patients.

During the first 4 weeks of technical train-
ing, the nurses were also required to participate
in the general training the other volunteers
were undergoing (15). They re-presented the
information they had acquired in the lectures
on obstetrics and gynecology to the 24 non-
nurse trainees. This procedure had three pur-
poses: (a) to help the nurses acquire greater
familiarity with the material, () to give them
the opportunity to learn to use audiovisual
teaching aids which are helpful in presenting
complicated information to an unsophisticated
audience, and (¢) to expose the other volunteers
to the technical material so that they, too,
would understand complex aspects of anatomy
and physiology while serving as family plan-
ning extension workers (but not as IUD in-
serters or teachers) in India. To assure that
all relevant material was covered, the medical
consultant and coordinator attended each ses-
sion. All members of the training staff assessed
the presentations for total content and skill in
delivery.

E'valuation. Evaluation was designed to
measure two aspects of the program.

1. Did the nurses achieve the level of
factual knowledge, clinical skill and judgment,
and competence in extension education outlined
in the primary objectives of the program ¢

2. Were the primary training objectives rele-
vant to preparing the women to handle the
specific problems they confronted during the
first few months on the job in India?

To answer the first question, we used both
objective and subjective methods to determine
the achievement of the nurses. To determine
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whether they carried out the number of exami-
nations and histories felt appropriate, each
nurse kept a log of her activities indicating
the number of obstetrical and gynecologic
histories, pelvic examinations, Papanicolaou
smears, and IUD insertions she had performed.

The level of academic material learned was
measured by a written examination on the
anatomy and physiology of reproduction given
at the outset of the training and repeating the
examination 6 weeks later. Each nurse served
as her own control.

Cases from the “The Casebook for the
IUCD” (16) were used as an objective measure
of the nurses’ ability to make competent clinical
decisions concerning family planning problems.
The nurses’ achievement on this test was meas-
ured against results on the same test achieved
by two other groups with experience in family-
planning methods. One group was the other
female volunteers in the training program, who
were being trained as extension workers in fam-
ily planning and were familiar with the tech-
nology of family planning but had no clinical
experience. The other group was the registered
nurses working full time in the obstetrics and
gynecology outpatient clinics. They had no
special clinical training but a great deal of
experience. These two groups were chosen not
as direct controls, but to give a gross measure
of the clinical competence of the trainees com-
pared with other educated women working in
the same area.

The medical consultant subjectively evaluated
the nurses’ ability to handle clinical situations
during the last week of the clinical training.
The criteria for evaluation used by Watson
follow:

1. Knowledge. The trainee’s ability to relate
didactic material to actual cases in making
clinical judgments and diagnoses was rated.
Part of this measure was the accuracy of the
information the nurses used in counseling
patients.

2. Skill in performing the pelvic examina-
tion. The nurses were rated on their skill in
conducting the examination and gleaning the
relevant clinical findings as determined initially
by Watson. The evaluation included proper
positioning of the patient, insertion of the
speculum, the recognition of normal and ab-
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normal anatomy, the position of the uterus, the
presence of infections, prolapse, and so forth.

3. Overall approach to the patient. The
nurse’s competence in this area was also judged.

A 1-5 rating scale was used, 5 being a high
level of achievement. The final rating for each
trainee was based on the average of these three
scores.

The Frontier Nursing Service physicians
gave a short summary of each nurse’s skill,
based on her ability to handle clinical situa-
tions. Unfortunately, these physicians used no
precise measurement criteria; comments were
wholly subjective.

The nurses’ ability to teach material and com-
municate complicated ideas to an unsophisti-
cated audience was judged in two ways. Their
ability to develop and carry out teaching ses-
sions using audiovisual aids, both in English
and Punjabi, was subjectively evaluated without
specific external controls. Specific ability to use
Punjabi was measured twice during the pro-
gram by the U.S. Government language testers
who spent 15 minutes with each candidate.

All four members of the training staff who
evaluated the nurses’ teaching ability had ex-
perience in training volunteers for India; three
of the four had spent some time in that country.
They judged the organization of material, ease
of the presentation, consistency in the use of
audiovisual teaching aids, and the degree to

Table 1. Results of examinations on anatomy
and physiology of reproduction before
and after training

Quiz before Quiz after
Trainee training training

PSS .. 27 40
LL____ .. 27 43
MS . 27 45
AP___ . 29 41
NW____ . 35 40

P 31 38
BP ____ . 22 43
NG 22 38
SB._ . 135 41
Cle e 33 @)
Mean_.______________ 28.8+-4.68 41.04+-2.34

1 Incomplete examination.
2 C.T. left the program midway through training.

NoTe: Maximum score was 50.0. The ¢ value=7.25,
with 17 d.f. yields P<0.001.
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Table 2. Procedures performed by nine

trainees
Papanico-
Pelvics, laou smears, Gyneco- Loops
Trainee bimanual  virginal logic his- inserted
specimens tories
included
SB..__. 35 50 20 1
LL_____ 39 40 15 1
G_._._. 25 40 20 1
B.P_____ 15 30 25 1
KP_____ 22 26 20 1
AP_____ 25 40 20 1
MS____. 33 44 44 1
PS_____ 37 40 20 1
NwW_.__.. 36 50 15 1
Total 267 360 199 9
Average_. 29. 7 40. 0 22,1 1
S.D._.... +8 2 +8.0 +87 -

which the central and peripheral ideas came
across to the audience. A 1-5 rating scale was
used, a grade of 3 implying that the subject was
as good as the average Peace Corps’ trainee in
presenting her teaching package. A grade of 5
implied that the trainee was better than 95 per-
cent of the volunteers previously trained.

At the end of the training in Lexington each
trainee underwent a general assessment by the
Peace Corps staff. The final selection of the
volunteers for India was based on the technical
skills acquired, the language learned, and the
estimate of the volunteer’s potential as an ex-
tension worker in rural India.

Only eight nurses completed the training
sequence and went to India. One Catholic nurse
completed the training but, after Pope Paul’s
encyclical proscribing all “unnatural” forms of
family planning, did not go to India; two
dropped out midway to get married; a fourth
left for personal reasons. The three who dropped
out of the program midway were doing well up
to the time of their departure.

To determine whether the training protocol
was relevant to the actual work situation in
India, we tested each nurse’s attitude toward the
various parts of the training program by ques-
tionnaire 3 months after she was placed in the
field. The questionnaire covered all parts of the
training including the 2-week training in TUD
insertion in India. In addition, we also queried
the volunteer on her appraisal of the overall
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Table 3. Language skills scores for nine

nurses
Trainee 1st test score ! 2d test score !
EP ____ . 1
JP_ . 1}é 1%
KP._ .. % 1
LL.______________. 1 1%
MS. . % 1
NG % 1
NW__ . % 1
PSS .. 1 1
SB_ . 1 1%
Average?______ 0.72 1.17

1 Scale for scores was O—unable to communicate,
%—uses a few words, 1—small vocabulary for directions,
essential needs, 2—communicates in sentences,
fluency in two or more areas, 4—fluency of an educated
native speaker, 5—able to handle technical vocabulary
with complete facility. (Peace Corps sends no one with
a score below 1.)

2 Larger group’s average for lst test was 0.63, 2d
test, 1.32.

project plan for training at the University of
Kentucky.

To measure attitudes toward each section of
the program, we asked an affirmative statement
about that particular section. For example, the
State hospital experience in Kentucky was a
valuable experience . . . (and) it helped in
preparing me for the work in India. Each vol-
unteer was requested to respond: 1. strongly
agree, 2. agree, 3. neutral, 4. disagree, or 5.
strongly disagree.

The average score (1-5) for each section
served as an attitude scale, indicating the degree

to which the nurses felt a specific portion of the
training sequence was relevant to their daily
work in the Punjab.

Results According to Objective Measures

Change in knowledge of obstetrics and gyne-
cology was measured by scores on the before and
after examinations. The nurses’ knowledge in-
creased during training (table 1). The change
in the mean test scores was from 28.2 to 41.0.
The maximum score was 50.0. Using the -test
analysis, there is a low probability that these
results occurred by chance (P<0.001).

The ability of the nurses to handle clinical
situations was objectively tested by the casebook
(16) examples. Forty-three examples were used,
and the answers were graded 0 for incorrect,
14 for partly correct, and 1 for correct. Watson
graded all tests. The results showed the nurse
trainees scoring consistently well, averaging
39.2 (s.d.#1.06) out of a possible 43.0. The
clinic nurses also scored well, but not as well as
the nurse trainees, averaging 34.8 (s.d.+1.76).
The other volunteers demonstrated their lack
of clinical experience, scoring correctly on only
slightly more than half of the questions (mean
92.8, 5.d.=6.32).

The difference between the scores of the three
groups indicates the training group to be more
knowledgeable. Statistical tests were not used
to determine the significance of the difference
since the two comparative groups were not true
controls for the nurse trainees.

Table 4. Ratings on teaching skills and clinical skills for nine nurses

. . Clinical skills Final Peace
Trainee Teaching skills evaluators ! evaluators Corps grade?
B.R. V.0. C.wW. W.L C.wW. F.N.S.
EBP oo . 2% 4 3 4 3 4 3
JP oo 4 4 3 4 3 4 3
KP____ .. 4Y S 7 R 3 5
LL. 21 3 4 4 2 2
M.So - 3 2 3 3% 2 2 2
NG 4% D P 2 5 1
NW_ e 4 L3 3 3 2
PSS a__ 3 3 3 3% 3 4 3
SB.o- . 4 3% 4 5 3 5 4
Group mean__________ 3. 50 3.33 2.5

1 Evaluators used a scale of 1 to a high of 5. Ratings
were a composite score on 2 or more presentations by
each nurse who was judged on organization, presenta-
tion, use of audiovisual aids, and transmission of ideas.
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See Methods section for explanation of clinical skills
ratinlgs.
2 Top quarter=4.

711



During their training the nurses did not see
as many patients as we had originally desired.
The averages for the four categories of pro-
cedures are shown in table 2. The group took
199 histories overall. They did 267 pelvic exami-
nations and sent 360 Papanicolaou smears to
the State laboratories for evaluation. The excess
of smears over the pelvic examinations and his-
tories occurred because some institutionalized
patients were too senile to give a history and
too old for a complete pelvic examination. Some
were virginal and their smears were virginal
specimens.

Each trainee inserted only one IUD during
the training cycle in Lexington. In India, a
major breakdown in the IUD training sequence
took place. The Peace Corps and the Punjab
government had agreed that IUD insertion
training would be done in India. In spite of
this agreement, in India the nurses were only
allowed to observe insertions except for two
nurses who did three insertions each ; the other
six did no TUD insertions.

The nurses’ language skills were slightly
above the Peace Corps group’s average on the
first test midway through the program and
slightly below the group average on the sec-
ond examination (table 3). Both groups im-
proved, indicating a degree of success in this
important area. Communications from the
Punjab indicate that some nurses are conduct-
India are related to Indian Government’s policy
changes regarding the device. These factors are
discussed subsequently.

Results According to Subjective Measures

Table 4 shows the score, as subjectively rated
by evaluators, for each nurse in teaching ability
and overall clinical skill as well as her final
Peace Corps grade.

The mean score of 3.50 on teaching ability
implies that the trainees performed above the
average for the entire group. The nurses were
evaluated twice, once when they presented the
technical material to the other trainees and
again on their final presentations conducted in
Punjabi. Their final teaching demonstrations
attempted to simulate the presentations they
would be giving in India.

The clinical appraisal by Watson indicates
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Table 5. Eight nurses’ attitudes toward the
value of the University of Kentucky
training

Mean
Subject attitude
score!
Obstetrics and gynecology:

UTe8.n - o oo e e c e e cccmmmm e 1. 25
Clinical experience______________ ... 1. 50
Taking histories and doing pelvic

examinations_ .. _________ooo_.- 2. 62
State hospital experience__________ ... 3. 56
Frontier Nursing Service experience_..____ 1. 50
Demography and statistical lectures._.____ 3.16
Indian training in IUD insertion - 3. 87
Training in using audiovisual aids_......__ 1. 38
Language, area studies, role playing._..___ 1. 62
“T enjoy the work 50 percent of the time.”_. 2.25
The training program covered problems
found in India_____________________._- 2. 38
“T am an effective volunteer as a result of
the program.”_____________ .. _____ 2. 85
“The overall project was well planned and
of positive value.” - _______________._.__. 2. 14

1 Attitude scale: 1=strongly agree, 2=agree, 3=
neutral, 4=disagree, 5=strongly disagree.

that the nurses’ performance was “average”;
the composite scores were in the 3 rating range.
The Frontier Nursing Service physicians were
more positive in their appraisal, ranking the
nurses better than the average Frontier Nursing
Service nurse trainee, but their criteria for
evaluation were not stated.

As part of the larger training program, the
nurses were also exposed to cultural and social
aspects of India. Lectures and seminars dealt
with demography, epidemiology, data analysis
and utilization, and community health evalua-
tion. As part of a Peace Corps training group,
each nurse was subject to final selection before
departure to India. The results of this final
process are also included in table 4. The final
scores were 0 to 4; zero being used only for
those not selected for overseas work, one being
the lowest quartile, and four the top quartile.
Although there were nurses in every quartile,
no nurse was eliminated.

A fter 3 months in the Punjab the eight nurses
responded to questions about the training pro-
gram (table 5).

They felt that the program was of value in
teaching relevant obstetrical and gynecologic
material, in exposing the students to the Fron-
tier Nursing Service, in teaching use of audio-
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visual aids, in language, role playing, and area
studies. Slightly positive feelings were ex-
pressed toward the overall project plan and the
discussions of problems facing the volunteer in
her assignment. The demographic and statistical
material was of marginal worth. The training
in IUD insertion in India and the Kentucky
State hospital exposure were considered less
than useful. The responses concerning the volun-
teer’s level of effectiveness and job enjoyment
indicates a slightly positive attitude.

The nurses’ responses to the IUD training in
India are related to Indian Government’s policy
changes regarding the device. These factors are
discussed subsequently.

Discussion

To accomplish the goals of this program, the
women were required to learn and use academic
and practical knowledge of obstetrics and
gynecology as it pertains to the various methods
of family planning and birth control presently
available in India. They required an under-
standing of Indian culture and some knowledge
of the myriad socioeconomic factors that would
work for and against the success of the program.
They also needed enough language skill so that
communication itself would not be a primary
barrier in fulfilling their task. They required
the ability to teach specific skills to Indian
health workers.

Evaluating the stated objectives was not
simple. Moreover, 3 months is too short a time
in which to judge the achievement of the pro-
gram’s long range goals; it was possible to as-
certain whether the trainees were prepared for
the immediate problems they encountered.

The specifics of this study indicate that ob-
jectives must be clearly stated well in advance
of training. Furthermore, the outcome must be
in performance terms so that methods of evalua-
tion may be designed and implemented con-
currently with the more practical aspects of the
program. This specification of process and out-
come is vital if the appropriate information re-
quired for evaluation is to be accumulated
while the program is in progress.

Our experiences indicate that factual knowl-
edge could be tested at the outset and at the
conclusion of the program. This material in-
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cluded information on obstetrics and gynecol-
ogy, the Indian sociocultural milieu, materials
of audiovisual teaching, and language skills.
The behavioral objectives also could be pretested
and then reappraised upon completion of the
training; these were the clinical skill with
which the nurses handled patients and family
planning problems, the ability of each volunteer
to organize and present an educational lecture,
and the capacity of each nurse to adjust to the
complexities of a foreign, often hostile, environ-
ment so that she could carry out her assigned
task.

In addition to these requirements for evalua-
tion, the training staff must have sufficient
funds to pay for the time and manpower re-
sources necessary to design measurement tools.
In some instances funds should be allocated to
employ expert consultants to act as evaluators
in determining behavioral change. Bias of the
training personnel can result in nonequitable
measurement of the trainees when subjective
and nonquantitative tools are used.

One difficulty in many training programs is
lack of time after the program goals are stated
to allow for careful design of objective evalua-
tive tools. Another problem we faced was the
lack of previous studies to guide us in establish-
ing reasonable objectives in terms of numbers of
procedures performed and in acquisition of
clinical skills.

Recognizing the many shortcomings of our
methods, we attempted without extra expense to
appraise the program using objective, subjec-
tive, and attitudinal methods available to us.
We used semiquantitative and nonquantitative
tools since quantitative measures do not exist
for all facets of the training regimen. Specific
tests and adequate controls to quantify each
section were not possible. In the two instances
in which we used “controls,” the results only
demonstrated a trend indicative of success.

The objective data do point to certain
achievements. The nurses acquired gynecologic
information during the training, as evidenced
by the results of the examination given before
and after the program. An increase from 28.8
to 41.0 out of a maximum grade of 50.0 repre-
sents a significant difference, particularly im-
pressive since each nurse improved. The results
on the Wishik test of clinical skill also indicate
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a high level of medical judgment in this area.
When compared with the other nurses in the
obstetrics and gynecology clinic or with the
other trainees, the Peace Corps nurses per-
formed admirably, scoring better than the other
two groups.

In two of the three quantifiable areas of suc-
cess, the nurses did well. In the third, the num-
ber of pelvic examinations, Papanicolaou
smears, and histories performed was below the
initial goals. Each woman had the opportunity
to insert one IUD in Lexington, but few did in-
sertions in India. No previous studies indicate
how many pelvic examinations are necessary be-
fore a medical assistant or nurse can develop
the requisite skill to separate women with
normal pelvic conditions from those with ab-
normalities. Qur work indicates that 30 exami-
nations under close supervision may be sufficient.
A recent report (4) from Pakistan indicates
that 30 closely supervised pelvic examinations
seem acceptable in the context of that train-
ing program.

The subjective measures used by the investi-
gators were an attempt to overcome the in-
herent bias of instructors acting as evaluators
of their own students, by clearly stating the
criteria for measurement in advance. That the
nurses did achieve a modicum of success in these
areas is heartening, but once again this success
only indicates some positive values in the train-
ing rather than a clear demonstration of success.

The most encouraging finding in the evalu-
ation is that the trainees’ attitudes toward the
program remained positive 3 months after they
were placed in the field. The fact that each
nurse was conducting educational sessions in
Punjabi for Indian health workers points to
achievements in this aspect of the training. But
the failure of the Indian training to include an
adequate number of IUD insertions is a disap-
pointment ; this stipulation was part of the ini-
tial contract.

Part of the reason for this failure was a
change in the Indian Government’s commit-
ment to the IUD. Our program was designed
during a period of interest in the device, but
subsequently the IUD fell into disfavor, and
condoms and sterilization were being empha-
sized. Recent reports from India indicate a
shift back to the IUD, but this change has not
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been fully demonstrated to date. Changes in
commitment further complicate the design and
evaluation of international training programs.

Conclusions

During 3 months of training, nurses can ac-
quire skills in cross-cultural communications,
learn a foreign language, and develop skill in
teaching family planning methods. These facts
indicate the potential for training medical as-
sistants in this country and abroad.

The specific level of achievement of the
nurses toward the initial project objectives
could only be measured roughly. The tools of
measurement were not sufficiently fine to con-
duct a rigid evaluation.

Training is necessary to fill gaps in medical
manpower, and evaluation of training is the
only rational way to improve the graduates of
training programs. Improved manpower rests
on improved evaluation techniques.

Our data demonstrate partial achievement of
the project goals. Nine registered nurses in-
creased their knowledge of reproductive physi-
ology, learned some clinical and educational
skills, and acquired a minimal knowledge of
Punjabi and the Punjab. Whether or not the
eight who went to India will be able to carry
out family planning training programs in India
based on the material they learned is unclear.

If the training of paraprofessionals is neces-
sary to offset the shortage of physicians, the
honing of evaluative tools is mandatory to as-
sure that the efforts spent in training do, in-
deed, create the desired output.

Summary

Eight registered nurses were trained at the
University of Kentucky Center for Develop-
mental Change as Peace Corps family planning
extension workers in India. They were taught
factual knowledge of the anatomy, physiology,
and elementary pathology of reproduction.
They acquired specific technical skills in taking
obstetrical and gynecologic histories, in per-
forming pelvic examinations, in recognizing
normal and abnormal pelvic conditions, and in
transmitting technical information to others in
a foreign language.

In addition to attending formal lectures, the
nurses examined patients at the outpatient ob-
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stetrics and gynecology clinic of the Univers-
ity of Kentucky Medical School and did pelvic
examinations and took Papanicolaou smears of
patients in State chronic disease hospitals. They
spent 1 week working with the staff of the
Frontier Nursing Service. They completed a
total of 267 pelvic examinations, 360 Papani-
colaou smears, 199 gynecologic histories, and
nine IUD insertions.

To evaluate the success of the 3-months’ train-
ing, the nurses were tested on their factual
knowledge and language skills before and after
the program. Evaluators subjectively rated
their teaching skills and clinical competence.
The value of the training in their subsequent
experiences in India was explored by an atti-
tude questionnaire administered 3 months after
they began fieldwork in the Punjab.

Although the methods used to evaluate the
training were admittedly crude, the results of
the tests, subjective evaluations, and the ques-
tionnaire indicated partial success in achieving
the goal of producing medical assistants skilled
in specific tasks.
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Progress in War on Rats

“War on Rats” workers in Wash-
ington, D.C., hauled 30 truckloads of
trash, junked appliances, and gar-
bage out of model cities neighbor-
hoods in the Shaw area on June 13.
This removal was part of a special
concentrated effort to clean away
rat-harboring debris. Responding to
earlier publicity, the neighborhood
residents put out so much trash for
the trucks that the workers had to
return another day to finish collect-
ing it.

Evidence of rats appears to have
been reduced by an average of 20 per-
cent in some parts of the model cities
areas, according to the District of
Columbia Health Services Admini-
stration. In some inner city areas
that were surveyed, 34 percent of the
houses showed evidence of rats, but
this figure represents a drop from 55
percent the previous year. In parts
of one area where the cleanup and
rat poisoning has gone on the longest,
the drop was from 72 to 26 percent
and from 47 to 12 percent.—Wash-
ington Post (D.C.), June 14, 1970.

Clinic on Wheels for Rural Poor

A comprehensive health program
for children from low-income fami-
lies in Albemarle County, Va., is de-
livered in footlockers. Equipment is
dismantled in the pediatrics depart-
ment of the University of Virginia
Hospital and moved in eight trunks
and a Volkswagen bus to poor, rural
neighborhoods. The footlockers are
unloaded and the equipment reas-
sembled in borrowed headquarters,
perhaps in a volunteer fire depart-
ment building or an old whistlestop
railway station.

The clinic teams, headed by Dr.
Sharon Hostler, include a nurse, so-
cial worker, and a home economist
for each satellite. Medical students
also rotate through the service, and
a psychologist provides consultation
when needed.

716

The overall program at the uni-
versity is among 67 such endeavors
around the nation financed by the
Department of Health, Education,
and Welfare. It is the only one in
Virginia and is believed to be the
only one of the 67 aimed at the rural

poor.—Washington Post (D.C.),

April 23, 1970.
Missed Chance for Disease Control

May 3, 1970, had been set as the
target date for a massive antirubella
campaign in San Francisco in the
style of the Salk vaccine program.
Absence of sufficient financial sup-
port, however, from governmental or
private sources, forced a cancella-
tion. The campaign has been tenta-
tively rescheduled for October 18.—
MR Coordinator (San Francisco Co-
ordinating Council on Mental Re-
tardation), May 1970.

Tuberculosis Rates Declining

In 1969, for the second successive
year, New Mexico’s tuberculosis and
mortality rates were slightly below
the averages for the nation as a
whole. In 1960, the rate of new active
cases in the State was 48 per 100,000
population, compared with a national
rate of 30.8. The comparative State
and national rates of death from
tuberculosis in 1960 were 7.8 in New
Mexico and 6.0 in the United States.
Figures for the successive years in
the decade, however, indicate a
steady decline both in the State and
the nation, but with a wider margin
of decline occurring in the State.

The status of each registered case
of tuberculosis in New Mexico, both
active and inactive, is followed by
means of a central case register,
maintained by the State health and
social services department.

One in 16 Trained in Self-Help

One of every 16 persons in Mary-
land has been trained in Medical
Self-Help according to O. Eugene
Trivits, chief of the division of

emergency health services of the
Maryland State Department of
Health. More than 56,468 Mary-
landers completed such training in
1969.

Medical Self-Help is a program
designed to provide information and
training that will help prepare peo-
ple for survival in a natural or na-
tional crisis when services of a phy-
sician or other allied health person-
nel are not available. More than 10
million people in the United States
have graduated from the national
program.

Employee to Patient Ratios

The ratio of employees to patients
in the four regional psychiatric hos-
pitals of Maryland has more than
doubled since 1950. In 1969, there
were about 59 authorized employees
for every 100 patients in these State
hospitals, compared with 22 in 1950.

This ratio reflects a continuing
increase in the number of employees;
the average number of patients was
about 10 percent lower in 1969 than
in 1950. In part, this reflects im-
proving hospital conditions and
shorter working hours. Primarily,
however, this ratio reflects a rising
proportion of patients hospitalized
for short-term treatment of acute
disturbances. Short-term patients
require greater service from the staff
than do chronic patients under ex-
tended care.

In 1950, the proportion of all beds
in the four hospitals occupied by
patients who had been hospitalized 5
years or more was 65 percent, as
compared with 45 percent in 1969.
Twenty percent of the patients had
been hospitalized 1 to 5 years in
1950; 25 percent in 1969. Persons
who had been hospitalized less than
1 year comprised 15 percent of
the patients in 1950 and 30 percent in
1969.—Mental Hygiene Statistics
Newsletter (Maryland Department
of Health and Mental Hygiene),
February 10, 1970.
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