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Executive Summary
Findings at a glance:
 The World Health Organisation and the Millennium Development Goals Commission have identified
a crisis-level shortage of health workers internationally.
 The Global Health Workforce Alliance (GHWA) argue that training can address this crisis, but only as
part of an integrated approach to tackling health system deficiencies, through:
 increasing the number of health workers;
 strengthening the capacity of the system for better service delivery.
 Distance learning is one of the possible modes of training delivery, either as a stand-alone or as
part of blended learning, with a range of benefits, such as:
 increased access to training for health workers;
 training compatible with on-going provision of community health care.
 Most training programmes for health workers combine face-to-face, distance learning and blended
modes, and also employ elements of self-study and work-based learning.
 Most distance learning programmes for health workers make use of ICTs in combination with
traditional media, but there are severe technological constraints in low-resource contexts.
 Planning distance learning programmes for health workers in low and middle income countries
must take into account existing infrastructure and needs of learners, and must seek integration
with the health system at large.
 There is a need for a more systematic approach to evaluating the impact of DL4H on health
workers’ performance and health outcomes.
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Introduction – background and aims of the study
Healthcare systems in many low and middle income countries have been assessed to be weakly placed to
pursue healthcare goals, including the health-related Millennium Development Goals (MDGs), in great part
due to what has been described as a health workforce ‘crisis’i. Constraints such as shortages of health
workers, weak management and technical knowledge, and inadequate supervision have been repeatedly
cited in the literature as barriers to capacity for health service provisionii.
Fifty-seven countries, 36 of which are in sub-Saharan Africa, do not have sufficient numbers of health
workers to support the provision of basic health services such as skilled attendance at birth and
immunisationsiii. World Health Organisation (WHO) calls it a crisis situation when in a given country the
average ratio of doctors, nurses and midwives falls below 2.5 per 1,000 population. Such shortages
translate into an immediate need for an additional 3.5 million health workers by 2015iv.
One of the major challenges in addressing this shortage is the need to train and educate large numbers of
health workers, in particular community workers in low and middle income countriesv. In order to address
this challenge, there is a real need to develop and evaluate new and innovative ways of training.
Distance learning for health (DL4H) is gaining popularity as a means of providing education and training to
health professionals in low and middle income countries. This growth in popularity stems from the
potential advantages conferred by distance learning, including: greater and easier access, low cost, scope
for capacity strengthening and the potential for ‘in career’ training that can indirectly contribute to better
retention of the workforce.
Despite this growth in the use of distance learning, there has been little formal research analysing it as a
mode of delivering training to health workers in low and middle income countries. It was with this in mind
and in support of the UK government’s programme of work on human resources for health that the
Department of Health commissioned the London International Development Centre (LIDC) to review and
analyse current DL4H programmes used for training of health workers in low and middle income countries.
This document summarises findings of a global review whose aim was to identify patterns of success and
impact, and outline likely trends in the nature and provision of distance learning for health in low and
middle income countries, hence informing future policy, research and investment in DL4H.
The review focuses on distance learning designed for or accessible by the medical workforce based in low
and middle income countries. It focuses on accredited distance learning health training programmes
designed to assist in developing the competencies of practising health workers or those with a basic
qualification enabling them to practice as health professionals. Only programmes provided in English, or
where documentation is available in English, were included.
The review involved a global survey of current provision in distance learning for health workers, followed
by a consultation with relevant provider institutions and individuals both in the UK and internationally. The
findings were further explored at the DL4H International Workshop held in October 2010 and the
conference proceedings fed into the final report.
The review has succeeded in undertaking research in a previously under-investigated area, and so it makes
the case for the potential value that distance learning may have in addressing current Human Resources for
Health (HRH) priorities at the global level. It has gathered and analysed data on current practice in distance
learning for health workers that was previously unavailable in the public sphere, and from this established a
basis from which DL4H programmes might be analysed in the future. As such, the review contributes to the
establishment of guidelines for policy-makers and practitioners. Finally, through the activities of the deskreview and the DL4H International Workshop, the review has contributed to the formation of a global
13

network of DL4H professionals, establishing a forum for contact between tertiary education institutions,
NGOs, donors, funders and government agencies.

Addressing current health systems needs through health worker training
In approaching the strengthening of health systems, whether at the national or global level, it is important
to regard health worker training as one intervention among several, best delivered in parallel with related
inputs across a range of areas, including investments in service delivery mechanisms; HR management;
health research and information gathering; new medicines and technologies; and sector-wide leadership
and governancevi. Without such parallel investments contributing to the creation of a supportive working
environment, programmes of training for health workers are unlikely to provide sustained improvements in
health worker performance in the workplace (see Section 3.2. of the review).
Training can help address the challenges faced by health systems in two ways. Firstly, there is the need to
significantly increase numbers of health workers in low and middle income countries through a scale-up of
health training provision, with a particular emphasis on the training of community-based health workers.
Secondly, there is the need to strengthen the capacity of health systems to deliver services more
effectively, and to provide greater levels of specialist care. This places a particular emphasis on training
health workers at all levels to enhance their professional skills and competencies, both in terms of
management and administration of health services, and in terms of developing clinical specialisms.

Training approaches for health worker performance enhancement
The basic modes of delivery for performance improvement in the post-qualification training of health
workers include a significant number of components that, at some level, are based around learner
engagement with the professional working environment. These include, for example, work-based learning;
community-based learning; interactive and clinically integrated learning; interdisciplinary learning; applied
simulated learning; and clinical supervision (see Section 4.4.). The WHO’s Global Health Workforce Alliance
(GHWA) sees a model for training where health workers in low and middle income countries are educated
and trained at the national level by higher education institutions, in a regulated system that includes
modules taught ‘in the community as well as in the classroom’vii. Community-based education for health
workers contributes towards ensuring that the mode of training and the skills acquired are better suited to
the health needs of the populationviii. The range of training modalities that are seen to assist with this
include workplace-based learning, community-based learning, and distance learning that features applied
study components.
Providing such training components relies on an enabling work environment, and if the requisite elements
are not present in the work environment, then training programmes need to consider the means by which
these elements might be developed. In addition, training programmes should endeavour to formally
incorporate those elements into the teaching and learning process, including mechanisms for work-based
learner support, peer-to-peer interaction, application of skills and so on.
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Benefits of distance learning in health worker training
At a general level, as a mode of training delivery, distance learning can contribute to strengthening of
health systems and improvements in health worker performance through its potential to:



overcome various constraints associated with educational access and institutional capacity;
facilitate guided academic study while learners continue to engage with their professional activities
and working environment on a daily basis (see Section 5.2.1.).

These properties give distance learning the potential to contribute to health systems strengthening through
two primary means. Firstly, through facilitating scales of training required to meet the necessary expansion
of the health workforce in low and middle income countries. Secondly, in enabling training to take place in
the daily working environment rather than on-campus, distance learning facilitates an applied mode of
professional development that can respond directly to the requirements of health systems at the local
level. Closely related to this second point, distance learning has the potential to contribute to individual
improvements in health worker performance, because its primary characteristics of ‘on-the-job’ provision
enable those applied and clinically-integrated learning approaches that are seen to benefit health workers
in particular.
Distance learning programmes are also valuable as part of a ‘blended learning’ mode of delivery, where
independent self-study is supplemented by traditional applied and clinically-integrated learning approaches
based on face-to-face contact between learners, peers and mentors. This is illustrated by the range of
programmes presented in the case studies for this review, where 27 out of 40 programmes feature some
form of face-to-face contact, and a further 12 out of 13 operate under the principle that their learners are
engaged as professional health workers at the time of study (see Section 7.3.1.).
Table i: Distribution of programmes according to basic delivery mode (N = 40)

60%
50%
40%
30%
20%
10%
0%
100% Distance Learning

Blended Learning

LMIC Institutions

Distance Learning with
work-based support

UK / US Institutions

At a general level, the case studies support the contention that it appears increasingly redundant to
describe post-qualification programmes for health workers strictly in terms of ‘distance’, ‘blended’ or ‘faceto-face’ modes of deliveryix, due to the ways in which these modes are being combined by institutional
providers to enable increasingly flexible modes of study to suit the individual needs and circumstances of
learners.
Further to this, and dependent on circumstances, the range of case studies shows there is both the
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potential for combining face-to-face or virtual contact and supervision with units of reflective self-study
and work-based practice (see Section 7.3.), and value is to be found in doing so (see Section 4.4.) With this
in mind, it is less the programmes that can be analysed in terms of ‘distance’, ‘blended’ or ‘face-to-face’
delivery modes, and rather the range of teaching and learning components that make up each programme.
The proviso is that the range of teaching and learning components that a programme offers, regardless of
the delivery mode, should provide learners with:




adequate opportunities for reflection, analysis and discussion, particularly in collaboration with
professional and academic peersx;
adequate procedures offering both academic and professional guidance, through tutors, mentors
and preceptorsxi;
work-based forums for the application of new knowledge and skills, through:
o skills demonstration sessionsxii
o work-based practical sessions
o on-going team workxiii
o work-based projects. (see Section 7.2.)

While the widespread use of distance learning in the training of health workers appears to be a relatively
recent phenomenon, there is growing recognition of the part that it can play in addressing current
constraints on Human Resources for Health (HRH) training in low and middle income countries, as well as
its potential to facilitate the applied modalities and approaches to teaching and learning that are seen to
contribute to improvements in health worker performance and, subsequently, to strengthening of health
systems.

Media and technology in distance learning for health workers
Distance learning for health (DL4H) programmes employ a range of media and technologies to fulfil various
teaching and learning functions. The indications are that most media and communications technologies can
replicate over a distance the majority of reflective, discursive and demonstrative training inputs of benefit
to health workers. Web-based communications mechanisms appear to be particularly valuable to
programmes with isolated or widely dispersed cohorts of learners as a means of providing forums for ongoing study guidance and exchanges of experience and knowledge. However, questions remain about the
feasibility of using these mechanisms in programmes where learners and provider institutions are based in
low-resource settings. The only exception to the general range of teaching and learning possibilities that
can be provided purely through ICTs and other media alone appears to be the regular professional
interaction with the working environment, a key component of health worker training that is reliant on
programme provider institutes working in partnership with health institutions to ensure that the benefits
are felt.
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Table ii: Distribution of media and technology usage across distance and blended
learning programmes (N = 40)
35%
30%
25%
20%
15%
10%
5%
0%
Print / Text
plus CD-Rom
plus Preplus Internet
Download only
recorded Media

LMIC Institutions

Web-based
learning only

plus Audio /
Video
Conferencing

UK / US Institutions

Of the 40 programmes featured in the case studies, while five out of 40 use text-based materials and print
media only, a further 22 use print media in conjunction with some other form of media or technology,
including 13 that use it in conjunction with the Internet. Four out of 40 programmes use CD-Roms; five out
of 40 programmes use pre-recorded media. While nine out of 40 programmes use web-based media as the
sole means of programme delivery rather than providing hard-copy packages of learning materials, it is
anticipated that they will also give learners the option of downloading and printing text-based materials.
Only three programmes use audio- or video-conferencing as a formal means of teaching and learning
delivery.
For distance learning programmes for health workers in low and middle income countries, the process of
identifying media and technology according to suitability is therefore determined less by issues of academic
functionality, and more by other contextual criteria, such as relative accessibility, reliability, ease-of-use
and cost, both to the institution and the learner (see Section 7.4.).
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The practicality of Web ICTs
The distribution of media and technologies described here gives some indication of the growing popularity
of web-based communications as a means of facilitating teaching and learning at a distance. However, an
interesting feature that emerges from these examples, particularly those from provider institutes in low
and middle income countries, relates to the continued use of more traditional media such as pre-recorded
audio or video, telephones and print. Requisite investments in ICT infrastructure and electricity are
necessary for e-learning, and whilst this is an area of growth in low and middle income countries, questions
have to be asked about the feasibility of using such technologies for teaching and learning at a distance in
low-resource settings. While it is not possible to judge the effectiveness of such technologies as used by the
programmes featured in the case studies, this review has already noted the general lack of facilities and
equipment available to medical schools in sub-Saharan Africa (see Section 3.2.1.). The same restrictions are
seen to apply with regard to communications technology in particular:
 at Jimma University, Ethiopia, power and telecommunications are described as ‘unreliable’;
 at Ibadan University, Nigeria, there are daily power outages and departments have to purchase
generators;
 at Catholic University, Mozambique, there are insufficient computers and a restriction on Internet
connectivityxiv.
The current scenario may pose challenges to the scalability of e-learning approaches. It might be assumed
that if such restrictions exist at the provider institutes, it is highly likely that they are intensified for the
isolated, non-urban settings in which a significant proportion of learners on national distance learning
programmes are likely to be based. Technology infrastructure and Internet bandwidth may limit the use
and application of these in some low and middle income country contexts, and mechanisms need to be put
in place to ensure quality of contentxv. At a regional or local level, the deficit in information technology and
bandwidth is depriving learners of the possibility of benefiting from the rapidly advancing developments in
Internet learningxvi.
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Programme design considerations in distance learning for health workers
Planning for distance learning for health professionals must take account of a range of factors:
1. available, usable and sustainable technology;
2. systems and managerial tools that improve the performance of students, health workers, trainers
and educators;
 established structures of communication and information sharing across health systems;
 establishing advice and support systems, including technological support systems xvii.
In terms of the design of a DL4H programme, key principles include:








a clearly defined programme of study relevant to the clinical and managerial realities of any given
health system;
a syllabus based on a scope of the subject developed in accordance with any appropriate
professional body;
supply of all essential study materials to minimise the need for frequent visits to medical libraries;
using a variety of educational methods for teaching and learning;
support for the learner that is locally accessible and not time-consuming;
realistic academic demands made on the learner;
incorporating methods of assessment that are relevant to the course objectives deliverable with
limited resources xviii.

These points highlight the importance of taking into consideration a number of elements in the design and
delivery of distance learning training programmes for health workers. Clarity over the academic and
logistical background of the audience, together with the needs and requirements of the learners, is central
to effective programme design. Engagement with and support from national or local health authorities and
the various clinical and non-clinical institutions involved in the delivery of health services is central to
effective programme delivery.
Programmes need to seek integration with existing health systems and health training mechanisms, in
order to:


operate with support from existing health systems and structures – teaching hospitals; local health
authorities; health strategies and policies xix;



engage with other sector-wide inputs related to health systems strengthening and health worker
performance;



form part of a continuum of training alongside other programmes.
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Evidence of the impact of distance learning on health worker performance
and health outcomes
It is difficult to provide substantial evidence of the impact of distance learning programmes on either health
worker performance or improved health outcomes. This in part is due to the age of many of the
programmes reviewed in the case study. At least half started during or after 2007, which limits the amount
of information available for evaluation.
The process of impact evaluation in health training is complex and demanding, and should take into
account additional factors that influence the professional environment and health services provision:
particularly in light of the sector-wide approach to health systems strengthening advocated for by the
WHO.
Current indications suggest that many provider institutions do not have the time, resources or expertise to
design and conduct a detailed evaluation of a programmes’ impact. In addition, evaluation is often seen as
an external process that should be carried out by a commissioned independent evaluator.
Ultimately, there is a lack of clear guidance available to providers of distance learning on the evaluation of
programmes impact on health outcomes or health worker performance and further information is needed
before a full judgement can be made (see Section 8).
Clearly, there is a need for a more systematic approach to evaluating the impact of DL4H on health worker
performance and health outcomes.
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Section 1: Introduction and background
1.1. Introduction
A skilled and motivated health workforce is central to a strong, effective health system. In September 2010,
UN Secretary General Ban Ki Moon highlighted in the Global Strategy for Women’s and Children’s Health
the need for 3.5 million more trained health workers to achieve the Millennium Development Goals
(MDGs) (UN 2010). The Secretary General called upon partners to ‘work together... and provide
coordinated and coherent support to help countries develop and implement national health plans that
include strategies to train, retain and deploy health workers.’
One of the major challenges in addressing this shortage is the need to train and educate large numbers of
health workers, in particular community workers in low and middle income countries (LMICs) (Global
Health Workforce Alliance 2008). In order to address this challenge, there is a real need to develop and
evaluate new and innovative ways of training.
Distance learning (DL) for health is one such method that is gaining popularity as a means of providing
education and training to health professionals in LMICs. This growth in popularity stems from the potential
advantages conferred by DL as a mode of education including: greater and easier access, low cost, scope for
capacity strengthening and the potential for ‘in career’ training which can indirectly contribute to better
retention of the workforce.
Despite this growth in the use of DL there has to date been little formal research analysing it as a mode of
delivering training and education for health workers in LMICs. It was with this in mind and in support of the
UK governments programme of work on human resources for health that the Department of Health
commissioned the London International Development Centre (www.lidc.org.uk) to review and analyse
current Distance Learning for Health (DL4H) programmes used for training health workers in LMICs. The
aim of the review was to identify patterns of success and impact, and outline likely trends in the nature and
provision of DL4H in LMICs hence informing future policy, research and investment in DL4H.
The primary objectives of the review were to:
 review current DL activities available to health workers in LMICs;
 identify aspects of DL delivery and design that comply with effective educational models/
approaches used in the training of health workers;
 analyse the contribution that DL programmes could make in strengthening the capacity of health
systems in LMICs.
This report provides a detailed overview of the review which took place over 15 months between 2009 and
2010. The report starts in Section 1 with an overview of the approach taken and methods used. Section 2
provides an outline of the global policies on human resources for health providing some background on the
current political context within which DL can play a part. Sections 3-5 provide an analysis of the current
training needs of health workers and an overview of DL and the context within which it may be an effective
tool for training and educating Health workers. Section 6 and provides examples where DL is used in health
from analysis of case studies, while Section 8 summarises evidence on the impact of DL in health. The
report concludes in Section 9 with a summary of the key findings and finally provides recommendations for
future research or guidance in Section 10.
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1.2. Approach and Methods
A steering group was convened to provide oversight throughout the period of the review. The group helped
determine the scope of the review and research methods to be used in the review. The review was
conducted in five parts:
1. an initial scoping exercise to determine the boundaries of the review (see table i);
2. a review of current international policy and strategy on human resources for health (see Section 2);
3. a survey of current provision of DL4H programmes globally (the means by which this data was
sourced is discussed in Section 6). This survey was conducted in two stages; an initial desk-based
survey followed by consultation with relevant provider institutions and individuals in the UK and
internationally to validate information and findings on a case-by-case basis, and identify further
relevant programmes for the review (see Sections 3-7);
4. the DL4H International Workshop. This was held on 26th- 27th October 2010, in collaboration with
the University of London’s Centre for Distance Education Annual Conference and was used to test
the validity of some of the conclusions from the review regarding current practice in DL4H. The
conference also allowed the collection of further information on programme design and delivery
and provided a forum where practitioners, academics and policy-makers could share views on the
current and potential future uses of DL methodologies for teaching health workers in LMICs. Finally,
the conference offered the opportunity to establish networks of practice and support among
partners including academic institutions, government departments, professional bodies, and NGOs;
5. preparation of the final report. Each section of the report went through a rigorous editorial
process, including comment and approval by the DL4H Advisory Board.

1.2.1. Literature Review
The approaches described below were used to gather literature for the review.
1.2.1.1.
Health Training and HRH Policy and Strategy Review
 Online searches were performed of the websites of key international policy-making institutions,
including the UN MDG Commission, WHO, GWHA, the European Commission, and the UK
government.
 Key documents were selected, including major policy documents, commentary reports, annual
progress reports, and country case studies. Further documents were identified through
recommendation by Advisory Board members. Additional information on emerging policy and
strategy was gathered through press releases and web-based news items.
1.2.1.2.
Health Systems Strengthening and Health Worker Training
 Databases such as the International Bibliography of the Social Sciences (IBSS), Web of Knowledge,
Medline, Cochrane Library, and Google Scholar were searched to identify published literature on
health systems strengthening and health worker education and training between July and August
2010.
 Additional references were sourced from websites such as the Global Health Workforce Alliance
(GHWA) Knowledge Centre, the Human Resources for Health Global Resource Centre, and the subSaharan African Medical Schools Study (SAMSS).
 Keywords such as distance education, education, postgraduate, training, pedagogy, andragogy,
performance were used together with med*, nurs*, dent*, pharm* and health worker*.
 110 appropriate articles were identified. A number of French and Portuguese articles was also
included in this review.
1.2.1.3.
Open and Distance learning
 Library searches were undertaken at the Institute of Education Library, Cambridge University
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Library, and Homerton College Library, Cambridge, using the keywords: DL; distance education;
open learning; open and DL; ODL; DL and development; DL and health. Texts were assessed for
relevance.
Further literature relevant to DL4H workers in LMICs was identified via searches of the following
web-sites and information portals:
Eldis - http://www.eldis.org/go/topics/dossiers/human-resources-for-health
The Commonwealth of Learning - http://www.col.org/
The Pan Commonwealth Forum - http://wikieducator.org/PCF5

Table iii: Table outlining the scope of the review
Inclusion criteria
General criteria
 Programmes where the learner received the majority
of teaching and learning components in isolation or
at a distance from the provider institution
 Programmes provided in English, or programmes
that had documentation available in English, were
reviewed
 Programmes designed for or accessible to healthcare
workers based in LMICs (as defined by current World
Bank criteria and country league tables) (World Bank,
2010)
 Programmes targeted towards healthcare workers
including low- and mid-level health workers, and
community-based health workers
Training content and objectives
 Programmes designed to develop competencies of
practising health workers, particularly programmes
addressing priority training areas (see Section 3),
such as developing specific clinical skills or
competencies including management; research;
education and training; health administration
 Programmes designed to enable health workers with
a basic qualification to practice as health
professionals
 Programmes offering recognised and accredited
post-graduate certificates, diplomas and degrees in
medical and health-related disciplines. These must
be assessed using formal mechanisms e.g. project
work, assignments, dissertations and written/
practical examinations
Provider institutions
 Programmes provided by:
o
Universities with programmes that enrol trainees
from LMICs
o
Universities based in LMICs with domestic DL
programmes
o
Colleges of medicine providing national or
international DL programmes
o
International/ national NGOs and development
agencies or funders that support international,
regional or national DL4H programmes delivered
in collaboration with tertiary-level educational
institutions

Exclusion criteria




Programmes where training is conducted in person
between the learner and the teacher
Programmes not in English or where there is no
available documentation in English
Programmes primarily designed for health workers in
high income countries



 Short courses delivering stand-alone modules
designed to update the skills of qualified
professionals
 Courses or modules designed for ongoing CPD
training
 Unaccredited or non-formal programmes of
education or professional awareness

Programmes offered by:
 Unaccredited institutions
 Programmes offered by NGOs, development
agencies or funders that are not in collaboration with
a tertiary level educational institution
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1.2.1.4.
Case studies
 Literature on research projects, pilot programmes, and programmes of relevance to the scope of
the review was gathered using a number of means, including via searches of the following websites and information portals such as the HRH Global Resource Centre, Eldis, The Commonwealth of
Learning and the Pan Commonwealth Forum.
 Further case studies were identified through searches of websites hosted by provider, funder or
partner institutions, including university and medical colleges, donors and funders, national and
international NGOs, government, MOE and MOH sites.
 Detailed programme information on specific cases was gathered from sources including the
provider institution websites, annual programme reports, published academic papers, and through
contact with and written requests to institutional staff such as Deans of study, programme
directors, course administrators, and tutors.
 Where institutions were unable or unwilling to share programme documents with the review, the
researchers completed the case study template themselves, using the information they had
available.

1.3. Limitations
There are a number of limitations to this review.
Firstly, the range of programmes featured here are limited to those provided in English, or where there is
substantial documentation available in English. This leads to a particular bias on activities in Anglophone
sub-Saharan Africa, and the Indian sub-continent, and excludes the range of DL4H activities that may be ongoing in LMICs in a number of parts of the world, in particular Latin America, Francophone Africa, Central
Asia and South East Asia. Similarly, the range of international programmes featured is, with the exception
of some regional examples, exclusively drawn from provider institutions in the UK and the US. This excludes
the range of international programmes that may be provided by institutions based in mainland Europe,
Scandinavia, Eastern Europe, Russia, China, Korea or Japan.
Secondly, the scope of the review focuses on accredited post-qualification programmes for the training for
health workers. This includes only those programmes that offer some form of certification for completion,
and therefore excludes those that may be at the pilot stage of delivery, or used for unaccredited CPD, or
delivered by a non-accredited institution (e.g. an NGO).
With these two points in mind, the range of programmes discussed during this review can only be regarded
as a partial or sample indication of the range of activities in DL for the training of post-qualification health
workers in LIMCs, and not a representation of a full range of activities in DL4H at the global level.
Thirdly, due to limitations of available documentation, the review has been unable to undertake a detailed
analysis of the programme design approaches used by provider institutions. As discussed in Section 7, this
makes it difficult to identify the specific range of pedagogic approaches or teaching and learning principles
that underpin current practice in DL for health workers.

1.4. Achievements
This review has succeeded in undertaking research in a previously under-investigated area of health worker
training in LMICs, and in so doing, made the case for the potential value that DL methodologies may have in
addressing current HRH priorities at the global level. It has gathered and analysed data on current practice
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in DL for health workers that was previously unavailable in the public sphere and from this established a
basis from which DL4H programmes might be analysed in the future. As such, the review contributes to the
establishment of guidelines for policy-makers and practitioners. Finally, through the activities of the deskreview and the DL4H International Workshop, the review has contributed to the formation of a global
network of DL4H professionals, establishing a forum for contact between tertiary education institutions,
NGOs, donors, funders and government agencies.
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Section 2: A summary of international health training policy and
strategy
2.1. Introduction
This section provides a summary of key policies from the United Nations and the Millennium Development
Goals, The World Health Organisation and its Global Health Workforce Alliance, WHO / PEPFAR, the
European Commission, and the UK government, related to the training of Health workers outlining:
1. relevant global health training priorities, target audience, content, and beneficiary communities;
2. the links between health training priorities and broader health policy objectives;
3. the extent to which DL is outlined as a key component for implementation/success of objectives
related to health workers training as outlined by these policies.

2.2. Current health training priorities at the global level
2.2.1 Health training and the UN Millennium Development Goals
The current health training priorities at the global level for both international and national institutions are
determined in part by the health priorities set out in the Millennium Development Goals. Of the eight goals,
three are targeted at health in particular:




goal 4 aims to reduce by two thirds the under-five mortality rate between 1990 and 2015;
goal 5 aims to reduce by three-quarters the maternal mortality ratio and achieve universal access
to reproductive health;
goal 6 aims to have a) halted by 2015 and begun to reverse the spread of HIV/AIDS; b) achieved, by
2010, universal access to treatment for HIV/AIDS for all those who need it; and c) halted by 2015
and begun to reverse the incidence of malaria and other major diseases.

Goals 1 and 7 also have important health targets on hunger and sanitation, respectively. The UN and its
associated MDG commissions recognise the challenges faced by healthcare systems in seeking to achieve
these goals, and the central role of health workforce development in overcoming them. In ‘Keeping The
Promise: United to achieve the Millennium Development Goals’ (United Nations, 2010a), the UN underlines
this through its commitment to ‘efforts to reduce maternal and child mortality and improve the health of
women and children, including through strengthened national health systems’.
In the Global Strategy for Women and Children’s Health 2010 (United Nations, 2010b), the UN places an
emphasis on the role of ‘stronger health systems, with sufficient skilled health workers at their core’ as a
means of improving health. The need to ‘support efforts to strengthen health systems to deliver integrated,
high-quality services... especially at the community level and to the underserved, and manage scarce
resources more effectively’ and through health workforce capacity building ‘to address critical shortages of
health workers at all levels... [and] develop and implement national health plans that include strategies to
train, retain and deploy health workers’ is highlighted (ibid.).
In relation to health workforce capacity building in particular, and drawing on the 2006 World Health
Report 2006, Resolution WHA 59.23 'Rapid scaling up of health workforce production', states that:
'shortages of health workers are interfering with efforts to achieve the internationally agreed
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health-related development goals, including those contained in the Millennium Declaration, and
those of WHO’s priority programmes;'
'in many countries, notably those in sub-Saharan Africa, there is inadequate capacity to train
sufficient health workers for adequate coverage of the population;'
'many countries lack the financial means, facilities and sufficient educators to train an adequate
health workforce' (United Nations, 2006)
Freedman (Freedman et al., 2005), when looking at transforming health systems to better support the
health-related MDGs for women and children, on behalf of the UN Millennium Project Task Force on Child
and Maternal Health, also highlights the need for trained health workers, stating that:
'One enormous barrier to providing these interventions [related to MDGs 4 and 5] is the lack of
adequately trained providers deployed at the appropriate levels of the health system and
geographic locations — a problem intensified in recent years by massive migration of health
professionals from poor countries to rich countries (the so-called ‘brain drain’) and by HIV/AIDS,
which has decimated the health workforce in some high-prevalence countries.' (p. 9)
The role of health systems management in attaining universal access to care and in ensuring an equitable
distribution of the health workforce, is drawn out further in ‘Keeping The Promise: United to achieve the
Millennium Development Goals’ (United Nations, 2010a), which reiterates a commitment to:
‘Reviewing national recruitment, training and retention policies and developing national health
workforce plans, based on lessons learned, that address the lack of health workers as well as their
uneven distribution within countries, including in remote and rural areas, and throughout the
world, which undermines the health systems of developing countries, in particular the shortage in
Africa, and in this regard recognising the importance of national and international actions to
promote universal access to healthcare services that take into account the challenges facing
developing countries in the retention of skilled health personnel in light of the adoption of the
World Health Organisation code of practice on the international recruitment of health personnel,
adherence to which is voluntary;’ (p21)
It is worth noting that health provision is explicitly viewed by the UN MDG project as a means of addressing
social inequality across geographically isolated locations and socially marginalised communities, namely
'reducing poverty, social exclusion and inequity, and advancing democratic development and human
rights'. Within this context, the professional empowerment and training of health workers based in the
community is seen as a priority. In doing so, and in addressing the aims of the Millennium Development
Goals 4 and 5, health systems in general must change professional regulations, practice and training
policies in order to empower mid-level providers (Freedman et al., 2005). Doing so would be seen a
contribution towards the renewed commitments to:
‘Expanding the provision of comprehensive obstetric care and strengthening the role of skilled
healthcare providers, including midwives and nurses, through their training and retention in order
to fully utilise their potential as trusted providers of maternal healthcare services’ (United Nations,
2010a)
The UN MDG Task Force makes a number of policy-level recommendations to assist in achieving the above
within the limitations of current human resources availability. Firstly, community health workers should be
enabled to perform key child and newborn health and reproductive health interventions within the
community, under supportive health supervision. Secondly, the importance of skilled birth attendants in
addressing maternal mortality 'must form an explicit part of all health workforce plans' and be equipped to
perform life-saving procedures safely and effectively (United Nations, 2009), (United Nations, 2010a).
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Examples of training to address this include the national training programme for birth attendants in
Bangladesh (World Health Organisation, 2008a). Thirdly, mid-level health providers, such as midwives,
surgical technicians and general medical practitioners, should be trained to perform additional procedures
often restricted to specialist physicians, safely and effectively e.g. procedures including all basic emergency
obstetric care functions, anaesthesia and caesarean section (ibid. p9).

2.2.2 Health training and the World Health Organisation
In keeping with the UN Millennium Development Goals Task Force on Child and Maternal Health, the World
Health Organisation (WHO) also places particular emphasis on the importance of human resources for
health.
WHO states that in many countries, particularly in Africa, the shortage of health service staff has become
one of the most serious constraints in achieving the MDGs in particular in scaling up the response for
HIV/AIDS under MDG 6. Data shows that almost 90% of the population in Africa lives in areas where there
are less than five doctors per 10 000 people, and more than 60% have less than five nurses or midwives per
10 000 population. This situation is further exacerbated, particularly in sub-Saharan Africa by the impact of
the HIV epidemic on health workers themselves (World Health Organisation, 2005), and by the migration of
trained health personnel to health systems overseas.
In terms of training, WHO places emphasis on upgrading the range of skills among community-based health
workers in particular, to strengthen essential emergency and surgical skills and knowledge of primary
health care.
2.2.2.1 The Global Health Workforce Alliance
WHO, in response to the important emphasis placed on human resources for health, formed the Global
Health Workforce Health Alliance (GHWA). The GHWA is a commission whose aim is to address the
‘worldwide shortage and mal-distribution of health workers’ (World Health Organisation, 2008f). The
GHWA Strategic Plan (2006) states that:
‘We now have abundant evidence demonstrating that progress in health in the poorest countries
will not be possible without strong national health systems for which the workforce is essential.
The workforce determines health outputs and outcomes, drives health systems performance, and
commands the largest share of health budgets. Yet shortages are widespread, with a gap of more
than 1 million health workers estimated for Africa alone. Uneven distribution deprives many groups
of access to life-saving services, a problem compounded by accelerating migration in open labour
markets that draw skilled workers away from the poorest communities and countries.’
(World Health Organisation, 2006)
The GHWA advocate for the close coordination of national and international initiatives focused on human
resources for health, and argues that the shortages in health workers in LMICs are closely related to the
demand for health workers across Europe and North America. To address this, they would see a system for
a) the global exchange of information on national health worker education and training plans and predicted
needs for health workers, and b) the negotiation of the short-term recruitment of health workers from
abroad, within the context of an international agreement on migration.
The GHWA vision of training sees health workers educated and trained at the national level by higher
education institutions, in a regulated system that includes modules taught ‘in the community as well as in
the classroom’ (World Health Organisation, 2008e). The GHWA advocates for a universal model of training
where all health workers have the opportunity for a flexible career path, rather than being constrained to
remain at a particular level. This training model would see individuals qualifying as community health
workers in about a year, and then having the option to work towards mid-level qualifications, or become
higher level registered nurses, nurse specialists or doctors. Individuals would regularly take additional
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training to refresh their skills and knowledge in key areas, relevant to their focus or specialty.
Examples of the application of this approach are found in training initiatives globally. In order to meet the
high burden of disease and mortality at primary care level and improve healthcare access in rural and
deprived communities, health worker skills should be tailored to meet health needs and often involve an
initial focus on community- and mid-level workers. GHWA cites the early example of Thailand from the
1970s to the 1990s, where the government concentrated on rapidly training community- and mid-level
personnel, while gradually expanding the production of higher-level professionals.
In keeping with the priorities identified by the UN MDG Task Force, GHWA concurrence with this approach
is found in the further examples of systems-wide development they are seen to support. A current example
is that of Ghana, where the Ministry of Health identified the need to train more mid-level health workers
and make a long-term shift of resources into this area. This strategic decision is based on evidence from
elsewhere in sub-Saharan Africa demonstrating these workers’ cost-effectiveness, distribution and
efficiency. Anecdotal evidence suggests that doctors are essential for supervision, but resist rural postings.
It is claimed that much can be achieved in Ghana using mid-level workers to serve more remote areas, and
based on this the intention is ‘to double the training of mid-level workers in two years’ (World Health
Organisation, 2008e). This range of newly-trained workers – nurses, medical officers, community health
nurses, technicians, ‘health assistants’ – will then populate the expanded numbers of health centres being
simultaneously built across the country (World Health Organisation, 2008c) based on a formalised rural
working incentive scheme. This model is discussed further in Section 3.
Similarly, in Ethiopia, the Ministry of Health has estimated that ‘60 to 80% of the country’s health problems
are due to largely preventable communicable diseases such as malaria, pneumonia and tuberculosis’
(World Health Organisation, 2008b). The Health Extension Programme, launched in 2004, aims to address
this through a community-based approach focusing on prevention and the creation of a healthy
environment. But with 85% of a population of 77.3 million living in rural areas, it was seen as difficult to
ensure effective coverage of essential healthcare interventions. To help, a new cadre of health extension
workers has been introduced, delivering essential interventions on the above diseases. The goal in 2008
was to train 33,000 health extension workers by 2009 – two for every village in the country – an HR
expansion supplemented by an increase in training across the board, including health officers and doctors
(World Health Organisation, 2008b).
Further examples of system-wide training of community- and mid-level health workers, include Brazil’s
PROFAE programme, for the training of nurse auxiliaries and technical staff, launched in 2000, and its
follow-up programme, PROFAPS, run from 2005–09 (see case study: PROFAE / PROFAPS). In Pakistan, the
Lady Health Worker Programme, working with rural communities across the south of the country, was
launched by the Ministry of Health in 1994 and remains an integral part of the Prime Minister’s Programme
for Family Planning and Primary Healthcare (World Health Organisation, 2008d). In India, the National Rural
Health Mission (Case study: NRHM: District Health Management), launched in 2005, aims to increase access
to healthcare services by addressing specifically the critical shortages of health workers in rural areas
(World Health Organisation, 2008e).
GHWA also favours interventions on human resources for health being developed taking individual cultural
and medical contexts into account. In the Islamic Republic of Iran, GHWA cites examples where rural health
workers are selected from local populations and trained locally in the context within which they will
practise, to ensure they can respond to community health needs. GHWA also supports initiatives where
HRH efforts are directed towards a specific medical issue. For example, the high rate of maternal mortality
in Bangladesh has led to a focus on strengthening training for emergency obstetric care provision (World
Health Organisation, 2008e).
2.2.2.2 The WHO / PEPFAR Initiative
Investment in the training of front line health workers is only seen as one element contributing towards the
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strengthening of health systems. In order to be effective, training inputs are also seen as reliant on parallel
investments in service delivery mechanisms, health information, health technologies, systems financing,
and leadership and governance (World Health Organization, 2007). Investment in systems for health
education and training play a vital role and this is demonstrated by WHOs collaborative initiative with the
US President’s Emergency Plan for AIDS Relief (PEPFAR).
WHO / PEPFAR makes the case that in order to provide the requisite scale-up of health workers there
needs to be a parallel scale-up of capacity at educational institutions (World Health Organisation, 2009b),
and highlights that many teaching institutions for health workers have insufficient basic infrastructure and
facilities, insufficient financial and management capacities, and insufficient numbers of educational and
training staff to meet current demands (Frenk et al., 2010). They also identify the need to ‘place medical
and nursing education in the context of the health system so that education, training, research and service
delivery work in synergy, not isolation’ (ibid. p4). In practice, this will involve moving away from the
‘preponderance of specialist hospital-centred training’ (ibid. p5) and instead placing learners in the
community, so that they understand the social and cultural expectations and medical demands faced by
the population in their context. This approach aims to ensure that the education and training provided to
health workers is appropriate and relevant to the needs of the population (ibid.).
This is part of an approach termed ‘Transformative Education’ for health workers, an approach based on
the principle that the health workforce, training approaches, the national health system, and the health
needs of the local community are all ‘mutually interdependent’ and that provision of training to health
workers with the objective of improving health at the community level relies on active engagement
between these sub-sectors (World Health Organisation, 2010). At its most basic, it is an approach that relies
of the process of embedding education and training within health services and delivery systems, and the
decentralisation of medical and nursing education (ibid.p3).

2.2.3 Health training and the European Commission
The European Commission recognizes priorities outlined by the MDGs. However, it holds that progress
toward health MDGs is uneven and largely off track in most developing countries, where ‘close to 15% of
children in sub-Saharan Africa still die before the age of five’ and ‘maternal mortality rates have barely
declined at all’ (European Commission, 2010a). It also recognises the impact of the crisis of human
resources for health within this (COM 2006.870, cited ibid. p4).
However, in approaching these issues, the European Commission advocates for improvements to systemic
regulation, coordination and information sharing between partner institutions and agencies at the global
level, and a ‘holistic "systems" approach’ to tackling health needs (ibid.p5). As part of this, the EU seeks to
concentrate its support in this area on ‘strengthening of health systems, as a means of ensuring that the
main systems components – health workforce, access to medicines, infrastructure and logistics and
decentralised management – are effective enough to deliver basic equitable and quality health care for all.’
(ibid. p6)
Within this, the EU seeks to address the global health workforce crisis primarily by addressing current
trends in international migration of health professionals from health systems in LMICs to those in higherincome countries, and by engaging support and commitment to the WHA Code of Practice on the
International Recruitment of Health Personnel (ibid. p8;) (European Commission, 2010b).
However, in general terms, the EU also recognises that ‘more investment will be needed in capacity
building for health professionals and workforce planning; quality and availability of education and training
for health professionals needs to be improved; the potential for Regional Policy programmes and other
tools such as the Lifelong Learning Programme needs to be recognised’; and commits, again in general
terms, to taking action at different levels in order to strengthen ‘countries' ability to train, support and
retain healthcare personnel’ (ibid. p7).
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2.2.4 Health training and the UK government
The UK government’s Department of Health is a major stakeholder in the training of health workers in
LMICs, both as a significant employer of health workers from around the world, but also in terms of the
support that the UK government provides to developing countries in the Commonwealth and elsewhere.
For instance, this review was originally commissioned as a result of the UK government commitment made
in the 2008 Global Health Strategy ‘Health is Global’ to ‘increase our support for distance learning resources
for professionals in low- and middle-income countries’ (HM Goverment, 2008).
The coalition government’s commitment to development is represented in the first instance by their plans
to honour the UK’s international commitments and support actions to achieve the Millennium
Development Goals (Department for International Development, 2010a), and by the formal adoption of the
outcome document from the UN MDGs Summit in September 2010 ‘Keeping the Promise: United to
Achieve the Millennium Development Goals’ (UK government, 2010). Further evidence is provided by the
government’s maintaining of the current overseas aid budget, together with plans to honour the UK’s
commitment to spend 0.7% of gross national income on overseas aid from 2013 (Department for
International Development, 2010b).
Regarding support to health in LMICs, emerging policy from the current coalition government has placed a
particular emphasis on issues associated with maternal and child health, malaria, and water and sanitation.
This will involve ‘specifying DFID’s objectives on (a) increasing access to clean water, sanitation, healthcare
and education; (b) reducing maternal and infant mortality; and (c) restricting the spread of major diseases
like HIV/AIDS, tuberculosis and malaria’ (Department for International Development, 2010a).
In terms of specific outcomes in these areas, for maternal and child health, the UK government has
committed to ‘save the lives of at least 50,000 women in pregnancy and childbirth, 250,000 newborn
babies’, and ‘increase the number of births in developing countries attended by skilled midwives; and
improve access for mothers and newborns to high quality post-natal care’(Department for International
Development, 2010b).For malaria, the government has committed to ‘help halve the number of deaths
caused by malaria in at least ten African countries by 2015 by increasing access to malaria prevention,
diagnostics and treatment’ (ibid.) and is in the process of identifying ways in which they can spend up to
£500 million per year in tackling this disease. In formulating their approaches towards doing so, the
government has undertaken a post-MDG Summit consultation process, and published separate Evidence
Papers and Business Plans for both reproductive and maternal health, and malaria.
Within these identified priority areas, specific approaches to human resources for health and to the training
of health workers in LMICs are yet to be detailed. However, DFID currently provides £500,000 a year to
support WHO’s Global Health Worker Alliance (GHWA) (Beattie, 2010). In addition, the Health Partnership
Scheme (HPS), launched in November 2010, is designed to provide direct support to and exchanges of
expertise between NHS Health workers and their counterparts in LMICs. The emphasis is placed on
teaching, training, practical assistance and service delivery with a view to raising professional standards,
particularly in those areas of health priority identified above, and includes work placements as well as
distance support modes (Torjesen, 2010).

2.3

The place of distance learning as a training implementation device
within current policy and strategy frameworks

Throughout the majority of policy documents reviewed above, there is a recognised need for the
recruitment and training of health workers to be scaled up in order to address the needs of health systems
both in LMICs and elsewhere. This view is expressed particularly in light of the anticipated failure to meet
the Millennium Development Goals by 2015. In addition, key international organisations such as the UN
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and the WHO are placing emphasis on the need to recruit and train up mid-level health workers,
particularly those working at the community level and in remote and rural settings.
Within this, WHO / PEPFAR identify the need for a parallel investment in the education and training
infrastructure for health workers and the need to make training more appropriate and relevant to the
needs of the population (World Health Organisation, 2009b). The approach they advocate for in doing so is
to place learners in the community as part of the training process and to decentralise the educational
infrastructure for health workers away from predominantly urban educational institutions and teaching
hospitals (ibid.p5).
However, in general, policy and strategy do not give a prominent place to the roles that DL and
communications technology could have in assisting the provision of such decentralised modes of training to
these priority cohorts of community-level workers. In the general context of improving the management
and organisation of health systems, including HR strategies, there is acknowledgement of the potential that
communications technology can play in facilitating this process at a distance. This includes activities such as
the sharing of knowledge and research, particularly within the context of improved collaboration and
coordination between partner institutions. The UN MDGs Summit Outcomes 2010 advocates for ‘further
promoting research and development, knowledge-sharing and the provision and use of ICT for health’
(United Nations, 2010a). The GHWA Knowledge Strategy 2009 – 2011 envisions such an approach as a
means of establishing international communities of practice and putting educational institutions, donors
and health professionals in the north and south together. This includes recruiting new and innovative
technologies in addressing the problem of scaling up training quickly and effectively (World Health
Organisation, 2009a). This theme is also highlighted by the GHWA in ‘Scaling Up, Saving Lives’, which would
endeavour to see health workers using ICTs to seek advice on specific health problems and to share data
(World Health Organisation, 2008e).
The EU supports the application of information and communication technologies for health (‘eHealth’) in
circulating ‘basic research, clinical research and public health and health services research’ (European
Commission, 2010a) and enhancing global health networking possibilities. They argue that eHealth is
inextricably linked to the challenges of research dissemination, knowledge sharing and health systems
development, and the opportunities offered by ICTs should be exploited further.
The UK government also puts the case for exploring the opportunities offered by new technology, not just
in terms of information sharing and networking, but also in enhancing the work of medical practitioners.
They are interested in testing the possibilities offered by new communications technologies and other
digital innovations, and cite cases of mobile phone technology being used to help more women give birth
safely, and the use of mobile technology for emergency referrals and operations (Department for
International Development, 2010b).
In terms of communications technology as an educational device for the training of health workers, the
2006 WHA Resolution 59.23 on 'Rapid scaling up of health workforce production' states that health worker
training initiatives should seek to use ‘innovative approaches to teaching in industrialised and developing
countries, with state-of-the-art teaching materials and continuing education through the innovative use of
information and communications technology’(United Nations, 2006).
The GHWA also sees the use of technology expanding from knowledge sharing and support mechanisms to
include the direct training and education of health workers ‘based on competencies and delivered through
DL and ICTs’ (World Health Organisation, 2008e) and ‘the use of tools such as “illuminate” for on-line
tutoring and exchange of ideas and practice (World Health Organisation, 2009a). The mention of DL in the
form of online tutoring is particularly appropriate given that GHWA’s priority training emphasis is on seeing
health workers educated and trained at the national level by higher education institutions, in a regulated
system that includes modules taught ‘in the community as well as in the classroom’ (World Health
Organisation, 2008e). The UK government’s Health Partnership Scheme also encourages the use of
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innovations in technology in enhancing practitioner exchange, such as live Internet link-ups, although the
extent to which they visualise this as a formal educational mechanism is unclear (Torjesen, 2010).
However, beyond these statements of support for the innovative use of ICTs in coordinating health systems
and staff at a distance, DL has very little presence within those policy and strategy documents seeking to
address the global crisis in HRH, whether it is in LMICs or in industrialised countries.

2.4

Conclusions

Many of the health worker training priorities identified above place the emphasis on training primary care
providers, community-based workers, and low- and mid-level health workers in particular. It should be
noted that, depending on national circumstances and also the precise skills that are required of those
workers, this may involve the provision of initial or pre-service training. For example, this might be
particularly associated with the ‘up-scaling’ initiatives advocated for by policy makers as a means of
developing a critical mass of accessible health workers. Such initiatives are not discussed within this review,
which focus on those training inputs which can be described as ‘post-qualification’.
It is important to note at this stage that some of the Human Resources for Health needs identified above
are not priorities that can be solely addressed through training. For example, concerns over the
‘maldistribution’ of health workers, both globally and domestically, as expressed by both the GHWA and
the European Commission, and acknowledged by the UK government, is primarily an issue of human
resources management. While there are some aspects of human resources recruitment and retention that
can be helped through educational interventions, in general it is accepted that the effect of such
interventions will be limited unless the training is provided as one part of a framework of broader strategic
interventions into enhancing health systems capacity. This model of multiple inputs for systems
enhancement and capacity development, and the role of post-qualification health worker training within it,
is discussed in more detail in Section 3.
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Section 3: An overview of common approaches to strengthening
health systems, including post-qualification training
3.1. Introduction
Section 2 of this report highlights two areas of priority identified by international policy and strategy in
health worker training for LMICs. Firstly, there is the need to significantly increase numbers of health
workers in LMICs by scaling-up of health training, and in particular the training of community-based health
workers. Secondly, there is the need to strengthen the capacity of health systems to deliver services more
effectively, and to provide greater levels of specialist care. This places a particular emphasis on training
health workers at all levels to enhance their professional skills and competencies, both in terms of
management and administration of health services, and in terms of developing clinical specialties.
The scaling-up of cohorts of community-based health workers may be largely achieved through pre-service
training, equipping workers with the range of skills and competencies required to deliver basic health care.
The input of training designed to strengthen health systems capacity by enhancing health workers’
managerial, administrative, research and clinical specialties is more closely associated with postqualification training. As outlined in Section 1 of this report, it is training for post-qualification cohorts of
learners that forms the main focus of this review.
In setting out the context in which post-qualification training can contribute to the strengthening of health
systems capacity, this section looks in more detail at general approaches and basic inputs for health
systems strengthening by drawing on the 2007 WHO Framework for Action on Health Systems (World
Health Organization, 2007) a document that has been widely accepted as an appropriate approach for
health systems strengthening. Many national governments, ministries of health and donor agencies are
using this framework to organise their strategic approaches to health systems strengthening, and as such it
is presented here to help determine the commonly-accepted priorities for health systems strengthening.
Drawing on the Framework, this section provides examples of how past and current health worker
competency development approaches and training initiatives have contributed to health systems
strengthening, and concludes by identifying the key outstanding areas of health worker competency
currently required in order to meet existing health systems strengthening needs.

3.2. Health Systems Building Blocks
The 2007 WHO Framework for Action on Health Systems Strengthening defines six interlinked components
or building blocks of an effective health system including service delivery, health workforce, information,
healthcare technologies (including medicines, vaccines etc), financing, and leadership and governance
(World Health Organization, 2007). Health systems strengthening requires that all components and their
interactions be developed. This section uses the WHO Framework to outline approaches to strengthening
procedures within each component (Table iv).
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Table iv: Health systems building blocks and strengthening approaches
Building block
Service delivery

Desirable attributes
Needs-based and responsive to effectively,
safely and appropriately deliver quality
health services in a timely and accessible
way

Health workforce

Fairly distributed in adequate numbers to
competently, efficiently and safely provide
quality health services where they are
needed

Information

Enables the generation, interpretation and
dissemination of health determinants,
health systems performance and health
status indicators
Equitably accessible and quality assured,
safe, effective and affordable

Medicines, vaccines and
health technologies

Examples of approaches
Development of packages of
integrated services, delivery models,
infrastructure, management, safety
and quality, and demand for care
(health seeking behaviour)
Development of national health
workforce policies and strategic
plans, advocacy for health workforce
development, establishing human
resource information systems,
improving health workforce
recruitment, distribution,
competence, performance and
retention
Development of facility and
population based information and
surveillance systems

Development of national essential
medicines policies, robust regulatory
systems, and strengthen
procurement and supply chain
distribution competence and
capacity
Financing
Provides and generates adequate
Development of national health
resources in such a way that improves
financing policies, updated
affordability and protects end users from
databases on health expenditure,
catastrophic costs of healthcare
and strengthening methodologies
for costing
Leadership/ governance Ensures strategic policy and regulatory
Development of health sector
frameworks for effective and accountable
policies, improve oversight and
management of resources, processes and
regulation, strengthen management
system inputs
capacity, strengthen positioning and
capacity of civil society to hold
leadership accountable
Adapted from WHO Health System Framework, 2007 (World Health Organization, 2007)

The approaches outlined in Table iv can be implemented within a specific scope of service in a ‘vertical’
(disease specific) approach (e.g. HIV/AIDS programmes) or across the whole health sector in a ‘horizontal’
(sector wide) health systems strengthening approach. WHO currently advocates for an integrated approach
that harnesses both horizontal and vertical approaches and leverages resources from both, to overcome
barriers for the achievement of a specific healthcare outcome (World Health Organization, 2007);(World
Health Organisation, 2009b). Within this, the design and delivery of the various elements of health worker
education, including content, approaches and methods, will be ‘responsive to the health needs of a
population’ and ‘determined by a commitment to social accountability’ (World Health Organisation, 2010).
For example, a recent review of primary healthcare initiatives found that primary care-focused health
initiatives have improved the accessibility of healthcare in LMICs and have been demonstrated to be an
effective platform for health systems strengthening (Kruk et al., 2010). Generating an understanding of this
interdependence of systems is also seen as an important element within post-qualification training for
health workers, as it underscores the way in which various aspects of health systems interact with each
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other in service delivery (Frenk et al., 2010).

3.2.1. Investment in medical education facilities
Within the structure outlined above, one of the key areas of necessary investment is in medical educational
capacity in LMICs, without which the actual upscale and delivery of health worker training is unlikely to take
place. Medical education is essential to the development of the healthcare workforce, and operates as an
integral part of human resource plans (Mullan et al., 2010a).
However, by current reckonings, the global distribution of medical schools does not correspond well to
country population size or national disease burdens (Frenk et al., 2010), and shortages of staff and
resources within medical school faculties are described as ‘endemic, problematic, and made worse by
emigration of healthcare workers’ (Mullan et al., 2010a). Such issues are not helped by the perceived lack
of opportunity afforded to health professionals who engage in medical education. In sub-Saharan Africa,
small salaries, limited career options, heavy teaching loads, growing enrolment numbers, and the absence
of facilities, equipment and support staff are identified as some of the main barriers to recruitment and
retention of medical teaching staff (ibid.p3), as they put extra pressure on existing staff and promote
emigration or relocation (ibid.p4).

3.3. Summary of capacity enhancement needs for strengthening health
systems procedures and processes in low and middle income countries
Related to each of the building blocks identified in Table iv, this sub-section provides examples of key
health systems capacity enhancement priorities and their accompanying post-qualification training inputs,
as catered for by existing or past initiatives provided in LMICs, including both face-to-face and DL. The
examples summarised below give general examples of how health systems capacity building priorities have
been addressed through post-qualification training. Examples of non-education/ training approaches to
capacity building have also been described where available. Broader health workforce training priorities,
such as those addressed through pre-service training and education, are not discussed here.
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Table v: Capacity building activities for health systems strengthening
Building block

Examples of education/ training approaches

Examples of other approaches

Service delivery

Capacity building
priorities
Quality improvement

e.g. Diabetes UK Twinning programme –
training of health workers, training of trainers
(Beran et al., 2010).

Diabetes UK Twinning programme –
strengthening diabetes association,
public awareness campaigns(Beran et
al., 2010).

Health workforce

HR management

e.g. collaborative distance based Masters of
Public Health with a focus on HR management
at University of Western Cape, University of
Geneva and partner universities with support
of donor (World Health Organization, 2010b)
(World Health Organization, 2010a) ( see Case
study)
e.g. obstetrics and gynaecology 5 year
residency programme in Ghana (Klufio et al.,
2003).

Health worker
competence and
performance

e.g. an e-health network for Africa – RAFT
network – supported by Geneva University
Hospitals in Francophone countries since 2000,
webcasts interactive continuing education
courses (Geissbuhler et al., 2006).

Scaling up health
workers

Information

Medicines, vaccines
and health
technologies

Developing health
metrics research and
evaluation skills
Procurement and
supply chain
management

Improving prescribing
and dispensing
practices

Leadership/
governance

Building healthcare
management
competence

Policy development and
implementation
Monitoring and
evaluation

e.g. the PROFAE programme in Brazil
strengthened the nursing workforce and
trained 180,000 nursing aides, 72,000 nursing
technicians, and 12,000 nursing teachers
between 2000 and 2007, partly through
distance education (also decentralised on-site
training)(Alvores de Silva et al., 2007). (see
Case study)
E.g. Field Epidemiology Training Programmes
(FETP) in Latin America and Africa. (Lopez and
Caceres, 2008, Mukanga et al., 2010)
e.g. in-service training of procurement and
supply chain managers and staff, building skills
of academic staff in four East African countries
to conduct assessments of supply management
systems and practices (Waako et al., 2009,
Matowe et al., 2008, Woodle, 2000)
e.g. training of prescribers and dispensers
combined with professional feedback on
prescribing and dispensing practices was
effective in reducing irrational prescribing and
poly pharmacy in elderly patients (Bregnhoj et
al., 2009)

e.g. 6 month health management skills training
programme run by a collaboration between
Yale University and Mother Patem College in
Liberia supported by Clinton HIV/AIDS Initiative
(Rowe et al., 2010)
e.g., in-service training of health managers
(Pappaioanou et al., 2003)

Decision support tools, treatment
guidelines, diagnostic algorithms. E.g. –
IMCI clinical algorithms(Horwood et al.,
2009, Takada et al., 2007, Amaral et al.,
2005)
The RAFT network also invested in
Internet and satellite connections in
selected hospitals and provides
support through videoconferences,
tele-consultations on clinical cases, and
support for telemedicine services
(Geissbuhler et al., 2006).

Joint development of pharmaceutical
management training materials,
establishing operations research on
supply chain management and
evaluating effectiveness of skillsbuilding approaches (Woodle, 2000)
Development and use of a standard
prescribing chart for inpatient use to
reduce prescribing errors; reduction of
medication errors and inappropriate
prescribing through feedback,
multidisciplinary teams, and
medication reviews (Coombes et al.,
2009, Kaur et al., 2009, Wong et al.,
2009)
Problem solving and participatory
strategy (Conn et al., 1996)

Development of a common framework
for monitoring performance and
evaluating progress (World Bank, 2008)
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3.3.1. Outstanding health worker competency needs
In terms of systemic need in LMICs, and in relation to the health systems building blocks, a number of
significant educator, researcher and management competencies of health workers needs has been
identified. Complementary skills for health professionals should include key health system functions such as
planning, policy and management, and the training and supervision of basic health workers through
collaborative and supportive professional relationships. These competencies should be able to adapt to
local circumstances, whilst also utilising global knowledge and experiences (Frenk et al. 2010). A number of
potential target areas for post-qualification training are identified below.
3.4.1.1 HRH and systems management competencies
Interventions to strengthen health workforce management can have multiple downstream impacts
improving health worker performance and retention. Attention has been drawn to inadequacies in the
management of human resources, and there are significant needs for capacity building in this area (Fritzen,
2007). Two examples of collaborative and distance-taught Masters of Public Health programmes with a
focus on health workforce development were initiated in 2009 and 2010 with the support of WHO and the
Bill and Melinda Gates Foundation (World Health Organization, 2010b, World Health Organization, 2010a).
These programmes build on existing Masters of Public Health programmes offered by lead institutions by
introducing specialised courses on health workforce development and management (see case study:
University of the Western Cape: Masters in Public Health).
3.4.1.2 Procurement and supply chain management competencies
One area of need which appears to be largely unmet by formal post-qualification programmes is that of
procurement and supply chain management of medicines, vaccines and health technologies. While there
are examples of relevant programmes available, such as The University of Dundee’s BAPD, delivered to
health workers in Eritrea and Botswana, various publications have observed competency gaps in
procurement and supply chain management (Waako et al., 2009, Matowe et al., 2008, Woodle, 2000).
Strategies to develop human resources in this area include short courses, on the job training, supervisory
strategies as well as regional capacity building collaborative, though it seems that there is scope for
structured education programmes in this field (Waako et al., 2009, Matowe et al., 2008, Woodle, 2000).
3.4.1.3 Educator competencies
Medical education is essential to the development of the healthcare workforce, and operates as an integral
part of human resource plans (Mullan et al., 2010a). The response to the health workforce crisis in many
LMICs has been to scale up the domestic production of health workers. With the scale-up of pre-service and
postgraduate health worker programmes, there is an increasing demand for health workers with educator
competencies and post-graduate qualifications. This need is made all the more urgent with the ageing
demographic of academics that are soon to retire. Limited investment in capacity in recent years has meant
that for many universities, there is a lack of mid-career academics.
As further evidence of this, a recent UNFPA study identified a lack of midwife teachers in LMICs, and limited
training of midwife teachers on competency-based training approaches, pedagogies and training
technologies (Unfpa, 2008). A commentary on the development of pharmacist education in seven African
countries described academic workforce shortages as one of the pressing barriers to scale-up of the
training programmes (Anderson et al., 2008). A 2007 study mapping advanced public health education
capacity found less than 500 full-time and 360 part-time staff in institutions (Ijsselmuiden et al., 2007).
Postgraduate public health programmes existed in less than half of the countries in Africa at the time
(24/53 countries), with the greatest shortage of staff and programmes in lusophone and francophone
Africa (ibid.) Sixty percent of the institutions were staffed by less than 10 full-time staff members with great
dependence upon part-time faculty members (ibid.). Given the growing demand for postgraduate public
health education programmes in Africa, it is clear that there is a shortage of academic staff.
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There are few post-qualification programmes that build educator competencies in health workers, this
often being a neglected or ad hoc area of development. The FAIMER fellowship programme and
FAIMER/WFME/OU DL resources for medical education programme series are some of the available
programmes designed to build the competencies of academic faculty (Owen, 2010, Burdick et al., 2010b)
(see Case study: FAIMER: Fellowship in Medical Education).
3.4.1.4 Researcher competencies
Various articles cite the need for capacity development of research skills amongst health workers to
integrate operational research into practice and stimulate an evidence-based approach to health care
development and evaluate the impact of interventions (Edwards et al., 2009). There is significant demand
for large scale operational research training delivered through formal post-qualification distance education
programmes. Additionally, beyond the creation of new heath knowledge, research opportunities are also
seen as important for the retention of health workers and the strengthening of the health infrastructure, in
that it attracts funding and investment (Mullan et al., 2010a).
3.4.1.5 Primary healthcare competencies
Over 30 years since the Alma Ata declaration, LMICs have used the primary healthcare approach to
strengthen health systems, improve efficiencies in health services and improve health outcomes (Kruk et
al., 2010). However, shortages of health workers to provide primary healthcare services exist and there is a
lack of competencies of existing health workers in primary health care, underscoring an urgent need for
development of these skill sets. The advantage here is that these competencies can be developed by health
workers such as community health workers, private pharmacy and drug store workers, in addition to
nurses, clinical officers and physicians. However, while such cohorts are often provided with training
through pre-service training programmes, the requisite specialities associated with primary healthcare
delivery might benefit from enhancement and improvement through post-qualification training
programmes.
3.4.1.6 Advanced medical specialist competencies
A 2009 review of paediatric emergency and critical care in low income countries identified major training
requirements including seeking and documenting clinical features, basic critical care management
competencies as well as supportive tools such as triage systems, guidelines, references and protocols
(Baker, 2009). Infrastructure investments such as oxygen concentrators are also required to support
capacity development of emergency services. For example, the shortage of surgical personnel has been
identified in low income countries such as Uganda (Ozgediz et al., 2008), and postgraduate surgical training
programmes are often small scale with limited numbers of trainees per year. As a result, those seeking
specialist post-qualification training may need to travel abroad due to a lack of training opportunities in the
country unless a programme of DL can provide the requisite inputs.

3.4. Conclusions
Health systems strengthening relies on investment in a number of health systems building blocks, including:
service delivery; the health workforce; information; medicine; vaccines and health technologies; financing;
and leadership and governance. Investment in these building blocks takes a number of forms, of which
human resources training forms just one element. However, in providing training that contributes to health
systems strengthening, there are a number of priority areas for health worker competencies in LMICs.
These include: HRH and systems management; procurement and supply chain management; education and
training; research; primary healthcare; and advanced specialist medical competencies.
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Section 4: Approaches to addressing health worker competency
needs
4.1. Introduction
Section 3 highlighted the importance of a holistic approach to health system strengthening, reliant on
parallel investments in managerial systems and procedures, in resources such as medicines and
technologies, in research and information-gathering systems, and in various other inputs. Health worker
training should only be seen as one strand of overall investment, and not the sole solution to addressing
health systems capacity needs. However, in terms of health worker development initiatives designed to
help address health systems needs, the section also identified priority areas for post-qualification training,
including HRH and services management; procurement and supply chain management; education and
training; research; primary health care; and advanced medical specialties.
This section describes in more detail the role that health worker development strategies, and postqualification training in particular, can play in addressing current competency priorities. It provides a
summary of general strategies for the development of health worker competencies, and, drawing on the
available evidence base for identifying the impact of health training inputs, will provide an overview of the
various education and training interventions that are seen to contribute towards the enhancement of
health worker performance and the attainment of wider health outcomes.

4.2. Systemic strategies to develop required health worker competencies
There are certain approaches that health worker development strategies, including post-qualification
training, particularly for the priority competencies identified in Section 3, can seek to accommodate as a
means of improving health worker performance.
The 2006 World Health Report advocates a ‘working lifespan’ approach that considers each stage of a
health workers career. Health worker development strategies should seek to fulfil two concurrent priority
needs, first, to scale up competent health worker capacity to equitably respond to health needs, and
second, to institutionalise the performance of health workers to ensure quality and efficient health services
(World Health Organisation, 2006).
The ability to respond to health needs and the institutionalisation of performance both require a
comprehensive understanding of the systemic dynamics and factors that influence competencies, and
mechanisms allowing the translation and application of acquired competencies for use within a specific
health context. However, in the design of capacity building strategies to provide these, assumptions are
often wrongly made that investments in the development of competence in these areas (especially through
training) will automatically result in improvements in health worker performance and thus health outcomes
(Potter and Brough, 2004). Growing evidence points to the need for training interventions to be supported
by strategies to reinforce behaviour change, recognise performance and ensure both conducive working
environments and the availability of required tools in order to ensure change (Haines et al., 2004).
Potter and Brough’s framework, describing a hierarchy of needs for systemic capacity, argues that
initiatives focusing on the development of skills and tools cannot be effective without addressing the
underlying structures and systems and adequate human resources and facilities (Potter and Brough, 2004).
This reinforces the point that certain conditions need to be present before training inputs can contribute in
the facilitation of performance institutionalisation. Bearing this in mind, it is important to note that
observations regarding the enhanced potential that DL offers as a training mechanism for facilitating work42

based and community-based learning need to be tempered by a recognition of the importance of other
systemic work-based factors in enabling this, such as: supervision, support and feedback; monitoring of
outcomes; and an enabling work environment.

4.3. Strategies in training for the improvement of health worker
performance
Taking into account the systemic factors outlined in Section 4.2., there are a number of ways in which their
contributions to health worker performance enhancement can be formalised within the training process.
Figure i. (below) describes the progression from health worker engagement in training, to competence,
performance and performance institutionalisation. This is a conceptual framework of health worker
capacity building based on the Kirkpatrick Model for Evaluation Effectiveness of Training Programmes
(Kirkpatrick and Kirkpatrick, 2006), which outlines the training approaches seen to best contribute to
improvements in health worker performance. Within this framework, it should be noted that postqualification distance education is represented as an opportunity to attain comparable effectiveness in
training health workers to that of other modalities (Cook et al., 2008a, Cook et al., 2010a).

Figure i: Health worker capacity building for health systems strengthening
HEALTH WORKER CAPACITY
BUILDING PROCESS GOALS

Kirkpatrick’s levels of training effectiveness

Level 4: Results
E.g. –Improvements in health outcomes, improved
health service efficiency (mortality, morbidity,
healthcare utilisation

PERFORMANCE
INSTITUTIONALISATION

Level 3: Behaviour
E.g. – Improvements in health worker performance
(peer review, observation, patient exit surveys)

PERFORMANCE
BEHAVIOUR CHANGE

Level 2: Learning
E.g. – Improvements in competence (pre-test vs. posttest, self-assessment)

COMPETENCE

Level 1: Reaction
E.g. – Positive response to training

ENGAGEMENT
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Enabling factors

 Supervision,
support &
feedback
 Monitoring of
outcomes (audit)
 Work environment
 Structured
preceptorship
 Work-place based
and clinically
integrated learning
 Peer learning and
review
 Feedback
 Self-directed
learning
 Problem based
learning
 Simulations and
case based learning
 Distributed
learning
 Interactive
 Competency based
 Clear learning
objectives
 Relevant
assessments

In the Kirkpatrick Model, the first level of training effectiveness is to achieve a positive response from the
learner, otherwise seen as learner engagement with the training process. This builds the foundation for
improved training effectiveness, but is not sufficient on its own to enable the development of health
worker competencies and improve performance. Various strategies described in the literature that have
been demonstrated to improve learner engagement include the use of components of interaction between
learner and teachers and between learners.
Secondly, competency-based education allows for an individualised learning process, where learners have
the opportunity to explore a range of options and, through application, select those that best apply
according to their own needs and contexts (Frenk et al. 2010). A competency-based approach to curriculum
development, coupled with clear learning objectives, can focus the learning process towards developing
specific competencies. In particular, modes of assessment related to competency development needs are
important means of improving performance.
Thirdly, in order to build health worker capacity for health systems strengthening, health worker training
should be supported by strategies to enable behaviour change for the institutionalisation of improved
performance (Cook et al., 2010c). The MACH (Miner, Alperin, Cioffl and Hunt) model describes the
development of competencies and performance in the public health workforce through organisation and
instructional theories, and distinguishes between two types of capacity development needed before
performance can be improved. The first type is described as competency deficiencies, which can be
addressed through training. The second type is described as work environment deficiencies, which require
management and organisational development (Miner et al., 2005). The scenarios frequently associated
with work environment deficiencies are commonplace in many LMICs (Wiskow et al., 2010). There is
evidence to support the MACH model, with various reviews finding that, whilst training may address
competency deficiencies, it does not necessarily translate into effective performance in the health system
or improvements in health service delivery or health outcomes.
With this in mind, the evidence base does advise that training programmes should take into account the
equal importance of the work environment as an enabler of improvements in health outcomes and to
address them accordingly. Supervisory support and integrated learning situated in the workplace has been
associated with improvements in performance, together with feedback and the use of audits. In order for
health training programmes to have an impact on learners in terms of both the attainment of competencies
and the application of these through behaviour change, they require:
 significant components of field-based training – approximately 80%;
 a supportive working environment, as demonstrated with work-based mentor and preceptor
schemes;
 learner involvement in the work-based decision-making process;
 modes of assessment that expect direct engagement with working procedures (Wuliji, 2010).
In general terms, this fits with the systems-based process of health worker training that enables the
training to improve the performance of health systems by adapting core professional competencies to
specific contexts, while drawing on global knowledge to support the process (Frenk et al., 2010). To assist in
facilitating the availability of these components in the workplace and as a means of improving training
effectiveness, health worker training programmes should consider packaging units of self-study alongside
complimentary upgrades for staff involved in the co-ordination and delivery of components of workplace
learning and/ or work-related engagement.
To illustrate how this dual approach might be applied in practice, a recently documented example of using
various levels of post-qualification training as elements in a mix of approaches for strengthening health
services provision is the Diabetes UK Twinning Programme, implemented between 2003 and 2009 in
Mozambique (Beran et al., 2010), which was used to strengthen national capacity for diabetes care. This
programme trained 265 health workers in all provinces, developed patient education materials, expanded
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public awareness activities and strengthened the diabetes association resulting in an eight-fold increase in
professional membership (ibid.). Post-qualification train-the-trainers programmes were also conducted to
capacitate local faculty to offer training for health workers at different levels of the health system. The
proportion of health workers that reported receiving specialised post-qualification training in diabetes
increased from 52% in 2003 to 65% in 2009. A postgraduate training course for medical students was
established following a need identified in the 2003 assessment through a survey of medical students.
Diabetes UK used existing needs assessment tools to develop strategies and implemented them in
collaboration with local partners.

4.4. Training modalities and approaches for the improvement of health
worker performance
This sub-section describes the available evidence base related to the specific education and training
modalities and approaches seen to improve health worker performance and wider health outcomes.
‘Modalities’ refers to the various components through which the training is delivered, and ‘approaches’
refers to the teaching and learning processes employed during each component. Under ‘modalities’, the
work environment is also described, since this impacts on the delivery process, and, as outlined in Section
4.3., is regarded as a necessary factor in facilitating the behaviour change required to achieve
improvements in health worker performance and wider health outcomes. It is important to note that the
various elements described under both modalities and approaches should not be regarded as mutually
exclusive, and in practice there is significant overlap between them, as Section 7 will demonstrate.

4.4.1. Training modalities and the improvement of health worker performance
4.4.1.1.
Classroom-based learning
Whilst there is no published analysis of classroom-based certified post-qualification health worker training
programmes, this likely forms the mainstay of post-qualification health worker training globally. Given the
option for either self-study, work-based learning, or classroom based learning, some learners may still
prefer classroom based approaches. For example, enrolled nurses in Kenya can participate in the nursing
upgrade training supported by AMREF via distance education, but the option for face-to-face learning
through satellite learning centres are still popularly subscribed to (note: see Case study; AMREF, Nurse
upgrading programme). Most postgraduate university-based Masters degrees for health workers in LMICs
are attained mainly through participation in classroom based programmes, though there is an increasing
trend towards DL modalities (see Section 7.3).
4.4.1.2.
Workplace-based learning
Workplace-based learning has been employed to integrate learning into real life scenarios to improve
performance. This model could be applied to any set of professional knowledge, skills or competencies and
the examples are diverse, ranging from management to clinical skills to field epidemiology. As health
worker training tends to be for applied competencies, workplace-based learning is particularly suited for
the development of such competencies.
Workplace-based learning can be seen as a form of blended learning that provides learners with the
opportunity to contextualise and apply learning while also undertaking units of self-study. From a systemic
perspective, this can result in reduced disruption to work patterns, as learning activities are supported in
the field or workplace and do not exclusively involve prolonged absence to attend classroom based
activities. As an example of this approach in action, the experience in Liberia with running a six-month
training programme on health facility management found that short courses at regular intervals not only
reduced disruption to health facilities, but also allowed time for field-based learning that supported
participants to apply their learning to specific problems in their work environment (Rowe et al., 2010).
However, it should be noted that workplace-based learning requires high quality field supervision and
committed support from practice and field sites, which may require prior investment in order for this
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approach to succeed. The sustainability and institutionalisation of workplace-based learning is another
major challenge, given its reliance on field and workplace learning sites to provide supportive and enabling
learning environments.
Further examples of workplace-based learning include is the Field Epidemiology Training Programme (FETP)
approach of learning by doing which has been applied to training field epidemiologists in Central America
(Costa Rica, El Salvador, Guatemala, Honduras, Nicaragua) and the Dominican Republic since 2000 and
Africa (Burkina Faso, Ethiopia, Ghana, Kenya, Nigeria, Rwanda, South Africa, the United Republic of
Tanzania, Uganda and Zimbabwe), starting in Zimbabwe in 1993 and Uganda in 1994 (Lopez and Caceres,
2008, Mukanga et al., 2010). This competency-based programme is comprised of three tiers – basic,
intermediate and advanced – and is structured to support individual career advancement while also
strengthening support through the provision of cascade mentorship at each level. Completion of the
intermediate level programme leads to the attainment of a diploma and the advanced level programme
results in a Masters of Public Health. Roughly 80% of the learning activities throughout the programme take
place in the field with only 20% held in the classroom. The approach of learning by doing has also meant
that trainees in Latin America have developed epidemiological activities as part of their training, leading to
181 evaluations of surveillance systems, identification and investigation of 222 outbreaks and 167 research
studies and first response to natural emergencies (Lopez and Caceres, 2008). In addition, around 80% of
graduates of the programme in Latin America were found to be working within the Ministries of Health
indicating successes in supporting the retention of graduates. A recent retention study of the programme
graduates from Uganda and Zimbabwe found that 85% of graduates remained working in-country
(Mukanga et al., 2010). These high rates of retention are thought to be due in part to the programme’s
contribution to the well defined career pathways of graduates, and to the competence-based approach to
training, placing a skills focus on application in the field. Work-based learning has also been used for a postqualifying course on rehabilitation for nurses in the UK (Owens and Rutherford, 2007).
Within the context of workplace-based learning, the limited literature on health worker training
effectiveness has identified the empiric value of the principles of ‘contextual learning’ and ‘actualisation of
the result of learning’ (Zmeyov, 1998). Such theoretical approaches are often associated with the
educational principles of andragogy, which is discussed in Annex 4. As examples of the benefits of this
approach, positive effects of emergency obstetric care training programmes were found to be associated
with hands-on or applied modalities, team approaches and follow-up training (van Lonkhuijzen et al., 2010).
In one example, performance improvements in aseptic insertion techniques and maintenance of central
venous (CV) lines was found to be associated with repeated sessions integrated into daily work (Cherry et
al., 2010).
Project based learning, as applied to faculty development of health worker educators through the FAIMER
Fellowship programme, the Management Sciences for Health Virtual Leadership Development Programme,
and through the CMC Vellore Fellowship in HIV Medicine, is another form of workplace based learning that
can improve educator and institutional performance. The FAIMER programme reports that over half of all
programme projects lead to changes in curriculum and institutional policy (Burdick et al., 2010a).
4.4.1.3.
Community-based learning
Community-based learning as a modality places particular emphasis on providing health workers with the
competencies to address community health needs, as determined by local cultural and contextual factors.
Provider institutions are increasingly emphasising community-orientated, locally relevant or nationally
focused education for health workers: a survey of 96 medical schools in sub-Saharan Africa revealed that 83
used community-based learning ‘frequently/ extensively’ in clinical rotations, and 52 used it ‘frequently/
extensively’ in pre-clinical courses (Mullan et al., 2010b, Mullan et al., 2010a). This is being done by
developing curricula around national priority health problems, often drawn from identified government
priorities and national service programmes (ibid. p6). Rural and community-based experiences are used to
improve the delivery of their programmes, and utilise workplace-based learning components which
specifically take place at field sites including district hospitals, community health centres, clinics, and
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patients’ homes (ibid.). At Gezira University, Sudan, 25% of study is made up of community-based learning
components (ibid.).
Structured community exposure and community-based education provides learners with experience
working with under-served populations and improves their preparation to deal with national health
priorities (ibid. p7). In some cases from sub-Saharan Africa, community-based learning combined with
structured evaluation techniques has led to high satisfaction among learners, together with lower attrition
rates, and greater perceived ability to function in rural communities. However, as a mode of delivery in
LMICs, it can suffer from constraints due to unreliable public services and utilities, language barriers at
some rural sites, and challenges in maintaining high educational standards with community physicians who
supervise learners. While the educational superiority of such approaches as compared to traditional
campus-based modes is difficult to demonstrate, at least one study comparing senior students and recent
graduates from CBE curricula with those from traditional curricula showed greater sensitivity to community
health needs by the former as opposed to individual health needs by the latter (Mullan et al., 2010b,
Mullan et al., 2010a).
4.4.1.4.
Distance learning
Evidence shows that post-qualification distance education, as supported by electronic and Internet-based
mediums and simulations, represent opportunities to attain comparable (though not necessarily superior)
effectiveness in training health workers to that of other modalities (Cook et al., 2008b, Cook et al., 2010a).
A meta-analysis in 2008 of health professionals Internet-based learning found large positive effects from elearning activities compared to non-intervention control groups, but mixed and limited positive effects in
comparison to groups receiving similar training through other methods (Cook et al., 2008b). Much of the
evidence supports the conclusion that DL (often also stated as e-learning) can be considered to produce
comparable, but not necessarily superior effects to that of traditional classroom learning methods
(Hugenholtz et al., 2008, Wutoh et al., 2004, Cook et al., 2008a, Chumley-Jones et al., 2002, Olmsted, 2002,
Garland, 2010).
However, DL is in a good position to consider design features demonstrated to improve practice such as
workplace-based learning, interactive and clinically integrated learning, applied or simulated learning, and
interdisciplinary education. DL approaches can also be packaged with other interventions that improve and
maintain performance of health workers such as feedback, audit, supervision and improvements in the
work environment. Multiple interventions likely to be more effective than stand-alone interventions (Rowe
et al., 2005).
4.4.1.5.
Work environment
A recent WHO report states that ‘an attractive and supportive workplace can be described as an
environment that attracts individuals into the health professions, encourages them to remain in the health
workforce and enables them to perform effectively’ (Wiskow et al., 2010). An enabling working
environment is also important to allow newly acquired competencies to be put into practice and the
influence of resources, equipment and infrastructure on performance should not be underestimated
(Wiskow et al., 2010, van Lonkhuijzen et al., 2010). The MACH (Miner, Alperin, Cioffl and Hunt) model
describes the development of individual competencies and performance in the health workforce and
through organisation and instructional theories, and recognises that work environment deficiencies,
requiring management and organisational development, need to be addressed in order that training
designed to address competency deficiencies can achieve effectiveness in health workers performance
improvement (Miner et al., 2005).
Work environments have also been identified as an important factor influencing recruitment and retention
of health workers as well as the quality of care. Recommended policy options to improve work
environments include improving the work-life balance, promotion of family friendly workplace options
(such as flexible working time), improving health protection, implementation of occupational safety and
health management systems, and use of workplace assessment programmes (Wiskow et al., 2010). Clearly
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there is a need for supportive strategies that encourage retention of health workers otherwise gains from
education and training will be potentially lost. In one programme, the retention of doctors trained through
rural practice orientation modules was supported by non-financial package, improved quality of life and
working conditions (Van Dormael et al., 2008). In addition to increasing salaries, physicians have also cited
improving living and working conditions, bettering career development, and expanding educational
opportunities for their children as important goals to retain doctors in rural settings (Mullan et al., 2010a,
Mullan et al., 2010b).

4.4.2. Training approaches for the improvement of health worker performance
4.4.2.1.
Interactive and clinically integrated learning
Interactive learning refers to teaching and learning components that involve some form of interaction
between participants such as case discussions, practice and application of skills, or role plays (73). The case
for applied and interactive learning is supported by a review which found that teaching and learning
methods that actively involved learners interacting with learners in a clinical environment were
theoretically and empirically superior in their educational effectiveness as compared to either classroom
based activities and/or didactic activities (Khan and Coomarasamy, 2006). Likewise, a 2001 Cochrane
review on the effect of continuing education meetings and workshops identified moderate to moderately
large effects of interactive workshops, whilst no statistically measurable effects were observed in purely
didactic presentations (O'Brien et al., 2001).
Khan and Coomarasamy (2006) proposed a three-tiered hierarchy for teaching and learning evidence-based
medicine. In terms of impact on health worker performance, this hierarchy rated interactive and clinically
integrated activities the highest (level 1), followed by interactive classroom activities or didactic and clinical
integrated activities (level 2), and finally, didactic, classroom or stand alone educational activities (ibid.). In
support of this model, their review identified that seven out of eight published evaluations of interactive
educational activities were associated with improvements in practice, whilst in six out of seven Randomised
Controlled Trials (RCTs) of didactic education activities found no significant differences between groups
(ibid.).
From a practical perspective, health worker training is very much applied and so the skills sets associated
with health worker training are associated with interactive learning. It offers a mode of exchange that is
very similar to the work environment, in that it requires health workers to interact with other team
members and patients. Team-based learning is frequently employed in preparing learners for effective,
collaborative work within a cohesive group (Frenk et al., 2010), and has growing popularity in sub-Saharan
Africa: in a survey of 99 medical schools from across the continent, 72 reported using team-based learning
‘frequently/extensively’ in clinical rotations, and 47 reported using it ‘frequently/extensively’ in pre-clinical
courses (Mullan et al., 2010b).
4.4.2.2.
Interdisciplinary education
Interdisciplinary learning ‘aims to encourage different professionals to meet and interact in learning to
improve collaborative practice and the health care of patients/clients’ (Reeves et al., 2008).
Interdisciplinary exchange, as well as multi-professional training that allows groups of health professional
to learn and work together in teams, have proved useful in preparing learners for new or expanded roles
and responsibilities in the workplace (World Health Organisation, 2009b). However, there are difficulties
cited in facilitating interdisciplinary learning and exchange through the team environment, on the basis of
professional hierarchies, over-specialisation among certain disciplines, and issues with professional
accreditation of collaborative activities (Frenk et al. 2010 p. 1944).
Despite this, there is growing interest in using interdisciplinary education as a means of strengthening
relationships between health professional groups, fostering health care team approaches, and improving
collaborative practice competencies. This interest is built upon the assumption that interdisciplinary
education prepares health workers to be collaborative practice-ready, and that this in turn prepares them
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to be better equipped to meet local health needs in the most efficient and effective manner (Health
Professions Networks, 2010). From a systemic perspective, the promotion of inter-professional education
and training serves to break down professional barriers between disciplines, while enhancing collaborative
and non-hierarchal working relationships within effective teams (Frenk et al. 2010 p1951). In particular, it
can be used to enhance competencies in leadership and management, analytical skills, and
communications. Examples of interdisciplinary education described in a recent Cochrane review include
communication skills training for physicians, physician assistants, nurse practitioners and optometrists;
collaborative skills of emergency department physicians, nurses, technicians and clerks; training on
recognition and management of depression in primary care settings by physicians and practice nurses;
management of domestic violence in primary care clinics by physicians, nurses, physician assistants,
medical assistants; and improving the mental health management competencies of psychiatrists, nurses,
therapists, case managers, residential staff and administrative support personnel (Reeves et al., 2008).
This Cochrane review of the impact of interdisciplinary education interventions on practice and health care
outcomes identified four Randomised Controlled Trials (RCTs) and two Controlled Before and After (CBA)
studies over the period 1999 – 2006 that met their criteria (ibid.). These studies have generally indicated
positive outcomes associated with interdisciplinary education; such as improved patient satisfaction,
collaborative team behaviour, and quality of services as well as reduced clinical error rates. Some studies
reported a mix of neutral and positive outcomes as well as no outcomes (ibid.). However, these studies
compared inter-professional education interventions against no intervention and had small sample sizes,
thus conclusions regarding the added value of different types of interdisciplinary approaches to education
and training cannot be made with certainty (ibid.).
4.4.2.3.
Applied simulated and/or virtual learning
The use of simulated patients or computerised virtual patients presents learning opportunities for health
workers to develop and improve skills in an environment that promotes the continuous improvement of
cognitive skills such as clinical reasoning and patient communication, but without exposing patients to the
potential risks of learner errors. Simulated or virtual approaches may have the added advantage of being
cheaper than traditional approaches; improving learner independence; and presenting increased
opportunities for skills development. However, despite the value of virtual or simulated pedagogies in
building competencies, they are not appropriate replacements for real-life interactions and may not
adequately represent complexity of real-life interactions (Smith et al., 2007, Wiecha et al., 2010).
A recent systematic review and meta-analysis of 43 studies on the use of computerised virtual patients in
health professions education found that the use of such tools resulted in improving the learning outcomes
compared to non-intervention control groups, but found limited or no additional improvement on learning
outcomes over and above non-simulation approaches (Cook et al., 2010a). Learning outcomes using
computerised virtual patients can be further improved through incorporating individual and group
opportunities to repetitively practice skills to required performance standards, ensuring high levels of
feedback to learners, and use of a diverse set of realistic simulated cases or scenarios (ibid.).
4.4.2.4.
Feedback and supervision
In both theoretical and applied contexts, evidence shows that learners need ongoing feedback and
supervision to enhance their learning outcomes. Feedback and supervision has been repeatedly cited in the
literature as an important requisite for improvements in health worker performance (Horwood et al., 2009,
Dieleman et al., 2006, Cook et al., 2010a, Chaudhury et al., 2005). This can take place in the form of
structured supervision and teaching in preceptorship or clinically supervised practice, or as a general part of
organisational performance management and mentorships in health facilities via peer or hierarchical
mechanisms. Supervision and supervisory visits, peer review and continuing education may reinforce
performance over time (van Lonkhuijzen et al., 2010). Feedback and audit has been found to have small to
moderate effects on practice (Jamtvedt et al., 2006).
It is common practice in most countries for health workers to undergo a mandatory period of formal
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experiential learning, often supervised by an experience practitioner or ‘preceptor’ before qualifying to
function independently. Reviews of preceptorships or clinically supervised practice across health
professions training identified the importance of the relationship between the preceptor and learner for
supervision effectiveness (Billay and Yonge, 2004, Kilminster and Jolly, 2000). Both reviews also cited the
need for the selection of appropriate evaluation tools and techniques to assess learner performance and
for adequate preparation and recognition of preceptors to strengthen outcomes (ibid.; ibid.).
A 2007 Cochrane review of 118 studies reporting the effect of audit and feedback on professional practice
and health care outcomes found small to moderate effects on professional practice with greater gains in
scenarios with low baseline practice standards and with more intensive feedback (Jamtvedt et al., 2006).
These effects were not always observed consistently which suggests significant heterogeneity in the
mechanisms through which audit and feedback may be conducted as well as other interventions and
enabling factors which may limit or maximise impacts (ibid.).

4.5. Conclusions
For best improvements in health worker performance, health worker training needs to take place in an
enabling work environment, and if the requisite elements are not present in the work environment, than
training programmes need to consider the means by which they might be development. In addition,
training programmes should also endeavour to formally incorporate those elements within the teaching
and learning process, including mechanisms for work-based learner support, peer-to-peer interaction, and
application of skills. The range of training modalities that are seen to assist with facilitating this include
workplace-based learning, community-based learning, and DL that features applied study components.
Particular approaches that contribute to the teaching and learning process in such setting include:
interactive learning; clinically integrated learning interdisciplinary learning including teamwork and projectbased activities; feedback and supervision; and in certain context, simulated learning and / or virtual
learning activities.
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Section 5: An overview of distance learning and distance learning
for health
5.1. Introduction
This section opens with a basic overview of DL, providing a summary of the main themes surrounding its
application. This is followed with a basic history of the development of DL in the training of health workers.
This section concludes with a summary analysis of the contribution that DL can make to existing strategies
for enhancing health worker performance.
Various terminologies are used to describe study-at-a-distance. ‘Open learning’ has been defined by
Perraton as: ‘an organised educational activity, based on the use of teaching materials, in which constraints
on study are minimised either in terms of access, or of time and place, pace, methods of study or any
combination of these’ (Perraton, 1983). Elsewhere he defined ‘distance education’ as: ‘an educational
process in which a significant proportion of the teaching is conducted by someone removed in space and/or
time from the learner’ (ibid.). The two terms are often used interchangeably, though it is recognised that
‘open’ implies a philosophical approach while ‘distance’ is about methodology. These two definitions are
applied throughout this paper, and they are usually used together under the generic phrase ‘DL’.
For a general introduction to the history of DL, and a summary of current trends in DL, please see Annex 2.

5.2. Approaches to utilising distance learning
As a mode of educational delivery, DL offers a number of advantages, widening access to quality education
and increasing opportunities for teaching and learning provision. In particular, factors such as physical
distance and time, which can be barriers to learning in conventional campus-based settings, are partially
overcome through the application of DL methodologies. However, there are certain prerequisites and
design considerations that need to be addressed in order to ensure a standard of educational quality, and
these can place demands upon those education and training systems that wish to use DL methodologies.
This sub-section provides an introduction to the educational contexts in which DL can assist, and highlights
a number of the key issues that need to be taken into account by those considering the application of DL
approaches in training provision.

5.2.1. Addressing contextual circumstances through the application of distance
learning
DL can be valuable in addressing the following situations in education and training.
5.2.1.1.
Overcoming physical distance
DL enables educational opportunities to be made available much more widely than traditional campusbased programmes (Dodds, 1972). It can reach learners in remote locations unable or unwilling to
physically attend a campus, and can provide educational opportunities where learners and teachers are
geographically separated.
5.2.1.2.
Accommodating individual time limitations and scheduling problems
DL can work to serve learners who are either unwilling or unable to assemble together frequently due to
their external commitments. This would include, for example, learners engaged in full-time or part-time
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work and those with family and community commitments. It is partially for these reasons that many DL
programmes involve part-time rather than full-time study.
For these same reasons, DL is seen as greatly facilitating on-the-job training. Firstly, students do not have to
leave or take leave of absence from their jobs in order to study, and secondly, the programme of study can
be used to make explicit links between the learning process and its application to day-to-day professional
experience (Commonwealth of Learning, 1997).
5.2.1.3.

Expanding the limited number of places available through conventional campusbased education
Out of necessity, educational systems that rely on conventional campus-based institutions will place limits
on the numbers of learners who can access education. Firstly, there will only be a finite number of
educational institutions and secondly, each institution will only have a fixed capacity in terms of numbers
who can be accommodated and educated on-site. In response to this, many institutions may apply
stringent entrance requirements and attendance fees as a means of limiting potential enrolments as well as
maintaining high academic standards.
By engaging with an audience of off-site learners, DL is able to overcome the logistical constraints of
campus-based education. The Open University of Sri Lanka is an example of an institution designed to
increase access to university education in a country where the number of places available at conventional
universities is very limited. In addition, partially because of the reduced constraints on numbers, distance
education programmes are able to both lessen the entrance requirements, and also offer lower enrolment
fees. This, combined with the reduced personal cost to the learner in terms of relocation, serves to expand
access to education for those with otherwise limited opportunities for educational engagement through
conventional means.
5.2.1.4.
Making best use of the limited number of educators available
In addition to its potential to overcome limited institutional capacity, DL can also provide teaching and
learning opportunities in circumstances where there is a lack of appropriate expertise or trained teaching
personnel relative to demand. This can be particularly the case with specialist and technical subjects, or in
low-resource settings, where educators with certain expertise are in short supply. In addition, DL can also
enable the use of the very best educators in particular subjects to contribute to teaching and learning for
students in areas where access to such quality by traditional means would be severely limited. The value of
such potential may be of particular relevance to health worker training in LMICs. In sub-Saharan Africa, for
example, there is a noted shortage of medical institutions and faculty in comparison with the demand for
trained and qualified health workers (Mullan et al., 2010a).
The same applies in circumstances where teaching personnel are geographically concentrated, as
determined by the location of the educational institutions. The Open Access College, Australia, is an
example of a DL institution whose placement of staff is used to reach out to ‘dispersed and isolated
learners’ through the innovative use of technology (Open Access College, 2010).
5.2.1.5.
Facilitating economies of scale
DL has the potential to increase access to large numbers of learners while operating in educational contexts
with limited capacity or finite resources. Further to this, if used with large audiences, DL can also provide
significant economies of scale.
This applies particularly in circumstances where, for example, provider institutions have a steady number of
students studying the same programmes over several years. Common costs include initial development and
implementation; materials production and delivery; ongoing academic, administrative and logistical
support processes and so on. The costs for provision of such services are reduced when programmes are
provided to large and repeated intakes of learners. In the appropriate circumstances, these costs can be
much lower than when delivering the same programmes of study to the same number of students on a
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repeated campus-based basis (Perraton, 2007). In such cases, this can see a model of delivery where DL
modes are used as a supplementary ‘extension’ to pre-existing campus-based programmes (Joynes, 2010).
5.2.1.6.
Supporting programmes with low and/or dispersed enrolments
In addition to the above, DL may be an effective mechanism for institutions seeking to improve the costeffectiveness of programmes with low levels of enrolment either on-campus or within a limited geographic
region. In addressing issues of learner quantity through DL, programmes with low core enrolments may
supplement their body of learners through accepting additional enrolments from a broader geographical
spread.

5.2.2. Pre-requisite activities in the implementation of distance learning
The application of DL can make substantial demands on the training systems in which it is applied. Unless
these demands are taken into consideration and addressed during the development and implementation
process, it can have serious ramifications for the success or otherwise of DL application. Below is a
summary of the main issues that need to be addressed in the utilisation of DL methodologies.
5.2.2.1.
Responding to the needs and circumstances of the learners
At the most basic level, responding to the needs and circumstances of distance learners involves putting in
place teaching and learning components and delivery mechanisms that address the unique academic
circumstances facing distance learners. In the first instance, the factors for consideration include:
 Overcoming the effect of learner isolation
By its nature, DL places the learner at a distance from the institution, the teacher and often their peers.
One of the great advantages of conventional campus-based or face-to-face education is the continuous
interaction between students, their teachers and peers. This is further supplemented through access to a
range of on-campus educational resources and facilities. All of this serves to enhance the learning process,
and to ensure a higher degree of educational responsiveness to individual learner needs.
Without careful design and planning, such elements can be difficult to replicate for learners in a DL setting,
thereby heightening the sense of isolation commonly felt by distance learners. In addition, distance
learners are often part-time students, undertaking study at unsocial hours or in tandem with professional
or family commitments. These pressures can make it hard to maintain commitment and motivation, and
frequently result in high levels of dropout among distance learners.
Programme providers need to take such issues into consideration when designing the range of teaching
and learning components that will make up a DL programme, and ensure that the various pressures on
learners are addressed or accommodated through instructional design, scheduling, and contact
mechanisms.
 Providing substantial learner support mechanisms
In order to address the sense of isolation felt by many distance learners, and thereby going some way to
reducing the high levels of dropout or non-completion that occur on DL programmes, it is necessary for
institutions to put in place suitable learner support mechanisms. These support mechanisms usually cover a
range of activities including academic, administrative and logistical tasks. Each of these can involve complex
systems of coordination and follow-up in order to ensure they are delivered in a timely and effective
manner. The tutors and programme developers themselves may also be placed at a distance from the
institution, thereby requiring additional layers of administrative support and coordination.
As such, DL delivery can place greater demands on institutional capacity than would occur in a campusbased programme, in terms of the design, implementation and funding of support service provision. It is
important that the delivery costs of such activities are not underestimated, or that their importance in
ensuring programme effectiveness is not ignored. Learner support remains absolutely central to the
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successful completion of training at a distance.
 Considering wider implications of learner needs and circumstances
In addition to providing the basic forms of service identified above, there is a need to consider the broader
ramifications that learner needs and circumstances hold. As the above indicates, addressing these can place
additional resource demands on programme providers. Further to this, there is a need to consider how
educational programmes will be funded and whether people can afford to take part in them. Evidence from
India and from Chile of programmes for upgrading teachers’ skills provide examples of programmes in
which the rewards were not guaranteed, but there were considerable demands on learners in terms of
time, as well as money for tuition fees. Dropout rates were high (Perraton, 2001). More recently, online
students in Kenya on a Sunderland University Masters course in computer science were travelling
considerable distances to the Jomo Kenyatta University of Agriculture and Technology campus in Nairobi in
order to get computer access that was otherwise prohibitively expensive in cybercafés (Perraton, 2010).
For a further discussion of issues to consider with regard to identifying learner needs and requirements, see
Annex 5.
5.2.2.2.
Investing in formative research and evaluation
The value of having a thorough picture of learner needs and circumstances illustrates the importance of
devoting resources to undertaking formative research and evaluation as a means of gathering relevant
data. At the design stage, programmes must build in processes of testing and of formative evaluation in
order to ensure that teaching materials make sense to potential learners, but at a wider level, it forms a
prerequisite for ensuring academic relevance.
Programmes of study designed for large cohorts of learners, and accompanied by mass-produced course
materials, almost by definition cannot address the individual needs of all their students through content
alone. Without the adequate investment in research, and the subsequent development of responsive
modes of learner support, DL programmes may present an industrial-scale model of education that is
inappropriate to individual learner needs and does not address their unique context-based concerns. This is
a particular concern with programmes that are delivered to a global cohort of learners, or are developed by
an institution in one country and consumed by a domestic audience based in another. Further academic
issues arising from this approach to delivery might include the relevance of content; teaching and learning
models; accreditation; and the accessibility and usability of particular media and technology. These topics
are discussed in more detail in Annexes 4 to 8.
In addressing such concerns, provider institutions need to invest in undertaking detailed needs analyses
among their cohorts of learners, in order to identify the unique contextual priorities that apply in each case.
As an illustration of this within the context of training for health workers, the statistics on doctor numbers
and neonatal mortality demonstrate the difficulty of making simple assumptions about different national
audiences: the job of being a doctor will be different in Jamaica, where there are two health workers for
each doctor, than in Argentina, where there are about four doctors for each health worker (Perraton,
2010).
5.2.2.3.
Investing in instructional design
Investments in suitable instructional design are central to the effective delivery of teaching and learning to
the learner. It follows from the above that course and curriculum design needs to be sensitive to learners:
this will pose particular difficulties for provider institutions running international programmes with
dispersed and diverse groups of learners.
However, in ensuring academic relevance for diverse bodies of learners, course developers need to
consider approaches to instructional design that allow for learner-led flexibility through the selection of
content, modes and topics of assessment, learner-centred discussion and interaction, and so on. These can
contribute to programmes whose instructional design mechanisms are adaptable to the needs and
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interests of learners across a range of contexts and settings. There is extensive general literature on the
planning of curricula to guide this process, and which goes back to Bruner (Bruner, 1966, Bruner, 1960) and
Gagné (Gagné, 1966).
In terms of the delivery of such academic inputs, there is substantial anecdotal evidence (though less solid
research evidence) to show that using a combination of media, and providing effective support to learners,
will yield dividends in terms of their learning and of completion rates (Perraton, Keynote, 2010). Taking
advantage of the special qualities of a variety of media, maximising the potential of each, can assist in
developing unique instructional processes that in certain circumstances can be equal to or better than highquality face-to-face instruction (Hornik, 1988).
Finally, programmes of training that utilise a range of teaching and learning components in a blended
approach as part of the delivery process are more likely to support learners with a range of learning
approaches. This might include combining units of self-study with media-led interventions, face-to-face
support and peer-group activities. For programmes with vocational or professionally orientated objectives
such as health training, work-based learning components can provide a unique range of benefits (see also
Section 4).
5.2.2.4.
Investing in logistical support
The procedures and mechanisms for the development and implementation of DL programmes are as
central to the success of DL programmes as the teaching and learning inputs that they support. In
acknowledgement of the range of systems that need to be in place as part of an effective DL programme,
Hornik (1988) proposed that all those considering the application of DL as a mode of education ask
themselves the question ‘Will it be possible to manage the system, given available personnel and the
complexity of the administrative structure?’ Repeatedly, evaluations of DL programmes for teachers have
found that the administrative structure for field support, for visiting teachers in their schools, and for
supervising teaching practice have proved the most difficult and weakest part of the system (Lewin, 2003).
John Daniel, former vice-chancellor of the Open University, argues that effective open and DL rests on
three essentials: good learning materials, effective student support and efficient logistics (Daniel, 2010 ).
 Investing in specialist technical or academic expertise at the institutional level
Fulfilling the demand for efficient logistics in DL can require not just a dedicated administrative unit to
oversee a programme’s development and delivery, it can also require investment in upgrading the skills and
competencies of those expected to deliver materials and services. The design, development and delivery of
effective DL programmes require specialist skills and expertise not necessarily widely available among
traditional educators. This includes expertise in programme design and development, materials design and
development, tutoring at a distance, systems design for programme administration and so on. As an
illustration of this, this is a point emphasised by the practice of the Department of Health Sciences at Indira
Gandhi National Open University (IGNOU), who invest substantially in the distance-related skills of
academic and administrative staff (Kapoor, 2010). Again, the need for such institutional expertise and
capacity may place demands on an institution that would not occur in relation to a campus-based
programme. However, as with learner support, the benefits of a substantial investment in institutional
expertise as part of the logistical requirements for a programme of quality should not be overlooked.
5.2.2.5.
Analysing finances and budget
As highlighted above, DL frequently requires a complex range of supporting activities to ensure best quality.
These include mechanisms for undertaking and administering the programme development process,
materials production and distribution, learner support, assessment and accreditation and so on. Without
appropriate consideration of the funding required, this can result in many hidden costs. In addition to this,
there are further budgetary complexities that need to be taken into account from a financial perspective.
 Budgeting on the basis of high start-up costs
While benefitting from potential economies of scale, DL programmes require substantial initial investment.
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This can include the costs of: staff training or consultancy fees where an institution has no existing
specialist expertise; potential investment in physical and technical resources e.g. audio-video equipment,
ICTs, duplication facilities etc; materials development; materials production (particularly in cases where a
variety of media are used); establishment of administrative and support networks and so on.
In cases where a DL programme will be an institutional one-off or will cater for a small and specific learning
cohort, the need for such investments can mean that DL is delivered at a greater cost to the institution than
would an equivalent campus-based or face-to-face programme (Perraton, 2007).
 Considering non-completion rates when developing programme budgets
In addition to high dropout among learners, DL often record high non-completion rates against initial
enrolments, the so-called ‘revolving door’ effect. This can occur regardless of the levels of learner support
services put in place. Perraton quotes examples of this from Costa Rica and Israel (Perraton, 2007). The
difference between enrolment and successful completion rates has often significantly undermined the
economies of scale that accompany most DL programmes.
Programme providers need to take such factors into account when calculating cost-effectiveness of
programme investment and predicting the long-term financial viability of programmes.
5.2.2.6.
Engagement of external support
In comparison with conventional campus-based programmes, DL often relies on greater levels of external
support to ensure effectiveness. At the most functional of levels, the recruitment and utilisation of existing
infrastructure and national networks is a common approach used by many DL programmes to assist with
the range of tasks that are required to take place away from the provider institution. It is particularly
common in cases where the instructional design involves modes of work-based learning or practical
components. In order for this to take place, programmes clearly need to establish working relationships
with the networks or institutions in question.
From an academic perspective, there is also a need to ensure that programmes are integrated with sectorwide strategies for training and development (Joynes, 2010). Educational inputs for professional
development can seldom stand alone. For example, programmes for teachers on the use of computers in
schools make little sense if the teachers have no access to them. Agricultural programmes about better
marketing or new agricultural approaches are of little use unless the necessary inputs are there; they
generally need to be integrated with the work of agricultural extension agents (Perraton, 2010). Any
programme with a specific professional audience needs to engage with the wider strategies and policies
associated with that sector.
Finally, in keeping with establishing working relationships with external networks, and engaging with broad
training policy for particular sectors, it is necessary for those running programmes to gather and maintain
political support. Without a centralised governmental support, they are unlikely to be able to mobilise the
external support networks that might be required, or indeed gain the financial support that may be needed
to cover the high start-up costs. But, secondly, particularly for programmes of training for professionals
working in the civic sector, it is appropriate to include content designed to enhance knowledge and
awareness of sector-wide policy and strategy, and to facilitate engagement with the political process. If
health workers, at any level, hope to get public and political backing for what they are doing, they need to
learn how best to do this (Harpenden, in Perraton 2010).

5.2.3. Summary
In summary, the points above highlight the role that distance learning can play in enabling access for
learners who are otherwise unable to access mainstream educational opportunities, whether for
geographic, social or economic reasons. In addition, these points highlight the role that it can play in
expanding educational provision in settings where there are limited physical and academic resources.
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However, distance learning as a mode of study places additional academic and personal demands on the
learner in comparison with face-to-face programmes. In so doing, it requires that provider institutions
remain alert to the necessary considerations, invest in appropriate levels of specialist expertise and
institutional capacity, and design and implement programmes with appropriate learner support
mechanisms. Without such investment, it is likely that distance learning programmes will see increased
levels of dropout and non-completion among learners, thereby reducing the educational and economic
efficiency of such programmes.
It is worth noting that the potential to expand educational opportunities for individuals and to enable
quality teaching and learning in reduced circumstances form one key theoretical principle that frequently
underpins the application of distance learning in a range of contexts. Distance learning is seen as a
mechanism that can contribute to the achievement of educational and social equity through the provision
of high-quality learning in such a way as to overcome the various physical, social and economic
circumstances that can otherwise limit the individual’s access to education or the institution’s ability to
provide it (Perraton, 2007). This is of particular relevance when discussing educational provision in low and
middle income countries, or those countries with reduced domestic educational capacity. It is also of
particular relevance when the UN MDG project explicitly views health provision as a means of addressing
social inequality across geographically isolated locations and socially marginalised communities, namely
'reducing poverty, social exclusion and inequity, and advancing democratic development and human rights'
(World Health Organisation, 2005).

5.3. A brief history of distance learning in health worker training
The following sub-section provides a brief overview of the development of DL as a tool for the training of
health workers. For a more general examination of the historical development of open and DL as a
discipline, please refer to Annex 2.

5.3.1. Early developments in distance learning for health worker training
Few early examples of DL4H worker training have been identified, dating back only to the mid-1960s. In
1997, a team of researchers from IGNOU’s School of Health Sciences looking at the history of DL4H came to
the following conclusions:
‘A review of the literature reveals only a few courses in healthcare subjects based on distance
teaching/ learning developed in the last three decades. A distance learning programme for family
physicians and nurses of various categories in Australia and Texas, USA, was initiated in the mid
sixties. Similarly problem-based approaches on various diseases, through distance education, was
started in a few African countries, namely Kenya, Tanzania and Sudan by the Welcome Tropical
Institute as were needs-based healthcare courses in Philippines, Thailand and China.’ (Dutta, 1995)
UNISA launched its Bachelor of Nursing Science in 1975 and, in the UK, the University of the South Bank,
formerly the South Bank Polytechnic, also launched programmes of post-initial training for nurses and
other paramedics in the mid-1990s. Also from the 1990s, Dutta et al. (ibid.) cite examples of medical
education and health management courses for general practitioners conducted by Dundee University, and
indicate parallel growth in this area of training in India.
IGNOU itself launched a post-basic BSc Nursing Science in July 1994, and later added a Postgraduate
Diploma in Maternal and Child Health for medical officers/ private practitioners in collaboration with the
World Health Organisation (see case study: IGNOU: PG Dip Maternal and Child Health). Over the course of
time, they followed this with a significant number of post-qualification programmes covering a range of
specialties.
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The demand for formal post-qualification programmes delivered through distance education has increased
over the years. Pre-service distance education has also become more common for dental hygiene
programmes in the USA (Grimes, 2002). Large scale extension health worker training via DL is in the process
of rollout in Ethiopia with the support of UNICEF, The Open University and AMREF. The School of Public
Health at the University of the Western Cape (UWC) in South Africa has reported four times the number of
applications than places from more than 20 African countries (Alexander et al., 2009).

5.3.2. The development and growth of online learning in health worker training
The growth of health worker training by DL has been phenomenal since the rapid spread of the Internet,
especially in industrialised countries. In fact, much of the recent literature on health worker training
concentrates almost exclusively on the use of the Internet and other forms of online learning. In
undertaking a ‘Meta analysis of internet-based learning for health professionals’, Cook et al identify nearly
2,200 articles on such uses (Cook et al., 2008b). It is also reported that programmes of online learning for
health professionals are regarded by the users as largely successful. Curran, in approaching a comparative
study of the effectiveness of different formats of online learning, scheduled group learning and learning ondemand among health workers, and reported on the apparent greater effectiveness of online learning as a
distinct model (Curran, 2010).
However, web or Internet-based learning as applied to health worker training is significantly diverse in
approach. This makes it difficult for effective comparisons regarding advantages of such approaches over
others (Cook et al., 2010b). A multitude of tools is available to support e-learning (e.g. – wikis, blogs,
podcasts), some of which promote collaboration between learners and health professionals and enable ondemand, peer review, shared knowledge development, and interdisciplinary interaction (Boulos et al.,
2006, Cook et al., 2010b). These tools are user friendly, easy to develop and utilise, given the plethora of
open-source software (Boulos et al., 2006). Examples of how e-learning may be used in education and
training include building paediatric communication skills via online video programmes (Kemper et al.,
2008); standardised national online infection control module in Canada (Bryce et al., 2008); live
videoconferencing and broadcasting in Pacific Islands States (Chen et al., 2007); online case conferencing
for interdisciplinary learning (Santy et al., 2009); enabling interdisciplinary collaboration (Juntunen and
Heikkinen, 2004) and web based portfolio systems to promote reflective learning (Ng et al., 2009). It should
be noted that such initiatives are only discussed in this review when they form part of an accredited postqualification training programme. However, the proliferation of such mechanisms in the gathering and
sharing of information and in the support and mentoring of health workers is an indication of the extent to
which distance methodologies are increasingly used in the strengthening of health systems.
Variance in the effects of e-learning compared to other forms of learning may be attributable to differences
in learners, educational delivery, and differences in measured outcomes between studies (Cook et al.,
2008b). As with face-to-face education and training, cognitive and learning styles have also been shown to
have an influence in e-learning (Cook, 2005, Wong et al., 2010, Carnwell, 2000). For example, holistic
learners were found to require structure, a broad-before-deep approach and social interaction; compared
to analytic learners who preferred less structure and a deep-before-broad approach (Cook, 2005). Despite
such heterogeneity, there seems to be some indication that e-learning design features such as interactivity,
practice exercises, repetition, and feedback can improve learning outcomes (Cook, 2008).
Given the substantial proliferation of DL4H programmes in the post-Internet era, it seems clear from the
literature and from the available cases that online learning approaches predominate for distance-based
health worker training in the industrialised world, especially in the Europe, USA and Canada. There are
however, significant exceptions. A recent article trying to evaluate the use of online learning for continued
medical education, records that, of 514 articles obtained for the study, 139 were ‘not appropriate’ as they
were about training which was not exclusively Internet-based (Wong et al 2010. p4). The implications are
that DL4H programme design continues to utilise ‘non-virtual’ media and technology, at least in
combination with online study, or may combine online study with face-to-face inputs by including them
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within a blended approach to programme design.

5.3.3. Current developments in health worker training by distance learning in
low and middle income countries
There are indications of an increased interest in the use of innovative and non-formal delivery methods for
the training of health workers. In sub-Saharan Africa, for example, provider institutions report on using
delivery modes such community-based education and interdisciplinary team-based learning (Mullan et al.,
2010a). However, based on a review of available literature, few actual DL courses appear to be in place for
health workers in LMICs. The articles identified, for example, programmes in Uganda (Bbuye, 2008), South
Africa (Gwyther and Rawlinson, 2007, Greenop, 2008), the West Indies (Thurab-Nkosi, 2000), Kenya
(AMREF, 2010), India (Zachariah, 2004, Srivastava, 2008),and Namibia (Dodds, 1999). Many, but not all,
were still at the experimental stage when the articles were written. Some have been run entirely on local
resources (e.g. India, Namibia, Uganda and the West Indies); others are the collaborative efforts of an
institution in the industrialised world and one or more institutions in LMICs (e.g. South Africa, and Kenya).
However, it is worth noting that the case study review undertaken in relation with this report identified a
significant number of DL4H programmes not otherwise featured in current literature. The majority of these
programmes commenced within the last decade. As many of the cases presented here did not feature
widely in published literature, and since the case studies presented by this review do not claim to be a fully
comprehensive catalogue of current worldwide activities in DL4H, it can be inferred, firstly, that the
activities and experiences of current DL4H activities in LMICs are not widely disseminated, and secondly,
that there are likely to be greater numbers of local, national and regional DL4H programmes currently
ongoing around the world than is currently indicated by the available literature.
This inference is supported by the fact that, parallel to this largely undocumented availability of DL4H in
LMICs, there has been a growing recognition among practitioners of the potential of such programmes as a
means of radically addressing HRH requirements at the national level, as well as enhancing health worker
performance in priority competencies.
5.3.3.1.
Evidence of systemic barriers to health training by conventional means
Published evidence shows that conventional approaches to face-to-face training cannot address the
capacity needs facing most health systems in LMICs. For example, in the context of public health training,
situational analyses are under way in several countries. In Ethiopia, a country of 75 million people, there
were approximately 250 Masters in Public Health graduates from conventional Ethiopian institutions
between 1997 and 2007. In 2006, there were places for only 10% of applicants to Addis Ababa University’s
Masters in Public Health programme. Similarly, in Sri Lanka, there were 94 specialist graduates in
community medicine from the Postgraduate Institute of Medicine between 1980 and 2007, and all of these
were doctors: in spite of the perceived need, there are no Master’s courses for non-medical public health
graduates in Sri Lanka (Heller et al., 2007).
In addition to the limitations of institutional capacity to facilitate training, evidence shows that there are
geographic and systemic barriers to accessing training for health workers. In Ghana, for example,
healthcare workers, particularly those in rural or remote areas, have difficulties in accessing conventional
training opportunities due to their isolation from training centres. This is compounded by Ghanaian
Ministry of Health policy, which limits access to post-qualification training according to occupational group.
Thus, only a few healthcare providers from each occupation are given study leave with pay, often leaving
others waiting to access training opportunities long beyond the stipulated three-year period of service one
needs to qualify for study leave with pay (Mensah et al., 2009). As a result of this inability to access training,
evidence shows that these neglected cohorts of workers will experience ‘a decline in skills and knowledge,
professional dissatisfaction, low morale, disillusion, lack of commitment, and reduced interest in their work’
(ibid. p1). Those in rural areas in particular often miss opportunities for career advancement and frequently
look to urban areas for work, resulting in high attrition from the health service and contributing to a
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negative spiral in terms of systemic capacity. Landon (2004), in a study on access to basic training among
rural health workers, concluded that improving access to training was an important element of improving
retention, and investing in education is the most sustainable way to ensure that there is a long-term
strategy to address high attrition rates. Similarly, for post-qualification training, continuing professional
education to ensure the extension of nurses’ roles is considered as a key factor in nursing retention (Gould
et al., (2007)).
5.3.3.2.
Evidence of interest in distance learning methodologies for health worker training
The need for a large number of health workers in correspondence with increased demands on domestic
health systems, and the acknowledged value of ongoing post-qualification training among health
professionals, has led to increases in the application of distance teaching and learning in the health sector
(Mensah et al. 2009). Several studies have been published highlighting both the potential and the need for
health worker training via distance learning, including, for example, Tanzania, Ghana, Pakistan, India, and
The Gambia (Brigley et al., 2009) (Mensah et al. 2009) (Shah, 2008) (Srivastava et al 2008) (Dawson, 2005).
In certain contexts, the design of open learning models that address the needs of health professionals in
remote rural communities is seen as critical to the improvement of health services, since it offers
opportunities to overcome geographical restrictions; improve capacity at training institutions; increase
overall access to information resources; support and enhance the on-the-job performance of health
workers; and encourages flexible learning and context-specific practice by adapting educational materials
to the needs of learners from rural areas (World Health Organisation, 2001).
Dependent on the setting, DL is seen as an effective and economical strategy for reaching widely dispersed
health workers (Mensah et al. 2009). It can increase access to information and training among rural health
workers by reducing individual travel and accommodation costs (Davies et al., 2005). In strengthening
health systems other than through training inputs, distance methodologies have also been used to improve
health service delivery and support of clinicians in LMICs, in part as a means of assisting HR development
and capacity, if not formal training and education. Examples include Guatemala (Brambila et al., 2005) and
Western Africa (Geissbuhler et al., 2003).
However, in the use of DL to address the training needs of rural health workers, there are broader issues
associated with rural placement that may affect response rates and learner uptake of such mechanisms,
particularly among post-qualification learners. Graduates in many countries across sub-Saharan Africa
decline to work in rural areas because of the lack of clinical support and the lack of professional
opportunity. For example, graduates from Ibadan University in general avoid employment in Nigeria’s
network of secondary hospitals because of poor pay, poor working conditions, and shortages of supplies,
equipment and support staff (Mullan et al., 2010a). One of the main domestic challenges facing health
systems in LMICs is the ‘urban bias’ of health professionals and their reluctance to work in remote rural
areas among underprivileged populations (Frenk et al., 2010).
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Web-based learning in sub-Saharan Africa
‘’Modern information and communication technologies have revolutionised medical education
in many countries and promise to bring greater access to high-quality educational products to
schools in sub-Saharan Africa as well. Educators have described the integration of web-based
Course Tools (WebCT) into a new problem-based curriculum with great success: students and
faculty used the interface to communicate more frequently. Other educators have reported
use of WebCT as superior to other distance-learning technologies such as interactive television
and have developed online ‘spiral curricula’, in which students build and reinforce competency
in new subject areas by revisiting prior course materials online.
While WebCT represents the cutting edge of educational technology, it does require start-up
and maintenance costs, which are prohibitive for many sub-Saharan Africa schools.
Accordingly, some educators have employed more affordable technologies such as ‘Videoprojected Structured Clinical Exam’ and video-conferencing for teaching, clinical consultation,
and continuing medical education.
Beyond the obvious cost barriers, another considerable problem is the so called ‘digital divide’
or gap in computer literacy between students in resource-poor countries and the West... On
the other hand, some authors have shown that students are able to adapt quickly to Internetbased innovations regardless of whether they were highly computer savvy or barely computer
literate when they entered medical training.”
From (Mullan et al., 2010b)

5.3.3.3.
Evidence of the perceived value of distance learning for health workers
DL is primarily seen as supporting work-in-place study, a key factor in training for the enhancement of
health worker performance (see Section 3). In facilitating the practice of work-based learning among health
professionals, DL is seen as enabling participants to learn from their clinical duties, and apply newly-learned
skills and knowledge to clinical practice. With appropriate pedagogic design, the flexibility associated with
DL allows each trainee to analyse relevant aspects of the medical, research, and management issues
associated with their particular area of interest in relation to the everyday problems they encounter
(Davies et al., 2005). This works towards an enhanced integration of practice and knowledge, based on the
principle that studying while working facilitates the integration of new conceptual knowledge with practice
through the application of responses to real situations in assignments and projects (Alexander et al., 2009).
This perception is supported by findings on the UWC Masters in Public Health, where one of the advantages
of offering DL has been to facilitate the simultaneous integration of new conceptual knowledge with
practice, where students are expected to apply new approaches to familiar problems (ibid. p5). Further to
this, and with appropriate pedagogic design, DL is seen as encouraging health workers to develop enhanced
skills for self-directed learning. After an initial period of adaptation, studying at a distance nurtures selfdirected learning habits, allowing health workers a choice of pace and approach (ibid.p3). In utilising this
approach, the primary benefit of DL is seen as raising clinical standards by producing better informed and
more reflective clinicians (Davies et al., 2005 p279). With appropriate delivery mechanisms, DL is also seen
to offer substantially increased potential for establishing networks of health practitioners, enabling them to
exchange experiences and information gathered from across a range of contexts and settings (Joynes,
2010).
In addressing the motivational needs of health professionals, highlighted by Mensah (2009), Landon (2004)
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and Gould (2007), DL is seen as offering increased potential for training health personnel in smaller towns,
capitalising on the strengths of what Myers (2005) terms ‘place-committed local students’. Placecommitment is presented both in terms of professional roles and responsibilities at the local level, and in
terms of personal commitments. Professional responsibilities might include the need to maximise local
clinical activities and maintaining existing on-call commitments. This is particularly relevant in isolated or
rural communities with few alternative health facilities. Family and domestic responsibilities frequently
make it difficult for doctors to attend taught courses that require them to reside away from home for
lengthy periods at a university centre, which is especially the case as an increasingly large proportion of the
medical workforce is female (Davies et al., 2005). DL enables such health workers to continue their studies
and upgrade their skills without adversely impacting on their personal and professional roles.
From a systemic perspective, evidence shows that DL can also resolve the dilemma of how to provide highquality education in health subjects where the number of potential participants is small and they are widely
scattered (Davies et al., 2005). The use of DL as a means of attaining outreach to scattered learners is also
seen as bringing potential benefits to institutions through the upscaling of programmes. For example, the
University of the Western Cape’s Masters programme in Public Health had grown between 2000 and 2007
to a ‘multi-nation African student community based in more than 20 African countries, including Botswana,
Cameroon, Djibouti, Ethiopia, Ghana, Kenya, Lesotho, Malawi, Mozambique, Namibia, Niger, Nigeria,
Rwanda, Tanzania, Senegal, South Africa, Sudan, Swaziland, Uganda, Zambia and Zimbabwe’. In 2007, 33%
of the students were in South Africa, with 65% from other African countries and a small number outside the
African continent (Alexander et al., 2009). This has taken place at the same time as reducing capacity
demands on conventional training institutions, where the choice of a predominantly distance mode of
study has had the institutional advantages of reducing lecturing staff numbers and reducing institutional
costs. A small number of subject experts can write material for large numbers of students, while senior
students and new graduates can assist in tutoring, assessing and supporting students (ibid. p3).

5.4. Conclusions
DL has the potential to deliver quality education to cohorts of learners who might otherwise be unable to
access conventionally delivered opportunities due to geographic, social or economic reasons. In addition,
DL can play a role in expanding educational provision in settings where there are limited physical and
academic resources. However, DL places additional academic and personal demands on the learner and it
requires provider institutions to take into account the need for appropriate programme design and delivery
underpinned by adequate investments in research, specialist expertise, instructional design capacity,
learner support mechanisms, and logistical infrastructure.
While the widespread use of DL in the training of health workers appears to be relatively recent
phenomenon, there is growing recognition of the part that it can play in addressing current constraints on
HRH training in LMICs, as well as its potential in facilitating the range of applied modalities and approaches
to teaching and learning that contribute to improvements in health worker performance and,
subsequently, to health systems strengthening.
DL is seen as a mechanism that can contribute to the achievement of educational and social equity through
the provision of high-quality learning in such a way as to overcome the various physical, social and
economic circumstances that can otherwise limit the individual’s access to education or the institution’s
ability to provide it (Perraton, 2007). This is of particular relevance when discussing educational provision in
LMICs, or those countries with reduced domestic educational capacity. It is also of particular relevance
when the UN MDG project explicitly views health provision as a means of addressing social inequality
across geographically isolated locations and socially marginalised communities, namely 'reducing poverty,
social exclusion and inequity, and advancing democratic development and human rights' (World Health
Organisation, 2005).
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Section 6: A summary overview of current activities in distance
learning for health workers in low and middle income countries
6.1. Introduction
This section provides a summary overview of current activities in post-qualification DL for the training of
health workers in LMICs, and does so by an analysis of the case studies gathered in relation to this review.
Drawing on the case studies, this section will present a generalised overview of current trends in DL4H in
terms of content, audience and delivery mechanisms by grouping programmes according to: geographic
reach; provider institutions and partnerships; funding mechanisms; programme content; target audience
cohorts; and scale of enrolments. For each of these, a basic analysis of findings will also be provided, in
relation to their implications for the identified priorities for health systems strengthening (see Section 3). A
more detailed analysis of programme design and delivery, in terms the relationship to teaching and
learning approaches for performance enhancement and health systems strengthening (see Section 4), is
undertaken in Section 7.
For a series of matrices categorising individual case studies according to a range of criteria associated with
the graphs below, please refer to Annex 3.

6.1.2. Note on the selection of case studies
This report presents a total of 37 case studies, representing 40 programmes provided by 29 institutions,
selected from a shortlist of 87 possible case studies that were reviewed in detail. The final selection of case
studies was made on the basis of a number of criteria.
Firstly, a judgement was made on the extent to which each case fulfilled the basic remit of an accredited
post-qualification DL programme of training for health workers in LMICs. A number of programmes were
excluded as a result of one or more of the following: they were unaccredited; they had only limited or
insubstantial components of DL; they nominally accepted registration from learners in LMICs, but in fact
took only limited consideration of the academic and logistical needs and requirements of such a cohort.
Secondly, a number of programmes were excluded on the basis that inadequate information was available
to complete the case study template to a useful degree. This applied in particular to information related to
programme history, programme content and accreditation, and programme design and delivery
mechanisms. In most case studies the lack of information occurred because either: the required range of
information was not available in the public domain (websites, journals, publications, conference
proceedings etc.); or the review could not establish contact with the programme providers to gather that
information; or that the programme providers were unwilling to share that information. A small number of
case studies were excluded because the programme in question only commenced in 2010, or is scheduled
to commence in 2011, and therefore could not provide any detail regarding enrolment rates, evidence of
impact etc.
Thirdly, in the interests of providing an adequate range and diversity of case studies to accompany the
report, a number of programmes were excluded from the final list where there were already numerous
similar case studies, and where additional examples were not seen to add significantly to the range of
models on offer. In particular, this occurred with case studies representing either particular programme
content (e.g. Nursing, Public Health); particular regions or nations (e.g. sub-Saharan Africa); or particular
institutions (e.g. IGNOU; University of Dundee).
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Finally, the case studies gathered as part of this review do not represent the full range of activities in postqualification DL4H currently ongoing at the global level. As such, the information presented here should be
regarded only as an indication of current activities.

6.2. Programme delivery according to geographic reach
The programmes featured in the case studies were analysed according to their geographic reach, based on
their delivery to global, regional and national cohorts of learners. The results are as follows:
Table vi: Distribution of programmes according to geographic reach (N = 40)
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Of the case studies where programmes are provided at the global or international level, 17 are provided by
institutions based in the UK and the US, and only one is provided by an institution based in a low or middle
income country. It is worth noting that this is the WHO-sponsored Masters in Public Health, developed and
delivered by the University of the Western Cape with substantial support from a major international body.
Of the three international programmes provided to selected countries, the OU HEAT programme is
currently working with a specific target audience (health extension workers in Ethiopia) with a view to
developing materials that will be made available to a general audience of community-level health workers
across sub-Saharan Africa and the Horn of Africa. The University of Dundee’s Masters in Palliative Care is
provided to cohorts of learners in Kenya on the basis of a partnership arrangement with AMREF Kenya, who
provides supplementary face-to-face support.
Of the three programmes provided across borders at the regional level, one is the University of Ibadan’s
MSc in Biomedical Education, provided to learners across West Africa through a partnership arrangement
with the West African Medical and Nursing School Consortium. The other two are programmes provided by
the University of West Indies to learners across 10 Caribbean island nations.
Of the 18 programmes provided for a national domestic cohort of learners, nine are based in India, four in
sub-Saharan Africa, two in Sri Lanka, two in Malaysia and one in Brazil. Of the two programmes provided at
the sub-national or district level, both are based in Tanzania.
For further details on the geographic reach of specific programmes, please refer to Annex 3, Matrix 1.
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6.3. Programme delivery according to scale of enrolments
The programmes featured in the case studies were analysed according to the scale of enrolments. The
results are as follows:
Table vii: Distribution of programmes according to scale of enrolments (N = 40)
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The findings above indicate that 20 of the 40 DL4H programmes analysed reached between one and 100
students as part of annual intake. Based on the programmes included in the case studies, the average
annual intake is approximately 30 – 40 students per programme. However, there are some programmes
with a much lower intake, and one with an annual enrolment of 16 students.
14 out of 40 programmes enrol between 100 – 500 students per year, and the majority of these have fewer
than 200 students per year. Five out of 40 programmes reach between 500 – 1000 students per year, three
out of 40 reach between 1000 – 5000 students, and only one reaches over 5000 students.
It is worth noting that those programmes with a global reach do not necessarily recruit more students than
those with a more localised reach. This is likely due to the limitation on numbers created by institutional
capacity and higher enrolment fees for international programmes. In fact, the majority of programmes with
an intake of over 100 students per year are those with a regional or national reach. The programme with
over 5000 enrolments is the Brazilian PROFAE / PROFAPS programme, which is estimated to reach,
nationwide, cohorts of learners in the hundreds of thousands. However, it is able to do so by operating
through a highly decentralised approach to programme implementation that is coordinated primarily by
health authorities at the state and sub-state level. As such, it is regarded somewhat as a unique case.
 Implications of findings
The overall implications of these findings are that, currently, DL is not facilitating a significant scale-up in
health worker training, unless in unique circumstances. In the case of Masters-level programmes provided
by tertiary education institutions, the levels of enrolment per programme appear to remain largely
equivalent to enrolment figures for conventional campus-based programmes. It is only in the case of
nationally coordinated health worker upgrading programmes (e.g. see Case study: AMREF: Nurse
upgrading), or those benefiting from strong state advocacy, that any significant change in pattern is
observable.
For further details on the scale of enrolments of specific programmes, please refer to Annex 3, Matrix 1.
65

6.4. Programme delivery according to provider institutions
The programmes featured in the case studies were analysed according to the range of provider institutions,
in combination with a summary analysis of the means by which the programmes are funded. The results
are as follows:
Table viii: Distribution of programmes according to provider institutions and funding mechanisms (N =
40)
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In general terms, 29 of the 40 programmes featured in the 37 case studies are provided by universities or
medical colleges at the tertiary level. 12 of these are based in the UK or US, and 18 in low or middle income
countries. The majority of these programmes are funded 100% by student fees (including externally-funded
student scholarships, bursaries etc.). However, a small proportion of programmes received supplementary
funding from international development, donor or government agencies to cover the costs of programme
development and/ or implementation (two programmes from the UK/ US; six programmes in LMICs).
A further 10 programmes are provided by NGOs, four of these are provided to a global audience by
international NGOs based in the UK/ US, three of which receive financial support from international
development or donor agencies, one of which (Peoples-uni) implements its overall programme through
voluntary support. Six programmes are delivered by national NGOs based in LMICs, two receive financial
support from international development or donor agencies, the other four receive substantial support from
national government agencies.
Finally, one programme, the PROFAE / PROFAPS programme in Brazil, that is funded and delivered wholly
by national and district government agencies.
It is worth noting at this point that, in many case studies, both the division of funding sources, together
with the nature of national government support, are often difficult to separate precisely without reviewing
individual programmes in some detail. The models of funding and support across any programme that does
not rely on 100% student fees are often complex, and usually best analysed on a case-by-case basis. For
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example, several NGO-provided programmes (FAIMER: Fellowship in Medical Education; OU-FAIMER:
Medical Education; AMREF: Nurse Upgrading; Peoples-uni: Cert/Dip Public Health) charge learner fees at a
nominal rate, in addition to utilising donor funding. In addition, other programmes can involve universities,
medical colleges or NGOs working with complex financial and support arrangements across a range of
commercial, government and donor partners. Again, AMREF Kenya acts as a case-in-point. Particularly in
the case of the programmes provided by national NGOs (see, for example, case studies: NCDE Tanzania;
CDEHA Tanzania; NRHM India; PHRN India), they are frequently delivered in close collaboration with state
networks at the district and local level, and often with technical support from tertiary education
institutions.
A further discussion of the various issues surrounding programme delivery through partnerships and
consortia arrangements is provided in Annex 7.
For further details on the provider institutions and funding mechanisms for specific programmes, please
refer to Annex 3, Matrix 2.

6.5. Health worker training at a distance based on area of study and
qualification
The programmes featured in the case studies were analysed according to the general areas of health study
that their content covered, and the qualifications on offer. The results can be presented as follows:
Table ix: Distribution of programmes according to area of study (N = 40)
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Table ix outlines the different programmes offered by programme group. For further details on the
distribution of area of study for specific programmes, please refer to Annex 3, Matrix 3.
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Table x: Individual programmes included in the case study review according to programme group
Programme group
Medicine

Medical Services

Nursing

Dental Health
Public Health

Clinical Practice

Infectious Diseases

Health Services Management and Administration

Health Worker Education

Individual programme included in case review
(number of programmes)
MSc in Palliative Medicine (1)
BSc Ophthalmic Techniques (1)
PG Dip Clinical Cardiology (1)
PG Dip Maternal and Child Health (1)
PG Dip Newborn and Infant Care (1)
MSc Palliative Care (2); MSc in Counselling (1)
BA Medical Imaging (1)
various courses for professional development (see Case
studies for OU HEAT; Johns Hopkins Centre for Clinical
Global Health Education; Open University of Sri Lanka
Continuing Education in Medicine courses)
Masters Nursing (1)
BSc Nursing (1)
plus three country-specific programmes for accredited
nurse upgrading (see case studies for AMREF; NCDE
Tanzania; PROFAE / PROFAPS)
MSc in Dental Public Health
MSc / Masters in Public Health (4)
MSc in Epidemiology (1)
PG Cert / Dip in Public Health (1)
various courses for professional development (see case
studies on Johns Hopkins Centre for Clinical Global Health
Education)
Fellowship in HIV Medicine (1)
MSc in Clinical Trials (1)
MSc in Family Medicine (1)
PG Dip in Family Medicine (1)
Various courses for professional development (see case
studies: Johns Hopkins Centre for Clinical Global Health
Education; NCDE Tanzania; PROFAE / PROFAPS).
MSc in Infectious Diseases (2)
various courses for professional development (see case
studies: Johns Hopkins Centre for Clinical Global Health
Education)
MSc International Primary Health Care (1)
BA Nursing Science (1)
PG Dip in District Health Management (3)
PG Dip in Hosp & Health Mgt (1)
various courses for professional development (see case
studies: Management Sciences for Health VLDP; Johns
Hopkins Centre for Clinical Global Health Education)
Fellowship in Medical Education (1)
MSc in Biomedical Education (1)
BA in Health Sciences Education (1)
Post-graduate courses in Medical Education (see case
study: OU-FAIMER: Courses in Medical Education)
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6.5.1. Implications of current provision in addressing outstanding competency
needs
With respect to health worker competency needs for health systems strengthening identified in Section
3.3.1, there are a number of conclusions that might be inferred from the range of courses presented above.
6.5.1.1 Management competencies, including supply chain management and procurement
There are indications that a reasonable range of programmes address health management competencies
(eight out of 40), and include programmes at diploma level. In addition, a number of these (four out of
eight) are designed and delivered by institutions in LMICs to provide training according to the needs of
specific localised contexts at the district level. However, the extent to which this range of programmes can
address the related set of specific competencies in procurement and supply chain management is open to
question, and can only be addressed by looking in detail at the specific content of each programme on
offer.
6.5.1.2 Educator competencies
There is a small number of programmes addressing competencies in educational provision for health
workers on offer (four out of 40), two of which are developed and delivered by institutions in sub-Saharan
Africa. However, it is important to note that of the four examples featured here, one is provided annually to
a small and highly select cohort of learners, indicating overall a limited range of opportunities and low
levels of access in this field.
6.5.1.3 Researcher competencies
Programmes designed to address the need for researcher competencies are the least-represented area
from the five identified in Section 3.3.1. Although it may be assumed that the range of Masters-level
programmes on offer here (16 out of 40) will engage learners in developing an understanding of the theory
and practice of research, information gathering and data processing according to their various fields,
possibly only the MSc in Clinical Trials from the London School of Hygiene and Tropical Medicine will
address the role and function of research as applied within health systems in general. The selection of
stand-alone courses on offer from a number of institutions (e.g. see case studies: Johns Hopkins Centre for
Global Health; OU HEAT; OU-FAIMER) may also include units of study concentrating on research skills for
health workers.
6.5.1.4 Primary healthcare competencies
Primary healthcare competencies are the best represented by the range of programmes on offer
(approximately 18 out of 40), in that they are addressed either directly or in part by the range of Masters,
diploma, staff upgrading and continuing professional development programmes currently on offer in fields
such as primary healthcare, nursing, family medicine, maternal and child health, and public health.
6.5.1.5 Advanced medical specialist competencies
A small range of programmes address advanced medical specialist competencies (seven out of 40),
including in areas such as HIV/ AIDS, epidemiology, infectious diseases, cardiology, and ophthalmology.
However, it is also worth noting that, for the most part, these specialties are represented by solitary
programmes that appear to be unique in their field. The extent to which these can contribute to the
required enhancement of specialist knowledge at the national or global level has to be investigated further.

6.6. Distance learning according to professional cohort
In addition to being designed to enhance competencies in a field associated with a particular area of
professional practice (e.g. Nursing, Health Service Management), a significant number of the programmes
are suitable for a generalised audience of post-qualification health workers, rather than for a specialist
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audience, and are therefore open to any individual with the requisite academic (rather than professional)
qualifications. With this in mind, the results presented in table xi represent only an approximate
distribution across cohorts.
Table xi: Distribution of programmes according to professional cohort (N = 40)

40%
35%
30%
25%
20%
15%
10%
5%
0%
Nurses

Midwives

General
Medical
Doctors

Specialist
Medical
Doctors

LMIC Institutions

Dentists

Health
Service
Mangers

Other

UK / US Institutions

The findings indicate that the cohort with the greatest range of opportunities to enhance their professional
skills and competencies through post-qualification study at a distance are general medical doctors (graph v,
table v). However, it is not clear from the available information whether the same range of opportunities
are available to general medical doctors regardless of whether they are based in hospitals, clinics, or
community health centres. It should also be noted that, by and large, general medical doctors are also able
to access the range of health management programmes on offer, and are often included as part of the
target audience whose managerial skills these programmes are designed to enhance.
The cohorts with the lowest number of opportunities include midwives and dentists, with one programme
each. In the case of dentists, however, there were indications of a greater range of DL4H programmes in
dentistry, although the case study review was unable to gather adequate information to feature them
further. In addition, the graph above does not feature pharmacists, for whom there were no DL4H
programmes identified.
The cohorts grouped under ‘Other’ cover a range of health professionals not featured elsewhere, including
clinical assistants, medical technicians, health administrators, and care staff, each of whom have access
either to specialist programmes (e.g. see case study: UiTM BA in Medical Imaging); country-specific
upgrading programmes (e.g. see case study: NCDE Tanzania; PROFAE / PROFAPS), or are able to access
some of those programmes with a generalist admission policy.
Table xii: Range of training available by cohort
Cohort
Nurses

Range of training available
Masters in Nursing (1)
MSc in Palliative Care (1)
BSc in Nursing (1)
BA in Nursing Science (1) with emphasis on managerial skills
BA in Health Sciences Education (1)
PG Cert Newborn & Infant Care (1)
Country-specific programmes for accredited nurse upgrading (3) (see case studies:
AMREF; NCDE Tanzania; PROFAE / PROFAPS)
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Midwives
General
Medical
Doctors

Specialist
Medical
Doctors
Dentists
Health Service
Managers

PG Cert Newborn & Infant Care (1)
MSc Epidemiology (1)
MSc Infectious Diseases (2
MSc Palliative Medicine (1), MSc Palliative Care (1)
MSc / MA Public Health (3)
MSc Family Medicine (1)
PG Dip Family Medicine (1)
MSc Counselling (1)
MSc Clinical Trials (1)
Fellowship in HIV Medicine (1)
Fellowship in Medical Education (1)
PG Dip in District Health Management (1)
Courses for professional development (see case studies: Johns Hopkins Centre for
Clinical Global Health Education; OU SL CEMs; OU-FAIMER).
BSc in Ophthalmic Techniques (1)
PG Dip in Clinical Cardiology (1)
PG Dip in Maternal & Child Health (1)
MSc in Dental Public Health (1)
Masters in Public Health (1)
MSc International Primary Health Care (1)
MSc in Biomedical Education (1)
PG Dip in District Health Management (3)
PG Dip in Hospital & Health Management (1)
Courses for professional development (see case studies: Management Sciences for
Health VLDP; Johns Hopkins Centre for Clinical Global Health Education)
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Section 7: A summary overview of current practice in distance
learning for health workers
7.1

Introduction

This section is designed to provide an overview of current practice in DL for the training of health workers
in LMICs. Building on Section 6, which provided an overview of current activities in DL4H, this section
commences with a summary introduction to the pedagogic models and teaching and learning approaches
of most relevance to DL for health workers. Then, drawing on examples from the various programmes of
training identified in the case studies, it goes on to identify a range of modalities currently applied in the
design and delivery of DL programmes for health workers in LMICs, including patterns in the use of media
and communications technology.

7.2

Pedagogic models and teaching and learning approaches in distance
learning for health workers

This sub-section provides a summary of the key pedagogic principles and practices most relevant to postqualification DL for health workers, and their implications in terms of general teaching and learning
approaches to utilise in programme delivery.
In general, there is a lack of literature analysing the theory underpinning post-qualification DL programmes
for health workers. Similarly, there is very little reference to the specific pedagogic approaches that form
the basis for programme design in the available documentation related to individual case studies. Despite
this, it remains important to seek clarification on the pedagogic approaches of greatest relevance to DL
programmes for health workers, as this gives an indication of the competencies that are likely to be
acquired, and also holds strong implications for the range of both teaching and learning components and
learner support mechanisms that can be accommodated within the programme design and delivery model.
For this reason, this sub-section also seeks to identify examples of teaching and learning components and
learning activities to facilitate the general pedagogic approaches. There is a particular focus on those
activities that improve health workers performance, whether through skills enhancement or knowledge
acquisition and application.
For a more detailed introduction to the range of learning theories and pedagogies underpinning DL in
general, and for health worker training in particular, see Annex 4.

7.2.1 Identifying pedagogic principles for health worker training at a distance
In order to contribute to health systems strengthening, health workers require new or enhanced fields of
specialist knowledge, combined with new or enhanced professional competencies that enable them to
improve their performance in the work place. Evidence suggests that a mix of synergistic pedagogies are
required to improve learning effectiveness (Woodle, 2000). For example, positive effects of emergency
obstetric care training programmes were found to be associated with hands-on or applied modalities, team
approaches and follow-up training (Bregnhoj et al., 2009).
In conventional, campus-based settings, didactic approaches likely form the mainstay of formal
postgraduate programmes and continuing education for health workers, and whilst they may improve
knowledge, they may have limited impact on changing skills, attitudes or behaviours (Khan and
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Coomarasamy, 2006). One review of the effectiveness of didactic versus interactive and clinical integrated
pedagogies in evidence based medicine pre-service education was discussed by Khan and Coomarasamy
(2006), who proposed a three-tiered hierarchy for teaching and learning evidence-based medicine. Their
review identified that 7/8 published evaluations of interactive educational activities were associated with
improvements in practice, whilst in 6/7 RCTs of didactic education activities found no significant differences
between groups (ibid.). In applying these findings, Khan and Coomarasamy rated interactive and clinically
integrated activities the highest (level 1), followed by interactive classroom activities or didactic and clinical
integrated activities (level 2), and finally, didactic, classroom or stand alone educational activities (ibid.).
In further support of the principles of applied or situated learning, the available evidence base indicates the
relative benefits of a number of interactive teaching and learning components as a means of improving
health worker performance, including in particular: work-based learning (Zmeyov, 1998); community-based
learning (Frenk et al., 2010); interactive and clinically-integrated learning (O'Brien et al., 2001);
interdisciplinary education (Health Professions Networks, 2010); applied simulated learning (Wiecha et al.,
2010, Smith et al., 2007); and feedback and supervision (Cook et al., 2010a, Dieleman et al., 2006, Horwood
et al., 2009, Chaudhury et al., 2005).
With this in mind, post-qualification health worker training programmes should, in the first instance,
operate under the principle that their learners, as adults and professionals, are independent, self-directed
and possess some experience, and utilise these attributes as part of the learning process (Knowles 1980,
cited in (Milligan, 1997). In doing so, these programmes should endeavour to provide learners with the
opportunity to: a) reflect on their individual circumstances, in terms of the work environment, their current
practices, and fields of knowledge; b) determine what additional skills, knowledge and competencies are
required in order to improve these; c) acquire the requisite knowledge, skills and competencies through a
variety of means; d) apply it to their professional practice in a work-based setting (Brooks, 1999).
This is a process that is best facilitated through:
 opportunities for discussion, reflection and analysis, particularly in collaboration with professional
and academic peers (Wenger, 2002) (Brooks, 1999);
 procedures offering both academic and professional guidance, through tutors, mentors and
preceptors (Kolb, 1984);
 work-based forums for the application of new knowledge and skills, through:
o skills demonstration sessions (Merrill, 2002)
o work-based practical sessions, and
o ongoing team work (Wenger, 2002).
These approaches contribute to the model of competency-based education, where learners have the
opportunity to explore a range of professional options through various teaching and learning components,
such as those above (Frenk et al., 2010). These, used in combination with each other, fit within the general
objectives and outcomes that form the basis of transformative learning or education for health workers
(Frenk et al., 2010); (World Health Organisation, 2010). This advocates for the development of systemic
competencies in health workers that contribute to health systems strengthening by enabling professional
development in:
 ‘searching, analysis, and synthesis of information for decision making;
 ‘achieving core competencies for effective teamwork in health systems;
 ‘creative adaption of global resources to address local priorities.’ (Frenk et al., 2010. p1924)
However, it is also worth noting that not all learners are familiar or comfortable with the processes and
procedures for self-directed learning, or learning outside of the classroom environment (Olmsted, 2010b).
This may be particularly the case with health workers, whose prior experience of learning may have been
primarily based on the conventional didactic models described above (Boynton, 2010). Similarly, within
those teaching and learning components provided at a distance, there is evidence of differing learner
approaches to the materials. For example, a small qualitative and quantitative study of learning approaches
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of distance learners in nursing education found three types of learners; the ‘global dipper’ (initially reads
systematically, then often selectively dips into materials) , ‘systemic wader’ (reads systematically and
wades methodically through the materials), and ‘speedy focusers’ (rapidly and efficiently focuses on key
points) which require different types of support and materials suited to each set of learning preferences
(Carnwell, 2000).
The extent to which learning materials and support mechanisms are adapted to the needs of different
types of learners in post-qualification DL programmes is currently unknown, but, programmes should seek
to accommodate the academic needs and interests of individuals within the design and range of teaching
and learning components on offer. For a further discussion of approaches to considering learner needs in
DL, see Annex 5.

7.3. Programme design and delivery models in distance learning for health
workers
This sub-section summarises key programme design and delivery models commonly applied in the design of
post-qualification programmes of DL 4H, including blended and distance modes, and face-to-face and
distance mechanisms for learner support. There is a particular focus on those components that are seen to
contribute to the enhancement of health worker performance and the strengthening of health systems.
For a summary overview of programme design and delivery models in DL, see Annex 6.

7.3.1. Basic programme delivery models
The programmes in the case studies were analysed according to their basic programme delivery model:
pure DL; ‘blended learning’, where independent self-study is supplemented by regular face-to-face contact
for academic purposes; and ‘DL with work-based support’, where independent self-study is supplemented
by formal systems of professional support in the work-place. The results are as follows:
Table xiii: Distribution of programmes according to basic delivery mode (N = 40)
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22 out of 40 programmes use a blended learning approach, using some form of face-to-face contact as part
of the academic teaching and learning process. A further five use work-based health mechanisms e.g.
mentor schemes, preceptorships etc., as a formal means of supplementing to the teaching and learning
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provided through distance means. Therefore only 13 out 40 programmes from the case studies qualify as
pure DL programmes, where all study components involve learners working in physical isolation from study
peers and tutors for the duration of their studies. Within this, however, 12 offer learners the opportunity to
use the work environment as part of the teaching and learning process on an informal basis, as their target
audience are assumed to be health professionals currently in work.
7.3.1.1.
Combined approaches to learner support
Of the 27 programmes that used some form of face-to-face contact, whether through mechanisms of
blended learning or work-based support, 18 of these also included the use of distance mechanisms for
providing learner support, 11 from LMIC-based institutions, and 7 from UK/ US institutions.
For further information on the distribution of programmes according to basic delivery mode, see Annex 3
Matrix 4.

7.3.2. Distance contact mechanisms for learner support
In addition to the instructional design of self-study materials, the traditional mechanisms for providing
contact support to learners at a distance include written study guidance, Tutor-Marked Assignments
(TMAs), and periodic contact by telephone. In addition, recent developments in ICT make it increasingly
feasible for the physically-distant learner to engage in frequent and personalised dialogue with tutors and
peers, to undertake team-based or collaborative activities, and in some case studies engage in virtual ‘faceto-face’ contact. The findings outlined in Section 7.3.1.1. above highlight the extent to which distance
mechanisms for learner support are increasingly available and utilised.
Within the range of programmes in the case studies using distance contact mechanisms for learner
support, whether operating as ‘pure’ DL or with additional face-to-face components, the distribution of
contact mechanisms is as follows:
Table xiv: Distribution of distance contact mechanisms across programmes providing learner support at a
distance (N = 31)
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Of the 31 programmes that provided learner support at a distance, 19 use web-based conferencing to
enable tutor feedback, study guidance and peer-to-peer contact through mechanisms such as chat forums.
14 of these are provided by institutions are based in the UK/ US, and it is also worth noting that none of the
UK/ US provider institutions provided distance learner support through email alone, preferring instead to
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use web-based conferencing tools. Of the two UK/ US provider institutions who provided support to their
international learners through TMAs alone, it is worth noting that both also provided significant face-toface support, through ‘bespoke’ training to specific cohorts in a small selection of nations.
7.3.2.1.
Summary analysis of available distance contact mechanisms for learner support
With appropriate design, programmes using written mechanisms for learner support can contribute to the
teaching and learning processes associated with reflective approaches to knowledge construction
(Holmberg, 1967). In so doing, they can contribute to performance enhancement by encouraging reflection
and analysis on personal practice and the work environment (Brooks, 1999) and providing academic and
professional guidance (Kolb, 1984). As such, written mechanisms can be particularly useful in contributing
to the required provision of feedback and supervision that is of benefit to health workers (Cook et al.,
2010a, Dieleman et al., 2006, Horwood et al., 2009, Chaudhury et al., 2005).
A number of case studies provide examples of how this might be delivered in practice e.g. NHRM, Dip in
District Health Management; CMC Vellore, PG Dip Family Medicine; AMREF, Nurse upgrading programme;
University of Ibadan, MSc Biomedical Education; Makerere University, Masters Public Health. However, it is
also worth noting that these programmes all utilise written feedback as only one element of learner
support, and supplement it with a variety of other support mechanisms, both distance and face-to-face. A
range of similar approaches to the use of written mechanisms of support can be seen across the case
studies as a whole.
While tutors and mentors operating at a distance may have the opportunity to provide new information to
learners, their role is more likely to facilitate the approaches learners take in interacting with existing
information, and to encourage further and deeper reflection (Brooks, 1999; Kolb, 1984). Web-based
support mechanisms, including tutor contact and peer-to-peer discussion forums, offer further
opportunities for interacting with existing information through debate and discussion. However, peer-topeer contact in particular provides an extension to the process of reflection and the construction and
application of knowledge to the work environment, as it provides opportunities for interactive and
interdisciplinary exchange (O'Brien et al., 2001, Health Professions Networks, 2010), as well as giving
individual learners access to different perspectives from across a range of professional contexts.
Tutor contact via email fulfils the same opportunities for encouraging reflection and analysis on personal
practice and the work environment (Brooks, 1999) and providing academic and professional guidance
(Kolb, 1984) that are outlined in relation to written mechanisms above, with the added benefit of enabling
an enhanced frequency of exchanges. Again, such mechanisms can be particularly useful in contributing to
the required provision of feedback and supervision that is of benefit to health workers (Cook et al., 2010a,
Dieleman et al., 2006, Horwood et al., 2009, Chaudhury et al., 2005). From the case studies, examples of
programmes using this approach include: University of the West Indies, MSc Counselling; London School of
Hygiene and Tropical Medicine, MSc Epidemiology, MSc Public Health and MSc Infectious Diseases.
However, peer-to-peer contact through email or web-based forums expand the opportunities for
discussion, reflection and analysis, particularly in collaboration with professional and academic peers
(Wenger, 2002; Brooks, 1999); and can also facilitate a process of on-going team work (Wenger, 2002).
These approaches are demonstrated to various degrees in a range of case studies using web-based modes
of interaction among peers, including: UNISA, BA Nursing Science; Edinburgh University, MSc Infectious
Diseases; Kings College London, Dental Public Health.
For further information on the distribution of programmes according to distance contact mechanisms, see
Annex 3 Matrix 4.

7.3.3. Face-to-face mechanisms for learner support
Within blended learning, the range of face-to-face teaching and learning support on offer to learners
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commonly includes mechanisms such as local or regional tutor sessions, peer group study activities,
residential courses of study (e.g. ‘summer schools’), and work-based support through academic mentoring
schemes. Within the range of programmes in the case studies using face-to-face mechanisms for learner
support, the distribution of contact mechanisms is as follows:
Table xv: Distribution of face-to-face mechanisms across programmes providing blended or work-based
learning support (N = 27)
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Of the 27 courses employing various face-to-face mechanisms, nine out of 27 include local tutor group
sessions, and 16 out of 27 include residential courses, either in-country or internationally. Only one out of
27 includes a one-to-one tutorial approach, and two out of 27 include formalised peer contact mechanisms,
through study groups or team work activities. Nine out of 27 include some form of work-based support
within the formal programme design.
It is important to note that six out of 27 programmes employ two or more of the various options for faceto-face learner support as part of their programme design and delivery, and to re-iterate that 18 out of 27
combine face-to-face learner support with some form of support provided at a distance (see Section 7.3.2.
above).
7.3.3.1.
Summary analysis of available face-to-face mechanisms for learner support
The face-to-face mechanisms for learner support provide the same opportunities for reflective exchange
offered by the virtual distance modes, outlined in Section 7.3.2.1. These include opportunities for
discussion, reflection and analysis, particularly in collaboration with professional and academic peers
(Wenger 2002; Brooks 1999), and the tutor-led inputs of academic and professional guidance (Kolb, 1984)
that contribute to improvements in health worker performance through the provision of feedback and
supervision (Cook et al., 2010a, Dieleman et al., 2006, Horwood et al., 2009, Chaudhury et al., 2005).
In addition, face-to-face tutorial and residential sessions offer opportunity for the provision of additional
content and information through conventional didactic means such as seminars and lectures. These are
often seen to form a staple component of teaching and learning provision in health worker training (see
Section 4.4). The findings outlined above indicate that classroom-orientated delivery and didactic
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approaches to teaching and learning remain popular among programmes utilising distance and blended
modes of delivery. Among others, examples from the case studies of programmes using significant face-toface components include: PHRN: PG Dip District Health Management; NRHM: District Health Management;
University of the Western Cape / WHO: Masters in Public Health; UNISA: BA Health Sciences Education;
Manchester University: Masters Public Health; Open University of Malaysia: Masters Nursing; FAIMER:
Fellowship in Medical Education; Cardiff University: MSc Palliative Medicine / Care.
However, most significantly, the use of face-to-face mechanisms offers direct opportunities for
performance enhancement among health workers through activities associated with clinical practice, such
as work-based forums for the application of new knowledge and skills, and skills demonstration sessions
(Merrill, 2002). Such teaching and learning approaches assist in fulfilling the benefits to health worker
competency enhancement brought by applied and simulated learning mechanisms (Wiecha et al., 2010,
Smith et al., 2007) and clinical supervision (Cook et al., 2010a, Dieleman et al., 2006, Horwood et al., 2009,
Chaudhury et al., 2005). Examples of these from the case studies include: IGNOU: PG Cert Newborn and
Infant Care; IGNOU: PG Dip Maternal and Child Health; University of West Indies: MSc in Family Medicine.
In each case, the learner undertakes a period of work placement at one or more hospitals or clinics across a
network of health institutions operating in collaboration with the programme provider institution. Their
activities are coordinated by a mentor or preceptor who acts as a professional guide, rather than an
academic one, and who contributes to the evaluation process. Out of necessity, such arrangements involve
provider institutions working within a consortia partnership with the health systems. The issues associated
with consortia arrangements for DL in general are discussed further in Annex 8.3.2.
Work-based learning and community-based learning also enhances the range of interactive and
interdisciplinary approaches to teaching and learning available, both for individuals and for teams of
learners (O'Brien et al., 2001, Reeves et al., 2008, Health Professions Networks, 2010). This can be achieved
in part through that same range of work-based forums for the application of new knowledge and skills,
such as skills demonstration sessions (Merrill, 2002), work-based practical sessions, and on-going team
work (Wenger, 2002). However, peer groups of learners in a work-based setting can enhance the process of
discussion, reflection and analysis (Wenger, 2002; Brooks, 1999), particularly with regard to analysis of the
work environment and work-based practice. For greater assurance of effectiveness, this process of team
interaction and reflection is best coordinated by a work-based mentor or preceptor, thereby providing
ongoing academic and professional guidance (Kolb, 1984). Examples of programmes from the case studies
that utilise work-based team activities in this way include: Management Sciences for Health: VLDP.
For further info on the distribution of programmes according to face-to-face contact mechanisms, see
Annex 3 Matrix 4.

7.3.4. Modes of assessment
In instructional design terms, the modes of assessment employed on distance or blended learning
programmes are a means of contributing to the teaching and learning process and of enhancing learner
performance. With appropriate design, assessment modes operate as a means of providing additional and
personalised study guidance; encouraging reflective approaches to the analysis of professional practice and
the work environment; encouraging reflection in the selection and construction of required knowledge and
skills; and in guiding the work-based application of new knowledge and practice (Holmberg, 1967; Kolb,
1984) (Moore, 1993).
Within the range of programmes in the case studies, the distribution of assessment modes is as follows:
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Table xvi: Distribution of modes of assessment across distance and blended learning programmes (N =
40)
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Of the 40 programmes featured within the case studies, 24 rely exclusively on the use of Tutor-Marked
Assignments (TMAs) and/ or dissertations as the mode of assessment. Only three used examinations. It is
also interesting to note that, while the range of post-qualification programmes on offer here may be best
placed to contribute to health systems strengthening through health worker performance enhancement in
key competency areas (see Section 3 and Section 4), only five out of 40 programmes use work-based
projects or a professional ‘portfolio of practice’ model, both continuous assessment mechanisms that have
the potential to directly contribute to health systems through the development of professional
performance among individuals, and the enhancement of service delivery or research mechanisms at the
institutional level.
7.3.4.1.

Summary analysis of available modes of assessment in the context of learner
support

 Tutor Marked Assignments (TMAs)
Within the context of distance or blended learning, the various modes of assessment can make a particular
contribution to the learning process. In the first instance, the text-based self-assessment activities and
tutor-marked assignments that are a common feature of distance or blended learning programmes
represent key stages in the constructivist and cognitive learning process, as set out according to the design
principles of Holmberg (1967) and Moore (1993). As such, they contribute to the teaching and learning
process by encouraging reflection and analysis on personal practice and the work environment (Brooks,
1999) and providing academic and professional guidance (Kolb, 1984). They are also one element that
assists in contributing to the provision of feedback and supervision that is of benefit to health workers
(Cook et al., 2010a, Dieleman et al., 2006, Horwood et al., 2009, Chaudhury et al., 2005). From the case
studies, an example of a programme taking this approach to assessment usage is the Open University of Sri
Lanka: Continuing Medical Education courses for GPs.
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 Practical observations
Practical observations can also be utilised as forms of continuous assessment, and in so doing enhance
work-based learning as a training modality (Zmeyov, 1998) by presenting a work-based forum for the
application of new knowledge and skills (Merrill 2002), as well as offering a mechanism for the use of
interactive and clinically-integrated learning as a training approach (O'Brien et al., 2001). Finally, they also
contribute one element in the process of feedback and supervision (Cook et al., 2010a, Dieleman et al.,
2006, Horwood et al., 2009, Chaudhury et al., 2005) that is seen to enhance the acquisition and application
of new skills and knowledge (Kolb 1984). The application of such approaches in practice is demonstrated by
a number of case studies, including: CMC Vellore: PG Dip Family Medicine; University of the West Indies:
MSc Family Medicine; IGNOU: PG Dip Clinical Cardiology. It is worth noting that these case studies, as well
as many of the other programmes utilising practical observation as a means of assessment, are primarily
covering subjects associated with clinical practice in a particular field.
 Work-based projects
Work-based projects and study portfolios are of particular relevance to post-qualification training for
health workers, and provide an opportunity for extended reflection on professional practice in the
workplace. As such, they enhance the use of work-based learning modalities (Zmeyov, 1998), contribute to
the process of discussion, reflection and analysis, particularly in collaboration with professional and
academic peers (Wenger 2002; Brooks 1999), and dependent on the design approaches used, contribute to
situative and collaborative learning through on-going team work (Wenger 2002).
Importantly, though, examples from the case studies present the work-based project as a mode of
assessment that can contribute directly not only to health worker performance enhancement, but also to
the strengthening of health systems and health services provision. Project-based learning activities are
central to: FAIMER: Fellowship in Medical Education; Management Sciences for Health: Virtual Leadership
Development Programme; and CMC Vellore: Fellowship in HIV Medicine. In each case, the project activity is
central to the programme itself, and is designed in such a way as to contribute directly to faculty
development in terms of either: health systems enhancement in education and training (FAIMER) or
management and administration (MSH) or health services delivery (CMC Fellowship).
This approach is seen to be particularly effective as a form of workplace-based learning that can improve
educator and institutional performance. Evidence from the FAIMER programme indicates that over half of
all its projects lead to changes in educational curriculum and institutional policy towards training (Burdick
et al., 2010a). However, it is also important to note two things about these programmes. Firstly, the
facilitation of these project components is assisted by individual stipends to learners, themselves funded
through substantial donor support. This raises questions over how financially feasible this model is,
especially if applied in an unfunded context. Secondly, learners on these programmes either hold relatively
senior positions in their respective institutions (FAIMER; CMC Vellore) or are operating in institutional
teams (MSH); in all case studies, the learners have the committed support of their institutions. With this in
mind, the learners are facilitating the project while a) holding the individual authority to implement change,
and b) operating within a receptive work environment. It is questionable whether this model would be as
effective if used with low- or mid-level health workers, or without the explicit cooperation of their senior
management and place of employment.
For further information on the distribution of programmes according to assessment mechanisms, see
Annex 3 Matrix 5.

7.4. Media and technology in distance learning for health workers
The range of media and technology commonly utilised in the delivery of teaching and learning for post80

qualification health workers at a distance covers a variety of options, including print, CD-Rom, audio and
video broadcast and web-based technologies, as is illustrated by examples of current practice drawn from
the case studies.
At a general level, evidence shows that much post-qualification DL for health workers in industrialised
countries is currently conducted online (Cook et al., 2008a, Curran, 2010, Hugenholtz et al., 2008).
However, in LMICs, access to online resources, even for professionals, is severely limited and expensive
(Bbuye, 2008, Mowes, 2005). Within such contexts, and particularly in remote or rural settings, the use of
media for open access and home-based learning may be limited to relatively few technologies, primarily
print (Perraton, 2007), radio and audio/ video, and telephone (Thurab-Nkosi, 2000, Srivastava, 2008).
However, there are exceptions to this trend, demonstrating increasing access to higher end technologies
(Brigley, 2009, Mensah, 2010, Kitson-Piggett, 2008).

7.4.1. A note on criteria for the selection of appropriate media and technology in
distance learning
In selecting media and technology for use in delivering DL programmes, there are a number of basic criteria
that can assist in guiding the process. In the first instance, these include functional and logistical criteria:
accessibility, reliability, ease-of-use, and cost of use (Commonwealth of Learning, 1997). The extent to
which a particular media fulfils these criteria is measured by a range of contextual factors, including the
personal and professional background of the target audience, their location and setting, the work
environment, the wider availability of various infrastructure and facilities, and so on. Consideration of these
functional and logistical criteria is particularly important when delivering a programme to learners in lowresource settings, as may be the case in LMICs.
In addition to this, though, media and technology should be selected on the basis of the academic function
they are designed to provide. While the theory of media equivalence suggests that whatever media are
accessible to the target audience can be used effectively to enable learning to take place (Perraton, 1983,
Clark, 1983), it is also the case that media differ in the extent to which:
 they can represent different kinds of knowledge;
 they can help develop different skills, due to the representational features of the medium;
 the learner can manipulate the way in which it delivers teaching and learning content
(Commonwealth of Learning, 1997 p3).
Formalising this within wider approaches to programme design, Laurillard’s Conversational Framework
highlights the roles that different forms of media can play in promoting particular approaches to the
teaching and learning process (Laurillard, 2002), including the range of reflective, interactive and applied
modes of learning of value to health worker training at a distance. This theory has had a particular impact
on the use of multi-media and blended learning approaches within DL programmes.
For further discussion and analysis of the criteria for guiding the selection of media and technology, see
Annex 8.

7.4.2. Current application of media and technology in post-qualification distance
learning for health workers in low and middle income countries
Within the range of programmes presented in the case studies, the distribution of media and technologies
employed in programme delivery is as follows:
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Table xvii: Distribution of media and technology usage across distance and blended learning programmes
(N = 40)
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Of the 40 programmes featured in the case studies, while five out of 40 use text-based materials and print
media only, a further 22 use print media in conjunction with some other form of media or technology,
including 13 who use it in conjunction with the Internet. Four out of 40 programmes use CD-ROMs; five out
of 40 programmes use pre-recorded media. While nine out of 40 programmes use web-based media as the
sole means of programme delivery rather than providing hard-copy packages of learning materials, it is
anticipated that they will also give learners the option of downloading and printing text-based materials.
Only three programmes use audio- or video-conferencing as a formal means of teaching and learning
delivery.

7.4.3. Summary analysis of available examples of media and technology usage
By drawing on examples from the case studies, this sub-section provides a summary analysis of each form
of media and technology used in the delivery of DL programmes for health workers, an indication of the
teaching and learning functions for which they are used, and an outline of the implications the examples
hold for programme design and delivery processes.
7.4.3.1.
Print
While it is the least technically-driven of media on offer, it is also the most utilised across the case studies,
primarily due to its accessibility, reliability, ease-of-use and relative low cost. While print does present
limitations in terms of its ability to facilitate interactive and clinical-integrated learning, collaborative
learning or the acquisition of practical skills, it operates primarily as a means of presenting study content
and, with appropriate design, it is further able to encourage reflection, analysis and application of new
knowledge and practice, and to provide certain levels of feedback and study guidance. An example where
this approach is applied is: Open University of Malaysia: Masters Nursing, where featured workbook
activities are designed to encourage learners to relate concepts they are studying to their workplace
experience and to try out models and techniques in their own working environment.
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7.4.3.2.
CD-Rom
The CD-Rom is utilised across the case studies as a means of providing a package of study materials and
resources in a compact fashion. For example, the University of Ibadan: MSc Biomedical Education provides
their study materials via CD-Rom as an alternative to providing a bulky print-based package. In other case
studies, CD-Rom is used as an alternative means of providing downloadable materials for individual
learners in settings where Internet access is not available, for example AMREF: Nurse Upgrading and CEDH:
District Health Management, or as a back-up for print, e.g. UNISA: BA Nursing Science and UNISA: BA
Health Sciences Education.
In all case studies using CD-ROM, the implications are that the provider institutions have pass the cost of
printing onto learners, should they wish to access the materials in the more familiar form. In addition, there
is clearly an assumption in such case studies that the learners have access to computers at work or in the
home, and also possess the skills to use them. AMREF: Nurse Upgrading explicitly avoids making such
assumptions and takes these factors into account by a) establishing partnerships with NGOs to provide
learners with re-conditioned laptops at low or no cost, and b) by providing learners with two weeks of ICT
literacy training at the outset of the programme.
Finally, it is difficult to assess from the case studies the extent to which the programmes in question have
exploited the potential of CD-ROMs to provide an interactive multimedia package, featuring combinations
of text, pre-recorded audio-video, interactive media, hyperlinks to online resources , and so on. On the
surface, though, it appears that an opportunity to enhance the self-study process through use of a variety
of interactive media is being missed.
7.4.3.3.
Pre-recorded audio-video packages
There are few examples of pre-recorded media e.g. audio-cassette, CD, video-cassette, DVD, being used in
the case studies, and none of broadcast media. Examples include University of the West Indies: MSc
Counselling, where pre-recorded video is used to demonstrate various counselling approaches and patientdoctor interaction, and CMC Vellore: PG Dip Family Medicine, which includes 60 DVDs of pre-recorded
lectures. In the first example, video is used as a mode of demonstration or simulated application (Merrill,
2002), and in the second, as a means of replicating the didactic modes of classroom-based education.
As an alternative to this form of media, other programmes provide pre-recorded video online e.g. IGNOU:
PG Dip Clinical Cardiology.
7.4.3.4.
Web-based technologies
A significant number of programmes from the case studies, particularly those provided by institutions
based in the UK/ US use web-based technologies as a means of providing study materials and/ or learner
support through various means.
Many of these courses provide email contact with tutors as a means of submitting assignments and
receiving feedback, and as a means of accessing personalised study-guidance. Examples of this include:
Makerere University: MA Public Health; University of the West Indies: MSc Counselling; Open University of
Malaysia: Masters Nursing. The extent of the virtual tutors’ role in these case studies is not fully apparent,
and in some case studies contact appears as a non-formal or optional component.
However, a significant proportion of courses use Virtual Learning Environments (VLEs) to facilitate a greater
range of content provision, comment and interaction in relation to the programme. Such facilities are wellplaced to engage and coordinate learners through a range of interactive tasks, including discussions and
debates, reflective and analytical study activities, professional and contextual comparisons, and
collaborative team work. Examples of programmes that use VLEs with this range of approaches in mind
includes: Peoples-uni: Cert/Dip Public Health; Kings College London: Dental Public Health; FAIMER:
Fellowship in Medical Education; and University College London: MSc International Primary Health Care.
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Finally, some programmes utilising VLEs use them primarily as a means of providing enhanced content for
self-study, rather than as a tool for facilitating higher levels of collaborative reflection and analysis of
practice. Examples include: UiTM: BA Medical Imaging.
7.4.3.5.
Teleconferencing and video-conferencing
Teleconferencing and video-conferencing are not frequently featured within the case studies as a formal
mean of learner support or teaching and learning delivery. Case studies include: Cardiff University: MSc
Palliative Medicine/ Care; Johns Hopkins Centre for Clinical Global Health Education and University of the
West Indies: MSc Counselling. In these case studies, the assumption is that the learners have access to the
appropriate facilities at their place of work or in their home.
However, it is worth noting that a number of programmes that are provided by ‘single-mode’ distance
education institutions with extensive and well-established regional centres feature teleconferencing or
video-conferencing as an optional supplement, ‘where facilities allow’. These include: IGNOU: Pg Dip
Clinical Cardiology; IGNOU: BSc Ophthalmic Techniques; UNISA: BA Health Sciences Education; UNISA: BA
Nursing Science. In addition, both UNISA programmes are seen to encourage the use of ‘personal’ videoconferencing via Skype as a means of maintaining regular contact with mentors and tutors.

Telephone
While landline telephone can be used as a formal means of providing academic
guidance to distance learners, it is mostly reliant on one-to-one discussion, and is
therefore costly in terms of tutor time. For this reason, as a technology, it is less
likely to be used as a formal part of the teaching and learning process. However, a
significant number of programmes featured in the case studies highlight to
learners the fact that they can use the telephone to contact tutors and programme
administrators if needs be. Examples include the Makerere University: Masters
Public Health, the London School of Hygiene and Tropical Medicine programmes,
and AMREF: Nurse Upgrading programme. With this in mind, telephone remains
present as a technology in DL, but primarily as a non-formal means of maintaining
contact with individual learners and facilitating personal, academic, technical and
administrative support when other media or contact components are not seen to
work.
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Mobile learning – an emerging distance learning technology
While the use of the mobile phone as an educational tool is at a relatively early
stage of development, Visser and West illustrate the potential of this device in
providing administrative and tutorial/ counselling interventions for students in
South Africa (Visser, 2005). Other research projects and pilot programmes
have also explored the use of m-learning, and research shows that its use is
growing (Gaskell, 2009, Gaskell, 2010, Valk, 2010).
The usefulness of mobile technologies both for administrative support as well
as academic and tutorial support is as a result of their immediacy, their
intimacy, their portability, and their availability to audiences who do not as yet
have ready access to computer-based or on-line technologies. While their use
is currently reliant on technological capacity that is currently emerging, this is
clearly a technology with huge potential in health worker training by ODL,
especially for immediate feedback, guidance and supervision in patient-based
practical work, and practitioner examples of their use in health worker training
are emerging (Zachariah, 2004, Owen, 2009).

85

Section 8: Evaluating the evidence of impact of DL4H on health
worker performance and wider health outcomes
8.1. Introduction
This section summarises the available evidence of impact of DL4H on health worker performance and on
wider health outcomes, including health systems strengthening, by drawing on the evidence from the case
studies. This section will also provide a summary overview of some of the common methods used to assess
programme impact in DL4H particularly those used by provider institutions, and highlight some of the
issues arising from this. The section will conclude with a brief analysis of how new approaches to the
evaluation process might result in an improvement of available evidence of impact.

8.2. Assessing the quality of available evidence
The various forms of evidence of impact associated with the programmes featured in the case studies were
analysed according to the nature of the evidence presented in relation to two areas for evaluation: a)
programme impact on health worker performance; b) programme impact on wider health outcomes
(including health systems strengthening). The results are grouped as follows:
Table xviii: Distribution of programmes according to quality of evidence (N = 40)
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The findings for both areas are discussed in more detail in Sections 8.2.2 and 8.2.3, below. For further
details on the evidence of impact associated with specific programmes, please refer to Annex 3, Matrix 6.
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8.2.1. Note on the availability of evidence
The evidence of impact assessed here was gathered in relation to each of the programmes included in the
case studies. It was gathered primarily through information available in the public domain (websites,
journals, publications, conference proceedings etc.); or through documents acquired as a result of
established contact with the programme providers. In a small number of case studies, the information was
gathered and provided to the review by the programme providers specifically in response to the review’s
request. However, as can be seen from the graph above, many programmes do not have evidence of
impact available for this review to present. This may be due to a number of reasons.
Firstly, the evaluative process is a complex and challenging one, and from a practical perspective many
institutions may not have the time, resources or expertise to design and conduct a thorough evaluation of
programme impact. As Grant (1986) identifies, there are numerous issues associated with evaluative theory
that serve to confuse those approaching the process: there is an apparent lack of true theory which has
arisen out of the practice of curriculum evaluation and in turn informs its practice and is altered by it; in
addition, there are few obvious criteria to apply when trying to select an appropriate theory or model for
practice, or for selecting evaluative methods. There is also a noted tendency among programme providers
to regard the evaluative process as something that is external to the programme delivery process, to be
funded independently from programme design and delivery, to be undertaken on completion of all
programme delivery inputs, and possibly to be undertaken by an external institution (Joynes, 2010).
Secondly, as discussed in Section 5, DL4H is a relatively recent phenomenon. In keeping with this, a
significant number of programmes featured in the case studies are relatively young, with 18 out of 40
programmes commencing since 2007, eight of which have not produced a full set of graduates. In this
context, many have not had the opportunity to undertake a full evaluation.
Thirdly, provider institutions may be reluctant to share information publicly. In some case studies, the
evaluative data is restricted due to issues of confidentiality, particularly among those evaluations that
relied on student surveys and commentary. In other case studies, the provider institution regards the
programme in question as an educational product in which it has invested time, money and expertise to
ensure commercial and academic success. In this context, evaluative information is regarded as important
feedback that assists in improving delivery and ensuring the programme’s on-going success, and therefore
the institution may be reluctant to share it among other providers in a similar field.
Fourthly, the review was unable to established contact with a number of provider institutions, and was
therefore unable to obtain detailed information unavailable in the public domain. Of all the areas of
information included in the case study template, evidence of impact was the least likely to be accessible
without establishing personal contact with the provider institute.
Finally, the data was gathered on a case-by-case basis, and does not take into account the forms of
evidence that may have been gathered independently from the programme funders and provider
institutions themselves. With this in mind, it should be acknowledged that the information assessed here
does not necessarily form the entire range of evidence of impact on each case, and that further evidence of
impact is likely to be available through other sources in relation to a number of the case studies featured
here.

8.2.2. Evidence of impact on health worker performance
The evidence of programme impact on health worker performance across all 40 programmes featured in
the 37 case studies was analysed and evaluated according to the nature of the evidence presented. The
results are grouped as follows:
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Table xix: Distribution of programmes according to quality of evidence of impact on health worker
performance (N = 40)
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‘Strong evidence’ relates to programmes that have undertaken a rigorous evaluation process involving
several approaches to data collection related to improvements in health worker performance, skill and
knowledge or changes in professional behaviour, including learner surveys, site visits, work-based
performance monitoring, post-graduation follow-up etc. Of the range of evidence of impact available to
this review, two out of 40 programmes presented evidence matching this category.
‘Anecdotal evidence’ is defined here as data based on reported improvements in health worker
performance, skill and knowledge or changes in professional behaviour. Three out of 40 programmes
presented evidence matching this category. This data can fall into two sub-categories: Firstly, there is data
where programmes have gathered evidence of impact on the basis of reported changes in professional
behaviour and/ or ability, as observed by line managers, employers or professional mentors; one of the 40
programmes matched this category. Secondly, there is data where programmes have gathered evidence of
impact on the basis of reported changes in professional behaviour and/ or ability, as reported by graduates
themselves through follow-up questionnaires and/ or interviews; two programmes match this category.
‘Inferred evidence’ is defined here as data where improvements in health worker performance, skill and
knowledge or changes in professional behaviour are assumed, on the basis of reported learner
achievements at the academic level. For example, this would include assumed evidence of impact on the
basis of successful completion of a programme with specific performance-related objectives, or on the
basis of reports from learners identifying what they have learnt as a result of the programme. Nine out of
40 programmes presented evidence matching this category.
‘No evidence available’ is used here where programmes had no evidence of impact to present, or instead
presented information from which improvements in health worker performance or behaviour change could
not legitimately be inferred. This includes, for example, data regarding learner satisfaction with programme
content, design and delivery, or evidence of improvements in academic skills. 26 out of 40 programmes
matched this category; 24 had no evidence available; two presented evidence from which improvements in
health workers performance could not be legitimately inferred.

8.2.3. Evidence of impact on wider health outcomes
The evidence of programme impact on wider health outcomes, including health systems strengthening, was
analysed and evaluated according to the nature of the evidence presented. The results are grouped as
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follows:
Table xx: Distribution of programmes according to quality of evidence of impact on wider health
outcomes (N = 40)

70%
60%
50%
40%
30%
20%
10%
0%
Strong evidence

Anecdotal evidence

Inferred evidence

No evidence available

‘Strong evidence’ is defined here as data gathered where programmes have undertaken a rigorous
evaluation process involving several approaches to data collection related to evidence of impact on wider
health outcomes, including learner and patient surveys, site visits, work-based service assessments and
performance monitoring, post-graduation follow-up etc. This includes, for example, evidence of impact
where learners have established new systems or practices in their workplace as a direct result of the
programme, e.g. through work-based project activities; or evidence of impact where the facilitation of new
services or performance techniques instigated by the programme are seen to be influencing improvements
in patient healthcare and in related trends in community health. Two out of 40 programmes presented
evidence of impact on wider health outcomes matching this category.
‘Anecdotal evidence’ is defined here as data based on reported improvements or additions to local health
systems, institutional services, patient healthcare and/ or community health, gathered from learners
themselves or from line managers, employers or professional mentors. Two out of 40 programmes
presented evidence of impact matching this category.
‘Inferred evidence’ is defined here as data where improvements in wider health outcomes, health systems
strengthening and health service delivery are assumed on the basis of increased numbers of successful
graduates, i.e. health workers with enhanced knowledge and skills, operating within the health system, or
increased numbers of patients receiving treatment as a result of health worker scale-up. Six out of 40
programmes presented evidence of impact matching this category.
‘No evidence available’ is used here where programmes had no evidence of impact to present, or instead
presented information from which a contribution to wider health outcomes could not legitimately be
inferred. Thirty out of 40 programmes matched this category.
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8.3.

Issues associated with providing evidence of impact in distance
learning for health workers

In reviewing the evidence of impact for individual programmes represented by the case studies, as a whole,
the evidence for assessing the impact of specific training inputs on health worker performance, on the
strengthening of health systems and on the attainment of wider health outcomes, is scant. This is in
keeping with the commonly experienced difficulties involved in providing comprehensive evidence of
impact among post-qualification health worker training programmes (Joynes, 2010).
Much of the literature evaluating the impact and effectiveness of post-qualification training for health
workers is related to continuing education or programmes for continuing professional development (CPD).
There are few studies looking at postgraduate or post-qualification programmes that lead to a formal
certificate, diploma or degree. In addition, very little has been published regarding the impact of education
and training on health worker competencies, health systems performance and wider health outcomes, and
even less has been published on the impact of DL modalities in the training of health workers.

8.3.1. Gathering evidence of impact of training on health worker performance
In gathering evidence for impact of training on health worker performance, programme evaluation
methods frequently include periodic student surveys to determine the level of learner satisfaction with the
programme content, delivery, teachers, materials and support and obtain suggestions for improvement.
This is particularly the case with evaluation undertaken by provider institutions. Some programmes may
also follow up with students upon completion to examine the relevance of acquired knowledge and skills to
their work, and how their professional practice has been influenced by the programme.
For example, a recently published evaluation of the FAIMER Fellowship for international health professions
faculty surveyed fellows to complete retrospective pre and post questionnaires on the importance of
curriculum topics, and rate their competencies in each curriculum topic (Burdick et al., 2010b). FAIMER
fellows also participated in individual structured interviews to identify which new competencies they had
used; examine their interaction with other fellows; and examine the impact of the fellowship on their
leadership and peer interaction. Significant increases in retrospectively reported pre and post competency
levels were found across curriculum topics covered by the fellowship. In another example, evaluation of
FAIMER/World Federation of Medical Education/Open University DL resources for medical education
obtained post-module feedback on the learning experience, learning process, community and support,
relevance, workload, and sought feedback on programme highlights and areas for improvement (Owen,
2010).

8.3.2. Gathering evidence of impact of training on wider health outcomes
In terms of evidence of impact of training on wider health outcomes, a 2005 literature review classifying
evaluative outcomes reported of web-based continuing medical education, found that most of the data
gathered in this field was limited to an assessment of patient satisfaction, with few studies examining
changes in performance (Curran and Fleet, 2005). A 2010 review of 38 papers published on the
effectiveness of training on emergency obstetric care in low-resource settings found similar patterns, with
few assessments of impact on outcomes (van Lonkhuijzen et al., 2010).

8.3.3. Gathering evidence of impact in distance learning training
The field of DL in higher education has also suffered from weak research. Phipps and Merisotis’ (1999)
criticism of DL research concluded that: ‘(1) research focused on learner outcomes for individual courses
rather than entire academic programmes; (2) research did not take into account personal differences
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amongst learners; (3) dropout rates for distance education were higher and not explained; (4) research did
not account or measure different learning styles; (5) research did not look at the impact of using individual
technologies versus the interaction of multiple technologies; (6) research did not include a theoretical or
conceptual framework; (7) research did not adequately address the effectiveness of the use of digital
libraries and their potential limitations’ (cited in Olmsted, 2010b).

8.3.4. Issues arising
As the case studies demonstrate, the majority of programme evaluations are usually conducted by the
provider institute. Evaluations designed and implemented by the provider institution can have an influence
on the type of information that the evaluation seeks to gather. Evaluations led by those responsible for the
design and delivery of a programme, particularly in the case of educational institutions who are providing a
programme on a commercial basis, may be primarily concerned with gathering information that can assist
in ensuring overall learner satisfaction with the quality of content and the quality of the services provided.
Evaluations led by programme funders are often interested in demonstrating programme achievements
through scale i.e. the numbers of health workers trained, rather than through evidence of the quality of
impact (Joynes, 2010). With this in mind, the role and interrelationships between the participants in an
evaluation study always require negotiation and definition (Grant, 1986).
While such modes of information and information-gathering can provide anecdotal indications of impact,
as a rule there is a very limited basis for making reliable inferences about programme impact on health
worker performance and wider health outcomes using this type of information. At their worst, such
evaluative evidence can be reduced to learners re-stating the general learning objectives for a particular
programme, with no evidence or illustration of practice to support them.
Further to this, evaluative methods employed in many studies of health worker training, particularly those
provided at a distance, are not able to attribute causality to training and education interventions due to
weaknesses in their design, frequently using simplified pre- and post-test evaluations that overestimate
causality to the intervention. The targets of any evaluation study in education, whether for assessing
resultant improvements in health worker performance, in health systems strengthening, or in attainment
of wider health outcomes, are themselves problematical, being complex, multifaceted, numerous and
reliant on numerous parallel inputs (Grant, 1986). Even where comprehensive evaluation methods have
been used, the evaluations themselves have been conducted with small sample sizes. In such case studies,
there is a great need for larger scale and more rigorous impact evaluations.
As an illustration of these concerns, a small study in 33 facilities in Kenya, evaluating the effect of a threeday in-service training input plus exposure to job aids on the management of paediatric fevers (to improve
malaria case management) found no significant improvements in reported case management tasks
(prescribing, dispensing, counselling) compared to baseline (Wasunna et al., 2010). Whilst there were
modest (though non-significant) improvements in case management tasks between 2008 and 2009, this
was attributed not only to health workers who had received training.
In looking at this case, there are important elements to consider that may confound evaluative results of
findings, as the possibility for spillover effects is significant. For example, the presence of a trained health
worker in any given facility may have a positive influence on the performance on their colleagues. The
training design features of the three-day course were also unclear, in terms of the balance between
didactic teaching, interactivity and clinical integration inputs. These features had been shown in previous
studies to influence performance, yet these effects were not accounted for in the study design.
Furthermore, only 48 health workers and 386 child consultations were evaluated, and thus the study does
not have adequate power to detect changes in performance.
In essence, the evidence base in health worker training remains weak, especially so within DL4H. Impact
evaluation procedures frequently have significant methodological flaws and limitations which limit
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conclusions that can be drawn regarding the impact of education and training, and indeed DL, on
performance and health outcomes.

8.4. Conclusion: issues for consideration in designing evaluations of
training effectiveness
Very little has been published regarding the impact of education and training on competencies,
performance and health outcomes, and even less on the impact of DL modalities. Weaknesses in DL
research relating to research design and attribution have been observed more generally in the higher
education literature. These flaws limit conclusions that can be drawn regarding the impact of education and
training, and indeed DL, on performance and health outcomes.
However, the generally observed weaknesses in evaluative evidence are not surprising given the complexity
of appropriate evaluation design, the range of confounding factors, the lack of adequate evaluation skills
amongst programme providers, the small cohorts (thus small sample sizes), the lack of follow-up with
learners, and the lack of resources for comprehensive evaluation. There are clearly issues that need to be
addressed in both the design and implementation of evaluations of programmes of training for health
workers. Many of these were raised during the DL4H International Worksop. The main points made include
the following.

8.4.1. Evaluation within programme design
Evaluation should firstly be regarded as a core component of programme design, and responsibility for
incorporating and undertaking this should rest with the provider institute as part of expected programme
outputs (Joynes, 2010). As one small example of the way in which evaluative procedures can be
incorporated into the overall programme design and delivery process, the modes of formative and
summative assessment used within the programme, such as self-assessment activities, TMAs, projects,
workbooks, practical and theoretical examinations and so on, can contribute to an integrated and fromthe-outset mode of evaluation (Ibid).

8.4.2. Evaluation of programme inputs alone
In evaluating training impact on clinical and professional practice and professional and careers
development, it is hard to prove any directly causal relationship between performance enhancement and
specific training inputs. Training inputs can help raise professional preparedness among individuals, but the
contribution made may not be measured in terms of resulting problems solved. External factors such as
policy change and resource enhancement need to be taken into consideration (Joynes, 2010). With this in
mind, evaluation should be based on a desire to understand local cultural and professional context, and to
understand the influence that those factors can contribute to learner attainment and to the overall success
or otherwise of programmes (Kushner, 2010). The design of the evaluative process should recognise that
the indicators for success are wholly project-dependent (Joynes, 2010), and should be selected in such a
way as to acknowledge those influential factors that are ‘external‘ to the programme delivery process.

8.4.3. Evaluation of programme processes
As an example of the type of evaluative design matters to consider when measuring the impact of training
on health worker performance, a focus on educational outcomes should not crowd out attention to the
education process itself. As espoused by adult learning theories, outcomes and processes should be seen as
a continuum in which theoretical approaches to education and training design are important elements that
influence training effectiveness (Milligan, 1997). A conceptual framework proposed by Olmsted for the
development, implementation and evaluation of DL integrates three overlapping considerations for the
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preparation of health professionals: adult learning theory, constructivist theory and performance outcomes
(Olmsted, 2010b). Evidence suggests that a mix of synergistic pedagogic approaches is required to improve
learning effectiveness (Khan and Coomarasamy, 2006), and evaluation processes should take account of
this.

8.4.4. Evaluation of programmes within the context of other systemic inputs
Post-qualification training for health workers is seen as most effective at enhancing performance when
delivered in conjunction with parallel inputs for systems strengthening (World Health Organisation, 2006).
In addition, questions remain on the effect of training over time and whether positive effects are sustained
or decline. These are critical questions with respect to institutionalising performance and achieving the final
stage of training effectiveness in Kirkpatrick’s model (see Section 4.3.) where changes in health outcomes
can be observed. Such questions need to be considered in the design and implementation of education and
training programmes. The improvement and maintenance of performance cannot reasonably be attained
through training and education interventions alone, thus raising the need for other supportive strategies to
improve practice (Flores et al., 2002, Amaral et al., 2005). With this in mind, programme evaluation should
also take into account the presence of wider systemic factors that may have enhanced the improvement of
health worker performance, or alternatively, hindered the effectiveness of particular inputs.

8.4.5. Evaluation of education and training as the most suitable input
It is also important to consider whether education or training based approaches are in fact appropriate to
the particular scenario in which gains in health outcomes are envisioned. In many situations, other
approaches to health systems strengthening may be more likely to result in improvements in health
outcomes. Even with well designed education and training programmes, gains in health outcomes may not
be realised through these alone. For example, a distance education programme on diarrhoea and cholera
case management in Guatemala improved correct diagnosis by 25%, however only 60% could diagnose
correctly, thus raising the need for other supportive strategies to improve practice (Flores et al., 2002). In
another example, variation in the extent of the coverage of Integrated Maternal and Childhood Illnesses
(IMCI) intensive 11-day training programmes on algorithms and treatment guidelines in different regions in
Brazil found no attributable improvements on infant mortality (Amaral et al., 2005).

8.4.6. Considering the evaluative design process
For those individuals and institutions seeking to commence the process of evaluative design by taking the
issues outlined above into consideration, Grant (1986) suggests that the design process should do the
following:


‘set out the issues associated with each stage of planning and implementation of evaluation
medical education, including the stage of reporting;



clarify the relationship between the sponsors, subjects and implementers of evaluation studies;



identify the extent to which a curriculum evaluator should also be a curriculum content expert;



consider the potential roles and lines of accountability associated with formal participants in an
evaluation study and the implications of these for practice;



analyse the relationship between curriculum evaluation and curriculum development;



identify any special qualities of medical education which might impinge upon the evaluation
process. This might include the instructional system, the learning milieu, and the medical school
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academic, administrative and organisational environment;


address questions of contradictory value systems which might impinge upon an evaluation study
and consider whether these are antagonistic or non-antagonistic in nature;



review the implications of the above factors for appropriate methodology in the evaluation of
medical education, including the education of audiences about evaluation;



provide a critical analysis of available methodologies and suggest criteria for their selection and
use.’

The extent to which these guidelines can operate to address all evaluative concerns regarding the
specificities of DL for health workers is unclear. However, they do serve to provide an introductory set of
approaches to employ in the evaluative design process.

8.4.7. Approaches to developing guidelines for the evaluation of DL4H
There are many questions relating to distance education for health workers and their impact on health
worker performance and health outcomes which the literature does not adequately address. Among the
most prominent are the following which, it is argued, should form the basis of discussions regarding
evaluation design and the evaluation of DL4H programmes as a whole.
1. To what extent can educational approaches alone contribute to improvements in performance and
health outcomes?
2. What differences in the effect size of combined approaches to health worker performance
improvement and health outcomes improvement can be expected as compared to stand-alone
educational approaches?
3. What factors coupled with distance education can contribute to behaviour change among health
workers from competencies to performance?
4. What factors coupled with distance education can support performance institutionalisation?
5. In which specific circumstances can DL approaches be more effective than face-to-face
approaches?
6. Are positive effects on competence, performance and health outcomes as a result of DL sustained
over time? Why or why not?
7. How cost effective is distance education in comparison to face-to-face education approaches?
8. What is the impact of scaling up distance education on quality of education and educational
outcomes?
9. Which aspects of health systems strengthening could be effectively improved through distance
education approaches?
The complexity of such questions gives some indication of why it is so difficult to gather evidence of
programme impact on learner knowledge; on learner practice; on health systems enhancement; and on
wider health outcomes. These questions have not been resolved by the literature, and continue to form the
basis of ongoing debate among DL4H among practitioners and policy makers alike. While direct answers to
these questions are not available to present here, they do provide a summary of the issues that need to be
taken into consideration when trying to gather, process and draw conclusions from data in this field. As
such, a focus of future attention and the undertaking of systematic reviews in relation to these questions
would be a welcome addition to the current evidence base.
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Section 9: Summary Conclusions
9.1. Introduction
This section uses the findings set out in the various sections of this report to draw some general conclusions
about the use of DL4H in LMICs. First, it identifies current priorities and approaches to the training of health
workers, and then outlines the extent to which such training is currently delivered through distance or
blended mechanisms, based on the evidence from the case studies. Drawing on the case studies and other
available evidence, it then outlines some general approaches to programme design and delivery of
relevance to DL4H. The section concludes with a summary of the further implications raised by these
findings.

9.2. Priorities and approaches to health worker training in low and middle
income countries
The priority areas in health worker training for LMICs identified in global policy and strategy include the
need for:






scale-up in the health workforce, particularly in health workers providing services at the community
level;
enhancement of services in key areas related to the UN Millennium Development Goals,
particularly Maternal and Child Health, Malaria and HIV /AIDS;
enhancement of the specialist skills for those delivering services in these areas;
strengthening of health systems to coordinate and manage the delivery of health services;
investment in education and training capacity in order to facilitate this (see Section 2).

In approaching the strengthening of health systems, whether at the national or global level, it is important
to regard health worker training as one intervention among several, best delivered in parallel with related
inputs across a range of areas including investments in service delivery mechanisms, HR management,
health research and information gathering, new medicines and technologies, and sector-wide leadership
and governance (World Health Organization, 2007). Without such parallel investments contributing to the
creation of a supportive working environment, programmes of training for health workers are unlikely to
provide sustained improvements in health worker performance in the workplace (see Section 3.2.)
Within this framework for health systems strengthening, there are a number of health worker
competencies that need to be addressed to ensure sector-wide improvements. These include management
(including supply and procurement), research, education and training, primary healthcare, and specialist
medical skills (see Section 3.3).
In working to develop health worker competencies, the basic modes of delivery for performance
improvement in the post-qualification training of health workers include a significant number of
components that, at some level, are based around learner engagement with the professional working
environment. These include, for example, work-based learning; community-based learning; interactive and
clinically integrated learning; interdisciplinary learning; applied simulated learning; and clinical supervision
(see Section 4.4.). The GHWA sees a model for training where health workers in LMICs are educated and
trained at the national level by higher education institutions, in a regulated system that includes modules
taught ‘in the community as well as in the classroom’ (World Health Organisation, 2008e). Communitybased education for health workers contributes towards ensuring that the mode of training and the skills
acquired are better suited to the health needs of the population (World Health Organisation, 2010).
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9.3. The role of distance and blended learning in health systems
strengthening and facilitating improvements in health worker
performance across priority competency areas
At a general level, as a mode of training delivery, DL can contribute to health systems strengthening and
improvements in health worker performance through its capacity to a) overcome various constraints
associated with educational access and institutional capacity; b) facilitate guided academic study while
learners continue to engage with their professional activities and working environment on a daily basis (see
Section 5.2.1.). These properties give DL the potential to contribute to health systems strengthening
through facilitating scales of training required to meet the required expansion of the health workforce in
LMICs, and also through exploiting its ‘work-based’ delivery mechanisms to enable applied professional
development to take place in direct response to localised systematic requirements. Closely related to this
second point, DL has the potential to contribute to individual improvements in health worker performance
because its primary characteristics enable the applied and clinically integrated learning approaches seen to
benefit health workers in particular.
However, it is important to note that in enabling such objectives to be met at the programme level, DL also
relies on institutional providers having a detailed understanding of the personal and professional needs and
circumstances of learners; working to ensure the academic and professional relevance of their
programmes; and investing in resources and expertise to provide appropriate standards of instructional
design and logistical support (see Section 5.2.2.)
DL programmes are also valuable as part of a ‘blended learning’ mode of delivery, where independent selfstudy is supplemented by traditional applied and clinically integrated learning approaches based on face-toface contact between learners, peers and mentors. This is illustrated by the range of programmes
presented in the case studies for this review, where 27 out of 40 programmes feature some form of faceto-face contact, and a further 12 out of 13 operate under the principle that their learners are engaged as
professional health workers at the time of study (see Section 7.3.1.). Further to this, in fulfilling GHWA’s
vision for health workers to be trained by higher education institutions via the community, 29 out of 40
programmes are delivered by universities or tertiary medical colleges (see Section 6.4.).

9.3.1. Programme design and delivery models
With this in mind, it is difficult to discuss in any detail the value of the range of teaching and learning
approaches and programme delivery mechanisms currently employed by the programmes featured in the
case studies, or to identify examples of best practice. However, in terms of delivery patterns, at a general
level, the case studies support the contention that it appears increasingly redundant to describe postqualification programmes for health workers strictly in terms of ‘distance’, ‘blended’ or ‘face-to-face’
modes of delivery (Maraj & Mugridge, 1992, King, 2006, Naidoo, 2004), due to the ways in which these
range of modes are being combined by institutional providers to enable increasingly flexible modes of study
to suit the individual needs and circumstances of learners.
Further to this, and dependent on circumstances, the range of case studies show there is both the potential
for combining face-to-face or virtual contact and supervision with units of reflective self-study and workbased practice (see Section 7.3.), and value to be found in doing so (see Section 4.4.) With this in mind, it is
less the programmes that can be analysed in terms of ‘distance’, ‘blended’ or ‘face-to-face’ delivery modes,
and rather the range of teaching and learning components that make up each programme. The proviso is
that the range of teaching and learning components that a programme offers, regardless of the delivery
mode, should provide learners with:
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adequate opportunities for reflection, analysis and discussion, particularly in collaboration with
professional and academic peers (Wenger, 2002, Brooks, 1999);
adequate procedures offering both academic and professional guidance, through tutors, mentors
and preceptors (Kolb, 1984);
work-based forums for the application of new knowledge and skills, through:
o skills demonstration sessions (Merrill, 2002)
o work-based practical sessions
o ongoing team work (Wenger, 2002) (see Section 7.2.).

Further to this, there is also evidence to suggest that programmes employing project-based activities within
the instructional model, to be designed and implemented by learners in the work environment, are more
likely to have an impact on health worker performance in their specific field, health systems strengthening
at the institutional level, particularly in terms of service provision, and wider health outcomes in the
community (see Section 7.3.4.).
While the range of components listed above offer numerous options for combination in programme design,
in general the examples featured in the case studies follow a relatively simple formula that is best
illustrated by the OUUK’s model of Supported Open Learning:
‘The Open University's style of teaching is called 'supported open learning' (SOL) also known as
'distance learning' (Tait, 2003; McAndrew and Weller, 2005). ‘Open learning’ means that students
learn in their own time by reading course material, working on course activities, writing
assignments and perhaps working with other students. ‘Supported’ means support from a tutor
and the student services staff at Regional Centres, as well as from centralised areas such as the
Library or Open University Students Association…’
‘The OUUK SOL model is described as being based on three factors:
 distance or Open Learning (learning individually through readings, activities, assignments,
and working with others);
 resources (course texts, DVDs, home experiments, interactive materials, TV programmes);
 systematic support (via an allocated course tutor, assignments to one of 13 regional
centres, central library and IT support, plus regional tutorials, day schools and online
support)’ (Conole, 2010b).
To this basic three-part model, in the context of post-qualification training for health workers, the
programmes featured in the case studies add a fourth factor – placement in a professional health
environment, supported through opportunities for work-based interaction and supervision.
The case studies use a range of media and technology to fulfil various teaching and learning functions. The
indications are that most media and communications technology is able to replicate over a distance the
majority of reflective, discursive and demonstrative training inputs of benefit health workers. In particular,
web-based communications mechanisms appear to be particularly valuable to programmes with isolated or
widely dispersed cohorts of learners as a means of providing forums for ongoing study guidance and
exchanges of experience and knowledge, although questions remain about the feasibility of using them on
programmes where learners and provider institutions are based in low-resource settings. The only
exception to the general range of teaching and learning possibilities that can be provided through distance
technologies appears to be the regular professional interaction with the working environment, a key
component of health worker training that is reliant on programme provider institutes working in
partnership with health institutions to ensure the benefits are felt.
With this in mind, for DL programmes for health workers in LMICs, the process of identifying media and
technology according to suitability is therefore determined less by issues of academic functionality, and
more by other contextual criteria, such as relative accessibility, reliability, ease-of-use and cost, both to
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institution and learner (see Section 7.4.).
However, in all case studies, the precise contribution that each of these components makes to the teaching
and learning process in distance learner for health workers has yet to be fully determined. In addition, the
ability of these components to provide the required range of teaching and learning inputs and learner
support depends in part on appropriate design at the level of the programme and the materials, and in part
on clarity over objectives and procedures for application, as well as clarity of the roles and responsibilities
of learners and facilitators alike.

The practicality of WebCTs
The distribution of media and technologies described here give some indication of
the growing popularity of web-based communications as a means of facilitating
teaching and learning at a distance. However, an interesting feature that emerges
from these examples, particularly those from provider institutes in LMICs, of the
continued use of more traditional media such as pre-recorded audio/ video,
telephones and print. Requisite investments in ICT infrastructure and electricity are
necessary for e-learning, and whilst this is an area of growth in LMICs, questions
have to be asked about the feasibility of using such technologies for teaching and
learning at a distance in low- resource settings. While it is not possible to judge the
effectiveness of such technologies as used by the programmes featured in the case
studies, this review as already noted the general lack of facilities and equipment
available to medical schools in sub-Saharan Africa (see Section 3.2.1.). The same
restrictions are seen to apply with regard to communications technology in
particular: at Jimma University, Ethiopia, power and telecommunications are
described as ‘unreliable’; at Ibadan University, Nigeria, (see case study) there are
daily power outages and departments have to purchase generators; at Catholic
University, Mozambique, there are insufficient computers and a restriction on
internet connectivity (Mullan et al., 2010a). The current scenario may pose
challenges to the scalability of e-learning approaches. It might be assumed that if
such restrictions exist at the provider institutes, it is highly likely that they are
intensified for the isolated, non-urban settings in which a significant proportion of
learners on national DL programmes are likely to be based. Technology
infrastructure and Internet bandwidth may limit the use and application of these in
some low and middle income country contexts, and mechanisms need to be put in
place to ensure quality of content (Boulos et al., 2006). At a regional or local level,
the deficit in information technology and bandwidth is denying learners the
possibility of benefiting from the rapidly advancing developments in Internet
learning (Mullan et al., 2010).

9.3.2. Evidence of impact
Beyond the general trends identified above, the actual contributions of DL programmes to health systems
strengthening in identified priority areas is currently open to question, both in terms of the scale and range
of programmes on offer, and also in terms of the available evidence of their impact on health worker
performance and wider health outcomes.
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Firstly, in terms of the scale and range of current programmes, with the exception of two or three unique
examples, the programmes featured in the case studies are currently not contributing to the up-scale in the
health workforce in any way that can be seen to be approaching the required numbers identified by global
health strategists. Twenty out of 40 programmes have enrolments of less than 100 students per year, and
the majority have enrolments of fewer than 200 students per year (see Section 6.3.). The implications are
that the restrictions on numbers created by limitations in institutional capacity, whether among the
provider institutions or their clinical partners, continue to apply to DL programmes as well as conventional
campus-based programmes.
In addition, the range of case studies provide only limited examples of programmes explicitly addressing
the identified priority areas for health, priorities such as Maternal and Child Health, Newborn and Infant
Care, HIV /AIDS, and Malaria. However, in addressing the identified priorities for health worker
competencies, there is a good selection of programmes for primary healthcare; a reasonable selection of
examples of programmes for both management and education and training; but a limited selection of
programmes addressing specialist medical skills; and none at all explicitly addressing health research as a
discipline (see Section 6.5.). This indicates some mismatch between what is required from DL4H and what is
currently available.
Secondly, in terms of the available evidence of impact of existing programmes, it is difficult to provide
substantial proof of the contributions they have made to health systems strengthening, either through
improvements in health worker performance or subsequently to the attainment of wider health outcomes.
As the case studies have shown, many programmes are still young and this limits the availability of
information to inform studies on impact. However, even with those programmes that are well-established,
there is often no substantial evidence currently available, or the evidence presented does not actually
address issues of performance or wider health outcomes. This is a common situation encountered across
health training in general, not just in relation to DL. The process of impact evaluation in health training is
complex and demanding, and should take into account the range of additional factors that can influence
both the professional environment and health services provision: this is particularly pertinent in light of the
sector-wide approach to health systems strengthening advocated for by the WHO Health Systems
Framework 2007. Current indications are that many provider institutions do not have the capacity or time
to undertake a substantial evaluation design and delivery process and that, additionally, there is a lack of
clear guidelines for those wishing to evaluate the impact of training on health worker performance and
wider health outcomes (see Section 8). Improvements are needed to both the evaluation mechanisms and
the range of available data, before a full judgement can be made regarding DL4H.

9.4. Further implications
A review of the literature and documents associated with existing DL4H courses suggests that certain
features are widely accepted as essential for the successful design and delivery of DL programmes for
health workers in LMICs. Planning for DL4H professionals must take account of:



available, usable and sustainable technology;
systems and managerial tools which improve the performance of students, health workers and
trainers and educators;
 established structures of communication and information sharing across health systems;
 establishing advice and support systems, including technological support systems.
(World Health Organisation, 2001)
Further to this, a number of general design principles can be drawn out when developing a DL programme
for health workers.
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These would include:








a clearly defined programme of study relevant to the clinical and managerial realities of any given
health system;
a syllabus based on a scope of the subject developed in accordance with any appropriate
professional body;
a supply of all essential study materials to minimise the need for frequent visits to medical libraries;
using a variety of educational methods for teaching and learning;
support for the learner that is locally accessible and not time-consuming;
realistic in terms of the academic demands made on the learner;
incorporating methods of assessment that are relevant to the course objectives deliverable with
limited resources. (Davies et al., 2005)

These points highlight the importance of taking into consideration a number of elements in the design and
delivery of DL training programmes for health workers. Clarity over the academic and logistical background
of the audience, together with the needs and requirements of the learners, is central to effective
programme design. Engagement with and support from national or local health authorities and the various
clinical and non-clinical institutions involved in the delivery of health services is central to effective
programme delivery. Finally, while the evidence is not conclusive, indications are that, ideally, as part of the
basic criteria identified for programme success, instructional design in DL for health workers should include
a range of teaching and learning components delivered through mixed media, face-to-face components and
a variety of learner support mechanisms (Perraton, 2010).
This range of elements raises a number of implications for individual programmes, particularly in light of
the availability of appropriate institutional budget, infrastructure, support networks and available facilities.
Firstly, in selecting the precise range and combination of teaching and learning components to be applied
for health worker training, DL providers need to take five major factors into consideration.
1. The less learner support provided by a programme, whether by face-to-face contact or through
distance mechanisms, the greater the likely number of non-completers and dropouts.
2. The more face-to-face components included, the more expensive the programme to the provider
and the greater restriction on enrolment numbers.
3. The more practical learning and supervision required by the course, the more face-to-face contact
or interactive media necessary.
4. The greater the combination of media and learning materials used, the greater the opportunity to
meet individual learning needs among students.
5. The greater the number of teaching and learning components used (learning materials, media,
distance or face-to-face contact, assessment etc.), the more complex and specialised the
administrative and management structures required. These should be considered as specialised
and context-relevant as the systems for teaching and learning (Perraton, 2010).
Secondly, provider institutions need to engage fully with the process of gathering information related to
the precise contextual needs of the learners and the health environments which the programmes are
designed to address. Further to this, there is a need for provider institutions and their partners to engage
fully with the process of programme evaluation, in order to contribute to much needed evidence of impact
that will assist in further determining modes of best practice in programme design and delivery according
to a range of contextual criteria.
Thirdly, through formalised institutional arrangements, programmes need to seek integration with existing
health systems and health training mechanisms, in order that they:


operate with support from existing health systems and structures – teaching hospitals; local health
authorities; health strategies and policies (Perraton, 2010);
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engage with other sector-wide inputs related to health systems strengthening and health worker
performance;



form part of a continuum of training alongside other programmes.

In this regard, it should be noted that insufficient coordination with and between state bodies such as
ministries of education and health can be a barrier to the provider institutes’ ability to effectively deliver
programmes and increase the capacity of the health workforce (Mullan et al., 2010a).
Fourthly, provider institutes should also consider the benefits of forming inter-institutional partnerships,
both nationally, regionally or internationally. Many medical schools have developed partnerships with
other medical schools, universities, and funding organisations. These partnerships support not just
programme delivery, but also teaching, service and research activities, and programme development. For
example, Makerere University holds multiple foreign academic and non-profit linkages, providing extensive
research capability, teaching at the postgraduate level, and support to learners in their work at community
sites through funds for transportation or accommodation (Mullan et al., 2010b).
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Section 10: Future recommendations
10.1. Introduction
This section identifies a number of future tasks and activities that would contribute to improving evidence
of the value of DL for health workers in LMICs. In addition, this section also identifies a number of further
outputs that would assist practitioners and provider institutions in the future design and delivery of DL for
health workers.

10.2. Areas of research
As described in Section 1, this review focused on accredited post-qualification DL for health workers in
LMICs, and out of necessity has only provided a partial overview of current activities in this field. With this
in mind, there are some further research activities that would assist in gathering a fuller picture of DL for
health workers in LMICs, whether post-qualification, pre-service or non-professional. These include:


an audit of DL4H activities at the global level, including pre-service, post-qualification,
Continuing Professional Development and non-formal initiatives for adult education and
untrained health workers;



an investigation of current practice in the use of distance-based methodologies, media and
technologies for the strengthening of health systems and services in LMICs, including: gathering
and sharing of information; HR management; coordination of isolated clinical staff and clinic
activities; management of supply and procurement; distribution of medicines, vaccines and
knowledge resources;

Secondly, while there are examples of current practice indentified by this review that give a generalised
picture of DL4H design and delivery, there are a number of further research activities that would assist in
enhancing these findings further. These include:


a detailed analysis of the theoretical and pedagogic models that underpin teaching and learning
approaches in current DL programmes for post-qualification health workers;



a detailed analysis of instructional design approaches in current DL programmes for postqualification health workers;



a detailed analysis of programme design and delivery models in current DL programmes for
post-qualification health workers in LMICs, including teaching and learning components,
mechanisms for learner support, modes of assessment, and media and technology usage within
these;



an analysis of learner experiences in DL4H at the international level, including the identification
and analysis of various logistical, cultural and academic factors and their influence on the
learning process.
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10.3. Further outputs
There are a number of further outputs that this review might seek to develop as a means of assisting
practitioners in the research, design and development, and delivery of DL for health workers.
These include:


a series of guidelines determining suitable indicators for evidence of impact of DL for health
workers related to:
o health worker performance
o health systems strengthening
o wider health outcomes;



a framework and guidelines for the evaluation of DL programmes for health workers, designed
for use by provider institutions, DL practitioners, and the health sector;



guidelines and criteria for the selection of programme design models in DL for health workers,
including teaching and learning components, learner support mechanisms, and health sector
partnerships;



guidelines and criteria for the selection of appropriate media and technology for use in DL for
health workers in LMICs, including such factors as accessibility, reliability, ease-of-use, logistical
infrastructure, and cost to providers and users.
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Annex 1a: DL4H International Workshop Outline
Distance Learning For Health: an International Workshop
Tuesday 26th and Wednesday 27th October, 2010
In the approach towards 2015 and the deadline for attainment of the Millennium Development Goals,
international policy in Human Resources for Health is seeking mechanisms that will accelerate and ensure
implementation of effective training for health. These include the opportunity to scale up in the training of
health workers in low and middle income countries, and the need to prioritise the training of large cadres
of low- and mid-level community-based health workers in attaining targeted health outcomes.
Within this context, and in anticipation of the 2nd Global Forum on Human Resources for Health, Bangkok,
Jan 25th – 27th 2011, the London International Development Centre (www.lidc.org.uk) will host an
International Workshop looking at the role of distance learning in the training of health workers in low- and
middle-income countries.
Objectives
The primary objectives of this Workshop will be:
 To discuss major themes associated with the development and implementation of distance learning
programmes for health workers (DL4H) in low and middle income countries
 To compare and contrast practitioners’ experience of design, delivery, and partnership models in
DL4H for health workers in low and middle income countries
 To facilitate a sharing of knowledge and experience between key DL4H providers from the UK, US,
Africa and Asia
In addition, the Workshop will seek to:
 Contribute to the establishment of a international network of DL4H practitioners
 Assist in fostering new institutional partnerships between educational institutions, NGOs, donors
and government agencies
Main Themes
Among the major themes to be discussed at the Workshop are:
 Distance Learning and attainment of the MDGs in Health
 Local & International: models of DL4H provision and institutional collaboration
 Programme design for DL4H in low and middle income countries
 Teaching and learning experiences: providing knowledge, skills and capabilities for health
professionals at a distance
 Evidence of impact: issues surrounding the evaluation of DL4H contributions to health outcomes
For more information about the DL4H International Workshop, please contact Chris Joynes
chris.joynes@lidc.bloomsbury.ac.uk
To register to attend, please contact admin@lidc.bloomsbury.ac.uk
London International Development Centre
36 Gordon Square, London, WC1H 0PD, UK
Tel: + 44 (0) 20 7958 8251 Fax: + 44 (0) 20 3073 8303
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Annex 1b: DL4H International Workshop Programme
DL4H International Workshop Programme 26th and 27th October 2010
Day 1 Tuesday 26th October 2010
Day 1 of the Workshop will take place at the Main Hall, Woburn House, 20 Tavistock Square, London, WC1H
9HQ. In addition to the presentations, the day will feature display-and-discussion stands from key
institutions on themes not featured during the main presentation sessions. Stand-holders are:
 Open University UK: HEAT and OU-FAIMER programmes – OERs for health


London Knowledge Lab: Mobile technologies for ODL



Association of Commonwealth Universities / Commonwealth Scholarships Commission



London School Of Hygiene and Tropical Medicine: OERs for Health – the LSHTM Malaria Module

9.30am – 10am Keynote Presentation
‘Capability, development, and open and distance learning’


Hilary Perraton, Visiting Fellow, LIDC and the Institute of Education hdp22@cam.ac.uk

Day 1 Session 1 – Distance Learning For Health in International Development
10am – 10.45
1. Human resources for health training - an overview of training priorities and approaches


Tana Wuliji, Associate, Instituto de Cooperaciόn Social - Integrare (ISCI)
twuliji@gmail.com

2. Open and Distance Learning for Health Worker Training: learning from experience.


Tony Dodds, ODL Specialist
tonydodds2001@hotmail.com

10.45 - 11am Coffee Break – 15mins
Day 1 Session 2 – Distance Learning for Health: programmes of training for health practitioners
11am – 12.30
Presenters:
1. Representative of AMREF Kenya e-learning Nursing Programme


Caroline Mbindyo, e-Learning Programme Manager Caroline.Mbindyo@Amref.org;

2. Representative from UCL UK: MSc in International Primary Health Care


Petra Boynton, Lecturer in International Health Care Research
p.boynton@ucl.ac.uk

3. Representative from Peoples-Uni (UK): Public Health online courses
106



Jessica Sheringham, Evidence-based Public Health tutor jsheringham2004@yahoo.co.uk



Janet Grant, Director Open University Centre for Education in Medicine
j.r.grant@open.ac.uk



Pauline Horton, University of Dundee
p.j.horton@dundee.ac.uk

Discussant:

Chair:

12.30 – 1.30 – Lunch break
Day 1 Session 3 – Distance Learning for Health: programmes of training for health managers and medical
educators
1.30 – 3pm
Presenters:
1. Representative of IGNOU, India: PG Dip in Hospital and Health Management; PG Dip in District
Health Management


Bimla Kapoor, Director of School of Medicine
bkapoor@ignou.ac.in

2. Management Sciences for Health, US:
 Karen Chio, Senior Programme Officer
kchio@msh.org
3. Representatives of FAIMER, US: Fellowship in Medical Education
 Ralf Graves, Program Manager, Regional Institutes
rgraves@ECFMG.org
4. Representative of Christian Medical College, Vellore, India: Fellowship in HIV Medicine


Anand Zachariah, Professor of Medicine
zachariah@cmcvellore.ac.in

Discussant:


Sara Atkinson, Lecturer, LSHTM
Sara.Atkinson@lshtm.ac.uk

Chair:


Sharon Huttly, Dean of Studies, LSHTM
sharon.huttly@lshtm.ac.uk

3pm – 3.30 Coffee Break

Day 1 Session 4 – Evidence of Impact: issues surrounding the evaluation of DL4H programmes
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3.30 – 5pm
Content
 Approaches to evaluating the evidence of impact of DL4H programmes on:
 health workers clinical and professional practice;
 health systems enhancement;
 wider health outcomes in the community
Format:
Panel and delegate group discussion.
Panel:






Saville Kushner, Professor Of Public Evaluation, University of the West of England, Bristol;
President-Elect of the UK Evaluation Society Saville.Kushner@uwe.ac.uk
Dr. Tana Wuliji, Associate, Instituto de Cooperaciόn Social - Integrare (ISCI)
twuliji@gmail.com
James Ransome, Commonwealth Scholarships Commission
J.Ransom@acu.ac.uk
Anand Zachariah, Professor of Medicine, CMC Vellore zachariah@cmcvellore.ac.in
Pauline Horton, University of Dundee
p.j.horton@dundee.ac.uk

Chair:


Jeff Waage, Director, LIDC

DL4H International Workshop Programme 26th and 27th October 2010
Day 2 Wednesday 27th October 2010
Day 2 of the Workshop will take place at the Tavistock Room, Woburn House, 20 Tavistock Square, London,
WC1H 9HQ. The format will involve a half-day of further discussion, building on proceedings from Day 1
and based around the main themes for the review. A particular emphasis will be placed on practitioner
experiences in DL4H design and implementation.
Primary participants will include international attendees and the DL4H Advisory Board. Other participants
from Day 1 will be welcome but not expected to attend.


9.30am Arrival



10am - 10.45 Discussion Session 1

Delegates will break into two groups for this session.
Group 1 will discuss the following topics:
o Collaborative models for programme implementation
o Approaches to International sharing of knowledge and experience
Group 2 will discuss the following topics:
o Pedagogic design in DL4H;
o Programme design in DL4H;
o Media and technology in DL4H for low- and middle-income countries;
108



10.45 – 11.15 Coffee & Networking



11.15am – 12.30 Discussion Session 2

Groups 1 and 2 will convene and report on their initial conclusions. Delegates will further discuss issues
emerging.


12.30 – 1pm Session 3
o Day 2 Summary and close



1pm - Accompanied travel to Senate House to join CDE Annual Conference
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Annex 1c: DL4H International Workshop Presentation Abstracts
This annex provides the text abstracts for the presentations delivered at the DL4H International Workshop
26th – 27th October 2010. To download each of the presentations in PowerPoint, please follow this URL link:
http://www.lidc.org.uk/news_detail.php?news_id=104.
Presentation Abstracts
Day 1 Tuesday 26th October
Session 1
1. Human resources for health training - an overview of training priorities and approaches
Dr. Tana Wuliji, Associate, Instituto de Cooperaciόn Social - Integrare (ISCI)
twuliji@gmail.com
Healthcare systems in many low and middle income countries have been assessed to be weakly placed to
achieve healthcare goals in great part due to the health workforce crisis. This overview describes training
priorities are from a health systems strengthening perspective and explores factors that enhance training
effectiveness. Whilst the health workforce needs are urgent and significant, the slowly expanding
institutional capacity to produce health workers in crisis countries is far from sufficient. Opportunities for
formal post-qualification education and training are gradually developing but remain limited for the
majority of health workers. Distance education as supported by electronic and internet-based mediums and
simulations represent opportunities to attain comparable effectiveness in training health workers to that of
other modalities. However as with any educational intervention, these should be supported by strategies to
enable behaviour change to improve and institutionalise performance in order to build health worker
capacity for health systems strengthening. A comprehensive approach is required to support the
development of competencies, and the translation and application of these through behaviour change for
performance within a health system.

2. Open and Distance Learning for Health Worker Training: learning from experience.
Tony Dodds, ODL Specialist
tonydodds2001@hotmail.com
The paper, of which this presentation is a summary, looks briefly at the historical development of open and
distance education worldwide, with particular reference to low and middle-income countries. It examines
some of the main theoretical and pedagogical concerns that have emerged in the discourse about ODL and
e-learning over the years and at how these relate to its practice. ODL has been and is being used for a wide
variety of educational purposes at many different levels. It uses a multitude of media and technologies, and
is designed, developed and delivered under many different management structures. The paper then
surveys the growing use of ODL/e-learning for the training of medical and health workers in both the
industrialised world and in low- and middle-income countries. Four main issues are identified which are
central to the development of ODL/e-learning today: the rapid development of new ICTs and the centrality
of student support systems, the blurring of the organisational distinctions between ODL and on-campus
learning, globalisation, and the apparent failure of ODL to fulfil earlier expectations. It ends by drawing out
lessons from the past for the further development of health-worker training by ODL under these headings.
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Session 2 – Distance Learning for Health: programmes of training for health practitioners
1. AMREF Kenya: The NCK-Accenture eLearning Programme for Nurse Upgrading
Caroline Mbindyo, e-Learning Programme Manager
Caroline.Mbindyo@Amref.org;
The inadequate number of trained health personnel in Africa remains a challenge in attaining MDG goals. In
sub-Saharan Africa, the estimated workforce of public health practitioners is 1.3% of the world's health
workforce addressing 25% of the world's burden of disease. Exacerbating this is the skills dearth amongst
health workers. To address this, Kenya’s Ministry of Health, AMREF, NCK and Accenture created an
innovative approach using electronic learning to deliver its nurse upgrading program. Compulsory face-toface sessions are limited to 2-week sessions every 6 months and with hands-on clinical teaching at the
health facilities. Combining mainly online components with limited face-to-face session and clinical
teaching reduced limitations caused by geographical distances, class room spaces, and cost while keeping
nurses at the workplace. The approach used has increased the number of nurses up-skilled from 100 per
year to close to 7,000 in 4 years, allowing for a steady increase in the number of skilled nurses in Kenya.
Because of the success of this program, AMREF has expanded to train other cadres of health workers in
Kenya as well as across Africa using eLearning and is now piloting mobile learning (mLearning) to support
the eLearning programme.

2. University College London, UK: MSc in International Primary Health Care
Petra Boynton, Lecturer in International Health Care Research
p.boynton@ucl.ac.uk
In 2003 we established the first online Masters programme in international primary health care at
University College London. This has now been successfully cultivated into a vibrant global community of
primary care practitioners working in development roles across Africa, Asia, Europe and North America.
Within a carefully structured but flexible virtual learning environment, health promotion specialists,
nutritionists, nurses, doctors and a wide range of other primary care professionals from the north and
south come together to share information, build knowledge and support each other. Collectively, they
demonstrate in very tangible ways the value of open and distance learning, not only for personal and
professional development, but also for the development of primary care internationally.
In this talk we will reflect upon how we developed our course via constructivist pedagogic principles and
the communities of practice model of learning. Through reflections from tutors and students, case
examples and feedback from our course experiences we describe the strategies developed for maximising
learning and developing practice in an online environment.

3. People’s-uni, UK: The People's Open Access Education Initiative Masters in Public Health
Jessica Sheringham, Masters in Public Health tutor
jsheringham2004@yahoo.co.uk
The presentation will cover the rationale, origins and development of The People's Open Access Education
Initiative (Peoples-uni http://peoples-uni.org), Peoples-Uni and to explore opportunities for collaboration.
Peoples-Uni was designed to help build public health capacity in developing countries. By using an opensource virtual learning environment (Moodle), open educational resources and a dispersed group of over
70 volunteers working as course developers, tutors and infrastructure support, it has been possible to
provide low-cost distance learning in public health.
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Peoples-uni has developed a set of course modules, which can be taken individually and used to gain a
Certificate, Diploma (and soon a Masters) in public health. Thirteen modules have been offered: one, also
in French and Spanish; another five are in preparation. We have students from twenty-eight countries mainly in Africa.
Student evaluations have been positive, and we have responded to our experiences, student and tutor
suggestions by making changes over time. We are now looking to identify international institutional
partners, a better system of co-authoring modules, and an improved system of real-time communication to
ensure that courses meet the needs of the target populations. We would welcome additional partners,
volunteers, suggestions, and ideas.

Session 3 – Distance Learning for Health: programmes of training for health managers and medical
educators
1. IGNOU, India: PG Dip in Hospital and Health Management; PG Dip in District Health Management
Bimla Kapoor, Director of School of Medicine
bkapoor@ignou.ac.in
Indira Gandhi National Open University in 25 years of its existence has established itself as one of the world
leaders in open and distance learning. Its overall priority is to ensure the right to education for all, and to
provide new and alternative learning opportunities. The University, at present, offers 338 programmes of
study through over 3,500 courses to a cumulative student strength of nearly 3 million students.
The School Of Health Studies is one of the schools out of 21 Schools of Study, set up in the year 1991 with
the objective of augmenting education avenues for medical, nursing and paramedical personnel through
distance education. The functions of the school are planning, developing and launching of Degree, Diploma
and Certificate level programmes for various categories of health professionals; health related awareness
courses for the general public; and conducting research on health issues.
The school adopts an innovative approach in implementing competency –based medical and nursing
programmes through a diversified approach in which a three – tier system involving Medical colleges,
Nursing Colleges [Programme Study Centres (PSCs), District Hospital [Skill Development Centres (SDCs] and
the work places of enrolled nurses and doctors.
A multimedia approach is used to reach the distant learner which includes self instructional materials; face
to face counselling, practical contact session, teleconferencing, radio broadcasting , use of Audio-Video, T.V
broadcasting and Radio Interactive sessions are the other interactive approaches used for Distant learners.
Hands-on training is given significant weightage, with programme pre-requisites to attend the stipulated
number of theory counselling and practical contact sessions.
IGNOU programmes in nursing and medical sciences have strengthened the health sector’s manpower
capacity building within India and its neighbouring countries.

2. Management Sciences for Health, US: Virtual Leadership Development Programme
Karen Chio, Senior Programme Officer
kchio@msh.org
With funding from the United States Agency for International Development, Management Sciences for
Health (MSH) has expanded access to management, leadership, and governance capacity-building via a
suite of internet-based distance learning programs. Facilitated by organisational development specialists,
these programs strengthen the leadership, management and governance capacity of organisational health
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teams in low-resource settings to improve family planning, HIV/AIDS, tuberculosis, and other service
delivery and organisational outcomes. Since 2002, MSH’s virtual programs have trained over 450 teams and
3,400 participants on-site in 68 countries.
Each 8-20 week program blends online and face-to-face work assignments, as well as individual and team
work, requiring four to six hours of individual commitment per week. Participants are not required to leave
their work site to participate. Facilitators communicate with participants through the program website, via
e-mail, and over the telephone as well as provide feedback and support revisions of program deliverables,
such as action plans, strategic plans, or business plans.
Evaluations conducted at 6-months post-program demonstrate improved service delivery and
organisational outcomes as a result of implementing program plans. This presentation will explore how
MSH’s approach to virtual program implementation supports the achievement of these results for
participating teams.

3. FAIMER, US: Fellowship in Medical Education
Ralf Graves, Program Manager, Regional Institutes
rgraves@ECFMG.org
The Foundation for Advancement of International Medical Education and Research (FAIMER) was created
ten years ago with an initial grant and ongoing financial support from the Education Commission for
Foreign Medical Graduates (ECFMG). FAIMER was established with the aim of building and strengthening
the field of health professions education (HPE) in developing regions and to create a global “community of
practice” to promote collaboration and provide mutual support among HPE professionals. FAIMER pursues
these aims through six Fellowship programmes based in Philadelphia, Brazil, South Africa and India that are
comprised of a combination of face-to-face and distance learning components. The curricula of these
programmes are all based on the original Fellowship model developed in Philadelphia, but have each
evolved in response to local contexts and needs. The distance learning components of all include an active
listserv that provides a platform for small groups of Fellows to create structured learning experiences for all
participants. Fellows’ access to the listserv is permanent and they are encouraged to continue participating
beyond the completion of their own fellowship. In addition, FAIMER is in the process of collaborating with
the UK’s Open University to develop distance learning modules on a number of HPE topics that are
available to anyone who wishes to take them.

4. Christian Medical College, Vellore, India: Fellowship in HIV Medicine
Anand Zachariah, Professor of Medicine
zachariah@cmcvellore.ac.in
The Fellowship in HIV Medicine (FHM) was developed in response to the need for trained doctors to take
care of HIV patients. The course trains doctors working in secondary hospitals in broad based HIV care. The
FHM course (one year) consists of contact courses (4 sessions over 6 weeks), distance learning (13
modules) and project work (towards strengthening HIV services). The course was initially developed at
Christian Medical College (Southern region) and was subsequently up-scaled to two more regional centres
in the North and Eastern parts of India.
The course evaluation has show that students have knowledge and skills in HIV care and have established
quality assured HIV services in their own hospitals. A long term evaluation has shown that majority of
fellows continue to be involved in HIV care, have established systems, trained teams and made the
hospitals more accessible to HIV patients. 234 fellows have completed the FHM course over the last 9
years.
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The Fellowship in HIV Medicine has shown that carefully planned distance learning can be used to setup
and improve services in a targeted manner to address public health problems.
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Annex 1d: DL4H International Workshop Delegates
First Name

Surname

Institution

Vincent
John
Catherin
Thomas
Teresa
James
Sara
Paula
Sandra
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Sarah
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Anne

Ado Tenebe
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Atkinson
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Clarke
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Gupta
Haihuie
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Horton
Huttly
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Khan
Kushner
Lacey
Lloyd
Makowiecka
Martinez-Alvarez
Mason

National Open University Of Nigeria
NHS Education
AMREF UK

Micah
Caroline
Cath
Jane
Roger
Joel
Serafina

Matiang’i

AMREF
AMREF
BMJ
Johns Hopkins
CDE
London Knowledge Lab
AMREF Tanzania

Mbindyo
McDermott
McKenzie-White
Mills
Mitchell
Mkuwa

Association Of Commonwealth Universities
Ministry of Health, Ghana
LSHTM
IDS, University of Sussex
AMREF UK
Medact.org
UCL
LSHTM
Management Sciences for Health
LSHTM
School Of Pharmacy
AMREF UK
Birkbeck College
Chatham House
National Open University Of Nigeria
London Metropolitan University
University of London International Programme
Open University
FAIMER
University of Delhi
IoE
AMREF UK
Open University, Milton Keynes
University Of Dundee
LSHTM
IGNOU
University of Delhi
IGNOU
Kings College London
University of the West Of England
Health Action Partnership International
LSHTM
LSHTM
University of Stirling
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Leah
Mary
Naa
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Daksha
Annoula
Hilary
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Katie
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Katherine
Jessica
Felicity
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Tana
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Ransom
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Schwartz
Sheringham
Smith
Stothard
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ThuraniraMcKeever
Tomlinson
Wai-Ogosu
Wassermann
Watt
Winters
Wuliji
Wylie

IDS, University of Sussex
University Of Nairobi
Royal College of Physicians
University of Ibadan, Nigeria
University of Ibadan, Nigeria
LSHTM
Mott MacDonald
IoE
SOAS
Association Of Commonwealth Universities
University of Manchester
Open University
Open University
AMREF UK
People's Uni
School Of Pharmacy
AMREF UK
LSHTM
School Of Pharmacy
RVC
Department of Health
LSHTM
George Washington University
Department of Health
London Knowledge Lab
Instituto de Cooperaciόn Social-Integrare
Open University HEAT

116

Annex 2: A brief history of distance learning application
1. Early developments
Many of the earliest developments of correspondence education were at pre-tertiary level, for example,
the secretarial and commercial training programmes offered by Isaac Pitman in the UK in 1840 and Hans
Hermods in Sweden in 1898. It is worth noting in these early examples both the very personal nature of
their communications with their students by letter and their use for vocational education.
The earliest examples of correspondence education at tertiary level come from the USA where during the
later decades of the 19th century several existing universities set up correspondence education programmes
for off-campus students. By the mid 1960s, such use was common by universities in many countries,
including Australia (e.g. The University of New England, Armidale and Murdoch University), Canada (e.g.
Simon Fraser University), New Zealand (e.g. Massey University), South Africa (e.g. UNISA), the then USSR
(e.g. the Second Moscow State University, the M. V. Lomonosov Mechanics Institute, the K. A. Timiriazev
Agricultural Academy) and India (e.g. Delhi University).
In the UK, a somewhat different pattern emerged with the University of London setting up an external
degree system as early as 1858 but only as a curriculum/ syllabus and examining body: tuition was, until the
1980s, left to other institutions, including private commercial correspondence colleges such as Wolsey Hall
and University Correspondence College.
In terms of broadcast technology, early educational broadcasting was mainly at school level, as shown in
experiments in schools broadcasting by the BBC in the late 1920s and by the Australian Broadcasting
Corporation in the mid ‘30s (Lapsley, 1998). By the mid 60s radio and television were also being used to
support external university students, mainly in the USA (e.g. University of Wisconsin, Extension) and
Canada (e.g. Simon Fraser University) (Mills et al., 2001).

2. The distance learning revolution
The establishment of the British Open University (UKOU) in 1969 marks a sea-change in the development of
distance education. The historical significance of its foundation lies in four of the UKOU’s intrinsic
characteristics. The first is its incorporation of a multimedia approach to teaching and learning, combining
initially correspondence education, educational broadcasting and occasional face-to-face tutoring into a
carefully integrated educational delivery system, incorporating, as time has passed, any other appropriate
media or technology. The second characteristic is its commitment to quality educational delivery. Third is
its dedicated or single-mode use of distance learning methodologies. Finally, it recognised from the outset
the potential for and economic advantages of large-scale student enrolments. The UKOU’s example, at
least as regards the first and third of these characteristics, has been followed by at least 40 open
universities worldwide, 30 or more in developing countries (Perraton, 2007).
Parallel to the expansion of the open universities has been the rapid growth of the tradition established by
the university correspondence programmes mentioned above. These dual-mode programmes, in which the
same institution offers its courses both in traditional face-to-face mode and at-a-distance, have also spread
worldwide and in most cases have been significantly influenced by the methodological and technological
changes and the quality commitment. Such programmes, both in the industrialised world and the
developing countries, are often run with much smaller student enrolments, concentrating on a few
specialist qualifications. Despite this emphasis on low enrolment programmes of study, there is some
evidence that today, as more and more traditional universities introduce some distance learning
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programmes, dual-mode provision is outstripping single mode. Perraton estimates that currently ‘between
5 and 15% of university students in industrialised countries are likely to be studying at a distance; in
developing countries the figure is often between 10 and 20%’ (Perraton, 2007). If we add in the uses of
distance learning for post-secondary vocational, professional and technical education outside of
universities, the significance of the distance learning revolution in the last half-century becomes even
greater.

3. Distance learning in low and middle income countries
Both correspondence and distance education have long histories in low and middle income countries. Many
of the early political and civil service leaders of Africa and Asia acquired their higher education through
overseas correspondence colleges. By the late 1960s numerous indigenous correspondence institutions had
developed in Africa mainly operating at secondary school level (Kabwasa, 1973). The number grew rapidly
throughout the ‘70s. Examples include the National Correspondence Institute in Tanzania, the Botswana
Extension College, and Emlalatini Development Centre, Swaziland. In supplementing this early focus on
‘open schooling’, Schools Broadcasting Units were also established in many Commonwealth countries prior
to independence, under the influence of the BBC model.
At a tertiary level, many Indian universities set up correspondence departments in the 50s and 60s. In
Africa, the University of Lagos was established in 1962 with a commitment from the outset to offer degree
courses by correspondence (though these were not introduced till 1976). The University of Zambia was
established with similar goals in 1964. By 1970 the Universities of Dar es Salaam, Nairobi and Makerere all
had set up correspondence units and again this trend was replicated rapidly elsewhere in Africa in the ‘70s.
In terms of the establishment of single-mode institutions, the University of South Africa (UNISA) was
established as such in 1946. Pakistan was the earliest country to follow the Open University model, the
Allama Iqbal Open University, established in 1974, followed in India by the Indira Gandhi Open University in
1985.
The establishment of these Open Universities had a significant impact on the provision of distance learning
through dual-mode institutions, both at tertiary and pre-tertiary levels. This impact is exemplified in India,
for example, by the statutory role of IGNOU in quality control of all university correspondence/ distance
education units. In many other parts of the world, this influence can be seen through the consultancy roles
played by the Open Universities in establishing training and quality assurance mechanisms for ODL units in
other universities. Examples can be found in the UKOU’s work with the South African Institute for Distance
Education (SAIDE). At a pre-tertiary level, the expansion of distance learning in Africa and Asia can be seen
through the establishment and extension of the Open Schools or Open Colleges networks, often providing a
mixture of formal school curricula and vocational training for out- of-school children, youth and adults. As
examples of this, the National Open School of India was established in 1989 and in Africa, the Namibian
College of Open Learning (NAMCOL) in 1997 and the Botswana College of Distance and Open learning
(BOCODOL) in 1998.
An interesting feature of the development of open and distance learning in Africa and Asia is its use for
non-formal and adult basic education, a feature much less common in industrialised countries. As early as
1947 India followed the Canadian example of radio farm/ rural forums. This was a model also followed,
with adaptation, in many other African countries, utilising simple printed materials supported by regular
radio series, which were studied by groups of learners formed into organised radio study groups. The radio
rural forums in Ghana and Zambia and the radio study-group campaigns in Tanzania and Botswana are
examples of this, covering topics such as agriculture, health education and community development
(Dodds, 1972). Many programmes derived from these experiments survived at least into the 90s.
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4. Audiences for distance learning
In part due to its flexible and part-time scheduling of study, distance learning is well placed to facilitate
work-based learning. A significant proportion of distance learning students are adults seeking some
educational upgrading associated with their professional activities or career. Many distance learning
courses therefore need to have a direct or indirect vocational orientation (Raza, 2006). Sometimes such
courses are offered by universities, in other cases by polytechnics or technical or further education
colleges, and in others by specialised institutions of professional training, e.g. for accountants - the Institute
of Chartered Accountants England and Wales (ICAEW), or for bankers - the Bankers Training & Consulting
Company (BTCC).
Industrial and technical training by distance learning also figures prominently in a few countries such as
Australia and New Zealand and, in recent years, in the UK. However, partly because of the difficulty of
providing for hands-on technical and practical training components in such courses, they have figured much
less frequently in low and middle income countries. In many countries both in the industrialised world and
in low and middle income countries a high proportion of distance learning students are following teacher
education programmes. As Perraton has pointed out, both in Africa and elsewhere, these teacher
education programmes have proved the most robust and successful of distance learning’s achievements
(Perraton, 2007. p57-81).

3. Current international trends in distance learning
Current and emerging practice in distance learning is dominated by four major trends that are influencing
the way in which programmes are designed and delivered around the world.

 Information and Communications Technology
The first and most significant trend is the growing prominence of educational discourse surrounding the
application, effectiveness and ever-changing nature of information and communication technologies (ICT),
and the Internet in particular. If open and distance learning can be seen as a major innovation for tertiary
education in the late 20th century, online or web-enabled learning can be seen as the area of major
development in the early 21st century.
Universities and other institutions of tertiary education, whether they be dedicated distance learning
institutions, dual-mode institutions, or conventional campus-based face-to-face institutions, are
increasingly expected to have incorporated or to be incorporating computer-based study technologies into
their programmes of study in some form. The education sector as a whole is anticipating the need to come
to terms with the design, learning and access implications of such developments. Many tertiary institutions,
both in low and middle income countries and in more industrialised settings, are experimenting with online
delivery of teaching and learning activities and learner support for both campus-based students as well as
external students.
Within this, there are both opportunities and constraints implicit in on-line provision, in terms of access,
learning, curriculum development, teaching and teachers, programme development and costs. The
reported experience seems to bear out the same challenges and requirements everywhere:
‘Without doubt we are seeing systematic evolutionary changes in how we teach and learn, bringing
positive advantages to distance education if we are willing to invest in developmental and continual
improvements of effective application of ICT. Much hinges on that condition, as many who have
been frustrated and disappointed by their experience of on-line learning will know. Technology
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offers us a great expansion of the possibilities of communication. It is up to us to turn these
possibilities into reality…Some policy considerations are:
 The input of ICT goes wider than just the structure and presentation of courses - teacher
roles, course design, support systems, and the curriculum require development as a result
 Institutions require a framework within which strategic decisions about the use of ICT can
be made: institutional strategies for learning and teaching are one way of achieving this
 Staff using ICT need support to develop their skills on a continuing basis: access to
information and staff development must be provided
 Use of ICT for teaching must address issues of access to the technology constructively’
(Thorpe, 2005)

The implications of the above are that education institutions as a whole need to take into serious
consideration firstly, the means by which ICTs will be utilised as an effective part of the teaching and
learning process within programmes, and secondly, the means by which ICT-led practices will become
institutionalised in such a way as to ensure ongoing educational quality. Coupled with this is a need to
address any assumptions among educators about the levels of learner access to ICTs and the accompanying
facilities required to support their use. At an international level, and particularly for programmes and
audiences based in low and middle income countries, this issue is intensified and can apply to institutions
and education systems as well as to individual learners.

 Blended learning
The emergence of online and e-learning has led to a blurring of the distinctions between distance learning
and conventional campus-based teaching and learning. This trend was already being highlighted at the
Cambridge International Conference on Open and Distance Learning in 1999. Increasingly, the development
of programmes of study, whether for on-campus or off-campus students, are including online components.
The impact of this merging of teaching modes through technology is revealed in the possibilities for more
flexible patterns of study for students: if much of the delivery of their teaching is online or at least at-adistance, there are much greater possibilities for students to move between the various modes of distance,
blended and campus-based learning almost at will, sometimes studying at-a-distance and sometimes
studying on-campus. An example of institutional awareness of this merging, from the field of health worker
training, is reported in a paper from the University of Melbourne where the authors ‘closely examine how
information and communications technology is influencing the nature of the teaching and learning
transactions’ (Naidoo, 2004).
Decisions about the distinctiveness and separation of distance learning and on-campus enrolments and the
possibility of flexible movement by students between them, together with the impact of the introduction of
new ICT-based teaching and learning in on-campus courses, have very significant organisational and
institutional implications. King develops this argument further:
‘The application of ICT to conventional classroom teaching may create new teaching arrangements
that parallel many elements of distance delivery. This calls into question the need to maintain a
distinctive distance education operation. To put the argument simply, the impact of technologies
on the delivery of face-to-face education enables any educator to replicate many of the dimensions
of open and distance learning that previously required a specialist infrastructure…’
(King, 2006)
The re-examination in some institutions of the need for specialist distance learning units and institutions
would see distance learning specialisms being absorbed into the educational mainstream. As evidence of
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this, many distance learning health worker training courses are developed by institutions that are not
single-mode or specialists in distance learning. For example, the palliative health care training programme
developed at the University of Cape Town, South Africa (Gwyther and Rawlinson, 2007) and the online
travel medicine course developed by the London School of Hygiene and Tropical Medicine (Palacios, 2008)
might be included here. In cases where it is necessary, this is an issue that can be addressed through the
creation of inter-institutional consortia and collaborative partnerships. For further discussion of consortia
and partnerships in distance learning, see Annex 7.
However, there is a concern that, in moving distance learning towards the educational mainstream, the
specialist skills necessary for successful design and implementation of distance learning components will be
relegated within institutional systems, to the detriment of providers and learners using either. Thorpe
(Thorpe, 2005) highlights the fact that distance learning modes of study require, among other things, highly
specialist skills in materials design and development, tutorial skills, learner support, logistical and
administrative structures and so on. These elements of programme design are discussed further in Section
7 and Annex 6. Institutions with a specialism in distance learning, whether they be dedicated or dual-mode,
have usually developed the skills and training courses and facilities for passing them on, and it could be
argued that the absorption of such institutions into an educational mainstream will see the dilution of their
ability to do so. When such bodies are already dual-mode institutions, as in the case of the University of
Namibia, internal ODL expertise will already exist, which the specialist departments (e.g. medical and
health training departments) can and must call on to assist in the development and delivery of
programmes. However, in dual-mode institutions, distance educators can still struggle to get institutional
recognition and credibility, a fair share of resources, or management decisions that cater for the needs of
distance students in tandem with those of their face-to-face students (Dodds, 2005).

 Globalisation of educational provision
The growing internationalisation, or globalisation, of tertiary education, whereby programmes, courses and
accredited qualifications are available across national and continental boundaries, has been facilitated in
part by developments in ICT and the increasing availability of global information and near-synchronous
communications networks.
However, it should be noted that this has been a long-term educational goal since before the advent of the
Internet. The Expert Group, brought together in the mid 1980s by the Commonwealth Secretariat and
chaired by Lord Asa Briggs, whose report led to the establishment of the Commonwealth of Learning (COL),
saw as a long term aim:
‘that any learner anywhere in the Commonwealth should be able to study any distance education
programme available from any bona fide college or university within the Commonwealth’. (Briggs,
1987)
In 1988, when he had recently taken over as Chief Executive of COL, Dhanarajan predicted the inevitability
of this internationalisation of education:
‘The 21st century will witness, I am certain, the emergence of a number of pan-global open learning
systems…Partnerships of the 21st century cannot be about territorial preservation (cyberspace does
not recognise this) they will be about student volume and economics, learner choice and
autonomies, mobility of jobs and people, explosion of knowledge and technology.’ (Dhanarajan,
1988) quoted in (Harry, 1999)
As evidence of this emerging trend, in 1997, according to a survey conducted for a working paper prepared
for the Institute of Development Studies, Sussex, there were 125,000 overseas students taking courses,
many involving ODL, validated by Australian and UK universities (Benell 2002 quoted in Hawkridge, 2003).
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In the UK, the Commonwealth Scholarships Commission, reporting on their utilisation of distance learning
to assist in the training of health workers from low and middle income countries, stated that over the
course of seven years, they have awarded 1,300 scholarships to students from 31 countries to study health
at a distance through UK universities (Commonwealth Scholarships Commission, 2009).
 International partnerships for educational provision
The increasing globalisation of tertiary education is demonstrated not just by the direct provision of
learning from universities to students based around the world. It is also manifested in the increasing
frequency of partnerships in teaching and learning established between institutions based in different
countries. Often this arrangement works on a franchise basis, with one operating as the provider
institution, and the other as the recipient. The provider is able to make their existing resources available to
a new audience at no additional cost, while the recipients have recognised the potential to expand their
own course offerings without having to bear the costs of initial development. For example, the University of
Namibia, in buying an existing and largely relevant distance learning programme from UNISA in South
Africa, was able to introduce a degree in post-initial Nursing Science to meet an urgent domestic need for
trained medical staff several years earlier than it would been able to if it had had to develop its own
materials from scratch. While UNAM was committed to replacing these materials with its own within a
given number of years, the experience of offering the degree through the bought-in materials also gave the
Namibian staff very valuable experience as they began to develop their own (Dodds, 1999). For further
discussion on issues arising from international partnerships, see Annex 6.
 Issues arising from globalised learning provision
Current models for the international transfer of teaching and learning, whether from international
institutions to overseas students directly or through collaboration between provider and recipient
institutions, raise a number of issues for educators. While international programmes of education give
larger audiences access to high quality internationally recognised teaching and learning, this can be at the
loss of national autonomy, cultural diversity and local relevance (Hawkridge, 2003).
Among the issues that need to be considered and addressed by providers or education at the international
level include assessing the academic relevance of programme curriculum to a particular learner or
audience: whether a programme of study originally developed with an international or alternative domestic
audience in mind is relevant to the specific needs of the local learner. In such cases, in the awarding of final
qualifications, it might be asked whether there a need for recognition and/or accreditation by a local body
or institution.
In terms of the logistics of distance learning provision at the international level, the systems and
procedures for programme delivery need to be considered. This would cover such issues as components for
teaching and learning provision; materials delivery; tutor contact; assessment; student advisory services;
appropriate and accessible media and technology and so on. Such factors need to be taken into particular
consideration where programmes are provided to an international audience that includes learners in lowresource settings.
In partial response to these, issues of both academic and logistical appropriateness of international
programmes may be addressed through the establishment of collaborative arrangements with local or
domestic providers, institutions with the contextual and practical expertise to ensure either academic
relevance or provide localised support. However, such arrangements, where the structure or content of the
original programme of study is adapted to meet local needs, will also raise questions of quality assurance.
Efforts are being made to address such issues. At the Ministers of Education conference called by South
Africa under the auspices of the New Economic Partnership for African Development (NEPAD) in 2004, a
draft code of conduct for cross-border/ trans-national delivery of higher education programmes (African
Ministers of Education, 2004) was developed, calling for international/mutual agreement on:
 recognition of qualifications
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accreditation
entry requirements
curriculum
contractual arrangements
responsibility for quality

The development and implementation of such international protocol would go some way to assuring
students and institutions, particularly those in low and middle income countries, of quality international
distance learning provision.

 Continuing limitations in access and high per-unit costs
The fourth trend emerging from current models of distance learning provision around the world is perhaps
more sobering, after the optimism and enthusiasm for distance learning which prevailed in many circles
over the last forty years.
Firstly, recent reviews of distance learning’s achievements have suggested that the expected increase in
access to tertiary education through ODL has not been fully realised, thereby not enabling those
economies-of-scale that distance learning methodologies can bring. It could be inferred that this is a result
of the increased adoption of ICTs and other relatively high-end media in the delivery of education-at-adistance, thereby excluding those who cannot access to such resources for logistical or socio- economic
reasons.
Secondly, despite advances in communications technology, the successful student completion rates from
distance learning programmes remain relatively low in comparison with conventional face-to-face
programmes. The costs to the provider institute for producing a successful graduate, as opposed to the cost
per enrolment, are subsequently much less favourable (Perraton, 2007, Kember, 2007). Perraton gives an
example from Korea where the cost per successful graduate at-a-distance of the Korean Air and
Correspondence University at predicted completion rates would be $15,200 compared to a predicted cost
per successful conventional graduate of $13,253.
Such comparisons are hard to find and equally hard to calculate. They suggest, however, that distance
learning institutions and programmes need to be more discriminating in the selection and design of
courses, the choice of target audience and the implementation of delivery methods and learner support
mechanisms, both to ensure cost effectiveness and to improve learner completion rates.
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Annex 3: DL4H Case study Matrices
Provider (P) Codes

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.
22.
23.
24.
25.
26.
27.
28.
29.

AMREF: AMREF
Cardiff University : CU
CEDHA, Tanzania: CEDHA
CMC Vellore: CMC
Edinburgh University: Edin
FAIMER: FAIMER
IGNOU: IGNOU
Johns Hopkins Center for Clinical Global Health Education: JHC
Kings College London: KCL
London School of Hygiene and Tropical Medicine: LSHTM
Makerere University: MU
Management Sciences for Health: MSH
NCDE Tanzania: NCDE
NHRM, India: NHRM
Open University UK: OU
Open University of Sri Lanka: OU SL
Open University of Malaysia: OUM
Peoples’s-uni: PU
PROFAE / PROFAPS: PROFAE / PROFAPS
Public Health Resource Network, India: PHRN
University College London: UCL
University of Dundee: UoD
University of Ibadan, Nigeria: UoI
UiTM, Malaysia: UiTM
University of Manchester: Manc
UNISA: UNISA
University of Western Cape: UWC
University of West Indies: UWI
World Health Organisation: WHO
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Distance Learning for Health Matrices: 1
1

SCALE of ANNUAL ENROLMENT
5,000 +

CROSS BORDER REACH

International
with global
provision

Sub-national /
district

500 - 1000





 OU: HEAT

International
with provision
to selected
countries only
Regional crossborder
provision
National
Domestic

5,000 – 1,000
 JHC

100 – 500
PU: Cert/Dip Public Health
MSH: VLDP
LSHTM: MSc Public Health;
CU: MSc Palliative Medicine / Palliative
Care

 UoD: MSc Palliative Care

Up to 100
FAIMER: Medical Education
OU-FAIMER: Medical Education
UCL: MSc International Primary Health Care
LSHTM: MSc Epidemiology; MSc Public Health; MSc Infectious Diseases;
MSc Clinical Trials
 Edin: MSc Infec Diseases
 KCL: Dental Public Health
 Manc: Public Health





 UWC / WHO: Masters in Public Health

 UoI: MSc Biomed Ed
 UWI: MSc Family Medicine
 UWI: MSc Counselling
 PROFAE /
PROFAPS

 AMREF:
Nurse
upgrading

 NRHM: District Health
Mgt
 OUM: Masters Nursing
 IGNOU Pg Dip Hosp &
Health Mgt
 IGNOU: PG Dip MCH
 IGNOU: PG Cert NIC








CMC: PG Dip Family Medicine
PHRN: PG Dip District Health Mgt
UNISA: BA Health Sciences Education
UNISA: BA Nursing Science
IGNOU: BSc Ophthalmic Tech
IGNOU: PG Dip Clinical Cardiology

 CDEHA: District Health Mgt
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CMC: Fellowship HIV Medicine
MU: MA Public Health
UiTM: BA Medical Imaging
OU SL: BSc Nursing
OU SL: CMEs

 NCDE: Clinical Ass’t upgrading; Nurse upgrading

Distance Learning for Health Matrices: 2
PROVIDER INSTITUTE

2
University or Medical College

FUNDING & COST RECOVERY

International Agency (UN,
WHO etc)
International Donor
Agency (WB, EU etc)

International NGO

National NGO

National
Govt
Agency

 UWC / WHO: Masters in Public Health





 NCDE: Clinical Ass’t upgrading;
Nurse upgrading

CMC: Fellowship HIV Medicine
OU: HEAT
UoI: MSc Biomed Ed
MU: MA Public Health

 FAIMER: Medical
Education
 OU-FAIMER: Medical
Education
 MSH: VLDP

National Development
Agency (DFID, USAID,
CIDA, SIDA)

 CDEHA: District Health Mgt

 AMREF: Nurse upgrading

International NGO
National Government
Agency (MoH)

 JHC
 UiTM: BA Medical Imaging
 OUM: Masters Nursing

 PHRN: PG Dip District Health Mgt
 CEDHA: District Health Mgt
 NRHM: District Health Mgt

Student Fees
















 AMREF: Nurse upgrading

CMC: PG Dip Family Medicine
UCL: MSc International Primary Health Care
LSHTM: MSc Epidemiology; MSc Public Health; MSc Infectious Diseases; MSc Clinical Trials
CU: MSc Palliative Medicine / Palliative Care
UNISA: BA Health Sciences Education
UNISA: BA Nursing Science
Edin: MSc Infec Diseases
KCL: Dental Public Health
Manc: Public Health
OU SL: BSc Nursing
OU SL: CMEs
UWI: MSc Family Medicine
UWI: MSc Counselling
UoD: MSc Palliative Care
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 PROFAE /
PROFAPS

 IGNOU: all courses
 PU: Cert/Dip Public
Health

Voluntary provision
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Distance Learning for Health Matrices: 3
3

AUDIENCE by PROFESSIONAL COHORT

AREA of HEALTH STUDY

Nurses
Medicine

 IGNOU: PG Cert NIC

Medical
Services

 UoD: MSc Palliative Care

Nursing







Midwives
 IGNOU:
PG Cert
NIC

Generalist Medical Doctors
 CU: MSc Palliative Medicine






Specialist Medical
Doctors
 IGNOU: BSc
Ophthalmic Tech
 IGNOU PG Dip Clinical
Cardiology
 IGNOU: PG Dip MCH

Dentists

Health Service Managers

Other healthcare
professional

 OU: HEAT
 CU: MSc Palliative
Care
 UiTM: BA Medical
Imaging

JHC
OU SL: CMEs
UWI: MSc Counselling
UoD: MSc Palliative Care

AMREF: Nurse upgrading
NCDE: Nurse upgrading
PROFAE / PROFAPS
OU SL: BSc Nursing
OUM: Masters Nursing
 KCL:
Dental
Public
Health

Oral
Health &
Dental
Practice
Public
Health







LSHTM: MSc Public Health;
JHC
MU: MA Public Health
Manc: Public Health
LSHTM: MSc Epidemiology;

Clinical
Practice







CMC: Fellowship HIV Medicine
CMC: PG Dip Family Medicine
LSHTM: MSc Clinical Trials
JHC
UWI: MSc Family Medicine

 UWC / WHO: Masters in Public
Health

 PU: Cert/Dip Public
Health

 NCDE: Clinical Ass’t
upgrading;
 PROFAE / PROFAPS
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 LSHTM: MSc Infectious Diseases;
 JHC
 Edin: MSc Infec Diseases

Infectious
Diseases

Health
Service
Managem
ent and
Administr
ation

 UNISA: BA Nursing
Science

 UCL: MSc International Primary
Health Care
 JHC
 PHRN: PG Dip District Health
Management

 MSH: VLDP
 UCL: MSc International Primary
Health Care
 CDEHA: District Health Mgt
 PHRN: PG Dip District Health Mgt
 NRHM: District Health Mgt
 IGNOU Pg Dip Hosp & Health Mgt

Health
Education

 UNISA: BA Health
Sciences Education

 FAIMER: Medical Education
 OU-FAIMER: Medical Education

 UoI: MSc Biomed Ed
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Distance Learning for Health Matrices: 4

4

LEARNER SUPPORT MECHANISMS
DL with written
contact

MEDIA USAGE

Print
/Download
only

 NRHM: District
Health Mgt

Print /
Download
and/or CD
ROM

Print/CD
ROM plus
radio, TV,
recorded
media,
telecoms
Print/CD
ROM plus
online
learning via
VLE

DL with tutorial
feedback on TMAs

 CMC: PG Dip Family
Medicine

DL with email tutorial support / web-based
conferencing

DL with work-based support
(1)
(2)
(3)
(4)
(5)
(6)
(7)

Blended learning
DL + local learning group meetings
DL + local tutor group meetings
DL + Local one-to-one tutorials
DL + residential tutorial sessions
DL + residential courses
DL + international residential courses
DL + international tutor support

 CMC: Fellowship HIV Medicine
 UWC / WHO: Masters in Public Health

 PROFAE / PROFAPS
 PHRN: PG Dip District
Health Mgt
 IGNOU: PG Cert NIC








CMC: Fellowship HIV Medicine (5)
NCDE: Clinical Ass’t upgrading; Nurse upgrading (5)
PROFAE / PROFAPS (2)
PHRN: PG Dip District Health Mgt (4,5)
NRHM: District Health Mgt (2)
UWC / WHO: Masters in Public Health (2, 3, 6)

 AMREF: Nurse
upgrading
 UoI: MSc Biomed
Ed

 UNISA: BA Nursing Science
 MU: MA Public Health

 UNISA: BA Health Sciences
Education
 IGNOU: BSc Ophthalmic
Tech








AMREF: Nurse upgrading (4)
UoI: MSc Biomed Ed (1)
UNISA: BA Health Sciences Education (4)
UNISA: BA Nursing Science (2)
MU: MA Public Health (4)
OU SL: BSc Nursing (4)

 OU: HEAT

 UWI: MSc Counselling

 IGNOU Pg Dip Clinical
Cardiology
 IGNOU Pg Dip Hosp &
Health Mgt
 IGNOU: PG Dip MCH

 CMC: PG Dip Family Medicine (5)
 OU: HEAT (2)

 UoD: MSc Palliative
Care

 LSHTM: MSc Epidemiology; MSc Public
Health; MSc Infectious Diseases
 MSH: VLDP
 CDEHA: District Health Mgt
 OU-FAIMER: Medical Education
 Manc: Public Health
 OUM: Masters Nursing
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UoD: MSc Palliative Care (2)
MSH: VLDP (1)
CEDHA: District Health Mgt (2)
Manc: Public Health (6)
OUM: Masters Nursing (4)

Online
learning (VLE)










Online
learning
(VLE) plus
audio/video
teleconferenc
ing

 CU: MSc Palliative Medicine / Care
 JHC
 UWI: MSc Counselling

LSHTM: MSc Clinical Trials
FAIMER: Medical Education
UCL: MSc International Primary Health Care
UiTM: BA Medical Imaging
Edin: MSc Infec Diseases
OU SL: CMEs
PU: Cert/Dip Public Health
KCL: Dental Public Health

 UWI: MSc Family Medicine

 FAIMER: Medical Education (6)
 KCL: Dental Public Health (6)
 UWI: MSc Family Medicine (2,5)

 CU: MSc Palliative Medicine / Care (6, 7)
 UWI: MSc Counselling (2, 5)
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Distance Learning for Health Matrices: 5
5

PROGRAMME CONTENT

ASSESSMENT MODEL

Advanced clinical training in a specific area
Written
assignments and/or
dissertation

 LSHTM: MSc Epidemiology; MSc Public Health; MSc
Infectious Diseases; MSc Clinical Trials
 CU: MSc Palliative Medicine
 JHC
 MU: MA Public Health
 Edin: MSc Infec Diseases
 Manc: Public Health
 OU SL: BSc Nursing
 OU SL: CMEs
 OUM: Masters Nursing
 UoD: MSc Palliative Care

Written
examinations

 AMREF: Nurse upgrading
 KCL: Dental Public Health
 IGNOU: BSc Ophthalmic Tech










OU-FAIMER: Medical Education
UCL: MSc International Primary Health Care
UoI: MSc Biomed Ed
CU: MSc Palliative Care
JHC
UNISA: BA Nursing Science
UWC / WHO: Masters in Public Health
PU: Cert/Dip Public Health

 FAIMER: Medical Education
 UNISA: BA Health Sciences Education

Application of
knowledge: reports,
portfolio activities
Assessment of
practice and
performance:
observation of
professional
activities

Advanced non-clinical training in a specific area









CMC: PG Dip Family Medicine
CMC: Fellowship HIV Medicine
UWI: MSc Family Medicine
UWI: MSc Counselling
IGNOU: PG Dip Clinical Cardiology
IGNOU: PG Dip MCH
IGNOU: PG Cert NIC

 MSH: VLDP
 IGNOU: PG Dip Hosp & Health Mgt
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Practitioner skills and knowledge upgrading (in
clinical/non-clinical area)
NCDE: Clinical Ass’t upgrading; Nurse upgrading
OU: HEAT
PROFAE / PROFAPS
JHC
UiTM: BA Medical Imaging

 CDEHA: District Health Mgt
 PHRN: PG Dip District Health Mgt
 NRHM: District Health Mgt

Distance Learning for Health Matrices: 6
6

EVIDENCE of IMPACT
Evidence of Association with Health Policy and Strategy





Anecdotal

Inferred

QUALITY o EVIDENCE

Strong

Evidence of Impact on Health Worker Performance

Evidence of Impact on Wider Health Outcomes

 CMC: Fellowship HIV Medicine
 FAIMER: Medical Education

 CMC: Fellowship HIV Medicine
 FAIMER: Medical Education

 CMC: Fellowship HIV Medicine
 FAIMER: Medical Education
 LSHTM: MSc Epidemiology; MSc Public Health; MSc
Infectious Diseases; MSc Clinical Trials
 MU: MA Public Health
 OU: HEAT
 OUM: Masters Nursing
 OU SL: BSc Nursing
 OU SL: CMEs
 PU: Cert/Dip Public Health
 UCL: MSc International Primary Health Care
 UiTM: BA Medical Imaging
 UNISA: BA Nursing Science
 UNISA: BA Health Sciences Education
 PHRN: PG Dip District Health Mgt

 AMREF: Nurse upgrading
 UoI: MSc Biomed Ed
 MSH: VLDP

 AMREF: Nurse upgrading
 MSH: VLDP
































AMREF: Nurse upgrading
MSH: VLDP
PROFAE / PROFAPS
UWC / WHO: Masters in Public Health

CU: MSc Palliative Medicine/ Care
CDEHA: District Health Mgt
UoI: MSc Biomed Ed
IGNOU: PG Cert NIC
IGNOU: PG Dip MCH
IGNOU: PG Dip Hosp & Health Mgt
IGNOU: BSc Ophthalmic Tech
JHC
KCL: Dental Public Health
NCDE: Clinical Ass’t upgrading; Nurse upgrading
NRHM: District Health Mgt
OU-FAIMER: Medical Education
UoD: MSc Palliative Care

CU: MSc Palliative Medicine
Edin: MSc Infec Diseases
JHC
Manc: Public Health
OU-FAIMER: Medical Education
PROFAE / PROFAPS
UNISA: BA Nursing Science
UNISA: BA Health Sciences Education
UoD: MSc Palliative Care
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CU: MSc Palliative Medicine
CDEHA: District Health Mgt
MU: MA Public Health
OU-FAIMER: Medical Education
IGNOU: BSc Ophthalmic Tech
PROFAE / PROFAPS

None
Available








CMC: PG Dip Family Medicine
Edin: MSc Infec Diseases
IGNOU: PG Dip Clinical Cardiology
Manc: Public Health
UWI: MSc Counselling
UWI: MSc Family Medicine

























CDEHA: District Health Mgt
CMC: PG Dip Family Medicine
IGNOU: PG Cert NIC
IGNOU: PG Dip MCH
IGNOU: PG Dip Hosp & Health Mgt
IGNOU: PG Dip Clinical Cardiology
IGNOU: BSc Ophthalmic Tech
KCL: Dental Public Health
LSHTM: MSc Epidemiology; MSc Public Health; MSc Infectious
Diseases; MSc Clinical Trials
MU: MA Public Health
NCDE: Clinical Ass’t upgrading; Nurse upgrading
NRHM: District Health Mgt
OU: HEAT
OUM: Masters Nursing
OU SL: BSc Nursing
OU SL: CMEs
PHRN: PG Dip District Health Mgt
PU: Cert/Dip Public Health
UCL: MSc International Primary Health Care
UiTM: BA Medical Imaging
UWI: MSc Counselling
UWI: MSc Family Medicine
UWC / WHO: Masters in Public Health
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CMC: PG Dip Family Medicine
Edin: MSc Infec Diseases
UoI: MSc Biomed Ed
IGNOU: PG Cert NIC
IGNOU: PG Dip MCH
IGNOU: PG Dip Hosp & Health Mgt
IGNOU: PG Dip Clinical Cardiology
JHC
KCL: Dental Public Health
LSHTM: MSc Epidemiology; MSc Public Health; MSc
Infectious Diseases; MSc Clinical Trials
Manc: Public Health
NCDE: Clinical Ass’t upgrading; Nurse upgrading
NRHM: District Health Mgt
OU: HEAT
OUM: Masters Nursing
OU SL: BSc Nursing
OU SL: CMEs
PHRN: PG Dip District Health Mgt
PU: Cert/Dip Public Health
UCL: MSc International Primary Health Care
UiTM: BA Medical Imaging
UNISA: BA Nursing Science
UNISA: BA Health Sciences Education
UWI: MSc Counselling
UWI: MSc Family Medicine
UWC / WHO: Masters in Public Health
UoD: MSc Palliative Care

Annex 4: Distance learning theories and pedagogies
1. Introduction
The emergence of distinct pedagogies and learning theories associated with distance education have
developed in light of the unique educational circumstances facing distance learners – individual isolation,
reduced personal contact, limited or finite access to academic resources - and the contextual factors
motivating their engagement with distance learning as a mode of education – options for work-based study
and part-time study, improved access based on academic and financial factors. These have evolved in
keeping with the expanding range of options available for teaching and learning at a distance as a result of
developments in media and technology for knowledge-sharing and communications.
This section provides an introductory overview of the key theoretical approaches that have developed
around distance learning, and goes on to look in more detail at the pedagogic models that form the basis of
much instructional design in distance learning.

2. Theoretical approaches to distance learning
Theoretical approaches to distance learning were developed primarily as means of helping practitioners to
understand more deeply the processes being implemented through programme design and delivery. Their
role was to clarify these processes and to establish models for the design of distance learning that would, in
principle, improve overall quality of practice. In fulfilling these roles, the most significant distance learning
theories include the following.

2.1. Independent learning
Distance learning sees the learner placed outside of the classroom environment and in isolation from the
institutional setting of school or university. As such, it represents an opportunity to restore independence
to the student from the autocracy of the teacher. In the late 60s and early 70s, Charles Wedemeyer of the
University of Wisconsin, USA, argued that, as a self-directed learner, the individual distance learner has the
option to dictate when and where they will study, and to a certain extent what they will study, and how
they choose to do so.

2.2. The Guided Didactic Conversation
A key feature of approaches to the delivery of distance learning is the need to overcome or reduce the
sense of isolation felt by the learner. Borje Holmberg, one-time Director of Sweden’s oldest
correspondence institute, Hermods, stated that, in doing so, distance education must provide or seek to recreate the sense of direct personalised interaction between teacher and learner that is an important
feature of face-to-face education. He argued that this could be achieved through what he termed the
‘guided didactic conversation’ or ‘the tutorial-in-print’. In this he reflected the very name for
correspondence education in Swedish, ‘brevskolan’, or ‘schooling-through-letters’ (Holmberg, 1967).
This particular theory has had a significant impact on approaches to the design of distance learning
materials, and to the print-based representation of programmes of study to the learner. It continues to
dominate approaches to programme delivery using Internet or web-based mechanisms such as email,
discussion forums and virtual learning environments.
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2.3. An industrialised form of education
Otto Peters of the Fernuniversitat, Germany, characterised distance education as an industrialised form of
education (Peters, 1967). In the range of tasks associated with the design and delivery of a distance
learning programme, distance education adapts some of the features of contemporary industry. These
include: the institutional division of labour based on specialisation of skills – designers, writers,
administrators, tutors etc.; the use of technology; models of mass production; system-based approaches to
planning; and economies of scale.
This theoretical approach serves to highlight distance learning’s capacity to reach much larger numbers of
students than traditional education at acceptable costs, but also, the institutional systems and efficiencies
that are necessary to ensure that distance learning programmes provide acceptable levels of quality.

2.4. Later theories
As Garrison has pointed out, these early theorists highlighted three themes which have continued to
dominate the discourse of open and distance learning and e-learning. These are, firstly, the independence
or autonomy of the learner; secondly, the need for consistent and personalised communication between
learner and provider; and, thirdly, the ability to increase access to education dramatically (Garrison, 1993).
Later theories emerging from these themes include the following.
 The theory of Transactional Distance
The theory of Transactional Distance attempts to reconcile the potential conflict between the use of media
and technologies to enable to teaching and learning at a distance, and the need for consistent dialogue
between learner and provider. Michael Moore, Professor of Distance Education at the University of
Pennsylvania in the USA, developed this theory between 1977 and 1993. The reconciliation offered by
‘transactional distance’ is presented as a function of the structure of the programme as a whole – namely,
that programme design needs to explicitly include components that facilitate communication between the
learner, the tutor and the institute. As distance learning theory and instructional design has evolved, these
components may include the programme’s learner support mechanisms, the programme’s overall
administrative procedures, and finally the materials themselves. Moore also stresses the benefits of
promoting the autonomy of the learner through these structures (Moore, 1993).
 Distance learning for educational and social equity
Through the opportunities for increased access to education and educational provision at scale, distance
learning represents a significant contribution to the achievement of educational and social equity through
the provision of high-quality learning. Within this, though, Hilary Perraton, one time Director of the
National Extension College, the International Extension College and the International Research Foundation
for Open Learning, stressed the need for an effective balance between the application of technology and
media for programme delivery and the extent to which learners are able to utilise them (Perraton, 2007). In
certain cases, the use of face-to-face tutorials should be seen as providing a more appropriate opportunity
for personal communication between teachers and students. Such theories have had a particular impact on
the application of distance learning in a development context, and in the education of marginalised
communities.

3. Key current distance learning pedagogies in health worker training
3.1. Introduction
In order for distance learning to operate as a quality mode of educational delivery, it needs to provide the
136

full range of learning opportunities required by learners, including processes for the acquisition of
knowledge, skills and capabilities. Cognitive learning, i.e. knowledge with understanding, often hinges on
feedback between teacher and learner. Affective and behaviourist learning, i.e. the acquisition of revised
attitudes and behavior-patterns, traditionally requires intensive inter-personal communication and
personal reflection. The acquisition of psychomotor skills and practical capabilities can require on-the-spot
practice and supervision.

3.2. Andragogy
The theory of adult learning, as summarised by Milligan (1995), proposes that ‘facilitation of adult learning
can best be achieved through a student-centred approach that, in a developmental manner, enhances the
student’s self concept, promotes autonomy, self-direction and critical thinking, reflects on experience and
involves the learner in the diagnosis, planning, enaction and evaluation of their own learning needs’
(Milligan, 1995).
The fundamental tenets of andragogy as proposed by Knowles (1980) assume that learners are
independent, self-directed and already posses some experience. Andragogy also assumes that adults have a
readiness to learn prompted by performance needs, are task- or problem-centred in their approach to
learning and have complex internal motivations to learn including self-confidence, self-actualisation, and
self-esteem (Knowles, 1985 cited in (Milligan, 1997). Three further assumptions of andragogy proposed by
Zmeyov (Zmeyov, 1998) stated that the adult learners’ life context determined learning, the learner had a
leading role, and that the learner and teacher cooperated in all stages of learning including planning,
realisation, evaluation, and improvement of the learning process.
These assumptions necessitate changes in the traditional conceptualisation of the roles of learners and
teachers, as emphasised by Zmeyov (ibid.): ‘The learner in adult education is a self-directed, responsible
person, the principal performer. The teacher in adult education is primarily an expert in learning technology
and an organiser of the cooperative activities with the learner, secondly the co-author of individual
programmes of learning, the counsellor and tutor of the adult learner, the provider of favourable physical
and psychological conditions of learning, and finally the source of knowledge, skills and qualities’. The
theory of adult learning, as summarised by Milligan, proposes that ‘facilitation of adult learning can best be
achieved through a student-centred approach that, in a developmental manner, enhances the student’s
self concept, promotes autonomy, self-direction and critical thinking, reflects on experience and involves
the learner in the diagnosis, planning, enaction and evaluation of their own learning needs’ (Milligan,
1995).
The andragogic approach can be regarded as an effective mode of health worker training for performance
improvement and health systems strengthening, in that it fulfils the Kirkpatrick Model (see Section 4.3.) by
engaging health workers into a self-directed improvement of performance, based in part on individual
assessments of their professional environment and their individual competency requirements. In the
context of post-qualification health worker training, it contributes towards health systems strengthening by
encouraging learners to take into account, firstly, the context-specific needs of their professional and
working environment, and secondly, the broader range of ongoing capacity building activities for health
systems strengthening, of which their own training forms one element. As such, reflection on prior
professional experience and a familiarity with or awareness of the work environment play particularly
important roles in developing that important understanding of ‘the clinical and managerial realities of any
given health system’ (Davies et al., 2005).
As an extension of this last point, it is worth mentioning here ‘heutagogy’, a recent theory arising from
vocational training in Australia that builds on andragogic learning and transformational learning. It has been
theoretically discussed in the context of practice-based nursing education (Bhoyrub et al., 2010). In addition
to advocating for self-directed learning, it recognises the dynamic, complex and uncertain environments
that health workers are required to practice in (Ibid.). Hase and Kenyon (2007), in proposing the heutagogy
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conceptual framework, argue that learning often occurs outside the realm of structured formal learning
environments, and that practice based settings afford learning opportunities to translate competencies
into individual capabilities to perform (cited in Bhoyrub et al., 2010). In the context of health worker
training, this translates into cultivating in learners an alertness to the structures of the working
environment. In its turn, this facilitates a process of reflective engagement with the policies and strategies
that govern the health system, thereby contributing to a wider process of health systems strengthening
(World Health Organization, 2007), a form of political engagement identified by Perraton (Perraton, 2010)
as one of the basic criteria for successful programme implementation. Given that distance learning lends
itself particularly well to supporting practice-based learning, and the evidence in support of workplacebased training, the potential of heutagogical approaches for post-qualification programmes warrants
further exploration and research.
There appears to be a growing use of adult learning theories to inform the development of programmes,
particularly in high income countries. However, it can be generally observed that many post-qualification
training programmes in low and middle income countries do not use andragogical approaches, although
there are various exemplar case studies of adult learning theories applied successfully to the development
of post-qualification training programmes. It can also be observed that reflective learning (a feature of
andragogy) through the use of learning and professional portfolios is increasing.

3.3. Associative learning approaches
Associative learning is linked closely with performance enhancement and behaviour change. However, it is
less associated with the self-directed learning models advocated by andragogic approaches, and more with
the didactic modes of training that commonly occur in conventional face-to-face health worker training,
particularly in the acquisition of clinical and practitioner skills. Merrill’s instructional design model, based
on the behaviourist approach to teaching and learning, lists five principle components for the effective
change of behaviour: demonstration; application; task-centred instruction; activation of prior learning; and
the integration of new learning into the everyday world (Merrill, 2002). As such, it is designed specifically
for meeting the objectives of improvement to performance through behaviour change, and underlies the
principles behind health worker training components including hands-on and applied modalities (Zmeyov,
1998, van Lonkhuijzen et al., 2010), simulated and virtual learning, and work-based supervision and
feedback (Billay and Yonge, 2004, Kilminster and Jolly, 2000) (see Section 4.4.). Contact with the mentor or
clinical and academic supervisor is central to this process, particularly in provision of demonstration and
guidance of practice.
Therefore, such approaches commonly rely on a substantial component of face-to-face contact, most likely
based in the work environment. However, in contributing to this through distance learning and self-study
materials, various forms of assessment and self-assessment can also play a particularly important role in
enabling associative learning, as a means of encouraging learners to a) regard processes as action-in-stages,
and b) measure the correctness of their own responses at each of those stages. It is also possible to use
such associative tasks in a more reflective manner, as a means of helping learners measure their personal
progress and knowledge acquisition through diagnostic, formative and summative assessment tasks, and
also to critically reflect on their learning processes. This can take the form of in-text interactive questions,
multiple choice questions, and automatic text marking systems, an overall instructional design model based
on Holmberg’s principle of the Guided Didactic Conversation - the virtual or subliminal replication of
teacher-learner exchange and debate (Holmberg, 1967).

3.4. Cognitive learning approaches
Cognitive learning is linked closely with the formulation of new fields of knowledge, based on the learner’s
identification of individual and professional requirements. Within this, there are two key approaches that
are of value to post-qualification health worker training.
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 Constructivist learning
Constructivist learning is a pedagogic approach whose principles of ‘the self-directed learner’ are closely
associated with those seen for andragogy. However, unlike andragogy, it is concerned primarily with a selfdirected acquisition of knowledge according to professional or personal need, rather than the overarching
goal of development of necessary competencies. This distinction also sets it apart from the didactic modes
and practice-based orientation of associative learning.
In constructivist learning, Brooks and Brooks (1999) make assumptions that ‘knowledge is constructed,
multiple perspectives reflect the diversity of individually constructed world views, knowledge is dependent
on context, [and] learning is social and based on dialogue’ (cited in (Olmsted, 2010a). As with andragogy, a
process of reflection is key to the constructivist learning process. Olmsted proposes a conceptual
framework for distance learning in dental hygiene education and allied health disciplines that incorporates
the constructivist learning view. This emphasises the need for adult learners to have prior understanding of
the expectations of the distance learning community; facilitators to build a positive environment conducive
to learner participation and engagement; and strengthening the development of knowledge and skills
through sharing experiences and construction of meaning from experiences (Olmsted, 2010b). Bearing in
mind the expectations this approach has of the learner role, Olmsted (2010) argues that distance learning
may not be suited to all learners, particularly if they are not ‘self-directed, motivated and capable of setting
personal time and deadline priorities’ (ibid.). This is a point supported by Boynton (Boynton, 2010), in
observing the difficulties experienced with constructivist approaches by some international students on the
UCL M.Sc in International Public Heath, on the basis of their prior familiarity with didactic and lecture-based
approaches to education.
 The Learning Cycle
Based on constructivist and experiential-reflective learning theories, Kolb’s Learning Cycle (Kolb, 1984)
describes the knowledge-acquisition process as a four-stage cycle of: experience, reflection, abstraction
and experimentation. Like constructivist learning, this model is not designed to directly implement
professional behaviour change. Instead, it focuses on the application of new knowledge in a practical
setting. In terms of health worker training, each stage is required in order to promote a fuller
understanding of what is being learned and how it is applied, based on contextual needs and the work
environment. Within distance learning, the learning process is implemented by building these four stages
into the overall programme design. From an instructional design perspective, this emphasises the need to
stimulate learners and the learning process through a) the staging of the programme’s knowledge content
in the materials and b) the tasks for encouraging interaction with this content, including reflection of how it
might be applied in a professional setting. As with associative learning approaches, the role of feedback and
supervision (see Section 4.4.) is particularly crucial to the learning cycle, with tutors and mentors acting in a
facilitative role to encourage reflection and assist in maintaining the rigour of the staged approach. In the
context of health worker training, evidence indicates that this is primarily delivered through face-to-face
contact. However, it is feasible to replicate this through purely distance methods, drawing in particular on
Moore’s model of a Transactional Dialogue transferred through the materials and media (Moore, 1993.22).

3.5. Situative learning approaches
Within the context of work-based learning and learning for professional performance enhancement,
situative learning takes particular account of the role that professional interaction plays in the learning
process. For example, Wenger’s ‘Community of Practice’ is based on the following premise:
‘Communities of practice are groups of people who share a concern, a set of problems, or a passion
about a topic, and who deepen their understanding and knowledge of this area by interacting on an
ongoing basis… As they spend time together, they typically share information, insight, and advice.
They solve problems. They help each other… They think about common issues. They explore ideas
and act as sounding boards to each other…. they become informally bound by the value that they
find in learning together’.
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(Wenger, 2002)
Within the context of health worker training, the principles of situative learning underpin the various
mechanisms for interactive, interdisciplinary and clinically-integrated learning (see Section 4.4.), and as
such are seen as a key element in the learning process, particularly regarding applied knowledge and skills
and work-based performance enhancement. This model of collaborative learning can be utilised in a range
of settings of relevance to distance or blended learning modes, including: workplace-based teams of
learners and localised groups of peer learners (van Lonkhuijzen et al., 2010, O'Brien et al., 2001); workbased preceptorship and mentoring schemes (Billay and Yonge, 2004, Kilminster and Jolly, 2000); and
virtual cohorts of distance learners liaising with each other via near-synchronous use of ICTs. These modes
are used as means of contributing to skills development and performance enhancement, through practice,
application and interaction in a work-based setting; and also to knowledge construction and critical
thinking, through enabling forums for discussion and reflection with peers and colleagues. However, in
doing so, they rely on programmes having in place formalised procedures and opportunities for interaction,
collaboration and exchange between learners, monitored and coordinated by tutors and mentors.

4. Pedagogies in application
The ability of distance learning to provide the range of learning opportunities outlined above in the design
and structuring of various elements of a distance learning programme. These include: the learning
materials and resources; the various learning activities, including study tasks, assignments and
assessments; the learner support mechanisms in place, including face-to-face and work-based components;
and the use of various media and technology.
These elements and approaches can be grouped into the three major categories of learning theory:




Associative (learning through structured activity-based tasks)
Cognitive (learning through understanding)
Situative (learning as a social practice) (Conole, 2010a) after Mayes and de Freitas 2004)

These categories can be further defined in terms of the various teaching and learning approaches they
represent, and the theoreticians with which they are associated. We can also outline the educational
characteristics of each group of models and, in context of distance learning, translate them into a series of
educational components and illustrative activities (see Annex Table i).
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Annex Table i: Pedagogic frameworks and models (Adapted from Conole (2010) 'Review of pedagogical models and their use in e-learning' Open University)
Category

Teaching and Learning
Approaches
 Behaviourism;
 Instructional design;
 Didactic learning;

Associated theories and
frameworks
 Merrill’s instructional design
principles;
 General models of direct instruction;

Educational Characteristics

Application in distance learning

 Learning as behaviour modification,
via stimulus-and-response models
pairs;
 Learning through association and
reinforcement;
 Controlled and adaptive learner
response with observable outcomes;

 Content presented as action-in-stages;
 Self-assessment activities;
 Content and learner activities linked directly to
assessment and feedback;

Cognitive









 Kolb’s learning cycle;
 Laurillard’s Conversational
Framework;
 Community of Inquiry framework;
 Jonassen’s Constructivist model;
 N-Quire model;

 Learning as the transformation of
experience into knowledge, skill,
attitudes, and values;
 Learning as transformation and
creation of own internal learning
processes;
 Task-orientated, self-directed
activities;
 Language and discussion as a tool for
joint construction of knowledge;

 A personalised approach to learning;
 Activities drawing on learner experience;
 Learner application of and reflection on new
knowledge;
 Academic support systems that guide users;
 Access to optional resources and expertise;
 Asynchronous and synchronous interaction for
richer forms of dialogue and exchange;

Situative

 Cognitive
apprenticeship;
 Case-based learning;
 Scenario-based learning;
 Collaborative learning;
 Social constructionism;






 Learning as social participation;
 Learning as a collaborative creation of
knowledge;
 Take social interactions into account;
 Learning placed within a wider sociocultural context of rules and
community;

 Emphasis on social learning, communication and
collaboration;
 Shared knowledge banks and resources;
 Access to expertise as moderator;
 Programme adaptation in response to learner
discussion and feedback;
 Formation and/or enhancement of communities
of practice;

Associative

Constructivism;
Constructionism;
Reflective learning;
Problem-based learning;
Inquiry learning;
Dialogic learning;
Experiential learning;

Activity Theory;
Wenger’s Community of Practice;
Connectivism;
Salmon’s 5-stage e-moderating
model;
 Preece’s framework for online
community;
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At the base of this range of learning components and approaches is, firstly, Holmberg’s principle
of the Guided Didactic Conversation - the virtual or subliminal replication of teacher-learner
exchange and debate, and secondly, Moore’s model of a Transactional Dialogue transferred
through the materials and media, combined with a reflective and self-directed approach to
learning (Moore, 1993.22).
Given this, in moving between the theories and activities associated with this range of teaching
and learning approaches, there are clearly areas of overlap. For example, in many contexts
associated with professional skills development at a distance, the use of problem-based learning
approaches (listed under Cognitive) is closely associated with installing set behaviours of
practice (an learning objective featured under Associative). For example, for health training,
problem-based learning activities are often linked with the stage-by-stage procedures of
diagnosis and medical treatment. Similarly, the reflective learning activities associated with
Cognitive development often call on learners to review and analyse their work-based attitudes
or practices, with an end objective of improving or enhancing professional behaviour patterns.
Within the context of distance or blended learning, the use of experiential and dialogic
approaches highlighted under Cognitive will often rely on work-based systems or peer-to-peer
modes for the exchange and comparison of knowledge, thereby clearly associating them with
the social and collaborative models emphasised under Situative learning.
As a final point, it is also worth noting that many of the theories and frameworks for pedagogic
practice, particularly in the field of Situative learning, have been developed out of the new
possibilities for dialogue and collaboration at a distance made available through recent
advances in communications technology. However, in a move that continues to reflect the
concerns of Holmberg of replicating the classroom experience over distances of geography and
time, programme designers continue to explore how the components of learning exchange
facilitated by e-learning can be replicated in contexts where internet and web-based media is
not available.
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Annex 5: Considering learner needs in distance learning for
health workers
1. Introduction
The literature shows the wide-range of target audiences for distance learning programmes for
health workers, both in industrialised and low income countries. The examples include
practising doctors and general practitioners in rural areas; primary healthcare workers; nurses;
laboratory technicians; ophthalmologists; radiologists; doctors and physicians taking specialised
training in, for example, palliative medicine and improving HIV clinical care (Davies et al., 2005,
Dawson, 2005, Greenhalgh et al., 2007, Rochester and Pradel, 2008, Srivastava, 2008, Zachariah,
2004). This range is also supported by the examples drawn from the case studies.
There are certain obvious implications to this variety of audiences: there are clear differences in
educational background between physicians, surgeons and highly qualified doctors on the one
hand and nurses and laboratory technicians on the other. The design of courses needs to take
the differences in existing knowledge and educational skills into account. There may also be
differences, certainly in low income countries, between their respective access to and familiarity
with online learning resources and media. The choice of media for course delivery needs to
recognise this. Thirdly, there is likely to be differences in the nature of the practical learning and
necessary supervision which need to be provided for between these categories.
This Annex provides a brief overview of the range of factors that can contribute to the learner
profile and the target audience, based on their professional, personal and academic
backgrounds and circumstances. It then summarises the implications these factors hold for
programme delivery, and the way in which these might be taken into consideration as part of
the programme design process.

2. Factors contributing to the audience profile
As we have seen above, students of distance learning can be extremely varied. The major
audience variables include: age, previous education and training, place of work/ employment
status, geographical location and access to media, technology and other resources related to the
programme. This can be intensified in the case of programmes for health workers, and
particularly those programmes that are provided to a global audience. Audiences vary from
those in highly industrialised and urbanised countries to those in remote rural areas of low
income countries. In such contexts, the content and design of each programme must take these
differences into account in terms of:
 Prior learning and knowledge:
A paper on in-service training for Community Health Nurses in the Gambia draws attention to
the low level of initial training and education of such workers in many low-income countries:
‘CHNs form the front line of primary health care work in the Gambian public health
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system. They undertake two years’ training at the Community Health Nursing School
and are then posted to village health circuits and health facilities across six divisions. The
role of CHNs is essentially health promotion, although they also undertake basic clinical
duties and supervise traditional birth attendants and village health workers. They are
involved in disease reporting, research and intervention measures. This diverse role
means that CHNs are often overloaded in an already overstretched health service’.
(Dawson, 2005)
At the most basic level, this would include taking into account the language levels of the
audience, and their familiarity with common educational lingua franca.
 Health environment
The implications of the health environment in which the learner is operating can be drawn out
from the health issues highlighted in a paper on ‘Challenges and issues in health professions
education in Africa’:
‘In Nigeria, the most populous country in Africa, infant mortality is 101/1000 live births,
and 29% of children under five years old are underweight (World Health Organisation
2007). Only 28% of rural and 53% of urban residents in sub-Saharan Africa have access
to adequate sanitation systems. These are below the figures for Northern Africa and
Latin America (53% rural and 90% urban), and well below those for developed countries,
where it approaches 100%.’ (Burdick, 2007)
Clearly, an awareness of such factors in the local context enables programme designers to
distinguish the priorities for health systems strengthening and required health worker
competencies.
 Access to media and technology
As reported from Uganda, even at MSc level for practising doctors:
‘There is also need to put in place the necessary e-learning infrastructure… Access to the
Internet in homes hardly exists in the Ugandan context. Ayoo (2003)notes that Internet
subscribers pay an average of US65$ per month in service fees in addition to a
telephone usage charge for the time one is online…Moreover, they have to access
internet only at their work place and this aggravates the matter’ (Bbuye, 2008)
Access to such media and technologies is a key factor for distance learning delivery in particular.
 Provision of facilities for practical experience and its supervision
In the case of the University of Namibia B.N.Sc. programme, both students and tutors identified
that normal levels of provision of tutorial support and guidance, as provided to students of
other subjects, was inadequate for the practical aspects of this programme of training for
nurses, especially in the more remote centres of Namibia. In terms of available support staff,
there were qualified tutors in only two of the University’s nine external centres. The distances of
travel, plus the short duration of the twice-annual study vacations, meant that that the face-toface support was not easily accessible to all students.
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In response, discussion took place about appointing mentors from among local nurses who
already had advanced qualifications and local doctors. Efforts were also made to put in place
audio- and video-conferencing facilities to fill the gaps in face-to-face tutoring and mentoring.
Such measures were seen as difficult to implement in Namibia, a country of a very widely and
thinly-spread population than they would have been in an intensely populated high-income
country (Handa, 2001).

3. The Learner Profile: factors to consider in programme design and
delivery
Building on the issues highlighted by the examples above, this sub-section provides a summary
of the various contextual factors that will influence the ability of the audience to engage with
and participate in a particular distance learning programme. They are grouped into a range of
information sets related to the learner group that programme designers need to take into
consideration if they are to ensure that the programme content and delivery mechanisms will
be appropriate for the needs of the learner. These include the following.

3.1.

Professional context

The first of these information sets can be termed the professional context from which the
audience are drawn. Consideration of the learners’ professional context might include
recognising the range and depth of professional experience they bring to the learning process;
their current roles and responsibilities; their place within the defined structure of an existing
health system; the enhancement of staff roles and systemic functions that the training is
endeavouring to address; and finally, the extent to which their daily professional activities might
inform or be utilized by their ongoing studies.
As an example of how this might work in practice, in developing their Masters in Public Health
for Nurses, the University of The Western Cape understood that, as experienced professionals,
much of their audience required a qualification that provided in-depth coverage of public health
topics without expecting them to undertake an extensive research project. To this end, the
Postgraduate Diploma in Public Health was developed. This provided learners with the option of
a qualification that gave some level of specialisation in one of six public health streams, to be
selected in accordance with their professional needs. These included inter alia human resources
management, health promotion, health management, health information systems and nutrition
management (Alexander et al., 2009).
Further to this, in considering the professional context at the macro-level rather than the
individual level, and particularly in relation to the cross-border models of teaching and learning
that DL4H programmes can enable, it is important that programme development bears in mind
the challenges that can arise when sharing educational content across nations. Medicine is
practiced within ‘very different systems and cultural contexts’ (Llambi et al., 2008), requiring an
awareness of and sensitivity to differences in systems, personnel, resources, funding, and
academic learning approaches. For each provider and recipient institution, a clear picture of
these differences needs to be accommodated within the planning, development, dissemination,
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and evaluation processes (ibid. p80).

3.2.

Academic context

The second factor that programme design might take in to consideration can be termed the
academic context. This refers to the academic setting from which the audience come and under
which they will be studying, and might include such elements as their prior qualifications, their
familiarity with academic study, and their prior experience and expectations of the teaching and
learning process.
These latter elements are particularly important in the case where learners are only familiar
with conventional face-to-face study and have little or no experience of self-regulated or
distance learning. An awareness of this background will assist in informing the models of
academic and administrative support included within the programme design.
For example, referring again to the University of the Western Cape’s Masters in Public Health for
Nurses, in addition to their professional experience, many potential learners would have already
studied a four-year professional qualification in nursing, while others may be approaching the
Masters as their first experience of higher learning. In addition, despite a range of prior
professional experience among learners, the clinical nature of any prior qualifications also had
to be considered.
In recognising the differing demands of students' prior qualifications, the University put in place
pedagogical support strategies to equip students with the academic competences required for
the programme. In order to address the clinical nature of many learners’ prior study, the
programme included pedagogical support elements that emphasised that more sociological
orientation of public health. To address the differing levels of academic experience and ability
among learners, the programme included a substantial academic skills component embedded
within the learning materials; academic development sessions held during the programme’s
face-to-face sessions; and finally, a written handbook aimed at developing study planning
capabilities, time management skills and academic reading and discourse abilities. In addition to
providing these design interventions, prior to enrolment, the programme utilised more stringent
candidate selection measures, such as the assessment of applicants' writing and reading skills,
and as a supplementary measure, the University’s Postgraduate Enrolment and Throughput
Programme (PET) provided writing coaches for any students working on mini-theses, a system
that has been seen to be ‘effective even at a distance’ (Alexander et al., 2009 p5).

3.3.

Personal context

The third factor that programme design might take into consideration is that of personal
context. This is not unique to DL4H, and is commonly applied to programme design for distance
learning across all disciplines. It refers to the range of personal and domestic factors within a
learners’ life that may impact on their studies. These include such elements as family
commitments, work commitments, living arrangements, living and working location, proximity
to teaching and learning facilities and so on.
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In the context of health, the changing lifestyles of health workers can limit participation. In
many settings, an increasingly large proportion of the medical workforce is female, and they
often bear the majority of family and domestic commitments (Davies et al., 2005). Medics in
particular can have a range of work commitments, such as on-call shifts, that can make routines
of study difficult to establish (ibid. p278). In short, these are all elements that can influence the
amount of time that learners will be able to routinely commit to their studies on a daily and
weekly basis. They are also factors that can influence the extent to which they may fall behind in
their studies and the likelihood of their dropping out from any given programme. This is
supported by findings on the University of the Western Cape’s Masters in Public Health for
Nursing, where factors such as competition from family and workplace commitments are seen
to have affected SOPH students (Alexander et al., 2009 p7).

3.4.

Logistical context

A final factor that is particularly important to consider this the logistical context in which the
learners are living and working. As illustrated by the example of the University of Namibia B.N.Sc
programme, learners may be placed in remote or isolated rural settings, or in settings where
they are at some significant distance from the provider institution. This has particular
implications for the ways in which they are to access the various mechanisms for learner
support, including tutorials, face-to-face sessions, and supplementary resources. Clearly, in such
cases, the locality of regional support networks are a crucial factor to consider.
Similarly, becoming increasingly relevant in the context of distance learning provision is the
extent to which learners are able to easily access ICTs, which are now commonly used both to
enable communications and interaction between tutors and learners, and also to deliver
materials.
Davies et al (2005) mention the use of email for communications and submission of assignments
as one of the general principles of practice to apply in the use of distance learning for the
training of health workers (p279). However, they were talking in the context of UK-based
training for NHS staff. In the context of training for health workers based in low- and middleincome countries, while such a model of practice is certainly desirable as an option, substantial
consideration is needed to ascertain whether it is workable given local circumstances.
It is critical that modern technology-based tools for learning are assessed and utilised as
appropriate for specific situations of each country, and that planning takes account of
anticipated developments in communications technology. For example, as the World Health
Organisation points out, while new technologies offer almost unlimited opportunities for access
to knowledge and learning materials in isolation, enhanced interaction and communications,
and the strengthening of language and learning skills among health workers, new technology
‘cannot correct systemic deficiencies, such as problematic telecommunications infrastructures,
insufficient teacher expertise in interactive and alternative teaching-learning methods, or
inadequate management structures to support and evaluate health worker performance’
(World Health Organisation, 2001).
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Annex 6: Programme design and delivery models in
distance learning
This Annex will present a summary introduction to the key programme design and delivery
models commonly applied in the design of programmes of distance learning.

1. Basic programme design models in distance learning
The most basic models of overall programme design in distance learning include the following:

1.1. Pure distance learning
Purely distance learning programmes are those where all study involves learners working in
physical isolation, without any face-to-face inputs. Most traditional correspondence
programmes and many international or cross-border programmes follow this pattern, and
would traditionally have relied on print-based submissions and responses to facilitate learnertutor exchanges
However, recent developments in ICT make it increasingly feasible for the physically-distant
learner to engage in frequent and personalised dialogue with tutors and peers, in some cases
even involving virtual ‘face-to-face’ contact.

1.2. Distance learning with optional face-to-face contact
This approach is exemplified by programmes where learners complete their studies at a distance
with occasional, often non-compulsory, face-to-face components such as seminars, peer study
sessions or field visits. For example, the UK Open University operates this model for many of its
domestic courses.

1.3. Blended learning
Blended learning programmes are those where, in addition to self-study, there is a significant
element of compulsory face-to-face contact at various points throughout the programme. This
might include regular regional tutorial classes, peer group study sessions, on-campus residential
sessions, or work-based learning inputs. This model is commonly used by many teacher
education programmes, especially those for new or untrained teachers such as those previously
run in Zimbabwe (ZINTEC) (Bassopo-Moyo, 1995, Chivore, 1986) or the NITEP project in
Northern Uganda (Dodds, 1997).

1.4. Mixed-mode learning
Mixed-mode programmes are those which take a fully-integrated blended approach, with a fully
mixed mode of distance and face-to-face study is followed. Here, learners are expected to
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combine substantial distance learning or self-study components with significant periods of oncampus learning. Traditionally used in programmes of study that involved large ‘work
placement’ or field-based study components, this is an increasingly popular model with
conventional universities with high media resources.
One of the earliest and most successful mixed-mode universities in a low income region is been
the University of the South Pacific (USP). Since the 1960s, on a module-by-module basis, USP
students based on the region’s 12 island nations have been able to combine study at a distance
with residential on-campus courses (Matthewson, 1999).
Increasingly, programmes of learning provided through open and distance learning and
conventional education are starting to move between these basic models. There is evidence of a
merger between distance learning with mainstream campus-based tertiary education, or at
least the blurring of the distinctions between them (King, 2006). The possibilities this offers for
more flexible study patterns for students and the possibility of flexible movement by students
between campus and distance modes have significant organisational and institutional
implications.
However, in all cases, the models of delivery outlined above rely on a relatively finite range of
components for the input of teaching and learning and programme delivery.

2. A summary of programme delivery components for distance
learning
The structural design of distance learning programmes has been described as ‘a three-legged
stool’ (Dodds, 2005) consisting of three main elements:
 Learning materials
 Learner support mechanisms
 Administrative mechanisms
Annex Figure i: The Three-Legged Stool

The Structure of Distance
Learning

Learning materials

Student support
Administration

A

THREE - LEGGED
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STOOL

In designing a programme of distance learning, these three elements must each be in place and
must be adequately balanced according to the needs of the audience and the provider
institution. Each element can be represented by a number of different programme delivery
components, such as study materials and learning resources, modes of tutor and peer contact,
and various forms of assessment.
Dependent on the manner in which they are designed, each component may play single or
multiple functions in assisting the learner and supporting the teaching and learning process. For
example, the various forms of contact between tutor and learner may be designed to serve as
both didactic and reflective tools for a) knowledge and skills transfer to assist with the
presentation of content to learners; b) academic co-ordination and guidance to assist with the
self-directed process of learning at a distance; c) pastoral contact and motivation, as a means to
reduce learner isolation (Merrill, 2002, Laurillard, 2002). Similarly, various forms of assessment
can be used in a reflective or constructivist mode to a) assist the learner in measuring their
academic progress; and b) provide study guidance and pastoral contact (Laurillard, 2002) (Kolb,
1984).
From a programme design perspective, the forms that these components might take in any
particular programme will depend on several variables, including programme content and
learning objectives, institutional resources, learning environment, educational infrastructure,
the possibilities for practical learning inputs and work-based supervision, and so on. The
management of these components for a dispersed body of students studying at a distance can
present significant logistical problems, which is one of the reasons that distance learning
administrative systems should be as specialised as the systems for teaching and learning.
The range of components that might be included as part of a distance learning programme, and
the intertwining roles that each component plays in contributing to the achievement of
programme objectives, can be summarised below.
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Annex Table ii: Programme design and delivery components

Category

Optional Components

Learning Materials








Learner Support
Mechanisms

Distance support:
 Written tutorial support;
 Individual e-mail / telephone
 Web-based support networks

 Formative study guidance
 Dialogue and knowledge exchange
 Pastoral contact and guidance

Face-to-face support:
 Tutorial meetings
 Peer study groups
 Work-based mentoring
 Residential Sessions

 Presentation of subject content –
didactic learning; reflective learning
 Formative study guidance
 Dialogue and knowledge exchange
 Situative learning tasks
 Pastoral contact and guidance

Assessment mechanisms:
 Self-assessment activities
 Tutor-Marked Assignments
 Projects & Study Portfolios
 Written Examinations
 Practical Observation















 Provision of programme content and
programme of study
 Provision of study guidelines
 Formative and summative guidance
 Technical support
 Pastoral contact

Administrative
Mechanisms

Self-study materials
Workbooks
Study guides
Set Readers
Set Texts
Supplementary materials and libraries

Registration;
Materials distribution;
Assessment collection and distribution;
Record-keeping;
Technical support for tutors and learners
Quality Assurance
Regional or international support networks

Function for teaching and learning
processes at a distance
 Presentation of subject content
 Presentation of programme of study
 Self-assessment activities
 Reflective learning activities
 Constructivist learning tasks

Self-assessment
Continuous and summative assessment
Reflective learning tasks
Constructivist learning tasks
Situative learning tasks

Dependent on the manner in which they are designed and utilised, each component may play
single or multiple functions in assisting the learner and supporting the teaching and learning
process. For example, the various forms of contact between tutor and learner may be designed
to serve as both didactic and reflective tools for a) knowledge and skills transfer to assist with
the presentation of content to learners; b) academic co-ordination and guidance to assist with
the self-directed process of learning at a distance; c) pastoral contact and motivation, as a
means to reduce learner isolation (Merrill 2002; Laurillard 2002). Similarly, various forms of
assessment can be used in a reflective or constructivist mode to a) assist the learner in
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measuring their academic progress; and b) provide study guidance and pastoral contact
(Laurillard 2002; Kolb 1984).
The extent to which each of these groups of components are able to provide the functional
inputs is determined by a number of design factors, which are outlined below.

3. Programme design for learner support
Learner support in distance learning has many elements, including pre-enrolment counselling,
administrative support, continuing mid-course counselling, tutorial support, library and learning
resource provision, and possibly career and post-course guidance (Simpson, 2000). Strictly
speaking, the design principles behind the learning materials themselves cause them to be
framed as a mode of learner support (Grant, 2009). Learner support should include support for
different kinds of learning. Tate in (Gaskell, 2009) states that learner support covers three main
functions:
‘1. Cognitive support: supporting and developing learning through the mediation of the
standard and uniform elements of course materials and learning resources for individual
students;
2. Affective support: providing an environment which supports students, creates
commitment, and enhances self-esteem;
3. Systemic support: establishing administrative processes and information
management systems which are effective, transparent and overall student-friendly.’
Traditionally much of this support has been provided by correspondence mechanisms such as
tutor-marked assignments and study guidance, or through occasional face-to-face sessions with
tutors and counsellors. The highly personalised postal tutorial services of the NEC, of the UKOU
and of the UNAM/CES courses are examples of the former, and their summer schools, vacation
courses and regular local tutorials are examples of the latter. As a result, many institutions with
distance learning programmes see the need to establish networks of regional support and local
study centres to provide support directly to the student.
Increasingly, however, where learners have access to emerging ICTs, the enlarged possibilities of
regular, personal and individualised support through such technologies are being recognised.
Many see this as perhaps the greatest contribution the new technologies can make to successful
distance learning (Brindley, 2004).
These modes of support apply to post-qualification training for health workers, as for other
audiences. In discussing distance learning for medical students, Grant (2009) says of learner
support:
‘Students need to know how well they are progressing and understanding. So, feedback
on learning is an essential component of distance learning courses, as it is for all
learning. This is achieved in a number of ways… Feedback to the student is offered in:
 in-text activities
 tutor-marked assignments
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tutorials
student groups
online support
assessments’

However, to the range of teaching and learning components on offer, in the case of health
workers, additional input is often provided in the form of clinical attachments. Grant highlights
the means by which these too can be coordinated through distance-based support:
‘All clinical attachments everywhere can be supported by distance learning methods.
This might involve:
 a central distance learning workbook with supporting materials;
 a paper or computer-based curriculum map of content to be covered;
 an analytical and reflective portfolio submitted online to a mentor or peer
group for comment;
 structured preparatory and reflective exercises and projects linked to
clinical experience;
 formative assessments;
 ongoing clinical assessments with feedback linked to the curriculum map;
 quality control of the clinical attachment by local clinical tutors or
supervisors, to include support to teachers.’ (Grant 2009)
Accommodating the range of approaches to learner support through the various mechanisms on
offer is facilitated through the design process for each element. While this review does not
propose to discuss these processes in detail, a brief overview of the various approaches to each
learner support mechanism is provided below.
 Learning Materials
Distance learning materials may be designed to function in several ways. For example, the SelfStudy model presents distance learning materials as modules of study that provide all necessary
programme content in a self-contained unit. Another model is the Workbook, which provides
the learner with a series of study tasks, often to be undertaken in a particular professional
context, or with reference to supplementary materials such as set texts and readers. The Study
Guide draws on a similar task-based model, but is more open-ended. It operates primarily as a
guide to help learners engage with and reflect on fields of knowledge, or to help them analyse
and identify their own learning needs and address them accordingly.
In addition to providing learners with a functional overview of the programme of study, and
with appropriate design, Learning Materials contribute to facilitating the processes involved in
the construction and application of new forms of knowledge. Utilising the cognitive and
constructivist approaches outlined in Annex 4, self-study materials engage learners in a process
of critical reflection that includes reflecting on and responding to key theoretical content,
identifying their own professional practices and competency needs, and engaging in an analysis
of their work environment.
With appropriate design and the use of in-text activities and assignments, and occasionally with
access to supplementary materials, materials can encourage a reflective or constructivist model
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of learning. The principles that underpin the design of materials draw on Holmberg’s theory of
the Guided Didactic Conversation (Holmberg, 1967), and the replication of the teacher-learner
dialogue through print mechanisms. However, any range of supplementary resources may
involve careful selection and utilization, and the means for providing them to learners can prove
costly.
 Learner support at a distance
The mechanisms outlined for learner support at a distance can assist the learner by providing
partially responsive guidance and commentary on the individual learning process, and by
providing those elements of personal contact and pastoral support that are important for
maintaining learner engagement. With appropriate web-based facilities such as email and
discussion forums, it is possible to provide modes of learning that involve interaction and
knowledge-sharing with tutors and peers, modes associated with reflective and situative
learning approaches.
 Learner support through face-to-face contact
The various components associated with face-to-face support may be designed to fulfil a variety
of teaching and learning functions. The role of the tutorial and the residential session within the
overall programme may be seen as didactic, facilitative, or pastoral - a means of either passing
on specific knowledge, responding to or guiding the individual learning process, or providing a
forum where learners can discuss in some detail their academic or non-academic concerns.
The function of peer study groups is determined in part by the formality of the role they play
within the programme. Peer groups may have a highly formal role, as demonstrated by teambased tasks and assessment activities, modes associated with a highly situative learning
approach. Alternatively, peer groups may be regarded as a less formal means of encouraging
learner dialogue, knowledge exchange and pastoral support, with little functional guidance or
input from the programme itself.
In terms of work-based support and mentoring, there is evidence that the most successful
distance learning courses are those where students can see direct links between the course and
their own professional or vocational upgrading (Raza, 2006). This is at least one reason why
teacher upgrading courses and management training courses seem to have been among the
most successful areas of distance learning. In this context, the role of the work-based mentor is
to assist the learner in relating their studies to their professional practice. However, this raises
programme design issues about how closely the mentor is associated with programme delivery
and the provider institute, as represented, for example, by whether they are involved in the
assessment of learners.
In all cases, issues surrounding the frequency and duration of face-to-face contact need to be
considered, as well as the locations to hold them and staff to coordinate them. While face-toface components contribute to a framework of structured study and contribute to a more
personalized form of teaching and learning delivery, there are additional costs and
administrative tasks involved.
 Assessment mechanisms
Assessment primarily serves the provider institute in assessing learner progress through the
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programme and in contributing to final certification. However, various modes of assessment
have a particularly important role to play in teaching and learning at a distance. This is
represented by the contribution assessments make in structuring the individual study
programme and, dependent on the design, encouraging a reflective and/ or constructivist
approach to learning. Feedback on assessments also acts as a timely mechanism for providing
pastoral support. These factors therefore influence the frequency and points at which
assessment takes place, particularly in the case of continuous or formative assessment tasks.
Particularly relevant to distance learning for professional training, assessment may combine
continuous assessment through tutor-marked assignments with some form of assessment of
practical learning, based around project-based work, professional portfolios and/or observed
practice. Such modes enable the enhancement of situative learning inputs.
 Administrative mechanisms
The administrative mechanisms associated with programme design and delivery represent a
non-academic function of distance learning, of primary value to the provider institute in
coordinating its work. However, regular and efficient administrative activities can provide
pastoral and academic support to the learner through responsive and dialogic contact and
regular and up-to-date information.
For regional or international programmes, administrative support mechanisms may also include
partner organisations overseeing local or work-based support to learners. In such cases, these
organisations can become the main points of contact for learners, in which case their roles and
responsibilities within the wider programme need to be carefully considered. A summary
introduction to common consortia models and institutional partnership arrangements is
provided with this report in Annex 7.
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Annex 7: A summary of consortia and inter-organisational
models for distance learning delivery
1. Introduction
In the delivery of distance learning programmes, there are three basic distinctions of
organisational and governance models. As mentioned in the main body of this report, the two
primary models include a) single-mode institutions dedicated exclusively to the delivery of open
and distance learning; b) dual-mode institutions which teach through both traditional campusbased or face-to-face methods, and through ‘external’ distance learning programmes.
However, in addition to these two models, the various issues involved in the design and delivery
of programmes of distance learning – whether for a national or an international audience – can
lead providers to undertake programme development and delivery through a consortia of
agencies who combine aspects of individual expertise, resources and infrastructure.

2. Consortia approaches to distance learning
As far back as 1992, Maraj and Mugridge (Maraj & Mugridge, 1992) urged that the time had
come to end the debate as to whether single-mode or dual-mode models were more effective in
the delivery of distance learning. They argued that, with the growing introduction of new
technologies in most universities and the resultant involvement in some form of open and
distance learning, the time was coming when these institutional distinctions would fade away.
The creation of single mode distance learning institutions in many countries has helped to
establish the credibility of distance learning, and to enhance the levels of educational quality
available through distance learning. Examples of DL4H programmes available through singlemode institutions include those from the Open University of Sri Lanka, UNISA and IGNOU. In
addition, as the increasing ubiquity of ICTs in education has moved distance learning towards
the mainstream, there has also been a significant increase in the numbers of institutions that
might regard themselves as dual-mode – either providing parallel programme streams to
campus-based and external student bodies, or combining conventional and distance learning
approaches to create a highly flexible and blended mode of delivery. Examples come from
institutions with both specialist medical and health departments and distance learning
capabilities. These would include LSHTM, Dundee and Edinburgh, who develop and deliver their
programmes as dual-mode institutions.
However, under certain conditions and circumstances, providers may find it appropriate to turn
to a consortia model of partnership collaboration for programme provision. An introduction to
the various sets of circumstances and common consortia approaches is set out below.
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2.1.

Circumstances where consortia models might be of value

Consortia models for programme delivery are appropriate primarily in cases where there is a
lack of specialist educational capacity at the national or institutional level, making it necessary
for provider institutions to recruit external specialist expertise. In such circumstances, the
programme providers would look to form a partnership with an institution that can provide the
requisite input of specialist knowledge. This approach is commonly used in national or local
settings where there is limited tertiary educational capacity.
In the context of health training at a distance, shortages of available expertise at the tertiary
level are likely to include areas such as: expertise in open and distance learning; expertise in a
particular health-related specialism (e.g. paediatrics; gynaecology etc.); or expertise in health
training approaches. Provider institutions may seek to form partnerships with a specialist
institution, organisation or body that can provide the required expertise, or assist in developing
it within the provider institution.
Another circumstance where a consortia approach to programme delivery would be needed is
where a provider institute at the tertiary level possesses the necessary institutional expertise in
both distance learning design and delivery and in specialist subject knowledge, but has no
localised network to provide the requisite support to learners or facilities to enable specialist
training inputs. This is a situation that occurs particularly with programmes provided by singlemode or dual-mode institutions operating at a global level to an international audience, and also
for programmes that require a strong practical or work-based set of teaching and learning
inputs.

2.2.

Common consortia models

In addressing the circumstances outlined above, there are a number of common consortia
models that are utilised.
Firstly, one common consortium model involves a conventional campus-based teaching institute
operating in partnership with a distance learning organisation or institute. For example, in
Uganda, in order to re-establish its primary education system during the 1990s, a World Bankfunded, Ministry of Education-supported project was established in which a specialist ODL unit,
set up for the purpose, worked with several teacher training colleges in the north to develop
and run a project of distance learning for in-service teacher education, the Northern Integrated
Teacher Education Project (NITEP) (Dodds, 1997).
In the context of health training at a distance, the major providers of health worker training are
not commonly dedicated ODL/ e-learning institutions. Many cases see DL4H training developed
by institutions with no prior ODL experience or skills, but who were working in collaboration
with a specialist ODL institute. In such cases, the consortia institutional model outlined above
might then be appropriate. The CMC Vellore Fellowship in HIV Medicine programme, developed
with support from the UK OU, would be an example of this (Zachariah, 2010).
A second common consortia model involves a non-teaching professional body operating in
partnership with a tertiary institute with distance learning capabilities – whether single-mode or
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dual mode. In such cases, the professional body would provide guidelines on professional skills,
knowledge and capabilities, and also oversee any awards or accreditation, while the teaching
institute would develop and deliver the programme based on these guidelines. The partnership
between AMREF and the Kenyan National College of Nursing might serve as an example of this
(Mbindyo, 2010).
A third consortium model involves an international or national provider institute working in
collaboration with a local or regional facilitative organisation. The function of this partnership
might be two-fold: firstly, the national or international provider institute may support the local
organisation through the provision of expert knowledge and skills, or the provision of readymade programme materials. Secondly, as an alternative, the facilitative organisation may be
supporting the specialist provider institute through the provision of access to localised contextspecific knowledge and delivery networks. Examples of the first might include the proposed
collaboration between the UKOU and St Paul’s Millennium Medical School in Ethiopia
www.ou.ac.uk/africa/HEAT. Examples of the latter might include the Namibian Open Learning
Network (NOLNET), formed of four ODL institutes as a means of sharing facilities and networks
of support at the district level (Dodds. T. (Ed), 2005).
Finally, and particularly in the context of distance learning in low and middle income countries,
consortia for distance learning delivery often involve the relevant national government
department in some role, either as the primary ‘client’ recruiting specialist inputs, or as the
overseer of facilitative organisations, or simply as the coordinator of key parties working in the
achievement of sector-specific strategies and policies. Obvious political support can be key to
the success of programme delivery (Perraton, 2010, Wuliji, 2010) and this is particularly the case
when programmes are being delivered by consortia that may involve civic or statutory bodies
such as hospitals, local or regional health services and so on.

2.3.

Issues arising from the formation of consortia for programme
delivery

In collaborating over the delivery of programmes at a distance, there are numerous design and
delivery issues that can arise between consortium partners.
For example, academic issues might include responsibility for determining programme content
and curriculum; responsibility for the instructional design model that governs the teaching and
learning approach on the programme; responsibility for the provision and monitoring of
academic support and facilities; responsibility for course awards and accreditation;
responsibility for quality control and quality assurance. If responsibility for these outputs is
shared, how is that sharing managed?
Related administrative and logistical issues might include agreeing roles and responsibilities in
the development and production of materials, and in provision of various programme services.
Within this, how are the procedures for communication between partners to be determined?
Financially, agreements need to be reached over the processes for determining and allocating
the necessary funds to run the programme. Is payment to partner institutions going to be based
on a ‘services-rendered’ basis, either through a one-off payment or through a periodic
payment? Is income generated from the programmes shared between the partners, and if so
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how is the division calculated?
Finally, from the perspective of overall programme quality, how will the complete commitment
of each partner be ensured and who will carry overall responsibility for the maintenance of this
commitment?
These are all question that need to be considered as part of the process of drawing up consortia
arrangements.

2.4.

Addressing consortia arrangements

Due to the complexity of consortia arrangements, and the many variants on the partnership
model, consortia have been known to work often for only limited periods. However, there are
steps that can be taken by potential partners to try and ensure that consortia arrangements can
work.
The most essential elements of successful consortia include:
 clarity over respective roles and authority;
 a shared commitment to particular training programmes and audiences;
 agreement over the networks for student support;
 appropriate provision of finance and other resources to each partner according to their
needs.
In reaching agreement over these, the development of a memorandum of understanding
between consortia partners is strongly recommended. Any such MoU would include detailing
the roles and responsibilities of institutions, outling financing arrangements, agreed programme
outouts, quality assurance and monitoring processes etc., a process that might simply be
presented in terms of a model for Project Management (Joynes, 2010).
Further to establising an MoU, consortia should also seek to bring together key individuals and
departments from each institute through a body for programme administration: a joint
consultative body, or less formally, a joint steering commitee. Such bodies provide a forum for
determining insitutional roles, agreeing programme objectives, determining strategies and
schedules for programme development and implementation, and establishing adequate systems
for communication. Within this, it is also considered important to bear in mind the expertise and
track records of the individuals involved, and their advocacy for distance learning in particular
(Joynes, 2010).
Further to this, consortia need to operate with a clear expression of the incentives and benefits
for each institution involved, and individual institutions need to consider the role that the
consortium-delivered programme plays in fulfilling or enhancing their institutional strategies. In
some cases, it may be simpler for consortium partners to contribute their inputs on a purely
commercial services-rendered basis. This would be particularly appropriate in cases where an
insitutional provider requires a single specialist input from an external source. In this case, the
consortium arrangement may only need to operate for a limited amount of time – i.e. until
those inputs have been provided satisfactorily (Joynes, 2010).
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Annex 8: The use of media and technology in distance
learning
1. Introduction
One of the distinguishing characteristics of the sea-change in distance learning brought about by
the creation of the UKOU at the end of the 1960s, was the move from correspondence
education to the use of a combination of various media for programme delivery, as well as the
conscious incorporation of occasional face-to-face contact. Perraton (Perraton, 2007) notes,
however, that the pioneering use of broadcast media through radio and television, and also
what is sometimes referred to as ‘narrowcasting’ (pre-recorded audio and video cassettes and,
more recently, CD-ROMs and DVDs) that occurred during this period has not expanded as widely
as many people expected in the 70s and 80s.
It could be argued that this has occurred as a result of broadcast and pre-recorded technologies
being superseded by the relatively recent emergence of communications technology, the
internet and other personal technologies such as the mobile phone. Access to these emerging
technologies has had a significant impact on the way in which distance learning programmes
and, indeed, conventional education programmes, are designed and delivered (Bates, 1995).
Taking such issues into account, this annex provides an introductory overview of approaches to
the utilisation of media and technology in distance learning.

1.1. Media and technology for distance learning in low and middle
income countries
The incorporation of the new media and technologies into distance learning programmes in low
and middle income countries has been relatively slow to date. This is largely due to the limited
personal access to such technologies, especially for those in remote rural areas for whom
distance learning courses are especially important (Bbuye, 2008, Mowes, 2005), and also to the
limited civic infrastructure (telephone lines, electricity) available to support such technologies.
In such contexts, print still predominates as the major media for programme delivery (Perraton,
2007). There is also some evidence that there is continued if restricted use being made of the
more traditional media such as radio and TV, audio- and video-cassettes and telephone
networks (Thurab-Nkosi, 2000, Srivastava, 2008).
There are signs that this is changing, however, and the new technologies are becoming evermore available to more and more of the world’s learning population. The University College
London’s MSc in International Primary Health Care (Greenhalgh and Russell, 2006, Russell,
2009), as well as several other programmes (Heller et al., 2007, Palacios, 2008, Rossiter, 2008)
are showing that, with appropriate design, web-based learning is increasingly viable in low and
middle income countries. Several other studies in, for example, Tanzania, Ghana, Pakistan, India
and the Caribbean (Brigley et al., 2009, Mensah et al., 2009, Shah, 2008, Srivastava, 2008,
Kitson-Piggett, 2008) bear this out.
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2. Issues to consider in the selection of media and technology for
distance learning
In selecting media and technology for use in a distance learning context, it is useful to take into
consideration the various characteristics that each have. Drawing on the Commonwealth of
Learning guides for distance learning practitioners (Commonwealth of Learning, 1997), these
characteristics can be grouped as follows.

2.1. Accessibility, reliability and ease of use
In the selection of media and technology for a distance learning programme, a primary set of
questions to ask are:




Who is the target group?
Where will they be learning?
What facilities will they have access to?

In considering these in some detail, the programme developers will be in a position to assess
possible media options based on their comparative accessibility, reliability and ease-of-use.
 Accessibility
In terms of accessibility, the issue is whether a particular media or technology is physically
available to the learner in order that they can, as far as possible, study at a time and place that is
practical and convenient to them. In the first instance, it should be assumed that this means
media and technology that are available either in the home, at work, or at a study centre within
easy travelling distance and with flexible opening hours.
Further to this, providers also need to be assured that any logistical pre-requisites of local
infrastructure are also in place to ensure accessibility. Most obviously, these might include
electricity, telephone lines, broadcast facilities, and in the case of print media, a reliable postal
service or other distribution network.
A third factor for accessibility includes the financial status of the learner, their basic income and
their ability to cover any attendant costs associated with using a particular media. For example,
those who are unable to afford the costs of using the telephone or the Internet are unlikely to
engage with a programme that relies on these mechanisms.
If such issues are a factor, the provider institute will need to consider whether it is practical to
make the investment to fulfil these, or if not, what alternative media might be considered.
 Reliability
Assessing the reliability of particular media involves identifying the extent to which it can be
expected to enable the learner to study as and when their schedule allows them, taking into
account the various risk-factors associated with the technology and infrastructures involved.
Clearly, there is a greater risk with more sophisticated media and technology, or those which
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rely on external facilities. The provider institute might also wish to take into consideration the
extent to which the learner is able to solve any technical issues themselves, or whether it is
worth investing in a technical support network within the programme itself.
 Ease-of-use
In addition to considering the logistical factors outlined above, ease-of-use of a particular media
or technology can be measured by the extent to which the learner requires additional
knowledge or skills to use it effectively.
In its turn, this can be judged by learners’ prior familiarity with a particular media or technology,
whether in an academic context or not, and also the extent to which a particular technology is
already available for other purposes. For example, the presence and use of computers in the
work place, or radio and television in the home, would indicate a certain level of familiarity.
However, provider institutions would also do well to consider the benefits of investing in a
formal component of training for media usage among learners as part of the overall content of
any programme.
 Summary points
Bearing in mind the factors identified above, while there are exceptions to this, within the
context of low and middle income countries, and particularly in remote or rural settings, the use
of media for open access and home-based learning may be limited in many countries to
relatively few technologies, primarily print, radio and audio/ video. While it is possible to utilise
a range of media in such a context, it may be a mistake to make some media or technologies
‘optional’ components within a distance learning programme, on the basis of learner access.
Experience suggests that if course designers avoid using particular media for anything other
than essential material, then learners will stop using the technology as well (Commonwealth of
Learning, 1997). There is little to be gained from incorporating sophisticated interactive or webbased media into courses aimed at audiences who do not have their own computers or who, if
they have access through their work or in study centres, can make only limited use of them.

2.2. Cost
Each type of media and technology will carry with it certain expenses for use. These expenses
can be categorised in several ways.
Firstly, there is the division between costs for use that occur to the provider institute, their
collaborative partners, and also to the learner. For example, in the case of text-based materials,
they can be delivered either through print-based media, or through electronic media, e.g. CDRoms, email attachments, downloadable files etc. With print-based media, the cost for
production and delivery will likely rest with the provider institute. With electronic media, the
cost for accessing, downloading and printing the materials will be passed to the learner or to the
local centre that supports the learner.
Secondly, it is important to distinguish between media and technology costs that are:
 capital and investment costs, or recurrent or operating costs;
 central (or production) costs, or local (or delivery) costs;
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 fixed cost expenditure, or variable cost expenditure.
These costs generally occur during two periods: programme development and programme
implementation.
For example, in terms of programme development, the costs of investing in and installing
technical equipment at the provider institute can be far exceeded if the programme also needs
to do the same across any regional study centres, or ensure that each learner as ready access to
the necessary facilities. These capital costs may also be accompanied by investment costs such
as the training of staff to use the media in question, the time spent in designing and developing
programme content using particular media, and the need for ongoing technical support during
the development period.
Following the development period, with media that are distributed through ‘study packages’ –
e.g. print, CD-Rom, audio/video recordings etc. - the major programme implementation cost lies
in production and distribution, and hence is recurrent rather than capital. With such media, the
economies-of-scale described by Perraton (2007) are more likely to apply. With programmes
that rely on ICT s and web-based media, the initial costs of investment in technical equipment,
training and programme development may be offset by the relatively low recurring costs
occurred during programme implementation. However, in both cases, the recurrent costs of
developing good quality materials, particularly technology-based, tend to be underestimated
(Commonwealth of Learning, 1997).

2.3. Teaching and learning functions
It is much easier to discriminate between media on the basis of access or cost than it is on
teaching effectiveness (Commonwealth of Learning, 1997). The theory of media equivalence,
the ‘no-significant difference syndrome’, suggests that whatever media are accessible to the
target audience can be used effectively to enable learning to take place (Perraton, 1983, Clark,
1983).
However, media differ in the extent to which they can represent different kinds of knowledge,
and in the extent to which they can help develop different skills, due to the representational
features of the medium, and the extent to which the learner can manipulate the way in which it
delivers teaching and learning content (Commonwealth of Learning, 1997). With this in mind,
the selection of media to serve particular teaching and learning objectives can be assisted by
clear identification of course objectives, and an understanding of what kinds of learning
approaches - comprehension, analysis, application, problem-solving, etc. - are required in order
to achieve these.
On this basis, it may be possible to select the media which may best help deliver certain modes
of teaching and learning. Laurillard (Laurillard, 2002) classifies educational media under five
headings, as shown in the table below:
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Annex Table iii: Teaching and learning functions of media and technology
Narrative
i.e. media offering
a non-selective
presentation of
content
Print;
Audio/Video;
Radio & TV



Interactive
i.e. media which
enable the user to
navigate and
select resources
Virtual Learning
Environment
(VLE);
Web resources;
CD-Rom;

Adaptive
i.e. media capable
of changing status
in response to
user’s action
Email;
Teleconferencing;
Virtual discussion
forums;
Simulations;
Educational
games;

Communicative
i.e. media that
enable person-toperson exchange
Email;
Teleconferencing;
Virtual discussion
forums;
Mobile technology

Productive
i.e. media that
enable students to
produce their own
contributions
Email;
VLE;
Audio/Video;
Mobile technology

Interactivity

Within the context of instructional design for distance learning, ‘interactivity’ is seen as a key
attribute. It can be defined as offering the learner the ability to respond in some way to the
teaching and learning process, and to obtain comment or feedback on their inputs.
However, within distance learning, there are two different forms of interactivity. Firstly, there is
the form of simulated interaction that takes place between the learner and the teaching
material that occurs as a result of the materials design process, and which is encouraged
through such elements as personalized language, self-reflective questions, text-based tasks and
activities, and so on. This is a conception of interaction that has emerged from Holmberg’s
Guided Didactic Conversation (Holmberg, 1967).
The second form involves the actual interaction between learners, peers and tutors. This can
take place either face-to-face, or via synchronous or asynchronous media: telephones,
teleconferencing, email, online discussion forums and so on. When discussing the attributes of
media and technology in general, it is this form of interactivity that is commonly referred to, and
which can be further defined as ‘person-to-person’ or ‘two-way’ interaction (Commonwealth of
Learning, 1997).

3. Analysis of media and technology
Using the various criteria listed above, Annex Table iv provides a summary analysis of the
strengths and weaknesses of the various forms of media and technology commonly used in the
delivery of distance learning programmes. The attributes outlined here can only act as a guide,
and any programme developer needs to take into consideration the precise logistical and
academic context of each programme, its audience and its needs as part of the selection process
for media and technology.
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Annex Table iv: Attributes of media and technology in distance learning
Media

Accessibility

Reliability

Ease of use

Print

Strengths:
 Highly accessible
 Low reliance on
infrastructure
 No constraints on time /
place of study

Strengths:
 Highly reliable
 No need for
technical
support

Strengths:
 High familiarity
among learners
 Low levels of
technical skills
required
Limitations:
 May require
supplementary
materials

Limitations:
 Not always easily
portable

Audio /
Video

Broadcast

Strengths:
 Highly accessible
 Medium reliance on
infrastructure
 Low constraints on time
of study

Strengths:
 Reasonably
reliable
 Low need for
technical
support

Strengths:
 High familiarity
among learners
 Low levels of
technical skills
required

Limitations:
 Constraints on place of
study
 Not always easily
portable

Limitations:
 Reliance on
local
infrastructure

Limitations:
 Will require
supplementary
materials

Strengths:
 Highly accessible
 Medium reliance on
infrastructure

Strengths:
 Reasonably
reliable
 Low need for
technical
support

Strengths:
 High familiarity
among learners
 Low levels of
technical skills
required

Limitations:
 Constraints on time and
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Teaching and learning
function
 Narrative
 Presentation of content
 Structuring of study
schedule
 Inclusion of activities for
reflection and selfassessment
 Inclusion of guidance
for interacting with
supplementary
materials

Interactivity

Cost

 Low levels of

To institution:
 Design
 Production
 Delivery






Narrative
Presentation of content
Illustration of content
Demonstration of skills
and practice
 Inclusion of guidance
for interacting with
supplementary
materials

 Low levels of






 Low levels of

Narrative
Presentation of content
Illustration of content
Demonstration of skills
and practice
 Inclusion of guidance
for interacting with

person-toperson
interaction

To learner:
 Little or no cost

person-toperson
interaction

To institution:
 Design; Production;
Delivery
 Investment in
recording facilities
 Potential investment
in player facilities
To learner:
 Potential investment
in player facilities

person-toperson
interaction

To institution:
 Design; Production
 Broadcast fees
 Investment in
recording facilities
 Potential investment
in player facilities

place of study
 Not always easily
portable
Media

Accessibility

CD-Rom

Strengths:
 Highly portable
 Low constraints on time
of study
Limitations:
 Medium reliance on
infrastructure
 Constraints on place of
study

Teleconfer
encing

Strengths:
 Reasonably accessible
 Medium reliance on
infrastructure
Limitations:
 Constraints on time and
place of study
 Not easily portable

Mobile

Strengths:
 Reasonably accessible
 Medium reliance on
infrastructure
 No constraints on time
and place of study
 Easily portable

Limitations:
 Reliance on
local
infrastructure
Reliability

Limitations:
 Will require
supplementary
materials
Ease of use

 Potential need
for technical
support
 Reliance on
local
infrastructure

Strengths:
 Little
requirement of
supplementary
materials
Limitations:
 Learner
technical skills
required

Strengths:
 Reasonably
reliable
 Low need for
technical
support

Strengths:
 High familiarity
among learners
 Low levels of
technical skills
required

Limitations:
 Reliance on
local
infrastructure

Limitations:
 Will require
supplementary
materials

Strengths:
 Reasonably
reliable
 Medium need
for technical
support

Strengths:
 Medium
familiarity
among learners
 Low levels of
technical skills
required

Limitations:
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supplementary
materials

To learner:
 Potential investment
in player facilities

Teaching and learning
function
 Narrative
 Interactive
 Presentation of content
through a variety of
media
 Demonstration of skills
and practice
 Inclusion of
supplementary
materials

Interactivity

Cost

 Low levels of

To institution:
 Design; Production;
Delivery
 Investment in
recording facilities
 Potential investment
in player facilities

 Adaptive
 Communicative
 Discussion and
reflection on content
 Discussion and
reflection on study
process

 High levels of

person-toperson
interaction

To learner:
 Potential investment
in player facilities

person-toperson
interaction

To institution:
 Design; Production;
Delivery
 Investment in
teleconferencing
facilities
To learner:
 Potential investment
in telephone facilities






Adaptive
Communicative
Productive
Limited provision of
content
 Guidance on study
process

 Medium levels
of person-toperson
interaction

To institution:
 Design; Production;
Delivery
 Investment in facilities
To learner:
 Potential investment
in mobile facilities

 Reliance on
local
infrastructure

Media

Accessibility

Reliability

Email

Strengths:
 Low constraints on time
of study
 Potentially portable

 Need for
technical
support
 Heavy reliance
on local
infrastructure

Limitations:
 Potentially high levels of
inaccessibility
 Constraints on place of
study
 High reliance on
infrastructure
Webbased
learning

Strengths:
 Low constraints on time
of study
 Potentially portable
Limitations:
 Potentially high levels of
inaccessibility
 Constraints on place of
study
 High reliance on
infrastructure

 Need for
technical
support
 Heavy reliance
on local
infrastructure

Limitations:
 Will require
substantial
supplementary
materials
Ease of use
 Potential low
familiarity
among learners
 High levels of
technical skills
required
 Will require
supplementary
materials

 Potential low
familiarity
among learners
 High levels of
technical skills
required
 May not
require
supplementary
materials

 Limited discussion and
reflection on content
and study process

Teaching and learning
function
 Adaptive
 Communicative
 Productive
 Provision of content
 Discussion and
reflection on content
 Discussion and
reflection on study
process

Interactivity

Cost

 Medium levels
of person-toperson
interaction

To institution:
 Design; Production;
Delivery
 Investment in internet
facilities







 Medium levels
of person-toperson
interaction
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Interactive
Adaptive
Communicative
Productive
Presentation of content
through a variety of
media
Demonstration of skills
and practice
Inclusion of
supplementary
materials
Discussion and
reflection on content
Discussion and
reflection on study
process

To learner:
 Potential investment
in internet facilities
 Potential investment
in printing etc.

To institution:
 Design; Production;
Delivery
 Investment in facilities
To learner:
 Potential investment
in internet facilities
 Potential investment
in printing etc.

4. Conclusions
As Annex Table iv demonstrates, each form of media and technology carries various attributes, each of which
bring to the programme various benefits and limitations that apply in terms of academic delivery and
functional implementation.
Both academically and functionally, there are clearly benefits in delivering the programme through a variety of
media. While higher-end technologies such as CD-Rom and web-based learning can offer a broad range of
academic experience through the varieties of text, audio-video and communications media at their disposal,
there are clearly significant demands they make in terms of functionality. The lower end media such as print,
audio-video and broadcast media have the benefits of functional ease and academic familiarity, but may also
need supplementing with teaching and learning components that provide the more interactive and
communicative inputs that learners benefit from. Mobile technology, while clearly offering great potential
both academically, functionally and in terms of communication, in practical terms is still an emerging media
option.
In low and middle income countries, the conditions under which web-based media can be successful are
highlighted by Thorpe (Thorpe, 2005). The possible incorporation of web-based media into distance learning
implies a significant investment in technology, technical support, and in-service training for staff and learners
alike. One other consideration emerges from the literature. Such costs in the use of ICT, whether on-campus or
in ODL, are frequently demonstrated as add-on costs in programme development, rather than cost savers
(Perraton, 2007, Perraton, 2010, Butcher, 2004). This must also be a serious consideration in discussions about
the design of such programmes, especially in low income countries.
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1. Programme Title: AMREF, Kenya:
KECHN (Kenya Enrolled Community Health Nurse) Certificate to KRCHN (Kenya Registered Community
Health Nurse) Diploma eLearning Upgrading Programme

Programme Overview
Global Location(s)

Kenya

Provider Nation

Kenya

Partner Nation(s)

None

Provider Institution

AMREF; AVNS (AMREF Virtual Nursing School)

Partner Institutions (e.g.
technical support,
donors, funders)

Nursing Council of Kenya, plus associated teaching hospitals;
Accenture, a global management consulting, technology services and
outsourcing company. (The programme is a public-private partnership with
the Nursing Council of Kenya, AMREF, Accenture, the Kenya Medical Training
College and its constituent colleges, several private and faith-based nursing
schools and the Ministry of Health in Kenya)

Programme Details
Year of Commencement

eLearning upgrading programme - Sept 2005. Set up in response to
constraints experienced in classroom based learning and paper based
distance learning which was initiated in 2004 to upgrade nurses.
AVNS was setup in 2007, part way through the eLearning programme, in
response to a need for practical solutions to challenges faced by nursing
schools which had adopted the methodology developed by AMREF. It is an
environment where best practices can be observed and any challenges
overcome in order to feedback into the wider eLearning programme.

Target Audience

Kenya Enrolled Community Health Nurses (Certificate holders) currently
working in the Kenyan health system.

Content

Content is grouped into 4 modules:
1. General Nursing: Professionalism and fundamentals in nursing; adult
nursing; paediatric nursing; Intensive care nursing; theatre nursing;
Geriatric nursing and introduction to bio-medical sciences.
2. Midwifery and reproductive health
3. Community health nursing
4. Specialized areas in nursing: Psychiatric nursing; teaching methodology;
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introduction to research; sociology and nursing management

Duration of Study

2 years (minimum)

Structure of Study

While continuing with their routine professional activities, students study the
4 modules in the following sequence:
 Module 1: General Nursing
 Module 2: Midwifery
 Module 3: Community Health
 Module 4: Specialised areas in nursing
The programme commences with a one-week induction period, including
information, communication technology training.
Each module involves 6 months of distance-based self-study to complete,
including elements of clinical practice at the workplace. Each module is
accompanied by 2 weeks of face-to-face residential tutorials, plus 2
telephone tutorials.
Assessment on each module includes: 4 emailed assignments; mid-module
examinations; end of module examinations. Both mid and end module exams
have computer based and written exams.
In addition to completion of the modules of study, they are expected to
complete 42 weeks of clinical practice during the modules.
Once the course is completed students sit the NCK ‘Basic Kenyan Registered
Community Health Nursing Exam’.

Course fees

Fees are set by individual teaching schools and range between:
Public:
US$354 - $480 per module
Private:
US$615 - $846 per module
Faith based: US$538 - $692 per module
AVNS:
US$1500 (whole course)

Overall programme
funding/cost recovery
mechanisms

Programme development process included donor funding:
 Accenture: USD $3.1m ($1.9m cash and $1.2m pro bono contribution of
expertise).
AVNS includes donor funding:
 Flying Doctors Society of Africa: USD $20,000 per year;
 The Fresenius Foundation: supported staff salaries plus specialist
resources;
 PSO: production of DVDs; procurement of laptops
Student Fees: Fees vary (see above), AVNS charges USD $1500. Fees go
directly to then nursing schools (some nurses are funded by their employer,
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e.g. Kenyatta National Hospital).

Delivery Mechanisms
Provision of materials

Teaching and learning materials provided on CD-ROMS; Other documents
(e.g. NCK Clinical Logbooks; Portfolio; Clinical Practicum) are provided in hard
copy during the programme induction, and nursing clinical procedures DVDs
are held in the eLearning centres. AVNS is piloting the distribution of
reconditioned laptops to students.

Academic support

Students are based at one of 32 medical training hospitals and nursing
schools around the country, using 105 regional training centres (provided
with computers). They receive 2 weeks of face-to-face residential tutorials
for each module (i.e. 2 weeks for every 6 months of study).
Supplementary academic support includes:
 2 telephone tutorials per module;
 local face-to-face instructors at local nursing school or teaching hospital;
 academic reminders via Mobile SMS text;
 written feedback on module assignments
 access to the AMREF Resource Centre for print and online materials
 E-mail tutorials
The total number of tutors and mentors in the eLearning Programme now
stands at over 400. These are drawn from 32 schools across the country and
were trained in IT skills and eLearning implementation. Mentors comprise of
mostly registered nurses working in health facilities. During the Training of
Trainers (TOT) sessions, mentors are trained to assist the student nurses in
the course of their training.

Administrative support

Administrative support includes:
 administrative updates sent via Mobile SMS text;
 telephone and email enquiry support and referral from AVNS
Administrative Office
 local and national specialist IT support to AMREF students for laptop
problems
 provision of limited numbers of recycled laptops to selected students

Participants’ Profile
Geographical spread of
enrolees

Students are based across the country, including rural areas without internet
connectivity.

Number of enrolments
per year

The upgrading of nurses to diploma level via paper-based distance learning
commenced in 2004 while the eLearning Programme started in September
2005. From a position in 2005 where the majority of students were using
print learning, by 2006, eLearning was the preferred mode of distance
learning and by March 2010, 91% of nurses opted for eLearning.
Number of intakes per annum: 2
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The number of students per intake varies. In March 2010, 467 students
enrolled in the eLearning programme across Kenya (including AVNS) while 47
enrolled in the paper based distance learning upgrade programme
Total number who have enrolled as of March 2010:
- eLearning (since 2005):
3,818
- paper based DL (since 2004): 2,949
Total number currently in the programme (both eLearning and paper based):
4,901
Total number completed (graduated) the programme to date (both
eLearning and paper based): 1,8661
Details of fee payment
among enrolees

Students are required to pay the fees ($1500 – this varies slightly from
institution to institution as they are paid directly to nursing schools). Some
facilities pay the fees for the nurses (e.g. Kenyatta National Hospital). In
response to the identification of the cost being a barrier to enrolment, AVNS
is in the process of setting up a scholarship scheme.

Alumni Activities

Occupations
(All DL alumni)

Nursing public institutions, NGOs, private institutions, faith-based institutions
across all districts of Kenya (rural and urban). Anecdotal evidence is
suggested that upgraded nurses are beginning to be given greater
responsibilities in some institutions.

References
Institutional URL:

http://www.amref.org/

Reference documents:

Nguku (2009) Nursing The Future: eLearning and clinical care in Kenya, Africa
Research Institute, London;
AMREF Annual Programme Reports 2007; 2008; 2009; AMREF, Kenya;
Presentation: David Maingi AMREF 2006

Other

Personal correspondence: Angela Nguku AMREF 2010; Jennifer Stobart
AMREF 2010; Caroline Mbindyo AMREF 2010;

Evidence of Programme Impact


Summary Project Background

Nurses play a pivotal role in the provision of health services in Kenya and Africa as a whole. Majority, over
70%2, of the nurses in Kenya are Enrolled Community Health Nurses (ECHNs) – i.e. Certificate Nurses. The
KECHN training programme does not prepare these nurses to work independently, carry out basic health
research to inform or address emerging and re-emerging heath issues. Prior to 2004, Kenya had the resources
and classrooms to train only 100 Registered Community Health Nurses (RCHNs) each year via a two year
1

This completion figure is not finalised. AMREF is working with the NCK to record the performance of all nurses who have
sat for the national Diploma examination since 2004 as central records are not yet up to date.
2

Kenya Health Facilities database, http://kenyahealthfacilities.net/
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residential programme. At this rate it would take hundreds of years to up-skill the estimated number of
ECHNs3.
In 2004 print based distance learning was initiated for the purpose of upgrading enrolled (certificated) nurses
to registered nurse status. In 2005, AMREF, together with the Nursing Council of Kenya and the then Ministry
of Health, pioneered the eLearning Nurse Upgrading Programme with the support of Accenture. eLearning
was the preferred mode due to its interactivity, cost effectiveness, ease of revision and ability to achieve the
goal in less time and at a lower cost than the residential and the print programmes. Like its print counterpart,
DL via eLearning would facilitate continued service provision by nurses as they study while they work resulting
in instant application of learning and improved quality of care.
eLearning resources were rolled out to training institutions already in existence in Kenya. Feedback of
challenges led AMREF to set up the AMREF Virtual Nursing School (2007) to allow AMREF to experience
directly implementing the eLearning programme. AVNS is both a laboratory and an incubator for the ongoing
experiment that is eLearning in Africa.
The eLearning initiative for upgrading nurses in Kenya is expected to go beyond the lifetime of the original
project with permanent stakeholders taking ownership. Replication of the initiative is also in progress in
several other countries.


Evidence of formal or non-formal association with international, regional or domestic health policy

The Kenya Health Policy Framework (1994) and National Health Sector Strategic Plan II has one of its objectives
to re-orient health providers to accelerate accessibility and equity in health care. Within this, the Nursing
Council of Kenya, the body that regulates nurse training in Kenya, has a policy to upgrade all 16,0904 currently
enrolled nurses from Certificate level to registered nurses at Diploma level. It is stated that the programme
was started in order to assist with this process, and in addition to assist Kenya in realising the health-related
MDGs 4, 5 & 6 (Nguku 2009). Any upgraded nurses produced as a result of this programme are seen as
contributing towards Kenya’s attainment of these objectives.


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

eLearning has increased access to quality nursing education for nurses across all provinces of Kenya with
minimal interruption to service provision at health facilities, reduced the cost of the nursing diploma course,
allowed nurses to immediately put new knowledge to practice and ensured computer literacy levels of the
nurses on the program.
An evaluation by NCK of the upgrading programme as a whole (print and eLearning) found that the programme
had a positive impact of the provision of health care services, with improved knowledge, skills and attitude.5
Beyond this, the pedagogic impact of the programme is outlined on the basis of anecdotal evidence gathered
from the observations of managerial and senior nursing staff at participating hospitals. The reported impact of
the programme on both graduated and enrolled nurses include the following:
 increased confidence among eLearning nurses;
 improved ability to manage and treat patients without consulting senior nurses or doctors;
 awareness of new or re-emerging medical conditions;
 improved administrative and managerial skills (Nguku 2009 p18);
3

There is currently a review of the number of ECHNs underway as previous estimates of 22,000 and 16,090 have not been
verified.
4
Originally estimated to be 22,000 but scaled down after a review of the number of enrolled nurses.
5
NCK Evaluation Report - 2007

175

Further observed changes in professional behaviour include:
 Confidence in clinical areas;
 Ability to clearly articulate medical symptoms;
 Diagnosis of medical conditions;
 Management of time;
 Interaction with senior nurses;
 Research into unfamiliar medical conditions (Maina, in Nguku 2009 p21)
Additional educational benefits of the programme are seen as including enhanced ICT skills, including ability to
use the computer, email, internet and also the telephone to get information (Mbindyo 2010).
Students who have completed the upgrading programme have often expressed interest in upgrading to degree
programme via eLearning. Some of them are already enrolled for the programmes in some of the universities
and some are waiting for the programme to be rolled out in 2011 to enrol via eLearning.


Evidence of wider programme impact on Health and Development outcomes

To date, 1,866 RNs have graduated from the eLearning programme across the country. AVNS has graduated 60
RNs to date and 54 more are to graduate this year. The course allows flexibility to defer and postpone
assignments so students are able to retake assignments. For example, from AVNS, in January 2009, 93% (25
out of 27) of those who completed the programme passed the NCK exams to become a Registered Nurse.
However, there were 10 ineligible to take the NCK exams due to failures in AVNS exams (these students later
retook the assignments to then go onto NCK exams), and 13 students dropped out or deferred (Nguku 2010
p18).
Aside from the enhanced numbers of nurses graduating at registered diploma level as a result of the
programme, anecdotal evidence reports that the programme has equipped enrolled nurses with the skills and
knowledge to address emerging and re-emerging diseases. Supplementary to this, many newly-qualified
nurses have been re-designated by their employers, and can now head nursing units and can take part in
research.
From an individual perspective, the programme has provided nurses with opportunities for promotion and
enhanced potential for employment, as most private hospitals no longer employ certificate holders. Attendant
with this is an increase in salary awarded to registered nurses (Mbindyo 2010).
Anecdotal evidence suggests that nurses who’ve completed the course and achieved diploma level are able to
use their initiative and not always wait for instructions from Doctors, question diagnosis and generally provide
more holistic care (Susan Kitusi, the Nursing Officer-in-Charge of the Kangundo District Hospital). Because the
nurses handle more tasks, doctors in the hospital are able to serve more patients. The work of the
administration is also lessened since the nurses do not need as much supervision as they did before.
Anecdotal evidence from nurses implies that eLearning may reduce the likelihood of qualified nurses seeking
new employment abroad. By enabling nurses to continue to work and study without leaving local
communities, distance learning in any form is less disruptive to family and other social networks than
traditional tuition in classrooms. If it can be demonstrated that eLearning encourages 'stickiness' - that is, the
propensity of nurses to continue to work in their local communities - then improvements in local capacity are
more likely to be sustained.
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2. Programme Title: Centre for Educational Development in Health, Tanzania:
Diploma Programme in District Health Management

Programme Overview
Global Location(s)

Arusha, Tanzania

Provider Nation

Tanzania

Partner Nation(s)

None

Provider Institution

Centre for Educational Development in Health Arusha

Partner Institutions
(e.g. technical support,
donors funders)

Danish International Development Agency (DANIDA), Denmark
GTZ, Germany
MoHSW, Tanzania
University of Leeds, England
National Council for Technical Education (accrediting organisation),
Tanzania

Programme Details
Year of
Commencement
Target Audience

2006

Content

The core modules for this programme include:
 Health Sector Reform in the District Health System;
 Promoting Partnerships at the District Level;
 Management of Health Resources;
 Planning of District Health Services;
 Quality Management;
 Multi-Sectoral Disease Control (e.g., HIV and AIDS);
 Health Financial Services;
 Health Care Technical Services.

Health Managers and Health Workers in the Districts

Students must begin with the foundation module, an introduction that
covers skills in communication, writing, and computers, including basic
statistics and word processing; it also teaches general study skills.
Duration of Study

3 yrs

Structure of Study

The 3-year programme consists of nine modules (eight core modules and
one foundation module). In total, the course is equivalent to about 1,200
hours of study.
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Officially, the programme starts in the month of September, but some
students are allowed to join at other times, depending on circumstances.
Each module involves 2 weeks of residential, face-to-face instruction by
tutors (at CEDHA), after which participants continue with field
assignments at their work stations for 8 weeks at a time; these
assignments are reviewed during the subsequent face-to-face session.
Course fees

Tuition is TSH 150,000 (USD 125) per module; for all nine modules, the
total tuition cost is TSH 1,350,000 (USD 1125). Additional expenses include
travel to/from CEDHA and an allowance of TSH 20,000 (USD 17) per day
for out-of-pocket expenses (x 42 days = TSH 840,000 or USD 700). The
allowance is for the residential training, which includes three modules per
year.

Unit cost per head

Information not available

Overall programme
funding/cost recovery
mechanisms

Funding from DANIDA supported the start up of the diploma programme.
On-going financial support is provided by GTZ in Germany and from
MoHSW, Tanzania.

Delivery Mechanisms
Provision of materials

The self-study component includes the use of the internet, and sometimes
students are given presentations on CD-ROMs or flash discs (students
must supply the CD-ROMs or flash discs).
Print-based; coordinated from Northern ZHRC in four zones. The materials
are developed in conjunction with GTZ and are printed in Germany.

Academic support

A variety of teaching methods are employed in this programme. Case
studies, lectures, discussions, role plays, and demonstrations are used to
promote participatory learning in the face-to-face sessions.
The programme also uses the web-based Global Campus 21 platform,
which includes chat boards on various topics and features that allow
documents and images to be uploaded for students to collaborate on
tasks and share experiences and best practice.
CEDHA is beginning to design management/supervision cases for its
district health managers’ programme using software that allows
participants to select answers and receive feedback on those answers in
self-study cases.

Administrative support

Information not available

Participants’ Profile
Geographical spread of
enrolees

The programme is currently in four zones of Tanzania (Northern, Southern
Highlands, Southern, and Eastern)
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Number of enrolments
per year

A total of 113 students in 2009
Northern Zone
Southern Highlands Zone, in Iringa
Eastern Zone, in Morogoro
Southern Zone, in Mtwara

Details of fee payment
among enrolees

Typically, the MoHSW or a private company pays the fees. The first cohort
of students (who have not yet graduated) was sponsored through DANIDA
and the MoHSW; the second cohort has not yet been sponsored. Students
are supposed to be sponsored by their district, but problems with
releasing funds from the MoHSW have resulted in a slow approval
process.

32
28
25
28

Alumni Activities
Geographical spread of
alumni
Occupations
(All DL alumni)

Throughout Tanzania
Health Managers and Health Workers in the Districts

References
Course URL:

http://www.cedha.ac.tz/courses.htm

Reference documents

International Training and Education Center on HIV (I-TECH). Tanzania
Distance Learning Assessment: Assessing the Use of Distance Learning to
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Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy

The MoHSW has launched a 10-year programme to ensure that all Tanzanians have access to health care
services. This programme—the Mpango wa Maendeleo wa Afya ya Msingi (MMAM), or Primary Health
Services Development Programme (PHSDP)—is intended to expand and improve the provision of health
services (curative, preventive, and rehabilitative) to the level of every village and every ward (I-TECH, 2009).
The programme featured in this case is clearly in accordance with these wider aims and objectives.


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

Although there is no readily accessible information about the pedagogic impact on learners, CEDHA was
working with the University of Leeds to strengthen the evaluation component of its diploma course for health
district managers.


Evidence of wider programme impact on Health and Development outcomes
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The adverse impacts of the shortage of health care workers are apparent at every level of the health care
system, and are magnified by the continued high burden of HIV and other diseases in Tanzania. The availability
of health care workers is at the heart of all efforts to meet increased demand for HIV and AIDS prevention,
care, and treatment services. The MoHSW is asking Health Training Institutions (HTIs) to double their
enrolment, and is asking the national Centre for Distance Education (CDE), based in Morogoro, to scale up its
upgrade programmes for health care workers to cover the entire nation. These programmes are part of an
initiative to increase the capacity of the health care system in Tanzania threefold in the next decade (I-TECH,
2009).
The health and development outcomes of this programme have not yet been measured but can only be
surmised based on the inputs of significant investment in and upgrading of the health workforce.


Evidence of financial or cost benefits of utilising distance learning mechanisms

Students’ ability to work as they study contributes to the decreased cost of the programme, as they are able to
earn money to support themselves and their families. One student said, ‘I could not upgrade myself if I could
not continue working to support my family. Distance learning is my only choice.’
Results from the surveys of health care workers suggest that the cost-effectiveness of distance learning
programmes is a major attraction for those considering enrolment. One respondent remarked, ‘Distance
learning will reduce the cost needed for me to travel or to be apart from my family, which will need finances
for food and other things.’ Another health care worker said that he believed distance learning could meet his
training needs for three reasons:
1) It is cost-effective, as it will be taking place at my physical location (no accommodation, food and
transport costs).
2) It is productive, as I will be continuing to do my daily job and other private activities.
3) It is socially-effective, as I will be with my family as usual.’
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4. Programme Title: Christian Medical College, Vellore, India:
Fellowship in HIV Medicine

Programme Overview
Global Location(s)
Provider Nation
Partner Nation(s)
Provider Institution

India
India
None
Christian Medical College, Vellore, plus Regional Training Centres:
 Maulana Azad Medical College, New Delhi;
 School of Tropical Medicine and Medical College, Kolkata;

Partner Institutions
(e.g. technical support,
donors funders)

Open University UK Centre for Education in Medicine;
The Population Council;
Resource Centre in Sexual Health & HIV/AIDS, New Delhi;
European Commission (funders);

Programme Details
Year of
Commencement

Design: 2002
Implementation: 2004

Target Audience

General physicians and health care providers (HCPs) with MBBS degree,
working at secondary hospital level with involvement in HIV treatment.

Content

Distance Learning: 12 modules covering:
 Fever in HIV Infection;
 HIV and the Respiratory System;
 HIV and the GI System;
 Infection Control and Exposure Prevention;
 HIV and the Nervous System;
 HIV and Women:
 HIV and Children:
 HIV, STIs and RTIs;
 Anti-Retroviral Treatment (ART);
 HIV and Psychiatry;
 Basic Science of HIV Infection;
 Safe Blood Banking;
Face-to-face: 3 contact courses covering:
 Basic knowledge and clinical and management skills, including
computing;
 Lectures and application of theoretical knowledge in case studies;
 Hands-on clinical training;
 Individual assessments;
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Presentation and review of planned and implemented projects

Work-place Project, covering:
Development and implementation of an HIV prevention and care project
appropriate to individual local professional context.
Duration of Study

11 months

Structure of Study

The programme components are delivered as follows:
A. Face-to-face training component:
3 sessions per of 6 weeks in total, held at CMC and RTIs:
Session 1, Month 1: Course orientation (6 days)
Session 2, Months 2 – 4: Practical clinical training (2 weeks per group of 8
participants)
Session 3, Month 11: Project plans implementation and final assessment
B. Distance learning component:
12 modules covered over 4 months (one module: 6 hours study per week
over a 4 month period), plus 1 assignment per module; self-study
integrated with undertaking of daily professional duties.
C. HIV prevention and care project:
6 months work-based development

Course fees

Rs. 30,000 at CMC;
Other regional training centres charge only a part of the costs for
accommodation and boarding

Unit cost per head

Approx Rs. 30,000 per head at CMC (US $ 715)

Overall programme
funding/cost recovery
mechanisms

1. HIV/ STI Intervention project funded by Population Council grant
from European Union (US$141790)
2. Upscaling project funded by DFID through Resource centre for
sexual health & HIV/ AIDS( US$ 157733)

Delivery Mechanisms
Provision of materials

12 print-based self-study modules

Academic support

3 face-to-face residential sessions held at the CMC and the RTCs during
Months 1; 2-4; and 11.
E-group discussion between students: module exercises; project work;
clinical cases.
Telephone contact with students: CMC Project Guides
Written feedback on assignments
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Administrative support

Telephone contact from central Course Organiser
Face-to-face site visits from CMC Project Guides
Rs50,000 (USD$1250) seed funding for student projects

Participants’ Profile
Geographical spread of
enrolees
Number of enrolments
per year

India 3 regions: South India; Eastern India; North India
Number of intakes per annum:
Number of students per intake:

1
15 – 25 per RTC (3)

Total number currently in the programme:
11 (2010)
Total number completed the programme to date:
234 (2010)
(from CMC – 124; from Maulana Azad Medical College – 54; from School
of Tropical Medicine – 53)
Details of fee payment
among enrolees

Rs. 30,000 per head for CMC RTC;
Up to 5 scholarships per year are provided;

Alumni Activities
Geographical spread of
alumni
Occupations
(All DL alumni)

India
Voluntary not for profit mission hospitals: 35%
Public/Government Hospitals: 15%
Private institutions: 7%
NGOs: 25%

References
Course URL:

www.cmcvellore.ac.in

Reference documents

‘Improving clinical care for people living with HIV/AIDS: A comprehensive
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‘The Fellowship In HIV Medicine: To strengthen capacity, institutions and
partnerships’ (2006) CMC Vellore;
‘An executive summary of the evaluation of three years of the fellowship
in HIV Medicine at CMC Vellore’ (2007) CMC Vellore;
Zachariah et al (2008), ‘Distance learning for priority health problems: a
continuing education approach to service development in HIV Care in
India’;

Other

Correspondence with Dr. Anand Zachariah, CMC Vellore

Evidence of Programme Impact
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Evidence of formal or non-formal association with international, regional or domestic health policy

This programme is seen as being complementary to the Indian government’s plan to provide Anti-Retroviral
Therapy (ART) to HIV patients across the country. This will mean an increase in demand for hospitals and
practitioners who are well trained in comprehensive HIV clinical care. The long duration of the disease makes it
necessary to develop sustainable, quality HIV services within hospitals (CMC Vellore 2006 p8).
There is also evidence that the programme has links with a sea-change in institutional health policy towards
HIV in India. For example, The National AIDS Control Organisation (NACO) is currently training government
health care workers in clinical management of HIV/AIDS, and India’s National AIDS Prevention and Control
Policy has expressed the need for new initiatives to reduce discrimination in health care settings (CMC Vellore
2006 p11).


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

A comprehensive evaluation of the programme and its outputs, undertaken in 2007, three years after the
programme’s commencement, reported the following evidence of alterations and enhancements to trainee’s
professional capacity, practice and values:
In terms of attitude and learning, a large majority of surveyed graduates (86%) reported that the course had
assisted them in developing:
 Quicker anticipation of problems and improved diagnosis & treatment
 Clinical knowledge and clinical acumen with respect to all aspects of HIV
 Improved knowledge and skills in infection control and waste management
 Capabilities for improving the capacity of their staff & colleagues in handling HIV cases
 A positive attitude to those affected by HIV
(CMC 2007 p6)
In addition, as a result of the programme, a large proportion of the graduates were encouraged to keep
abreast of developments in the field of HIV (84 % or 38/45). Related to this, over 80 % per cent of the
graduates reported to be in professional contact with the CMC faculty and with their batch mates, and the
percentage involved in networking through the e-group has also increased during the programme’s lifetime
(CMC 2007 p9).
In terms of naming the practical procedures and treatments that could be initiated post training, the surveyed
graduate responses included: diagnosis and treatment of STIs, initiating ART, paediatric HIV & HAART; ability to
prescribe HAART with proper follow up; lumbar puncture; diagnostic skills in terms of PCP, CMV-Retinitis, CNS,
Toxoplasma and other OIs; PPTCT and improvement in practice of universal precautions (CMC 2007 p7). In
addition, the graduates articulated many specific aspects of counselling that they felt they could handle better
after training, including: pre and post test counselling; psycho-social matters; ART and other drug counselling;
difficult and distressed patients; and paediatric counselling etc (CMC 2007 p7).
This feedback is supported by the evaluator’s observations of clinical practice among graduates. Of the
interactions with 11 new patients that were observed, the performance was deemed ‘good’ in 7 out of 11
cases, with respect to rapport building, current history taking, being non-judgmental, attentive and listening to
what the patient had to say. With reference to follow-up patients, the observed performances reflected a
similarly positive picture. Following the interaction with the patient, reviews of documentation found that the
strong points included: proper documentation of complaints, HIV status, appropriate test and follow-up dates.
However, there were some weaknesses reported among graduates’ clinical practice. In 5 of the 32 cases
discussed, it is reported that the graduate was unable to logically explain the rationale for diagnosis. In
discussing cases for investigation and treatment, it is reported that, of the 21 cases discussed, all graduates
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were able to explain the logic behind investigation, diagnosis and treatment. Of these 15 were able to do it
well, while 6 did so only partially (CMC 2007 p12).
It is reported that, as a result of the Project-related learning component of the programme in particular, the
fact that graduates could independently plan and implement their project has led to them successfully:
 Assimilating and making practical use of basic components of HIV care
 Gaining in self-confidence
 Gaining recognition among colleagues inside and outside the institution
 Instilling confidence in the larger community based on improved service provision
Further to this, the graduates report that, through the process of project implementation, they have
recognised that systematic planning, the involvement of community, and the building capacities of colleagues
are all necessary for quality care for HIV (CMC 2007 p7).


Evidence of wider programme impact on Health and Development outcomes

There appears to be substantial evidence of the wider impact that this programme has had on enhancing the
capacity of localised health services where each graduate is based. This has occurred particularly through the
programme’s project development component.
Firstly, at the institutional level, there is evidence that graduates have assumed additional responsibilities in
their institutions following the completion of their course. In addition, around 5 % of those surveyed reported
that the course had provided them with enhanced professional recognition, resulting in contributions to
professional activities outside of their institutions e.g. membership of professional bodies such as the Indian
Medical Association, district level committees of the health system, etc (CMC 2007 p6).
Secondly, there is evidence of various changes in hospital practice following the training of graduates. These
changes included improvements to key HIV care services such as the initiation of institutional policy guidelines
on HIV-care; the establishment of HIV testing; the creation of HIV lab facilities; and the establishment of inpatient care and home-based care for HIV patients.
Thirdly, in response to these inputs, indicators for HIV service utilisation at the institutional level, such as
contacts for HIV-counselling, out-patient visits, in-patient admissions and staff education sessions, are seen as
having increased significantly (CMC 2007 p10).
Fourthly, as a result of the Projects component of the programme, a significant number of new initiatives were
developed and implemented, with a direct impact on HIV/AIDS service care. One third (36%) of projects had
opted for projects related to institutional care; (18%) had executed projects related to awareness and
counselling; clinical/technical projects (16%); 14 % had carried out projects on training and capacity building;
others included home based care (11%) and HIV management projects (5%). Further examples of include work
in ‘Strengthening HIV Counselling Services’ at the National Security Guard (NSG) hospital in Manesar, Haryana;
the involvement of 150 private practice doctors from the Pushpanjali Medical Centre in East Delhi, in
improving HIV care; and the establishment of HIV care at the Naval Dockyards in Maharashtra.
Fifthly, there is evidence of the HIV networks and linkages with community increasing and widening as a result
of graduate initiatives and institutional support. These include: support group formed for patients and friends;
awareness workshops; community volunteers schemes; the involvement of local media; the funding of
patients through general medicine and nutrition; and schemes of outreach and social workers establishing
good rapport with villages, thereby facilitating the identification and referral of patients (CMC 2007 p13).
However, there are outstanding questions identified in relation to this model of training-service development
methodology: (a) sustainability of service development project; (b) which elements are critical to the
methodology; (c) feasibility and effectiveness when applied to other health problems; (d) effectiveness of
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intervention at other centres and the feasibility and cost-effectiveness of an upscaled version of the current
program (Zachariah et al. 2008 p24).


Evidence of financial or cost benefits of utilising distance learning mechanisms

No information is currently available.
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4.Programme Title: Christian Medical College, Vellore, India:
Post-Graduate Diploma in Family Medicine

Programme Overview
Global Location(s)

India

Provider Nation

India

Partner Nation(s)

None

Provider Institution

Christian Medical College, Vellore

Partner Institutions
(e.g. technical support,
donors funders)

Contact Programme Centres (15 hospitals nationwide)

Programme Details
Year of
Commencement
Target Audience

2007

Content

Distance Learning: 12 print-based self-study course booklets, each
containing 6 modules, each of which cover a single medical problem or
symptom. Supplemented by 20 DVD-based video-lectures.

General physicians and health care providers (HCPs) with MBBS degree
and 2 – 3 years experience. Place preference is given to General
Practitioners, female candidates, and candidates based in remote areas.

Face-to-face: 3 contact courses covering:
 Experience of a wide range of clinical cases,
 Specified procedural and clinical skills
 Professional conduct and attitudes
 Supplementary theoretical knowledge
 Presentation of project work
 Student networking and meeting with faculty
 40 video-lectures
 Daily video-conferencing with CMC staff
Project, covering either: service improvement project appropriate to
individual local professional context; research project.
Structure of Study

The course is divided into 6 semesters of 3 months duration each, with 3
semesters per year. The course commences in March each year with an
Orientation Session, followed by:
Distance Learning Component:
Students cover 2 course booklets (12 modules) per semester. At the end
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of each module, students are expected to submit an assignment or project
for continuous formative assessment. Anticipated study load: 2 hours per
day.
Face-to-face training component:
3 sessions, held at either Contact Programme Centres (CPCs) or CMC
Vellore;
Contact Programme 1: between May – Sept Year 1; held at CPCs (4 – 7
days): Procedural Skills (Caesarean Section; D&C; Spinal anaesthesia;
common surgical skills)
Contact Programme 2: February Year 2; held at CMC Vellore (10 days):
Approaches to clinical problems; case discussions; skills transfer; ethics. 1st
Theory and Practical Exams (covering Course Booklets 1 – 6).
Contact Programme 3: September Year 2; held at CMC Vellore (10 days):
Approaches to clinical problems; case discussions; skills transfer; ethics.
2nd Theory and Practical Exams (covering Course Booklets 7 -12).
For each Contract Programme, the students are expected to maintain a
Logbook of skills and theory covered during the Contact Programme.
Project:
Step 1: Submission of needs assessment and project outline (May Yr 1);
Step 2: Submission of full project plan (July Yr 1)
Step 3: Presentation of Interim Report (Feb Yr 2)
Step 4: Final project report and presentation (Aug Yr 2)
Course fees

Rs.10,000 (USD$200)

Unit cost per head

Information not available

Duration of Study

2 years

Overall programme
funding/cost recovery
mechanisms

Student fees

Delivery Mechanisms
Provision of materials

12 print-based self-study modules; 60 DVD-based Video-lectures;
Assignments; Logbooks; provided by CMC Vellore and dispatched to
learners by CPCs.

Academic support

3 face-to-face Contact Programmes held at CPCs, including daily video
teleconferencing with programme staff from CMC Vellore;
Project Guide mentor from CMC;
Medical facilitator support during the Contact Programme;
Written feedback on assignments.
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Administrative support

Local Co-ordinator based at CPCs; Tele-medicine Technician based at
CPCs;
Programme Co-ordinators based at CMC Vellore

Participants’ Profile
Geographical spread of
enrolees
Number of enrolments
per year

India
Number of intakes per annum:
Number of students per intake:

Details of fee payment
among enrolees

Total number currently in the programme:
Total number completed the programme to date:
Information not available

1
202 (2010)
202 (2010)
140 (2008)

Alumni Activities
Geographical spread of
alumni

India
Information not available

Occupations
(All DL alumni)

References
Course URL:

www.cmcvellore.ac.in

Evaluation documents
Alumni information

CMC Vellore (2010), Department of Distance Education Prospectus;
CMC Vellore (2010), Postgraduate Diploma in Family Medicine Distance
Education Course Overview; Project Guidelines; Tutor Guide;
CMC Vellore (2010), Memorandum of Understanding with MGIMS

Other

Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy

No evidence of impact is currently available.


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

No evidence of impact is currently available.


Evidence of wider programme impact on Health and Development outcomes
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No evidence of impact is currently available.


Evidence of financial or cost benefits of utilising distance learning mechanisms

No evidence of impact is currently available.
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5. Programme Title: FAIMER, US:
Fellowship in Medical Education

Programme Overview
Global Location(s)

Philadelphia, India, Brazil, South Africa

Provider Nation

United States of America

Partner Nation(s)

Brazil, India, South Africa

Provider Institution

Foundation for Advancement of International Medical Education and
Research (FAIMER)

Partner Institutions
(e.g. technical
support, donors
funders)

The Educational Commission for Foreign Medical Graduates; FAIMER
Regional Institutes: Seth G.S Medical College, Mumbai, India; CMC Ludhiana,
India; Brazil-FAIMER Institute, Porto das Dunas, Brazil; PSG Institute of
Medical Science, India; SAFRI (Southern Africa FAIMER Regional Institute),
South Africa; Brazil Ministry of Health; Thomas Jefferson University

Programme Details
Year of
Commencement
Target Audience

2001 (Regional Institutes: 2005; 2006; 2007; 2008)

Content

Overall skills development goals:
Medical education skills and knowledge; leadership skills; project
development and management skills; research skills;

Mid- and senior level health professions educators with a minimum of 3
years’ post-qualification experience.

Content Topics include:








Education concepts – problem-based learning; adult learning theory;
reflective practice; ICTs in education; clinical skills teaching and
assessment; distance learning; international health professions
education; qualitative and quantitative research methods; programme
evaluation;
Leadership and management – understanding leadership styles; conflict
management; project management tools; managing and sustaining
change;
Educational scholarship – principles and tools of program evaluation;
qualitative and quantitative data collection and analysis; planning for
implementation and evaluation of the Educational Innovation Project
Building a global community of practice – interactive exercises for:
building a learning community among participants; continuing learning
community activities; developing co-mentoring relationships and
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collaboration with faculty and peers
Duration of Study

2 years

Structure of Study

The 2 year programme comprises of two parts:
Yr 1: Foundations in Health Professions: Education Teaching, Learning, and
Scholarship;
Yr 2: Advanced Learning and Community Development.
The Educational Innovation Project:
Central to the programme is a health professions education development
project proposed by the Fellow for his/her home institution in the initial
application to the Institute. The project is designed and implemented during
Yr 1, and enhanced during Yr 2. Project activities provide a core opportunity
for application of skills and knowledge presented throughout the fellowship.
The programme activities are divided into four sessions across the two year
fellowship. The following descriptions of the four sessions apply over all the
fellowship programmes, thought the session length varies across programs
Yr 1: Foundations in Health Professions Education—Teaching, Learning, and
Scholarship


Session 1 – Foundation (residential in the United States) (range from 1 to
3 weeks)

This session covers four themed areas of study:










Education concepts – problem-based learning; adult learning theory;
reflective practice; clinical skills teaching and assessment; ICTs in
education; distance learning; development of a health professions
educator portfolio
Leadership and management – understanding leadership styles; small
group dynamics; conflict management; project management tools;
managing change
Educational scholarship – principles and tools of program evaluation;
qualitative and quantitative data collection and analysis; planning for
implementation and evaluation of the Educational Innovation Project
Building a global community of practice – interactive exercises for:
building a learning community among participants; continuing learning
community activities; developing co-mentoring relationships and
collaboration with faculty and peers
Session 2 – Mentoring and Learning Web (On-line) – 11 months

While based at their home institutions, First-year Fellows undertake the
following activities:



complete their Education Innovation Project, with virtual mentoring from
a faculty mentor and second-year Fellows.
engage with peers through Fellow-planned and -led on-line discussions
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based on key areas covered by the four core program themes.
preparation of a poster and an abstract based on their Education
Innovation Project, to be presented and discussed during Session 3.



Yr 2: Advanced Learning and Community Development


Session 3 – Advanced topics (residential in the United States) (range from
5 days to 2 weeks)

This session addresses four themed areas of study:
o

o

o

o



Education concepts – advanced topics in distance learning; international
health professions education; qualitative and quantitative research
methods; programme evaluation
Leadership and management – advanced use of leadership styles;
strengths-based leadership; expanding leadership repertoires;
appreciative inquiry and leadership; sustaining change
Education scholarship – formal poster presentation on education
innovation project; refinement of abstracts for publication; expanded
definitions of scholarship; development of education scholarship goals
and plans
Deepening and expanding of the international community of practice –
interactive activities for: development of co-mentoring relationships with
first-year FAIMER Fellows; deepening mentorship and collaboration with
faculty
Session 4 – Mentoring and Learning Web (On-line) – 11 months

While based at their home institutions, Second-year Fellows undertake the
following activities:




developing educational scholarship with assistance from FAIMER faculty
and Fellow co-mentors, based on: education innovation projects; studies
arising from the distance learning discussions; collaborative projects;
deepening knowledge base in health professions education and research
through ML-Web distance learning discussions;
expanding and deepening the international community of practice.

Course fees

N/A

Unit cost per head

Range from $2,500 to $25,000 per Fellow

Overall programme
funding/cost
recovery
mechanisms

External funding for programme development and delivery is provided by the
Educational Commission for Foreign Medical Graduates through an original
capital investment fund allocation and ongoing operating support.
Student fees and expenses for travel and accommodation are provided by
FAIMER.

Delivery Mechanisms
Provision of
materials

The materials for Residential Sessions are provided by the FAIMER faculty
staff.
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The Distance Learning Sessions have no set syllabus of materials. Any
resources are sourced and shared online through peer-to-peer and
mentoring process.
Academic support

Residential Sessions:
Face-to-face academic support from FAIMER Institute faculty staff and
visiting members;
Distance Learning Sessions:
Guided Web-based discussion with peers and faculty staff via the Mentoring
and Learning Web (ML-Web) facility;
Monthly telephone discussions with faculty staff;
Virtual mentoring support for Yr 1 students from Yr 2 students;

Administrative
support

Core administrative staff in Philadelphia supports organisational and
coordinating functions, web site development, and data collection and
management, and program evaluation analysis for the whole FAIMER
community.
Web-based discussion with peers and faculty staff via the Mentoring and
Learning Web (ML-Web) facility;
Monthly telephone discussions with faculty staff;
Virtual mentoring support for Yr 1 students from Yr 2 students;
Follow-up contact from faculty staff via personal emails, telephone calls
and/or SMS text.

Participants’ Profile
Geographical spread
of enrolees
Number of
enrolments per year

39 countries from across Africa, South Asia, and South America
Number of intakes per annum:
Number of students per intake
(across all 6 fellowship programmes in 2010):

Details of fee
payment among
enrolees

Total number currently in the programme:
Total number completed the programme to date:
Student fees are covered by the FAIMER Institute

1

113
223 (2010)
538

Alumni Activities
Geographical spread

39 countries from across Africa, South Asia, and South America
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of alumni
Occupations
(All DL alumni)

Health professions schools’ faculty members;
Specialities of Fellows from all 6 programs through 2010 class years include:
Internal Medicine (10%), Paediatrics (8%), Physiology (7%), Community
Medicine (6%), Health Professions Education (5%), Pathology (5%).

References
Course URL:

http://www.faimer.org

Reference
documents

FAIMER Annual Report 2007;
Anshu et al (2010): Group Dynamics and Social Interaction in a South Asian
Online Learning Forum for Faculty Development of Medical Teachers,
Education for Health, Volume 23, issue 1, 2010
Available from: http://www.educationforhealth.net/;
Anshu et al (2008): Online Faculty Development for Medical Educators:
Experience of a South Asian Program, Education for Health
http://educationforhealth.net/contributenew/contribview.asp?ArticleID=175
Burdick et al (2010): Measuring the effects of an international health
professions faculty development fellowship: the FAIMER Institute, Medical
Teacher, 32: 414–421;
Burdick WP, Morahan PS, Norcini JJ (2007): Capacity Building in Medical
Education and Health Outcomes in Developing Countries: the Missing Link,
Education for Health, Volume 20, Issue 3, 2007 Available from:
http://www.educationforhealth.net/
Burdick WP, Morahan PS, Norcini JJ (2006): Slowing the brain drain: FAIMER
education programs, Medical Teacher, Vol. 28, No. 7, 2006, pp.
631–634
Norcini JJ, Burdick WP, Morahan PS, (2005) The FAIMER Institute: creating
international networks of medical educators, Medical Teacher, Vol. 27, No. 3,
2005, pp. 214–218

Other

Discussions with William Burdick, FAIMER; Deborah Diserens, FAIMER; Stacey
Friedman, FAIMER

Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy

Evolving from its work certifying the clinical competence of international physicians applying to come to the
United States, the FAIMER programme was established in order to give back to the countries from which these
physicians come and support the expanded production of health professionals in those countries where there
is an undersupply.
The establishment of the FAIMER programme and its Fellow-led off-shoot programmes aim to diminish
195

international migration for training purposes, and enhancing coherent professional development opportunities
and networks in developing countries (Burdick et al 2006 p631). These programmes are also seen to go some
way to overcome national shortcomings in investing in the healthcare workforce, and in sub-Saharan Africa,
the decimation of the adult workforce caused by HIV/AIDS (Norcini et al 2005 p214).
The achievement of these goals has been enhanced through the establishment and implementation of
FAIMER’s Regional Institutes.


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

In post-programme evaluation, there were ‘statistically significant and large effects’ for Fellows’ perceptions of
the importance of the areas covered by the programme, as well as their own ratings of personal knowledge,
skills and attitudes before and after the Institute (Norcini et al 2005 p217).
When asked in interview to describe if and how they had applied concepts and skills learned at the FAIMER
Institute to their work, 98% of Fellows mentioned at least one leadership skill or method, making this the most
frequently mentioned category of skill used. Within this leadership / management domain, the specific skills or
tools mentioned included: appreciative inquiry and/or appreciative leadership by 49%; conflict management
40%; team building/group process 40%; project management tools in general 29%.
The next most frequently mentioned skills domain was program evaluation. 89% mentioned at least one
program evaluation method, including: the logic model, qualitative analysis, survey methods, and
quantitative/survey analysis.
Following this, the third most mentioned skills domain was educational methods. At least one education
method or approach was mentioned by 60% of the Fellows, including: student assessment; small group
teaching; clinical skills assessment; problem-based learning; adult learning theory (Burdick et al 2010 p417).
In terms of the FAIMER Institute’s effect on Fellows’ actual leadership skills, investigation revealed that within
one year of the Fellowship programme, a majority of Fellows had a greater role in their place of employment,
and were now seen as an education specialist. Approximately 1/3 of fellows reported they were accorded
greater confidence by their supervisors and that they now had more opportunity to interact with their school’s
leadership. In addition, over half commented on at least one change in their own leadership style: 36% that
they were more likely to involve others in projects, 15% had a greater awareness of their own leadership style,
16% were more confident or more positive, 15% were better at handling people and conflict, and 11% were
doing more planning (Burdick et al 2010 p418).


Evidence of wider programme impact on Health and Development outcomes

The main evidence of the programme’s wider impact on health and development outcomes is based on the
range of Education Innovation Projects instigated as a result of the FAIMER Institute and FAIMER Regional
Institute programmes. Globally, Students and Fellows have instigated over 500 research and medical education
projects, each implemented at the local and community level and designed to address particular and contextspecific health needs.
In terms of direct impact on local health, for projects for all Fellows in or graduated from the 6 fellowship
programs as of May 2010, 17% of curriculum innovation projects were directly related to community health.
The majority of projects where Fellows reported on the project status were reported to have been
institutionalized (incorporated into the curriculum and/or incorporated as an institutional policy or procedure)
(92/168, 55%) and replicated (replicated in another course / module / year at the Fellow's institution, in
another setting in the Fellow's country, and/or in a setting in another country) (101/168, 60%), based on data
as of July 2010. Of the 35 fellows in the first three classes of the Institute, there have been 11 promotions, 9
peer-reviewed publications and 14 international poster presentations, indicating development of the medical
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education field (Burdick et al 2007 p1). Among 185 Fellows responding from all classes through 2009 of all 6
programs, there have been 171 conferences/workshops organized, 374 presentations, and 228 publications as
of July 2010.
See below table data regarding breakdown of projects according to subject area.
Topic Focus of Fellow Projects, by Program*

STUDENT ASSESSMENT (ASMT)
Assessment
OSCE
DISTANCE AND COMPUTER-BASED
LEARNING (DLCB)
Distance Learning
Computer based/IT
ALIGNMENT WITH HEALTH SYSTEM,
CONTEXT, AND NEEDS (ALIGN)
Alignment of content with health
care context / population health
needs
Community-based education
Health systems
integration/improvement/change
EDUCATION METHODS/MODELS
(EDMETH)
Teaching methods
PBL
Critical thinking
Clinical skills education
Evidence-based Medicine
Simulations
CURRICULUM REVISION /
INTEGRATION / CHANGE (CUR)
FACULTY/TEACHER/TRAINER
DEVELOPMENT (FACDEV)
ORGANISATIONAL DEVELOPMENT
(ORGDEV)
PROFESSIONALISM / HUMANISM /
ETHICS (PROF)
PROGRAM EVALUATION (PE)
STUDENT AFFAIRS (STAFF)

INSTITUTE
2001-2009,
Philadelphia
(N=115)
22%
15%
7%

BRAZIL
20072010,
Brazil
(N=97)
15%
15%
--

CMCL
20072010,
India
(N=66)
14%
12%
2%

GSMC
20072009,
India
(N=51)
27%
16%
12%

PSG
20072010,
India
(N=60)
15%
12%
3%

SAFRI
20082010,
South
Africa
(N=46)
9%
7%
2%

13%

9%

9%

8%

10%

--

3%
10%

3%
7%

2%
8%

-8%

2%
8%

---

14%

32%

5%

2%

13%

30%

3%

4%

3%

--

5%

11%

11%

12%

3%

2%

8%

17%

1%

20%

--

--

--

4%

31%

25%

56%

43%

50%

22%

7%
9%
1%
10%
3%
3%

14%
2%
-7%
1%
3%

33%
12%
3%
6%
3%
2%

25%
14%
-6%
---

40%
5%
5%
5%
---

4%
4%
2%
9%
2%
2%

19%

27%

24%

16%

23%

28%

8%

16%

2%

2%

8%

13%

3%

4%

--

2%

--

11%

3%

5%

2%

2%

5%

4%

20%
3%

6%
5%

26%
5%

31%
6%

13%
15%

28%
2%

* Includes only projects of Fellows who consented to participation in the program evaluation.


Evidence of financial or cost benefits of utilising distance learning mechanisms

No detailed cost benefit analysis has been conducted, but a continuous face-to-face programme over two
years would be cost-prohibitive. Using telephone and the Internet allow for this continuous educational
experience during the formal 2-year programme, and then well beyond, with the majority of Fellows remaining
connected with ongoing online education via the listserv.
197

6. Programme Title: IGNOU, India:
BSc in Ophthalmic techniques

Programme Overview
Global Location(s)

India

Provider Nation

India

Partner Nation(s)

None

Provider Institution

IGNOU

Partner Institutions

Regional Ophthalmic Institutions (hospitals, research centres and commercial
ophthalmic practices) affiliated to the Federation of Ophthalmic Research and
Education Centres (FOREC)

Programme Details
Year of
Commencement
Target Audience

January 2006

Content

The content of the modules covers 36 different topics, from Cardiac
Arrhythmias to Cardiovascular pharmacology.

Duration of Study

2-4 years

The course is designed for students wanting to practice in ophthalmology, but
can also be entered part-way through by those already working as ophthalmic
assistants and wanting to upgrade their training.

Structure of Study
The whole course is divided into four years or eight semesters with choice of
exit at the end of 2nd and 3rd years, and is divided into theory, practical and
clinical components.
The theoretical component is delivered through distance education. The
practical and clinical training is provided in the participating Eye hospitals, Eye
centres, Eye research centres, and Eye institutes.
Each semester contains 6-12 subject modules of varying lengths, assessed by
4 papers. Practical and Clinical work is assessed on an annual basis by
evaluative papers as well as a viva-voce.
Diploma and Degree will given at different points as below:
(a) At the end of 4th semester-Diploma in Refraction and Optometry
198

(D.R.Opt.)
(b) At the end of 6th semester (D.O.T)
(c) At the end of 8th semester (B.Sc. Hons.) in Ophthalmic Techniques.
Course fees

Rs. 24,000 for the first year, and Rs. 18,000 for subsequent years

Unit cost per head

Information is not available

Overall programme
funding/cost
recovery
mechanisms

IGNOU is funded by grant-in-aid from the MHRD, as well as student fees and
sale of materials; at present, more than 85% of the total income of the
IGNOU is generated internally.

Delivery Mechanisms
Provision of
materials
Academic support

Materials are provided on-line, through CD-Roms and in print-based format.
The University has an extensive national and international network of
regional centres and learner support centres, including work centres,
programme study centres and partner institutions in India (under the
convergence scheme), through which it reaches out to its learners. At these
centres, learners are provided services in respect of subject-specific academic
counselling, listening/viewing of A/V programmes, library facilities,
teleconferencing, video conferencing, computer access, laboratory work and
other practical work.
The participating hostpitals and clinics are fully equipped and provide OPD,
IPD and Community services besides emergency services. Some of these also
have fully equipped eye banks.

Administrative
support

The network of regional learning centres provide administrative support as
well as academic support.

Participants’ Profile
Geographical spread
of enrolees
Number of
enrolments per year
Details of fee
payment among
enrolees

India
Unknown
Fees are paid privately, though students will often have received support
from health authorities in their local region. A significant portion of
enrolment fees are subsidised by the grant-in-aid funding from the Ministry
of Human Resources Development.

Alumni Activities
Geographical spread
of alumni
Occupations

India
Optometrists, Refractionists and Ophthalmologists
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References
Course URL:

http://www.ignou.ac.in/schools/sohs/RevisedPGDCC.htm

Reference
documents

IGNOU handbook, 2010, Maidan Garhi New Delhi, 2010

Other

Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy

There are explicit policy links associated with this programme, but it is presented as part of a concerted effort
to increase the number of rural ophthalmologists (Course Website).


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

No evidence of impact is currently available.


Evidence of wider programme impact on Health and Development outcomes

There is no evidence of impact currenly available. However, rural areas covered by ophthalmic specialists have
been broadened. Recent significant decreases in cases of preventable blindness on a national scale through
the work of groups such as the Aravind Eye Hospitals may be benefitting from the capacity this program has
built in to the ophthalmic workforce.


Evidence of financial or cost benefits of utilising distance learning mechanisms

No information is currently available.
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7. Programme Title: IGNOU, India:
PG Dip in Clinical Cardiology

Programme Overview
Global Location(s)

India

Provider Nation

India

Partner Nation(s)

None

Provider Institution

IGNOU

Partner Institutions

Regional Cardiac Institutions

Programme Details
Year of
Commencement
Target Audience

January 2006

Content

The content of the modules covers 36 different topics, from Cardiac
Arrhythmias to Cardiovascular pharmacology.

Duration of Study

2-4 years

Doctors with an MBBS (as opposed to an MD), particularly those in rural
areas.

Structure of Study
This is a 72 credit programme comprising of 30 credits in theory and 42
credits in practical.
First Year
• Wards + Outpatient Diagnosis : 3 Months
• ECG/Stress Testing : 3 months
• Echocardiography : 3 months
• Intensive Care Unit / Critical Care Unit: 3 months
Second Year
• Special Observation : 1 month
• Intensive Care Unit / Critical Care Unit : 2 months
• Wards + Outpatient Diagnosis : 3 months
• Paediatric Cardiology : 3 months
• Community Posting : 3 months
For term-end practical examination, there will be one internal and one
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external examiner.
Course fees

Rs. 39,600 per year

Unit cost per head

No information available

Overall programme
funding/cost
recovery
mechanisms

IGNOU is funded by grant-in-aid from the MHRD, as well as student fees and
sale of materials; at present, more than 85% of the total income of the
IGNOU is generated internally.

Delivery Mechanisms
Provision of
materials

All the Study Materials & Video Programmes of the PGDCC programme are
available online.

Academic support

The University has an extensive national and international network of
regional centres and learner support centres, including work centres,
programme study centres and partner institutions in India (under the
convergence scheme), through which it reaches out to its learners. At these
centres, learners are provided services in respect of subject-specific academic
counselling, listening/viewing of A/V programmes, library facilities,
teleconferencing, video conferencing, computer access, laboratory work and
other practical work.

Administrative
support

The University has opened special study centres for learners. At these
centres, learners can receive administrative support as well as academic
support.

Participants’ Profile
Geographical spread
of enrolees

India, rural and urban areas (though aimed to facilitate the enhanced
cardiological capacity of the rural health workforce)

Number of
enrolments per year

A maximum of 10 students per regional centre, with 51 regional centres. 173
have graduated so far as of the beginning of 2010.

Details of fee
payment among
enrolees

Fees are paid privately, though students will often have received support
from health authorities in their local region. A significant portion of
enrolment fees are subsidised by the grant-in-aid funding from the Ministry
of Human Resources Development.

Alumni Activities
Geographical spread
of alumni

India
Cardiac Specialist Doctors

Occupation
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Course URL:

http://www.ignou.ac.in/schools/sohs/RevisedPGDCC.htm

Reference
documents

IGNOU handbook, 2010, Maidan Garhi New Delhi, 2010

Other

Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy

No explicit policy links, but part of a concerted effort to increase the number of rural Cardiac specialists:
“While India has only about 150 positions for training Cardiologists (DM and DNB in Cardiology), less than
hundred doctors eventually becomes specialists every year. There is wide gap between availability of
cardiology expertise and load of cardiac morbidity in rural as well as urban area. Whatever cardiologists are
trained, they are employed / practicing in metropolitan cities or large towns. This deprives the large population
of our country from the cardiology expertise. In India, where 25% of the population are living below poverty
line (2002) and more than 70% of them are living in rural area, most of the trained cardiologist are
concentrated in the costly sophisticated tertiary care hospitals which are situated in the urban area. Since high
tech hospitals are not only unaffordable but also non-accessible for most of the people of the country, this
programme will have a great social relevance.” (Course Website)


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

No evidence of impact is currently available.


Evidence of wider programme impact on Health and Development outcomes

No evidence of impact is currently available.


Evidence of financial or cost benefits of utilising distance learning mechanisms

No evidence of impact is currently available.
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8. Programme Title: IGNOU, India:
PG Dip in Hospital and Health Management

Programme Overview
Global Location(s)

India

Provider Nation

India

Partner Nation(s)

None

Provider Institution

Indira Gandhi National Open University

Partner Institutions
(e.g. technical
support, donors
funders)

Various

Programme Details
Year of
Commencement
Target Audience

2001

Content

This programme aims at improving the managerial skills of Hospital for the
effective and efficient performance of Hospitals. Examples of module titles
include:
 Support & Utility Services and Risk management
 Health System Management
 Clinical, Diagnostic & Therapeutic Services

Medical/Dental Graduates, Graduates in Indian System of Medicine &
Homeopathic, Graduates in Nursing, Graduates in Pharmacy, Graduates in
Engineering or Architecture associated with Hospitals.

Examples of content blocks within modules include:
 Hospital Waste Management
 Management of OPD
 Support and Utility Services
 Organisation and management of Hospitals
Duration of Study

1-3 years

Structure of Study

The PG Dip in Hospital and Health Management programme is a 32 credit
programme (18 credits of theory and 14 credits of practical), including project
work. Students are expected to complete 6 modules.
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The self-study component allows the student to complete the 6 modules at
his or her own pace. This will be accompanied by three Contact Programmes
of 1 week each will be held at Programme Study Centres. The flexibility of this
depends on availability of places at the specific PSC.
Each Module has 4 blocks of content, on topics ranging from general
management principles to Hospital Engineering Services, and Diagnostic and
Therapeutic Services to National Health Programmes.
Assessment for each module comes in the form of three theoretical
assignment papers, and one term-end practical examination. Practical
Examinations are conducted between December & January at all the
Programme Study Centres.
Course fees

Rs 15,700

Unit cost per head

No information available

Overall programme
funding/cost
recovery
mechanisms

IGNOU is funded by grant-in-aid from the Ministry of Human Resources
Development (MHRD), as well as student fees and sale of materials; at
present, more than 85% of the total income of the IGNOU is generated
internally.

Delivery Mechanisms
Provision of
materials

The Distance learning component is comprised of Audio-Video lectures, and
self-study materials provided in paper and CD format.

Academic support

The programme is implemented through a network of Programme Study
Centres (PSCs) all over the country. The Programme Study Centres are located
in medical colleges/ hospitals/ management institutes. Academic counselling
is provided at programme study centres. The local counsellor will also act as a
guide for project study to be undertaken by each student during the
programme.
For hands-on training learners are placed in hospitals/ Community Health
Centres/ Primary Health Centres and community field attached to the
respective Programme Study Centres. The hands-on training is provided
through rotational posting under different subject specialists.

Administrative
support

Administrative support is available by phone and email and at the local study
centres. Contact details for the appropriate division of administrative support
is organised and available to all students along with study materials and
online at: (http://www.ignou.ac.in/faq/Contact.htm)

Participants’ Profile
Geographical spread
of enrolees
Number of
enrolments per year

India
30-40 students per centre for 23 centres. Though exact numbers are
currently unknown due to the decentralized administration of the
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programme, other IGNOU programmes similar to this have much fewer than
the maximum possible number as some centres may have very few students
in a subject as specific as this.
Details of fee
payment among
enrolees

A significant portion of enrolment fees are subsidised by the grant-in-aid
funding from the Ministry of Human Resources Development. Other students
pay privately.

Alumni Activities
Geographical spread
of alumni
Occupation

Rural areas of India.
Hospital Managerial staff, with clinical, logistical and financial managerial
responsibilities

References
Course URL:

http://www.ignou.ac.in/schools/sohs/index.htm

Reference
documents

IGNOU handbook, 2010, Maidan Garhi New Delhi, 2010

Other

Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy

This programme has no explicit links with policy, but is part of a concerted effort to increase the number and
capacity of Hospital Managerial specialists and increase the human capital of the health workforce:
“In line with the national goals of Higher Education, viz., Expansion, Inclusion and Excellence, the University
has initiated several major steps for providing avenues for the enhancement of the Gross Enrolment Ratio,
strengthening post-graduate teaching and research and for ensuring quality standards in these areas of
[health] education.” - IGNOU Handbook 2010


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

No evaluative information is currently available.


Evidence of wider programme impact on Health and Development outcomes

No evaluative information is currently available.


Evidence of financial or cost benefits of utilising distance learning mechanisms

No specific evidence of cost benefits is available.
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9. Programme Title: IGNOU, India:
PG Dip in Maternal Child Health

Programme Overview
Global Location(s)

India

Provider Nation

India

Partner Nation(s)

None

Provider Institution

Indira Gandhi National Open University

Partner Institutions

Regional Study Centres and Hospitals

Programme Details
Year of
Commencement

PG Dip 1997
Certificate 2007

Target Audience

Certificate level enrolees are Nursing professionals (RNRM) with Diploma in
General Nursing and Midwifery (GNM) or above and Auxiliary Nurse Midwife
(ANM)/ Female Health worker (FHW) / Health Supervisor (HS) / Lady Health
Visitor (LHV) / Public Health Nurse(PHN)
PG Dip enrolees are MBBS doctors who have Completed their compulsory
rotating internship before the beginning of the respective academic session.

Content

A comprehensive package comprising of Reproductive Health, Child Health
and Public Health components of MCH, including:
 Preventive MCH – Epidemiology in Maternal and Child Health;
Communication for Behavioural change; Adolescent Job Aid;
 Reproductive Health – Gynaelogical Disorders; Family Planning;
Practical Manual;
 Child Health – Hospital Management of a Sick Child; Childhood
Morbidity; IMNCI (Integrated Management of Neonatal and
Childhood Illness) Chart Booklet;
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Structure of Study

The Certificate in Maternal and Child Health Care is a six months Programme
of 16 credits (8 credits in theory and 8 credits in practical). It has 2 theory
courses and 1 practical course. The PG Dip consists of 36 Credits divided
equally between theory and practical topics.
The theoretical learning component is carried out by flexible self-study at the
student's personal pace. Theory papers are assessed at the end of each year.
The hands-on-training is offered involving a three-tier system i.e.
demonstrations and discussions at Medical colleges called Programme Study
Centre (PSC), supervisory practice at district level /secondary level hospitals
called Skill Development Centres (SDC) and self activity at own Work Place
(WP) with maintenance of records. The students are posted to medical
colleges (PSC) for 4 spells of 7 days each, and work in teams of 5.
Theoretical and practical learning also occurs through a national network of
study centres. The hands-on training is provided through rotational posting
under different subject specialists at Medical Colleges and Tertiary Health
Institutions identified as Programme Study Centres (PSC), and at District
Hospitals and Secondary Health centres identified as Skill Development
Centres (SDC). The total duration of posting at PSC will be for 45 days and the
total duration of posting at SDC will be for 30 days. The structuring and timing
for the practical learning is determined locally by the SDCs and PSCs.
The students will maintain a log-book throughout their studies and will also
practice the skills in their own set up.
PG Dip students are assessed by 2 theory papers––one related to compulsory
subjects and the other related to the optional subjects. Similarly, the
practical examination will have two papers: one for compulsory courses and
the other for optional courses.
For the Certificate programme, the evaluation includes continuous evaluation
in the form of assignments, Term End Examination for theory and practical
examination. 30 percent weightage is given to assignments and 70 percent
weightage is given to Term End Examination. In the practical components 50
percent weightage is given to continuous evaluation (25% to self-guided
activities and 25% to supervised activities) and 50 percent weightage is given
to practical examination.

Course fees

Certificate: Rs 3,900
PG Dip: Rs 14,000

Unit cost per head

No information available

Duration of Study

Certificate : 6 months (2 years maximum)
PGDip: 1 year (3 years maximum)

Overall programme
funding/cost
recovery
mechanisms

IGNOU is funded by grant-in-aid from the Ministry of Human Resources
Development (MHRD), as well as student fees and sale of materials; at
present, more than 85% of the total income of the IGNOU is generated
internally.
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Delivery Mechanisms
Provision of
materials

Materials are available as print-based, downloads, CD-Roms, and also
through pre-recorded video.

Academic support
To ensure quality training, a three tier monitoring system is operational i.e.
the core faculty at head quarter level, Regional Health sciences Advisory
Committee (RHSAC) at state level and Regional Consultants at SDC level. The
hands-on-training of all students are recorded in logbooks and verified by
concerned Counsellors.
Accordingly, the students are posted to medical colleges (PSC) for 4 spells of
7 days each. In the PSC, they are posted to different counsellors in a group of
5 each. They get posted to OPD, Ward, OT, Emergency, Labour room,
neonatology etc. The district hospital posting is flexible and adjusted as per
mutual convenience of the student and the counsellor. Eminent subject
experts interact with the students through this process.
Administrative
support

Administrative support is available by phone and email and at the local study
centres. Contact details for the appropriate division of administrative support
is organised and available to all students along with study materials and
online at: (http://www.ignou.ac.in/faq/Contact.htm)

Participants’ Profile
Geographical spread
of enrolees

Learners from this program are from a diverse range of social, economic and
regional groups, viz., rural, urban and tribal areas.

Number of
enrolments / year
Details of fee
payment among
enrolees

640
A significant portion of enrolment fees are subsidised by the grant-in-aid
funding from the Ministry of Human Resources Development. Other students
pay privately.

Alumni Activities
Geographical spread
of alumni

India, many from rural areas.
MCH Specialist Doctors

Occupation

References
Course URL:
Reference
documents

http://www.ignou.ac.in/schools/sohs/index.htm
IGNOU handbook, 2010, Maidan Garhi New Delhi, 2010
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Other
Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy

This programme has no explicit policy links, but is part of a concerted effort to increase the number of rural
Maternal-Child Health specialists and increase the human capital of the health workforce:
“In line with the national goals of Higher Education, viz., Expansion, Inclusion and Excellence, the University
has initiated several major steps for providing avenues for the enhancement of the Gross Enrolment Ratio,
strengthening post-graduate teaching and research and for ensuring quality standards in these [MaternalChild] areas of [health] education.” (IGNOU Handbook 2010)
“The MCH care in the country including that of the peripheral health institutions gets improved. This will
ultimately take the MCH Care to the doorsteps of the people and health in achieving one component of the
“Health for All” dream of the government of India.” (Course Website)


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

No evaluative evidence is currently available.


Evidence of wider programme impact on Health and Development outcomes

No evaluative evidence is currently available. While an improvement in Infant Mortality and Maternal
Mortality was observed over this time period the large number of factors involved mean that this programme
cannot be specifically attributed with having affected these national levels.


Evidence of financial or cost benefits of utilising distance learning mechanisms

No specific evidence of cost benefits is available.
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10. Programme Title: IGNOU, India:
PG Certificate in Newborn and Infant Care

Programme Overview
Global Location(s)

India

Provider Nation

India

Partner Nation(s)

None

Provider Institution

Indira Gandhi National Open University

Partner Institutions
(e.g. technical
support, donors
funders)

Various

Programme Details
Year of
Commencement
Target Audience

2007

Content

Seeks to enhance and update the knowledge, skills and practices of nursing
personnel in care of newborn and infants and to enable nursing personnel to
provide effective nursing care to normal, at risk and sick newborn and infants.
Examples of Specific video-based lecture modules include:

Nursing professionals (RNRM) with Diploma in General Nursing and
Midwifery (GNM)/B. Sc. Nursing or above.



Transport of Newborn – Nurses role



Role of Nurse in Thermoregulation of Newborn



Assessment and Examination of New born

Duration of Study

6 months to 2 years

Structure of Study

Certificate in Newborn and Infant Care (CNIC) is a six month programme of 14
credits (4 credits in theory and 10 credits in practical). It has 1 theory course
and 2 practical courses. It integrates theoretical and practical learning
through a national network of study centres.
The learners are required to do self-practice at their own work place and
maintain the record in workbook.
The hands-on training is provided through rotational posting under different
subject specialists at Medical Colleges and Tertiary Health Institutions
identified as Programme Study Centres (PSC) and District Hospitals and
Secondary Health set ups identified as Skill Development Centres (SDC). The
Programme Study Centres are located in Colleges of Nursing / Schools of
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Nursing. Academic counselling is provided at programme study centres. For
hands on training learners are placed in hospitals/ Community Health
Centres/ Primary Health Centres and community field attached to the
respective Programme study centres. Students maintain a log-book and will
also practice the skills in their own set up. The total duration of posting at PSC
will be for 45 days and the total duration of posting at SDC will be for 30 days.
Course fees

Rs 3,900

Unit cost per head

No information available

Overall programme
funding/cost
recovery
mechanisms

IGNOU is funded by grant-in-aid from the Ministry of Human Resources
Development (MHRD), as well as student fees and sale of materials; at
present, more than 85% of the total income of the IGNOU is generated
internally.

Delivery Mechanisms
Provision of
materials
Academic support

Materials are provided as print-based documents

Administrative
support

Administrative support is available by phone and email and at the local study
centres. Contact details for the appropriate division of administrative support
is organised and available to all students along with study materials and
online at: (http://www.ignou.ac.in/faq/Contact.htm)

The programme is implemented through a network of Programme Study
Centres (PSCs) all over the country. A team of trained teachers are identified
at these centres and trained for providing academic counselling and
supervised practice.

Participants’ Profile
Geographical spread
of enrolees
Number of
enrolments per year

India

Details of fee
payment among
enrolees

A significant portion of enrolment fees are subsidised by the grant-in-aid
funding from the Ministry of Human Resources Development. Other students
pay privately.

~2,500 in all of the Health Sciences (based on est. of 2-5% of 74,000 total
enrolment)

Alumni Activities
Geographical spread
of alumni

India, many from rural areas.
Nursing and Midwifery primarily in the public healthcare system.

Occupation
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References
Course URL:
Reference
documents

http://www.ignou.ac.in/schools/sohs/index.htm
IGNOU handbook, 2010, Maidan Garhi New Delhi, 2010

Other
Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy

This programme has no explicit policy links, but is part of a concerted effort to increase the number of rural
Newborn and Infant Care specialists and increase the human capital of the health workforce:
“In line with the national goals of Higher Education, viz., Expansion, Inclusion and Excellence, the University
has initiated several major steps for providing avenues for the enhancement of the Gross Enrolment Ratio,
strengthening post-graduate teaching and research and for ensuring quality standards in these [MaternalChild] areas of [health] education.” (IGNOU Handbook 2010)


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

No evaluative evidence is currently available.


Evidence of wider programme impact on Health and Development outcomes

No evaluative evidence is currently available.


Evidence of financial or cost benefits of utilising distance learning mechanisms

No specific evidence of cost benefits is currently available.
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11. Programme Title: Johns Hopkins Center for Clinical Global Health Education, US:
Distance Education Programs

Programme Overview
Global Location(s)

USA

Provider Nation

United States

Partner Nation(s)

Ethiopia, Uganda, India, Pakistan, Panama, Palestine

Provider Institution

Johns Hopkins University, Division of Infectious Diseases

Partner Institutions
(e.g. technical support,
donors funders)

Addis Ababa University, Ethiopia; BJ Medical College & National AIDS
Research Institute, India; Makerere School College of Health Sciences &
Rakai Health Sciences Program, Uganda; Indus Hospital, Pakistan; Gorgas
Institute, Panama; ANERA Foundation, Palestine; CDC; PEPFAR; Fogarty
International/NIH; US Health and Human Resources; JHPIEGO

Programme Details
Year of
Commencement

2005 Infectious Diseases Grand Rounds; HIV Case Discussions in Ethiopia;
2006 Adult Management of HIV/AIDS (revised in 2009);
2007 Paediatric Management of HIV/AIDS, Peripheral Blood Mononuclear
Cell Cryopreservation (PBMC);
2008 HIV Case Discussions in India, CD4 Enumeration (revised 2010),
Western Blot Assay;
2009 Pharmacologic Management of HIV, Specimen Management;
2008/09 Prevention of Mother to Child Transmission of HIV;
2010 Continuing Medical Education for GP/HS;
2009/10 eMOCHA, TB Treatment and Prevention, Adult Male
Circumcision;
2010 Biostatistics and Research Ethics;

Target Audience

Clinical health care providers, working in teams

Content

Current programmes include the following:
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HIV/AIDS Management (Adult & Paediatric); Prevention of Mother to
Child Transmission of HIV; Pharmacologic Management of HIV/AIDS; TB
Treatment and Prevention; Continuing Medical Education for General
Practitioners/Hospital Specialists; HIV Case Discussions; Infectious
Diseases Grand Rounds; Laboratory Training; Adult Male Circumcision
Training Program; Electronic Mobile Open-Source Comprehensive Health
Application (eMOCHA); Biostatistics; Research Ethics.
Details of each course are outlined below.
HIV Case Discussions (Ethiopia and India):
This is a regularly scheduled session in which cases from in-country
hospitals/clinics are presented and discussed among care providers at all
sites. The primary objective is to discuss clinical strategies to optimize
management and treatment of patients with HIV/AIDS. 213 Cases have
been posted for the Ethiopia Discussions and 43 cases for India.
Infectious Diseases Grand Rounds:
This is a regularly scheduled activity in which cases from Johns Hopkins
Hospital are presented and discussed among care providers. 195 cases
have been posted online. The CME accredited program is broadcast live
and archived online CME. The objectives are to:
 Incorporate knowledge gained into clinical practice
 Discuss clinical strategies to optimize treatment of patients with
infectious diseases
 Recognize new developments in the field
 Evaluate effectiveness of institutional resources and policies for
diagnostic testing and treatments and control of infectious diseases
 Recognize national and international epidemics
Management of HIV/AIDS (Adult and Paediatric):
This course is a comprehensive clinical training program in the clinical
management of paediatric/adult HIV/AIDS care. Topics range from
HIV/AIDS epidemiology and management of opportunistic infections to
antiretroviral treatment and toxicities.
Pharmacologic Management of HIV:
This course content included a broad range of lectures from basic HIV
virology and pathogenesis to ARV therapeutic strategies and management
of opportunistic infections as well as adherence and treatment failure.
Prevention of Mother to Child Transmission of HIV:
Provides instruction on HIV counseling, testing and antiretroviral
treatment and management in pregnancy. Intrapartum care, HIV-related
complication and infant feeding are also addressed.
Continuing Medical Education for GP/HS:
Each course offers continuing medical education on a broad range of
topics, e.g. diabetes, hypertension, asthma, cirrhosis, heart failure and
knee and back pain. Instruction is through videoconference and all
material archived for on-demand access. Initially in pilot phase,
Certificate of Attendance for the live session, and a Certificate of
Achievement are available for performance on post-testing.
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TB Treatment and Prevention:
A comprehensive training course developed for clinicians and researchers
in India. Course content includes epidemiology, treatment & diagnostics,
laboratory methods, operational research and vaccines.
Adult Male Circumcision Training Program:
A training CDROM developed in collaboration with surgeons from Rakai
Health Sciences Program in Uganda. The content is organized into covers
instruction and demonstration of all steps from initial screening of a
patient through follow up after the surgical procedure. Guidance on
instrumentation, are also addressed. This is used in conjunction with
hands-on surgical training.
Electronic Mobile Open-source Comprehensive Health Application
(eMOCHA):
eMOCHA is a free open-source application developed by the CCHGE.
eMOCHA is designed to assist health programs in developing countries
improve provider communication and education, as well as patient care,
by coordinating wireless devices with local server-based clinical training
and patient care support services. Two pilot studies are underway in
Uganda with additional pilots starting in Afghanistan and in Baltimore in
2011.
Laboratory Instruction on CD and online:
Each of the following programs are self-paced, independent study with an
opportunity to earn of Certificate of Achievement.
 PBMC: This course specifically designed for international laboratories
participating in clinical trial networks. It provides optimized protocols
for PBMC isolation, counting, freezing, thawing, and quality control
techniques.
CD4 Enumeration: Training provides instruction for laboratory
technicians on the flow cytometric analysis and enumeration of CD4+
T-cells for the monitoring of people infected with HIV.
 Western Blot: This program with instruction on how to perform a
Western Blot is intended as a training tool for laboratory technicians
with basic knowledge of Western Blot and as a refresher course for
technicians with experience in Western Blot.
 Specimen Management: This training course provides instruction on
the chain of custody procedure and documentation to maintain
specimen integrity from specimen collection, pickup, and transport to
processing, analysis, storage and disposal.
Introduction to Biostatistics:
This self-paced, independent study course provides an introduction to
selected important topics in biostatistical concepts and reasoning. It
provides a survey of data and data types. Specific topics include tools for
describing central tendency and variability in data; methods for
performing inference on population means and proportions via sample
data; statistical hypothesis testing and its application to group
comparisons; issues of power and sample size in study designs; and
random sample and other study types.
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Introduction to Research Ethics:
This self-paced, independent study course provides an introduction to
selected important topics in research ethics. It introduces participants to
ethics concepts as they apply to questions and challenges in conducting
human subject research. The aim is to increase participants' awareness of
and ability to reason through ethical issues that arise in the conduct of
human subject research. The course also will discuss regulatory
requirements relevant to international research.

Duration of Study

Certificate eligible courses range in duration from 6 weeks to 6 months;
Non-certificate programs are ongoing;

Structure of Study

The courses are available to study through a variety of means based upon
the needs of the in-country team we are working with.
Online deployed courses are organized in modules, each module
accounting for 1 week of study time. Modules are organized by content
topics and generally contain 3-5 audio/video lectures ranging from 25-45
minutes in length. The number of modules/lectures per course is
determined by the needs of the learner group. To date, the number of
modules per course have ranged from 3 (8 lectures) to 6 modules (25
lectures).
Participants are also invited to participate in live Q&A sessions with the
faculty each week throughout the course which are conducted by
videoconference or online chats depending on country capabilities. They
may also post questions for faculty and fellow students in the
asynchronous online discussion forum.
Live videoconference learning is also offered, but no testing or certificates
are offered.

Course fees

No fee for participants; support by grants, donations, and sponsors

Unit cost per head

Information not available

Overall programme
funding/cost recovery
mechanisms

All course development/deployment costs are covered though external
funding, e.g. CDC, HHS, Fogarty International, PEPFAR.

Delivery Mechanisms
Provision of materials

A range of interactive technologies are incorporated depending on incountry bandwidth capabilities. CD-ROMS, web-based course websites
providing recorded multi-media presentations, discussion boards, .pdf
files of supplemental materials, lecture transcripts and slides and
videoconferencing. eMOCHA is being piloted for mobile delivery of
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content.
Academic support

Course participants participate in Q&A sessions with throughout the
deployment of an online course. Discussion forums are also a means of
communicating with the content experts. During videoconferencing of
live programs, faculty are available. Additionally, our multi-media internet
streaming of activities allows for participants not able to be at the
videoconference to submit questions online. Transcripts of course
presentations as well as handouts are provided.

Administrative support

Distance Learning support Office staff provide the first line of response for
all enquires (usually sent by email) and respond directly to routine
queries. Academic and personal queries are forwarded to the most
appropriate person, usually the Course Director or the appropriate
content expert.

Participants’ Profile
Geographical spread of
enrolees
Number of enrolments
per year

U.S., U.K., Africa, Asia, Central/South America, Middle East

Details of fee payment
among enrolees

No participant fees are charged to enrolees.

1836 have registered for the online fixed-time courses; 839 have enrolled
to-date in the self-paced programs; ~180 participants are enrolled in our
Continuing Medical Education for GP/HS in Palestine; 692 Certificates of
Achievement have been earned for the online courses; 94 Certificates
have been earned for the CDROM trainings; approximately 1100 CME
Certificates have been issued in the ID Grand Rounds CME program; on
average, 30-40 physicians from multiple sites participate in each of our
Ethiopia and India HIV Case Discussions; our archived on-demand
presentations (includes cases, selected lectures from courses and
recorded HIV discussions) were accessed more than 12,000 times in 2009.

Alumni Activities
Geographical spread of
alumni
Occupations
(All DL alumni)

U.S., U.K., Africa, Asia, Central/South America, Middle East
Health care providers including physicians, pharmacists, residents, fellows,
medical students, nurses, nurse practitioners, physician assistants and
social workers from public and private hospitals, academic institutions and
universities.

References
Course URL:
Reference documents

http://ccghe.org; http://www.ccghe.jhmi.edu
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Other

Conversation with Dean of Studies

Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy

The training of clinical health care providers from low and middle-income countries in a range of clinical and
managerial skills is in keeping with the priorities outlined by the MDGs and the GHWA (2009).


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

Knowledge testing based on course content and evaluations are part of every course offered. Nearly 3000
clinical providers in resource-limited countries have participated in one or more of our online distant
education courses. Over 1000 CME Certificates have been issued for the Infectious Diseases Grand Rounds
program. 40-50 care providers spanning multiple locations participate in regularly scheduled HIV case
discussions. Internal evaluation data indicates high satisfaction with knowledge and skills gained as well as
with the online format.


Evidence of wider programme impact on Health and Development outcomes

No information is currently available.


Evidence of financial or cost benefits of utilising distance learning mechanisms

We participated in a recent NIH funded trial to determine if a distance learning format for courses biostatistics
and human research ethics could achieve similar improvements in knowledge compared to a traditional onsite, classroom based format. Statistical findings showed both online and on-site training formats enhance
participants’ knowledge in biostatistics and research ethics domains in resource-poor settings; the knowledge
gain was similar with the on-site and online formats. In view of its logistical and cost advantages, online
training may be a useful strategy to expand health research capacity in resource-poor settings (paper
submitted JAMA, Oct 2010).
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12. Programme Title: Kings College London, UK:
MSc Dental Public Health

Programme Overview
Global Location(s)

London

Provider Nation

England, United Kingdom

Partner Nation(s)

None

Provider Institution

King’s College London

Partner Institutions
King’s College was a lead partner in the IVIDENT - International Virtual Dental
(e.g. technical support, School initiative which was completed in March 2010. IVIDENT was the
donors funders)
development phase of UDENTE (Universal Dental E-learning) which is the
world’s first virtual dental school and provides online learning and teaching.

Programme Details
Year of
Commencement
Target Audience

2008

Content

Subjects covered include major health problems and current public health
measures, epidemiology, prevention and control of oral and dental diseases,
health education and social and behavioural sciences.

For a wide range of people (not only dentists) who wish to have an overview
of dentistry, especially those who intend to become planners, managers of
dental services, oral epidemiologists, oral health promoters and teachers of
dental public health and community dentistry subjects.

Compulsory modules include:
 Administration in Community Health Services
 Behavioural Sciences as Applied to Dentistry
 Dental Public Health Research Project
 Introduction to Dental Public Health
 Oral Health Promotion and Education
 Principles of Epidemiology
 Research Methods
Duration of Study

3 years (part time)

Structure of Study

Year 1
Introduction to dental public health
Principles of epidemiology
Research methods
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Year 2
Sociology as applied to medicine and dentistry
Oral health promotion and education
Administration in community dental services
Year 3
Dental public health research project
First two years modules assessed by formal written examination once a year,
normally in October, either in London or, for overseas students, at centres in
the student’s country of residence.
4) Course work also counts towards final module assessment.
5) Four assignments for each module taken into account.
6) Module assessed by formal written examination (60%) and course
work (40%).
7) Year 3 assessed wholly on research report.
8) Intensive Face-to-Face course held in July, for those wishing to take
the DDPH examination.
Course fees

MSc £13860 (part time)

Unit cost per head

No information available

Overall programme
funding/cost recovery
mechanisms

Student fee payment (some of which is covered by scholarships obtained
externally from the WHO or Commonwealth scholarships). The initial phase
of funding and development of IVIDENT was supported through a £2.3m UK
Government Grant, of which KCL would have received a significant amount as
the leading institution. (udente.org/ivident)

Delivery Mechanisms
Provision of materials

Study is at a distance using flexible learning materials and the King’s College
e-learning platform.

Academic support

Students have access to dental academic experts online throughout their
period of study.
Online student discussion groups allow for questions and queries to be
answered collectively by students from around the world.

Administrative
support

Administrative support is provided online through KCL.

Participants’ Profile
Geographical spread
of enrolees

Mexico, Columbia, Peru, Brazil, Jamaica, Ghana, Nigeria, Uganda S. Africa,
Zambia, Kenya, Egypt, Sudan, Lebanon, Syria, Yemen, Oman, Iran, Pakistan,
India, Brunei, Malaysia and more.

Number of enrolments Total current enrolments (2010) – 26
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per year

UK students: 9
International students: 17

Details of fee payment
among enrolees

Applications for scholarships may be submitted to the World Health
Organisation, the British Council or the Association of Commonwealth
Universities through Country Offices

Alumni Activities
Geographical spread
of alumni

Occupation

Mexico, Columbia, Peru, Brazil, Jamaica, Ghana, Nigeria, Uganda S. Africa,
Zambia, Kenya, Egypt, Sudan, Lebanon, Syria, Yemen, Oman, Iran, Pakistan,
India, Brunei, Malaysia and more.
UK graduates have become consultants in dental public health, directors of
community dental services and senior academics in universities. Overseas
graduates work to develop community dental services and have set up
departments of dental public health.

References
Course URL:

http://www.kcl.ac.uk/prospectus/graduate/index/name/dental_public_healt
h_dl/alpha/a/header_search/
http://www.kcl.ac.uk/schools/dentistry/pg/distance/dph/

Reference documents

www.udente.org

Other
Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy

No known policy links or associations, though the initial phase of funding and development was supported
through a £2.3m UK government Grant for IVIDENT, which has become UDENTE which “will create a
collaborative flexible learning environment that will enable faculty to adapt, communicate and embrace the
opportunities that the digital era provides. In facing such a future together, local and global outcomes can be
measured and shared for the benefit of dental healthcare worldwide.” (www.udente.org)


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

There is no available evidence of the impact of learners in terms of changes to professional practice. However,
some general comments from graduates on the course:
“I found the course very flexible and interesting. There is enough time for study if you arrange and distribute
time well between work, family and social aspects.” - Babiker Elhag (Course Website)
“The qualification opened up further opportunities to advance in the area of dental public health. Currently I
am on a specialist training post at the Witwatersrand University of South Africa. I am involved with teaching,
research and clinical service delivery in the Department of Public Oral Health... The course is well planned and
manageable and has been organised in an excellent way. It also gives one a very good foundation into
understanding the principles of public health in general. The communication channels between the university,
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administrators and supervisors are efficient.” - Mpho Molete (Course Website).
 Evidence of wider programme impact on Health and Development outcomes
There is currently no known evidence of programme impacts available.


Evidence of financial or cost benefits of utilising distance learning mechanisms

In terms of cost benefits to learners, the course website reports that the use of distance learning is seen to
keep overall costs to learners as below that for studying full-time in London.
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13. Programme Titles: London School of Hygiene and Tropical Medicine, UK:
MSc/PG Diploma Epidemiology, Clinical Trials, Public Health, Infectious Diseases

Programme Overview
Global Location(s)

London

Provider Nation

England, United Kingdom

Partner Nation(s)

None

Provider Institution

London School of Hygiene and Tropical Medicine, University of London

Partner Institutions
(e.g. technical support,
donors funders)

University of London External System

Programme Details
Year of
Commencement

1998/99 Infectious Diseases
1999/00 Epidemiology
2005/06 Public Health
2006/07 Clinical Trials

Target Audience

Clinical and non-clinical health professionals

Content

The programmes are designed with particular attention given to low and
middle-income countries, as many students come from these settings or
work in the international development arena. Students learn how to
investigate and strategise to address many critical areas of health,
including those within the MDGs. The programmes also equip students
with generic skills for strengthening capacity in, for example, health
systems and health policy analysis, and explore the link between gender
inequalities and health.
Clinical Trials: The course aims to develop:
- A theoretical and practical understanding of the issues involved in
the design, conduct, analysis and interpretation of randomised
controlled trials of health interventions
- Skills to scrutinise information, to critically analyse and carry out
research, and to communicate effectively
Epidemiology: The course aims to provide:
- Epidemiological training for professionals in academic
departments, research units or in the health services
- A comprehensive understanding of the basic concepts and
methods in epidemiology together with advanced skills in specific
applications of epidemiological research methods
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Infectious Diseases: The course aims to provide:
- A comprehensive understanding of the role of biology of infective
agents and hosts on the outcome of infection
- The use of this knowledge, in combination with epidemiological
and public health approaches, to develop rational strategies for
the control and treatment of infection
Public Health: The course aims to provide the knowledge and skills
necessary to improve the health of populations, communities and
particular groups within them through:
- The promotion of health and prevention of diseases
- The provision and evaluation of treatment and care
- The investigation and control of environmental threats to health
Duration of Study

MSc 2-5 years, PG Diploma 1-5 years

Structure of Study

Each programme is made up of a number of core and optional modules,
each of which involve approximately 100 hrs of study, together with
optional projects. The modular structure of each programme is as follows:
MSc Clinical Trials – 10 modules
MSc Epidemiology – 10 modules + project
MSc Infectious Diseases – 13 modules; or 10 modules + project
MSc Public Health – 15 modules; or 13 modules + project
The students engage with the programme through independent flexiblypaced self-study via the study materials and, with Clinical Trials, through
online learning.
The materials for each programme include a series of practical tasks to be
undertaken as part of the study process. The Clinical Trials programme
also includes virtual group discussion and reporting activities.
In addition to this, overseas students sponsored by the Commonwealth
Scholarships Commission are supported via a cluster partnership
arrangement, which also helps benefit other non-scholarship DL students,
for example during local tuition support sessions.
Each module is assessed through a combination of 1 or 2 assignments plus
an end-of-module examination.

Course fees

MSc £9,732, PG Diploma £5,735

Unit cost per head

Information not available

Overall programme
funding/cost recovery
mechanisms

Main cost recovery is by student fees. Some external funding for course
development, e.g. Gates Foundation.

Delivery Mechanisms
Provision of materials

A range of study media or used, including interactive CD-ROMS, practical
workbooks and textbooks, and web-based discussion boards. Clinical
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Trials is an online course, so all materials are delivered via the internet
although copies of the course material are also supplied on CD-ROM.
Academic support

Students receive academic tutoring and assessment feedback from
subject tutors, usually via email, and the use of web-based conference
systems. Email tutoring support is available to students on all modules
between October and June. For overseas students, local support networks
are also available.

Administrative support

Distance Learning Support Office staff provide the first line of response for
all enquires (usually sent by email) and respond directly to routine
queries. Academic and personal queries are forwarded to the most
appropriate person, usually the Course Director or the appropriate
Module Organiser or tutor.

Participants’ Profile
Geographical spread of
enrolees

UK, Europe, Africa, Asia, Central/South America, Caribbean, Australasia,
Middle East

Number of enrolments
per year

2009/10
Epidemiology
Infectious Diseases
Public Health
Clinical Trials
Total DL enrolments 2009/10
Most students are self-funded or employer-funded. Some students
funded by scholarships, including the Commonwealth Scholarship
Scheme.

Details of fee payment
among enrolees

109
84
240
72
505

Alumni Activities
Geographical spread of
alumni

UK, Europe, Africa, Asia, Central/South America, Caribbean, Australasia,
Middle East

Occupations
(All DL alumni)

Hospital, medical trust or similar employer; Public sector, government or
statutory body; Academic institution or university; NGO or charity; Private
or commercial organisation; Industry

References
Course URL:

http://www.lshtm.ac.uk/prospectus/masters/distance.html

Reference documents

LSHTM (2009) “Scholarship by Distance Learning Expression of Interest”
Commonwealth Scholarship Commission in the UK

Other

Discussion with LSHTM Dean of Studies

Evidence of Programme Impact
 Evidence of formal or non-formal association with international, regional or domestic health policy
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The courses cover critical aspects of international public health and tropical medicine. Improving a nation’s
health and breaking the vicious cycle between ill health and poverty is essential for development as recognised
by the Millennium Development Goals (MDGs), several of which have a health focus MDGs 4 (Child Health) 5
(Maternal Health) and 6 (Combat HIV/AIDS). The courses are also relevant to MDGs 1 (Ending Poverty and
Hunger) and 3 (Gender Equality) and pay particular attention to low and middle-income countries and those
working in international development (LSHTM 2009).


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

No evidence of impact is currently available.


Evidence of wider programme impact on Health and Development outcomes

The Commonwealth Scholarships Commission local support networks for overseas students on these
programmes are designed to strengthen the capacity of individuals working in the specific cluster’s field of
focus, develop a community of scholars across specific institutions or networks and, through their involvement
with student support, assist staff of partner institutions to further develop their teaching skills. However, no
evidence of impact of this model is currently available.


Evidence of financial or cost benefits of utilising distance learning mechanisms

No evidence of impact is currently available.
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14. Programme Title: Makerere University, Uganda:
Masters in Public Health

Programme Overview
Global Location(s)

Kampala

Provider Nation

Uganda

Partner Nation (s)

None

Provider Institution

Makerere University School of Public Health (before 2007 Makerere
University Institute of Public Health)

Partner Institutions

Rockefeller Foundation
Johns Hopkins School of Public Health (staff & programme development)
Walter Reed Army Research Institute.
The school also has partnerships with Tufts University and a network of two
other Universities in East Africa (Moi University – Kenya and Muhimbili
University College of Health Sciences in Tanzania)

Programme Details
Year of
Commencement
Target Audience

October 2004

Content

Courses per semester:
• Year I Semester I
Biological Basis of Public Health and Introduction to Community; Applied
Epidemiology1, Applied Biostatistics and Informatics 1.
• Year l semester 2
Health Policy and Primary Health Care, Health Planning and Management;
Health Economics and Finance; Research Methodology.
Year l Recess Term
Field Study l and Field Study 2
• Year 2 Semester I
Communicable and non-communicable Disease Control; Principles of Health
Education and Training; Social Behavioural Determinants of Health.
• Year 2 Semester 2
Family Reproductive Health; Demography and Population Dynamics; Public
Health Nutrition; Health Ethics and Law.
Recess Term Year 2 Field Study 3.
• Year 3 Semester l
Environmental Health; Occupational Health; Applied Epidemiology 2; Applied
Biosatistics 2.
• Year 3 Semester 2
In Year 3 semester 2, students who will have started on their Proposal

Various health professionals in public or third sector
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development during the recess term of Year 2 semester 1 of Year 2 and will
have completed it in semester 1 of Year 3, will be collecting data and writing
their dissertations.
Duration of Study

3 years

Structure of Study

The three years of study have their content structured in the above format,
with 2 semesters of distance learning per year, delivered through print
materials and through Moodle Virtual Learning Environment.

These are supplemented by 1 face-to-face session per semester, held at
MUSPH. Overview lectures are given during face-to-face sessions to
introduce the different courses each semester.

Students are also encouraged to form local discussion groups based on their
geographical location. Assessment takes place at the conclusion of each
module in the form of either written assignments or exams.

Course fees

For Ugandans: 3 million Uganda shillings per academic year
For non-Ugandans; 10,100,000 Uganda shillings per academic year

Unit cost per head

No information available

Overall programme
funding/cost
recovery
mechanisms

The Programme was developed and funded by the Rockefeller Foundation,
who also cover student fees.

Delivery Mechanisms
Provision of
materials

Self-study materials are provided to learners as print-based modules. This is
supplemented by the use of online libraries, websites and journals e.g.
Medline and Pubmed; African Academy of Sciences
(http://www.aasciences.org); Directory of Open Access Journals
(www.doaj.org); INASP – PERI (http://www.inasp.info/peri/intro.html);
HINARI (http://www.healthinternetwork.org/), plus free and open access
materials (provided they have been vetted and found to be useful and of
acceptable quality).

Academic support

Academic support mechanisms include:
Face- to-face sessions per semester: Overview lectures are given during faceto-face sessions to introduce the different courses per semester.
Online student discussions via Moodle; Skype and Yahoo Messenger.
Online libraries, websites and journals;
Student mentors to provide support and guidance by telephone, email, post
and face-to-face contact (depending on student’s location). For students
outside Uganda, there will also be an identified supervisor who will provide
additional support.
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Also Students are encouraged to form their own discussion groups based on
convenience and where they stay.
Administrative
support

Administrative support is available by email or telephone from MUSPH, but
may be expensive for students to access (see analysis of cost benefits below)

Participants’ Profile
Geographical spread
of enrolees

Uganda, Kenya, Malawi, Nigeria and Tanzania

Number of
enrolments per year

Annual enrolments vary between 30-62 (retention rates have been 96% and
93% in the first two cohorts, suggesting a likely high rate of graduation in this
young programme)

Details of fee
payment among
enrolees

Fees have been covered by Rockefeller Foundation

Alumni Activities
Geographical spread
of alumni
Occupation

Kenya, Malawi, Nigeria, Tanzania, Uganda
Doctors, Medical officers, clinical officers, nurses

References
Course URL:

http://www.musph.ac.ug/

Reference
documents

Bbuye, J. & Kirunda, B. 2008 The role of Open and Distance learning in Health
Education: a case study of Masters of Public Health, Distance Education
Program (MPH, DE) of Makerere University

Other
Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy

“According to *Uganda's+ Health Sector Strategic Plan (2005), the current policy of the Ministry of Health is to
have Graduates of Public Health running the District Health System and the Health Sub- districts (at county
level) and this has led to an overwhelming demand for these specialised cadres. Our programme has
contributed significantly to *meeting+ this need.” (Bbuye and Kirunda, 2008)


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

No evidence of the pedagogic impact of the programme is currently available.


Evidence of wider programme impact on Health and Development outcomes
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As of 2008, “no follow up quantitative study had been conducted to assess the impact of the MPH, DE distance
education students on the communities in relation to their places of work, because the programme is still in its
infancy and our first batch of graduates have just completed. Some qualitative indicators show that the course
is having an impact. There is evidence that some students have had career promotions and upgrades as they
undertake this course. A sizeable number of students that have taken on international assignments in various
countries including: Darfur in the Sudan, Kenya, Tanzania, Swaziland, and the United States.
“The majority of the short studies that students have undertaken are operational studies that directly address
public health problems pertinent to their places of work and the communities that their organisations serve.
Many of our trainees are currently running health sub-districts and District Health Offices, concurrently with
their studies. Given that the majority of the short studies students have undertaken are operational studies
that directly address public health problems pertinent to their places of work and the communities, the
products of the MPH, DE program would overtime lead to the improvement of quality of life in rural areas. This
gives MSPH an edge on developing flexible, adaptive means of teaching public health and an indication that
public health can be taught successfully through distance learning.” (Bbuye and Kirunda, 2008)


Evidence of financial or cost benefits of utilising distance learning mechanisms

Though no specific financial or cost benefits were noted in the available documentation, the higher rates of
enrolment and retention suggests empirically that the implicit cost benefit analysis of students favours the
MPH, DE over the standard face-to-face MPH. The opportunity for professionals to remain in their place of
work while studying was a saved opportunity cost mentioned in several places.
From an institutional perspective, some of the benefits of utilising distance learning include the following:
 Increased intake of external enrolments while internal enrolment levels drop


Increased enrolment on the MPH, DE course



Good levels of student retention



Investment in the production and development of a substantial set of written resources

(Bbuye and Kirunda, 2008)
However, some of the financial burdens or difficulties of distance learning mentioned included the following :
“Access to the internet in homes hardly exists in the Ugandan context... internet subscribers pay an average of
US65$ per month in service fees in addition to a telephone usage charge for the time one is online. Telephone
prices are high in the country for any meaningful distance education support system initiative.” (Bbuye and
Kirunda, 2008)
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15. Programme Title: Management Sciences for Health, US:
Virtual Leadership Development Programme

Programme Overview
Global Location(s)

USA

Provider Nation

USA

Partner Nation(s)

Teams have participated in the VLDP from 59 countries across Latin America,
sub-Saharan Africa, Caribbean, Eastern Europe, Central Asia, South Asia,
North America, and The Middle East.

Provider Institution

Management Sciences for Health

Partner Institutions
United States Agency for International Development (USAID), funder of
(e.g. technical support, development and implementation
donors funders)

Programme Details
Year of
Commencement

2002- 1 offering for LAC in Spanish
2003- 2 offerings for LAC in Spanish
2004- 3 offerings in English (two for Africa region, one in the Caribbean), one
in Portuguese in Brazil
2005- 2 offerings-- 1 offering in French in Haiti, one offering in English for
Iraq
2006- 5 offerings—two in French (Haiti, Rwanda), one in Arabic (Iraq), one in
Spanish (Peru), 1 in English (Africa Region)
2007- 5 offerings—two in English (Africa Region), one in Spanish (LAC
Region), one in Russian (Eastern Europe and Eurasia Region), one in French
(Rwanda)
2008- 4 offerings—three in English (Africa Region), one in French (West
Africa Region)
2009- 6 offerings—three in English (Africa and Asia Region), one in French
(Rwanda), one in Spanish (Peru), one in Portuguese (Brazil)
2010- 4 offerings (as of September 2010)—three in English (Caribbean, Africa
and Asia Region), one in French (West Africa Region)

Target Audience

Organisational teams from public and private sector organisations (Ministries
of Health, NGOs, FBOs, PVOs) working to improve health in a variety of
technical areas: HIV/AIDS, Family Planning and Reproductive Health,
Tuberculosis, Maternal and Child Health.

Content

As a primary programme activity, the VLDP requires that participating teams
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Duration of Study

Structure of Study

identify organisational and health challenges and develop and action plan to
address these challenges during the course of the programme. In addition,
during the course of the programme, VLDP participants are expected to
complete seven modules:
Module 1: Getting Started: Participants are oriented to the VLDP Web site
and materials, and are introduced to the concept of team dynamics.
Module 2: Leadership in Health Programs and Organisations: Participants are
introduced to the leadership and management framework through individual
and group exercises.
Module 3: Identifying Challenges: In teams, participants identify an
organisational challenge they are facing and develop an action plan to
address this challenge.
Module 4: Leadership Competencies: Participants assess and discuss their
own leadership competencies.
Module 5: Communication: Participants complete an exercise to assess their
patterns of communication and communication styles.
Module 6: Managing Change: Participants are introduced to the concept of
change management.
Module 7: Coming to a Close: Participants are asked to reflect upon the
program and complete the final programme evaluation.
The VLDP involves 13 weeks of facilitated instruction, and then participating
teams implement the action plans developed during the programme in the 6
months following the programme. Follow-up is conducted with the teams 6months post-program.
The learning programme combines face-to-face team work with distance
learning methodologies. Each programme enrols up to 12 institutional or
organisational teams that consist of 4 to 10 people who work together on a
regular basis.
Each module includes individual course work combined with team meetings.
The modules enable team members to address their organisational
challenges, complete their action plans, and practice leadership skills.
Team members work independently on the program web site with additional
support from the program workbook. Participants complete individual work
on the website such as reading case studies, completing module exercises
and self-assessments, and participating in online discussion threads.
Participants also take part in face-to-face group meetings with team
members from their organisation to discuss module activities and conduct
assigned group work. Group meeting summaries are posted on the website
for discussion among the facilitators and organisational teams, and team
products are sent to the facilitators for review and feedback.
Internet-based discussion, facilitated by the programme faculty, provides a
further mechanism for exchanging ideas among the participants and among
teams. The programme website also provides additional learning activities
between teams, forums for communicating with each other, and support
with live Internet-based facilitation.
Project-based action plans are drawn up by each team throughout the
course. Final follow-up on action plan implementation takes place 6 months
after programme completion.
Participants are expected to give 4 to 6 hours per week during the 13-week
programme.
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Course fees

$500 per participating team. However, this is not charged for all teams
participating.

Unit cost per head

VLDP for 92 participants from 4 countries totalled $78 per week per
participant.
The development of the VLDP has been funded by USAID through the
Management and Leadership Program (M&L) and the Leadership,
Management and Sustainability Program (LMS).

Overall programme
funding/cost recovery
mechanisms

As of September 2010, VLDP offerings have been funded by a number of
USAID-funded projects, And the Organisation of Eastern Caribbean States
(OECS)

Delivery Mechanisms
Provision of materials

Prior to the launch of each programme session, print-based workbooks
containing the content of the programme are sent to each participant in
addition to being available through the programme website.

Academic support

Through the online discussion forums and other site-based mechanisms,
individuals and teams are provided with support and feedback from the
programme facilitators. Facilitators provide teams with technical assistance,
feedback, and support via website postings, email, and telephone
throughout the programme.

Administrative
support

The programme website allows the facilitators to monitor the participation
and progress of individuals and teams, view results of module evaluations,
post announcements, and communicate with participants by email. The
website also enables data collection for evaluation purposes.

Participants’ Profile
Geographical spread
of enrolees

Africa, Asia, Latin America and the Caribbean, the Middle East, and in Eastern
Europe and Eurasia.

Number of enrolments
per year

The programme is run periodically, rather than annually. Since 2002, VLDP
has been offered to more than 2,700 health managers and more than 350
teams in 59 countries.

Details of fee payment
among enrolees

Team fees are paid by the employer organisation.

Alumni Activities
Geographical spread
of alumni

The programme has been introduced in countries across Eurasia, Africa, Latin
and South America, the Middle East, and the Caribbean.

Occupation

Enrolees are already employed as Health Managers and take part in the
course as part of their recognised continuing professional development.
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Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy

United States Agency for International Development (USAID) funded the Virtual Leadership Development
Program (VLDP) through the Leadership and Sustainability (LMS) program of Management Sciences for Health
(MSH) in order to strengthen leadership and management capacity and integrate government and nongovernment agencies working in the field of HIV and TB (MSH 2010).
Further to this, the programme also seeks to address the shortage of managerial skills and administrative
capacity identified by the World Health Organisation (2006) and the Global Health Workforce Alliance (2009).


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

Examples of new skills obtained: Russia, Ukraine, Kazakhstan and Belarus (2007): Participants commented on
the usefulness of the methods learned in and the skills obtained during the program. Particularly useful for the
participants were the four leadership and management practices. Participants also commented on the utility of
the “Five Whys” method and the “Fish Bone Diagram”, both root cause analysis tools. Also frequently
mentioned was learning to develop SMART (Specific, Measureable, Appropriate, Realistic, and Time bound)
objectives. (MSH, 2008)
Examples of new skills obtained: 10 Caribbean countries (2004): Respondents reported both improved team
work and progress in addressing challenges identiﬁed during the VLDP. The teams attribute changes in both
individual and team performance to the VLDP. These changes include improved communication, increased
enthusiasm, taking on more challenging responsibilities, as well as the ability to manage individuals, emotions,
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and work. Teams also reported improved relationships among their team members and a greater willingness
to partner with colleagues on initiatives. (MSH, 2005)
Examples of new skills obtained: 10 African countries and India (2004a & b): Teams reported improvement at
both the individual and team levels in the areas of: communication and interpersonal skills; professional
commitment; team working and role-sharing; medical services provision; problem-solving; logistical
arrangements.


Evidence of wider programme impact on Health and Development outcomes

Based on the primary role of project based action plans to the programme, there are reported numerous wider
and direct health and development outcomes from the programme. The relative success of these action plans
are monitored by Management Sciences for Health.
For example, during the 2004 Africa programme, one participant team represented Developing Human
Resources for Health (DHRH) in Uganda, a European Union-supported, five-year project focusing on
strengthening HR for health in Uganda. In November 2007, a respondent from the DHRH team in Uganda
reported that the team made important progress in addressing its challenge of improving the learning
environment and opportunities for developing clinical laboratory skills among clinicians and medical and
nursing students. The actions identified included: establishing four skills laboratories in a national referral
hospital and a school of nursing; identifying and training professional mentors. The respondent reported that
skills laboratories have been established in 12 schools and medical institutions, and the team completed the
training of 15 mentors and developed a training guide for training future mentors.
Overall, among VLDP Africa (2004a) teams, nine to eleven months post-VLDP, four have made signiﬁcant
progress on their action plans, two teams had difficulty reporting measurable outcomes, and two teams,
though they had weak or overly-ambitious action plans, reported some progress. For VLDP Africa (2004b), four
to ﬁve months post-VLDP, ﬁve of the nine teams for which we have data have made signiﬁcant progress
addressing their challenges, two have made some progress, and two are still in the initial phase of
implementing their action plans (MSH, 2005a).
Similar project-types and levels of implementation are reported from the programmes in Latin America (MSH
2003, MSH 2004), Caribbean (MSH 2005) and Eurasia (MSH 2009).


Evidence of financial or cost benefits of utilising distance learning mechanisms

MSH has evaluated the cost benefits of their approach as follows: if the cost per participant of implementing a
VLDP is compared with the hypothetical cost of one participant coming to the United States for a 3-week long
university course, including the cost of travel, room, board, and tuition, the results are as follows:
 VLDP for 92 participants from 4 countries - $78 per week per student


Face-to-Face Fee for one student to attend a 3-week course in an East African country, including travel,
lodging, and food - $1,433 per week per student

(MSH, 2010 p16)
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16. Programme Title: National Centre for Distance Education, Tanzania:
Clinical Ass't to Clinical Officer Upgrade, MCH Ass't to Enrolled Nurse Upgrade

Programme Overview
Global Location (s)

Morogoro, Tanzania

Provider Nation

Tanzania

Partner Nation (s)

None

Provider Institution

National Centre for Distance Education

Partner Institutions
(e.g. technical support,
donors funders)

Irish Aid
Ministry of Health and Social Welfare – Tanzania
Aga Khan Foundation
Cardiff University, UK
University of London School of Distance Learning

Programme Details
Year of
Commencement

2000 Clinical Assistant to Clinical Officer Programme
2007 Maternal and Child Health Assistant to Enrolled Nurse Programme

Target Audience

The Clinical Assistant upgrade programme is designed to upgrade Clinical
Assistants to Clinical Officers.
For the Maternal and Child Health Upgrade, the target population is
Maternal and Child Health Assistants, a cadre that is being phased out by
the MoHSW. The MoHSW recently approved acceptance into the
programme of medical attendants and nursing assistants who have
graduated from Form IV.

Content

Clinical Assistant to Clinical Officer Programme: The course curriculum
covers such topics as surgery, communicable diseases, obstetrics /
gynaecology, epidemiology, clinical laboratory, paediatrics, and statistics.
A module on STIs is being developed in partnership with Cardiff University,
and other modules are continuously being developed in response to
health system needs. This training, based on practical paper-based
courses, is based on content from Aga Khan University and Cardiff
University.
Maternal and Child Health Assistant to Enrolled Nurse: The course aims
to upgrade the training of maternal and child health assistants to enrolled
nurses, and was initiated by the CDE as a 2-year programme. The
curriculum includes training in a broad range of MCH services, including
antenatal and postnatal care; assistance during delivery; care for infants
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and newborns; growth monitoring for children under age 5; family
planning services; and HIV and AIDS services, including prevention of
mother to child transmission (PMTCT). This content has also been
developed in collaboration with the Aga Khan and Cardiff Universities.
Duration of Study

3 yrs for CA - CO Upgrade
2 yrs for MCH – Nurse upgrade
Students continue working through self-study during this time.

Structure of Study

Clinical Ass't to Officer: 3 years (or 2 years to upgrade) part-time
The CA to CO course consists of 14 modules and three practicum
rotations.
The first two practicum rotations last 6 weeks each and are typically
conducted at the student’s workplace or a nearby district hospital. This
facility-based practicum portion is overseen by a preceptor.
The third rotation lasts for 8 weeks and is held at the CATC or COTC study
centre with which the student is affiliated. Students choose when and for
how long they want to attend the CATC or COTC for face-to-face sessions.
Based on experience with previous distance learning students, Maswa
CATC recommends that students attend in person at the CATC for the last
6 months of the programme.
There is no schedule for the course, only a list of the 14 modules and units
within those modules, along with the maximum time a student may take
to complete each. Given the already low level of student–tutor
interaction, a prescribed schedule would at least provide students with
more guidance on progressing through the course.
MCH to Nurse: 2 years part-time
The MCH to Nurse course consists of 7 Comprehensive Modules covering:
antenatal and postnatal care; assistance during delivery; care for infants
and newborns; growth monitoring for children under age 5; family
planning services; and HIV and AIDS services.
There is also a practical component consists of three clinical rotations of 6
weeks each. The first and second rotations take place at students’
workplace or a nearby hospital during the first year, and the third rotation
takes place at a Health Training Institute that is a Nurse Training Centre.
Face-to-face tutorials are provided twice a week for 6 weeks by a Public
Health Nurse, and practical demonstrations are given at Morogoro
Regional Hospital.

Course fees

Paid by the Ministry of Health

Unit cost per head

The CDE conducted a cost analysis of the clinical assistant to clinical officer
distance learning upgrade programme compared with the corresponding
residential training upgrade programme. It found that the cost to the
MoHSW for maintaining one distance learning student for 1 year is TSH
172,000 (USD 143), compared with TSH 300,000 (USD 250) for one student
for 1 year for the residential course (MoHSW, 2007b)
Charitable Funding from Irish Aid and Aga Khan Foundation

Overall programme
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funding/cost recovery
mechanisms
Delivery Mechanisms
Provision of materials

Paper Based materials, with interactive online videoconferencing
materials currently in development

Academic support

Academic support is provided through the network of Study Centres and
Training Centres in the provincial capitals. These are not solely for
distance learning courses, but serve part of the general educational and
training purposes of the ministry of health.
Communication between learners and tutors outside of the training
centres is limited. Staff noted that tutors, as a group, have met only twice
since the programme’s inception in 2000. Because of the small number of
tutors, students have little interaction with them. Most students
correspond primarily with the CDE programme coordinator in Morogoro
rather than with tutors. At Maswa CATC, there is only one tutor
specifically dedicated to distance learning students.

Administrative support

Administrative support is also provided through the network of Study
Centres and Training Centres.

Participants’ Profile
Geographical spread of
enrolees

From a wide range of rural districts, with the majority from Maswa, Kilosa,
and Masasi/Mtwara provinces.

Number of enrolments
per year

Clinical Upgrade : 702 enrolees
MCH – Nurse Upgrade : 84 enrolees
These are the total enrolments up to 2009; this suggests an average of 78
CA-CO students and 42 MCH students per year.

Details of fee payment
among enrolees

Course fees paid by the MoHSW, or by NGOs if students are not employed
in the Public Sector.

Alumni Activities
Geographical spread of
alumni

Occupations
(All DL alumni)

To date, 97 clinical assistants have graduated to become clinical officers in
a number of rural provinces throughout Tanzania (32 from Maswa, 36
from Kilosa, 17 from Masasi/Mtwara, 3 from Machame, 1 from Mafinga, 2
from Kigoma, 5 from Musoma, 1 from Lindi)
The Alumni are trained for a specific role, so the graduates of the clinical
program have all become Clinical Officers, and the MCH assistants have all
become enrolled nurses.

References
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Other

NA

Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy

At a national level, this program is of significance to the Tanzanian Ministry of Health. Tanzania is experiencing
a severe shortage of health care workers. The Ministry of Health and Social Welfare (MoHSW) estimates that
as of 2006, the health care system was operating with a 65 per cent shortage of the required skilled workforce
(MoHSW, 2006). In addition, the MoHSW has launched a 10-year programme to ensure that all Tanzanians
have access to health care services. This programme—the Mpango wa Maendeleo wa Afya ya Msingi
(MMAM), or Primary Health Services Development Programme (PHSDP)—is intended to expand and improve
the provision of health services (curative, preventive, and rehabilitative) to the level of every village and every
ward (ITECH, 2009). The CA – CO and Midwife – Nurse upgrading programmes are clearly in keeping with the
objectives of this project.
The adverse impacts of the shortage of health care workers are apparent at every level of the health care
system, and are magnified by the continued high burden of HIV and other diseases in Tanzania. The availability
of health care workers is at the heart of all efforts to meet increased demand for HIV and AIDS prevention,
care, and treatment services. The MoHSW is asking Health Training Institutions (HTIs) to double their
enrolment, and is asking the national Centre for Distance Education (CDE), based in Morogoro, to scale up its
upgrade programmes for health care workers to cover the entire nation. These programmes are part of an
initiative to increase the capacity of the health care system in Tanzania threefold in the next decade. (ITECH,
2009)


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

A detailed evaluation of the impact of training on learners has not yet been undertaken. However, they have
upgraded their skills to effectively qualify to hold professional roles with greater responsibility.


Evidence of wider programme impact on Health and Development outcomes

A detailed evaluation of the impact of training on health systems has not yet been undertaken. However, it is
increasing the numbers of fully-qualified staff in the system.


Evidence of financial or cost benefits of utilising distance learning mechanisms

Students’ ability to work as they study contributes to the decreased cost of the programme, as they are able to
earn money to support themselves and their families. One student said, ‘I could not upgrade myself if I could
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not continue working to support my family. Distance learning is my only choice.’ (ITECH, 2009)
Results from the surveys of health care workers suggest that the cost-effectiveness of distance learning
programmes is a major attraction for those considering enrolment. One respondent remarked, ‘Distance
learning will reduce the cost needed for me to travel or to be apart from my family, which will need finances
for food and other things.’ Another health care worker said that he believed distance learning could meet his
training needs for three reasons:
 It is cost-effective, as it will be taking place at my physical location (no accommodation, food and
transport costs).


It is productive, as I will be continuing to do my daily job and other private activities.



It is socially-effective, as I will be with my family as usual.’

The CDE conducted a cost analysis of the clinical assistant to clinical officer distance learning upgrade
programme compared with the corresponding residential training upgrade programme. It found that the cost
to the MoHSW for maintaining one distance learning student for 1 year is TSH 172,000 (USD 143), compared
with TSH 300,000 (USD 250) for one student for 1 year for the residential course (MoHSW, 2007b) (ITECH,
2009).
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17. Programme Title: National Rural Health Mission, India:
Structured Learning Course On Decentralised Health Management
Programme Overview
Global Location(s)

India

Provider Nation

India

Partner Nation(s)

None

Provider Institution

National Rural Health Mission (NRHM)

Partner Institutions
(e.g. technical
support, donors
funders)

Public Health Resource Society (PHRS) – coordinates PHRN
National Health Systems Resource Centre (NHSRC)
Child In Need Institute (CINI)
The Population Foundation of India (PFI)
The ICICI Centre for Child Health and Nutrition (ICCHN)

Programme Details
Year of
Commencement
Target Audience

2006

Content

The course covers the following main themes:

Rural Health Workers already involved in health sector programme planning
or implementation

Quarter 1 – Introduction to Public Health Systems; Reduction of Maternal
Mortality; Accelerating Child Survival; Community Participation and
Community Health Workers; Behaviour Change Communication and Training.
Quarter 2 – Mainstreaming Women's Health Concerns; Community
Participation; Disease Control Programmes; Convergence; District Health
Planning.
Quarter 3 – District Health Management; Public-Private Partnership; Legal
Framework of Health Care; Issues of Governance and Health Sector Reform.
Quarter 4 (Optional Courses) – Tribal Health; Urban Health; Hospital
Administration; Noncommunicable Diseases and Mental Health; Disaster and
Epidemic Management.
The summative assessment includes a project component which involves
applying knowledge from the modules into the learner's local context.
(Note: this programme appears to follow very closely the curriculum and
organisation of the accredited PHRN course, which treats the subjects in a
more in-depth manner and is more costly).
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Duration of Study

18 months

Structure of Study
Students are expected to cover a minimum of 14 mandatory modules and
two optional modules. In the first quarter 5 modules, in the second quarter 5
modules, in the third quarter 4 modules and in the last quarter 2 optional
modules would be sent.
This course is closely related to the accredited PHRN course in District Health
Management and provides a cheaper and more flexible alternative, which
does not cover the material in as much depth or provide any formal
accreditation.
Participants who send in the monthly feedback forms, undertake and
complete all course activities and/or attend the contact programmes
regularly, will be deemed to have completed the programme successfully and
this would be acknowledged by the course authorities.
Course fees

Rs 1200

Unit cost per head

Information not available

Overall programme
funding/cost recovery
mechanisms

The Public Health Resource Network funded the development and
implementation of the programme, though the costs are now covered by
student fees.

Delivery Mechanisms
Provision of materials

The course has been designed as a paper-based modular distance education
programme.

Academic support

The modules are accompanied by at least one contact programme in each
quarter and a number of informal contact opportunities. Interactive activities
and projects to strengthen the quality of knowledge sharing would also be
built in.
The contact opportunities are led at the state level, with varying forms of
support, depending on the learner's state and local government programme.
The students are organised into batches of 10 participants per district in
India.
Based on the programme’s assignments and activities, the assessment of
participants will be an ongoing process aimed at aiding both the participants
and the course coordinators to gauge their own progress and identify areas
for further improvement.

Administrative
support

For assisting the district level learning process and for promoting networking
and mutual support, a core team of state level programme coordinators and
a number of voluntary programme associates/experts will act as resource
persons. These are organized at the state and local government level by
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health officials (including but not limited to NRHM staff)

Participants’ Profile
Geographical spread
of enrolees

National

Number of
enrolments per year

In its first phase (2006-2009) this programme enrolled more than 500
participants from diverse backgrounds. Because the programme is
decentralised and has significant state and local involvement, and is not
accredited, it is difficult to know the exact number of students who have
enrolled or completed the course.

Details of fee payment Fees are paid by students and in some cases their local health authorities.
among enrolees

Alumni Activities
Geographical spread
of alumni

Varied rural areas of India (specific figures are not collected, but links with
various state and district health systems are clear), with a strong presence in
Chhattisgarh, Jharkhand, Bihar and Orissa.

Occupation

Rural Health Workers (in many cases as part of the NRHM)

References
Course URL:

http://www.phrnindia.org/our_work/dlp.html

Reference Documents

Kalita, A., Zaidi, S., Prasad, V. and Raman, V. R. (2009) “Empowering health
personnel for decentralized health planning in India: The Public Health
Resource Network”, Human Resources for Health, 7:57

Other
Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy

The NRHM’s goals of decentralisation through district, block and village health plans moves towards effective,
equitable, accessible and affordable health care for all. As such, it is in keeping with the objectives of the MDGs
and the WHO.


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

No information is currently available.


Evidence of wider programme impact on Health and Development outcomes

The Public Health Resource Network is an innovative distance-learning course in training, motivating,
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empowering and building a network of health personnel from government and civil society groups. Its aim is to
build human resource capacity for strengthening decentralized health planning, especially at the district level,
to improve accountability of health systems, elicit community participation for health, ensure equitable and
accessible health facilities and to bring about convergence in programmes and services. (Kalita et al., 2009)
Thus, the programme's objectives are as follows:
• reaching out to dedicated individuals to whom health equity is a major concern, and giving them
access to essential information and opportunities to contribute to this goal;
•

sharing public health technical resources with existing and potential district health programme
managers towards strengthening the public health system in their districts, and assisting in the
emergence of state and district resource groups for this purpose;

•

empowering civil society to create spaces, and using the spaces being created under the NRHM, to
improve and increase public participation in health planning and management;

•

promoting decentralization and horizontal integration at district, block and village levels by building
capacity in technical, programmatic, epidemiological and social understandings of health;

•

strengthening the resource base needed for informed advocacy within the government and civil
society;

•

facilitating networking and mutual support among public health practitioners.
(Kalita et al., 2009)

However, to date, no impact assessment has been undertaken to this point on this programme.
•

Evidence of financial or cost benefits of utilising distance learning mechanisms

Though there is no specific information about individual cost benefits, this course offers much of the same
content from the accredited PHRN course at a cheaper rate, and is therefore more accessible to certain rural
health workers.
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18. Programme Title: Open University, UK:
Health Education And Training Programme (HEAT)

Programme Overview
Global Location(s)

UK; Ethiopia

Provider Nation

United Kingdom

Partner Nation(s)

Ethiopia

Provider
Institution
Partner
Institutions (e.g.
technical support,
donors funders)

The Open University, UK
The Ethiopian Federal Ministry of Health;
AMREF Ethiopia;
The Allan and Nesta Charitable Trust;
UNICEF
Emerging partnerships with: WHO IMCI; Government Agencies, NGOs and
health organisations in Ghana, Rwanda and Zambia

Programme Details
Year of
Commencement
Target Audience

2009
General: Community-level health workers in sub-Saharan Africa and the Horn of
Africa.
Current specific audiences: Health Extension Workers, Ethiopia

Content

The HEAT programme is described as ‘an on-line knowledge bank of highly
structured, comprehensive text, audio multimedia and multilingual curriculum
materials covering core areas of healthcare’
(see http://labspace.open.ac.uk/course/view.php?id=5730).
The programme content is designed to meet the needs of community-level
health workers in Africa. It will cover topics such as health promotion, disease
prevention, and basic care and treatment.
Programme materials in the form of print-based Distance Learning Modules are
currently in development for use in training Health Extension Workers in
Ethiopia.
Available modules include:
o Module 1: Antenatal Care Pt 1.
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Modules in development include:
o Module 2: Safe Delivery
o Module 3: Post-natal Care
o Module 4: Integrated Management of Newborn and Childhood Illness
o Module 5: Nutrition
o Module 6: Adolescent Sexual and Reproductive Health
o Module 7. Communicable diseases
o Module 8: Managing immunisation and the cold chain
o Module 9: Health education and community mobilisation and advocacy
o Module 10: Family planning
o Module 11: Non-communicable diseases
o Module 12: Promote personal, housing and institutional health
o Module 13: Food safety and water quality
o Module 14: Waste management
o Module 15: Basic clinical services
Further proposed modules include: Eye Disease; Mental Health; Palliative Care.
Duration of Study

N/A

Structure of Study The materials developed by the HEAT programme are designed as open
educational resources and are therefore freely available for anyone to access,
adapt and use. While the Modules provide a recommended syllabus of study for
their chosen topic, they are free-standing and the assumption is that the
materials will be used primarily as academic resources and adapted according
to localised needs and circumstances.
Each Distance Learning Module is divided into an average of 15 Study Sessions.
Each Session involves approximately 2 hours of study time, and concludes with
a set of Self-Assessment Questions, linked with the Learning Outcomes.
Students will record their responses in their Study Diaries for discussion at their
Study Support Sessions.
Students are expected to study 2 sessions per week.
Each Distance Learning Module concludes with a Tutor-Marked Assignment.
Distance Learning Students are also provided with supplementary tutorial
support through face-to-face Study Support Sessions. In Ethiopia it is planned
that these will take place between fortnightly and monthly, with groups of 10
students and one tutor, and will take place at or near the local health centre
where the students go for their practical training skills. Their distance learning
tutors have been selected from the existing cadre of health extension worker
supervisors and they will receive an additional fee for taking on the role.

Course fees

The use of distance education as a key component of the new level IV
programme means that instead of attending residential schools for 12-18
months as originally planned, the HEWs can study during the day at work or at
home, thereby ensuring continuing delivery of essential health services in their
communities.
N/A
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Unit cost per
head
Overall
programme
funding/cost
recovery
mechanisms

Information not available
External funding for programme development and delivery is provided by The
Allan and Nesta Ferguson Charitable Trust; ($375,000 USD to cover the cost of
research, development and production of one Module, training 200 students
from two regions)
UNICEF ($1.4 million to cover the cost of development of the remaining
Modules - equivalent to approximately 450 hours of learning resources - an
additional 800 students and workshop training for 100 tutors, 100 practical skills
trainers, plus evaluation and review of the distance learning materials)
In addition, UNICEF will fund development of the practical skills training which
represents 70% of the Level IV Diploma programme and is also supporting costs
of implementation, monitoring and evaluation.
AMREF has contributed around $65,000 plus significant support in kind through
in-country staff support for the programme.
WHO, Save the Children, Jhpiego, the FMOH and others have donated author
time.

Delivery Mechanisms
Provision of
materials

The materials are provided online and as downloads in various media. They
have been designed to be printed easily (i.e. in terms of size, use of simple
diagrams and so on). In Ethiopia the Modules will be printed by the FMOH and
distributed to health extension workers via existing in-country delivery systems.

Academic support

The curriculum contained within the knowledge bank, currently primarily text
but will in the future include audio mini-dramas of health workers’ experiences,
DVD clips filmed with health extension workers in Ethiopia developed in
partnership with institutions, health educators and professionals across Africa.
All the resources will be developed as ‘Open Educational Resources’ and will be
freely available to for anyone to access, use or adapt for their own purposes.
Academic expertise is provided by the OU to support development of the
Modules as effective and high quality distance education materials for the HEW
training programme. Each Module is written by a team of Ethiopian experts
(around 55 in total) with the support of the OU team.
Academic support for students on the HEW training programme is provided by
Distance Learning Tutors through face-to-face Study Support Sessions.

Administrative
support

With the HEAT resource, online materials are designed to be easily accessible
via low-bandwidth connections.
Implementation of the programme is being supported by WHO, AMREF and
UNICEF and is largely the responsibility of the Regional Health Bureaus. A Health
Science College in each of the six pilot regions will be nominated as a Regional
Distance Learning Centre and will manage the administration as well as the
formal assessment process (the tutor marked assignment handling and the final
exam, set by the Ministry of Education).
248

Participants’ Profile
Geographical
spread of
enrolees
Number of
enrolments per
year

Ethiopia

The pilot begins in the first quarter of 2011 with 1,000 students from six regions
of Ethiopia, with 100 distance learning tutors and 100 practical skills tutors.
The aim is to bring a further 3,000 students, plus additional tutors, onto the
programme in the autumn of 2011 and thereafter to enrol larger numbers of
students until all of the current 31,000 health workers have been upgraded. It is
also intended that the programme will become the entry point for all new
HEWs, possibly from 2012 (i.e. rather than the existing level III Certificate entry
point).

Details of fee
payment among
enrolees

UNICEF is covering the costs of the pilot programme, including student costs,
additional fees for tutors and supply of basic equipment to participating health
posts.

Alumni Activities
Geographical
spread of alumni

Funding is being sought for a fellowship programme to be linked to HEAT,
including funding for Masters and PhD students.
No information is currently available.

Occupations
(All DL alumni)

References
Course URL:

www.open.ac.uk/africa/heat
http://labspace.open.ac.uk/course/view.php?id=5730

Reference
documents

Long et al. (2010) Health Education and Training (HEAT) in Africa: Briefing Note
for Commonwealth of Learning, Open University
Open University (2010) Distance Learning Tutor Guide
Ethiopian Level IV Health Extension Worker
Pilot Programme
Federal Democratic Republic of Ethiopia (2010) Ministry of Health Antenatal
Care, Part 1: Distance Learning Module for the Health Extension Programme

Other

Correspondence and discussion with Lesley-Anne Long, OU

Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy
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The HEAT programme is designed to support and enable health workers to raise levels of health promotion,
disease prevention, basic care and treatment in Africa. It has a particular focus on rural communities, and
seeks to share ideas and experiences deliver practical theoretical knowledge directly to community health
workers across sub-Saharan Africa. In so doing, it will help to address the Millennium Development Goals for
reducing child and maternal mortality, the HIV infection rate and the incidence of malaria, TB and other
important diseases (Long et al. 2010 p2).
As an illustration of this, a pilot programme is linked to Ethiopia’s ongoing programme to upgrade its nearly
32,000 health extension workers (HEWs) providing health promotion, disease prevention, family planning and
sexual health services to rural communities where 80% of the population live (Long et al. 2010 p3).


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

The programme has yet to undertake an evaluation or assessment of learner responses. However, impact is
anticipated on three levels in Ethiopia: (i) the increased knowledge and skills of the health extension workers
studying the materials; (ii) a cadre of health supervisors skilled at supporting distance education programmes
and (iii) a cadre of around 50 Ethiopian health experts who are skilled in developing distance education
learning resources following their intensive training with OU academics.
Research will also be undertaken on the wider impact of the programme, given that the materials are open
educational resources and will be used by health professionals and students in sub-Saharan Africa and
potentially adapted for use beyond Africa (following interest from Pakistan, India, Afghanistan and Haiti.


Evidence of wider programme impact on Health and Development outcomes

The programme has yet to undertake an evaluation of programme impact on health and development
outcomes.


Evidence of financial or cost benefits of utilising distance learning mechanisms

The programme has yet to undertake a financial or costs analysis of the programme.
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19. Programme Title: Open University, UK & FAIMER, US:
Distance Learning Courses in Medical Education

Programme Overview
Global Location(s)

UK

Provider Nation

United Kingdom

Partner Nation (s)

United States of America;
Denmark

Provider
Institution
Partner
Institutions (e.g.
technical support,
donors funders)

The Open University Centre for Education in Medicine, UK
FAIMER;
World Federation for Medical Education;

Programme Details
Year of
Commencement
Target Audience

2009

Content

The content of the programme is organised into 7 Themes. Each Theme is made
up of 8 Modules. The content outline is as follows:

The courses are open to all. However, the majority of enrolments are medical
doctors.

o Theme 1: Self-review & accreditation
Modules: 1. Standards for medical education; 2. Organising a self-review; 3.
Gathering, analysing and presenting evidence for self-review; 4. Self-review in
low resource circumstances; 5. Implementing improvements after self-review;
6. Planning an external review; 7. Purposes and methods of accreditation; 8.
Non-regulatory approaches to quality assurance in medical education
o Theme 2: Educational management & leadership
Modules: 1. Leadership and management in health professions education; 2.
Understanding and managing self; 3. Understanding and managing [supporting
and coaching] others, performance and conflict 4. Positive, appreciative,
strengths-based leadership; 5. Leading and managing projects; 6. Managing
meetings and group decision-making; 7. Team building; 8. Managing and leading
change
o
Theme 3: Assessment
Modules: 1. Standard setting; 2. Reliability and validity; 3. OSCEs; 4. MCQs; 5.
251

Essays and short answer questions; 6. Clinical and oral examinations; 7. Direct
observation and Case based discussion
o Theme 4: Open & distance learning
Modules: 1. Running and managing a distance learning centre; 2. The design of
distance learning courses; 3. Developing distance learning courses; 4. Options
for assessment in distance learning; 5. Use of technology in distance learning; 6.
Quality assurance in distance learning; 7. Project work at a distance
o Theme 5: Research, evaluation & scholarship
Modules: 1. What is practitioner- and researcher-based educational
scholarship?; 2. Designing educational research and evaluation: project
management; 3. Managing research in medical education; 4. Obtaining ethical
approval; 5. Conducting a literature review; 6. Writing an academic paper and
deciding authorship; 7. Quantitative research methods; 8. Qualitative methods;
9. Curriculum evaluation theory and practice
o Theme 6: Teaching & learning in medicine
Modules: 1. Learning theories and approaches; 2. Teaching in the clinical
environment; 3. Small group methods; 4. Large group methods; 5. Simulation; 6.
Skills laboratories; 7. Communication skills; 8. Teaching clinical problem solving
o Theme 7: Curriculum design & development
Modules: 1. Curriculum statements and models; 2. Designing integrated
curricula; 3. The process of curriculum development; 4. Using the curriculum
Note: the modules for Themes 1 and 2 are available to learners. Themes 3 – 7
are in development.
Duration of Study

10 weeks per module. 2 years per Theme, if studied consecutively. Individual
modules can be studied simultaneously.

Structure of Study For each Theme, the programme delivers 4 modules per year. Each module
commences at a specific point in the calendar year. While the modules are
designed to be studied in sequence, learners are able to enrol on modules as
stand-alone courses of study according to their needs and interests.
Each module involves 10 weeks’ of study at a rate of 1 hour per week, with 2
Tutor-marked assignments (included within study time) submitted by email in
Weeks 4 and 8. Students have the option to participate in discussions on the
weekly topics via the OU OpenLearn online discussion forum.
The TMAs are returned with full written feedback within 10 days of submission.
Note: on completion of each module, participants receive a Certificate of
Completion from the OU, which provides them with ‘prior learning’ credit
should they choose to enrol on an OU practice-based CPD course.
Use of the modules as the basis of higher education award is also under
negotiation.

Course fees

Currently at $85 per module [under review, to increase accessibility in low GDP
countries].
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Unit cost per
head
Overall
programme
funding/cost
recovery
mechanisms

Information not available
External funding for programme development and delivery is currently provided
by FAIMER. The programme will eventually be self-financing.

Delivery Mechanisms
Provision of
materials
Academic support

The materials are provided online and as ..pdf downloads
Guided Web-based discussion with peers and OU faculty staff via the OU’s
OpenLearn online discussion forums;
2 written sets of TMA feedback per 10 week course;

Administrative
support

Administrative support from OU faculty staff via email;
SMS text for administrative announcements and follow-up contact from faculty
staff;

Participants’ Profile
Geographical
spread of
enrolees
Number of
enrolments per
year

Details of fee
payment among
enrolees

20 countries from across Africa, South Asia, Europe, the Middle East, North and
South America
Number of intakes per annum:

4 per Theme in Year 1
8 per Theme in Year 2

Number of students per intake:

approx 70 per module (2009)

Total number currently in the programme: approx. 30 – 40 per module (2010)
Enrolments during the 2009 pilot period were free. Student fees since then are
paid by individuals.

Alumni Activities
Geographical
spread of alumni
Occupations
(All DL alumni)

20 countries from across Europe, Africa, South Asia, and South America
The majority of alumni are medical doctors. However, a small number of alumni
are non-medical professionals.

References
Course URL:

http://www.faimer.org
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Reference
documents

Owen et al. (2009) Theme 1 Module 1 Standards for Medical Education
Evaluation Report, Open University
FAIMER-OU (2010) Brochure for Theme 1 courses, FAIMER-OU

Other

Discussion with Janet Grant, OU CEM

Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy

This collaboration between FAIMER and the OU came about because FAIMER was interested in supporting and
training greater numbers of medical educators than was possible through their Fellows programme, and
decided that an ODL approach provided an answer in some respects. With this in mind, the wider aims of this
programme are the same as those for the FAIMER Fellows programme. Simultaneously, The World Federation
for Medical Education was concerned to promote its global standards and associated self-review and
accreditation processes.
The establishment of the FAIMER programme and its Fellow-led off-shoot programmes aim to diminish
international migration for training purposes, and enhancing coherent professional development opportunities
and networks in developing countries (Burdick et al 2006 p631). These programmes are also seen to go some
way to overcome national shortcomings in investing in the healthcare workforce, and in sub-Saharan Africa,
the decimation of the adult workforce caused by HIV/AIDS (Norcini et al 2005 p214).
The achievement of these goals has been enhanced through the establishment and implementation of
FAIMER’s Regional Institutes.


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

While an early evaluation of the programme has taken place, it concentrated on assessing student satisfaction
to the programme’s design and delivery methods, rather than on the levels of new skills and knowledge
acquired as a result of the course (see Owen et al. 2009). However, course materials are designed solely to
encourage participants to analyse, reflect on and plan for their own circumstances and development of
medical education in their institutions.


Evidence of wider programme impact on Health and Development outcomes

As above, while an early evaluation of the programme has taken place, it concentrated on evaluating student
satisfaction with the programme’s design, content and delivery methods, rather than on the application of
new skills and knowledge acquired as a result of the course (see Owen et al. 2009)


Evidence of financial or cost benefits of utilising distance learning mechanisms

Initial enrolments to the programme during the pilot period were not charged a fee. However, subsequently,
enrolees were charged a fee of $85 per module, which works out at $8.50 per week of study. This saw a
significant drop-off in enrolments from approximately 70 per module to 30-40 per module. This was
particularly the case in enrolments from India, who previously had been the highest single national presence
on the programme, where the weekly rate for studying a similar-level programme is somewhere between $1
and $2 (Grant, in conversation, 1.7.10). Plans are being negotiated for a different pricing structure and more
flexible use of the modules and enrolment arrangements.
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20. Programme Title: Open University of Malaysia:
Masters of Nursing

Programme Overview
Global Location(s)

Kuala Lumpur

Provider Nation

Malaysia

Partner Nation(s)

None

Provider Institution

Open University Malaysia, Edith Cowan University (Perth, Australia – not
confirmed, but suggested by a previous pilot)

Partner Institutions
(e.g. technical
support, donors
funders)

Teaching Clinics and hospitals

Programme Details
Year of
Commencement
Target Audience

2009

Content

The objectives of this course are to upgrade knowledge, skills and
competency of registered nurses, to produce clinically efficient graduates
and to train specialised nurses in (6) clinical areas: Trauma and Emergency
Nursing, Critical Care Nursing, Paediatric Nursing, Mental Health Nursing,
Oncology Nursing and Renal Nursing.

Qualified nurses

The content of the core modules include :
 Reflection in Nursing
 Hospital Administration
 Trends and Issues in Nursing
 Teaching in Nursing
 Advanced Nursing Assessment
The content of the specialist modules covers specific areas within these 6
specialisms with a focus on hospital management clinical care systems.
Duration of Study

2-4 years

Structure of Study

Blended Learning: Face-to-face, online content, self-managed learning.
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The specific structure and order of the modules is unknown, though they
appear generally to be distributed evenly over 6-12 semesters.
Clinical practice placements allow learners to do their clinical practice at any
of the 25 designated hospitals, including three teaching hospitals. Through
practical placements, learners can reinforce their theoretical knowledge for
better understanding.
The workbooks – and especially the activities – form the core of the learning
experience, but they also provide signposts to the other supporting
elements of the learning package. (Vivien et al. 2001) They are interactive
– constructed around activities which encourage learners to relate the
concepts they are studying to their workplace experience and to try out
models and techniques in their own working environment.
Course fees

RM 15,510 (£3,230 as of September 2010)

Unit cost per head

Information not available

Overall programme
funding/cost recovery
mechanisms

The upgrading of training for nurses who already have a diploma is
supported at least in part by their employers, in part through the
government's Human Resources Development Fund training grants.

Delivery Mechanisms
Provision of materials

The learning materials consist of 18 workbooks, six for each of the three
parts.

Academic support

The Academic support team is available by email or phone and their contact
information is on the course website.

Administrative
support

No information is known about the Administrative Support system

Participants’ Profile
Geographical spread
of enrolees
Number of
enrolments
Details of fee
payment among
enrolees

Malaysia
92 in first year (2007) and over 800 total enrolled as of 5 February, 2009
Privately paid with support from employers through Malaysian government
training grants.

Alumni Activities
Geographical spread
of alumni
Occupation

Malaysia
Primarily Hospitals and Clinics
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References
Course URL:

http://sonahs.oum.edu.my/index.php?op=view&m=2&page=45

Reference documents

http://www.hrdf.com.my/wps/portal/PSMB/MainEN/CorporateProfile/Abo
utPSMB/!ut/p/c5/04_SB8K8xLLM9MSSzPy8xBz9CP0os3hnd0cPE3MfAwMD
QzcDAyM3wxBjA2djQwNHQ6B8JJK8v5EvUD7MycTLx8DdKNjRnCTdaPIGRgR
0-3nk56bqF-SGRpQ7KioCADv8zNI!/dl3/d3/L2dBISEvZ0FBIS9nQSEh/
Martin, Vivien , Henderson, Euan , Abbott, Jason , Skinner, Chris , Tsang,
Mary Tabarsi and Wood, Graham(2001) 'Supported Distance Learning for
Health-Care Managers: How Far Can Learning Materials Travel?',
Innovations in Education and Teaching International, 38: 4, 315 — 326
http://www.oum.edu.my/oum/index.php?c=oum&v=art_view&domid=1&p
arent_id=44&cat_id=45&art_id=561&lang=eng&PHPSESSID=01ed5cbead00
ba8c9012a56409607817

Other
Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy

This programme is one of several which are underwritten by the Malaysian government's push to increase
training opportunities in the health sector (as part of a broader initiative to increase opportunities for work
skills enhancement) and the cost of the course may be reimbursed, either partially or fully, by a training grant
or in some cases against tax credits. “Retraining and skills upgrading is also of paramount importance to
enhance the quality of the workforce so that it is versatile and adaptable to the changing technological and
business environment.”


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

No specific information on the pedagogic impact is available.


Evidence of wider programme impact on Health and Development outcomes

No specific information on the programme impact is available.


Evidence of financial or cost benefits of utilising distance learning mechanisms

The programme is financially affordable, yet still relatively costly for a distance learning programme,
considering the cost of living in Malaysia. The cost of the course may be reimbursed, either partially or fully, by
a training grant or in some cases against tax credits. The nature of these training grants makes them available
to both private and public health institutions, which allows for both a wider reach among varied health
institutions, and greater choice for students and employers when seeking skills upgrade. As such, the Open
University of Malaysia is only one of the institutions at which students might study, but its distance offerings
seem to be of particular interest to students and their employers as it more easily permits continued work.


Other information on International Links

In addition to domestic training of Health workers, OUM has a significant relationship with the International
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Institute of Health Sciences (IIHS) in Colombo, Sri Lanka to offer its Bachelor of Nursing Science programme to
Sri Lankan nurses. OUM Professor Dr Mansor said the University has made inroads into Yemen, Bahrain,
Maldives and Ghana to offer its Bachelor’s and Master’s programmes, which may supplement the agreement
they have with Sri Lanka.
Assoc Prof Che’an said learners in Sri Lanka are also required to undergo clinical placement at various hospitals
identified by IIHS, which suggests that there is some similarity with the Master's program, which includes
practical work training. “To keep tabs on quality, lecturers from OUM will conduct an annual quality audit on
IIHS. This is to ensure that our partner complies with the guidelines and measures that have been set by OUM.
Nursing is a profession that cares for the sick and suffering. Therefore, it is important that the nurses we
groom are able to discharge their duties diligently,” she concluded.
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21. Programme Title: Open University of Sri Lanka:
BSc Nursing

Programme Overview
Global Location(s)

Nugegoda

Provider Nation

Sri Lanka

Partner Nation(s)

None

Provider Institution

The Open University of Sri Lanka

Partner Institutions
(e.g. technical
support, donors
funders)

Canadian International Development Agency (CIDA) provided funding
between 1992-1997 in order to set up this course.
This programme was initiated with academic assistance provided by The
Athabasca University, Canada for the design and set-up of the course.
Programme Details

Year of
Commencement
Target Audience

1994

Content

The programme seeks to prepare a nurse who is a "generalist" to provide
care in every aspect of nursing practice and to advance their knowledge and
skills.

Registered nurses at the request of the Ministry of Health.

The aim of the course is to provide participants with advanced skills in holistic
client-centred nursing, in leadership, teaching, research, and management, to
increase their understanding of the health care system in Sri Lanka and be
sensitive to national and world-wide nursing issues, to be actively engaged in
shaping policies affecting the health care system of Sri Lanka and to obtain
the necessary preparation for post-graduate studies.
The courses offered as part of this programme include:
 English for Nursing
 Anatomy & Physiology
 Sociology & Anthropology
 Psychology
 Concepts in Nursing Practice
 Teaching & Learning
 Nutrition
 Primary Health Care 1
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Communication Skills in Nursing
Open Elective
Research in Nursing
Primary Health Care 11
Management in Nursing Practice
Trends & Issues in Nursing
Senior Focus Elective

Duration of Study

2 years for registered nurses; 4 years for un-registered nurses

Structure of Study

The programme relies on print and CD-Rom-based self-study. The core
courses are primarily semester-long modules to be completed over 3 months,
with a certain amount of flexibility so that distance-learners can study at the
pace they require,
Tutorial sessions occur 3 – 5 times per semester, and periodic face-to-face
study is required on certain courses and electives. These take place at the
Colombo regional centre at Nawala and Kandy, as does assessment.

Course fees

Core Courses Rs.17520.00 (roughly $150 as of October 2010)
Continuing Education Course in English Rs.7500.00
All students must pay additional fees for registration (Rs.250) and facilities
(Rs.1000).
Foreign students are charged four(4) times tuition fees of local students

Unit cost per head

Information is not available

Overall programme
funding/cost
recovery
mechanisms

The start up of the course was funded for five years by Canadian
International Development Agency (CIDA). This source of funding for 5 years
enabled the Open University of Sri Lanka to transfer all the tuition fees
collected from students during this period into a separate account: this
accumulated fund is now being utilized to provide part of the funding
required for the conduct of the programme in the absence of CIDA funding.

Delivery Mechanisms
Provision of
materials

Primarily through printed materials and audio-visual aids on CD-Rom

Academic support

The University has a network of Regional/Study Centres distributed
throughout Sri Lanka. The Regional centres at Colombo, and Kandy provide
facilities for libraries and face- to-face teaching. Temporary residential
facilities are also provided to students attending academic activities at these
Regional centres.
Library facilities are provided at the main campus and in libraries in all
regional centres. Each student has a personal tutor/counsellor whom they
can contact as needed, though there is an expectation of contact once per
semester at least.
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Day schools are conducted from time to time (3-5 times per semester) to
discuss problems that students may experience. Attendance at such face-toface classes is very strongly recommended.
Administrative
support

Students receive the same administrative support as all other students of the
Open University of Sri Lanka.

Participants’ Profile
Geographical spread
of enrolees

Sri Lanka

Number of
enrolments per year

The Open University of Sri Lanka's BSc in Nursing started with 21 students in
the first cohort, to up to 100 learners in recent years.

Details of fee
payment among
enrolees

Self-funding;
Mahapola Bursaries;
Open University of Sri Lanka Bursaries
Alumni Activities

Geographical spread
of alumni

Sri Lanka
Nursing - Public and Private Hospitals and Clinics

Occupation
References
Course URL:

http://www.ou.ac.lk/science/health/

Reference
documents

Fernando, J. N. O. (1999) ‘Collaboration between open universities in the
Commonwealth: Successful production of the ﬁrst ever Sri Lankan nursing
graduates at the Open University of Sri Lanka by distance education. In: Pan
Commonwealth Forum on Open Learning; 1–5 Mar1999; Brunei Darussalam.
Available from URL: http://www.col.org/forum/PCFpapers/Fernando1.pdf.

Other
Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy

In their Mission Statement, the OUSL B.Sc. Nursing programme curriculum supports the principles of Primary
Health Care as outlined by the WHO (1998).


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

The course aims for nurses to leave with the following skills, knowledge, practice abilities and values:
 problem-solving
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the ability to synthesize knowledge from physical and behavioural sciences and use this knowledge as
a source for making nursing practice decisions;
ability to use a research process as a basis for improving the quality of patient care
ability to demonstrate leadership and co-ordination abilities
use appropriate communication skills in the nurse client relationship, as well as with other members of
the health team;
ability to demonstrate, through direct advocacy, an understanding of the needs and rights of clients
use effective teaching skills to promote behavioural and attitudinal changes in clients and other
members of the health team;
demonstrate an understanding of legislative, regulatory, ethical and professional nursing standards;

However, no formal evaluation of impact has been undertaken.


Evidence of wider programme impact on Health and Development outcomes

The degree programme is said to have changed the scenario for the progress and development of the entire
paramedical personnel in the Sri Lankan health sector. The course deliberately aims to provide the students
with a more in-depth knowledge of the health care system in Sri Lanka and worldwide nursing issues, whilst
promoting active engagement in shaping the policies that affect the health care system of Sri Lanka. It assists
in meeting the high demand for nurses in Sri Lanka (Fernando, 1999).
However, no formal evaluation of impact has been undertaken.


Evidence of financial or cost benefits of utilising distance learning mechanisms

The methodology of Distance Education employed at the Open University of Sri Lanka is an enabling factor that
made it possible for nurses to follow a degree programme while continuing to be in full time employment in
their respective institutions. It would otherwise have been impossible for such an occupied group of persons to
take leave and register as full time nursing students (Fernando, 1999).
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22. Programme Title: Open University of Sri Lanka:
Continuing Medical Education Courses for General Medical Practitioners

Programme Overview
Global Location(s)
Provider Nation
Partner Nation(s)
Provider Institution
Partner Institutions
(e.g. technical
support, donors,
funders)

Sri Lanka
Sri Lanka
None
The Open University of Sri Lanka (OUSL)
The 2 online courses were funded by ADB- Distance Education Partnership
Program and affiliated with Monash University, Australia.

Programme Details
Year of
Commencement

2009/2010 – CME5201 Cardiovascular Health; CME5202 Men’s Sexual and
Reproductive Health
2010/2011 - CME5203 Old Age Psychiatry

Target Audience

Health professionals - Nursing and Medical – with MBBS degree

Content

CME5201 Cardiovascular Health: The course aims to provide General
Medical Practitioners with knowledge and skills in management of
cardiovascular disease in order to reduce morbidity and mortality.
Contents include: Session 1 – Hypertension; Session 2 - Chest Pain; Session 3
- Atrial Fibrillation; Session 4 - Heart Failure; Session 5 – Syncope; Session 6 Interpretation of ECG; Face-to-face workshop on Cardiopulmonary
Resuscitation (CPR) and recording of an ECG
CME5202 Men’s Sexual and Reproductive Health: The course aims to
provide knowledge on diseases and problems related to Men's sexual
health, including management of erectile dysfunction, prostate disorders
and other problems.
Contents include: Session 1 – Androgens; Session 2 - Male Infertility; Session
3 - Erectile Dysfunction; Session 4 - Sexually Transmitted Infections in Males;
Session 5 - Benign Prostate Disease; Session 6 - Prostate Cancer; Session 7 Testicular Tumours
CME5203 Old Age Psychiatry: The course aims to provide knowledge and
skills necessary to improve the mental health of the elderly, and
management within the family and community.
Contents include: Session 1 - Epidemiology and Principles of Service
Delivery; Session 2 - Principles of Psychiatric Assessment of Older Patients;
Session 3 - Family Assessment in Ageing Families; Session 4 - Assessment
and Management of Mood Disorders; Session 5 – Dementia; Session 6 263

Anxiety Disorders and Somatoform Disorders; Session 7 - Psychiatric and
Behavioural Disturbances in the Nursing Home; Session 8 - Psychological
Treatments in the Elderly; Session 9 - Schizophrenia and other Psychotic
Disorders; Session 10 - Psychiatric Disorders and Physical Illness; Session 11 Personality Disorder; Session 12 - Substance and Alcohol Abuse in The
Elderly
Duration of Study

7 months per course

Structure of Study

The courses are one-off stand-alone modules. Each module is 7 months
long and there is no expectation or requirement that a student would do
more than one module.
Each Course will amount to 1/3 credit which equates to 6 credit points
according to conventional universities and 150 hours of study time. Learners
should be prepared to devote a minimum of 6-8 hours of study time per
week.
Discussion forums enable teacher-learner interaction and learner–learner
interaction. A minimum of two discussion forums will be observed by the
tutor for learner–learner interaction and marks given for degree of
participation.
Learners are expected to carry out activities and maintain an online learning
portfolio / reflective journal. A pass in the journal is a requirement for
successful completion of the course.
Continuous Assessments is based on assignments, required to be submitted
online at the end of each session. The assignments include MCQs, essays,
case studies, objective structured practical examination (OSPE) etc.
An overall mark of 60% assignments and discussion forums and a pass grade
in the journal would be necessary for successful completion of the course.

Course fees

CME5201 & CME5202- Rs30,000. CME 5203 – Rs20,000

Unit cost per head

Information not available

Overall programme
funding/cost recovery
mechanisms

Main cost recovery is by student fees. Some external funding for course
development, e.g. ADB-DEMP. All the students are self-funded.)

Delivery Mechanisms
Provision of materials

All study material, discussions, assignments, feedback and assessments are
web based.

Academic support

Students interact via Web-based discussion boards, supported with
additional reading materials are used for CME courses.
Students receive academic tutoring and assessment feedback from subject
tutors face to face in the form of day schools, power Point Presentations,
hand outs, via email etc.
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There are university libraries in each of the regional centres for students to
refer. 23 National Online Distance Education Service (NODES) and other
university computer laboratories provide computer and internet facilities for
students. Email tutoring support is available throughout the period of
delivery for each of the CME courses.
Administrative
support

Administrative support is provided by the University. Academic and personal
counselling will be done by each department before they get registered.
Participants’ Profile

Geographical spread
of enrolees
Number of
enrolments (total)

Sri Lanka
2009/2010

2010/ 2011

CME5201 -

30

10

CME5202 -

24

02

CME5203 Details of fee
payment among
enrolees

06

Self-funding

Alumni Activities
Geographical spread
of alumni
Occupation

Sri Lanka + overseas
Government and Private Hospitals in Sri Lanka, Hospitals abroad (UK,
Australia, Canada), Academic institutions or universities, NGO or charitable
organisations

References
Course URL:
www.ou.ac.lk
Reference documents
Course Brochure: http://www.ou.ac.lk/up/data/brochure-updatedfinal2%5B1%5Dfinal-12-01-10even.pdf
Other
Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy

These courses are part of a general Sri Lankan Ministry of Health initiative to provide opportunities to build the
capacity of mid-career physicians in meeting the health needs of the population.
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Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

No evidence of impact is available.


Evidence of wider programme impact on Health and Development outcomes

CME Courses are given to General Medical Practitioners to improve their subject specific knowledge for better
diagnosis and treatment. However, no evidence of impact is available.


Evidence of financial or cost benefits of utilising distance learning mechanisms

Cost benefit to individuals comes though the fact that these courses allow learners to continue practicing while
upgrading and enhancing their skills.
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23. Programme Title: People’s-uni, UK:
Certificate/Diploma in Public Health

Programme Overview
Global Location(s)

International

Provider Nation

United Kingdom

Partner Nation(s)

None

Provider Institution

Peoples-uni

Partner Institutions
(e.g. technical support,
donors funders)

UK Royal Society for Public Health, Johns Hopkins, Manchester University

Programme Details
Year of
Commencement

2008/2009 Foundation Sciences of Public Health
2008/2009 Public Health Problems

Target Audience

Public Health professionals, particularly those in low- and middle-income
countries and those seeking higher-level qualifications at low cost

Content

The programme content and materials have been developed based on
Open Educational Resources. They are also available for public use under a
Creative Commons Attribution-Share Alike license.
Foundation Sciences of Public Health: The course offers a range of
practical modules covering:
 Epidemiology: foundational concepts and tools for analysing and
addressing public health issues.
 Public Health Policy: Introduction to concepts key in policy-making
and implementing health policies.
 Health Economics: the role of economic analysis in the Public
Health field
 Biostatistics: introduction to relevant literature and
methodologies for statistical public health analysis
Public Health Problems: The course aims to address specific Public Health
issues that are of particular concern, including:
 Disaster Management: risk assessment and reduction, as well as
emergency planning and management.
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Child/Maternal Mortality: assessment of the demographic issues
and trends as well as clinical and social systems relating to
childbirth.
HIV/AIDS: an overview of the epidemiology of transmission and
the impact on health-services.
Public Health Nutrition: addressing under and overnutrition, as
well as the whole context of food production and choices.

Duration of Study

Diploma 1-2 years, Certificate 1 year (estimates)

Structure of Study

Independent flexibly-paced self-study and online learning. Students can
enrol in individual course modules. Certificate of Public Health from the
Peoples-uni is awarded after 4 modules. The Diploma of Public Health is
awarded after 8 modules, including at least two of the 'Foundation
Sciences' and two of the 'Public Health Problems' course modules.
Courses are offered twice a year, starting in October and March.
Each of the modules contains 5 Topics, each of which are covered over a
two week period. Each Topic is considered to need roughly 30 learning
hours, including time for the assessments, reading, and discussions.

Course fees

Diploma £240, Certificate £120 (£30 per module)

Unit cost per head

Information not available

Programme
Accreditation

The UK Royal Society for Public Health has accredited the Peoples-Uni. It
should be stressed that the Peoples-uni is not a university.

Overall programme
funding/cost recovery
mechanisms

People’s Uni is a registered charity mostly supported by volunteer efforts
with some private funding. Learners are charged a nominal fee of £30 per
module to cover administrative tasks.
Private funding includes sponsorship of individual students to take a
module, through an online payment facility:
http://peoples-uni.org/content/make-difference

Delivery Mechanisms
Provision of materials

All materials are provided for download online, along with some
interactive tools for learner-tutor & learner-learner liaison (Moodle)

Academic support

Limited academic support is available to students through email access to
a volunteer on-line facilitator, which changes every two weeks according
to the topic within the module.

Administrative support

Administrative and technical support is available online through email
contact as well, again provided by qualified volunteers.

Participants’ Profile
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Geographical spread of
enrolees

UK, Europe, Africa, Asia, Central/South America, Caribbean, Australasia,
Middle East

Number of enrolments
per year
Details of fee payment
among enrolees

Total DL enrolments 2009/10 - 104
Most fees paid by the individual learners.

Alumni Activities
Geographical spread of
alumni

UK, Europe, Africa, Asia, Central/South America, Caribbean, Australasia,
Middle East

Occupations
(All DL alumni)

Hospital, medical trust or similar employer; Public sector, government or
statutory body; Academic institution or university; NGO or charity; Private
or commercial organisation; Industry

References
Course URL:

http://peoples-uni.org

Reference documents

Heller, R. (2009) Experience with a "social model" of capacity building: the
Peoples-uni http://www.human-resources-health.com/content/7/1/43

Other

Conversation with Dick Heller, Director, People’s Uni.

Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy

Peoples-uni was set up to address issues associated with access to health training in low- and middle-income
countries, as identified by international health bodies including the UN in its MDG targets.


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

One of the pedagogic distinctions of this programme which has been shown to impact the learning process is
the use of an open source curriculum developed by volunteer health professionals. This type of curriculum has
a more participatory heuristic paradigm than some other curricular approaches. Additionally from a pragmatic
perspective, this approach contributes to the economical efficiency of the modules, as there is relatively little
cost invested in their development compared to the level of quality.
However, no formal evaluation of impact has been undertaken to date.


Evidence of wider programme impact on Health and Development outcomes

No formal evaluation of impact has been undertaken to date.


Evidence of financial or cost benefits of utilising distance learning mechanisms

The economic efficiency of this distance learning model is such that it provides a very high level of instruction
input quality for the cost. This level of cost is much lower than many other learning options.
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24. Programme Title: Public Health Resource Network, India:
PG Dip in District Health Management

Programme Overview
Global Location(s)

Various districts, India

Provider Nation

India

Partner Nation(s)

None

Provider Institution

National Rural Health Mission (NRHM) and Indira Gandhi National Open
University (IGNOU)

Partner Institutions
Public Health Resource Society (PHRS) – coordinates PHRN
(e.g. technical support, National Health Systems Resource Centre (NHSRC)
donors funders)
Child In Need Institute (CINI)
The Population Foundation of India (PFI)
The ICICI Centre for Child Health and Nutrition (ICCHN)

Programme Details
Year of
Commencement
Target Audience

2005 (Accredited through IGNOU in 2009)
Health Sector managers and aspirants: Medical Doctors, District Health (or
Health related) Programme Managers, interested members of Civil Society,
Staff of NGOs working in public health, Public Health Students

Content
Emphasis for the course is on field based learning and understanding the
public health system, national disease control programmes, women and child
health, district health management, health sector reforms, issues in
governance of health service systems and a choice of several elective papers.
The thematic areas of the course include: maternal and child health;
communicable and non-communicable diseases; programmatic and systemic
knowledge related to health planning, convergence, health management, and
public- private partnerships; mainstreaming gender issues; community
participation.
Course 1: Public Health System (PGDDHM – 01)
Block-1: Introduction to Public Health System-I
Block-2: Introduction to Public Health System-II
Block-3: National Disease Control Programme
Course 2: Women and Child Health (PGDDHM –02)
Block-1: Reduction in Maternal Mortality
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Block-2: Accelerating Child Survival
Block 3: Reproductive Health Issues
Course 3: Community Participation for Health (PGDDHM –03)
Block-1: Community Participation and Community Health Workers
Block-2: Community Participation –Planning, implementation and monitoring
Block-3: Behaviour Change Communication and Training
Course 4: Management of District Health Services (PGDDHM –04)
Block-1: Convergence
Block-2: District Health Planning
Block-3: District Health Management
Course 5: Emerging Issues in Health Sector (PGDDHM –05)
Block 1: Engaging with the Private Sector
Block 2: Legal Framework of Health
Block 3: Key Issues in Health Sector Reform

Duration of Study
Structure of Study

Course 6: Special focus areas in Health Care (PGDDHM –06)
Block 1: Tribal Health
Block 2: Urban Health
Block 3: Disaster and Epidemic Management
Student projects, and written assignments as well as exams make up the
assessment system.
1-2 years
The PHRN comprises 14 core modules and five optional courses, spread over
12 to 18 months of coursework and contact programmes.
The technical content and contact programmes build technical knowledge of
participants and provide them with a variety of options to put into practice
within their work-environment roles. This is accompanied by at least one
face-to-face Contact Programme in each quarter and a number of informal
contact opportunities. Three Contact Programmes of 1 week each are held at
Programme Study Centres.
More specifically, the programme covers the content mentioned from across
the above courses in the following order:
Quarter 1 – Introduction to Public Health Systems; Reduction of Maternal
Mortality; Accelerating Child Survival; Community Participation and
Community Health Workers; Behaviour Change Communication and Training.
Quarter 2 – Mainstreaming Women's Health Concerns; Community
Participation; Disease Control Programmes; Convergence; District Health
Planning.
Quarter 3 – District Health Management; Public-Private Partnership; Legal
Framework of Health Care; Issues of Governance and Health Sector Reform.
Quarter 4 (Optional Courses) – Tribal Health; Urban Health; Hospital
Administration; Non-communicable Diseases and Mental Health; Disaster
and Epidemic Management.
The length of each quarter is dependent on the student's pace of study, and
whether they plan to work at the course full-time or part-time.
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Course fees

Rs.10,000

Unit cost per head

No information is available

Overall programme
funding/cost recovery
mechanisms

The project was initiated by the National Rural Health Mission, who provided
the development costs.

Delivery Mechanisms
Provision of materials

The course has been designed as a paper-based distance education
programme, but materials have been increasingly made available on
computers for those students who have access and prefer that mode of
learning.

Academic support

Students are given admission at identified Programme Study Centres (PSCs).
30 to 40 Students will be engaged with each PSC. These PSCs are located at
selected Medical Colleges/ Institutions / Organisations and PHRN state
network offices, and are responsible for delivering the Contact Programme.
A local counsellor is appointed to act as a guide for project study to be
undertaken by each student during the programme.
Participants who send in the monthly feedback forms, undertake and
complete all course activities and/or attend the contact programmes
regularly, will be deemed to have completed the programme successfully and
this would be acknowledged by the course authorities.

Administrative
support

For assisting the district level learning process and for promoting networking
and mutual support, a core team of state level programme coordinators and
voluntary programme associates/experts act as resource persons.

Participants’ Profile
Geographical spread
of enrolees

To date, the Public Health Resource Network has been launched in four
states of India – Chattisgarh, Jharkhand, Bihar and Orissa.

Number of enrolments 30 to 40 seats in each of the 4 current study centres. The first cohort of
per year
accredited students has not yet graduated.
Details of fee payment
among enrolees

No specific information is known.

Alumni Activities
Geographical spread
of alumni

The four states in which students study are Chattisgarh, Jharkhand, Bihar and
Orissa, and it is expected that they will return to these regions on the whole.

Occupation

Health sector managers
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References
Course URL:

http://www.phrnindia.org/our_work/p_ignou.html

Reference documents

Kalita, A., Zaidi, S., Prasad, V. and Raman, V. R. (2009) “Empowering health
personnel for decentralized health planning in India: The Public Health
Resource Network”, Human Resources for Health, 7:57

Other

NA

Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy

This course was developed by the NRHM’s (National Rural Health Mission of India) as a federal initiative to
introduce a comprehensive primary health care approach to public health management policies on a regional
level. As such, the programme is associated with national government policy.
The programme’s strategic goals and policies are also embedded in international policies and metrics for
improving health, such as the MDGs, though they are not explicitly referred to.


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

The course claims to enable the participants to develop the knowledge and skills needed for effective district
health planning and for advocacy and support to decentralised health planning and management. However, no
evidence of impact is currently available.


Evidence of wider programme impact on Health and Development outcomes

The Public Health Resource Network is an innovative distance-learning course in training, motivating,
empowering and building a network of health personnel from government and civil society groups. Its aim is to
build human resource capacity for strengthening decentralized health planning, especially at the district level,
to improve accountability of health systems, elicit community participation for health, ensure equitable and
accessible health facilities and to bring about convergence in programmes and services. (Kalita et al., 2009)
PHRN's objectives are as follows:
 reaching out to dedicated individuals to whom health equity is a major concern, and giving them
access to essential information and opportunities to contribute to this goal;


sharing public health technical resources with existing and potential district health programme
managers towards strengthening the public health system in their districts, and assisting in the
emergence of state and district resource groups for this purpose;



empowering civil society to create spaces, and using the spaces being created under the NRHM, to
improve and increase public participation in health planning and management;



promoting decentralization and horizontal integration at district, block and village levels by building
capacity in technical, programmatic, epidemiological and social understandings of health;



strengthening the resource base needed for informed advocacy within the government and civil
society;
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facilitating networking and mutual support among public health practitioners. (Kalita et al., 2009)

The aim of the course is to strengthen technical assistance capacities at district and state levels to support
processes that lead to achieving the NRHM’s goals and thereby accelerate moves towards effective, equitable,
accessible and affordable health care for all.
Contact programmes will be used as a platform to analyse the status of ongoing health planning in the district
and assess the existing and future opportunities for participation in district health planning and in health
programmes, which will allow for more accurate assessment of regional public health policies.
However, up to this point most of these objectives are mostly aspirational, as the programme has struggled
with student motivation before it was officially accredited through IGNOU in 2009, and data has not yet been
collected on how this change has affected the impact of the programme.


Evidence of financial or cost benefits of utilising distance learning mechanisms

No evidence of impact is currently available.
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25. Programme Title: PROFAE / PROFAPS, Brazil:
(Professional Qualification Project for Workers in the Nursing / Health Professions)

Programme Overview
Global Location(s)

Brazil

Provider Nation

Brazil

Partner Nation(s)

None

Provider Institution

Ministry of Health

Partner Institutions
(e.g. technical
support, donors,
funders)

Interamerican Development Bank, UNESCO, National Treasury of Brazil, and
the Workers' Support Fund.

Programme Details
Year of
Commencement

1999 for PROFAE nursing (2002 for official full rollout across the country)
2008 for the PROFAPS program for other health professionals

Target Audience

Nurses, Nursing Technicians, and Nursing Aides, allied Health Professionals

Content

The objectives of PROFAE are to upgrade knowledge, skills and competency
of practicing nurses, who were previously unable to gain formal
qualifications.
The Modules cover the following content:
Professional Practice; Mental Health; Fundamentals of Nursing; Public
Health; Women's Health; Children and Adolescents; Adult Health - Surgical
Services and Emergency Response; Adult Health - Care and Clinical Ethics
PROFAPS covers a wide range of skills for various allied health professionals
in a number of disciplines. It provides a number of different specialist tracks
within the programme.
These include techniques in: Radiology, Diagnostics, Pathology, Medical
Equipment Maintenance, Dental Hygiene, Dental Prosthesis, Epidemiology,
and Dialysis.
Other skills covered include: Initial Formation of Community Health
Workers, Specialized care for persons with disabilities, Haematology, and
Cancer detection.

Duration of Study

12-18 months
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Structure of Study

The programme basically involves face-to-face classroom study at Regional
Public Health Learning Centres and self-managed learning of 6 modules.
However, because the programme allows for customized delivery on a local
basis, regional learning centres and state-level public health strategies may
determine different types of structures.
The majority of programmes are based around a set of 6 core texts which
correspond to each module, though in some cases these texts are replaced
by state departments of public health. In many instances each module is
introduced by a lecture and summarised at its completion through lectures
or interactive seminars (PROFAE, 2006).
“The Course is embedded in a methodology of Distance Education, with
blended learning (a modality of semi-presence). The option for such a
methodology has justified itself by its flexibility as compared to traditional
teaching alternatives, permitting the student to do the course in his own
rhythm, without demanding a separation from his work activities. Distance
Education has been an efficient mechanism for democratizing educational
opportunities.” (Formiga et al, 2002)
Students continue to be embedded in a hospital or clinical where they
worked previous to the course. Some lecturers are previous graduates of
the course and many other nurses or health professionals whom the
students work alongside would have already taken the course, providing a
network of informal “mentor” support.

Course fees

Free (plus $30 stipend monthly)

Unit cost per head

Information not available

Overall programme
funding/cost recovery
mechanisms

The entire cost is paid for by the Ministry of Health, supported by grants
from partner institutions and a loan from the IADB. Some cost recovery is
made at State and Municipal level (Mato Grosso Health Sector 2010)

Delivery Mechanisms
Provision of materials

Paper-based (text books and locally printed materials)

Academic support
Regional Tutors and Learning Centres, with direction from the National
School of Public Health. In some states a Federal Nursing Department
assumes responsibility for coordinating local students and tutors. (Formiga
et al, 2002). The overall ratio of Students per Tutor is 30 or 40 to 1.
Contact with Educational support staff is done generally in person at a local
level.

Administrative
support

Administrative support is primarily provided in person at the local level from
Regional Study Centres.
Participants’ Profile
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Geographical spread
of enrolees
Number of
enrolments (total)

Every State of Brazil
Between 1999 and 2009, 218,244 nurses and nurses’ aides have enrolled in
the Nursing Aide Course at the national level. While over 90% of nurses
pass the training, they are permitted to retake the course if they do not
complete it the first time.
82,029 have enrolled in the Nursing Technician course over this same period
of time.
This represents near-universal enrolment among of the designated cohort
of nursing professionals within the health system. As the programme is run
in a highly decentralized manner, it is difficult to be sure of exact figures on
an annual basis, but the likely number is roughly 12,000 enrolees per
annum.

Details of fee
payment among
enrolees

Public Payment by Government (Central, Federal, and Municipal)

Alumni Activities
Geographical spread
of alumni
Occupation

Throughout Brazil
This is a required qualification for all nurses in Brazil and virtually all of the
alumni are practicing nurses, 82% of whom are in Public Service, based in
Hospitals and Clinics (Formiga et al, 2002)

References
Course URL:
http://portal.saude.gov.br/saude/visualizar_texto.cfm?idtxt=1841
http://portal.saude.gov.br/portal/saude/profissional/visualizar_texto.cfm?i
dtxt=26840
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PROFAE – Nursing Workers Professionalization, Ministry of Health, Brazil.
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“Tele-education and Competencies Assessment to Brazilians [sic] Auxiliary
nurse” Revist Escolar de Enfermagem, 2007. Marques et al.
“Quality of procedures delivered by nursing assistants,” Revista de Saude
Publica vol. 40, no. 5, Sao Paulo, Oct. 2006 Marina Peduzzi, Maria Luiza
Anselmi, Ivan Franca Junior, Claudia Benedita dos Santos
“PERFIL DO ENFERMEIRO/ALUNO DO CURSO DE ESPECIALIZAÇÃO – PROF
AE/RN” *Profile of the Nurse/Graduate of the specialization course
PROFAE]. Jacinta Maria Morais Formiga, Raimunda Medeiros Germano,
Rosana Lúcia Alves de Vilar, Susana Maria Miranda Dantas, 2002
“Estado de Mato Grosso do Sul, Comissão Intergestores Bipartite Estadual”
Secretaria De Estado de Saude. July 2010.
“PERFIL DO ENFERMEIRO/ALUNO DO CURSO DE ESPECIALIZAÇÃO – PROF
AE/RN” *Profile of the Nuse/Graduate of the specialization course PROFAE].
Jacinta Maria Morais Formiga, Raimunda Medeiros Germano, Rosana Lúcia
Alves de Vilar, Susana Maria Miranda Dantas, 2002
Other
Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy

This programme is a government-sponsored initiative, and therefore is closely associated with domestic health
policy. Internal to the Ministry of Health, it has broad deployment across regions, as the professional
certification is required for all nurses. On a national level this programme is part of the Unified Health System
(Sistema Unico de Saude) which the Brazilian Government is using to unify health practices and standards for
procedures and certification across the country (PROFAE, 2006).
Evidence of this project’s association with international policy is provided by evidence of its partnership with
other institutions, primarily of a financial nature, such as funding from the IADB, UNESCO, etc.


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

Hundreds of thousands of Nurses, Nursing Aides, and Nurse Technicians have received a formal certification,
and upgraded their skills to practice at a higher professional level (Peduzzi et al, 2006; Formiga et al, 2002).
PROFAE has been described as “a professional certification process that is tied to professional education and
learning-oriented assessment, developing methods that might flag important indexes of assessment and
reorientation, as much for education as for the service sector of health services, with the ongoing aim of
developing future measures for the professional certification of healthcare workers in Brazil.” (Marques et al,
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2007)


Evidence of wider programme impact on Health and Development outcomes

This project has made a massive impact on the Brazilian Healthcare System, upgrading the qualifications and
capacity of the most numerically significant segment of the Health workforce. Hundreds of thousands of
Nurses, Nursing Aides, and Nurse Technicians have received a formal certification, and upgraded their skills
(Peduzzi et al, 2006; Formiga et al, 2002).
This programme has had significant impact on Brazil's Health and Development outcomes, transforming its
health workforce, and allowing for a higher standard of care. Dr. Francisco Eduardo de Campos, Director of
Work and Education in Health in Brazil’s Ministry of Health and head of PROFAE, describes the impact thus:
“This program *PROFAE+ was part of a process Brazil was going through to formalize health services across the
country. Our national health system aimed to provide every Brazilian with universal, equitable and holistic
health services, but before we began the program, human resources in the health sector were a major
constraint on achieving that goal,” (PROFAE, 2006)
However, the impact on traditional health and development indicators such as infant mortality and lifespan
has not yet been quantified.


Evidence of financial or cost benefits of utilising distance learning mechanisms

The scale of this programme was made possible by the mixed mode learning delivery, which includes a
significant level of flexible self-study, and the broad reach of the local regional centres, which are spread
geographically across the country (Peduzzi et al, 2006; Formiga et al, 2002). As such the distance learning
elements of the programme are characterized not merely by self-study but by decentralized learning centres.
The actual delivery is in fact a form of blended learning. The programme has been paid for by the Ministry of
Health with local contributions from municipal governments, allowing a cost benefit by scale and utilization of
existing delivery infrastructure, while permitting decentralized control. The distance learning mechanism also
has meant the number of teachers is dramatically reduced (less than 500 teachers for over 300,000 students
over 10 years) (PROFAE, 2006; Mato Grosso Health Secretariat, 2010)
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26. Programme Title: University College London, UK:
MSc/PG Dip/PG Cert International Primary Health Care

Programme Overview
Global Location(s)

London

Provider Nation

United Kingdom

Partner Nation(s)

None

Provider Institution

University College London Staff through the University of London
International Programme

Partner Institutions
(e.g. technical
support, donors
funders)

Walter Sisulu University, Mthatha, Transkei (provides scholarships)
University of London External System

Programme Details
Year of
Commencement
Target Audience

1998

Content

This programme aims to promote high quality inter-professional research,
teaching, and service development in primary health care in an international
context, with specific emphasis on comparisons and contrasts between
different health care systems. On completion of the programme students are
expected to be able to:
 Access, understand and apply published research evidence in a
primary care setting.
 Develop, evaluate and maintain effective and appropriate health
services for populations.
 Teach and support others by developing training courses and
academic curricula.
 Identify and meet their lifelong learning needs Ca

Senior clinicians, researchers, policy makers and leaders in education,
particularly those working in regions where primary health care is at an
intermediate stage of development, where training a critical mass of leaders
and change agents is a priority

The two compulsory core modules are:
The academic study of primary care
Research methods for primary care
The elective modules (which are 30 credits each) are:
International comparisons in primary health care
Getting research into practice and policy
Quality improvement in primary care
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Health informatics
Narrative in health and illness
The dissertation module (which are 60 credits each) are:
Research dissertation
Service development dissertation
Teaching and learning dissertation
Systematic review dissertation re

Duration of Study

MSc 3-5 years; PG Diploma 2-5 years; PG Certificate 1-5 years

Structure of Study

The specific structure follows the following pattern of modules:
Two compulsory core modules:


The academic study of primary care [15 credits]



Research methods for primary care [45 credits]

Elective modules [30 credits each]:


International comparisons in primary health care



Getting research into practice and policy



Quality improvement in primary care



Health informatics



Narrative in health and illness

Dissertation module [60 credits each]:


Research dissertation



Service development dissertation



Teaching and learning dissertation



Systematic review dissertation

The MSc requires 180 credits, the PGDip 120, and the PGCert 60
Through a virtual learning environment, students are encouraged to share
information, build knowledge and support each other. The overall teaching
and learning approach is grounded in a constructivist epistemology, in which
multiple perspectives and representations of concepts and content are
presented and encouraged. Students are expected to build their own
knowledge construction through social negotiation and collaboration online.
Course fees

MSc £7,060; PG Diploma £4,595; PG Certificate £2,240

Unit cost per head

Information not available

Overall programme
funding/cost
recovery
mechanisms

100% student fees
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Delivery Mechanisms
Provision of
materials

100% online provision using a Virtual Learning Environment and online
resources

Academic support

The programme is supported by an online virtual learning environment.
Students are allocated a personal tutor, responsible for giving overall support
in academic matters. Module tutors facilitate online discussions and provide
written feedback on assignments. The virtual classroom enables
communication with tutors and other students from around the world
through student-student, student-tutor and student course-material
interaction for example through virtual journal clubs. The course is also
supported by e-journals and other electronic resources.

Administrative
support

There is a dedicated course administrator who can be contacted by email and
telephone and is the first point of contact for most enquiries.

Participants’ Profile
Geographical spread
of enrolees

South Africa, UK, Canada, Hong Kong, Netherlands, Thailand,
Trinidad, USA, Germany, Greece, Jamaica, Mexico, Nepal, Norway, Pakistan,
Tanzania

Number of
enrolments per year

2008/9: MSc = 72 PGDiploma = 1
enrolled)
2007/8: MSc = 66 PGDiploma = 2
enrolled)
2006/7: MSc = 48 PGDiploma = 1
dropped out, 52% still enrolled)
2005/6: MSc = 27 PGDiploma = 1
dropped out, 66% still enrolled)
2004/5: MSc = 19 PGDiploma = 1
dropped out, 33% still enrolled)

Details of fee
payment among
enrolees

PGCertificate = 6 (13% graduated, 87% still
PGCertificate = 5 (4% graduated, 96% still
PGCertificate = 0 (28% graduated, 20%
PGCertificate = 1 (22% graduated, 12%
PGCertificate = 0 (50% graduated, 17%

Students are self-funded, although a significant minority are recipients of
Commonwealth Scholarships or Association of Commonwealth Universities
(ACU) scholarships.

Alumni Activities
Geographical spread
of alumni

Occupation

South Africa, UK, Canada, Hong Kong, Netherlands, Thailand,
Trinidad, USA, Germany, Greece, Jamaica, Mexico, Nepal, Norway, Pakistan,
Tanzania
health promotion specialists, nutritionists, nurses, doctors, senior health
managers

References
Course URL:

http://www.londonexternal.ac.uk/prospective_students/postgraduate/ucl/h
ealth_care/index.shtml
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Reference
documents

UCL (2007) “MSc International Primary Health Care Periodic Programme
Review” Self Evaluation Document, Open learning Unit, Primary Care and
Population Sciences
Greenhalgh T, Russell J. Promoting the skills of knowledge translation in an
online Master of Science Course in Primary Health Care. Journal of Continuing
Education in the Health Professions 2006; 26(2):102-110.
Greenhalgh T, Toon P, Russell J, Wong G, Plumb L, Macfarlane F.
Transferability of principles of evidence based medicine to improve
educational quality: systematic review and case study of an online course in
primary care. British Medical Journal 2003; 326:142-5.
Russell J, Elton L, Swinglehurst D, Greenhalgh T. Using the online
environment in assessment for learning: a case-study of a web-based course
in primary care. Assessment and Evaluation in Higher Education 2006;
31(4):465-478.

Other
Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy

‘One of the toughest development challenges now facing many countries throughout the world is that of
establishing primary health care and linking it to hospital and public health services in such a way that acute
and chronic diseases are effectively and cost-effectively managed and hospital services are used most
appropriately. In many countries, there is an explicit move away from building ‘ivory tower’ hospitals and
towards re-skilling specialists to become generalists (WHO, 2004).
‘As shown by the archives of international development agencies such as the World Health Organisation, DFID
(Department for International Development) and the World Bank, there is a wealth of material and know-how
about how to deliver basic primary care services. However, few countries currently benefit optimally from such
knowledge. This is partly because primary health care is by its nature fragmented and geographically isolated.
Compared to the best-developed hospital specialties, it suffers worldwide from unacceptable variation in the
quality of clinical care, unclear values and goals, inconsistent standards of training and supervision,
underdeveloped service infrastructure, an absence of clear and coordinated academic leadership, and major
deficits in both research and postgraduate training. Extreme work stress and poor recruitment and retention in
primary health care are recurring themes in the international literature.
‘It is against this background that we established the first online Masters programme in international primary
health care, designed for leaders and change agents across the world.’ (Russell et al. 2009)
‘The course is also relevant to the achievement of the Millennium Development Goals (MDGs). At a recent
lecture on the contribution that universities can make to the MDGs, Abdul Khan argued that universities
should be contributing to, for example, reducing poverty by helping people understand the root causes of
poverty and advising governments on the most effective ways to eradicate poverty, and to the health-related
MDGs through providing skills in research and health needs assessment and enhancing the ability of local
health care workers to contribute to health policy and development (Taken from UCL 2007).


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

The course describes itself as following a constructivist pedagogy based on what learners have said they are
interested in studying and need to learn about (UCL 2007). However, there is no evidence of impact currently
available.
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Evidence of wider programme impact on Health and Development outcomes

There is no evidence of impact currently available.


Evidence of financial or cost benefits of utilising distance learning mechanisms

No Information currently available
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27. Programme Title: Universiti Teknologi Mara, Malaysia:
Bachelors in Medical Imaging

Programme Overview
Global Location(s)

Kuala Lumpur

Provider Nation

Malaysia

Partner Nation(s)

None

Provider Institution

Universiti Teknologi Mara

Partner Institutions
(e.g. technical
support, donors
funders)

Institute for Educational Development

Programme Details
Year of
Commencement
Target Audience

2006

Content

The focus of the content is on techniques of medical imaging in Clinical
practice, including, working within the context of a hospital or medical
practice, specific radiological and sonographic skills, and processes for
gathering, maintaining and interpreting medical images.

Continuing education and skills upgrade for health professionals, as well as
for students hoping to enter the medical imaging field.

The Modules on offer are as follows:
 Research Methodology
 Administration and Management in Healthcare
 Contemporary Issues in Medical Imaging
 Biostatistics in Health Sciences
 Advance Sectional Anatomy
 Physics and Instrumentations in Specialised Area
 Clinical Applications in Specialised Area
 Image Evaluation in Specialised Area
 Project Dissertation
 Clinical Practice (in Specialised Area)
Duration of Study

Up to 4 years

Structure of Study

The Flexible learning option for the Bachelors in Medical Imaging is
comprised of online E-learning and self-study over 4 years. This allows
learners to complete their studies at a flexible, personally-driven pace, while
still continuing to work.
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Each of the 10-16 modules is worth 3 credits, with a project dissertation
component at the end, worth 12 credits.
The schedule for study is as follows:
Year 1
Research Methodology
Administration and Management in Healthcare
Contemporary Issues in Medical Imaging
Biostatistics in Health Sciences

3 credits
3 credits
3 credits
3 credits

Year 2
Advance Sectional Anatomy
Physics and Instrumentations in Specialised Area
Clinical Applications in Specialised Area
Image Evaluation in Specialised Area

3 credits
3 credits
3 credits
3 credits

Year 3
Project Dissertation
Clinical Practice (in Specialised Area)

12 credits
6 credits

Each module has assignments and activities to complete via web-based
learning, virtual classes and forums, and web based student discussion.
Course fees

The Residential programmes in the same faculty do not charge fees for first
year students and the following years require only a nominal fee. No fees
were mentioned specifically in association with the flexible learning option,
so this appears to be offered free of charge.

Unit cost per head

Information not available

Overall programme
funding/cost recovery
mechanisms

Supported in part through the Government's Human Resources
Development Fund training grants – university funding covers other costs
(tertiary education being widely subsidised at the national level)

Delivery Mechanisms
Provision of materials

Online e-learning

Academic support

Academic support is available by email from course leaders in most cases.
However, students also are supported through a variety of web-based
Learning tools, such as virtual classes and forums, web based student
discussion, notice boards, and so on.

Administrative
support

Administrative support is available through UiTM online or by phone in
some cases

Participants’ Profile
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Geographical spread
of enrolees
Number of
enrolments per year
Details of fee
payment among
enrolees

Malaysia
Information is not available
Publically funded with support from employers through Malaysian
government training grants.

Alumni Activities
Geographical spread
of alumni
Occupation

Malaysia
Medical imagers, based in Hospitals and Clinics

References
Course URL:

http://medicine.uitm.edu.my/
http://sites.google.com/site/miduitm/

Reference documents

Implementing Flexible Learning Mode in Health Science Programmes - A
Malaysian Perspective: MARA University of Technology (UiTM) Experience.
Syed Mohammed 2008.

Other
Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy

The government has been aware of the shortage of professionals in the medical and health sector, and has
therefore place an emphasis on continuous training of in-service medical and health personnel, to ensure
quality care, and cater for the expanding health programmes (Ministry of Health, 2006).
Technological advances in the medical and health field is tremendous and at an exceptional rate such that lifelong learning is a necessity for healthcare professionals. Nevertheless, healthcare professionals are not blessed
with the advantage of having plenty of free time or the option to leave their jobs easily to attend face-to-face
courses. As such, the introduction of flexible learning mode programmes is considered a good option for
health professionals working in a wide range of areas within healthcare, wishing to retain their role with an
increased knowledge and skill level.
This programme is one of several which are underwritten by the Malaysian government's push to increase
training opportunities in the health sector (as part of a broader initiative, called Sistem Saraan Malaysia, to
increase opportunities for work skills enhancement).


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

While a review has been undertaken of students’ experiences of studying at a distance, there has been no
formal evaluation of the impact of the programme on learner skills and knowledge.


Evidence of wider programme impact on Health and Development outcomes

The programme’s wider impact is anticipated as follows:
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“It is timely that the flexible learning mode is adopted by the health science programmes to support the
government’s initiatives for the career development of health professionals in the country. The intention of
UiTM’s FLP programmes is to offer better educational opportunity and process to the population through
approaches such as web- based learning, virtual classes and forums, web based student discussion, notice
boards, posting of assignments and timetabling.
Continuation of this approach will enable the development and integration of flexible and mixed mode
learning delivery for other science and technology based programmes in the country such as pharmacy, sports
medicine and engineering.” (Mohammed 2008)
However, there has been no formal evaluation of the impact of the programme.


Evidence of financial or cost benefits of utilising distance learning mechanisms

Information is not currently available.
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28. Programme Title: UNISA, South Africa:
BA in Health Sciences Education

Programme Overview
Global Location(s)

South Africa

Provider Nation

South Africa

Partner Nation(s)

None

Provider Institution

UNISA

Partner Institutions
(e.g. technical
support, donors
funders)

The South African Nursing Council, South Africa (accrediting body assured by
Education and Training Quality Assurance Body);
National Qualiﬁcations Framework, South Africa;
South African Qualiﬁcations Authority, South Africa;
VU University, Amsterdam

Programme Details
Year of
Commencement
Target Audience

1997

Content

The curriculum for the Health Sciences Education modules consists of parts 1,
2 and 3. Between the first and second Distance Education Modules, there is
an experiential learning module:

Students who register for this programme have to be registered with a
nursing council as professional nurses (South Africa 1987). This implies that
they have already completed a three- or four-year tertiary diploma or degree
in basic nursing. These students are usually employed in the health services
where they are familiar with the clinical field. They are therefore working fulltime and have families to care for.

Part 1 Modules
9) Contextualisation of health sciences education.
10) Principles of health sciences education. Purpose: to develop
knowledge and skills that would be a basis for their health education
career.
Part 1 Experiential Learning Module:
Ten formal presentations of subject content are offered by students during a
one-week practical session. Thereafter students have to present six clinical
lectures within the health services where they are employed. The clinical
lectures must include three demonstrations of nursing procedures, one
culturally sensitive health education lecture, one utilisation of a teachable
moment to teach students on the spot and one presentation of evidencebased practice to be offered during a nursing care conference.
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Part 2 Modules
 Educational management in health sciences.
 Teaching and assessment in health sciences. P
 Health sciences education: practica (year module). Purpose: to
enable students to practise the didactical skills of health sciences
education in a simulated teaching environment.
Part 3 Modules:
(Prerequisite: all Part 1 and 2 modules)
 International approaches to health sciences education (year module)
 Teaching and learning in a transcultural milieu (year module).
 Theories applied to health sciences (year module)
 The caring ethic in health sciences education (year module)
 Culturally diverse education in health sciences.
 Contemporary trends in health sciences education
 Developing health science curricula: foundations. Purpose: to equip
students with higher cognitive skills of analysis, synthesis, and
evaluation guided by the parameters set by selected philosophies
and learning theories towards grounding health curricula on a ﬁrm
philosophical and theoretical base that meets the expectations of the
community and legislative bodies.
 Developing health science curricula: principles and process. Purpose:
to equip students with higher cognitive skills of analysis, synthesis,
and evaluation as well as professional identity and integrity and
mindful practice as culminated in critical thinking and attitudinal
change in the application of the theory of curriculum development in
health sciences education.
Throughout the three programme stages, students must also complete a
workbook on the management skills learned on the course, submitted before
the end of each year. The activities in the workbook are problem-based and
case-based to stimulate the development of creative, critical, problemsolving and decision-making skills. The completion of the workbook involves
experiential learning. Students have to make an appointment with a nursing
college to visit and have discussions with the principal and some of the nurse
tutors regarding educational management aspects before they can complete
the workbook.
Duration of Study

3 years

Structure of Study

The duration of the program is 3 years and there are two semesters each
year followed by two exam periods, in May/June and October/November.
There is flexibility on the pace of studying the distance education modules,
but they must be completed in the above order to continue on to the next
module.
Students receive study material in the form of study guides and tutorial
letters for each of the modules. They are able to contact their lecturers and
tutors for support, but they depend mainly on independent self-study
between assessment periods at the end of each semester.
The curriculum for each module comprises of a tutorial letter specifying the
290

outcomes for the module. Competency is required in a number of clinical
procedures, and for each of the procedures an evaluation instrument has
been developed. The workbook consists of all the procedures the learners
have to complete in the speciﬁed time (SANC stipulations) before and during
the course. The skills involved cover areas in management, education and
research.
The Practical experiential learning module fits between the first and second
Distance learning modules. The ten formal presentations of subject content
are offered by students to their cohort during a one-week practical session at
the UNISA campus. Thereafter students have to present six clinical lectures
within the health services where they are employed. The clinical lectures
must include three demonstrations of nursing procedures, one culturally
sensitive health education lecture, one utilisation of a teachable moment to
teach students on the spot and one presentation of evidence-based practice
to be offered during a nursing care conference. A final 1-week practicum is
also completed just before the summative assessment.
Course fees

Fees per module

R 1,664 per full year course. Foreign students pay an additional levy of R720
(African students) or R1440 (Rest of the World) per course
Half Module
S1
S2
YEAR

R416,00
R416,00
R416,00

Module/ Paper

Overall programme
funding/cost
recovery
mechanisms

S1
R832,00
S2
R832,00
YEAR
R832,00
Although there are private fees associated with the course, much of the cost
is absorbed publicly through government investment into the health
workforce, or from international grants (including commonwealth support).

Delivery Mechanisms
Provision of
materials

Print-based materials are posted or couriered at registration. CD-ROMS of
study materials may also be obtained from certain UNISA offices after
registration. Study materials may also be accessed online.

Academic support

Where possible, the following methods are used to support enrolees in their
clinical practice modules:
Audio conferencing
A computerised slow scan or compressed system that provides realtime simultaneous voice and graphic interaction via telephone lines.
CD-ROM
Chat conferences or online discussions. Chats may be between
lecturers and learners or learners and learners.
Email
Fax
Interactive television, lecturers using an electronic podium to access
sites via telephone, closed circuit, cable, satellite.
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Print materials
(Tjallinks, in. Richmond, K. ed., 2005: 12-22)
Examination centres are distributed throughout South Africa and in many
other countries in Africa and around the World. Students can contact staff
through MyUNISA which is an online communication platform. Students may
also communicate via sms text message, through email or by post.
Although personal Student-Teacher contact is not compulsory, most students
find this helpful, and UNISA undertakes to actively facilitate the contracting
of the work-integrated learning (WIL) of individual students. These learning
contracts will clarify the roles and responsibilities of the various parties, i.e.
the institution, students, mentors and employers. UNISA undertakes to
ensure that suitably qualiﬁed and experienced workplace mentors are
appointed that would enable students to recognise their strengths and
weaknesses in their work, develop existing and new abilities, and to gain
knowledge of work practices. UNISA endeavours to provide training of
workplace mentors, as and when required. (Richmond, 2005)
Administrative
support

The Department has 29 full-time academic teaching staff and 7 full-time
administrative staff and also employs part-time staff, such as external
markers and clinical preceptors, who provide face-to-face or online support.

Participants’ Profile
Geographical spread
of enrolees
Number of
enrolments per year

South Africa and neighbouring African countries.

Details of fee
payment among
enrolees

Although there are fees associated with the course, many students receive
scholarships or other funding assistance.

9577 registrations for the whole Department of Health Studies at UNISA in
2004. No updated or disaggregated data is currently available on this specific
programme.

Alumni Activities
Geographical spread
of alumni
Occupation

South Africa, as well as from other African countries in the region.
Various Health Services professions

References
Course URL:

http://www.unisa.ac.za/contents/faculties/humanities/docs/HSE.pdf
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Evaluation
documents

Richmond, K. ed. (2005) Distance Experiential Education Practices –
Sharing and cross-pollination of traditional university-type
and former technikon-type ‘work-integrated learning’ practices, UNISA Press,
South Africa. Accessed from:
http://uir.unisa.ac.za/bitstream/10500/495/1/Distance_Experiential_Educati
on_Practices.pdf#page=233

Other
Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy

The South African Development Community (SADC) Agreement aims at social upliftment of SADC countries, via
collaborative education, health services and human resource development. In accordance with the SADC
Agreement’s aims for health, the Department of Health Studies at UNISA realised that the development of
post-basic clinical nursing programmes in advanced midwifery, intensive nursing care and pre-hospital
emergency care offered through the medium of distance education holds beneﬁts for the health care services
in the SADC countries. (Tjallinks, in Richmond, K. ed., 2005: 12-22)
The Department of Health Studies, as a WHO Collaborating Centre, strives to uphold the terms of reference as
stated to empower nurses in South Africa and Africa to act as competent leaders in the various clinical ﬁelds.
This is also in line with the new UNISA vision: ‘Towards the African university in the service of humanity’.


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

The stated objectives of the qualiﬁcation include:
“Health Sciences Education is tailor made for the development of individual potential towards educating and
training future health care professionals to ensure that suﬃcient health care workers will be available to
provide health care for all.
The Department of Health Studies oﬀers Health Sciences Education as a major for the BA(Cur). Health Sciences
Education is aimed at preparing health sciences educators to function eﬀectively in the classroom and the
clinical ﬁeld.”
While no specific information concerning measurable outcomes of impact has been reported by UNISA,
anecdotal reports indicate a significant level of satisfaction among enrolees, and that the stated goals have
begun to be met.


Evidence of wider programme impact on Health and Development outcomes

No information is currently available.


Evidence of financial or cost benefits of utilising distance learning mechanisms

In terms of personal cost benefits, the fees for this programme are lower than those for similar non-distance
courses, and also provide the benefits of allowing enrolees to continue working, and avoid costs associated
with relocation.

293

29. Programme Title: UNISA, South Africa:
BA in Nursing Science

Programme Overview
Global Location(s)

South Africa

Provider Nation

South Africa

Partner Nation(s)

None

Provider Institution

UNISA

Partner Institutions
(e.g. technical
support, donors
funders)

The South African Nursing Council, South Africa (accrediting body assured by
Education and Training Quality Assurance Body);
National Qualiﬁcations Framework, South Africa;
South African Qualiﬁcations Authority, South Africa;
VU University, Amsterdam

Programme Details
Year of
Commencement
Target Audience

1997

Content

Compulsory modules include:
 Health service management
 Health service education
 Community health
 English
 Communication science
 Nursing dynamics
 Public administration
 Research in social science

Registered nurses – students must submit proof (annually) of registration
with the relevant professional registering body.

The curriculum consists of ﬁve theoretical and clinical practice papers and a
dissertation of limited scope. Four of the papers cover theoretical aspects
and one paper covers the practical aspects which the learners need to
complete.
Duration of Study

This depends on the options taken by the individual but the programme lasts
no less than 3 years
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Structure of Study

Students receive study material in the form of study guides and tutorial
letters for each of the modules. They are able to contact their lecturers and
tutors for support by phone, e-mail, or in person as necessary.
The programme requires 240 credits, spread over 3 years, meaning an
average of 40 credits per semester. The classroom components can be
interspersed flexibly with the practical components according to the
students' needs and the subjects of the curriculum, which they should
generally accompany.
The curriculum of the practical part comprises a ﬁrst tutorial letter specifying
the outcomes for the module. Competency is required in a number of clinical
procedures, and for each of the procedures an evaluation instrument has
been developed. The workbook consists of all the procedures the learners
have to complete in the speciﬁed time (SANC stipulations) before and during
the course. The skills involved cover areas in management, education and
research.
Part of the workbook is a log book in which each skill must be signed off by
the preceptor and institution where the skill took place. An official stamp of
the institution is also required.
A second tutorial letter contains the guidelines for the preceptor on the use
of the workbook and the assessment of the learner. It is expected of the
learner to hand in assignments during the year and a portfolio of the
completed work.
Where possible the needs of the country are taken into account in the
content matter discussed, and the outcomes are changed according to the
information supplied in the situation analysis. (Tjallinks, in. Richmond, K. ed.,
2005: 12-22)

Course fees

R 1,664 per full year course. Foreign students pay an additional levy of R720
(African students) or R1440 (Rest of the World) per course.

Unit cost per head

Information not available

Overall programme
funding/cost
recovery
mechanisms

Payment of fees by students, supported by grants and public health
workforce improvement funding initiatives.

Delivery Mechanisms
Provision of
materials

Study materials are posted or couriered at registration. CD-ROMS of study
materials may also be obtained from certain UNISA offices after registration.
Study materials may also be accessed online.

Academic support

Where possible, the following methods are used to support enrolees in their
clinical practice modules:
11) Audio conferencing
12) A computerised slow scan or compressed system that provides realtime simultaneous voice and graphic interaction via telephone lines.
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13) CD-ROM
14) Chat conferences or online discussions. Chats may be between
lecturers and learners or learners and learners.
15) Email
16) Fax
17) Interactive television, lecturers using an electronic podium to access
sites via telephone, closed circuit, cable, satellite.
18) Print materials
(Tjallinks, in. Richmond, K. ed., 2005: 12-22)
Examination centres are distributed throughout South Africa and in many
other countries in Africa and around the World. Students can contact staff
through MyUNISA which is an online communication platform. Students may
also communicate via sms text message, through email or by post. Contact
with academic tutors varies greatly on the needs and communication
preferences of the students, but is in most cases concentrated around the
beginning and end of each semester.
UNISA undertakes to actively endeavour to facilitate the contracting of the
work-integrated learning (WIL) of individual students. These learning
contracts will clarify the roles and responsibilities of the various parties, i.e.
the institution, students, mentors and employers.
UNISA undertakes to ensure that suitably qualiﬁed and experienced
workplace mentors are appointed that would enable students to recognise
their strengths and weaknesses in their work, develop existing and new
abilities, and to gain knowledge of work practices.
UNISA undertakes to provide training of workplace mentors, as and when
required. (Richmond, 2005)
A preceptor is identiﬁed by the nursing services manager of the institution
where the practical part of the course is done. Preceptors are experienced
professional nurses within clinical settings who act as role models and
resource persons for learners who are assigned to them for a speciﬁc period
of time. Preceptors are unit-based and assigned to speciﬁc clinical settings in
which they are experienced and competent (Brink 1989:63; Quinn 1999:189).
The preceptor sets guidelines for the learner. Where possible, the lecturer
concerned may have a telephone/video conference with the learner and the
preceptor together, and may visit the preceptor and learner in South Africa.
The major responsibilities of preceptors are clinical supervision of learners,
which involves verifying the learners’ competencies in performing selected
clinical skills, and facilitating learners’ development in synthesising the
responsibilities of professional nurses (Stewart 1993:3).
Administrative
support

The Department has 29 full-time academic teaching staff and 7 full-time
administrative staff and also employs part-time staff, such as external
markers and clinical preceptors, who provide face-to-face and online support.

Participants’ Profile
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Geographical spread
of enrolees
Number of
enrolments per year

Mainly South Africa

Details of fee
payment among
enrolees

Although there are fees associated with the course, many students receive
scholarships or other funding assistance.

9577 registrations for the whole Department of Health Studies at UNISA in
2004. No disaggregated data available on this specific programme.

Alumni Activities
Geographical spread
of alumni

Throughout South Africa, and some neighbouring African states.
Nursing

Occupation

References
Course URL:
Reference
documents

http://brochure.UNISA.ac.za/brochure/showprev.aspx?d=progs&f=p_0216X
Richmond, K. ed. (2005) Distance Experiential Education Practices –
Sharing and cross-pollination of traditional university-type
and former technikon-type ‘work-integrated learning’ practices, UNISA Press,
South Africa. Accessed from:
http://uir.UNISA.ac.za/bitstream/10500/495/1/Distance_Experiential_Educat
ion_Practices.pdf#page=233
Quinn, FM 1999. The Principles and Practice of Nurse Education. Fourth
edition. London. Chapman & Hall.
Seward, D 1993. Student support systems in distance education. Open
Learning. November 1993. (3-12).
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Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy

The South African Development Community (SADC) Agreement aims at social upliftment of SADC countries, via
collaborative education, health services and human resource development. In accordance with the SADC
Agreement’s aims for health, the Department of Health Studies at UNISA realised that the development of
post-basic clinical nursing programmes in advanced midwifery, intensive nursing care and pre-hospital
emergency care offered through the medium of distance education holds beneﬁts for the health care services
in the SADC countries (Tjallinks, in. Richmond, K. ed., 2005: 12-22)
The Department of Health Studies, as a WHO Collaborating Centre, strives to uphold the terms of reference as
stated to empower nurses in South Africa and Africa to act as competent leaders in the various clinical ﬁelds.
This is also in line with the new UNISA vision: ‘Towards the African university in the service of humanity’.


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

The objectives of the qualiﬁcation further include:
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•

The learner will be able to practise independently within the ethical, moral and legal framework of the
country and enable the learner to apply theory into practice.

•

The learner will be able to conduct research in the ﬁeld and thus use the results to base the care of the
clients on substantiated evidence.

(Tjallinks, in. Richmond, K. ed., 2005: 12-22)
While no specific information concerning measurable outcomes of impact has been reported by UNISA,
anecdotal reports indicate a significant level of satisfaction among enrollees, and that the stated goals have
begun to be met.


Evidence of wider programme impact on Health and Development outcomes

UNISA trains nurses across southern Africa, whilst also enrolling international students. The ability of enrolees
to remain in the work place is crucial for health care services across southern Africa as time out for training
does not take professionals out of the work-place. (Tjallinks, in. Richmond, K. ed., 2005)


Evidence of financial or cost benefits of utilising distance learning mechanisms

No information currently available.
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30. Programme Title: University of Cardiff, UK:
MSc/PG Diploma Palliative Medicine/Care

Programme Overview
Global Location(s)

Cardiff

Provider Nation

Wales, United Kingdom

Partner Nation(s)

While the partnership is not on a national level, there is a special emphasis on
training students from India. There is also a significant relationship with New
Zealand, where a supplementary short face-to-face course is offered.

Provider
Institution
Partner
Institutions

Cardiff University (Formerly University of Wales College of Medicine)
Karunashraya Hospice, University of Cape Town, Bangalore Hospice Trust

Programme Details
Year of
Commencement
Target Audience

1989

Content

This programme offers two options: a PG Dip / MSc in Palliative Medicine (open
to doctors) and a PG Dip / MSc in Palliative Care (open on non-medical
healthcare professionals.

Doctors/non-medical healthcare professionals

The programme aims to develop core knowledge of research methods and
measurement tools, an evidence-based approach to problems in palliative care.
and to enhance critical appraisal skills. The programme merges research
practice with clinical experience through a process of critical evaluation and
reflective practice.
Module topics include: Pain and symptom control; psychosocial care;
understanding the evidence: ethics; HIV and AIDS; end-stage cardiac; end stage
respiratory; neurological; end stage renal disease; communication skills;
oncology and haematology; advanced practice.
Duration of Study

MSc 3-4 years, PG Diploma 2 years

Structure of
Study

The programme involves distance learning with two residential teaching blocks,
held at Cardiff University, and also in India and New Zealand.
The distance learning component is delivered online via a virtual learning
environment.
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The residential teaching blocks cover project design, research methodology and
critical appraisal. The first 5-day residential teaching block is compulsory and
takes place early in the year. The second, 2-day, residential teaching block is
optional and held later in the year. This reviews student progress in data
collection and provides support for writing up of the dissertation and effective
presentation of data.
Programme assessment consists of a mixture of formative and summative
assessments which include extended match questions and written assignments.
The written assignments include short end-of-module assignments, case
reflections, an audit, a critique of out of hours care, a research project, and a
communication skills video/DVD -based assessment.
The MSc is assessed through a dissertation providing either an original piece of
qualitative or quantitative research based on regular clinical practice, or a
qualitative review of published literature relevant to the practice of palliative
medicine
Course fees

MSc £1500, PG Diploma £3900, (£1950 per academic year)

Unit cost per
head
Overall
programme
funding/cost
recovery
mechanisms

Information is not available
Private Fees, with a some international students receiving Commonwealth
Scholarship Commission funding

Delivery Mechanisms
Provision of
materials

The educational resources and study materials are accessed through a
password-secure personal web space that is allocated to each student. The
Blackboard Virtual learning environment is used as part of this.

Academic support Students correspond with tutors by email / telephone or discussion board and
submit their coursework electronically.
Administrative
support

Administrative support is available through email, web interfaces and telephone
for technical issues as well as general issues.

Participants’ Profile
Geographical
spread of
enrolees

Students from around the world, including China, India, Kenya, Kuwait, Peru,
Republic of Macedonia, Russia, Rwanda, Switzerland, Tanzania, South Africa,
Saudi Arabia, Malaysia, Uganda and Zambia.

Number of
enrolments per
year
Details of fee
payment among

120 – 135 new enrolments per year, with a total completion rate of
approximately 1000 graduates since inception.
Most students pay individually. The Commonwealth Scholarship Scheme offers
scholarships to a proportion of these.
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enrolees
Alumni Activities
Geographical
spread of alumni

Graduates from around the world, including China, India, Kenya, Kuwait, Peru,
Republic of Macedonia, Russia, Rwanda, Switzerland, Tanzania, South Africa,
Saudi Arabia, Malaysia, Uganda and Zambia.

Occupation

GPs, Trainee doctors in palliative medicine, Paediatricians, Nurses, Pharmacists,
Hospice Doctors, Anaesthetists.

References
Course URL:

http://courses.cf.ac.uk/postgraduate/course/detail/847.html
http://www.pallium.cf.ac.uk/

Evaluation
documents

Report from the Cardiff University MSc/Postgraduate Diploma in Palliative
Medicine and MSc/Postgraduate Diploma in Palliative Care – Prepared by Julie
Rowlands Macmillan CNS and honorary Lecturer and Dr. Nikki Pease Consultant
in Palliative Medicine and Honorary senior lecturer 27th July 2010.

Other

Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy

The programme and its students have been supported through scholarships from the Commonwealth
Scholarships Commission, indicating evidence of an association with international health policy.


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

While it is difficult to measure the Pedagogic Impact, student feedback reflects a high degree of engagement
with the material and rigorous academic standards. Among the particular areas highlighted by students,
examples include:
“The Cardiff course in palliative medicine has helped me:
• to initiate support group for palliative care patients.
• to set up “Comprehensive cancer clinic” at my institution.
• become a member of tumour board in my institution.
 to set up and run various training programs in palliative care for doctors, nurses and volunteers.”
(Dr B Barathi, MSc student, Bangalore, India)


Evidence of wider programme impact on Health and Development outcomes

The programme has been particularly proactive in delivering education in India. In 2007 Cardiff University
signed a formal Memorandum of Understanding with the Bangalore Hospice Trust and have conducted the
residential teaching component at Karunashraya Hospice, Bangalore, annually since 2007.
Many programme alumni are medical teachers or influential at a strategic level. One Student explains how the
program has improved their capacity for teaching at their Hospital:
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“I am a faculty at the Palliative care unit of a tertiary, 2000-bedded teaching hospital (Christian Medical College
and Hospital) in India. I am involved with the care of advanced cancer patients in the hospital, hospice and at
home. I teach palliative medicine to undergraduate and postgraduate medical students, help with training
doctors and other medical professionals in palliative care from different parts of India and am part of few
research activities."
(Dr J Jeba, Vellore, India)


Evidence of financial or cost benefits of utilising distance learning mechanisms

The primary financial benefits noted are the opportunity for students to remain in employment while
upgrading their skills or opening up new career opportunities through gaining this new qualification.
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31. Programme Title: University of Dundee, UK:
Masters in Palliative Care

Programme Overview
Global Location(s)

Dundee, Scotland
Nairobi, Kenya
USA/ Canada/ Middle east/ UK and Europe

Provider Nation

Scotland, United Kingdom

Partner Nation(s)

Kenya

Provider Institution

University of Dundee

Partner Institutions
(e.g. technical support,
donors funders)

Commonwealth Scholarship Fund has supported the programme since
2001;
AMREF Kenya (help to ensure that the programme design and
implementation complies with social, cultural, financial, technical and legal
requirements in Kenya);
British Council, Eritrea acts as an import agent, provides library services
and computer facilities. In conjunction with the Ministry of English, also
supports the English language training;
KEHPCA – Kenya Hospices and Palliative Care Association; Hospice Africa;
African Palliative Care Association all provide networking opportunities
for students

Programme Details
Year of
Commencement
Target Audience
Content

1992
Health care professionals who wish to develop their generalist knowledge
in palliative care.
The Masters in Palliative care is a content driven programme that
addresses the following palliative care themes: Values and attitudes;
Interpersonal skills both professionally and patient centred; Team work;
Ethical and moral dilemmas of palliative care; Political issues both global
and national; Education not only for the client but also the practitioner;
Questioning through research and evidence based care; Quality assurance
and audit trails.
Students are required to complete two core modules, four optional
modules, plus a dissertation. Modules are as follows:
1.
2.
3.
4.

Core Module 1: (Palliative Care: an Integral Component of Health Care System)
Core Module 2: (Professional Issues in Palliative Care)
Coping with Suffering, Loss and Change
Maintaining the Quality of Life in the Presence of Distressing Circumstances
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5. Bereavement; Understanding Dying and Grief
6. Spiritual Issues
7. Research Proposal
8. Education in the Palliative Care Setting
9. Cancer Nursing
10. Experience of Pain

Each of the above modules is worth 20 Level 11 credits (15 US credits) and
requires 200 hours of study. Each module is assessed on a written
academic paper (of 5000 words), which applies theory to practice.
Duration of Study

Masters 3-7 years, PG Diploma 2-5years, PG Certificate 1- 3years

Structure of Study

The courses are delivered through online distance learning, and are
orientated towards a practice-based approach to learning.
The learning experience for each module is structured on an agreed
learning contract which demonstrates that the focus for learning is in
professional practice. Flexibility of the course allows the student to
identify a topic of study specifically related to their own practice
development. The final component is a dissertation. There are exit points
at 60 credits for the PG Cert, 120 credits for the PG Dip as well as the
masters.
A partnership with AMREF in Kenya, is structured to include
supplementary face-to-face components for Kenyan learners to ensure
equity of input. Though these are technically part of the same programme
they are not provided to other Distance Learners (for example in the USA).
The greater level of support available through AMREF in the Kenya site
allows learners to focus on shared practice through more face-to-face
discussion.

Course fees

UK/EU fees:
£920 per 20 credit module, plus £2,680 for dissertation
International fees:
£1080 per 20 credit module; £1,845 per 30 credit module; plus £3,320 for
dissertation.
In addition to the module fee the individual student is liable for £60
matriculation fee and £50 APL fee.

Unit cost per head

No information available

Overall programme
funding/cost recovery
mechanisms

Student fees. The students in Kenya are supported through
Commonwealth Scholarships. Other international students pay their fees
on a sliding scale rate based on the cost of living in their country, which
allows for some level of subsidy from those in high-income countries to
those in low-income countries.

Delivery Mechanisms
Provision of materials

Course materials are delivered through three main mechanisms:
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Academic support

100% online delivery using electronic resources including PDFs
Paper based study materials including print resources, study
guides and text books for learners in Kenya and Eritrea (materials
are sourced and printed in the UK before being distributed
through partner institutions in-country (Kenya – AMREF, Eritrea –
British Council)
CD-ROMS

The main mechanism for keeping in touch with academic staff is through
Skype. Email discussion, and to a growing extent, Adobe Connect, are also
used. This is relevant for all learners.
Kenya – A local academic organises regular study days for post-graduate
students. These days offer an opportunity for students to meet, feedback
their views, participate in journal clubs and share experiences. These days
are organised geographically and aim to support a local or regional
community of scholars.

Administrative support

The administrative function is co-ordinated from Dundee. In the first
instance, administrative queries are sent to the Academic Coordinator
who, together with their team, then forward specific queries to
appropriate individuals.
In Kenya (through AMREF), administrative staff assist with programme
facilitation activities such as room bookings and refreshments.

Participants’ Profile
Geographical spread of
enrolees

United Kingdom, Europe (Lithuania, Latvia, France, Germany, Netherlands,
Malta), Kenya, USA, Canada, Middle East

Number of enrolments
per year

The African Educational Model uses cohort enrolment. In recent academic
sessions, 35- 40 were enrolled in each of the two sites, Kenya and Eritrea
Elsewhere, enrolment is on a roll-on-roll-off basis with approximately 10
new enrolees per year

Details of fee payment
among enrolees

Students are mainly self-funded. For Kenyan students, the Commonwealth
Scholarship Scheme offers block funding of 30 scholarships that are
divided between University of Dundee’s Masters in Nursing and Masters in
Palliative Care. Other students are classified as self-funded (though some
of them might be funded by other organisations such as Hospice Africa)

Alumni Activities
Geographical spread of
alumni

United Kingdom, Europe (Lithuania, Latvia, France, Germany, Netherlands,
Malta), Kenya, Eritrea, USA, Canada, Middle East

Occupation

A recent report conducted by Dundee University found that the majority
of Kenyan graduates remain in their post or have been promoted within
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their organisation.
References
Course URL:

http://www.dundee.ac.uk/nursingmidwifery/distancelearning/courses/mpc/

Reference documents

http://web.worldbank.org/external/projects/main?Projectid=P065713&th
eSitePK=40941&pagePK=64283627&menuPK=228424&piPK=73230

Other

Conversation with Pauline Horton, Programme Lead, University of Dundee

Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy

An association with international health policy and strategy is in evidence through the sponsorship of learners
by the Commonwealth Scholarships Commission, and the domestic government support for cohort-based
enrolment in Kenya and Eritrea.


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

The impact on the student has been to heighten awareness of the potential for knowledge building related to
the economic, social and political impact of global policies in Kenya, and on the potential to improve and/or
enhance existing maternal and child health, manage infectious diseases, improve quality of nursing care,
reduce poverty and implement health education regimes, as evidence by the research topic proposals that are
being developed for both the MN and MPC programmes. One student involved in research though a project
with Walter Reed University felt empowered to question the ethics of informed consent as it was being
practiced.
The programme provides a meaningful gateway into effective searching and retrieval of national/international
literature to inform the student’s practice. Palliative care is also now part of the medical curriculum for
doctors. One student who is the Registrar of nurses in Kenya has been elected to the International Council of
Nurses as one of the African representatives.
The programme anchors the learning experience to various local situations throughout the regions of Kenya
represented by the students which has resulted in improvements in care provision. Course work during the
taught provision has explored many issues to do with retention of staff. One student for example has explored
the issues of bullying within Kenyan culture.
Learning to learn principles and experience provide a foundation for further exploration of the MDGs
throughout their degree studies, creating lifelong learners who demonstrate capability. There is a need to have
a stronger underpinning of clinical practice in developing world countries. Currently health care professionals
have to adapt literature published from the developing world. This work then has to be contextualised into the
developing world which can be resource poor e.g. pain and how it is assessed and managed using alternative
techniques is one particular area being addressed by our students. This ranges from the pain experienced
during child birth though to one student looking at pain assessment in the General ward with Palliative care
patient.


Evidence of wider programme impact on Health and Development outcomes
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A formal evaluation of programme impact has not been undertaken. However, the MPC students’ impact upon
national health care policy is seen in a bill going through the Kenyan Parliament on the provision of cancer care
which now includes Palliative care, due to the lobbying and education of a group of the Palliative Care
students.
The programme facilitates students to identify a range of potential study topics relevant to the MDGs that can
be integrated into individual professional practice and written assignment. There is a need for managers within
the health care setting to be aware of issues ranging from staff retention through to staff absence. Whilst
these issues have been explored within the developing world there is currently minimal research in terms of
developing world countries. This impacts care that can be delivered. Several of the students are looking at
these issues as part of their dissertation.


Evidence of financial or cost benefits of utilising distance learning mechanisms

No specific evidence of financial or cost benefits is available
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32. Programme Title: University of Edinburgh, UK:
MSc/PG Dip /PG Cert Emerging and Neglected Infectious Disease

Programme Overview
Global Location(s)

Edinburgh

Provider Nation

United Kingdom

Partner Nation(s)

None

Provider Institution

University of Edinburgh

Partner Institutions
(e.g. technical
support, donors
funders)

None

Programme Details
Year of
Commencement
Target Audience

2008

Content

The programme aims to provide students with a knowledge base in emerging
and neglected infectious diseases and to incorporate the outputs of
contemporary scientific research. The portfolio of courses is structured to
inform and support students in the practice of formulating and implementing
strategies and programmes aimed at renewing and strengthening scientific
knowledge, development and building human capital. Training is also offered
in surveillance, prevention and control of emerging and neglected infectious
diseases and evaluating their impact on public health.

Biomedical, medical, public health and veterinary professionals with an
interest in emerging and neglected infectious diseases.

Year 1: Courses for the Certificate
Pathogen strategies for survival and transmission
Emerging and Neglected Infectious Disease pathogenesis
Selecting 20 credits from: Applied epidemiology and public health (20 credits)
Global citizenship (10 credits); Globalisation and health (10 credits); Zoonotic
diseases (10 credits)
Year 2: Courses for the Diploma
Selecting six elective courses from the following options: An introduction to
project cycle management; Challenges of drug development: past and future;
Childhood mortality; Emerging Infectious Diseases; Global citizenship;
Globalisation and health; Interdisciplinary integrative skills; Introduction to
GIS and spatial analysis; Neglected Tropical Diseases; Public health systems in
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the developed and developing world; Public private partnerships for health;
Scientific innovation and development
Sexually transmitted infections; Technological advances in diagnosis; The
communication of disease control; Translational Strategies, Policy and
Regulation, and Stakeholder Engagement; Travel medicine and infectious
disease; Water and sanitation; Zoonotic disease
Year 3: Completion of the MSc programme
Written reflective element (10-15000 words)
Duration of Study

MSc 3 years, PG Diploma 2 years, PG Certificate 2 years

Structure of Study

The programme is delivered exclusively through online distance learning.
The study year is divided into three 11-week terms, each structured into 2
blocks of 5 weeks of study with a week in between for independent study and
reflection. This framework is designed to fit in with the part-time nature of
this course, giving the student more time to reflect on their learning and
lessen the impact of the additional requirements that studying will have on
their working lives.
The programme uses the virtual learning environment Web CT as the delivery
platform (See www.webct.com for more on Web CT). Study activities
combine independent study, online peer discussion, reflective learning,
interactive tutorials, written assignments and critical reviews to develop an
understanding of the important concepts and principles of Emerging and
Neglected Infectious Diseases.
Assessment in the first and second year will be based upon written and
online assessment. In the third year a dissertation or “reflective element” is
written for summative assessment.

Course fees

MSc £9650, PG Diploma £6434, PG Certificate £3217

Unit cost per head

Information not available

Overall programme
funding/cost
recovery
mechanisms

The University of Edinburgh’s Principal’s E-Learning Fund funded a post for
one year as part of the setting-up and validation of the course.
The course is 100% funded by student fees
Delivery Mechanisms

Provision of
materials

Online distance learning using the virtual learning environment WebCT as the
delivery platform. Required software applications are posted to students.
Materials delivered as both web page and downloadable PDF documents.
Direct access to the University of Edinburgh e-journals catalogue is provided,
including access to the library.

Academic support

Contact with Tutors is made by e-mail or through the WebCT interface, and is
expected to be quite regular during the course of each module. The role of
the tutor is to guide and facilitate the process of independent study, online
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peer discussion, reflective learning, through interactive tutorials, marking
written assignments and online conferences. The tutor role also places an
emphasis on skill development through supporting students to write papers,
grant applications and scientific poster presentations.
Administrative
support

Students contact administrators through email (ENID.onlineMSc@ed.ac.uk)
and through the WebCT platform. An emergency SMS text line is also
available for students to make contact the Programme Director for occasions
when contact by email is not available for example during power shortages
experienced in part of the developing world, accident or illness.

Participants’ Profile
Geographical spread
of enrolees
Number of
enrolments per year
Details of fee
payment among
enrolees

Students from Africa, Asia, North America and Australasia.
Approximately 30 new students each year.
Scholarships have been provided by the Global Health and Securities Initiative
(1 in 2008 and 2 in 2009). Some enrolees (~10%) have their fees paid by their
employers. The remainder pay personally.

Alumni Activities
Geographical spread
of alumni

The programme started in 2008 and has therefore not produced any alumni
yet.

Occupation

All students are working professionals and do not leave their posts in order to
study.

References
Course URL:

http://www.enid.mvm.ed.ac.uk

Reference
documents
Other

Conversation and correspondence with Programme Director

Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy

There no clear evidence of the extent to which this programme can be associated with current health policies
and strategies.


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

Some comments from students about the pedagogic impact the course has had on them are as follows:
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“The lecture notes have greatly enhanced my knowledge of water-borne disease and made me realise how
complex a topic it is.”
“The case studies really brought life to the notes ... yes they were appropriate and helpful. Also the images
that were in throughout the notes also allowed for some difficult ideas/topics to be visual.”
“I just enjoy the way in which topics are taught. It makes it easier to understand previously tough subjects.”
“The assignments were quite challenging and I enjoyed the challenge. This helped in deepening my
understanding of topics learnt thus far.”
However, no formal evaluation of programme impact on learners has yet been undertaken.


Evidence of wider programme impact on Health and Development outcomes

No formal evaluation of programme impact on learners has yet been undertaken.


Evidence of financial or cost benefits of utilising distance learning mechanisms

In terms of individual costs, the Programme fees are the same as a residential programme, but may allow
some financial benefits in allowing students to continue working while studying.
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33. Programme Titles: University of Ibadan, Nigeria:
MSc in Biomedical Education

Programme Overview
Global Location(s)

Ibadan, Nigeria

Provider Nation

Nigeria

Partner Nation (s)

None

Provider Institution

University of Ibadan, College of Medicine

Partner Institutions
(e.g. technical support,
donors, funders)

The West African Medical and Nursing School Consortium;
University of Liverpool and University of Swansea Medical Schools;
Tropical Health and Education Trust (UK)

Programme Details
Year of
Commencement
Target Audience

2009

Content

The Course consists of four modules covering different areas of Biomedical
Education Pedagogy:

Junior Academic Staff in Medical and Nursing Education Fields

Module I covers the principal elements of biomedical education;
Module II provides an overview of quality assurance and teaching
methods;
Module III provides an opportunity to consider biomedical education in a
West African context, and to explore in more detail the educational issues
confronted in one of the following disciplines:
19) Teaching of preclinical science
20) Teaching of clinical practice
21) Teaching of Pathology and Clinical Laboratory Science
22) Teaching of community-based medicine, nursing, physical
rehabilitation, and epidemiology
Module IV involves each student in a teaching project in order to offer
further opportunities in honing their teaching skills through a classroombased practicum.
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Other units within these modules include: Teaching Bioethics, The
Physiological psychology of learning, Health Policy, Planning and
Management, and evaluation of requirements for a Biomedical course.
Duration of Study

2 years part-time

Structure of Study

Independent flexibly-paced self-study and group learning with their cohort
from local partner Institutions, consisting of the universities and schools in
the West African Medical and Nursing School Consortium. The four
modules are spread out over two years, with one module per semester.
Each element of the course involves a dedicated learning event, to which
supplementary reading material is also added on the same CD-ROMs (and
occasionally by reference to a remote web site). In addition, the EU
funding provided for supplementary reading material to be placed in the
library of each of the participating universities.
Each learning event usually comprising about 25-30 slides, includes (i) the
name and contact details of the particular tutor, (ii) the learning
outcomes, and (iii) student assignments. The assignments are in the form
of either a written task (to be submitted to the course tutor by email), or
consideration of the material in a local discussion group, comprising fellow
students at the same medical or nursing school.
The student must submit a written report at the end of the fourth module
and the summative assessment at the conclusion of the 4 modules is
conducted by an external examiner at the University of Ibadan. Formative
and Summative assessments are conducted during and at the end of each
semester.

Course fees

US $5000

Unit cost per head

Information not available

Overall programme
funding/cost recovery
mechanisms

Main Funding has come thus far from an EDULINK grant from the EU and
ACP – the full cost is not known (in part because it is diffused amongst the
6 partner institutions which provide local support).

Delivery Mechanisms
Provision of materials

Course materials are available on CD-ROMS and Hard Copy, as well as
additional resources in each of the participating West African Universities.
There are also online interactive materials available on Module.

Academic support

Students receive academic tutoring and assessment feedback from tutors
from their partner institution, as well as some support from a University of
Ibadan tutor, particularly in relation to the final project.
Academic tutoring and assessments feedback are provided by tutors from
University of Ibadan. The final project is supervised by a University of
Ibadan supervisor along with a supervisor from each partner institution.
The academic support from the University of Ibadan occurs throughout
the session.
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Administrative support

Administrative support is available from the University of Ibadan by email
or phone, but more accessible help is available in the local host
institutions.

Participants’ Profile
Geographical spread of
enrolees

Nigeria, Ghana, Sierra Leone, The Gambia, principally. Also some other
West African nations.

Number of enrolments
per year
Details of fee payment
among enrolees

24 students were enrolled in 2009. An increase every year is anticipated.
No information available

Alumni Activities
Geographical spread of
alumni
Occupations

Anglophone West Africa - Nigeria, Ghana, Sierra Leone, The Gambia
Academic staff at teaching hospitals, academic institutions or universities

References
Course URL:

biomed@comui.edu.ng,www.uidlcpg.com, www.pgschoolui.com

Reference documents

Biomedical Education Methods Overview, University of Ibadan, 2009
M.Sc. Biomedical Education Course Description, University of Ibadan, 2009
M.Sc. Biomedical Education Outline of the Course Structure. Prof. O.M
Oluwatosin, University of Ibadan, 2009

Other
Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy

The course was designed to provide a platform to enhance the quality of undergraduate teaching in a group of
West Africa medical schools. The health statistics for West Africa reveal a critically low level of medical care.
The figures for 2006 show that the proportion of children dying before the age of 5 years in Nigeria, Ghana,
Sierra Leone and The Gambia ranged between 11.4 and 26.9%. Similarly, life expectancy ranged between 39
and 49 years (WHO, 2008). The shortage of all healthcare workers in these countries is very acute, and the
figures reveal that the number of qualified doctors ranges between 3 and 28 per 100,000 of the population,
which compares with figures of 256 and 230 per 100,000 of the population in the USA and UK respectively
(WHO, 2004).
It was considerations and statistics of this sort that prompted the governments of these countries to address
the acute shortage of doctors and nurses by establishing many new medical and nursing schools. Their
objectives in doing so reflect closely those of the Millennium Development Goals (MDGs). (Biomedical
Education Methods Overview, University of Ibadan 2009)
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Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

Because this is a relatively new programme the pedagogic impact has yet to be determined, but there is
evidence that the course is equipping health educators at the university level to improve their understanding
of teaching medical subjects. Some anecdotal observations by participants include:
“The programme has had a positive impact on my teaching. I am better at preparing my lecture notes. I now
make up my mind what points I want students to understand from my lectures and I let them know at the
beginning of each lecture. I have been putting into practice the various methods of lecture delivery and I
believe my students better appreciate my lectures. I am also trying to utilize different methods of formative
assessments though that is sometimes tough especially in a lecture with over 120 students and the tutorial
groups may sometimes be as large as 30. I now know more about clinical teaching and effective assessment
methods, and about curriculum developments and review/ update. I believe that on the whole I am a better
lecturer and my students understand the course teach better. I have learnt a number of things about teaching
that I would not have known throughout my career as a lecturer. Quite a number of my colleagues have taken
interest in the course.”
Dr. Henry Embu
University of Jos
“The programme has greatly improved my teaching and assessment methods. It has impacted so much on
my teaching career and has made teaching more interesting to me. Setting questions and marking scripts are
no longer boring.”
Dr. Bukola Popoola
University of Ibadan
“I must confess that because of my parallel study (residency), I am not getting myself the maximum form this
M.Sc. Programme but I can vividly say that it has impacted me a lot. Thanks to this course now I think very
critically and logically. I have now realized that as opposed to the way I was taught as a medical student,
learning is not all about giving endless lectures and setting unreasonably difficult exams for students. I now
know that as a teacher you should outline your learning objectives at the beginning of your lecture and assess
students on them at the end to ensure that those objectives are met. I believe in this way you have a sense of
direction and you are bound to impact knowledge at the end of the day rather than just a mere fail or pass
thing.”
Dr. Lamin Jaiteh
University of The Gambia


Evidence of wider programme impact on Health and Development outcomes

Because this is a relatively new programme its impact on health systems in West Africa has not yet been
measured. However, in terms of increasing the number of teachers of health professionals, the program is
beginning to see some progress in addressing the commonly cited health/development metric of percentage
of doctors/health professionals per population.


Evidence of financial or cost benefits of utilising distance learning mechanisms

No information is currently available.
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34. Programme Title: University of Manchester, UK:
MSc Public Health

Programme Overview
Global Location(s)

Manchester

Provider Nation

United Kingdom

Partner Nation(s)

None

Provider Institution

University of Manchester

Partner Institutions
(e.g. technical
support, donors
funders)

None

Programme Details
Year of
Commencement
Target Audience

2000

Content

The programme aims to provide students with the skills needed to develop a
critical evidence-based approach to the promotion of public health and
primary care.

The programme is suitable for any public health or primary care professional
wanting to develop public health or research skills, CPD, top-up training for
voluntary registration, public health trainees and the MFPH examination, and
fourth-year intercalating medical students.

Students take compulsory modules in:
 Biostatistics
 Epidemiology
 Evidence based practice
Students are required to choose 5 additional options from 17. These options
enable students to focus their training on a particular stream e.g. Primary
Care, Global Health, Health Promotion should they wish to.
The following 'specialist plans' or themes have an additional core course unit,
with four remaining optional course units, except Public Health which does
not require an additional core unit.
o

Health Promotion 'specialist plan' or theme core unit - Health
Promotion Theory and Methods
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o
o

o

Primary Care 'specialist plan' or theme core unit - Primary Health Care
Global Health specialist plan or theme. Core unit – Malaria, HIV/AIDS,
TB management – Health system challenges (MHAT) and / or other
units linked to Global health in the future
Public Health - no additional core unit

Those who are in the Dental Public Health Track have additional required
modules of Research Methods, Oral Health and Diseases in Populations, and
Implementing Strategy in Dental Services.
Duration of Study

2 yrs to 5 yrs (part time)

Structure of Study

The programme is delivered exclusively online, with optional attendance at a
2-day UK-based induction course at the beginning of each academic year. For
those who are unable to attend, an online induction course is also offered.
The structure of the Masters’ programme requires a total of 8 course units =
180 credits, made up as follows:
o
o
o
o

Three core course units: Biostatistics (15 credits), Epidemiology (15
credits) and Evidence-Based Practice (15 credits)
Five optional course units (15 credits each)
(Qualitative Research Methods (15 credits) is a prerequisite for any
students planning a qualitative dissertation)
Dissertation (60 credits)

Assessment is through tutor-marked assignments, which require the critical
appraisal, integration and application of learning, and focus on the ability to
synthesise and implement knowledge.
Each course unit has specific assessment requirements that are clearly
outlined in the learning materials, and are closely linked to the learning
outcomes of each course unit. These will use scenarios drawn from relevant
organisational and professional settings, where possible.
Self-assessment occurs through web-based exercises and quizzes. These
integrate into the material with the course units, and allow students to
continuously monitor their progress and test understanding.

Course fees

MSc £8635, PG Diploma £7675, PG Certificate £3840

Unit cost per head

Information not available

Overall programme
funding/cost
recovery
mechanisms

100% student fees

Delivery Mechanisms
Provision of
materials

The course is provided 100% online, through use of Virtual Learning
Environment applications including 'Grademark' for reporting feedback.
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In addition, some modules have a print-based ‘set text book’, couriered to
international students.
Academic support

The primary method of course delivery is via the internet, using technology
that allows tutors to encourage active communication and discussion
between participants on the course. This enables students to learn through
access to web-based materials and published articles, from the course tutors,
and from each other.
Teaching is web-based with a high degree of student-led learning through
interactive exercises built into the web-based teaching material. There are
also opportunities for student-student and student-tutor interaction through
dedicated online discussion groups, online conferencing, wikis and blogs,
Skype, Email, phone between student and teacher, especially during
dissertation study.

Administrative
support

Tutors are based at the University of Manchester.
Course administrators and other members of administrative staff are
contactable through email and telephone.

Participants’ Profile
Geographical spread
of enrolees

Botswana, Ethiopia, Kenya, Namibia, Nigeria, Rwanda, South Africa Tanzania,
Uganda ,Bangladesh, India, Japan, Laos, Pakistan, Middle East

Number of
enrolments per year
Details of fee
payment among
enrolees

Approximately 90 per year
The majority of students are self or employer-funded. However, the
University of Manchester Equity and Merit Scheme offers 5 scholarships per
year to developing country students

Alumni Activities
Geographical spread
of alumni

Botswana, Ethiopia, Kenya, Namibia, Nigeria, Rwanda, South Africa Tanzania,
Uganda, Bangladesh, India, Japan, Laos, Pakistan, Middle East

Occupation

There is no tracking of alumni, though many of them are understood to
continue in their medical professions with NGOs and at a ministerial level in
their home countries.

References
Course URL:

http://www.medicine.manchester.ac.uk/postgraduate/taught/mph/coursede
tails/?code=06002&pg=all

Reference
documents

Course Unit Evaluation 2009-10

Other

Correspondence with Katie Reed, Programme Administrator
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Evidence of Programme Impact
 Evidence of formal or non-formal association with international, regional or domestic health policy
The programme was not developed in association with broader health policy, either national or international.
However, through the programme design and the University scholarship, it is clearly interested in reaching
those in low- and middle-income countries.


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

The impact on learners is based not only in the acquisition of specific core skills related to Public Health, but
also on the conceptual aspects of global health and the comparison of different health systems.
In order for students to pass the core units they have to have demonstrated their ability to understand and use
M level statistics, epidemiology and evidence-based practice skills. The acquisition of these core skills is
fundamental to later work. (Course Website)
One student wrote about a module on primary care: “The most useful part of this unit was how it was
structured to make me take a look at the primary care in my country, and relate to other areas including the
UK and the U.S.A.” (Course Unit Evaluation, 2009-2010).
However, no formal evaluation has taken place.


Evidence of wider programme impact on Health and Development outcomes

Because this is a relatively new programme, with students from a wide range of countries of origin, it is
difficult to say whether there has been an impact on Health and Development outcomes, and what that may
have been. Though it is difficult to assess the wider impact on health and development outcome, they report
that they do have “more female international students than male, which we feel is a good sign as we are
enabling female student’s access part time higher education whilst staying in their homes and jobs.”
(Correspondence, Katie Reed, Programme Administrator).
No formal evaluation has taken place.


Evidence of financial or cost benefits of utilising distance learning mechanisms

Programme administrator Katie Reed says this about the economic impact of their DL4H programmes:
“Distance learning is costly to run well. Ours is not an exception- we have high staff costs for designated
academic staff, e-learning technologists and administrators. But we cover our costs and make a profit. Yet we
are doing this whilst charging full UK rates for UK / EU students (plus receiving HEFCE) and 2/3 the normal
rates for international students. We are able to do this because of the numbers of students that we have. We
have a number of Ugandan students on University of Manchester scholarships and a member of staff visits
once a year to provide a ‘study skills day’, however with the fees we charge we cannot do this for all students
or regions, though it would be great to do that.”
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35. Programme Title: University of the West Indies:
MSc Counselling

Programme Overview
Global Location(s)

Caribbean

Provider Nation

Jamaica

Partner Nation (s)

Antigua, Bahamas, Barbados, Belize, the British Virgin Islands, Cayman
Islands, Dominica, Jamaica, St. Lucia, St. Vincent and Trinidad

Provider Institution

University of the West Indies

Partner Institutions

None

Programme Details
Year of
Commencement
Target Audience

2002

Content

The overall programme objective is to develop a cadre of highly trained and
qualified counsellors who are able to adapt predominantly European and
North American counselling models to the West Indian context.

Health professionals with a first degree

Module Subjects include:
• Clinical and Radiological Skills
• Objective Structured Clinical Examination (OSCE) and portfolio
development
• Basic Life Support Course
• Clinical Audit Process
• Advanced Cardiac Life Support Course
• Paediatric Life Support Course
• Research Seminars
Structure of Study

Each student is required to successfully complete a minimum of 19 courses,
including a final research project.
The programme is multimodal in its delivery utilising a variety of didactic
and practical methods, including teleconferencing and face-to-face sessions.
Classes are held once a week and a four-week summer programme is held
during the third semesters of the first and second years of the programme.
320

In addition, there will be 250 hrs of practice with real clients in selected
agencies, plus 30hrs of personal therapy with a trained therapist.
Duration of Study

Up to 4 years

Course fees

Information is not available

Unit cost per head

Information is not available

Overall programme
funding/cost recovery
mechanisms

Programme development funded by private endowment from Dr. G.
Raymond Chang.
Student fees, supported in part through the government's Human
Resources Development Fund training grants.

Delivery Mechanisms
Provision of materials

Materials are provided by print, audio-video and CD-Rom

Academic support

Academic support is available by phone or by email, or from a local campus
of UWI. Academic contact includes teaching via teleconferences, face to
face tutorials, counselling laboratories and practical as well as personal and
group therapy.

Administrative
support

Administrative support is available online or by phone in some cases.

Participants’ Profile
Geographical spread
of enrolees
Number of
enrolments per year
Details of fee
payment among
enrolees

Jamaica, West Indies.
Information not available
Self-funded and govt. grants

Alumni Activities
Geographical spread
of alumni
Occupation

West Indies
Primarily Hospitals and Clinics

References
Course URL:
Reference documents

"Barriers to T raining Family Physicians in the Caribbean: Distance Education
as a Promising Prescription," Tomlin J. Paul and Pauline Williams-Green,
2007, Department of Community Health and Psychiatry, the University of
the West Indies, Mona http://pcf4.dec.uwi.edu/viewpaper.php?id=333
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Other
Evidence of Programme Impact
• Evidence of formal or non-formal association with international, regional or domestic health policy
‘Collaboration with Governmental and Non Governmental Organisations in Jamaica and the rest of the region
has been useful for providing access to participants, arranging for practicum placement and supervision,
identifying local tutors and group therapy facilitators, as well as course writers and lecturers. However, in
some territories programme support can be affected by changes in government administration. This happens
because systems are not formalised and as a consequence, changes in government administration negatively
impacts on the programme.’ (Tomlin and Williams-Green, 2002)
•

Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

No evidence of impact is currently available
•

Evidence of wider programme impact on Health and Development outcomes

No evidence of impact is currently available
•

Evidence of financial or cost benefits of utilising distance learning mechanisms

No evidence is currently available
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36. Programme Title: University of the West Indies:
MSc / Dip / DM in Family Medicine

Programme Overview
Global Location(s)

Caribbean

Provider Nation

Barbados

Partner Nation(s)

Antigua, Bahamas, Barbados, Belize, the British Virgin Islands, Cayman
Islands, Dominica, Jamaica, St. Lucia, St. Vincent and Trinidad

Provider Institution

University of the West Indies

Partner Institutions

None

Programme Details
Year of
Commencement
Target Audience

2004

Content

Diploma Yr. 1 :
Internal Medicine, Paediatrics, Dermatology, General surgery, Orthopaedics
Diploma Yr. 2 Obstetrics and Gynaecology Psychiatry Accident and
Emergency Ophthalmology ENT Urology

General Practitioners

The following twelve 6-week modules are completed over the 2 year
Diploma programme:
•
Teaching and Learning in Primary Care,
•
Evidence Based Medicine,
•
The Consultation and Communication,
•
Medical Ethics and the Doctor-Patient Relationship,
•
Health Promotion, Screening and Risk Assessment,
•
Chronic Disease in Primary Care,
•
Human Sexuality and STDs,
•
Child Health,
•
Gender Issues / Women’s Health,
•
Care of the Elderly,
•
Mental Health / Counselling, and
•
Medico-legal issues.
Further optional modules for the masters programme include:
 Health Policy and Health Management in
 Primary Care
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Duration of Study
Structure of Study

 Health Economics
 Epidemiology
 Geriatrics
 Development of Research in Family Medicine
 Qualitative Research Methods
 Mental Health
 Alternative and Complementary Medicine
Up to 4 years
Online E-learning and self-study over 2-4 years, with Practical and Clinical
training, including 18 Distance Education Courses (Modules); Family
Practice Clinical Sessions; Specialist Clinical Sessions; Workshops.
A preceptor is assigned to supervise each student who will be required to
attend 50 clinic sessions supervised by specialists in various fields. The 3rd
year covers the MSc and the 4th year allows the student to continue on to
qualify as a Doctor of Medicine through a residency at Queen Elizabeth
hospital. In the fourth and final year of the DM, students are required to
complete a research project or submit a casebook.

Course fees

There will be at least one-face-to-face workshop (three days) per semester.
The resident is required to complete a research thesis or case book of 20
cases during DM year I and II.
$3,500 (USD) and $2,500 (USD) for each of the final two years

Unit cost per head

Information not available

Overall programme
funding/cost recovery
mechanisms

Student fees

Delivery Mechanisms
Provision of materials

Online e-learning through Virtual learning environments including Moodle,
and online lectures are delivered through Elluminate.

Academic support

Academic support is available through email and Web Interfaces such as the
Virtual Learning Environment.
Communication with Tutors (at least once weekly) will be via email, webconferencing and uploading information (blogging) to a virtual learning
platform. Tutorials will be held on-line. Course work will be evaluated by
assignments uploaded to the internet.

Administrative
support

Students will acquire clinical competencies under the supervision of senior
family physicians and other specialists during clinical rotations. Clinical
sessions are held at an accredited local medical centre.
Administrative support is available online or by phone.

Participants’ Profile
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Geographical spread
of enrolees

Antigua, Bahamas, Barbados, Belize, the British Virgin Islands, Cayman
Islands, Dominica, Jamaica, St. Lucia, St. Vincent and Trinidad

Number of
enrolments per year
Details of fee
payment among
enrolees

Information is not available
Self-funded

Alumni Activities
Geographical spread
of alumni
Occupation

Throughout the West Indies
Primarily Hospitals and Clinics

References
Course URL:

http://www.cavehill.uwi.edu/gradstudies/documents/FamilyMedicine0910.pdf

Reference documents

http://www.mona.uwi.edu/fms/docs/diploma%20and%20dm%20brochure
%5B1%5D.pdf

Other
Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy

No information is currently available


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

No information is currently available


Evidence of wider programme impact on Health and Development outcomes

No information is currently available


Evidence of financial or cost benefits of utilising distance learning mechanisms

In terms of individual cost benefits, the UWI Family Medicine Programme is presented as enabling students to
retain employment and salaries at the same time as updating skills.
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37. Programme Title: World Health Organisation / University of the Western Cape, South Africa:
Masters in Public Health focusing on Health Workforce Development

Programme Overview
Global Location(s)

South Africa

Provider Nation

South Africa

Partner Nation (s)

Rwanda, Mozambique, Ethiopia

Provider Institution

University of the Western Cape (UWC)

Partner Institutions

National University of Rwanda (NUR); Eduardo Mondlane University (UEM),
Mozambique; Addis Ababa University (AAU), Ethiopia.

Programme Details
Year of
Commencement
Target Audience

2009

Content

The program’s objectives are to train health personal in essential public
health functions as defined by WHO, e.g.:

Human Resources for Health Professionals, trained in teams of 5 per
country.



to promote healthy behaviours of individuals and the population,



to manage the planning, implementation, evaluation of health systems
and promotion,



to insure quality and accessibility of health services,



to prevent trauma related disorders,



to manage the development of human, financial and technological
resources in the health sector,



to prevent epidemics and transmission of infectious disease,



protect populations against health risks related to the environment.

Further objectives include the advocacy role of health professionals, such
as promoting ethical and human rights issues in the health sector and in
society at large.
Specific modules are designed to allow students to acquire basic public
health and health management competencies. Modules include:
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Duration of Study
Structure of Study



Health, Development and Primary Health Care II (Core)



Introduction to Human Resource Development in the Health Sector



Measuring Health & Disease - Intermediate Epidemiology (Core)



Health Systems Research II (Core)



Managing Human Resources for Health



Evidence based Human Resources Planning

Mini-thesis of 7500-20000 words (Core)
Up to 4 years
Small groups of students (teams) are trained within countries, thereby
facilitating group learning and allowing students to conduct their research
projects linked to their professional practice.
Students take 3 core modules, 2 specialization (stream) modules focused on
human resource development, 3 elective modules and complete a minithesis to graduate. The mini-thesis is focused on health workforce
development topics.
Students complete at least two assignments in each module which are
graded, and all modules have to be passed with a pass mark of 50% at least.
The mini-thesis is examined and graded by one internal and one external
examiner. Students’ mini-theses focus on health workforce development
topics.
The course contains a practice component which allows students to apply
theoretical knowledge and perform newly learnt skills. These take the form
of internships in their own or other local organisations such as the Ministry
of Health or its sub-structures.
In addition to the above, the students receive on-going face-to-face and
virtual support through their in-country mentors, plus 4 residential sessions
held at UWC in South Africa. During their visits in South Africa students
attend Summer and Winter/Spring school programmes, during which they
take short face to face contact courses to supplement their distance
learning and interact in person with their module convenors and fellow
students from diverse sub Saharan countries. The courses they took so far
include:
 Health, Development and Primary Health Care I


Measuring Health & Disease - Intermediate Epidemiology



Information Systems for Human Resources for Health



Health Management



Using Health Information for Effective Management: an
Intermediate Course

Proportions of face-to-face activities and distance learning:
Face-to-face:
25%
Distance learning:
75%
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Course fees

Course fees are covered by grants

Unit cost per head

Information not available

Overall programme
funding/cost recovery
mechanisms

Programme development and implementation funded by WHO & the Bill
and Melinda Gates Foundation; ZAR 10,507,800 (South African Rand).

Delivery Mechanisms
Provision of materials

Materials are provided in print-based media. All modules are available in
English. Preparation well underway for translating all modules to French and
Portuguese next year.
Students participate in web-based module-specific discussion forums.

Academic support

Each country-based team of learners are supported by two in-country
mentors in each country. Mentors meet with mentees at least once in two
week, either individually or in groups, and are available to be contacted by
students at other times. The contact is face to face; otherwise via Skype or
teleconference.
Mentors are expected to spend between two and four hours per week in
their mentoring function for the programme. This includes tracking
students’ progress; assisting with study material; commenting on draft
assignments and theses; discussing the application of newly acquired
knowledge and skills in the work place; marking assignments. Meetings
should provide the mentees with technical and social support, with
scientific mentoring given special prominence.
In addition, students attend 4 residential sessions at UWC, Cape Town.
The UWC SOPH is a diverse and interdisciplinary academic institution with a
large postgraduate distance education programme, focusing on
Postgraduate Diploma and Masters-level training, the biggest continuing
education programme on the continent and a diverse research portfolio. It
has a well established academic and administrative infrastructure for Public
Health study at a distance, including space for contact sessions, computer
facilities and facilities for video conferencing number of field workers and
other support staff. It has 20 staff members teaching on its Masters
programme, and five staff members teaching specifically HRH modules,
around thirty researchers and contract administrative staff and a growing
number of versatile field workers and other support staff.
The Community Health Department of the Faculty of Medicine, Eduardo
Mondlane University, Mozambique, has over 15 senior staff members
enrolled on its MPH programme who have been committed with
supervisory schemes to the students. However, only a staff of 5 senior
lectures and administrative staff are in full time basis.

Administrative
support

Rwanda School of Public Health has 18 staff members who are teaching on
its various programmes. 6 of these have been identified as staff able to
teach on HRH modules.
Ethiopia School of Public Health has 22 full time staff of which three are full
professors. Of the total staffs eleven have PhDs and five more are under
training. It also uses part-time and honorary staff to support its graduate
programs. The school enrols over 110 masters’ students into its different
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programs and 7 - 10 PHD candidates each year. It also designs and
implements special programs based on needs of partners particularly the
Ministry of Health.
Participants’ Profile
Geographical spread
of enrolees
Number of
enrolments per year
Details of fee
payment among
enrolees

Rwanda, Mozambique, Ethiopia
15 (2009 – 2012)
Grant-supported

Alumni Activities
Geographical spread
of alumni
Occupation

No alumni as yet
No alumni as yet

References
Course URL:

http://www.who.int/hrh/education/masters/en/index.html

Reference documents

WHO (2009) PROJECT DESCRIPTION Summary Based on the original project
proposal submitted by the University of the Western Cape School of Public
Health to the World Health Organisation on 15 September 2008
UWC (2010) Bi-annual Progress Report: WHO MPH program focusing on
Health Workforce Development

Other

Evidence of Programme Impact


Evidence of formal or non-formal association with international, regional or domestic health policy

This programme approach is seen as providing opportunity for a more sustainable health workforce
development programme, which in turn should contribute to improvement of institutional capacity and
leadership development. It has been developed with the support of WHO and is keeping with the priorities of
the GHWA (2008).


Evidence of pedagogic impact on learners, in terms of acquisition of skills, knowledge, practice and
values

Notwithstanding challenges like time constrain and language (first time for students from Rwanda and
Mozambique to study in English), students have undergone significant improvement in their academic skills
(critical reading, academic writing, computer and internet usage, and time management).
No information providing evidence of impact on learners is currently available.


Evidence of wider programme impact on Health and Development outcomes

The programme design has small groups of students (teams) are trained within countries, thereby facilitating
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group learning and the development of a critical mass of highly skilled human resource practitioners in
countries. However, no information providing evidence of wider is currently available.
Experience and lessons gained from the program will inform the development of a sustainable model for
health workforce development programme in Sub Saharan Africa that is geared towards improving
institutional capacity and leadership development, which might be replicated in other continents affected by
the HRH crisis. One of the partner institutions, National University of Rwanda, has already embarked on the
effort to implement a similar programme locally in collaboration with UWC. Efforts are directed at creating a
critical mass of experts that would take forward the programme in the partner countries. Evidence from two
preliminary assessments indicate that students feel the modules and short courses they have taken so far
(introduction to HRD, Measuring Health and Disease, and PHC) are relevant to their work duties.


Evidence of financial or cost benefits of utilising distance learning mechanisms

No information is currently available.
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