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PREFACE

INTRODUCT ION

The purpose of this preface ic twofold: Part 1 serves as a guide
to readers so that th_y can more easily locate information that is of
special interest to them.

Part 2 relates in a concise manner the major observations and rec-
ommendations of the University of California Extension (UNEX) administra-
tive staff regarding the replicable aspects of this project. Some of the
. pitfalls, successe. and recommendations for the future are related below.
Part 2 begins with a Jetter frem Dr. Carl Tjerandsen, Dean of University
of California Extension/Santa Cruz, to Mr. Leonard Pompa, OIC Southern
Africa which capsulizes our contributions to improved MCH care in Lesotho
and ﬁxpresses our concern and recommendations for future program assistance
in this area. '

This letter is followed by a summary of recommendations.

PART 1

The Introduction relates in a chronological order the sequence of
reports and developmental activities prior to the beginning of the
project in Lesotho. To accomplish this in a complete manner, several
project reports have been included. Some of these are repetitions but for
purposes of documentation they have been included. The introduction
contains the following reports:

1. A summary of a "Population in Transition' (PIT) report written

by Ernest Neal. (Pages 1 and 2)
2. An AID set of guidelines entitled "Terms of Reference for Potential
Contractors." (Pages 2 through 6)
A "Report of the Exploratory Site Visit Team for the MCH Extension
Project" by Ernest Neal and Liz Hiiborn. (Pages 6 and 7)
A brief summary regarding the '"Proposal for a MCH/FP Project for
Africa'" submitted by UNEX. (Page 7)
A brief summary of the "Feasibility Study for Conducting an
MCH/FP Project in Africa" submitted ., UNEX. (Pages 7 and 8)
A "Non-Capital Project Paper'' (PROP) prepared by AID. (Pages 8
through 17)
A "Maternal and Child Health Extension Proposal for The Gambia,
Dahomey and Lesotho," prepared by UNEX in cooperation with AID
and Ministries of Health of the three project countries. (Page 17)

~N O W



ii

8. Following AID acceptance of this proposal and the awarding of
contract AID Afr-799 to the University of California, UNEX
prepared a Work Plan working closely with the three involved
Ministries of Health. The Lesotho portion of this Work Plan
is contained on pages 17-46.

9. To solidify the contributions and understandings between UNEX
and the Ministry of Health of Lesotho a "Memorandum of Agreement'
was drawn up between the two organizations. This inemorandum is
presented on pages 47-51.

Section I contains a report prepared by Ms. Patricia Goodale, a
UNEX public health advisor, on MCH activities in Lesotho. The document
attempts to share the experience of Tsakholo as the government's Demon-
stration Center in Materndl and Child Health, 1972-1974, and as a Training
Center in Rural Health 1975-present. Tsakholo is a focal point in the
Ministry for Maternal and Child Health. The report is necessarily detailed
as its primary purpose is for use by those who continue their efforts in
this country. This report points out that this project began and remains
under government auspices and country nationals in the Ministry of Health
and as such represents a unique rural health development project in the
country.

Section II contains a report prepared by Mr. Sunny Fong, a UNEX
Health Education advisor, on the Regional Maternal and Child Health
Project/Lesotho. (Health Education Component) The UCSC Project came at
a time when the First Five Year Plan was being implemented. The objectives
of this project were to assist the Ministry in assessing health education
needs, to organize education programs about health for the nation, to
select and train local staff to develop and implement educational programs
within the Ministry and to reach out to the people.

This report relates how a health education unit was established by
Health Internal Circular No. 67 of (September 12, 1972) and gives details
about the activities carried out by this unit.

Section III is a survey report on the knowledge attitudes and
practices of doctors and nurses in Lesotho. The report was conducted
in November, 1973 to establish baseline information at the
inception of the UNEX project. The survey was conducted prior to any
major in-country training amongst professionals regarding family planning
within Lesotho. The objectives of the survey were to:

1. Determine the general level of knowledge, attitudes and practices
amongst professionals engaged in or likely to be engaged in
family planning education and services particularly in rural
Lesotho.

2. Stimulate thinking in related subject areas.

3. Determine the acceptability of and need for family planning content
in formal and informal educational programs in the country.

4. Learn from professionals their experiences with and patient demand
for contraceptives, infertility and related education counselling
and/or services.
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5. Determine significant relationships between professional status
and institutional background and their effects on subsequent
responses.

The survey was done in conjunction with and prior to a country-
wide training program carried out by the Ministry of Health and the
University of California Extension/Santa Cruz, Maternal and Child Health
Project team. The questionnaires were anonymous, and their administration
and completion was supervised by the training team. Prior to the first
day of training all doctors and nurses participating in the training
program received, in their districts, personal instruction on completing
the questionnaire.

Section IV reports the results of a follow-up KAP survey conducted
in July, 1976 among doctors and nurses in Lesotho. This second Knowledge,
Attitudes and Practices (KAP) Survey of medical professionals in Lesotho
was conducted following three years of in and out-country training amongst
Basotho regarding family planning and matemal and child health. The ob-
jectives of the survey were to:

1. Compare the general level of knowledge, attituaes and practices
amongst professionals engaged in or likely to be engaged in
family planning education and services particularly in rural
Lesotho.

2. Stimulate thinking in related subject areas.

3. Monitor the impact of family planning content in formal and
informal educational programs in and outside the coumtry since
1973.

4. Learn from professionals their experiences in and patient demand for
contraceptives, infertility and related education counselling
and/or services.

5. Determine significant relationships between district responses.

The survey was done in conjunction with and prior to a country-
wide training program carried out by the Ministry of Health and the
University of California Extension/Santa Cruz, Maternal and Child Health
Project team. The questionnaires were anonymous, and their administration
and completion was supervised by the training team. Prior to the first
day of training all doctors and nurses participating in the training program
received, in their districts, personal instruction on completing the
questionnaire.

The findings presented in Lesotho's 1973 KAP Survey of Doctors and
Nurses serves as baseline data to this survey. From lists of participants
it is known that 95 percent of the government nurses and 50 percent of the
non-government nurses had been administered the questionnaire previously
in a controlled situation in 1973. Since that time the questionnaire
has been a classified document of the UCSC/MCH Project except at the time
of administration again in 1976.
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Section V reports the results of a Retrospective Survey of
Contraceptive Acceptors in Lesotho (RSCAL). The study which at the request
of the Ministry of Health was undertaken in April, 1975, was directed
toward women who accepted and used contraceptives during the period 1972
to 1974, The general purposes of the survey were to:

1. evaluate existing medical record systems,

2. establish the pattern and extent of contraceptive acceptance
and use in Lesotho during the three years 1972 to 1974,

3. provide information for program planning of health services
disseminating contraceptives,

4. provide baseline data which can be utilized for comparison
with future descriptive and/or analytic surveys in Lesotho.

The subject in Section VI is the Model Village survey taken in the
village of Ha Phechela in the Tsakholo Demonstration area. Early in 1974
the health team at the Ministry of Health's Tsakholo Demonstration Maternal
and Child Health Project indicated concern about the applicability to villagers
of certain demonstration efforts carried out at the clinic site, such as
poultry production, commnal garden project, etc. This team consisted
of a collaborative effort of health personnel, various extension workers
from the Ministry of Health as well as other government and private
groups and members of the community. The team believed that the idea
cf a demonstration would be most relevant and would 'snow-ball" to the
villagers if it took place in a village itself rather than at a prescribed
institutional setting. The team began to meet regularly to determine how
such a scheme might be accomplished.

The following purposes for a '"Model Village" were agreed upon: It
was desired to:

1. Motivate the people in the village to became aware of their
broadly defined health needs (i.e., improved crop methods, use
of clinic, etc.),

2. Motivate the people to take measures to promote a healthier
environment and to carry out health practices for themselves
and their children,

3, Provide a learning model for other villages through the effort
of the village itself.

Some assumptions were defined. It was assumed that:

1. The people are interested in improving the status of their
own health.

2. Community health can be improved in large measure by the efforts
of the community itself. .

3. Agencies and individuals working in health and health related
fields (agronomy, livestock, nutrition, etc.) can use teamwork



and motivation effectively to carry out the above objectives.

4) This effort would bring better organization and utilization of
health resources but not increase cost or manpower requirements,

5) Demonstration in the village is more effective than demonstration
at the health centre or outside the village.

Section VIII is a report on the Tsakholo Village Leader survey conducted
in 1972. A determination of villages within a walking distance of the
Tsakholo Health Centre were identified and listed. It was expected that the
survey itself would help in defining the demonstration zone. The survey
comprises a total of 135 reported villages, and a total reported population
of 21,399,

The broad objectives of the survey were to:

1) Gain understanding of the community's knowledge, attitudes and
practices in regard to health, as viewed by village leaders.

2) Identify socio-cultural factors influencing health.

3) Identify traditional practitioners, the services which they provide
and their training needs. ,

4) Provide a foundation for planning health centre services including
health education to the commumity.

5) Establish rapport with and secure the cooperation of village leader:.

The findings of this survey provide a valuable and interesting insight
into village life in rural Lesotho.



PREFACE
PART II

January 25, 1977

Mr. Leonard Pompa
Ar/ESA

xognnom (New State)
US f)apartnmt of State
Washington, D.C. 20523

Dear Mr, Pomra:

After soms five years of active work our program of Maternal and Child
Health in Lesotho, conducted mursuant to an agreemont hetween the
Univer=ity of Californin (through imiversity Ixtension) and the Ministry
of liealth of the Kingdom of Lesotho, has drawn to a close effective
December 31, 1976, It is-not without regret that we seo our project
end, although we are certain the work itself will po on under the aegis
of the Ministry.

The projoct mmmose, as stated in our contract and work plans, was to
assist the Lesotho Ministrv of llealth to reduce preventahle mternal

and child morbidity and mortality by establishing or improving hasic
maternal and child health services and Ly introducing family planning
sorvices. This was to he accomplished by directing activities toward
the rural populations of Lesotho with the limitation of not substantially
increasing Ministry tudgets for facilities, personnel or operating costs,
A major area of emphasis was training of various commmity health
workers. We approached this goal with a program designed to create a
staff of mid-lcvel health professionals who would be capable of sumer-
visiﬁ coordinating and delivering maternal and child health services
incl family plarming.

Our participant training program concentrated on training murse-midwives
as family planning nurse practitioners. To this end, we enrolled four
nurse-midwives at the Downstate Medical Center program in Rrooklyn and
trained eight in our Santa Cruz program. In addition, we conducted
special administrative and management programs for the chief matron and
the acting coordinator of MCH services in Lesotho. All the particinants
at Santa Cruz were enrolled in a Training of Trainers program desiened
to develon their program plannine and training skills, Thus, we have
successfully trained a cadre of mid-level health workers vhio with n
minimm of outside assistance can now orpanize anl conduct their own
in-service training programs in 'JYFP,
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- A new direction in our participmnt training program was lmmnched fast

year with the training and cmifiatlmlgg four femily plamning nurse
practitioners in Lesotho, It is our cpinion that this in-country
training program should be continued and expanded so that Family Murse
Practitioner training can become institutionalized in Lesotho with some
outside consultative, material and logistical assistance.

At the request of the Lesotho Ministry of Health we have assisted in

the creation and devel t of a Health Bducation Division, One of

the main fimctions of this Division is to raise the level of health
sareness of rural populations, thus supplementing and supporting the
clinical MCH/FP service and training programs. We have provided training
for the Director of this Division which led to his receiving an A.S. degree
in Health Education. We have sent a member of the Health Fducation staff
to Meharry Medical College for mitrition training and other staff have
traveled to Ibadan, Nigeria for femily glming training. We believe that
the Health Bducation unit can now finction effectively without further
donor assistance, particularly when the director returns from additional
training in the United States.

A second ares in which we concentrated our efforts in an attempt to
basic MH services was at the health delivery level. Tsakholo in

the Mafeteng district of Losotho was selected by the Lesotho government

as a site in which to creste a model rural health center and to develop

it into a national rursl health training center. Our project was able to:

1) assist in the improvement of the health facilities at Tsakholo,

2) provide medical supplies, equipment and library materials,

3) train clinical staff as mmrse titioners,

4; provide logistical suport as vehicles and radio transmitters,

5) provide technical advice in developing child-spacing services, high
risk assessment of women and children, nutrition and health ehucation
and improved curative services.

Through this input, the hard work of the Basotho and intermnational donors,
Tsakholo has became an exemplary rural health center and has becams, to a
degree, a national health training center. Recause of a lack of housing
for trainees at Tsakholo, our former staff house is now bein; used as a
temorary dormitory. This allows six nurses at a time to have recilance
training at Tsakholo.

Over the past two years efforts have heen made to expand comprehensive
maternal and child health services and health oducation activities to
other rural arcas, Most rural health clinics have heen reached with
in-service and health education training programs, and soveral rural
centers :uch as the one at Mphaki have significantly modified and improved
M1 services,
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All of this is good, and we feel proud of the work done by our staff
and their Basotho counterparts: but the surface has only scratched
in providing comprehensive MQi service nationwide in Lesotho. We are
therefore naturally interested in future U.S, foreign assistance to
Lesotho. We believe that any currently plamed projects which includle
support of MOI care in Lesotho must contain a strong component of rural
family morse practitioner training and a component consisting of training
for village health volunteers and workers. If this is not included, the
accomplishments of the past five years will certainly bhegin to be lost,
This type of continued support must be set up quickly or provided on an
interim basis. A gap in nurse practitioners training of up to eighteen
months would certainly result in a serious loss of momentun,

We believe the timing was appropriate to remove our two field staff

because the Basotho have demonstrated competence in the areas in which

we were assisting them. But, there is still a strong need for institutional
support like that given by Dr. Ren Major who coordinated the recent nurse
practitioner course conducted in Lesotho. The stage is set to expand

murse practitioner and village health worker training in Lesotho. Any
delay in providing assistance in this area would be counter-productive,

Let ne add that ws would be pleased to offer our services in any way we

can to assist in the transition to s new program,

Sincerely,
%MAW
Carl T sen
Dean
CT/md
cc: Minister of Health - Patrick Mota
Lou Gardella
Paul Struharik
John Keen

Jaee; Pranks
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RECOMMENDATION

The University of California Extension/Santa Cruz (UNEX) was charged
under this contract to introduce MCH/FP services in Lesotho that the country
could afford and could replicate. The reason for the success of the project
lies in large part to the dedication of mid-level Basotho staff, Despite
three changes of Ministers of Health and two changes of Permanent Secretaries
of Health, the staff at the service and implementation level continued their
work and supported the goal and objectives of the project.

The University staff, working in close cooperation with their Basotho
counterparts, has recommended that:

1) Outside consultative, material and logistical assistance should
be identified as needed to continue:
a) localized family nurse practitioner training,
b) monitoring of the village health volunteer or Traditional
Birth Attendant Program at Tsakholo,
c) development of a coordinated Family Health Council.

2) Institutional support should be sought for medical input (OB-Gyn.,
Pediatrics, etc.) for the localized nurse practitioner training
progran.

3) Local full time administrative capability should be designated
to assist in the continued development of the infrastructure for
Tsakholo as a national training facility in rural health. To meet
the needs of future health projects and local training programs,
the Ministry must develop the Tsakholo Rural Health Training Center
in a practical way that should include permanent staff, logistics,
and housing for students.

4) The School of Nursing should be assisted as requested with tutorial
staff as well as curriculum advisers while local nursing faculty
are updated in family nurse practitioner skills.

5) The Ministry should continue to evaluate and modify health education
programs in accordance with national development.

6) When the government policy permits, the Health Education Unit in
coordination with other service sectors should implement a more
liberal family planning education and service program.

7) To implement MCH services more effectively, the Ministry should
establish a unit within the Ministry to plan, coordinate, and
evaluate MCH activities.

8) The Ministry should capitalize on the experience gained from the
UCSC Project for the planning and implementation of future health

projects.



GENERAL RECOMMENDAT IONS

1. In reviewing the health system of Lesotho, we believe it is not good
planning to concentrate most of the health delivery system in Maseru,

Donor agencies are planning to expand or build a new hospital in Maseru and
to provide technical assistance in the area of planning. This has proven

to be a mistake in other countries, i. . the John F. Kennedy Hospital in
Liberia, because this concentration drains the national health budget and
leaves little left over to improve rural health services. Since these
nations have limited resources, better utilization of facilities and manpower
must be made to improve rural health. Midwives, nurses and public health nurses
must be given additional training within their own country, in their own
schools so that they can eventually provide family health services within

the capability of a family nurse practitioner. These family nurse prac-
titioners should also be able to do health education

These health professionals are already providing this service but .
their skills should be upgraded through a locally developed training program.
This would eliminate the necessity of developing a new cadre of health

technicians.

2. It has been proposed that the MOH develop a plan to train 'Health
Education Assistants" and deploy them to each district so that they can carry
out the day-to-day health education activities. This again is a service

that should be provided by a family nurse practitioner already assigned to

the district.

3. The overall recommendation that we can make is that the health planning
be directed toward maximizing impact in the rural area given limited resources.
This is the charge of many donor agencies but they often fall victim to
developing urban health facilities or expending resources in extensive plan-
ning activities.

SPECIFIC RECOMMENDAT IONS

1, Devglopmen? of a Rural Health Training Center
It is feasible to develop a training center in a rural area provided
that the Government is willing to provide:

1) Staff housing
2) Classroom space
3) %tudent Housing
British funds have been available for several years for a dormi

but these funds have never been utilized.) ¢ mtory
4) Training Materials
5) - Food
6) Adequate Training Staff

The Government must be willing to recognize the training at a rural
center as necessary and valid in career development, Trainees should be
gua?anteed placement within the government health service and be properly
equipped gnd placed at a facility where they can utilize their skills. For
example, if a student is taught FP techniques she should have the facility
and supplies to be able to offer FP services.



2. All nursing and midwifery students should have segments of their training
at a rural training center. This will acquaint the students with the problems
and needs of the rural population. Health delivery in the rural area is
different from delivery in the urban area simply because of backup support
being available in the urban area. A rural based nurse midwife or nurse
practitioner is often required to deliver full family health services. It

is important that new health professionals be acquainted with this reality.

3. Because of problems of acceptability to both the Government and the
population, family planning should be promoted as an integral part of MCH
services. This concept is acceptable and favored by those health professionals,
paraprofessionals, and villagers with whom we have had contact. Additionally,
free-standing family planning clinics represent an additional expense that a
developing nation such as Lesotho can i1l afford.

4. Vehicles and a transportation system to support rural MCH activities

were introduced by this project. The system functioned during UCSC's presence
in Lesotho, but we are skeptical that the Ministry will be able to maintain
the system with its limited resources. Once providing gasoline became the res-
ponsibility of the Ministry severe mileage restrictions were placed on the
vehicles. The maintenance of American vehicles, Chevrolet Blazers and
Suburbans in this case, was difficult but possible because parts and service
were available in Ladybrand, R.S.A. Supplying similar vehicles in other
project countries should be carefully examined so that the vehicles do not
become a 1liability rather than an asset.

A combination of horses and low maintenance Combis that do not require
excessive petrol, can meet transportation needs in rural Lesotho. The use
¢ expensive, gasoline consuming, four-wheel drive vehicles should be care-
fully examined. They probably are not necessary and again tax Ministry resources.

5. Medicines and Supplies

Numerous medicines and supplies were provided on a trial basis during
the life of this project. These proved vital to introducing improved MCH
services in the pilot area. A decentralized supply system utilizing district
hospital supply storage facilities should reduce the likelihood of rural
facilities running out of medicines. Because of budget limitations and the
irregular flow of supplies into Lesotho, erforts need to be continued to
insure a well-running supply system. Donor agencies should play an important
role in providing medicines and supplies and helping to insure their adequate
and timely distribution. A.I.D. can play an important role in insuring an
adequate and constant supply of contraceptive supplies until a suitable commer-
cial or other system is developed.

6. Equipment ) .
Delivery tables were shipped during the early stages of this project,

This proved to be expensive and unnecessary because they can be cheaply

constructed locally. When feasible, locally constructed items should be

favored over commercial equipment shipped in from outside. In general,

emphasis was placed on supplying diagnostic ard educational equipment,

These items proved to be extremely important to the project. We would recom-

mend a generous budget in future projects for items such as projectors,

felt boards, pelvic models, local graphics, films, slides and diagnostic

equipment such as, oto-ophthalmoscopes, sphygmomanometers and stethoscopes.
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7. Development of a demographic and health data collection system,

This project conducted several small surveys that provide valuable
information about the service population. We believe that extensive, complex
and expensive survey information is unnecessary and of little value, Simple
surveys such as those contained in this report can be of use to Ministry of
Health personnel and future donors interested in imprcving rural health in
Lesotho. Surveys should also be conducted, as these have been, by working
closely with the Bureau of Statistics, health personnel, University students,
staff and faculty, Ministry officials and other donor agency personnel,

In this way, there is local ownership and understanding of the data retrieved

through the survey.

8. Participant Training

Nurse miqwiveg were brought to Santa Cruz and to Downstate Medical Center
to expand their clinical family planning and training skills. The purpcse
of the participant training component of this project was to develop a cadre
of health professionals who could conduct training similar to that which
they received in the United States. At the close of our project a local
training capability had been demonstrated. We believe that participant
treining is another vital component of a project of this type. The number
of trainees brought out of country should be determined by such factors
as the existing local training capabilities, and the number of trainers
required to establish and maintain a new or expanded training program such
as a nurse practitioner program.
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INTRODUCT ION

Inception of the Project

Need

A significant gap is growing between the rural and urban centers
of Sub-Saharan African countries. According to a major statement of USAID's
involvement in Maternal and Child Health and Family Planning ("'An Approach
to Population Planning in tropical Africa'), by Ernest E. Neal and Ain H.
Kivimae) while rural areas retain their traditional tribal influence,
urban centers are becoming economic and political centers, the avant garde
of social change. Though urban growth is necessary for the development
of Sub-Saharan Africa, the increasing rate of rural migration to urban
centers creates a potential for economic and political disruption.

This "population in transition' (PIT as Neal referred to it) has,
it should be emphasized, a growth rate much higher than the total population
increase for any of these countries. This population could pull limited
government resources from alternative piojects if employment oppo~iuni‘ies
and social welfare and health provisions become inadequate. It is high.y
unlikely that present or future government resources would be available
in sufficient amounts should discontent from unemployment, poverty or ill
health cause mass frustration and political instability.

The idea of family planning, with a major thrust toward the popu’ation
in transition and groups at the subsistence level, presents itself a: a
possible solution to this problem. The population and health problems uxi
the cities and the rural areas cannot be disconnected from each other.
It is the marginal nutrition, poor sanitation, and low health standards
characteristic of the rural subsistence level groups that are driving them
to the cities and transforming otherwise stable rural populations into
transitory populations. Though the tribal society might provide a safety
valve and a secure social haven until strong, prosperous cities develop,
there is little hope of stemming migration unless rural conditions are
improved. Family planning in rural areas can serve to reduce population
growth rates at the same time as it increases health services and thereby
improves the quality of life.

On a continent where there is little pressure of population on the
land, where primitive subsistence farming requires many hands, and where
up to 50% of the children die "efore they reach the age of five, there
is limited support for programs which would control or reduce population
growth. However, there is widespread concern about the high death rate
of mothers and children, health officials recognize the interrelationship
between too frequent pregnancies and the health of mothers and babies,
and all health officials accept the principle that child spacing for high
risk mothers is an essential element in good maternal and child care.

According to Neal's report, ''In Africa there is still time to develop
policies and programs designed to reduce the rate of rural-urban migration
and to reduce the fertility rate of the population in transition. If this
cannot be accomplished in the next decade, the cities of Africa will become
not centers of civilization and development, but centers of mass human
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misery and breeding grounds for political upheaval ard chaos."

The University of California Extension/Santa Cruz became involved
in developing a Maternal and Child Health/Child Spacing project through
the invitation of USAID, which had received requests from several African
countries for assistance in improving programs for maternal anc child
health. In October, 197U, AID requested that the University of California
Extension submit a proposal for such a project and also sent guidelines within
which the proposal should be developed. These guidelines are entitled
'""Terms of Reference for Potential Contractors.'" These terms of reference
are quoted below.

TERMS OF REFERENCE

Summary

The objectives of this proposal are (1) to contribute to the
reduction of preventable maternal and child deaths and the improvement of
the quality of life of African mothers and children, (2) to promote awareness
and acceptance of the values of child spacing, and (3) to initiate child
spacing services without necessitating the political development of a
national policy on population matters. This will be accomplished by the
expansion of MCH services to include nutrition and family care education,
the identification of women for whom pregnancy would constitute a serious
medical risk, and the provision of contraceptive services for thse women.

The project will assist interested African countries to initiate
or improve dispensary services to mothers and children. It will operate
in existing dispensaries with personnel already on the job, supplemented
by selected village women volunteers. It will provide the field training,
field supervision, and clinical supplies needed to enable these workers
to give minimal but effective MCH and child spacing services within the
limited health resources of rural Africa. Based on pilot experiences in
three or four countries, other African countries will be encouraged to
initiate similar programs and this project will provide training for their
national trainers and supervisors.

The Situation

While African interest in population problems is not widespread,
there is general awareness and concern about the high death rate of mothers
and children. Although each country is striving to provide basic maternal
and child health services, these services are frequently limited to urban
populations, emphasize curative more than preventive measures, and include
minimal nutrition and little or no child spacing activities. The only
health services available in large parts of rural Africa beyond the care
given by indigenous healers and untrained midwives are mass immunizations
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which are given by mobile teams, and dispensary care provided by minimally
trained dispensers. Present and projected budget allocations for health
provide for a limited expansion of basic health services each year, but
other new programs requiring additional facilities or :training and employ-
ment of new cadres of health personnel are unrealistic.

Malnutrition, preventable infectious diseases, poor home hygiene,
frequent pregnancies, inadequate care during pregnancy and delivery, and
hazardous cultural practices associated with childbirth and infant care
are major contributors to the high morbidity and mortality of mothers and
childrzn. Each of these could be influenced by an MCH service which is
less than complete and which can be given by auxiliary health workers.

Simple laboratory techniques and medically sound indices for inden-
tifying high risk women are available and could be used by dresser level
auxiliaries after short intensive in-service training. Provision of
a simple screening service followed by treatment, contraceptives, and/or
referral as indicated could serve as a stimulus for beginniag other basic
MCH services and for teaching better child care and nutrition,

At least one central African country is successfully experimenting
with the use of volunteers to give primary health care in villages which
have no other health service. Similar volunteers could be taught to give
basic MCH clinic services, to demonstrate and teach simple child care,
and to encourage and interpret child spacing practices.

Strategz

This project is designed to meet both U.S. and host country objectives
by: 1) contributing in a practical, visible way to the improvement
of MCH services which have been given high priority by each
country's health administration;

2) providing a non-controversial medical basis for the intro-
duction of child spacing and family planning;

3) demonstrating a service which can be extended throughout the
country and the region without substantial increases in facilities,
personnel, or operating costs; and

4) actively involving village people by inviting them to select
and sponsor their own volunteer family health workers.

Course of Action

Phase I of the project will be carried out in selected rural dispen-
saries (approximately 2) in each of an estimated four countries, both
English and French speaking, which have expressed an interest in parti-
cipating in the project, and which have a suitable health services system
to serve as a base for a pilot program. The four pilot areas will include
approximately 400,000 people, of whom, available statistical norms indicate,
approximately 120,000 will be children under the age of ten and 50,000 will
be women of childbearing age. The countries under consideration will be
visited to develop a tentative action plan for each pilot program including
an assessment of existing MCH services and other programs on which to base
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the project in that area, and the inputs required from the host government
and external donors.

It is expected that the project development visit will be scheduled
soon after the first of the year and that the contractor will participate
in this feasibility study.

The Project will be directed by a field-based U.S. Coordinator. A
team of two U.S. public health technicians will be assigned to each pilot
country. With their national counterparts, they will give dispensary personnel
two four weeks intensive training in basic maternal and child health services
and health teaching which can be carried out in the dispensary.

The dispensers will also be taught to identify certain medical con-
ditions which make pregnancy inadvisable without prior adequate medical
treatment and supervision. They will be encouraged to screen all women
dispensary patients of child bearing age and to discuss child spacing and
offer contraceptives when medically indicated. The screening process will
involve observation, brief history, and certain simple laboratory tests and
measurements which the dispenser can perform under field conditions. The
Ministry of Health in each country will determine the medical indices to
be used and the kinds of contraceptives which can be distributed by the
dispenser. Medical conditions which make pregnancy a risk and which can
be identified or suspected by the dispenser include:

less than 24 months interval since last pregnancy
six or more previous pregnancies

history of toxemia, difficult delivery or caesarean sections
under 15 or over 40 years of age

small pelvic measuremefits or deformity

heart disease

untreated syphilis or other venereal disease
uncontrolled diabetes

active tuberculosis

severe anemia

high blood pressure

blood, sugar, albumen, or bilirubin in urine

high blood sugar or blood urea

In selected areas, villagers will be invited to select a woman volunteer
who will be trained by the project staff to assist the dispenser. The
volunteers will be taught to make home visits to all new mothers to encourage
them to come to the dispensary for health supervision and child spacing services
and to explain and encourage the use of contraceptives by all women for whom
they are indicated. They will also learn how to weigh babies and distribute
food and vitamin supplements, to demonstrate preparation of a high protein
weaning food, and to teach simple practices of home hygiene, family nutrition,
and child care. The length and nature of the training of these family health
aides will be determined by the project team.

The project will develop a suitable records system and will provide each
dispensary with the contraceptives, food supplements, additional drugs and
equipment necessary to implement the new MCH services and to accommodate the
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increase in patients which can be expected to result, A system for delivery
of these and other dispensary supplies will be developed,

_ Follow-up assistance will be given by the project staff to each worker
in his own dispensary and in follow-up training conferences to be held at
six month to nine month intervals.

A plan for evaluating the effectiveness of these new services will
be developed early in the first year. The training program will include
instruction in the collection of evaluative data, and the follow-up field
visits will provide opportunity for on-site supervision of data collection
and for observation of program methodology and effectiveness. In pilot
countries where demographic surveys are being carried out, they will be
coordinated with this project and will serve both to identify need and to
measure results of the MCH/Child Spacing services.

In collaboration with Ministry of Health officials, the team will develop
and participate in orientation and training programs for middle and higher
level health workers to ensure their support and technical backing for the
dispensary program.

During the second year of Phase I, modifications in the program will
be made as indicated and a plan will be developed for extension of the services.
Emphasis will be placed on the training of trainers and supervisors in each
participating country. The project will provide supplies for the dispensaries
in gradually smaller amounts, with the host countries assuming total costs
and program responsibility at the end of the project period.

Phase 1I

During Phase II, in light of the experience gained in Phase I, training
of trainers and supervisors will be extended to other portions of the countries
already engaged and to other interested African countries. From a regional
base, U.S. technicians will assist in the initiation of new programs and the
expansion of existing ones. It can be anticipated that more extensive family
‘planning services can be introduced before project phase-out.

Proposed Inputs

During Phase I (1971-72), U.S. project staff will include a project
coordinator and, for each pilot country, a training team consisting of two
public health nurse educators, essential vehicles, and supplementary drugs
and equipment for MCH services for project dispensaries. The training teams
will be supplemented by medical and statistical short term advisors as
needed. Technicians in the Francophone countries will be required to have
a working knowledge of French.

Each participating country will be expected to provide a focal point
in the national Ministry of Health for project development and administration,
counterparts for the U.S. trainers, dispenser and volunteer trainees, and the
facilities of functioning dispensaries selected to participate in the project.
In addition, each country will request UNICEF participation in the provision
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of food supplements, clinic supplies, and local training costs.

In Phase II (1973-75), the project will make available four U.S.
technicians on a regional basis, and participant training in MCH/FP for
national program heads from an estimated eight participating countries.
The project will provide drugs, dispensary suuplies, and contraceptives in
a decreasing amount during this phase of the project.

Evaluation

Criteria to be used in evaluating project effectiveness will include:

1) extent to which program is adopted and supported in African countries,
2) reduction of preventable maternal and child morbidity and mortality
in populations served,
3) numbers of women screened for medical contraindications to pregnancy,
4) extent of demand for and consistent use of contraceptives, and
5) estimated number of pregnancies delayed or prevented among the
target population.

In order to clarify the possibility of such projects in Africa, Mr. Ernest
Neal and Ms. Elizabeth Hilborn, representing AID, visited The Gambia, Benin
(Dahomey), Niger, Cameroon, Lesotho, Swaziland and Mali, in order to select
three or four countries which would be appropriate for pilot programs. They
set out to explore the attitudes of health officials in these countries toward
M(H services, their attitudes toward child spacing, and the feasibility of
developing a training program and that of AID support, as well as to choose
prospective countries.

Their findings, in '"Report of the Exploratory Site Visit Team for the
Maternal and Child Health Extension Project," October 6 - November 12, 1970,
were that these countries had health centers and health programs in various
degrees of development. Health services were generally available to urban
populations but rural coverage varied greatly. One of their most important
findings was the fact that the Ministry of Health in each country was favorable
to maternal and child health services including child spacing for medical reasons.
The only strong negative feeling was against organized public propaganda programs
promoting family planning. With the exception of Swaziland, all the countries
visited expressed a need and a desire for maternal and child health services.
They especially emphasized the need for training and equipment since lack of
funds prevented the hiring of personnel to train field workers and to supply
vehicles, drugs and other supplies.

As was expected, health services in these countries decreased as the
distance from the central cities increased. One major deficiency in all the
countries, especially in the rural areas, was found to be the number of
nurse/midwives and medical social workers available. On the other hand,
it was found that the participation of the World Health Organization was
significant in all of the countries except The Gambia. With the strong
support of the Ministries of Health in each country, WHO had been assisting
in development of basic health services. Further, WHO representatives indicated
that they would welcome AID projects and emphasized the need for close
cooperation with existing governments and present WHO activities.
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As a result of Mr. Neal and Ms. Hilborn's visit the following
recommendations were made: pilot projects should be initiated in six
of the seven countries visited (The Gambia, Dahomey, Niger, Cameroon,
Lesotho and Mali) at intervals which would allow "a gradual phase-in,"
If it were not feasible to include six countries in the initial program, then
a regional thrust should be undertaken, The Gambia, Dahomey (Benin), Mali
and Niger would be defined as one region, while Chad and Cameroon would
comprise the central region, and Lesotho and Botswana would be the initial
project area for the southern African region. If sufficient funds should
become available, programs for each region would be initiated. A third
alternative, as stated in the Report, "would be to develop a bilateral Maternal
and Child Health/Child Spacing (program) in Lesotho, and to include assistance
to the extension of MCH and the introduction of child spacing in the University
Center for the health sciences project in Camercon,'" Finally, if none of
the above projects should prove feasible, then " ‘e Gambia, Dahomey (Benin),
Lesotho and Niger should be selected as pilot pruiect countries since they
are nearing the 'take-off point in family planniug."

The University of California Extensien at the Santa Cruz campus (UNEX),
in response to AID's ii.itation, convened an Advisory Committee on International
Programs and a Technical Committee, made up of experts in the area of public
health services and administration®, and formulated a proposal which was
submitted to AID (Maternal and Child Health and Family Planning Project
for Africa). Major objectives of this proposal were to contribute to the
quality of life of African families through increased health services;
to promote an awareness and acceptance of the value of child spacing; and
to develop a program which would provide child spacing services that could
be duplicated throughout the country without a substantial cost increase.

The University's plan emphasized the training of African personnel in
more effective MCH services rather than increasing goods and supplies, since
the training of personnel rather than the injection of commodities into
the countries would have a more permanent effect. It stressed the importance
of seeking the advice and consultation of the recipients of the services
in order to develop a program relevant to their needs. For example, a major
point in the overall strategy was the determination of the role of fathers
in these countries and a concentrated effort to include them in the decisions
of child spacing. Another aim was identifying women considered to be high
risks for prenatal and postnatal morbidity or mortality, and attempting to
introduce contraception to this group of women first. Also included in this
proposal were plans for a feasibility study, a preliminary estimate of supplies
needed, and a preliminary budget. The major purpose of the feasibility study
was to refine the original estimates.

The feasibility study was submitted by: Mr. James A. Franks, Program
Coordinator at the University of California Extension, Santa Cruz; Doctor
Charles Beal, Senior Physician Consultant, University of California, Santa
Cruz; Mrs. Carlee Leftwich, M.P.H., Public Health Nurse Consultant,
University of California, Santa Cruz; and Ms. Elizabeth Hilborn, US/AID
consultant to AID from H.E.W., after a visit to The Gambia, Dahomey (Benin)
and Lesotho. These countries were selected as the initial pilot countries
in a five year regional project "to improve the health and well being of
mothers and children in several countries in Africa by demonstrating an

* See Page 25 for Advisory Committee.
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effective method of expanding government maternal and child health/ckild
spacing services." During Phase I -- the first two years -- the project
would be confined to Dahomey (Benin), The Gambia and Lesotho, with a major
objective of developing pilot demonstrations to produce models for the expan-
sion of Phase II, The study recommended model health centers as the base of
operations where high risk mothers would be identified and treated, and
training and health education would be implemented. The expected population
base to be served in the three specific demonstration areas was estimated

to be 159,000.

US/AID responded to this Field Study with a '"non capital project paper"
(PROP) dated June 10, 1971, which proposed that AID 'undertake a regional
project to improve the health and well being of mothers and children in
several countries in Africa by demonstrating an effective method of expanding
government maternal and child health spacing services." The PROP outlined
a project which would be carried out in two phases. During Phase I the
project would operate in existing health facilities. It would provide field
training and supervision for personnel already on the job as well as clinical
supplies needed by these workers to give minimal, but effective, MCH/CS
services. The project would also study and help develop necessary backup
services for such activities. Finally, after the two year period of Phase I,
the activities in the '"pilot experience will be evaluated for their technical,
economic, social and political acceptability."

During Phase II, the project would assist participating countries to
replicate successful pilot zone activities in other areas and to integrate
appropriate pilot activities in the total government health services system,
Emphasis in Phase II would be placed in training nationals as trainers and
supervisors. It was anticipated that AID assistance would be given for up
to a total of five years in any one participating country, with a total
maximum pr1aject life of eight years. The PROP provided additional informatior
about project goals, purposes, 'inputs', '"outputs', rationale, anticipated
project activiiies, and a general blueprint for developing a detailed project
proposal. (The PROP follows immediately below).

Non Capital Project Paper (PROP).

Country: Africa Regional Project No. 698-11-580-358
Submission Date: June 10, 1971 Original: X
Project Title: Maternal and Child Health Extension
U.S. Obligation Span: Fy 1971 through FY 1975
Physical Implementation Span: FY 1971 through FY 1976
Gross Life-of-Project Financial Requirements:

U.S. Dollars $3,602,000



A.  SUMMARY

It is proposed that US/AID undertake a regional project to improve
the health and well being of mothers and children in several countries in
Africa, by demonstrating an effective method of expanding government Maternal
and Child Health/Child Spacing services. The objectives of the project are
(1) to contribute to the reduction of preventable maternal and child deaths
and the improvement of the quality of life of African mothers and children,
(2) to promote awareness and acceptance of the values of child spacing, and
(3) to initiate appropriate child spacing services without necessitating the
political development of a national policy on population matters. This will
be accomplished by the expansion of MCH services to include nutrition and
family care education, the identification of women for whom pregnancy would
constitute a serious medical risk, and the provision of contraceptive services
for these women.

The Project will be implemented in two phases. During Phase I the
Project will assist selected African couhtries to initiate or improve MCH
services in defined pilot areas. It will operate in existing dispensaries
and other health facilities with personnel already on the job, supplemented
by selected village volunteers. It will provide the field training, field
supervision, and clinical supplies needed to enable these workers to give
minimal but effective MCH and child spacing services within the limited
health resources of rural Africa. It will also study and help to develop
the back-up services (administrative and technical support, logistics,
training materials, etc.) which are essential to the functioning of each
pilot activity. At the end of 2 years, the initially scheduled period for
Phase I, the nilot experiences will be evaluated for their technical, economic,
social and political acceptability. Based on the evaluation, recommendations
will be made concerning replication and expansion of effective MCH/CS activities.

During Phase II, the Project will assist the participating countries
to replicate successful pilot zone activities in other areas and to integrate
appropriate pilot activities in the total government health services system.
It will also encourage other African countries to initiate similar programs.
During Phase II, emphasis will be placed on training national trainers and
supervisors. The length of time needed to complete this second phase will
be determined by the extent and complexity of the replication undertaken.
However, it is anticipated that A.I.D. assistance will be given for up to
a total of 5 years in any one participating country, with a total project
life of 8 years.

To carry out this project, A.I.D. will contract with selected U.S.
institutions to provide technicians (2 per country plus field coordination
and back-up support personnel), training equipment, essential vehicles,
contraceptives, and supplementary drugs and equipment for the pilot area
health services. In addition, participant training will be provided for key
national personnel. Each participating country will provide a focal point
in the national Ministry of Health for project development and administration,
counterparts for the U.S. trainers, health services and volunteer trainees,
and the facilities, personnel and operating costs of the health services
selected to participate in the project. In addition, each country will request
other donor participation as appropriate in the provision of such items as food
supplements, clinic supplies, and local training costs.
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Total project costs per participating country, based on initial feasibility
studies are estimated as follows:

Phase I Phase 2 TOTAL

(years 1 and 2) (years 3,4, and 5)
Personnel 233,536 417,021 650,557
Participants 17,400 39,266 56,666
Commodities 114,841 125,085 239,926
Other Costs 105,625 147,895 253,520
Total 471,402 729,267 1,200,669

The total funding requirement at this time is $1,414,200. This will

provide for 2 years of assistance to pilot activities in 3 countries.

This overall project PROP is supplemented by attached information and
individual pilot activities. Additions may be made by amendment, including
revised project cost authorizations, since it is expected that the overall
project design will be applicable to a substantial number of African countries.

B. THE SEITING

Major health problems of all African countries include very high infant
mortality, malnutrition and high incidence of commnicable disease,
much of which could be reduced through improved sanitation, proper nutrition
and better use of presently available health facilities for MCH services.
Frequent pregnancies, inadequate care during pregnancy and delivery, and
hazardous cultural practices associated with childbirth and infant care are
ai§gdwajor contributors to the high morbidity and mortality of mothers and
children.

The health infrastructure of each country provides at least minimal
hospital and public health service to all the major centers of population
and each has a beginning network of health centers and dispensaries radiating
out from these centers into the rural areas. There is wide variation in the
extent of coverage but in every country large numbers of rural people have
no health care except that given by indigenous healers and untrained midwives.
Mobile services provide infrequent mass Jmmmization against a few endemic
diseases. Health services that do exist in the most remote centers are almost
entirely limited to the care of the sick, personnel are inadequately trained
and unsupervised, and medications and equipment are continually in short
supply. Present and projected budget allocations for health provide for a
limited expansion of basic health services each year, but other new programs
requiring additional facilities or training and employment of new cadres
of heath personnel are unrealistic. Roughly 80% of the health budgets are
spent in urban areas and 20% in rural areas, whereas from 80 - 90% of the people
live in rural areas.

On a continent where themr is little pressure of population on the land, where
primitive subsistence farming requires many hands, and where 50% of the children
die before they reach the age of 5 there is only limited and spotty support
for programs which would control or reduce population growth. However, there
is widespread concern about the high death rate of mothers and children, and
most government health plans give high priority to the development of maternal
and child health services. In all of the countries where this project has been
discussed, health officials recognize the interrelationship between too frequent
pregnancies and the health of mothers and babies and all accept the principle
that child spacing for high risk mothers is an essential element in good maternal

and child care.

Despite the similarities in major health problems, health service
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coverage and attitudes toward population control, there are a number of
country or area differences which need to be considered in developing models
for the extensiun of MCH services in Africa. These include the influence
of climate and of desert, savannah or forest on health practices and health
service delivery; the difference in people - nomadic or settled, traditional
subsistence farmers or populations in cultural and economic transition; and
the variation in health personnel and health delivery systems between anglo-
phone and francophone countries.

C. PROJECT PURPOSE

The goal toward which this Project is addressed is the improvement
of the quality of life of African mothers and children through the reduction
of preventable maternal and child morbidity and mortality and the acceptance
of child spacing as an essential health service. The purpose of this Project
1s to find and demonstrate simple but effective ways to improve MCH services
including child spacing and to extend these services to previously unreached
population groups without necessitating substantial increases in facilities,
personnel or operating costs.

The expected end of project status is the establishment of basic
MCH services which emphasize prevention of illness and death, include child
spacing and which are being provided to previously unreached populations.

D.  RATIONALE

In other regional projects, A.I.D. is assisting African countries to
gather demographic data, study the relationships of population growth to eco-
nomic and social development, train a cadre of leaders in population and
family planning concepts and techniques, and develop a few centers of
excellence for continuing research and study in the fields of demography and
population dynamics.

This Project provides another dimension to A.I.D.'s total population
Tnput in Africa in that it approaches the problem at the level of direct
services to people. It introduces to them the concept of child spacing as a
health service and searches for ways to motivate them to want to space their
children. At the same time, it develops feasible ways to extend the local
health services through which family planning services can be given.

If child spacing, even on a limited scale, is accepted as an essential
part of basic MCH services in countries where these health services are just
beginning to develop, it will grow with the health services. Also, family
planning services will exist, ready to expand as the demand for them increases.

This Project addresses the following problems: the high level of
preventable illness and death of African mothers and children; large numbers
of people unreached by present health services which are largely curative and
provided by small numbers of inadequately trained health workers; cultural
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and traditional beliefs and practices which militate against changed health
behavior; political and social objection to population control; and limited
administrative and financial resources, both present and projected, for
health service development.

Conditions which augur for the appropriateness of the Project
include widespread African concern about the high infant aid maternal death
rate, the high priority being planned for preventive health services, the
support being given to basic health services pilot projects, active local
community development programs, the growing interest in demography and its
relationship to development and the acceptance by health authorities of the
concept of child spacing for high risk mothers.

This Project is designed to study and demonstrate, in several
settings (rural and urban, desert and rain forest, traditional and transi-
tionalg that the role of existing local health workers can be expanded to
include giving simple MCH services which will affect the health of mothers
and babies. Emphasis will be placed on services which can be provided with-
out necessitating substantial increases in drugs or other recurrent costs
and on activities which will motivate people to change their own health
behavior. The concept of child spacing will be introduced as a preventative
measure for high risk mothers rather than as a means of family limitation.
Overall increase in cost to host governments will be extremely modest and
should not inhibit pilot area activities from being rericated elsewhere
in the country or in other African nations.

Alternative approaches have ..en considered, but none seem as
appropriate as that proposed here. Such methods as mass campaigns against
endemic or epidemic disease, construction of more health care facflities and
schools or supplying large numbers of health personnel all place an
eventual severe financial burden upon the country, and none addresses itself
particularly to the urgent need to bring about change in the environment and
practices within the home. As to the introduction of child spacing techniques,
the approach through the identification of high risk mothers is acceptable
to nearly all health personnel, whereas contraception for population control
is not. An alternative would be to funnel all funds through voluntary family
planning associations. However, voluntary associations historically have
concentrated their activities in urban localities and have never reached more
than a small proportion of the population. In addition, confining support
to private groups could have the effect of deterring the inclusion of contra-
ceptive service as a part of government MCH services. This would violate the
basic principle that child spacing is an essential and integral element of
good maternal and child care and would deny family planning services to the
great bulk of the population for whom the government is the only provider
of health care.

This Project recognizes the essentiality of reaching the orepon-
derantly rural population in Africa with family planning services if popula-
tion growth rates are to be significantly influenced. It provides for child
spacing within the context of improved MCH services as the best available
means of doing so. Acceptance of family planning is expected to be gradual,
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as is the case with all innovations requiring change in deep-seated custom.

Phase 1 will primarily serve to prove out methodology and establish capacity

for replication. Assistance to large numbers of people at relatively lower

g;s1st$2ce costs is expected to be achieved during the years of expansion
ereafter.

Early in FY 71, a visit was made to a number of African countries to
explore interest in a MCH/CS project. This was followed by feasibility studies
in 6 countries, carried out by consultants from 2 institutions which have
tentatively been selected as contractors for the project. Detailed proposals
for each pilot activity are attached as appendices to this report. In each
of the countries, health officials were enthusiastic in their acceptance of
the MCH approach to family planning.

Course of Action

Phase I of the Project will be carried out in defined pilot areas in
renresentative countries which have expressed an interest in participating
in the Project, and which have a suitable health services system to serve
as a base for a pilot program. The first 3 pilot areas have been tentatively
selected by a feasibility survey team in collaboration with health officials
of the participating countries. Each is a defined geographic area with a
central health unit (health center, MCH center, or maternity) and peripher-
ally located smalier health units (village clinics, health posts or dispen-
saries). Populations served vary from 12,000 to 200,000. Areas selected
represent a variety of cultural, social, political and geographic milieus
which can serve as prototypes.

A feasibility study has been undertaken in three additional African
countries with the intention if the study is favorable of initiating 3 other
pilot activities during the first operational year of the Project. Additional
pilot efforts may be deemed necessary and undertaken as the project develops.
However, expansion of project activities to additional areas will entail
approval of PROP amendments providing for appropriate revision of project
costs.

Two U.S. technicians (public health nurses, nurse-midwives and/or
health educators) will be assigned to each pilot activity and 2 public health
physicians will serve as regional field coordinators. With their national
counterparts, project technicians will:

(1) collect demographic, health status and knowledge, attitudes
and practices baseline data in the pilot area;

(2) study existing services and techniques in the pilot area and
work with local staff to improve them. This will be done by provision of
essential clinic equipment and supplies and by demonstration and training of
local personnel in health education of mothers; in techniques of preventive
and certain curative pediatric services, and in the identification and treat-
ment of high risk mothers. Personnel also will be taught the techniques of
child spacing and the value of offering such services -to high risk mothers.
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The content of the training for health education of mothers will include
family nutrition and particularly the feeding of the weanling child, home
and personal hygiene, infant and child care, value of child spacing, and use
or available health services for maternity care. Methods in health teaching
will include personal counseling, both at the health center and in the home,
lectures, group discussion, the use of demonstrations and of appropriate
audio-visual aids, and community participation in health projects. Con-
currently, and as a part of the training of personnel, a study will be made
as to which methods of health teaching are the most effective in the cultural
context of the target population.

(3) using the central service in the pilot area as a practice center,
provide short-term training for personnel from satellite dispensaries followed
by regula: on-the-job supervision.

(4) in each pilot area the development of volunteers will be attempted
through community action techniques. The volunteers recruited will be trained
to teach simple elements of nutrition and child care, the identification of
high risk mothers {by history and symptoms) and the benefits of child spacing.

(5) develop a method of regular supervision of pilot zone health
centers to assure that MCH/CS services and health teaching are being carried
out.

(6) develop an overall plan for the regular re-training of all health
personnel.

(7) develop and test health education techniques and materials for
appropriateness in the country and other developing countries in Africa.

(8) participate in the development of health records and demographic
data collection systems and test them in the pilot area as appropriate.

(9) work with the Ministry of Health to improve supply dispersal
systems to the pilot area and other outlying clinics and hospitals.

(10) participate in training programs and professional conferences
of all lavels of health personnel in the country to interpret and gain support
for pilot activity objectives and program and, on request, to provide theory
and practical training in MCH/CS techniques and services.

(11) develop a method for technical evaluation of pilot activities
and assess project effectiveness concurrently and at the end of 2 years. 0n
the basis of this assessment, make recommendations for the termination of
the pilot phase and develop specific plans for expansion.

The initiation of Phase II, as well as its design, will be dependent
on the events of Phase I. It is anticipated that by the end of Phase I the
MCH/CS services in each pilot area will be adequate to becone a model for
the replication of those services more extensively throughout the country as
well as a center for the field training of nursing students and for in-service
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training of other national health personnel. Concurrently, the pilot activity
will also serve as a model for the develcpment of MCH/CS programs in other
countries. In each pilot area the hust country counterpart will gradually
assume responsibility for delivery of services and training of national
personnel, with the U.S. technicians retaining an advisory role. The U.S.
nersonnel will then shift their major efforts to the development of MCH/CS
services in other African countries which request such assistance. Certain
health center pilot areas from Phase I may be designated as demonstration
centers for training of personnel from other African countries. Emphasis
will be placed on the training of trainers and supervisors in each partici-
pating country. The Project will provide supplies and equipment in gradually
smaller amounts, with the host countries assuming total costs and program
responsibility at the end of the project period.

It can be anticipated that more extensive family planning services
can be introduced before project phase-out, and Phase II may have a large
training component for all levels of health personnel in theory and techniques
of family planning.

During the course of the Project counterpart personnel will be
trained, both on-the-job and through participant training, to rep‘ace all
U.S. technicians and to take increasingly greater responsibility in the
management of the program. Before U.S. personnel leave, or change responsi-
bilities, every effort will be made to ensure a smooth transition to on-going
viable, nationally supported programs.

Outputs

Expected project outputs in Phase I include:

(1) Improvement of MCH services in the pilot areas as measured by
an increasing number of women using trained personnel for maternity care; an
increased number of children receiving therapeutic and preventive services,
including immunizations; an increased number of high-risk mothers being
identified and receiving specific therapy (including child spacing) toward
reduction of risk; an increased number of mothers receiving teaching in
proper health practices during clinic visits and in group sessions; and an
increased number of home visits made by health service personnel and
volunteers.

(2) Increasing acceptance of family planning as measured by the
numbers of health personnel who advise child spacing to high risk mothers,
numbers of mothers receiving this counseling, initiation of family planning
services in government health facilities, increase in demand for family
planning services, numbers of acceptors, and change in unofficial and
official attitudes regardiang family planning.

(3) Development of plans for supervision and continuing education
of local health workers and implementation of these plans in the pilot areas.

(4) Methods in health education developed and tested, appropriate
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audio-visudl materials prepared and disseminated, and both being used by
pilot area health workers.

(5) A11 health personnel in the pilot areas trained in basic
MCH/CS methods.

(6) Volunteers and other community workers in the pilot areas
recruited, trained and effectively carrying out some MCH/CS functions.

Inputs

During Phase I, AID will provide a field coordinator for each
group of participating countries, 2 public health technicians for each pilot
activity, general administrative and technical support by the contractor and-
5-6 man months of special consultant service per year in such fields as demo-
graphy, social anthropology, health education and bio-statistics. In addition,
AID will provide essential project vehicles, audio-visual and other teaching
equipment and materials, basfc clinic equipment including family planning
equipment and supplies and limited food supplements, vaccines and basic drugs
for the pilot area services. Other costs to be borne by AID will include
locally procured teaching and demonstration supplies and materials, health
survey and evaluation costs, printing, office equipment and supplies, supple-
mentary local training costs, salaries for technician support personnel and,
where necessary, initial payment of counterpart salaries or other minimal
new costs until the host country budget can be adjusted to provide for them.
Expendable commodities and local costs will be kept at a Tevel which.the
host countries can maintain at project termination and can expand country-
wide as indicated by project experience. It is not expected that this Project
will provide for any construction costs. Participant training will be pro-
vided for 2-4 key personnel in each pilot country.

In Phase II, it is anticipated that the same level of AID technical
input will be needed and that commodities, other costs and participant
training will increase as program expansion begins but will decrease sub-
stantially in the final project ymars.

Each participating country will be expected to provide a focal
point in the Ministry of Health for project development and administration,
counterparts for the U.S. technicians, pilot area health facilities, personnel
and operating costs, standard drugs and equipment, duty free entry for all
commodities, and insofar as possible, local training and technician support
costs. It is expected that the health authorities of the host countries will
facilitate collaboration with other appropriate country and externally assisted
projects and programs and will request other donor participation in the MCH
pilot area as the need indicates.

Evaluation

Development and implementation of technical evaluation procedures
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will be one of the major responsibilities of the project field coordinators.
Expected project outputs will be used as a basis for the evaluation design

for each pilot activity and for the total Project. Early in the Project,
existing baseline data for each pilot zone will be assembled and supplemented
by appropriate sample surveys and service statistics analysis. The training
program for pilot zone personnel will include instruction in the collection
of evaluative data, and the follow-up field visits will provide opportunity
for on-site supervision of data collection and for observation and concurrent
evaluation of program methodology and effectiveness. In pilot countries where
demographic surveys are being carried out, they will be coordinated with this
Project and will serve both to identify need and to measure results of the
MCH/Child Spacing services.

At the end of two years of pilot operation in each country results will
be assessed to determine the degree to which expected outputs are being
met and the possible need for additional pilot experience. Recurring costs
will be assessed in relation to the effectiveness of the improved service
and a decision will be made about whether and how to proceed with the expansion
envisioned in Phase II. The projected five year life of project activity in
each participating country is expected to be long enough to permit measure-
ments of end results of new health services and the design for Phase II
evaluation will include resurveys of health status and knowledge, attitudes
and practices regarding maternal and child health and family planning.

Unex responded to PROP with a submission of a '"Maternal and Child Health
Extension Proposal for The Gambia, West Africa; Dahomey (Benin), West Africa;
Lesotho, Southern Africa.' This proposal limited Phase I project activities
to these three countries chiefly because of their similar states of development
and their enthusiastic support for MCH programs.

Fol..owing contract negotiations between US/AID and UCSC Extension (UNEX] .
a preliminary Work Plan was developed to serve as a guide for project activities
during the two year Phase I of the project. The following section is a summary
of that plan and then is followed by a description of Lesotho as a setting
when the program began in 1972.
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PLAN OF ACTION - LESOTHO

Specific Plan of Action in Lesctho - Phase 1

A UCSC Public Health Nurse will be assigned to the Ts'akholo Health
Center in the Mafeteng District. Her counterpart< will be the head nurse of
the health center and the public health nurse assigned to the Mafeteng
District. With the additional assistance of WHO personnel the Ts'akholo
Health Center will serve as a national model for the effective delivery of
MCH/CS and other basic health services. The MCH/CS aspects will be accom-
plished through the retraining of health center personnel and development of
appropriate health education materials and techniques. Content will include
nutrition, infant and child care, hygiene, and child spacing for high risk
mothers. Health education materials and equipment will be provided. When
the program is in action, the Ts'akholo Health Center will be used as a
training center for personnel and volunteers from the other centers in the
pilot area after which they will be supervised on the job. Eventually, the
Ts'akholo Health Center will serve as a training center for students and
for the continuing education of all levels of personnel providing health and
related services. This training will emphasize the significance of integrated
maternal and child health/child spacing services as a means of improving
family health and in the various ways in which such services can-be prompted
and made available within the existing personnel, financial and socio-cultural
constraints 1n Lesotho.

Early in the project the UCSC field coordinator and PHN in the pilot
area will initiate a sample survey to assess the health status of the people
in the area in order to get baseline data for later project evaluation. Suffi-
cient laboratory supplies are being furnished to the Ts'akholo Health Center
to provide back-up facilities. Ongoing morbidity and mortality data will be
collected and analyzed, and in the final year of the projeci, the survey w.1l
be repeated for comparative purposes.

A second UCSC technical assistant, a health educator, will be
assigned to the Ministry of Health. The Government of Lesotho will appoint
a health education trainee to serve as his counterpart. Together, the UCSC
health educator and his counterpart will develop and test methods of health
education which are appropriate for the pilot area and for all of Lesotho,
and which have application to other developing countries. They will assist
with the development of the training center in the pilot area.

The UCSC field coordinator will assist in maintaining the base of
operation within the Ministry of Health, give consultation to project per-
sonnel, and coordinate project activities with other related health activi-
ties in the country and with other pilot activities of the regional MCH
project.

Out-of-the-country training will be provided for one health educa-
tor trainee for one year, and for two or three senior level health workers in
public health practice for approximately three months each.
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B. Contr1but19ns by UCSC during Phase I
'Pgr:onnel

1. Project Director (1/3 time)
2. One public health nurse.
3. One health educator

‘Cormodi ties

1. Two vehicles, both large jeep type, at least six passengers,
four-wheel drive, with spare parts.

Audio-visual and other teaching aids.

Office furnishings and equipment for PHN's.

Selected medication for the prevention of increased morbidity

and mortality in target population (Lower River Division).

Medical supplies to help equip model health center as Ts'akholo.

Laboratory equipment and supplies for detection of high risk
mothers, materials for child spacing activities.

Other Costs

LY N o)

(o, W5,
o o

1. Personnel

éa; One secretary, locally hired.
b) Two driver-messengers.

4. Health Training Activities

(a) Costs of printing, reproduction, and distribution of health
education materials developed by Project.

(b) Conferences and refresher training for Lesotho health
personnel.

(c) Travel and other costs, intra-African conference for UCSC
technicians, counterparts, and selected host country officials. A

3. Participant Training
a) One health educator trainee for one year.
b) Two to three senior level health workers in public health
practice for approximately three months each.
C. Contributions by the Government of Lesotho during Phase I

1. Designation of a focal point in the Ministry of Health for
administrative direction and support of the project.

2. One counterpart, PHN.

3. One counterpart, nurse-nidwife.
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4.. 0Office space - health educator.

5. A1l Ministry of Health and clinical facilities in which project
operates, including personnel, land, building, equipment, and
operating costs.

6. Medical care (9ord1nary") of U.S. technicians.
7. Civil 1iability insurance in respect to vehicles.

8. Designation for use in the pilot area of appropriate assistance
from other donors:

(a) Collaborative assistance from WHO advisors in Lesotho.

(b) Milk and other staples for target population from Catholic
Relief Services.

(c) vitamins, vaccines, and certain medications from UNICEF.

9. Health personnel for participant training.
D.  General Agreemerts.

The title to all contractor purchased equipment, material and
supplies, shall be in the name of the Government of Lesotho. A11 such
property shall be urder the custody and control of the UCSC for the 1ife of
the project. At project termination, custody and contrel of all property
will revert to the Government of Lesotho.

The Government of Lesotho shall exempt from import duties all
project commodities, household and personal effects of project personnel,
including one privately owned vehicle per person and assure that UCSC pro-
ject personnel will not be subject to double taxation.

As the pilot activity develops, changes or additions to this Plan
of Operations which are mutually agreed upon and consistent with the provi-
sions of the Regional MCH Project may be added as supplements to this agree-
ment.

E. Description of the Pilot Zone in Lesotho.

Lesotho is made up of nine districts. The Mafeteng District has
been selected as the pilot zone. This district has a population of approxi-
mately 102,000 persons. The governing body is a district council made up
of five Ward Chiefs from each of the major wards in the district. The rep-
resentative is the "political representative" from his ward, however the
final decisions about what takes place in the village still seem to rest with
the head man in each village.
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MAFETENG, DISTRICT
District Administrative Official

Five Ward Chiefs

Education Chief of Agriculture Law and Chief of

‘Order Medicine & Health
(Dr. Mohale)

Community Development

Officer
Community Development [7 [
Workers 2 Health Matron 1 Senior

Inspectors Dispenser

» 3 Dispensers
I 1
3 Health Centers Hospital

Public Health
Nurse

The Mafeteng district is approximately 800 square miles with a population
density of a 127 square mile. The roads are unpaved and are usable during
the dry season. There is a good all-weather highway from Maseru to Mafeteng.
The major form of transportation is horseback, for those fortunate enough to
have a horse. Most of the local people walk. The population in Lesotho is
homogenous and the population in the Mafetang District is all Basutho and all
speak Sesotho. The males are polygamous and are the head of the family.
However, most males are away from their homes working in the Republic of
South Africa in the diamond mines for part of each year.

There is a one hundred bed hospital at Mafeteng, under the direction
of Dr. Mohale who is Chief Medical Officer for the Mafeteng District.

Within the district there are three government operated health
centers, and other "outposts" operated by religious missions or the Red
Cross. Dr. Mohale has a direct responsibility for the three government
health centers but has no true jurisdiction over the other health centers or
out-stations. The three government health centers in the Mafeteng District
are, Ts'akholo, Thabana-Morena and Malealea. The project will be based at
the Ts'akholo health center to which a recent survey attributes a population
of 15,386 (however, local health workers state that an additional 13,000
potentially use the clinic from surrounding areas). Two pre-school clinics
are held each week at the health center, and see between 300 to 400 children.
Two prenatal clinics are held each week, seeing between 10 to 17 patients.
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Thirty to forty patients (with symptoms of diarrhea and vomiting, pneumonia
or typhoid) are seen at the health center each day. The nurse in charge is

a nurse midwife. She has two sub-professional assistants. At the present
time the nurse midwife is only doing one to two deliveries per month at the
health center. Other patients are being delivered in their villages or are
going to the hospital at Mafeteng. There are also four dispensers and two
health inspectors assigned to the Mafeteng District. The physician is
scheduled to visit the health center on a regular basis (supposedly once

per week). However, due to a lack of doctors this is not being done regularly.
There is a public health nurse assigned to the district who visits the health
center on a regular basis.

The health center at Thabana-Morena serves a population of 17,548.
The staff consists of one nurse midwife, Rosiland Moeno. Until recently the
center saw 150 children per week at the clinic, but at the time of the feasi-
bility study only approximately 23 were being seen.

The Maleaied health center serves a population of approximately
13,000. Ministry of Health estimates that approximately 60,000 ave served
through these three government health centers in the Mafeteng District and
the remaining of 42,000 are served by the clinics held under the auspices
of various missions such as the CRS or the Red Cross.

The Mafeteng Hospital has twenty-five beds set aside for a mental
observation ward. According to Dr. Mohale one of the main causes of mental
disturbance is pellegra. The prenatal clinic is held at the hospital by
Catholic Relief Service and between 150 and 200 patients are seen per day.
There is a shelter for prenatals which will house between 10 and 15 expectant
mothers who come from outlying villages. When they are close to term they
sf?¥ in the shelter awaiting their delivery, rather than returning to their
village.

The Lesotho Government has an agreement with WHO which provides
for one public health nurse-advisor and one maternal and child health physi-
cian-advisor. There is also a commitment from WHO to provide one laboratory
technician. The USAID Maternal and Child Health Project and the WHO opera-
tions in the country will be both complementary and supplementary to each
other. The WHO technical advisors will carry out all aspects of the stated
plan of operation with the exception of the area maternal and child health,
in the pilot zone, which will be the responsibility of the USAID technicians.
The WHO advisors are enthusiastic about the USAID project and it is antici-
pated that there will be total cooperation. The development of the existing
plan of operation in Lesotho is the outgrowth of a very comprehensive study
done by Dr. H. C. Berringer, WHO Senior Medical Officer in 1967.

Under the Minister of Agriculture there is a very extensive nutri-
tion education program throughout Lesotho. The Senior Community Development
Officer, Mr. T. S. Bofelo, has a responsibility to:

(1) Help voluntary organizations.
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(2) Develop self-help projects, particularly in the area of
watir :upplies and latrines, communal gardens, poultry farming and -
marketing C '

(3) Develop adult education programs regarding economic and
social change.

The home ecanamic advisor, Mrs. A. M. Hlalele did a national nutri-
tion survey under the auspices of WHO in 1970. This report is an attempt
to evaluate the efforts of a UNICEF-FAO pilot project which has been going
on since 1962 and which {s emphasizing the high protein foods program. Under
the home economic advisor there are thirty positions available. At the
district level there are three supervising junior home economists and at
the village level there are approximately twenty home economic assistants
who have had anywhere from two and one half to three years of training.
These workers carry out adult education programs, usually three to five days
in Tength, on nutrition and home hygiene. There are also twelve day courses
at four farm training centers. When students complete their training they
are given two chickens or two calves to take back to their own homes so that
they may start their development of protein foods.

The nutrition officer, Mr. Slerotholia is responsible for the
development of fisheries, with technical assistance from China, and for
the future development of a dairy.

Catholic Relief Services has a contract to distribute throughout
Lesotho supplemental food provided by the United States. In addition, they
have a very active program of child clinics which emphasize education. CRS
1s under the direction of Mr. Peter Cannon. Mrs, Anne Taoli is the senior
nurse and there are five or six additional nurses who hold clinics through-
out the country.

The School of Nur;ing is under the direction of Mrs. Gwen Moeletsi.
Students can enter upon completion of the tenth grade, however a twelfth
grade education is encouraged. General nursing requires four years plus
one year for midwifery. A total of fifty students are enrolled at any one
time and twelve new students are admitted each year. There is a present
enrollment of twelve midwives with six being admitted each year. The faculty
consists of one nurse, one nutritionist, a physical therapist and a pharma-
cist. The School of Nursing is housed in a new attractive building which
has the necessary equipment but is short of books, journals, etc.

The Seventh Day Adventist Hospital at Maluti has a small training
program where they recruit and educate nurses whom they then employ at
their hospital.
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1. Staffing the Project. In order to staff the project, extensive
advertising was done through newspapers, medical schools and AID and HEW
references to locate applicants for positions. A committee camposed of
members of the Project Technical Advisory Committee, interviewed seven
doctors for the position of the Field Coordinator. Dr. George S. Walter
was selected on the basis of his training in obstetrics and gynecology,
his extensive experience working in rural undeveloped areas (with Navajo
Indians and Eskimos), his administrative capabilities, and his desire to
work in Africa. Approximately 50 nurses responded to the job descriptions
which were circulated through major universities in the United States .and
nursing schools in Canada and the United States. Applicants were interviewed
to select 5 Public Health Nurses and one Public Health Educator. The
candidates were asked to discuss their educational qualifications and work
experience, their personal goals and philosophies and how they fit in with
those of the project, and the project Prop, after which there was a question
and answer period with both candidates and interviewers posing questions.
The individuals selected for Lesotho were:

Sunny Fong - Public Health Educator. Mr. Fong had recently
returned from a similar project assignment in Taiwan. His
assigmment there closely parallels his assigmment in Africa
to develop the health education component for the maternal
and child health project.

Patricia Goodale - Public Health Nurse. Miss Goodale has an
extensive background in maternal and child health and family
planning. This background along with some international
experience in the South Pacific and Hawaii makes Miss Goodale
exceptionally well suited to the position for which she was
chosen,

2, Selection of Technical Advisory Committee. The purpose of the
Technical Advisory Committee, which was convened at the request of the
Project Director, is to serve as a consulting group to aid in any planning
or problem solving that may be required. Members of the Comittee are also
available to the Project Director and staff individually and in small groups
for assistance on specific problems. The committee aids the Project Director
and staff by continuing review of project goals and objectives as well as
progress toward their achievement, in policy development, in review of
training syllabi for staff, counterpart staff and paraprofessionals, and in
review of evaluation design and implementation. Since the Santa Cruz campus
has no medical school, the cooperation of medical professionals from the
Graduate School of Public Health at Berkeley and the Medical School of the
San Francisco campus was enlisted. Organizations and individuals outside
the University were also asked to participate. Dr. Carl Tjerandsen, Dean
of the University of California Extension, Santa Cruz, became Chairman.

The membership of the Technical Advisory Committee is as follows:

J. Ralph Audy (deceased) Andie L. Knutson, Ph.D,
Dwight Bissell, M.D. Nicholas L. Petrakis, M.D.
Dale Flowers - Secretary Carlee Spencer, R.N. M.P.H.
James A. Franks Helen M, Wallace, M.D.

Bill Friedland Benjamin Majors, M.D.

Edwin M. Gold, M.D.
Ruth L. Huenemann, Ph.D,
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After the first six months of the project's life, it was considered
advisable, in order to increase the effectiveness of this Committee, to
establish closer cammunication between the Project Director's office and
the Advisors. It was also felt, at that period, that the cammittee should
be convened to consider major policy issues rather than to offer adminis-
trative, personnel, or technical advice, and that, because of the short
duration and infrequency of the meetings, only problems of a serious nature
be discussed. It was found that necessary technical advice could be obtained
in individual consultation with cammittee members when the need arose.

The participation of the committee members has not been limited to group
meetings.

On the whole, the major accomplishments of the Technical Advisory
Committee were considered to be: 1) constructively reviewing the draft
proposal; 2) contributing to the development of personnel position guide-
lines; 3) participation in the personnel selection process; 4) providing
criticism and recommenaations with respect to the evaluation program; 5)
providing technical support; and 6) contributing to the design of the
staff orientation training. All of the members expressed their willingness
to offer more assistance in the future development and implementation of
the project.

3. Planning the Training Program. International Health Services
was contacted tn supply training information, and each member of the Technical
Advisory Committee was also consulted. The final training program was
presented to, and approved by, the Advisory Committee. It was felt, however,
that more preparation and planning time would have been useful in developing
the training program. Four months would Lave been an optimal amount of
time for development and review. More exact knowledge of the professional
development of each individual staff trainee would also have been helpful.

4, AID Program Evaluation Seminar. In response to an invitation
by Joseph Chimento;ggiogram Analyst AFR-PAC, Agency for Internationl Develop-
ment, Dr. George Walter, Chief of Party, and John Niemeyer, Administrative
Assistant, attended a program evaluation seminar directed by AID during the
week of December 13 - 17, 1971. The key concept discussed during the initial
sessions of this seminar was the role which evaluation played in program
management. Participants studied several projecis in order to develop

skills in defining project goals, purposes, 'outputs' amd "inputs." As

the seminar progressed, the concepts of quantitative and qualitative indi-
cators, the use of surrogates, and the sources of data were introduced and
discussed. During the latter part of the weeek, problems germane to the
Africa MCH project in particular were discussed, and the participants
developed the Project Design Summary and a logical framework for the

Africa MH project. The participants gained an increased understanding of
evaluation from this seminar, and specifically an increased understanding

of the M(H project. It is alsc important that two key UNEX staff members
were able to work with Washington AID personnel, which produced an increased
sensitivity and spirit of teamwork. Unfortunately, John Niemeyer resigned
shortly after being trained, which left the project with only one staff
member having completed the training.

5. Establishing Field Accounting System, Mr. Phil Douglas, an
accountant with extensive overseas experience, was referred to us from the
UCLA staff. Mr. Douglas went to Africa, set up accounts in each country and
made contact with firms which could provide accounting services for the Project.




-27-

He also prepared a Field Accounting Guide. As it turned out, Lesotho had
no qualified accounting firms, and therefore, services had to be performed
in Johannesburg, causing some mailing difficulties. Similarly, Dahomey
had no accounting services and accounting had to be done in Accra.

6. Student Employees. The Project has employed graduate and under-
graduate students of the University of California since July 1971. This
is consistent with lniversity-wide policy of utilizing capable students in
selected areas of part-time and summer employment. These students represent
a relatively untapped, intellectually skilled labor force, and their employment
by the University provides them with an opportunity of applying academic tools
to a practical project.

Numerous students have been employed by the Project in various
capacities, such as writing background research reports, report writing,
budget analysis, using evaluation systems, and low level management., Their
term of employment has varied from a month to a fuli year. All of the students,
in reponse to a survey, have demonstrated that their experience in the Project
was worthwhile. Several saw their job as having been ¢ valuable learning
experience, two specifically citing their introduction to African subject
matter as particularly important. The use of computers, the process of
project evaluation, the dynamics of the Project itself, and the function of
University Extension were all mentioned as areas in which students felt
they had gained expertise and understanding.

7. Purchasing, In the planning meetings held during July and
August of 1971 with Accounting, Extensign, Cont%acts & Grantg andyPurchasing
personnel anticipated problem areas for the UNEX African Project were outlined.
Lead times were established to assure timely deliveries to project personnel
in Africa. It was made clear in these meetings that at least three months

lead time was necessary for goods going via ocean freight.

Shipments are hindered by threatened dock strikes at all U.S. ports
and by infrequent shipping schedules to Atrica. Lykes Lines is the only
American-flag company shipping to South African ports from Houston. They
ship about every four to six weeks and may delay or accelerate a sailing
date depending on how fast they fill with cargo. Usually, they fill quickly
and space must be reserved several weeks ahead. Additionally, Houston Export
Crating requires cargo five days prior to sailing.

Some delays experienced on initial orders were the result of
inadequate lead time and incamplete specifications which necessitated
Purchasing personnel developing specifications.

The infrequent sailings to Africa are a fact and can be handled
by planning ahead. The purchase cycle takes at least three weeks from the
time a requisition is received until it is delivered in Houston. If the
requisitions are without adequate description (size, quantity, catalog
numbers) it obviously will take longer and we run the risk of shipping
the wrong item. To ease this problem, catalogs were sent to the project
personnel so that both ends of the ordering were working from the same
catalogs.

The work accomplished during the first six months of the project
was the most difficult from the Purchasing standpoint. Relationships with
an export packer and broker in louston have been established. Time-consuming
foreign documentation has been simplified to facilitate prompt booking
and shipment of goods. With adequate lead times all orders arrive near
the required date bv versonnel in lesathn.
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LESOTHO - THE PROJECT SETTING

A. Description of Lesotho Geogra-
phy and

Lesotho, called Basutoland until its independence in 1966, is a country La%hfugé
of 11, 716 square miles entirely surrounded by the Republic of South Africa.
It is a mountainous country, three quarters of which is highlands, rising to
11,000 feet in the Drakensberg Range on the eastern border, making efficient
transportation in that direction virtually impossible. Its capital and prin-
cipal city is Maseru, a city of about 12,000 on the northwest border, Most of
the farming in the country is done on the grassy lowlands to the west where,
however, erosion is a serious problem., The chief crop is maize. Productivity
is limited by an uneconomical but traditional system of land distribution, a
problem further aggravated by the fact that many Basotho men work in South
Africa and are not available to tend the fields. In addition, the land is
overgrazed by cattle.

The climate in Le<ntho varies radically between the lowlands and the Climate
mountainous areas. Ii ¢ lowlands, the temperatures range from 90°F to a
low of 209F, but in the iigh’ands there is a much wider range. Because of
the mountains, there is a d..rease in rainfall from east to west, with rain-
fall averaging 24 inches a year along the western border of the lowlands.

The total population of Lesotho in 1972 was just over one million. It Demogra-
consists almost exclusively of members of the Sotho tribe, known as the Basotho. phy

The annual growth rate is about 2,9%. Of Lesotho's population, about 15%

is absent from 3 - 9 months of the year for work in South Africa, and this

percentage has been increasing. About 50% of the people live in the lowlands.

Cities of more than 5,000, in addition to Maseru, include Leribe, Mafeteng,

Mohales Hoek, and Berea.

The official language, and the language of instruction in secondary Langggge
schools, is English. The native language is Sesotho, which is taught in an
primary schools. Literacy is estimated to be 70% in Lesotho, one of the Education

highest rates in Africa. Over 90% of all girls aged 8 - 16 are in school,
and about 60% of all boys that age.

The Basotho are predominatly Christian. The French Protestant church Religion
is the established church of Basutoland , though almost 35% of the population
is listed as Roman Catholic., 22% are French Protestant, 10% Church of England,
and 6% are other Christian denominations.

The Basotho share the chronic bad health of most Africans as the conse- Health
quence of poor nutrition, causing lowered resistance to disease, and very re
limited medical care. Malnutrition is the prime cause of the country's high
infant mortality rate. Intestinal diseases are common throughout the pop-
ulation and tuberculosis is a national health problem. International organ-
izations--WHO, UNICEF, FAO--have been active in funding health projects and
providing medical care at the local level. Both WHO and UNICEF provide funding
of the goverument's Tuberculosis Control Project.

In 1968 a team of 18 South African doctors began working on a volunteer
basis in the new Queen Elizabeth II hospital in Maseru, providing the kinds of
medical specialization most needed in Lesotho. Their services have been available,
however, only twice a month, when they are flown into Maseru from South Africa.
This short-term volunteer assistance deals only with the effects of Lesotho's
health problems, not its causes: malnutrition and lack of sanitary facilities.



-29-

There is only one doctor for every 21,000 inhabitants in Lesotho and only 12
nurses are registered in the .country. There are 17 general hospitals, with
a total of 1,356 beds, a small mental hospital and a lepers' settlement.

The Basotho are a homogenous people, with a sense of identity fostered Society
by the precarious existence of their country within the Union of South Africa. an
Another unifying factor has been the allegiance of all the tribes to the tra-  Culture
ditional Chieftainship. Acceptance of the authority of the Paramount Chief

has defined the Basotho as a people. This institution has provided for gov-

ermmental iesponsibility to the populace and an orderly succession of leaders

up to 1960, when the present King of Lesotho also became Paramount Chief.

The fundamental social unit of the Basotho is the family and immediate
relatives, a secondary one being the clan, composed of several family lines,
and a third, the tribe. Villages in the lowlands contain up to 500 nouseholds,
with the average number being 20 - 30, Each settlement is usually under the
authority of a single chief,

Though the Basotho have been characterized as a reserved people, not
given to dancing or singing, modern Lesotho has produced the first respectable
literature on the continent and includes a number of celebrated poets. Lesotho's
best known single author was Thomas Mofolo (1877 - 1948),

There are oniy two all-weather roads in Lesotho, one that runs eastward Communi-
from Maseru for 82 miles into the mountains, and another linking the upper cations

Orange River Valley with Matatiele in Cape Province. There is a network of
roads and rail lines in the lowlands totaling some 1200 miles; Maseru is
connected by rail to South Africa. Two more all-weather roads are nearing
completion: one that will run 76 miles from Matsieng to Leribe, and one 17
mile section from Leribe to Pitseng., Air travel offers the only means of ready
access to the highlands.

The history of Lesotho has been a struggle to sustain its identity within  Histo
the surrounding territories of South Africa. In 1869, the British High Commissioner
in South Africa declared the Basotho British subjects, thus protecting them from
the Boers, who sought to expand their independent Orange Free State at the ex-
pense of the Africans. Basutoland, as it was then called, was annexed to the
Cape Colony by Britain in 1871, This arrangement nullified the power of the
local chiefs, and was much resented by the Basotho. It led to the So-called
Gun War of 1880, which was inconclusive., However, the Basotho chose to remain
British subjects, but under a new system which gave more authority to the chiefs,

In 1896-7, Lerotholi became the first true Paramount Chief of the Basotho
in quelling a challenge to his position by a number of local chiefs. Because
he had enjoyed at least the tacit support of the Resident Commissioner, Lerotholi
became, in practice, an ally of the British administration., The Paramount Chief's
role of symbolic sovereign was strengthened during Lerotholi's tenure with the
establishment of a Basutoland National Council. On one level this council
was only the extension of a longstanding tribal custom, the pitso--or tribal
meeting--to a national political scale. The establishment o e Council in
1903 gave 99 local chiefs a voice in the established govermment.

In 1944, nine elected district councils were established to widen the
base of the National Council and provide some degree of true popular repre-
sentation in Basutoland . for the first time. At this time, due to an augmenta-
tion of its powers, the National Council became more of a legislature than a
pisto, an active, rather than merely a consultative body. As late as 1948, the

Aritich wara tmrine wrieth ¢ha $dan AL 2anmmnamnblon DaniibaTland 2aba aha 1talam AL
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South Africa. However, the triumph in that year of an apartheid candidate

in South Africa, united both the British and the Basotho in opposition to

any proposal for a merger. In 1966, after the electicn of a govermment with
power vested in a Prime Minister and his Cabinet on the English model, Basuto-
land became the irdependent state of Lesotho. The Basutoland National Party
won 31 of the 60 seats in the new National Assembly, and the opposition
Basutoland Congress Party took 25 seats. Prime Minister Leabua Jonathan of
the BNP took ¢office in July,.1965.

In October, 1970, Jonathan, after an unsuccessful coup, announced that Politics
there would be a five-year holiday on politics in Lesotho, during which time
he would continue to be the undisputed ruler of the government. Jonathan
enjoys the support of both Britain and South Africa. His party is currently
the only legal party. He pursues a ''good neighbor' policy with South Africa,
and maintains strong church-state ties. However, the tenure of the current
government is considered uncertain. Lesotho is dependent on South Africa for
its economic wellbeing, lines of commmication with the outside world, and
even water and electrical power. Its own economy is based almost entirely
on subsistence agriculture, the livestock industry and the earnings of migrant
laborers employed in South Africa.

Per capita income in Lesotho for 1971 is estimated to have been about $80. Economy
Lesotho is dependent foi her continued economic existence on grants-in-aid
from great Britain and the United Nations. After Lesotho had experienced a
severe and prolonged drought, the United Nations, in 1970, declared Lesotho
to be famine stricken and thus eligible for emergency food supplies. More
profitable then the country's agriculture is the keeping of livestock. The
Basotho, particularly those who live in the highlands, have been known as a
"people on horseback," tending the large tribal herds of sheep, angora goats
and cattle which have provided the country's major exports. Unfortunately,
animal husbandry suffers from the same inherent limitations as agriculture--
lack of arable land--and overgrazing has become a major problem threatening
to undo concurrent efforts at halting erosion and restoring fertility. The
result has been to force increasing numbers of Basotho to seek work elsewhere,
usually in South Africa. Though the absence at any one time of more than 1/3
the adult male population creates some hardships at home, the money brought
back from South Africa is a vital prop to Lesotho's economy, a fact which
has made Lesotho directly dependent on South Africa's continued good will.

Lesotho belongs to a complex customs union headed by South Africa and Trade
including Botswana and Swaziland, in which its exports and imports are in-
cluded in those of the larger country. The customs union provides that no
trade tariff shall exist between the four countries, and South Africa levies
and collects the bulk of the customs and excise duties for them.

In addition to British economic support, American economic assistance
to Lesotho in fiscal 1970 was $100,000 from the Agency for Internationai
Development, and $4.9 million from Food for Peace. One quarter of the AID
money is for self-help projects; the remainder goes for Lesotho's share in
regional projects such as the University of Botswana, Lesotho and Swaziland.
The Peace Corps had 42 voiunteers in Lesotho during 1971, working in tractor
farming cooperatives, credit union development and secondary school teaching.
At the beginning of 1970, a development program was announced in which the
national government, the United Nations Development Program, and the Swedish
International Development Authority will cooperate with the South African-
managed Lesotho National Development Corporation in a $4.5 million agricul-
tural and industrial park. The Oxbow Scheme, though still in the planning
stage, would dam the upper reaches of the Maubanatsu River for the generation
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of electrical power. Water and electricity from the project would provide
more than enough margin for the future expansion of industry in Lesotho.
It has been estimated that exporting electrical power from the project
would virtually balance Lesotho's budget and end her economic dependency.
The Oxbow Scheme has received British, South African and United Nations
funding to determine its feasibility. In 1971 the World Bank agreed to
provide some of the capital for the enterprise, but the outlook, as of
January, 1974, for the development of this project was not good.

B. Maternal and Child Health/Child Spacing Services in Lesotho

This description of MCH/CS services in Lesotho, which is based on an
analysis of the most advanced of the three pilot areas in the project, may
in many ways serve as a model for the application of MCH/CS theory to the
practical problems of a given African country.

The basic dilemma in developing an effective MCH/CS program in Lesotho The Basic
is the limitation imposed by its deteriorating economic milieu. There are Problem
further limitations in the govermmental sphere: the basic poverty of the
government and the low priority given to health in general; the lack of
priority for public health; the inadequate infrastructure in rural areas.

In addition, one must contend with the strength of old customs and the nature
of the Lesotho terrain. Ultimately, however, the fundamental limitation
within which one must work is the basic economic poverty of the land,

In 1960, J. A. Munoz and M. M. Anderson (WHO, '"Basutoland Nutrition Survey'"), Matern

reported on the nutritional state of the children in Lesotho after a four-year an
survey. 72% of the children they examined were suffering from some form of Child
malnutrition. There is some evidence that this strain on the health of the Health

nation's children builds up and becomes more evident as the children grow older. Conditic
A survey of a random population of children in 7 villages 2-7 kilometers from

the city of Roma (G. F. Rohrman, Ph.D., P. H. Nkosi and others, '"Child Health

in Lesotho, March 31, 1971," Department of Biology, University cf Botswana,

Lesotho and Swaziland), found that 16% of its subjects from 1-4 years were

malnourished, 29.1% of the subjects from 4-7 years were malnourished and 58.2%

of the subjects 7-10 years were malnourished.

The main deficiencies reported by the Munoz and Anderson survey were
"of protein-calories, resulting in kwashiorkor and marasmus, vitamin deficiencies
resulting in a high incidence of pellagra, and iodine deficiencies, which result
in goiter." A final effect of a diet lacking enough calories, protein (particu-
larly animal protein, vitamin A, riboflavin and nicotinic acid) is that 2/3
of the school children are retarded two to three years in growth., Another
effect is an increased sensitivity to disease and to the endemically unsanitary
living conditions. Examinations of the record of child deaths at St Joseph's
Hcspital in the city of Roma, for example, show that 70% resulted from pneumonia,
gastroenteritis and "malnutrition" (Rohrman and Nkosi). Other hospitals show
respiratory infections, and tuberculosis also as major killers (Dr. H. C.
Beringer, WHO Senior Medical Officer, 'Report on a Survey of Health Facilities
in Basutoland,' 1966). Malnutrition existed as a complication in a large pro-
portion of these deaths (67%) were of infants under one year of age.

The ultimate expression of these statistics is in the mortality figures.
Some variance exists in the data, ranging to 250 deaths and over per 1,000
children to 4 years of age. The number of deaths in the first years per 1,000
live births has been reported as between 114 and 181 (U.N. Demographic Yearbook,
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1970.) The population increases at a rate reported between 2.0 and

The considerable infant mortality rate as wel?oas the high rate of pgﬁﬁgétion
growth add up to a heavy burden of high parity among Basotho women. Exact
figures are lacking as to the average family size and the maternal mortality
rate. Raising children, according to the First Director General of the World
Health Organization, Dr, Brock Chisholm, is ''the largest, most important, and
most precious task in the world. When mothers bear their children already

malnourished themselves, this task becomes a debilitating and often an un-
successful one.,"

In a land as poor in resources as Lesotho, seeminly small choices in- Economic
volving expenditures take on extra importance for health. This is as true Poverty
for the Basotho woman who must choose between a large and inexpensive bag
of corn and a smaller, more expensive, more nutritious bag of beans as it
is for a govermnment when it must set its developmental priorities, Unfor-
tunately, precious resources in both the family and government are often wasted.

Not all the poverty and ill health we have discussed has been Cultural
imposed upon the people by economic deterioration., Cultural attitudes  44si4ides
and practice have played a part. The people till open slopes when —
terracing and erosion control is in their power. They often keep one
piece of land for one crop every year because their grandparents have always
done so, without supplementing cultivation with the manure that is available.

Sheep have been allowed to freely mate and this has caused deterioration in
the quality of their wool. While it is true that poor people cannot afford to
buy good food, and will tend to buy the cheapest foods, such as carbohydrates,
there are mumerous culturally dete:mined dietary restrictions which impose an
unnecessary burden on the health of the people, especially the mothers and
children. Contagious diseases do not have to spread through the house and the
village, although when the disease is believed to have originated in the anger
of relatives, effective precautions are difficult. Nor is it inevitable that
water supplies be contaminated with E. coli. More often than not, latrines
do not exist for families or for schools. Animals are allowed to wander about
freely to contaminate the water people must drink. Much of the erosion, the
malnutrition and the disease that the people fatalistically assume to be part
of life, originates, in fact, in themselves.

In the government and in private agencies active in health care, there
is also waste. Like the people, the govemmment,the missions and inter-
national agencies have assumed that gastroenteritis, respiratory infections,
malnutrition, tuberculosis, VD, diseases of the digestive organs and eyes, are
their inevitable plague and burden.

The Ministry of Health maintains an arbitrary and unequal division between
curative and preventive services. Curative, and especially hospital services,
receive the lion's share of the tiny, one million Rand budget. Health staff
at all levels remain to be convinced that preventive measures reaching volumes
of "well" patients could do much to prevent expensive future hospitalizations.
Staff and facilities are minimal and often maldistributed and isolated from
support, and partly for that reason are largely overburdened.
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Better use, therefore, can be made of family, cammunity and govern- Need for
mental resources for improving the health of the nation. Better agri- Ed .
cultural practices, better nutritional sanitation, and wiser care for the Zcucation
mothers and children can evolve within present resources. We also hope
that a more effective health system can develop within the limitations of
~ government budget, staff and facilities. However, education in these matters

is needed both among the people and in the government. The potential for
education in support of health is, in fact, great. Lesotho has one of the
highest literacy rates in Africa with 90% of the children now attending school,
the people can be approached through one culture and one language, Sesotho,
and in higher government circles, there is an increasing awareness of the
importance of public health.

There have been several attempts to establish modern, comprehensive MCH
services in rural areas of African countries. These projects have emphasized
repeated antenatal and postnatal visits with mothers and continued contact with
infant and preschool children. The ideas of continuity and return visits is
basic to these schemes. Such repeated contacts offer opportunity for health
education and the changing of important related attitudes and practices.
Nutritional guidance and education, advice on other related health habits, such
as child care and weaning and the use of health facilities, are seen as as an

important part of these contacts. Recent foreign-inspired model clinics have
laid particular emphasis on ''child spacing" advice and motivation in clinic
visits, on the assumption that repeated and unplanned pregnancies are one of
the major problems in MCH. High risk mothers, facing the possibility
complications in their next pregnancy, are seen as a particularly important
target group regarding motivation for the use of contraceptives. Special
emphasis is also given to the screening of high risk mothers already pregnant
at the risk of serious illness, and to their referral to the local hospital.
However, comprehensive MCH services must be defined and demonstrated within
the limitations of staff and facilities existing throughout rural clinics

and dispensaries in Lesotho.

First of all, plans for replicating MCH services cannot depend on MCH Within
many highly trained clinic staff members. For the 42 clinics in the Local
country in 1967, there were 40 nurse/midwives, 6 single qualified nurses,

5 health assistants, 4 dispensers and 14 ward attendants. The 37 Limitations

doctors in the country were all stationed in 17 hospitals, and visited
the clinics, at most, several times a month. Therefore, any MCH program
will have to depend largely on the nurse/midwife.

Secondly, none of the present units in rural areas have facilities or
staff for inpatient care. Cursory outpatient MCH care, mainly antenatal visits,
is now given in many of the health centers. Catholic Relief Service has also
set up a network of outpatient 'Under-Fives'" clinics in Lesotho. Lack of
facilities for inpatient care, especially for deliveries and emergencies, will
necessarily limit the scope of clinic activity. Without facilities and accom-
godaﬁions for delivery, for example, mothers will not walk long distances

or help.
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Special training will be needed to prepare a nurse/midwife for her future
role as captain of the MCH clinical team. The clinic nurse must assume the
responsibility for deliveries and emergencies, diagnosis, treatment and the
insertion of IUD's. She must learn how to organize her time to give priority
to education and other preventive measures. Special efforts are needed to
relieve her of the many clinical duties which do not require special training
yet which often take up much of her time. Less qualified aids and auxiliaries
can prove valuable in providing simple first aid, organizing patients, dispensing
hamless medicines and supplements, and giving simple demonstrations for health
education, as well as in keeping the clinic clean. Locally trained women may
also have a role in home visiting and followup,

However, the nurse/midwife will need further support. The nurse in Isolation
an outpatient clinic in rural Lesotho is, typically, isolated from support
from the district capital, mother hospital and the national government,
There are both physical and administrative causes for this isolation. Roads
are scattered and unpaved. Even the 228 miles of main roads, chiefly in the
lowlands, are not always usable in the rains. Some mountain area clinics are
completely inaccessible by road. There is a chronic shortage of jeeps in the
Ministry of Health, and few of them have 2-way radios although they were ]
recormended by WHO as far back as 1966. Inadequate supervision at the district
level also contributes to the isolation of peripheral units, The Medical Officer
in the District Hospital is at the same time the Ministry of Health for the
district, He and the District Public Health Nurse are responsible for all
curative and preventive activities in the district, and both are too busy with

periphery and as contact with the capital. They lack the assistance of
Clerical staff to lighten these administrative pressures. The consequence
of these difficulties is "a vacuum between the Ministry of Health an
peripheral centers, followed by a feeling of isolation in the periphery"
(Beringer). ' :

This isolation of peripheral centers from both district and
national capitals results in a continual problem of logistics. Communi-
cations with peripheral units and the national capital are poor. Trans-
port costs mount disproportionately the further you are from the towns.
Finally, there is a "lack of an effective system to submit and answei
requests for supplies, proper inventory techniques and prampt purchasing
of supplies, efforts to rotate and restock supplies, and a responsive
manner to supervise the system' (S. Fong, Project Health Education tech-
nician). Transfer of supplies between agencies and ministries is further
camplicated by separate financing and slow administrative processing. As
a result of all these factors, '"clinics and even hospitals are without
essential supplies for weeks, and sometimes for months" (Fong).

A further problem is that the referral of emergencies, and of
mothers and children, to adequate facilities may itself entail serious
risks since, even with a clinic jeep, the drive to the district hospital
may be long and rough. This problem has been given considerable attention
in the field of MCH. The screening at the rural level of those patients
who need a kind of treatment not available at the clinic is of little
use if they cannot be transported to the local hospital,

Finally, peripheral isolation is felt in a lack of supervision.
Even the top priority Rural Health Center at Ts'akholo receives only
two visits a month from doctors at Mafeteng Hospital. Visits from the

district PHN come only every second or third month. Furthemmore,
nnireae in Miral
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clinics were never called back for retraining and reorientation until the
three-day orientation course for nurses at the Queen Elizabeth II Hospital
in Maseru in 1972.

As a result of these and other factors, nurses are continually
transferring from their units after short stays. And it should be noted
that a stay of six months to a year means barely enough time to be known by
the comunity and to assume the leadership necessary for a nurse in an
MM clinic.,

In the present centralized health care system, the District hospital
should function as a depot for supplies, the point for referral of patients
and the base for clinic supervision of staff retraining. Both physical and
administrative difficulties have confounded this scheme. The basic point
of breakdown in the district hospital/rural clinic relationship is the
difficulty of the terrain, plus the lack of roads, vehicles and two-way
radios. Improvement of this basic problem can only be achieved on a large
scale with an allocation of funds far beyond present resources and priorities.

Isolation of peripheral centers is, therefore, a permanent fact in
rural health care. Rural ingenuity and self-reliance must be developed
at the clinical level. Nurses must be taught to anticipate supply shortages
by ordering months in advance. They should be aware of the seasonal variations
of gastroenteritis, chest infections, and malnutrition to help them anticipate
these needs, Nurses should be taught how to handle general and obstetrical
emergencies and have facilities on hand to help. They should know how to
organize comunity help for clinic projects without hasing to wait for outside
assistance. Eventually, rural health centers with facilities for inpatient
care, deliveries and emergencies would be ideal for Lesotho. In this way health
care could be decentralized from the district hospital to the rural health
center which, in turn, could serve as a center for the supply, referral and
supervision of small satellite units. Until the district hospital-clinic
relationship is strengthened, peripheral units should be developed to become
effective in their independence.

Technical problems associated with the present infrasturcture and Scope of
total dependence on solitary nurse/midwives without adequate support from Fﬁal
the District hospitals demand that '"comprehensive M(H care" be limited in
scope--broad and simple. Health education, immunization, nutritional and

family planning services, are more adapted to isolated outpatient clinics

than are extended treatments.

Simple demonstrations of health practices at the clinic site should
have top priority. Experience has shown that "impact of lecture and poster
is negligible . . . especially when much of the advice is not practiced in
the center itself'" (J. P. Stanfield, '"The Luteete Family Health Center:
Nutrition Rehabilitation in a Comprehensive Rural Development Strategy",
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in Tropical Pediatrics Printout, 1970). The maintenance of clinic facilities
are especially important. Local materials and labor should be used to
demonstrate that simple sanitation measures are within the resources of the
people. Participation in this labor will be an educational experience,

and will demonstrate community involvement, as well as independence from the
slow and unreliable help of the government. The installation of a continuous
water supply may be an especially difficult problem in the lowlands. It was
solved at T'sakholo only with a pump from the Department of Cammunity
Development,

Gardens and poultry-animal projects at the clinic site can be an
important extension of a clinic's demonstration to the community. Staff
and local villagers should be encouraged to maintain a garden near the clinic
site when water is available. From a medical point of view, the clinic should
be concerned to demonstrate effective cultivation of a more varied and healthy
diet from local crops and should consult local agricultural agents for advice.
The Basotho diet too often consists primarily of maize and sorghum, while beans,
wheat, peas and garden vegetables are now grown, or are sold for cheaper food.
The people lack animal protein in their diet, often avoiding chickens and
eggs because of longstanding cultural taboos. Chickens, however, are especially
adaptable to Lesotho, because they grow quickly with little care. Milk
from cows and goats is another important source of protein. Produce from
the garden and livestcck projects can be used at the clinic for the staff and
for demonstration meals with the patients. More important to the clinic,
however, is the concrete demonstration of a means to a more balanced diet.

Staff attitudes, and practices in their own tamilies, are vitally
important in health education. The staff can demonstrate basic health and
MCH practices in their hames by keeping them clean and by using latrines;
by breasfeeding their own children and carefully weaning them, by practicing
child spacing, and by bringing their children to the clinic regularly for
care. These efforts will be more effective if clinic staff have involved
themselves in local village life.

Writing of an '"Under-Fives Clinic" in the Maluti Mountains of Lesotho, Continuity
Nicholas Cohen emplasizes that effective clinical activities "depend upon ot Contact
the regular attendance of both child and mother, since the opportunity of

offering health education to the mother is essential to the concept'" ("'An

Under-Fives Clinic in the Mountains of Lesotho", Tropical Doctor, July, 1972).

The importance of waste disposal and the protection of water supplies,
the contagious nature of diseases, and general nutrition should be targets
in every clinic visit. Much of the preventable mortality and morbidity
has its roots in ignorance and lack of concern regarding these matters, and
longstanding habits cannot be molded and reinforced in short, cursory clinic
visits, or without continual contacts.

Older women and '"at-risk mothers' should be the initial target group
for the child spacing because they face the greatest danger at the next birth,
Mrs. Ivy Monoang, Staff Nurse/Midwife at T'sakholo, has noted that there will
be pressing communication problems with the community. People know little
about sex and the female reproductive cycle. They are often too shy to
openly ask questions relevant to their own reproductive problems. Moreover,
convincing the wife may not be enough in a land where husbands are the decision
makers. Communication between husbands and wives may be poor, especially
in matters such as their sexual life. This community background makes repeated

contacts all the more necessary.
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Various cultural factors favoring spacing of children should be
reinforced in educational efforts. In Lesotho, people desire large families,
and couples marry early with this in mind. On the other hand, it is considered
disgraceful to have children one after the other. During the months between
a delivery and the next pregnancy, the wife is encouraged to breastfeed her
baby. Intercourse during mursing is believed to affect the mother's milk,
cuasing the baby to develop kwashiorkor. Also, hsubands are often absent
for long periods to work in the mines and farms of South Africa. Therefore,
ibi}d sPacing and abstinence may be more to the point in Lesotho than "family

imitation".

Once contraceptives have been started in use, some degree of followup
care is needed to insure continuance. IUD's must be checked, injections be
given and the new cycles of pills obtained. Contacts are also needed to
quiet worries about side effects and rumors, and to solve communications
problems in the home.

Repeated visits during the antenatal period have particular importance
in terms of dietary counselling. Pregnant women are subject to severe
dietary restrictions. They "are not supposed to eat eggs and are to live
mainly on liquid and semisolid diet (often mealy-meal and corn porridge)
to make sure that the baby does not grow big'" and cause a difficult delivery,
according to Margaret Mokhothy, a nutritionist in Lesotho. This practice
should be seen in light of the fact that the father often eats the best of
the meal and the young women are discouraged before marriage fram eating
eggs or the insides of animals. In consequence of these restrictions, women
often prematurely deliver low-weight babies. Antenatal visits are also
important for screening "at-risk'' pregnancies.

Contacts with the mother should be continuous from the antenatal
period to the postnatal period. Immediate postnatal visits are important
to check the condition of mother and child and to insure that breastfeeding
has successfully begun. The topic of spacing the next birth is highly
relevant at this time. The mother may be more highly motivated and receptive
to education at the immediate postpartum period than at any later time.
Contact at this time is also important for keeping track of the child’'s
nutritional progress through weight charts, since a particular problem in
Lesotho is the nutritional deterioration of children after weaning, as noted
by Rohrmann., Children are weaned to foods far inferior to breast milk and
suffer, accordingly, from progressively severe undernourishment and growth
retardation. In addition, babies are often weaned abruptly because of the
belief that the mother's milk is contaminated both by internal illness and
by sexual intercourse, according to Miss Mokhothu. Miss Monoang points
out that special educational efforts for the mother are also needed to help
her prevent and treat diarrhea after weaning fram foods containing contaminated
water. Immunization for TB and measles should also be carried out at this
time. The importance of sustaining contact with the mother after delivery
should be obvious.

However, contimuity fram antenatal to postnatal care, and repeated Problem
visits, is an unrealistic expectation. Deliveries occur almost universally of Impact
in the home, with the attendance of traditional midwives and witch doctors.

In the T'sakholo area, for example. only about .5% of the expected deliveries
in the clinic area took place with the help of trained midwives. When
mothers are universally lost to the clinic at the time immediately before,
during and after delivery, continuity between antenatal and postnatal periods
is very difficult to obtain. In these circumstances, no clinic can expect to
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have immediate impact.

Furthermore, each health facility has an effective sphere beyond which
people cannot be expected to walk or ride for care. The radius of this
sphere is especially small in this often mountainous and sparsely populated
land during the rainy months or during times of severe drought or cold.
Special motivation and faith in a clinic is needed to bring the mother and
her child over long distances, leaving the many responsibilities a Lesothe
mother carries at home, especially when the traditional midwife and herbalist
live close by.

It has been the T'sakholo experience that distance is not the only
factor limiting clinic use. 'Women who live right mext to the health center
grounds,' writes Public Health Nurse Pat Goodale, ''fail to make use of the
facilities.'" Traditions influencing M(H remain so strong that the local
herbalist and midwife is still more relevant to the village woman than the
clinic nurse. Lack of facilities and staff at the clinic also discourages
its use., The Health Center staff should make every effort to relate to the
commmity and associate it with its activities, for a lack of trust in the
Center would also discourage both first and followup visits,

As a result of these factors, the community may see the clinic's role
as a station for '"last resort' treatment, and define its own health needs
entirely in terms of such curative services. Long lines of patients
come demanding cures, not lectures and demonstrations. Overburdened staff
are unable to give much time to educational preventive measures. We must
realize, therefore, that successful "integration of curative and preventive
care", and "continuity of care" within the present limitations of staff
facilities may be difficult to implement. Immediate results cannot be
expected from clinical activities alone.

The Health Center should also extend its efforts into the surrounding Extension
cammunity. Extension work in the form of satellite clinics, home visiting of Clinical
for followup and education, and community education and organization for Activities

support, is necessary to support clinical activities.

The present system of clinics and dispensaries in rural Lesotho is
marked by uneven distribution. Some kind of extension of clinical activities
is necessary to the peripheral sphere of these units if patient contacts in
these regions are to be increased. An effective response to this situation
might be a system of "satellite clini:s", centered on the rural health center
itself, rather than on the district hospital. The most practical system of
satellite clinics would be one built on static peripheral sites cambined with
mobile health center staff: 'a landrover with one or two boxes of equipment
and drugs, and a couple of héalth workers can go further, more quickly, more
dependably and do better work, than an elaborate van complete with its own
facilities'" (see Jelliffe and Williams). A given place with a central location
would provide a center of operations for the mobile staff. A respected member
of the cammunity should be involved to prepare the site of the clinic and
inform the people of its activities. A iocal villager can also play an
important role in assuring that those asked to reattend indeed do so, and
can, further, refer Health Center staff to immediate health problems in
the area. In short, this kind of delivery system can be very simple in
structure.

Again, the type of care given at the peripheral clinic should be
"broad and simple'': immunizations, child spacing, health education,
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followup of patients and the improvement of local water and waste disposal
systems, Health workers should be either brought from the central clinic
or recruited locally to assist with this work. They can leave the clinic
site for the followup of child spacing defaulters, high risk mothers and
children, and the investigation of reported health problems in the area.
With adequate facilities for inpatient care at the central health center,
patients can be brought back for delivery or rehabilitation, or for referral
on to the district hospital.

The system of satellite clinics must be based on the development of the
central clinic, Extra nurses and health workers at this clinic will be
necessary to accammodate loss of staff to the periphery. The necessary
vehicles will also result in an increase in status. Ideally, the central
clinic should be developed into a 'health center' with equipment, rondoval
and beds for inpatient care. These facilities are necessary for an effective
referral system from the periphery. Poor communications wita the district
hospital necessitate that health care be further decentralizad in this way
if it is to be further extended.

In addition, some kind of extension is needed from the actual health Village
center or satellite into the surrounding homes. An effective system of Extension
hame visiting would greatly increase potential for health education and Workers

help to maintain continuity with individual patients. Such home visits would
present an opportunity to know the home environment of individual patients
and relate health education to individual needs, to offer education and
motivation for child spacing with the attendance of the father in a more
intimate enviromment, to offer motivation for use of the clinic and followup,
and to allow followup for the newborn, the weaned child, the sick child.

Village extension workers could also play a role in village sanitation
projects, meeting with groups for education, and for the spreading of
awareness of clinic activities. Such workers could also add to the '"family
file" new information obtained on visits which could, in turn, help to
dictate further activities of the clinic. Although accurate records are
not campletely essential, some data is needed to mark families which are
in need of special attention.

The extension worker should be intimately tied to the community as
well as to the clinic. Ideally, local people would be trained for this
work: respected, married and experienced village women and a few men,
well oriented in the activities of their local clinic, should be given
salaries. The importance of such workers lies in their ability to interpret
ideas of better MCH simply and in the language and medium of the local
people. These ideas--better sanitation, nutrition and MCH practices--are
simple, and extensive training is unnecessary and even undesirable., Since
the major benefit of local workers is their ties with the local community
and clinic, they should be trained preferably in that setting.

Traditional midwives and witch doctors can eventually also be incorporated
into an extension program, though they would have to be educated intensively
to the point where they can receive salaries and incentives for escorting
patients to the clinic, home visits and work at the clinic itself. Under-
standing has to be exercised in order to clarify their roles in the communi ty
and their practices and ideas for health. Midwifery in the village is most
often done free of charge by respected older women for their relatives and
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neighbors. The witch doctor, as opposed to the midwife, has a greater influence
on general health, He charges fees often far greater than the price of

the clinic service. In all probability, the witch doctor will feel the

apparent conflict with the clinic most strongly and will be the hardest to
educate and involve,

In Lesotho a clinic cannot be founded without the support of local Education
chiefs and the commnity they represent, nor will it be effective without an
community knowledge, acceptance, and support. Ideally, the clinic should Organization

be the coomunity's health center, serving its own felt needs. According
to E. M. Petlane, a Masotho Health Educator, village leaders are often
anxious to have better health facilities in their areas. However, they
often have conceptions of their own health needs different fram more
progressive programs emphasizing preventive measures. Special efforts are
needed to understand their 'felt needs' in order to tactfully use their
desire for better facilities towards support for a curative/preventative
program, especially among village opinion leaders.

Throughout rural Lesotho, particularly in more isolated areas, the
chief is the main channel of communication with the outside--including the
national govermment--meeting outside agents and interpreting their wishes
to the people. The govermment is still so weak in isolated areas, that the
chief is the authority for settling minor judicial questions, allocating
land and planning village events, There is traditional hierarchy of chiefs
in Lesotho society, form the village chief and his advisors to the War Chief
with authority over several villages, to the Principal Chief with authority
over him, up to the Paramount Chief of the Basotho, which no one trying to
increase involvement in local community efforts can ignore.

If one gains thec cocveration of the local chief, the village is opened
to the extension worker for education and organization. The strength of
the chief himself should be used to maximizz the impact of these efforts.
Common to village Lesotho are the pitsos, in which people gather in an open
place to discuss local problems in the presence of the local chiefs. These
meetings are characterized by an open discussion period. Pitsos are now
being held by the Health Education Staff of the Ministry of Health, in
cooperation with local leaders, for the purpose of health education and
of propagating ideas for sanitation projects in support of T'sakholo clinic,
After the pitso, followup visits are important to insure that pit latrines
are dug, springs protected, and camittees formed in the manner proposed
in the pitso.

Local comittees are a second major community resource open to health
workers with the support of the chief. As a remarkably literate and political
people, the Basotho spontaneously form committees to solve local problems.
According to Mr. Petlane and Mrs. Monoang, in the T'sakholo area there are
several committees, of which the village development committee and the health
conmittee are the largest. The health camittee was formed as a result
of a pitso held with clinic staff to cooperate with them for the improvement
of village health. Local argricultural, soil conservation, fishery, nutrition,
and home economic agents, as well as clinic and health extension staff, have
also organized, and meet in a committee tangential to the village camittees.
It is hoped that local agents and the community can thus cooperate toward
camon goals.
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Mutual cooperation and self help is a longstanding tradition in the
village where family ties, clans, and village feeling remain strong. The
extended family's older children and grandparents help with the smaller
children, brothers alternate positions in the mines and plow each other's
fields when they are away, and work is freely exchanged between fellow clan
and village members, with neighbors freely helping with the building of a S&wme,
Once the community comes to understand and support the local MCH clinic,
there exists considerable potential for assistance in this tradition. In
T'sakholo, village women have given valuable assistance in the campletion of
its rondovals and classroom, and in the construction of a model chicken famm,
as well as with general clinic maintenance, without remuneration. Village
health pitsos have also met with spontaneous efforts towards the building of
latrines in the T'sakholo area. Volunteers in these projects are open to
further education after their work, and can thus be further involved in
health activities. Finally, community extension in support of MCH activities
should aim toward the orientation and coordination of local teachers, and
agricultural and nutritional agents, as well as health staff. The local
religions' priests and pastors can be important towards this end. About
73% of the population follows a particular blend of native animism and various
Christian sects, Roman Catholic and French Protestant among the largest.

The Missions own and administer the nation's schools with goverrment support,
and have also played an important role in health care. In 1967, 8 of the

17 hospitals, 12 of the health centers and all of the dispensaries were run
through the Missions. Obviously, the local pastor and priest can provide an
important link to other health and educational staff through Mission schools
and health facilities,

Ideally, all of these cadres, including health staff, should be able
to meet and cooperate for the development of the community as a whole. The
greatest support that could be given to the nurse and her aide at the clinic
is the econamic development of the community around her.

Foreign technicians and money have been given for the development of Model
T'sakholo into a demonstration/training center of the kind we have been Demonstration
sketching, one which will become a health center that will eventually Center

support satellite clinics. There are now two public health nurses--two
staff nurse/midwives, a nutritionist for the preschool clinic run by CRS,

a health assistant, and several clinical aids. A water system has been
developed to supply the needs of the extra rondovals built to house staff
and students at the clinic for inservice training. Rondovals have also
been built to house patients and to provide space for educational purposes,
and the governnent of Lesotho has approached the British for financial help
with the building of a dormitory. Technicians from the Health Education
section of the government have also given T'sakholo primary priority, and
have provided valuable assistance toward the education and organization of
the camunity and government agents for support work at the district and
national levels, T'sakholo has, therefore, received national attention and
priority. It has become the showpiece of the Misistry for foreign visitors
and politicians from Maseru. The question is whether this support for
T'sakholo has made it irrelevant to conditions facing nurses in the rest of
the rural clinics. If T'sakholo becomes over-developed and over-supported,
nurses and auziliary staff at the model facility will find.comprehensive
MCH services irrelevant to the conditions of shortage and isolation they will
inevitably face. ''Too often', write Jelliffe and Williams, "demonstration
centers become show centers, demonstrating only that they are too elaborate,
isolated, expensive, or atypical to be reproduced anywhere else' (Mother and
Child Health: Delivering the Services).
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Rural M(H services need a broad and effective foundation of support The Foundation
in the govermment. This must begin in Maseru with the support of important of
leaders and the formation of a broad and effective administrative structure Commi tment
at the national and district level. District support for local efforts must
be- improved, and coordination with educational agricultural agencies must
~ Be started. The governmental hierarchy runs fram top officials in the capital
and Ministry down to the district officials who, in turn, play an important
role in the coordination and support of local agents. The chiefs in the
traditional village, the missions, teachers, and the goverrnment agents are
the leaders at this level. Any new idea must be founded on educational efforts
within this hierarchy. Writing of cammunication in support of development in
Indonesia, E. Childers noted that the necessary communication paths:

do not begin with "mass communication'" -- but rather, literally

outside the doors of central planners and departmental chiefs in

the government corridors in the capital city. It is no exaggera-

tion to state that the first required, especially planned and

designed support communication program may be entirely with the

civil service of the capital city -- from outside those top-

level doors, downward through the same department, and between

them and other departments whose synchronized action, based on

real understanding and intensive briefing and orientation, will

"make or break" the project there and then . . . long before what

is usually thought of as "reaching the people" by mass communication.
From the central govermment network of civil service, a further

whole series of communication paths for each development program

may be traced outside to provincial levels to the next steps in

what needs to be a sustained, intensive total communication process

ultimately reaching the communities at large. ("Outline Specifica-

tions for an Indonesian Development Support Communications Service,"

Bangkok: Development Support Communications Service, January, 1966,

pp. 6-7, in Wilbur Schramm, Ph.D., Communication in Family Planning,

Reports on Population/Family Planning, No. 7, April, 1971).

We must start from the top and work down.

One basic problem hindering the development of enthusiastic support T
among the Basotho leaders for M(H is a conflict between the assisting Officials
organization and the goverrment cf Lesotho concerning 'family planning."

Developmental assistance in M(H often comes with the stipulation that

"family planning" services be implemented. High officials in the govermment,

as well as in the Ministry of Health, on the other hand, are generally

hesitant to support any program which claims 'family planning" as one of the

primary goals. This is illustrated by the fact that the private, IPPF

supported ''Lesotho Family Planning Association' has been closed down six

times by the Misistry of Health and its British founders deported. LFPA is

now ignored and remains tiny and ineffective and outside of MOH facilities.

The reluctance of high officials concerning family planning is rooted in an

initial negative interpretation tainted by a feeling of outside coercion

in family life, This ''threat" is especially distasteful when instigated by

the organizations of white foreigners. As a consequence, the issue becomes

a politically sensitive one,

Outside organizations, like US/AID, must use a considerable amount of
tact in their ''population policy". The only viable approach in the circle
or top officials, as well as in the village life, is child spacing for the
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protection of the health of mother and child. The concept of child spacing
will be particularly persuasive when presented in terms of protection of
"high risk mothers".

Even along this tact, patience is required. A firmer understanding and
support for publfc health in general is needed among top officials before
the preventative value of contraceptives can be enthusiastically accepted.
Officials must first see the value of health education, immunization, and
nutrition before they can understand child spacing in the context of MCH/CS.
In a ministry which itself has low priority among the other 13 countries,
the Ministry of Health has historically given low priority to preventive
measures, arbitrarily separating these services fram the infrastructure devoted
to curative care. Recently however, the MOH has been reorganized to give
more weight to preventive measures in accordance with the increased priority
given to public health in the present five-year plan.

With the support of national leaders will come the organization of a National
national administrative scheme for MCH/CS which, in all probability, Administration

will be established in the Division of Public Health along the pattern of
the recently organized section of Health Education. This section is located

under the Senior Medical Office of Health, in such a way that the technicians

find themselves among small divisions of the Public Health Section. Unfortunately,
the immediate authority of the Health Education Section is unable to make
necessary decisions involving other departments without consulting higher

officials in the Ministry.

An MCH/CS program, as well as the Health Education Section, should have
an administrative position which allows direct or easy access to top officials.
Three top officials are especially important in this regard: the Director
of Health Services, the Permanent Secretary of Health, and the Minister of
Health and Education. The DHS's responsibilities are principally with technical
problems in the Ministry and he can, therefore, give essential assistance with
problems concerning staff, supply, etc. The Permanent Secretary of Health
can provide important contacts with top officials of other ministries as he
has done for the Health Education staff. Support fram the Minister of Health
and Education is essential for contact both within and without the Ministry
and for purposes of establishing priority. All out support for child
spacing has not been given by these present officials and should not be
expected. Furthermore, any one of them could be dismissed or transferred at
any time, so that in general, heavy reliance on any one official for support
should be avoided.

Special efforts are needed within the Ministry of Health to help District
remove the isolation felt by peripheral units without expensive improvement Level
of roads. District hospital-clinic communications should be improved, Support

and hospitals should become the district centers for the support of the
periphery rather than becaming lost in day-to-day clinical duties., Staff
must try to limit hospital duties to provide more time for supervision
training of peripheral staff and administration. The district hospital
should be the center for the retraining of rural health staff. Special
supervisory and clerical staff will be needed at the district for the support
of M(H/CS activities. Special training is needed to develgp nurse/midwives
with administrative skills to fulfill these duties. The district's officers
must also be trained or retrained and closely supervised so that peripheral
clinics are not continuously lacking important supplies. Two-way radios
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could do much to alleviate supply, referral and supervision problems in the
periphery, Along with salary incentives, these improvements could do much
to make peripheral assignments more attractive to nursing staff.

All departments of the government are represented by separate offices
at the district capital level. However, all divisions are coordinated by
the district administrator, who acts as a representative for the national
goverrment. The district aJministrator is, therefore, an important communi-
cation link to district officials in other sections of the government and
should be approached for support of MCH/CS clinical activities. He should
call together representatives from the local developmental projects in the
various agencies for joint meetings at the district capital as is done at
Mafeteng., These meetings have provided an effective means for the T'sakholo
Health Center staff to approach other development agencies for teamwork at
the local level. Support at the district level fram the district administrator
and other officials has made possible similar meetings of local development:
agencies at T'sakholo itself, The result has made concerted efforts with
the commnity successful, which might otherwise have disintegrated.

At the end of the hierarchical ladder of communication in the Local
govermment are the local agents: the nurses, the health inspectors, the Egents

health assistants, teachers, agricultural agents and nutritionist. They
should be approached and their support enlisted. From the nation's health
staff, first priority should be given to the training and retraining of
these local agents.

Retraining of nurses began for the first time in 1972. By December, 1972,
260 nurses thoughout the country had received a 2-3 day inservice education
course at the Queen Elizabeth II hospital in Maseru. Since December, 1972,
inservice training courses, with particular emphasis on M(H/CS and public
health, have also begun for local clinic staff at the Mafeteng hospital
as part of an effort to develop two clinics into extensions of T'sakholo
activities. Oreintation courses are important to relieve peripheral isolation
and to initiate an understanding of general public health,

Preparation for leadership of a comprehensive M(H clinic, however,
requires more extensive training. Heavy priority is needed in rural health
care and PH/MCH/CS in the present nursing curriculum to better prepare
student nurses, nurse/midwives, and public health nurses. In 1972, MCH/CS
was added to the three-month public health orientation course at the Queen
Elizabeth II Hospital. Training at the hospital now also includes a 10-week
course in health education. Inservice training at an MCH/CS clinic for
Basotho nurses is still lacking, but it is hoped that sufficient practical
training will soon be offered for nurses at the rural health center at T'sakholo.

It is also essential that the small number of health assistants, health
inspectors, assistant health inspectors and public health nurses, who bring
health care into the community, be thoroughly oriented in MCH/CS public health
and community education, and organization techniques. Since the number of
public health extension workers is Lesotho is so grossly inadequate, community
people should be oriented to assume some of these activities.

Agriculture and nutrition agents should also be approached for support
of public health activities. In 1972, a 20-week health curriculum was
designed for 20 students at the Thaba Khupa Fair Training Institute, and in
December a course for 180 students was initiated at the Lesotho youth center
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outside Maseru. It is hoped that when these students return to their villages
as model farmers, they will also demonstrate new ideas of health, and support
local clinic activities,

Such health and M(H orientation should also be given to local teachers
so that through them the children can be influenced toward better health
practices. Before December, 1972, a series of 2-3 day training courses were
given in the various districts. The conclusion which emerged fram these
sessions was that samething must be done to improve the sanitation facilities
of the schools before teachers could be expected to effectively teach health.
Schools are universally without latrines and sanitary water sources. Special
efforts are needed to clean up the schools and make them a better demonstration
for new ideas of health.

Civil servants, administrators, and agents at the various levels of the
govermment constitute an elite group, better educated, more nationally conscious,
less traditional and more forward looking than the rest of the populationm.

It is among this group that permanent changes in attitudes will logically
start. They are the logical model group for the demonstration of new attitudes
to the people, whom we cannot expect to change if their leaders cling to

the old sanitation, nutrition, and M(H practices.

Effective govermment support for clinic activities rests on a whole
ladder of support though the govermment hierarchy. Steps in this cammunication
ladder must not be build too hurriedly. At an early stage, priorities should
remain higher up the communication ladder, emphasizing a sound national and
district structure, and agent orientation and training should not be rushed,
overextending structure by moving down to the comunity level too quickly. It
is hoped that such an effort will lead to a permanent and Basotho program.

In recent times, international organizations like WHO, UNICEF, The Place of
Food and Agriculture Organization, and US/AID have been active in providing Foreign Aid
funds and technical assistance to health projects. Too often, however, these
efforts have been uncoordinated with each other and with the govermment. The
result has been that ''the quality of health services offered in the country
shows great variations from place to place'" (Dr. H. C. Berringer, WHO Sr.
Med. Officer). Basotho staff and facilities, therefore, have not been used
maximally for a unified and permanent program. The aim of assistance in
MCH/CS should be to develop a permanent, self-generating program in the
Ministry, using present staff facilities in coordination with other help
and development work.

Foreign money and advice should serve as a catalyst, creating not a
need for more money and advice, but the capability to carry on without
assistance, Foreign technicians are needed to initiate communication through
the ranks of govermment and to organize a more effective support system for
rural health. These cadres should have the experience in health education,
MQH/CS, program management and the training to help generate government
interest and priority to use this interest in creating an effective district
and national structure. Foreign technicians are also needed to initiate the
retraining of health staff in rural MCH/CS services and in community organization
and extension.

It is essential, however, that these technicians give immediate priority
to the replication of their own skills and goals in Lesotho counterparts. Primary
importance must be given to training Basotho who can soon take over and carry
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on the work of the foreign technicians. Foreign aid should come primarily

in the form of this technical assistance. Replication must be given

highest priority over the building of expensive and well-equipped facilities,
because foreign aid cannot be assumed to come forever. In the words of

Dr. Alfred Neuman, Project Director of a rural M(H Project in Ghana, '"well
intended projects have operated with apparent success until extranational
funding was withdrawn, and then it was discovered too late that the operation
was too expensive for the host nation to carry on" (''The DANFA, Ghana Rural
Health and Family Planning Project,'" University of California, Los Angeles,
School of Public Health, February, 1971).

Once the contract between the University of California,
Santa Cruz and US/AID was signed, Project Director James Franks travelled
to Africa in order to negotiate agreements between the University and the
Ministries of Health of the Governments of The Gambia, Lesotho and Dahomey.
It is of major significance that the agreements were between the Regents of
the University of California and the Ministries since US/AID policy had
previously been to negotiate such agreements directly government to government,
These agreements delineated the project purpose, plan of action and major
commitments in supplies, personnel and services by UNEX and by the three
African countries. A copy of the Memorandum of Agreement with the Lesotho

Ministry of Health follows below:
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MIMORANDUM OF AGREEMENT
BETWEEN
THE MINISTRY OF HEALTH, GOVERNMENT OF LESOTID
AND
THE UNIVERSITY OF CALIFORNIA, SANTA CRUZ
DEVELOPMENT OF MCH PILOT ACTIVITY IN MAFETING DISTRICT

Because of their mutual interest in the development of health programs
which wiil accelerate the improvement of the quality of family life and the
health of ncthers and children, the Ministry of lealth of Lesotho and the
University of California, Santa Cruz have agreed to cstablish a Maternal
anl Child Health (MCID) pilot activity in Mafeteny. This pilot activity will
be a part of a Regional Maternal and Child Health Project which the University
of California, Santa Cruz is developing in collaboration with the health
authorities of several African govermacnts. Funds for the project are being
provided through a contract between the University of California, Santa Cruz
and the United States Agency for International Development.

In accordance with their conversation of September 20, 1971 regarding the
Regional Maternal and Child llealth Project Pilot Activity in Mafeteng, the
undersigned accept the terms and conditions as outlined in the attached Plan
of Onerations and apree to nrocecd with its imnlementation.

W)

¢ -7
éfi;j}ér/4?{tﬁ é;x“ﬁq’Aﬁ

for the Ministry of loalth for the Regents of the University
Government of Lesotho of California
C. D. Molapo
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PLAN OF OPERATIONS

REGIONAL MATERNAL, AND CHILD HEALTH (MCH) PROJECT

PILOT ACTIVITY IN MAFLETENG DISTRICT

PROJECT PURPOSE

The goal of this project is to assist in the improvement of the quality
of 1life of African mothers and children through the reduction of preventable
maternal and child morbidity and mortality., Working within existing
government health services, the project will study and demonstrate simple
but effective ways to improve MCH services including child spacing for
medical reasons and to extend these scrvices to previously unreached population
groups without necessitating substantial increases in facilities, personnel
or operating costs.

The expectcd end of project status is the establishment or improvement
of basic MCH services which emphasize health cducation and prevention of
illness and death, include child spacing for medical reasons and which are
being provided to previously unreached population.

GENERAL PLAN OF ACTION

Phase I of the project will be carried out in defined pilot areas in 3
African countries which have cxpressed an interest in participating in the
project, and which have a suitable health service system to scrve as a base
for a pilot program.

Two University of California, Santa Cruz (UCSC) technicians (public health
nurse, nurse-nidwives and/or health cducator) will be assigned to each of the
three pilot activities and a public health physician will serve as regional
field coordinator. With their national counterparts, projcct technicians will:

(1) collect demographic, health status and knowledge, attitudes-and
practices bascline data in the pilot area.

(2) study existing services and techniques in the pilot area and work with
local staff to improve them. This will be done by provision of essential
clinic equipment and supplics and by demonstration and training of local
personnel in health education of mothers; in techniques of preventive and
certain curative child health services, and in the identification and treatment
of high risk mothers. Personnel also will be taught the techniques of child
spacing and the valuc of offering such services to high risk mothers. The
content of the training for healti cducation of mothers will include family
nutrition and particularly the fecding of the weaning child, home and personal
hygiene, infant and child care, value of child spacing, and use of available
health services for maternity care. Methods in health teaching will include
personal counscling, both at the health center and in the home, small group
discussions, and the use of demonstrations and of appropriate awlio-visual aids.
Concurrently, and as a part of the training of porsemmel, a study will be made
as to which methods of health teaching are the most cffective in the cultural
context of the target population.
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(3) using the central service in the pilot area as a practice center,
provide short-term training for personnel from satellite dispensaries followed
by regular on-the-job supervision,

(4) in each pilot area the devclopment of volunteers will be attempted
through community action techniques. The volunteers recruited will be
trained to teach simple elements of nutrition and child care, to recognize
and refer mothers and children with health problems, and to assist in other
MCH activities.

(5) develop a method of regular supervision of pilot zonc health centers
to assure that MCIl services and health teaching are being carried out.

(6) develop an overall plan for the regular re-training of all health
personnel,

(7) develop appropriate health education *echniques and materials.

(8) participate in the development of health records and demographic
data collection systems as nceded in the pilot area.

(9) work with the Ministry of Health to improve supply dispersal systens
to the pilot area and other outlying clinics and hospitals,

(10) participate in training programs and professional conferences of all
levels of health personnel in the country to interpret and guin support for
pilot activity objectives and program. Provide theory and practical training
in MCH/Child Spacing technics and services if requested.

(11) develop a method for technical evaluation of pilot activities and
assess projoct effectiveness concurrently and at the end of 2 years. On the
basis of this assessment, make recommendations and develop specific plans for
Phase II,

The initiation of Phase IT, as well as its design, will be dependent on
the events of Phasc I. It is anticipated that by the end of Phase I the MCH
services in cach pilot area will be adequate to become a model for the repli-
cation of those services more extensively throughout the country as well as a
center for the ficld training of nursing students and for in-service training
of other national health persomnel. Concurrently, the pilot activity will also
serve as a model for the development of MCH/CS programs in other countries.
During Phase 11 the UCSC personnel will shift their major offorts to assisting
in the extension of MCII/CS services to other parts of the country and to other
African countries which rcquest such assistance. hiphasis will be placed on
the training of trainers and supervisors in each participating country.

It is anticipated that UCSC assistance will be given for a maximum of 5
years in each participating country, contigent upon the availability of funds,
and that host countries will assume full respensibility for continuing
successful project activities after this time.
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SPLECIFIC PLAN OF ACTION IN LESOTHO - PHASE 1

The Mafeteng District has becn selected as the pilot area in Lesotho.

A UCSC public health nursc will be assigned to the Tsakholo Health

Center in the Mafeteng District. Her counterparts will.be the head nurse

of the health center and the public health nursc assigned to the Mafeteng
District. With the additional assistance of Wil persomnel, the Tsakholo

Health Center will serve as a national model for the effective delivery of
MCH/CS and other basic health services. The MC/CS aspects will be accomplished
through the re-training of health center personnel and development of appropriate
health education materials and technics. Content will include nutrition, infant
and child care, hygiene, and child spacing for high risk mothers. Health
education materials and equipment will be provided. When the program is in
action, the Tsakholo Health Center will be used as a training center for
personnel and volunteers from the other centers in the pilot area after

which they will be supervised on the job, Eventually, the Tsakholo Health
Conter will serve as a training center for students and for the continuing
education of all levels of personncl providing health and rel~ted services.

This training will eomphasize the significance of integrated maternal and child
health/child spacing services as a means of improving family health and in the
various ways in which such services can be prompted and made available within
the existing personnel, financial and socio-cultural constraints in Lesotho.

Early in the project the UCSC field coordinator and PN in the pilot area
will initiate a sumple survey to assess the health status of the people in the
arca in order to get hascline data for later project evaluation. Sufficient
laboratory supplies are being furnished to the Tsakholo lHealth Center to
provide back-up facilities. Ongoing morbidity und mortality data will be
collected and analyzed, and in the {inal year of the project, the survey will
be repeated for comparative purposcs.

A second UCSC technical assistant, a health cducator, will be assigned
to the Ministry of Health. 'The Government of lLesotho will appoint a health
cducation trainee to serve as his counterpart. Together, the UCSC health
educator and his counterpart will develop and test methods of health cducation
which are appropriate for the pilot arca and for all of Lesotho, and which have
application to other developing countvies. They will assist with the development
of the training center in the pilot area.

The UCSC field coordinator will assist with maintaining the base of
operation within the Ministry of lealth, give consultation to project personnel,
and coordinate project activities with other related health activities in the
country and with other pilot activities of the regional MCH project.

Out of the country training will be provided for enc health educator
trainee for onc ycar, and for 2 or 3 senior level health workers in public
health practice for approximately 3 months each.
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CONTRIBUTIONS BY UCSC DURING PHASE I

Personnel
1. Project Director (1/3 time)

2. One public health nurse
3.. One health educator

Commodities

1. Three vehicles, two large jeep type, at least six passengers, one truck
type, all four-wheel drive, with spare parts and operational costs

during Phase I,

Audio-visual and other teaching aids.

Office furnishings and equipment for public health nurse and health educator.
Selected medication for the prevention of increased morbidity and mortality
in target population,

Medical supplies to help equip model health center at Tsakholo.

Laboratory equipment and supplies for detection of high risk mothers,
materials for child spacing activities,

[ 97, ] LN T )

Other Costs

1. Personnel

a. One secretary, locally hired.
b. Two driver-messengers,
Cc. One higher executive officer.

2, Health Training Activities

a. Costs of printing, reproduction, and distribution of health education
materials developed by project. .

b. Conferences and refresher training for Lesotho health personnel.

c. Travel and other costs, intra-African conference for UCSC technicians,
counterparts, and selected host country officials.

3. Participant Training

a. One hcalth educator traince for one ycar.
b. Two - three senior level health workers in public health practice for
approximately three months each.

4. Housing

a, Health educator will pay sub-economic rent of $25.00 (approximately
R. $17.50 per month),

b. Public health nurse-Tsakholo, will. pay rent not to exceed $125.00
(approximately R. $87.50 per month).
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INTRODUCTION

This document attempts to share the expgrience of Tsakholo as the
government's Demonstration Center in Maternal and Child Health, 1972 -
1974, and as a Training Center in Rural Health 1975 - present. Tsakholo is a
focal point in the Ministry for Maternal and Child Health, under USAID
Contract No. AFR-799, otherwise known in Lesotho as the UCSC/MCH Project.
The report is necessarily detailed as its primary purpose is for use by
those who continue this country effort. This project began and remains
under government auspices and country nationals in the Ministry of Health
and as such represents a unique rural health development project in the
country.

The project began in February, 1972, a time when Lesotho's Five Year
Development Plan reflected improved curative medicine and the intention
of recruiting and producing more highly trained and highly paid technical
personnel. In contrast, Tsakholo's mandate was public health and training
trainers to disseminate health information amongst all existing health and
health related manpower - nurses, drivers, volunteers, teachers, traditional
practitioners, etc. It began as a low visibility, decentralized effort, at
a time when high visibility, job opportunites and personal amenities were
only available to health personnel in the centralized settings. It placed
the emphasis on and the resources directly into rural health.

In addition, it attempted to create within the govermment a positive
direction for inclusion of family planning as an integral part of public
health services. In fact, it helped shape current policy.

Not all of the experiences at Tsakholo are or should be replicated.
With well-defined management and continued training commitment on the
part of all who have a role in Tsakholo's future as a training facility,
rural health in Lesotho should prosper.

T. BACKGROUND
A. The Intent

The goal of the University of California Extension, Santa Cruz/
Maternal and Child Health Project in Lesotho, was to work with the existing
government health services and with country nationals to demonstrate
activities which would 'lead to the reduction of preventable morbidity
and mortality in mothers and children," and to do this in ways that were
replicable in other parts of the country. These improved MCH services,
including family planning and health education, were to be extended to
previously unreached population groups. The project was a bilateral agreement
between the University of California at Santa Cruz (UCSC) and the Ministry
of Health of the government of Lesotho. .

Under this broad goal, the project's aim was public health or
disease prevention, and the target group, women in their reproductive
years, and children. The demonstration phase, 1972 to 1974, focused on
the Ministry's rural health center at Tsakholo, where services were



to be studied and updated to include child spacing services, high risk
assessment of women and children, and nutrition and health education, in
addition to the general curative and preventive activities in progress.
The original intent was to incorporate new skills into already existing
health manpower or health related manpower in the country, making use
of voluntary groups wherever possible,

B. The Setting

Geographically, Lesotho is a small mountainous country, beginning
at 5,000 feet elevation rising to 11,200 feet, about the size of Belgium,
It shares all of its borders with the Republic of South Africa. The
climate is temperate with fluctuations from a lowland average of 20 F in
the winter to 90 F in the summer. Two thirds of the country is mountainous
and sparsely populated, whereas the lowland population is more dense. It has
been suggested that the number of people per acre of arable land has ‘in-
creased from 0.7 to 1.2 between 1950 and 1970.

Lesotho is decvoid of the tropical diseases that infest much of Africa,
such as filiariases, malaria and schistosomiasis. Neonatal tetanus appears
to be absent even though traditions are maintained in rural areas which
could contribute to its occurence. This good luck is fortunate in a country
said to be one of the poorest economically in the world, yet which reports
one of the lowest infant mortality rates in Africa, 106/1000 live births.

A high literacy rate amongst its 1,200,000 inhabitants and a common language,
Sesotho, contribute favourably to maximizing impact when change is initiated
and acceptable to the people. However, the absence of about 150,000 males in
the productive ages at any one time for employment in the Republic of South
Africa has a limiting impact on changes requiring their cooperation,

Activities contributing to the outcome of the lives and health of
mothers and children are manifest through traditional and modern venues
throughout the country, even in Lesotho's urban center, Maseru., One of the
initial tasks of the UCSC/MCH Project was to further delineate what these
traditional and modern resources meant in the periphery, specifically at
Tsakholo, and to buiid upon these, make available updated services in MCH,
and determine some means of measuring impact when new services or changes
were initiated.

Consistent with the independent observations of staff working in
the area, the Tsakholo Village Leaders Survey conducted in 1972 by UCSC
and counterparts in the demonstration zone showed a very high occurence
of persistent cultural traditions affecting health in that area.l

As a result of this 1972 Survey, a closer delineation was made of

the demonstration zone. The area was defined as Enumeration Areas 38.01-
38.03, 38.11 - 38.13, 39.01 - 39.16, 40.01, 40.03 - 40.05, comprising

1. All numbers refer to like numbered documents reference in Appendix A.



a total of 160 reported villages and approximately 25,000 inhabitants
according to the 1966 census.

Tsakholo was described as a growth center by the Department of
Community and Rural Development, Ministry of Agriculture, in 1971.2
At the time of initiation of the government's health project several
schemes were already introduced into the area.

In 1972 under the Ministry of Agriculture an agricultural irrigation
scheme and fish production scheme were introduced about two kilometres
west of the clinic. In 1972 the Department of Community and Rural Develop-
ment started a water scheme for the area one-half kilometre west of the
clinic which consisted of a deep borehole, windmill, pipes and storage
tanks which were to provide protected piped water to the health center
as well as to several villages in the area.

Tsakholo is under the chieftainship of Ward Chief Sentle Mojela
and under the overall administration of the District Administrator,
Mafeteng camp. Staffing , finances, routine maintenance and immediate
supervision of health services are the responsibility of staff in the
parent hospital, Mafeteng Camp. These responsibilities were shared with
the principal Public Health Nurse counterpart and UCSC technician posted
at Tsakholo during Phase I 1972 to 1974. Training was geared towards
preparing the parent hospital and counterpart staff for full responsibil-
ities for a demonstration health center with emphasis in rural Maternal
and Child Health.

This decentralization of impact directly into a rural area was
counterpointed by the centralization of a Health Education component
in the Ministry's public health services. These two comprised the
UCSC/MCH Project input in Lesotho and both were administered directly
under the post of Senior Medical officer of Health, Public Health Section,

throughout the Five Year period.

The substance of this report focuses on the development of Lesotho's
Maternal and Child Health Project, beginning with Tsakholo and including
the applicable educational efforts.
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II. TSAKHOLO RURAL HEALTH DEMONSTRATTON CENTER

A, Management and Administration

1. Setting Objectives

In 1972, UCSC technicians, counterparts, World Health Organization
nurses and staff at Tsakholo, developed a set of broad objectives for the
First Phase of the Demonstration Center at Tsakholo. Aside from part of
Objective 10 (in parenthesis) these were agreed upon by the SMOH in October,
1972. They were:

1. The promotion of health and the prevention of sickness for
families to include:
a. a.safe and plentiful water supply
b. hygienic sewage disposal
c. adequate food and shelter
d. protection from communicable diseases
e. protection from accidents

2. Health protection of mothers and children:

a, basic maternity care providing for adequate prenatal, natal,
and post-natal health supervision including education regarding
child-spacing methods, services and/or referral for medical
reasons,

b. basic midwifery services

c. continuing health supervision and basic medical care of all
children from birth through childhood and adolescence.

3. The promotion of health for families utilizing health education
techniques and demonstration village health projects.

4, Studies of problems affecting the health and well being of mothers
and children (to serve as a basis or guide to program development).

5. Collection and analysis of vital data and statistics concerning
mothers and children.

6. Establishment of standards of practice and training for health
personnel serving mothers and children and for facilities pro-
viding for their care.

7. Coordination of MCH service with those of other agencies broadly
concerned with the needs of mothers and children.

8. Health education of expectant parents, parents, school children
and the general public.

9. Planning and monitoring the efficiency and effectiveness of MCH
services including financial considerations.

10, Study and develop new methods or approaches for delivering MCH
services such as early identification and referral services for
high risk women and children (and exploration of a role for in-
digenous practitioners).

11. Education and training of professional and auxiliary staff,
beginning in the district, emphasizing training of trainers,

12. Collaboration with other programs or agencies concerned with the
development of services to mothers and children nationally and at




the district level.

13. Serve as a national demonstration model in the delivery of basic
MCH services from a health center facility.

14, Promote community, district and national interest in the recognition
and amelioration of problems affecting family health and demonstrate
a system of MCH care beginning with the primary rural health center.

15. Establish a national rural health training center for the country.

It was recognized that Tsakholo, as a rural health center, has an
important role in curative medicine as well. This was to be maintained
and improved as possible but emphasis was put on upgrading public health’
services particularly maternal and child health.

These broad objectives served as a foundation for reflecting the
changing role of Tsakholo in the Ministry of Health.

They were translated into measurable targets by the entire health
team throughout the demonstration phase. Appendix B summarized the
targets and their achievement during Phase I of the Project.

2, Organization

As a demonstration center, Tsakholo was to remain under the
parent hospital (Mafeteng) as any health center, yet the "Tsakholo Project"
was placed directly under the Senior Medical Officer for Health (SMOH). The
management tasks of planning, organizing, leading and monitoring the demon-
stration activities were decentralized to Tsakholo during Phase I under the
MCH technician and her principal counterpart wheras administrative roles
were assumed by Tsakholo, Mafeteng and Maseru.

The parent hospital staff became a part of the team but critical
staff; such as . district medical officers, changed frequently. Through
goodwill and motivation of all concerned, Tsakholo survived the early
years of dual and sometimes triple administrative ties and direct line
relationships. By 1974, Mafeteng staff and Tsakholo staff had been trained
to work together as a team and functional and line rezponsibilities were
clarified for the demonstration patient services. As Tsakholo began to
assume its training role in 1974, the functional relationship agreed upon
emerged as outlined below in Figure 1:
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B. Shelter and Environment

In March 1972, Tsakholo Clinic consisted of a large four-room clinic
building, built in 1964, badly in need of repair. A boarded staff nurse house
and a post-office block, built at that same time,were also on the premises.
The facility was staffed by one double qualified nurse, a scrubber, an
untrained health aide and a part-time health assistant.

At that time two large clinic wings were used for storage of preschool
food and broken equipment due to collapse of the ceiling in those rooms. The
dispensary room was not used due to collapse of its roof. All health services
were conducted from a small poorly 1lit, partitioned room,with a hand wash
basin, adjacent to the reception area. It was obvious, and indeed the staff
concurred, that the first '"cap' needed was a "builder rennovater cap", not a
nursing cap. Simultaneous with the government's construction of a D2 house
and two duplexes for staff, self-help funds were obtained from the American
Embassy and UCSC to put the clinic into full service. By August, 1972, one
of the large wings had been repaired to serve as a preschool clinic. A
home economist joined the staff shortly thereafter. By October, 1972, a
health assistant, a driver, a Public Health Nurse, and the MCH technician
took up residence at Tsakholo with existing staff. By January, 1973, together
with a local contractor and another staff nurse, new walls, flooring, and
painting had created a delivery room,a treatment room, and an antenatal/
multipurpose room. Therafter followed resurrection of the dispensary, and
community volunteer activities to help build a classroom and waiting huts for
pregnant women. The latter were made from bricks and thatch purchased locally.

New in 1976, one also sees at Tsakholo an additional joined rondavel, with



plumbing, which serves as a faculty or long term student/research assistant
accommodation. Tsakholo also has a poultry coop, built by volunteers, of
mud and thatch.

A Safe and Plentiful Water Supply

The borehole 1/4 mile west of Tsakholo is said to be capable of pro-
ducing 450-900 gallons of water/day. Complete with two 2,500 gallon storage
tanks this water supply was completed in 1972 by Community and Rural Develop-
ment. In the twelve month period, January, 1973 through December, 1973,
it functioned for a total of two months. The addition of a diesal pump
in 1974 provided a dependable source of water but fell into disrepute due to
the reoccurring costs and maintenance required which neither the Ministry of
Health nor the community were willing to absorb in total. In 1976, the Ministry
of Health resurrected and protected a small spring on clinic grounds which
serves as a small but safe and dependable water supply for clinic and staff.
The commnities, which were to benefit from the windmill supply, remained
with an unpredictable source of water until November 1976, when the major
repairs were accomplished to put the windmill back in operation.

In July 1975 through July 1976 the Senior Medical Officer of Health
approved the use of Tsakholo's "faculty''rondavel for housing a research
assistant from Birmingham University, England, as part of a team sent to
study rural water supply systems - why they succeed, why they fail. Although
it was not the intent of this team to interfere in any way with existing
water schemes, it remains to Lesotho's benefit to study the findings of their
research, when available, so that proposed water schemes might be more
successful than has been the experience at Tsakholo.

Hygienic Sewage Disposal

Flush toilets and septic tank systems were incorporated into the new
housing at Tsakholo. They have been very dependable sewage systems.

A plan was presented by the district health inspector to headquarters
for the construction of suitable patient latrines; however, these have never
been followed through to completion, resulting in the regular resiting of
one inadequate pit latrine to serve the patient population. The magnitude of
the problem is enhanced by the realization of an average daily patient popu-
lation of some 163 individuals. The retirement of the district health
inspector and the withdrawal of the health assistant from Tsakholo in January,
1976 were disincentives and priorities urgently need re-examination.

The Weather

Over the five year period, Tsakholo's weather can be summarized as follows:

1972-73 The Drought (Lake Tsakholo dried up)
1973-74 - The Good Year

1974-75 Pula haholo (too much rain)

1975-76 Pula ea na (when it rains it rains)

Tsakholo is considered part of the dry belt and crops succeed or fail
accordingly.



C. Clinical Services

1972 - 1976

1. Statistical Tables




TOTAL AVERAGE CLIENT POPULATION AT TSAKHOLO PER DAY/WEEK/MONTH/ANNUM-1976

Per day Per week Per month Per annum

GENERAL PATIENTS 26 130 565 6,785
ANTENATAL CARE:

Initial Visits - 17 68 820

Return Visits - 38 151 1,810
PRE-SCHOOL CARE:

Initial Visits - 15 58 700

Return Visits 58 290 1,158 13,900

P.S. Mothers 60 300 1,200 14,400
MISCELLANEOQOUS:

(Post--partum,

fam pl. Emergencies 5 25 100 1,200

Deliveries, etc.)

AVERAGE TOTAL VISITS (ALL TYPES)

Per week
Per day

815

163 (incl. 60 P.S. mothers

per day)
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Maternal and Child Health Services

Background

Targets were established with the Tsakholo team regarding MCH service
statistics which they thoughtcould be accomplished by 1974 and by the end
of project status, 1976. The statistical parameters used for measurement
are those reported monthly by any health center to the statistical unit of
the Ministry of Health. The only difference perhaps, is a very clear definition
of what we are talking about (j.e. an initial preschool visit versus a
return visit, an initial antenatal care visit versus a return visit) and
clo§§dsupervision of the results month by month throughout the five year
period.

In conjunction with the above, some rough estimates were made about the
target population using fertility estimates and percentage of under fives
expected in the 25,000 population in the demonstration catchment area.

Due to the male:female ratio in the demo zone (based on figures fgr Mafeteng
District as a whole) the expected pregnancies are felt to be higher than
birth rate estimates would yield for catchment areas in other parts of the
country.

The following rough estimates are determined for comparative purposes
for Tsakholo:

1250 pregnancies per annum
1200 births per annum
1000 infants under 1 per annum

5000 under 5's in this 5 year period.

The year 1976 represents completion of a new census detemmination for
the country and the Ministry of Health is in an excellent position to
negotiate for at least a complete age-sex breakdown for the enumeration
areas in its demonst.ation zone.

a. Preschool Services

A Catholic relief service preschool program was started at Tsakholo
in November, 1971. As in the case of all Catholic relief service programs
in Lesotho, this involved the use of donated food as an incentive to encourage
preschool attendance. Although an unpopular practice as viewed by some health
professionals, there can be no doubt that this has made it possible for a
bulk of Lesotho's children to come under reasonable routine health supervision.
Donated food tends to function as a disincentive to self-reliance projects
such as gardening and poultry production. However, scasonally there is no
food available from such self-help projects. In light of the popularity
of preschool services in Lesotho as they existed, it became the intent of
the demonstration project to not only increase routine attendance but to
explore new kinds of roles that preschools could play in the community.

Four principal changes were made:
1. A trained, home economist was employed, instead of the customary
double qualified nurse, as person in charge of the preschool (1972-74),



-11-

2, With her background in Agricultural extension, a commmal
garden and poultry scheme were introduced as educational
adjuncts to routine activities.

3. Child assessments and referral of high risk children to the
nurse in charge at Tsakholo became a routine practice,

4. Children assessed to be seriously malnourished were accommodated
at the health center with their caretakers for intensive
re-education whenever possible.

In addition to routine weighing of preschool children, health talks
stressed the importance of good nutrition, child spacing and understanding
the road to health charts (Ilesha grid) which continues to be part of every
child's record, kept by the parent. Certain targets were established for
preschool, with emphasis on regular attendance and completed immunization.
Table 1 shows the achievements over the five year period.

Based upon the target population estimates and routine health center
returns, as shown in Table 1, it can be said:

1. About 91.7 percent of the expected under fives in the demo
zone registere:dl in our pr~sch ol clinic over the five year
period, 1972-1976. These 4587 under fives made a total of
58,753 return visits for preschool supervision.

Comments:
(a) Special ceremonies honoring regular preschool attendance
were used as incentives to maintain regular preschool supervision.
From its inception in 1971 the government initiated use of
donated food at the preschool. This incentive was status quo
throughout the report period.
(b) Return visits totaled 20,087 in the two-year period
1972-73 and 30,444 in the two-year period 1975-76.

2. Seventy-five percent of the under fives who received dose one
of diphtheria, whooping cough and tetanus received dose three
of diphtheria, whooping cough and tetanus over the five year
period.

Comments:
The target was set at 80% for 1976. In 1976 alone, 80.1%

had achieved that target. Seventy-five percent is the five
year average, with a baseline of only 49.9% in 1972. Diph-
theria, whooping cough and tentanus was in stock throughout
the report period.

3, About 67.5 percent of the eligible children (n=5000) in the
demonstration zone are fully immunized against diphtheria,
whooping cough and tetanus.

Comments:

This is based on 2877 who have completed the initial series
and an additional 503 who received a bhooster diphtheria,
whooping cough and tetanus during the report period.

4, About 25 percent of the eligible children in the demonstration
zone received their basic series of polio immunizations over
the five year period.

Comments:

Polio vaccine was out of stock for a total of 31 months of the
report period. This reflected national deficits of the vaccine
except for six months in 1976.

5. About 54.8 percent of those who received dose one of polio
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vaccine received dose three of polio vaccine.
Comments:
The target was set at 80% completion rate of basic polio series.
6. The availability of vaccine has a strong impact on regular
attendance at the preschool.
Comments:
Return visits to the preschool in 1974 were only 8,248 when
polio vaccine was out of stock all year. Return visits were
16,630 in 1975 when polio vaccine was out of stock for only
three months.
7. About 68.6 percent of our eligible preschool population have
received tuberculosis vaccine,
Comments:
(a) The target was set at 80 percent
(b) Tuberculosis has been out of stock for a total of 15
months of the report period
(c) Special campaigns organized by clinic staff have boosted
the commnities immunity against tuberculosis.

b. Nutrition

Twenty-eight cases of malnutrition in under fives were identified
by clinical observation at Tsakholo in 1976.

Kwashiorkor, frank or early 10
Marasmus, frank or early
Dehydration and underfed,
weight loss, poorly fed 9

28

Table 3: Clinical Diagnosis by month of first visit, 1976

~Month
Condition Jan-Mar Apr-Jun J1y-Sept Oct-Nov Not Stated
Kwashiorkor 2 3 1 2 2
Marasmus 4 2 1 1
Dehydration/Underfed 2
linderfed, Weight
loss, Poorly fed 2 1 4 0
TOTAL 10 6 | 6 3 3

Two of the marasmus cases in January were brother and sister. The distribution
of cases by village is only noteworthy compared to years past. We are now
casefinding malnutrition at the periphery of the demonstration zone (11-14
kilometers away) whereas in years past a concentration of cases were in the
nearby villages around the health centre (1-5 kilometers away). This is due
in part to the opening of an outstation at Sekameng, about 12 Kkilometers
from the health center.
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Table 4: 1976 Mslnutrition in Under Fives Caretaker by Condition

o Caretaker
Condition Granny Mother Not Specified
Kwashiorkor 1 7
Marasmus 3 5
Dehydration/

Underfed

Underfed/Weight

Loss, Poorly

Fed 4 2 1
TOTAL 10 14 4

Ten of the twenty-eight malnourished children werc cared for by their
grannies and brought to the clinic by the granny. In three instances the
mother had died in childbrith and in one instance the mother was hospital-
ized with T.B. The six other cases were cared for by grannies due to what
could generally be called social problems, such as dessertion, abduction,
prison, away working in the Republic of South Africa etc. Of interest is
that only one of the ten kwashiorkor cases was cared for by granny. Two
of the marasmus cases cared for by granny had lost their mothers at birth.

In general, the malnutrition in all 28 cases was associated with
weaning "too early," often due to traditional beliefs, followed by exclusive
feedings of lesheleshele (porridge); or exclusive breastfeeding at around
one year old with no introduction of supplementary food; and/or improper
preparation of lactogen formula (too weak, too strong) when artificial
feeding was practi~ed.

Two of fourteen cases with pregnancy history notes were associated
with close spacing of pregnancies. One mother with an underfed child
1% years was pregnant at the time the underfed child was found. A post-
pneumonia Kwashiorkor child 1-4/12 years old, not breastfed since birth
due to belief in certain customs, had a one month old well-nourished breast-
fed sibling. If complete histories were available, practice of certain
traditions would likely be an influential variable in many of the mal-
nutrition cases. In a 1976 survey of nurses and doctors countrywide, it
was reported that at least some of the frank kwashiorkor or marasmus in
their districts were associated with traditional beliefs about weaning.12
Eight of the fourteen cases with pregnancy history notes were grand
multiparas having had three or more pregnancies.

c. Antenatal Care

Based upon the population potentially pregnant in a given year
(n=1250/yr) and the service statistics from Table 1 we can say:
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1. About 65 percent of all pregnant women in a given year in
the demonstration zone are registered in our antenatal
care clinic. These women are seen an average of 3.2 visits
per pregnancy and 62.3 percent are seen initially prior to
their sixth month of pregnancy.

Comment :
a) The targets initially established were 80 percent receiving
antenatal care (based on 1973 low estimates of 820 births
per annum) and 60% prior to the sixth month of pregnancy.

b) We believe that the estimate of 1250 pregnancies per
annum is high. This would not be resolved without an
accurate age/sex pyramid and/or fertility rates based on
the 1976 census for the demonstration zone.

2. Antenatal care visits account for an annual average of 55
visits per week in 1976 compared to the annual average of
27 visits per week in 1972.

Although antenatal care clinics exist under Government, Mission,
Red Cross and traditional auspices throughout the country, the service
at Tsakholo tested several parameters essential to good antenatal care.

1. A high risk (in terms of another pregnancy) assessment tool
was developed in Lesotho and incorporated into a maternal
chart which has been made available to all facilities desiring
this record. This assessment has been taught countrywide
and promoted for continuity of patient care.

2. Routine hemoglobins were done on all antenatal's in 1972
and found to be of little screening value. Low hemgglot:ins
were a very low occurrence amongst antenatal cases at Tsakholo,

3. Routine VDRL's (for detecting syphilis), interpretation of
VDRL lab findings and proper treatment of positive cases
were taught to staff and students at Tsakholo since January
1973. Poor handling of specimens has resulted in about 50
percent wastage of all specimens sent in 1976 and for part of
1975, 1If this is to be taught as an integral part of good
antenatal supervision, arrangement for transport of lab specs
is essential.

4. From random statistics collected in 1976, it is suggested
that local traditional practitioners have an important role
as a referral base to the health center. Women who went
early in pregnancy to certain providers of charms fo:
pregnancy came to the clinic earlier in their pregnancy than
those who did not "carry out the customs.'" Using influential
traditional practitioners as referral centers needs more explor-
ation.
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d. Deliveries

_ Based on the assumption that around 1,200 deliveries occur per
annum in the demonstration zone, the following statistics on deliveries
occuring at the health center are disappointing:

Table 5: Supervised Deliveries - Tsakholo, 1972 - 1976

YEAR NUMBER PERCENT (n=1200)
1972 26 2%
1973 68 5%
1974 74 6%
1975 99 8%
1976 40 34

The drop in health center deliveries between 1975 and 1976 began to occur in
December 1975, Variables such as staff, facilities and fees remained status
quo throughout the report period. The presence of a vehicle and driver removed
in November 1975 is not replicable and other alternatives to bring more de-
liveries under supervision had to be explored. Even at its. peak, the health
center was supervising only 8 percent of all potential deliveries and another
10 percent delivered at Scott or Mafeteng hospitals. This means that more than
80 percent of the deliveries occur in the traditional manner attended to by
untrained (in the modern sense) grannies, in spite of significant improvements
at the health facility itself.

The conclusion reached in 1974 concerning supervision of deliveries is
that traditional birth attendants (TBA's) should be identified by their
villages to come for simple training to learn:

1. to refer all cases prenatally, as early as possible;

2. to identify danger signals in management of delivery;

3. to share responsibility (which they are already doing) for safe

deliveries in the home.

The staff at Tsakholo has begun this approach at the model village,
Ha Pechela, and the village has organized itself, through its chieftainess,
with ten traditional birth attendans identified to participate in the
training program. Amongst these are the chieftainess herself and a well
known medicine man in the area who is known to be very influential and highly
paid for his deliveries. They have agreed that their role will not involve
remmeration from the government in that they already have a system of remun-
eration traditionally acknowledged.

It should be clearly understood that Tsakholo is not promoting medicine
men and traditional birth attendants to this important role. They are already
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heavily involved. What is hoped is that we can help them carry out safe
practices in what they have traditionally and currently been doing; and
bring them more closely under the supervision of the health center. There
is also the obvious advantage that staff and trainees, particularly student
nurses and midwives, will learn something about traditional deliveries

and be able to have greater influence in this widespread traditional health
care system.

e. Post Partum Services

Post partum services began to be offered in 1974 at Tsakholo.
As shown in Table 6 these services have very gradually increased over the
three year period 1974-1976.

Table 6 : Post Partum Services, Tsakholo, 1974-1976

YEAR NUMBER SEEN PERCENT (n=1200)
1974 78 6.5%
1975 82 6.8%
1976 119 9.9%

This is another service in which traditional birth attendants have an in-
fluential and important role. In the 1972 baseline survey at Tsakholo,

it was learned that customs surrounding the post partum and newborn pefiod
are the most widespread of all practices according to village leaders.

Although it should still continue to be offered, the 4-6 week post
partum examination is a departure from''carrying out customs’' in that it
requires the woman to leave her hut before the traditionally recommended
three month period. Traditional birth attendants should learn about post
partum complications and health promotive activities that can be recognized
and carried out in the home. In addition to the 4-6 week service of
postnatal examination and education combined with new born BCG a similar
arrangement is promoted at 3-4 months post natally to cover those who prefer
to "keep the customs."

Family Planning (Child Spacing)

As in all parts of the world, traditional means of preventing
pregnancy exist in Lesotho. Although it is the impression at this time
that traditional practices have more impact in Lesotho than modern means,
the alternative of modern contraception was a service initiated for the
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first time by the government at Tsakholo. The task for UCSC was to demon-
strate how this service can be incorporated into up-to-date health services
with emphasis on child-spacing for health promotion of mothers and children.

Baseline data concerning this service was collected at Tsakholo and
Mafeteng district between 1972 and 1974.
1. A baseline average birth interval of 31 months between most
recent pregnancy terminations of women all ages attending ante-
natal clinic at Tsakholo was reported in 1972.3
This birth interval is inclusive of pregnancies terminating
in stillbirths, livebirths and abortion.

2. An ideal average family size (for a newly married couple)
of 3.7 was reported by 176 village leaders surveyed in
1972 in the demonstration area. These respondents were 74
percent male and their average age was 50+. SeventX-six percent
had lived in their villages for more than 21 years.

3, Forty-seven percent of these same leaders said they would prefer
two or fewer years_between the birth of one child and the birth
of the next child.l

4. TForty percent of new contraceptive acceptors in the district
in 1973 came for the purpose of family size limitation rather
than for spacing of pregnancies or pregnancy planning. Of these,
73.4 percent had never had any previous experience with a modern
method of contraception.

5. The new contraceptive acceptors in 1973 were on the average
around thirty years old, grand multi-parous and, on the average,
educated ,at the highest level up to Standard 4 (lower primary
school).4

In addition to basic research at Tsakholo, UCSC sponsored several country-
wide surveys concerning family planning between 1973-1976:

1. Knowledge, Attitudes & Practices Survey of doctors and nurses

in Lesotho, 1973 and 1976.

2. Retrospective Survey of contraceptive acceptors. 1972-1974.
These surveys are elaborated in more detail under Section IV, Countrywide
MCH Research, page 36 to 42 and some of the findings are summarized in
Appendix C.

A more recent survey, "Tsakholo Model Village Survey, 1976" yields
some comparable data to original baseline data concerning child spacing/
family planning at Tsakholo.

1. An average birth interval of 36.3 months was found amongst recent
deliveries of all ever-pregnant multi-parous women aged 25 - 44
years in the 1976 model village survey of Ha Pechela (Tsakholo
demonstration zone).

2.  1In this same survey the younger age group 25-29 years old reported
an average birth interval of 38.5 months while their older peers
aged 35-39 years reportgd an average of 28.4 months between their
most recent de.iveries.
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3. Further, it was possible to compare the same woman
over time. Very complete pregnancy histories were obtained
from the women. Table 7 summarizes the findings:

Table 7 : 1976 Model Village Survey, Ha Pechela, Tsakholo Demonstration
Zone: Average Birth Interval in Recent Deliveries of Women Now
35 - 39 Years compared to the Average Birth Intervals of the
Same Women Ten Years Prior and Compared to Women Now 25 - 29

Years 01d
GROUP BIRTH INTERVAL
Women now 35 - 39 years 28.4 months
Same Woman Ten Years Prior 33.8 months
Women Now 25 - 29 years 28.5 months

A very rigid definition was used for these comparisons. Although this
represents data from only one village, exact data was obtained from two
areas in the Scott Hospital Regional Project but is not yet analysed
and reported at the time of this report.

It was independently reported by staff in the demonstration zone
that older women in their reproductive years sustain a high fertility
during this ''at risk' period, just prior to menopause, often to get a
child of a desired sex or to compensate for a child who has died. An
appreciable reduction in infant mortality will probably be a motivating
force in regulating family size amongst the Basotho. Lesotho is already
experiencing this reduction in infant mortality from 118/1000 live births
in 1966 to 106/1000 live births in 1973.6,7,8, Basotho are finding that
the occasional pregnancy which terminated in perinatal mortality in years
past, becomes another mouth to feed, clothe and educate in the present.

Compared to average ideal family size reported by various Basotho
groups from six surveys conducted in Lesotho, 1972 - 1976, summarized in
Appendix C, the role of modern contraception will be of prime importance
over the next 5 - 10 years based on infant mortality reduction alone. In
addition, modernization will have an impact on customs and traditions which
currently promote a healthier than average birth interval compared to other

African countries.

It was concluded in 1974 after two years in the demonstration phase
and after countrywide research, that services which provide both a means
of child spacing and family size limitation are equally acceptable to the
community, providing a solution to already felt needs. The government in
its Second Five Year Development Plan states:



-19-

13.18 "The Second Plan target is to reduce the
current rate of population increase, 2.2.
percent, to 2.0 percent annually."

The plan states that, "information on contraceptive techniques and supplies
will be disseminated as widely as possible and the necessary additional staff
trained to extend and improve family planning services."

Service centers outside of Maseru have a very limited client base
on which to build a training program for family planning nurse practitioners,
however, a facility like Tsakholo can teach management of contraceptive
acceptors as a part of rural comprehensive health care to the commmnity.
In light of the government's development plan it has been recommended that
a family planning fieldworker be requested from LFPA to serve the demonstration
area and to function as a regular part of the health center team during the
next plan period.

As shown in other countries, promotion of contraceptive services for
high risk women or for child spacing only, can lead to a population increase.
Hypothetically, reduced mortality accruing to an increased birth interval at
Tsakholo and presuming a reduced infant mortality, the demonstration zone
may have achieved a higher than average population increase. Without age/
iex proféles from 1966 and 1976 Population Censuses, this hypothesis cannot

e tested.

f. Health Education

Health education techniques were taught to the staff by the members
of the health education unit as well as by providing opportunities for the
health center staff to participate in relevant training programs being con-
ducted in and outside the country. As an important emphasis in the project,
staff members were requested to maintain logs of their educational efforts
to groups in the clinic and in the community. Their activities are reported
monthly on the routine health service statistics received by the Ministry of
Health,

The staff was taught to self evaluace the quality of their educational
efforts, realizing that quantity (of people reached) can be fruitless if the
message has no meaning for the recipient. The staff initiated many health
education activities that allowed the recipient group to participate in the
educational effort. For example, school children were provided with materials
and information from which to make posters depicting themes pertaining to
environmental sanitation. These were displayed by the school children in the
clinic during visits by prominent people. The staff in Maseru and Tsakholo
participated with the health education unit during the preparation of 'training
events' by various student groups such as student nurses and student midwives.
The techniques were kept simple, to promote replication in other parts of the
country. Posters displayed in the clinic were evaluated for their applicability
to the message intended and the message perceived by the community. Considerable
assistance in the latter endeavor was achieved in cooperation with the staff
of the Lesotho Distance Teaching Center, (LDTC) and the Lesotho Family Planning
Association. LDIC, following a visit to Tsakholo, requested and receired per-
mission to use the Tsakholo health center and staff for periodic testing of
some of the training materials being developed by their organization.
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D. Commmnity Health

In rural Lesotho, there are many individuals who make a sig-
nificant contribution to the outcome of the lives and health of mothers
and children. This "rural health team'' takes on a very different ap-
pearance than the modern concept of a health team. At Tsakholo, the
rural health team includes traditional as well as modern influential
people. After participating together in team meetings over the period
1972-1974, the Tsakholo team recommended that a model demonstration of
improved health practices might best be accomplished in a village,
rather than at the health center. This led to the Model Village concept
described in the document entitled '"Model Village Survey,'" referenced
under item 5 in appendix A. The importance of this effort lies in the
process it entailed. The motivation came from collective agreements
reached by the commmity and fieldworkers from various organizations
and Ministry's assigned to that area. It was not a development imposed
by people perceived to be outside the immediate community.

The community's initiative in health matters is well represented
through traditional venues and the concept of village health workers,
or village health volunteers, needs to take this into account. Built
upon the process described, the development at Tsakholo, although lengthy,
needed careful and regular appraisal. It was only in its initial phase
at the completion of UCSC input in the country.

Other commmity activities involved informal social gatherings
at the commnity classroom on health center grounds. These in:luded
sewing and handicraft clubs for young people, film shows and other means
of reaching groups with educational material pertaining to health.
The health assistant posted at Tsakholo worked closely with staff assigned
to the health education unit to organize "pitsos" and other gatherings
in the villages in which to introduce health motivation activities. All
of these activities became a part of the learning experience for various
student groups assigned to Tsakholo.
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E. Staffing

1. Staffing in the Past

Personnel who comprised the basic team involved in this
development project remained reasonably stable over the five year period.

Dr. K.T. Maphathe, S.M.0.H., 1972-1973, Maseru

Dr. S. Mohale, S.M.0.H., 1974-1976, Maseru

Pat Goodale, UCSC Technician, MCH Adviser, 1972-Present,
Tsakholo-Maseru

Sunny Fong, UCSC Technician, H.Ed. Adviser, 1972-Present, Maseru

* Tsidi Ntsekhe, PHN Principal Counterpart,1972-1975, Tsakholo-
Maseru (deceased)

* Manthuoa Seipobi, PHN Principal Counterpart, 1976-1976, Maseru

* Mokuba Petlane, H.Ed. Principal Counterpart, 1972-Present,
(Out of Country)

* Taps Raditapole, H.Ed. In-Charge, HEU, 1972-Present, Maseru

* Ivy Monoang, Staff Nurse, In-Charge, Tsakholo, 1972-Present

Vincent Tolofi, Health Assistant, 1973-Present, Tsakholo,

Mafeteng

A Margaret Mokhothu, H.Ed. Nutritionist, 1972-1975, Maseru
(resigned)

* Aa Mopeli, Nutritionist, HEU, Maseru, 1976-1976

A Peter Mokoko, Design Illustrator, HEU, Maseru, 1976-1976

Thoko Maliehe, Staff Nurse,1972-Present Tsakholo-Mafeteng

Mantoa Qashele, Home Economist, Preschool, 1973-1976, Tsakholo,
\resigned)

Angelina Pakose, Staff Nurse, 1974-Present, Tsakholo-Mafeteng

Makalebe Maile, Matron, Mafeteng Hospital, 1972-Present

Tsedi Moshabesha, District PHN, 1972-Present, Mafeteng

Lismelo Nombula, Staff Nurse, Preschool, 1975-1976, Tsakholo
(resigned)

Emme Seepane, Staff Nurse, Preschool, 1976-Present, Tsakholo

2. Supporting Staff

Christine Molano, Personal Secretary, 1972-1975, Maseru (resigned)

Neo Maphike, Project Secretary, 1975-Present, Maseru

Ben Makakhe, Supply Officer, 1972-1974, Mafeteng (resigned)

Solomon Nkhahle, Driver-Operator, 1972-1976, Tsakholo-Maseru,
(resigned)

Joseph Theko, Driver-Operator, 1972-Present, Maseru

Paseka Ramagele, Driver-Operator, 1973-Present, Maseru

Manuku Mokhothu, Health Aide, 1972-Present, Tsakholo

Thakane Sikeme, Health Aide, 1972-Present, Tsakholo

Thakanyane Sikeme, Health Aide, 1972-Present, Tsakholo

* = designates officially appointed counterparts to Mr. Fong, Ms. Goodale.
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funds over this five year period as follows:

5 cor2 of personnel received in
directly or indirectly by UCSC

PERSON WHEN WHERE ACHILVEMENT
A 1974 Lesotho TOT-Cert. Comp,
T8idi NtSekhe 1975 Downstate MCH/FP Nurse Practitioner Cert.
1975 UCSC MCH Coordinator
1976 Univ. Chic, Management Admin. Workshop
Certificate of Completion
Manthuoa Seipobi 1976 UCsc FPNP Nurse Pract. Cert.Comp.
1976 ucsc TOT/Commmity Health
Certificate of Completion
1973-75 ucsc Assoc. Degree Health Ed,
Cabrillo College
Mokuba Petlane 1975 Ibada , Nigeria F.P, Motivation-Cert. Comp.
1972 Ucsc MCH/FP Nurse Pract. Cert. Cerp.
Ivy Monoang 1974 Lesotho TOT-Cert. Comp.
1974 Lesotho TOT Cert.Comp.
Thoko Maliehe 1975 Meharry MCH/FP Nurse Pract. Cert. Comp.
1974 Lesotho TOT-Cert. Comp/
Vincent Tolofi 1975 Ibadan, Nigeria F,P. Motivation-Cert. Comp.
Margaret Mokhothu 1974 Meharry MCH Nutrition Cert. Comp.
Taps Ralitapole 1974 Lesotho TOT-Cert. Comp.
1974 Lesotho TOT-Cert.Camp,
TSidi Moshabesha 1976 ucsc EPNP Cert. Comp.
Angeline Pakose 1975 Downstate MCH/FP Nurse Pract, Cert. Comp.,
Agnes Lephotho 1975 Downstate MCH/FP Nurse Pract. Cert. Comp.
1974 Lesotho TOT-Cert. Comp.
Nakalebe Maile 1975 JCSC FPNP Nurse. Pract. Cert. Comp.
Solomon Nkhahle 1975 Lesotho First Aid Cert. Red Cross
Joseph Theko 1975 Lesotho First Aid Cert. Red Cross
Major Ramagele 1975 Lesotho First Aid Cert. Red Cross
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PERSON WHEN WHERE ACHIEVEMENT
Manuku Mokhothu 1974 Lesotho Lab. Aid Training-Maseru
Nuku 1975 Lesotho Health Aid Training

2, Staffing-Projected

From the beginning, Principal counterparts were prepared to
gradually assume full responsibility for the component programs, health
education and maternal/child health.

The upgrading of PHN to manage the government's MCH Program was rec-
ognized in 1974 as a positive alternative to a medical officer, due to the
scarcity of physicians in Lesotho.

In that this requires basic institutional changes in the hierarchies of
nursing and medicine, the recognition of this post was less easy to accomplish.
A comprehensive 8 months training program was developed for the public health
nurse counterpart and funded by UCSC in 1974 following ack.owledgement by
Mlnlstry of Health Headquarters of the need to develop such a post, Sister
T&idi NtSekhe completed on-the- -job and out-of-country training to prepare
her for these responsibilities, returning in April, 1975. As a result of
her untimely death in July, 1975, Sister Manthuoa Seipobi was officially
designated as principal counterpart.

She returned from her highly individualized UCSC sponsored training
program in July, 1976, to begin to assume her management role. Together
with the MCH technician, nursing personnel, health education umit . (HEU)
and headquarters staff, concurrence was achieved that the following organizational
and staffing projections should be built upon over the next development period
to continue the government's MCH program in general and Tsakholo Demonstration/
Training Center in specific:
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FUNCTIONAL CHART TSAKHOLO

SMOH Headquarters
POLICY (Maseru)
MANAGEMENT MCH Program Manager

ADMINISTRATION MCH Office

HEU
District
Mafeteng| Hospital (Mafeteng)
' i
i ADMINISTRATION :
Supportive : -
Services TRAINING
— e DEMONSTRATION Supportive
HEALTH CENTER Services
| INTERNATIONAL NATIONAL‘ CIL.INICAL NON-CLINICAL
Health Non-Health
Personnel Personnel
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PROJECTIONS FOR TSAKHOLO 1976 - 1980
PERSONNEL - TSAKHOLO

1976 1980
G.O,L. (FULL TIME) TSAKHOLO G.0.L, (FULL TIME) TSAKHOLO
2 D.Q. MCH/N. Pract. 1 NP Clinic Mgr. (Upgraded post by 1978)
1 Health Aid 1 NP_Tutor_(Upgradrd post by 1978)
1 Scrubber *] D.Q. Nurse (Clinical Instruct. appt.
by 1977)

1 Nightwatchman

*1 Nurse Asst. (1977)

*] Nutritionist (1978)
1.Driver/Operator

1 Scrubber (1976)
*2 Health Aids (by 1977)
1 Sr, Health Asst. (Py.1976)

*] Secretary Clerk (by 1977)

*1 Cook (by 1977)
*Housekeeper/Laundress (by 1977)
1 Nightwatchman (1976)

*3 VHW paid supervisors (1 ea. yr.
177 - '78 - '79)

%30 VHW's (unpaid) 5 - 1977
10 - 1978
30 - 1979

1 Handyman/Gardner (1977 - '78)

G.0.L. (PART TIME) MASERU G.0.L. (PART TIME) MASERU

1/4 MCH Officer (Hdgtrs.) 1/4 MCH Officer (Hdqtrs.)
1/10 Health Planner (Hdqtrs.) 1/4 District PHN Practitioner
1/4 District PHN (not actualized) 1/10 District MO/Matron

1/20 District MO/Matron 3/4 Personal Secretary (MCH Office)




1976
G.0.L. (PART TIME) MASERU

3/4 Personal Secretary

0 0D 0O CROLEL OIS DPIEYOEEEPOS

3/4 Admlnlstratlve Officer

Consultants as Needed

CRS (FULL TIME) TSAKHOLO
1D, Q Nurse

1 Health Aid

CODE:

resseess e . Post Vacant

Staff exists, posts upgraded

Post doesn't exist

1980
G.0.L. (PART TIME) MASERU

3/4,Admin, Officer, (MCH Office)

Consultants as Needed

CRS (FULL TIME) TSAKHOLO

1 Health Aid

1 Scrubber

LFPA (FULL TIME) TSAKHOLO
*1 LFPA Field Worker 1977 - 1978

Staff exists, posts not upgraded
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Projected Staffing With Direct Responsibility to MCH Officer

MASERU

1 Personal Secretary (3/4 MCH, 1/4 HEU)

1 Administration Officer (3/4 MCH, 1/4 HEU)

1 Nutritionist

1 PHN Program Assistant (3/4 MCH, 3/4 PHN sq.)

2 Driver/Operators (shared with HEU)

TSAKHOLO

1 NP Tutor (post to be upgraded from D.Q. Nurse)

1 Driver/Operator (driver post to be upgraded to Driver/Operator by 1977)

1 Secretary/Clerk (by 1977)

1 Housekeeper/Laundress (by 1977)

1 Cook (by 1977)

Personnel under the MCH Officer will all have shared responsibilities
with otheyr divisions or units. Their job descriptions will be up-dated (if not
already done so) to reflect their direct responsibilities to this officer.

CONSULTANT3
OB Gyn 1/5 (WHO)
MCH Program Consultant (1/4 x USAID?)
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DATE: October 13, 1976 (Working Document Source August 1972)

JOB DESCRIPTION: MATERNAL AND CHILD HEALTH COORDINATION OFFICER (MCH Program
Manager)

MINISTRY OF HEALTH

QUALIFICATIONS:

Professional education to the level of Public Health Nurse and at least
5 years demonstrated capability in a post of responsibility for other personnel.
Post graduate education as Family Planning Nurse Practitioner and Management
and Administration of MCH programs. Demonstrated skills in leadership and
training of trainers.

RESPONSIBLE TO:

The post will be defined directly under Senior Medical Officer of Health
but may need review in terms of its level of organizational relationship during
the next Five Year Plan period.

S.M.0.H.
b [ I
Central Env, San, PHNsq. Hea&th Hgllth MCd
Laboratory & C.D. Education Stats.

Control

UNDER THE S.M.0.H., THE OFFICER WILL:

1. Manage the training element of the Ministry of Health's Rural Health
Training Center a* Tsakholo. (Plan, organize, lead, monitor)

2, Actively recruit trainees (govt., non-govt.) and coordinate all
training programs at Tsakholo.

3. In an advisory capacity, assist parent hospital in continuation of
demonstration services, personnel deployment, etc. at Tsakholo.

4. Assist in the development of professional education in MCH (Nurse:
practitioners).

(a) Teach management of MCH services to nurses, public health nurses,
practitioners.

(b) Maintain and up-date professional FPNP educational materials and
see to their distribution,

(c) Work with tutors to up-date syllabus in MCH.

(d) Assist as requested in district or hospital based in-service
education programs.

(e) Incorporate MCH related data for Lesotho into on-going
training programs.

5. Provide a direct linkage between the Ministry of Health and the
Private Health Association of Lesotho in development of its health manpower
program,
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6. Assist Senior Medical Officer of Health (SMOH) and Health Education Unit
(HEU) in commnity education affecting Mother Child Health.

(a) Work with the Health Education Unit in the development of appropriate
commmity education materials, radio talks, etc.

(b) Actively recruit and train trainers who can provide general community
education,

(c) Assist in the development of a supervisory plan for volunteer health
workers (VHW's).

7. Assist the Senior Medical Officer of Health in recruiting, briefing and
debriefing of appropriate candidates for rural health training programs.

8. Assist the Government of Lesotho in planning and coordination of its
countrywide Mother Child Health Programs. (CRS, Red Cross, LFPA, WHO etc.)

(a) Determine feasibility and need for a Family Health Council.

(b) Work with the Senior Medical Officer of Health as pertains to official
involvement in this capacity.

9. Assist the Government of Lesotho in its expansion plans for MCH countrywide.

(a) Monitor existing MCH service statistics on a regular basis and make
recommendations for alteration if necessary.

(b) Assist the Scnior Medical Officer of Health in .the provision of MCH
service records for government facilities and see to their distribution
and proper use.

(c) Assist in the continued development of up-dated comprehensive MCH services.

(d) Assist the Senior Medical Officer of Health and the Public Health Nursing
Matron in monitoring and supervising MCH activities in the district or
region and in definition of future responsibility for this activity.

10. Prepare monthly progress reports for the Senior Medical Officer of Health
concerning Mother Child Health and Tsakholo training.

11. Develop a medical advisory committee which meets quarterly to advise on
standards of practice in Mother Child Health for Lesotho, (MCHFP nurse prac-
titioners, etc.)

12. Work out a budget for continuation of the Mother Child Health Program,

13. Function as chief Mother Child Health Officer responsible for acquirement,
supervision, dispersal and delegation of authority for MCH equipment, medical
supplies, vehicles, and personnel acquired under the UCSC/MCH Project and
work with the Senior Medical Officer of Health, the Health Education lnit,
personnel officer, transport officer in projecting replacements or additional
requirements of same.

14, Other duties and respunsibilities as delegated by the Senior Medical Officer
of Health,
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TSAKHOLO AS A NATIONAL
RURAL HEALTH TRAINING FACILITY
1974 - 1976
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III. TSAKHOLO AS A NATIONAL RURAL HEALTH TRAINING FACILITY 1974 - 1976

A. Professional and Non-Professional Education

From its inception, Tsakholo was envisaged to become a rural health
training facility for the country. The contractual agreement signed by the
Right Honourable Minister of Health, Mr. C. D. Molapo and the Regents of the
University of California at Santa Cruz, dated November 5, 1971, states:

"It is anticipated that by the end of Phase I, 1974, the MCH
service in the demonstration area will be adequate to become
a model for the replication of those services more extensively
throughout the country as well as a center for the field
training of nursing students and for in-service training of
other national health personnel. Concurrently, the demonstra-
tion activity will also serve as a model for the development
of MCH/CS programs in other countries."

The Ministry of Health made requests to many donors to acquire assistance
with this development. Noteworthy is a letter dated October 25, 1973 to the
Ministry for the British High Commission acknowledging their intent to submit
a project "for a Training Center in Maternal and Child Health Services, to be
built at the Tsakholo Government Clinic.'" This project was submitted and funded
"in principle" by the British Government the following year.

In January, 1974, the Ministry of Health with representatives from
Central Planning and Finance, met with UCSC personnel, the local technicians and
counterparts, and the USAID/POP representative from Washington, D.C., to draft
a proposal for Phase II of the UCSC/MCH Project. The local OSARAC (USAID) desk
officers also attended. This document was never signed; however, the MCH Project
continued to carry out the agreements reached locally concerning the second
phase of what had been started. From a field perspective, there seemed to be
confusion encountered at top levels spreading from Washington, D.C., to London,
Nairobi, to Mbabane, to Maseru. Fortunately, this had little impact on the
district and demonstration center staff who took the initiative to continue
to pursue what they had agreed upon. The following training achievements took
place at Tsakholo:

1. Her Majesty, Queen 'Mamohato, had dedicated the classroom and
waiting huts used for patients and community teaching purposes
on November 3, 1973,

2. The D2 house at Tsakholo was vacated by the UCSC technician
in July, 1974 and re-equipped to provide temporary dormitory
space for from 6 - 8 trainees.

3. A double "faculty rondavel' with plumbing, was completed with
UCSC self-help funds.

4. In January, 1974, the government of Lesotho had approved "in
principle" the training of the Public Health Nurse counterpart
in management of MCH services countrywide as well as management
of Tsakholo as a training facility.
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5. The MCH counterpart achieved on-the-job and out-of-country training
in this aspect of her work, returning to gradually assume full
responsibility in April, 1975. Unfortunately she died shortly
thereafter in July, 1975.

6. A second MCH counterpart began on-the-job and out-of-country
training towards achieving this responsibility, returning in
August, 1976.

7. On October 21, 1976, nursing matrons, other senior officers and
headquarters staff under the Permanent Secretary for Health
concurred with the recommendation that the M(H post be established
as envisaged to reflect program management in MCH and management
of the continued development of the training element at Tsakholo.

8. Training activities began at Tsakholo in September, 1974, Since
that time:

a) In 1974, 66 trainees accomplished a total of 1488 man-hours
of fieldwork training at Tsakholo.

b) In 1975, 88 trainees accomplished a total of 4448 man-hours
of fieldwork training at Tsakholo.

c¢) In 1976, 44 trainees accomplished a total of 4368 man-hours
of fieldwork training at Tsakholo (through November only).

In 1976 staff deficits (Health Assistant withdrawn in January, 1976,
Home Economist resigned in April, 1976) made it impossible for existing clinic
staff to cope with the heavy patient caseload plus students. Some of the
training programs had to be cancelled. Nonetheless, in terms of man-hours of
training, 1976 was comparable to 1975 as trainees were fewer but they came for
longer periods of time.

Management and Administration

On October 21, 1976, concurrence was reached in the office of the
Permanent Secretary with Senior Officers and Nursing Matrons to the following
management and administrative set up to achieve a full complement of staff and
accommodation for Lesotho's Rural Health Training :Center at Tsakholo. Although
direct country assistance from UCSC will be withdrawn at the close of 1976,
it is with trust that this modest beginning will be recognized as critical to
countrywide development and will continue to be given the Governm¢ *t support
needed to move forward.
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C. TRAINING PROGRAMS AT TSAKHOLO 1974-76

mo/yr Type No. Length Comments

Sep/74  Student Nurses Q.E. II 15 2 days Deficit, MCH fieldwork for
school of Nsg. finalists

Sep/74 Various fieldworkers § staff 30 4 hrs Orientation to model village
concept § surveying

Oct/74 Student Midwives Q.E. II 7 3 days MCH deficit training for

' finalists

Nov/74 P.H. Orientation Nurses 5 3 wks MCH fieldwork including
health education and comm.
educational activities

Dec/74 LFPS Nurses 5 days MCH/FP Practitioner fieldwork

Feb/75 Student Midwives Q.E. II 3 viks Planned curriculum MCH
fieldwork

Mar/75 S/N Scott Hospital 2 5 days Orientation to management of
rural MCH services

Mar/75 Student Nurses Q.E. II 5 2 wks MCH fieldwork for finalists.
An additional 6 finalists were
cancelled due to instructor
and staff shortage.

Apr/75 Pupil health assistants 10 4 days Health education § 2-way radio

Apr/75  Mafeteng/Tsakholo staff 7 2 days Two-way radio communication

May/75 Public Health Nurses 5 3 days Re-orientation for PHN
finalists

May/75 LFPA Nurses 4 3 days Infertility workup, counselling
MCH/FP Practitioners, fieldwork

May/75 Fieldworker-Scott Hospital 1 2 wks Orientation to demonstration
center and community health
activities

June/75 Health assistants 6 1wk H.H, Enumeration - model
village survey

July/75 LFDS Nurses 21 3 days Demonstration/refresher course

Aug/75 Home Economist Intern 1 4 wks Interned for fieldwork from

(International Student) Swaziland

Sep/75 Health Assistants 6 2 wks Field examination

Nov/75 Pupil Dispenser 12 1wk Field experience rural health
team

Dec/75 Survey Interviewers 2 2 days Field orientation to model
village survey

Jan/76 Survey Interviewers x 4 4+1 1 wk Supervisor and Interviewers

conducted model village
survey - Ha Phechela
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TRAINING PROGRAMS AT TSAKHOLO 1974-76 (continued)

mo/yr Type No. Length Comments

Feb/76 Student Midwives Q.E, II 6 1 mo Planned curriculum field-
work in MCH

May/76 General Nurses 7 2 wks Deficit training rural
MCH for seven new graduat
who had written exams

Jul/76 LFPA Nurses 4 4 days On-the-job training
toward certification as
MCH/FP nurse practitioner:
under Dr. Ben Major

Sep/76 L.N.T.T.C. PCV 1 3 days Orientation to Tsakholo
and rural health

Og;égov Student Nurses Q.E. II 21 6 wks Deficit training, rural

health
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D. Proposed Development

STAFFING/TSAKHOLO, 19761980

Cemmunity Groups
Teacher Interns
Home Ec. Ext.

Nutritionists

176

Abbreviations
"DeQes = Double Qualified
GOL = Gov't of Lesotho Headquarters
NeP. = Nurse Practitioener POLICY (Maseru)
S.MIOOH.
MANAGEMENT
/ MCH Program Mgt.
76 (coordinator)
ADMINISTRATION
/ Personal Sec 3/4 x
76 Admin. Officer‘§/4 X
District
(Mafeteng)
ADMINI STRATION
PARENT HOSPITAL
M.O.
Matron
P.H.N. Pract. #78
Tsakholo
SUPPORT TRAINING DEMONSTRATION CENTRE SUPPORT
SERVICES | N.P. Tutor ’78 ¢&——— | N.P, Clinic Mgt. /78 SERVICES
Drivenbp Post Upgraded by 1978 Post Upgraded by 1978 Driver ‘76
176 Scrubber
Sec/Qerk Nightwatchman
House— Gardener -~
Keeper Handyman ’77
laundress .
177
Cook '77
{ J
INTERNATIONAL NATIONAL TRAINEES CLINICAL NON-CLINICAL
TRAINEES HEALTH M.O.H. M.0.H. o
Nutritionists Nurses D.Q. Nursq/bl. 5 Health Ass't ' 76
Educators Midwives i | Instruc. '77 3 VHW Sups(30 VHW's)
Nurse Pract. Dispensers i Nurse Assistant'77 Nutritionist
Nurse Asst, Health Ass'ts. ; Health Aides x2 LeFePoA,
Health Insp. Nurse Pract, CeReS. PROGRAM 1 Fieldworker
Health Asst.etc Nurse Assts. Health Aide x1
NON-HEALTH D.Q. Nurse ‘76
VeHoWo's Home Ec. Ext. x2
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Lesotho's Second Five-Year Development Plan states:

2,32 Among the lessons which can be learr~d from the experience of the
First Plan are:

1) A tendency to underestimate the time required to translate
ideas into development projects, to negotiate funds and to
begin implementation.

2) The need for a manpower plan on the basis of which young
women and young men can be encouraged to undertake training
and education to meet the most urgent national needs.

3) The necessity to identify major bottlenecks quickly and to
take steps to break such bottlenecks.

Under the UCSC contract, Tsakholo as a national demonstration health
center and as a training center set up to 'meet the most urgent national needs'
has far out-stripped expectations and performance in comparison to other
modest fully localized develupment programs. In addition, three principal
counterparts (two PHN's, 1 Health Educator) had achieved skills to the level
required for full responsibility for their posts.



SECTION IV

EXPANSION OF MCH SERVICES COUNTRYWIDE
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Iv.  EXPANSION OF MCH SERVICES COUNTRYWIDE

A. Background

UCSC was asked by the Ministry of Health to assist in exnansion of MCH
services countrywide in January 1974. Several inputs were necessary for this
expansion:

1l

Training of Basotho nurses, nurse-midwives and other health personnel
to a level where they could accept and perform these new responsibili-
ties, in conjunction with their existing workload.

Provision of supplies and equipment to carry out the work for which
they were trained.

A plan formulated by the Ministry of Health, for the expansion of
services, which included capital expenditures for up-dating facilities
(UNFPA proposal).

Organizational changes within the Ministry of Health.

Coordination with other government and non-government agencies or
institutions likewise concerned with MCH in Lesotho.



B. Training for Expansion of MCH

MCH/FP Nurse Practitioners

In November, 1973 at the invitation of the Ministry of Health, UCSC
sponsored a countrywide training program in conjunction with a KAP survey of
health personnel which provided valuable baseline data on which to plan future
training inputs. Eighty-five percent of all government nurses and twenty-five
percent of all mission nurses participated in this program along with district
doctors, health assistants, ward attendants, etc.

Training materials, developed at Tsakholo, were tested in terms of
applicability for countrywide programs. Revisions of professional training
materials were an important outcome of this initial countrywide field test.

Another important outcome was realization by the Ministry that deficits
existed in the basic curriculun of nurses and nurse-midwives which negated
actualization of an expansion plan. It was the intent that deficit training
be provided as fast as possible to prepare health professionals, particularly
doubly qualified nurse-midwives, for expanded responsibilities and for
responsibilities in rural settings in particular. The upgrading of faculty
posts in the School of Nursing and up-dating of nurses with an actual or
potential role in clinical instruction were recognized as high priorities in
achieving this goal, including continued development of a core staff at Tsakholo.

Towards this end scholarships were accepted by the government from a
variety of sources for out-of-country training to a level of MCH/FP nurse
practitioners. At the same time development of a localized curriculum took
place. Fimm steps were taken to tie in the activities and upgrade the skills
of closely related Basotho organizations such as the Lesotho Family Planning
Association (LFPA). Appendix E 1lists the MCH/FP certificates achieved by
Basotho nurses between 1973-1976.

It should be noted that four candidates achieved MCH/FP certificates through
completion of a local curriculum., These four nurses, all from the Lesotho
Family Planning Association, were awarded certificates of completion in July,
1976, and portions of their curriculum were accomplished ''on the job.'" All
four are fully engaged, day to day, in practicing the skills for which they
were trained. About one-half of those who were certified out-of-country are
currently providing MCH services directly or indirectly within the country.

Given the limitations of nurses available at any one time for training,

the continued availability of out-of-country scholarships in MCH/FP tended to
act as a disincentive in 1976 to further localization of a certificate program.

Training of Trainers

It was recognized by the government that deficits would always exist in
provision of health education to the public unless a sufficient number of
health personnel were up-dated to include health education as part of their
existing jobs. The Basotho acknowledge their role as health educators.
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However, they lacked skills in understanding the process of education,
particularly the techniques of effective community education and planning
for the educational needs of patients, community and staff in their regular
jobs.

In addition to the activities of the Health Education component of the
project, a program of Training of Trainers (TOT) was sponsored by UCSC in
Lesotho for twenty Basotho in key positions who would be returning to roles
where they could apply the techniques learned. The program was very intensive,
lasting two full weeks, and all participants received certificates of comple-
tion from UCSCas well as National University of Lesotho, Division of Extra-
Mural Services (DEMS).

The impact of this short but effective training input directly into
Lesotho has had a multiple. effect on the educational efforts in the country.
The MCH office and Health Education Unit have incorporated some of the
techniques into regular training programs for nurses and others. In addition,
some of the participants have proven to be effective planners of decentralized
educational programs in their districts or institutions. Two examples of the
latter are Thaba-Khupa Farmers Training Center and Lesotho National Teacher
Training College, where individuals were identified to be trained as trainers.
Their preparation was coordinated through the Health Education Unit and
included content preparation and training materials from the MCH Project. This
approach has been very effective and is recommended for the future.

With continued support from project staff several districts have since
then organized district-based weekend workshops covering a variety of health
topics, such as care and administration of vaccine, management of contraceptive
services and problems of infertility. This decentralization of effort should
continue to be encouraged.

The project has assisted the government in standardizing training
requirements that appear necessary for up-dating Basotho staff to MCH respon-
sibilities, in both in- and out-of-country training programs. Successful
application in the field is not always achieved. Some of the constraints were:

1. Lack of clarification of (or commitment to) the post for which
the candidate was being prepared.

2. Lack of support from immediate supervisory staff.

3. Overall deficit preparation or experience of the candidate.
These were not necessarily formal academic or age related
deficits.

4. Insufficient time provided for briefing and debriefing candidates
prior to and following their out-of-country training. Part of
this was to have been orientation at Tsakholo for all candidates.
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3. Training of Management Staff

Several posts were recognized as key posts in nursing that should receive
immediate shecct-term training in management of MCH services. These were:

1. Chief Matron of Nursing

2. Matron of Public Health Nursing

3. MCH counterpart (MCH program manager or coordinator)

4. Matron of Mafeteéng District
All of the above accepted scholarships aside from number two, who declined due to
other committments. In the case of number three and number four the management
training was combined with certification as MCH/FP nurse practitioners and
TOT (Training of Trainers) certificates,

In addition it was the intention of the WHO program to see that training of
public health nurses include the necessary inputs to become capable of planning
and supervision of MCH services in the districts. The project worked very closely
with the WHO public health nurse to assist in accomplishing these goals. Lack
of regular regional or central pub11c health nurse program meetings during the
1974-1976 period however, set serious constraints on the achievement of a country-
wide direction for this group of manpower. Nonetheless, three of the districts
began to plan and implement specific up-dating of efforts in MCH in their districts
and the project through the Ministry of Health was able to respond to their planned
requests for assistance, whether with training programs, training materials, equip-
ment and supplies or sometimes just moral support.

C. Up-Grading MCH Services Countrywide

Rural Lesotho, in terms of government medical personnel, depends heavily upon
expatriate physicians who are usually on two year contracts. Although many are
very enthusiastic about planning for improved public health services, particularly
MCH, few are in the posts long enough to see a plan through to its implementation.
For this reason the project encouraged district medical officers to appoint,
officially or unofficially, a qualified Masotho with whom continuity of district
health effort can be implemented and monitored. Often the logical person is
the district publi¢ . health nurse or matron or sometimes both. This approach has been
modestly successful for health expansion in Leribe (Buthe Buthe), Mafeteng and
Quthing districts. Scott Hospital Regional Program created and filled a post of
public health nurse for its public health program. Mohales Hoek has a public health
nurse prepared for expanding and up dating services in that distric; however
staff deficits required her presence in Maseru for a bulk of the 1975-76 period.

Some of the districts have become self-reliant in developing and implementing
their plans, using Maseru based staff for consultative purposes. Staff shortages
being ever present both in the past and probably in the future, necessitates that
decentralized capability bhe built upon without introducing new manpower in a budget
that is barely operable for the support, structure and manpower already defined.

Expanded services not only require manpower but equipment and supplies, trans-
port systems and sometimes capital expenditures to up-date antiquated facilities
or to build new facilities. Many proposals and projections from central planning
were reviewed by this project for up-grading of facilities. The priorities for ex-
pansion appeared to change regularly and the guidelines for this rationale were not
always apparent. It became the intent of the project, through the Ministry of
Health, to support those districts which:
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1. had a plan or wished assistance with a plan for expansion of services
in their district.

2, had updated facilities or plans for such facilities which reached large
catchment populations or were potentially capable of serving populations
where services were not overlapping.

3. had a qualified Masotho in a responsible position in the Ministry of
Health who could function as a coordinator for the dlstrlgt plan, in-
cluding identification of training requirements in her (his) district.

In order to up-grade MCH services countrywide within the constraints of the
government budget appropriated for health, it was recognized py all_personnel ]
that some existing facilities were not being developed to their maximal potential
as service. and training resources. These were both private and government sponsorec

The Ministry of Health requested the project to assist in the development,
to its full potential, of the MCH Clinic at Queen Elizabeth II Hospital. Also
interested in this activity were staff and resources from LFPA, Certain admini-
strative responsibilities, once clarified, led to an active participation by
both government and non-government staff in this endeavor, which was in its
early stages at the completion of the UCSC project in December, 1976. This ac-
tivity continues to be coordinated by the Ministry's MCH office,

A similar pattern of government and non-government resources sharing res-
ponsibility for comprehensive MCH services in the districts was attempted in
Leribe, Mafeteng and Quthing under the umbrella of the government hospitals,
Some were more successful than others for different reasons, however in prin-
cipal, all organizations involved agree to this direction for the future, to
avoid the pitfall of single purpose facilities,

As in other parts of the world, single purpose facilities do have a role
when specific high quality services are combined with fulfilling community needs
for educational or training purposes. This is the premise for assistance ex-
tended to LFPA which continues to have a vital role to play when full localiza-
tion of MCH/FP certification is a reality., They have already been fulfilling
a role as clinical instructors when student nurse and student midwife experiences
require observation of activities involved in managing contraceptive and infer-
tility cases, and the demand for such clinical experience is likely to increase.

D. Monitoring Impact of Services

1, Health Statistics

During the 1974-76 period, the Ministry of Health received assistance
from World Health Organization with routine collection of health statistics,
including revision of forms used for reporting. Certain criteria had been set
by UCSC for monitoring activities in MCH and some of these were reflected in
the new forms, '

For purposes of comparability, the project continued to monitor health
statistics returns for Tsakholo and the figures reported in this document are
a reflection of those results.
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The project initiated a system for routine collection of service sta-
tistics for contraceptive acceptors in Mafeteng district. This was discontinued
after the initial pilot effort in 1973-74,

Interest in demography was apparent in Lesotho prior to the initiation
of the project and Lesotho had a fully qualified demographer in the Bureau of
Statistics. It was beyond the scope of the project to initiate a system for
collection of primary statistics to the level required for sophisticated demo-
graphic analysis, The use of data available and reported was included in the
coursework for nurses and particularly the counterparts., Data of special in-
terest in maternal and child health is included in appendix E .

3. Supervision of MCH Services

Albeit lacking in support structures to be effective (transport, man-
power, and direction) the Ministry of Health had designated in 1968 that this
responsibility belonged to public health nurses in Lesotho., The project sup-
ported this intent with training programs and guidelines for up-dating their
effectiveness, In the absence of medical direction for a Unit of Maternal and
Child Health for the country, and with concurrence from the Ministry of Health,
the principal public health nurse counterpart was prepared for leadership and
management of this responsibility for the country. The level of support struc-
tures such as staff and budget had not been clearly committed and documented
by the end of project status, however a projected plan had been approved in
principle by Ministry of Health headquarters. The extent to which foreign aid
would be sought for continued assistance in this major endeavor is obscure.

This is compounded by the local recognition of the need for a coordi-
nating council through which various international donors and local organiza+
tions can channel their requests, share their experiences and work towards
acheiving maximal use of existing and projected program resources. A working
committee had begun a voluntary effort towards this achievement, which the
principal counterpart chaired at the completion of UCSC input. The extent to
which a performance level can be maintained is negligible without local govern-
ment and non-governemnt committments and probably necessitates continued out-
side donor assistance.

4, Research Related to MCH in Lesotho

Between 1972 and 1976, UCSC assisted the Ministry of Health with several
surveys which served to assist in both planning and monitoring public health
services in Lesotho. The following abstracts from the survey reports will
illuminate the general nature of each document. These reports are referenced
in appendix A :

Village Leader Survey, 1972 - Abstract

The data presented herein from the baseline survey conducted at Tsakholo
in 1972, are intended to supplement continuing government surveys and record
systems developed for the demonstration zone. A total of 176 village leaders
were interviewed about modern-and traditional health related matters concerning
themselves, their village, and their people. This report includes the results
and methodological shortcomings of the survey. Thirty statistical tables are
contained in appendix A; a copy of the questionnaire is contained in appendix B.
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'KAR." (Kiowledge, Aftitﬁdes'and'Praétices) of Doctors and Nurses in Lesotho, 1973
" Abstract

During November of 1973, prior to and in conjunction with a country-wide
training program, a questionnaire about knowledge, attitudes and practices
(KAP) as regards reproduction, contraception and abortion was administered to
all available health personnel in Lesotho. A total of 256 questionnaires were
collected from the various types of personmel (single and double-qualified
nurses, public health nurses, etc...). Basic personal and demographic informa-
tion was also included on the questionnaires administered. Tables and figures
describing the results are presented and discussed along with inferential find-
ings for several hypotheses of interest.

Retrospective Survey of Contraceptive Acceptors in Lesotho (RSCAL), 1975
Abstract

In April of 1975, a retrospective survey of contraceptive acceptors (RSCAL)
was undertaken in Lesotho by the University of California Santa Cruz at the
request of the Ministry of Health and the Lesotho Family Planning Association
to evaluate existing medical record systems, examine contraceptive acceptance
patterns during 1972 to 1974 and provide baseline data for program planning
and evaluation., Summary tables and statistics on demographic characteristics
are presented on all 4377 contraceptive acceptors during the study period.

To elicit more specific information about contraceptive experience, a
random sample of 502 of the women was selected and an extensive questionnaire
was administered to 293 of the women of this sample. Several reasons for the
low response rate are discussed and descriptive results of the sample are pre-
sented and discussed,

Model Village Survey, Ha -Pechela, 1976 (Tsakholo Demonstration Zone) - Abstract

This document reports on the motivation and objectives of the model village
concept and demonstration project and the subsequent necessity of an evaluative
component to the program. The three-part survey which provides this component
was undertaken to fulfil several objectives including collection of baseline
data on the village itself, pilot testing the questionnaire for future use in
Lesotho, and to supplement clinical and other data gathered in the Ministry
of Health's demonstration zone at Tsakholo.

Attention was focused on the heads of households, women in the fertile
years (15-49), and older women (over 50) to obtain information on a broad spec-
trum of topics concerning the health and health-related practices of all the
inhabitants of the designated village. The results of this three-part survey
are presented and discussed and recommendations are made to improve future evalu-
ative efforts of program impact,

KAP (Knowledge, Attitudes and Practices) of Doctors and Nurses in Lesotho, 1976
Abstract

In July, 1976 a follow-up survey was accomplished on 226 health personnel
as regards their knowledge, attitudes and practices concerning reproduction,
contraception and abortion. This report includes comparative results from the
1973 survey and correlations with certain demographic charactistics of the res-
pondents.,



-43-

In addition to the above surveys, the Ministry of Health has assisted
various other government and non-government departments with research re-
lated to the broad topic of maternal and child health,

The Scott Hospital Regional Project at Morija has duplicated the Model
Village Survey in two of its catchment areas. Late in 1976, the government
assisted a team from UCLA with a comprehensive nutrition survey from a country-
wide sample. These reports are in progress and are not included in the bib-
liography, appendix A, which lists various surveys and reports pertaining to
MCH available by the end of 1976.
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V. CONSULTANT 'INPUT

Obstetrlc1an-Gynecologlst F1e1d D1rector

During the first phase, 1972-1974, the project received one-third time
obstetrician-gynecologist field director 1nput into the Lesotho program. During
this period, Lesotho was part of a larger regional program in maternal and child
health shared with the Gambia and Dahomey in West Africa. Viewing Lesotho from
this perspective had both advantages and disadvantages. The advantages were
the rich experiences which were shared and helped the Basotho and techricians
perceive the demonstration activities from a more global perspective, learning
from both productive and non-productive experiences from other parts of Africa.
The principal disadvantages were the turn-around-time involved in commumnication
and, as the program developed, the pressing need for more technical assistance
from the medical director. As the project matured, medical assistance was
achieved in part from several national as well as expatriate staff who lived and
worked in Lesotho. The overall support and direction of the project faltered
following the Phase II planning sessions in January, 1974, when it was no longer
clear what the linkage would be between the previously ex1st1ng structure and
the new structure., The technicians had been delegated considerable responsibil-
ities but a plan of action had not been signed for Phase II. This was perhaps
less of a problem to the Basotho who continued to pursue the Phase II plan
as if it existed, and it became the important role of the technicians to con-
tinue to work towards localization of as much responsibility as could be absorbed,
according to the plan agreed upon by country nationals,

2. ‘Administrative Officer

During Phase I of the project, the Lesotho team agreed to delegate
certain administrative responsibilities tu a collectively described 'supply
dispersal officer'" due to the very large input of supplies and equipment during
the starting up period. The administrative officer for the project, located
in Benin (Dahomey) worked one-third time in Lesotho with the technicians, the
project secretary, administrative, financial, and medical stores personnel at
Ministry of Health headquarters to set up a system for absorbing persontnel
salaries, vehicle maintenance, customs agreement, and other commitments speci-
fied in the terms of agreement between the Ministry of Health and UCSC. It
was attempted to build the necessary control into the existing system insofar
as possible. One difficulty, aside from turnaround of staff, was absorption
of the "supply dispersal officer" salary at the level and post agreed upon in
Phase I, which was to have been redescribed for more central, Maseru based,
responsibility in Phase II., This left a deficit in both project and government
support systems, The technicians and principal counterparts were faced with
many administrative details that could have been handled by a locally qualified
administrative person.

B. Consultants and Special Programs

Over the five year period, the Ministry of Health and UCSC sponsored several
special activities in sugn ort of a broad and meaningful public health program
for Lesotho, The followlng are summaries of these activities:
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1. Benin Conference

The Ministries of Health of Lesotho, The Gambia and Benin as well
as other organizations of the host country, Benin (formerly Dahomey),
participated in a regional conference on maternal and child health sponsored
by UCSC. This occurred in November - December 1972. Representing Lesotho
were the two UCSC technicians and four principal counterparts. This was
excellent preparation for the future experiences the counterparts would
have in international conferences and the learning situations provided an
excellent.perspective for everyone involved.

2. International Students

Two students from the UCSC campus in Commmnity Studies fulfilled
their field experience and made significant contributions to the development
of the rural health project at Tsakholo. Ruth Wilson (Masentle) and Ross
Nadel (Qhabo) arrived in January 1973 and 1974 respectively to assist in
projects initiated by the Basotho in that area. They were counterparted and
assisted by country nationals in the completion of a survey rennovation of
the clinic, work with women's groups, and establishment of a poultry scheme
at the demonstration health center. It was hoped that this would stimulate
internships for Basotho from the local University in rural development projects.

3. Training of Trainers (I0OT)

The input of this certificate program directly into Lesotho has
been mentioned previously in this document. Twenty personnel selected by
the Ministry of Health participated in this intensive two week p~ogram
geared to team building and problem solving with particular emphasis on the
importance of the educational process. The program was highlighted by the
awarding of certificates of completion, recognized by both UCSC and the
National University of Lesotho, to the twenty completers. Assisting in
this effort were Mr. Richard Keyes and Mr. James Williams, in addition to
Benin based and Santa Cruz based UCSC personnel.

4. Research Assistant in Family Planning

In April 1975 through September 1975, Ms. Elizabeth Burns resided
in Lesotho to assist the government and LFPA in development and implementation
of the 1975 RSCAL Survey described earlier in the report. The high level
of rapport established with individuals and organizations concerned with
the issue in Lesotho is indicative of her successful approach in the assignment.

5. Biostatistician

In the final year of the UCSC Project, 1976, several surveys had
been completed and raw data had been used from two of the surveys for program
planning. However, none of the surveys had been completed to report form
with the desired statistical and comparative inferences included. From
February 1976, through May 1976, the Ministry of lealth received consultation
from a UCSC biostatistician, Mr. Harrison Stubbs, who's primary responsibility
was to work with the MCH technician in completion of all survey findings to
report form. This was accomplished and this document includes abstracts from
these reports under 'Research."
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6. Family Planning/Nurse Practitioner Training

In July, 1976, four nurses received nurse practitioner/family
planning certificates, after completing in-country training under the
direction of Dr. Ben Major, a UCSC consultant,
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1. Outside consultative, material and logistical assistance
should be identified as needed to continue:

(a) localized family nurse practitioner training;

{b) monitoring of the village health volunteer or Traditional
Birth Attendant Program at Tsakholo;

(c) development of a coordinated Family Health Council;

(d) organization of a unit of Maternal and Child Health
Services within the Ministry of Health;

2. Institutional support should be sought for medical input
(OB-Gyn., pediatrics, etc.) for the localized nurse practitioner training
program,

3. Local full time administrative capability should be designated
to assist in the continued development of the infrastructure for Tsakholo
a5 a national training facility in rural health.

4. Schools of nursing should be assisted as requested with tutorial
staff as well as curriculum advisers while local nursing faculty are updated
in family nurse practitioner skills.

5. Institutions should continue to receive government support
to prepare them as tield training facilities.
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UCSC/MCH PROJECT

APPENDIX B

PHASE I PLANNING TARGETS AND ACCOMPLISHMENTS AS OF DECEMBER, 1974

TARGETS ESTABLISHED AT UCSC PRIOR TO
FIELD ASSIGNMENT, FEBRUARY 1972

TARGETS ESTABLISHED BY UCSC TECHNI-
CIANS, COUNTERPARTS AND PROJECT STAFF,
APRIL, 1973

ACCOMPLISHMENTS BY THE TEAM AT THE END
OF THE YEAR 1974

1. By the end of the first year the
Tsakholo Health Center will be fully
established as a model rural health
center for training where all levels
of health and related personnel can
participate in rural basic health ser-
vices which integrate health teaching
and child spacing.

1. Same, plus.

-..by the end of Phase I, Tsakholo
Center will become the foundation for
a National Rural Health Training Cen-
ter in MCH.

1. Accomplished. Government intention
documented in January, 1974.

2. The staff at the Tsakholo Health
Center will have been trained in health
teaching methods and identification of
high risk mothers. Staff includes two
nurse-midwives, health assistant,
health aide, driver, public health
nurse.

2. Same, with the following revisions
to numbers who will have been trained:
two health education counterparts, two
public health nurses, three health
aides, one hame econamics assistant,
two project secretaries, two nurse
midwives, one health assistant and
three drivers.

2. Accamplished in total by Mar., 1974, '

3. Ten volunteers will have been re-
cruited and trained and will be doing
simple health teaching in their village.

3. Ten village leaders will have
been identified and trained and will
be doing simple health teaching in
their village.

3. Accamplished in part. Absence out-

of-country by the principal counterparts

disrupted this progress.

4. Six thousand patients seeking ser-
vice at the Tsakholo Health Center will
have benefited from the improved ser-
vice.

4. Eight thousand patients seeking
service at the Tsakholo Health Center
will have benefited from the improved
services.

4. Accamplished in total in terms of
number reached. ''Benefited fram" is
difficult to evaluate. In general, pa-
tient visits were recorded for 1972,
1973, 1974. In addition, during that

-'[-



TARGETS ESTABLISHED AT UCSC PRICR TO
FIELD ASSIGNMENT. FEBRUARY 1972

TARGETS ESTABLISHED BY UCSC TECHNI-
CIANS, COUNTERPARTS AND PROJECT STAFF
APRIL, 1973

ACCOMPLISHMENTS BY THE TEAM AT THE END
OF THE YEAR 1974

4, cont,..

period 1785 first visit antenatals and
3031 first visit preschool cases were
reached regularly with improved ser-
Vvices

5. Two hundred and seventy-five pre-
natal patients will have benefited fraom
improved services and fram health
teaching.

5. Six hundred prenatal patients will]
have benefited fram improved services
and from health teaching.

5. In 1974 zlone, 836 first visit ante-
natals were registered. 1785 new cases
had been reached in 1972, 1973, and
1974 collectively.

6. The Division of Health Education
will have been established within the
Ministry.

6. The Division of Health Education
will have been established within the
Ministry.

6. Accomplished and documented in
February, 1973.

7. Health teaching methods will have
been documented.

7. Health teaching materials and
methods will have been developed, pre-
tested, evaluated and documented.

7. This continues to be an on-going pro- .
cess. ‘

8. The following will have attended
training courses which include health
teaching methods:

60 nurses, government
5 nurses, CRS
40 teachers
62 student nurses
18 student midwives
25 hame econamics assistants

8. Same with revisions as follow:

200 nurses, gov't and non-gov't
400 teachers

80 student nurses

18 student midwives

40 hame econamics assistants
10 student health assistants
20 health assistants

6 health inspectors

40 agric college trainees

8. Health teaching methods and family
planning education and information
reached:

214 single and double qualified
nurses '72-'74, teachers '72
only

24 student nurses '73,'74

12 student midwives '73, '74

48 hame economics assistants

5 student health assts (0 en-
rolled '73 '74)

12 health assistants

7 health inspectors

0 agric college trainees

150 others (youth groups, high
schools, etc. - .



ADDITIONAL TARGETS ESTABLISHED BY THE TEAM IN APRIL 1973

APPENDIX B

ACCGMPLISHMENTS TOWARDS THE TARGETS BY THE TEAM AT THE END OF
THE YEAR 1974

9. A health record system will have been developed as a
national model, including pediatric records, antenatal,
delivery, postnatal and child spacing records.

9. This was accomplished collectively with government and non-

government MCH related agencies.

Records camittee of the gov-

ermment has not met to discuss official approval.

10. A counterpart for the UCSC student will be desig-
nated fram UBLS by the end of Phase I.

10.

Not accomplished. There has not been any UCSC student

input since December, 1973.

11. A village near Tsakholo Health Center will have
been identified and a village health camnittee will be
functioning as a first step in the development of a
model demonstration village, showing improved health
habits and environment.

11.

the various chiefs of villages around Tsakholo.

Accomplishei. Ha Phechela was ''drawn from the hat" by

The health

camittee currently consists of all major branches of health

related personnel in the area.

After a cooperative baseline

survey, the work in the village will be localized to a village
health camittee.

12. Thabana Morena and Malealea will have received Pro-
ject supplies necessary for improving MCH services. '
Training will be extended to these areas, using Mafeteng
Hospital as a base for this training extension.

12,

Accamplished in part. The district matron was sent for

out of country training to assist in this development.

13, Ten thousand people will have benefited fram im-
proved health teaching provided by the staff and counter-
parts.

13,

Probably accamplished but '"benefited" is difficult to

measure,

14, As a result of the Project, 100 men and women will
have benefited from child-spacing services in the pilot
district, :

14. Accamplished, although records are analysed for only 79
child-spacing clients.

15. Improved teaching techniques will be provided in
the Q.E. IT School of Nursing curriculum and as a regu-
lar sequence in the Public Health Orientation Course for
nurses.

15.

Accamplished in part. Curriculum has been documented in

the Q.E. II School of Midwifery and Public Health Orientation
course for nurses.

16. Health teaching techniques will be provided in the
course work for 60 students at the Teachers' Training

FA1lana

169

Not accamplished in total.



ADDITIONAL TARGETS ESTABLISHED BY THE TEAM IN APRIL 1973

ACCOMPLISHMENTS TOWARDS THE TARGETS BY THE TEAM AT THE END OF
THE YEAR 1974 '

17. One nurse-midwife will be fully trained in IUCD in-
sertion.

17. Accomplished. By the end of 1974, 8 nurse-midwives had
received this training (see appendix A).

18. Three nurse leaders will have been trained in phi-
losophLy and approaches to providing child-spacing ser-
vices as an integral part of MCH services, and will be
given information on newer methods for improving MCH in

general,

18. Accomplished. This was the focus in multiple in country
training programs country-wide. In November, 1973, alone we
reached 20 doctors, 6 health assistants, 185 nurses, 20 ward
attendants, with this information.

19. An efficient system of supply dispersal and inven-
tory will be functioning in Mafeteng District to support
the needs at ".Tsakholo and Mafeteng District in general.

19. Accomplished but later dissolved when the project supported
salary of the supply-dispersal officer was not carried in full
by the government. The post was transferred to Maseru and no
one is designated to continue what had been started in Mafeteng.

20. Three rondavels will be completed at Tsakholo and
in use as shelter for pregnant and post-partum patients
needing this facility. An intensive health education
program will be provided by the staff to these patients,
including instruction on maintaining a safe and hygenic
environment.

20. Accomplished.

21. A classroom will be complete and in full use as a
commmity education center, and for regular courses and
meetings related to the Project.

21. Accomplished. Dedicated for use by Her Majesty Queen
'Manohato on November, 1973.

22. A1l Project staff and counterparts will have re-
ceived basic information on health planning, and will
document and carry out an individual or group project as
part of this coursework.

22. Accomplished. In service education at ' Tsakholo empha- -
sized this in regular planning meetings held at the Health
Center. A more formalized training of trainers (TOT) course
was held for t+ intensive weeks for 20 MOH employees including
Tsakholo staff in August, 1974,

23. An MCH Section will be established within the Mini-
stry.

23. Not accomplished. The MOH recognizes the need for coordi-
nation of MCH services for the country and has. indicated in-

tent to formalize this position within the existing administra-
tive structure.
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ADDITIONAL TARGETS ESTABLISHED BY THE TEAM IN APRIL, 1973| ACCOMPLISHMENTS TOWARDS THE TARGETS BY THE TEAM AT THE END OF
: . o . . THE YEAR 1974.

24. One nurse leader will begin training in administra- | 24. Accomplished. Sister Nts'ekhe left for this training in
tion and organization of MCH services, including child- September, 1974,
spacing, for the country.

25. A Commmal garden project will be initiated at 25. Accompiished.
Tsakholo - and will be in its early stages of development.
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- 'FAMILY 'PLANNING IN LESOTHO

THE CLIENT, THE COMMUNITY, THE SERVICES
... .THE .PROFESSIONAL, .THE .COST 1976 .

This report is a summary of research and official documents prepared and cata-
logued for the Ministry of Health on the subject by the UCSC/MCH Project over
the past four and one-half years. .

THE CLIENT -

The typical client seeking contraceptive service can be described from data col-
lected as service statistics in Mafeteng District, and from a countr{wide retro-
spective survey of modern contraceptive acceptors from 1972 to 1974,1,2 There
is reasonable consistency between references to suggest that the typical client
is likely to be high risk in terms of another pregnancy based upon age, parity
and outcome of her previous pregnancies.

1. Health Factors:

1.1 As a modern method acceptor 1972 - 1974 she was typically married,
on the average between 25 and 29 years old, had already experienced
between 32and 4 pregnancies and had accumulated two or more living
children.

1.2 Fifty-eight percent of the rural acceptors in Mafeteng, were over
30 years gld and had six or more living children 18 percent of
the time.

1.3. 7.9 percent of the countrywide initial acceptors had previous
experience with two or more miscarriages.

1.4 In the government's rural MCH demonstration health center, 1972,
the average interval from termination of one pregnancy to conception
of the next pregnancy was 23 months. The average interval from
termination of one pregnancy to termination of the next was 31
months. This birth interval is inclusive of prenancies terminating
in stillbirths, live births and abortion.

1.5 An average birth interval of 36.3 months was found amongst recent
deliveries of all ever-pregnant multiparous women aged 25 - 44
years in the 1976 Model Village Survey of Ha Pechela (Tsakholo
Demonstration Zone).>

1,2 Refer to like numbered references in Appendix A
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2. Educatioi, Pmployment, Religious Preference, Marital Status

2.1 As part of the countrywide sample the initial acceptor had a reading
knowledge of Sesotho, 98.0 percent, and was also able to read English
57.7 percent.2

2.2 In Mafeteng district, 1974, a rural area, 84.9 percent of the new
clients that year had achieved an education of Standard 6 or less.l
In a sample survey of clients at four LFPA clinics in April, 1976,
77.6 percent had attained a higher primary education or less, anf
2.6 percent had achieved beyond matriculation or its equivalent, 0

2,3 In the countrywide sample, the woman was employed in a professional
capacity 16.7 percent of the time and her spouse was likewise em-
ployed 33.3 percent of the time. Her spouse was employed in the
mines 29.6 percent of the time. 42.0 percent of the initial accep-
tors were themselves unemployed.

2.4 95.2 percent of the countryw1de initial acceptors were married,
widowed, separated or divorced.?

2.5 37.9 percent of these initial acceptors were Roman Catholic, 31.7
percent were Lesotho Evanglical church, 16.4 percent weEe Anglican
and 14.0 percent of another or no religious preference.“ The 1966
Population Census reports 41.2, 25.0, 11.0 and 22.8 percents re-
spectively for these categories.

3. Other Factors:

3.1 40.0 percent of initial acceptors in Mafeteng expressed a desire
to limit family size (have no more children) on their initial visit.l
On subsequent visits after using contraception for six months or
more, the client was likely to desire limitation of children 47.8
percent of the time.

3.2 If she was using a method of contraception, she expressed her per-
ceived ideal family size to be 2.87 children evenly divided between
boys and girls, but she thought her husband's ideal would be 3.38
children with a preference towards male children (1.82 boys, 1.56
girls). She thought the parents of a young couple would want them
to have far more than this, 4,01 boys and 3.25 girls or an ideal
family size of 7.26 children.2

3.3 If the woman was 15 to 49 years old, from a rural village in Mafeteng
district and not on any method of contracept1on she perceived the_
ideal number of children to be 5.72 with 3.17 boys and 2.55 girls.”
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3.4 Appendix B compares ideal family size to age, sex and educational
level as reported from six surveys 1972 - 1976.

THE COMMUNITY -

Information gathered from the grvernment's rural demonstration health center in
Mafeteng lends insight into socio-cultural factors and constraints that could be
typical for rural women in Lesotho.

4, Rural Commmity:

4.1 If she was from Tsakholo, Mafeteng district, she would likely be
getting advice from her elders, usually gramnies, or traditional
practitioners in her village in addition to the health center
staff, Concerning her reproductive capacity, she would be engaged
in carrying out traditional gractices during her pregnancy, de-
livery or postpartum period.

4.2 She would have delivered her babies in her own or her husband's
village or outside of an institutional setting 80 percent of the
time, 47.1 percent of the leaders in her area (chiefs, headmen,
etc.) would prefer to see her deliver babies every two years or
less interval,

4.3 If she were between 15 to 49 years old, not using contraception and
living in a rural village near a demonstration MCH center in 1975,
she would have knowledge of at least one method of contraception,
51.6 percent of the time, and 29,0 percent of these women would
have heard of the oral contraceptive pill.

4.4 In a survey sample of rural and urban, men and women aged 20+ years
in 1976 knowledge of '"the pill" was possessed by:

rural men - 6.0%
rural women - 22.0%
urban men - 20.0%
urban women - 38.0%

The findings in 4.3 and 4.4 above are from two different surveys
with questions asked in two different ways. In 4.3 the woman was
asked to name two methods she know for preventing pregnancy. In
4.4 she was asked ”Hixe you heard of the pill as a method of pre-

venting pregnancy",

5. Countrywide Commmity:

5.1 She would be more likely a contraceptive acceptor if she lived less
than an hour's travel time from the facility as did 55.3 percent of
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the clients accepting contraception in 1972 - 1974, 33.4 percent
of the women walked to a facility which 44,7 percent of the time
was more than an hour's travel from home,2

5.2 As a contraceptive acceptor 1972 - 1974, she would have access to
public transport from her village 61.1 percent of the time,2

THE SERVICE -

6. Availability of Services:

6.1 82.3 percent of the modern method users (IUCD, Pill, injectable)
1972 -~ 1974 had had no previous experience with contraception.

6.2 In 1972, in addition to a few private vractitioners in Lesotho and
RSA, the woman would have been served only in Tebellong Regional
Hospital area, T.Y., Leribe, Scott Regional Hospital area, Mafeteng,
or Maseru.2 By 1974, she would have access to services at least
in her district camp and in some outlying missions or government
centers, a total of 20 such facilities in the country.4 (See
Appendix C for a list of active facilities in 1974.) Betwcen 1974
anc 1976, the facilities were not expanded so much as upgraded
and staffed appropriately.

6.3 As a working woman in 1974, she would have two facilities where
she could secure assistance outside of working hours. She would
also have in 1974 - 1975, several comprehensive service centers
under government auspices which would allow her to receive family
planning as well as other kinds of services in maternal and child

health.

6.4 If there were a chemist (as occurs only in Maseru) she would be able
to acquire contraceptives without a prescription and likewise she
would have access to contraceptives in RSA over-the-counter. Condoms
and other non-prescriptive methods were available through government
dispenseries and LFPA from 1972 onwards.

6.5 In 1972, she would have had access to IUCD insertion in Leribe and
Maseru districts only, but by 1975, there was at least one person
in each district capable of providing this service.

7. Acceptability of Services:

7.1 A contraceptive user would be sufficiently satisfied with services
received in four sample LFPA clinics in 1976 to be willing to re-
cormend the facility to a friend 61.9 percent of the time,1l0

7.2 The number of contraceptive acceptors of the three methods, oral pill,
IUCD and injectable, doubled in Lesotho over the three years 1972 - 1974,
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If continuation of a method can be used as a criteria of the accept-
ability of that method to the client, the percent of IUCD acceptors
still using that method twelve months after initial insertion was
highest, 60.6 percent. Continuation twelve months after starting

the pill was 51.9 percent and depo-provera, 52.3 percent. 67.9
percent of initial acceptors used only that method initially accepted
whereas 32.1 percent of initial acceptors had used the initial
method plus at least one other method during the study period.2

Acceptability of services can also. be viewed as to how well the
current services meet the anticipated need for contraception in
the country., The following comparisons of age specific fertility
rates (ASFR's) 1971 - 1973 in Lesotho, and percent participation
by that age group in contraceptive services 1972 - 1974 show that
the older aged high risk woman is beginning to avail herself of the
benefit of protection against pregnancy but there is negligible
participation by the young high risk woman (15 - 19 year old).

PERCENTAGE OF ALL ACCEPTORS
AGE GROUP ASFR¥* 1972-74 (n = 4377)

15 - 19 . 2685 .8
20 - 24 1.1680 16.6
25 - 29 1.2685 31.6
30 - 34 1.0440 24.4
35 - 39 .8160 14.3
40 - 44 .4305 7.2
45 - 49 .1720 1.9
* ASFR = Age Specific Fertility Rate

TFR = Total Fertility Rate, 5.1675

7.5 This disequilibrium is compounded by the expected fact that the

percent of women 15 - 19 years old, 10.0 percent of all women in
the country, is far greater than any other age group of women in
their reproductive years.



-6- APPENDIX C
TOTAL PERCENT NUMBER USING PERCENT
AGE GROUP WOMEN OF ALL CONTRACEPTION ACCEPTORS
1966 WOMEN" 1972 - 1974** THAT AGE
(n=484,106)

15 - 19 48,602 10.0 33 0.06

20 - 24 37,301 07.7 732 01.9

25 - 29 31,492 06.5 1391 09.4

30 - 34 31,299 6.4 1072 03.4

35 - 39 23,800 4.9 628 02.6

40 - 44 20,435 04.2 3ggRHk 01.9

45 - 49 23,499 04.8 153%*H 00.6

L]

UL

L]

Bureau of Statistics, Government of Lesotho Population Census 1966
n = 484,106 females all ages

Reference 2, Appendix A

Presumes that 140 age unknown acceptors were evenly divided betwesn
age group 40 - 44 and 45 - 49

7.6

7.7

Another way to interpret this data is to remind ourselves that
pregnancies too young in life, especially under 18 years old, and
too old in life, especially 35 years and older, carry added risks
to the health and well being of both the mother and the progeny.
We may need to consider the acceptability of our current services
in providing protection to high risk groups who may wish to avoid
pregnancy at those times which are known to increase morbidity and
mortality.

By the end of 1976, one can estimate that about 10,000 of the 282,200
de jure women in their reproductive years will have been at some time
a new acceptor of a modern method of contraception since 1972.2,4,10
The magnitude of impact in the previous five-year period can roughly
be estimated at 04.5 percent initial acceptors of all women in their
reproductive years.
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THE PROFESSIONAL -

In 1973 and again in 1976, eighty percent of all government and 30 percent

of mission, private voluntary nurses were surveyed concerning their knowledge,
attitude and practice regarding family planning. These and other documents
prov%ge a picture of the contribution of professionals and non-professionals
in this area.

8. Availability of Health Marnpower:

8.1

8.2

8.3

8.4

8.5

The Basotho have access to a traditional medicine man/herbalist

far more often, 1 : 1300 population,’ than to a doctor 5 : 100,000,
or nurse/midwife 33 : 100,000.8 Access to a trained Maternal/Child
Health nurse practitioner would 1 : 50,000 if they were evenly spread
throughout the country, varying from 1 : 40,000 in Mageteng district
to 1 : 160,000 in Leribe to 0 : 60,000 in Mokhotlong.

In 1973, 47.4 percent of the nurses surveyed indicated that they
had no preparation at all in contraception or family planning and
only 19.3 percent had received some training in their basic profes-
sional schooling, A cumulative correct performance level of 45.6
percent (out of 100 percent) was demonstrated.ll

Since that time, basic information on contraception and family
planning has been incorporated into the basic and continuing educa-
tion of all government, and in some instances, mission nurses,

It is included since 1975 in board qualifying exams for nurses and
midwives in the country. Preliminary review of the findings from
the 1976 survey (completed in July, 1976) demonstrate significant
improvement in performance level of the nurses.

By 1975, there were 20 MCH nurse practitioners trained and certified
out of the country by various donors including two tutors and 4
staff nurses engaged in teaching pests. By 1976, four nurses com-
pleted local training and certification as Family Planning prac-
titioners through the Ministry's UCSC/MCH Project, The client
seeking assistance from trained practitioners can expect to receive:
breast examination, bimanual pelvic examination, pap smear, diag-
nosis and treatment of common vaginal infection and venereal disease,
in addition to prescription, education and supervision of a suitable
method of contraception or infertility counseling if she is unable
to conceive.

Private physicians and some government physicians also provide ser-
vices. On the government side, the emphasis has been to use the
physician for referral in that the turnover of doctors and constraints
on his time require utilization to the fullest of others trained

to perform these functions.


http:nurses.12
http:demonstrated.ll
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THE COST -

9.

For couples seeking contraception, the cost factor is in keeping with the
economy of the country and is heavily subsidized,

9.1

9.2

9.3

9.4

Examination, insertion and supervision of IUCD costs 60¢ at LFPA

or government facilities, the initial examination and prescription
for three months of oral contraception costs 60¢. Refills are 60¢
for a three month supply. Injectables cost 60¢ every three months,

Diaphragin fitting costs 60¢ for the examination and the device.
Condoms cost 10¢ for a packet of three at government and LFPA facil-
ities and from 50¢ to R1-00 on the commercial market.

Cost through private physicians are not known.

In a survey in 1976 conducted by LFPA at four service facilities,
67.1 percent of the clients felt this charge to be just right, 26.3
percent thought it too low and 5.3 percent thought it too high.10



FACILITIES PROVIDING CONTRACEPTION
""""" 1974 'TO PRESENT, ‘1976~ -

Lesotho Flying Doctor Service
Tebellong Hospital - Qacha's Nek
Queen Elizabeth II Hospital, Maseru
Thaba-Bosiu LFPA

St. James Hospital - Mantsonyane
Teyateyaneng LFPA

Peka LFPA

Leribe LFPA

Mohale's Hoek LFPA

Qacha's Nek LFPA

Mokhotlong LFPA

Tsakholo Health Center*
Buthe-Buthe LFPA

Quthing * **

Scott Hospital at Morija

Morija LFPA

Mafeteng Hospital®

Mafeteng LFPA

Maseru LFPA'

APPENDIX C

* Refers to those facilities which offer family planning as part

of a comprehensive maternal and child health program,

** Quthing includes three out-lying service facilities.
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OUTPUTS - LESOTHO (BY DECEMBER, 1976)

Project sponsored surveys, demographic and health survey data will be
analyzed, reported and incorporated into localized teaching progranms,

Continue to expand family and commmity health services at Tsakholo .
The MCH/FP portion of nurse practitioner training will be localized.

The routine MCH records and data collection system in health statistics
will reflect basic means of monitoring on-going MCH/FP activities in
the country.

11 PHNs and 40 government nurses serving in rural areas will have
received training in organization, implementation and supervision of
MCH services including health education, nutrition and family planning.

Project staff and counterparts will continue to provide long and short
term MCH/FP training including health education and motivation as
requested to the following:

40 teachers

10 pupil health assistants

10 pupil dispensers

10 pupil home economics extension workers
10 student nurses

10 student midwives

100 others

A post will be filled within the Ministry which outlines responsibilities
for continued coordination, program planning, implementation and evalua-
tion of MCH activities within the country including specific responsibili-
ties in expansion of the rural demonstration teaching center at Tsakholo

Integration of all administrative and logistical support will have been
accomplished.

Final project report completed.
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USEFUL STATISTICS RELATING TO MCH IN LESOTHO FRQM
AM, MONYAKE'S DEMOGRAPHIC ANALYSIS, . .- MAY, .1973

" 'CRUDE 'DEATH RATE: "CRUDE 'BIRTH RATE:
Male - 15,18 Male - 37,18
Female -~ 13,87 Female - 36,27
Both - 14.5 Both - 36.7

" Rate of natural increase: 2.29% per annum,

‘Gross Reproduction Rate (GRR):

Grad. data -  2.6235
Fitted Model - 2.5129

" Total Fertility Rate (TFR): 5.1675 (Adjusted - 5.6522)

ASFR ' (Age Specific Fertility Rates (Adjusted):

15 - 19 . 2685 . 2937
20 - 24 1.1680 1.2776
25 - 29 1.2685 1.3875
30 - 34 1.0440 1.1419
35 - 39 .8160 .8925
40 - 44 .4305 .4709
45 - 49 1720 .1881
'~ Infant Mortality Rate : 106/1000 live births

APPENDIX E

‘Early Childhood Mortality Rate: 75 deaths before age 4 for every 1000

entering age 1 year.

Neonatal Mortality Rate : Not known
Perinatal mortality rate: ¢ Not known
Maternal Mortality Rate ¢ Not known
Life Expectancy: Male - 49,59
Female - 53.56
Dependency Ratio: Male Female
Percent 15 yr or 42.4 38.3
under
Percent 65 yr or 5.6 8.3
older

“'Live ‘Births per annum - Lesotho: 42,440 (1974)

Both
40.3
7.0
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1. PROJECT BACKGROUND

1.1 The MEMORANDUM OF AGREEMENT between the Government of Lesotho

and the University of California at Santa Cruz (UCSC), signed in
November 1971, is the beginning of the Regional Maternal and Child Health
Project (UCSC/MCH) in three African countries: Benin (Dahomey), Lesotho
and The Gambia. The goal of this project is:

"To assist in the improvement of the quality of life of
African mothers and children through the reduction of
preventable maternal and child morbidity and mortality."

1.2 For Lesotho, this is to be achieved through working within existing
government health services. The expected result of this project is the
"establishment or improvement of basic maternal and child health (MCH)
services which emphasize health education."

1.3 Lesotho Rationale of the Project Plan of Action in Phase I, clearly
states the health education objectives which are:

- '"To establish a central Division of Health Education.

- To offer immediate consultative services in health teaching
methods and in the provision of materials to existing educational
services (school teachers, Ministry of Agriculture, nutrition
and commmity development programs, school of nursing, in-service
training for nurses.)

- To meet the most pressing health education needs,center on the
training of mothers in proper nutrition of children, hygiene
in the home, prevention of the spread of venereal diseases, and
the use of trained personnel for obstetric services."

1.4 Phase II is a continuation from Phase I with emphasis on:

- Manpower development of the health education staff;

- Plans to strengthen the administrative skills and professional
capability of the Health Education Unit (HEU) in the Division of
Preventive Health Services in the Ministry.

- The integration of health education programs into governmental
and private endeavors in the development of Lesotho.

- The development and implementation of health curriculum in learning
institutions.

- The continuing support of the MCH component of the UCSC/MCH Project
including the T'sakholo Rural Health Training Center in the Mafeteng
District.

1.5 The Project Health Educator (PHE) and the MCH Technician, a public health
nurse, were assigned to Lesotho on February 29, 1972, after they have
completed a three month orientation on the campus of the University of
California at Santa Cruz. Prior to this assignment the PHE had made no

visit to Lesotho to assess the present and future needs as proposed in the
Project Plan of Action.

1.6 In addition to the above responsibilities, he has two other tasks in
the project:
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- Since the Central Administrative Office (CAO)
of this project is located in Benin, West Africa,
the basic day-to-day administrative duties rest with him; and

- During the absence of the MCH technician, he assumes the MCH pro- .
motive and consultative responsibility.

2. BACKGROUND: LESOTHO

2.1 Lesotho is a sma1l independent country in Southern Africa, landlocked
and bordered on all sides by the Republic of South Africa. The Basotho
people are an ethnically homogeneous group consolidated under the leader-
ship of Moshoeshoe I in the early 19th century. Lesotho became a British
protectorate in 1868 and gained independence in 1966.

2.2 Lesotho covers 11,716 square miles, roughly equivalent to the State
of Maryland in America. The western quarter of the country consists of
the lowlands where about half of the 1.1 million population live. From
the lowlands of 5,000 feet it rises to a height of about 13,000 feet in

the Drakensburg Range located along the eastern border. The other half
live in the foothills or mountain region where people live in scattered
and isolated villages, in thatched-roof stone huts with no public utilities
or modern transportation.

2.3 The estimated mid-1974 population for Lesotho was 1,156,000 with an
estimated annual growth rate of 2.2 percent. About 60 percent of the male
labor force and 10 percent of the female labor force are working outside
the country. Thus the population residing in the country has a signifi-
cantly higher ration of females. In addition, about 40 percent of the
population is under the age of 15.

2.4 Like most of the countries of Africa, Lesotho has high infant and
child mortality rate and a concentration of health services in the lowland
and more urban areas.

2.5 The health problems of Lesotho are largely preventable diseases and
are associated with low income, poor housing, inadequate water and sanitary
facilities and insufficient health education.

3. DEVELOPMENT OF HEALTH EDUCATION IN ACCORDANCE WITH
T DE J 3

3.1 The first Five Year Development Plan (1970-1975) of Lesotho declared
that:
""Improving the Health of the people of Lesotho is therefore not
solely a matter of curative medicine; it involves improving staudards
of living over a wide range. It means raising family incomes,
improving housing conditions, water supplies and sanitary facilities,
and providing health education in the widest sense."

3.2 The UCSC Project comes at the time when the First Five Year Plan is
being implemented. One of the objectives of this project is to assist the
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the Ministry in assessing the health education needs, organizing education
programs about health for the nation, selecting and training local staff to
develop and implement the educational programs within the Ministry and
reach out to the people.

3.3 A Health Education Unit was established by Health Internal Circular
No. 67 of (September 12, 1972). The Circular announced that "It is hereby
notified for general information by the Ministry of Health that a Health
Education Section is established in the Departuent of Public Health and
Social Services.' (Appendix 1) This announcement has chartered a new
beginning for health education in Lesotho.

4. DEVELOPMENT OF HEALTH EDUCATION IN ACCORDANCE WITH

1

4.1 Now the Ministry of Health and Social Welfare has embarked on the
Second Five Year Development Plan. The proposed health objective of this
Plan is that:
"A substantial improvement in the quality of health care and other
social services, focusing on preventive medicine, nutrition, maternal
and child welfare, and village services."

4.2 The Plan acknowledges that the provision of adequate health facilities,
health education, and environmental sanitation are critical components of
Lesotho's national development efforts. The Plan concludes that to improve
the general health situation requires not only improved and expanded health
facilities but also improvement of the environment, education, and higher
incomes.

4.3 The specific targets under the Plan are summarized as follows:

- "The improvement and expansion of health services in the rural
area of the ccuntry.

- The improvement of rural health services through the expansion
of 25 health clinics.

- Expansion of the maternal and child care program.

-  Imwunization of all children against poliomyelitis, whooping cough,
diphtheria, small pox, and tuberculosis.

Provision of basic sanitary facilities at all primary schools.

- Expansion of activities to promote community health and nutrition.

- Expansion of training for medical and paramedical personnel.

- Reduction of the current rate of population increase, 2.2 percent
to 2.0 percent annually.

- Renovation and expansion of existing hospitals and the establishment
of laboratories at all Government hospitals."

4.4 The health education program is being strengthened and expanded
although limitations of staff put a serious constraint upon the capacity in
the achievement of the above targets.
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5. MANPOWER DEVELOPMENT OF THE HEALTH EDUCATION UNIT

5.1 According to the Project Agreement, the Ministry is to assign one
matriculant as counterpart to the PHE. Having the opportunity to assess
the local manpower situation more thoroughly, none could be available in
the Ministry. The Ministry then agrees to nominate two health staff, one
Health Assistant and one Home Economic Assistant, as counterparts in
mid-1972. This forms the beginning of a health education nucleus in the
Ministry and for the country. On-the-job training for them has commenced
immediately.

5.2 The on-the-job training schedule has been purposefully planned as
flexible as possible in order to adjust to the experience, educational
background and ability of the counterparts. The modus operandi is for them
to 'gain experience as they work.' Training experiences include:

- Accumulating information and utilizing these for the right
reason, at the right time, and in the right place;

- Applying simple health education principles of consultation,
coordination, and cooperation in village, in-service education and
meetings;

- Appreciating effective administration through planning, evaluation,
office management, program supervision, and human relations;

- Building self-confidence in a new health profession;

- Conducting community health survey;

- Developing communication skills and techniques;

- Discussing freely of ideas and proposing them;

- Encouraging them to extend their natural ability to its fullest
potential;

- Examining own motive objectively;

- Finding out what health education means to themselves and to
the nation;

- Gaining simple skills in the development and implementation
of a non-complicated health education exercise;

- Having a sense of loyalty to their new health profession and
above all to the people of Lesotho;

- Holding staff and community meetings;

- Improving written and verbal communication skills;

- Interpreting as accurately as possible the purpose of the UCSC
and other health projects and their relationships to the HEU
and national development;

- Joining in actively with colleagues to bring about positive
attitudinal and behavioral changes;

- Knowing and accepting own limitation and not be frustrated or
handicapped by it;

- Learning how to identify health education needs for themselves
and for the public;

- Maximizing production and minimizing errors;

- Nurturing a health education idea until the right time to be
used;

- Operating simple movie and slide projectors;

- Organizing one's own time and energy more productively; )

- Producing simple health literature and training aids for public
and staff education;
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- Qualifying and quantifying all data and results;
Recognizing own bias and prejudice and overcoming them;
Respecting the judgement of others;
Stimulating others to do more for themselves;
Testing public reaction cautiously over controversial issues;
Understanding each other better and formulating a behavior which
supports each other's effort;
Utilizing local resources as efficiently as possible;
Viewing a situation without bias or subjectivity;
Winning the confidence and sympathy of the public and co-workers;
X-raying questionable information beyond reasonable doubt;
: Yielding tec pressure constructively; and

- Zeroing in to the heart of a health problem with common sense and

courage.

5.3.1 This training process continued until August 1973 when both counter-
parts left for advance training in America. (Appendix 2)

5.3.2 The training of the Home Economic Assistant in the United States
concentrated in nutrition and family planning education. Having completed
her USAID sponsored four month program in the Family planning institute

at Meharry School of Medicine in Tennessee, she received an additional

two months field work in the West Indies. She returned to her post and
assumed her duty until August 1975 when she accepted a position with the
National University of Lesotho, formerly the University of Botswana,
Lesotho and Swaziland.

5.3.3 The focal point of training for the Health Education Assistant is

to prepare him as academically and professionally competent as possible

in order to lead the health education program for Lesotho. Under a project
scholarship, he enrolled in Cabrillo Community College where, eighteen
months later, he received his Associated in Science Degree with emphasis
on Commmnity Health Education. (Appendix 3a) On his way back, he attended
a two month course on Family Planning Education and Motivation at the University
of Ibadan, Nigeria. (Appendix 3b) He assumed his duty in April 1975.

With a USAID scholarship he left in August 1976 for the California State
University at Northridge to complete his B.S. Degree in Community Health
Education. (Appendix 3c) He is expected to return and assume his new post
as Chief Health Educator by mid-1978. The Cabinet Personnel has appointed
him as Health Educator for Lesotho on December 1975. (Appendix 3d)

5.4.1 To replace the counterparts who have left for study abroad in 1973,
the Ministry has nominated a third health education counterpart, also a
former Health Assistant, who learns and carrys out health education activities
up to the present. His in-country training, 1974-1975, includes two

three week courses in rural development, jointly conducted by the Mount
Carmel International Training Center for Commnity Services of Israel and

the Ministry of Rural Development of Lesotho. (Appendix 4a) Aside form the
PHE, he is the only staff in the HEU who has completed a UCSC sponsored
intensive two week training course for trainers in August 1974. (Appendix 4b)
His other advantage, a significant one, over the rest of the health education
staff is his being benefited from on-the-job training with the PHE since
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5.4.2 Since the Health Educator will be away for another two years on
study duty, the Ministry on September 1976 has promoted this person to
immediately fill the vacated Health Educator's slot. This now makes two
health educators, one on the job and the other away studying, for the HEU.
Airangements are being made for this person to receive advance training
abroad.

5.5.1 To meet the increasing demands of health education literature:

and training materials from all quarters, the PHE has recommended the
Ministry to add one more staff to the HEU. April 1975 the Ministry assigned
a fourth counterpart. The specific responsibilities of this person are: °

- To develop and produce graphic materials for teaching and
training purposes;

- To Jdesign and reproduce simple health literatures for public
education; and

- To be responsible for all audio-visual equipment and their needs.

5.5.2 May 1975 this person left for a three month training course on
graphic and design under the sponsorship from the British Government.
He returned from England and assumed his duty as the Graphic-Artist in
the HEU as of August of the same year. (Appendix 5)

5.6 The Ministry was unable to replace the Home Economic Assistant,

who has since been promoted to Home Economic Instructress, until six
months later, in February of 1976. The new Home Economic Instructress
brings from the Ministry of Agriculture her experiences in working with
village groups and developing nutrition education and home-making skills,
She completes the foursome of the Health Education Unit staff with the
project Health Educator as advisor. She is in an intensive nutrition
survey skill training course in preparation of the 1976 national nutrition
survey. After this exercise is completed, she receives a certificate, issued
by the Central Planning and Development Office, in recognition of her new
skills.

5.7 A1l four health education positions are listed in the 1976/77
Establishment List of the Government of Lesotho. The new post of Chief
Health Educator will appear in the 1978/79 Establishment List. Job des-
criptions for each post have already been approved by the Ministry.



6. DEVELOPMENT OF HEALTH EDUCATION ACTIVITIES

6.1  Training schools in the Ministry.

6.1.1 Health Education as an organized entity first materialized with the

teaching of six (6) health assistant students in May 1972. (Table I) When
the 1975 class began, a greatly expanded health education outline was built
into the revised health assistant syllabus. (Appendix 6) This teaching is
being continued.

6.1.2 June of the same year, the Public Health Nurse Tutor invited the PHE

to give a series of lectures on basic health education skills to the students
in the Public Health Orientation Course for Nurses. This continued until 1974
when the course was finished.

6.1.3 Two health education outlines were developed, one for the general student
nurses and the other for the midwife students of Queen Elizabeth II Hospital
School of Nursing, first introduced with the 1474 class. (Appendix 7)

6.1.4 Still another course outline was developed for the dispensary students
in 1975. (Appendix 8)

6.1.5 Since 1972, 950 health education classroom hours have been taught to 242
students in the Ministry. Table 2 summarizes the increasing number of health
education hours taught to these students.

Table 1. Number of Ministry of Health Students
Receiving Health Education Lectures, Lesotho, 1972 - 76.

Category * 1972 1973 1974 1975 1976 Total

1. Q.E.II Student 0 0 41 40 27 108
Nurses

2. Q.E.II Midwife 0 0 24 20 8 52
Students

3, Health Assist. 6 6 0 6 6 24
Students

4. Dispenser 0 0 0 11 0 11
Students

5. Nurses in P,H. 9 22 16 0 0 47

Orient. Course

Total: 15 28 81 77 41 242

* 1. Students in years 1-3 combined, only years 2-3 in 1976.

1
2. Students in groups 1-2 combined, only 1 group in 1976.
3-4. A two-year course.

5. Course discontinued after 1974.
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Table 2. Number of Health Education Hours Received
By Ministry of Health Students, Lesotho, 1972 - 76.

Category 1972 1973 1974 1975 1976 Total

Q.E.II Student 0 0 24 125 200 349
Nurses

Q.E.II Midwife 0 0 20 100 100 220
Students

Health Assist. 10 20 0 78 225 333
Students *

Dispenser 0 0 0 18 0 18
Students

Nurses in P.H. 10 10 10 0 0 30

Orient. Course

* Practicals: 2 weeks in Tsakholo and 4 weeks in HEU, 1976.

6.2 Teaching in learning institutions outside the Ministry.

6.2.1 The PHE and the Principal from the Thaba Khupa Ecumenical Farm Institute
first discussed in 1972 the possibility of including health education into this
newly organized intensive farming vocational school for young men and women.
Fifteen lectures and demonstrations were developed and given to 26 students in
the first class in 1973. Having evaluated the impact and staff time required
to teach at Thaba Khupa in November 1974, both the Ministry and Thaba Khupa
agreed to:

- Expand the health curriculum from a 15 weekly, two hours each,
lecture to 30 weekly, two hours each, lectures in 1975; and

- Train Thaba Khupa's Home Economic Instructress for three months
under the guidance of the PHE in 1975 so that she can begin to
assume the health teaching responsibility.

This approach has been proven so successful that the Ministry now
provides only occasional lecture and consultative assistance to Thaba Khupa.

6.2.2 The teaching of health in the Lesotho National Teachers Training College
(N.T.T.C.), begun - in April 1975 after the country consolidated the seven
mission-operated colleges, is patented after the Thaba Khupa experience. When
N.T.T.C. requested the Ministry to assist the college to develop and teach
health to the students, the Ministry agreed and seconded the PHE and his counter-
part to produce a health outline - the Ten Health Concepts - and teach it in
1975. (Appendix 9a, 9b, and 9c) In the second year N.T.T.C. increased the
original classroom hours for health education from 10 to 30 per academic term.
This April N.T.T.C. has added a local health teacher and a U.S. Peace Corps
volunteer to take over most of the teaching and school administrative functions
from the Ministry's staff,



6.2.3 A fifteen-hour health outline has been incorporated into the Lesotho
Agricultural College, a two-year college, since 1975. In the first year, only
six students attended this class. Twenty-four students have already completed
the health class this year.

6.2.4 Twelve health lectures have been completed for five National University
of Lesotho students who are in the Diploma Home Economic Course.

6.2.5 The twenty health education lecture hours were completed by 478 Lesotho
Youth Services (L.Y.S.) cadets in 1973, 1974 and 1976. (Appendix 10) L.Y.S. is
a two-year training program for young people, boys and girls from age 15 - 18,
selected from villages in all districts. The purpose of this program is to
train these fine young people to become more productive citizens of Lesotho and
to be agents for commnity development and social change in the villages from
which they come.

6.2.6 Table 3 summarizes the institutions outside the Ministry which have
incorporated the teaching of health into their respective curricula.

Table 3. Number of Students Receiving Health Education
Teaching by HEU Outside the Ministry, Lesotho, 1973 - 76.

Institutions Number of Students in Total

Thaba Khupa

Ecumenical

Farm Institute 26 36 36 38 136

Agric, College

Min. of Agric. 0 0 6 24 30

Nat'l University

of Lesotho 0 0 0 5 5

Nat'l Teachers

Training College 0 0 76 134 210

Lesotho Youth

Services 158 160 0 160 478
Total: 184 196 118 361 859

Note:

There was no health education teaching in these institutions in 1972,
Education, pramotion, coordination, and planning for a health education curri-
culum to be accepted by these institutions had occupied all of 1972, This
effort is being continued to bring about an acceptance by those other institu-
tions which currently are not yet teaching health,
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6.3 In-service education course for health and allied field workers.

6.3.1 The PHE and the Principal Tutor of the Queen Elizabeth II Hospital School
of Nursing collaborated and conducted the first one-week refresher course for
nurses in September 1972. Altogether, 134 nurses from both government and the
private sector attended this one of many refresher courses for health and allied
field workers in Lesotho conducted by HEU and in cooperation with health asso-
ciates. The significant courses conducted, in chronological order from 1972 to
1976, are:

The refresher courses for nurses, nationwide, 1972-76;

- The health education and motivation courses for teachers,
nationwide, 1972-76 (Appendix 11);

- Catholic Relief Service staff, Maseru, 1972-76;

- Lesotho Family Planning Association field workers, nation-
wide, 1972-76;

- Health staff at Tsakholo, 1972-76;

- Audio-visual skills for health field workers, Leribe and
Mohale's Hoek, 1973 and 1976;

- MCH/FP skills for doctors and nurses, nationwide, 1973 and 1976;

- Nutrition field workers, Ministry of Agriculture, Leribe 1974 and
1976 at Mohale's Hoek (Appendix 12);

- Village health workers, Quthing, 1975-76 (Appendix 13);

- Lesotho Flying Doctor Services (L.F.D.S.) staff, Maseru and

Tsakholo, 1975,

6.3.2 The number of health and allied staff attending refresher courses which
cover a wide range of subjects is increasing. Table 4 summarizes the number of
participants from 1972 to 1976.



Table 4. Number of Participants in Various Health
Education Refresher Courses, Lesotho, 1972 - 13976,

Category 1972 1973 1974 1975 1976 Total
Ministry of Health )

Nurses 108 203 110 103 176 700
Doctors 5 21 1 2 10 39
Public Health* 26 34 28 66 55 209
L.F.D.S. 0 5 0 55 25 85
Village Health

Workers 0 0 0 10 8 18

Ministry of Agric.
Home Economic

Assistant 8 10 56 17 18 109
Ministry of Educ,
Teacher + 25 578 57 48 0 708
Mission Hospital
and Clinic 18 38 16 56 108 236
Catholic Relief
Services 70 80 75 60 54 339
L.F.P.A. and others 34 45 62 45 62 248
Total: 294 1014 405 462 516 2691

* Including environmental health and public health nurses.
+ Courses for teachers in Qacha's Nek, Butha Buthe and Leribe Districts,
November and December 1973,

6.4 Community Health Education,

6.4.1 The first village health education effort took place in May 1972 when
the PHE and the Senior Medical Officer of Health (S.M.0.H.) spent three days
with the typhus control team at Mphaki of the Quthing District. This was the
first real opportunity for the PHE to get exposed to the cultural, geographical,
economical, and health problems, particularly health education issues, in
Lesotho.

6.4.2 The next most significant village education event, organized by the HEU,
was the anti-plague village education campaign in the Mohale's Hoek District
during the months of June and July 1975, immediately after the plague outbreak
had been put under control. The PHE and the counterpart made several planning
trips to that district to meet and organize the key district government officials,
chiefs, villagers, health and allied workers, merchants and church leaders. The
first three days of the campaign were to identify and train 34 local personnel,
selected from various backgrounds and experiences, to be ''village health
educators."
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This short training had accomplished:

- The development of lay individuals into effective health education
extension workers;

- The organization of four smaller teams from these individuals and
the assignment of each team to a given number of villages to be
covered by that team;

- The education of team members about plague and plague prevention;

- Understanding the importance of team work; and

- That each team member had learned how to relate the newly acquired
information to the villagers,

The following ten days, including weekends and evening hours, the four
teams moved into a pre-assigned area and began to explain to the villagers about
plague - a fatal disease - and how to prevent plague from happening again in
their own villages. At the end of this campaign, the results showed that:

- Over 8,000 villagers in an estimated 15,000 population area were reached;

- Given good planning and a flexible training program, lay people can be
trained in a reasonably short time to teach a simple health message to
their own people; and

- Lay people with motivation can be an effective community channel to reach
a larger population.

6.4.3 Another approach which has experienced good results has been clearly
described in a field report to the S.M.0.H. by the Health Educator. His report
discussed how he had organized a regional health committee and explained to the
comittee how it should function in relation to that particular health clinic.
(Appendix 14)

6.4.4 Meanwhile, community health education activities are being conducted on
other fronts. Examples are pitsos (outdoor meetings) in villages, first aid
courses for police and military officers, basic hygiene for prison supervisors,
and food hygiene for hotel catering staff. (Appendix 15)

6.4.5 In cooperation with Radio Lesotho, a 15-minute weekly broadcast in
Sesotho on various health subjects has been presented over the air since 1973.
The purpose is to maximize the use of the radio medium so that health messages
can reach the people, particularly those who live in the remote mountainous
regions and other hard-to-get-to areas. In August 1976, a second 15-minute air
time was added. Now Radio Health has two 15-minute weekly broadcasts, 1Thursday
noons and Friday evenings.

To improve the Radio Health program, a Radio Health Committee was established
as directed by the Permanent Secretary for Health in 1973. The PHE has served
this Committee as an advisor ever since.

6.4.6 The PHE provides consultative services to numerous organizations outside
the Ministry. The Lesotho Family Planning Association is one of the organizations
which has frequently requested through the S.M.0.H. and received assistance on
various technical and non-formal education matters. Of particular importance are:

- The development of family planning education literatures, training of
field workers and radio broadcasts; and
- The production of a lesson on venereal diseases.
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Consultative services to other organizations include the production of
a recipe booklet for the Catholic Relief Services and a First Aid Handbook for
the Lesotho Red Cross.

6.4.7 Technical assistance has been extended to international conferences
conducted in Lesotho., They are:

- As Conference Officer of '"The Regional Congress of the Commonwealth
Medical Association on Orthopaedic Rehabilitation, Airport Hotel,
Lesotho, 9th - 12th of October, 1975";

- As Physical Planning Officer of the "Conference on Individual and
Social Responsibility in Developing Countries, King's Palace, Lesotho,
Sth - 13th of March, 1976"; and

- As Conference Officer in the "Fourth Regional Health Conference of the
East, Central and Southern Africa, Commonwealth Countries, Victoria
Hotel, Lesotho, 2nd - 5th of November, 1976."

6.4.8 1In addition to the technical training materials, a number of simple health
literatures have been produced, both in English and Sesotho, for staff and public
education purposes. Examples include:

- Ten Easy Ways to a Bulgur Meal;
- V.D., It Can Happen To You! Know the Facts;
- Anyesa Lesea La Hao Ho Tolha Tohahong Ea Lona
(Breast Feed the Baby from Birth); '
- Ntlafatsa Bophelo Ba Lelapa La Hao (Improve Your Health at Home);
- Usc the Latrine, Not the Donga;
Water Means Life;
When to Teach Health;
Rua Tsebo Ka Seso Le Mokaola (Questions and Answers About V.D.);
Facts About Alcohol; and
Kholisa Ea Ngonana (Child Growth).

7. PRODUCTION OF AIMINISTRATIVE AND EDUCATIONAL MATERIALS

7.1 From 1972 - 1973 the Health Education Unit, with only project supplies,
produced educational and administrative materials mainly for the project. When
the Ministry began to supply duplicating paper, stencils and ink in 1974, the

. HEU gradually extended this unique service to produce for the whole Ministry

and WHO with their educational and administrative production and reproduction of
training outlines, manuals, minutes of meetings, reports, project papers, hospital
forms, MCH records, and documents. (Appendix 16) In 1975 there were 61,475 pages
produced; and during the first three quarters of 1976, 153,404 pages have already
been produced.

b, LOGISTICS

8.1 A general policy of the Ministry is that the Preventive (Public) Health
Division has an operatin: budget from which all programs under this Division
draw logistic support. Since mid-1974 the Health Education Unit draws its logis-
tics from the same source. So far, the HEU has encountered no major difficulty
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in getting basic office supplies, duplicating paper and ink, materials for
training and public education programs, photographic materials, and items such
as a transformer. This year HEU has received a photocopier machine and supplies
for this machine and a public address system from the same source. Overhead of
the HEU office, a large room to house the staff of nine people and a smaller
production room, is provided through a general administrative budget in the
Headquarters,

8.2 Vehicles are provided by the project. Maintenance, petrol, insurance,
and two drivers are the responsibility of the Ministry since 1974, The general
service for all vehicles is less than satisfactory, however. The Ministry has
submitted a proposal to UNICEF and requested three landrover type vehicles plus
various educational materials for the HEU over the next five years.

8.3 Since the beginning of this project, the Ministry has been able to maintain
and service the few non-sophisticated office machines and audio-visual equipment
that are supplied by the project. The one difficulty was the replacement of a
piston in a portable generator that was damaged due to careless operation. The
piston had to be imported from the United States. ‘This generator has since been
repaired at the hospital workshop and is now in Tsakholo supplying electrical
power to the two-way radio.

8.4 While this logistic system, similar to other infra-structures in the
government, has drawbacks, it is adequate for now until the Ministry has
developed a more effective administrative apparatus to improve the logistic
mechanism within the Ministry,

9. UCSC PROJECT ADMINISTRATION

9.1 The UCSC Project in Lesotho does not provide an in-country administrator
or coordinator (leader of the party). They are in the Project Central Admini-
strative Office (CAO), Benin, West Africa. Even when they come to Lesotho, they
seldom stay longer than a month in Lesotho and only once or twice a year. Visits
from the UCSC office are even less frequent. In the last two years the officers
from CAO made only one visit to Lesotho, and this was in September 1975. Within
the same period, the Project Director and Assistant Project Director from UCSC
made one visit each to Lesotho. The long absence of direction and physical
presence over the five years has made it difficult for the PHE, and therefore,
imposed upon him to discharge certain administrative responsibilities which are
not clearly defined. This arrangement is far from being perfect to deal with
the daily administrative details required for a smooth project operation. What
the PHE has to face, in addition to his health education responsibilities, is

as follows:

- The importation details, custom clearance, inventory and distribution
of project supplies and equipment, including family planning materials;
The hiring, training, and supervision of local personnel;

The supervision over project vehicles, travel, office supplies and
equipment;

The help needed by the Ministry's Accountant over the Project Deposit
Account;
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-~ The organization and management of a '"project" functional office;

- The advance groundwork before each visit by officers from the CAQ and/or
UCSC and the follow-up needed after each visit;

- The badly needed supports during the implementation and construction
phase in Tsakholo;

- The provision of back-up supports to the MCH Technician while she lived
in Tsakholo and activities in Maseru; and

- The negotiations with government and private sectors over project
policy which is usually delayed until a response is received from either
the CAO or UCSC,
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9.2 Project budget comment,

9.2.1 The project financial system is administered in.accordance

with AID/Washington and University of California regulations. The
University keeps record of all transactions on project purchases and
reimbursements. Local spending comes from a Project Deposit Account which
is administered by the Ministry's Accountant and a Petty Cash Account
which is managed by the PHE.

9.2.2  The Project Deposit Account pays for local personnel salaries

and benefits, Technician's rent and public utilities (excluding telephone),
locally made medical examination tables and office furnitures plus the
furnishing of the T'sakholo classrcrm, in-country transportation, advance
per diem for out of country participant training, certain building materials
and clinic supplies for T'sakholo, and project office supplies and materials.
This account keeps an advance deposit of R10,000.00,

9.2.3 The Petty Cash Account pays for numerous items of various reasons,
especially in the support of the MCH Technician while she lived in T'sakholo
during Phase I as well as materials needed for the implementation of the
project in the demonstration zone within the same period. This policy was
changed in 1974, when the Ministry began to assume a greater financial
responsibility for the project. This change has reduced the spending from
this account from a high of R1,315.73 in 1973 up to R248,25 for 1976 as

of July 29, 1976 submission. The PIE keeps R250.00 in the Petty Cash Account.

9.2.4 Local Technician travel is also reimbursed through the Petty Cash
Account.

9.3 Vacation days and sick leave are taken in accordance with the

University policy. National holidays are observed with the national
policy of the Govermment of Lesotho.

10, MCH ACTIVITIES

10.1 Since the project MClH Technician is submitting her assigmment
report to the Ministry, this report treats only those specifics which the
PHE has made a contribution in the implementation of the MCl activities
in Lesotho. Some of the major inputs have been in:

- Assisting the MQH Technician to promote and educate
the decision-makers, staff and public on the purpose
of the UCSC/MCH Projec.;

- Informing and motivating the public, especially the
policy-makers, the importance of family planning
services to the people of Lesotho;

- Collaborating in the development of MCH plans and
strategy for action;


http:R1,315.73
http:Rl0,000.00
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- Assisting in the coordination and implementation of MCH
in-service education courses for staff and allied workers;

- Assisting in the four project sponsored health surveys;

- Training and supervising of clerical and office machine
operators to produce and reproduce MCH training aids;

= Developing, producing, and managing clinical forms and
all training aids for MCH service and educational
purposes;

- Organizing the logistics for the demonstration zone
and the M(H Technician while she lived in T'sakholo;

- Helping to make the T'sakholo Rural Health Training
Center into a reality for the Ministry and the project;

- Designing the classroom furniture for the T'sakholo
Rural Health Training Center and clinic;

- Supervising over the installation of the two-way radio
at T'sakholo;

- Designing a locally made wooden medical examination
table (9 for health and 8 for L.F.P.A,) for MCH
clinics; and

- Proposing an annual budget to UCSC for local operation.

11. SUMMARY OF ACHIEVEMENTS

11.1 A Health Education Unit in the Division of Preventive Health
Services of the Ministry of Health and Social Welfare has been established
in September 1972, Its objectives are:

- To develop and implement health education programs in

;he community, in educational institutions, and to develop
in-service education courses.

- To assist in the implementation of the preventive health
services and health projects as set forward in the Second
Five-Year Development Plan of Lesotho.

11.2 A nucleus of health education staff (two health educators, one
graphic-artist, and one home economic instructress) are being trained,
one to the B.Sc. level in Community Health Education.

11.3 An office and a small production room have been organized and
equipped with supplies and equipment for non-sophisticated production
work.

11.4 Staff have been trained to operate all equipment, and limited
logistics have been developed to support the expanding health education
activities.
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11.5 All job descriptions for health education personnel have been
approved by the Ministry.

11.6 A modest budget has been included in the annual Ministry budget
for health education operation.

11.7 A five-yeqr assistance project has been submitted through the Ministry
to UNICEF for various health education equipment and supplies, including
three landrover type vehicles.

l}.8 A wide range of health education programs has been integrated into
village development activities, in refresher courses for health allied
workers, and in varied learning institutions.

11.9 The public, both govermment and private sectors, has been well
educated and motivated to apply health education within their respective
spheres of activities.

11.19 The impacts made so far have given the health authority an impetus
for intensifying their supports for health education activities in Lesotho.

11.11  The PHE has accepted and performed the administrative responsibility
for the project; and

11.12  The PHE has provided maximum assistance to the MCH Technician as
she conducts her MQI activities.

12. RECOMMENDATIONS

12.1 The Ministry should request continued technical assistance from
a donor agency for an additional two years until such time when the 'chief'
health educator returns from his studies.

12.2 The Ministry should identify additional funds to train a second
staff to the B.Sc. level in community health education.

12,3 The Ministry should develop a plan to train (locally) 'health
education assistants' and deploy them to each district so that they can
carry out the day-to-day health education activities at the district level.

12.4 To develop the potential of the graphic-artist more fully, he
should receive an additional short term training under an experienced
health illustrationist.

12,5 The Home Economic Insturcturess can strengthen her skills from
additional training in the development of nutrition education curriculum
and teaching,

12.6 The modest operating budget must be increased in order to support
the growing demands on health education.

12,7 The Ministry ought to follow-up with the request to UNICEF and
other donors agencies for health education assistance. :

12.8  Additional office space must be made available to relieve the already
overcrowded situation in the present quarter.
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12,9 A secretary-typist and two driver-operators must be permanently
assigned to the Health Education Unit,

12,10 The Ministry should continue to evaluate and modify the health
education programs in accordance ¥ith national development.

12.11  When the government policy permits, the Health Education Unit in
coordination with other service sectors should implement a more liberal
family planning education and service program.

12.12  To complete the cammitment to the UCSC Project and to meet the
needs of future health projects and local training programs, the Ministry
must develop the T'sakholo Rural Health Training Center in a practical way
that should include permanent staff, logistics, and housing for students.

12,13 To implement the MCH services more effectively, the Ministry should
establish an organization in the Ministry to plan, coordinate, and evaluate
MCH activites.

12.14  To insure the success of future health projects, the Ministry
should stipulate that the project director or administrator for that
project takes residence in Lesotho.

12.15  The Ministry should capitalize on the experience gained from the
UCSC Project for the planning and implementation of future health projects.
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AEEendix 2

Out of Country Training For llealth Education
Counterparts, Lesotho, 1973 - 1976.

Title Training/ Cert./ Sponsor- Duration Where
When Degree ship
Home Economic Nutrition/
Assistant Family Plan.
Education,
1973-74 Cert, USAID 6 mos. USA
Health Educator Community A.S.
llealth Ed., Degree UCSC 18 mos. USA
1973-75
Health Educator Family Plan.
Education,
1975 Cert, ucsc 2 mos. Nigeria
Graphic-Artist Graphic and
Designs,
1975 Cert. U.K. 3 mos. U.K.

Health Educator Community
Health Id.,
1976-78 B.Sc. USAID 2 yrs, USA

Note:
The Ilealth Educator is the same person. His present study is expected
to be completed by mid-1978,



APPENDIX 3 »

SR e,

. )

. []

0 "
v K
[AN )

ety tha

r=
.

j Ny
T
L Y
L"
—
o
~—,

difioaently ottended a

COURSE IN FAMILY PLANNING

from

10TH FEBRUARY, 1975

to

7TH APRIL, 1975

R , e AR . r e 48
By L . .n.-_)l--."u_. .~'..t“..,.',<;., (|.05 |' -yt »(g:u‘
v L .

-
Y
¢
e
ey
PN
5
)
~
Al
N
.
3
A
\
h ]

Ly d f&

ol aes bea PRI T e el

oL vl e

AR B T

g W S i Ju.nu P e G R it v b, e _.--,-;v_f_r-_-~-;-;¢5r,:r.\4! T
R MR B AL AR N e ..».';',--.‘.1‘.;%'2‘34’-."..1‘ 'y ””N ” “%MA "‘H‘J-"-:’A".‘il-i‘ié'..’,!.‘-‘"
‘w

e

L-..

Weyge TN N B
UNMIVERZITY CF BADAN e

I;

TRAINING PROGRAMME IN FAMILY PLANNING e
e

J A

- 8P .o el .
: “N eote

Rl

ey



ation of the Fuenliy

RILY

dlpmr recorumendat
505 ),
f} /s / /5/ i/ n
Crlrer -’;/«,(:/

C_,/v./»' 2PN -
& 4

r Z
and wnder sulhorization grawded by the State
- »
the deiree of
oy e LY .
spyptn oy ClAT e
AR ERCIN 4 SUPS w 4] X154

V44 Prac)
s 77 .., ft £ ’ Ry y
po3 {4 /o ."/" ‘o j-7 /t‘ '4?".. e l;-ﬁ re’ss r”; ,‘"'.._r'
- :/‘,4_:;- DR el v J,,.\ ""-""4"-/ R ANE LY
LR \_..‘:1 9 Lo
! x = Mt 1.7
h R foitl all ZXights, Frenefils aud Frivileges apperiad
1—,- : . 1‘!
- - ) , 7, Civen this twenticth day of bzcembex, 1974
A% ¥l ’
' - i
DI {0 5 ‘
y boi: re |
- % - e .': _"“ /_,} c
/ . . -:; ""/-/
‘;'- - ’ “Aa .;/
‘ o R PSR
& -' ‘_.\ " < !

~

K E L
unhn-l

"K// //// '/

?‘w.r) of U0, un!uc



"BESY wry .
‘ H-Ae copy AFTENDIX 3 ¢

‘
.

-24-

- Arpast 16, 1976,

Yo Lo W, Molapo

Yational Manpower Dev. Secretariat
P.0. Tox MS 517

FRSERU,

Dear lebohang,

Mokuba Petlane

3.9, Hoalth Education

I have received a cable from AID/W which requests that Mr. Petlane
arrive in AID/v by Awrust 15th or as soon as possidble thorsafter.

the Ministry has been verbally inforred.

Sincercly,

llarry R. Johnson
USATID Represontative

ce: P.S. Bealth
P35, CPDO
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APPENDIX 4 a

CERTIFICATE OF ATTENDANCE

Department of Community and Rural

Development, Lesotho
This 1s to Certify that

s b MOT Y
'.0-.0-.-0l.:\'..E.‘\DJ"’T."PCrG“\ oooooo D A N N WA A A Y se e

has completed a course 1n
VILLAGE SURVEY AND PROGRAMME PLANNING
HELD AT THE Division of Extra Mural Services, University of Botswana,

Lesotho and Swaziland (Roma Campus) with the assistance of Mount Carmel
International Training Centre for Community Services, Haifa, Israel.

10th July, 1974 to the 30th July, 1974

‘L A
L e 2acliy, s
Course Director )/r Visiting Expert
' /, - '
C. T ) b
Director of Community and Rural
evelopment

j L)

. y D g
<4 ,:’..4,;:_.“;(.4. RV L"‘Ce,,
irector of DEMS
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/
¢
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/
/
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UNIVERSITY OF CALIFORNIA, SANTA CRUZ
UNIVERSITY EXTENSION |

q f XIrNTIdv

This is to certify that

MORAPED! RADITAPOLE

has satisfactorily completed the requirements for the
Program in Training of Trainers/Community Health

August 17, 1974
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completed a course of instruction in
From fl 2889 95, to ) LAUNEREY SN (2
provided by the British Government

as part of its Technical Assistance

Programme.
i es ’?ﬂw’\-/l/
Date  !ozhi gLLY 1y, MINISTER FOIR OVERSEAS DEVELOPMENT
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APPENDIX 6
HEALTH EDUCATION CONTENTS TO BE TAUGHT IN THE

T STATDENT OF ORJECTIVIS —————

The Ministry of Health trains Health Assistants to carry out those
responsibilities as defined by the health inspectors. Une of these respon-
sibilities is to teach the public on personal and envirommental hygiene.

To achieve this educational objective, the tutors and health education staff
jointly have discussed and developed the following contents:-

I.  HEALTH EDUCATION PRINCIPLES

10,

What is Education? What is Health Education?

Principles for planning, implementing and evaluating health
education programs.

Health Education Methodology - This includes the whats, when,
where, how, who and for whom.

Techniques involved in program planning and how does the planning
process work.,

Concepts in evaluation and evaluation process.

Skills in identifying family health problems and organizing
problem solving resources,

Understanding of human behaviour, customs, culture, and beliefs,
Studies in community structures and skills in village organization.

Staff and community manpower development to achieve health
education program objectives.

Field trips and practicals.

IT, HUMAN BEHAVIQUR

1.,

An understanding in human behaviour.
An understanding of adult and child psychology.
Personal maturity, immaturity and adjustment.

Interpersonal relationship and how it works among staff themselves
and comunity individuals,

Staff and public motivation and changing attitudes toward better
family health practices.

Relationships between behaviour and social values such as custams,
cultures, and beliefs.

Page 2/Communication,
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Page 2,

ITI. COMMUNICATIONS

1,
2,

Communications: Processes, skills, and instruments needed.

Audio-visual aids and mass media: How to operate simple audio-visual
equipment and use them effectively.

Sharing information with each other: Why is information sharing with
each other important? How to make it work?

Health exhibit: What is a health exhibit? Can you make one and how?

Problem solving process through consulting, counselling and
utilizing resources.

IV. PLANNING A HEALTH EDUCATION PROGRAM

1,
- 20
3.

6.

To overcome health education problems in Lesotho.
To organize villages for better family health practices.

To coordinate and involve allied workers and community individuals
in the planning and implementation of practical educational programs.

To develop educational manpower through training and orientation
courses for trainers, allied health workers, policy makers and
comunity individuals.

To improve the Health Assistant's own understanding of skills to
help organize programs in patient education, school health, family
spacing, utilization of health services and relationship between
man and his surroundings.

To identify, develop and utilize resources for public meetings,
teaching situations and staff conferences.

Other content areas such as school health, nutrition, maternal and
child health, nursing, administration and the broad field of envirommental
health will be coordinated by the llealth Inspector Tutor.



10.

11.

- 12,

13,

14,

15,

16,

17.
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APPENDIX 7

HEALTH EDUCATION LECTURE FOR NURSING
STUDENTS, QUEEN ELIZABETH II HOSPITAL, 1975

Defining the Objective of this COUIrS€....vvevevenss.
Groulld Rules.lll..O..0..‘.'..."..ll...“.l'...ll.‘l

Introduction to Basic Health Education Principles

Introduction to and Development of a Statement of
Objective.l...Cll...il..'D......Oll‘....l.'..!.....0

Individual Student Develops and Presents a statement
Of Objective..nl...ll..l.‘l....'ll....l..ll.l.I".O.

Introduction to Basic Principles on
Cormlurlicationll..l..ll llllll € 09 00O B OSSR EEBRERRROEOEORTDRTS

Examining Some Factors - Effecting and Affecting
that lead to the Success or Failure of Existing
communication MethodS.....eeiveerecinseenennsnnannns

Personal attitudes, Behaviour and Social Values as
Related to Effective Communication...seseseeeceececesss

Customs, Beliefs and Superstition - How do They
Relate to Health?

Developing Approaches (including Trust Building)
To Bring About a Desired Behaviour Change...........

Understanding the Importance for Adult Education -
The What? The How? The Where? The When?..........

The Values of Teacher Education on Health and In-
Service Education for Staff.....c.eeeeeeeeeereconeens

Introduction to Humarn Relations - Staff and Public
Relatiorls.l.l.lllol.ll..l.'Q..Ol.ll..l......ll...l..

Experience, Identify Analyse and Generalize
(EII.AIG.)II.. lllllll ® 80 0000 40PN OISO ETPOEIOOSEOIOIOSEOSIRNEPEESETORE

Planning and Integrating Health Education Activities
Into Health and Health Related ProgramS........eeee.

Developed Those Skills Needed To Identify
Education Resources......... Ceerarecsesantannsnnasens

Introduction to Basic Principles in Developing and
Producing Health Education and Teaching Aids........



18,

19,

20,

21,

22,

23,
24'
25,
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Radio as A Mass Media To Teach Health To The People

Demonstrating on the Use of 19 mm Movie and <" i7-
PrOjeCtorS....-...-.---...-..... ccccccccccc e e

Planning and Organizational Skills to Develop A
Healt}lTal]('.‘l...l.......l..l'..l..l.. lllll ¢eo s 0000

Individual Student Develops a Health Talk to be
Presentedl.llIl...O.lOOCOUQOOOIOOCOOIOOCIOOOC.l...l

Individual Student Presentation of a Developed
}Iealt}l Talk.l!....I..l..ll.l..l.l..l...."l.ll.l.l.

Feedback...........................................
EIAGII..I'.I...l....'l'.ll.l.ll' ..... 'IIOI.'.'I....

Slma!’y.ooincocoa-cotn-o-o.ocau-oncuoc.o.ooccoco"l

Page 2,



dispensers which com:zences on July 24 a2t 2.15 pm.
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HUALTH SDUSADICH WRIIM,
OTNIOR DISICNUER, "MALLRU.

\ \ M\

{ ‘ l\\.rw‘tc ,3:>
LCOWA» 0T 2ADIPAI L
23rd July, 1975,

ne: Jisnenrcers Tezchinm '.chedule.

“e are cendiny you here a teazching schedule for your

1he »un-

ctuality of your dispensers will hel» us to schieve our obj-

ectives,
]
iect. o, Toric Date lecturar
1. Defirition/purpoces of Commu- July 24 - sunny/fave
nicuation,
2. Attitudes Affecting Covrmuni-  July 71 - Taye/.unny
cation.
3. Behaviors \ffectlnb Comruni-  Aum, 7 -~ Taps/_uany
cation,
5, Coruunication itethods and o-  jug. 4 = Sunny/ltokal «
reunizcotion.
Se Disorganization end Communi- Auge 21 - Suncy/Moguta
cation rceakdown.
6. tesolving Comsunicution Bar-  sueg, 283 - ounny/2are
riers.
e Hocial Velue (Lystem or Str- vepte 4 =~ Tape/iUany
uctures).
8. clfective Utilization of Co-  Sept.ll - Jeter/iurry
zmunication Nethods.,
9. Discussion and Revicw vept.1l3 - Qups et ¢l
10+ txanination, ept.25 - Taps.

T.CH
tlealth Sducator.

-

Sor'uC‘oHo ‘L/'/
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MPENDIX 9 a G54
SAVINGRAM
FROM: ROPITIONG RECEIVED DATE STAMP

TO:  HIALTE ROUCATION LCH/CS PROJ.
REF. NO. H/INZCRG/11 j 7

) ) T Wi
SIGNED: / A PP A /

(Full Signature) “

3 %\ M P . I‘.’. tT. R L{S \O AI . FlLE No.. PERTTPTIREN
?T\g'gfd) ‘ (Rccelving Min. /Dept )
DATE: 19th June, 1973,

G AUB/6% < 4001

(4tt. e, RPonc)

H CATLTH TN g

Thank you very much for the heaslth lectures
conducted by vou and your counternarts,

The dmpeet that ven e micine ia ment invilasble
for the vtare of our Loanllh propranwcs in Uhis
councry nd I think tnat we shoald aiuw nt the teachere
ant stwdents move then anvboly elge it we want bo bring
atoat ¢ new approach to lwenlth problems,

I should be very sealelal i this prosroir: exo be
extended to the Teaclicr fraining C >1Leu=s in futursz,

'

5/((/((( “r //'/'.\( ( / '; '7,1 g
/ \. .
/ 1o

CeCe S,17,0.71,
TJ.SS P. Goodld.:
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JL /., Ministry of Deulth,
I".Oc BOX 514'

h.seru, Lecotro,

4t June, 1975.

8c.:001 Henlt!. - MWTC

T'i is to .&! uO”lO("C TQCLl/t of your letter Cuted
21st Muy 1975 oa t.ae above s Lject,

The Lialstry of Heulth is pleased wind will to Lurticisz.te
in this forWarf—loo}iuq Lcy to interarate health ecucation i
ne teacilag ol tenchoer:
I tave aosigaed Nesars Monuba Tetl.ne ond sunty Foug of
o Heultl Soucotion Univ to co-ordinate notivities Letwveesn
YOur collere cud tho Minlstry.
We look forward to o fruitful co-ojer.tion.

Yours fuithfully,

':.‘L . JoLo “U].\J;JO)
NhALLT BECRITARY #CR HoALTH

Mre Dol }'.:ltg\eld.
AC. Director,
LeleTWloW,

PeUes 20X 1393,
taseru,

CeCe TS, Licuc. . tion,
Messrs. rotlale and Fong.


http:lol�x".re
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APPENDIX 9 c
N.T.T.C HEALTH EDUCATION LECTURE OUTLINE 1976

Subject Class Period Required
I. Man and His Enviromment 1
I1. Health - An Education 1

IITI. Human Reproduction:

1. Male and Female Reproductive Organs 1

2. Conception and Pregnancy 1

3. Childbirth 1

4. Scxual Responsibility 1

5. Contraception 1
IV, Infant and Child Health:

1. Traditional/Current Attitudes 1

2. Vaccination and Immunization 1

3. Health Services and Nutritional Requirement 1

4, Growth and Development
V. Envirommental Health

1, Safe Drinking Water and Spring Protection 1

2. Pit Latrine 1

3. Management of Man Made Waste 1
VI. Community Health and Health Education

1. Health Education 1

2. Cammunity Health Services 1
VII. Social Health:

1, Alcohol and Alcoholism 1

2. Tobacco and Dangerous Drugs 1
VIII. Venereal Disecases:

1. Gonorrhea 1

2. Syphilis 1
IX. School Health:

1. Practical School Health Observations

including hearing, seeing, etc. 1

2. Classroom Health Teaching 1

3. School Environment 1

4. Identifying the necd and Development

of a School Health Guideline 1

X. Health Organizations 1
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APPENDIX 10

LESOTHO YOUTH SERVICE CADETS
HEALTH LECTURE 1976

Introduction of basic Hygiene

Common Communicable Diseases in Lesotho
Venereal Diseases

Sex Education

Water Sanitation

Disposal of Waste Material
Envirommental Sanitation

Nutrition and Health

Communication Skills

Village Health Organization
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APPENDIX 11

Phone No,: 3348 Myicry Telegrams: — Education

LESOTHO
J%M’JA} 9/ &ca/fbu, %Want/ %méé»

P.O. Box &7 MASE RU.

13th December, 1974,

or, llohale,
Ninistry or Health,
P,J., Box 514,

The Science Division of the Ministry of Zducation viishes

&nd Human Ecology aspects of the new Juniop Certificate
Lesotho Inlegrated Science Improvement Progranme (LISIP) by
your \MCH Project Team, We will be holding two courses fop
science teachaps thisg Januapy 1975, Vie woulq appreciate t)a
Mriicipation or liembers of the UCH Project Team during these
courses,

Yours Sincercly,

. C. CrApANR .

Seniop Scienceqlnspector.
: o




BEgy A
LESOTHO AABLE Gy

Ministry of /igriculture,
F.0.Box 24,
NASHRU.
27th June, 1975.

Nr Sonny ¥ong,
vinistry or Heulth,
T.C.30x 214,

A

'25erd.
Jear 3Sonny,

since btie lust stul't rel'recher courte which wus held in
Leribe and which wis conducted by your cdiacutionul teum taopetnap
vith tae vablic Hewlth Gection, I hove meant to write to yoa
dinting out now ouccesuful I £iel your eftorts nuve Leen.

There s been un obvious chunge of attitwic amongit the
stui'i's ey ave co=onerative, sympatihoctic towsrds caern otaer -
wihiile they recard thedir scniors with tue Jroute. t citeem never-
theleas they wre I'ree to discuss points of common intere.t snd
to veicoe weedr opinion frankly,  Their pencral outloos in vory
cojectise wnd tuey tend to tnink of otuers uvefore thems.lves.

They uie initiative and look upen c.ch other us & team.

211 t.in dis atiributitle to your discussiors with themr ard I
nope you will heve time when we aold our annusl refrecher course
in Au_cust to come tnd refrech them on thnis very import.nt sutect
of' commrnication skills.

Tnank you and extend our tnanus to tre rest of
ti.e toam, :

Yours cincarcly,
- Mlate Jo
’\.l f'jl Il L

“Nutrition Of.icer.
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LESOTHO

Quthing MCH Team

Quthing Hospital

Box 3

QUTHING

3rd September, 197%
Dr, Mohale SlCH,

"
NINISTRY OF HEALTH
MASERU

Decr Dr. Mohale,

we would like to thank you for the excellent input of

Mr. Petlane and Lr. Fong in the training of village health
workers in the Quthing MCH oroject,

Their assistance in training our teaching team has been of great
help, nnd it has made the basis for the success of tre

erogram! We woul be most obliped, if tieir cxpert knowled;:o
could be availavle for future training sessions in uthing.

Yours sincerely,
(Sgd) Miss Chabana PHN, Dr. De Vries and Ir. Perk,

CoCo PuB. PO MMALTY

TSAKHOLO PROJECT



-41-

APPENDIX 14
REPORT ON MPHAKT MEETING TO ELECT A MPHAKI .

REGIONAL HEALTH COMMITTEE 23-24 OCTOBER 1975.
BY
MOKUBA PETLANE * - HEALTH EDUCATION UNIT

Almost three months ago Health Education Unit was invited through the SMOH

to assist in the planning and conducting of the ten (10) Quthing Health

and related personnel training so that these people were able to train (10)
ten Village Voluntary Health workers. The VVHW would function Public Health
Extension workers who would identify health needs and problems of individuals,
families and the community as a whole and be able to suggest simple solutions
to them using the available resources. Eight of these volunteers have done
remarkably well especially T.B. case finding as indicated by DMO, PHN, and HI.

On October 23 and 24 1975 Sister Seipobi and I were instructed by SMOH to
assist the Quthing District Medical Officer and his staff to motivate end
organize the chiefs and people of Mphaki so that they might revive the idea
of establishing a Regional Health Committee whose main purpose would be to
act as a link between Health personnel, chiefs and public. They will work
as motivators, coordinators, organizers and consultants with or on behalf
of chiefs and Health staff in all health and related problem areas. But
they are not administrators,

On October 23, four area chiefs, one chief's representative and one (1)

police sergeant seven (7) Health and two (2) LFPA workers participated in

the discussion which I chaired. The importance of electing a Health Committee
to serve the whole of Seforong area was emphasised for the purpose of
improving existing health services in remote areas with emphasis on all
preventable diseases like V.D., deficiency diseases, T.B., Leprosy and others
which Dr. Perk pointed out that they have high incidence in the area.

Need for establishing the Committee was strongly felt especially now that
the physical structure is nearing campletion. Members participated an
discussed their view points freely, productively and constructively,

The meeting lasted three (3) hours as the chiefs had to lcave early to go
and notify their villagers to come the following day to elect the committee
on democratic basis.....On October 24 an Interim Health Committee of

nine (9) members was elected by 47 villagers from among the people present
after a long discussion and exchange of ideas.

* Absent people, even though they might qualify for this committee, would
not be elected because they might lack motivation to do the work on
voluntary vasis.

*Chiefs were not elected because of their significant role in Public
Administration and other responsibilities which also include health
activities.

* The conmittee was described as the "Interim llealth Committee' because a
number of other area chiefs and their people in the Seforong Ward were not
represented because of either (a) distance or (b) shortness of notice
before elections.
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Drs. Perk and De Vries and their staff have expressed urgent need for
training of this committee on Group Process, Commnication skills, Team
building etc. so that they can be effective organizers of their community
for health purposes. Arrangements will be made for the weekend workshop
on November 28, 1975. Health Education staff will be invited to assist
and conduct this workshop.

The first task of the committee will be to help the mothers at preschool
child clinics to identify Voluntary Village Health Workers who will be
trained on Basic Health Approaches some time in Jamuary 1976, It is
envisioned that ten (10) volunteers will be an ideal mmber to start with.

Appended are the minutes as taken by one of the active participants in
the meeting, Chief Setho Letsie, and also the names of the people elected.
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APPENDIX 15

HEALTH LECTURE QUTLINE FOR THE PRISON OFFICERS TRAINING,
MASERU, MARCH 5-9, 1973.

By: Mr. L Moshoeshoe, Senior Health Inspector
Mr. S. Fong, Health Education Advisor:

A, Personal Hygiene:
1. Importance of Individual Cleanliness.
2, Importance of group cleanliness.

B. Food ﬂggiene:
. Fo reparations
. Food Storage

2
3. Food Service
4, Food born diseases

C. Environmental Health:
1. Cleanliness of the living and working areas.
2, Management of Human Waste.
3. Pest Control

A. Fleas

B. Lice

C. Bed Bugs

D. Other Insects

D. Transmission of Discases:
1, Tub2rculosis
2. Venereal Diseases
3. Other diseases

E. Mental Health:
1. The etfects of separation fram the family.
2, The effects of isolation.
3. The importance of understanding.
4, The importance of recreation and activities,

F. Health Assistance for the Officers and in-mates in the District
1, Routine health services,
2. Organized specific programs for the officers and in-mates.
3. Others,

G. Discussions.
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LESOTHO

Central Public Health Laboratory,
P,0. Box 514,
Maseru,
19th, February, 1976,

Health Adviser,
Health Education Unit,
Ministry of Health,

MASTRU,

Dear Sir,

I would like to express my appreciation and that of the
above laboratory for the assistance given by your unit in
coxpiling and reproducing the Haematology Menual, By virtue of
this assiétance it was possible to complete the course mich
sooner than otherwise as each student was able to have a perasonal

Manual for study purposes,

Thanking you,
Tl

VeGeAlberto,



PART I

KAP (KNOWLEDGE, ATTITUDES AND PRACTICES) SURVEY OF

DOCTORS AND NURSES IN LESOTHO
NOVEMBER 1973

A REPORT TO THE MINISTRY OF HEALTH OF THE GOVERNMENT OF LESOTHO

SUBMITTED BY: THE UNIVERSITY OF CALIFORNIA EXTENSION/SANTA CRUZ
DIVISION OF INTERNATIONAL PROGRAMS, CONTRACT NO. AFR-799
U.S. AGENCY FOR INTERNATIONAL DEVELOPMENT

PREPARED BY: P. K. GOODALE, B.S., P.H.N., M.P.H.
H. A. STUBBS, B.S., M.A.

A1l rights reserved. No part of the survey may be reproduced or
transmitted, in any form or by any means, without written permission
of the University of California Extension/Santa Cruz or Population
Division, Agency for International Development.
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KAP (KNOWLEDGE, ATTITUDES AND PRACTICES) SURVEY OF
DOCTORS AND NURSES "IN LESOTHO
NOVEMBER 1973

INTRODUCTION

The Knowledge, Attitudes and Practices (KAP) Survey of medical
professionals in Lesotho was conducted in December of 1973 prior to any major
in-country training amongst professionals regarding family planning within
Lesotho. The objectives of the survey were to:

1. Determine the general level of knowledge, attitudes and practices
amongst professionals engaged in or likely to be engaged in family
planning education and services particularly in rural Lesotho.

2. Stimulate thinking in related subject areas.

3. Determmine the acceptability and need for family planning content in
formal and informal educational programs in the country.

4. Learn from professionals their experiences in and patient demand
for coniraceptives, infertility and related education counselling
and/or services.

5. Determine significant relationships between professional status and
institutional background and their effects on subsequent responses.

The survey was done in conjunction with and prior to a countrywide
training program carried out by the Ministry of Health and the University of
California Extension/Santa Cruz, Maternal and Child lealth Project team. The
questionnaires were anonymous, and their administration and completion was super-
vised by the training team. Prior to the first day of training all doctors and
nurses participating in the training program received, in their districts, per-
sonal instruction on completing the questionnaire.

In most instances questions were selected from surveys of a similar
nature. (3) A pretest was accomplished on ten non-nurses and ten nurses in
training at Queen Elizabeth II Hospital to determine understanding and question-
naire wording prior to administration of the survey. The findings presented
herein should serve as baseline daia for planning and program implementation in
the country, including education.

(a) A Manual for Surveys of Fertility and Family Planning: Knowledge,
Attitudes and Practices, The Population Council, New York, 1970.




RESPONDENT CHARACTERISTICS

The questionnaire was administered to a total of fourteen doctors and 173 nurses
employed in Lesotho in November, 1973. Table 1 shows the total of doctors and
nurses registered and believed to be practicing in Lesotho at that time compared
to the survay group.

As noted in Table 1, questionnaires were obtained from 128, 80.0 percent, of
government employed nurses and 45, 25.4 percent, of mission or private sector
nurses. These represent Sl.?bgercent of the 337 nurses reported to be employed

in the country at that time. Low response from the mission/private sector

is probably due to the sponsorship and site of the training program which in all
instances except one were government-based hospitals. Although missions and private
associations were invited to participate, large mission hospitals could not as
easily function without substantial staff during the three-day training program as
could the nurses at government training sites where rotations were made so that all
staff could participate. Provision was made for all government nurses serving

in rural health centers to be present for the training program. Of interest in
Table 1 is the 100 percent response from government doctors, 13, based outside of
Maseru district but only one respondent from all other categories of doctors.

Table 2 presents the respondents by professional category and basic educational
preparation. Noteworthy is participation of 126 double-qualified nurses, 81, ur
64.3 percent, coming fram a basic educational preparation of junior certificate.
Of the total 173 nurses, 107 entered nursing having achieved J.C., anJd 34 or
19.8 percent came from a basic level of matriculation.

The presence of other health-related personnel such as health assistants and
ward attendants at the training program provided opportunity for their inclusion
in the survey. Those who were neither nurses nor doctors totaled 39. Although
the data for this group was analysed, they are not included in the following
report of che survey which was geared towards health professionals.

The interpretation of any results concerning knowledge, attitude and practice
of doctors in Lesotho is modified by the fact that 11 of the 14 doctors, 78.6
percent, were contract expatriates, non-Mosotho.3 However, since this is the
typical pattern an’ number of government medical staff in rural Lesotho, the
findings will be reported. Nationality of the nurse participants was*89.6
percent Basotho either by birth or naturalization.3 Only 10.4 percent, 18,
were non-Basotho, a category which includes Zulu, Xhosa and nurses from other

nations.

(b) Ministry of Health working document, Health Planning Unit, 1973.

3 All numbered references refer to Tables in the Appendix.
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As can be expected, 100 percent of the nurses were female. However, only nine

of the doctors were male, the remaining five female.# The median age of the
nurses was 36.6 years.5 Although this data appears to represent an older group

of nurses, it is not unusual for double-qualified Basotho nurses to have completed
and registered at age 25 or older. Consistent with the abovementioned age dis-
tribution of the respondents is the fact that 69.1 percent of all the professionals
were married, 20.9 percent were never married, and the remainigg 10.0 percent

were widowed, divorced or separated at the time of the survey.

Table 7 reveals that 56, or 32.4 percent, of the nurses were Roman Catholic,
114, 65.8 percent, were Protestant and 16 were of another religious faith.

The religious preference of nurses in Table 7 is consistent with the overall
pattern of the country for women with higher than BPTC education. This educa-
tional factor is a departure from the religious preference of all Basotho women
which is 41.1 percent Roman Catholic.8

The nurses and doctors were asked to list the number of sons/daughters born and
living, as well as the presence of adopted scns/daughters. Table 9 displays the
results of this question. It should be noted that the numbers of sons and daughters
born is far in excess of the number living at the time of the survey. For example,
of the 178 daughters ever born to nurses, only 134, or 75.3 percent were still
alive. Even more alarming is that of the 220 sons born, only 148 or 67.3 percent
were still living. The experience of 126 double-qualified nurses was analysed
separately with even more startling results, namely a survival of only 70.8 percent
nf all daughters born alive and 64.6 percent of all sons. Although a completed
fertility rate is a desirable adjunct to this information, the presence of only

14 nurses aged 50 and over is insufficient numerically on which to base such a
computation. A review of the raw data concerning this question shows that from

20 questionnaires randomly selected, all were completed properly, that is, when

the number of sons/daughters born alive was answered, the number of sons/daughters
still alive was also stated. Infant and young child mortality rates in Lesotho
would suggest that more of the children born alive should still be living, parti-
cularly to this group of nurses who should be considered to be part of the educated,
advantaged population in the country.

The nurses and doctors were asked in which district they were currently working and
the length of time they had been in that location. Table 10 compares the district
base of the doctors and nurses at the time of the survey to the district manpower
patterns at that time. As observed previously, the doctors represent the total
government physicians posted outside of Maseru district, and it is only on this
basis that findings are reported. The number of nurse respondents from districts -
outside Maseru are felt to represent close to 100 percent of all government nursing
posts at that time; however, figures are not available for comparison.

The length of time that doctors/nurses were in that particular location in Lesotho
is shown in Table 11. Surprisingly, 82, or 47.4 percent, of the nurses indicated
that they had been thusly located for more than three years and 126, 72.8 percent,
for more than two years. On the contrary, all except three doctors had been in
their post and location for eighteen months or less and eight doctors for less than

eight months.



The employer at the time of the survey was Government for 128, 80.0 percent,

of the nurses. The remaining 45 were employed by missions or other private 12
voluntary organizations. All except one of the doctors were government physicians.
As shown in Table 13, 125, 82.2 percent of the 152 nurse respondents, were posted
as staff nurses at the time of the survey. Table 14 shows the location of the
respondents' principal training institution(s); that is, whether they received the
bulk of their professional training in Lesotho, Republic of South Africa, other
African countries, or countries outside Africa. As noted, a bulk of the nurse
respondents, all categories, received most of their professional training outside
of Lesotho. Eighty-one nurses, 46.0 percent, received most of their professional
training in Lesotho, and 92 or 53.2 percent were prepared in their profession in
large part outside the country, a majority, 41.6 percent having trained in RSA.

A separate analysis was made of 126 double-qualified nurses which demonstrates the
same pattern of training as amongst all categories of nurses. This dichotomy between
nurses trained inside and outside Lesotho will provide an opportunity for more
detailed analysis of the data.

The doctors and nurses were asked "With whom do you work daily in your present
position?"' Figure 1 shows the work pattern in terms of whether 123 double-qualified
nurses were likely to be working alone, in conjunction with non-professionals only,
or if they were amongst other nurses, in daily contact with a doctor, etc. As can
be seen from the bar graph, Figure 1, 33.3 percent of the double-qualified nurses
who responded to the question, or 41 out of 123, indicated that their current post
and location require them to function without daily contact with a physician.

RESULTS OF THE SURVEY

A. Knowledge Questions

Some of the questiouns were aimed at determining the level of knowledge concerning
concepts related to work in the general area of family planning and infertility.
Table 15 presents a summary of the percent of nurses and doctors who responded
correctly to twenty multiple choice knowledge questions. It should be noted that
the categories by column apply to different percentage bases, that is single-
qualified nurses totaled 22, double-qualified nurses totaled 126 and other nurse
specialists including 10 public health nurses, totaled 25. The percentages of
column 2 are based on a large number (126) of respondents, whereas those in
colums 1 and 3 are based on only 22 and 25 respondents. With this in mind, one
notes that the higher nurse specialists (public health nurses, tutors, etc.) did
not always exceed the knowledge level of the single-qualifi._ respondents. For
example, Question 18 asks the number of days an ovum is available to be fertlllgeq.
As shown, 31.8 percent of the single-qualified, 24.8 percent of the double-qualified
and 20.0 percent of the nurse specialists answered the question correctly. Also
noteworthy is that only 50.0 percent of the doctors were aware of the correct
response to this question. Usually however, the knowledge level increascs as
professional rank increases.



Eleven of the 20 knowledge questions were answered incorrectly by more than

one-half of the nurses. Seven of these questions have to do with knowledge of

male and female reproductive anatomy and physiology which is basic to understanding,
teaching and advising couples on conception and contraception. Question 45 asks
about the so-called "'safe period" during a woman's menstrual cycle when she is

most likely unable to conceive, 67.6 percent of the nurses answered this incorrectly,
but even more surprising, 78.6 percent of the doctors gave incorrect responses to
this question. On the contrary, 100 percent of the doctors and 52.6 percent of

the nurses correctly identified the most likely fertile period in the female with

a regular 28 day cycle.

Question 23 asks, "'At the time of fertilization, the sex of the new fetus is
determined by '"".  54.3 percent of the nurses and 50.0 percent of the
doctors were unable to answer this question correctly. For all questions, the
percent of correct responses from all nurses was 45.6 percent, and all doctors
answered the twenty questions correctly 71.4 percent of the time.

Question 46, Table 16, asks the nurses to rank nine methods of contraception on

a basis of their effectiveness in preventing pregnancy when used exactly as directed.
Although this is still a subject area of controversy in the literature, there is
general agreement that withdrawal, for example, is a very unreliable or poor

method; and pills, when used exactly as directed, are excellent means of preventing
pregnancy. (c) The nurses indicated they did not know how effective the methods

were between 16.2 percent of the time for pills, to 51.4 percent for rhythm.

Sixteen or 9.2 percent of the nurses judged withdrawal to be an excellent method

of contraception and 35.8 percent gave this ranking to oral contraceptive pills.

Some of the questions required basic knowledge but also had an overlay of attitude
and/or personal experience that might be reflected in the response. Questions 25,
33 and 35 are examples. Question 25 refers to advice the respondent would give a
couple who ask about the effects of having intercourse during menses. Although
there are individual preferences psychologically to this, there are physical
reasons for restriction. As shown in Table 17, the nurses' and doctors' responses
were grouped into two categories, those who perceived the need for restricting
intercourse on a basis of physical or health reasons and those who indicated there
was no reason for restriction other than the couple's personal preference. The
same categorization was given for responses to Questions 33 and 35; however,
Question 35 has particular significance in relation to the local traditional
practice of abstinence by women who are breastfeeding.  Surprisingly, only 19.7
percent of the nurses perceived a reason for restricting intercourse while breast-
feeding while 25.4 percent and 29.5 percent indicated reasons for restricting
intercourse during pregnancy and menses. One hundred and twenty-two nurses, or
70.5 percent saw no reason to restrict intercourse during breastfeeding, except
for couple's preference or to advise that the woman could become pregnant and should
should use some means of contraception. These reasons were categorized as 'no
restric:ien', whereas reasons such as "harmful to the woman'" or 'not to have
intercourse during lactation" fell into the restrictive category.

(c) Reports on Population/Family Planning, No. 15, January, 1974,
The Population Council Inc., New York.
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Another area of knowledge requested from the participants was the amount of
training they had received in the area of infertility, Question 30, and child
spacing and family planning, Question 52. Table 18 presents the findings concerning
the level of education or training received by the nurses and doctors, whether

as basic protessional or postgraduate education, on-the-job training, or none

at all. It should be noted that respondents were asked to check all responses
that applied to them. Noteworthy is that 50.3 percent of the nurses indicated
that they had no preparation whatsoever in infertility counselling and 47.4
percent no preparation in child spacing/family planning. Surprisingly, three

of the doctors stated that they had no formal preparation in child spacing/family
planning. Basic professional schooling prepared only 19.3 percent of the nurses
for work in family planning. Performance on the knowledge questions was not
separately analyzed for those respondents who had received special training in
family planning; and therefore the results presented here for the entire group

of professionals are not particularly surprising.

B. Attitudes

A number of the questions were asked to determine if there were strong positive
or negative attitudes concerning specific issues. The correlates of selected
attitudinal questions, such as religion, education, etc., are discussed under.
inferential results of the survey whereas this section will outline some of the
basic results.

In Question 39 participants were asked if they thought a couple should have the
right to detemmine the number of children they should have, which is interesting
compared to Question 50, asking if they thought Basotho have too many children.
The findings are presented in Table 19. As shown, almost 100 percent of all
respondents indicated that it should be up to the couple to determine their own
family size but more than 90.2 percent felt Basotho couples have too many children.
Six of the nurses were undecided about the couple's right to determine numbers

of pregnancies and three felt that Basothos do not have too many children. The
remaining 8.1 percent for Question 50 were undecided.

In a later question the nurses and doctors werc -asked how many is too many
children and one can see from Table 20 that the median of ''too many'" is quite
high amongst the 126 respondents, or 7.57 children. Less than 20 or 11.6 percent
of the nurses stated that five or fewer children is ''too many", which is inter-
esting in view of an average total fertility of approximately 56 live births

for every ten women in Lesotho.d) Another way to report this is to say that
although 90.2 percent of the nurses felt that Basotho have too many children,

on the average the nurses perceive ''too many' to be far in excess of what is
reported to be the total fertility rate among Basotho women who have completed
their reproductive cycle (older than 49 years).

The doctors and nurses were asked who in their opinion should use something to
prevent pregnancy. The list included two extremes, that is, a very liberal posi-
tion of anyone who wishes to, to a very restrictive attitude of nobody should use

(d) Manyake, A.M., Paper reported at the National Population Symposium,
Government of Lesotho, June 1974.
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contraception, Question 42. Of the former group, 106 or 61.3 percent of the
nurses stated that anyone who wishes to should be able to use contraception and
48, 27.7 percent responded negatively. Nineteen of the nurses, 11.0 percent

did not respond. The pattern for affirmative and negative responses is displayed
in Table 21 and the initial position of the nurses was not consistently apparent
in subsequent categories. For example, 61.3 percent of the nurses stated anyone
who wishe¢ to use contraception should do so, but only 49.7 percent thought that
single men should be allowed to. In contrast, 61.3 percent thought that single
women should be allowed to use contraception. Over one half of the nurses were
in agreement that each category listed should use contraception if they so wished
except for the restrictive categories of men only, women only and nobody, to which
only 18.5 percent, 20.2 percent and 9.8 percent of the nurses were in agreement.
The doctors gave a more consistent affirmative response in that 78.6 percent of
the doctors agreed that anyone, single men, single women, women extramaritaily,
and married women should all use contraception if they so wish. In looking

more closely at the data it is apparent that the nurses share agreement that
women should have greater access to contraception than men if given the choice.
This bias is displayed in Table 22.

Question 54 is an attitudinal and practice question which is an interesting
contrast to aforementioned results. The doctors and nurses were given a list
of what they would do, on the whole, if a client requested child spacing/family
planning information. In spite of the fact that 9.8 percent of the nurses
indicated in Question 42 that they thought nobody should use contraception,
neither any of the nurses nor doctors agreed that child spacing should not be
discussed nor patients referred elsewhere for infommation. In fact, 122 nurses,
70.5 percent and 12 doctors responded that they would, on the whole, discuss
several methods in order to allow the patient to select a method.

When asked what method of family planning they thought best for Basotho couples
the most popular selection by nurses, 49 or 28.3 percenthhms the oral pill,
while eight of the doctors, 57.1 percent chose the IUCD. 4 A high non-response
rate, 26.6 percent of the nurses, suggested a basic unfamiliarity with the
methods or perhaps indecision about their use in Lesotho.

Questions 53 and 57 have both attitudinal and practice elements inherent in their
wording and they were asked in order to determine the areas of ambivalence or
indecisiveness amongs the respondents. They were correlated with different
variables, reported under inferential findings, to determine if there were
religious, educational, age bias, etc. This section will deal with the basic

findings.

Table 25 presents the percentage of nurses and doctors who agreed, disagreed or
were undecided about their professional role in relation to child spacing, family
planning, Question 53. It is shown that the highest level of agreement amongst
nurses was item 1 where 158 or 91.3 percent of the nurses agreed that family
planning should be discussed routinely with all antenatal cases. Only 5.8 percent
disagreed and 2.9 percent were undecided. The doctors were in 100 percent agree
ment that family planning should be discussed with community groups.

Surprisingly the factors of age and marital status appeared to influence the
nurses' decisions concerning women who had already given birth, postpartum clients.
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A greater percent of the nurses, 83.2 percent, agreed that family planning
should be discussed routinely with postpartum patients regardless of age but
fewer, 77.4 percent, thought that this should be done with postpartums regard-
less of marital status. Undecidedness on this issue reached 8.7 percent and
11.6 percent respectively. In contrast, only 37.6 percent of the nurses agreed
that family planning should be discussed with any client regardless of age and
more were in agreement, 58.4 percent, of discussion with any client regardless
of marital status. Ambivalence or undecidedness was high unler this age issue
with 14.5 percent of the nurses responding thusly. Disagreement was also high
by 48.0 percent of the nurses whereas disregard of marital status was less
disagreeable, 31.2 percent, and less undecided, 10.4 percent.

As one might expect, the highest levels of ambivalence or indecisiveness were
those issues that pertain to personal preferences or conflicts. Thus items 10
and 11 achieved the highest response of undecidedness, 23.1 percent and 18.5
percent respectively. These items ask the respondents if they would discuss
only those method. that do not conflict with the health professionals' own
personal beliefs or when he/she thinks the methods do not conflict with the
client's personal beliefs.

The highest level of consensus, 75 percent or more, of both doctors and nurses
was achieved in agreement to routine discussion with the following groups:

Quest ~n 53, Item 1. Routinely with antenatal cases
2. Routinely with postpartum cases regardless of age
3. Routinely with postpartum cases regardless of marital status
7. Routinely with mothers in preschool clinics
8. With community groups
9. With men as often as possible

They were likewise in strong disagreement, 75 percent plus, that health profes-
sionals should discuss family planning only when he/she (the health worker) was
married (Item 12), or should never give family planning information to anyone

(Item 16).

Of relevance in Lesotho at the time of the survey (November, 1973) was the
position of the Government on family planning issues whereby child spacing for
high risk women was the only authoritative platform under which Government services
were operating. The nurses were in obvious opposition with this, indicating
disagreement of 68.8 percent that family planning should be limited only to dis-
cussions with high risk women. 92.8 percent of the doctors responded likewise.

In fact 66.5 percent of the nurses felt that family planning needs should be
assessed with almost every client contact.

Abortion is not an unknown occurrence in Lesotho and as this subject becomes

more easily discussed amongst health professionals one finds the problem of
non-professional induced abortion existing in traditional practice as well as
modern practice. Because of its significant association with infant and materna}
morbidity and mortality it was important to query the nurses and doctors concerning



their attitude with regard to abortion. Table 26 presents the basic findings
from Question 57. Statistical inference is presented in that section regarding
selected variables and their correlates.,

As one might expect,a much higher position of indecisiveness exists amongst
doctors and nurses over this issue than over the issue of their professional

role with regard to family planning. Figure 2 displays in bar graph the position
of 173 nurses as to how undecided they were over certain significant variables.
Table 27 presents their rank agreement and disagreement over these same abortion
variables, which as depicted in Figure 3 are highly correlated amongst the nurses.
For example, the nurses achieved the highest consensus of agreement over those
variables to which they also achieved the lowest level of disagreement. Table 26
shows that this was not so often the case with doctors who tended to disagree
more often amongst themselves. Of significance in this issue is the disparity
between the consensus of nurses and doctors in areas of agreement as shown in
the line drawing, Figure 4. One has to remember that we are talking about 173
nurses and only 14 doctors but since this represents close to 100 percent of
government employed doctors and nurses outside Maseru, the findings bear
significance to government health manpower in the rural areas.

Figure 4 displays a strong disparity between the nurses and doctors over the
issue of abortion for a client who is found to be seriously mentally ill, Under
such circumstances 79.2 percent of the nurses and only one doctor said they
would consider agreeing to abortion. Only 9.8 percent of the nurses, but 78.6
of the doctors, responded that they would disagree to abortion under such
circumstances.

Item 7 asks for agreement or disagreement to abortion for a couple who feel they
have too many children. Forty-eight or 27.7 percent of the nurses could agree
to these circumstances but only one doctor said he would agree. Although the
percent of disagreement was moderately high for both nurses and doctors, 44.5
percent and 57.1 percent respectively, Item 7 is of most interest because it is
second in rank order of undecidedness for both doctors and nurses, with 35.7
percent of doctors and 27.7 percent of the nurses indecisive under these circum-
stances.,

The only other area where nurses and doctors could agree was their degree of
ambivalence about abortion when pregnancy is a serious medical threat to the
woman's life. Here the doctors and nurses shared negligible indecisiveness with
a majority of both groups indicating the highest level of agreement on abortion
under these circumstances; the doctors, 92.8 percent in agreement with 0.0 percent
undecided, the nurses, 91.9 percent in agreement and 5.8 percent undecided.

In sumary, if one were concerned about changing abortion attitudes in Lesotho,
one finds a correlation amongst nurses of issues where they agree and disagree
but the contrary is true of doctors amongst themselves or positions taken between
doctors and nurses. In lieu of probable continued dependency on foreign medical
assistance in Lesotho, this disparity is likely to continue to be felt in the
periphery. The areas of indecisiveness amongst Basotho nurses where educational
efforts would be most fruitful are shown previously in Figure 2.



C. Practices

It is difficult to separate some of the survey question as to how much of the
doctors' and nurses' experience and practice is based upon their receptivity

or attitude and how much is based upon client demands for services in the area
of contraception, infertility and abortion. The consid-—ation is that clients
do not make their persondl needs known to someone whom they perceive as unable
or unwilling to help them. The findings reported in Tables 28 and 29 are of
interest to those concerned with demand for contraceptive, infertility, and abor-
tion services as experienced by the doctors and nurses.

In general the nurses received more client requests for help with infertility
services than family planning services, with 55.4 percent of the nurses stating
frequent or occasional requests for infertility problems and 47.3 percent for
family planning. More of the nurses, 24.8 percent as opposed to 17.9 percent
also responded that they had never had any requests for assistance in family
planning or infertility respectively. The doctors received such requeias more
often, 85.7 percent for infertility, 78.5 percent for family planning.

On their experience with abortion, the nurses had frequently or occasionally
been exposed to Basothos requesting information about abortion only 17.3 percent
of the time whereas their experience with Basothos who were patients as a result
of non-professional induced abortions rose to 27.2 percent responding frequently
or occasionally. Only 10.4 percent of the nurses and 7.1 percent of the doctors
responded that they had never had and gever heard about Basotho patients who
were suffering from this consequence.2

In their own personal lives, 60.7 percent of the 173 nurse and doctor respondents
who were in their reproductive years (under 49 years old) were currently Bsing

no method of contraception and had used no method for the previous year.3

Of the 173 respondents 20.8 percent had used the pill, IUCD or injectable at

some timi over the previous year and 19.6 percent were presently using this
method.31 2.9 percent had selected sterilization for protection against pregnancy.
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INFERENTIAL FINDINGS

Often in research projects of this nature only those results which are statis-
tically significant are reported. Since these relationships are observed in
the sample they are then believed to actually exist in the target population
itself since the sampling process and the statistical decision procedure allow
one to preclude (with a 1-o¢level of confidence) the explanation that the
findings are solely due to chance alone and to therefore conclude that the
explanation for the observed relationship in the sample is that the relation-
ship actually exists in the sampled population. However, the authors feel
that it is also important to report non-significant results because if the
power of the statistical tests is moderate then some additional knowledge about
the target population is conveyed in these results.

Table 32 displays the information generated by cross-tabulations of KAP Question
53(14) with Question 42, parts 5 and 6. The null hypothesis in both these
instances is that no relationship exists between an individual‘s pev-~nal
opinion as regards contraception and his or her opinion as a preiessional

health worker. This analysis was done for all respondents, exciuding m.ssing
values and was done for only these circumstances. One can scc that in either
case no significant relationship exists between the respondent's person-l atti-
tude toward contraceptive use by men or women in extramarital affairs ad the
respondent's professional opinion as regards discussing child spacing with
clients regardiess of marital status (p = .296 for extramarital men znd p = .393
for extramarital women). It should be emphasized here that a possibl~ relation-
ship (lack of independence) between the respondents' personal and professional
opinions was examined only for the case of extramarital men and women.

The contention that education liberalizes individuals was examined graphically
for those respondents who had attained the junior certificate level or beyond.
The response variables chosen to be examined were attitudes toward abortion

for various circumstances, and specifically, the percent of respondents agreeing
that abortion is justifiable as a method of terminating a pregnancy. These
percents of agreement for each of the three educational levels, i.e., junior
certificate, matriculation, and higher education, are shown in Figure 5 for the
17 situations of KAP Question 57, and Table 33 provides the exact percents to
accompany this figure. It can be seen graphically that although there may be
significant differences in the percents of respondents in the three educational
levels agreeing for some of the situations, there are no consistent differences
over all the situations.

In an attempt to assess the effect of Catholic or Protestant religious preference
on attitudes concerning abortion while controlling for possible differences in
educational level attained, a series of 17 fourfold contingency tables was gener-
ated and examined for the group of double-qualified nurses. The results of these
crosstabulations are contained in Table 34, and one can observe in the far right
colum of this table that the Catholic and Protestant double-qualified nurses
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do not significantly differ in their attitudes toward abortion for any of the
17 circumstances. In fact, the two groups are remarkably similar; the smallest
p-value for all the situations is .1551.

In a similar analytical fashion the relationship between location of training,
Lesotho or South Africa, and performance on knowledge question by the double-
qualified nurses has been examined and is presented in Table 35. By scanning the
p-values of the far right colum it will be observed that the two groups differed

at the one percent level for only one of the twenty knowledge question (KAP Question
34). A comparison of the colums of percent responding correctly by location of
training in conjunction with the significance levels will convince one that training
location does not have an overall significant effect on performance on knowledge

questions.
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DISCUSSION

The findings are baseline of 80 percent of all government nurses in 1973, who
represent a cross-section of basic and professional education, age, marital
status and religious preference amongst women engaged in government nursing posts
at that time. One hundred percent of the 128 nurses employed by Government of
Lesotho were Basotho by birth or naturalization, however 89.6 percent of the
total 173 nurse respondents were country nationals.

The participation of 41 double qualified nurses working in the absence of other
trained nurses and doctors suggests substantial representation in the survey

of nurses from rural health clinics and rural health centres. The government
respondents are representative of district and Maseru-based personnel at that time.

The educational preparation of 173 nurses surveyed was limited in the field of
family planning with only 19.3 percent of all nurses, government and private
sector, indicating any preparation in this field in basic professional schooling
and 47.4 percent indicating no preparation whatsoever in family planning. There
was no significant difference in performance between 113 double qualified nurses
amongst whom almost half were trained in Lesotho and half received most profes-
sional education in the Republic of South Africa. Of 171 nurse respondents,
only 25.1 percent indicated having had some preparation in family planning while
employed ("'on-the-job' training). Infertility training was included in basic
professional schooling of 29.2 percent of the 171 nurse respondents.

As can be expected the overall achievement of the nurses in basic knowledge
questions related to family planning and infertility was low with an accumulative
correct response frequency of 45.6 percent amongs the 173 nurses. As the level
of educational achievement rose, there was not always a correlational increase

in correct knowledge when the data was analysed item by item between single
qualified, double qualified and nurse specialty categories, including public
health nurses, suggesting that th?eiducationa deficit existed in all prepara-
tional institutions and programs.

Knowledge level required in teaching certain religious preferences in family
planning, such as safe period, rhythm method, withdrawal method, life of sperm
and life of ovum was cumulatively weak and incorrectlg responded to by 69.6
percent, 47.4 percent, 71.1 percent, 74.6 percent, an 75.2 percent of the
nurses respectively.

(e) Family planning and infertility education began at Queen Elizabeth II
School of Nursing in late 1973; Government of Lesotho sponsored nationwide inservice
education in November, 1973; the Ministry's Demonstration Maternal and Child Health
Center began education and services in this field in January, 1973. (LFPA was
active in motivation and family planning services from 1972 onwards, but limited

to Maseru.)
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Consistent with the lack of educational preparation of the nurses in family
planning is their lack of familiarity with popular means of contraception both
with regard to their effectiveness when used exactly as directed andin their own
personal and professional lives. It was found that amongst 159 nurses and 14
doctors in their reproductive years, 60.7 percent were currently using no contra-
ceptive method to prevent pregnancy and had not used any method for the past
year. Unfortunately, the question was not asked if they were desirous of a
pregnancy which would give the true value of practice amongst the professionals
for avniding a pregnancy. It is highly unlikely however that 50 percent of
thesc qualified professionals were desirous of pregnancy at that time and lack
of an appreciable shift from past year's use to present use would suggest lack
of a plann?g)attempt at exercising this alternative, and/or lack of services
available.

Professional exposure to clients requesting child spacing or family planning
information services was limited with only 14.4 percent of the nurses indicating
frequent, once or more per week, client requests and 50.8 percent stating rarely
or never having had such requests. At the same time the nurses express a generally
favorable attitude towards what they thought a professional health worker's res-
ponsibility ought to be regarding such cleints. 61.3 percent stated that anyone
who wixhed to ought to be able to use contraception. However, there was some
ambivalence with a sexual bias demonstrated, showing a prefercice towards pro-
tection for the female versus the male on issues such as unmarried couples.
Amongst the 173 nurse respondents, 70.5 percent thought that the best action to
take with clients requesting child spacing or family planning information would
be to explain several methods and allow the patient to assist in the decision

of choice. 68.2 percent of the nurses were in opposition to the restriction of
child spacing or family planning education only to high risk women which was the
government's official position at that time. In fact, 65.5 percent felt that
contraceptive needs should be assessed on almost every patient contact.

Abortion is recognized as a failure of family planning and is reported as the
most frequent method of birth control used in the world today.(g Most health
professionals would rather offer family planning services than abortion services
and this is the position of the Basotho nurses. Whereas 27.2 percent of the
nurses had been exposed to frequent, once or twice a week, or occasional, once
or twice a month, Basotho patients who were suffering from the consequences of
non-professional induced abortions, only 17.3 percent had ever been approached
frequently or occasionally by Basotho clients asking about abortion. '

(f) In November 1973 minimal services were available for contraception
outside of Maseru. Reference Stubbs, H.A. and Goodale, P.K.,"Retrospective
Survey of Contraceptive Acceptors, 1972-1974, Report to the Ministry of Health,
Government of Lesotho' 1976.

(g) International Planned Parenthood Federation Survey of World Needs
in Family Planning, London 1974.
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Abortion was acceptable to 91.9 percent of the nurses when the pregnancy consti-
tuted a medical threat to the woman's life. 79.2 percent and 64.1 percent respec-
tively indicated they would agree with a client requesting abortion under the
circumstances of pregnancy in a woman who was seriously mentally ill and in

a coupld with a known genetic inheritable disease. A statistical test of signi-
ficance concerning agreement over thirteen abortion variables showed no overall
relationship between religious preference or basic educational preparation of

113 double qualified nurses and their position regarding abortion.

Although 96.5 percent of 173 nurse respondents answered affirmatively that they
thought a couple should have the right to determine their number of children,

this was an area of ambivalence if the couple were to request abortion as a means
of achieving this right. This is shown by 71.1 percent of the nurses who disagreed
with abortion when the couple requested it due to a family planning method failure,
57.8 percent who disagreed with a couple's decision for abortion when they felt
they couldn't afford another child and 44.5 percent when the couple felt they

had too many children. The latter two circumstances were large areas of indecisive-
ness constituting 20.2 percent and 27.7 percent of the respondents respectively.

Of interest, 3.5 percent, or six nurses, thought that abortion should be performed
on demand by the woman as her method of choice of birth control.

Ordinarily the laws affecting the practice of medicine in the Republic of South
Africa are viewed as the same in Lesotho, even though they may not in fact ex1sth)
for this country. The reference document in use in Lesotho is footnoted below.

The maternal mortality accruing to non-professional induced abortion is not
known but is likely to be quite high given the frequency with which the circum-
stance is reported to exist. It is not known if traditional means are effective
and therefore do not come to the attention of theprofessional health worker.

(h) Common Law of Lesotho, Law Office, Maseru.
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CONCLUSIONS AND RECOMMENDATIONS

The Ministry of Health supports the position that simple but effective ways of
reducing mortality and morbidity of mothers and children should be incorporated
into the broad concept of Maternal and Child Health services in the country.

One effective means of achieving this goal is by strengthening activities in
primary prevention and making a broad range of services, including family planning,
available to high risk women.

It is apparent from this survey that motivational and educational efforts to

the community will need to be coupled with intensive efforts to upgrade profes-
sional health workers, particularly nurses, to a level where they can adequately
manage the addition of these new services. At the present level, couples are
not likely to get assistance even with non-medical means of preventing pregnancy
should they so desire. With the addition of new skills will also come the need
to assure a dependable source of needed equipment and supplies to carry out su¢h
measures. Where possible the infrastructure should be based upon a program
which coordinates both government and private sector efforts to making use of
existing resources. A Maternal and Child Health Program should include organiza-
tional means of accomplishing the professional and community education and services
required.

With widespread availability of contraception and modern methods prescribed under
the supervision of health professionals trained in their management, Lesotho wil
continue to face the issue of abortion, the new issue being the circumstance of
couples who desire limitation but experience a method failure. The first aim
however should be to strengthen the health professional's capability of carrying
out the aforementioned alternative within the desires of the country's health
rights for its people.
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FIGURE 1 RESPONSE BY DOUBLE QUALIFIED NURSES TO QUESTION
"WITH WHOM DO YOU WORK DAILY IN YOUR PRESENT PFOSITION?"
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CIRCUMSTANCE

Woman is too old

Girl under 12 years old

Couple has too many children

Victim of rape or incest

Couple can't afford baby

Possible Genetic Defect

Woman not married -

Woman is a prostitute

Unwanted pregnancy

Contraceptive failure

Woman's choice of Birth Control

Woman is mentally ill

Threat to woman's life

FIGURE 2 PERCENT OF NURSES UNDECIDED
ABOUT TERMINATING A PREGNANCY BY
ABORTION UNDER VARIOUS CONDITIONS

I v

10 20

PERCENT OF NURSE RESFONDENTS
UNDECIDED BY CIRCUMSTANCE (n=173)




ABORTION ISSUES: Parallel Lines Show Similarity of Position
Diagonal Lines Show Disparity

Figure 3: Rank Order of Agreement/Disagreement of Nurses Amongst Themselves

Percent Nurses Percent Nurses

Agreeing Disagreeing
Medical threat (13)* 91.9 2.3 (13) Medical threat
Mental Illness (6) 79.2 9.8 ( 6) Mental Illness
Inherited dis. (4) 64.1 16.8 ( 4) Inherited dis.
Rape/Incest (2) 49.1 30.0 ( 2) Rape/Incest
Under 12 yr old ( 3) 43.3 32.9 ( 3) Under 12 yr old
Too many kids (7)) 27.7 43.3 ( 8) Woman too old
Woman too old  (8) 24.8 =" 445 ( 7) Too many kids
Can't afford (5) 22.0 57.8 ( 5) Can't afford
Method failure (16) 16.8 70.5 ( 9) Ummarried woman
Umwanted preg  (10) 13,9 ~__ _— 70.5 (10) Urwanted preg
Prostitute preg (15) 12.1 ‘::::><::::r 70.5 (15) Prostitute preg
Umarried woman ( 9) 11.0 _— " T~_ 7.1 (16) Method failure
Choice of B.C. (17) 3.5 85.5 (17) Choice of B.C.

Figure 4: Rark Order of Agreement Between Doctors and Nurses

Percent Nurses

Percent Doctors

Agreeing Agreeing
Medical threat (13)* 91.9 92.8 (13) Medical threat
Mental illness ( 6) 79.2 85.7 ( 2) Rape/Incest
Inherited dis. ( 4) 64.1 85.7 ( 3) Under 12 yr old
Rape/Incest (2) 49.1 78.6 ( 4) Inherited dis.
Under 12 yr old ( 3) 43.3 57.1 ( 8) Woman too old
Too many kids (7) 27.7 50.0 ( 5) Can't afford
Woman too old (8 24.8 50.0 (15) Prostitute preg:
Can't afford (5 22.0 42.8 (16) Method failure
Method failure (16) 16.8 35.7 (10) Unwanted preg
Unwanted preg (10) 13.9 28.6 ( 9) Unmarried woman
Prostitute preg (15) 12.1 7.1 ( 6) Mental illness
Ummarried woman ( 9) 11.0 7.1 ( 7) Too many kids
Choice of B.C. (17) 3.5 7.1 (17) Choice of B.C.

*Refers to item number under Question 57
Percentages from Table 26




FIGURE 5: EDUCATION COMPLETED AND PERCENT AGREEING WITH
ABORTION FOR VARIOUS ATTITUDES FOR ALL

RESPONDENTS
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TABLE 1. REGISTRY OF EMPLGYED NURSES/DOCTORS IN LESOTHO IN 1973 COMPARED
TO 173 NURSE AND 14 DOCTOR RESPONDENTS

GOVERNMENT OF  MISSIONS AND
LESOTHO PRIVATE SECTOR
Registry of Nurses, 1973 166 177
Nurse respondents, Nov. 1973 128 45
Percent responding 80.0 25.4
ALL OTHER ALL OTHER
MASERU DISTRICTS MASERU DISTRICTS
Registry of Doctors, 1973 18 13 12 9
Doctor respondents, Nov. 1973 0 13 0 1

TABLE 2.  DOCTOR AND NURSE RESPONDENTS BY PROFESSIONAL CATEGORY AND BASIC
EDUCATIONAL PREPARATION

MATRIC OR
STD 6 JC HIGHER TOTAL
NURSES
Single qual or enrolled 0 13
Double qualified 1 81
Public health nurses or
other nurse specialist 0 13
DOCTORS

General practitioners
Specialists




TABLE 3. NATIONALITY OF DOCTOR AND NURSE RESPONDENTS
MOSOTHO BY MOSOTHO BY
BIRTH NATURALIZATION NON-MOSOTHO
Freq. Percent Freq. Percent Freq. Percent
DOCTORS 2 14.3 1 7.1 11 78.6
NURSES 144 83.2 11 6.4 18 10.4
TABLE 4. SEX BY PROFESSIONAL CATEGORY
NURSES DOCTORS
Freq. Freq.
MALE 0 9
FEMALE 173 5
TABLE 5. AGE BY PROFESSIONAL CATEGORY
NURSES (n=173) DOCTORS (n=14)
Cumulative

Freq. Percent Percent Freq. Percent
20 - 24 yr 6 3.5 3.5 0 0.0
25 - 29 33 19.1 22.6 6 42.9
30 - 34 35 20.2 42.8 0 0.0
35 -39 39 22.5 65.3 3 21.4
40 - 44 25 14 5 79.8 2 14.3
45 - 49 21 12.1 91.9 2 14.3
50 - 54 3.5 95.4 1 7.1
55 - 59 4.6 100.0 0 0.0

173 100.0 14 100.0
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TABLE 6. MARITAL STATUS BY PROFESSIONAL CATEGORY

NURSES (n=173) DOCTORS (n=14)
Freq. Percent Freq. Percent
Never Married 38 22.0 1 7.1
Married Now 118 68.2 12 85.8
Widowed 9 5.2 1 7.1
Divorced 4 2.3 0 0.0
Other 2.3 _0 0.0
173 100.0 14 100.0

TABLE 7. RELIGIOUS PREFERENCE OF 173 NURSE RESPONDENTS
NURSES

Freq. Percent

Roman Catholic 56 32.4

Protestant (all denominations) 107 61.8

Other than above 10 5.8

TABLE 8.  PERCENT DISTRIBUTION OF RELIGIOUS PREFERENCE OF 2,798 AFRICAN
WOMEN WITH AN EDUCATION OF BPTC OR HIGHER AS REPORTED IN LESOTHO'S
1966 POPULATION CENSUS COMPARED TO 173 NURSE RESPONDENTS FR(M THIS
EDUCATIONAL CATEGORY

ALL FEMALES WOMEN BPTC + NURSES

1966 CENSUS 1966 CENSUS 1973 KAP SURVEY

n = 48,296 n=2,798 n =173
Catholic 41.1 34.6 32.4
Non-Catholic 58.9 65.4 67.6
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TABLE 9. NUMBER OF SONS, DAUGHTERS BORN COMPARED TO NOW LIVING PROGENY
OF RESPONDENTS (173 NURSES, 14 DOCTORS)

0 1 2 3 4 5 6 TOTAL

NURSES

Daughters born 76 | 46 | 30 | 14 6 1 178

Daughters now living 102 | 29 | 27 | 11 3 1 139

Sons born 66 | 39 | 38 | 18 9 0 220

Sons now living 97 | 31 | 27 | 11 5 0 148
DOCTORS

Daughters born 10 1 0 0 0

Daughters now living 12 1 0 0 0

Sons born 8 3 1 2 0 0 11

Sons now living 1 2 0 0 10
DCUBLE QUALIFIED NURSES ONLY

Daughters born 52 | 37 | 21 | 13 3 0 0 130

Daughters now living 74 | 23 | 19 9 0 0 92

Sons born 41 | 31 | 29 | 14 3 0 178

Sons now living 67 | 24 | 22 7 4 2 0 115
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TABLE 10.  DISTRICT BASE AT TIME OF SURVEY

x

2o |8
2| (218|501

1 48] -
SHHHEHEHRE

HEREREAE RN E

REGISTRY PHYSICIANS

G.0.L. 11112 3113 1] 1] 2

PRIVATE OR MISSION 0411121 0] 0|1

PHYSICIAN RESPONDENTS
G.0.L. 111)2] 3
PRIVATE ORMISSION f O | O Of{ O| O] O O 1) O

[$8 ]
[y

REGISTRY NURSES ~op===F-NOF KNWN-f - -onfonct -
NURSE RESPONDENTS 16 {14 (16 |14 |69 | 6 {10 |15 |13

TABLE 11. TIME IN PRESENT LOCATION OF EMPLOYMENT

NURSES (n=166) : DOCTORS (N=14)
Months Freq. % Cum. %* Freq. % Cum. %*
0-4 13 7.5 7.8 4 28.6 28.6
5-8 13 7.5 15.6 4 28.6 57.2
9 - 12 14 8.1 24.2 2 14.3 71.5
13 - 18 9 5.2 29.4 1 7.1 78.6
19 - 24 18 10.4 40.2 0 0.0 78.6
25 - 36 17 9.9 50.4 0 0.0 78.6
37 or more 82 47.4 100.0 3 21.4 100.0
No response 7 4.0 --- 0 0.0 ---
TOTAL 173 100.0 14 100.0

*Excludes no response
Freq. = Frequency; % = Percent; Cum. % = Cumulative percent
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TABLE 12. EMPLOYER AT TIME OF SURVEY

=
Q
>
. | 8 2
: (@] & .
1% 1519 |as8
S |12 |g |4 E
o = S S
DOCTORS 13 1 0 0 0
NURSES 128 23 7 7 8

TABLE 13. JOB STATUS OF 152 NURSE RESPONDENTS

Freq. %

Staff Nurse 125 82.2
Nursing Sister 20 13.2
Sister Tutor 4 2.6
Matron 3 2.0
TOTAL 152 100.0
TABLE 14. SOURCE OF MOST PROFESSIONAL TRAINING

NURSES D.Q. NURSES* DOCTORS

(n = 173) (n = 126) (n = 14)

Freq. % Freq. % Freq. %
In Lesotho 81 46.8 60 47.6 0 0.0
In R.S.A. 72 41.6 53 42.1 1 7.1
Other African Country 3 1.7 3 2.4 1 7.1
Country on Other

Continent 17 9.8 10 7.9 12 85.8

TOTAL 173 100.0 126 100.0 14 100.0

* D.Q. NURSES = Double Qualified Nurses
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TABLE 16. THEORETICAL EFFECTIVENESS OF NINE METHODS OF CONTRACEPTION
AS PERCEIVED BY 173 NURSES
Method Excellent Good Fair Poor Don't Know
Withdrawal 9.2 8.1 26.6 34.1 22.0
Rhythm 2.9 5.8 20.2 19.7 51.4
Douching 1.1 5.8 23.1 32.9 37.1
Spermicidal foams 1.7 17.4 28.9 9.2 42.2
Creams, jellies 11.6
with diaphragm ) 28.9 16.7 3.5 39.3
Condom 17.9 29.6 15.6 1.1 35.8
IUCD 20.8 41.1 6.9 .6 30.6
Pills 35.8 32.9 13.9 1.1 16.3
Injectables 50.9 12.1 7.5 0.0 29.5
TABLE 17. ADVICE TO COUPLES ASKING ABOUT INTERCOURSE DURING MENSES (Q. 25),
PREGNANCY (Q. 33), AND WHILE LACTATING (Q. 35); 173 NURSE,
14 DOCTOR RESPONDENTS
Circumstance MENSES : PREGNANCY LACTATIUN
Nurses Doctors Nurses Doctors Nurses Doctors
Fr¥* % Fr. % Fr. % Fr. % Fr. % Fr. %
NO RESTRICTION, 79 45.7 9 64.3 | 97 56.1 | 12 85.7 | 122 70.5 |14 100.0
except couple -
preference or
protection against
pregnancy
RESTRICTION for any 51 79.5 5 35.7 | 44 25.4 2 14.3 34 19.7 0 0.0
reason: physicial,
psychological,
traditional
DON'T KNOW 43 24.8 0 0.0} 32 18.5 0 0.0 17 9.8 0 0.0

*Fr. = Frequency
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TABLE 18.  PREVIOUS EDUCATION OR TRAINING RECEIVED IN INFERTILITY AND FAMILY
AND FAMILY PLANNING

Percent with this level of training
DOCTORS (n=14) NURSES (n=171)
INFERTILITY TRAINING RECEIVED:
In basic professional schooling 71.4 29.2
In post graduate training 35.7 12.3
On the job 35.7 16.4
None at all 14.3 50.3
CHILD-SPACING/FAMILY PLANNING:
In basic professional schooling 50.0 19.3
In post graduate training 21.4 11.7
On the job 28.6 25.1
None at all 21.4 47.4

TABLE 19.  PERCENTAGE INDICATING THAT COUPLE SHOULD HAVE THE RIGHT TO DETERMINE
THEIR NUMBER OF CHILDREN: BASOTHO HAVE TOO MANY CHILDREN

RIGHT TO DETERMINE BASOTHO HAVE
NUMBER TOO MANY
Freq. % Freq. %
DOCTORS (n=14) 14 100.0 14 100.0
NURSES (n-173) 167 96.5 156 90.2




TABLE 20.

HOW MANY IS TOO MANY CHILDREN AS PERCEIVED BY ALL NURSES*
(n=126 RESPONDENTS)

No. of Children Frequency % Cum %
3 0.8 0.8
4 1.6 2.4
5 17 13.5 15.9
6 24 19.0 34.9
tedian , 10 7.9 42.8
8 16 12.7 55.5
9 6 4.8 60.3
10 36 28.6 88.9
11 2 1.6 90.5
12+ 12 9.5 100.0
¥ 47 non-response (27.1%)
TABLE 21. WHO SHOULD USE CONTRACEPTION? (Q. 42)
NURSES (n=173) DOCTORS (n=14)
Yes No No Resp. Yes No No Resp.
PERCENT  PERCENT  PERCENT | FREQUENCY  FREQUENCY  FREQUENCY
Anyone who wishes 61.3 27.7 11.0 11 3 0
Single men 49.7 30.0 20.2 11 2 1
Single women 61.3 24.3 14.4 11 2 1
Prostitutes 56.1 20.8 23.1 12 1 1
Men, extramarital 54.9 30.6 14.4 10 2 2
Women, extramarital 57.2 27.2 15.6 11 2 1
Men, marital 63.0 22.0 15.0 9 2 3
Women, marital 64.7 21.4 13.9 11 0 3
Men only 18.5 61.8 19.6 11 2
Women only 20.2 61.3 18.5 9 2
Nobody 9.8 54.9 35.3 11 3
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TABLE 22.

VARIOUS SITUATIONS SHOWING SEXUAL BIAS

EX
SITUATION MEN WOMEN
Single 49.7 61.3
Extramarital 54.9 57.2
Marital 63.0 64.7

TABLE 23, WHAT TO DO IF CLIENT REQUESTS CHILD SPACING INFORMATION (Q. 54)

PERCENT OF NURSES (n=173) RECOMMENDING CONTRACEPTIVE USE FOR

NURSES DOCTORS
PERCENT FREQUENCY

ACTION n=173 n=14

1. Discuss only best method 6.3 1

2. Discuss several methods; patient choice 70.5 12

3. Give pamphlet; not comfortable 1.7

4. Give pamphlet; not knowledgeable 5.2

5. Not discuss, but refer 7.5

6. Refer to doctor 8.1

7. Not discuss; not refer 0.0

8. None of above 0.0




TABLE 24. BEST METHOD FOR BASOTHO

NURSES (n=173) DOCTORS (n=14)
METHOD Freq. Percent Freq. Percent
Nothing 2 1.2 1 7.1
Abstinence 2 1.2 0 0.0
Withdrawal, Rhythm, Douching 8 4.6 0 0.0
Foams, Condom, Diaphragm 13 7.5 0 0.0
IUCD 23 13.3 8 57.2
Oral Pill 49 28.3 3 21.4
Depo Provera 20 11.6 2 14.3
Sterilization 1.2 0 0.0
Other 4.6 0 0.0
No Response 46 26.6 0 0.0
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TABLE 25. Q. 53, WITH REGARD TO CHILD SPACING/FAMILY PLANNING I THINK

A PROFESSIONAL HEALTH WORKER SHOULD:

% AGREE % DISAGREE % UNDECIDED
Nurses Doc Nurses Doc Nurses Doc
ACTION n=173 n=14 | n=173 n=14 | n=173 n=14
1. Discuss routinely all ANC's 91.3 85.8 5.8 14.3 2.9 0.0
2. Discuss routinely all PP
regardless of age 83.2 85.8 8.1 7.1 8.7 7.1
3. Discuss routinely all PP
regardless of marital status 77.4  78.6 11.0 14.3 11.6 7.1
4. Assess FP needs almost every
client 66.5 21.4 15.6 64.3 17.9 14.3
5. Give FP only when requested 27.2  14.3 66.5 79.6 6.4 7.1
6. Give FP only when already using 12.7 14.3 74.6  79.6 12.7 7.1
7. Discuss FP all mothers
PS Clinic 80.4 92.9 9.8 0.0 9.8 7.1
8. Discuss with all community groups | 82.6 100.0 8.7 0.0 8.7 0.0
9. Discuss with all men often 85.6 92.9 7.5 0.0 6.9 7.1
10. Discuss only methods of my choice | 26.0 42.9 50.9 57.1 23.1 0.0
11. Discuss only if I don't perceive
conflict 31.2  14.3 50.3 78.6 18.5 7.1
12. Discuss only if I'm married 16.2 0.0 78.0 100.0 5.8 0.0
13. Discuss any client regardless
of age 37.5 42.9 48.0 50.0 14.5 7.1
14. Discuss any client regardless
of marital status 58.4 7.4 3.2 21.4 10.4 7.1
15. Discuss only with high risk
women 19.1 68.2 92.9 12.7 0.0
16. Never give FP information 4.6 82.7 100.0 12.7 0.0
17. Discuss only with women who have
borne a child 24.3 7.1 67.0 92.9 8.7 0.0
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TABLE 26. Q. 57, IN YOUR OPINION, IF A CLIENT REQUESTS IT, A PREGNANCY
COULD BE STOPPED BY PERFORMING AN ABORTION UNDER WHICH OF
THE FOLLOWING CIRCUMSTANCES:

& AGREE % DISAGREE % UNDECIDED
Nurses Doc Nurses Doc Nurses Doc
CONDITION n=173 n=14 | n=173 n=14 | n=173 n=14
1. Never 42.8 7.1 36.4 78.6 20.8 14.3
2. Rape or incest 49.1 85.7 30.0 0.0 20.8 14.3
3. Girl under 12 years old 43,3  85.7 32.9 0.0 28.3 14.3
4. Couple with genetic disease 64.1 78.6 16.8 14.3 19.1 7.1
5. Couple cannot afford 22.0 50.0 57.8 35.7 20.2 14.3
6. Woman mentally ill 79.2 7.1 9.8 78.6 11.0 14.3
7. Couple feel too many children 27.7 7.1 44.5 57.1 27.7  35.7
8. Woman too old 24,8 57.1 43.3 21.4 31.8 21.4
9. Unmarried woman 11.0 28.6 70.5 64.3 18.5 7.1
10. Woman doesn't want pregnancy 13.9  35.7 70.5 50.0 15.6 14.3
11. Woman's husband doesn't want 13.9 0.0 72.2 64.3 13.9  35.7
12. Extramarital pregnancy 15.0 42.8 67.0 35.7 19.9 21.4
13. Medical threat to woman's life| 91.9 92.8 2.3 7.1 5.8 0.0
14. Woman believes baby malformed 32.9 50.0 45.7 42.8 21.4 7.1
15. Prostitute pregnant 12.1 50.0 70.5 21.4 17.3  28.6
16. Couple with method failure 16.8 42.8 71.1  21.4 12.1 35.7
17. Woman's choice of birth
control 3.5 7.1 85.5 78.6 11.0 14.3




TABLE 27, Q. 57, PAIRED PERCENTAGE AGREEMENT/DISAGREEMENT ON SELECTED
ABORTION VARTABLES (173 NURSES, 14 DOCTORS)

SITUATION

PERCENTAGE

AGREE

Nurses Doctors

Medical threat to woman's life
Woman seriously mentally ill
Couple with genetic defect
Rape or incest

Girl under 12 years old
Couple feel too many children
Woman too old

Couple feel cannot afford
Couple with method failure
Woman doesn't want pregnancy
Prostitute is pregnant
Unmarried woman is pregnant
Woman's choice of birth control

(13)*
(6)
(4)
(2)
(3)
(7)
(8)
(5)
(16)
(10)
(15)
9)
(17)

91.9
79.2
64.1
49.1
43.3
27.7
24.8
22.0
16.8
13.9
12.1
11.0

3.5

92.

7.
78.
85.
85.

7.
57.
50.
42.
35.
50.
28.

7.

= OO N OO R NN o

PERCENTAGE
DISAGREE
Nurses Doctors
2.3 7.1
9.8 78.6
16.8 14.3
30.0 0
32.9 .0
44,5 57.1
43.3 21.4
57.8 35.7
71.1 21.4
70.5 50.0
70.5 21.4
70.5 64.3
85.5 76.6

* () = Item number of that variable under Q. 57.




TABLE 28.  PERCENT OF NURSES AND DOCTORS EXPERIENCING CASES REQUESTING
INFERTILITY AND FAMILY PLANNING INFORMATION, COUNSELING, OR
SERVICES ‘

Frequently* Occasionally Rarely Never No Response

Infertility client request

NURSES (n=173) 22.5 32.9 24.3 17.9 2.3
DOCTORS (n=14) 50.0 35.7 7.1 7.1 0.0
Family planning client
request
NURSES (n=173) 14.4 32.9 26.0 24.8 1.2 -
DOCTORS (n=14) 35.7 42.8 7.1 7.1 7.1

*Frequently = once or more per week; Occasionally = once or twice a month;
Rarely = once or twice a year.

TABLE 29.  PERCENT OF NURSES AND DOCTORS EXPERIENCING CASES OF BASOTHO CLIENTS
ASKING ABOUT ABORTION OR BASOTHO PATIENTS WHO HAD NON-PROFESSIONAL
INDUCED ABORTION

Freq* Occas. Rarely Never had Never had No
But heard Never heard Response

Basotho asking
about abortions

NURSES (n=173) 8.1 9.2 32.9 -- 48.0 0.5
DOCTORS (n=14) 7.1 35. 35.7 -- 21.4 0.0

~

Basotho patients with
non-professional induced

abortions
NURSES (n=173) 8.7 18.5 22.5 38.1 10.4 1.7
DOCTORS (n=14) 0.0 42.8 35.7 14.3 7.1 0.0
*Freq. = once or more per week; Occas. = once or twice a month;

Rarely = once or twice a year.




TABLE 30.  CONTRACEPTIVE USE IN PAST YEAR, 159 NURSES IN REPRODUCTIVE YEARS,

14 DOCTORS

DOCTORS AND NURSES (n=173)
METHOD Frequency Percent
None 105 60.7
Withdrawal, rhythm, douching alone
or in combination 16 9.2
Diaphragm, condom, spermicides alone
or in combination 17 9.8
IUCD, pill, ‘n-Provera alone or
in combinati 36 20.8
Sterilization 5 _ 2.9

TABLE 31. PRESENT USE OF CONTRACEPTION, 159 NURSES IN REPRODUCTIVE YEARS,

14 DOCTORS

DOCTORS AND NURSES (n=173)
METHOD Frequency Percent
None 105 60.7
Abstinence alone or in combination 4 2.3
Withdrawal, rhythm, douching alone
or in combination 10 5.8
Diaphragm, condom, spermicides alone
or in combination 34 19.6
IUCD, pill, Depo-Provera alone or
in combinaton 34 19.6
Sterilization alone or in combination 5 2.9
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TABLE 32: CROSS TABULATION OF Q. 42 (5) (6) and Q. 53 (14)
= SHOWING NO SIGNIFICANT RELATIONSHIP

PERSONAL OPINION PROFESSIONAL ATTITUDE
Q. 42 In your opinion who Q. 53 A professional health worker should
should use contraception? discuss family planning with any

client regardless of marital status
(yes, no, undecided)

Yes No Undecided
(5) Men, extramsrital Yes 79 33 10 122
N 2= 2.43, p = .296 No 39 27 6 72
118 60 16 194
(6) Women, extramarital Yes 82 35 11 128
N2 =1.807, p= .39 No 36 26 5 65
118 59 16 193
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TABLE 33.  PERCENT OF RESPONDENTS AGREEING WITH THE USE OF ABORTION
AS A METHOD OF TERMINATING A PREGNANCY FOR VARIOUS SITUATIONS®

EDUCATIONAL ATTTTUDE
LEVEL 3 4 5 6 7 8 9 10 11 12 13 14 16 17

1
Junior certificate 47.5 46.7 66.7 24.2 81.7 34.7 41.7 74.2 72.5 72.5 70.8 94.2 34.2 17.5 4.2
(n=120) : _ |
Matriculation 36.6 46.3 70.7 17.1 80.5 30.0 46.Z 61.0 65.9 61.0 58.5 07.6 34.1 24.4 2.4
(n=41) .
Higher education 29.8 47.4 61.4 31.6 66.7 37.7 38.6 71.9 64.9 68.4 56.1 82.5 29.8 22.8 1.8
(n=57) ‘

*See KAP Q. 57, parts 1-17.




TABLE 34.  PERCENT OF DOUBLE QUALIFIED NURSES APPROV{NG OF ABORTION IN
VARIOUS CIRCUMSTANCES BY RELIGION (n=113)
KAP Q. 57 PERCENT APPROVING SIGNIFICANCE
PART SITUATION CATHOLIC PROTESTANT LEVEL2
1. Never 52.0 51.9 . 8252
2. Rape/incest 46.7 50.6 .8671
3. Woman under 12 43.3 45.1 .9633
4. Inheritable disease 51.6 68.4 .1551
5. Couple cannot afford 20.0 21.7 .9467
6. Mental illness 75.0 82.1 .5473
7. Too many children 27.6 27.8 . 8294
8. Woman too old 17.9 27.3 4737
9. Woman not married 20.0 8.5 .1789
10. Unwanted pregnancy 10.0 17.1 .5310
11. Husband doesn't want 9.7 13.1 . 8603
12. Extramarital father 12.9 10.7 .9977
13. Threat to health 93.8 95.2 .8739
14. Possibly malformed 22.6 35.7 . 2657
15. Prostitute 10.0 12.0 .9741
16. Method failure 19.4 15.5 . 8305
17. Birth control choice 00.0 3.6 .6840

1 Excludes those trained outside Lesotho or South Africa

2 p-value
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TABLE 35. PERCENT OF DOUBLE QUALIFIED NURSES RESPONDING CO. TLY TO THE
KNOWLEDGE QUESTIONS BY LOCATION OF TRAINING (n=113)

KAP TRAINING SIGNIFICANCE
Q. NO. SUBJECT AREA LESOTHO REP. OF S. AFRICA LEVEL
17. Hormone for ovulation (1)* 28.8 34.6 .6514
18. Ovum available how long (3) 30.0 17.0 .1620
19. Male pubertal hormone (3) 76.3 54.7 .0274
20. Sperm produced where (3) 45.0 37.7 .5548
21. Sperm life in female (1) 20.0 26.4 .5588
22, Fertilization where (2) 69.5 62.3 . 3440
23. Sex determined by (2) 48.3 32.1 L1177
24, Fertile period female (3) 56.7 54.7 .9853
26. Probable infertility :

cause (4) 55.0 46.2 .4566
27. Infertility evaluation (2) 75.0 84.9 .2842
28. Every woman needs (4) 21.7 23.5 .9951
31. Pap smear to diagnose (2) 62.8 59.4 .8611
32. Safest age for

childbirth (3) 76.7 69.8 .5418
34, Childspacing after

weaning (2) 13.3 36.5 .0082
36. Greatest risk to health (2) 54.2 39.6 .1747
37. World most frequent birth

control method (2) 8.0 9.5 .8529
45. Safe period (2) 30.0 35.8 .6453
47. Proper practice

withdrawal (4) 34.7 26.4 .6852
48. Proper practice

condom (3) 54.2 58.5 .7931
49, Forgotten pill (3) 73.3 68.6 .7374

*( ) = Number of correct response on KAP questiunnaire.
1 Excludes all double-qualified nurses trained outside Lesotho or South Africa

2 p-value
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QUESTIONNAIRE



KAP SURVEY
LESOTHO, NOVEMBER 1973

PLEASE DO NOT PUT YOUR NAME ON THE PAPER. WE WILL USE THE INFORMATION

OBTAINED FOR HEALTH PLANNING AND TRAINING PURPOSES. AFTER THE INFORMATION HAS BEEN
CORRELATED, THE PAPERS WILL BE DESTROYED. NO ONE EXCEPT THE UNIVERSITY OF CALIFORNIA
PROJECT STAFF WILL SEE OR HANDLE THE QUESTIONNAIRES. THE GENERAL INFORMATION WILL

BE SUMMARIZED AND USED FOR MCH PROGRAM PLANNING WITHIN THE MINISTRY OF HEALTH.

THANK YOU FOR YOUR COOPERATION.

QUESTIONNAIRE NUMBER

EDUCATION (Underline the highest level achieved)
1. Standard 6
2. J.C.
3. Matriculation
4, Other (explain)

PROFESSIONAL TRAINING LEVEL: (Underline the highest level achieved)
1. Single qualified nurse

Double qualified nurse

Public health nurse

Sister tutor

Other nursing specialty (explain)

Doctor in general practice

N O BN

. Doctor with specialty training
8. Other (explain)

NATIONALITY: (Underline one)
1. Mosotho by birth
2. Mosotho by naturalization
3. Non-Mosotho

SEX: (Underline which)
1. Male
2. Female



6. AGE: (Write in number of years)
1. __ years

7. MARITAL STATUS: (Underline one)
1. Single
2. Married

8. RELIGION: (Underline one)

' 1. Catholic

2. Protestant
3. Other

9. NUMBER OF CHILDREN:
l. __ sons bor:
2. natural sons living
3. ____ sons adopted
4. __ adopted sons living
5. ____ daughters born
6. __ natural daughters living
7. ____ daughters adopted
8. __ adopted daughters living

10. I CURRENTLY WORK IN:

Widowed
Divorced

(State number in space provided)

(In each column underline the response

where you spend the majority of your time.)

PLACE OF PRIMARY

DISTRICT (10) EMPLOYMENT (11)

1. Berea 1. Hospital

2. Butha Buthe 2. Health Center
3. Leribe 3. Public Health
4. Mafeteng 4. Other

5. Maseru (explain)
6. Mohale's Hoek

7. Mokhotlong

8. Qacha's Nek

9. Quthing

14. HOW LONG HAVE YOU WORKED IN YOUR PRESENT LOCATION

years months

JOB STATUS (12)

1'

Staff nurse

2, Nursing sister
3. Sister tutor
4,

5. Doctor

Matron

5. Separated

that describes

SPONSOR (13)

IN LESOTHO?

A U RN

Government
Mission
Red Cross
C.R.S.
L.F.D.S.

Community
Organized
Clinic

. Other

(explain)



WITH WHOM DO YOU WORK DAILY IN YOUR PRESENT POSITION?
(Underline as many as apply.)

1. With non-professionals
2., With trained nurses
3. With one doctor physically present
4. With more than one doctor physically present
5. Alone
WHERE DID YOU RECEIVE MOST OF YOUR PROFESSIONAL TRAINING?
(Underline one only)
1. In Lesotho
2. In the Republic of South Africa
3. In some other country in Africa
4. Other
X kA % kX Kk k Kk % Kk % *x &k k Kk K Kk K K

THE HORMONE MOST DIRECTLY RESPONSIBLE FOR OVULATION IS:
(Underline one response)

1. Follicle stimulating hormone (FSH)
Testosterone

Progesterone

2
3. Estrogen
4
5. I don't know

DURING EACH CYCLE, THE OVUM IS AVAILABLE TO BE FERTILIZED FOR APPROXIMATELY:
(Underline one response)

1. 10 days

2. 1 day

3. 4 days

4. 8 hours

5. I don't know

THE MALE HORMONE RESPONSIBLE FOR CHANGES IN THE YOUNG BOY AT PUBERTY IS:
(Underline one response)

1. Progesterone
2. Estrogen

3. Testosterone
4, Aldosterone
5. T don't know



20.

21.

22.

23.

24,

d

SPERM ARE PRODUCED IN THE: (Underline one response)

1. Ovary

2. Prostate

3. Testicle

4. Seminal vesicles
5. I don't know

SPERM CAN LIVE IN THE FEMALE GENITAL TRACT AFTER INTERCOURSE FOR
APPROXIMATELY: (Underline one response)

1. Two to three days

2. One week
3. 24 hours.
4. Two hours
5. I don't know

FERTILIZATION USUALLY TAKES PLACE: (Underline one response)

1. In the cervix

2. In the Fallopian tube

3. In the uterine cavity

4, In the ovary

5. I don't know
AT THE TIME OF FERTILIZATION, THE SEX OF THE NEW FETUS IS DETERMINED BY:
(Underline one response)

1. The sex chromosome from the mother

2. The sex chromosome from the father

3. Purely by chance

4. I don't know
A WOMAN WITH A REGULAR MENSTRUAL CYCLE OF APPROXIMATELY 28 DAYS IS MOST
LIKELY TO BE FERTILE: (Underline one response)

1. During her menstrual flow

2. The first two to three days after menstrual flow ceases

3. Approximately midway between the start of one flow and the start
of the next

During the week just before her menstrual flow
I don't know




25.

26'

27.

28.

29.

30.

IF A COUPLE ASKED YOU ABOUT THE EFFECTS OF HAVING INTERCOURSE DURING THE
WOMAN'S MENSTRUAL PERIOD, WHAT WOULD YOU TELL THEM?

THE PROBABLE MOST FREQUENT CAUSE OF INFERTILITY IS: (Underline one response)

1. Psychological

Failure of ovulation

Failure of spermatogenesis

Infection of the Fallopian tubes or vas deferens
I don't know

Vi & NN

IN EVALUATION OF THE INFERTILE COUPLE, THE FIRST STEP IS TO OBTAIN:
(nderline one response)

1. A sperm count
2. A couple's medical history
3. An endometrial biopsy
4. A hysterosalpingogram
5. I don't know
EVERY WOMAN WHO SEEKS COUNSELING FOR EITHER INFERTILITY OR ASSISTANCE WITH
CHILD SPACING SHOULD HAVE: (Underline one)
1. An electrocardiogram
. A chest X-ray
. A blood clotting time
. A breast examination
. I don't know
DURING THE PAST YEAR, HAVE YOU HAD BASOTHO CLIENTS WHO HAVE REQUESTED HELP
WITH PROBLEMS OF INFERTILITY: (Underline one)
1. Frequently (once a week or more often)
2. Occasionally (once a month)
3. Rarely (once or twice a year or less)
4

2
3
4
5

Never

HAVE YOU EVER RECEIVED ANY TRAINING IN THE EVALUATION OF THE INFERTILE COUPLE:

(Underline as many as apply)
1. Yes, in my basic professional schooling

2. Yes, in post-graduate training
3. Yes, on the job
4. No, none at all



31.

32.

33,

34.

35.

THE PAPANICOLAOU SMEAR (PAP SMEAR) IS MOST USEFUL AS AN AIDE IN THE DIAGNOSIS
OF: (underline one)

Cancer of the endometrium
Cancer of the cervix
Venereal disease

Cancer of the ovary

I don't know

(52 B~ R ¥, B oS T )

FROM A PHYSIOLOGICAL POINT OF VIEW, THE SAFEST AGE FOR WOMEN TO BEAR
CHILDREN IS: (Underline one response)

1. Between the ages of 15 and 45 years
2. Between the ages of 30 and 40 years
3. Between the ages of 20 and 30 years
4. Between the ages of 15 and 25 years
5. I don't know

IF A COUPLE ASKED YOU ABOUT THE EFFECTS OF HAVING INTERCOURSE DURING THE
FIRST EIGHT MONTHS OF A WOMAN'S PREGNANCY, WHAT WOULD YOU TELL THEM?

HOW LONG SHOULD A WOMAN WAIT AFTER WEANING HER INFANT BEFORE BECOMING
PREGNANT AGAIN? (Underline one response)

Five years

At least one year

At least 18 months
Between 2 and 3 years
I don't know

IF A COUPLE ASKED YOU ABOUT THE EFFECTS OF HAVING INTERCOURSE WHILE THE WOMAN
IS STILL BREASTFEEDING AN INFANT, WHAT WOULD YOU TELL THEM?

[T o B S 72 B o T )




36.

37.

38.

39.

40.

41.

WHICH OF THE FOLLOWING IS THE GREATEST RISK TO A WOMAN'S HEALTH OR LIFE?
(Underline one response)

1. The intrauterine contraceptive device (IUCD)
Pregnancy

The contraceptive pill

Injectable contraceptives

I don't know

[T B~ 75 R oS

IN THE WORLD TODAY, THE MOST FREQUENTLY USED METHOD FOR AVOIDING UNWANTED
CHILDREN IS: (Underline one response)

1. The contraceptive pill

2. Abortion

3. The intrauterine contraceptive device (IUCD)

4. Abstinence

5. I don't know
DURING THE PAST YEAR, HAVE YOU HAD BASOTHO CLIENTS WHO HAVE REQUESTED
CHILD SPACING INFORMATION OR SERVICES? (Underline one response)

1. Frequently (once a week, or more often)

2, Occasionally (once or twice a month)

3. Rarely (once or twice a year or less)

4, Never
DO YOU THINK A COUPLE SHOULD HAVE THE RIGHT TO DETERMINE HOW MANY CHILDREN
THEY WISH TO HAVE? (Underline one response)

1. Yes

. No
3. Undecided

IF A YOUNG BASOTHO COUPLE YOU KNEW WERE GETTING MARRIED, HOW MANY CHILDREN
DO YOU THINK THE COUPLE'S PARENTS WOULD WANT THEM TO HAVE? (State how many)
1.
2,

boys
girls
DO YOU THINK THEY WOULD LIKE TO HAVE? (State how many)

IF A YOUNG BASOTHO COUPLE YOU KNEW WERE GETTING MARRIED, HOW MANY CHILDREN
TH

1.

2,



42.

43.

44.

45.

IN YOUR OPINION, WHO SHOULD USE SOMETHING TO PREVENT PREGNANCY?
(Underline either "yes" or '"no'" in front of each response)

Yes No 1. Anyone who wishes to

Yes No 2. Single men

Yes No 3 Single women

Yes No 4. Prostitutes

Yes No 5. Married men with women other than their wives
Yes No 6. Married women with men other than their husbands
Yes No 7. Married men with their wives

Yes No 8. Married women with their husbands

Yes No 9. Men only

Yes No 10. Women only

Yes No 11. Nobody

WHAT CHILD SPACING METHOD(S) (INCLUDING COMBINATION OF METHODS) HAVE YOU
USED PERSONALLY WITHIN THE PAST YEAR? (Record up to three answers. If
none, write '"none' in the first space.)

1.
2.
3.

WHAT CHILD SPACING METHODS, INCLUDING COMBINATION OF METHODS, ARE YOU USING
RIGHT NOW?

1.
2.
THE SO-CALLED '"'SAFE PERIOD' IN A WOMAN WITH A REGULAR 28 DAY MENSTRUAL CYCLE
FALLS: (Underline one response)
1. The second and third weeks of a 4-week cycle
The last 10 days of one cycle and the first 7 days of the next
The week of menstruation

Roughly the week just before and the week just after her menstrual
flow

5. I don't know

L= VI oV



46. BELOW ARE LISTED SEVERAL CONTRACEPTIVE METHODS. ON THE BASIS OF WHAT YOU KNOW
ABOUT THEIR EFFECTIVENESS IN PREVENTING PREGNANCY WHEN USED EXACTLY AS DIRECTED,
RATE EACH ONE AS FOLLOWS:

Excellent: Practically foolproof

Good: Useful, but may result in pregnancy
Fair: Better than nothing, but still results in very many unwanted
pregnancies
Poor: Practically worthless
UNDERLINE THE APPROPRIATE RESPONSE
1. Withdrawal Excellent Good Fair Poor No knowledge
2. Rhythm Excellent Good Fair Poor No knowledge
3. Douching Excellent Good Fair Poor No knowledge
4. Foams, creams Excellent Good Fair Poor No knowledge
5. Diaphragm Excellent Good Fair Poor No knowledge
6. Condom Excellent Good Fair Poor No knowledge
7. IUCD Excellent Good Fair Poor No knowledge
8. Pills Excellent Good Fair Poor No knowledge
9. Injectables Excellent Good Fair Poor No knowledge

(Depo-provera)

47. THE PRACTICE OF COITUS INTERRUPTUS (WITHDRAWAL) INVOLVES: (Underline one
response)

1. Avoiding intercourse at a time during which impregnation can occur
2. Preventing ejaculation
3. Avoiding deposition of sperm in the vagina only
4. Avoiding deposition of sperm in the vagina and the external genitalia
5. I don't know
48. FOR BEST CONTRACEPTIVE EFFECTIVENESS, THE CONDOM MUST BE PUT ON:
(Underline one response)
1. Just before ejaculation

2. Prior to the final insertion, if there are multiple insertions, of
the erect penis

. Prior to the first insertion of the erect penis
4. I don't know



49.

50.

51.

52.

53.

|0

IF A WOMAN FORGETS TO TAKE A CONTRACEPTIVE PILL AT THE SCHEDULED TIME, ON
THAT DAY SHE SHOULD:

1.
2.
3.
4

(Underline one response)
Skip that pill, since missing just one pill does not matter

Take the forgotten pill at the end of the cycle
Take the forgotten pill as soon as she remembers

I don't know

Underline 'yes' or '"no'" to the following statement:
SOME BASOTHO HAVE TOO MANY CHILDREN. Yes No

WHAT CHILD SPACING METHODS DO YOU THINK WOULD BE BEST FOR BASOTHO COUPLES?
(Name up to four methods in the order of your preference, or underline ''5"

1.

2
3.
4.
5

I don't know

HAVE YOU EVERY RECEIVED ANY TRAINING IN PROVIDING CHILD SPACING INFORMATION

OR SERVICES:
1.

2,
3,
4

(Underline as many as apply

Yes, in my basic professional schooling

Yes, in post-graduate training

Yes, on the job
No, none at all

Indicate if you agree or disagree by underlining 'yes', 'no', or "undecided"
in front of each of the following completions to this statement:

I THINK THAT A PROFESSIONAL HEALTH WORKER (NURSE, NURSE-MIDWIFE, OR DOCTOR)

SHOULD:

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Undecided

Undecided

Undecided

Undecided

Undecided

Undecided

1.

Discuss child spacing routinely with all prenatal
patients

Discuss child spacing routinely with all postpartum
patients, regardless of age :

Discuss child spacing routinely with all postpartum
patients regardless of marital status

Assess and inquire about child spacing status and
needs in almost every client contact

Give child spacing information only when requested
by the patient

Give child spacing counseling only when the patient
is already using a method



53.

54,

Cont.
Yes

Yes
Yes
Yes

Yes

Yes

Yes

Yes

Yes
Yes
Yes

No

No
No
No

No

No

No

No

No
No
No

Undecided

Undecided
Undecided
Undecided

Undecided

Undecided

Undecided

Undecided

Undecided
Undecided
Undecided

7.

10.
11.

12.
13,
14.

15.
16.
17.

Discuss child spacing with all mothers in the
Preschool or Under-Fives Clinic

Discuss child spacing with commmity groups
Discuss child spacing with men as often as possible

Discuss only those child spacing methods that do
not conflict with his (the health worker's) own
personal beliefs

Discuss child spacing only when he thinks that child
spacing does not conflict with the client's personal
beliefs

Discuss child spacing with a client only if the
health worker is married

Discuss child spacing with any client, regardless
of age

Discuss child spacing with any client, regardless
of marital status

Discuss child spacing only with high risk women
Never give child spacing information

Discuss child spacing only with women who have
already borne a child

Complete this statement by underlining only one response.
ON THE WHOLE, IF CLIENTS REQUESTED CHILD SPACING INFORMATION I WOULD:
Discuss only the method I thought best for the patient

Discuss several methods, in order to allow the patient to select the
method of his own choice

Give a pamphlet only (if I had one) because I do not feel sufficiently
comfortable to discuss child spacing

Give a pamphlet only (if I had one) because I do not feel knowledgeable
enough to discuss child spacing

Not discuss it, but would refer the patient elsewhere for information
Refer the patient to the doctor, and not discuss child spacing at all
Not discuss child spacing, and would not refer the patient anywhere

else for information

None of the above
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55. DURING THE PAST YEAR, HAVE YOU HAD BASOTHO CLIENTS WHO HAVE ASKED ABOUT
ABORTION FOR AN UNWANTED PREGNANCY? (Underline one response)

1. Frequently (once a week or more often)
2. Occasionally (once or twice a month)
3. Rarely (once or twice a year or less)
4. Never
56, DURING THE PAST YEAR HAVE YOU HAD BASOTHO PATIENTS WHO HAVE HAD NON-PROFESSIONAL,
INDUCED ABORTIONS? (Underline one response)
1. Frequently (once a week or more)
2. Occasionally (once or twice a month)
3. Rarely (once or twice a year or less)
4. Never had them as patients, but have heard of them
5. Never had them as patients, and never heard of them
57. 1IN YOUR OPINION, IF A CLIENT REQUESTED IT, A PREGNANCY COULD BE STOPPED BY
PERFORMING AN ABORTION UNDER WHICH OF THE FOLLOWING CIRCUMSTANCES?

(Underline if you "agree" or 'disagree" or are undecided about each of the
following responses.)

Agree Disagree Undecided 1. Abortion should never be performed

Agree Disagree Undecided If a woman is pregnant because of rape or
incest

Agree Disagree Undecided If a girl is younger than 12 years old

Agree Disagree Undecided If a couple has an inheritable disease
which might cause an abnormal child

Agree Disagree Undecided 5. If a couple cannot afford another child

Agree Disagree Undecided 6. If a woman has a serious mental illness
which might be made worse by continuing the
pregnancy

Agree Disagree Undecided 7. If a couple feel they have too many children.
How many is ''too many' children? (State
number) :

Agree Disagree Undecided 8. If a woman is too old. What age is ''too
0ld"? (State age):

Agree Disagree Undecided 9. If a woman is unmarried

Agree Disagree Undecided 10. If a woman does not want the pregnancy

Agree Disagree Undecided 11. If a woman's husband does not want the
pregnancy

Agree Disagree Undecided 12. If the pregnancy is caused by someone other

than the woman's husband



57,
Agree

Agree

Agree
Agree

Agree

Cont.

Disagree

Disagree

Disagree
Disagree

Disagree

Undecided

Undecided

Undecided
Undecided

Undecided

13,

14,

15.
16.

17.

15

If the woman has a severe medical illness
which might cause her to die if she continues
the pregnancy

If a woman believes that her baby will be
deformed because of measles or other illness
she may have had during her pregnancy

If a prostitute finds herself pregnant

If a couple has been conscientiously using
a method of contraception, but the wife
becomes pregnant anyway (method failure)

In the woman who chooses abortion as a
method of preference for birth control

THE END: THANK YOU AGAIN FOR YOUR ASSISTANCE AND COOPERATION!
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* 'KAP ' (KNOWLEDGE, 'ATTITUDES "AND PRACTICES) 'SURVEY OF

"DOCTORS "AND 'NURSES "IN 'LESOTHO
JULY, 1976

I. ' INTRODUCTION

This second Knowledge, Attitudes and Practices (KAP) Survey of medical
professionals in Lesotho was conducted in July of 1976 following three years
of in-and out-country training amongst Basotho regarding family planning and
maternal and child health. The objectives of the survey were to:

1. Compare the general level of knowledge, attitudes and practices
amongst professionals engaged in or likely to be engaged in family
planning education and service: particularly in rural Lesotho.

2. Stimulate thinking in related subject areas.

3, Monitor the impact of family planning content in formal and informal
educational programs in and outside the country since 1973.

4. Learn from professionals their experiences in and patient demand
for contraceptives, infertility and related education counselling
and/or services.

5. Determine significant relationships between district responses.

The survey was done in conjunction with and prior to a countrywide
training program carried out by the Ministry of Health and the University of
California Extension/Santa Cruz, Maternal and Child Health Project team. The
questionnaires were anonymous, and their administration and completion was
supervised by the training team. Prior to the first day of training all
doctors and nurses participating in the training program received, in their
districts, personal instruction on completing the questionnaire.

The findings presented in Lesotho's 1973 KAP Survey of Doctors and Nurses
serves as baseline data to this survey.2 From lists of participants it is
known that 95 percent of the government nurses and 50 percent of the non-
government nurses had been administered the questionnaire previously in a
controlled situation in 1973. Since that time the questionnaire has been a
classified document of the UCSC/MCH Project except at the time of adminis-
tration again in 1976.

a) Goodale and Stubbs; KAP Survey of Doctors & Nurses in Lesotho, Nov. 1973
A report to the Ministry of Health of the Government of Lesotho

b) Acknowledgement is made to Dr. George Walter who was the principal advisor
in the development of the 1973 questionnaire and survey.



II. 'RESPONDENT 'CHARACTERISTICS

The auestionnaire was administered to a total of eleven doctors and 170
nurses employed in Lesotho in July 1976 and to 48 student nurses. This report
will contain the findings from the nursing categories only.  The doctors
represent a small sample comprised largely of expat.iate physicians not
present in 1973 and their survey results will not be reported.

In this report,'nurses' will refer to all categories of nurses, whether
single qualified or double qualified nurse midwives, unless otherwise specified.
"Nursing students" will refer to all levels of candidates from Lesotho's
schools of nursing and midwifery. As noted in Table 1, questionnaires were
obtained from 170, 66.0 percent, of government employed nurses and 60, 34.0
percent, of mission or private sector nurses. These represent 50 percent of
the 337 nurses reported to be employed in the country in 1973.© Low response
from the mission/private sector is probably due to the sponsorship and site of
the training program which in all instances except one were government-based
hospitals. Although missions and private associatirns were invited to partic-
ipate, large mission hospitals could not as easily function without substantial
staff during the three-day training program as could the nurses at governmental
training sites where rotations were made so that all staff could participate,
Provision was made for all govermment nurses serving in the rural health
centers to be present for the training program.

Table 2 presents the respondents by professional category and basic
educational preparation. As can be expected, the percentage of student nurses
coming from a basic preparation of matriculation is higher, 60 percent, than
those who had already qualified, 29 percent. This is consistent with the
trend towards recruitment of matriculation candidates into nursing.

The nationality of the nurse participants was 91.1 percent Basotho either
by birth or naturalization.® Only 8.8 percent, 15, were non-Basotho, a
category which includes Zulu, Xhosa and nurses from other nations. As can be
expected, 100 percent of the nurses and nursing students were female. The
median age of the nurses was 37.6 years and of student nurses 24.8 years.
Consistent with the abovementioned age distribution of the respondents is the
fact that 64.7 percent of the nurses were married, 25.3 percent were never
married, and the remaining 10.1 percent were widowed, divorced or separated
at the time of the survey.6 A majority of the student nurses, 83.3 percent,
were never married,

Table 7 reveals that 53, or 31.2 percent, of the nurses were Roman
Catholic, 95, 55.8 percent, were Protestant and 22 were of another religious
faith. The religious preference of nurses in Table 7 is consistent with the
overall pattern of the country for women with higher than BPIC education. The
student nurses were evenly divided between the Roman Catholic and Protestant
religions with 45.8 percent in each group. Four were of another religious
preference.

c) Ministry of Health working document, Health Planning Unit, 1973
3 All numbered references refer to like numbered Tables in the Appendix.



Forty-four of the graduate nurse respondents, 25.9 percent, were nulli-
parous and the majority had experienced two or more pregnancies as shown in
Table 8, The average number of sons and daughters born to the nurses was
2.441 and the average number of biological offspring living at the time of
the survey was 2.035.

The nurses were asked in which district they were currently working and
the length of time they had worked in that location. Table 10 compares the
district base of the nurses at the time of the 1976 survey to the nurse res-
pondents by district in 1973. In both surveys more than 30 percent of the
nursing staff were Maseru based, 39 percent in 1973, 33 percent in 1976.

The number of nurse reSpondents from districts outside Maseru are felt to
represent close to 100 percent of all government nursing posts at those times;
however, figures are not available for comparison. The length of time that
the nurses were in that particular location in Lesotho is shown in Table 11.
The comparison of findings with 1973 shows that a majority of the nursing
staff, 60,0 percent in 1973, 57.0 percent in 1976, had been working in that
location for two or more years. The employer at the time of the survey was
the Government for 110, 65.0 percent, of the nurses. The remaining 60 were
employed by missions or other private voluntary organizations. Fifty-six
percent of the student nurses were government sponsored.lZ2 As shown in
Table 13, 112, 65.9 percent of the 170 nurse respondents, were posted as
staff nurses at the time of the survey. Table 14 shows the location of the
respondents' principal training institution(s); that is, whether they received
the bulk of their professional training in Lesotho, Republic of South Africa,
other African countries, or countries outside Africa. In contrast to the
1973 respondents, the bulk of the nurses in 1976, 55.5 percent, indicated
that they had received most of their professional training in Lesotho. Only
37.1 percent, compared to 41.6 percent in 1973, were trained principally in
the Republic of South Africa. The 1973 findings showed no significant
difference in their performance on the questionnaire that year and a test of
significance was not repeated in 1976.

The doctors and nurses were asked 'With whom do you work daily in your
present position?' Figure 1 shows the work pattern in terms of whether the
nurses were likely to be working alone, in conjunction with non-professionals
only, or if they were amongst other nurses, in daily contact with a doctor,
etc. As can be seen from the bar graph, Figure 1, 26.9 percent of the nurses
or about one out of every four nurses, indicated that their current post and
location require them to function without daily contact with a physician,

III. COMPARATIVE RESULTS

A. Knowledge Questions

Some of the questions were aimed at determining the level of knowledge
concerning concepts related to work in the general area of family planning
and infertility. Table 15 presents a summary of the percent of nurses in
various categories in 1973 and 1976 who responded correctly to sixteen multiple
choice knowledge questions. It should be noted that the categories by column
apply to different percentage bases as indicated at the top of each colum.
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Table 15 shows that the overall performance of nurses in 1973 was 45.6
percent correct, and this value was 50,5 percent in 1976. It was possible
with the 1976 results to compare several categories of nurses. The double
qualified nurses who had received on-the-job training to determine if this
kind of informal training had had an impact on their performance. The results
show no appreciable difference between the two groups. Double qualified
nurses with on-the-job training achieved an overall average performance level
of 50.1 percent correct. Those without this trﬁgning collectively achieved
slightly less, 47.7 percent correct responses.

For comparative purposes the most significant findings are achievement
by the twenty four nurses who had received MCH/FP nurse practitioner certi-
ficates by 1976. All of these candidates had received from eight to twelve
weeks of intensive training to prepare them as family planning practitioners.
As would be expected, their overall performance level exceeded that of all
other categories of nurses by 14.3 percent compared to all nurses in 1973 and
by 10.4 percent compared to all categories of nurses in 1976 who had not re-
ceived MCH/FP certificates. Clearly their contribution led to an overall
average correct performance of all nurses from 45.6 percent in 1973 to 50.5
percent in 1976,

Figure 2 displays percent polygons based upon distribution of the total
number of correct responses to sixteen knowledge questions by two groups in
1976: Double qualified nurses with on-the-job training, and those who had
achieved MCH/FP nurse practitioner certificates. The peak of the distri-
bution curve shifts farther to the right, into the higher achievement areas
with each input.

Table 16 presents the overall average performance level of student
nurses and student midwives whose training was sponsored either by the
government or mission schools of nursing in Lesotho. There was no appreciable
difference between the two groups of students. Due to the small numbers of
students in their fourth year of nursing it was not feasible to compare students
at the same level of completion. Another area of knowledge requested from the
participants was the amount of training they had received in the area of in-
fertility, question 29, and family planning, question 43. Table 17 presents
the findings concerning the level of education or training received by the
nurses, whether as basic professional or post graduate education, on-the-
job training, or none at all, and compares this to 1973 responses to the
same question. It should be noted that respondents were asked to check all
responses tnat applied to them, The trend indicates that more than twice
the percent had received on-the-job training in infertility in 1976,with
only 16.4 percent with this training in 1973 and 38.8 percent in 1976,
Likewise, those receiving on-the-job training in family planning had risen
from 25.1 percent in 1973 to 49.4 percent in 1976. Those with np training
at all in infertility or family planning dropped from 50.3 and 47.4 percent
respectively in 1973 to 30.0 and 22.4 percent in 1976. However in 1976, more
than 70 percent of the student nurses indicated that they had not received
either infertility or family planning training thus far in their nursing
preparation.

B. Attitudes

A number of the questions were asked to determine if there were strong
positive or negative attitudes concerning specific issues. The correlates of
selected attitudinal questions, such as religion, education, etc., were dis-
cussed under inferential results in the 1973 survey and these variables were



found to make no significant difference on the results. This exercise was
thereforeomitted in this report. As in 1973 the respondents were asked,
"How many is too many children?' One can see from Table 18 that the median
of '"too many" remains quite high amongst the respondents, or 7.54 children
in 1973 and 7.30 children in 1976. Only 20.1 percent of the nurses stated
that five or fewer children is "too many", which is interesting in view of
an average total fertility of approximately 56 live births for every ten
women in Lesotho.d Another way to report this is to say that on the average
the nurses perceive ''too many't to be far in excess of what is reported

to be the total fertility rate amongst Basotiro women who have completed
their reproductive cycle (older than 49 years).

To ascertain the views of the respondents with respect to ideal family
size, the question 'How many boys (girls) do you think the husband, wife,
and parents of a young Basotho couple would want them to have?"' was asked.
(KAP Questions 33-4) The nine cumulative percent distributions resulting
from these questions are present tabularly in Table 19 and graphically in
the couple wanting substantially different numbers of children for them than
the husband of the couple. However, for all numbers of children the respon-
dents overall perception was that the wife of the couple would prefer fewer
children than either the parents or the husband of the newly married couple.
The medians of Table 19 reflect this fact.

When asked what method of family planning they thought best for Basotho
couples the most popular selection by nurses in 1976, 38.8 percent, was
the oral pill, and 27.1 percent chose the 1UCD.20 The pill and the IUCD
were methods of preferen~e for Basotho in 1973 as well. However the popu-
larity of depo provera (injectable) has slid from third choice for 1973
to fifth choice in 1976.20° A high non-response rate, 56.3 percent by the
student nurses, suggested a basic unfamiliarity with the methods or perhaps
indecision about their use in Lesotho.

Table 21 compares the 1973 results with the 1976 results concerning
the nurses attitudes to their role in family planning as health professionals.
The only apparent shift (greater than a 5 percent difference) between 1973
and 1976 is the greater agreement amongst nurses of routine discussion of
the subject with all post partum women regardless of marital status. However,
in contrast, fewer nurses would agree to routine discussions with prenatal
clients regardless of age or marital status. Findings were basically very
similar to the 1973 results and an in-depth discussion is available in the

1973 report.

The highest level of consensus, 80 percent or more, was achieyed in
agreement to routine discussion of family planning with the following

groups in this order:

1. With men as often as possible

2. Routinely with postpartum cases regardless of age
3. Routinely with postpartum cases regardless of marital status
4. Routinely with mothers in preschool clinics

d) Monyake, A.M., Paper reported at the National Population Symposium,
Government of Lesotho, June 1974.



5. Routinely with prenatals regardless of age or marital status
b, With community groups as often as possible,

In 1973, 42.8 percent of the nurse respondents indicated that they would
never agree to a client's request for abortion under any circumstances. In
1976 only 30 percent indicated that they would never agree to such a request.
Aside from this departure, the responses by the nurses to thirteen abortion
variables remained essentially unchanged during the three year period. As in
1973, the nurse respondents in 1976 agreed more than 80 percent of the time to
abortion in the situation where there is a medical threat to the woman's life,
85.3 percent, and when the woman is seriously mentally ill, 83.5 percent. The
percentage in rank order of agreement a: 1 disagreement in 1976 is summarized
in Table 22. Statistical inference by education, religion, etc., is reported
extensively in the 1973 report and is not duplicated for 1976 due to lack of
statistically significant findings in the 1973 analysis of the data,

C. Practices

The findings reported in Tables 23 and 24 are of interest to those con-
cerned with demand for contraceptive and abortion services as experienced by
the nurses in 1973 and again in 1976. The nurses received more client requests
for family planning information and services in 1976. Those who were asked
frequently . (once or more per week) fgr this help more than doubled, 14.4 per-
cent in 1973 to 32.4 percent in 1976.43 In 1976 62.4 percent of the nurses
said that they were frequently or occasionally asked for assistance with family
planning.

Basotho asking about abortions decreased, from frequent (once or more per
week) requests in 1973 of 8.1 percent to 4.1 percent in 1976. Likewise the
nurses had experienced fewer Basotho parents with non-professional induced
abortion§4from 8.7 percent frequently observing this in 1973, to 3.5 percent
in 1976.

In their own personal lives 21.8 percent of the nurses had used the oral
contraceptive pill in the previous year, and 7.7 percent were using it currently.
The most popular of the three methods, pill, IUCD and injectable, amongst the 25
nurses currently using a modern method, was the IUCD, by 9.8 of the respondents.
Seventy-one percent of the nurses were currently on no method of contraception,
but only 54.9 percent had used no method at all in the previous year.

D. Family Planning and Nutrition

There can be no doubt that malnutrition and family planning are closely
related in the traditional society of the Basotho. Certain beliefs about
intercourse which result in abrupt (overnight) weaning are well known amongst
formally educated and uneducated Basothp,both men and women. In the demonstration
zone at Tsakholo, records were kept on the frank kwashiorkor and marasmus cases
seen there in 1975. The linkage to tenacious traditional beliefs about weaning
was apparent even in women who were regularly attending the preschool clinics
where health education concerning nutrition and family planning is given regu-
larly. In other words, the occasional child appeared in a mild or moderate
state of malnutrition with a mother who '"should have known better." There is
a paucity of information on the etiology of malnutrition in Lesotho, and one of
the least explored areas has to do with the influence of customs and beliefs.
The beliefs concerning abstinence in the woman have a positive effect in
spacing children, However, the breaking of the abstinence taboo, either real
or imagined on the part of the husband, probably has dire consequences if it

leads to abrupt (overnight) weaning.
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Two questions were asked in this survey to determine if :the health pro-
fessionals in other parts of the country were having experiences with" frank
kwashiorkor or marasmus similar to the experience at Tsakholo. The results are
not a survey of incidence of the condition nor an epidemiology of the cause,
but an attempt to obtain what health professionals in other parts of the country
think might be contributing to the occurrence of the.severe. status of mal-
nutrition in their areas. They were asked, "Were any of the above (frank
kwashiorkor or marasmus cases) weaned abrupty (overnight) because of tra-
ditional, non medical beliefs (i.e. lebese le hloebile, lebese le senyehile)."

Table 27 summarizes the nurses and doctors recall as to whether they had
seen none, less than twenty, or twenty or more cases of frank kwashiorkor or
marasmus over the previous year. On the average 72.5 percent had seen less
than twenty cases in the past year and 7.4 percent indicated that they had
seen none at all, The highest response rate to 20 plus cases per year was from
the respondents in Butha Buthe, 44.4 percent, and Berea 42.3 percent. In Butha
Buthe 100.0 percent of the respondents indicated that some or all of the cases
they saw were connected with the carrying out of traditions. In Berea, 91.3
percent indicated the same findings. '

Overall, 78.5 percent of the respondents who had seen cases, indicated
that some or all of the cases were connected with abrupt weaning of the nature
described. This varied from district to district as shown in Table 28.

IV. COMPARATIVE RESULTS BY DISTRICT

Tables 28, 29 and 30 show comparative results by district of two sections
of this report. Tables 28 and 29, presented previously, demonstrate the dif-
ferences as perceived by respondents to the magnitude of malnutrition seen in
their districts the previous year. Forty percent or more of the respondents
in Berea, Butha Buthe, Leribe and Mohales Hoek indicated that they had seen
20 or more cases over the past year. It should be emphasized that in all
instances the respondents could have been talking about the same cases. This
question was not intended as an incidence survey.

The districts reporting that "all cases' were due to to the circum-
stances described in Question 46 are not the districts reporting the highest
occurrence. In Qaches Nek, Mafeteng, Maseru and Quthing, between 6.7 per-
cent to 27.3 percent of the respondents said that all cases were linked to
this traditional practice. One hundred percent of the respondents in Buthe
Buthe and Makhotlong indicated that at least some of the cases were thus re-
lated. The overall average for all districts was 78.5 percent believing the
condition(s) to be likewise related.

District data was compiled concerning the knowledge level attained in
each district. Table 30 demonstrates that although the highest performance
scores come from the Mafeteng vistrict, this performance level is jeopardized
when one eliminates input from the seven MCH/FP nurse practitioners in that
district.

V. DISCUSSION

The results of the 1976 KAP survey are compared with the baseline data
collected from essentially the same population reported in the 1973 results.
The data was analyzed by district as well as categorical group. As in the
1973 survey, the response by physicians was limited and is therefore not
reported. Forty-cight student nurses participated in the 1976 survey in



addition to 170 graduate nurses whose comparative results comprise the bulk of
this report.

Performance level on sixteen knowledge questions by the nurses as a group
showed a five percentile improvement in 1976 over 1973. This is demonstrated
to be primarily dye to the improved performance of twenty-four nurses who had
received certificates as MCH/FP nurse practitioners during the interim.
Marginal improvement was demonstrated comparing double-qualified murses with
on-the-job training to those likewise qualified without on-the-job training,
The performance level by district Shows:a ten percentile improvement in the
Mafeteng district as compared to all other districts, and this is related to
the presence of seven MCH/FP certificate nurses in that district. When the
districts were compared without the input of any MCH/FP certificate nurses,
the achievement of the nurses was highest in Berea and Lerine districts. Al-
though performance level by on-the-job trained nurses does not demonstrate
appreciable improvement at this time, it is early to evaluate impact,

Student nurses from government compared to non-government institutions
performed at about the same level on the knowledge questions, which was
overall about seven percentiles below the graduate nurses.

Overall attitudes concerning family planning and abortion had not
changed significantly since 1973, however the data presented several inde-
pendent variables that had come into wider acceptance in 1976 as compared to
1973.

A majority of the nurses who were on a modern method of contraception
were using the IUCD at the time of the survey, in contrast to 1973 when the
pill was the more popular method. This is perhaps a reflexion of the greater
availability of those trained to insert IUCD's.

As perceived by the respondents, patient demand for contraceptive services
has increased markedly since 1973 and requests for abortion or patients
suffering from the effects of non-professional induced abortions has diminished.

Questions were asked with regard to specific kinds of malnutrition and
their association with certain. traditional practices. A relationship appears
to exist in at least some of the cases in all of the districts and this should
receive further investigation.

VI. SUMMARY AND CONCLUSIONS

This survey represents an assessment of nurses’knowledge over time con-
cerning selected questions pertaining to reproduction, contraception and in-
fertility. As expected, the nurses who had received MCH/FP nurse practitioner
certificates in the interim of 1973-1976 achieved the highest performance level
and non-certificate "on-the-job" training is only beginning to have an effect.
The participation in the survey of 48 student nurses or student midwives from
all events demonstrated an overall lack of preparation in the subject.

Attitudes and experiences of the respondents demonstrated some differences
during the report period. Certain hypothesis were tested by correlations of
district with speci:ic variables and those results.suggest a need for further
investigation.

Specific statistical inferences are available in the 1973 report and were
not duplicated in this document.



VII. RECOMMENDATIONS

1. The KAP Questionnaire used in its unrevised form, 1973, and its re-
vised from, 1976, are no longer classified documents since completion of the
1976 survey. Therefore a new set of indices should be used for testing per-
formance levels in the future,

2. The districts should be motivated to provide regular opportunities
for on the job training. There is at least one nurse per district qualified
to a level of MCH/FP nurse practitioner around whom such a training effort
can be focused.

3. Schools of nursing should re-evaluate and/or update their curriculum
in these subject areas.

4. Further investigation should be made of the relationship, of frank
kwashiorkor and marasmus to customs known to be practiced countrywide and
educational efforts should be modified accordingly.
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FIGURE 1

RESPONSE BY NURSES TO:
"WITH WHOM DO YOU WORK DAILY IN YOUR PRESENT POSITION?"

No one :]2_9
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FIGURE 2

Percent Polygons comparing the distributions of scores on knowledge questions
for MCH/FP trained practitioners (1) and Double Qualified Nurses/with on-the-job training. (2)
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FIGURE 3

Cumulative percent Distributions for the Ideal Number of Children for
a young Basotho Couple to have as Desired by the Parents, Husband and
Wife of the couple (as perceived by all respondents, n = 229). See Table 19.
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NURSE RESPONDENTS 1973 AND 1976

REGISTRY OF BMPLOYED NURSES IN LESOTHO IN 1973 COMPARED TO

Registry of Nurses, 1973
Nurse respondents, Nov. 1973
Nurse respondents, July 1976

GOVERNMENT OF MISSIONS AND
LESOTHO % PRIVATE SECTOR %
166 100 177 100
128 80 45 25.4

110 66 60 34

TABLE 2. NURSE GRADUATES AND STUDENT NURSES BY EDUCATIONAL PREPARATION
MATRIC OR
SID 6 JC HIGHER TOTAL
Nurses (all categories) 1 119 50 170
Student Nurses (all levels) 0 19 29 48
TABLE 3, NATIONALITY OF NURSE RESPONDENTS
MOSUTHO MOSOTHO BY
BY BIRTH NATURALIZATION NON-MOSOTHO
Freq. % Freq. % Freq. %
NURSES 142 83.5 13 7.6 15 8.8
STUDENT NURSES 39 81.3 4 8.3 5 10.4
TABLE 4. SEX BY PROFESSIONAL CATEGORY

(Table not reproduced - all Nurse respondents female.)
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TABLE 5. AGE OF NURSES, STUDENT NURSES

20 - 24 years
25 - 29

30 - 34

35 - 39

40 - 44

45 - 49

50 +

NURSES (All categories) (n=169) STUDENT NURSES (n=48)

Freq, % Cunulative % Freq. % Cumulative %
10 5.9 5.9 25 52 52.1
31 18.3 24,2 14 29.2 81.3
26 15.4 39.6 6 12.5 93.8
34 20.1 59.7 3 6.3 100
29 17.2 76.9
12 7.1 84

27 16 100

169 100 48 100

*median age = 37.6 *median age = 24.8

TABLE 6. MARITAL STATUS

NURSES (n=170) STUDENT NURSES (n=48)

Freq. % Freq. %
Never Married 43 25.3 40 83.3
Married Now 110 64.6 6 12,5
Widowed 10 5.9 1 2.1
Divorced 3 1.8 1 2.1
Other 4 2.4 0 0

170

100 48 100
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TABLE 7. RELIGIOUS PREFERENCE
NURSES (n=170) STUDENT NURSES
(n=48)
Freq. % Freq. %
Roman Catholic 53 31.2 22 45.8
Protestant (all denominations) 95 55.8 22 45.8
Other than above 22 13 4 8.4

TABLE 9, NUMBER OF SONS, DAUGHTERS BORN COMPARED TO NOW LIVING PROGENY
OF 170 NURSES, MEDIAN AGE 37.6 YEARS
NUMBER OF CHILDREN* AVERAGE NUMBER
Sons born 206 1.212
Sons now living 158 .929
Daughters born 209 1,229
Daughters now living 188 1,106
Total children born 415 2.441
Total children now living 346 2,035

*44 nurse graduate respondents were nulliparous

TABLE 10

DISTRICT BASE AT TIME OF SURVEY, 1973, 1976

o
= =y | B
2 | é - 2|3
& E§ = B 2 Es E;
&= g g §§ 22|35
Nurse Respondents 1976 [ 20 | 8 [ 21 | 18 | 55 | 9 11 | 11 }16
Nurse Respondents 1973 | 16 | 14 16 14 | 69 6 10 15 {13
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TABLE 11, NURSES TIME IN PRESENT LOCATION OF EMPLOYMENT, 1973, 1976

Years NURSES, 1973 (n=166) NURSES, 1976 (n=168)
Freq. % Cumulative % Freq. % Cumulative %
less than 1 40 24 24 45 27 27
1-2 27 16 40 27 16 43
more than 2 99 60 100 96 57 100
Total 166 100 168 100

TABLE 12, EMPLOYER OR SPONSOR AT TIME OF SURVEY

S 2 |z
z &3 Eg
& = 2 <
[9p) %BU | @)
2 | g38 | g2
S &5aa 3]
AL
B8 | &g
Nurses 110 32 13 12 3
Student Nurses 27 21

TABLE 13, JOB STATUS OF NURSE RESPONDENTS

Freq. %
Staff Nurse 112 65.9
Nursing Sister or Charge Nurse 27 15.9
Sister Tutor 5 2.9
Public Health Nurse 11 6.5
Matron 5 2,9
Other 10 5.9
Total 170 100.00
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TABLE 14. SOURCE OF MOST PROFESSIONAL TRAINING OF NURSES 1973, 1976

NURSES - 1973 NURSES - 1976
(n = 173) (n = 170)
‘Freq. % |Freq. - §
In Lesotho 81 46.8 | 96 5.5
In R.S.A. 72 41.6 63 37.1
Other African Country 3 1.7 2 1,2
Country on Other
Continent 17 9.8 |9 5.3
TOTAL S 173 .100.0 170. . .100.0. .}.




TABLE 15.

PERCENT OF NURSES BY CATEGORY AND YEAR WHO ANSWERFN STXTF™' “NOWLEDGE QUESTIONS CORRECTLY

1976

1973 1973 11)(92;2 DQN Méf;}f?p 1976

KAP SUBJECT AREA Do ALL NURSES | No oN gop | WITH ON JOB | cpry | ALL NURSES
Q. # (n=126). | .(n = 173) négﬂinsg) =63 | @72 n = 170)
23, Hormone for Ovulation (1) 31.1 30.6 48.4 31.7 45.8 37.6
24. Ovum Available How Long (3) 24.8 24.8 32.8 22.2 37.5 29.4
25. Male Pubertal Hormone (3) 65.9 65.3 67.2 61.9 75.0 63.5
26. Sperm Life in Female (1) 24.0 25.4 32.8 33.3 54.2 34.1
27. Fertilization Where (2) 66.7 70.5 74.1 71.4 87.5 . 75.3
28. Sex Determined by (2) 41.3 45.7 62.1 71.4 79.2 65.9
29. Probahle Common Cause of

Intertility (4) 50.0 50.2, 48.3 46.0 66.7 49.4
30. First Step Infertility

Evaluation (2) 81.0 80.9 84.5 85.7 91.7 86.5
31, Every Woman Needs (4) 23.0 20.2 24.1 44.4 62.5 - 37.1
37. Safest Age for Childbirth

(3 73.0 72.8 70.7 71.4 75.0 70.6
38. World Most Frequent Birth

Control Method (2) 8.7 8.7 5.2 1.6 8.3 3.5
51. So-Called Safe Period (2) 31.7 31.4 32.8 27.0 54.2 32.9
52. Proper Prac. Withdrawal (4) 31.7 28.9 24.1 38.1 45.8 35.9
53. Insert Diaphragm When (1) - - 58.6 66.7 87.5 65.9
54. Remove Diaphragm When (2) -. - 36.2 47.6 54,2 42.9
55. Forgotten Pill (3) 71.4 71.1 65.5 81.0 91.7 78.2

ALL QUESTIONS (TOTAL AVE) 44.6 45.6 47.4 '50.1 -'59.9. '50.55

)

nuiber of correct response on questionnaire.
DQN = Double Qualified Nurse,

The 1976 columns exclude the 24 nurses with MCH/FP certificates.
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TABLE 16: PERCENT PERFORMANCE LEVEL OF GOVERNMENT SPONSORED VERSUS NON-
GOVERNMENT SPONSORED STUDENT NURSES TO SIXTEEN KNQOWLEDGE QU

STIONS,

KAP# SUBJECT AREA STUDENT NURSES STUDENT NUR
GOVERNMENT OF NON-GOVERNM
LESOTHO (n=26) (n=19)

23 Hormone for Ovulation (1) 3.8 57.9

24 Ovum Available How Long (3) 26.9 26.3

25 Male Pubertal Hormone (3) 73.1 57.9

26 Sperm Life in Female (1) 30.8 42.1

27 Fertilization Where (2) 88.5 84,2

28 Sex Determined by (2) 42.3 47 .4

29 Probable Common Cause of Infertility (4) 34.6 31.6

30 Firsc Step Infertility Evaluation (2) 76.9 94.7

31 Every Woman Needs (4) 19.2 21.1

37 Safest Age for Childbirth (3) 76.9 63.2

38 World Most Frequent Birth Control Method (2) 3.8 5.3

51 So-called Safe Period (2) 23.1 31.6

52 Proper Prac. Withdrawl (4) 30.8 15.8

53 Insert Diaphragm When (1) 34.6 26.3

54 Remove Diaphragm When (2) 23.1 10.5

55 Forgotten Pi11 (3) 46.2 52.6

Average Total 39.7 .8

TABLE 17: PREVIOUS EDUCATION OR TRAINING RECEIVED BY NURSES AND STUDENT NURSES
IN INFERTILITY AND FAMILY PLANNING, 1973, 1976

Percent with this level of trajning
NURSES 1973 NURSES 1976 STUDENT ]
(n=173) (n=170) NURSES (r
INFERTILITY TRAINING RECEIVED:
In basic professional <chooling 29.2 22.9 25.0
‘In post graduate training 12.3 17.6 4.2
On the job 16.4 38.8 4,2
None at all 50.3 30.6 72.9
CHILD SPACING/FAMILY PLANNING:
In basic " professional schooling 19.3 21.8 20.8
In post graduate training 1n.7 13.5 0.0
On the job 25.1 49.4 8.3
None at all 47.4 22.4 70.8
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No, of Children. . | . . Frequency. . % . ) ... Cm &
2 0.5 0.5
3 1.5 2.0
4 13 6.5 8.5
5 28 14.0 22.5
6 33 16.5 39.0
Yedtan 7 15 7.5 46.5
8 23 11.5 58.0
9 5 2,5 60.5
10 52 26.0 £6.5
11 4 2,0 88.5
12+ 23 11.5 100.0
200

* 47 non-response (27.1%)

TABLE 19. CUMULATIVE PERCENT DISTRIBUTIONS OF THE IDEAL NUMBER OF CHILDREN FOR A
YOUNG BASOTHO COUPLE DESIRED BY THE PARENTS, HUSBAND AND WIFE OF THE
COUPLE AS PERCEIVED BY ALL RESPONDENTS (n = 229).

IDEAL COUPLE'S PARENTS HUSBAND WIFE

NMBER I povs |girus (Toran | Bovs [cirus |roran | sovs |cIrLs |rormaL
0 0.0 | 0.0l o0 0.4 | 4.4 | 0.4 1.3 ] 0.0 | 0.4
1 8.7 | 12.4 | 0.0l 7.9 y37.1 | 0.4 323 | 2.8 | 0.4
2 66.4 | 73.8 | s.20a7.2 | 76.4 | 8.3| 88.2 | 74.7 | 14.8
3 83.0 | 85.2 | 14.0 | 75.5 | 86.5 | 23.6) 95.6 | 91.3 | 31.9
4 92.¢ | 94.3 | 64.2 | 88.6 | 93.9 | 58.1| 97.4 | 96.5 | 77.7
5 96.5 | 96.9 | 73.4 | 9.8 | 96.9 | 72.2] 98.7 | 98.3 | 87.3
6 979 | 98.3 | 84.7 | 98.3 | 97.8 | 83.4| 99.1 | 99.6 | 95.6
7 98.3 | 98.3 | 86.0 | 98.7 | 98.3 | 88.2| 99.6 | 99.6 | 9.1
8 98.7 | 98.7 | 92.1| 98.7 | 98.7 [ 90.8| 99.6 | 99.6 | 97.4
9 100.0 [100.0 |[790.0 |100.0 |100.0 |100.0 |100.0 |100.0 |100.0

MEDIAN 1.73| 1.621 3.721 2.10] 1.33| 3.771 1.3:2] 1.53| 3.40
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TABLE 20: BEST CONTRACEPTIVE METHOD FOR BASOTHO

METHOD Percent Listing Method as First Chofce
Nurses-1973 Nurses-1976 Student Nurses
(n =173) (n = 170) (n = 48)

Oral Pil 28,2 38.8 14,6
IUCD 13.3 27.1 12.5
Injectable 11.6 4.1 2,1
Condom/Diaphragm 7.5 7.6 4,2
Sterilization 1.2 .6 2,1
Other 10.4 6.5 8.3
No response 26.6 14.7 56.2
Nothing 1.2 .6 0.0

TABLE 21: QUESTION 47, WITH REGARD TO FAMILY PLANNING, I THINK A PROFESSIONAL

HEALTH WORKER (NURSE, NURSE MIDWIFE, OR DOCTOR) SHOULD:

ACTION PERCENT NURSES PERCENT NURSES
AGREE 1973 AGREE 1976
(n =173) (n =170)

1. Discuss routinely with prenatals

(regardless of age or marital status) 91.3 82.9
2. Discuss routinely with post partums

(regardless of age) 83.2 86.5
3. Discuss routinely with all post partums

(regardless of marital status) 77.4 84.7

4. Assess Family Planning needs with almost

every client, 66.5 63.5
5. Discuss routinely with pre-school mothers 80.4 84.7
6. Discuss with community groups 82.6 80.6
7. Discuss often with men 85.6 87.1
8. Discuss only if not in conflict with my own

beliefs 26.0 27.6
9. Discuss only if I don't perceive a conflict

with the client's beliefs. 31.2 25.9
10. Discuss regardless of age 37.5 38.8
11. Discuss regardless of marital status 58.4 62.9
12, Never give Family Planning information or

services 4.6 6.5
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TABLE 22: PERCENTAGE AGREEMENT/DISAGREEMENT ON THIRTEEN SELECTED ABORTION

VARIABLES BY 170 NURSES 1976.

SITUATION PERCENTAGE AGREE PERCENTAGE
NURSES DISAGREE
NURSES

Medical threat to woman's life 85.3 7.6
Woman seriously mentally i11 83.5 8.2
Couple with genetic defect 65.3 16.5
Rape or incest A47.1 32.4
Girl under 12 years old 47.6 32.4
Couple feel too many children 30.0 47.6
Woman too old 27.1 44,7
Couple with method failure 24.1 60.6
Couple feel cannot afford 22.9 56.6
Woman doesn't want pregnancy 19.4 61.7
Prostitute is pregnant 12.4 7.8
Unmarried woman is pregnant 9.4 76.5
Woman's choice of birth control 5.3 84.1
Never agree to abortion 30.0 50.0
Tntal average percent excluding "never agree"

1973 35.34 46.58

1976 36.88 46.16
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"TABLE '23. PERCENT OF NURSES EXPERIENCING CASES REQUESTING FAMILY PLANNING
INFORMATION, - COUNSELING,. OR SERVICES 1973, 1976

Family Planning Client

Requests
NURSES, 1973 (n = 173) 14.4 32.9 26,0 24.8 1.2
NURSES, 1976v(n é‘170) _ 32.4 30.0 17.6 18.2 ‘l.S

*Frequently = once or more per week; Occasionally = Once or twice a month;
Rarely = once or twice a year.

TABLE 24. PERCENT OF NURSES 1973, 1976 EXPERIENCING CASES OF BASOTHO CLIENTS
ASKING ABOUT ABORTION OR BASOTHO PATIENTS WHO HAD NON-PROFESSIONAL
INDUCED ABORTION : ‘ S . :

Freq? Occas. Rarely Never had Never had No
But heard Never heard Response

Basotho asking about

abortions
NURSES 1973 (n = 173) 8.1 9,2 32.9 - 48.0 0.5
NURSES 1976 (n = 170) 4.1 12.9 39.4 - 42.4 1.2

Basotho patients with
non-professional induced

abortions
NURSES 1973 (n = 173) 8.7 18.5 22.5 38.1 10.4 1.7
NURSES 1976 (n = 170) 3.5 15.3 24,7 36.5 19.4 .6

*Frequently = once or more per week; Occas. = once or twice a month;
Rarely = once or twice a year,
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TABLE 25, CONTRACEPTIVE USE BY NURSES

NURSES [(n = 142%)

USE USE
METHOD PAST YEAR RIGHT NOW
None 54.9 71.1
Pill 21.8 7.7
TUCD 9.2 9.8
Injectable 3.5 2.1
Condom/Diaphragm
Foams, etc. 3.5 1.4
Sterilization 0.7 1.4
Other nomnmedical
methods 6.3 6.3

*Figure does not include 27 nurses 50+ years old

TABLE 26. AVERAGE PERFORMANCE LEVEL OF NURSES BY DISTRICT TO SIXTEEN KNOWLEDGE
QUESTIONS (IN PERCENT OF CORRECT RESPONSES)

DISTRICT PERCENT CORRECT RESPONSES
Berea

All nurses (n = 20) 52.2

Minus MCH/FP Cert Nurses (n = 19) 53.9
Butha Buthe

All nurses (n = 8) 54,7

Minus MCH/FP Cert Nurses (n = 7) 49,1
Leribe

All nurses (n = 21) 53.6

Minus MCH/FP Cert Nurses (n = 18) 52.1
Mafeteng

All nurses (n ~ 18) 56.9

Minus MCH/FP Cert Nurses (n = 11) 50.6
Maseru

All nurses (n = 55) 51.5

Minus MCH/FP Cert Nurses (n = 51) 50.4

Mohales Hoek

All Nurses (n = 9) 43,1

Minus MCH/FP Cert Nurses (n = 8) 42,2
Mokhotlong

All nurses (n = 11) 41.5

Minus MCH/FP Cert Nurses (n = 10) 41,3
Qaches Nek

All nurses (n = 11) 50.6

Minus MGH/FP Cert Nurses (n = 9) 41.7
Quthing

All nurses (n = 16) 48.0

Minus MCH/FP Cert Nurses (n = 15) 46.7
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TABLE 27. PERCENT RESPONSES BY DISTRICT OF 229 NURSES AND DOCTORS TO Q.45

"HAVE YOU SEEN ANY FRANK KWASHIORKOR OR MARASMUS CASES THIS PAST

YEAR?"

LESS THAN 20 OR MORE

20 CASES CASES PER
DISTRICT NONE PER YEAR YEAR
1, Berea 3.8 53.8 42.3
2, Buth Buthe 0.0 55,5 44 .4
3. Lleribe 4,3 65.1 30.4
4. Mafeteng 0.0 95.0 5.0
5. Maseru 12.1 74.8 12.1
6. Mohales Hoek | 10.0 60.0 30.0
7. Mokhotlong 9.1 81.9 9.1
8. Qaches Nek 0.0 83.3 16.7
9. Quthing 5.6 77.8 16.7
AVERAGE PERCENT 7.4 72,5 19.2

TABLE 28. PERCENT RESPONSES BY DISTRICT TO Q.46 CONCERNING TRADITI(NAL PRACTICE
OF ABRUPT WEANING CONTRIBUTING TO MALNUTRITION CASES (n = 191 RESPON-
DENTS SEEING CASES)

NONE OF
DISTRICT SOME CASES | ALL CASES THE CASES
Berea 91.3 0.0 8.7
Butha Buthe 100.0 0.0 0.0
Leribe 89.5 0.0 10.5
Mafeteng 88.9 11.1 0.0
Maseru 71.8 8.9 19.2
Mohales Hoek 55.6 0.0 44,4
Mokhotlong 100.0 0.0 0.0
Quaches Nek 36.4 27.3 36.4
Quthing 86.6 6.7 6.7
AVERAGE PERCENT 78.5 6.8 14,6




-25-

The results of the 1976 KAP survey are compared against the baseline data
collected from essentially the same population reported in the 1973 results.
The data was analysed by district as well as categorical group. As in the 1973
survey, the response by physicians was limited and is therefore not reported.
Forty-eight student nurses participated in the 1976 survey in addition to the
170 graduate nurses whose comparative results comprise the bulk of this report.

Performance level on sixteen knowledge questions by the nurses as a group
showe\d a five percentile improvement in 1976 over 1973, This is demonstrated
to be primarily due to the improved performance of twenty-four nurses who had
received certificates as MCH/FP nurse practitioners during the interim, Mar-
ginal improvement was demonstrated comparing double-qualified nurses with on-
the-job training to those likewise qualified without on-the-job training. The
performance level by district shows a ten percentile improvement in Mafeteng
district compared to all other districts, and this is also due to the presence
mf seven MCH/FP certificate nurses in that district, When the districts were
compared without the input of any MCH/FP certificate nurses, the achievement
of the nurses was highest in Berea and Leribe districts.



QUEST IONNAIRE
KAP SURVEY

LESOTHO, JULY, 1976

PLEASE DO NOT PUT YOUR NAME ON THE PAPER. WE WILL USE THE INFORMATION OBTAINED FOR
HEALTH PLANNING AND TRAINING PURPOSES. AFTER THE INFORMATION HAS BEEN CORRELATED, THE
PAPERS WILL BE DESTROYED . NO ONE EXCEPT THE UNIVERSITY OF CALIFORNIA PROJECT STAFT
WILL SEE OR HAND STIONNAIRES. THE GENERAL INFORMATION WILL BE SUMMARIZED AND
USED FOR MCH PROGRAM PLANNING WITHIN THE MINISTRY OF HEALTH.

THANK YOU FOR YOUR COOPERATION.

1. QUESTIONNAIRE NUMBER

2. BASIC EDUCATION (Underline the highest level achieved)
1, Standard 6
2, J.C.
3. Matriculation

4, Other (explain)

3. PROFESSIONAL TRAINING LEVEL: (Underline the highest level achieved)
1. Single qualified nurse, single qualified midwife, enrolled nurse
2. Double qualified nurse-midwife
3. Public health nurse
4. Sister tutor

5. Other nursing speciality (explain)

6. Doctor in gemeral practice
7. Doctor with speciality training
8. Student Nurse

9. Other (explain)

4, NATIONALITY: (underline one)
1. Mosotho by birth
2. Mosotho by naturalization
3. Non-Mosotho
5. SEX {Underline which)
1. Male

2. Female



6. AGE (Write in mumber of years)

1. ___ years

7. MARITAL STATUS: (Underline one)
1..Single 3. Widowed 5. Separated
2. Married 4, Divorced

8. RELIGION: (Underline one)
1. Catholic
2. Protestant
3. Other

9. NUMBER OF CHILDREN: (State number in space provided. If you have no children
born or living put "0" in all spaces)

1. Sons born

2. natural sons living

3. sons adopted

4, ______ adopted sons living

5. daughters born

6. natural daughters living
7. daughters adopted

8. adopted daughters liling

—— . —

10. IN WHICH DISTRICT ARE YOU CURRENTLY EMPLOYED?

1. Bersa 4., Mafeteng 7. Mokhotlong
2. Butha-Buthe 5. Maseru 8. Qacha's Nek
3. Leribe 6. Mohale's Hoek 9., Quthing

11. WHAT.POST DO YOU HOLD NOW? (Job category)
1. Staff nurse or nurse midwife
2. Nurse in charge, sister in charge, nursing sister
3. Tutor or sister tutor
4, Public Health nurse
S. Matron
6. Doctor or medical officer

7. Stident Nirse
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12, IS YOUR JOB PRIMARILY HOSPITAL BASED?
1. YES 2, NO
13. IS YOUR JOB PRIMARILY BASED IN A RURAL HEALTH CENTER OR CLINIC?
1. YES 2. NO
14, ARE YOU A PUBLIC HEALTH WORKER (NEITHER HDSPITAL NOR RURAL CLINIC BASED)
1. YES 2. NO
15, WHO PAYS YOUR SALARY OR SPONSORS YOU?
1. Government or outside donor to the govermment
2. Mission or outside donor to the mission
3. C.R.S. or Red Cross
4. L. FP, A,

5. Other (explain)

16. HOW LONG HAVE YOU WORKED IN YOUR PRESENT LOCATION(THIS JOB AND THIS SETTING) IN
LESOTHO?

1. Less than 3 months
2, 3 months up to 6 months
3. 6 months up to 1 year
4. 1 year up to 2 years
5. More than two years
17. WITH WHOM DO YOU WORK DAILY IN VNUR PRESENT POSITION? (Underline Aas many as apply)
1. With non-professionals (ward attendants, scrubbers, health aids)
2, With trained nurses
3. With one doctor or more than one doctor physically present
4, Alone
18. WHERE DID YOU RECEIVE MOST OF YOUR PROFESSIONAL TRAINING? (Underline one only)

1. In Lesotho
2. In the Republic of South Africa

I

In some other country in Africa

Other

<+
.
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19. THE HORMONE MOST DIRECTLY RESPONSIBLE FOR OVULATION IS (Underline one response)
1, Follicle stimulating hormone (FSH)
2, Testosterone
3. Estrogen
4, Progesterone
5. I don't know °

20, DURING EACH CYCLE, THE OVUM IS AVAILABLE TO BE FERTILIZED FOR APPROXIMATELY:
(Underline one response)

1. 10 days

2. 1 day

3. 4 days

4. 8 hours

5. I don't know

21. THE MALE HORMONE RESPONSIBLE FOR CHANGES IN THE YOUNG BOY AT PUBERTY IS:
(Underline one response)

1. Progesterone
2. Estrogen
3. Testosterone
4. Aldosterone
5. I don't know
22. SPERM CAN LIVE IN THE FEMALE GENITAL TRACT AFTER INTERCOURSE FOR APPROXIMATELY:

1. Two to three days 4. Two hours
2. One week 5. I don't know
3. 24 hours

23. FERTILIZATION USUALLY TAKES PLACE: (Underline one response)
1. In the cervix
2. In the Fallopian tube
3. In the uterine cavity
4, In the ovary
5. I don't know
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24, AT THE TIME OF FERTILIZATION, THE SEX OF THE NEW FETUS IS DETERMINED BY:
(Underline one response)
1. The sex chromosome from the mother
2. The sex chromosome from the father
3. ‘Purely by chance
4. I don't know
25. THE PROBABLE MOST FREQUENT CAUSE OF INFERTILITY IS: (Underline one response)
1. Psychological
2. Failure of ovulation
3. Failure of spermatogenesis
4. Infection of the Fallopian tubes or vas deferens
5. I don't know

26, IN EVALUATION OF THE INFERTILE COUPLE, THE FIRST STEP IS TO OBTAIN:
(Underline one response)

1, A sperm count

2. A couple's medical history
3. An endometrial biopsy

4. An hysterosalpingogram

5. I don't know

27. EVERY WCMAN WHO SEEKS COUNSELLING FOR EITHER INFERTILITY OR ASSISTANCE WITH
CHILD SPACING SHOULD HAVE: (Underline one)

1. An electrocardiogram 4. A breast examination
2. A chest X-ray 5. I don't know
3. A blood clotting time

28. DURING THE PAST YEAR, HAVE YOU HAD BASOTHO CLIENTS WHO HAVE REQUESTED HELP WITH
PROBLEMS OF INFERTILITY? (Underline one)

1. Frequently (once a week or more often)
2. Occasionally (once or twice a month)
3. Rarely (once or twice a year ov less)

4, Never



29,

30.

31,

32.

33.
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HAVE YOU EVER RECEIVED ANY TRAINING IN THE EVALUATION OF THE INFERTILE COUPLE?
(Underline as many as apply)

1.
2,
3.
4,

Yes, in my basic professional schooling
Yes, in my post-graduate training
Yes, on the job or other short course work

No, none at all

FROM A PHYSIOLOGICAL POINT OF VIEW, THE SAFEST AGE FOR WOMEN TO BEAR CHILDREN IS:
(Underline one response)

S.

Between the ages of 15 and 45 years
Between the ages of 30 and 40 years
Between the ages of 20 and 30 years
Between the ages of 15 and 25 years

I don't know

IN THE WORLD TODAY, THE MOST FREQUENTLY USED METHOD FOR AVOIDING UNWANTED CHILDREN

IS:

4.
5.

(Underline one response)
The contraceptive pill
Abortion
The intrauterine contraceptive device (IUCD)
Abstinence

I don't know

DURING THE PAST YEAR, HAVE YOU HAD BASOTHO CLIENTS WHO HAVE REQUESTED CHILD
SPACING OR FAMILY PLANNING SERVICES (Underline one response)

4.

Frequently (once a week, or more often)
Occasionally (once or twice a month)
Rarely (ouce or twice a year or less)

Never

IF A YOUNG BASOTHO COUPLE YOU KNEW WERE GETTING MARRIED, HOW MANY CHILDREN DO YOU
THINK THE COUPLE'S PARENTS WOULD WANT THEM TO HAVE? (State how many)

1.

boys 2. girls
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34, IF A YOUNG BASOTHO COUPLE YOU KNEW WERE GETTING MARRIED, HOW MANY CHILDREN
DO YOU THINK THE HUSBAND WOULD WANT AND T.E WIFE WOULD WANT? (State how many)
HUSBAND WIF™

1, boys 1. boys

2. ' girls 2. girls "

35. WHAT CHILD SPACING METHQOD(S) (INCLUDING COMBINATION OF METHODS) HAVE YOU USED
PERSONALLY WITHIN THE PAST YEAR? (Record up to three answers. If none, write
"none" in the first space.)

1,

2,

3.

36. WHAT CHILD SPACING METHODS INCLUDING COMBINATION OF METHODS ARE YJU USING RIGHT
NOW?  (If none, write "none" in the first space.)

1,

2,

37. THE SO-CALLED "SAFE PERIOD" IN A WOMAN WITH A REGULAR 28 DAY MENSTRUAL CYCLE FALLS:
(Underline one response)

1. The second and third weeks of a 4 week cycle,
2. The last 10 days of one cycle and the first 7 days of the next.
3. The week of menstruation
4. Roughly the week just before and the week just after her menstrual flow.
5. I don't know
38. THE PRACTICE OF COITUS INTERRUPTUC (WITHDRAWAL) INVOLVES: (Underline one response)
1. Avoiding intercourse at a time during which impregnation can occur.
2. Preventing ejaculation
3. Avoiding deposition of sperm in the vagina only.
4. Avoiding deposition of sperm in the vagina and the external genitalia.
5. 1 don't know,

39. FOR BEST CONTRACEPTIVE EFFECTIVENESS, THE DIAPHRAGM MUST BE INSERTED (Underline
one response)

1. With contraceptive jelly 3. Several hours before intercourse

2. With KY jelly 4, I don't know



40,

41.

42.

43,

a4,

45.
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THE DIAPHRAGM SHOULD BE REMOVED (Underline one “response)
1. Immediately following intercourse.
2. The next day after intercourse.
3. Several days after intercourse.
4, I don't know,

IF A WOMAN FORGETS TO TAKE A CONTRACEPTIVE PILL AT THE SCHEDULED TIME, ON THAT
DAY SHE SHOULD (Underline one response)

1. Skip that pill, since missing just one pill does not matter.
2, Take the forgotten pill at the end of the cycle.

J. Take the forgotten pill as soon as she remembers,

4, I don't know.

WHAT CHILD SPACING METHODS DO YOU THINK WOULD RE BEST FOR BASOTHO COUPLES?
(Name up to four methods in the order of your preference, or underline "5')

1. 4.
2. 5. I don't know
3.

HAVE YOU EVER RECEIVED ANY TRAINING IN PROVIDING FAMILY PLANNING INFORMATION OR
SERVICES? (Underline as many as apply)

1. Yes, in my basic professional schooling.
2, Yes, in post-graduate training.

3. Yes, on the job or other short courses.
4. No, none at all.

HAVE YOU RECEIVED CERTIFICATION AS AN MCH/FP NURSE PRACTITIONER? (Underline yes
or no)

1. YES 2. NO

HAVE YOU SEEN ANY FRANK KWASHIORKOR AND/OGR MARASMUS CASES THIS PAST YEAR?
(Underline one response)

1. Yes, one or two cases this past year.

2. Yes, three to ten cases this past year,

3. Yes, more than ten but less than twenty cases this past year.
4. Yes, more than twenty cases this past year.

5. No, none at all this past year.



46,

47,
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WERE ANY OF THE ABOVE KWASHIORKOR AND/OR MARASMUS CASES WHICH YOU SAW ABRUPTLY
WEANED BECAUSE OF TRADITIONAL, NON-MEDICAL BELIEFS (LEBESE LE HLOEBILE, LEBESE

LE SENYEHILE,)?

1.
2.
3.
4,
5

I did not see any Kwashiorkor or Marasmus cases this past year.

Yes, some of them.

Yes, all of them.

No, none of them.

I don't know.

INDICATE IF YOU AGREE OR DISAGREE BY UNDERLINING ''YES'' OR 'NO" OR '""UNDECIDED"
IN FRONT OF EACH OF THE FOLLOWING COMPLETIONS TO THIS STATEMENT:

I THINK THAT A PROFESSIONAL HEALTH WORKER (NURSE, NURSE-MIDWIFE OR DOCTOR) SHOULD:

Yes

Yes

Yes

"Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

No

No

No

No

No
No

No

No

No

No

No

Undecided

Undecided

Undecided

Undecided

Undecided

Undecdided
Undecided

Undecided

Undecided

Undecided

Undecided

Undecided

(1)

(2)

(3)

(4)

(5)

(6)
(7

(8)

(9

(10)

(11)

(12)

Discuss Family Planning routinely with all
patients regardless of age or marital status.

Discuss Family Planning routinely with al:
postpartum patients regardles’d of age.

Discuss Family Planning routinely with all
postpartum patients regardless of marital
sta. is.

Asses and inquire about Family Planning statt
and needs in almost every client contact.

Discuss Family Planning with all mothers in
the Preschool or Under-Fives clinic.

Discuss Family Planning with community group.

Discuss Fzily Planning with men as often as
possible,

Discuss only those Family Planning methods
that do not conflict with his (the health
worker's ) own personal beliefs,

Discuss Family Planning only when he thinks
that child spacing does not conflict with
the client's personal beliefs.

Discuss Family Planning with any client
regardless of age.

Discuss Family Planning with any client
regardless of marital status.

Never give Family Planning information.
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48, DURING THE PAST YEAR HAVE YOU HAD BASOTHO CLIENTS WHO HAVE ASKED ABOUT ABORTION FOR
. AN UNWANTED PREGNANCY? (Underline one response)
1. Frequently (once a week or more often)
2. Occasionally (once or twice a month)
3. Rarely (once or twice a year or less)
4. Never

49. DURING THE PAST YEAR HAVE YOU HAD BASOTHO PATIENISWHO HAVE HAD NON PROFESSIONAL
INDUCED ABORTIONS ? (Underline one response)

1. Frequently (once a week or more)
2. Occasionally (once or twice a month)
3. Rarely (once or twice a year or less)
4. Never had them as patients, but have heard of them,
5. Never had them as patients and never heard of them.
50. IN YOUR OPINION, IF A CLIENT REQUESTED IT, A PREGNANCY COULD BE STOPPED BY PER-

FORMING AN ABORTION UNDER WHICH OF THE FOLLOWING CIRCUMSTANCES? (Underline if
you "agree" or "disagree' or are "undecided" about each of the fnllowing responses.)

Agree Disagree Undecided 1. Abortion should mever be performed.

Agree Disagree Undecided 2. If a woman is pregnant because
of rape or incest.

Agree . Di=agree Undecided 3. If a girl is younger than 12 years.

Agree Disagree Undecided 4, If a couple has an inheritable
disease which might cause an
abnormal child.

Agree Disagree Undecided 5. If a couple cannot afford another
child.

Agree Disagree Undecided 6. If a woman has a serious mental
illness which might be made worse
by continuing the pregnancy.

Agree Disagree Undecided 7. If a couple feel they have too
many children. How many is ''too
many'children? State number

Agree Disagree Undecided 8. If a woman is too old. What age
is "too 01d"? State age

Agree Disagree Undecided 9, If a woman is ummarried.

Agree Disagree Undecided 10. If a woman has severe medical illnes

which might cause her to die if she
continues the pregnancy.



Agree

Agree

Agree

Agree

Disagree

Disagree

Disagree

Disagree

-11-

Undecided

Undecided

Undecided

Undecided

11,

12,

13,

14,

If a woman does not want the
pregnancy,

If a prostitute finds herself
pregnant,

If a couple has been conscientio

using a method of contraception,
but the wife becomes pregnant
anyway (method failure)

In the woman who chooses abortio:
as a method of preference for
birth control.

THE END: THANK YOU AGAIN FOR YOUR ASSISTANCE AND COOPERATIONY
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THE RETROSPECTIVE SURVEY OF CONTRACEPTIVE ACCEPTORS IN LESOTHO (RSCAL)
(1972 - 1974)

GENERAL PURPOSES AND OBJECTIVES

The Retrospective Survey of Contraceptive Acceptors in Lesotho (RSCAL)
during 1972 to 1974 was undertaken at the request of Ministry of Health of
Lesotho in April of 1975(8) to fulfill the following general purposes:

1. Evaluate existing medical record systems.

2. To establish the pattern and extent of contraceptive acceptance
and use in Lesotho during the three years 1972 to 1974.

3. To provide information for program planning of health services
disseminating contraceptives.

4. To provide baseline data which can be utilized for comparison with
future descriptive and/or analytic surveys in Lesotho.

Based on these purposes a series of objectives was generated which, if
met, would be sufficient to secure the accomplishment of the aforementioned
general purposes. These objectives have been categorized into three areas of
information needs which conveniently correspond to the three basic areas of
statistics, i.e., description, estimation, and statistical inference or testing.
The objectives relating to description can be further categorized to pertain
to pre- or post-surver characteristics of acceptors. Hence, the following
classification and ¢ ectives have resulted.

I. Preliminary Descriptive Objectives Summary statistics of initial acceptance
of contraceptives.

A. Collection of acceptance statistics from all health facilities in Lesotho
which provided contraceptives during 1972 - 1974.

B. Determination of the number of acceptors of the three main methods of
contraception in Lesotho for the period 1972 - 1974.

C. Comparison of acceptors of the different methods by age, marital
status, parity, and number of living children.

II. Secondary Descriptive Objectives. Compilation of summary statistics on
clients' contraceptive and pregnancy experience subsequent to initial
acceptance. It was desired to establish:

A. Status of clients' knowledge and attitudes toward contraception.

(a) This project was supported and funded University of California Extension/
Santa Cruz, Maternal and Child Health Project in Lesotho.



III.

. Duration of use of method of initial acceptance.
. Extent of use of methods other than that initially chosen.
Extent of occurrences of planned and unplanned pregnancies.

Reasons for method changes.

:nmpow

Specific problems which clients encountered with the three contra-
ceptive methods.

Estimation-Related Objectives. It was deemed important to obtain estimates
of:

A, Number of clients discontinuing contraception.

B. Number of method changes per client.

Inferential Objectives. Assessment of statistically significant results.

A. An important objective was to evaluate the relative impact of factors
such as age, number of living children, education, etc., on clients'

continued use of contraception.

B. Specifically it was desired to assess the relationship between employ-
ment status and continuation of contraception.



CHARACTERISTICS OF THE INITIAL ACCEPTORS

Prior to the inception of the RSCAL survey a feasibility study was
undertaken to ascertain the completeness and scope of existing medical record
systems functioning for all the agencies providing family planning services in
Lesotho. At this time cooperation was established with government hospitals
and clinics, Lesotho Family Planning Association (LFPA), Private Health Assccia-
tion of Lesotho (PHAL) and private physicians. The latter group consisted
of six physicians in Maseru who did not have separately filed medical records
for contraceptive acceptors and a search through their medical records for a
small number of acceptors was deemed not worthwhile to pursue. Two hospitals,
Queen Elizabeth II and Maluti Hospital had absolutely no medical records on
contraceptive acceptors. For the remaining agencies it was possible to retrieve
data for each acceptor only on the following variables: method of contraception,
date of acceptance, age, marital status, parity, and number of living children.
Since there were only fifty acceptors of methods other than pills, intrauterine
contraceptive devices (IUCD), or Depo Provera (Depo), it was decided to exclude
this group of acceptors from this report.

The number of acceptors by method and year is contained in Table 1.1
Maseru LFPA was the most active clinic, accounting for 1705 acceptors, or 40.0
percent of all acceptors in the study period. Inspection of Table 2 yields
two observations deserving special mention. Relative to all methods accepted
during 1972 to 1974, Depo Provera appears to be increasing in popularity. The
percent by year accounted for by Depo climbs from 3.9 to 30.1 during 1972-4.
The pill, on the other hand, steadily decreases in popularity trom 68.7 percent
to 55.0 percent. However, it should be mentioned that most providers of contra-
ceptives in Lesotho have discontinued use of Depo except for selective cases
since January of 1975. This decrease in Depo use has been accompanied by an
increase in health personnel trained to insert IUCDs and manage patients using
oral contraceptives. Figure 1 provides a graphic illustration of the numbers of
acceptors during 1972-4 for each method. The number of acceptors of the pill as
a method increased by more than 100 percent per year.

The median age of acceptors of all methods during 1972-4 is 30.3 years,
and the age distributions for the study period for each method3 can be compared
by examining the percentage polygons of Figure 2. These polygons reflect the
fact that pills are used by a younger group of women than IUCDs which are in
turn used by a younger group of women than Depo. The median ages of 29.2 for
pill users, 39.4 for the IUCD users, and 33.3 for Depo users substantiates this
graphical finding.

1 All subsequent numbered references are to tables in Appendix.



Only 1.2 percent of all acceptors for which data were available on
marital status were single and data was unavailable for 8.1 percent of all
acceptors.4 Of -all the women, at least 90.7 percent were married, separated,
widowed, or divorced, i.e., ever married. This finding is consistent with the
high median age for all acceptors.

The median parity for all acceptors is 2.71 births; the frequency, ‘percent
and cumulative percent distributions are given in Table 5. (For select groups
of number of children, Table 6 shows the frequency and percent distributions by
methods.) The median number of living children was 2.64, and the appropriate
distributions for this characteristic are given in Table 7.



STUDY DESIGN

The RSCAL questionnaire was developed from the objectives of the survey
and from suggestions elicited from the Ministry of Health, the Lesotho Family
Planning Association (LFPA), and from selected references.(b) The final ques-
tionnaire, after pretesting and revising, resulted from specific questions and
interests generated by these groups. Special attention was paid to produce a
questionnaire which would contain internationally comparable questions.

The interviewers for the survey were sought to have the following
attributes: previous experience in field work, at least a J.C. level education,
fluent in both English and Sesotho, and being at least 25 years of age and
possessing a family. During the initial phase of the RSCAL survey these women
also participated in the extraction of data from medical records of acceptors.
The interviewers were all Basotho, and were giver. two weeks of training which
consisted of approximately one week of classroom instruction and another week
of supervised field experience. The classroom phase of the training con-
sisted of: a general review of reproduction, contraception, medical and family
planning terms, techniques of interviewing, and familiarization with the RSCAL
survey and questionnarie. Due to the confidential nature of the survey, inter-
viewers were apprised of the necessity of maintaining the absolute privacy of
the client and of imparting this assuran.e to the client.

In June of 1975, both the questionnaire and the interviewers were
scrutinized during a pilot study conducted at Peka and Maseru LFPA clinics of
contraceptive acceptors not included in the repori.. After revisions suggested
by the pilot survey were made, the questionnaire was further tested at Maseru
LFPA clinic. The interviewers were observed by the field supervisor and often
by other interviewers as well. The knowledge gained from this preliminary field
experience was shared by the interviewers and project persomnel in final class-
room discussions prior to the inception of the actual survey.

The target population was well defined with the exception of a group
of women who had received methods of contraception from the six private physicians
in Maseru dispensing contraceptives and Maluti and Queen Elizabeth II Hospitals
which had no medical records of contraceptive acceptors. The estimated number
of women unavailable to be sampled for these reasons made up less than one percent
of the acceptors in Lesotho during 1972-4.

(b) A Manual for Surveys of Fertility and Family Planning: Knowledge,
Attitudes, and Practice. Demographic Division, The Population Council. New York,

1970.
Bogue, Daniel J., A Model Interview for Fertility Research and Family
Planning Evaluation., Number 3. Community and Family Study Centre, University

of Chicago, 197.

Sadik, Nafis, et al. Assessment of Acceptance and Effegtivenes§ of ]
Family Planning Methods, Report of an Expert Group, Asian Population Studies Series,
No. 5, United Nations publication.

Cook, Sheila. A Report of an Evaluation of ihe IPPF Programme in
Botswana, 1969-1973.



Concern was expressed by the project staff as to how to contact clients
in such a way as to ensure a high rate of response and a high level of confiden-
tiality. As data were collected from clinic medical records during the initial
phase of the survey, the staff of the visited facilities were queried regarding
proposals for the most effective means of contacting clients for interviews.

The consensus was that contact should be established through the clinics since
clients were familiar with the clinic staff; and additlona§iy, the clinic field
workers could provide aid in locating clients. A non-specific letter was agreed
upon as the best method of patient contact since it would maintain the client's
pact of confidentiality by requesting the client to come to the clinic for the
interview rather than attempting the interview in the client's home. As an in-
centive to come to the clinic, the client was informed in this letter that her
travel expenses to the clinic would be reimbursed. Clients were posted or delivered
the contact letter requesting them to come into the clinic on either of two con-
secutive days. Clients who did not appear for an interview vere sent a second
letter with different interview dates.

To expedite obtaining a random sample of acceptors by method, all of
the facilities in Lesotho disseminating contraceptives were categorized according
to the number of clients seen over the study period. It was decided to draw a
two stage stratified probability sample for acceptors of each method; and this
entailed randomly selecting ten of the facilities from which to sample clients.
Since Maseru LFPA was responsible for generating more than one half of all
acceptors in Lesotho for the study period it was included in the sampled fac-
ilities, other facility selections were random. Five facilities which had seen
more than 100 clients were chosen and four facilities which had seen less than
100 clients in that time were chosen. (¢} The sample sizes by method and facility
categorization are presented in Table 8.

(c) The selected facilities were from the three main geographic regions
of the country, i.e., lowlands, foothills and mountain regions.



In any survey, the potential bias introduced by a high non-response
rate seriously jeopardizes the validity of the findingid?ue to the empirical
evidence that non-respondents are basically different. The obtained sample
is believed to be unrepresentative of the target population in these instances,
and any estimates or inferences based on the sample are not valid with respect
to the original target population. The number of interviews obtained from
contraceptive acceptors in Lesotho is 293 of a possible 502, or 58.4 percent,
and the non-response rate therefore is 41.9 percent.

It is not at all surprising that a non-response rate of this magnitude
was encountered. It is a well-documented fact that when samples of the general
population in the United States have been invited for examination at feiearch
clinics, non-response rates from 28 to 45 percent have been observed,‘€’ and
these studies were undertaken under much more favorable conditions than exist
in Lesotho. There are several explanations for the 41.9 percent non-response
rate. Most clinics did not have updated address listings for their clients.
Another explanation is that the postal system was slower than anticipated; clients
often did not receive the posted letter in time to attend the clinic for the
interview, and in frequent cases the clients did not receive a letter at all. It
was discovered that many of the clients had given vague or incorrect addresses
and could not be reached. It was also learned that many acceptors shared dislike
for a staff nurse at one of the clinics and refused to come into the clinic for
an interview for that reason. Chen and Cobb found that unpleasant clinic exper-
iences predispose subjects to nonparticipation in surveys in the United States.
An extensive follow-up of a fifty percent sample of the non-respondents at the
Maseru LFPA clinic yielded only twenty-four additional interviews from a
possible sixty.

(d) Hochstim, Joseph R. Evaluation of Three Approaches to Information
Collection in an Epidemiologic Study of Cervical Cytology. Report to Human
Population Laboratory, California State Department of Public Health, May 1973.

(e) Cobb, S., King, S., and Chen, E. Differences Between Respondents
and Nonrespondents in a Morbidity Survey Involving Clinical Examinations.
J. Chron. Dix. 6: 95, 1957.

Dawber, T. R. and Moore, F. E. Longitudinal Study of Heart Disease -
in Framingham, Massachusetts: An Interim Report. In Research in Public Health,
Millbank Memorial Fund Quarterly, New York, 1952.

Tavber, J. Prevalence of Heart Disease and its Possible Relation-
ships to Job Problems in an Adult Population. Thesis, University of Pittsburgh,
1955.

Trussell, R. E. Comparison of Various Methods of Estimation of
the Prevalence of Chronic Disease in a Conmmity. The Hunterdon County Study,
Am, J. Publ. Health'46: 173, 1956.

Chen, E. and Cobb, S. Further Study of the Nonparticipation
Problems in a Morbidity Survey Involving Clinical Examination. J. Chron. Dis.
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On th~ basis of this twenty-four it can be estimated that if all non-
respondents were followed up, one would still expect an overall non-response
rate of at least 20 percent. This estimate of course assumes that one half of
all non-respondents could be contacted and interviewed, and this assumption may
or may not be realistic. It is the feeling of the field staff that non-respondents
outside of Maseru would be even more difficult to interview. The follow-up of
non-respondents in Maseru was accomplished by staff over a period of one month,
and the time constraints imposed on the survey made it impossible to complete
an extensive follow-up of all non-respondents.

In view of this unfortunately high non-response rate, there can be no
meaningful statistical estimation of inference on the basis of the obtained sample
of acceptors. There are statistical methods available for compensating this type
of bias only for dichotomous (binary) variables, but some simple calculations
have yielded convincing evidence that the non-response rate in this survey renders
even these manipulations meaningless. Consequently, although the data for this
portion of the survey hax been examined and analyzed and will be useful in program
planning, those wishing to make projections from this information must do so
recognizing the limitations imposed on the validity of the inferences due to the
high rate of non-response. For example, it is possible that all non-respondents
might have discontinued contraception and therefore felt it unnecessary to be
interviewed, thus possibly producing biases in the data.



DESCRIPTIVE RESULTS

The age distribution of the sample obtained differs very little
from the population of all acceptors, Figure 4, and the median ages are similar,
i.e., 29.2 years for the sample and 30.3 years for the entire population of ac-
ceptors.?® Only 2.7 percent of the sample women had received no education;
66.2 percent had completed Lower or Higher Primary, and 26.9 percent of the women
completed their Junior Certificate or Matriculation.10 Almost all of the women
could read Sesotho, 9?10 percent, and a majority of the women, 57.7 percent, could
read English as well. A comparison of religious preference hetween the sample
and the population census of 1966 is presented in Table 31. Catholics are slightly
under-represented in the sample, and those women affiliated with the Lesotho
Evangelical Church and the Anglican Church are over-represented in the sample.(f)
As can he seen in Table 12, 57.0 percent of the women had heen employed at some
time since 1972, and most of these women had been employed for more than six
months.13 Table 12 also shows that 80 of the 240 married respondents, 33.3 percent,
had professionally employed spouses, and 71 of the women, 29.1 percent, had
spouses working in the mines. Not surprisingly, 189 of the women, 78.8 percent,
stated that their spouses had been employed for more than six months since 1972.13
The distributions for the sample by initial method are in Table 32.

Morv than one half of the women, 55.5 percent, reported that their travel
time to the clinic was less than one hour, and 38.9 percent stated that their
travel time was between one and four hours. 0 public transport was the most
popular mode of travel to the clinic as 61.1 percent of the women sta%ed, and
33,4 percent of the women reported that they had walked to the clinic.4l

The distribution of the sample by marital status is presented in Table
14, but it is difficult to compare the sample to the known population of acceptors
for this characteristic due to the high non-response rate for the latter, 8.1
percent.” The frequency and percent distributions of mumber of living children
by sex are presented in Table 15, and for total number of living children in
Table 16. The median number of living children for the sample based on the data
in Table 16 is 2.9. One can also learn from this table that a striking proportion
of the women sampled, 33.1 percent, had one or more children who had died, and
12.6 percent had two or more children who had died. There was also a significant
amount of pregnancy wastage among the women of the sample.17 The percentage of
women reporting one or more abortions or miscarriages was 22.9, but stillbirths
were less frequently reported; only 7.8 percent reported having had one or more
stillbirths. The concluding tables to complete this summarization of the
women's pregnancy histories are in Table 18, showing the distribution of the women
for parity where the median parity of the sample is 3.7; and Table 19, which
presents the elapsed time in months between the womar.'s most recent pregnancy
termination and her initial clinic visit. A simple calculation based on this data
reveals that the median wait from the most recent pregnancy termination to the
initial clinic visit is 16.1 months.

(f) Population Census Report, Volume I, 1966. Government of Lesotho,
Bureau of Statistics.
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It should be noted that the definition of acceptor used here does not
exclude women who have used contraception before 1972, In fact, Table 22 gives
frequency and percent distributions for previous contraceptive use; and it can be
seen that 15,7 percent of the sample had used pills, IUCDs and/or Depo prior to
1972, It is also worth noting that seven of the thirty-eight womep who had
previously used pills had obtained them from non-medical sources.‘zlg

A1l women who were interviewed were asked the three questions implied
in the following: "If a young Basotho couple you know were getting married, how
many (boys, girls) do you think the (husband, wife, couple's parents) would like
(them) to have?'" The question was phrased in terms of a young Basotho couple
because it is a well-documented fact that posing the question "If you were
getting married for the first time now, how many children would you like to have?"
elicits a response bias to state that whatever size family the woman then has is
the ideal size -- albeit the woman would perhaps have preferred fewer children. (g)
Hence, what has been recorded here is the woman's ideal mumber of children by sex
and the perceived ideal number (by sex) wanted by her spouse and parents. The
data in Table 24 demonstrate that the women interviewed desire fewer children by
sex than they perceive their spouse wanting, which in turn is far fewer than they
perceive their parents wanting them to have. The median ideal number of children
by sex indicates that the women on the whole prefer an even distribution of
boys and girls, whereas the women perceive a preference for male children by their
spouse and parents. The ideal number of children for each group was not extra-
polated from the data by summing ideal number of boys and girls for each respondent,
but was determined by a separate question, and the distributions in Table 25
resulted. One salient feature of this table is that 52.2 percent of women felt that
the couple's parents would want them to have as
many children as possible, Consequently, the median ideal number of children
desired by a couple's parents is undefined, but we can infer from Table 25 that
this number is quite large. The median numbers desired by the wife and her spouse
are of the same magnitude, i.e., 3.42 children by the wife and perceived 3.78
children by her spouse. Figure 3 graphically demonstrates the differences among
these three distributions as perceived by the women interviewed.

To contribute to existing knowledge of motivation for contraception,
women were asked whether they had wanted more children when they had first attended
the clinic, and also asked whether they desired more children now. Table 26
sumnarizes the responses of the acceptors to these two questions. These data
indicate that a relatively large proportion of the women, 36.5 percent, were
motivated to use contraception as a means of limitation of family size rather than
as a means of child spacing. Parenthetically, it should be noted and understood
for this question that there is a potential source of bias here, the direction of
operation of which is uncertain, in asking respondents to recall their feelings
at a time perhaps three years before. However, the far right half of Table 26 is
consistent with this finding. Here it can be seen that an even greater proportion
of the women, 47.8 percent, desire no more children at the time of the interview.
This increase is certainly reasonable when account is taken of the number of
planned or unplanned pregnancies which occurred among the acceptors during the
study period, Undoubtedly, some of the women having pregnancies during this time
achieved their desired family size and therefore reported that they wanted no
more children at the time of the interview.

(g) A Manual for Surveys of Fertility and Family Planning op. cit.
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In providing family planning services it is essential to educate
acceptors about the correct use and potential side effects of the method of
contraception they desire. To evaluate the acceptor's understanding of proper
use of their particular method of contraception, they were asked the appropriate
question(s) from the following: What is the proper way to take the pill? How
often should you receive a Depo injection? and How can you know that the loop
is still inside you? In the event that the respondent had used more than one
of the three methods during the study period, she was asked the correct use of all
the methods she had used. Compilation of all the responses to these questions
generated Table 27. The percent of women understanding correct use was over 95
percent for both pill and IUCD users, but only 91.7 percent for those women who
had used Depo.

As has been earlier suggested, although nearly one half of the women
interviewed were motivaied by family limitation, 83.3 percent of the women were
aware that child spacing is good for a woman's health, and this percent included
48,5 percent of all acceptors responding who justified their belief by stating
that child spacing gives the mother time to recover. Forty of the women,

13.7 percent, replied that it allowed the woman more time for her other children.

Approximately one third of the women in the sample, 32.1 perrent, tsed
two or three methods of contraception during the period of study, and the rem:inder
of the women, 62.9 percent, used only the initial method they chose. A more
detailed account of this data is presented in Table 34, showing the various
combinations of contraceptives used during the study period by the women.

Extreme caution should be exercised in interpreting the data in ables
35 through 37. These tables merely describe the status at the time of the inter-
view of women who had used any of the three methods of contraception. The
percents of users stopping any of the methods given in these three tables cannot
be construed as discontinuation rates since the appropriate means of calculating
either discontinuation or pregnancy rates for contraceptive methods is agreed to
be via life tables, and there was insufficient data for these calculations.

Among the 293 acceptors during the time from January of 1972 to June
of 1975, there were thirty-four full-term pregnancies, nine miscarriages/abortions, and
nine women pregnant at the time of their interview.%8 Thus, in all, there were
52 pregnancies. This is not to say that there were 52 cases of contraceptive
(or method) failure, however. When questioned as to contraceptive use immediately
prior to pregnancy, 39 women, or exactly three-quarters of the pregnancies,
replied that they had used no contraception.39 Only five of the 52 stated that
contraception was correctly used, and another five women were found to have used
contraception incorrectly, e.g., IUZD not in place, missed pills, etc. Exactly
half of 52 pregnancies were planned, and "drifters" account for the remaining half
of the pregnancies.40 Drifters are defined as those women who are knowledgeable
about contraception in both theory and practice but who do not actively avoid
conception or who "drift" into an unplanned pregnancy.

The women who stopped a method of contraception were asked several
questions which have been condensed into Tables 41 and 42. For women terminating
the pill, it was most common for the woman herself to stop -- 71,0 percent of
those women stopping the pill made the decision themselves. The most frequently
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stated reagons for terminating pill use were undesirable side effects and desired
pregnancy. For the 61 IUCD users who terminated use, the decision was made by
the doctor in 13 cases, 36.1 percent; RX the woman in 10 cases, 27.8 percent;

and expulsions accounted for 10 cases, These 10 expulsions accounted for the
butk of the 16 other reasons, 44.5 percent, shown in Table 42, Service statistics
in Lesotho indicate that a large number of multiparous women received Lippes

loop sizes B or C when they should have received size D, and this may account

for some of the expulsions. Side effects were quoted as the reason for IUCD
termination by 12 of the 36 women terminating IUCD use. A total of sixty-one women
ceased using Depo during the study period and in an equal number of cases, twenty-nine
each, the doctor or woman made the decision to discontinue Depo use.4l The most
frequent reason for stopping Depo can be seen in Table 42 to be side effects,
reported by 50.8 percent of those women discontinuing.

The subset of acceptors who ceased any method of contraception during
the study period were further queried as to presence of specific side effects
with théir particular method. Consequently, this procedure determined a constellation
of possible side effects per method. Special mention should be made here that
thiere is 2 poesible overlap between or even among the three colums of Table 43.
That is to say, a woman terminating both pill and IUCD use during the study period
was asked which side effects she had experienced on each method. Therefore, the
columns of Table 43 are not necessarily mutually exclusive.

Among the 76 women ceasing to use contraceptive pills during the study
period, « there were 32 reports of experiencing headaches or dizziness while taking
pills, However, one must remember that the side effects reported are only for
women terminating contraceptive use, and any percents in Table 43 apply only to
those women. Hence, the percents appear exaggerated, and are not representative
of accurrence rates of side effects for pill users in general.

Of the women terminating IUCD use, there were three side effects which
were each reported by more than one half of those women, i.e,, heavy menses,
severe pain or cramps, and heavy discharge. However, as before, one must remember
that these women are a self-selected group and are quite likely terminating use
because of side effects,

An illuminating phenomenon can be harvested by examining the data on
women terminating Depo use, which is included in the far right colum of Table 43,
Specifically, two of the possible side effects during Depo use, no menses or more
frequent menses, are obviously mutually exclusive; i.e., occurrence of one side
effect precludes occurrence of the other. No women could report having experienced’
both of these side effects. With this in mind, it is interesting to note that
B8.6 percent of the women ceasing use of Depo had menstrual complications -- either
no menses or too frequent menses. To reiterate, one must exercise caution inter-
preting some of these findings. Nevertheless, it is quite striking that of 128
women in the sample given Depo injections during the study period, at least 54
of the women, 42,2 percent experienced menstrual complications.
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DISCUSSION

Family planning sources are only just beginning to be available in
Lesotho. Likewise, records and information systems are in embryo. Even so,
retrospective data on some characteristics (age, parity, etc.) of almost all
acceptors in the country were available., The limitations of the sample negate
the possibility for statistical inferences from the data; however, based upon
similarity of the sample characteristics of age, parity and educational attain-
ment to these variables of all known acceptors in Lesotho, the Tables accruing
to the sample results (Tables 8 - 32) are a useful base upon which to plan
continued development of these services in Lesotho.

From Tables 1 - 7 it has been seen that the number of acceptors of the
three methods of contraception of interest here has approximately doubled in
Lesotho over the three years 1972-1974, Figure 1 can be interpreted to indicate
that the numbers of women receiving contraceptive pills are greatest for all
years, but that the mmbers of women accepting Depo-Provera were increasing the
most rapidly as of 1974. The age percent distribution by method of acceptors
displayed in Table 3 and in Figure 2 is perhaps the most noteworthy since marital
status, parity and number of living children are variables which are high related
to age, and can be thought of to be loosely speaking age dependent. The age
distributions of acceptors by method are similar to those found in other developing
countries in that there are few acceptors 15-19 yeafﬁ of age. The ASFR for that
population in Lesotho in 1973 is 2.94 per 10 women. )

CONCLUSIONS AND RECOMMENDATIONS

Lesotho is a very mountainous country where much of the mail service
relies on the district post offices. The response rate observed here is as
high as could be expected considering the circumstances existing in the country.
Several reasons for the high non-response rate encountered here have been
suggested, but there is one other possible reason to consider. Contraceptive
acceptors in Lesotho may be reluctant to come into a clinic for a requested
appointment. There is no way to foresee such a circumstance as this, but future
studies of this nature should be of a prospective design. In this way clients
can be routinely examined or interviewed every three or four months. This
procedure is a necessity if any data is to be collected on discontinuation,
pregnancy or complication rates since these rates are calculated using the life
table methods.

It should be noted that the government policy in Lesotho is not, at this
time, aimed towards population reduction nor any demographic impact on the society
but towards improving the level of health of those who wish to use family planning
as one means of achieving an improved quality of life within their families. This
document represents basic research in Lesotho on the experience of women exercising
this alternative.

(h) Monyake, A. M. Report on the National Population Symposium,
Maseru, Lesotho, 1974.



FIGURE 1 CONTRACEPTIVE ACCEPTORS BY METHOD FOR
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FIGURE 3 CUMULATIVE PERCENT DISTRIBUTION OF IDEAL
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FIGURE 4 AGE GROUP DISTRIBUTION OF SAMPLE COMPARED TO ALL
o ACCEPTORS IN PERCENT
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CONTRACEPTIVE ACCEPTORS IN LESOTHO BY METHOD, FACILITY AND YEAR

TABLE I

Page 18

-

1972 1973 1974 ALL 1972-4
FACILITY PILL DP IUCD ALL | PILL DP 1IuUcD ALL PILL DP  IUCD ALL
- _METHODS

LFDS? 1 0 1 0 (] ] 0 10 10 12 32 33
TEBELLONG HOSP. 2 0 0 2 16 0 0 16 8 2 2 12 30
Q.E.II HOSP. 0 0 0 0 0 0 1 1 0 17 17 18
THABA-BOSIU LFPA 0 0 0 0 0 0 { 4 11 0 15 15
ST. JAMES HOSP. 0 0 0 0 2 5 0 7 | 3 s 0 8 15
TEYATEYANENG LFPA 11 0 6 17 33 2 8 43 ; 142 60 208 268
PEKA LFPA 0 0 0 0 8 0 5 13 ¢ 28 21 52 65
LERIBE LFPA 34 0 4 38 145 11 45 201 141 30 60 251 470
MOHALE'S HOEK LFPA 0 0 0 0 103 16 5 124 99 36 10 145 269
QACHA'S NEK LFPA 0 0 0 0 0 0 148 63 1 212 212
MOKHOTLONG LFPA 0 0 0 0 1 0 0 1 70 28 98 99
TS'AKHOLO HEALTH CENTRE 0 0 0 0 18 23 10 51 5 8 13 26 77
BUTHA-BUTHE LFPA 0 0 0 0 70 7 27 104 109 42 41 192 296
QUTHING? 0 0 0 0 27 10 7 44 156 70 17 243 287
SCOTT HOSPITAL 2 0 0 2 2 0 i 36 30 9 75 85
MORIJA LFPA 0 0 0 0 0 0 0 ! 41 63 10 114 114
MAFETENG HOSP. 1 0 0 1 0 0 0 0 17 13 19 49 50
MAFETENG LFPA 103 .2 2 107 84 i 5 90 51 16 10 77 274
MASERU LFPA 235 20 136 391 323 137 137 597 320 252 145 717 1705

384 22 148 554 836 214 250 1300 1388 760 375 2523 4377

a LESOTHO FLYING DOCTOR SERVICE
b QUTHING INCLUDES THREE OUTLYING VILLAGES



TABLE

2

FREQUENCY AND PERCENT DISTRIBUTIONS

OF ACCEPTORS BY METHOD BY YEAR
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YEAR 1972 1973 1974 1972-4
METHOD Freq. Percent Freq. Percent Freq., Percent Freq. Percent
Pill 384 68.7 836 64.3 1388 55.0 2608 59.6
Depo 22 3.9 214 16.5 760 30.1 996 22,6
IUCD 148 26.4 250 19.2 375 14.9 773 17.7
TOTAL 554 100.0 1300 100.0 2523 100.0 4377 100.0

TABLE 3
FREQUENCY AND PERCENT DISTRIBUTIONS FOR AGE OF THREE
METHODS OF CONTRACEPTION FOR 1972-4
METHOD PILL DEPO IUCD ALL METHODS
AGE Freq. Percent Freq. Percent Freq. Percent Freq. Percent
20-24 492 18.8 106 10.5 134 17.3 732 16.6
25-29 944 36.1 218 21.7 229 29.4 1391 31.6
30-34 614 23.6 262 26.0 196 25.3 1072 24.4
35-39 328 12.5 181 18.0 119 15.4 628 14.3
40-44 98 3.7 172 17.2 47 6.1 318 7.2
45-49 26 1.0 44 4.4 13 1.7 83 1.9
No
Responsge 97 3.7 15 1.5 28 3.6 140 3.2
TOTAL 2616 100.0 1006 100.0 775 100.0 4397 100.0
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TABLE 4

FREQUENCY AND PERCENT DISTRIBUTIONS BY MARITAL STATUS OF THREE
METHODS OF CONTRACEPTION FOR 1972-4

METHOD PILL DEPO IUCD ALL METHODS
STATUS Freq. Percent Freq. Percent Freq. Percent Freq. Percent
Ever .
Married { 2365 90.4 917 91.1 706 91.1 3988 90.7
Single 32 1.2 9 .9 10 1.3 51 1.2
No
Response| 219 8.4 80 8.0 59 7.6 358 8.1
TOTAL 2616 100.0 1006 100.0 775 100.0 4397 100.0
TABLE 5
PARITY

FREQUENCY AND PERCENT DISTRIBUTIONS FOR
ALL ACCEPTORS 1972-4 °

NUMBER OF CUMULATIVE
PREGNANCIES FREQUENCY PERCENT PERCENT
0 61 1.4 1.4
1 650 14.8 16.2
2 872 ' 19.9 36.1
3 846 19.3 55.4
4 712 : 16.3 71.7
5 521 11.9 83.6
6 297 6.8 90.4
7 176 4.0 94.4
8 110 2.5 96.9
9 60 1.4 98.3
10 31 .7 99.0
11 21 .5 ' 99.5
12 + 20 .5 100.0
TOTAL 4377 100.0

5a 20 records without parity excluded from these calculations.



FREQUENCY AND PERCENT DISTRIBUTIONS

TABLE 6

FOR NUMBER OF CHILDREN BY METHOD
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METHOD PILL DEPO 1UCD ALL METHODS
‘gzilgien Freq. Percent Freq. Percent Freq. Percent Freq. Percent
0-2 1092 41.8 222 22.0 278 35.9 1592 36.2
3-5 1204 46.0 507 50.4 373 48.1 2084 47 .4
6-8 215 8.2 232 23.1 90 11.6 537 12.2
9 + 13 .5 39 3.9 8 1.0 60 1.4
No Resp. 92 3.5 6 .6 26 3.4 124 2.8
TOTAL 2616 100.0 1006 100.0 775 100.0 4397 100.0
TABLE 7
FREQUENCY, PERCENT AND CUMULATIVE PERCENT DISTRIBUTIONS OF
NUMBER OF LIVING CHILDREN FOR ALL ACCEPTORS 1972-4 ba
NUMBER OF CUMULATIVE
CHILDREN FREQUENCY PERCENT PERCENT
0 88 2.1 2.1
1 650 15.2 17.3
2 854 20.0 37.3
3 840 19.7 57.0
4 743 17.4 74.4
5 501 11.7 86.1
6 289 6.8 92.9
7 149 3.5 96.4
8 99 2.3 98.7
9 35 .8 99.5
10 15 .3 99.8
11 5 .1 99.9
12+ 5 .1 100.0
TOTAL 4273 100.0

6a 124 records with no data excluded from this table.



TABLE 8

PROPOSED SAMPY.E DISTRIBUTION OF ACCEPTORS

BY METHOD AND TYPE OF CLINIC
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METHOD PILL NEPO Iucn ALL
CLIN1C
MASERU 60 67 88 215
LARGE CLINIC 108 77 60 245
SMALL CLINIC 12 20 10 42
TOTAL 180 164 158 502




FREQUENCY AND PERCENT DISTRIBUTIONS OF SAMPLE
BY AGE COMPARED TO PERCENT ALL ACCEPTORS BY AGE

TABLE 9

Page 23

SAMPLE SAMPLE ALL ACCEPTORS
AGE FREQUENCY PERCENT PERCENT

15 - 19 5 1.7 0.8
20 - 24 55 18.8 16.6
25 - 29 89 30.4 31.6
30 - 34 74 25.3 24.4
35 - 39 39 13.3 14,3
40 - Lk 20 6.8 7.2
45 - 49 6 2.0 1.9
50 - 54 2 0.7 0
DK/NR 3 1.0 3.2

TOTAL 293 100.0 100.0

Median Age Sample = 29,9
Median Age All Acceptors = 30.3
TABLE 10
EDUCATIONAL STATUS OF THE SAMPLE
CUMULATIVE

EDUCATION COMPLETED FREQUENCY PERCENT PERCENT
NONE 8 2.7 2.7
LOWER PRIMARY 101 34,5 37.2
HIGHER PRIMARY 93 31,7 68.9
JUNIOR CERTIFICATE 64 21.8 90.8
MATRICULATION 15 5.1 95.9
HIGHER EDUCATION 1 0.3 96,2
OTHER 11 3.8 100.0

TOTAL 293 100.0




TABLE 1

1

LITERACY LEVEL
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FREQUENCY PERCENT
READ SESOTHD? YES 287 98.0
NO 6 2.0
293 100.0
YES 169 5747
READ ENGLISH 0 124 2.3
293 100.0
TABLE 12
TYPE OF EMPLOYMENT SINCE 1972
RESPONDENT SPOUSE
TYPE OF EMPLOYMENT FREQUENCY PERCENT FREQUENCY PERCENT
NONE 123 42,0 10 4.2
TRADITIONAL 70 23.9 12 5.0
NON~TRADITIONAL 48 1644 63 26.2
PROFESSIONAL 49 1647 80 33.3
MINES 0.0 71 29.6
FARMER 0.0 3 1.3
DON'T KNOW 1.0 1 o4
TOTAL 293 100.0 240 100.0
TABLE 13
LENGTH OF EMPLOYMENT
. RESPONDENT SPOUSE
DURATION OF EMPLOYMENT | FREQUENCY PERCENT | FREQUENCY PERCENT
MORE THAN 6 MOS. 154 90.6 189 78.8
LESS THAN 6 MOS. 11 645 10 4.2
DON'T XNOW/NO RESPONSE 5 2.9 41 17.0
TOTAL 170 100.0 240 100.0
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MARITAL STATUS OF RESPONDENT

STATUS ... FREQUENCY PERCENT
SINGLE 14 4.8
DIVORCED, WIDOWED
SEPARATED 39 13.3
MARRIED 240 81.9

TOTAL 293 100.0

TABLE 15

NUMBER OF LIVING CHILDREN BY SEX

BOYS GIRLS
CUMULATIVE CUMULATIVE
NUMBER FREQUENCY PERCENT PERCENT FREQUENCY PERCENT PERCENT
0 47 16.0 16,0 48 16.4 16.4
1 84 28.7 44.7 91 31.1 47 .4
2 69 23.5 66.3 68 23.2 70.6
3 56 19.1 87.4 46 1547 86.3
4 18 6.1 93.5 26 8.9 95.2
5 12 4.1 97.6 9 3.1 98.3
6 4 1.4 99.0 4 1.4 99.7
7 2 0.7 99.7 0 0.0 99.7
DON'T KNOW
NO RESFONSE 1 0.3 100.0 1 3 100.0
TOTAL 293 100.0 293 100.0
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TABLE 16 &

NUMBER OF CHILDREN

. LIVING DEAD
CUMULATIVE
NUMBER FREQUENCY PERCENT PERGENT FREQUENCY PERCENT
0 2 0.7 0.7 195 6646
1 29 9.9 10.6 60 20.5
2 63 21.5 32.1 26 849
3 56 19.1 5142 6 2.0
4 50 171 6843 4 144
5 42 14.3 82.6 0 0.0
6 15 541 87.7 o 0.0,
7 15 5e1 92.1 1 0.3
8 11 3.8 96.6 0 0.0
9 4 1.4 98.0 0 0.0
10 4 144 99.3 0 0.0
1 1 0.3 99.7 0 0.0
99 1 0.3 100.0 1 0.3
TOTAL 293 293 100.0
TABLE 17
MISCARRIAGES OR ABORTIONS
MISCARRIAGES/ABORTIONS STILLBIRTHS
CUMULATIVE CONGLATIVE
NUMBER FREQUENCY PERCENT PERCENT FREQUENCY  PERCENT PERGENT
0 226 7741 771 270 92.2 92,2
1 43 14.7 91.8 18 6.1 98.3
2 16 5.5 97.3 3 1.0 99.3
3 0.7 98.0 1 .3 99.7
4 4 1.4 99.3 0 0.0 99.7
5 1 0.3 99.7 0 0.0 99.7
DON'T KNOW
NO RESPONS 1 0.3 100.0 1 .3 100.0

~ TOTAL 293 100.0 293 100.0
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NUMBER OF TIMES PREGNANT

PARLTY FREQUENCY PERCENT ngggg§£VE
0 1 0.3 0.3
1 19 6.5 6.8
2 46 15.7 22.5
3 40 13.7 36.2
4 55 18.8 54.9
5 35 11.9 66.9
6 33 11.3 78.2
7 23 7.8 86.0
8 15 5.1 91.1
9 11 3.8 94.9
10 7 2.4 97.3
11 2 0.7 98.0
12+ 5 1.6 99.7
L
ﬁgNngsigggg 1 0.3 100.0
TOTAL 293 100.0
TABLE 19

INTERVAL BETWEEN LAST PREGNANCY AND INITIAL CLINIC VISIT

lN§g§¥gg N FREQUENCY PERCENT cuugéﬁgégg

0-6 61 20.8 20.8
7-12 57 19.5 40.3
13-18 42 14.3 54.6
19-24 29 9.9 64.5
25-30 32 10.9 75.4
31-36 16 5.5 80.9
3742 10 3.4 84.3
4348 46 1547 100.0
49+

TOTAL 293 100.0




TABLE 20

CLIENT'S TRAVEL TIME TO CLINIC
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TIME FREQUENCY PERCENT
LESS THAN 1 HR. 162 5543
1 - 4 HRS, 114 38.9
OVER 4 HRS. 13 4.4
DON'T XNOW/ 4 1.3
NO RESPONSE °

TOTAL 293 100.0

TABLE 21
MODE OF TRAVEL TO CLINIC
MODE FREQUENCY PERCENT
WALKING 98 33.4
HORSE 2 0.7
PUBLIC TRANSPORT 179 6141
PRIVATE CAR 10 3.4
DON'T XNOw/ 4 1.4
NO RESPONSE
TOTAL 293 100.0
TABLE 22
PREVIOUS CONTRACEPTIVE USE
TYPE FREQUENCY PERCENT
NONE 241 82.3
PILLS/DEPO/IUCD 46 1547
OTHER 5 1.7
NO RESPONSE 1 .3
TOTAL 100.0

293
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TABLE 23 age

SOURCE OF CONTRACEPTIVES

SOURCE FREQUENCY PERCENT

PILL FROM DR./CLINIC 31 10.6

PILL FROM NON-MED. 7 2.4

N/A 253 86.3

DON'T KNOW/NO RESPONSE 2 0.6

TOTAL 293 100.0
TABLE 24

CUMULATIVE PERCENT DISTRIBUTIONS OF IDEAL NUMBER OF CHILDREN BY SEX
WANTED BY WIFE, HUSBAND AND PARENTS OF A YOUNG BASOTHO COUPLE AS
PRESCRIBED BY RESPONDENT

WIFE HUSBAND COUPLE'S PARENTS

NUMBER ,

OF CHILDREN BOYS GIRLS BOYS GIRLS | BOYs GIRLS
0 0.0 0.0 0.0 1.0 0.0 0.0
1 27.3 31.4 | 13.0 25,9 2.7 5.8
2 78.8 74.4 | 58.0 68.6 15.0 26.6
3 91.1 89.4 | 75.4 82.9 33.4 46 .4
4 94.9 93.9 84.0 87.4 | 49.8 60.8
5 97.3 95.6 88.4 90.1 75.1 81.2
6 97.9 96.9 91.5 92.5 85.0 87.0
7 97 .6 96.9 92.2 92,5 85.7 87.4

AS MANY AS

POSSIBLE 98.0 98.0 95.2 95.6 93.9 | 93.9

DON'T KNOW 100.0 100.0 | 100.0 100.0 |100.0 100.0

MEDIAN NUMBER 1.44 1.43 1.82 1.56 4,01 3.25

# DON'T KNOW CATEGORY ALSO INCLUDES RESPONDENTS. ANSWERING
""AS MANY AS GOD GIVES."



TABLE 25

PERCENT DISTRIBUTION AND CUMULATIVE PERCENT DISTRIBUTION
IDEAL NUMBER OF CHILDREN WANTED BY YOUNG BASOTHO COUPLE

AND THEIR PARENTS.
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WIFE HUSBAND PARENTS
FREQ. % CUM. % | FREQ. % CUM. % FREQ. % CUM. %
1 0 0.0 0.0 1 .3 .3 0 0.0 0.0
2 63 21.5 21.5 31 10.6 10.9 1.7 1.7
3 36 12,3 33.8 35 11.9 22,9 2.4 4.1
4 112 38.2 72.0 | 102 34.8 577 24 8.2 12.3
5 20 6.8 78.8 23 7.8 6545 28 9.6 21.8
6 37 12.6 91.5 | 44  15.0 80.5 43 14.7 36.5
7+ 3 1.0 92.5 4 1.4 81.9 16 545 42,2
AS MANY
AS 16 5.5 98.0 | 39 13.3 95.2 153 52,2 94.2
POSSIBLE |
DON'T"
KNow/ ).
AS MANY. AS | 6 2.0 100.0 | 14 4.8 100.0 17 5.8 100.0
GOD GIVES
TOTAL 293 100.0 293  100.0 293 100.0
MEDI AN 3.42 3.78
TABLE 26
DESIRE FOR MORE CHILDREN
AT INITIAL CLINIC VISIT? AT TIME OF INTERVIEW?
RESPONSE FREQUENCY PERCENT FREQUENCY PERCENT
YES 180 61.4 143 48.8
NO 107 36.5 140 47.8
DON'T KNOW 6 2.1 10 3.4
TOTAL 293 100,0 293 100.0
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TABLE 27

KNOWLEDGE OF CORRECT USE OF
METHODS OF CONTRACEPTION USED DURING STUDY PERIOD

METHOD PILL IUCD DEPO

FREQUENCY PERCENT FREQUENCY PERCENT FREQUENCY PERCENT

KNOWS CORRECT USE 152 96.2 90 95.7 121 91.7
DOES NOT XNOW CORRECT USE 6 3.8 4 4.3 11 8.3
158 100.0 94 100.0 132 100.0

TABLE 28

WOMEN 'S BELIEF IN POTENTIAL EFFECTS OF THEIR
PARTICULAR METHOD OF CONTRACEPTION

PILL IUCD DEPO ALL ACCEPTORS

D )
METHOD OF RESPONDENT % YES % YES % YES % ‘YES

COULD YOUR METHOD
PERMANENTLY AFFECT 13.9 1941 19.5 171
YOUR HEALTH?
COULD YOUR METHOD
CAUSE STERILITY? 10.1 5.3 27.3 14.7

n = 158 n = 94 n = 128 n = 380

TABLE 29

WHAT IS THE EFFECT OF CHILD SPACING?

EFFECT FREQUENCY PERCENT
IMPROVES MOTHERS' HEALTH 102 34.8
ALLOWS WOMAN TO RECOVER 142 48.5
ALLOWS TIME FOR OTHER CHILDREN 40 1347
UNRELATED TO MOTHERS' HEALTH 5 147
BAD FOR MOTHER'S HEALTH 4 1.4




TABLE 30
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HUSBAND'S KNOWLEDGE QF:SPOUSE'S USE OF CONTRACEPTION

RESPONSE FREQUENCY PERCENT
YES 179 6141
NO 79 27,0
NOT APPLICABLE 31 10.6
DON'T XNOW/ 4 1.3
NO RESPONSE .
TOTAL 293 100.0
TABLE 31
RELIGIOUS PREFERENCE
1966 CENSUS
CHURCH ATTENDED FREQUENCY PERCENT PERCENT
CATHOLIC 111 37.9 41.2
LeE.C." 93 31.7 25,0
ANGLICAN 48 16.4 11.0
OTHER 35 11.9 22,8
6 2,1
TOTAL 293 100.0 100.0

LESOTHO EVANGELICAL CHURCH

TABLE 32

INITLAL METHOD RECEIVED

METHOD FREQUENCY PERCENT
PILL 109 37.2
DEPO 106 36.2
1UCD 77 26.3
OTHER 1 0.3
TOTAL 293 100.0
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NUMBER OF METHODS USED PER ACCEPTOR DURING STUDY PERIOD
NUMBER OF p—
METHODS FREQUENCY PERCENT
1 199 67.9
2 88 30.0
3 6 2.1
TOTAL 293 100.0
TABLE 34
ALL METHODS USED DURING STUDY PERIOD
METHOD(S) FREQUENCY PERCENT
PILL 77 26.3
DEPO—~PROVERA 70 23.9
IUCD 52 177
PILL, DEFO 44 15.0
PILL, IUCD 28 9.6
DEPO, IUCD 9 3.1
DEPO, TUBAL STERILIZATION 2 0.7
DEPO, OTHER 2 «7
PILL, OTHER 3 1.0
PILL, IUCD, DEPO 5 147
PILL, OTHER TUBAL 1 «3
TOTAL 293 100.0

TABLE 35

CONTINUATION OF PILL USE

STATUS OF ACCEPTOR FREQUENCY PERCENT
USED PILL BUT STOPPED 74 46.8
STILL USING PILL 82 51.9
NO RESPONSE 2 1.3

TOTAL 158 100.0
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TABLE 36

CONTINUATION OF CONTRACEPTION WITH IUCD

OUTCOME FREQUENCY PERCENT

IUCD STILL IN PLACE 57 60.6

FELL OUT 16 17.0

REMOVED BY MEDICAL PERSON 18 19.2

TON'T KNOW 3 3.2

TOTAL 94 100.0
TABLE 37

CONTINUATION OF DEPO INJECTION

STATUS FREQUENCY PERCENT

STOPPED 61 47.7

STILL USING 67 5243

TOTAL 128 100.0
TABLE 38

PLANNED AND UNPLANNED PREGNANCIES AMONG ACCEPTORS
SUBSEQUENT TO BEGINNING CONTRACEPTIVE USE.

OUTCOME FREQUENCY PERCENT
" FULL-TERM PREGNANCIES 34 65.4
MISCARRIAGES/ABORTIONS 9 17.3
PREGNANT AT INTERVIEW 9 17.3

TOTAL 52 100.0




TABLE 39

ACCEPTORS USE OF CONTRACEPTION IMMEDIATELY PRIOR TO
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PREGNANCY
USE FREQUENCY PERCENT
NO USE OF CONTRACEPTION 39 75.0
USED CORRECTLY 9.6
USED INCORRECTLY 9.6
UNCERTAIN 5.8
TOTAL 52 100.0
TABLE 40
PLANNED VERSUS UNPLANNED PREGNANCY
TYPE FREQUENCY PERCENT
PLANNED 26 50,0
UNPLANNED 24 46.2
DON'T KNOW ) 3.8
TOTAL 52 100.0
TABLE 41

DECISION TO STOP METHOD OF CONTRACEPTION BY METHOD

METHOD PILL TUCD DEFO ALL

DECISIONMAKER |FREQ % | FREQ P FREQ % FREQ %
DOCTOR 16 21.1 | 13 36.1 29 47.5 58 33.5
WOMAN 54 71.0 | 10 27.8 29 47.5 93 53.8
OTHER™ 0 0 10 27.8 2 3.4 12 6.9
DON'T KNOW | 6 7.9 3 8.3 1 1.6 10 5.8
TOTAL 76  100.0 36  100.0 61  100.0 173  100.0

# FOR 1IUCD, EXPULSIONS



TABLE 42

REASONS FOR TERMINATING CONTRACEPTION BY METHOD
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METHOD PILL IUCD DEPO ALL
REASON FREQ. PERCENT | FREQ. PERCENT| FREQ. PERCENT | FREQ. PERCENT
SIDE EFFECTS 24 31.6 | 12 33.3 | 3 50.8 | 67 38.7
HUSBAND WANTED 5 6.6 0 0.0 1 1.6 6 3.5
DESIREL PREGNANCY|| 23 30.3 1349 2 3.4 | 30 17.3
OTHER 22 28.9 | 16 4.5 | 26 42.6 | 64 37.0
DON'T KNOW 2 2.6 4 8.3 1 1.6 6 3.5

TOTAL 76 100.0 36 100.0 61 100.0 173 100.0

TABLE 43
PERCENT OF WOMEN STOPPING METHOD REPORTING VARIOUS SIDE EFFECTS
SIDE EFFECT METHOD | prpp, % 1UCD % DEPO %
NAUSEA 21/76  27.6 NA NA
SPOTTING 24/76  31.6 NA NA
HEADACHE, DIZZINFSS 32/76  42.1 NA NA
WEIGHT GAIN 17/76  22.4 NA 25/61  41.0
SKIN OR HAIR CHANGES 17/76  22.4 NA NA
PREGNANCY 1 12/76  15.8 2/36 5.6 4/61 6.5
HEAVY MENSES NA 20/36  55.6 NA
BLEEDING BETWEEN MENSES NA 12/36  33.3 |17/61  27.9
SEVERE PAIN CRAMPS NA 19/36  52.8 NA
HEAVY DISCHARGE NA 19/36  52.8 NA
NO MENSES NA N 32/61  52.5
MORE FREQUENT MENSES NA NA 22/61 3641
N=76 N=36 N=61

NA GSIGNIFIES INFORMATION NOT AVAILABLE
1 PLANNED OR UNPLANNED



UcsSC/MCH PROJECT RGCAL - 3
ID NO :
pistrict ||
Facility

Agency

Place of intexview :

Date of interview :

Tiﬁe started :

Is your name ?

1. How long does it take you to get from your house to this clinic?

Ho u nkile nako ¢ kae ha tloha lapeng ho tla fihla moo cliniki;

less 1 hr}l
1«4 hrs|2
Over 4 hrs { 3

2. What mode of travel do you use ?

U tlile kang ? ___
Walking ; 1 Private car [ 4|

Horse | 2 Othor . (spucify) _5]

Public transport | 3

3, Havo you ever attendcd zchool ?

Na u kile oa kona cnclolo ?

vEs [ 1] No (2]

(Go to b _nd cj

a) Yhat was the highest level that you completed ?

U tsofle u balang ?

(L

|

Standn l - 4' !
Gtand. 5 - 6

Go to b and qJ

Tornm 1 -‘3
Form & - 5
Higher Education
Other: (apecify):

- wo—

Go to Q. Mo 4 |

()3 (N 08 R \N | l’\ﬂ

b) Con you rcad a ncwipaper in Sesotho ? .
Na u ka bala pampiri ka Sesotho ? s [1]  wo[2]

¢) Can you read a newspaper in Inglish ?
No u ka bala pampiri ka Sckhooa ? YES il I NO |2 '




4, Have you had any reﬂular aid Jjob or busincss gince the
beginring of 072 7 paid J p @2 ther

Na u kile oa scbetss mosobatsi o tlisqng chclete ho tloha

ka 1972 2
YES [}:] NO 2 |
|
1Go to 3. No 5 |

a) Yhat kind of work did you do ?
Mosebetsi 'ngoc ? ’

b) For how long have you worked ?
Nako ¢ lkac ? More than 6 months | 1
Less than 6 months | 2

5. Aro you now or *-re you been married in the past 3¥ ycars ?

¥Xa lilcmo tsc th. o Jr haloefo tse fetilerg ne u no so ntso
u nycetsoe ? :
YE5 (1] ¥o [2]]

{Go to 3. Tio 7 |

a)'Are you now : 3 - "Vlidowed | 2
Le ntsc le phela Divorced | 5

' ? — 5S¢
moho Married D_ ' ocnarnted | 4

beginning of 1972 ?
Ntate o hiriln: kap~ oa itsobotisn ?
YES! ll NO! 2|

1 Go to 3. o 7]

a) What kind of work did he do ?
K¢ nmosubetsi ofe 7

b) Eka ba nako vkac ? Morce than 6 months
Less than 6 months

N

7. Hove you been pregnant ?

Na u kilec oa ithonla ?
YEs [1 ] No [ 2]

[Go to 7. No 8]

e A A~ _ ¢ 1

2.

h\\ Go t9
q.MNo
/N7

6. Has your hush~nd hnd o régular paid job or business since the




3.

a) How meny children born to you, do you
have wiho arc alive now ?

Bana bao u ba tsoctseng ba phelang .
ba bekae ? - NO. LIVING BOYS: +

NO. LIVING GIRLS: +

b) Have you had any children born alive
who ore now decad ?

Na u na lc ba kileng ba hlzha ba
phola feela ba fota leawmoran ?

|Go to c]

How nany childrcn born
alivc arc now dend ?

Ba bakac ? NO. DEAD: +

¢) Did any of vour pregnancies result
in miscarriage or abcrtion ?

Na u kilc on ba le limpa tse qhalchang
kapa ca scnycheloa ?

ves 1 NO [%:l
IGo En d|
How many abortions or

migscarriages were there ?

Ho ghalchilc kopa ho
senychehile tso kae ? NO. MIS/ABORT: +

d) Did any of your prcenancivs result
in stillbirths ?

Na u na le limpa tsc kileng tsa
hlaha 1i khthatsc ?

vEs [ 1] No [2]

IGU tc‘ol
How nmany prcegnancices

resulted in stillbirths ?
Li kao ? NO. STILLBIRTHS: +

TOTAL .. - D:




ﬁL TOTAL A - D :

v

- -~

e) Did any presnancics rosult in
multiple live births ?

-

Na u kile oa ithoala mafahla a
hlahileng a phela ?

YES vo (2]
l

How many children werc born
fron multiple live birthsg ?

Ko bana ba brkac ba nafahla
ba hlahileng ba phela ?

NO. CHILDREN:

How many pregnanciecs
resulted in nultinle
live births ?

Ke limpa tsc kae tsa
nafahla a ileng a hlaha
a phela ?

NO. PREGNANCIES:-
(INTERVIEWER: Subtract -

no. of pregnancics fronm
no. of children)

TOTiL NO. OF PREGNANCIES :

E——— ¢ SRS
———

8. Did you ever use a ucthod of contraccption before you cane
to this clinic on ?

(date)
Na u kilo oa scbclisn letho le sireletsang pele u tla moo ?

YES ' NO
:
[Go %0 52 w0 3]

a) WVhat metheds did y-u use before
you cent to this clinic ?

U ne u sebclisang pele u tla

elinikin;y noo ? TS
Pills | 1 Others: (specify)
DETO 2
IUCD {3

b) Before y-u came tn this clinic,
for how many months did you usv the :

E ne kaba khoeli tse kao, pele
u tla cliniking woo 2+ -

Pills - No. nonths .-
" IUCD - NO. nonths
Depo -~ No, nonths



¢) Where did ycu get your (pills, IUCD, Depo)
before you canmc tec this clinic ?

U ne u lifuncne kae pelo u tla noo ?

Pills:
IUCD:
Depo:

9. a) When you first accepted a method of contraception nt this
clinic, were you planning tc hnve any more children ?

Ha u qala hofumana litsirelstsi tsee u no u hopotsc ho
tsocla pele ko thori ?

Yes [1] vo [2] ox (3]

b) Now,.nt this tine, are you planning to have any more
childroen ?

Le he joale u ntsc u hopotse ho fsocla pele ka thari ?

YES (1] o [Z] o/x 3]

10. a) Have you attended any other fanmily planning clinic in
Losntho ?

Na u kilec oa kena o nohé'od nrkhatlo oz tlhopho ea
nrlapa ‘Lesotho ? -

ves [1] NO

| Go to @. o 11|

. b) Did you start nttending
since the beginning of 1972 ?

U ile o~gnla ho kena ho tloha
qalong oa 1972 ?

ves [1] o (2]

Se



6.
orw fa Bt AP
535339;;53;_____,___ oSk
D R R T AR SN BEET, 50 100 ey, s e e
B BEo: Bodtia r= Attt onoth d szl opoceived, Tall otho blanks
S B0 86 BB SR G SUROC
1. Cur : ¢~ D Yo 8 @ BaEER ictnesy  © clinic cn
GO =% Lt Gla reccaved o (maTERD) _e 28 thig ccrrcet?
Lipipire so- ool ditonces hipe u q21lilc ko tla cliniking cno ka la
2% 45 « Ho Jcalo 7
YESH W] NO | 2
[ — - |
Fillan rilcizdicrsn c) When did you first get a rethcd
in Lonth Sn. reccived fron the clinic ?
tte _ U ilc oa qala bc e fuca ka khocli
GO to ;-l e 12 ! Bfe ?
Month

b) What pethod did ycu raceive ?
U ile oa fuoa se sircletsi scfe ?
Method

Fill in nethod code for mcnth she
received it.Go to Q. no. 12.

2. Have you used tho (methcd from no. 11) until now, without interruption

Na u sebelisitse usa khaotse hofihlela joale ?

YES [1] No [Z]
“FiIT 1h nothiod code i ; L
all nonths until the time | LGS t0 Q. no, 13 |
of intcrview

Go to Q. no. 17

L3. When did ycu stop using the (ncthod from no. 12) ?
Ua se khautsa nung ?

Fonth & Yoor

Fill in nethod code in all months
she uscd it.

4. After you stopped the (methed from no. 13) did you use another
method ? 2

Kn morco hore u khantge u ile oa subulisa sa Bireletsi
Be seng 7
YES [ 1] NO 2|
|
' Go to Q. no. 17 ]

[ Go to a,b,c.]

1 e A




a) “hat nicthed did you use ?
U ile on scbelisa scfe ?
b) When did ycu start using it ?
U ile o~ se gulz neng ?

Month % Year
¢) When did you stop using it ?
Ua se¢ khautsa neng ?

Month & Year

I‘”ill in method code in months she used it
If still using, go to Q. no. 17

[5. Have you used another method of contraception since you stopped using
the (method from no. 14) %

Na u kile oa sebelisn nokhoa o mong oa litsireletée hanesale u khaotsa
ho scbolisa ? : '

YEsT T | - No{ 2]
= oF

a) *hat method did you use? | To %o Q. no. 17ﬁ!
U ile on sebelisa scofe ? L

b) Whon did you start using it ?
U ile oa se qala neng ?

pr—

on sar
¢) When did you stop using it ?
Ua se khautsa neng ?

Month & Year

[ Fill in method code in months shc uscd it |
If still using, go to Q. no. 17

f6. Have you uscd another method of contraception since you stopped usi:
the (method from no. 15) ?
Na u kile oa sebelisa nokhoa o mong oa litsircletso haesale u kh-oti
ho sebelisa ?

*0 upnig—-

yes [ 1] No [ 2]

l
{ ldo tp_gj no. 17

Ask no. 15 n,b,c for
any other mcethod she
used and f£fill in method
code in months she used
it. Ask no. 16 agnin.




8.

iy v—

b7+ INTERVIEWER: Tick t.low all rotheds you 500 OB hom ccntracoptive
bistory chart. .sk hor the questicn for cach method
ycu tick.d,
a) PILLS ' 1 | Whnt is the proper way to take the pill ?

m—

U tsoancla ho nea lipilisi jeang ?

b) DEPO}??] Hew often should you receive an injectibn ?
U tsoanocla ho Junana e nte ka mora nako e kae ?

¢) TUCD /3 | How can you know that the loop is still inside you ?
U ka tseba Joang hore loop e ntse e le ka hare ?

f3.. Have you been pregnant since you first rcceived contraccption at this
c¢linic ? Include stillbirths, abortions, and nissccrringes.

Na u kilo oa nka npa haescle u qcla ho nka litsireletso ¢liniking
ee ? Kapa oa scnycheloa, kepa a hlaha a khathetso.

- - ooy

YES [1 | NO ! 2]

a) when did the pregrnaney cnd ?
U geteleste neng ho ithonla 2.

Month & Year
b) Was it a full-tern pregnancy 7
E ne cle lincko tsn Rac ?
YES {1 | 'NO; 2]
‘ |
Fi1l in X ' How many nonths did it last ?
for 9 ncaths
she was preg.l

No. nonths

"¥i311 in X for minths sho
| waa prognan_

4. Beforo you beenn pregnant, hnd you stepped using the (nothod listed
on_chart buforc presnancy) ?

Pole u nka mpa oc u no u Irile on khnotsa lio scbelisa —_—
YES i1 | No 2]
~—— i r
i Go to b)| Gto to a)'



2:

a)| INTERVIEWER: Describe corrcct
use to tlic clicnt.

PILLS: Wcre you taking your pill
daily, withcut forgetting cad
finishing the wholc packet ? Had
you started the packet on the fifth

b) Why did ycu stop using .
cthie: day of menses? If using 28-type pil

tho (muthed) ? had you not stopped taking thom,’

[V} ilg oa hohellang ho during nonses?

® sebelisa ? DEPO1 Had you received ycu injoctic

2§ndute you werc told by clinic?

‘ o EW torviewer, allow her 14 days

WANTED P‘Egg?§CY';l;4 beyond that 'date for correct use)

OTHER REASON 2 IUCD: Did ycu know for certain that

the loop was still in place by feel.
the strings? Or hoving it checkoed ¢
clinic? .

Were you using it correctly?
U no u scbelisa ka nepo ?

ves [1] vo [2]

NOT SURE | 3 |

90. Have you had any other pregnancy since the onc you just told me about?
Na u kilc oa nka mpa ungoe ntle le eo u song u mpolelletse ka eona ?

YES 1] No [ 2]
i :
Go to Q. mo. 21 |

Fill out additional |
prognancy fornm Y




INENAVIEWR: Did she use the pill since she came te the elinic ©
ves [ No |

Fill out this
| page

Go to 3. no 22

21, a) Arc you still taking the pill now ?
U nsto u neoa lipilisi na ?

¥ES [1] No [2 |

I_Go _tn b) Why dig you stop taking pills ?
U ile oa 1i tlohellang ?

{ INTERVIEWER: writc what she says|

¢) At tho time you Stoppud taking the :ills were you
Na ka nako ¢o u neng u tlobela lipilisi u no u :

S

5

. YES
1) Nauscous, having stumach problems '

U nyskeloa kc 2.-1lo kapa u tsonroa I
ke n']la na ' Al - - - - - —— w— + m—- -— -— ﬂ

!

|

2) Bleeding betucen ncnscs
Rapa u phctela khoeli - o o o oo 0

3Y Having dizziness, hoadnche, weakness

U tsckeln u opuona ke hlonho kapa u
utloa u JOPOl" ? . o -~ - - - =[O

M) Having swolling or woight goin
U na l¢ borurusi lo ho nona .- — . - ——

i

B E

5) Changes in skin ~nd hair
Liphcteho ts~ letlalo le moriri ? oo - & Il |

vl

6) Pregnant
Kapa ua ba nekhi®hone ? o o - o - e -

bl

d) Did v v ston t-kinp the ill becausc the doctor or nursce
ordercd yru to stop ?

FKe ka taclo ¢a nialin k-pn mooki u_li tlohetseng ?
vss [1] NO 2]
8) Did y ' stns using the pill becnuse you wanted to stop ?
U 1li hnolitsce ka Lo ocna ?
=5 (1] ¥o | 2|
£) Now, at this tin., do y u think that thc pill could
perinanently =flect your henlth ?
Ha Jocl., u howel~ hore lipilisi 1i ko u soenya bophele
. 2 . : .
b hau 2 yp, [T vo [ 2] D/k \3)
g) Now, at this time, do y-u think that the pill can mrke you
pornanently stoerile, oven after you stop tolking them ?

Heo joale u honola here lipilisi 1i ka u emiosetsa ruri le
ha u so u so 1i sobeline ?

yes 11! wolal /s 3


http:tlohets,.ng

IUCD USERS ONLY
IRTERVIEER: Did sho Uss the TUGD ainco ahe eans to the olinmic? |

YES { - | No [,
[ Fill out thiéubagc | §Go to Q. nc. 23 |

22. a) Who inscrted your ~ TUCD?
Ke marng c¢a u kentseng loop, ngako kapa nocki kapa ?

DOCTOR | 1 | OTHER (specify) | zl
NURSE | 2

-

DON'T KNOW {4 |

b) Is the IUCD still in placc now ?
Na e ntsc ¢ le teng 7

ves [1| No (2|
| Go_to h) c) How did this loop get rcmoved

fron your body ?

E tsoile joong ?(INTERVIEWER: Wri
what she says)

Fell out by itself ; l‘Go to e))
Renocved JGu to d)l

Roxoved by when ?

d) For what rvasons was it removed?
E ntsolitsocng ?  (INTERVIEWVER: Write what she says)

e) At the time the loop was rencved, or fell out, were yocu :
Ha o tla ntsoa : YES 8O
1) Bleeding heavily at the tine of nenses

!
!
1
]

U no u na le lchatlclc le legnata ? ‘T 12

2) Bleeding botween nenscs
| agreumd -
'l L2

U phctela khoeli ?
3) Hoving severe pain and cranps
U no u na le bohatsu kopa lelhnabn ?
4) Hoving o henvy discharge
U no u na le soso ? '
5) Pregnant
' Kapa ua ba nokhrchane

~—i
Cl

E| =N
RIS

£) If the loop was remcved by a mediczl purson, was it renoved
because that perscn ordored it to be romcved ?

Ha ¢ bn @ ntsitsoe ke ngaka kapa uusue @ ne ¢ ila ea ntoon
hobane ho 1actace jonla 7

s om

YES | 1] No| 2]



12,
g) Vgs?it rencved because yeu ansked that person to renove
i .

E ne e 1l¢ kabaka la kepo ea hau-"?

¥es [1 No

k) Now, at this timc, do yeu think the IUCD coudd
permancntly affcct ycur health ?

Ha Joalc u hopola hure loop ¢ ka scnya bophsle ba hau ?

YES (T} v [2] L 2]

i) Now, at this time, do you think an IUCD can nake ycu
purnanently storiio, dven after it's been tnkoen out ?

Ha Jecale u hepela hore loop ¢ ka u koatla ruri le ha
0 8G ntsitsae ?

yes [T vo[2] B (3]



DEPO_USTRS ONLY

INTIRVIEWER: Did she us: Duzv since she first cane to the clinic ?
resT] vo [
] |

| F111 in this pace] [Go_to G, No 2&]

—

23. a) Arc you still using the injecticn nuw ?
Na u ntse u scvbelisa ente le ha Joale ?

ves[1] no[2].

[Go to 1) b) Why did yocu stop using Depo ?
t—————————
U o tlohcletsony ?

INTERVIEWER: writo what she says

¢) At the tine whon y~u stopped the injection wore you:
Ha u no tlohella cnte ¢ no e lo hobane u nc u :

A) Bloeding betweon nenses e __!T_Q__.
Phetoln khoeli . _ . __ __ __ — | 1 l l 2 |
,2)“‘ Gaining weight |
U ba mrtunya .. o _ .. _ — m - l—l 2

2) Not hoving yiur nunscs
U se bone linalks taa hau — —_—— - - 1 2

4) Having ncnses nere rften than usual

Metsatsi a hau a ne a ctla khafetsa T—l
ho feta pela — . .. _ I — - 1 2

%) Having nausca dizziness headache
U nyckelon ke pelo, u tsuvkela,u tsoaroa _ _ 1' 2
[

6) Pregnant
Unn u le neinana - ... _ —_— - - Ll 2

-

d) When ytu stepped getting injections, was it because the
Dr. or nurse ordercd 7ou tc stop ?

Ke ka taclo ca ngaka kana mnnki u o tlohutsceng ?
- YES [1 | ne [2
e) When ynu stepped ~otting injeectirns, was it because you
wantod to stop ?
U 1li khaolitse ka be ocna ?
YTs vo [ 2]
£) Now, at t4is tins, do wou think the inJceti ns would
pernanontly affect your health.?
He Joale u hop~la hore cnte o ka u suenya bephelo ba hao ?
Yss [1] NO | 2 Din CE|
g) Now, at this time, do you think the injecti ns would nake
yéu peraancntly sterile, vven after you stop having them ?
YES rE-r Noﬁ 2 - .i}




a4,

25.

26.

27,

W.uld yiu rleage liast for.=ze all the waye you kncw of to.
keep fren gettines nrepnant. Include the cnes used by nen l
and thore you don't et at the elinie.

Ke kopa u npelelle nmekhoa uohle 8o u ¢ tscban; ea litsireloetso

hore u se nke npa. Lo tse scbelisunng ko banna le tse sa

funcnoeng nona.

If a y-unm Basctho couple you know were gatting aarrivd, how
nany ghlldrun do ycu think the husband & wife would lilko to
have '

Basotho ha ba nyalana u hopela hor& ba lakatsa hoba le bana
ba ba kac ?

Husbnand would liko: Wifo wculd like
NO. BOYS NO., BCYS
NO. GIRLS NO. GIRLS

If 2 young Bnsctho couple you knnw wos petting narried, how
nany children Gn ynu think the couple's parcnts would like
then to have ?

Batsoali b~ banyalani be basotho bona ba ko lakntsa ha bana
ba bonn ba ba lc brnz b2 ba kae ?

NO. 30YS
NO. RIRLS

What do vsu think child-spacing dags for 2 mther's health ?

U hopala here he thlathlanise ¢ ntls ea bona o na le thuso
e feng be pnclons ba 'ae ?

MAKZS IT BETTIR

MAKES IT WORSE
IO DIFFERTNCE

o @<l

a) Way Qo you think so ?

0.

U hopola joale ho bancnp ?
(INTERVIUUZR: write whit thc clicnt says:)

(If sh. has a husboand ~nd he is ~live ) .

Dhes your husbana kncw that you were using scnething to

keop fronm becuidineg precnont ?

Na nonna oa hau on tscba hore u scbelisn lothio hy itsirclatsa?

YES | 1] NO [%] NO ANSNERI:%]

| Go tv 3. nn 29! 7 Go te a) [Go t Q. No 291




15.

n) Dous nny -ther ocnber of v u fanily-know ?
Na honn le encng; o2 lolapa ¢a tsubong ?

YES No [2] NO ANSWER |3 |

o ?

29. D~ y~u attund a church ?
Na u k¢na kercke ?

ws[ah] No [ 2 NO ANSVZR [3 ]
| ot ond ]

2) Vhat is y-ur priocst -‘r -iihistor's attitude
cbout contraception 7

Moruti cc hono taba cc ea litsircletsi u
¢ nka Joang ?

ENCOURAGES | 1
DISCOURAGES | 2
PRCHIBITS | 3
pomn'T oW | 4
NO ANSWER | 5

b) vhat church do y'u attend ?
U kona kercke cfe ?

CATHOLIC

L.n.C.

ANGLICAN

OTHZR: (3pecify)

#\ﬂr\)e—-l

NO ANSWZER | 5

Tine intuerview cnded:

INTERVITIUER'S NAME

INTERVIZVER'S COMITENTS:
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ABSTRACT

The data presented herein from the baseline survey
conducted at Ts'akholo in 1972, are intended to supplement continuing
government surveys and record systems developed for the demonstration zone.
Ts'akholo, which is a two hour drive from the capital city of Maseru, is
the site selected for the development of a model rural health center and
national rural health training center. A total of 176 village leaders
were interviewed about health- related matters concerning themselves, their
village, and their 'people. This report includes the results and methodological
shortcomings of the survey. Thirty statistical tables are contained in
Appendix I; a copy of the questionnaire is contained in Appendix II.



TS'AKHOLO VILLAGE LEADER SURVEY 1972

INTRODUCTION

Target Population

The Ministry of Health's Ts'akholo Demonstration Project established by

the Lesotho Ministry of Health was undefined in 1972, The first undertaking
by University of California/Extension, Santa Cruz (UCSC) under Agency for
International Development Contract AFR-799 was to provide the Ministry with
some idea of the size and characteristics of the population expected to need
health centre services. Very little information was available at that time for
the area aside from the 1966 population census enumeration of the country and
limited health service statistics. Government surveys subsequent to 1966,

such as agriculture and demographic surveys, were based upon countrywide samples
and had not been completed in reporting form in 1972. (Villages within the
demonstration zone are not analysed separately.)

The 1966 population census enumeration report was defined by village and

confined to a head count of each village. With this report as a basis,
in consultation with personnel attached to Ts'akholo, a deter-
mination of villages within a walking distance of the health
centre were identified and listed. It was expected that the
survey itself would help in defining the demonstration zone.
The survey comprises a total of 135 fgpgfted villages, and a
total reported population of 21,399, ‘%’

Objectives

The broad objectives of the survey were to:

1. Gain understanding of the community's knowledge, attitudes
and practices in regard to health, as viewed by village leaders.

2. Identify socio-cultural factors influencing health.

3. Identify traditional practitioners, the services which they
provide and their training needs.

(a) The survey initially concentrated on enumeration areas 38.01 - 38.03,
38.11 - 38.13, 39.01 - 39.16.

(b) As a result of the survey, the demonstration zone was expanded to
include census enumeration areas 40.01, 40.03, 40.04 and 40.05, or 15
additional villages not reported in the baseline survey.



4. Provide a foundation for planning health centre services including
health education to the commmity.

5. Establish rapport with and secure the cooperation of village leaders.

Development of the Survey

The survey was limited by time, existing documents and available manpower.
In addition to Ministry of Health support, other organizations within the
government cooperated by providing two interviewers and accommodations at
various locations from which the survey was launched.

The interviewers totalled two full-time and three part-time individuals who
received a full four-day orientation which included:

1. Orientation to public health concepts

2. Discussion of survey objectives

3. Sample selection and definition to be used for 'village leader"

4. Interviewing techniques and role-play of the process

5. Use of the questionnaire

6. Assuring confidentiality

7. Field practice and supervision

8. Organization of activities.
Two of the five interviewers were experienced health personnel and were
designated as principal counterparts to the two UCSC technicians during this

period. The counterparts assisted in completing and translating the question-
naire and supervising the survey in the field.

In view of the need to generate commmnity interest and cooperation, certain
questions were eliminated at this juncture. Also it was probable that the
Ministry of Health could analyze more detailed demographic data

at some later time for the villages included in the countrywide samples for the
Demographic Survey then being carried out by the Bureau of Statistics. It

was not the intention of this survey to duplicate more detailed surveys to
which the Ministry of Health already had access.

The actual field survey bagan on July 14, 1972, and was completed by August 14,
1972. A total of 176 village leaders were interviewed.



Shortcomings

The difficulties presented to a surveyor using the enumeration of villages
outlined in the 1966 census are many and well documented in other reports.(c)
No household or village mapping of the area was available. Villages said to
exist, had been renamed, or sometimes could not be found at all.

In addition, the definition of ''village leader' came to include who was
"most accessible', i.e., in addition to chiefs, chieftainess, village
headmen, and advisors to the chief, the definition of village leader was
expanded to include teachers, clergy and officers of recognized village
organizations. All were Basotho.

Description of Village Leaders

A brief description of the village leaders interviewed should provide insight
to aid evaluation of the following results of the survey._ More than one-half
of the 176 leaders interviewed were over 50 years of age.1 Some 91 of the
leaders (51.7 percent) were either chief/chieftainess, village headman or
acting chief.2 Most of the leaders interviewed were male, 74.4 Rercent3, and
a majority of the leaders, 73.9 percent, were currently married.4 Only 6.8
percent of the village leaders had receiyed no education, and 54.0 percent

had completed lower primary, grades 1-4.° Thirty-seven of the leaders had
lived twenty or fewer years in their villages and three-fourths of leaders, 6
76.7 percent, had lived twenty-one or more years in their respective villages.

When asked whether they knew of the clinic at Ts'akholo 89.8 percent of the
leaders replied that they did7, and of those aware of the clinic 40.9 percent
had been informed by their chief.8 oOnly 12.5 percent of the village leaders
reported no radios in their villages, and 32.4 percent claimed of one or two
radios in working order in their villages.

The leaders were also questioned about the existence of latrines in their
villages and 31.8 percent replied affirmatively.10 Of these 56 leaders aware
of latrines in their villages, 73.2 percent knew of open pit type and the
remaining 15,12r 26.8 percent of the leaders said they were awari of closed
pit latrines. Twenty-seven of these 56 leaders,.48.2 percent1 , judged the
latrines of which they were aware to be in good condition.

(c) Population Census Report. Vol. 1, 1966. Bureau of Statistics,
Kingdom of Lesotho.

1 All numbered references refer to tables in the Appendix.

-3-
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When asked to assess the literacy level of their village inhabitants, 131 of
the leaders, 74.4 percent, replied that most of the people in their village
were capable of reading and writing Sesotho.l3 Remarkable also is the fact
that 32 of the leaders, 18.2 percent, believed that most of the people in
their village could read and write both Sesotho and English. However, only
42 or 23.9 percent of the leaders reported the presence of a school in their
village. It was their understanding that all of these primary schools were
church-sponsored.l4 Of the 104 leaders who stated that their villages had
other resources, 73 of these leaders, 70.2 percent, specified that the other
resources wree health relatedlse.g., nutrition education programs, village
healer, or health committees.

All village leaders reported that their village had a water supply and 112 of
the leaders, 63.6 percent, stated that it was within one half mile of the
village.16 Only fifteen of the leaders, 8.2 percent, reportec that their 17
village water supply was protected from human or animal fecal contamination.
There was no single female gathering place in the village reported by a majority
of the leaders although 140 of the leaders, 79.5 percent, reported that the ;g
leader's house or yard was the gathering place for the men of their village.

With one exception, all of the village leaders interviewed reported occurrence
of specific illnesses among the children of their village, and the greatest
proportion of the leaders, 84.1 percent knew of children in their village
with diarrhea and gastro-intestinal symptoms. Recent occurrences of skin in-
fections among children in their village were reported by 39.2 percent of the
leaders, and occurrences of pneumonia or respiratory disease wers reported
slightly more frequently, i.e., by 44.9 percent of the leaders.l

A vast majority of the leaders, 94.9 percentzo, said that they believed that
the people of their villages wanted health information, and the most frequent
categories of response were information on health of mothers and children, ,
42.5 percent, and information on sanitation and water supply, 25.1 percent.

CAUSES OF SPECIFIC ILLNESSES IN CHILDREN

In addition to specific illnesses noted by the village leaders to occur
amongst children in their villages, it is important to determine why the
village leaders thought children became 11l from these conditions. Their
perceived reasons for each condition were recorded in narrative and grouped
according to four main categories. The first group consists of village
leaders who perceived the condition to be associated with germs, unfavorable
hygiene, and other scientifically known causes of the condition. The second
group of village leaders perceived the illness as caused by evil spirits, bad
omens, witchcraft, etc. The third group included those who believed in a
combination of the aforementioned causes. The fourth group consists of those
who gave other reasons, not related to a knowledge of either germ theory or
belief in evil spirits. The results of this grouping, (based upon the re-
sponses of those who indicated that the condition existed in their villages),
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are shown in Table 27. It is noteworthy that the highest percent of the

village leaders (84.1 percent) believed the cause of diarrhea and other gastro-
intestinal symptoms to be related to evil pirits whereas only 4.3 percent
perceived skin infections to be related to evil spirits. It should also be
noted that the highest response (43.0 percent) to perceived reasons for pneumonia
and other respiratory conditions, including tuberculosis, was "I don't know'.

TRADITIONAL MEDICINE

In order to be effective in providing alternatives to the customs and
traditions practiced in the Ts'akholo area, several questions were aimed at
learning more about the traditional health care delivery system, who provides
it, what they provide, and what kinds of beliefs perpetuate the practice of
traditional medicine. One hundred and sirteen (65.9 percent) of the village
leaders stated that there was a traditional practitioner (boloi, masela-mose,
etc.) in their village.22 In these villages, 68.6 percent of the leaders had
the impression that most of the villagers used this service. 3 Further, 43.1
percent stated that their villagers were likely to consult the traditional
practitioner first, and failing there, go to the health centre or medical
doctor for care. Of the leaders, 7.8 percent stated that they may go to the
traditional practitioner either first or last, and 26.7 percent _stated that
they believed the traditional practitioner to be a last resort,24 A large
percent, 22.4 percent, stated that they did not know when, in the course of a
perceived illness or circumstance, the villagers were likely to use the tradi-
tional practitioner.

TRADITIONAL BIRTH ATTENDANTS

The village leaders were asked 'Who delivers babies in your village?'' Of the
village leaders, 40.9 percent knew of specific people in their village who
delivered babies, all of them older women with two exceptions, namely two known
traditional medicine men; 39.8 percent of the leaders indicated ''grandmothers" usual
deliver the babies in their villages; 13.1 percent stated that no one

in their village delivers babies. 5 From the narrative, none of the persons

listed had received any training in home delivery, other than that which was

handed down by custom. Traditions associated with delivery were described by

four of the femak village leaders. Noteworthy is the cutting of the cord with

a sharp reed, traditionally taken from the interior thatching of the roof.

BELIEFS, CUSTOMS, TRADITIONS

Table 26 summarizes the number of village leaders responding to the que§tion
"Do people in this village have beliefs, customs, or traditions concerning
pregnancy, delivery, causes of abnormal children, concerning the newborn.
post-partum period, or concerning nutrition and other beliefs?"' The following
sections examine the leader's descriptions which were taken in narrative form.


http:babies.15
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Preggancz

Of all the traditions and beliefs, those to be observed by the pregnant woman
are most extensive. More than 70 percent reported that the pregnant woman

must observe certain traditions concerning physical activity and attire. :
All of those reported are harmless or potentially harmless customs. For example,
to avoid crossing the path of evil spirits or bewitched areas, she must not
walk all over the place, and she must wear special charms. Other precautions
are to avoid sleep during the day, which is believed to cause the baby to

sleep during delivery, and to avoid sitting in the sun next to the door or
window which is believed to be a cause for giving birth to an abnormal child.
Special relay races are sometimes played by pregnant women which are believed
to encourage rain to fall.

Food taboos during pregnancy are another area of widespread belief according
to the village leaders. Thirty-six respondents, or 28.9 percent, indicated that
the pregnant women in their village observe certain food taboos. These are
listed in the order of their frequency from the narrative:

Food taboos in pregnancy Reason for the taboo

Eggs To prevent the appearance of an
"egg" (membranes) during delivery.
Eating eggs causes membranes not
to rupture in delivery.

Certain meat, internal organs To avoid a difficult labor and

and bones delivery.

Meat from an animal who died in This meat will cause the woman to

obstructed labor have an obstructed labor.

Fish Eating fish causes the baby's nose
to secrete too much mucus.

Duck Eating duck causes the baby to be
born with clubbed fingers and
feet.

Too many oranges To avoid birth of an abnoimal
child.

Many references were made to the use of Sesotho medicine during the course of
pregnancy, labor and delivery. According to the village leaders, special
Sesotho medicines are used to:

Secure the pregnancy

Induce labor

Make labor easy and to ease a difficult labor

Turn or position the fetus

[S2 R~ & O

Protect against evil spirits.



Concerning Birth of Abnormal Child

One hundred seven, or 95.5 percent of the village leaders who responded
affirmatively to this question, stated that their people believe birth of

an abnormal child is related to failure to carry out local customs and
failure to observe certain taboos. According to the village leaders, in
addition to observing the food taboos, pregnant women are to avoid getting
too cold, becoming scared, angry or teased, and looking or laughing at an
abnormal person, all of which were described as causes for giving birth to
an abnormal child. Pregnant women are not to "peep into the birds nest" as
another precaution against giving birth to an abnormal child. Wearing of
special charms, attire of her clan, and avoidance of bewitched areas and cer-
vain medicines are also important to prevent this occurrence. It is noteworthy
that 11.6 percent of the respondents understood that being beaten, badly
cared for in pregnancy, malpositions, and heredity can cause this malady.

Newborn/Postpartum Period

Of the 176 village leaders interviewed, 166 or 94.3 percent, indicated that
their people carry out certain beliefs and traditions regarding the newborn
baby and newly delivered mother. Most often described, by 106 village leaders,
is the placing of a reed, usually in the roof outside the door of the hut, to
signify the presence of a newborn baby. Of these respondents, 63.9 percent
described the reed as a means of prohibiting entry to specific groups of people
believed likely to bring evil spirits or to have crossed the path of evil
spirits. The most frequently mentioned group who are prohibited entry are
people who use local medicines, the concern being that they may bring bad
medicine, bad charms or evil omens and thus bewitch the newborn baby. Of the
respondents, 20.7 percent indicated that men are prohibited entry, the belief
being that they may have crossed over local medicine and the baby will not grow
well; 18.7 percent specifically prohibited prostitutes and others who behave badly
Young women and nubiles are prohibited by same, being described as too sensual
and capable of bewitching the baby. Mourners are excluded, male and female,

as they may bring misfortune to the newborn, and visitors and travellers from
afar are excluded since they may have passed over bewitched places and bring
i11 health to the baby. There is a period of time beyond which certain pro-
hibitions are lifted, For example, some leaders said that young girls can go in after
the cord drops off (7-10 days) and certain visitors can ritualize with ash so
as to remove evil spirits before entering the hut. It is interesting that two
respondents specifically indicated that the custom is practiced to prevent
infection of the newborn from germs and diseases.

Dangerous or potentially dangerous traditional practices associated with the
newborn and postpartum period were stated by less than five percent of the
respondents. These included placing raw or dried kraal manure peneath‘the
baby, not allowing the mother to breastfeed immediately after birth, and
believing that the mother should bleed heavily after delivery.



Nutrition

Beliefs and customs to be practiced by their people concerning nutrition were
mentioned by 140, or 79.6 percent, of the village leaders. The largest group
who are required to observe food taboos are young boys and girls.

Of the respondents, 92 or 65.7 percent indicated that the young people in their
village are not allowed to eat the internal organs of sheep and goats. This

is believed to cause a young couple to have difficulties in marriage and the
young person is told that it will be extremely cold on their wedding day if
they eat this food. Pregnant women are also not allowed this food which is
believed to be the cause of difficult labor and delivery. Sixty of the respon-
dents, 42.9 percent, indicated that eggs are also withheld from young people,
including new wives and primiparas. With this group, eggs are thought to be
the cause of too much sensuousness, and are believed to cause fertility in
young boys. In addition, -eggsare said to cause marital difficulties to a
young couple. Their restriction during pregnancy is described under that
section.

Nutrition of the new mother received special emphasis under the questions con-
cerning the postpartum period and nutrition. 45.6 percent indicated that in
their villages new mothers are allowed and encouraged to eat amything, especially
soft sorghum porridge to produce a good milk supply.

Other Beliefs, Traditions

Initiation and circumcision schools were stated to be an important tradition
for the boys and girls in the villages of 45 of the leaders. 10.2 percent of
the respondents gave reference to use of charms, injections, and herbal creams
for preventing people and houses from being hit by lightning. Noteworthy in
the category of miscellaneous customs and traditions is that several leaders
stated their people are accustomed to working in cooperative groups.

Family Size Ideal

It was found that 56.8 percent of the leaders believed that the ideal number
of c%%ldren is four or fewer, and the median number of children desired was
3.7. The distribution of ideal number of children by sex is shown in

Table 29 and the median number of each sex desired is 1.7. Quite surprisingly,
when queried about the ideal gap between the births of successive children,
47.1 percent of the leaders responded that two years or less is ideal.30

DISCUSSION

It should be mentioned that all results presented here are necessarily
qualified by the nature of the survey, and consequently some potential cri-
ticisms should be addressed. The interviewer, when confronted by the
necessity of selecting one leader from among several to interview, attempted
to select the most literate leader to facilitate comprehension of the questions
asked. Most questions that the village leaders were asked were objective:
e.g., "How many people in village have radios in working order?" However,
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some questions called for a judgment on the part of the leader, and the

data on this type of question is based on the leaders' personal perceptions:
e.g., "Do most people in the village read Sesotho?"' etc. The assumption

is made here that the village leaders are awar. of what their people know

and practice with regard to health, and this assumption and the consequent
results presented here have been independently substantiated by the experiences
of the staff in the demonstration zone. Furthermore, same questions, as above,
were village-oriented and others were leader-oriented, e.g.. question 20 asks
for the leader's perceived ideal number of children for a hypothetical newly-
married village couple and concerns the individual leader's belief whereas
question 10, i.e., "Where do women gather to talk?" is a village-oriented
question. It is important to be aware of this distinction in orientation.
Noteworthy also is the fact that this survey was undertaken in the Winter of
1972, The importance of the time of the survey is that the illnesses reported
herein are seasonal, and account must be taken of this fact when evaluating
these particular findings.

CONCLUSIONS

These results are objective responses and subjective impressions of 176 village
leaders from 135 villages in the demonstration zone around the Ts'akholo
health centre, a catchment of approximately 21,000 people in 1972. More than
three quarters, 76.7 percent, of those interviewed had lived 21 or more years
in their villages. It was rzported by 131 leaders, 74.4 percent, that most

of their villagers could both read and write Sesotho.

Very few of the leaders, only 15, reported closed pit latrines in their

villages. Also of interest is the fact that only 15 leaders (not necessarily
the same as those reporting closed pit latrines) stated that their village

had a protected water supply. This fact is perhaps related to a high percentage,
84.1 percent, of the village leaders being cognizant of occurrences of diarrhea

and gastro-intestinal symptoms among village children.

From the interviews of the 176 village leaders it is evident that traditional
medicine continues to be a primary source of care for villages in the demon-
stration zone. Traditional practitioners can be herbalists, spiritualists
(magical healers), or so-called medicine men. It was learned that traditional
practitioners have a role in preventive care, such as antenatal care, as well
as curative care for a perceived illness or circumstance.

With two exceptions it was found that older women, 'grannies", are the
traditional birth attendants mentioned by over 80 percent of the village

leaders reporting births in their villages. None of the traditional birth
attendants were known to have received any training beyond that handed down

by custom. It was beyond the scope of the survey to interview people sa}d

to deliver babies, however they would be helpful and essential baseline informa-
tion if work with traditional birth attendants becomes acceptable in Lesotho.
The low known incidence of neonatal tetanus in Lesotho is interesting when one
considers reported traditional practices.(d) The use of Sesotho medicines
during pregnancy and childbirth requires further study.

(d) Ministry of Health, Annual Statistics Reports, 1968 - 1971.
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Beliefs and customs affecting health extend over the entirety of enumeration
areas in the demonstration zone. Some of these customs can be categorized

as harmless or potentially harmless and some appear to have merit. Less than
five percent of the village leaders reported traditional practices deemed to
be dangerous or potentially dangerous. More study needs to be carried out
countrywide in this area.

RECOMMENDATIONS

The survey was undertaken to assist the government and in developing a model
maternal and child health care program for Lesotho, Research methodology

was limited. Records initiated at Ts'akholo Health Centre in 1972 serve

the government as baseline for a more rigorous evaluative component to their
demonstration project. In addition the government has access to the following
statistical data for fertility and mortality rates which should be analyzed
for their evaluative and demographic purposes in the demonstration zone:

(a) Countrywide Demographic Survey, Bureau of Statistics
Includes demographic data since May, 1971 on the following
samples from the demonstration zone:

Enumeration Areas No. 39.07, 39.15, 39.09, 39.04

Certain demographic data are also available from Enumeration
Area 39.06 for 1968.

(b) Population Census, past and project (1966 and 1976). The govem-
ment should request the Bureau of Statistics to supply a specific
age-sex pyramid for both de jure and de facto population in the
Enumeration Areas of the demonstration zone, for both 1966 and
1976.
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TABLE 1

AGE OF VILLAGE LEADERS

CUMULATIVE

AGE AT LAST BIRTHDAY FREQUENCY PERCENT PERCENT

20 - 29 9 5.1 5.7

30 - 39 23 131 18.8

40 - 49 44 25.0 43.8

50+ 96 545 98.3
NO RESPONSE 4 2.3 100.0
TOTAL 176 100.0

TABLE 2
PGSITION OF LEADER IN VILLAGE
POSITION FREQUENCY PERCENT
CHIEF/CHIEFTAINESS, VILLAGE HEADMAN 91 51.7
ACTING TO THE CHIEF .
OTHER ‘(TEACHER, OFFICERS OF RECOGNIZED 85 48.3
VILLAGE ORGANIZATIONS, CLERGY) *
TOTAL 176 100.0
TABLE 3
SEX DISIRIBUTION OF
THE VILLAGE LEADERS
SEX FREQUENCY PERCENT

MALE 131 74.4
FEMALE 45 25.6
TOTAL 176 100.0
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TABLE 4

MARITAL STATUS OF THE LEADERS

STATUS FREQUENCY PERCENT

SINGLE 9 5.1

CURRENTLY MARRIED 130 73.9

WIDOW/WIDOWER 11 6.2

NO RESPONSE 26 14.8

TOTAL 176 100.0
TABLE 5

COMPLETED EDUCATION OF THE VILLAGE LEADERS

CUMULATIVE
EDUCATION COMPLETED FREQUENCY PERCENT i
NONE 12 6.8 6.8
LOWER PRIMARY — STD 1-4 95 5440 60.8
HIGHER PRIMARY - STD 5-6 26 1447 7545
JR CERTIFICATE- FROM 1-3 20 11.4 8649
SR CERTIFICATE - FORM 4-5 3 1.7 88.6
NO RESPONSE 20 1.4 100.0
TOTAL 176 100.0
TABLE 6
DURATION OF RESIDENCE IN VILLAGE
NUMBER OF YEARS CUMULATIVE
LIVED IN VILLAGE FREQUENCY PERCENT PERCENT
0-5YR 8 4.5 4.5
11 - 20 YR 19 10.8 21.0
21+ YR 135 7647 97.7
NO RESPONSE 4 2.3 100.0

TOTAL 176 100.0
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TABLE 7
KNOWLEDGE OF CLINIC AT TSAKHOLO

STATUS ~ FREQUENCY PERCENT
HAD HEARD ABOUT CLINIC 158 '89.8
HAD NOT HEARD 18 10.2

TOTAL 176 100.0

TABLE 8
SOURCE OF XKNOWLEDGE OF TSAKHOLO CLINIC

SOURCE FREQUENCY PERCENT
WORD OF MOUTH (OTHER THAN CHIEF) 56 35.4
RADIO 1 7.0
PITSO 20 12.6
CHIEF 65 41.2
OTHER MEANS 5 3.2
NO RESPONSE 1 0.6
TOTAL 158 100.0

TABLE 9
KNOWLEDGE OF RADIOS IN WORKING ORDER IN VILLAGE

NUMBER OF RADIOS
IN WORKING ORDER FREQUENCY PERCENT cggggg§£VE
IN VILLAGE
NONE 22 12.5 125
12 57 32,3 44.9
3-4 39 22,2 67.0
11+ 6 3.4 99.4
NO RESPONSE 1 0.6 100.0

TOTAL 176 100.0




TABLE 10

LEADERS' XNOWLEDGE OF LATRINES IN VILLAGE

STATUS FREQUENCY PERCENT
KNEW OF ONE OR MORE LATRINES 56 31.8
KNEW OF NONE 120 68.2
TOTAL 176 100.0

TABLE 11
TYPE OF LATRINES REPORTED
TYPE FREQUENCY PERCENT
OPEN PIT 41 73.2
CLOSED PIT 15 26.8
TOTAL 56 100.0
TABLE 12
CONDITION OF REPORTED LATRINES
CONDITION FREQUENCY PERCENT
GOOD 27 48.2
FAIR 24 42.9
POOR 5 8.9
TOTAL 56 100.0
TABLE 13
LITERACY OF VILLAGERS AS ASSESSED BY THE LEADERS

CAPABILITY OF MOST VILLAGERS FREQUENCY PERCENT

READ AND WRITE SESOTHO 131 74.4

READ AND WRITE BOTH SESOTHO AND ENGLISH 32 18.2

NONE OF ABOVE 13 7.4

TOTAL 176 100.0
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TABLE 14

IS THERE A SCHOOL IN YOUR VILLAGE?

RESPONSE FREQUENCY PERCENT
YES 42 23,9
NO 134 7641
TOTAL 176 100.0

TABLE 15

TYPES OF SERVICES OR RESOQURCES IN VILLAGE

TYPE OF RESOURCE FREQUENCY PERCENT
HEALTH RELATED 73 70.2
COMMERCIAL BUSINESS 20 19.2
OTHER 11 10.6
TOTAL 104 100.0

TABLE 16

DISTANCE OF WATER SOURCE FROM VILLAGE
DISTANCE FREQUENCY PERCENT cggggg§£VE

LESS THAN HALF MILE 112 6346 64.2
MORE THAN HALF MILE 62 35.2 99.4
DON'T KNOW/NR 2 1.2 100.0
TOTAL 176 100.0 100.0

TABLE 17

IS WATER SOURCE PROTECTED?

RESPONSE FREQUENCY PERCENT
YES 15 8.5
NO 161 91.5
TOTAL 176 100.0
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TABLE 18

LOCATION OF MALE GATHERING PLACES

LOCATION FREQUENCY PERCENT
LEADER'S HOUSE OR YARD 140 79.4
ANOTHER SPECIFIED RESIDENCE 2.3
PUBLIC PLACE 51
GARDENS 4.0
NO PLACE 11 6.3
NO RESPONSE 5 2.9
TOTAL 176 100.0

TABLE 19
LEADERS' XNOWLEDGE OF INCIDENCE OF
VARIOUS CONDITIONS AMONG VILLAGE CHILDREN
DIARRHEA FNEUMONIA
CONDITION SKIN INFECTIONS GI SYMPTOMS RESPIRATORY DISEASH
KNOWLEDGE OF , -
INCIDENCE AYONG FREQUENCY PERCENT | FREQUENCY PERCENT | FREQUENCY PERCENT
VILLAGE CHILDREN
YES 69 39.2 148 84.1 79 44.9
NO 107 60.8 28 15.9 97 551
TOTAL 176 100.0 176 100.0 176 100.0
TABLE 20
DESIRE FOR HEALTH INFORMATION
RESPONSE FREQUENCY PERCENT
YES 167 94.9
NO 9 5¢1
TOTAL 176 100.0
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TABLE 21

TYPE OF HEALTH INFORMATION NEEDED

TYPE FREQUENCY PERCENT
HEALTH OF MOTHER AND CHILD 71 42.5
OTHER PHYSICAL HEALTH 29 17.4
NUTRITION 11 6.6
SANITATION WATER SUPPLY 42 2541
COMMIINAL GARDENS 8 4.8
OTHER 1.8
DON'T XNOW/NO RESPONSE 3 1.8

TOTAL 167 100.0
TABLE 22

TRADITIONAL DOGCTOR OR HEALER IN VILLAGE

RESPONSE FREQUENCY PERCENT

YES 116 6549

NO 60 34.1

TOTAL 176 100.0
TABLE 23

DO_MOST PEOPLE IN VILLAGE 0 TO TRADITIONAL DOCTQR OR HEALER?

RESPONSE FREQUENCY PERCENT

YES 81 68.6

NO 37 31.4

TOTAL 118 100.0
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TABLE 24

VILLAGERS' PREFERENCE WHEN ILL

MOST PEOPLE'S ORDER OF CONSULTING FREQUENCY PERCENT
TRADITIONAL PRACTITIONERS 1ST 50 43.1
TRADITIONAL PRACTITIONERS LAST 31 26,7
BOTH OF ABOVE 9 7.8
I DON'T XNOW 26 22.4
TOTAL 116 100.0

TABLE 25
WHO _DELIVERS BABIES IN THIS VILLAGE?

PERSON FREQUENCY PERCENT
SPECIFIC PERSON (S) 72 40.8
GRANDMOTHERS 70 39.8
OTHER 1 .6
NO ONE IN VILLAGE 23 13.1
DON'T XNOW/NO RESPONSE 10 5¢7

TOTAL 176 100.0
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TABLE 26

FREQUENCY AND PERCENT OF VILLAGE LEADERS REPORTING THEIR VILLAGES TO

HAVE BELIEFS, CUSTOMS AND TRADITIONS CONCERNING PREGNANCY, DELIVERY,

BIRTH OF ABNORMAL CHILD, NEWBORN, POSTPARTUM, NUTRITION AND OTHER

BELIEFS OR TRADITIONS.

QUESTION: DO MOST OF THE PEOPLE
IN THIS VILLAGE HAVE BELIEFS,

FREQUENCY REPORTED

PERCENT REPORTED

CUSTOMS OR TRADITIONS CONCERNING : YES NO DK/NR. YES NO DK/NR
PREGNANCY 126 47 3 716 2647 1.7
DELIVERY 98 57 21 55.7  32.4 1149
CAUSE OF ABNORMAL CHILD 112 51 13 63.6  29.0 7.4
NEWBORN/POSTPARTUM PERIOD 166 9 94.3 1541 0.6
NUTRITION 140 ° 30 6 79.6 17.0 3.4
OTHER THAN THE ABOVE 130 42 4 73.8  23.9 2.3

DK/NR = DON'T KNOW, NO RESPONSE
ALL FIGURES ARE BASED UPON INTERVIEWS OF 176 VILLAGE LEADERS

TABLE 2

BELIEFS CONCERNING CAUSES OF VARIOUS CONDITION AMONG VILLAGE CHILDREN

DIARRHEA PNEUMONIA OR
CONDITION SKIN INFECTION GI SYMPTOMS RESPIRATORY DISEASE
PERCEIVED CAUSE FREQUENCY PERCENT | FREQUENCY PERCENT | FREQUENCY PERCENT

GERM THEORY 23 33.3 36 24.3 7 8.9

EVIL SPIRITS 3 4.3 45 30.3 13 16.5

BOTH OF ABOVE 15 21.7 25 16.9 1 1349

OTHER kLASON 10 14.5 14 9.5 14 177

DON’T KNOW/NO RESPONSE 18 26.2 28 19.0 34 43.0

TOTAL 69 100.0 148 100.0 79 100.0
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TABLE 28

LEADERS' IDEAL NUMBER OF CHILDREN

CUMULATIVE
NUMBER FREQUENCY PERCENT PERCENT
0 1 0.6 0.6
1 2 1.1 1.7
2 31 17.6 19.3
3 25 14.2 33.5
4 41 23.4 6.9
5 22 12.5 69.3
6 12 6.8 7641
7 5 2.8 79.0
8 5 2.8 81.8
9 2 161 83.0
1 1 0.6 88.1
12 2 101 89.2
OTHER NARRATIVE
(e.g. IT'S UP TO GOD) 7 4+0 93.2
DON'T XNOW/NO RESPONSE 12 6.9 100.0
TOTAL 176 100.0
TABLE 29
LEADERS' IDEAL NUMBER BY SEX
BOYS GIRLS
IDEAL
NUMBER FREQUENCY PERCENT CUMULATIVE FREQUENCY PERCENT  CUMULATIVE
PERCENT PERCENT
0 1 0.6 0.6 1 .6 .6
1 45 25.6 26.1 49 27.8 28.4
2 59 33.4 5947 57 32.5 60.9
3 25 14.2 73.9 26 14.8 757
4 11 6.3 80.1 8 4.5 80.2
5 5 2.8 83.0 8 4.5 84.7
6 4 2.3 85.2 1 .6 85.3
7 OR MORE 1 0.6 85.8 1 .6 85.9
0
THER NARRATVE a0 - ; s 504
DON'T KNOW 18 10.2 100.0 17 9.6 100.0
TOTAL 176 100.0 176 100.0




TABLE 30

IDEAL INTERVAL BETWEEN CHILDREN

IDEAL INTERVAL CUMULATIVE
IN MONTHS FREQUENCY PERCENT PERCENT
0-12 6 3.4 3.4
13-24 MO 77 43.7 47 1
25-36 MO 76 43.2 90.3
37-48 MO 15 8.5 98.9
49+ MO 1 0.6 99.4
DON'T - KNOW 1 0.6 100.0
TOTAL 176 100.0




APPENDIX II: QUESTIONNAIRE




DATE CENSUS ENUMERATION
Letsatsi AREA
VILLAGE E.A. No.
Motse
NAME POSITION IN VILLAGE
Lebitso Boemq/kotseng
AGE MALE/FEMALE HOW LONG HAVE YOU LIVED IN THIS
Lilemo Monna/Mosali VILLAGE?

Ke nako e kae u lula motseng o0o0?

MARITAL STATUS
NAME OF VILLAGE CHIEE/CHIEFTAINESS
Lebitso la Morena

WHO ARE THE LEADERS IN THIS VILLAGE?
Bactapele ba sechaba ke bomung motseng oa heno ntle le morena?

NAME POSITION
Lebitso Boemo

HAVE YOU HEARD ABOUT THE HEALTH CLINIC AT TS'AKHOLO? YES N

1. Na u kile oa utloa ka Motebo oa litlhare le ts'ebetso cliniking ea Ts'akholo?

HOW DID YOU HEAR THIS INFORMATION?
2. U utloile ka mang?

Ee Che

HOW MANY PEOPLE IN YOUR VILLAGE HAVE RADIOS IN WORKING ORDER?
3. Xe batho ba bakae bao u ba tsebang ba nang le lialemoea tse sebetsang motseng oca heno?

HAVE YOU HEARD THE HEALTH BROADCASTS?
4. Na u ke u mamele lenaneo la tsa bophelo sealemoeeng? YES NO

Ee Che

CODB
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DO MOST PEOPLE IN THE VILLAGE READ SESOTHO? YES NO

5. Na batho ba bangata ba tseba ho bala Sesotho? Ee Che
WRITE SESOTHO? YES NO
" n n " " " ngola Sesotho? Ee Che
READ ENGLISH? YES NO
" " " " " " ho bala Senyesemane? Ee Che
WRITE ENGLISH? YES NO
" n " " " " ho ngola Senyesemane? Ee Che

HOW MUCH EDUCATION DID YOU COMPLETE?
6. U thoile Sekolong u bala'ng? {Check one)
Lower Pri’nax‘y (Grade A-Std.4)...............O.........0.......0.0...'........

Higher Primar:f (Stdo 5"6)..--..--.oooooo-oo--oo.toooooo..oooocooo..o..co.onoo
Junior Certificate or BPTC form e
Se.!lior Certiflcate or P.H. Form 4—5 00000 P0RPOOOINOIOCIOORIOOCOOIEOOPROOOIORORGBROROREOEOSOROOBRAQRDRES

Hihge'.‘ Education LA R N NN ERENENENE N NN E NN RN Y N NN N N Y N N N R R

DO THE PEOPLE NEED INFORMATION ON HEALTH? YES NO

LLEEE

7. Na batho ba laba-labela ho utloa ka tsa bophelo Ee Che
IF SO WHAT KINDS?

8. Ha ho le joale ke 1life?
WHAT HEALTH ACTIVITIES CO ON IN THE VILLAGE?

9. Lits'ebeletso tsa boprelo tse teng ka har'a motse oa heno ke 1iife?

WHERE DO WOMEN GATHER TO TALK?

10. Basali ba kopanela kae ho qoga?
WHERE DO MEN GATHER TO TALK?

11- Banna ba kopanela kae ho qoqa?

DO YOU HAVE THE FOLLOWING RESOURCES IN YOUR VILLAGE?
12. Na tse latelang li teng motseng oa heno?

(a) WATER/SOURCE WHAT DISTANCE? IS IT PROTECTED
Metsi a khuoa kae? Bohole bo bokae? Boemo ba Seliba
(b) DO YOU HAVE LATRINES? WHAT KINDS?
Matloana a boithuso a teng? Mofuta ofe?

WHAT CONDITIONS?

A boemo bofe?

CODE
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(c) scCHOOLS? WHAT XINDS? DESCRIBE:

Likolo? Mofuta ofe? Tsamaiso:
{d) MISSIONS? OF WHAT ORDER?
'Mishone? Oa kereke efe?

ARE THERE OTHER RESOURCES (SERVICES)? PLEASE EXPLAIN:

13. Na ho na le lits'ebeletso tse ling? U hlalose:

DO MEN AND WOMEN OF YOUR VILLAGE HAVE CERTAIN BELIEFS ABOUT THE FOLLOWING:

14. Na banna kapa basali ba motsenqg oa heno ba na le litumelo tse itseng mabapi le tse latelang?
Akx'u hlalose:

(a) DURING PREGNANCY (CAXKE, NUTRITION ETC.) YES NO

Nakong ea bokhachane (mabapi le lijo, .e tse ling);
PLEASE EXPLATIN:

Ak'u hlalose:

It

(b) DELIVERY? YES NO PLEASE EXPLAIN
Ho pepa Ee Che Ak'u hlaloce
(c) ABOUT DEFORMED (HANDICAPPED) CHILDREN? YES NO PLEASE EXPLAIN
Bana ba hlahang ba holofetse? Ee Che Ak'"u hlalose
(d) DURING PFOSTPARTUM YES NO
Nakong ea Setsoetse hang ka mor'a ho pepa? Ee Che

PLEASE EXPLAIN

Ak'u hlalose

(e) CUSTOMS CONCERNING FOOD? YES NO PLEASE EXPLAIN
Meetlo e amanang le 1lijo? Ee Che Ak'u hlalose

ARE THERE ANY OTHER CUSTOMS OR BELIEFS IN YOUR VILLAGE YOU CAN TELL ME ABOUT? YES NO

15+ Na hona le meetlo e meng eo u ka mpolellang ka eona? Ee Che

PLEASE EXPLAIN

Ak'u hlalose
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WHAT ARE COMMON DISEASES OF THE CHILDREN IN THIS VILLAGE?

16. Mafu a khathatsang bana ke afe?

WHAT CAUSES THEM?

17. A bakoa keng?

IS TIERE A DOCTOR IN THE VILLAGE? ANY KIND EVEN A TRADITIONAL DOCTOR? YES NO
18. Na le na le ngaka motseng? Ea mofuta ofe kapa ofe, le ngaka matsetsela? Ee Che
(a) IF SO, GIVE NAME: AGE MALE/FEMALE__
Haeba e teng, fana ka lebitso: Lilemo Monnq/Hosali
(b) DO MOST PEOPLE GO TO HIM? YES NO
Na batho ba bangata ba ea ngakeng ee? Ee Che
(c) WHAT SERVICES DOES HE GIVE? ' .
Ba sebeletsoa ka mekhoa efe? Ak'u hlalose:
(d) DO PEOPLE GO TO THE VILLAGE DOCTOR BEFORE GOING TO THE EUROPEAN DOCTOR OR VICE-VERSA?
Na batho ba ea ngakeng ea motse pele ba e-ea ho ea sekhooa ka ho ea sekhooa e hlotsoe?
WHO DELIVERS BABIES IN YOUR VILLAGE?
19. Ke mang ea pepisang motseng oa heno?
PLEASE GIVE NAMES AGE
Ak'u fane ka lebitso Lilemo

ABOUT HOW MANY BABIES DID SHE/HE DELIVER LAST YEAR?

Mabitso, le hona o se a pepisitse ba bakae selemong se fetileng?

1S SHE/H/ TRAINED? YES NO WHERE

Na o kile a rupeloa? Ee Che Ho kae?

IF A YOUNG COUPLE IN YOUR VILLAGE WERE TO GET MARRIED, HOW MANY CHILDREN DO YOU THINK THEY WOULD WANT TO HAVE?
20. Baroetsana le bahlankana ba holileng ha ba nyaloa kapa ba batla ho nyala, ekaba ha u nahana ba ka thabela

ho ba le bana ba bakae?

AT
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HOW MANY BOYS WOULD THEY LIXE TO HAVE? GIRLS9

Ba ka thabela bashanyana ba bakae? Banana?

HOW LONG A TIME WOULD YOU LIXE BETWEEN ONE CHILD AND THE NEXT ONE?

Uena u ka thabela hore bana ba hau ba sieane ha kae kapa ba hlahlamane ka lilemo tse kae?

CODE
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MODEL VILLAGE BASELINE SURVEY OF HA PHECHELA

BACKGROUND o’

A. Model Village Concept

Early in 1974 the broadly defined '"health team'" at the Ministry of Health's
Ts'akholo Demonstration Maternal and Child Health Project indicated concern
about the applicability to villagers of certain demonstration efforts carried
out at the clinic site, such as poultry production, cammmal garden priject,
etc. This team consisted of a collaborative effort of health personnel, various
extension workers fram the Ministry of Health as well as other government and
private groups and members of the canmmunity. The team believed that the idea
of a demonstration would be most relevant and would "'snow-ball' to the villagers
if it took place in a village itself rather than at a prescribed institutional
setting. The te«%m began to meet regularly to determine how such a scheme might
be accomplished. (8)

The following purposes for a '"Model Village'" were agreed upon: It was
desired to

1. Motivate the people in the village to became aware of their
broadly defined health needs (i.e., improved crop methods,
use of clinic, etc.);

2. Motivate the people to take measures to pramote a healthier
enviroment and to carry out health practices for themselves
and their children;

3. Provide a learning model for other villages through the effort
of the village itself.

Same assumptions were defined. It was assumed that:

1. The people are interested in improving the status of their
own health.

2. Cammmity health can be improved in large measure by the
efforts of the cammumity itself.

3. Agencies and individuals working in health and health related
fields (agronamy, livestock, nutrition, etc.) can use team-
work and motivation effectively to carry out the above
objectives.

4. This effort would bring better organization and utilization
of health resources but not increase cost or manpower
requirements.

5. Demonstration in the village is more effective than demon-
stration at the health centre or outside the village.

(a) Acknowledgement to Ts'akholo Team.
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The team met with outside consultants and their respective department heads
to determine the best way to define selection criteria for a model village.
Based upon available population data, and accessibility for trainees coming for
field work at Ts'akholo, five village groups of 250 people or more were identi-
fied as potential "model villages'". The respective chiefs or headmen were
gathered to "draw fram the hat" that village which would be accepted as the
model village. At this juncture a "control village" received consideration by
the group but was rejected due to the possible implications of favoritism and
bias. The group realized the importance of gathering baseline data, prior to
initiation of the scheme, to measure the village's progress against itself in
two years time and again in five years time. Bvery team member contributed to
the 1list of baseline data which he or she felt was essential and could be
measurable as an index of accomplishment. This took several months, during
which time various experts met with the team to advise them on their questions.

The lists were reduced to a workable size by the respective department heads
in Maseru who met regularly with both the project staff and the Senior Medical
Officer of Health who were more familiar with already existing national baseline
data which included the chosen model village, Ha Phechela.

The format for final framing and wording of questions was detemined by the
Health Education and MCH Project staff in Maseru in consultation with others who
were conducting surveys in Lesotho who could advise on collection of comparable
data. The survey was not intended to duplicate on-going or projected national
surveys for the area. The process herein described took place over a period from
late 1974 through much of 1975. At this time other health institutions indicated
an interest in a similar effort in their regional areas. This was encouraged and
the final questionnaire became a pilot survey in itself, to determine the validity
~and practicability of administering a relevant public health survey in a rural

village which could be replicated in other parts of the country usipg similar
techniques, given the constraints of limited manpower and budget. The re-
mainder of this document reports the findings and constraints of this pilot
survey and includes a copy of the three-part questiomnaire in its revised form.

B. Objectives of the Survey

The pilot questionnaire was administered at Ha Phechela to accomplish the
following objectives:

1. To gather data about a village, its population and its public
health and health-related practices. Portions of this data
are to be baseline data, measured against certain targets in
two years time and five years time as indices of accamplish-
ment in that village.

(b) Acknowledgement needs to be made to the S.M.0.H., Dr. S. G. Mohale, who
recognized and encouraged the important implications of a broad replicable
public health survey for various villages in the country and for the
appropriation of time and manpower in developing a model questionnaire.
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2. Test the pilot questionnaire in temms of its validity for
framing of questions, understanding of questions by villagers,
and ease in administration.

3. Establish a teaching and evaluation tool for those concerned
with public health status in the country.

4. Develop a final model questionnaire which would have rele-
vance to public health and could be replicated in other rural
areas of Lesotho,

5. Supplement clinical data and other survey work in the Ministry's
demonstration zone at Ts'akholo.

C. Target Population and Geographic Location

Ha Phechela was selected as a model village through a selection process
agreed upon by chiefs in that area as described under Background, Page 2. It is
listed in the 1966 Population Census report under Fnumeration Area 39.14 as com-
prising a population of 390 people, and is located approximately one quarter
kilametra east of the Ts'akholo Health Centre, Mafeteng District.

At the time of the survey, January 1976, the reported population of
Ha Phechela according to lists provided by household heads was de jure 573,
de facto 467. This difference is primarily due to the absence of fifty-eight
males as shown in the Age-Sex population pyramid for Ha Phechela, Figure 1.
The discrepancies between this pyramid and the classic textbook age-sex pyramid
can be attributed to sampling variation, i.e., the pyramids of Figure 1 are for
a single small village. Age-sex pyramids of populations are generally based on
data fram much larger populations. There appears to be relatively fewer males
under five years in Ha Phechela for which there is no obvious explanation of
which the authors are aware. The age-sex distribution presented in Table 1 and
Figure 1 appears to be a reasonable finding for a single small village.

Ha Phechela itself is by estimate about one by one-half kilametres in area.
The boundaries are established in the traditional way and have remained reasonably
stable over the past twenty-plus years under the chieftainship of Chieftainess
(Mofumahali) Maqoli Seliane and Ward Chief Sentle Mojela. To its north and east
it is approximately ten kilometres from Lesotho's boundary with the Republic of
South Africa (RSA); appraximately twenty-five kilametres, or one hour travel time
west by motor vehicle, is Lesotho's district camp of Mafeteng. This region of
Lesotho is considered to be dry lowland with arable land inside its entire

boundary.

D. Characteristics of the Area

About one-half kilametre north of Ha Phechela is a small veterinary clinic
established under the Ministry of Agriculture which recently, in 1975, added a
cooperative wool/mohair shed. A dairy scheme under the Ministry of Agriculture
was introduced to this general area in 1964 and turned over to the cammunity to
maintain in 1968. It was found to be lacking any substantial milk production by
1973. Also under the Ministry of Agriculture is a nutrition extension scheme
located at Mapotu, about eight kilametres south of Ha Phechela. Cammmity and
Rural Development assisted in the development of protected, piped water for
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Ha Phechela completed in 1970. A large borehole windmill was installed one-half
kilametre west to supply several villages in the vicinity of Ha Phechela and the
Health Centre. Ha Phechela itself has a separate, year-round, protected spring
with piped water which is often depended upon by surrounding areas, inclydi

the Health Centre, when other supplies fail or droughts affect the area.(C)

Within the boundaries of Ha Phechela is a large primary school originally
established by Roman Catholic missionaries but now under govermment sponsorship.
In 1975 it had an enrollment of 450 day students. The school has a latrine built
in 1975 by the students. A Young Farmers Club was organized in a near-by village,
Boiketlo, in 1971.

In close proximity to the village is a well-established traditional circum-
cision school for boys and initiation school for girls. There are a number of
traditional practitioners (herbalists, medicine men, etc.) within easy access to
the villagers.

Weather and road conditions permitting, a bus arrives daily within one
kilametre of Ha Phechela. The usual custamary transportation is by horseback,
or cart or walking.

None of the afore-mentioned development schemes had, as an aim, appreciable
employment for the villages and it was the impression of the Health Centre team
that a large number of the men were employed outside of Lesotho, particularly in
the mines of South Africa. The survey included questions geared to a detemina-
tion of the employment pattern.

As previously mentioned, the Health Centre initiated the plan of bringing

together extension workers affiliated with a wide variety of schemes to work
together as a health team in the area.

E. Definition of Household and Study Design

Prior to the survey, the village of Ha Phechela was delineated by the
Chieftainess as falling within certain boundaries. The task of household
definition within those boundaries was given to the health statistics wunit of
the Bureau of Statistics who used the following definition: ''a household is
a group of people living together and sharing the same cooking facilities;
they may sleep in different dwelling umits of that household, but share the
same cooking facilities.'

Using this definition, each household was listed, numbered and painted
with that number in November, 1975, in preparation for the survey. The list
totaled 121 defined households.(d) 1t should be noted that by January, 1976,
two of these households had been abandoned and not re-established due to family
death in the interim. Two household heads and family were away in Johannesburg

(c) Commnity and Rural Growth Centres of Lesotho, Department of Communi ty
Development, Goverrment of Lesotho, 1971.

(d) Acknowledgement is made to the statistical officer Health Statistics {_}nit
of the Bureau of Statistics for supervision of the household emmeration.
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attending funerals, and one household head was said to have disappeared. One
hundred and fifteen households were interviewed of the listed 121 in November.

The questions are taken from field problems which a variety of extension
workers and Health Centre staff faced in trying to answer:

1. What practices affecting health are observed in the village?

2. What would you like to see being done differently two years
from now, five years fram now?

Practices affecting health were realistically broad, hence it became as
important to know about selected agricultural practices as use of the current
health delivery system traditional and modern. Knowledge about certain subjects
was felt to be important; for example, it was detemmined if the child had
received BCG, then the mother was asked if the child was protected against
tuberculosis to see if she related the vaccination to its purpose. Same of the
questions were designed to learn the prevalence of certain customs and tradi-
+ions being practiced in the village, e.g., 'Do the young wamen in this house-
hold eat eggs?"

It was concluded that, in addition to observations, photographs, and
discussion with the chief, three specific groups of people would need to be
surveyed:

1. All household heads;

2. All women in their reproductive years;

3. All older women.

When appropriate, questions were worded within the context of a specific
time frame for easy recall and later comparability, for example, 'Did you ever
sell part or all of this oil in the past three months?"

Translations into Sesotho were provided by MCH Project counterparts.

The interviewers for the survey were sought to have the following attributes:

1. At least a J. C. level education;

2. Fluent in both English and Sesotho;

3. At least 25 years old and possessing a family.

Three of the four interviewers were recruited from a recently campleted

precoded health survey where they had been given two weeks of training including
a general overview of temminology used in the survey, techniques of interviewing,

and extensive supervised field practice. They were joined by an additional

trained health worker from Scott Hospital, Morija, who would be gaining eag)erience
in interviewing in order to help to carry out the same survey in that region.
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A field supervisor was also hired. Her qualifications were:
1. A University graduate with experience in research;

2. At least 25 years old and possessing a family;

3. Fluent in both English and Sesotho;

4, Experience in supervision of personnel;

S. A Mosotho.

Two of the interviewers and the field supervisor assisted in the final
wording of the three-part questionnaire and participated in a supervised field
test of fifteen rural households and thus gained experience prior to the pilot
survey. Unfortunately, some of the coding systems incorporated into the.field
test questionnaire were incomplete and remained so until after the pilot survey
at Ts'akholo. It was found on translation back into English that four questions
were lost on the female 15 - 49 years survey and two questions on the older
wamen's survey. The interviewers felt that more instruction should be included
in the questionnaire. These changes are reflected in the three-part question-
naire, Appendix D.



PART 1: HEAD OF HOUSEHOLD SURVEY RESULTS

CHARACTERISTICS OF THE PERSONS INTERVIEWED

It has been emphasized that over one-half of the men aged 20-49 in Ha Phechela
were away from home working at the time of the survey, and it is therefore not
surprising that in forty-three of the 115 households, 37.4 percent, the head was
away working.l In all cases where the head of the household was present that
person was interviewed, and in those 43 cases where the head was absent the acting
head of the household (usually the wife) was interviewed. For simplicity the
temm head or household head will be used to include both actual household heads
and acting household heads unless stated otherwise, The information herein
concerns itself specifically with the characteristics of the household head
regardless of whether or not that person was interviewed.

The household heads were seldam goun,ger than thirty years old, only 17.4
percent, and the median age was 48.2.4 As before, it is also not surprising that
the majority of the household heads were female, 55.7 percent.3 Only four of the
household heads were never married and the vast majority, 93.9 percent, were
either currently married or widowed.4 Twenty-seven of the 115 household heads,
23.5 percent, had completed at least higher primary, and 85 of those responding,
75.2 percent, had campleted no more than lower primary school.>

At the time of the survey, forty-six of the actual household heads, present
or absent, 40.0 percent, had been employed in the previous six months for cash
payment, and the median revenue received by the household for its support fram
the household head was R60.34 for six months or approximately R10 per month.
Table 6 presents the reported revenue received by the households fram the actual
household heads. For the household heads in general, including acting heads,
the frequencies snd percents for various savings/credit activities revealed in
Table 7 show that sixty-nine of those interviewed, 60.0 percent, were involved
in no savings/credit activities.

Tt was deemed of importance to gather information as to the household
heads' knowledge of health related topics, and consequently the heads were asked
selected questions concerning nutrition, causes of disease, and desired family
size. For example, it was believed by health workers in the area that households
tended to look upon peas and beans as cash crops, not as a valuable adjunct to
their diet. However, when asked to choose two foods most mutritious to their
family fram the list of foods in Table 8, forty-five of the heads, 39.1 percent,
chose beans as one of their two choices, 16.5 percent chose peas, and forty-six,
40.0 percent, stated wheat, maize or rice as one of their choices. The responses
by the household heads to the question 'Do girls and young women in this family
eat eggs?" are consistent with th<(> findings reported by the authors in the
Ts'akholo Village Leaders Survey.!8) Forty-eight of the household heads, 41.7

1. All numbered references refer to like numbered Tables in Appendix A.

(a) Stubbs, H. A. and Goodale, P. K., Ts'akholo Village Leaders Survey, 1972,
A Report to the Ministry of Health, Govermment of Lesotho.
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percent, reported that girls and young women in their family did not eat eggs.9

In the Village Leader's Survey, 1972, 42.9 percent of 176 village leavcTs
Tesponded that young women in their village were not allowed to eat eggs.

All household heads who were interviewed were asked the four questions
nested in the following: "If a young Basotho couple you know were getting
married, how many (boys, girls) do you think the couple (couple's parents) would
like (them) to have?'' The question was couched in terms of a young Basotho
couple because it is a well documented finding that posing the question "If you
were getting married for the first time now, how many children would you i.ke
to have?"' elicits a response bias to state that whatever size family that the
respondent then has is th?b}deal size, albeit he(she; would perhaps have
preferred fewer children. Hence, what has been recorded here is the house-
hold head's ideal mmber of children (by sex) wanted by the couple's parents
for the couple. The cumulative percent distributions of ideal mmber of children
desired by a young Basotho couple and the parents of the couple as perceived by
the household indicates, in Table 10, that there is a preference for male
children, and that the household heads believe that the parents of a young
Basotho couple would want them to have (on the average) at least one more child
of each sex than the couple themselves would prefer. The frequency, percent and
cumulative percent distributions for ideal mumber of children desired by a young
Basotho couple and the parents of the couple are displayed in Table 11 and one
can again see a tendancy for larger desired families by the parents of the couple.
The median mmber in both instances is quite high, 5.7 for the couple and 6.4
for the couple's parents. It will be noticed that a potential distortion is
introduced into the calculation of those medians through the inclusion of the
response '"As many as God gives" in the median calculations. The justification
for this i~clusion is that it has been our experience that the people who respand
in this way, when probed, state that the desired mumber of children is 'as many
as possible".

GENERAL CHARACTERISTICS OF THE HOUSEHOLD

The types of family dwellings have already been described. Another important
facet of the household is the actual size of the household. It was found that
the number of members per household in Ha Phechela vaﬁed between one and twelve,
inclusively, and median houschold size was then 4.05. Eight of the 115 house-
holds had between one and five hired workers, and the total number of hired
workers was sixteen. One-half of those hired workers were evenly divided among
four households, i.e., two hired workers per household. There were a total of
sixty-six household members who had worked for cash in the past year and sixty
of these sixty-six, 90.0 percent, had been employed full time for that year. The
major type of emplo{xgent was underground mines, accounting for 80.3 percent of
all those employed.

(b) A Mamual for Surveys of Fertility and Family Plauning: Knowledge, Attitudes,
and Practice. Demographic Division, The Population Council, New York, 1970.



__Approximately one-quarter of the households, 26.1 percent, owned radios
which were in working order.l4 Table 15 presents the frequencies and percents of
various types of involvement of household members in organizations. A striking
proportion of the households, 92.2 percent, had at least one of their members
involved in a church organization. Involvement in political organizations was
less pervasive; 40.9 percent of the households reported that they had member(s)
in political organizations. It can also be seen fram this table that approxi-
mately one household in seven had one or more members on the Village Water Supply
Camittee. Only five household heads stated that no one in their household was
involved in organizational activities.

A variety of handicraft skills among the household members was reported by
the heads, and only four households had members with no skills such as sewing,
knitting, beadworking, grass weaving or working with clay.10 The most common
skill among the houseﬁo%ds was clay-working, 89.6 percent, but also a majority
of the households, 56.5 percent, had members who could knit or crochet. Weaving
with grass was another skill available to almost one-half of the households,

49.6 percent.

Information was collected on pertinent envirommental factors which influence
the health of the people of Ha Phechela. Since this village is composed almost
entirely of traditional dwellings, it would be expected that some of the house-
holds would have sleeping quarters with open-pit traditional fireplaces and
indeed this expectation is confirmed by the data collected. As can be seen in
Table 17, approximately one-third of the households, 34.8 percent, included
sleeping quarters in which there was an open-pit traditional fireplace. Sixteen
of the household heads, 13.9 percent, responded that their household had a
latrine and the remainder, 86.1 percent, replied that their household did not
have a latrine to use.

A new piped water supply had been campleted for some time prior to the
survey at Ha Phechela, and the household heads were asked whether they used water
from this protected source during the entire year and how they evaluated the
source. Almost all of the household heads, 95.7 percent, reported that they had
used the protected, piped source of drinking water the entire year, and only
five of the heads, 4.3 percent, reported having used an umprotected source of
drinking water at some time during the previous year. Since all of the household
heads had used both water sources in the past, they were asked whether they
thought that the water from the protected, piped source was higher, equivalent,
or lower quality thab that of the previous water source. Of the 115 household
heads, 103, 89.6 percent, claimed they believed the new water source provided
water of higher quality.18 Turthermore, only five of the household heads stated
that the protected, piped source was less reliable than the previous water source,19

Kitchen vegetable gardens were quite prevalent at the time of the survey in
Ha Phechela; eighty-four of thi heads reported having a garden of this type and
thirty-one households did not. 0 Table 21 shows there is ample roam for improve-
ment in these statistics because of the thirty-one household heads stating that
*hey had no kitchen vegetable garden, twenty-four or 77.4 percent, divulged the
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fact that their household did have a suitable site for this kind of garden. Most
of the gardens that did exist in Ha Phechela were in close proximity to the
dwellings, with 98.8 percent of Ege kitchen gardens within a five-minute walk of
the households maintaining them. However, whereas the gardens were in close
proximity, the source of water for the garden was often more than five minutes
walk fram the dwellings as 47.6 percent of the household heads reported.23 It is
reasonable to conjecture from Table 24 that much of the water used for the
gardens was fram an unprotected source or dam since sixty-one of the household
heads whose households had gardens, 72.6 percent, stated that the source of
drinking water was not the same as the source of water for their gardens.

The Basotho diet is believed to be deficient in high protein foods, and it
was of interest to examine what high protein foods and nutritional vegetables
were being grown in these kitchen gardens. The different combinations of some
selected vegetables high in nutritional value are delineated in Table 25. Only
fifteen of the household heads, 17.9 percent, reported that they had grown beans
or peas, vegetables high in protein, in their kitchen gardens. Almost one-half
of the heads, 47.6 percent, replied that neither squash, beans, nor peas were
grown in their gardens. The number of households growing peas or beans was too
small for descriptive purposes, but it can be seen from Table 26 that a majorxrity
of the households growing squash, 76.6 percent, did so strictly for household
consumption. The source of seeds for the squash grown in these gardens was
Co-op Lesotho in only four cases, 10.8 percent of Ege households, and seeds were
most cammonly saved fram the previous year's crop. Irrespective of maintaining
gardens, seventy-three of the households, 63.5 percent, had fruit trees.28

Most of the households, 76.5 percent, reported having livestockZ9 and fifty-
six of the households, 48.7 percent, raised poultry.30 Seventeen of the households,
14.8 percent, had eleven or more chickens at the time of the survey, and almost
10 percent of the households each had more than twenty-one chickens. The type of
chickens owned, brooder or layer, was unspecified during the collection of data,
but from Table 31 it can be surmmised that most of the chickens owned were layers.

Of all the chickens owned by the households in Ha Phechela, only nineteen had
been slaughtered in the previous six months for household consumption. Addition-
ally, only nine chickens had been slaughtered for sale during the same time.

Thirty-four of the householdi nearly three of every ten, or 29.6 percent,
reported that they had milk cows, 2 and the amount of milk produced by these cows
for each season is given in Table 33. Seasonal fluctuation of milk production
presented in this Table is possibly due to the animals being bred. It is
encouraging to see in Table 34 that over three-quarters of the households owning
milk cows, 76.5 percent, used the milk produced by these animals for household
consumption only. The remaining households consumed and sold the milk produced
by their cows. The amount of milk acquired by the households in Ha Phechela
through purchase, exchange or work is depicted in Table 35. One can summise that
perhaps thirty-four of the thirty-eight households not acquiring milk by these
means in the last six months were the households which had milk cows, and hence,
had no need to acquire milk.

AGRICULTURAL ASPECTS

As befitting an agrarian community, only six of the 115 households, 5.2 per-
cent, owned no fields, and fifty-three of the houscholds, or 46.1 percent, had
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three or four fields.30 For whatever reason, however, it is discouraging to see
the low level of application of modern agricultural practice evinced in Table 37.
One can glean from this Table that ninety-one of the households owning fields,
83.4 percent, utilized their previous crop as the source for some, or in eighty-
eight of the cases all, of their seeds. The reliance on this source of seeds by
the households may be due either to ignorance or economics. The most reliable
source of seeds is the Lesotho Co-op, but this source may be under-utilized by
the households since the Co-op does not extend credit. The rate of use of seeds
treated for protection against cutworm and other pests is perhaps low for these
same reasons.>8 There appears to be a lack of knowledge about treated seeds
since a large portion of the heads, 59.1 percent, were unaware that seeds treated
as protection -gainst cutworm and other pests were poisonous,39 It is interest-
ing to notice that only fifteen of the households grew beans or peas in their
kitchen gardens, and of the 115 household heads, 109, or 94.26percent, chose beans
or peas from a 1ist of other crops as being good cash crops.

Twelve of the household heads, 10.4 percent, reported that one of their
household members had attended an agricultural course in the previous year, and
the majority of those members, eigh& of twelve, attended this course during
January, February or March of 1975. 1 However, five of the twelve household
heads whose households had members attending agricultural courses stated that
they perceived no changes in fertilization, seed source, or cultivation practices
after the return of this member. Also, only six of the household heads, 5.2
percent, stated that they sought advice fram the Agricultural Department concern-
ing seed selection during 1975.42

Household participation in such soil conservation efforts as t;ee-planting,
terracing or damming were reported by thirty of the households, 26.1 percent.4
Participation of the households on tree-planting day (March 21, 1975) was wide-
spread. Sixty percent of the households planted at least one tree that day, and
11.4 percent of the household heads stated that members of their household
planted ten or more trees on that day.

Selected indices to establish illness patterns among the households of
Ha Phechela are contained in Table 45 which gives the frequencies and percents
of incidence of these health problems among the households in the three months
prior to the interview. For future camparison, allowance must be made for the
fact that these conditions are perhaps seasonal and this survey was conducted
in the unusually wet summer of 1975-76. The most commonly reported ill condition
was cough; 62.6 of the households reported members manifesting that particular
problem. Skin sores, diarrhea and vomiting were each reported by more than
one-fifth of the households, and incidence of pellagra had occurred in one
household in ten. No households had more than one case of tuberculosis; there
were nine cases reported,46 of which only two were currently on treatment.47
This does not, however, indicate that there were seven untreated cases of
tuberculosis since some or all of these cases not on treatment may have been old
cases. There were sixteen births in Ha Phechela during 1975 and no instances of
child birth deaths. Seventy-six household heads, 66.1 percent, stated that onﬁ
or more of their household members had been sick in the previous three months. 8
Only 6.6 percent (5 cases) of all sicknesses reported were untreated. A modern
source of treatment was sought in sixty-one of the seventy-six instances.49 In
ten situations a traditional healer was sought, but in seven of these ten cases
a modern type of medical care (doctor, nurse, clinic, etc.) was also sought.
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Since Ts'akholo clinic is within one-half of a kilometre of Ha Phechela, informa-
tion was obtained on the frequency and nature of clinic attendance by members of
the household. Table 50 displays the utilization pattern of the Ts'akholo clinic
by the households, and it can be seen that the most common mode of care sought at

the clinic was either general care, 41.7 percent of the households, or pre-school
care, 36.5 percent.
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PART II: WOMEN IN THE FERTILE YEARS (15-49 YEARS)

The women in Ha Phechela aged 15-49 years were intr rviewed at approximately
the same time as the heads of households, and, in almosc all cases, exclusively
in private with the interviewer. It is known from the household lists that the
number of women in this age group in Ha Phechela at the time of the survey was
104, and the final sample of women obtained numbered 93, 89.4 percent. The
interviews were accomplished during an intensive two-week period, and women who
had been missed during this time period were sought out at a later date. Initially
there were twenty-three wamen not interviewed, and the follow-up during a two-day
weekend in March was successful in interviewing fourteen of these women. The
reasons given for the missing women during this second stage of interviewing
were most commonly that either the women were away at school, shopping or in
another village delivering their first child. Consequently, an examination of
Table 1, Appendix B,l will yield the fact that the wamen in the age groups 15-19
years and 20-24 years are under-represented in the sample when one compares this
table to the age-sex distribution presented in the introduction. Same discre-
pancies exist due to the fact that the household heads were interviewed privately,
and their perception of their household members' ages cannot be assumed to be
precise. The median age of the ninety-three wamen interviewed was 30.12 years,
and the complete age distribution is represented in Table 1. The respondent's
relationship to the household head was most frequently the spouse of the head,
60.2 percent of the wamen responding thus.2 Only seven of the women, 7.5 percent,
were never married_and the vast majority of the women, 83.9 percent, were
currently married.3 Almost all of the women, eighty-eight of the ninety-three
interviewed or 84.6 percent, had campleted either lower or higher primary school,
one waman had no education, and four had campleted Junior Certificate.4 "Table 5,
Handicraft Skills, should suffice to camplete this profile of general character-
istics of the waomen in the fertile years in Ha Phechela. Consistent with the
data reported by the household heads, 95.7 percent of the women stated they could
work clay, and 55.9 percent reported that they could crochet or knit.

CHILD SPACING AND PREGNANCY HISTORY

The women were asked careful questions about their entire pregnancy history
and their participation in any recent deliveries. Much of this information was
collected as baseline data and will not be given extensive treatment in this
report. There were seventeen nulligravid (never pregnant) women, 18.3 percent,
and the remainder of the women interviewed had been pregnant, 81.7 percent.6
The distribution of number of pregnancies temminated in the last five years is
displayed in Table 7 of Appendix B. The modal number of pregnancies temminated
during the five years was one, and it is also of interest that there were sixteen
multiparous women, 17.2 percent, who had not conceived during that time. It can
also be seen that sixty women accounted for the ninety-three pregnancies during
1971-75. There was same pregnancy wastage among those women pregnant during the

1. All numbered references refer to like numbered Tables in Appendix B.
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five years, and six of the viomen, 10.0 percent of those pregnant, each erienced
a stillbirth or abortion, and there was one waman who accounted for two.® If one
cares to calculate a stillbirth/abortion rate on the basis of this information,

it would be eight per ninety-three pregnancies terminated, or approximately
eighty~-six per thousand. The number of births among the women interviewed in

Ha Phechela was twelve in 1974 and sixteen in 1975. The distributions of numbers
of living children by sex will be deferred at this point until the upcoming
comprehensive discussion of the children themselves.

The complete pregnancy histories were also used for determination of birth
interval baseline for the women in Ha Pechela. For the purpose of this document,
recent birth interval refers to the interval in months between the most recent
pregnancy temmination and the temmination of the pregnancy immediately prior to
that in all women 15-49 years oid, whose most recent birth occurred in the five-
year interval 1971-75. For obvious reasons, this does not include wamen pregnant
at the time of the survey, nor primiparas. Using a chart, spacing in months was
counted fram the month following her second to last pregnancy termination, to
and including the month in which she most recently terminated a pregnancy. The
outcame of each pregnancy was noted, whether ending in stillbirth, abortionm,
live temm or live premie. If she had had two or more pregnancies during that
time interval, only the most recent was counted.

Table 9 shows the age distribution of the 46 women whose pregnancies met
this criteria. As noted, the four age groups 25-29, 30-34, 35-39 and 40-44 have
similar total numbers and comparisons were made in average birth interval. It is
important to bear in mind that we are not looking at the same waman over time
but at different women in different age groups at that time. With this fact
clear, the observer will notice a significant shift amongst younger women, 25-29,
where the average inteaval was 38.5 months, to the women ten years older, 35-39,
where the average interval was 28.4 months. The lengthy spacing in older wamen,
40-44, is skewed by two pregnancies with intervals of 70 and 74 months in known
wamen who had considered themselves menopausal and who either were not using or
not properly using means to prevent pregnancy. The distribution of spacing
interval in the women 40-44 was 24 months to 61 months when these two extremes
were excepted, or an average interval of 40.5 months between pregnancy termina-
tions. Amongst women 25-29, the distribution was quite different, being fram
19 months to 58 months, and in women 35-39, from 23 to 36 months.

Because of the apparent shift in average birth intervals between younger
women 25-29, and wamen 35-39, it was important to examine the pregnancy interval
in the latter group when they were younger, ten years previously, to see if any
patterns emerged. Table 10 campares these findings. Table 10 demonstrates a
different pattern amongst the same waman over time, which is in marked contrast
to the current generation of women 25-29.

The latter situation may be partially explained by total pregnancy histories
and now-alive status of all babies born alive to ever-pregnant wamen 15-45 in
Ha Phechela. Table 11 shows the total pregnancies of all ever-pregnant wamen
15-45 in that village, a total of 66 women, with the number of babies born alive
and now alive further elaborated in Table 12.

All of the ever-pregnant women were asked the location of their most recent
birth (last baby). It should be remarked here that due to the nature of the
question, some women perhaps alluded to a birth ten or fifteen years previous to
the interview; and it will be recalled that there were sixteen multiparous women
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who had not terminated a pregnancy in the five years before the interview. Con-
sequently the data in Table 13 can be considered to be partially contaminated by
these women who had perhaps referred to a long-past birth. Thirty-four of the
seventy-six ever-pregnant women stated that their most recent birth had been
delivered at their homes in Ha Phechela, and twenty-eight of the women, 36.8
percent, reported delivering in either a hospital or health centre. The person
who assisted the most recent delivery was often a relative, 48.7 percent of these
deliVﬁing , and a trained midwife delivered twenty-eight of the women, 36.8 per-
cent.

All wamen were asked why they thought some women preferred to deliver at
hame rather than at a clinic or health centre, and the various responses are
included in Table 15. Only one of the ninety-three women stated that traditional
beliefs or custams was the possible reason for a woman preferring to deliver at
hame. In the narrative several women volunteered finances as a reason. This
became a separate category in the revised questionnaire.

All of the wamen in Ha Phechela who were interviewed were queried about the
number of deliveries in which they assisted in the previous twelve months, and
ten of the wamen, 10.9 percent, reported that they had assisted in one or more
deliveries. Six of these ten women had assisted in more than one delivery and
two wamen reported assisting in eight deliveries.l6 The practices revealed in
Table 17 are consistent with those presented in the Ts'akholo Village Leaders
Survey referred to earlier. Eight of the ten women stated that a sharp reed
(probably taken from the roof of the hut as custom dictates) was used to cut the
umbilical cord. However, the most often applied c¢ressing or binder was reported
to be of modern type.18 It should be emphasized that these statistics presented
can be misleading since the four wamen who reported using no dressing or a tradi-
tional poultice may have Leen the four wamen in Table 16 who had attended the
most deliveries. The interpretation is further complicated by the fact that in
Lesotho it is common for more than one waman to assist a delivery. It has been
reported that there were sixteen births in Ha Phechela in 197% aid Table 16
accounts for thirty-four delivery attendance experiences. Therefore, either many
of the women were referring to births assisted in other villages or some of these
wamen were simultaneously present for at least some of the births.

The questionnaire included several questions concerning attitudes and
practice of breastfeeding, and Table 19 reveals that most children are weaned
before their second birthday and that of the sixteen women with children aged
1-2 years, fourteen, or 87.5 percent, were still breastfeeding that child. The
wanen who were breastfeeding children under one year of age were asked when they
planned to wean their baby and twelve of those women, 66.7 percent, stated that
they would like to fully wean the child at two years.20 The remaining women
were asked the mammer and weaning age of their last baby. The distribution of
the latter is presented in Table 21 where the median weaning age is 22.0 months,
almost two years. The statistics collected from these women about the manner of
weaning their last baby is quite disconcerting in that twenty-seven of the
thirty-eight women, 71.1 percent, related that their last baby had been weaned
overnight, 22

Similarly, as in the household head survey, the wamen were asked a series
of questions concerning the ideal number of children by sex for a young Basotho
couple and the number of children their parents would want them to have. As seen
in the previous section, there is a slight preference for male children, and a
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consistent perception that the parents of the young couple would want them to
have at least one more child of each sex than the couple themselves would want,Z3
However upon examination of the data presented in Table 24, one finds that the
average (median) woman's perceived ideal number of children is 5.02 for the
couple and 6.16 for the couple's parents. Overall then, the women responding

to these questions perceived the couple's parents desiring the couple to have
approximately one more child than the couple would desire. One must notice

that these questions frequently were answered by the women by "I don't know'.

The percent of the time this response was given varied by question fram 19.4 per-
cent to 32.3 percent.

The logical extension of these questions regards knowledge of ways to attain
one's ideal number of children, and consequently women were asked if they were
aware of two methods to plan their families. If the assumption is made that a
woman would mention a modern method of contraception before a traditional method,
then one can deduce from Table 25 that only 43.0 percent of the women knew of at
least one modern method of contraception, and 48.4 percent of the wamen knew of
no methods, whether traditional or modern with which to plan their families.

Of the modern methods, the pill was the most widely known since 36.5 percent of
the wamen stated the pill as the first or second contraceptive method of which
they had knowledge.

To ascertain the extent of the wamen's knowledge of protein foods important
to their children, all the women were asked to name two foods for growth of
children (body building food), and their responses were categorized according to
Table 26. The striking feature of this Table is that 91.3 percent of the wamen
named either meat, poultry, fish, milk or eggs as their first choice. Another
41.8 percent of the wamen chose another food from these five as their second
choice. To provide corroboration with data in other parts of the survey, the
women were also asked if their female teenagers eat eggs, an available source of
protein in Ha Phechela. Consistent with both the Village Leaders Survey and the
household head portion of this survey, it was found that 40.9 percent_of the
wamen reported that female teenagers in Ha Phechela did not eat eggs.

There were fifty-two women in Ha Phechela who had at least one child under
five years old and were therefore eligible to receive food and cooking oil from
the Ts'akholo pre-school clinic; and all but four of these eligible women, 92.3
percent, received food and cooking o0il from the clinic.28 Most of the women
receiving food or oil, 79.2 percent, used this food or oil for other members of
the family.29 For more than one-half of the women, the food or cooking oil
received was used by four or more other family members.30 It is encouraging
that none of the women receiving cooking oil reported that they traded or sold
the oil nor did any of the women state that they used the oil for preparing food
(e.g., Makoenya (fat cakes)) to sell.

THE CHILDREN OF THE WOMEN

Before departing on a discussion of the children fifteen years of age and
under, it should be emphasized that discrepancies which exist between the age-sex
distributions in the introduction, and the following age-sex distributions, are
principally due to the household heads, and particularly male household heads,
not knowing the correct age of the children in their household. Furthemmore, the
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data presented here are for wamen aged fifteen to forty-nine years and their
children of ages under fifteen years. Consequently, there is no information
here regardi.g children of these ages whose mothers are older than forty-nine
years old; and the data presented is for children under fifteen years of age
whose mothers are under forty-nine years and not for all children in Ha Phechela
under fifteen years old. Table 31 contains the frequency, percent, and cumula-
tive percent distributions of the number of living children aged five to fifteen
years by sex of ever-pregnant women. Exactly one-half of the ever-pregnant
women had at least one girl in this age range, and more than one-half of the
seventy-six ever-pregnant women, 52.6 percent, had at least one boy of age

five to fifteen years. The children under five years are of particular interest,
and the mumbers of women with children in the various age groups are given in
Table 32. Registration in the pre-school clinic of the Ha Phechela children of
those ages was almost complete. Sixteen of the eighteen infants under one year,
88.9 percent, and all fifty-seven of the childgen aged one to five, had been
registered at the Ts'akholo pre-school clinic.33

For the children under one year the status of immunization for various
diseases was frequently unknown by their mothers. For smallpox, tuberculosis
and ™ibeola (measles), diseases for which immunization normally requires one
vacciiwition or injection, from three to six of the eighteen women, 16,7 percent
to 33.3 percent, did not know whether their child had been immmized.34 "At least
one-half of the wamen reported that their children had been immmized for
tuberculosis and Rubeola, but only six of the wamen, 33.3 percent, knew that
their children had been immunized against smallpax. Table 35 further demonstrates
a lack of knowledge on behalf of the wamen of received immumnizations of their
children. Five of the women, 27.8 percent, did not know how many shots of the
three-shot series for Diphtheria, Whooping Cough, and Tetanus (IWT) their child
had received, and seven of the women, or 38.8 percent, did not know the number
of polio oral vaccine doses their child had been given.

The level of basic inmunization for polio, IWT, and tuberculosis among the
children in the ages one to five years was extremely high, however. At least
93.0 percent and as high as 98.2 percent of these fifty-seven children had re-
ceived basic immnization series against these three diseases at the time of
the survey.36

There were forty women who had children under five years of age and there
were no reported cases of nutritional disorders in the past three months among
these children by the forty women. However, there were seven women that reported
children_in these ages who had gastrointestinal disorders in the same time
period.

Since some of the children over five years old were away fram hame attending
school it is of interest to ascertain how many children of ages five to fifteen
years were actually living at home. It is known fram Table 31 that there are a
total of 134 children in this age category, and one can detemmine fram Table 38
that 106 of these children, 62.1 percent, were actually living at hame.

Using the data contained in Table 39 concerning school attendance among the
children in conjunction with Table 31, it is surprising to note that relatively
more boys were attending school than girls. Fifty-two of the sixty-six boys
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aged five to fifteen, 78.8 percent, were attending school at the time of the
survey whereas only 55.9 percent of the sixty-eight girls were attending.

Young Basotho boys are frequently the shepherds for the family livestock,
and those wamen who stated that they had boys in the ages of five to fifteen
years were asked how many of their boys were shepherds. Exactly three-quarters
of the wamen responded that at least one of their boys was a shepherd, and the
total number of shepherds reported was forty-two of a possible sixty-six, or
63.6 percent.40 It should be mentioned that the ten wamen who stated that none
of their sons were shepherds may come from households that did not own live-
stock, but this is purely conjectural. All of the wamen who reported having
}slons ﬁ shepherds stated that these boys received two or more meals a day at

ame.
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PART III: OLDER WOMEN SURVEY RESULTS

INTRODUCTION

Because of their known influence, particularly in decisions affecting
maternal and child health, older women were interviewed from fifty-one of the
households. This represents 100 percent of the women over fifty listed as
residing in Ha Phechela. The questions were aimed at learning about their actual
practices concerning childbirth and their opinions about certain conditions which
influence maternal and child health.

PROFILE OF SELECTED CHARACTERISTICS

The median age of the 51 older women (i.e., 50 years of age and older) was
59.8 years and the age distribution is given in Appendix C.1 More than three-
quarters of the women, 75.5 percent, had campleted at least lower primary but
few of the women (5 wamen, 9.8 percent) had campleted higher primary.2 Not
surprisingly for a rural population, it was found that 48 of the 51 wamen inter-
viewed, 98.1 percent, had lived in Ha Phechela for more than fifteen years.3
The older women were asked what handicraft skills they had and 41 women reported
that they could work clay for pots, etc. Thirty-two of the 51 women could also
weave grass for hats, baskets, and/or mats. Working clay was a skill possessed
by most, 80.4 percent, of the older women and weaving grass for baskets, mats,
etc., was also a widely held skill, 62.7 percent.4 Only two of the older women
stated that they had no handicraft skills. Clinic attendance among the Ha Phechela
older wamen was moderately high, since it was found that 25 of the 51 wamen, 49.0
percent, had attended the clinic at Ts'akholo in th= last six months.>

RESULTS

The 51 wamen interviewed reported a total of 64 delivery attendance experi-
ences in the past year. These 64 experiences were distributed among 26 of the
women, and among these wamen the average number of deliveries attended was 2.6.
Twenty-five reported assisting no deliveries in the last year. Of the 26 wamen
reporting that they assisted deliveries in the last year, eighteen, 66.6 percent,
stated that a sharp reed taken from the roof of the hut was used to sever the
umbilical cord. This is consistent with other reported traditional practices.

As shown in Table 8, 30 of the 51 women, 58.8 percent, indicated that eggs
should be restricted as food for young girls. A majority stated that this is for
reasons handed down traditionally (custom). Of those who gave specific reasons,
eggs were most camonly restricted so that snow doesn't fall on the woman's
wedding day and to later assure an easy labor. Four women stated that eggs are
restricted until girls are fully grown and married, at which time they are given
to her as a special food by her husband's mother. Of the 21 older wamen who
expressed no restriction, 4 specifically indicated that eggs help the young girl
to grow up to be strong.

1. All numbered references refer to like numbered Tables in Appendix C.
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When asked to list two important foods to pramote growth (body building)
of a child, 44 wamen, or 86.3 percent, listed milk as one of the important foods.
Forty-eight older wamen, 94.1 percent, listed porridge. Of the 48 listing
porridge, 14 specifically described this porridge as mabele or leshele-shele
(sorghtm porridge), and one as oats. Two wamen listed eggs as important for
growth., One woman responded soup, and one responded water. There were no other
foods recamimended for body building by the older women.

The older women were asked how many children they thought a young 1.2wly-
married Basotho couple would want, how many of each sex, and how many children
they thought the parents of the ycung couple would want them to have. In all
cases, as can be seen in Tables 10 - 11, the predaminant responses were either
"Don’t know'" or "It's up to God." The noteworthy finding was that 14 of the
older wamen, 27.4 percent, thought a young couple would want five or fewer
children, whereas only 5 of the older women, 9.8 percent, believed that the
parents of a young couple would want them to have 5 or fewer children. The
number included in the subset of older women stating an ideal number of children
is small (23 in the former case and 24 in the latter), and one must be cautious
in drawing inferences fram these findings.
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DISCUSSION OF THE RESULTS

The village of Ha Phechela was described in further detail by the collective
responsés of heads, or acting heads, of households. Comprised almost entirely of
traditional mud and thatch dwellings, Ha Phechela has the advantage of a year-
round, protected piped water supply which 95.7 percent of the villagers use all
year round as their source of drinking water. However, 86.1 percent of the
households have no latrine to use and 34.8 percent have the safety hazard of
open-pit traditional fireplaces in their sleeping quarters.

Kitchen gardens, which are cammonly used for raising produce for household
consumption, although planted, are seldom used for growing peas and beans,
considered to be high in nutritional value for the family.

The residents own large numbers of fields; however, poor agricultural
practices were evident, campounded by the problem of at least same farmers
having received training in modern applications but not putting the knowledge
acquired into actual practice. Independent observation confirms this fact and it
is known in some cases that knowledge, when applied in Ha Phechela, can lead to
the canmmity ostracizing the individual. This observation was made in Ha Phechela
but the dynamics are probably not unique to Lesotho.

Similar responses were elicited in this survey to the overall responses of
village leaders in 1972 to the question '"Do girls and young wamen in this house-
hold eat eggs?'' The household heads reported that in 41.7 percent of their
households the girls and young women do not eat eggs. This was confirmed by the
wamen 15-49 years and by the older wamen. One conclusion that can be made about
egg restriction in Ha Phechela is that eggs are not restricted due to availability
since layers were a common asset in the households.

In the three months prior to the survey, 41.7 percent of the households
indicated that one or more of their family members had gone to Ts'akholo Health
Centre for general care and 36.5 percent of the households had made at least one
attendance for routine pre-school care. The attendance of household members from
18.3 percent of the households for routine antenatal care and the same attendance
for immmizations suggests an acceptable level of use by the villagers of
Ts'akholo for routine preventive health services.

Seventy-six, 81.7 percent, of the women aged 15-49 years old indicated they
had experienced at least one pregnancy, and 60 women had accounted for a total of
93 pregnancies in the five years prior to the survey. Several tables have been
presented concerning these 'recent' (in the last five years) pregnancies. Birth
interval baseline was determined on four age groups and this was found to be
quite different among age groups. There was a closer interval, 28.4 months, in
wamen 25-29 years old. Clinic staff noted that prior to menopause wamen are
often anxious to make up for children who have died or to get a child of the sex
they want. The data on live births versus children alive at the time of the
survey for wamen 35-39 years old supports this conclusion with only 47 progeny
still alive of the 57 children ever born alive to this age group. If infant and
young child mortality continue to decrease in Lesotho, one would expect this
motivation to change over time accordingly.
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If the 76 ever-pregnant women, the most recent birth had taken place 63.2
percent of the time in a non-medical facility; that is, either in a village home
or other non-medically supervised situation. It is estimated that approximately
80 percent of the deliveries in Ts'akholo's population catchment occur under like
circumstances and Ha Phechela's greater use of a supervised setting is probably
due to their close proximity to the clinic. Even so, 22.6 percent said they
didn't like to deliver at the clinic because it was ''too far to walk". The
motivations for delivery in the traditional way and the unacceptability of modern
facilities is an area needing further investigation.

In spite of the persistent practice of '"overnight weaning' as the method of
choice amongst the wamen, no malnutrition was manifest in the children in
Ha Phechela and the median age or desired median age for weaning was not alamming.
The knowledge level concerning good body building (protein) food and the high
level of immunization of Ha Phechela's children is consistent with their 100 per-
cent registration in the pre-school clinic. Less than adequate was their
knowledge of whether the child had been protected against the diseases for which
he had been immmized. Their knowledge concerning contraceptive methods,
although 10&{, is substantially higher than exists in a sample survey of Basotho
in general. (€)

As expected, the older women, coming from a disadvantaged basic educational
preparation, probably do not understand or perhaps are not invited to understand
the educational program in the pre-school clinic, which is well attended by the
women 15-49. For example, their knowledge of body building (protein) food was
very limited and their responses were consistent with the known traditional
practices of how to nourish a child. Also expected is the finding that older
women continue to carry out an active role in matters pertaining to pregnancy,
delivery and child care. This is a countrywide expectation.

The authors were not aware of any obvious explanation for the finding that
school attendance by girls 5-15 years old was less cammon than for boys of the
same age. This seems to be in contrast to what one would expect from countrywide
statistics on school attendance.

(e) Lesotho Family Plamming Association, KAP of Men and Women in Lesotho, 1976,
Report in Progress by Lesotho Distance Teaching Centre.
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CONCLUSIONS

As baseline data of a single village in rural Lesotho, the tables appended
to the narrative of this report should serve as a guideline in specific target
setting and monitoring of the model village development in the demonstration zone.
It is important, however, to point out that the revised questionnaires cannot
produce camparable data for those questions which have been resived. The Head of
Household Questionnaire has not been revised due to the limitation of time and
staff. Also, the Head of Household Questionnaire needs more instruction included
for the interviewers. It was discovered that the method of binary coding employed
for some questions led to statistically ummanageable results. For example, there
is a possibility of B4 responses to question 40 of the Household Head Questionnaire.
Revision of this type of question is necessary to allow for a more practical
analysis.

The survey was not intended to include every aspect about the village that
may potentially require amelioration. The report makes some assumptions about
village practices. For example, if the villagers do not get their seed from a
reliable source, the assumption is made that many agriculturai practices are
probably not up to date. This assumption can best be evaluated by qualified
individuals in the village itself, and the question provides ore simple target
against which to check performance in the future.

The methodology involved in arriving at birth interval estimates is very
prescribed and a repeat effort may require continued assistance. In this survey
the raw data was used rather than the coded responses to avoid the introduction
of coding errors. Coding errors, however, were minimal in the computer output,
probably due to the hiring and supervision of an individual trained and experi-
enced in this exercise.
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RECOMMENDATIONS

A replication of this survey in the demonstration zone should be weighed
against the availability of trained staff and facilities for its adminis-
tration, as well as for the coding, computer processing, data analysis and

reporting.

Future inferences made from a small sample of the inhabitants of Ha Phechela
should be discouraged.

It is therefore recommended that an appropriate budget be obtained to assist
in following through to completion the use of the baseline data herein
presented.

Use of this questionnaire in other parts of the country can possibly provide
instructive comparisons, although the Household Heads Questionnaire should
reflect changes as described under Conclusions before administration in
another village.

Finally, the process involved in gathering the findings presented in this
report is equally as important as the results obtained. The process involved
a total community endeavor, including motivation, understanding and coopera-
tion on the part of village chiefs, rural fieldworkers, health centre staff,
and the villagers themselves. The results herein described should not be
viewed as au end in themselves, but as the beginning of a long-texrm commitment
in the model village.
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TABLE 1 - SUPPLEMENT TO FIGURE 1
MALES FEMALES
AGE ABSENT PRESENT TOTAL ABSENT PRESENT TOTAL
0- 4 0 34 34 1 44 45
5- 9 1 40 41 1 43 44
10-14 1 40 41 1 25 26
15-19 2 18 20 0 19 19
20-24 8 13 21 0 20 20
25-29 15 10 25 0 18 18
30-34 12 8 20 0 16 16
35-39 8 9 17 0 12 12
40-44 4 3 7 0 16 16
45~-49 3 .5 8 0 3 3
504 4 25 30 3 45 48
TOTAL 58 206 264 6 261 267




FIGURE 2 HOUSEHOLD HEADS., PERCEIVED IDEAL NUMBER OF

CHILDKEN DESIRED BY YOUNG COUPLE AND PARENTS OF THE
YOUNG COUPLE
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TABLE 1

PRESENCE OF HOUSEHOLD HEAD

CUMULATIVE
LENGTH OF ABSENCE FREQUENCY  PERCENT PERCENT
LESS THAN 1 MONTH 15 13.0 13.4
1-6 MONTHS 10 8.7 8.9
6-12 MONTHS 7 6.1 6.3
12+ MONTHS 12 8.7 8.9
PRESENT 72 62.6 62.5
LENGTH OF ABSENCE UNKNOWN 1 .9 MISSING
TOTAL 115 100.0 100.0
TABLE 2
AGE OF PERSON INTERVIEWED
CMULATIVE
AGE IN YEARS FREQUENCY PERCENT PERCENT
20-29 20 17.4 17.4
30-39 22 19.1 36.5
40-49 19 16.5 53.0
50+ 54 47.0 100.0
TOTAL 115 100.0
TABLE 3
SEX OF RESPONDENT

SEX FREQUENCY PERCENT

MALE 51 44.3

FEMALE 64 55.7

TOTAL 115 100.0




TABLE 4
MARITAL STATUS

STATUS FREQUENCY PERCENT
NEVER MARRIED 4 3.5
MARRTED 82 71.3
DIVORCED/DESERTED/SEPARATED 1 0.9
WIDOWED 26 22.6
NO RESPONSE 2 1.8
TOTAL 115 ¢ 100.0

TABLE 5

EDUCATIONAL STATUS

EDUCATION ADJUSTED CUMULATIVE
COMPLETED FREQUENCY — PERCENT  prpcenT®  PERCENT
NONE 26 22.6 23.0 23.0
LOWER PRIMARY 59 51.3 52.2 75.2
HIGHER PRIMARY 21 18.3 18.6 93.8
JUNIOR CERTIFICATE 6 5.2 5.3 99.12
DON'T KNOW 3 2.6 100.0
TOTAL 115 100.0
®*Excludes missing responses
TABLE 6
REVENUE RECEIVED FOR SUPPORT OF THE HOUSEHOLD
FROM THE HOUSEHOLD HEAD IN THE PAST SIX MONTHS
ADUUSTED  CMULATIVE
EARNINGS IN RANDS FREQUENCY PERCENT PERCENT® PERCENT
LESS THAN R25 5 10.9 11.4 11.4
R26 - 50 3 6.5 6.8 18.2
R51 - 75 5 10.9 11.4 29.6
R76 - 100 6 13.0 13.6 43.2
R101 - 125 8 17.4 18.2 61.4
R126+ 17 36.9 38.6 100.0
DON'T KNOW 2 4.4

TOTAL 46 100.0

AMRxrlindae nn racennneca




TABLE 7
HOUSEHOLD HEAD'S SAVINGS/CREDIT ACTIVITIES

ACTIVITY FREQUENCY PERCENT®
NONE 69 60.0
CREDIT UNION 14 12.2
COOPERATIVES 16 13.9
CREDIT - TIME PAYMENT 10 8.7
BANK 19 16.5
TRADING STORE 3 2.6
n = 115

*Percents will not sum to 100.0 since
categories are not mutually exclusive

TABLE 8
FREQUENCY AND PERCENT RESPONSES OF RESPONDENTS ASKED
'"WHAT TWO FOODS ARE MOST NUTRITIOUS FOR YOUR FAMILY?"

FREQUENCY PERCENT*

BEANS 45 39.1
PEAS 19 16.5
WHEAT, MAIZE, MABELE, RICE 46 40.0
OTHER 28 24.3
DON'T KNOW 3 2.6

*Percents will not sum to 100.0

TABLE 9
DO GIRLS AND YOUNG WOMEN EAT EGGS IN THIS FAMILY?

RESPONSE FREQUENCY PERCENT

NO 48 41.7
YES 67 58.3

TOTAL 115 100.0




TABLE 10

CUMULATIVE PERCENT DISTRIBUTIONS OF HOUSEHOLD HEADS

IDEAT, NUMBER OF CHILDREN BY SEX FOR YOUNG BASOTHO COUPLE

AS PERCETVED BY THE COUPLE AND THE OOUPLE'S PARENTS

COUPLE COUPLE'S PARENTS
NUMBER
OF CHILDREN BOYS GIRLS BOYS GIRLS
0 8.8 12-7 2.8 208
1 19.6 22.5 4.7 2.8
2 40.2 44.1 18.9 24.5
3 49,0 54.9 37.7 29.6
4 54.9 57.8 43.4 50.0
5 65.7 67.6 61.3 67.0
6 66.7 67.6 66.0 67.0
7 67.6 67.6 67.9 67.9
AS MANY AS
GOD GIVES 100.0 100.0 100.0 100.0
n = 102 n= 106
MEDIAN NUMBER 3.17 2.55 4,37 4,00
TABLE 11

PERCEIVED IDEAL NUMBER OF CHILDREN FOR A YOUNG BASOTHO COUPLE

THE NUMBER THE YOUNG COUPLES' PARENTS WOULD
atbond CUMULATIVE
COMULATIVE T
NUMBER FREQ.  PERCENT  DPERCENT® | FREQ.  PERCENT  “pppemyra
0 9 7.8 8.7 3 2.6 2.8
1 3 2.6 11.5 0 0.0 2.8
2 8 7.0 19.2 1 .9 3.7
3 5 4.3 24.0 2 1.7 5.6
4 16 13.9 39.4 13 11.3 17.8
5 4.3 44.2 8 7.0 25.2
6 7.0 51.9 14 12.2 38.3
7 17 14.8 68.3 31 27.0 67.3
AS MANY AS
cop crves | 33 28.7 100.0 35 30.4 100.0
DON'T KNOW | 11 9.6 8 7.0
n=| 115 100.0 115 100.0
MEDIAN 5.75 6.40

MExcludes response of don't know



TABLE 12
SIZE OF HOUSEHOLD

CUIMULATIVE

" USEGD FREQUENCY PERCENT PERCENT
1 5 4.3 4.3

2 18 15.7 20.0

3 12 10.4 30.4

4 21 18.3 48.7

5 21 18.3 67.0

6 1 9.6 76.6

7 9 7.8 84.4

8 10 8.7 93.1

9 3.5 96.6

10 0 0.0 96.6

11 1.7 98.3

12 1.7 100.0

TOTAL 115 100.0

Median Household Size 4.05

TABLE 13

HOUSEHOLD MEMBERS' TYPE OF EMPLOYMENT

TYPE FREQUENCY PERCENT
UNDERGROUND MINES 53 80.3
SURFACE MINES 4 6.1
GOV'T OF LESOTHO 0 0.0
OTHER 13.6
TOTAL 66 100.0




TABLE 14
DOES THIS HOUSEHOLD HAVE:

WORKING RADIOS? LATRINES?

FREQUENCY PERCENT FREQUENCY PERCENT

NO 84 73.0 98 85.2

YES 30 26.1 16 13.9

DON'T KNOW 1 9 1 .9
TABLE 15

HOUSEHOLD MEMBERS' INVOLVEMENT IN ORGANIZATIONS

TYPE ORGANIZATION FREQUENCY PERCENT*
NONE 5 4.3
CHURCH 106 92.2
POLITICS 47 40.9
VILLAGE WATER. SUPPLY COMMITTEE 17 14.8
VILLAGE DEVELOPMENT COMMITTEE 13 11.3
YOUNG PEOPLE'S ORGANIZATIONS 19 16.5
n = 115

*Percents will not sum to 100.0 since
categories are not mutually exclusive

TABLE 16
HANDICRAFT SKILLS OF HOUSEHOLD MEMBERS

SKILL FREQUENCY PERCENT*
NONE 4 3.5
SEWING 46 40.0
KNITTING/CROGHETING 65 56. 5
WORK WITH CLAY 103 89.6
BEAD WORK 19 16.5
RASKETRY 57 49.6
n = 115

*Percents will not sum to 100.0 since
categories are not mutually exclusive



TABLE 17
HOUSEHOLDS HAVING SLEEPING TERS
EN
RESPONSE FREQUENCY PERCENT
NO 75 65.2
YES 40 34.8
TOTAL 115 100.0
TABLE 18

EVALUATION OF PROTECTED WATER SOURCE

QUALITY OF PROTECTED
SOURCE COMPARED TO FREQUENCY PERCENT
PREVIOUS SCURCE

HIGHER 103 89.6
SAME 7 6.1
LOWER 1 .9
DON'T KNOW 4 3.4
115 100.0

TABLE 19

EVALUATION OF PIPED WATER SUPPLY

LIABIL OF PIPED
WATER SUPPLY COMPARED FREQUENCY PERCENT
TO PREVIOUS SOURCE

MORE RELIABLE 68 59.1
SAME 41 35.7
LESS RELIABLE 5 4.3
DON'T KNOW 1 .9

115 100.0




TABLE 20
NUMBER OF HOUSEHOLDS WITH (KITCHEN) VEGETABLE GARDENS

STATUS FREQUENCY PERCENT
WITH GARDENS 84 73.0
WITHOUT GARDEN '3 27.0
TOTAL 115 100.0
TABLE 21
DOES THIS HOUSEHOLD HAVE A SUITABLE SITE
TOR A VECEIABLE GARDEN?
RESPONSE FREQUENCY PERCENT
NO 7 22,6
YES 24 77.u
TOTAL 3 100.0
TABLE 22
WALKING TIME TO HOUSEHOLD GARDEN
T TIME IN CIMULATIVE
MINUTES FREQUENCY PERCENT PERCENT
LESS THAN 1 60 71.4 71.4
1-5 23 27.4 98.8
5+ 1 1.2 100. 00

TOTAL 84 100.0




TABLE 23
WALKING TIME TO SOURCE OF WATER
FOR VEGETABLE GARDEN
~ WALKING TIME : CIMULATIVE
IN MINUTES FREQUENCY PERCENT PERCENT
LESS THAN 5 44 52.4 52.4
5-15 30 35.7 88.1
16 - 30 10 11.9 100.0
TOTAL 84 100.0
TABLE 24
SOURCE OF HOUSEHOLD DRINKING WATER
SOURCE FREQUENCY  PERCENT
SAME AS GARDEN WATER SOURCE 23 27.4
SEPARATE DRINKING WATER SOURCE 61 72.6
TOTAL 84 100.0

TABLE 25
SELECTED VEGETABLES GROWN IN HOUSEHOLD GARDEN

FREQUENCY  PERCENT

NONE 40 47.6
SQUASH 29 34.5
BEANS 7 8.3
PEAS, SQUASH 3 3.6
BEANS, SQUASH 5 6.0

TOTAL 84 100.0




TABLE 26

USE OF SQUASH GROWN IN KITCHEN GARDEN

USE FREQUENCY  PERCENT
CQONSUMED BY HOUSEHOLD 26 76.6
TRADED FOR PRODUCE/LABOR r 0.0
SOLD 2 5.9
CONSUMED/SOLD 3 8.8
DON't KNOW 6 17.7
TOTAL 37 100.0
TABLE 27

SOURCE OF SQUASH SEEDS FOR KITCHEN GARDEN

SOURCE FREQUENCY  PERCENT
CO-OP LESOTHO 4 10.8
LOCAL TRADER 3 8.1
SAVED FROM LAST YEAR 24 64.9
DON'T KNOW 6 16.2
TOTAL 37 100.0
TABLE 28
DO YOU HAVE FRUIT TREES?

FREQUENCY  PERCENT
YES 73 63.5
NO 42 36.5
TOTAL 115 100.0
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TABLE 29
NUMBER OF HOUSEHOLDS WITH LIVESTOCK

FREQUENCY ~ PERCENT

NUMBER OF CHICKENS

WITHOUT 27 23.5

WITH 88 76.5

TOTAL 115 100.0
TABLE 30

POULTRY OWNED BY THE HOUSEHOLDS

OWNED BY HOUSEHOLD  TREQUENCY ~ PERCENT

0 59 51.3

1-10 39 33.9

11 - 20 6 5.2

21 + 11 9.6

TOTAL 115 100.0
TABLE 31

NUMBER OF CHICKENS SLAUGHTERED FOR CONSUMPTICON OR SALE

EHOLD LAST SIX

OONSUMPTION SALE
NUMBER FREQUENCY PERCENT FREQUENCY PERCENT
0 98 85.3 110 95.7
1 15 13.0 2 1.7
2 2 1.7 2 1.7
3 0 0.0 1 .9

115 100.0 115 100.0

A-11



TABLE 32
NUMBER OF HOUSEHOLDS WITH MILK COWS IN THE LAST YEAR

FREQUENCY PERCENT

WITH 34 29.6

WITHOUT 81 70.4

TOTAL 115 100.0
TABLE 33

MILK PRODUCTION IN BOTTLES PER DAY* BY SEASON

A-12

JAN - FEB - MAR | APR - MAY - JUN | JUL - AUG - SEP | OCT - NOV - DEC

Eﬁlgﬁg PER FREQ. PERCENT | FREQ. PERCENT | FREQ. PERCENT | FREQ. PERCENT
0 14 41.2 | 17 50.0 6 17.6 | 12 35.3
1-4 23,5 8 23.5 | 10 29.4 3 8.8
5-9 20.6 5 14.7 9 26.5 9 26.5
10 + 2 5.9 1 2.9 7 20.6 7 20.6
DON'T KNOW 3 8.8 1 2.9 2 5.9 3 8.8
TOTAL 34 100.0 | 34 100.0 | 34 100.0 | 34 100.0

%26 ounce bottles

TABLE 34
USE OF MILK PRODUCED

FREQUENCY  PERCENT

CONSUMED BY HOUSEHOLD 26 76.5
CONSUMED AND SOLD 8 23.5

TOTAL 34 100.0
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TABLE 35
AMDUNT OF MILK ACQUIRED BY HOUSEHOLD IN IAST SIX MONTHS THROUGH
"“"""1ﬁﬁKiﬁEEfx%5&iﬂEEE?TﬁfTWﬁﬁf?ﬁifﬁﬁﬁﬁiiﬁ?iﬁﬁfi&wy*
BOTTLES PER DAY FREQUENCY PERCENT
0 38 33.0
1-4 29 25,2
5-9 10 8.7
10 + 28 24,3
DON'T KNOW 10 8.7
TOTAL 115 100.0
%26 ounce bottles
TABLE 36
NUMBER OF FIELDS OWNED BY THE HOUSEHOLDS
- CIMULATIVE
NUMBER FRZQUENCY PERCENT PERCENT
0 6 5.2 5.2
1 19 16.5 21.7
2 37 32.2 53.9
3 50 43.5 97.4
4 3 2.6 100.0
TOTAL 115 100.0
TABLE 37
SOURCE OF SEEDS USED IN FIELDS
FREQUENCY ~ PERCENT ﬁgﬁﬁggggr“
PREVIOUS CROP 88 80.7 88.0
CO"OP 1 09 100
TRADER 8 7.4 8.0 )
TRADER/PREVIOUS CROP 2 1.8 2.0
TRADER/CO-0P/PREVIOUS CROP 1 .9 1.0
DON'T KNOW 9 8.3

TOTAL 109 100.0 100.0
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TABLE 38
USE OF SEEDS TREATED FOR CUTWORM OR OTHER PESTS
SEEDS FREQUENCY  PERCENT m
UNTREATED 97 89.0 95.1
TREATED 5 4.6 4.9
DON'T KNOW 7 6.4 -
TOTAL 109 100.0 100.0

TABLE 39

KNOWLEDGE THAT SEED TREATED AGAINST CUTWORM
— AND OTHER PESTS IS POISONOUS

FREQUENCY  PERCENT

NO 68 59.1

YES 46 40.0

DON'T KNOW 1 0.9

TOTAL 115 100.0
TABLE 40

KNOWLEDGE OF GOOD CASH CROPS

CHOICE FREQUENCY PERCENT*

PEAS OR BEANS 109 94.8

CABBAGE 51 44.3

WHEAT, MAIZE, MABELE 30 26.1
n = 115

*Percents will not sum to 100.0 since
multiple responses were possible
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TABLE 41
ATTENDANCE OF AGRICULTURAL COURSES BY HOUSEHOLD MEMBERS

FREQUENCY  PERCENT QEI{UWSTE
NO 93 80.9 88.6
YES 12 10.4 11.4
DON'T KNOW 10 8.7
TOTAL 115 100.0 100.0
TABLE 42
HIVE YOU SOUGHT AIVICE FROM AGRICULTURAL DEPARTMENT
T ON SEED SELECTION IN THE LAST YEAR?

FREQUENCY  PERCENT

NO 106 92.2

YES 6 5.2

DON'T KNOW 3 2.6

TOTAL 115 100.0
TABLE 43

HOUSEHOLD PARTICIPATION IN SOIL CONSERVATION EFFORTS

FREQUENCY ~ PERCENT

NO 84 73.0
YES 30 26.1
DON'T KNOW 1 0.9

TOTAL 115 100.0
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TABLE 44
NUMBER OF TREES PLANTED ON MARCH 21, 1975 FOR SOIL CONSERVATION

NUMBER OF FREQUENCY PERCENT “ADJUSTED

TREES PERCENT
0 36 31.3 34.3
l1- 9 56 48.7 53.3

10 - 49 12 10.4 11.4
50 + 1 .9 1.0
DON'T KNOW 10 8.7
TOTAL 115 100.0 100.0
TABLE 45

HOUSEHOLD INCIDENCE OF VARIOUS HEALTH
— PROBLEMS IN PAST THREE MONTHS

TYPE PROBLEM  FREQUENCY  PERCENT*

FEVER 10 8.7

VOMITING 25 21,7

DIARRHEA 26 22.6

OOUGH 72 62.6

SKIN SORES 28 24.3

PELLAGRA 12 10.4
n = 115

*Percents will not sum to 100.0 since
multiple responses were possible

TABLE 46
NUMBER OF CASES OF TUBERCULOSIS REPORTED
— BY FAGHROUSEOLD

NUMBER FREQUENCY =~ PERCENT
0 106 92.2
1 9 7.8

TOTAL 115 100.0




TABLE 47
TUBERCULOSIS CASES CURRENTLY BEING TREATED

STATUS FREQUENCY PERCENT

CURRENTLY NOT ON TREATMENT 7 77.8

CURRENTLY ON TREATMENT 2 22.2

TOTAL 9 100.0
TABLE 48

HOUSE SICKNESS IN LAST THREE MONTHS

NUMBER OF SICKNESSES FREQUENCY PERCEN.

NONE 39 33.9

ONE OR MORE 76 66.1

TOTAL 115 100.0
TABLE 49

SOURCE OF CARE FOR RECENT ILLNESS IN HOUSEHOLD

SOURCE ‘ FREQUENCY PERCENT
MODERN ONLY (DOCTOR, 61 80.3
HOSPITAL, NURSE, CLINIC) .
TRADITIONAL HEALER ONLY 3 3.9
COMBINATION OF ABOVE 7 9.2
NONE 5 6.6

TOTAL 76 100.0
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TABLE 50
HOUSEHOLD HEAD'S REPORTING OF TS'AKHOLO CLINIC
ATTENDANCE BY HOUSEHOLD MBMBERS IN LAST THREE MONTHS

TYPE OF CARE SOQUGHT FREQUENCY PERCENT*

ANTENATAL 21 18.3
POSTNATAL 6 5.2
PRE-SCHOOL 42 36.5
IMMUNIZATIONS 21 18.3
GENERAL CARE 48 41.7
CHILD SPACING 3 2.6
OTHER 4 3.5
n = 115

*Percents will not sum to 100.0 since
multiple responses were possible
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APPENDIX B

WOMEN IN FERTILE YEARS (15 - 49)

FREQUENCY, PERCENT AND CUMULATIVE PER-
CENT AGE DISTRIBUTIONS OF WOMEN 15-49

WOMAN'S RELATION TO HOUSEHOLD HEAD
MARITAL STATUS

EDUCATIONAL STATUS

HANDICRAFT SKILLS REPORTED BY THE WOMEN
EVER PREGNANT

NUMBER OF PREGNANCIES TERMINATED IN
LAST FIVE YEARS

NUMBER OF PREGNANCIES ENDING IN ABORTION
OR STILLBIRTHS IN THE LAST FIVE YEARS

AVERAGE BIRTH INTERVAL. AND ACCUMULATED
PREGNANCIES OF FOUR AGE GROUPS REPORTING
RECENT DELIVERIES

AVERAGE BIRTH INTERVAL IN RECENT DELI-
VERIES OF WOMEN NOW 35-39 COMPARED TO
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TABLE 1

B-1

FREQUENCY, PERCENT AND CUMULATIVE PERCENT AGE DISTRTBUTIONS OF WOMEN 15 - 49

CUIMOLATIVE

AGE FREQUENCY PERCENT "PERCENT

15 - 19 13 14.0 14.0

20 - 24 15 16.1 30.1

25 - 29 16 17.2 47.3

30 - 34 13 14.0 61.3

40 - 44 17 18.3 95.7

45 - 49 4 4.3 100.0
TOTAL 93 100.0

Median = 30.12 years

TABLE 2
WOMAN'S RELATION TO HOUSEHOLD HEAD

FREQUENCY ~ PERCENT

HOUSEHOLD HEAD 3 3.2
SPOUSE OF HEAD 56 60.2
CHILD OF HEAD/SPOUSE 14 15.1
SPOUSE OF CHILD OF HEAD/SPOUSE 15 16.1
GRANDCHILD OF HEAD/SPOUSE 3 3.2
CHILD OF SISTER OF HOUSEHOLD HEAD 1 1.1
HIRED WORKER 1 1.1
TOTAL 93 100.0
TABLE 3
MARITAL STATUS

FREQUENCY  PERCENT

MARRIED 78 83.9
NEVER MARRIED 7.5
DESERTED/DIVORCED/ SEPARATED 7.5
WIDOWED 1.1
TOTAL 93 100.0




TABLE 4

EDUCATIONAL STATUS

—EDUCATION COMULATIVE
COMPLETED FREQUENCY PERCENT PERCENT
NONE 1 1.1 1.1
LOWER PRIMARY 53 57.0 58.1
HIGHER PRIMARY 35 37.6 95.7
JUNIOR CERTIFICATE 4 4.3 100.0
TOTAL 03 100.0

TABLE 5

HANDICRAFT SKILLS REPORTED BY THE WOMEN
SKILL FREQUENCY  PERCENT*
SEWING 39 41.9
CROCHETING/KNITTING 52 55.9
WORK CLAY 89 95.7
BEATWORKING 19 20.4
BASKETRY 23 24,7
NONE 0 0.0
n=93

®*Percents will not sum to 100.0 since
categories are not mutuvally exclusive

TABLE 6
EVER PREGNANT
FREQUENCY ~ PERCENT
NO 17 18.3
YES 76 81.7
TOTAL 93 100.0




TABLE 7
NUMBER OF PREGNANCIES TERMINATED IN LAST FIVE YEARS

—NUMBER OF COMUTATIVE

PREGNANCIES FREQUENCY  pppoyeNcy =~ PERCENT
0 16 0 17.2
1 30 30 32.3
2 27 54 29.0
3 3 9 3.2

NOT APPLICABLE 17 18.3

TOTAL 93 100.0

TABLE 8
NUMBER OF PREGNANCIES
ENDING IN ABORTION OR STILLBIRTHS
IN THE IAST FIVE YEARS

~NOMBER CUMULATIVE
0 53 0 88.3
1 ) 6 10.0
2 2 1.7

TOTAL 8 100.0
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TABLE 9
AVERAGE BIRTH INTERVAL AND ACCUMULATED PREGNANCIES

OF FOUR AGE GROUPS REPORTING RECENT DELIVERIES

AVERAGE BIRTH PREGNANCIES
AGE GROUP FREQUENCY INTERVAL IN MONTHS EXPERTENCED
(MOST RECENT DELIVERY) BY THIS AGE

25 - 29 10 38.5 25
30 - 34 10 32.9 45
35 - 39 9 28.4 48
40 - 44 12 45.7% 92

*Skewed by two women with 70 and 74 months between most recent
deliveries. Otherwise the average birth interval for recent
deliveries in this group was 40.5.

TABLE 10
AVERAGE BIRTH INTERVAL IN RECENT DELIVERIES
OF WMMEN NOW 35-39
COMPARED TO SAME WOMAN TEN YEARS PRIOR AND WOMEN NOW 25-29

AVERAGE INTERVAL
AVERAGE INTERVAL SAME WOMEN 35-39  AVERAGE INTERVAL
WOMEN NOW 35-39 TEN YEARS PRIOR WOMEN NOW 25-29

28.4 Mo. 33.8 Mo. 38.5 Mo.




TABLE 11
TOTAL PREGNANCIES OF ALL
EVER-PREGNANT WOMEN 15-45 IN HA PHECHELA

TOTAL WOMEN  TOTAL, PREGNANCIES®
AGE GROUP  mypp PREGNANT — THAT AGE GROUP

15 - 19 1 2
20 - 24 10 15 (1 twins)
25 - 29 13 29

30 - 34 12 52

35 - 39 13 60

40 - 44 17 111 (1 twins)
TOTAL 66 269

"Excludes 6 women pregnant at time of survey

TABLE 12
OUTOOME OF PREGNANCIES ACCUMULATED
BY GROUPS OF WCMEN 15-45 YEARS QLD

AGE TOTAL® TOTAL ABORTIO ,
PREGNANCIES STILLBIRTHS BORN ALIVE STILL ALIVE

15 - 19 2 0/0 2 1

20 - 24 15 (1 twins) 0/0 16 15

25-29 29 3/1 25 23

30 - 34 52 4/0 48 46

35-39 60 1/2 57 47

40 - 44 111 (1 twins) 7/1 104 79

TOTAL 269 15/4 256 211

*Excludes 6 women pregnant at time of survey



TABLE 13

LOCATION OF DELIVERY OF MOST RECENT BIRTH

LOCATION FREQUENCY  PERCENT
MY HOME, IN THIS VILLAGE 34 44.8
HOUSE OUTSIDE THIS VILLAGE 7 9.2
TRADITIONAL HEALER'S HOUSE 2.6
CLINIC/HEALTH CENTRE 15 19.7
HOSPITAL 13 17.1
OTHER 5 6.6
TOTAL 76 100.0
TABLE 14
WHO DELIVERED YOUR LAST CHILD?
PERSON FREQUENCY  PERCENT
A RELATIVE 37 48.7
TRADITIONAL HEALER 2 2.6
TRAINED MIDWIFE 28 36.8
OTHER 5.3
DON'T KNOW 6.6
TOTAL 76 100.0




TABLE 15
REPORTED REASONS FOR SGME WOMEN PREFERRING TO DELIVER
AT HOME RATHER THAN AT CLINIC OR HEALTH CENTRE

FREQUENCY  PERCENT*

TRADITIONAL BELIEFS/CUSTCMS 1 1.1
PREFER CONFINEMENT WITH 3 3.2
WOMEN ‘HEY KNOW .
LONG DISTANCE TO CLINIC 21 22,6
MAY NOT LIKE THE CLINIC 17 18.3
TGNORANCE 15 16.1
DON'T KNOW 31 33.3
n =93

®Percents will not sum to 100.0 since
multiple responses were possible for this question

TABLE 16
DELIVERY EXPERTENCE IN PREVIOUS YEAR

NUMBER OF DELIVERIES FREQUENCY PERCENT

ASSISTED
0 83 89.1
1 4 4.3
2 2 2.2
5 2 2.2
8 2 2.2

TOTAL 93 100.0




TABLE 17
INSTRUMENT USED IN DELIVERY TO CUT THE CORD

INSTRIMENT FREQUENCY PERCENT

KNIFE/RAZOR BLADE 1 10.0

SCISSORS 1 10.0

SHARP REED 8 80.0

TOTAL 10 100.0
TABLE 18

DRESSING APPLIED TO STUMP OF CORD

DRESSING FREQUENCY PERCENT

TRADITIONAL POULTICE 1 10.0

MODERN DRESSING OR BINDER 6 60.0

NOTHING 3 30.0

TOTAL 10 100.0
TABLE 19

FREQUENCY AND PERCENT OF CHILDREN AGED 1-5 STILL
BREASTFEEDING BY ONE YEAR AGE GROUPS

NUMBER OF
AGE GROUP CHILDREN NUMBER STILL PERCENT STILL
IN VILLAGE BREASTFEEDING BREASTFEEDING
0-1 18 18 100.0
1-2 16 14 87.5
2-3 21 3 14.3
3-4 15 2 13.3
4 -5 7 0 0.0

TOTAL 77 37




TABLE 20
DESIRED WEANING AGE OF CHILD UNDER ONE YEAR, CURRENTLY BREASTFEEDING

AGE IN MONTHS FREQUINCY PERCENT
0- 2 1 5.5

- 1 5.5

7 - 12 1 5.5

13 - 24 2 11.1
25 + 12 66.7
DON'T KNOW 1 5.5
TOTAL 18 99.8

TABLE 21

AGE OF LAST BABY WHEN FULLY WEANED

B-9

COMULATIVE
AGE IN MONTHS FREQUENCY PERCENT PERCENT
- 2 5.1 5.1
- 1 2.6 7.7
- 12 2 5.1 12.8
13 - 18 9 23.1 35.9
19 - 24 (median 22) 11 28.2 64.1
25 + 14 35.9 100.0
TOTAL 39 100.0
TABLE 22
MANNER OF WEANING LAST BABY
METHOD FREQUENCY  PERCENT
GRADUALLY (OVER A PERIOD OF ONE OR MORE MONTHS) 7 18.4
ABRUPTLY (IN LESS THAN ONE MONTH) 4 10.5
SENT AWAY (OVERNIGHT WEANING) 27 71.1

TOTAL 38 100.0




TABLE 23 B-10
WOMEN 15-49
CIMJLATIVE PERCENT DISTRIBUTIONS FOR PERCEIVED IDEAL NUMBER
BY ' IE F

COUPLE COUPLE'S PARENTS
NUMBER
OF CHILDREN BOYS GIRLS BOYS GIRLS
0 3.1 1.6 0.0 0.0
1 13.8 14.1 4.0 4.0
2 41.5 48.4 22,7 24.0
3 73.8 76.6 45,3 48.0
4 78.5 81.3 52.0 56.0
5 87.7 89.1 72.0 72.0
6 89.2 89.1 72.0 76.0
7 90.8 92.2 76.0 100.0
AS MANY AS
GOD GIVES 100.0 100.0 100.0 100.0
n = 65 n=75
MEDIAN NUMBER 2.26 2.06 3.70 3.25
TABLE 24

PERCEIVED IDEAL NUMBER OF CHILDREN FOR A YOUNG BASGI'HO (DUPLE

COUPLE CUUPLE'S PARENTS
COMOLATIVE CMULATIVE

NUMBER FREQ.  PERCENT  Cppochira” | FREQ.  PERCENT  ° pcimrra

D 2 2.2 3.2 0 0.0 0.0

1 0 0.0 3.2 0 0.0 0.0

2 6 6.5 12.7 2 2.2 2.7

3 2 2.2 15.9 2 2.2 5.3

4 17 18.3 42.9 11 11.8 20.0

5 4 4.3 49.2 3 3.2 24.0

6 19 20.4 79.4 16 17.2 45.3

7 9 9.7 93.7 22 23.7 74.7
AS MANY AS
0D CIVES 4 4.3 100.0 19 20.4 100.0
DON'T KNOW | 30 32.3 18 19.4

n= | 03 100.0 93 100.0

MEDIAN 5.02 6.16
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TABLE 25

KNOWLEDGE OF CONTRACEPTIVE METHODS

METHOD STATED FIRST METHOD STATED SECOND

FREQUENCY  PERCENT FREQUENCY  PERCENT

NONE 45 48.4 57 61.3
PILL 27 29.0 7 7.5
IUCD 5 5.4 14 15.1
DEPO 4 4.3 14 15.1
OTHER MODERN METHOD* 4 4.3 1 1.1
OTHER TRADITIONAL METHOD 8 8.6 0 0.0
TOTAL 93 100.0 93 100.0

*e.g., condom, diaphragm, etc.

TABLE 26
KNOWLEDGE OF PROTEIN FOODS FOR CHILDREN

FIRST CHOICE SECOND CHOICE
FOOD FREQUENCY PERCENT  FREQUENCY PERCENT
NONE 2 2.2 2 2.2
MEAT, POULTRY, FISH, MILK, EGGS 85 91.3 39 41.8
BEANS, PEAS, LEGUMES 2 2.2 9 9.7
OTHER VEGETABLES 2 2,2 10 10.8
BREADS, MEALIES, CAKES, PORRIDGE 1 1.1 31 33.3
OTHER 1 1.1 2 2.2
TOTAL 93 100.0 93 100.0
TABLE 27

DO YOUR FEMALE TEENAGERS EAT EGGS?

RESPONSE FREQUENCY PERCENT
NO 38 40.9
YES 52 55.9
DON'T KNOW 3 3.2

TOTAL 93 100.0
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TABLE 28
NUMBER OF WOMEN RECEIVING FOOD
FROM PRE-SCHOOL CLINIC FOR THEIR CHILDREN

' AUUSTED —
RESPONSE FREQUENCY PERCENT
YES 48 92.3
NO 4 7.7
NOT APPLICABLE 41 -
TOTAL 93 100.0

TABLE 29

USE OF OIL RECEIVED FROM PRE-SCHOOL CLINIC

USE FREQUENCY PERCENT
FOOD PREPARATION FOR CHILDREN 10 20.8
FOOD PREPARATION FOR FAMILY 38 79.2
48 100.0
TABLE 30

NUMBER OF OTHER PEOPLE IN THE FAMILY USING
FOOD FROM THE PRE-SCHOOL CLINIC

NUMBER FREQUENCY PERCENT
0. 10 20,8
1 2 4.2
2 6.3
3 5 10.4
4 11 22.9
5 9 18.7
6 6.3
7 5 10.4

TOTAL 48 100.0




TABLE 31
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NUMBER OF LIVING CHILDREN AGED 5 TO 15 YEARS BY SEX

OF EVER-PREGNANT WOMEN

GIRLS BOYS
CIMULATIVE CIMULATIVE
NUMBER  FREQUENCY  PERCENT PERCENT FREQUENCY  PERCENT PERCENT
0 38 50.0 50.0 36 47.4 47.4
1 19 25.0 75.0 20 26.3 73.7
2 14 18.5 93.5 14 18.4 92.1
3 2 2.6 96.1 6 7.9 100.0
4 1 1.3 97.4 0 0.0
5 1 1.3 98.7 0 0.0
6 1 1.3 100.0 0 0.0
TOTAL 76 100.0 76 100.0
TABLE 32

WOMEN WITH CHILDREN AGED 0-5 BY ONE YEAR AGED GROUPS

NUMBER
AGE OF GHILD  p'qiireey  FREQUENCY
1 18
0-1
2 0
1 14
1-2
2 1
1 19
2-3
2 0
1 13
3-4
2 1
1 7
4-5
2 0
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TABLE 33
CHILDREN REGISTERED IN PRE-SCHOOL CLINIC

AGE  NUMBER OF CHILDREN  NUMBER REGISTERED = PERCENT REGISTERED

0-1 18 16 88.9
1-5 57 57 100.0
TABLE 34

IMMUNIZATION AGAINST SMALLPOX, TUBERCULOSIS AND
RUBEOLA_(MEASLES) OF CHILDREN UNDER ONE YEAR

DISEASE SMALLPOX TUBERCULOSIS RUBEOLA
IMMUNI ZATION FREQUENCY PERCENT FREQUENTY PERCENT FREQUENCY PERCENT
NO 6 33.3 3 16.7 6 33.3
YES 6 33.3 10 55.5 9 50.0
DON'T KNOW 6 33.3 5 27.8 3 16.7
TOTAL 18 99.9 18 100.0 18 100.0

TABLE 35

HIGHEST LEVEL OF IMMUNIZATION FOR POLIO
RECE B LD
ONE YEAR i
DISEASE POLIO DWT

NUMBER OF DOSES FREQUENCY PERCENT FREQUENCY PERCENT

0 3 16.7 1 5.6
1 2 11.1 3 16.7
2 3 16.7 2 11.1
3 3 16.7 7 38.8
DON'T KNOW 7 38.8 5 27.8

TOTAL 18 100.0 18 100.0
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TABLE 36

RECEIPT OF BASIC IMMUNIZATION FOR POLIO,
DWT, TUBERCULOSIS FOR CHILDREN AGED 1-5

IMMUNIZATION STATUS POLIO DWT TUBERCULOSIS

FREQUENCY PERCENT  FREQUENCY PERCENT  FREQUENCY PERCENT

BASIC SERIES RECEIVED 55 96.5 53 93.0 56 98.2
NOT RECEIVED 2 3.5 4 7.0 1 1.8
TOTAL 57 100.0 57 100.0 57 100.0
TABLE 37
NUMBER OF EPISODES OF GASTROINTESTINAL AND NUTRITIONAL DISORDERS
AMONG CHITDREN UNDER FIVE YEARS OF AGE
DISORDER GASTROINTESTINAL NUTRITIONAL
CUMUTATIVE , COMULATIVE
NUMBER FREQUENCY foroicy. PERCENT  FREQUENCY pppoibucy PERCENT
33 0 82.5 40 0 100.0
5 12.5 0 0.0
4 5.0 0 0 0.0
TOTAL 9 100.0 0 100.0
TABLE 38
CHILDREN AGED 5-15 YEARS LIVING AT HOME PER WOMAN
“"NUMBER OF CUMILATIVE
CHILDREN FREQUENCY PERCENT PERCENT
1 14 29.2 29,2
2 19 39.5 68.7
3 16.7 85.4
4 10.4 95.8
5 4.2 100.0

TOTAL 48 100.0
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TABLE 39
NUMBER OF CHILDREN AGED 5-15 BY SEX ATTENDING SCHOOL PER WOMAN®

GIRLS BOYS
— NUMBER OF

CHILDREN FREQUENCY ~ PERCENT  FREQUENCY  PERCENT
0 11 29.0 5 12.5
1 17 44.7 21 52.5
2 9 23.7 11 27.5
3 1 2.6 3 7.5

TOTAL 38 100.0 40 100.0

*With boys or girls aged 5-15 years

TABLE 40
NUMBER OF SHEPHERDS PER MOTHER WITH BOYS AGED 5-15 YEARS

NUMBER FREQUENCY PERCENT
0 8 20.0
1 19 47.5
2 10 25.0
3 1 2.5

DON'T KNOW 2 5.0

TOTAL 40 100.0

TABLE 41

NUMBER OF MEALS PER DAY TAKEN AT HOME

NOMBER OF
 MEALS DR haY  FREQUENCY PERCENT
0 0.0
1 0.0
2 13 43.3
3 17 56.7

TOTAL 30 100.0
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TABLE 1
FREQUENCY AND PERCENT AGE DISTRIBUTION

AGE FREQUENCY PERCENT
50 - 54 13 25.5
55 - 59 13 25.5
60 - 64 4 7.8
65 - 69 10 19.6
70 + 11 21.6
TOTAL 51 100.0
TABLE 2

EDUCATIONAL STATUS

COMPLETED EDUCATION  FREQUENCY PERCENT
NONE 12 23.5
LOWER PRIMARY 34 66.7
HIGHER PRIMARY 5 9.8
JUNIOR CERTIFICATE 0 0.0
MATRICULATION 0 0.0
TOTAL 51 100.0
TABLE 3

RESIDENCE IN HA PHECHELA

RESIDENCE IN YEARS  FREQUENCY PERCENT
LESS THAN 5 0 0.0
FIVE TO FIFTEEN 3 5.9
MORE THAN 15 48 94.1

TOTAL 51 100.0




TABLE 4
HANDICRAFT SKILLS

SKILL FREQUENCY PERCENT*
SEW 13 25.5
KNIT/CROCHET 12 23,5
CLAY WORKING 41 80.4
BEAD WORK 10 19.6
BASKETRY 32 62.7
NONE 2 3.9

*Percents will not sum to 100.0 since
categories are not mutually exclusive

TABLE 5
TS'AKHOLO CLINIC ATTENDANCE
IN PAST THREE MONTHS

RESPONSE FREQUENCY PERCENT
YES 25 49.0
NO 26 51.0

TOTAL 51 100.0




TABLE 6
HOW MANY DELIVERIES HAVE YOU ASSISTED IN
DURING THE PAST ONE YEAR?

~ NUMBER OF

DELTVERIES FREQUENCY PERCENT
0 25 49.0
1 9 17.7
2 8 15.7
3 2 3.9
4 2 3.9
5 2 3.9
6 0 0.0
7 + 2 3.9

DON'T KNOW 1 2.0

TOTAL 51 100.0

TABLE 7

OBJECT USED TO CUT UMBILICAL CORD

INSTRUMENT FREQUENCY PERCENT
NONE 1 2.0
KNIFE/RAZOR BLADE 6 22.2
SCISSORS 1 2.0
SHARP REED 18 66.6
DON'T KNOW 1 2.0

|

TOTAL 27 100.0




TABLE 8
SHOULD YOUNG WOMEN EAT EGGS?

RESPONSE FREQUENCY PERCENT

YES 21 41.2

NO 30 58.8

TOTAL 51 100.0
TABLE 9

KNOWLEDGE OF PROTEIN FOODS TO PROMOTE GROWTH

FREQUENCY PERCENT#**

MEAT, POULTRY, FISH, MILK, EGGS 46* 90.2
BEANS, PEAS, LEGUMES 0 0.0
OTHER VEGETABLES 0 0.0
BREADS, MEALIES, CAKES, PORRIDGE 48" 94,1
OTHER 2% 3.9
®Actual Responses: Milk . . 44

Eggs . . 2

Porridge 48

Soup . . 1

Water . 1

*#Percents will not sum to 100.0 since
categories are not mutually exclusive



TABLE 10
IDEAL NUMBER OF CHILDREN FOR A YOUNG BASOTHO COUPLE BY SEX

BOYS GIRLS
NUMBER FREQUENCY PERCENT FREQUENCY PERCENT
1 5 9.8 5 9.8
2 7 13.7 8 15.7
3 5 9.8 5 9.8
4 1 2.0 1 2.0
5 6 11.8 5 9.8
6 0 0.0 0 0.0
7+ 0 0.0 0 0.0
UP TO GOD 13 25.5 13 25.5
DON'T KNOW 14 27.4 14 27.4
TOTAL 51 100.0 51 100.0
TABLE 11

IDEAL NUMBER OF CHILDREN FOR A YOUNG BASOTHO COUPLE AND
THE NUMBER THEIR PARENTS WOULD WANT THEM TO HAVE

COUPLE COUPLE'S PARENTS
NUMBER FREQUENCY PERCENT FREQUENCY PERCENT
0-1 0 0.0 0 0.0
2 5 9.8 0 0.0
3 1 2.0 2 3.9
4 7 13.7 2 3.9
5 1 2.0 1 2.0
6 4 7.8 6 11.8
7+ 5 9.8 13 25.5
UP TO GOD 12 23.5 12 23.5
DON'T KNOW 16 31.4 15 29.4
TOTAL 51 100.0 51 100.0
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LITHO TSA LELAPA

10. HA U IPALELLA, KE BATHO BA BAKAE BA PHELANG LELAPENG LEE? (Household defined as all infants, children
and adults sleeping here and sharing cooking facilities.) Write the name of the household head first,
then his spouse, his unmarried children, his married children, their spouse and children, then other -
relatives, then hired workers.

Asterisx (*) the name of the person interviewed. Total in household.

amre 1 Relationship to head 2 Age 3 Education 4 Sex 5 Marital Status 6 Residential Status 7

Hh Head
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Relationship to head 3 Age 4 Education 5 Sex 6 Marital 7 Residential Status
1 Household head 1 Under 1 year 1 None 1 Male 1 Never married 1 Present, working
2 Spouse of head 2 One-4 years 2 Lower Primary 2 Female 2 Married 2 Present, not working
3 Child of head/spouse 3 Five-9 years 3 Higher Primary 3 Deserted/divorced/ 3 Absent, in Lesotho
g 14 °f 4 Ten- 14 years 4 Jr Cert separated working
5 Fifteen-19yTs 5 Sr Cert 4 Widowed 4 Absent, in Lesotho not

6

N~ O WO o

Spouse of child of
head or spouse

Grandchild of head/
spouse {(including
child of younger
brother)

Brother/Sister of
head (younger)

Child of sister of
household head

Parents
Grandparents
Other relatives
Hired worker

Other (not
related)

6 Twenty-29 yrs
7 Thirty-39 yrs
8 Forty-49 yrs

9 45- 49 yrs

10 Fifty-59 yrs
11 Sixty-64 yrs
12 Sixty-five yrs

6 Above Sr Cert

working

5 Absent, Outside Lesotho
working in mines

6 Absent, Outside Lesotho
working elsewhere

7 Absent, outside Lesotho
not working



11. ¥Ni HIOHO =3 IEL&Pa L=E O Ni LE MNGSEBETSI 00 A LEFSHUANG £llia JUiLi? (25 (T T 10O et
12. O ILZ A TLISA, KiPA A ROMElA CHELSTE B Xi5 LIKHOELL:IG TSE TSELETSENG TSE TSOA FETA? \‘3

UNDER R 25 in § months

bk

R 26 - 50
R51-75
R 76 - 100

-}

—_———
)

R101 - 125

SRR

Over 126 ]

13, X'U FiNE Ki M3ITSO A LITHO TSi ISLaPA LENA, TSE SESELETSANG CHELETE, KiPA TSE ILENG TSi E SEBEIRTSA SELEZMONG SENA SE
FETILENG: ;
_ J_IPUSR oF FERSON FRYL EOUSEHOID LIST;

TYPE OF HORK ____ 3} . FUIL 3D PART-TTME _

Sm A SANEE G AR - - —-‘_—Jm-w'—ﬁj-

——aGwa ¢S G S A S e W U SRt S S

1
[

——A AP o R L PRG S WS @ AS am & WSS -  A——_ -l W R K SEe g S i e = -

——g € . WP VR @ Wl W S Sem— - G A -y . S Bk S S 2 cwm gn

A ]
————— . S D Sy P AR . TR W I -T AP -’“.-.--.4 F—k“-.wanm—l
L]

et —m e am s o a s e e oo & m = —- [SUSEUPS SEUE S m——
._....._...-..-_--_..--..._,,.,..._._-_..J_...ﬂ_____.,...,.¢,...,_...__m_..,ﬁ.-..‘_ -

! C®E :

! 2 Type of worx 3 Fall 2nd Pert-tine (past 1 year)

1 Fulltine |
2 Part-tioe, 40 hr/zonth or iore
3 Port-tine, less than 40 hr/conth

1 Mines wmdergrourd
2 ifines surface

‘ 3 Covt. of lescths

' 4 Teacher

5 Driver

6 Chief's Secreiary
7 Handicraft/Repeir
8 Fars werker (hired)
9 Focd fid

- PG WS B . A W W & BN

b
O
ny
]
7]
()
9]
g |

o
1,
le]
w
I
e}




15 MATLO A TENG LAPENG MOO A MAKAE?
(State the number of ezch type) 1 2 3

1 Rondavelg[ﬂuts
2. House(Nud, Poles, Soil, Stone)

b = .

3 _House(Brick, Concrets Block)

oss window, no tin roof, no canorete floor
02 Glass
04 Glags window + tin roof

indow only

08 Gless window+ concrete floor
16 Glass window,
32 Other (specify):

crete floor, tin roof

3 = =« Number of Rooms = State the Total Number of Rooms in thet
Category.

16+ NA HO NA LE BATHO BA ROBALANG KA NTLONG E NANG LE LEIFO LA SESOTHO
MOO HO BESOANG?

-]

YES
NO

0

17. NA LELAPA LEE LE NA LE SERAPA SA MERCHO?

ves | g4 ————3 GO t0 Question 18
Yo | ol ———— (G0 tO0 Quostion 17

18. HO NA LE SEBAKA MOO SERAPA SE KA ETSOANG?

! {

YES L 1!
(o o
NO | 0 =3 0o to Question 24
5421 9. NA SERAPA SER SF KAMPETSOE KA MAHLAKORENG OHLE?

Pe——

YES |
l 1]




HH PAGE 5

20, U TSAMAEA NAKO E KAE HO FIHLA SERAPENG SEE?

CODEs losgs thon one minute |‘ 1
One minute to 5 minutes l 2.4
‘ [3 !
More then 5 minutes 3

21. U TSAMAEA NAKO E KAE HO TLOHA MQO HO Ei MOO METSI A NOESETSANG A
ATISANG HO KHUOA TENG? (State Walking Time)

CEs less than 5 minutes

Fivo minutes to 15 minutes

FIRIE

16 Minutes to 30 minutos

22, NA METSI A NOESETSANG LE A NOOANG A KHUOA SEPAKENG SE LE SENG?

ws (o] wo [o]




IH PAGE 6

23, 1, IE ILE Li LEM: MERCHO EFE SERAPENG Si MERCGHO SELEMNG SEE SE
FETILING?
2, PEO E ILE E\ FUMNOA KiE?
3, MERQGHO EZ E ILE EA SEDELISOL SO/NG?

Intorvicwers Stort with Coles 1, thon esk for cach vogetable the
quostions in col. 2 und col. 3 and rocord tho enswers

(SLed o Q0L 2 ¢oL 3
! Grown ,' Source of Seed #ow used
‘.........—.—_...L..._:._,._.
1« CATBAGE ) ba f
2. PEAS ; {2 T f
o o
\
3. sQuasi 5 4 |
4s  CARROTS E P | |
—r- "t |
‘5. 3EANS ; 16 | R {
PR r ¢ oy
6. OTHER (Specify) 3 B2} 5 \ |
—‘: 4
[ +
[V SPSTI P  SPRN W ! agneand L" .L“ - L-j.‘ -sas ‘-‘.‘.'-L‘.‘j

NOT APPLY XX XX X
. A‘-—’ g ; f y . :w‘-i
romAL Lo

CDING: To be done later
Col. 1 - Vrite in YES if vogetzbls was grown or NO if it was'nt.

Col. 2 = Seed Sourco:

Co-op Lesotho 1 1o, 3 How useds Conswied in
Housahold

Local trador 2 Troded for producc/labor

Saved from last yeer 4 Sold

Other (Spocify)

> S 5N S0 .5 8. BUD. b Suis

Other (Specify)

, TRIUDLNLS -Gy Pl B ) . DD SIS

m.-*;--.-.amwmm it D e AR § Pon PP CUR Pl § Sod P S PO W

|
)

Not apply X Not opply



HH PAGE 7

‘24, NA U ILE Ui LEMa LIF:TE TSA LITHOLOANA KA SERAPENG SA MEROHO?

o ]

o
YES L_U vo Lol

25, NA HO NA LE MOTHO LELAPENG LEE EA KILENG A EA THUPELONG EA TEMO
\ELEMONG SEE SE FELANG?

yEs | g | === Go to Qucition 2

L4 = = X

NO;Ol

5y Go to Question 27
6 THUPELO Bk E NE E TSOEROE KA KHOELI EFE?

Jan T5 D0 T) w1
1 2 3 4 5 6 1 8 9 10 11 1

27. NA HO NA LE LIPHETQGHO TSE BONAHALANG L1 ETSOA KAMOR'A HORE MOTHO
EO A KHUTLE THUPELONG?

YES WIAT: FERTILIZING | 1)
SEED SOURCE 2
CULTIVATING 4
OTHER(Specify) LB

¥o |o_, Go to Question 28  TOTAL

28, KANTLE HO SERAPA SEO RE BUILENG KA SONA, NA U BOETSE U NA LE MASIMO?

YES P 0o to Questian 29

NO Lo._. —3 Go to Question 40



HIl PAGE ©

‘28, HA RE BUE JOALE KA MASINO A HAU LE LIJALO TSEO U ILENG UA LI
LEMA LEHLABULENG LA 1975,

Interviewer: Answer all questions with regard to each
field if more than one field
‘ ) 1 2 3 4
LELAPA LEE LE NA LE MASINO A MAKAE?| FIFID | FIELD | FIELD FIELD

PRI I xan KL not avply, L 4 ... ..

‘TSIMG KA. 'NOOE E NA Lif LIAKERE
'TSE KAE TSA SESOTHO?

Interviewer: Code tha number of
Sapotho acres for

RS 1 (. .

O St WS 8 ) O SRR 5

¢ Slo v ¢ .0 a Vs-30 68 St M@ b v o Pwen e b ..qr. Y -
3. NA TSTMO Ef £ LENNGOE HONA JOALE?
(sUMMER 1975)
TS

CDE: 1 - Yes, entire lield
2 ~ Yen, part of fiold

3 ~ No, entire field left

fallou [.ca.u--s [.a.a:-"-][m-—- —-'--.]

oot o SO BPPLY ST LIS,

4., KE LIJALO LIFE TSA LEHLADULA
'TSE LENNGOENG MASIMONG AA KA

1975% CWE:
-L.ohna#.zooo— S 8-S o il fom hove. @ amiv . " e. -.-1A-4~I-.nooo1-“q1---n LYY A X
lvgluelnjt L gl FIEn R a¥ o L XX 4 1 L X Y AO-?'. » 4..;."9-2:--—--09-&—1 e anne -a.m-u
30 :bne}..‘—-m a—-m—uv‘i ca s .()l4l .aba aa .00-4- -AL‘ moA"qb.-‘OAu'“
.1‘3.0"1!}.'. b 8.4:00 4.0 maram uome v LR N LN NV Ny V) A»o.aonap.d-.nl -vwaqb..- o s mevs
.P_BP.B_ PP PP NP IPIPVIP PR (T PPt s PR &, U PP A S
Other J2 32 32 W 32

ls”-qiafyum.t s 0move

[ F o V7 LAV WX PP N

Not apply XX XX

o LI ]

I

emqesiNsoamg.e .-.JL- *n s o domw -*-—-‘n

MBIV & Gl P C 4 0N WS AP S P CE AN 0. 10 RS REraS § A
: ! ] .
5. ‘KOTULO E ILE EA £&-BA JOANG g{),?g M‘g m,ig nio
TSIMING KA 'NGOL “JIILABULENG 8] &g g8 &1 8
1A 1974/757 , S-S
How many bags Maize |

(Speoiry size of bag)  Wheat
How many tinna Fabele

-——— s “’““4
e e s v s s s asl e o ams

-vg-.c-_‘_.-.nv.-.-i-.

Pw 4R amm Bl B ¢ mnal o

(Specify mize of tins) Docas




HH PAGE 9

30, NA UNA LE MASIMO A ILENG A LENGOA SEAHLOLO SELEMONG SEE SE FETILENG?

~
CODEs |1 __| Yes, all of ths fisld(s)
p‘.‘

|2 J Yes, pert of the field(s)
~1
1 0 . No, none of the field(s)

[

31, MNASIMO A HAU A ILE A LENGOA A BA A JALOA KA NAKO EFE SELEMONG SE FETILENG?

CODE: |01] = First holf October
Q2i - Secand half October
04 - Iirst hrlf November
08§ ~ Second half November
1_6_.‘. - Other (specify)

XXl - HNot apply

!
1 TCIAL

32, 15 ILE LA SERELISA MOKHOA OFE OA HO IEMA SELEMONG SE FETILENG?

1 Tractor i:}

2 Oxory/Bulls '02}

3 Cvows O4i

4 Horses, Mules !

Dankeys 08|

Not apply XX
TOTAL i I

33, LB ILE LA SEBELISA MEKHOi EFE EA HO JALA SELEMONG SE PETILENG?

-t

Rows = Dby Planter
_2; Rows = Dby Hend
__/g' Broadcasting

__x’ Not apply

P——q

. TCTAL




HH PAGE

34, PEO E SERRLISITSORNG LEHLABULENG LL 1975 E NE E FUMLNOE KAE?
iéT | previous crop, sharecrop field, bought from othor farmers

02| Bought from Cu=op in Lesotho.

04| Bought from Tronder

08 Othor(specify)

ZX!Not apply
L

| ] TOTLL

35, PECNG EO, NA HO NA IE I ILENG EA SIRELETSOA SEBAKING SA SESELI LE

LITSIE? el
s | 1]
wo ol

Pl S

Not apply X

SEBOLAI
36. HO ILE HA SEBELISOA Si LITSIE LE SESELI LIJALONG TSE LENNGOENG

SELEMONG SE FETILENG?

ws [

rpeats B *

NO &’9‘.1
r‘.b .
Not apply l_"x“[
37. ¥A HO ILE HA TSEIOA NQIONTSA MASIMONG HA HO LENGOA SELEMNG SE
FETILENG?

YES‘1I

——— STmd

v o]

- 8

Not apply | X

38, NA U ILE UA TSOAKA FEO LE MONONTSA HA U JALA SELEMONG SE FETILENG?

CODE:  YES L,

NO r .O‘ -‘

" el &

Not apply [ ~

10



HH PAGE 11.

38, HA RE BUE JOALE XA LIJALO TSA HARIHA SELEMONG SE FETILENG (1975)

FIELD FIELD TFIELD FIELD
L'L'.““m - o BHPD & ° _4‘
1. U ILE UA LEMA LIJALO LIFE !
MASIMONG A HAU?
> -1: }- V&Q‘&‘t‘_m_*“ sande u.-“c--.oo-ch‘- n“o—=1 1
- 025. }-oP..es (Y P W ISEPV P IFRF AR IS S -52.-.‘.. - Lc-zwoor--c-o-oa :‘&

y
L . 04. _Qt}l‘e}“B‘LSLO.};iZI_) -‘b ,.{Lm‘j;._‘..‘, . - B\ 8 u;-&-@“b-“o‘i»\-o‘—-

hs-.xu.J.-Iq-o;t..- m'ym. . Qndru PN c—.o.r—o-o““ b..-s.w&x“ . ‘x

SRR { S o {

e .4L..~ Py lns s am. ssuap 4 4 oo odnm

2. UNA L& MASIMO A ILING A '
PHETHOLOA FRSLA, EMPA A SA ’

JALOE MARTIOING A 19757 [""]. [j-.-‘ E.]

]
CDE:] 1 | intire field left
fallow
2| Part of field left
fallow
O] None of fiold lolt
fallow
[ IT Y ] 1: ‘Naont- ;ai)l).]:x P | oS, aAs b -—lpy-‘qo~0‘qn»¢ .-1&-.- rw e e =l 1’.—.
[ w 0 ®
HEHEEERIE
' ‘h"ﬂ“'«.L—l 2.8l 8w 8 & lu"‘{..ll w
CODE: Actual theat
Quantity of Peas
Yield Othors

Ypecify Others.
Not apply. |
Specify size of bag

Specify size of tin.
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40e KB LIFE HAR'A LIJALO TSE LiTELANG TSE KA TLISETSANG LELAPA CHELETE?

Peas :—-(51"]
e
Berns 02,
|
Wheat i 04
Mnize fo&'-
=
finhele ) 16!
CablLnge ; 32

Not cpply | xx]
1
J

TOTAL

41« SELEMONG SE FETILENG Ni U ILE UA BATIA KELETSO E4 BOLEMI SEBAKENG
SA HO KHETILA I'EO?

ws [ 1]

“a o-a

NO [0'

L Y )

42« UA TSEBA HORE PEO £ SIRELELITSOENG BAKENG SA SESELI LE LITSIE E KOTSI
HA E JEOA KE BATUO?

Ho

v-'\_-.‘
. !

o

et

43+ SELEMONG SE FETILENG Ni UENA KLPA E MONG OA LELAPA O ILE A KENYA LETSQIO
THIBELONG EA KIOLOLIIIO EA MOBU 1 K/NG HO LOKIS. MMEELING JOALO- JOALO?
r LI )
TES ! g ‘]

LAY 2
“.0.8

NO o !

>l & &

44« NA HO NA LE LITSIT1SO TSEO UEN.: KAPA B MONG OA LELAPA A ILENG A KOPANL
LE TSONA HA A LEKA 1[0 FHETHA MOSRIRT'ST OA HO THTRRIA KIOHOLEHO WA NORU?

- _1
ms [-..1'. > ‘j

G -8+ Sy

No. (o |



HH PAGE

45¢  DATIG 5L TRLAPA LEE @A ILE BA LEMA LIFATE TSE KAE HO THIDELA

13

TIGHOLL S v, MOBU LFTSATSING LA TEMO EA LIFATE? (LA 21 HLAKUBELE 1975)

rm—r-vww»u‘.ﬂ L)
f

CoDE Ao huel nwabar |

[N RS ~

Ahe  NA O YA Li SE=-EA-LE-I'OFA SE NTSENG SE SEBELISOA LELAPENG LEE?

an cm.eny

ws g
o
o 1o

AT« NA HO NA LE NTLOAMA I'OC LELAPA LE ITHUSETSANG TENG?

¢ dreym e
.

1
Moy
Y'L‘:u L‘ ‘:L‘”.
- .w"'

ro | o

48, LELAPA IEF LE NE LE ATISA HO KIIA MRTSI HO KAE KA KHOELI LE KHOZLI
SELEMING SE FETILENG?

WINTER  SPRING SUMMER AUTUIN ——
[}
1¢ Protoctod Spring 1 2 4 8 'L..J
2. Unprotected spring 1 2 4 8 :L..-—-
3. Sealed woll, Tank or i B
_&L”-‘m“ TRt WV - e - o -y e (WY v v o L
r~-'
4. Doms 1 2 A 8 o
=p ot BT BN L ST AL OWETEIE S P B ul Gl F St B et WS R b St R OB S . L= --T-::-::;"
5. llanddug wntor holos 1 2 A 8 L...—!
6. Other (Specify) 1 2 J 8 bl

49. U HOPOLA HORE METSI A LIPOMPO /i NIOEKILE HO FiETA /i NTNG A SERELISOA
IT1E, AA TSOANA, KAPAHAAHLOEKA JOALVKA A TRLE?
Bottor Qunlity -

Aboul the snie

Pooror Qu~lity L e
Not fpply e AL



HH PACGE 14

50, U FUMANA METSI & TLING KA LIPONPO A FUMANEILA KiIfSHLA HO FETA NOO LE
NENG LE & M4 PELS, KAPA O\ FUILNYHL Ki 1.0 T30ANL?

MORE R:ILIADLE [‘;ng
P 4 '

|
ABOUT TIE SaMC L, 2

s oms s

LESS RELIADLE [ 3

..s 8 &

rc—-b
NOT AFPLY I !

se s 0o

%4, NA U ILE UA KINYA LETSOHO NTHONG TSL LATELANG SELEMCNG SIS FETILENG?

E§}W lickhatlo oo Mnlimno en licholete
V2 liclzhatlo on poloko le kalinmno er licheleto
04 | Chole=tobeletso
1 03 | Danko

16 | Lobonkolong
{_j,.l POTAL
52. HO NA LE NOKHATIO KAPA KOPANO EO URNA KAPA E MONG OA LEIAPA E LENG
SETHO Sii ONA?

01| Koreko
02 | Molkhotlo oo lipolotiki
| —

04 | Koniti en sclibn

061 Konlti ea ntlafatso oo motso
16J foklintlo oa Basali kapa on bolemi ba bacha
12| Dgo ling (lalosa)

=

[”""E TOTAL

e ols ad

53, HO NA IE MOTHO LUIAPENG LEE EA KA CTSANG MESEDETSI I LATELANG?

01| lfu rokn lirpero

02 | o loha ko wamao kapn ko koroche
04| o bopn ka letsupa, ho 1liln, ho seha litemo

0C | Ho loha ka sefcoha

- ———

16| 1o 1oha ka joang, ho vian saotloann, ho aha matlo

——

00! liono of thao above
321 vthar (Spnnif,y)

b e o e

~1

TOTAL
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[

54« NA HO NA LE HOMO L. ILENG 4 KULA LSLAFENG LEE LIKHOELING TSE THARO
TSE FETILENG? e e
YES [ 1 ] ——> G0 to Question 54

- el ¢
r‘n.-r

NO L 0 ! =>» Go to Quostion 55

e ..

55. THUSO E ILE EA BiTLO& HO LIFE PSA LIBAKA TSE LATELANG?

0} | Hogpital
6; Clinic or lealth Contre
C_g_ Traditional Heoler ur Faith Healer
.08} Priveto Doctor
,:O-C; Nonoe of there
L1_§q Othor (spucity)
L4

l‘-)
. | TOPAL

*epe & 4a - 4 -5 . G SiEne

56¢ 1" 774 LS MOTHO LELAVENG LES EA ILENG A FUMANA THUSO CLINIKING EA
-l ., LENAKA LISG KAPA LEFE KIOBLING TSE TIARO TSE FLTILENG?

YES =e=—— Antenatal '—1"
Pogt-natal 2
4

8

Pro=8School clinic

Inmunizations

Gencral caro 16
Child spncing L_.:S_2__
Uthor recson 68
(opecify)

|

NO www—==: Not used clinic |00‘

[rom—aa—t
rornL L]

- »


http:Privt.to

Hi PAGE 16

5T. N4 HO NA LE MOTHO EA TSOBROENG KE LEFUBA LELAPENG LEE?

Don't know [ X.l ey If don't know go to Question 58

Yos r.; } ey If yos, go to Questian 57
No | o ! e If 1O, g0 to Question 58
58. BA BAKAL? NA O (BA) NTSE BA ENOA LIPILISI TSA LEFURA?
COL. 1 COL., 2
r“"-l r ']
--..._‘ 1 “-q
I | ..Ierc! 1.l No _lo !
3 Wldle B & P B . Q-«a‘-L u-.l ”!ejd‘-'¢1 No O
TOTAL
."""'"‘ e |
Not apply f__.”l Not apply [ X.!

59 HO NA LE BATHO BA ILENG DA TSOENYEHA KA MEKHOA B LATELANG

LAPENG IFE LIKHOELING TSE THARO TSE FETILENG

=
Fevor 01|
Vomiting 02
Diarrhoa ! 04
Cough 08
Skin Sores 16
Lefu la Poone 32

‘m—‘

TOTAL



1l PAGE
60, TSEBQNG BA HAU, MAFU 4 LATIEL/NG A BAKOA KE ENG?
1. PFEBERU (MOCHESO) _ _.... oo PO
2¢ IEHLATSO oo . -
3o LETSOLLO oo oeseesamem ]
4o HO HOHLOLA e ) . -
Y« LISO TSA LETLALO __, . .... - — >oeme
6. LEFU LA POCNE o
CDING FOR REASONS GIVEN (Can bo done lator) g
v |6
g18| |5}
(] + e
d | 7| & g
ANEE g g
A A = - n .
1s. ] ] L—LTQH‘-
Food, diet, nutrition, eating : i : :
i |
habits o jor ! o1 o1l 01, 0
Wator, bad wator, dirt, lack of ; | i
personal or cooking clecnlinoss L02 L 02, 02 02§ 02! 02
tleathor, too hot, too ccld i i !
o4 | oa: o4 o4l 04 04 |
Insocts or geris i 08-! o8 . o8 o8 08 (‘8“
Peabulnd < G P P P A, St GG ¢ A Gl & & yew e ey =g ‘ '
Balimo or Boloi 161 161 16 16l 16 16
- 5+ e D R N B A S T B B BB -~ - 1 s .
Othor Recsons | 32 32 ] 320 32| 32 32
ea sess s s &) Gd ‘.a.c-.ag.;#aC- : 1
! i ;
SN 5 !
i , |
— ! | !
! : |
- - - v o R ‘,' lL #‘v : ‘L
| : y 1‘:\ ! |
Don't Inow ' 00 i o0 ' 00} 00:@ 00 | 00 !
‘ o o, . oo -
A MR, S AW T e LR AW e Cnamg s -,._‘.th- . ! ‘ . ' “
' [} 1 E -T
. . ] . | -

1



61

62,

63.

€4.

1H PAGE 18

SELEMONG SA 1975 KE BASALI BA BAKAE BA ILENG BA FETA KE PELEMI
LELAPENG LEE?

" S0 n00 -
1}

- .
BRERRENREE

BOLELA MEFUTA E 'MELI EA LIJO TSE MATLAFATSANG BATHO BA LELATA.

PEAS 1 MAIZE 8

BEANS 2 MABELE 16

WVHEAT 4 RICE 32
OTHER 64 Speoify
TOTAL | ' l

\ -

LITHO TSA LELAPA LEE LI ILE TSA JA MAHE A MAKAE XHOELING E
FETILENG? BOLELA LE A NENG A Ki JEOA LE HOJANE A BAKA A FELA

-

A JEOA. T .
CODE Aotual numher ! 1 }

NA BAROETSANA LE BASALL BA BACHA RA JA NAHE LALAPENG 1FKT
ws [

- -

vo ol

s b

HAERA HO NE HO ENA LE DATIHO BA BACHA BAO U BA TSERANG, 'ME BE

NYALANA, U HOPOLA HORE BA NE BA TLA RATA "0 BA LE BANA BA

BAKAE?
——.-p—-— ‘
CODE Actual numbher ' _.__j,_‘___l
0 w O
9 = 9

“As many es God gives X

BASHANYANA BA BAKAE?

BANANA BA BAKAE?
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66. U HOPOLA HORE BATSOALI BA BQNA BA NE BA TLA LAKATSA HORE BA BE

IE BANA BA BAKAE?

CE Actual number ‘ ‘ I

As many as God gives X

HOW MANY BOYS? ;

HOW MANY GIRLS? | ,

67 HA RE BUE JOALE KA LIPHOOFOLO TSA HAU.

NA LELAPA LEE LE RUILE LIPHOOFOLO?

Yos

No

Go to Questian 66

| ~ Go to Question T5



HH PAGE 20
NUMBER OF LIVESTOCK NANAGED BY THIS HOUSEHOLD

cify)

CTHER
(Spe

NUMBER NUIBER TREATED AT VET CLINIC NUMBER SLAUGHTERED
Code aotu- ] IN PAST 6 MONTHS IN PAST 6 MONTHS
al number | Not apply = X Nome = O ‘ Not apply = X None = 0
Vo v Judleek sat
Lithole }
— 4 -
] Manamane
3 Lipoho | | .
Lipholo
Liramo
0 . cman
23 Likhatala
! e -
Likonyana J L |
— 1 — 4
Liphooko . ! -
e s g
% Lipoli | , i
o R S "1
Lipotsanyano i 1 o
" Lipore i
E‘g LW 5N - -
«15 Limmoulo o
<& Litonki
Likhoho 1 [ j
Am T
G Likalakunu 1 } |
a5 lMatata lo i !
= -Iikhmxt'ﬁi I I o
Lifariki (SOW) ? — —
s WP VUV PN X A.. PPy p
(BOARS) ! | 5 : —ne
E] “‘“—“—-.‘-m.| - . PRy ! P :
o Malinyane (PIGLETS)! i 4
[/p]

O S e, .. .
AT D © St © 5.
SIS Y S BAR £ & SR S & My -"\‘.1"

i | ’
 —— - e

Kme @ setraoms wmo =

e A mder Be @Rt e

P W B TIE D B Sl B o.-"-’.'-..u R O e R IR ST A S d g



1ML rAoL u

60«  SELEMONG SENA SE FEIANG, K FANG EA NENG A LISA LIKHOMO TSA HAU?

Son or Nephew 1
Other male relative 2
Wile 4
Other female rulative 8
Hired herdboy 16
Other (specify) 32

Not apply XX

Total ' j

6's HA MOLISANA A IE SIEQ, KE MANG FA HLOKOMELANG LIPHOGFOLO?

Wife 1
Brother 2
San 4
Other relative 8
Villoge chief 16
Other (specify) 32
Not apply XX

r 7

oom | 4|

70. LELAPA LEE LE NA LI LIKHOMO TSE ILENG TSA HANGOA SELEMONG SEE SE
FELANG?

Yos Go to Question T1

Co to Questiun T4

No .0

74. KHOMO TSEO LI NE LI HANGOA KA LIKHOELI LIFE SELEMONG SE FETILENG?

Jan '75 Dec '7H
T 2 3 4 5 6 7 8 9 10 11 1

72, HA HO HANGOA LE EE LE FUMANE LEBESE LE LEKAK KA LETSATSI?

Winter Spring Summer Autum

mal n

Bottlen/average yield per day (26 oz. size)(75ml)




13«

14,

75,

76,

1.

HH PAGE 22

LEBESE LEE LE EE LE SEBELISOZ JOANG?

Consumned by household 1
Sold 2
Othor ¢ Bttt At § &Sl

. ]a
TOTAL [:,_] |

LIKHOELING TSE TSELETSENG TSS FETILENG LELAPA LED LE ILE LA
REKA L:DESE KAPA LA LE FUMANA KA HO NMIELANA KA MOFUTA O
MONG OA LIJO, XAPA HO LE SEBLLETSA?

Yos [:_L_l w——) G0 t0 Question %

No [:C):] ———) Go to Question 7%

KE LLBiSE LE LEKAE LEO LELAPA LE ILING LA LE FUMANA KA LITSELA
TSEE KIOLLING E FETILENG?

CE ACTUAL AMOUNT [ L ] Bottles(260z size)
750m1)

MOTSENG 00 NA LEBESE LE REKOA KAPA LE FAPANYETSOA KA BOBEBE?

Jan "5 Dec '75
1 2 3 4 5 6 7T 8 9 10 11 1

Yos 1 ———) Ka khoeli efe?

KAUTLE HO LIKHMOMO, NA HO NA LE LIPHOOFOLO TSE LING TSE
HANGOANG LELAPENG LEE?

YOS o) ¥ Qoat f A.. l
KE L‘F‘? s owonn
Shoep l.. L.

vo .o
TIMe wwreavIEW ENDED

PO AL OW MOPS QISR GO D MR LA Bl S LSSV N YR W N Y N N T Ll g

CONCLUDING COMMUNTS

[
)

J—— B Bl Sk Bl 8.9 A S0 P A LIRSS $.6.0 B ¢ 010.8 s '




Pairl il

Ve WENTS QUESTINNNLI ke - CLLEL

INTI.LUCTI N

MCH [AGL |

wGHEN TN REFRCDUCTIVE YiBAKS
KEVISSED ATKIL 197%

ne

Interviewer: This questionnaire should

woman in each household who is between 15 yr and 49 yr. old 1f
the head of hovschold is female, in this aye groups, she must be

given this questionnaire as viell as the
naire.

Le administered to every

household head question-

1.

2,

3.

4.

S

8.

NAME UF INTLERVILWER

LATL « F INTERVIEL M. YR

LL2L3 41 5] 6]

who 1s the head of this household?

HLWUHU BA LELAPA LEE KE MANG?

Ho USEHCLD NUMBLK

Name of Village

LEBITSO Surname
FANE

HH LIST N
THIS LOMAN

6. District

LEBITSL LA M.TSE

Population size of this village

what is your name?
LEBITSG LA HAU U MANG?

LEBITSO Surname
FANE
what is your birthdate?
AK'U MMCLELLL YHOELI LE SELEMu
S0 U HLAHILLNG XA SUNA ~onth Year
KH LY SELEMO

How many vears uld are you now?
LILEMG TSA HAU LI KAE?

-3> I more than 49 yrs go to

————e—— Age in years

CODE: 15 - 19 YK ]
20 - 29 YR =
30 - 39 YI ]
40 - 43 YK ]

questionnaire for women
50+ yr.



MISSING PAGE
NO. _ .,
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MCH LAGE 3

Diniiigithi 200t 3060, \ire you emplayed for moncy besides
vorking in th. field?
LIKEBELT TSE 14..% T8E FOTILELG N U KILE JA Bllodn (SEBELETS:’; CHELLTE?

KAITLE LE ti. SEURTSA MASTNONG?
Ly —-—-w;* E i
Yis — . [0 FULL TIMC

)| PART-TIME  (LESS THAN 40 HR/AM )

3] PART-TIME (40 Hl/M OR MOKE)

Uore yoa cver proegnant?
J SE U FILE U/ BA MOXIACILANE?R (U ARABYE BESITA LE KA LIMFA
TSE EB/ING LI ILE TS, SENYLHA)

N I 1) |
YLS ] '1—| ‘= ;" Go to Question 14.

2Go to Question 51

.n&:‘f Ry



http:CIIEL.TI

BEST AVAILABLE COPY MCH

140 LARPU ALALS il TS TSNS T8 L M000
MUKILLOILE o Wl il TG
EEITA LE K.
LE B4 HLANTLOLG D
JCUALE

HHETL Lile U BILENG
U SIM.LLA HY B LT DANY,

ol

andTHETSE . U SEXS ., bl XA

HeEBL U Ni Ui 14 3Cu;

P/GE 4

U M LELLE
LINILC TOW TLENC TEL Gl NG, B/NS. D, JILAMILENG BA Sii PHELG
L. KHACHANE BA HONa

o NCAKG, SEFETLELE KOl CLINIKING U TLC

LE ONA.

Te e interviover - Instructsons

Complete the ansicrs clearly on the left during the interview
Coding vill be done later. If 2 yr. Gr more yeals oxists
betvean piegnancies asld 8 she may ' ave been pregaant and had
miscarrioge diring that timce. List all pregnancics.

¢l

% . . < :
=15 i 3 4"__‘__ ._._2____“_: _L___. 795 ] —_——
DinTE Ho 1w L in - B LIST FIRST N/ME CI°
A 0 B N 2. '

PRIGNCY | % ° ofE: i) B led ') cuiLp ResuLTING FR. M
a4 ENDED fed SReE R[5 8x!T5 LR T pRiG. Nov ALLVE.
S Eif{'ﬂ EIR O, =) o L8 O [iliyed | 'LIST MY, AND YN bl
o :‘ﬁ Oletinfo e o‘r Al o :‘ S 5 G| DEATH CF CHILD BN
250 e ) Nyl C S Ik
5 5D LA n (s | 2.0 Bl 5 PE] ALLVE, N.W DEAD
(i) I Bl | @ iR D =i r=ti ]" e e
A iz fed ; R A-dA AL o gl LIST "ot IF PRE(.:. DIL

v B 00 o 3 ;;4;1? N 'Ir KESULT IN LIV
i |4 41 ! L nmP o vl
;-r:._. '_1_-.:.-..;.;&.&.1. £ 4l ) J.f 2N :l;]:‘..]-.::T-_} el e e}
|
L g 0 Dop Bem DICT '¢G MLY
e e e — L e D SRR S B R T T Y
i |

COLTNG

. ——
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“aniin A 5"

G. 14 © DINCG  iNSTRUCTL U
PRECN/NCI .S NISTL Y,
Intervicior:  Ivom tiic pregnancy history ius.cer and code the fullowing

noections,  This skold bw done at leistre alfter yo!
finian the entire g CstionciYeim

CODE  TUT.L
(1) Tota) ne. 2l onregnancice 1971-75 | '
(2) © W oaiv: births (LT,LY) [ |
() Wb, SB1971-75 [insas]
(4) Dorn alive, now dead '71-175 D
(5) Totel nu. preg. resvlting in multiple births D
'71='75 :
(6) Total infant dcaths '71-'75 (dcad before
1st Lirthdatc) [:]
(7) Total 1 yo te 5th birthdate aeaths’ [:-
(8) %o fumales born '71-'75 [
(9) Spacing i’ 2 most rccent prognancies '71-'75
(time betveen end of sccond to last pg. & last
Pg. cach woman) code in tota) months. ] 1
(Tf’.') Is this vonan agud 45-49 yr? . " Yus = 1 '
No =20 ]
(11) LULY 0 \OMEN 45-49 YD

.~

Intervicuer:  If G (10) is yos, code the foldovings

(2) Is this 45-4% y.o. woman pregnent nev? (Sce Q. 17)
Yes = | No = 0

(b) Total I L1l toeradneted progninci- s

(e) * Live births (LT,LP) BN

(0) 0 livina Loys :]
d iy

(¢) " born Alive now uesd ]

(r) 0 by Y [icirmsn)

(12) RECENT CH ILD OIACING

Interviewer: Thl"‘ is to be done onall women giving
birth in the past ycar (365 days) whether to a live born
a premie, a stillbirth, miscarriage or abortion.

*  (a) Has this womun given birth this past year?

NO 9
YES,—— |l| Live, term
2| Live, premie
2| Abor, miscarriage
4¢ Btillbirth
(b) Spacing in months between termination of this past
year's pregnancy und termination of the pregnancy before
thzs one. COD# TOTAL MONTHS

(]



http:praqn.nt
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MCH PAGE €

15. Vhere did you deliver your last baby?
U ILE UA FEFELA NGGANA OA HAU A HL QETELA HUXAE?

Tick (v ) unly ong¢ response.

s A

Specify Whercs

16+ Who delivered you?

KE MANG EA ILENG A U PEPISA?

Tick (* ) only one response

3pecify Gategory

1

AT HOMZ 1IN TRIS VILLAGE

AT S.ML - THER KELATIVE'S HOUSE IN
THIS VILLAGE

AT SCMECNE'S HOUSE OUTSIDE THIS
VILLAGE

AT A TRADITIUNAL HEALER'S ( MEDICINE
MAN, ETC.)

AT CLINIC/HEALTH CENTKE
AT HUSPITAL OR MISSIUN
UTHER PLACE

N.T APPLY

A RELATIVE

A TRADITL.NAL HEALER
A TRAINED MIDWIFL

A DUCTOR

L THER

NUT APPLY



17

18

19

20

21,

23

PG Vol rogront Ha,?
Moo U VOKIGRILAE @0 WL J. o Le? Y‘

HC [0l e ¢ a4
YES l___|1___| G TO G 18
Do you lnov the math yoi concuived thie pPregnancy?

U Ko WPSLS Xl DL B0 1) NXILENC MP. Ko wONSA?
Interviever: Tick ur circle only one n mber

9l @ e T Been R
, - - e - L‘- oy ;: ,..-! (W) n" U 3y
N I:--LZJ.E_]_;;'; = L0 .0 I =
YiS IC‘II 2 1031 c4| 05| w6 071 08] 09) 10} 11] 12|

DUN'T KNol P

Intervicwer:  Questions 19-23 should only be askcd to women who
state they are pregnent right nov.

U TS/MIEA CLINIC BA BUKJACHANE?
N 871  co 1) quesTiun 21

ves  [T7] G To quisTION 20

U NE U LE MGKHACH.NL ¢ v KH:BLI TS K/AL Hi U QALA K. TSAMAEA CLINIC?
Circle how many months

r

1]2 3;4'5 G 7Ja[~;, months

- "

KE MANG E/. TL. RERA HUKE NA U TLA PEPELA NG AN/ BU KALE?

Self | 01 | vtlic Person
MotherMother in lav
Mother/Mother in law |___0_2__| bon't Inecw 99

Undceided
Hiusband/! ther: Rulativc} ca_|

Clinic Nursc/Doctor  [_08 ]
Total B

I U LE MOKILCHANLE TIEE, NA 1o NS LE LIJe TSEC U LOKELANG HC LI ILA?
N - GU TO QUESTIUN 24
YLS - G) 'I0 QUESTION 23

KC LIFE?

Interviever: disk aboat cach Food on the list I 1 | EGGS
and tick (v2) any that arc restricted.
INTERNAL CRG/NS

[a"| ks

4NY GTHERS?  Speeify
TR R N s



http:W0KHACH.N2
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MCH PGE g

24. Hi 18 BUD JowLE . BANG BAHAU Do DHBLANCS
U NG LE LESCa Lis S=50HG 1L QETE SCLiMe , Ju H.U KA TSOLL ?

No [0} D G T. QUESTTN 33
YES - o= GO Ts QUESTICN 25

25, Niv KE LBPAHLLY

N
YES ) 1 I

Interviewers The following questions, 20 through 31, apply only to
infants, nov olive, wvho are under 1 yr. old. Tiis
infant sho' ld be included on' the pregnancy hictory,
page 3. Refer to that page now and be sure this infant
is listcd accurately. Tick (M) ‘ot apply,” [_8 |,
for Q. 26 ====——3 31 if thcere is no infant alive vho is
wnaer 1 yr, old in this houschold.

26, Is this infant vho is under 1 yr., old reyistcered in the preschool clinic?
NA LOGES LER LE E=3UNG HD QETE ScLEMY LE NGULISITSCE CLINIKING &4 B/M.?
NC.
YES ]
NST LFPLY [ 8]

27. what vaccinations or immunizations has this infont reccived?

NG /NA& Ev C Sk .. FUM/ANE LIENTE LIk T3E THIBLL.NG MAFU?
HLBA U N LE M/NG-L- O CLINIKING, AI''U TLE LiE NA.

Intervicver: Do not explain vhicet the injections are for. This
ic ts test the voren's kuowlodge or record of
wjecticns her infont has reccived. Tick (V)
only what she may have recorded en the infant's
record, or that sne thinks were received.

Ng:“ 15t and 3rd Don't Not

11 bosi.  Duse  Douu Knowv LDy
(1) Dbl R 2 3 9 8
(2) Froliv U 1 @ 3 9 8
(3) MHcastes 0 1 9 U
(4) B.C., ¥ 1 BE 5
(5) Smalipox 0 | [y 0




28.

29.

30.

MCH FAGL 9
Is thic in' . protect:d ayainst any of the fcllow.ng conditions?
NA LE FUMANE CSP1PELETS: MAFUNG £ LATELANG?

Interviewer: This is to test the woman's knowledge concerning
vhat the injections a-c¢ for, Do not tell her the

answer.
B YES oo APELY
(1) "Metso o mosoen [T07) 1 EN 1.8 ]
(2) Mokhckhothoane Co] [ 3 O3 L[Lsad
(3) Xomello ea litho [ 0] 1| L 9 | L e |

(4) Lefuba { 0| [ 1] {91 | 8 |

Are yo. breastfeeding this baby right now?
U NTSE U NYANTS'A LESEA LEE HCNA JuALE?

v [0} - — - > 6 T0Q. 30

Ybs ‘ 1 l . me s e e ; GO T\. 0” 31
HP’{;LYL_B l
If "Mo" to Q. 29, auswer Q.30

vhat is thie reason for stopping breastfccding of this infant?
KE'NC HA NGOAHA B i SA NYANTS'OL?

State reason(s) given:
Tick (&~ ) a3 many as apply:

H
-—

ILLNESS o " MYSLELF

L]

TLLMESS 0 MY INFINT

;

INSUFFICTENT MILK SUPPLY

8
i

THE MILK w45 “SHJI1LED"

1 Las TeLD T STUP BY LELATIVE

]
Cl

(1 roraL oF THE ABOVE

G6 THLL  REASCN, Specily:

[7TB8_] mor AbRLY

Interviewers  1f Q. 30 is ansvered, ge to Q. 32 end skip Q. 31

i




(\' 0l
BEST AVAILABLE COPY MCH PAGE 10

Inteiviches o 10 criwer to 029 was Yoot answer Q.31, If womai has
aisrcady stoppad breastfeeding, skip to Q.32.

31, At what age .22 vou loping to completely remove this child from
tiic bren: (?
U HUIUTSE PO TLLSA HCGUAA BO LETS ELENG Ha A LE NAXU E KAE?

Irtervicner., Sentd age in monthsas

| 1 .l AT LESS TIAN 3 M. GLD
i 2 J 3 MUNTHS THLOUGH € MUNTHS C.D
3 7 Uolne L MRY 12 MUNTHS CLD

4 ] 13 MUNTIS TIRXUGH 24 N NTIIS LD

] 7 1WLTIe 1 OLDER

BEST COPY AVAILABLE




I PAGE 11

e Wy EE wg et O 4R S wthaer ol teaen L 300 v heatth eoras
e B,
Joalid e B SUE L il s DG o LGATN G A LR TENGE L
o O ITPL LA SR LT e TG S T MG R BHG b RS LER S

Howe ya got el teren oo by theo.aah -‘.-}-1‘ y1?
BEST AVAIL - = J 1J Y i |;:‘: I'.l.” R | e A 1:5;. II!.EU E:C T .
L ILABLE CGF—‘Y_ VL LU T TS L MG LU TSy S i NG, U TLCHELL BONS B

G 1, ol et el LA o

Iritcwrzacueni Dleder vl ol procnsacy Piitory, page 3, to docble checl:
o L see oy el G histiy on qay child(a .n) in this cge gre .
DO NCU Lok, e sunr Gles e IRl cue Caaor |oyaen.

B[R] ———> G 8 QUESTIVH. 46

sl |
IS 8 | L CO T0O QUESTI.N 33

1 Hou 1 Lill ook yoo obout your biological citildren vho are 1°y» uld
thicigh s yl.
4Y) WHoe 4 i'{d LhJOLLE K BANA BA DN KA TSCOLLL BS QETILLNG SLENM. Lis
FrobBLL L C80 1% D LILEM LI HLANG.

Intervicies: Do rot inclade infants vader 1 yr. or children 5 yeors'
old snd oicder, List the youngest in this age group fir
then the othices.

l\or;bl STy — ]
ot WM iy A P AOITEEDING b 465 GILLL RICLIVED IS CHILD iEGIY
o —— | BCG2-;3rd ILLIG.., 3rd JWT| TELRD,JH P.Su
; j,*u'!.,rs,.w 2 | i A 5| VEE/NO 177
-Iﬂl"“ l _1-—-
A | i
; ! -
(1)) A - i T
(3). Al CHRESE , |
! | i r
()l ng) e ! . il
=) . =
| .
- SRy S | RS s = i

CHDII Y Tustrdcetions tu Interviowen:

Virite {irst none, nge in yours ane nentis, and 3fu5/nu/don’1.‘ knov to
quustione. | Cuoding: can b dene later, at leisure, tsing the following
coding sl Lo 5t

CUL. i iCI*LQE CUL. 3' 4[ 5' G

" - —

15t Ll nday Lhrnyit "7‘:*,-1- yr 1 Yun 1 Yee 1
ioe] ¥ o "

2nd 2 ¢ A-I,—, yr i 1o U | No Q

Src {1 0 ey 5 ot /\pply g | Nut lipply 0

g
11 Don't Know 2
4th & SUiR: 5 v i




BEST AVAILABLE CORY

341 “U U 1'1\LJJE '-ni‘:O ..4‘ ::iji; i‘n J-...‘:\ .:J:.;Il:'. ."‘.-:'\...':'a. l.' (.I ::..I:. wal o al! 0
Who long has it saken you to wean jour 1a ¢ L Bie- Lo
tlic Lreust ¢

T | GRADUALLY (OZER A PERICM OF OUE O3 JR% ool

['5“1 AFRUPWLY (I LESS THuui ONE ORI 030 G0 o
| 3] SENT AWAY (OVER:GHT UBANIAG)

[7| umiER (specity)

I"F” WOT APPLY

75 NCGOANA BO O NE A BTILE LIKLNOELT THU KAl 1L ) B fewe
How o0ld was this child when yon comptely stoppea tid @0
feeding her/him ?

I LESS THAN THREE MOwTIIS
[:?-W PTHREE MONTHS LHROUGH 6 MONTHi

37| SEVEN MONTHS THROUGH I2 MOAT:IS
[74|  THIRTECW MONTHS THROUGH I8 iON%iL:
| 5]  NINEIEEN MONTHS TIFOUGH 24 :OMT™7

(S PWENTY-FIVE MONUHS OR MORT
[T87]  NO® APPIY

36, NA U KILE UA LATELA BANA DA HAU Lico SLIots. . o
SELEMONG SE PELILENG ?
Have you ever gone to get food Lrom wnn Jurénsa. o &
for your child last year ¢

NO E{,,l —- s Go o ruestioi 42
vs RN TP _, Go to ruotion 37
wor [
APPLY 2

37, NA LIJO 1SEE LI SELELISOA LI KE USANL bAv niu-
Is thils fcod used by other children in vihin .Y

o [0 ]

YES I |

mor Lo | o
APPLY
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38,

al

tP

40.

PAGE 1%

NA LIJO TSEE LI SEUELISOA KW 11710 TSA 15 LAPA KAOFLLA ?
Is this food uscd by all fuanily mr.abers 2

150 MRS ) I|

YIS KL BATHO BEA BAKAR Bh_f%?g EA SEBELISE LIJO To‘:
Isllellsllallnle o)
| BBy

NOTD I8 !

APPLY e

SELEMONG SE FLTILENG, OLI X FUMANORWC B ILE BA SEBELISOA
KA LITSELA LIIE ?

Last year in what ways did you use oil from the clinic ?

Interviewer: Mark as many as apply, specirfy "other",

' 10 PREPAKE FOOD FOR fIIE CHI1D(REN)
02 "| TO PREPARE FOOD FOK THE wAMILY

o —

04 | T0 PREPARE FOOD 'OR SELLING, SUCH AS MALO:i.,

[ 08 J SOLD SOME (OR ALL) OF THE OIL TO BUY OTRLR

L—  muInGs
E T0TAL OF THE ALOVE

66|  OTHER SPECIFY i
(6571 NoT APRLY

U KILE UA REKISA OLI EE KAOFLLA KAPA KAROLO EA EONA
LIKLOELING I'SE THARO 1SE FEPTLENG ?

Did you ever sell part or all of this oil in the past 5
months 7

NO 0 - GO to fuestion 42
YES I l 3 Go to fuestion 4I

HOT (8|
APPLY ——




BEST AvAiLABLE copy

EnGy JA

4T, ﬁﬁqvafg cORL U RTDCLLSE GLD L0, U osbL ATISA MO RIXA L. .
CHaLBTE S0 U i wh Al lig 9
Hfter selling this oil, what did you frequently by vl
the roaey you cov v

Inverviewer: HMorl. ug many as apprly

[:Ez: FOOD
[:E:: GLOTHI NG
[:E::, HOUSEHOLY USENSILS
[ | TOTAL OF THLE AUOVE
n::gij OTUER (Specify) _
8 | NuT APRLY
9 DON'P KWOW/ 110 RESPONSE

42, 110 BAKA BA HAU Bi LILEMONG TSE KA TLASE HO HLAKNO i v
L BA KI1LEKG BA PSOAROA KE LETSOLLO IE TSAMAEAKG LT
PHUOANA IE HO KHOHLELA HA MAHLO ?
lave any of your children undeyr five been ill in the p.
year from diarrhea with depressed fontanel and sunlken o .

]
NO L. ., Go ton, 44
Yss | , Go to r, 43

43, HO PHEKOLA LLFU LEE U 1Lk UA ' ATLA HO MO ISA;KAE FRLY
Where was thig child first taken for treatment with =+l

condition ? T
Interviewer: Tick (¥) only onre response

I ] HUSP [Thy. DUCTOR
CE”" CLTHIC, UEALTH CEULER, UURSE VILLAGE HEALY

"“if] PRAVICIONAL HEALER, HERBALIST, FAITH REALM:

[47] RELATIVE, FRIEWD

5 OTUER, Specify
6 KO® TAKEN ANY WHERE (IOT TREATED)

g | 0T APPLY



44,

45.

PIL( ". 4 Ils—
U LOPOLA lIIORE LETSOLLO LE TSAMAEAHG LE HO OELA HA

What do you think causes diurrhea with depressed font-
and sunken eyes in children ?

Interviewer: Write out the reason(s). Do not read in.

code list to the woman. Coude as shown below., Praobe .o
see ir she hag more than I reason,

i~ ] I.
1 e
—1 s
[ 1 noman or 1, 2, 3
[ 66 | OmER REASON(S)
{ 99 | DON'T KNOW

CODE LIST:

! 0I | ©Phuoana

| 05—] Food, diet, nutrition, eating habits

| 04 Water, bad water, dirt, lack of cleanlino..

lerole
[ 08| Weather too hot, too cold, serame

Interviewer: Now explain that you want to talk : ™ o
children who are aged 5 to I4yrs, II months. Checle -
pregnancy history to see if there are any live chiin:

in this age group.
NA U WA ILE BANA BA LILEMO LI HLANO HO ISA HO TSE LI'G'.

LI} METSO E MEHLANO 7 ,
Have you got children who are 5yr. through Id4yr.TIIm~

NO ‘ 0 ’ Go to n, 5I
——tm—

YES . BA BAKAE ?
“ How many ? .
Circle the number I {2} 31 41 51 6~

NOT APPIY 8




BEST AVAILABLE COpPY 6
PAGE |

46, HAR'A BANA LA HAU iip LILENO LI 1i:rANO HolIS4 10 TSE IS
K1} BA PAKAE DA PulLAWG LAFENG MOO 2 (U SIEE BANA P’
PLELALG LTEOL0UG ¥A MHOKO ) :

O0f the children 5 through I4yrs,IImonths, how many o
these are living here with you (excluding those whr
living away at school,)

Interviewer: Mark the number given

RONE o]
T J2]5]4]s] 6
HOT APPLY 8 |

47. HAR'A EANA BA lIAU BA IILESO LI 5 HOISA HO 1SE I5, KE
DASHANYAUA LE BANANA L) BAKAE BA NrYSENG BA KENA SEKOL..
0f the children 5- I4yr. II months, how many boys anc
girls are attending school now ?

I. BASHANYANA BA 5 - I4yr. II FONTHS, Ba KBN'™ ™

0 I 2 3 4«
2, BANANA BA 5 - I4 & II MONTHS BA KENANG SEKOLO
0 I 2 3 4+

pommm——

NOT APTLY 8

If the answer is "0" Go to . 49

48, HA LIKO.O LI KEME, BANA BA SEKOLO BA EE BA JE MAKHNLI...
MAKAE LELAPENG TEE ?
Whe the schoos are opon, how often do the children wh
attend school have their meals here ?

0| HO MEALS
I ONE MEAL PER DAY PLR SCHOOLCHILD

2 TWO MEALS PER DAY PER SCHOOLCHILD

bRs THREE OR MORE MEALS PER DAY PER SCHOOLw.”

8 HOT APPLY

49, HAR'A DLANA BA HAU BA LILEMO LI HLAKNO HOISA HO TSL 1.

HOHNA LE BA LISANG ?
Amongst children 5 -I4yrs. & IImonths, do you have ¢
who are sherpherds ?

NO | o ' Go to . 5I
YES How many ? rI 2 3¢ i Go to qQ.:

HoT APPLY | 8 |



http:LIKOj.1O

PAUNL 1Y

H0, T_t‘ll a0 B (10 S SR L I S o WFEHC LEE MAOBANT
How Giver aid e wherpihcrds have their neal here
Yoastonday %

(S e

| ¢ ] HOW ARELY

Do WA WEROBPSANA T LPASATLI EA BACGHA EA ~ELAPA L3 E BA JA MAH:
O Giida and young women in this household eat eges ?

1r \ L] » r
YT |W£J s, @ W @ BE

NO) 5  JHOBALNENG ?

© Vhy %

Tutecviewer: Write down the reason(s) given., If the
vomar replies MOvistoa', probe fo see if she will desribe
e veason fo1 the custom, Tick (/) 9 if she does not
Know iy renson.

HEASONS L Oit BUC RESPRICPION:

48— ———

i il sl
l-_ J TOUAL R T and ?

[—9 J DO S NOW WHY

Code 1ig: !2' LAny reason havin¢ to do with traditional
S helief, superolition or custom

'6{ Any other reauon
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53.

B FAULE 1Y
Elty, /\‘V'A'L:‘:\BLE Copy

U HGPGI A HCR LEFUBA LE BAKOA KENG?
What do you think causes pulmonary tuberculosis?

Intervicwer: Write out the cc¢ason{s). Do not read the code list to
the womran. Code after it is answered as shown below,
Probe to sce if she knows n:ore than I recason,

.——-m‘

[

>« .o

99

Code list:
Lol
| ]
t'-..-o—z._..

04

.

08

e

TCTALOF 1., 2., and 3,
CTHER REASON
DON.'T KNMOW

Sejeso
Fond, diet, nlhtritioa, eating habits

Water, baa water, dirt (lerole), lack of cleanlinesus,
germs, insccts

Scrame, weather too hot, too cold

BOJI.ELA MEJUTA E MELI EA LIJO TSE HAHANG 'MELE SEBAKENG
SA NGOANA EA LILEMO LI PELI?

Blease ell rac whit you think are the two most important body
building foods for growth of a two year old child?

[

et ’g-
I

lv

-

2.

TOTAL OF 1 & 2
OTHER FOOD

DON'T KNOW

Inierviecwer: Write in the answer, given then code from the list below.
Do not rcad this 1ist to the woman, Tick (y/) 99 if the woman does n't
know any food.

CCDE LIST: |_M | Any meat, poultry, fish, milk, eggs
"FZ— Becane, peas, legumes
|04 Any vegetable besides beans, peas, legumes
08 Mealies, breads,mabele, cakes, porridge
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51.

55,

PAGE 1Y

U TEEBA L ENIGA BFL R "W ELLEE KA THIBELANG XEMARC?
(BCLEL:,. EA SELHOCS FAPAL FA SESOTHC)

Please tel' e of iwo mrzthods which can be vsed to keep from getting
pregnant (any i «ihod, even traditional sesotho n~thods, )

- oman o o
He

P : TCTAL CF 1 & 2
| NCTIT XNOW ANY METHOD

lnt&-rvuwor Write in the answer given, then code from the list
bclow, Do not re aJd this list to the woman,

Code list: [ 01 | Pill, IUCD (lippes loop, coil), Injections
b (Depo Provera)
! 02 l Ot}}fr modern me.hnds, condom, foams &
e crem spermricites, foaming tablets,
diaphragm
= —
04 | Abstinence, rhythm, coitus interruptus
'(‘)_5-‘-‘ Sesotho traditional r ethods

U KA ETSA EFFE EA MECEBETSI E JLATELANG?
Are you skilled in any of the following?

'I‘lck ( /) as roiany as apply:

01 HC RO A TIAPARCO
- ' Mlake clothes
0z | HO L.CHA KA MAMAQ LE HQ LOHA ¥A XKORCCHE
- N Initting, crocheting
04 1 O LILA, HO SEHA LITEMA LLE HG BOPA KA LETSOPA
—_ To use mud or clay for designs or pots
0¢ HO LOHA KA SEFAHA
T To put beads together
16 HC 1L.OHA A JCALNG, HC ETSA LIOTLOANA
——— To weave with grasg, to rmake a shelter, a grass hat,
e & grass bowl
SR TOTAL OF THE ABCVE
00 NONE OF THE ABCVE
(9971  DON'T ¥NOW/NC RESPONSE




56.

57.

58.

rAauL. LV

BLS! A‘-’II‘\\:' Mlie e
HA HO NE HC FINAYYE BATHO BA BACHA BAC U BA TSEBANG,
HAR BA NYALANA, W HDPCT S ROREF BA NE BA XA LAKATSA HO BA
LE BAN/S B KKAT?
If there wore a youay couple you know getting rmarried how m any
children do you trinl: they would like to have?

Interviewer: eople often answer "I aon't know''. Do not stop there.
Asii e question in a sliphtly different way and ask them
to think of a younj newly mrarried couple and just try
to i apine 1f they "were therr, how many children do they
think thev would want. '"Don't know' ic not an acceptable
seapousc to this question,

s ——- o< gt

(1)| | CODE ACTU. L NUMBER 0 TO 7
[

IO—

7=Se¢wven or nhore
§=As n1n.any as God gives
9=Refuscd to guess or ''none of my business'

BASHANYANA BA BAKAE?
e CCIE ASIN (1) ABCVE

e o st oo -|

]

BANANA BA BAKAE

(3)
|l.—— .- CODE AS IN {l) ABOVE

U HOPCLA HCRE B.ATSCALI BA BONA BA NE KA LAKATSA HORE
BA BE LE EANA BA BAKAE? :

How rnany children do you think the parents of the young couple
would wish ther: to have?

l COUDE ASIN O, 66, TGTAL 0-7

(M.
CAR . | RASHANYANA BA BAKAE?
(3) |  BANANZ A BAKAE?

U HGPOLA HORE KE HOBANE'NG HA BASAJI BA BANG BA {
IVHETHIELA 1O PREETLA MALAPENG ESTNG KT TMIXING ¥ 4D

CEPETLLLE? ‘ . )
hy da you think go're womien preter to deliver their babies at

home 1athé » than at the clinic or hospital?

Interviewer® State the veason(s) as given by the wonian and thick
( /) the boxes thut apply Lo her answer?

Specify © cason{(s)
el AALE) §

01 TR ANITICWNAL BELIEFS OR CUSTOMS

02 |  PREFER CONFINEMENT WITH WOMEN THEY KNOW
Toa . ONG DISTANGE TO C*INIC

0 ' MAY MOT LIKE THE: CLINIC (PLEOP:!I CR PLACE)

CTRWR REBASONS

‘&4 a

16 ! FINALNCIAL REASCNT (CCST TGC 1.iUCH)
l I TSMAL G THE ABOVE REASCNS

i 79 | PDCITYY NGO RESPONSE
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59, NA UKILE UA THUSA HO PEPISA MCTHO?
Have you ever assisted in a childbirth?

NC, NEVER EVER ASSISTED IN A DELIVERY !0 i__.Go to Conclud-
ing Comrrents, -

YES, LAST YEAR KA MAKHETLO A MAKAE SELEMONG SE
PETILENG?
How many times last year?

1. 1-4x last year

2. 5-9x last year
3. 10-14x last year
4. 15ix last year

YES, BUT NCNE LAST YEAR_'_’S. Go to concluding and comments,
mark not apply 88 to .60
and N, 61,

60. U "i..,UA SEBELISANG HO POMA MCKHUBU ?
If you assisted in a delivery this past year what was usually used
to cut the umbilical cord?

Interviewer: This should be answered only by those who assisted

in a delivery last year. Otherwise go to Concluding Comments
and mark not apply L__'ﬁﬁl to 0. 60 and N, 61.

Tick ( /) as many as apply:

L 2 ot 0

o1 KNIFE OR RAZOR BLADE
| vz | scrssors

[04 |  sHARPREED

~6§~-’ OT1:xR, Specify

I:;' ;;'} TOTAL OF THE ABOVE

| &8 NOT APPLY

| 2’_} DCON'T KNOW
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6l. HOBA U KHACLE MCKUJCANA SEO U SE ETSANG KA
MOKHUJOANA OA NGCANA KE SEFE?
Jagx.-r tyiny end cutting the cord what did you do to the sturrp of the
cord on the infant?

Tick (/) as rcany as apply.

! 0!l APFLIED TRADITIONAL POULTICES CR BINDERS

Specify what it was rrade of:

0z USED, MODERN DRESSING OF BINDER
| o4 | MOTHING
o8| OTHER SPECIFY

TOTAL CF THE ABCVE

88 NOT APPLY

[ 99 | DON'T KNOW

CCNCLUDING COMMENTS:




HODEL VILLAGE OLLER WOMEE'S PACE I
10Dk AGE o
PARY IT1. ;Qw;sq_cj Aﬁ‘)f 97L

OLDER WOMuEN'S UbSYTOANAIRE~ CODE 3
ILTRODUCTION

Interviewer: This questionnaire should be adminicteredl
to all women irom the household list who are 50years
old or older,

I.

3

9.

56

T.

8.

—

NAME O InTERVIEWER i1i2i3}4]

5 16
DATE OF INTERVIEW _MO: YR: 1

HLOOHO EA LELAPA LEE KE MANG ?
Name of head of household ?

FIRST WAME — SURNAME

HOUSEHOIID J\‘UMBER ‘.'.“,' " '.“..—l HH LIST 1,,0. r—- r--u.
S I Th1S WOMEN S
VILLAGE NAME 1{2]314151!6

SIZE OF VILLAGE POPULATION DISTRICT

LEBITSO LA HAU U MANG 7
What i3 your name:
FIRST WAME SURNAME

AK'U MPOLELLE SELEMO LE KHOELI EO U HLAHILENG KA EONA ?
In what month and year were you born ?

MONTH YEAR

LILEMO TSA HAU LI KAE 7
What is your age ?

CODE: | I| 50-54 yr.
121 55-59 yr.
3| 60-64 yr.
_i.‘ 65-69 yr.
51 70+
r:i A ld Unaw / Ko Re:o



9.

10,

11,

12.

OLDER WOMEN

PAGE 2
LITHUTONG TSA HAU TSA SEKOLO U ILE. UA FIHLELA SEHLOPHA SEFE?
What is the highest grade you passed at school?
Interviewer: Tick (/) only the highest grade.
1 | NONE
2| LOWER PRIMARY (STD. 1 - 4)
[ 3 | HIGER PRIMARY (STD. 5 - 6)
4 JUNIOR CERTIFICATE
5 SENIOR CERTIFICATE OR HIGHER
9 DON'T KNOW/NO RESPONSE
U PHETSE NAKO E KAE MOTSENG 00?
How long have you lived in this village?
1 LESS THAN 5 YEARS
2 5-15 YEARS
3 MORE THAN 15 YEARS
9_ DON'T KNOW/NO RESPONSE
NA U KILE UA KOPA THUSO KLINIKING EA KHOELING TSE TSELETSENG

TSE FETILENG?
Did you consult the local clinic for any medical assistance in the last
six months?

Interviewer: Insert the name of a specific clinic.

I YES
0 NO

U HOPOLA HORE KE HOBANENG HA BASALI BA BANG BA IKHETHELA HO PEPELA
MALAPENG ESENG KLINIKING KAPA SEPETLELE?

Why do you think some women prefer to ¢»liver their babies at home
rather than at the clinic or hospital?

Specify Reason(s)

Interviewer: State the reason as given by the women and tick (q6 the
boxes that apply to her answer.

01 TRADITIONAL BELIEFS OR CUSTOMS

02 PREFER CONFINEMENT WITH WOMEN THEY KNOW
04 LONG DISTANCE TO CLINIC

08 MAY NOT LIKE THE CLINIC (PEOPLE OR PLACE)

15 | PINANCIAL REASONS (COSTS T0O MUCI)

e ————. -

TOTAL OF THE ABOVE REASONS

66 OTHER REASON

99 DON'T KNOW/NO RESPONSE




OLDER WOMEN PAGE 3

13. NA U KILE THUSA HO PEPISA MOTHO?
Have you ever assisted in a child birth?
Yes, Last Year KA MAKIETLO A MAKAE 1 - 4 times last year |T
SELEMONG SE FETILENG? ‘
How many times last year? 5 - 9 times last yearEZ]

10-14 times last year | 3

15 times last year 9
Yes, but none last year 5 Go to q. 16 and mark Not Apply
88 to q. 14 and q. 16.
No, never assisted in a delivery 0 Go to q. 16

14. U ILE UA SEBELISA ENG HO POMA MOKHUBU?
Last year, what did you use to cut the umbilical cord?

Interviewer: This should be answered only by those who assisted
in a delivery last year. Otherwise go to q. 16 and mark not apply 88
to this question and to question 15.

Tick as many as apply (/):

0l KNIFE OR RAZOR BLADE

SCISSORS
04 SHARP REED

B

08 OTHER (Specify What)
TOTAL OF THE ABOVE

2

88 NOT APPLY
99 DON'T KNOW

15. HOBA U KHAOLE MOKHUJOANA SEO U SE ENTSENG KA MOKHUJOANA OA NGOANA KE SEFL?
After tying and cutting the cord what did you do to the stump of the cord
on the jinfant?

Tick (\/) as many as apply

ol |  APPLIED TRADITIONAL POULTICES OR BINDERS
Specify what it was made of
02 |  USED MODERN DRESSING OR BINDERS
| 04| nomimG
08 |  OTHER (Specify what)
TOTAL OF THE ABOVE
88 NOT APPLY
| 99 | oo xevow




I6.

17.

BEsy Ubwbnn dUaEn
t AVA!LABLE Comy PAGE 4

U KA ETSA EFME MA #ESLBETSI B LaTBLANG ?
Ave you skilled in zny of the lollowing:

Pick (V) as many as apply:
—— ey

701 | . U ROKA LIAPARO
£0 LORA L& HMAMAO KAPA/LE KOROCHE

| 04 | lio TOEA KA LLTSOER, HO LILA KAPA/LE HO SEHA
s} S0

068"  HO LOHA KA JOANG, 10 ETSA LIOTLOANA

16| 10 LOHA KA SEFAHA

f:7::; POTAL OF 'THE ABOVE

f:66: NONE OF TUE ABOVE

99J DON'T XWOW / 10 RESPONSE

BOLELA MEFUTA E 'MELI EA LIJO Ts HAHANG 'MELESEBAKENG SA
INGOANA EA LILEMO LI PLLI ?

Please tell me what you think are the two most important
body building foods for growth of a two-year old.

i i1
2.

[0 rowan or 182

66 | OTIER REASON(S)
;‘ﬁ?} DO KNOW

Interviewer: VWrite in the answer given, then code from
the list below, Do not read this list to the women.

—~———

Tick: /) ;29l if the woman doan't lknow

IuOBE

CODE LIST: | oI ' Any meat, poultry, fish, milk, eggs

Eéé;f Beans, peas, legumes

f04_l Any vegetable besides beans, peas,
—_ legumes

{08 | Mealies, breads, mabele, cakes,
B porridge



OLVER WUPusii
PACE 6§
I8, Ru ﬁ@NAHA LE LASALI Bha LACHA  LAJA iinllk LAPENG Lk ?
Do girvle and young women in thic hougsehovle eat eggs 9

yes |1 | Go to I9

{0 L HOBANENG 7

Interviewer: \Vrite down the reason(s) ¢iven, If the
women replies "customs", probe to see if she will discribe

fhe reason for the custom. Tick (/) 9 if she does not
CIL0W,

REASONS FOR EGG RESTRICTIOn:

| | vomAL oF I & 2

| | powrr wow
CODE LIST:

i 2 | kay reason having to do with traditional
- helief, superstition or customs

rwjr.iAny other reason
I9. HA HO dE 40 E-wa LE BAYIO 1A BACHA BAO U BA TSEBANG; 'ME
BA WYALASA, U HOFOILA HORE A RE BA Ki LAKATSA HO LA LE
BANA LA DAKAE ?

If there were a young couple you know getting married,
how many children do you think they would like to have ?

Interviewer: DPecple often wcnoiwer " I don't know," Do

not stop there. Ask the question in a slighty different
way and ask them to think o1 a young newly-married couple
they lknow, and just try to imagine it they were them, how
many children do you think they would want. “Don't know"
iy not an acceptable response to tnis gquestion.

(1) r“'”"""! CUDE ACTUAL NUMBER O to 7
be————-"" 17~ Seven or more

- As many as Gud gives

0~ Refuscd to guess, or "None of my
— businegs"

(2) I ] LASHANYANA BA DAKAL ?
el COLE AS Is (1) abOVL

(3) (._._,_1 BAKAILG BA BLKAE ©
I conk AS Ii (L) ABOVE
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U LUPOLA HOKE BAT80.,LI bA BOHA BA KE BA KA LAKATSA HORE
BA BL LB BANA £A BrRAE ?

Low many children do you think their parents would wish
them to have 7

(1) |
(2) |
(3)

GOLE as in g. I9 TOTAL NUMBER I-7
BASHANYANA BA BAKAL ?

BANANA BA BAKAL 7

UL

U HOP. OLA HORE LETSOLLO LE TSAMALANG LE HO OELA HA
iHUOANA, LE 110 KHOHLELA HA MAHLO HA NGOANA, LE BAKOA
ENG 7

What do you think causes diarrhoea with depresse
fontanella and sunken eyes in children ?

Interviewer: Write the reason(e). Do not read the list
to the women., Code as shown below, Probe to see if she
¥nows more than I reason.

|| .
! " 2,
| L

TOTAL OF I, 2, 3

!l

| 686 OTHLR REASON
| 99 l DON' KNOW
CODE LIST:
ox Phuoana
02 ¥ood, diet, nutrition eating habits
04 water, bad water, dirt, lack of personal or
cooking cleainliness, Lerole
08 Weather, too hot, too cold, Serame




BEST AVAILABLE CorY

OLDER WOMLEHN
PAGE 7

22. U [HOPOLL HORYE LEVUbL LE LARNOA Bbhpu ?
What do you thi..i causey P, L, ¥

Intexviewer:

® Sttt amp— ¢ & «

-~ v e +

CUDE LISU:
0T |

| 02 |

L

Write out the reason(s). Do not reud
the list to the women, Code 28 shown
below. Probe tu see if she knows more

than I reason,

TOTAL OF I, 2, 3,
OTHER REASON

DOU'T KNOW

SEJESO
Food, diet, nutrition, eating habits.

Water, bad water, dirt, lack of personal

or cooking cleanliness.,

Serame, weather, too hot, too cold.,




