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The management philosophy of this project is defined as follows: 

This project is owned arrd operated by the Ministry of Health, Mozsunbiquc The roic aP 
World Vision is to kcflitate the MOM by providing remurrces, technical and admidstrative 
support to these activities. The staff of World Vision coordinates the work for the MOH 
with the understanding that the World Vision s M  will graduallly transfer the responsibili- 
ties of the project t~ MOH personnel." 

In agreement with tE,& philosophy, the local MOH must invest time and human resources 
to develop the project. Part of the institutional su;>port that the local MOH requested was 
that WV assist by alleviating the pressure of rendering preventive services to the target 
population of the Changara District, as well as part of the suburban population of Tete 
City. This direct service, added with other fundamental problems listed below, caused the 
Chdd Survival Project (CSP) of WV to develop more or less independently of the MOH. 

The human resources of the MOH at the provincial and district level were not and 
still are not sufficient to cover the project area, which has a 40-50 lun radius. Some 
distances are over 100 lun, and the total population is 57,000 inhabitants. 

The instability caused by the war and banditry created a dense population in secure 
areas that exhausted the local resources and required special logistics to provide 
primary health care services. 

The loss of agricultural productivity caused by the lack of cultivatable land and the 
severe drought in the secure areas influenced motivation of the population to remain 
or to drop of out the project. 

All of these factors contributed to the decision to give medical service to the target 
population in a focused manner with designated goals. It was premature to have expected 
that all of the services would be replicable or sustainable since the political and social 
stability does not exist. Adjustments in the resources and implementation of the activities 
have been constant during the last 24 months of the life of the project. fi- routine of joint 
planning of activities reinforces the relations that began to be established during the 
Initiation of the project. The purpose of the meetings are to view the problems, constraints 
and solutions to improve the activities developed until now. 

In spite of the constraints that faced the project, it has maintained a very high quality of 
health service to the population. Dunhg the next year the possibility of expansion of 
activities, training, s u p e d o n  and logistics should be observed in great detail by the 
Provincial and District Directors of Health (DPSfDDS) with the intent of determining 
wh+h +,p.vpntinnc .'a+r )\P o h c n k A  wn t h e c e  r i e n - r t m ~ n t c  

a 

During the evaluation, various members of the community expressed gratitude for the 
benefits the project has brought to their communities. However, the non-target population 
expressed their feelings of exclusion from any health benefits, principally curative services, 
that are not available to &em unless they live close to the health center. A personal 
observation of the author is that the community would give much more su port to the 

or the insufficient food rations offered through the DPPCCN. 
I project if they were not hungry and had other means of suIvival besides their amen fields 



World Vision (WV) began operations in Mozambique in 1984, distributing 5,000 
metric tom (MT) of maize in the Tete Province. This province is situated in the 
northwest conidor of the country. It borders Zambia to the north, Malawi to the 
northeast, and Zimbabwe to the south. It is comprised of 12 districts and the city of 
Tete. Tete has an estimate of 12 million inhabibants; less than 500,OCO live in the 
province; the remaining are refugees in neighboring countries. 

By 1989 W V  had donated in excess of 150 MI' of grain and distributed AgP& to 
55,000 families. The addition of a health (child survival) component in 1989 was an 
essential extension of the nutritional elements of the food distribution and 
AgRecovery Programs. 

World Vision's Child Survival Program, Tete (CSYI'), a three-year project funded by 
USAID and WVI, was officially launched in October 1990 following the signing of 
a contract between the provincial MOH and World Vision Mozambique. The project 
services a total population of 57,000 people in the Changara District of the Tete 
Province. The target area stretches along the main road from the Zimbabwe border 
to Tete City, then continues northwest after the city limit toward the village of 
Boroma in the interior of the province. Travel by military convoy (1.1 hours) or 
small aircraft (30 minutes) is the weekly travel routine of the health staff. There is 
a radius of 40-50 krn between the City of Tete and the villages where the target 
population reside (Annex 2). 

The CSP Tete is an extension of the Tete Village Health Project (TFVHP), co-funded 
by USAID and World Vision betweerr October 1988 and September 1990. This 
two-year project witnessed a remarkable improvement in the hedth of the target 
population as a direct result of child suxvival inputs of nutrition, control of diarrheal 
disease and immunizations. Prior to W s  health interventions, coverage of this area 
was virtually non-existent. Many villages are distant from the health centedposts, and 
there is a high concentration of displaced people who have immediate and severe 
health care requirements which tend to overwhelm the already-overburdened health 
care system. In addition, this area has a high concentration of natural residents 
whose basic health needs were aften unattended due to the lack of health personnel. 

A knowledge, attitude, and practice (KAP) survey was conducted in January 1991, 
and implementation of the CSP intelventions began in February 1991. The target 
population was soon expanded from the 43 barrios in and around Changara to over 
90 barrios by June 1991. 

The program consists of 3 localities with 17 natural villages and 1 displaced people 
group (idesldos) that have permanently relocated. Niitty-eight '5arri5s" 
(subsectors of villages) are the focuc of the program; most of them are located along 
the road in secure areas of the district. These localities encompass nearly one-half 
of the total rural population. The target population varies in tach zone from 
between 14,000-18,000 children between 0-3 years and women of childbearing age 
(Annex 3). As of August 1992, over 9,000 families with women of childbearing age 
and 6,330 children under three years of age were registered and matriculating through 
the project. 



12 Interventions and Achievements To Date 

Considering the difficul(ties encountered, the staff of this project have performed 
exceptionally and achieved a great deal in two years. To pwvide p r i m q  health care 
services to the community, it was necessary to develop special logistics which included 
air and ground tsilll~port that stretches an average distance of over XlQ kn daily. All 
of the materials and supplies necessary to accomplish the work in the field are carried 
to the villages each day by the health W. C o o r d i m ~ n  of the staff, activities, 
materials and transport require a great deal of preplamkg, not to mention the 
unexpected crises and emergencies that constantly arise in a war-ravaged country such 
as Mozambique. 

Beyond the constant level of stress that accompanies this type of work, the stamina 
of the staff in the execution of these interventions has been exceptional. The need 
for cu~ztive health semces is a constant in tbese villages. This need reinforces the 
importance of preventive health care which is promoted bimonthly by the health 
teams in each village. There are, however, numerous other activities, including 
educational sessions, facilitator visits, supervision of the construction of latrines and 
the coordination of rehabaitation of local structures. 

TSht components of the project are orientated toward child survival and include 
vaccinations, control of diarrheal diseases, proper nutrition during breastfeeding and 
weaning, growth monitoring of the child during and after birth until three years of 
age, prevention of malaria and environmentd sanitation. The training components 
and health information system are directly focused on these activities. The material 
support and rehabilitation oi physical structures are actions which complement the 
project 

The CSP interventions focus on the particular needs of the most vulnerable in the 
Tcte Provincc--children under three years and women of childbearing age. These 
interventions are implemented in bimonthly rounds by the EPUGM teams and the 
MOH personnel in each target village. The components of the project consist of 
preventive interventions, training, a health information system, material suppol? and 
rehabilitation. 

Immunizations: Vaccination screening and injections are administered bi- 
monthly by each team in conjunction with the MOH. CSVT organizes and 
educates the community on the importance of vaccinations, provides logistical 
support including transportation, and assists the MOH personnel in maintaining 
the cold chain. 

AP proximately 3,000 vaccines are administered each month, a m.dativc total 
o more than 39,000 vaccines have been administered since the inceptioz of the 
project. In addition to assisting with technical and lo&tical s u ~ ~ ~ r t ,  CSPT 
proiides the M 6 H  with vaccinaiion materials including cards, sYr;iges, needles 
and refrigerators. 

An EPI cluster survey of vaccination coverage was conducted by CSVT and the 
MOH in 30 barrios (village subsections) of our target villages between July 
28-August 6, 1992 (Annex 13). These results were compared with results from 
the baseline KAP survey conducted in January 1991. Marked increases can be 



seen in tbe DTP3/OPV3 coverage, from 65% to 83%, and the measles coverage 
from 53% to 90%, since W V  began interventions in December 19%: 

I-CF g/ Smxss lQ/JW-7/92: 

Target Populat.ion (DIP) Reg3tem.i as of 7/92 ( A m  3): 

Children 0-11 months 
Children 12-23 months 
Children 24-36 months 

ToWChildren 

WCBA 

TOTALVOTAL P O P U T I O N  

CompleteA Immwtitotion 4/91-7/92 (Annex 9): 

0-11 months 
12-23 months 
WCBA 

Note: The EPI wvey revealed a completed vaccination coverage of 76.4% of 
the children below one year of age (Annex 13). 

It should be noted that the percentages of the January 1991 KAP survey are 
calculated based on children who had vaccination cards only, since 35% of the 
children did not have vaccination w d s  at the time of the survey, the actual 
baseline percentages are lower than those listed in the table. Anbtetanus and 
completed vaccines were not measured as part of the baseline KAP survey. 

The KAP survey of BCG counted all vaccines regardless of whether the child 
had a scar showing a reaction to thc ~Bccinc. The 1992 EPI survey wuntcd 
only children with scars on their arms. The actual percent of children who had 
received the BCG vaccine was 95%. 

b i3hm0~ Titimy w m y  pemnr (XLm] o i  afiil cWd6nm mi& we 
underweight (< 3 weight/age). Families of these children are referred 
to the WV AgRecovery Program to increase food availability in their homes. 
Since June 1991, over 2,400 families with wastedhnderweight children from 
target villages have received cereal and/or vegetable seeds. Due to the severe 
drouglht and famine in Mozambique, many of these families did not plant their 
seeds, but ate them or saved them for the next planting season. 



Indimdon T o w d  BePrclurwks 10/9&7/92: 
Target& Popddim (DIP) &@&red as of 7/92 (Anna 3): 

Total children weighed during village rounds 13,260 
Number/times child detected with severe wasting ( ~ 7 5 %  W/M) 555 

( 4.4%) 
Numberltimes child detected undenveight ( ~ 8 0 %  WIA) 6,036 
Number gained weight 1,301 

(55.1 %) 
Number lost weight 3,23 1 

(245%) 

Total number of admissions 
Total number of treated children in NRC 
Percent of children returning at least once to NRC 
Number of cases of Kwashiorkor 
Number of cases of Marasmus 
Number of cases MJK 
Number of WC%A without breast milk 
Number of people abandoning program before clinical &charge 
Number of school meals per day 

AgRexovery prcvided training in home gardening to mothers of children admitted to 
the Changara feeding center during the last quarter of 1991. The CSPT training 
assistant conducted a number of nutrition sessions with mothers of malnourished 
children as well as other accompanying family members. These sessions focused on 
the preparation of enriched porridge, prevention and treatment of diarrhea and the 
preparation and use of various types of oral rehydration fluids. 

Oml Rehydration: Education about the prevention and treatment of diarrhea 
is the objective of this intervention. The program began by teaching mothers 
about the preparation of a salt and sugar solution (SSS); this was followed by 
a cereal-based solution (a-ORS). After the changes in MOH policy, which 
abolished SSS and introduced the ORS packages for home treatments, the 
program began to train the workers on ORS and CB-ORS exclusively. 

Instructions on the use of ORS or CB-ORS wzs given in group sessions and 
individwal c o w l i n g  by health technicians and r nmmunity facilitators. Repeat 
demonstrations on the preparation of the solution weze required. 

Tire messages of the b-otningprrrgrar~tfot CDD am: 
+CnT -t:rrn nnrl m & n n  a"rl &ks ycjn2 - ---aO-a-.,-.. m 

Maintain a clean envi~onment/cornm&~ 
Maintain a clean water supply in the house; 
Use latrines correctly/regularly, 
Maintain breastfeeding and solid food intake; increase liquid intake; 
Know how to prepare and give ORS and CB-ORS; 
Use boiled water to prepare ORS; and 
If the child does not improve, take him/her to the health center. 



A KAP survey was completed in February 1991. A second KAP survey is 
planned at the end of the project. Indicators of impact of these activities will 
be determined at that time by comparison of the series analysis. The 1991 KAP 
survey reveded the following h u t  a mother's treatment of a diarrheic child: 

58% of the mothers carry their diarrheic children to the health center for 
treatment; 
62.2% use ORS packets they receive from the health center; 
215% increase breastfeeding when their child has diarrheq 
39.0% maintain breastfeeding when their child has diarrhea; 
5.0% stopped breastfeeding their diarrheic child; 
27.0% gave their child more fluids, 
1.0% maintained the same quantity of fluids; 
44.0% gave their child less fluids; 
8.0% stopped giving their child fluids, 
15.0% gave their child more solid foods; 
21.0% maintained the same quantity of sollid foods', and 
17.0% stopped feeding their child solid foods. 

After the intewentions these values should improve. The KAP m e y  scheduled 
for 1993 will reveal how much the behaviors of the population have been 
modified. 

Waria Control and Environmental Sanitation: Health teams are 
responsible for organizing and implementing two community-wide clean-up 
campaigns to destroy mosquito breeding sites, as well as d i s t r i i n ~  
mosquito nets to pilot populations. The distniution of mosquito nets IS 
directed by the health committees: a symbolic fee is charged for the nets 
and collected by the health committee andfor community facilitators. 

Distribution plan until the end of the project = 1,500 nets. 

475 mosquito nets were already distributed in a pilot barrio, Changara 
Bairro 2, as of August 1992. 

The water and sanitation technician motivates and mobilizes the com- 
munity to build latrines using local materials and to maintain a clean 
environment and water supply. When W V  entered this area, less that 5% 
of the target population hud access to pit latrines. As of August 1992, 
over 1,600 latrines have been constructed by the CSPT in 11 villages. 
Today, between 25-W0 of ffie total target population has access to a 
ventilated pit latrine. 

Training: The training program of CSPT is the foundation of the project. 
It is divided into various levels: 

1. Tecliniaal llhalnlng for CSP and MOH personnel is conducted year 
round. Topics include project interventions, related health issues, 



training of trainers, community mobilization and education, and 
managing the health information system. 

2 TMning H& ACddMtF corresponds to the fonner Agentes 
Polivalent Llementarcs (APES) (Baw Health Assistants) within the 
MOH. These assistants are tmhed to help the mobile team leaders 
(EPUGM) in community health education. 

3. l h h i n g  of F a m  is currently conducted by the EPUGM team 
leaders. Community f a ~ t o m  are the core of the CS program. 
They arc non-salaried volunteers who promote health and well being 
in their communities. They are selected on the basis of criteria 
outlined by Health Committees in each barrio. A health committee 
ideally serves no more than W 5 0 0  families. 

4. b i n i n g  of H e d h  Comm'wees is directed by the leaders of the 
barrios that were recruited for this project. Their orientation and 
training equips them to identifj health problems in the community, 
p~ioritizc the problems and mobilize the population to resolve them. 
This committee develops selection cnteria for the community 
facilitators and supports and promotes good health and well being. 

5. 'Itoining tf Women is carried out during the vaccination and growth 
monitoring rounds and home visits by the community facilitators. In 
addition to having public education sessions on child survival themes 
before the initiation of work each day, there are also individual 
counseling sessions for each mother which review the growth, 
vaccination and nutrition status of each child. Pre- or postnatal 
examinations are also given to pregnant and lactating women, 
respectively. During home visits the facilitator reinforces the 
knowledge of each mother about the nutritional and immunization 
status of her children and the need to continue receiving the project 
interventions. 

# Technical Staff 28 
# Assistants 18 
5 Health Committees 38 
# Facilitators 11 
# Mothers 6,330 

# iw WCBA * iwim peopiej 
9,656 

'-a, .L 1.. .-- 
O ~ ~ I W , ~ W  

Technical training 
Assistant trainin? 
Facilitators trairung 
Health Committee training 



The training assistant will help each health technician with thir health 
committee and will train 15-20 facilitators himself. The end result will be 
a minimal of 7 bemlth committees and 130 community ladlitators by the 
end of this phase of the project. The facilitators are trained on the 
predominant CSP interventions including prevention and control of 
diarrhea, malaria, nutri'ion, vaccinations, and environmental sanitation, as 
well as problems that the health committee identifies for its respective 
villager. The facilitator trains community members through home visits and 
comriunity education sessions. It is hoped that women's groups and 
schdchildren will be included in facilitation outreach in the coming year. 

The facilitation program in Tete was launched in September 1991. There 
are currently five health committees at different stages of development and 
77 facilitators in three pilot villa~es. Many of these facilitators havc begun 
visiting homes of target famdies. An additional 5040 community 
facilitators will be trained and functioning in the community by the end of 
September 1993. 

There are three levels of health education focused toward community 
beneficiaries: mothers of children 0-36 months of age, women of fertile age, and 
the community as a whole. 

More then 10,000 women and innumerable members of the target communities 
have received some type of primary healt! care education. Emphasis has been 
placed on modifying attitudes through increased knowledge of preventive health 
care practices such as immunizations, nutrition, control of diarrheal diseases, 
malaria prevention, and the impoattarace of pre- and postnatal care. 

At the end of the project, there will have been a total of 30 staff training 
sessions made up of at least 14 week-lonp seminars with staff ftom CSPT and 
Zambezia together, plus 18 separate sessions with the CSP health officer, HIS 
and training manager andfor guest speakers. These training sessions include 
technical material as well as community mobilization/facilitation techniques. 
Some topics include nutrition, immunization, control of diarrhea, environmental 
sanitation, m a t e d  child care, c o m d t y  and public health wrk, AIDS and 
behavioral issues related to growth monitoring, breastfeeding and nutrition. 

2.1 Major Causes of Morbidity and Mortality 

Malaria, diarrhea, measles, acute respirator infection, and dnutrition an still the 
major causes of child mortality and morbidity in the project service area. Child 
health continues to be impacted by the effects of war, banditry, and the loss of 
agricuimrai producdviey caused by the drought. 

2.2 Child Survival Interventions and Health hmot ion  Activities are as follows: 

2.2.1 EPI and Gnmttir Monitoring 

Vacchahn screening and injections are administered bi-monthly by each team 
in conjunction with the MOH. CSPT organizes and educates the community 



on the importance of vaccinations, provides logistical support including 
transportation, and assists the MOH persomzl in maintaining the co1.d chain. 

Growth Monitoring: This intervention is subdivided into growth monitoring, 
nutritional rehabilitation, pregnant/lactating women's nutribon, and the school 
feedinghutrition program. 

1. The growth monitoring activities are integrated with vaccination activities. 
They include weighing and measuring fie height of children, educating 
mothers on the appropriate weaning practices, and the preparation of 
enriched pomdge and vegetable dishes. An average of 1,509 children 
participate in this intervention each month. This activity is provided by 
the five teams led by health technicians and supported by 3 to 5 health 
assistants, a MOH technician and a motorist. The project is in need of 
a national supervisor who will oversee the day-to-day logistics and 
technical aspects of the project fiom the field. The teams have an annual 
plan which lncludes visiting each village bi-monthly (Annex 6). 

Their work routine consists of planning rounds and logistics and imple- 
mentiiig health activities in the target village. A round lasts three days 
depending on the village population size. Before the visit the team 
lezders will go to the village to inform the leaders of the community about 
the days, hours and locat~ons of the visit. Several people are contacted 
during this initial visit, includhg the administrator, chief of bairros 
(subdivision of a village), chief of 10 houses, health committees and com- 
munity facilitators. They are responsible for mobilizing the population for 
a visi by the health team; however, it is still sometimes necessary to 
mobilize the community the first day of the visit, depending on the level 
of cooperation by and organization of the village leadership. 

Teams set their work stations under a tree (central to the community), 
next to thc hzdth post if one exists, or in another location chosen by the 
community. Tables and chairs are brought h by the team and the 
community. Depending on the size of the total population and their 
motivation, a round can have more than 150 people present. All other 
materials necessary for senrice delivery are carried to the field by the 
team. This can include village files with family registers, HIS funds, 
portable cold chain with vaccines, scales to weigh and boards to measure 
children, audio-visual materials, syringes, cotton, water, etc. 

The work starts with a health education session planned according to 
project themes and the number of days to be spent in this village. 
Following this session, which might last from 15-30 minutes, the target 
population is called from the family registries. The next station is the 
welghhg and measuring of dI registered target-aged cmdren. Following 
this, the child health cards and HIS forms are completed. The child and 
WCBA is then vaccinated if necessary, and mothers with children at risk 
of malnutrition are counseled on good nutrition. After corn letion of the 
activities the team leader gives a list of defaulters (absentees 5 to the chief 
of 10 houses to be specifically called for the next day. The children with 
percentile ~ 7 5 %  weight/height are transported to the nearest nutritional 
rehabilitation center. 



The t h e  and route one mothei follow6 to get her child vaccinated and 
weighed (Annex 10) is outlined below: 

Yalk to the location (about 1-2 km). 

Particinate in s health education sessfon where she learns through 
interesting and entertaining dramas, mimes, puppets shows, etc. 
about one of the health interventions. She is taught how to practice 
positive health behaviors during these sessions which last between 
15-30 minutes. 

Wait to be called from the population registry. This process can be 
rapid if her name is on the top of the list; otherwise, she may wait 
for 30 minutes to one hour to be called depending on the number 
of people registered and participating in that round in this village. 

W e i ~ h i n ~  of the tswet-aged child is initiated once the mother has 
obtained her family register. After the child is weighed she moves 
to the line that measures the height of her child. These lines 
generally move quite rapidly. 

The next station is where &q measurements are recorded. Forms 
regarding the growth status oE the child are completed here. The 
identification of malnourished children is also determined at this 
station. 

If the child is at risk, the mother is instructed to go to a particular 
location for individual munseling on the of her child and 
what might be appropriate. If the child is ~everelv the 
mother is given information about the feeding centers and told to 
prepare to take her malnourished child (dong with other children) 
to the closest nutrition center. 

The final station, vaccinations, is serviced by the MQH. Both 
mother and child are vaccinated here. After the vaccination, if her 
child is nutritionally healthy, she is free to walk back home. (If she 
or her child do not require a vaccine, then she can return home 
following the recording of weight and height measurements.) 

The mothers' education about EPUGM staris with the importance of 
weighing her children until they arc h e  ycars old, vaccinating them 
on schedule and maintaining the health card. The sectors of the 
card and some indicators to look for are also explained to her. 
Several songs which communicate positive health messages have been 
wrimn in the iocai B'iiaiecr for the vaccinadon and grow& monitoring 
programs. 

2. The nutritional Fehabiliiition of wasted children is implemented in one 
of the three rehabilitation centers located in Bororna, Changara and 
Matambo Sede. Severely wasted children (< 75% weight(he1glht) detected 
during routine growth monitoring rounds are admitted into the center that 
is closest to the patient's residence. Despite the intensive coverage efforts 



by the CSP EPUgrowth monitoring teams, it is estimated that only 15-85% 
of the re@stered severely malnourished/wasted children are admitted into 
the feedmg centers. Lack of complete coverage is caused by poor 
attendance of the severely malnourished children, the distance between the 
h m e  village and the feeding centers and insecurity and fem due to the 
constant threat of attacks on government structures. Of those admitted 
for the first time, roughly 10% abandon the p r o g g  before they are 
clinically dischaqed Upon discharge, children are provided one month's 
food ration and vitamin-rich seeds. 

Therapeuric Feeding Centen 

Description 

There are three therapeutic feeding centers in Changara Sede, 
Matambo Bridge and Boroma Sede that belong to the emergency 
program. 

The nutrition team consists of one technical supervisor who makes 
rounds between the centers each week: one assistant in two of the 
centers who is responsible for the daily weighing of children, 
determining the quantities of food ar.d re tering the data as well I? as other dady functions of the center. Eac center has two cooks to 
prepare meals. The quantity of food is pre-weighed to simplify the 
distribution. The kitchen is well supplied (Annex 7). 

Vitamin A is given as a treatment to children in the therapeutic 
feeding program. The dosage of the Vitamin A is 25,000 IU. Four 
tablets are the necessary dosage to prevent disease. The health 
assistants crush the tablets and mix them with milk (LOA) and give 
them to the children in the centers. Qther medications are also 
adminisrered jointly by the MOH and CSPT. 

The mother and other small children that accompany the patient are 
also given food by the center. Education of the mother about 
breastfeeding, weaning, nutrition, ORT, preparation of enriched 
papas, the importance of vaccinations and maternal nutrition is given 
by the supervisor of the centers during the patient's stay. The health 
assistants and cooks also assist with health education. 

The control of stock is simplified and efficient and the store rooms 
are in good condition, as are the kitchens and the areas for weighing 
children. However, there is no place for the mothers and children 
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The NRC of Boroma and Changara are within the local health 
centers; this facilitates daily clinical exams of children with medical 
complications. These centers have covered facilities for the mothers, 
who accompany the children during their treatment. There is an 
average of 60-75 in-patients during any given week. The in-patients 
are malnourished children and adults induding pregnant and 
lactating women; there is a weekly average of 5-7 out-patients. 



&Recovery provided training in home gardening to mothers of 
children admitted to the C h a n p  feeding center during the last 
quarter of 1991. The CSPT tr;tming assistant conducted a number 
of nutrition sessions with mothers of malnourished children as well 
as other accompanying family members. These sessiom focused on 
the preparation of enriched porridge, prevention and treatment of 
diarrhea, and the preparation and use of various types of oral 
rehydration fluids. 

The program for prepant women was reinitiated in September 1992. 
It is Integrated wlth the M@H programs of the local health centers. 
The pregnant women have a minimal of three prenatal consultations, 
and they are trained about proper nutrition and supplemental 
feeding during their pregnancy and postpartum. Newborn are 
immediately registered and followed up with CSP interventions until 
the age of three. 

The Matambo NRC is near a rudimentary health center, whcre t h e  
is a nurse with basic training who is both overworked and undersup 
plied. There are often no medications in the clinic. This, 
undoubtedly, si@es that the clinical treatment of these children is 
deficient. This center does not have a special area for the mothers 
to live, so they are forced to return home each night. Abandonment 
before clinical discharge is common in this center. 

The criteria for discharge used by the centers is 85% recuperation 
of the weight of the child, the presence of breast milk for women 
diagnosed without milk, and adults, when they feel strong, who may 
require an average of six weeks for treatment. 

Discharged children receive a food supplen~ent from the DPPCCN 
that is sufticient for one month and for the entire family. 

The supervisor of the nuaition team also supervises the feeding 
program in three primary schools in the Changara district. This 
program supplies a daily meal to 2,015 schoolchildren. This meal 
provides 35% of the calories and 50% of the protein required per 
day* 

Malnourished adults, principally prepant and lactating mothers, 
are also admitted. During m y  given week there is an average of 
60-75 inpatients iind 5-7 outpatients. Changara is the largest center, 
with an average of 70% of all admittances. 

Since September 1991 CSPT has been negotiating with the DPPCCN 
and WV commodities for selective food distriiution in area target 
villages: this would reduce the number of children with severe 
wasting (4-10%) of the target population, depending on the village 
and season. A strategy between involved partres has been developed 
and will hopefully be piloted before the end of the calendar year. 



3. The Maurmd Child Health/Nusitioxn h g m n  addresses the needs of 
pregnant and lactating women and was reinitiated in September 1992. 
Pre- and postnatal examinations are carried out during the EPUgrowth 
monitoring rounds within a given village. Repant  women receive an 
average of three prenatal consultations, trai.llmg in proper nutrition, 
vaccinations and iron supplements. High-risk pregnancies are referred by 
the CSP MCH nurses to the nearest health post and given special 
treatment by the MOH. Postpartum examinations, counseling and 
newborn registration are also included. Newborns are immediately 
registered into the child survival program and followed up by the EPUGM 
teams with all interventions for the next three years. 

4. The School Feeding Program provides one meal/day/child. The meal 
includes 35% of the daily required calories and 50% of the required 
protein. There are currently 2,015 children participating in this program. 

2.2.2 Oral Rehydration 2%emm (ORT) 

ORT health education, appropriate preparation and utilization of ORS packets 
and cereal- and home-based fluids is the focus of this intervention. The health 
teams and/or community facilitator are responsible for educating mothers on 
how and when to use ORT to combat dehydration caused by diarrhea in 
children under three years of age. 

Health teams are responsible for organizing and implementing two community- 
wide clean-up campaigns to destroy mosquito breeding sites, as well as 
distributing mosquito nets to pilot populations. The money collected from the 
community is used to purchase equi ment needed by the community for their % clean-up campaign. Before the dktn ution of nets in the pilot areas, intensive 
training was essential because the population did not clearly understand that 
mosqultos transmitted malaria The level of community knowledge was obtained 
from a malaria w e y  conducted in August 1992 (Annex 14). 

It is hoped that the success of this program will encourage other health 
committees to adopt this preventive technique and to develop an acute 
awareness of the need to prevent malaria and maintain clean communities. 

In the early stages of the project, the envimn~nental sanitation technician 
invested time and energy in creating an awareness for the need to have latrines 
and discover problems that could be alleviated as a result of properly utilizing 
latrines. Research was done with the village leadership on types of soil found 
in the villages and the best latrine model to be used using local materials. An 
innovative method for supporting pits in petrified soil was developed by the 
sanitation technician and community leaders. 



As demonstrated in the previous sections, there has been considerable progress made 
in a variety of areas. However, there are a number of constraints which considerably 
hamper progress in the following project interventions. 

JEPI and Growth-Monitor@ Interventions 

Drought, bandits, and motivation of the population already descn"bed above severely 
hamper the CS activities. Many health workers, on some occasions, went to the 
residence of a defaulter (absentee) family and took away the card of the child and 
asked the mother to bring the child the next day for the vaccination; sometimes 
helshe was successful; other times he/she was not. One health worker changed the 
site of the visit to the house of the president of the village to attract greater 
participation by the target population. 

The amount of time that mothers spend in the EPUGM process may be a major 
discouragement for their participation. Mothers might have to iwwt two to five 
hours of their day depending on the nuinber of participants and the efficiency of the 
staff. This factor requires that health workers become creative and efficient with 
activities during the EPUGM process. 

Lack of MOH sta l I  in the villages to assist with curative as well as preventive health 
care is a problem. The delay of the MOH staff in providing vaccmes and curative 
care annoys the population, creating a lack of participation. There is also an 
irregularity in the provision of tetanus vaccines during some rounds. 

Bureaucracy can inhiiit the efficiency of the project. Despite the qualifications of 
the CSP technitxi staff and the lack of MOH staff to assist in vaccinations, the CSP 
nurses still are not yet authorized to administer vaccinations. This situation has 
caused extreme delays in the team's ability to administer vaccinations on schedule and 
is a real danger to the population. 

Logistics of rounds and the HIS. The distriition of the stations (tablejchairs) 
during the EPUGM interventions can be confusing for a first timer. A mother can 
waste time lost in the system if she does not understand the flow from one station 
to the next. The HIS forms that the health workers are required to complete robs 
time from interaction between mother and workers. The recording of this 

- 

information should be refocused. - 

Prevention of malnutrition in children at risk is not an easy task. These children are 
detected during rounds of the EPUGM teams, but are being lost in the system. A - 
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does not exist. Consequently, children arc returning into the system as severely - 

malnourished as the first time they were detected by the teams. - 

- 
- 
?% 

- 

With the exception of the logistics of the rounds and the time needed for a mother - 

to flow through this process, the work should continue as planned, improving - 

techniques and efficiency over time. The messages appear to be effectively - 

communicated, and the project can probably reach many of its goals in immuniza- 



tiom, growth monitoring, envir~~nental  sanitation, and the modification toward 
positive health behaviors. 

Recommendations and S w e d e 3  

The population has rn resources and, therefore, is dependent on the 
"machambaw (garden) for survival. Alternative methods of obtaizing sustenance 
during the dhy season and in a war sbould be discussed and t d t  into the 
program before it is initiated. Income-generating strategies should also be 
considered. Within the village, there are other possliilities oi  earning money 
to purchase food. 

One strategy is to transform the health committees into community development 
committees for planing coopratives or other forms of income generation. This 
can be very useful in the drversification of child survival and the well-being of 
families. The integration of W s  commodities and agriculture programs to the 
community development committees can enhance the impact of the entire 
project. 

The DPS, DDS and the coordinator of the CSP should plan the monthly rounds 
together so that there will not be a delay in service to the population. The 
services rendered by the project should not lose credibility among the 
beneficiaries. This is the only government s e ~ c e  given to the populatron in 
these villages. 

Perhaps an agreement can lx reached between the CSPT and the MOH 
regarding who collects and administers vaccines. One suggestion is for the 
MOH to designate a worker to this project. The other option is to create a 
system which gives the CSP technicians access and authanity to vaccinate. This 
will alleviate the logistical pressures on the MOH which is already overextended, 

The mobile filing system of the MOH should be studied and adapted by the 
project. A description and design of this system is attached (Annex 8). 
Another option is to create a system of numeration for the health cards and the 
family reptry. Other suggestions can be found in Annex 8.1. 

The health information system should be revised to determine what information 
is most relevant. This information should b collected during each round and 
shared with the MOH. The compilation md transferral of data should be 
reserved for later in the day so that this process does not consume too much 
of the mothers' time. With minimal adjustments this system should become 
more efficient, repliable and sustainable. 

For the children at risk, the coordinator s f  the project and the commodities 
division of W V  have already discussed the development of a joint food 
distniution system with the DPPCCN. This is similar to the children in the 
NRC who receive rations upon discharge. 



The consttaints found in the Matambo and Boroma NRCs continue to c a w  the 
abandoning of patients from the center before clinical discharge. The crdiility of 
the EPUGM worker is crucial. It can increase or decrease motivation of the 
population to participate in the intervention rounds. EPUGM teams should 
investigate whether os not this area is indeed the most vulnerable region. It is 
believed that a major concentration of difficulties in a geographical area is directly 
related to the poverty therein. 

In C=hangara, the number of children and accompanying mothers in the center 
supersede the avaiXable facilities. Besides this, the construction of the facility is 
somewhat closed and not ventilated; consequently, there is a high risk of the 
transmission of respiratory disease. During the day the in-patients were sitting under 
the trees, and it is be!kved that part of the population, despite the new structure, 
sleeps there also. The administration of the center does not want construction with 
local materials. Perhaps a review of the acceptable possiiilities of the two parts 
might solve the problem. 

The centers appear to function within an established routine. The district director 
demonstrated extreme interest in the construction of more facilities to be used by the 
mothers. All parties should discuss these issues and try to arrive at mutually 
beneficial agreements. 

The nutrition team should profit from the opportunity and review general health 
topics with the in-patient and accompanying family members. When a patient spends 
more than four to six weeks in the center, gynecological exams, family planning, 
treatment of chronic disease, etc., can be carried out. The health card of the 
accompanying children should alsa be reviewed and a physical given in conjunction 
with the MOH. The malnourished child can be a symptom of a family that is not 
well because of lack of food or some other problem: this affords the health worker 
an opportunity to provide solutions to families in crisis. 

&commendations and S t r a t a  

1. Review the functioning of the Matambo/Boroma feeding centers with the DDS, 
DPS and W V  Commodities. Create ways to make the center more effective. 

2 Review the accommodations in the center of Changara Arrive at an agreement 
with the DDS as to their utilization and expansion. 

3. Review the admissions of malnourished patients and clinic sexvices of the health 
center. Develop a system that will review the health status of every member of 
the family accompanying the patient. 

4. The District Director of Education e ressed interest in expanding the school 7' feeding p r o w  that exists in parts o the Changara district. Coordinators of 
W V  commodities should study the possibilities of extending this pro am to all 
of the schools in the area When the dry season is prolonged, the tribution 
of DPPCCN diminishes in frequency and pantity. Many villages are without 



food stock, This program should prevent and diminish the effects of the 
prolonged malnutrition in the school population. The coordinator should also 
review the possibility of increasing the percentage of calories and daily protein. 
Some of these children hwe only one meal per day. 

ORT Activities 

The CSP has motivated the community to participate in training sessions and in the 
construction of latrines. However, the lack of water (wells), poor quality of water, 
and distance required to obtain water still plague the district. The majority of the 
villages are not visited by the water department, and many families regularly consume 
contaminated water. 

The impact of this internention on the decrease of the mortality rate can only be 
d e t e m e d  by survey analysis. Causes of death at the health center are not indicative 
of mortality in the community. Deaths and illnesses that occur in the community are 
not recorded by any social services entitr, therefore, there is no reliable indicator of 
the incidence or prevalence of disease. 

The community sees building latrines as a waste of their energy when they have more 
urgent meeds. Besides, culture values require more than one latrine per family, and 
in some villages there is no space between houses to build a latrine. 

Conclusions 

Until now the packets of ORS are distniuted by health seNices, but not the CSP. 
The DPS and DDS should consider distributing packets at the village level through 
the CSP teams who would teach the mothers how to correctly use them. 

Recommendations and Strateies 

1. The mother's education rogram must emphasize the positive health practices 
for the community and f iscuss the pros and cons of health issues. 

2 The direct teaching of the mothers in the preparation of solutions should be 
intensified by the community facilitators. Facilitators well trained in the 
preparation and appropriate use of ORS should have spare packets to distribute 
m their work area. They should distribute ORS to mothers with diarrheic 
children after reviewing with them how to prepare this solution. ORS can be 
sold and resources put into a revolving fund. Review of the MOH policy and 
discussion with the DDS and DPS are necessary for this undertaking. 

3, me CSP should m 4 n n a l l y  $an snd mjpp~fl dal meetinp mnrdinnterl by 
OMM and facilitators, in which mothers prepare enriched papas, share meals 
with their children, and learn about ORT and other aspects of nutrition. 

The MAP survey and training sessions revealed that the population did not 
understand that mosquitos are the vectors that transmit malaria. Extensive training 
has been given to the facilitators and the general population to help them to 
understand these facts. 



These education sessions dramatized the association of mosquito bites and symptoms 
of malaria, utilized other visual material and included mosquitos of different species 
to teach the population how to control, prevent and treat malaria 

The health committees are also extensively trained about the transmission and control 
of malaria and how to mobilize the community to control mosquito breeding sites. 
They are responsible for planning the distribution of the nets and the collection of 
a symbolic fee (1,000,00 metacais =33 cents) which will provide the community with 
instruments for cleaning-up campaigns (Ann ex 75) . 

The DDS, DPS and MOH do not agree on the distribution of mosquito nets and 
presented concerns about the efficiency and sustainability of this activity. They want 
to conduct a more indepth survey that would detect cultural behavior in the use of 
the nets before the project continues to distriiute them district-wide. 

The work achieved by the health team and the community facilitators in educating 
the population is very intense and the presentations witnessed were excellent. After 
the health education session, the community remained excited about the distniution 
of mosquito nets and what effect this might have on their family's health. Some 
members of the population wanted to busy more than one net for their other wives. 

A concern of the MOH is the sustainability of these health activities. After members 
of the community heard that the distriition of nets is limited, problems within the 
community may be created. The final zmalysis of the benefits and/or detriments of 
this distribution can be discovered from the KAP swvey at the end of the project. 
The results from this intervention will be of scientific interest to all parties involved. 

Answers to questions such as: 

Did the random distniution of nets decrease the incidence and/or prevalence 
of malaria? 

What type of control of variables and cultural habits are necessary to know 
before the initiation of the distribution of nets? 

Did the population modify their health practices with respect to the control of 
mosquitos? 

Is there new behavior that would prevent malaria? Did the population add a 
new healthy practice to their lives? 

Did a new income-generating activity sprout from the community to the local 
markets? 

Becommendations and Strat- . 
1. The project should subsidize the creation of a cooperative for women to make 

mosquito nets. The marketing has been created by the educational campaign 



and a sample distribution. If the I d  population can not afford to pay the real 
cost of the nets, the product can still be sold in the city market. This d l  
diversify the income generation of several families, improving the quality of their 
lives. 

The development of a stratem within the comunity that would create a 
cooperative with lucrative end results that can become a sustainable activity of 
child survival. 

The CSP should coordinate with OMM and community facilitators in social 
exchanges regarding improved nutrition and ORS. Occasionally, mothers and 
children should be taught how to correctly prepare nutritious meals. The 
ingredients will be supphed by the project, and the community will supply wood, 
water and labor. 

35 Environmental Sanifation Activities 

The role of the environmental sanitation team is to educate and motivate the 
population to construct and maintain ventilated pit latrines. The type of latrines built 
in Tete are appropriate for the type of soil (dry and petrified). They are made of 
local materials; however, the iron needed for the construction of flagstones is 
purchased from Tete. Within each target village 20% of the latrines have cement 
flagstones. This is an incentive for the h t  families finishing their latrines. The 
environmental technician and his assistant make and deliver the flagstones to each 
site. The type of latrine constructed is a ventilated pit (VIP), and the basic 
requirement is that it be covered. 

Not every village recognizes the necessity of constructing latrines. Some village 
leaders say the time and effort used to construct VIP latnnes is not worth it when 
one looks at the villages' desperate need for food. Communities complain that they 
are unable to construct latrines when "they are hungry and their children also have 
empty stomachs." However, some members of various communities expressed interest 
in learning more about the value of a latrine in the prevention of &eases. 

The drought has forced the women to travel very far to collect water for family 
consumption. Perhaps well drilling should be considered in the next phase' of the 
project in conjunction with another non-government organization. 

It is suprising how the health team persuades whole communities to construct 
something that is not a priority of life and that has little to no cultural d u e .  This 
signifies that h a  messages aft! being tmnmkecj and t tceM a d  that the 
community is desirous of improvement. 

1. One strategy for training people to make flaptones in each village might be to 
create diversification to assist survivd capacity of the population. It IS certain 
that the population is unable to pay 27,000,00 MT for a flagstone. At this 



momel;t, however, when life is more stable and peopie return to their land, they 
will have had exposure to the entire process of latrine construction, which could 
be used as an incentive in the private sector in the future. 

2. Review the construction plan for wells with Agua Rural. If posslile, develop 
a plan that supports the construction of wells for the target areas. In addition, 
ths team should continue teaching families h u t  preparing and maintaining a 
clean water supply. 

3.6 Trafnin~ Activities 

The constraints to training include an inability to sustain motivation and the lack of 
t h e  that many of the community leaders and facilitators have. Several uncontrollable 
variables also influence the training component. 

Drought: The absence of rain and insufficient land to produce food, and the 
irregularity and quantity of food distributed by the DPPCCN has forced the 
population to search for food in the wilderness. Hunting or gathering of wild fruits 
exhaust numerous; hours each d3r, in addition, the distance to collect water has 
increased due to the severity sf the drought. These suvival techniques confront the 
population on a daily basis creating stress and making it dif6cult for the health 
committee to select facilitators who are willing to work voluntarily. 

Budits: Banditry continues to disrupt community organization and stability. During 
and after an a t k k ,  the population (of a given village) disperses in different directions 
in search of security and food. This continuous movement can often last for many 
days or even weeks. It takes time for the community to return to its routine. It is 
common for people to migrate to the neighboring communities and even immigrate 
to neighboring countries. 

LeMting Cam 4fthe Individuals: The constant stress for survival caused by war and 
drought for prolonged periods contributes to intellectual stagnation witnessed in many 
people in the population. An interesting observation that has been noted over the 
last year is that each subject taught to the community facilitators consumes much 
more time than what was originally estimated during the planning phase. Each CSP 
training session must be repeated several times so that all the participants understand 
the lessons correctly. Consequently the training plan has been adjusted to adapt to 
the facilitators' learning capacity. 

Mdv&n: Preventive health is not, at this moment, a priority in the day-to-day lives 
of the target population, even though they recognize ~ t s  benefits and would like to 
have the services within their communities. During group discussions with community 
members, they affirmed that the priority now is to secure food, and their options are 
dependent on DPPCCN distribution, irrigation or income-generating projects. They 
strongly reiterated the need for curative andlor PHC services for the nontarget 
population. They vocalized their feelings of abandonment and anger concerning their 
pamful survival. 

Distance, Siu and AwcsF to the T q e f  h a :  The health workers are prohibited from 
living in the target villages due to security reasons. Access to these areas is along 
hazardous and ddapidated roads, these unfavorable conditions create delays in arrival 
each day. The villages cover a very large radius and require transportation between 



them. Consequently, the delivery of services is a difficult process. Long hours are 
spent driving to and from sites. 

1. Training of technical staff and the target population are sustainable activities of 
this project. Lmrning may be forgotten but never lost. Qanged behaviors 
produced through acquired knowledge, positive attitudes. nnd appropriate 
practices take longer and should not be expected in the term; however, 
learning builds self-reliance in people md communities. 

2 The excellent quality of the training and supervisiori within this project has th: 
capacity to develop a core of national technical proftssionals of superior quality. 
These professionals will eventually be absorbed into the MOH, Mozambique. 

3. At the community and individual levels, the facilitators training program is 
creating a network of knowledgeable people with modified attitudes rmd 
practices who promote better health and well-being within their respective 
communities. They will be the pivotal factor in health behavior change in the 
community. 

4. Cunricula, methodology, a u d i ~ ~ a l  materials, planning and logistics training, 
supervision, ana data collection/feedback are all ,well established within the 
project's plans and activities. 

Recommendations and Strategies 

1. Review the training component of the project with DDS/DPS to establish 
uniformity with the national training policies for the health workers in the 
project: 

that have been trined through the MOH's basic trainin and are being 
trained by the project in skill development. They :;hould Leo me familiar 
with the qualifications and steps toward PA-eer dxlopment within the 
MOH. 

for the assistants/community facilitators to be integrated into the 
APE-MOH national program. 

2. The district and provincial MOH staff should become more involved with the 
training and supervision activities of the project. They are m h g  opphmities 
to upgrade their knowledge and acquire new skills. Project coordination should 
allow the development of joint plans and continue to include training for the 
MOEi sW as wen. 

3. The project should e d its small library of PHC basic books in Portuguese 
(WHO, UNICEF), incrdia8 child survival, administration of health selvices, and 
other themes the staff suggests. They will use th.em as references to comple- 
ment their knowledge after training. 

4. The training of the health assistants should include suaervision of the 
community facilitators. Many of these assistants live in the same communities. 



They can give constant and superior support to the facilitators after both groups 
are trained. 

5. The local health structures in conjunction with CSPT should support the 
Changara district by revising a national training plan for APES (through the 
Centro de Reciclagem-Training Center). The local structures should develop 
a strategy to support and accelerate that plan throughout the province. 

6. The project manager and leader of the training team should consider initiating 
a health training center (Centro de Reciclagem) in Tete. Transferring the 
project's technical assistance to a Centro de Reciclagem is a viable option and 
should be discussed at the provincial level. The center is in need of a training 
specialist who will use various methodologies to promote health. A new 
strategy to include the training needs of project staff should be developed within 
the Centro de Reciclagem. 

The main community barriers to meeting the basic needs of children in the target 
area are poverty as exemplified by a per capita income of 'CJS50.00 in some areas, 
continuing drought and subsequent shortage of food, political ctnd social instability, 
inadequate access to health facilities, distance, size and access to target area, 
illiteracy, poor infrastructure, and dislocation of large segments of the population. 

Community mobilization has been encouraged; an example of increased community 
self-reliance is the latrine construction program. Training activities among the target 
communities encourage self-reliance. Project interventions are taken to the 
communities to increase the ability of families to participate. 

The political situation in Mozambique is such that serious long-term development 
cannot be attempted or faces many obstacles. For example, a newly opened health 
center may be bombed the next day. The current problems are beyond the current 
scope of the country to address. 

World Vision Mozambique has a national development strategy on the drawing board. 
This strategy includes attempts to n-establish farmers under the AgRtcovery plan, 
income-generating activities, environmental sanitation, and community mobilizabon. 

5.1 Assessment of Design 

The project's location was chosen because WVM had been operating in the area since 
1984. The project is an extensioin of thc Tete Vinage Health Project (1VE which 
witnessed remarkable improvement in the health of the target ppulabon as a direct 
result of child survival inputs. In order to respond to the high degree of migration 
of the population, and the lack of security in the region, the project was extended 
toward the northem region of the district, which increased the total population from 
40,000 to approximately 57,000. 



As noted in the executive summary, it was premature to have expected that all of the 
services would be rep!icable or sustainable since political and social stability does not 
exist. Adjustments to the project design have, by nece--'+. been constant. 

5.2 Assessment of Management and Use of Data 

The information specialist developed a uniform paper-based health information system 
for both Tete and Zambezia child -1 projects. The HIS was developed 
according to the needs of the project, as well as the requirements of the donors and 
the MOH. Data collection is completed at all levels of the project; it is compiled, 
analyzed and descriid in monthly reports. 

The target population of CSPT was inherited from a previous project, the Tete 
Village Health Project' located in the southern part of the district of Changara. 
However, with the high degree of rnigmson of this population and the lack of 
security in the region, the project was extended toward the northern region of the 
district, which increased the total population from 40,000 to approximately 57,080. 

The demographics of the new target population were determined through the 
registration of families with the assistance of the village structures. Each chief of 10 
houses brought his population to a place determined by the villagers; the teams 
registered the families in agreement with the formula in Annex 11. A sample of the 
population was compared with information from the DPPCCN through the 
administrators; however, they were never equivalent. After the first round in each 
village (which is generally a large campaign), the family registries are collected and 
collated; additional family registries are added during subsequent rounds. 

Information is collected for each intervention fiom the field. There are various levels 
of data collection from field tallies and profiles of summary and analysis sheets. 
Certain forms are used exclusively in the field, while others are used to collate or 
analyze the collected data. This data has generated useful information for 
administrative and scientific interests. 

The HIS includes the following foms/summaries (Annex 11): 

Child's Health Card 
Woman's Health Card 

Two illustrative forms marked in pink for families with children 0-11 month 
and green for families with children 1-3 years are used by the CF to monitor 
health. They are c o m m d  of 6 pages each and are used for home visits to 
collect data on nutrition, latrines, diarrhea, use of ORS, immunization and 
malaria Beside each column there is a design which corresponds to the identity 
of a specific home. 



Illustrative CF train in^ Summary: 

One kit of illustrative designs for the facilitator 
educate the mother during home visits. 

Family Register 
Photocopy of Child's Health Card 
Photocopy of Woman's Health Card 

Technician/&sistant-Vnlaae Visit: 

Inhabitants' Register 
Illustrative Family Register 
Illustrative Nutrition Profile Weight/Age 
Illustrative Register for Immunization Defad ten 
Nutritional Survev-Growth Monitorine 

to use in demonstrations to 

Nominal list of children in need of &munlation-to be given to the chief of 
ten houses 

Technician-Nutnbo . . nal Rehabilitation Center: 

Admission and pcriodic control form 
Malnutrition rates and compilation 
Feeding schedule for malnourished childrsn 
Feeding schedule for malnourished adults 
Feeding schedule for family members 
Quantity of food for special feeding program 
Transference requisition 
Report for special feeding program 

List of discharged patients for DPPCCN supplement 
DPPCCN district delegation, Changara 
Daily registration of malnourished children for DPPCCN 

Prenatal form 

T'echnlclan 
. . 

-Emironmental Sanitation: 

Water and sanitation form 
Latrine Registq 

Summary of home visits and training 
List of functioning health committees 
InhaL itants' Register 



b Monthly report on immunizations 
Nutrition profile by age, sex, height and location 
Demonstration of growth monitoring progress 
Monthly summary of MCH interventions 
Monthly/Quarterly reports 
Quarterly Journal for interventions 

Once this data is collected it is complied, analyzed and presented in report form to 
WVI, WVRD, USAID, MOH and local project managers. Graphics have been used 
for quick analysis of the project's progress (Annex 12). 

The project coordinaton do not h o w  the actual population base because a census 
was not conducted during the initial stages of the project, The population continues 
to migrate as a result of the -;Jar and drought. Consequently, the denominators used 
to calculate rates may vary. The numbers used for calculations are fiom the 
population that is currently registered. As a result, analysis of impact can be skewed 
to appear that benchmarks are not being met, but are lower than expected; this is not 
necessarily the case. 

The forms are still being tested in the field to determine which ones are most suitable 
and simple. 

After an additional field test, a review of the forms should be completed which would 
refine the system with objectives that are simple, complete and relevant to the 
sustainability of the project. For these systems to become sustainable within the 
health irformation system unit of the MOH, they should closely simulate existing HIS. 
Revising the forms should also keep in mind the time and personnel available to 
perform these tasks. 

Recommendations and Strstwieg 

A population census should be conducted to increase basic health information, 
education, economic activities and available resources. The community should 
be involved in this activity from the beginning to reinforce development, 
participation and ownership of the project The community should participate 
m the gathering and analysis of thc data and develop an implementation plan 
for the project's activities in conjunction with the leaders. If this is carried out 
the community will feel responsible for the implementation of the project 
complemented by the technical resources and r i ~  .,erial support of WV. 

Review the forms and make the necessary adjustments. Simplify and refine 
them so that they can be managed easily by the MOH. 

Monitor quantitative data for measurement of volume of services provided by 
the project to the target population. This data can be very useful to manay,ers 



for analyzing the quality and quantity of selvices as well as supporting the 
decision-making processes. 

4. Establish a simple linear graphic analysis of data for all levels from the 
community to the donor. Tramhg the community facilitators and the health 
committee should be oriented to interpret the most pressing needs and decision 
making at the communi level. Perhaps simple linear graphs of progress (i.e., 
growth monitoring can be considered. 

5 3  Assessment of Community Education and Social Promotion 

There are three levels of health education focused toward community 
beneficiaries: mothers of children 0-36 months of age, women of fertile age, and 
the community as a whole. 

More then 10,000 wamen and innumerable members of the target communities 
have received some type of primary health care education. Emphasis has been 
placed on modifying attitudes through increased knowledge of preventive health 
care practices such as immunizations, nutrition, control of harrheal diseases, 
malaria prevention, and the importance of pre- and postnatal care. 

Preventive health care knowledge and practice is reinforced among the target 
population f;hrough presentations (dramas, mimes, etc.) given by the health 
teams who conduct bi-monthly visits to each village of the target area During 
the absence of the teams, the community facilitators, members selected by the 
health committee, reinforce positive health messages and practices to the 
villagers through home visits. 

Community meetings have been organized by the health committees to discuss 
population and/or the project's needs. These sessions are profitable for 
Introducing health education themes or discussing the project with the 
community-at-large. Consequently, innumerable members of the community 
have been exposed to messages that promote positive health behavior and well- 
being. 

The methodologies utilized in these presentations include dramas, mime, 
puppets, group discussions, games, inductive problem solving, visual aids (which 
are locally developed and culturally sensitive) and songs in the local dialect. 
Many health education presentations and discussions last between 20 to 30 
minutes depending on the village and the topic selected. 

The health presentationdmessages are inclusive rather than exclusive. They do 
not prohibit the community from selecting any health problem that it considers 
important for discussion and examination. The presentations include topics 
such as: O 

Preventable diseases and the importance of the vaccines; 

Importance of growth monitoring until three years of age; 



Importance of breastfeeding and proper weaning practices, nutrition 
during infancy, pregnancy, and preparation of enriched porridge; 

Importance of the pre- and postnatal care; 

Control of diarrheal diseases through prevention of dehydration using 
cereal-based oral rehydration solution and environmental sanitation; 

b Construction of latrines and maintenance of clean water supply; 

Prevention of malaria; 

Importance of a clean community; and 

Alcoholism. 

5.3.2 Testing of Material a d  Ass-n! of Learning 

The following printed materials are field-tested to varying degrees: 

1. Teaching materials for all aspects of basic health care (diarrhea, breast- 
feedinghveaning, nutrition, malaria, AIDS, vaccination) are mostly pictures 
with few, if any, words. Many are adaptations from MOH posters and 
books and were pretestedJrevised by the MOH before they were printed. 

Other pretesting of printed materials has taken place during Vivien 
Wilson's training methodology seminars: nurses design and put together 
teaching materials during the seminar and brind them to neighboring 
villages to test villagers' reactions to them. 

Finally, ongoing testing occurs during use in the field, and materials are 
adapted according to the community's response to them. One example is 
the use of a large graphic picture of the anopheles mosquito for malaria 
teaching. Communities often could not conceptualize the thought that the 
poster was depicting the tiny mosquitoes that bite at night. As a result, 
nurses are now either eliminating the poster or bringing jars with live 
mosquitoes to the field to clarify their messages. 

2. Community Facilitator (CF) forms have illustrations of health care 
concepts to be evaluated and areas beneath each illustration to mark the 
number of mothers who are correctly practicing the concept. These 
undergo ongoing field testing as the CF's home visiting program is 
evaluated on a monthly basis. Numerous form updates have occurred as 
a rGs;;!t &C ii&i&yg 9"T-&;r;~;cl~rs.. 

The community's understanding of the materials is evaluated after each teaching 
session by inductive questions which are posed by the nurses. Most materials 
are well understood; those that are not are adapted according to suggestions 
from the community or from the nurses who use them in the community. 

No formal learning assessment has been conducted to date. As mentioned 
above, communities must be able to answer inductive questions at the end of 



presentations-their answers reflect some level of understandinjg. In addition, 
the teaching session @en at the previous vaccination r o d  is reviewed during 
the next round with mductive questions before proceeding to the next topic. 

A formal evaluation of community learning will take place during the end-of- 
project KAP survey in June/July 1993; community knowledge of the above- 
mentioned health concepts will be evaluated. 

In the majority of these villages, the CSP is the only communication this 
population has with the outside world. If government s e ~ c e s  or other NGOs 
are working in the area, their presence is not as regular as the CSPT staff. The 
awareness and the importance of prevention provided to the villages during 
rounds is the central thrust of the project. The population as a whole is 
developing new attitudes and practices about their own health. During the 
intervention rounds, there are villagers present of every age, sex and position, 
even though many of them are not directly benefiting from these inputs. 'This 
participation, although indirect, has a poliferating effect to the population's 
KAP toward preventive health which will improve the health of the entire 
community over the long run. 

Group discussions with the members of the target villages visited during the 
evaluation generated opinions and suggestions that are an integral part of this 
report. In all the meetings, the population vocalized their frustration at not 
having curative services as efficient as the preventive services. They also wanted 
preventive services for the non-target population (men and teens) of the impact 
area of the project. 

The health education sessions given prior to the vaccination and growth 
monitoring seemed to be enjoyable for all members of the community. The 
dramas, puppets, songs, etc., may be the only moments of joy and escape from 
the frustrabons and disappointments that fill their lives. The creativity used by 
the health workers during these presentations entertained the population; many 
of them responded regarding the health message communicated. 

A man playing a mother's role and/or vice-versa seemed to be the most 
entertaining part of the presentation. The hidden messages, for example, that 
men should worry about family health and nutrition and that women should 
have the opportunity to express their expectations from men are positive aspects 
of the health education program. During the presentations, the population was 
initially inhiiited about participatin . When the health worker began to use 'f gestures, moved a lot or spoke IOU ly, more people actively participated. 

5.4 Assessment of Human Resources for Child Survival 

5.4.1 Team C o m ~ n  

The CSP staff consists of 7 health technicians, 18 health assistants, 4 motorists, 
9 cooks, 2 administrative assistants, 1 statistics assistant, the CSP manager/HIS 
Officer, and the WVM health and nutrition manager. 



The technical p e r s o ~ e l  of CSPT consists of six types of health teams (Annex 4): 

Vaccination and Growth monitor in^ Team; There are three EPUgrowth 
monitoring teams. Each tern services a defined number of villages, with 
populations ranging from 550 to 11,500 inhabitants. These teams are 
responsible for the mobilization of the comaunity for immunization, 
growth monitoring and health education about vaccinations, nutrition, and 
controUprevention of diarrhea and malaria A national health technician 
leads each team; hetshe is responsible for the implementation of all CSP 
interventions and health education within hislher respective communities 
(Annex 5). 

Environmental Sanitation Team; Mobilizes and educates communities 
about the need to build latrines a d  the construction and utilization of 
latrine covers. This team promotes safe drinking water techniques, well 
digging and the prevention and control of diarrheal disease. 

Nutrition Team; Responsible for the daily operation and overall supexvi- 
sion of the therapeubc feeding centers. 

Maternal Child Health Team; Provides pre- and postnatal care to 
pregnant and lactating women. This team also takes advantage of "missed 
vaccination" opportunities in pregnant women, newborns and older 
children who were missed during the EPUGM rounds. 

Trainine Team; Assists all teams in the formation of health latrines, 
training of community facilitators, and technical training on various aspects 
of the project. 

Administrative Tean; Responsible for the administration, logistics and - 
daily operation of the project. Maintains a systen of support for each of 
the technical teams. Also responsible for the analysis of data, preparation 
of reports and the distribution of information regarding all of the 
interventions of CSPT. 

Each team is responsible for the administration, data collection and reporting 
on the CSP interventions that correspond to their job responsibilities. The 
Health Officer, assisted by the Administrator is responsible for the overall 
supervision, administration, logistical support, analysis and final drafts of reports 
on all project interventions. 

In addition, technical assistance for the project is provided by five incountry 
expatriates contracted by WV: 

Doctor/MPH regional coordinator for Southern Africa health programs. 
This individual provides periodic assistance to the coordinators of the 
health project in both sites (based in Maputo). 

One doctorJnationa1 coordinator who supervises health and nutrition 
programs in W V  Mozambique (based in Quelimane). 

One BS/MPH project coordinator/HIS specialist. 



One nursebealth educator specializing in training methodologies and 
primary health care (based in Quelimane). 

One administrator of finances-prepares and monitors the budget and 
supplies needs for the project (based in Maputo). 

Administrative and support activities are provided by: 

b 1 coordinator of national relations 
1 logistics administrator 

b 1 assistant administrator 
w 1 statistics assistant 
w 4 motorists 

3 guards 
1 5 m k s  

A total of 53 salaried workers implement and monitor the project. 

There are five health committees with 38 participants and 77 community 
facilitators who work on a volunteer basis monitoring the health interventions 
within their communities. 

Constraints 

The security situation in these villages is precarious. Travel along the 
Tete-Zimbabwe comdor is only permitted by military convoy. The danger 
of rebel attacks is real. Over 12 attacks were reported during the last 
quarter of 1991. These attacks make it difficult to travel from one 
location to another and sometimes cause delays in certain populations 
receiving child survival interventions (see Annex 6). 

2. Implementing the- necessary logistics is extremely difficult. Lack of 
security prohibits staff from living within or near target villages. The 
nearest village is roughly 30 km £rom Tete, and the furthest, Chan~ara 
Sede, is over 90 km from the city. Due to poor road conditions, vehlcles 
must travel slowly to avoid breaking springs or damaging other parts of 
the vehicles. CSP staff spend two to three hours each day traveling to and 
fiom target villages. 

5.4.2 Human Resowra Development 

Training 

The trainins unit of the project was developed by a health tducatiodtrainirg 
specialist. However the health officer, H.I.S. officer and temporary consultants 
have been involved in different training sessions for the health workers. The 
unit has developed and/or adapted curricula, training methodologies and 
audio-visual materials appropriate for the population. These tools are desiped 
with the health worker and project activhes in mind. A sequence of tradng 
includes review of interventions, health information system (data collection), 
community mobilization and communication wiWfeedback from the community. 



Training sessions are conducted on a regular basis according to the project's 
needs (Annex 7.2, 7.3). Uniformity of learning and follow-up supervision are 
the strongest characteristics of this unit. Messages dire conunwcated in the 
same manner at all levels and in all sessions; the collection of data is also 
uniform and an essential characteristic for the maintenance of the quality 
interventions. 

The health workers of the project receive a certificate for succeSSNly 
completing braining sessions (Annex 7.1). 

At the time of this evaluation, a Mozambican counterpart is assuming the 
responsibility of training the facilitators, health latrine workers, and technical 
stafi under the supervision of the senior trainer. In the near future he will 
assume the management of the training unit. His job description, along with 
other technical staff; is included in Annex 7. 

The project has four levels of training: technical staff, assistants, health 
committees and community facilitators. 

Technicaf Wzining: Includes training for the professionals hired by the project 
with a basic health background (nurses, nutrihonists, preventive and/or curative 
health technicians, etc.). The responsibilities of these professionals are to 
implement project interventions in the field. The MOH personnel have also 
participated in these sessions and assist with field interventions. The responsi- 
bilities of these professionals are: . Leadership of the preventive team; . Deliver PHC-CS services to the population; . Training and superrision of a&tantslcommunity; . Mobilization of the communities to participate in interventions; and 

Field data collectiodmaintenance. 

Twenty-three seminars were conducted during the period October 1990 to 
July 1992 for these health professionals. The MOH staff has participated in 
these seminars and some field work training with W V  staff at this level. For 
12 months the technical staff also received in-services training about project 
interventions (Annexes 7.1 and 7.6). 

Adrtmts: This category of salaried employees is also pivotal to the project. 
They are an equivalent of the community health worker (APE) of the MOH, 
Mozambique. At the beginning of the project the coordinators had intentions 
of retraining the existing APES; however, these workers were not found in the 
project areas. Each health team has one to four assistants who carry out a 
number of different tasks. The technical staff has graduallv trained these 
assistants in accordance with the covering of the target- area. Their 
responsibility is to corn lement the execution of the activities of t\e project 
carried out by the team /' eaders. During the evaluation, there were 17 assistants 
working with the teams. Their work consists of community mobilization for the 
CS interventions, weighing and measuring of children, data collection, 
participation in the health education sessions, making flagstones (latrine covers) 
and other health education materials. A training unit has given six formal 



training sessions on project interventions, but there are continuous in-service 
training sessions and daily supenision (Annex 7.1). 

Health Cbnm&e: The health committee consists of village members such as the 
village secretary, health worker, religious representative, mal water representa- 
tive, teacher, agricultural extentionist, members of OMM and OJM and 
community facilitators. Each health technician will be developing at least one 
health committee by thfe end of the project life. Each committee ideally serves 
400 to 500 families. The training of a committee includes sessions on its 
philosophy, responsibilities, the development of relationships with other 
structures located in &c area, capacity to identify needs, ability to prioritize and 
solve community health problems, willingness to discover and implement 
solutions for these problems and $0 select facilitators to serve the areas. There 
are currently five health committees with 38 members functioning in the target 
area 

Comb F a n  (CF): Community facilitators are the core of the 
program. They are non-salaried volunteers with the primary objective of 
promoting good health habits and the well-being of their communities. Their 
task is to conduct home visits, educating the family members or the comrnunity- 
-at-large. 

The CF are selected by criteria developed by the health committee in each 
bairro. Training is provided by the technical staff and assistants in conjunction 
with the training u ~ t .  Sessions consist of training on the CSP interventions and 
other health themes that the health committee identifies as a priority for the 
community. 

Seventy-seven community facilitators have been trained and are currently under 
supervision. They visit an average of 2,125 families each month (25% of the 
target families). There is an average of one facilitator for every 20-28 families. 
By July 1992, 5,065 mothers were trained in nutrition and oral rehydration 
treatment by the community facilitators (Annex 7.4). The project has a plan of 
training 130 community facilitators by September 1993. 

pefiesher Training 

Needs Assessment: CSP nursing staff receive in-service training approximately 
every two weeks. Sessions are given by the Zambezia HO, HIS officer, 
therapeutic feeding center consultant, and hainiag su Nisor. During most in- P" selvices, staff are pre-tested on their technical know edge of the subject to be 
taught that day or on material to be presented in the future. Based on their 
scores, the need for training in a particular area is assessed. In some areas 
(such as AIDS and Vitamin A), staff demonstrated very little knowled~et and 
these topics were covered in formal seminars. 

Community Health Workers (CHWs) assist nursing staff during bi-monthly 
vaccination/grcnvth-monitoring rounds by weighing 0-3 year old$ measuring their 
heights, plotting growth curves, and giving one-on-one teachinglcounselmg to 
mothers about vaccinations received and the growth cuives measured on their 
children. Field supervision/evaluation of the CHWs is a type of "needs 
assessment" which has led to several CHW refresher courses in the above areas. 



Appropriateness of Materials: These were evaluated as very appropriate. 
Standardized materials have been developed for all levels of trainin& hom 
nurses to CHWs to CFs. Pre-testing, visual aids, group discussion/participation, 
inductive questioning, and post-testing are d l  used in teaching sessions. 

5 5  Assessment of Supplies and Materials f ~ r  bd Staff 

The training unit has developed and adapted cufn'cula for the health workers. 
Educational materials are provided for each worker. The majority of these are in 
pictorial form. Visual aids, puppets and games are available for workers. 

The above materials are wio. .y used in community preventive health care presenta- 
tions, home visits and cornmwty meetings. They are locally developed and culturally 
sensitive, and thus they are acceptable to the community. The widespread use of 
pictorial materials accommodates those participants who are illiterate. 

5.6 Assessment of Quality 

Mozambican technicians (nurses) are employed in the project as monitors, trainers, 
and community mobilizers. The hip-quality program of in-service training and 
supervision focuses on improving and rncreasing the skill and knowledge level of I d  
technical staff. 

Support and counsel is offered to mothers in an appropriate manner. For many 
mothers, the CSP activities are their only contact with the outside world, and they are 
encouraged to voice their opinions and concerns. The health education sessions are 
designed to entertain as well as inform and are an encouragement to members of the 
community. 

5.7 Assessment of Supervision and Monitoring 

2)pc of Supenision: Supervision is primarily field based. Monthly visits are made by 
the HO and HIS officer to evaluate technical aspects of the work, as well as accuracy 
of filling out forms. Visits by the assistant training supervisor to evaluate training 
sessions occur every two to four weeks, a d  an "evaluation form" is filled out on 
training sessions during visits. Additional supervision is carried out by a review of 
weekly and monthly statistics to evaluate the number of vaccinations, children 
weighed, etc. 

Ade~uacy of Supervision: Supervision is adequate in the area of trainin . HIS 
supervision was adequate as far as the CHWs filling out foms in the d eld was 
concerned; however, it was found that the nurses were unable to accurately fill out 
summary statistics foms. Based on this, a full-time statistician was hired to review 
and fill out summary forms for monthly reports and other statistics needs. This was 
done prior to the M ' E .  At the time of the Mil232 no errors were found in the filling 
out of any of the foms. Technical supervision was sub-optimal, mostly because of 
understaffing which required the HIS officer to carry out the additional function of 
HO. To recb'fy this, the Zambezia HO has been making regular visits to Tete to 
improve field supervision. This was started prior to the MTE and will continue until 
the full-time Tete HO is in place. 



He& W o r k  Vhvp&:  HIS supervision has been primarify counselingl~pervision. 
Community trainin8 supervision is more of a performance evsluatiun in the field, with 
counselinglsupenrismn taking place afternards in the office. The technicd supervision 
of the Zambezia HO is regarded by health workers as on-the-job education. 

SupezvisionlMonitoring Neecbs for the RemOitzder Mthe w e d :  Primary needs are for 
(1) a full-time health officer to provide more regular technical supervision-one has 
been recruited and is currently finishing her language trainin8 before corning to Tete; 
(2) the development of a nabonal health supervisor from wthin the team-this has 
already been done in Zambezia with great success (candidates for health supervisor 
are currently being screened); (3) the HHS office is currently working on a scheme to 
provide regular statistical feedback to nursing staff to promote a self-evaluation of 
monthly accomplishments. 

5.8 Assessment of Use of Central Funding 

The project Slas received administrative and technical support irom WVRD 
headquarters in California Since the project started, the following have visited the 
project to provide external support to WV Mozambique: 

Project propod and writing of the Detailed Implementation Plan 
(DIP) received technical assistance irom WVRD. Drs. Milton 
Amayun and Virginia Canlas visited Tete and assisted in writing the 
aforementioned documents. 

In addition to the above personal visits, the following tasks have been the responsibili- 
ty of WVRD headquarters in California: 

Preparation and submission of quarterly narrative reports to USAID 
Washington. 

Preparation and submission of contracts, financial reports, and pipeline analyses. 

Regular mailings of current public journal articles and reviews on child flwival 
issues to assist the project's technical quality. 

0 Provision of materials on Vitamin A m e y s  which were used in the CSP 
Vitamin A Conference in November 1991. 

Clarification of financial, legal, and technical issues related to project 
implementation. 

A total of $56,350 (10% of A.I.D. funding) was budgeted as headquarters costs for 
the above critical functions for three years. This amount has enabled the level of 
headquarters administrative and technical backstopping of the oroject to be 
maintained. 

The allocation of A.I.D. funds to 'WVRD headquarters enabled WVRD to send more 
of what it raises privately to the project. 



5.9 Assessment of PVO Use of Technical Support 

The baseline KAP survey (January-February 1991) received technical inputs 
from Dr. Dennis Holdenried from Johns Hopkins University. Dr. Holdenried 
visited the project and trained project staff in K,W survey implementation1 
analysis. 

The AIDS conference received technical input from Dr. Samuel Ani, a Nigerian 
physician who works at the Quelimane Provincial Hospital. 

WHO materials, MAP material and literature fiom an Africa-wide AIDS 
conference conducted by TALC in Zimbabwe were also utilized. 

Alberta Sitoi, Liaison Officer, went to Harare, Zimbabwe, for six weeks of 
language training (English) between January-March 1992. 

Jaime Jose Bitone, health administrator, attended a .week-leng management 
conference sponsored by MAP, Nairobi, Kenya, in Ap~ril 1992. 

59.3 In-Counfry M i n g  Coderems (also see Section II A) 

Francisco Milice, CSP environmental sanitation technician, attended a 
nation-wide water and sanitation conference in Maputs June 10-14, 1992. 

Jana Webb, CSPT HealtNHIS Officer, and Maria Jose, CSP maternalchild 
health (MCH) nurse, attended two province-wide conferences on vaccination 
and growth monitoring in July 1992. 

Jana Webb, CSPT HealtNHlS Officer, and Jaime Jose, CSPT Health Adminis- 
trator, attended a two-week statistics conference for the province of Tete in 
June 1992. 

59.4 Needs and ConrtrYlints 

Needs over the next six months: 

1. Technical support is needed to set up a computerized database for the 
vast quantities of statistical data being gathered on the CSP populations 
each day. 

2. If income generation is to be included during the life of this project, some 
teci~$cal assistance will be necessary. 

3. Ongoing technical literature updates will continue to prove useful, as they 
have in the past. 

4. It is possible that some technical support or at least written guidelines will 
be needed for the upcoming KAP survey. 



1. The constraint to technical support for setting up a computerized database 
has been (1) lack of budget; (2) inability to locate incountry (hence, low 
budget) assistance. USAID has suggested that a proposal be written to 
fund a consultant to computerize the data If time allows, one will be 
written. 

2. Income-generation technical assistance will be limited by the fact that Tete 
CSP has no staff to receive the training or implement the project. One 
Australian nurse has recently been recruited who may qualify to receive 
the training necessary to begin implementation of this project. She is 
currently completing language training in Portugal. 

5.10 Assessment of Counterpart Relationships 

Relations, Communications, and Coordination 

On the national level the project communicates with the International Coopera- 
tion Department of the MOH in Maputo. However, there is not a technical 
section within the MOH that corresponds to the provincial and district levels 
through which the project can coordinate its activities. On the provincial and 
district level the staff relates to the MOH in respect to the pl-g and imple- 
menting activities, monthly reporting on the interventions, community mobiliza- 
tion and participation in staff training and development seminars. The project 
also supports the local MOH in emergencies, with materials, transport, and 
rehabilitation of structures as requested. Representatives of the following sectors 
maintain regular contact with the personnel of the project: 

Provincial Director of Health 
Provincial Medical Chief 
Provincial Director of Community Health 
Provincial Director of Nutrition 
Provincial Center for Statistics and Epidemiology - Director of Health, 
City of Tete 
Coordinator of EPI, Ci of Tete 
Head nurses of the h ,?if th centers, City of Tete 
District Director of Health, Changara 
District Coordinator of EPI, Changara 
District Coordinator of MCH, Changara 
District Coordinator of Curative Medicine 

Beyond having good reIations with the MOIP, their actual knowledge of the 
project is poor. One argument for this lack of knowledge might be the lack of 
time to learn about the project and a general ignorance on the part of the 
government about projects implemented by international organizations. During 
the negotiations of the project in the district, the administration must not have 
clearly understood its role in the roject. There is a lack of knowledge between 'fin the project and the MOH regar g how they should achieve this work 



Sarpport(Rehabi1itation 

The following materials were contniuted by W to the Ministry of Health in 
Tete: 

All needles and syringes for vacciaations in CSP target villages of 
Changam as well as other parts of the district. 

Vaccination cards of 0-3 year olds and women of childbearing age for the 
MOH for CSP target village of the Changara distinct. 

Transportation for MOH nurse to vaccinate in CSP target villages. 

Fuel for MOH vehicles during fuel shortages in Tete City. 

Renovation of Changara Health Center. 

Transport for the MOH during the cholera epidemic (August 1992) 

Per diem for MOH staff participating in joint WV/MOH surveys. 

Agua Rural (Ministry of WatertSanitation) has been a partner in the water/ 
sanitation work of the Child SUrYiVal project. Latrine construction in CSP 
target villages has been divided between Agua Rural and the CSP water1 
sanitation technician. There is no exchange of money at this level, though 
transport to villages has occasionally been provided. There; has been an 
exchange of ideas regarding latrine modeldmaterials which took place during a 
national watertsanitation conference; based on this conference, Agua Rural is 
now expanding its guidelines for latrine construction to include a greater variety 
of acceptable materials and models. Because the water/sanitation work supplies 
essentially no materials or paid labor, Agua Rural should be able to absorb the 
CSP activities of waterlsanitation once their infrastructure improves. 

DPCCN (Department of Calamities) distributes food to many of the CSP target 
villages. Though no exchange of money has occurred between the DPCCN and 
CSP, many exchanges of ideas have. The outcome of these exchanges has been 
(1) the DPCCN provides a one-month ration of food to families of severely 
malnourished children who graduate from the therapeutic feeding centers 
bcing referred by CSP staff during growth-momtoring rounds); and 
tentative plan for the CSP to assist with targeted distniutions of food by 
identifying families with underweight or severely malnourished children for the 
DPCCN. As the work of the DPCCN receives no materiaVfinancia1 support 
fiom the CSP, its operations can continue once the CSP leaves as long as the 
MOH nurses are able to continue running therapeutic feeding centers and 
submitting lists of underweight/maInourished children each month. 

5.1 1 Assessment of R e f m l  Relationships 

The main referral relationship exists Gth the MOH health posts. CSP target villages 
located within two kilometers of a health post are referred to the post for vaccination. 
Children identified during growth-monito~ghritccination rounds as needing curative 
health care are also referred to health posts. All CSP therapeutic feeding centers are 



run in proximity to a health post, and it is the MOH health p t  that provides clinical 
consultations and, occasionally, medicine to severely malnourished children. 

These referral relationships are ongoing, as they take place during each day of the 
CSP and therapeutic feeding activities. The referral system is reinforced through CSP 
community teaching sessions that precede bi-monthly rounds to villages; the teachings 
reinforce visits to health posts for vaccinations and diarrhea/malaria problems. 
Communication between the CSP and referral sites is essentially adequate, although 
there are some areas of disagreement (e.g., WV supplies mediclines for medical 
treatment of severely malnourished children; the MOH health posts prefer to control 
the medicines, but experience has shown that medicines disappear at an extremely 
rapid rate when turned over to the health posts, leaving few or none to treat the 
severely malnourished children; the current compromise is that the health post official 
supplies the diagnosis, and W V  supplies the medicines directly to the patient). 
Occasionally there are irregularities of health post staffing (e.g., no staff at all on 
some days) which may also lead to difficulties. There is no exchange of money 
between the CSP and the MOW, however, the CSP supplies transport, needles, 
syringes, cotton, and some vaccination/growth-monitoring cards for MCM work in CSP 
target villages. It is likely that with a bit more restructuring and accountability for 
materials, the MOH will be able to absorb these aspects of the CSP contribution. 

5.12 Assessment of PVO/NGO Networking 

MSF: The CSP has worked together with MSF Belgium to evaluate the advantag- 
&disadvantages of the inpatient milk/oil/sugar mixture versus the outpatient peanut 
porridge mixture for severely malnourished children. MSF has also assisted the CSP 
with staff medicines, and the two organizations worked together to help the MOH 
combat a cholera epidemic this year. 

DANlDA is running an orphanage in collaboration with the government of Mozam- 
bique. The CSP assisted the orphanage by supplying formula to orphan infants less 
than six months of age over a period of four months. The HIS officer assisted 
DANIDA with a proposal for one year's funding which WV Australia accepted. 

The Luthem World Federrrtion donated clothes to the therapeutic feeding centers of 
WV Tete. 

The CSP and WVCommOdities assist the local Catlidic NGO Caretas with biscuits and 
dried milk for street children. 

Networking at a national level has been done with Save the Children and UNICEF. 
WV ws able to keep UNICEF accurately informed as to the stock of UNICEF 
vaccines distniuted in the provinces of Tete and Zambezia 

Perhaps the only lesson learned through networking was at a National &mention for 
NGOIAIOH financial 8ccountability; there both UNICEF and Save the Children cited 
numerous examples of donations given directly to the MOH with very little 
documentation of how the money was spent, thus indicating that the MOH financial 
system is not yet adequately developed to directly receive large amounts of donated 
money. 



5.13 Assessment of Budget Management 

Financial monitoring has been carried out at the project level, field office level, and 
WVRD. The project has res~mibly managed the budget, particularly in light of the 
restraints and disruptions whch it has faced. Any overspending in programming has 
been more than met by World Vision contributions. 

The project has enough remaining funds to carry out the thirdyear objectives. AID. 
f m b g  for year three is $209,027. World Vision will contn'bute an additional 
$54,008. 

The predetermined goals in the initial project design were extremely ambitious if one 
considers the unpredictable logistics, precarious &ty, lack of motivation and 
constant migration of this population. However, thc project staff are conscientious, 
dedicated, motivated and deslrous of achieving maximum results. A revision of the 
project goals to reflect the real situation in these communities should be carried out 
by the entire health staff. 

Basically, the project as it stands is not very sustainable. Sustainability requires at the 
very least a functioning MOH infrastructure so that staffing, vaccination/patient 
records, health post mamtenance and organization of its resources can be attained. 
None of this is the case. 

Some aspects of the project could be considered sustainable: 

Vrllage Healrh C ~ ~ J & & S  formed by the CSP nurses in coordination with the training 
supervisors are nonpaid groups of village leaders who have been taught to work 
together to identify village health problems, identify specific actions that can be taken 
to combat them, and implement actions decided upon. Several villages have 
experienced the benefit of health committees, and it is quite likely that these 
committees will continue once W V  leaves. 

Volunteer commwtify f-om have grasped the basic health concepts taught to them 
and have established a schedule of regular home visits to teach mothers one-on-one 
about practices and make sure that mothers carry them out. They have achieved a 
status in their community that could continue to motivate them if the MOH would 
continue to work with them. 

112.aining Technical, managerial and training of trainers sessions with ongoing 
supervision has influenced the five CSP nurses and 25 community health workers. 
The nurses could easily assume !cade_tc&n!na~n~mcr?t mlcs wit& th MOIL T!z 
MOH is also currently stu g the CHW curriculum designed by the CSP staff to %" see at what level they cod be integrated into the MOH. 

Currently, incentives being used are (1) increased authority to those placed in 
supervision (e.g., health supenrisors are given signing authority for small amounts of 
money); (2) English lessons or an out-ofcountry conference to those supervisors who 
have performed well; (3 various token items have been given to CFs during their b seminars; e.g., a group p oto was taken and distriiuted, capulanas (local skirts) with 
health messages were distri'buted; (4) meals are provided during seminars; and 



(5) ongoing training and status within the community serves as an incentive at every 
level of worker. 

Interviews during ths MTE showed clearly that the community valued the regularity 
and consistency of CSP inputs to their villages. Unfortunately, lack of food and 
curative health w e  services were points raked by the community that prevented full 
participation with CSP health teachings and other activities. 

The MOH participates with the project daily ar,d sees the project as effective; 
hcwever, it is by no means able to absorb it or take over operations without ongoing 
assistanw with recurrent costs and improved infrastructure. For the mobile 
vaccination/growth-monitoring teamwork to be absorbed, the MOH needs to increase 
the number of local health posts as well as saaffing and supplies to the posts. 

A summary of recurrent costs is as follows: 

Expatriate salaries: S45,0001year. (These would no longer be recurrent if the 
MOH assumes complete managezmt, although so far the MOH is not 
interested in managing a CSP without salary supplementation or other 
incentives.) 

National staff salaries: $67,OOO&ear 
Vehicle maintenance: $10,0001year 
Vaccination/growth-monitoring supplies: $8,C!!?3/year 
Ongoing trainingkeminars: $8,000/year 

The community, -with a per capita income of well under $Sobear, is unable to recover 
any part of these costs at present. Their primary contributioc is the volunteer labor 
of CFs and health committees. The government cannot pay its own under- 
staffedJover-worked employees a reasonable salary and is also not prepared to absorb 
recurrent costs. Recurrent cost reduction of vaccination/&rowth monitoring to these 
remote villages can only be considered when the country's civil war ends, when health 
posts can be constructed and maintained without regular burning and looting from 
bandits; when vaccine refigerators can be put in place without having their batteries 
or kerosene stolen from them; when secunty allows nurses to stay in remote health 
posts for more than five hours a day, and when health staff make enough money to 
feel motivated to come to work daily and not demand unreasonable payments from 
the community. In short, Mozambique is not yet in any condition to sustain an 
effective preventative health program. While m c  aspects of the program can be 
sustained (see Number 6 above), the vast majority of the work rsquires ongoing input 
from e@ernd L ~ i ~ w e ~  - 

The cost per beneficiaxy has been high so far: about $10-l51target beneficiary/year 
(about $4-Marget and nontarget combinecl&ear . Much of this is due to transport I costs (flights to Changara and purchase of vehic es, both of which are necessary due 
to poor securi of remote villages). Transport costs alone for N 9 2  were about B $3/target bene ciary. 

The possibility of income generation was investigated during the evaluations. While 
most communities were too busy worrying about how to obtain their food each day, 



a few villages expressed great interest in income-generating activities. Two ideas 
under consideration are (1) collaborating with WV Agriculture to integrate their 
vegetable marketing program with CSP health committees; (2) supplying mosquito net 
material to older women of the village who could sew mosquito nets and sell them 
in the village. 

Le.ssop0 I: The Provincial and District MOH staff are unprepared to monitor 
international health projects in Tete or Zambezia 

k m n :  A trainin8 session about the types of projects that international 
organizations implement m Mozambique would facilitate the existing (agency- 
government) relations and create efficient participation of the personnel and decision- 
making to achieve the goal of the project. 

Lesson 2: An international organization with projects that provide direct setvice to the 
population are not sustainable because the available resources of the organization are 
never consisrently available within the country of implementation. 

Reao-n: The funder, implementer and beneficiaries of the project should 
jointly discuss the objectives and the sustainability of the project in the target area 
before the project is designed, the goals defined and the activities initiated. 

Lesson 3: Regardless of predetermined goals, child survival programs save many lives. 
Future projects must be lanned with the particular circumstances of the country in ! mind and with the contn utions from the MOH and the beneficiaries themselves. 

Rea-n: All target populations that participate in a child survival project 
should include an income-generating component administered by the population. If 
this component is not included, the quality of life of the beneficiaries could well be 
worse in the future and the benefits of the project undetectable. 

Lesson 4: The CSP of WV can be a training center to teachltrain Mozambicans how 
to implement and maintain primary health care activities during a war, with multiple 
logistic complications and with an unmotivated target population. 

Rm-fjon: The next child survival project that gives institutional support should 
use this project as a training center. 

The recommendations generated during this evaluation for each component are as 
follows: 

1. The local MOH should participate more in the coordination and implementa- 
tion of the project, so that they will not miss opportunities to learn and update 
themselves in the laboratory setting that the project offers. 

2. An annual implementation plan of all activities within the district, including 
strategies and needs for their implementation, should be discussed with the 
coordinator of the project so that budget allocations and technical assistance can 
be supplied in the following fiscal year. 



3. The coordinator of the project should continue to maintain formal and informal 
contact with the government officials at the provincial and district levels. If this 
is done, many administrative and budget issues can be resolved in advance. 

4. The training unit of the project must plan to transfer to the MOH in Tete. 
Perhaps a separate intensive training center (Centro de Reciclagem-Center of 
Recyclinflraining) like that in Zambezia should be initiated in Tete. With the 
project's support, the current coordinators of the training unit, a Mozambican 
and an expatriate, should complete an internship in the Centro de Reciclage13 
de Zambezia Plans to develop the same institution in Tete should be 
considered, Such a center will be an intensive training unit integrating 
non-government organizations with the MOH. 

5. The care provided by the CSP has saved many lives. A plan to create 
opportunities to improve the quality of life of these same children in the future 
must be initiated immediately. A community development strategy should be 
developed during the second phase of the project for the target population. 
The objective of community/economic development is to divers@ the capacity 
of the community to generate income beyond what might be gleaned from their 
fields. 

6. The health information system is functioning, but it is still in the testing/revision 
phase. Two objectives to be included in the analysis of the efficiency of the 
HIS must be simplicity and the amount of time required of the worker to 
collect data in the field. This system should be adjusted as necessary to 
correspond with the MOH's and the donor's needs. 

7. The goals of the project defined by the Detailed Implementation Plan g I P )  
should be revised and adjusted to the real conditions m the target areas. me 
of the goals are not possible to reach due to uncontrollable variables like war, 
famine, drought, migration, and lack of motivation of the target population. 

9.1 Introduction 

The goal of the Tete Child Suxvival Project of World Vision Mozambique is to 
reduce child mortality and morbidity through the integration of select prim 
health a r e  intervenbons. These intervenbons include immunizations, gro 3 
monitoring, oral rehydration therapy (ORT), environmental sanitation, malaria 
t-nntr& nnrl trainins n_f rnmmw4ty w=rGpfc- 

The purpose of this coI)sultancy was to provide leadership and technical 
assistance in the implementation of the midterm eduation required by USAID 
for the Child Survival Project (CSP) of World Vision, Tete, Mozambique. 

The specific objectives of the evaluation were: 

1. To assess the progress of the project towards designated objectives. 



To review the technical quality of services delivered and the appropriate- 
ness of existing process and output indicators. 

To evaluate the effectiveness of the Health Information System in tracking 
progress. 

To identify strategies that enhawe the sustainability of child suIvival 
activities. Issues will include strengthening W-MOH relationships at 
national a d  local levels, networking and coordinating with other agencies 
and institutions, enhancing community participation and financing, and 
developing the technical and managed skills of sta& 

To brainstorm with project sta& partners, and others about project 
constraints. 

9.1.2 Evaluation W e g p  

The evaluation included representatives from all levels of the project, 
including the World Vision project staf€, MOH st* from the central, 
provincial and district levels, community workers, beneficiaries within the 
community, and consultants. 

Planning of the evaluation was initiated and directed by the WVM Health 
and Nutrition Manager in coordination with the external consultant. A 
sequence of meetings and interviews with defined objectives were 
scheduled (Annex 1:. Each meeting resulted in the evaluation of 
designated project mterventions and their relationship to associated 
government and nongovernment sectors; they also provided recornmenda- 
tions that help to integrate project activities into the community, MOH, 
sister government structures and other WV projects. During t'& process 
each sector addressed their needs and concerns and recommended 
solutions to improve pla-$) coordination and utilization of existing 
resources. Preliminary strateges to reinforce sustainability of activities of 
these inputs and absorption of the project by the MOH were also 
discussed. 

Briefing sessions about project txtivities were defined at the initial meeting 
which included members of the MOH, USAID and WV senior manage- 
ment. Specific objectives of each partner were determined during these 
meetin$. Two MOH p e ~ n n e l  were assigned to 
evaluabon of the project at both sites-Tete and Zam Tpte zia. 

in the 

The quality of sewices provided was observed during the performance of 
interventions in the field A review of the components and implementa- 
tion of these activities was conducted within group discussions which 
included people involved in different roles and levels of the project. 
Benefits, challenges, areas in need of improvement, possibibties to 
reproduce and expand activities, capacity of the government to absorb and 
sustain the interventions and the level of participation and cooperation of 



involved parties represent several issues that were analyzed during these 
d.imssion sessions. 

A schedule/agenda for meetings was defined to focus the discussions at 
each level of the project (i.e., st* management, MOH, etc.). The idea 
was to orient these discussions as to what needed to be known about the 
project and its implementation and progress toward benchmarks. Of 
course, the knowledge acquired during these meetings was not limited to 
pre-selected questions and topics. On the contrary, more was gathered by 
free association about experiences and practices. A sequence of meetings 
and a chronology of ractrvities to be observed were planned in advance 
(Annex 1). The major sequence of events were: 

a. Visits to project areas where actmtizs were being conducted. 

b. Observations by the evaluators on the implementation of specific 
activities for the target population. 

c. Discussion about the project activities wit\ the community beneficia- 
ries. 

d. Discussions with implementors and observers about the quality, 
efficiency and appropriateness of the project. 

e. Revision of project documentslbenchmarks. 

The following project components, implemented during the period 
10i90-7/92, were reviewed to determine which actions can be improved, 
expanded or sustained by the BDS and DPS. 

a Health Education and Human Resources Development-Training. 

b. Health Information System (HlS). 

c. Interventions: MCH, EPI, CDD, Nutrition, Malaria, Environmental 
Sanitation 

The following people participaied in all scheduled meetings except the 
initial meeting with the WV HealthINutrition manager, USAID, the MOH 
and the consultant. Members of other sectors of government, NGOs or 

p r $ p t ~  plcn narti~inat~d cnmc rnm-&nm! &Ir\r fhh *k+ krhn 
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the course of the &&don ( h e x  1). 

Team L&w&?r= 
Thelma Ileifert, M.D., M.P.H., Consultant 

Participm& fiom World Vision MOzQntbigue= 
Theresa Andrews, M.D., National Manager of HealthfNutrition Projects 
Jana L Webb, M.P.H., Health Office/HIS Officer 
Vivien Wilson, RN., Training Coordinator 



Hector Jalipa, M.D., M.P.H., Regional Director of Health Projects, W W  
Milton Amayun, M.D., M.P.H.., Director, International Health Programs, 
WVRD 
Alberto Sitoe, ILN, National Assistaut Director of Health Projects 

Participants fhm the MOH Mozambipe 
Romao Moadlhane, National Director of Community Health 
Joao Tembe, TMP/SM, MPH, E idemiology Department 
Sabadao Ntompe, RN, F'rovmaaf~irector of Community Health 
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Reuniao de AVALIACAO 14s PROJECTOS DE SOBREVIVENCIA 

LNFANTIL NAS PROVINCIAS DE TETE E ZAMBEZIA 

LISTA IOS PARTICIPANTES 

y',:'. ' - 
1 -SEXA SENHOR VICE MINISTRO DA SAUBB '. qcciku 

C d  

3 -IIEHCULANO DATA -DIRECTOH N DE RECURSOS HUMANOS 

3 - LUCAS CHOMERA JEREMIAS -DIRECTOR N DE SAUDE ADJUNTO 
4 -JORGE F M TOM0 DIRECTOR NACIONAL ADJUNTO DA - 

COOP INTERNACIONAL 

a- DR ROMAO MONDLHANE CHEFE DO DEP DE S M I 
6 -JULIO LANGA CHEFE DO DEP Dl3 FORMACAO - - - 
7 -BONIFACIO C D COSSA CHEFE DO DEP DE COOP - 

@-JOAO -TEMBE DA SECCAO . -- DE EP-IJKM~LI~I.A. . . . --. - 
B -LIRA TERESA AMDREWS RESPONSAVEL DO PROGRAMA DE SAlJIjE 

10-DR. HECTOR JALIPA RESPONSAVEL REGIONAL SAUDE WV 

11-DRA THELMA LIEFERT - AVALIADORA (CONSULTORA) 

12-ALBERT0 SITOE -ASSISTENTE DO DIRECTOR DA ,SAUDE W. V. 
A 

13-WEATHER WAYE -HEALTH OFFICER - 



AVALIACAO DO PROJETO DE SAUDE DE VISA0 WUNDIAL (VH), HOCAWBIQUE 

SOBREVIVENCIA DA CRIANCA 

TETE E  ZAHBEZIA 

AGOSTO 19 - SETEHBRO 12, 1992 

I. OBJETIVO PRINCIPAL: 

A v a l i c a o  do p r o g r e s s 0  das a t i v i d a d e s  do  p r o j e t o  de s o b r e v i v e n c i a  
da c r i a n c a  imp lemen tados  n a s  p r o v i n c i a s  de T e t e  e  Zambezia 
d u r a n t e  o  p e r i o d 0  de O u t u b e r  1990 a t e  J u l h o  1992. 

11. OBJECTIVOS ESPECIFICOS: 

Com as  e s t r u t u r a s  do MISAU C e n t r a l ,  P r o v i n c i a l  e  
D i s t r i t a l ,  e  o s  t r a b a l h a d o r e s  do p r o j e t o  de VM, d e f i n i r  
a  e s t r a t e g i a  da a v a l i a c a o  nos  l o c a i s  onde a t i v i d a d e s  do 
p r o j e c t o  f o r a m  implementadas.  

R e v i s a o  da q u a l i d a d e  t e c n i c a  de s e r v i c o s  p r e s t a d o s  

R e v i s a o  se o  p r o c e s s o  de imple inentacao e  adequado p a r a  
a s  n e c e s s i d a d e s  e  c o n d i c o e s  l o c a l s .  

R e v i s a o  dos " i n p u t s J o u t p u t s "  das  a t i v i d a d e s ,  

R e v i s a o  das  r e l a c o e s  e n t r e  VM-MISAU-Comunidade. 

R e v i s a o  da coordenacao do p r o j e c t o  corn o u t r a s  
e s t r u t u r a s  n a c i o n a i s  e  i n t e r n a c i o n a i s  t r a b a l h a n d o  n a s  
a r e a s  do p r o j e c t o .  

R e v i s a o  do p r o c e s s 0  administrative do ' p r o j e c t o  . 
I d e n t i f i c a c a o  de s t r a t e g l a s  quo possam m e l h o r a r  o 
p o t e n c i a l  de s u s t e n t a b i l i d a d e  do p r o j e t o  p e l 0  M I S A U .  

PRODUTO FINAL; 

D o i s  r e l a t o r i o s  c o n c l u s i v o s  e  corn recomendacoes,  r e s p e c t i v a m e n t e  
p a r a  cada p r o j e t o  T e t e  e  Zambezia. 



ESTRATEGIA DA AVALIACAOt 

A a v a l i a c a o  s e r a  r e l i z a d a  a t r a v e s  der  

1. V i s i t a s  a s  a r e a s  do p r o j e t o s  onde a t i v i d a d e s  sao 
r e a l  i z a d a s .  

2 .  Observacao p e l o s  p a r t i c i p a n t e s  da a v a l i a c a o ,  de 
imp lemen tacao  de a t i v i d a d e s  e s p e c i f i c a s  na  p o p u l a c a o  
a1 vo. 

3.  D i s c u s s a o  s o b r e  as a t i v i d a d e s  do p r o j e c t o  c o n  a  
comunidade b e n e f i c i a r i a .  

4 .  D i s c u s s a o  c o n  i m p l e m e n t a d o r e s  e o b s e r v a d o r e s  do 
p r o j e c t o  s o b r e  sua e f f i c i e n c i a  s adequacao. 

5. R e v i s a o  ds  documentos i n f o r m a t i v o s  do p r o j e t o .  

ATIVIDADES DO PROJETO A SEREN REVISADAS; 

1. T r e i n a m e n t o s / D e s e n v o l v i m c n t o  de Recursos  Humanos 
2 .  Sis tema de I n f o r m a c a o  
3 ,  I n t e r v e n c o e s  de S M I ,  PAV, CDD, N u t r i c a o ,  M a l a r i a .  , 

CRONOGRAHA DE TRABALHO: 

A agenda que se segue e  a i n d a  uma t e n t a t i v a .  E s t s  p l a n o  sera.  
c o n f i r m a d o  d u r a n t e  as r e u n i o e s  corn a s  e s t r u t u r a s  P r o v i n c i a i s  e 
D i s t r i t a i s  das a r e a s  do p r o j e t o .  

cc :  D r .  Ronao Modlhane 
Joao Pembe 
Lucas  Chonera  J e r e m i a s  
Dra.  Theresa  Andrews 
Sro.  A b e r t o  S i t o e  
Dra .  Thelma L e i f e r t  



C A L E N D ~ I O  ESPECIFICO 
AVALIACAO DE HDIO-TERMO 

PHOJECTOS UE SOBREVIVENCIA INFANTIL DA VISA0 HUNUIAL 
TETE, ZAMBEZLA - PROVINCIAS DS HOCAMBIQUE . 

Tete: 
19 " 

21 Agosto: 
22 Agnsto: 
23 ngosto:  
24 Agoyto: 
25 &.osto: 

29 Agosto: 

2 Selemhro: 

Rela tor io  :' 
3-9 Setembro: 

Infnrme subre 
10 Setembro: 

11 Setembro: 

12 Secen~bro: 

Rcunioes - Vice-Hinis t ro  a NfSAU no n i v e l  nac iona l  
Nesmos Reuniocs 

Viwera para ~ e t e  (se o tempo dar, a v a l i a r  os e s t a t l s t i c a s / d a d o e  
em Tete: 

I .;.. . . , I 

Hanhil: Reuniocs corn as c s c r u t u r a s  yrovinciais : ' 
~ T a r d e :  Avaliacclo do prosrama de tlgua/sat~aamcnto ( N i l i c e )  

AyallscHo das i n t e r v e n . ~ o e s  de  FSI/Centro d a  SaQde e m  Boroma 
Reuniocs.com o equip@ de PSI (Tc te )  , 
L)orni~~&o - 
A w l i s e  r~ avsl iac i lu  d t s  e s t a t t s t i c i a s / d a d o s ,  
Changara - r e u n i o e s  cam a s  e s t r u t u r a s :  ndmilnistrador 
(Nascitnento) D i r e c t o r  D i s t r l t a l  de SaOde (America) e ~ h e f e .  
Dist r i t a l  do PAV (Tiago) ; aval ia~iho d s s  intervenr;oes dc PSI - 
Ricardo I 

Chs~igsua - nva l i ac80  de programa de f a c i l i t a ~ l o ;  r re lnamento 
410 Dairzo 1 (MolGria) e d i s t r i b u i ~ i i o  das r e d e s  mosqul teras .  . 

A tardc: viagcln p a r a  Quellmane. . - 
* 

t i c i h r i  - avaliaqiio das i n t e r v c n ~ o e s  (Catala, Diogo, 
Fa l izardn 
Manha: Avaliac3p do prugrama de S,HI ( J a c i n t a  c 

Cl.icice) 
r e :  Lieunioes cum as e s t r u t u r a s :  Domlngos Diogo. husce. 
Nirandn, Sandrc. Cornissilo de EmergE~~cir  a o Adminis t rador  de 
Nicondala. 
Mucclo Novo: proxrama de ensinamento dos  f a c i l i t a d o r e s  a o b r e  
meiodologia d e  t re inamento.  
hrnj ngo 
tianha: A v ~ ~ ~ P c ~ o  do programa de Btua7sane.mento (~afsel) 
Tarde.: Reuniucs com o equipe de PSI (Zamb) 
I.icuar'i/Hinhrrcua - facilitagao (visitas das 
casas). cornit4 tie SaQde e casas com redes mosquiteiras. 

Feituva dos relat t l r ios de tuvalia~80 (Terc e Zambezia) 

avaliaciru 
Infome sobre a v a l i s ~ I o  no nlvel prpv inc l a l  (Zarnb) 
b6i:\6=s 2 L1sc-e 

Viagem para Tete e infome sobre avaliagao no nivel provincial 
(Tcle)  Amurane, Sbbado e 8 Comitd dt  Emergencla 
Viasvm para Maputo c informe sabre  avaliafiio no 
n l v c l  nacional (Dr lgrejas Campo - Vice-Hinistro,  Directors  
tiacional e o u i r s s  pessoss escolhidas para avalia~so. 1 



3.1; ' \ 
#I :. 

EVALUATION DO PROJETO DE VISA0 HUNDIAL (VW),  HOZAWBIQUE 
SOBREVIVENCIA DA CWIANCA 

TETE E ZAHBEZIA 
# 

AGOSTO 17-SETEHBRO 12, 1992 

E s t r a t e g i a  da A v a l i a c a o  

I. ENCONTROS corn as  o r g a n i z a c o e s  e n v o l v i d a s  corn o  p r o j e t o ,  p a r a  
d e c i d i r  o  que qusrem como r e s u l t a d o  da a v a l i a c a o .  

1. V i s a o  M u n d i n l  
2. USAID 
3. MISAU, Maputo 

11. ENCONTROS corn o s  t r a b a l h a d o r e s  do  p r o j e t o ,  r e p r e s e n t a n t e s  
das D i r e c o e s  P r o v i n c i a s  e D i s t r i t a i s ,  das  a r e a s  do p r o j e t o  
p a r a  d e f i n i r  a  e s t r a t e g i a  e  p l a n o  de v i s i t a s  ,.da a v # a l i a c a o .  

1. E x p l a n a c a o  do o b j e c t i v o  do e n c o n t r o  
2. A p r e s e n t a c a o  dos p a r t i c i p a n t e s  (nome, loca.1 d e  

t r a b a l h o ,  r o l a c a o  corn o  p r o j e t o ,  e x p e c t a t i v a s  p a r a  e s t e  
e n c o n t r o )  

3. E x p l a n a c a o  s o b r c  a  A v a l i a c a o r  - o b j e t i v o s  - m e t h o d o l o g i a  - p r o d u t o  ( c o n c l u s o e s ,  recomendecoes) - D o c u r e n t o  
4. R e v i s a o  C r o n o l o g i c a  da imp lemen tacao  do p r o j e t o  
5. D e f i n i c a o  dabs: - I n t e r v e n c a t e s  a  serem a v a l i a d a s  

- L o c a l ,  d a t a  e h o r a r i o  de e n c o n t r o s  p a r a  a v a l i a c a o  
- E q u i p a s  a v a l i a d o r a s  n e s t e s  e n c o n t r o s - d i ' s t r i b u i c a o  do 
t r a b a l  h o  
- M e t o d o l o g i a  a  s e r  usada  eH cada e n c o n t r o  
- S u p o r t e  l a g i s t i c o  

.. 
111. IMPLEMENTACAO do p l a n o  de i n t e r v e n c a o -  e n c o n t r o s  c o n  

a s t t u i u r a s  s zoiiiunidada: do projete 

I V .  ENCONTRO F i n a l  p a r a  a n a l i s e ,  c o n c l u s o e s  e recomendacoes p a r a  
a  a v a l  i a c a o  

V.  RELATO i n f o r n a t i v o  s o b r e  o  r e s u l t a d o  d a  a v a l i a c a o  p a r a  a s  
o r g a n i z a c o e s  e n v o l v i d a s  corn o  p r o j e t o .  

1. V i s a o  M u n d i n l  
2 .  USAID 
3. MISAU, Maputo  



ENCONTRO I :  DIRECAO PROVINCIAL DE SAUDE 
I 

REVISAO DAS RELACOES D A  DPS C O M  0  PROJETO 

Quando e  como f o i  que o  DPS n e g o c i o u  corn a  VH o  p r o j e t o s  de 
S o b r e v i v e n c i a  da C r i a n c a ?  
Que t i p o  de p r o j e t o  e?  Emergenc ia ,  R e h a b i l i t a c a o  ou  
D e s e n v o l v i m e n t o ?  
Q u a i s  a s  p r i o r i d a j e s  do DPS que d e t e r a i n a r a a  as  i n t e r v e n c o e s  
d e s t e  p r o j e t o ' t  
Q u a i s  sao  a s  i n t e : , t e n c o e s  que o  p r o j e t o  r e a l i r a  eta 
coo rdenacao  corn o  DPS? 
Q u a i s  s a o  a s  i n t e r v e n c o e s  que o  p r o j e t o  r e a l i z a  s o z i n h o ?  
E x i s t e  urn p l a n o  de  coo rdenacao  de acoes n a  comunidade e n t r e  
o DPS e  o  p r o j e t o ?  
0  p r o j e t o  c o b r e  a s  acoes do DFS n a  a r e a  do p r o j e t o ?  
As a t u a i s  i n t e r v e n c o e s  do p r o j e t o  fazem p d r t e s  d a s  
p r i o r i d a d e s  do DPS? 
Que b e n e f i c i o s  t r a z  e:te p r o j e t o  n a  a r e a ?  
p a r a  o  s e r v i c o  p u b l i c 0  de saude? 
e  p a r a  a p o p u l a c a o ?  
Q u a i s  a s  d i f i c u l d a d e s  que e l e  causa?  
E s t e  p r o j e t o  pode s e r  a b s o r v i d o  p e l 0  DPS? 0 que e  n e c e s s a r i o  
p a r a  t a l ?  
Que e s t r a t e g i a ,  i n t e r v e n c o e s  ou  a p o i o  f a r i a  e s t e  p r o j e t o  
m e l h o r  do que e ?  



ENCONTRO 1 1 s  D I R E C A O  DISTRITAL DE SAUDE 

1. Q u a l  e  a  p o p u l a c a o  do D i s t r i t o ?  
2. Q u a l  e o  numero de p o p u l a c a o  que o  s o r v i c o  d i s t r l t a l . a t e n d e ?  
3. Q u a l  e  a  p o p u l a c a o  que o p r o j e t o  a t e n d e ?  

4.  Q u a l  e  o  numero de f u n c i o n a r i o s  do ODs des4gnado.s p a r a  acoes  . p r e v e n t i v a s  c o r n u n i t a r i a s  somente? 

5. Qual e  o  numero de f u n c i o n a r i o s  do p r o j e t o  d e s i g n a d o s  p a r a  - acao de p r e v e n c a o  c o n u n i t a r i a ?  

6. Que c r i t e r i o s  de e s c o l h a  de te ra i i na ram os p o q t o s  e  o s ' c e n t r o s  
de saude em que o  p r o j e t o  f u n c i o n a ?  

7. Q u a i s  a s  i n t e r v e n c o e s  de saude p r i m a r i a  do  p r o j e t o ?  
8 .  Q u a i s  d e s t a s  i n t e r v e n c o e s  sao f e i t a s  corn o  p e s s o a l  do DDS? 

9. Q u a i s  sao  a s  i n t e r v e n c o e s  que o  p e s s o a l  do p r o j e t o  f a z  
i ndependen temen te?  

10.  E x i s t e  um p l a n o  de t r a b a l h o  de campo coordenado? Tern c o p i a ?  
11. Que t i p o  de r e l a t o r i o  o u  dados o  p r o j e t o  f o r n e c s  ao DDS? 
12.  Que bens m a t e r i a i s  sao  f o r n e c i d f i s  ao DDS p e l o  p r o j e t o ?  
13.  Que bens m a t e r i a i s  sao  f o r n e c  cil&s a s  comunidades p e l o  

p r o  j e t o ?  

1 4 .  Que t i p o  de a p o i o  o  p r o j e t o  o f e r e c e , a o  s i s t e i a a  preventive de 
saude do DDS? 

15.  (Cornpetencia)  0 s  f u n c i o n a r i o s  do  p r o j e t o  conhecer  b e r  o  seu  
t r a b a l  ho?  

E l e s  u t i l i z a m  as t e c n i c a s  e  normas do SNS n a s  r e a l i z a c o e s  
dos  t r a b a l h a s  do u, p u t r i c p p ,  m o l e  de c r e s c i m e n t ~ ,  
-d, Jm? 
Q u a l  e  a  p e r i o d i c i d a d e  de v i s i t a s  aos  p o s t o s ?  
A comunidade e s t a  s a t i s f e i t a  corn o  t r a b a l h o  e l e s ?  

0 DDS tern c o n h e c i m e n t o  de coberrura  de popuiacao i o i t a  pa lo  
p r o j e t o ?  Corn que f r e q u e n c i a  o  p r o j e t o  i n f o r m  s o b r e  e s t e s  
dados? mensal , s e m e s t r a l .  a n u a l  , ou c a s u a l ?  

0 DDS tern c o n d i c o e s  a t u a l m e n t e  de f o r n e c e r  o s  s e r v i c o s  
p r e s t a d o s  p e l 0  p r o j e t o ?  L i s t e  o  que p r a c i s a  p a r a  f a z e - l o ?  

E x i s t e  a t i v i d a d e s  que o  p r o j e t o  p o d e r i a  a e l h o r a r  ou f o r n a c o r  
d e n t r o  do DDS. L i s t e .  

E l a b o r e  s o b r e  o  r e l a c i o n a m e n t o  do p r o j e t o  c o r  o  DDS e  a 
comunidade nos  n i v s i s  da  g e r e n c i a  s  de f u n c i o n r r l o s ?  



ENCONTRO 111: T R A B A L H A D O R  D O  P R O J E T O  

Ha q u a n t o  tempo voce e s t a  t r a b a l h a n d o  p a r a  o  p r o j e t o  ds  VH?' 
C r i t e r i o s  usados p a r a  sua admicao no p r o j e t o ?  
Que a r e a s  t r a b a l h a  ( a l d e i a s ,  p i l o t o ,  n a o - p i l o t o ,  d e s l o c a d o ) ? .  
Que p o s t o s  t r a b a l  ha? 
Q u a i s  foram os c r i t e r i o s  p a r a  B e s c o l h a  d e s t e s  p o s t o s ?  
Q u a i s  a s  t a r e f a s  que voce r e a l i z a ?  
Que t i p o s  de t r e i n a m e n t o s  j a  recebeu? Quem deu? E onde f o i ?  ' 

Quem e seu  s u p e r v i s o r ?  Voce supervisions? Quem e  q u a n t a s  
pessoas? 
Q u a i s  a s  e s t r u t u r a s  do DDS corn quem voce t r a b a l h a ?  Cor que 
f r e q u e n c i a ?  
E n a  comunidade corn quem t r a b a l h a ?  
Que t i p o s  de t r e i n a m e n t o s  voce  f a x  na comunidade? 
A u, o  u, e  voce  e n s i n a  a i a p o r t a n c i a  der  
P A V  
N u t r i c a o  (amamentacao/desmame) 
T R O  
C o n t r o l e  do C r e s c i m e n t o  
Ma1 a r i a  
Saneamento/agua 
Que t i p o s  de dados voce r e g i s t r a ?  quem a n a l i s a ?  a como sao 
usados e s t e s  dados? 
Corn que f r e q u e n c i a  voce v i s i t a  a s  c o r u n i d a d e s ?  E x i s t e  ua 
p l a n o  de t r a b a l h o ?  
Voce g o s t a  do t r a b a l h o  que r e a l i z a ?  Q u a i s  sao a s  
s a t i s f a c o e s  que e s t e  t r a b a l h o  I h e  o f e r s c e ?  
Voce e s t a  s a t i s f e i t o  de  t r a b a l h a r  p a r a  a VH? Porque?  
Que p l a n o s  p r o f i s s i o n a i s  t e a  p a r a  o  f u t u r o ?  



OBSERVACAO DO TRABALHO DE CAHPO DO TRABALHADOR; Observar  d u r a n t e  
a r e a l i z a c a o  das t a r e f a s  e  seus componentes ( i n t e r v e n c o a s  do 
p r o j e t o )  e a n o t a r  de  0  a  5 :  

Competenc ia  p r o f i s s i o n a l  ( c o n h e c i c e n t o  t e c n i c o  do t r a b a l h o  a  
s e r  r e a l  i z a d o )  
0 1 2 3 4 5  

Foriaa de f a l a r / t r a t a r  corn a  comunidade 
0 1 2 3 4 5  

E f i c i e n c i a / c l a r i d a d e  n a s  sua  e x p l i c a c o e s  
0 1 2 3 4 5  

Coordenacao das a t i v i d a d e s  
0 1 2 3 4 5  

P r e p a r a c a o  do m a t e r i a l  a  s e r  usado n a  i n t e r v e n c a o  
0 1 2 3 4 5  

E f i c i e n c i a  na u t i l i z a c a o  do m a t e r i a l  n e c e s s a r i o  p a r a  a  
r e a l i z a c a o  da t a r e f a  
0 1 2 3 4 5  

Capac idade c r i a t i v a / s o l u c a o  de p r o b l e m a s  
0 1 2 3 4 5  

Conhec imento  do s i s t e m a  de r e f e r e n c i a  l o c a l  ( l o c a i s  de 
t r a t a m e n t o  p a r a  mandar o  c l i e n t e )  
0 1 2 3 4 5  

. P r a z e r  na r e a l i z a c a o  da t a r e f a  
0 1 2 3 4 5  

O u t r a s  observacoes :  



ENCOMTRO I V :  OUTRAS INSTITUICOES OU ORGANIZACOES C O M  QUEM 0  
P R O J E T O  SE RELACIONA ( '  DPCCN, M ~ E ,  SCF, DANIDA 
A G U A  RURAL, ETC.) 

, 
Que t i p 0  de coo rdenacao /cooperacao  e x i s t s  e n t r e  PSC-V# e * ? .  
Q u a l  a p s i o  ' f o r n e c e  ao p r o j e t o ?  
Q u a l  a p o i o  o  p r o j e t o  o f e r e c e  a  " VH? 
Q u a i s  comunidades " t r a b a l h a ?  
Que t r a b a l h o s  sao r e a l i z a d o s  em cooperacao?  
Q u a l  sua o p i n i a o  s o b r e  o  p r o j e t o  de  s o b r e v i v e n c i a  da c r i a n c a  
de VM? E x i s t e  a lguma s u g e s t a o  p a r a  n o v a s  i n t e r v e n c o e s ?  
( S t r a t e g i a s ,  a r e a s  de  t r a b a l h o ,  novas  p o p u l a c o e s )  
Que b e n e f i c i o s  e s t e  p r o j e t o  t r a z  p a r a  a  p o p u l a c a o ?  



ENCONTRO V:  COHUNIDADE 

Quando f o i  que o  p r o j e t o  comecou a t r a b a l h a r  a q u i ?  * . t  , 
Q u a n t a s  e q u i p a s  veep t r a b a l h a r  n e s t a  coaun idade?  ' 

C O D  que f r e q u e n c i a  e l a s  veew t r a b a l h a r  a q u i ?  
Quem e  o  que fazem quando vea a q u i ?  1 I 

Ha c o m i t e  de saude? , . 
Ha F a c i  1  i t a d o r e s ?  . Que fazem? Sao uteis.? . 
38  coaecou o programa de l a t r i n a s ?  
Ha d i s t r i b u i c a o  de r e d e s  m o s q u e t e i r a s ?  Quga d o r s a  d e n t r o  
d e l a s  na  f a m i l i a ?  
Aletn d e s t a s  a t i v i d a d e s  de saude o  que m a i s  a comunidade 
c o n s i d e r a  n e c e s s a r i o ?  



ANEXO 2 :  MAPAS 











ANEXO 3: DISTRIBUICAO DA POPULACAO BENEFICIARIA 
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ANEXO 4 :  ORGANOGRAMA DO PROJECT0 





Technical Training Assistant 

Reports to: Health Officer 

Scope of Position: To act as a counterpart to the training manager 
by providing technical training for the staff and community 

. facil i.tators. To identify, train and supervise community health 
committees and to collect and assess the data on training. 

Job Responsibilities: 

1. To ensure uniformity in training skills and technipes of the 
three fixed health teams. 

2. To promote the inductive method of training and evaluate the 
technicians use of them method in the field. 

3. To initiat'e at least 1 health committee in each bairro 
including identifying, training and following up on the 
committee. 

4 .  To train the health staff on a variety of community-based and 
pr imaq Iw.3 l t h care t.opics . 

5 .  To supervise the team leader in their administration of health 
committees in their areas. 

6 .  To collert d a t a  on training components and evaluate the team 
leaders and their health committees. 

7 .  To act as  a hack up to health committee for team members in 
t~,?ir absence. 

8 .  To launch and oversee the home visit facilitation program. 

9. To ensure that appropriate tecmologies and methodologies arc 
taught and implemented by the team leader and i n  the 
community, respectively. 

10.To act as a hack up supervisor to health team and assistants ~ h o  
oversee the severely malnourished feeding programs. 

11.To design and make teaching materials to be used by the staff in 
health education and training sessions. 

12.To orient new s ta f f  on previously taught topics. 

13,To develop of the training manual on community-based 
care topics. 

and primary 



TECIMICAL CONSULTANT FOR HBALTIi STAFF AND FEEtDING CBNTRRS 
World Viaion - CSP Mozambigue 

a1 De~cri~tion: The WV technical coneultantwill obeervs CSP 
Health Staff and Feeding centere in Tete and diecuee findinge with 
Tete HO and Mozambique H/N manager; She/he will aleo provide 
technical training to Tete Health Staff, A written report of each 
connultory vieit will be submitted. She will report to the H A  
Manager and be in regula~~ communication with'the Tete H.O. 

1. Viait Tete CSP every 5-6 weeks. Each feeding center and at 
leaet one round of CSP interventlone will be obeerved each viait. 

2. . During vieite to feeding centere, the following will be 
analyzed: 

a. appropriateness of admiesione, diechargee, and clinical 
diagnoeee of each patient enrolled. 
b. feeding echedulee for timeliness and amounts and proper 
food preparation 
c. each Health Staff in charge of centere will be evaluated 
regarding knowledge of the patiente and feeding echedulee aa 
well ae eupervieory abilitiee of local etaff. 
d. other feeding center - related ieeues euch ae relationehip 
with the MOH Health Post, changes in feeding center policiee 

, that should be made, etc. 
'1 ' 1  1 1 

3. At least one CSP ~ e k l t h  Staff will be observed ae he conducta 
CSP intervention rounds. Hie ukille in growth monitoring, 
organization of target population, and community education will be 
obeerved and evaluated. 

4. An in-eervice traintng will be given on a technical subject 
such ae vaccination cold chaine, malaria, AIDS, etc during each 
vieit. 

1. A degree in nursing ie required. 

2. Fluency in Englieh and Portugueee required. 

3. Muet have experience in public health work end management of 
intt-neive feedins centere forthe severely malnouriehed. Experienoe 
in a developing country preferred. 

4. Mature, committed Christian required. 



TRANSLATOR/TYPIST - JOB DESCRIPTION 
World Vieion - CSP Tste 

1 D e ~ c d ~ t i o n ;  The translator will be responsible for 
tranelating CSP documente, minutee of government and MOH meetinge, 
project documents and current medical material from journals into 
Portuguese. T h i ~  will be ueed for communication and feedback to 
the MOH and te.rget villagee ae well as for Health Staff traiqinu. 

ed Duties; 

1. Translation of CSP activities such ae monthly and quarterly 
reporte and minutee from MOH and other governmental meetings. 

2. Tranelation of some project documente twch ae project 
proposals, KAP survey reeulte, and parte of annual reports into 
Portugueee. 

3. Translation of current journal and WHO publication8 chosen by 
the H/N manager which apply to CSP activitiee. Thie will be ueed 
in weekly training eeesione and seminars. 

4. All tranelatione will be done using Word Perfect. A minimum of 
5 pagee per day will be produced unleee the Health Officer aesigne 
other dut iee. 

5. Though baeed in Tete and reporting to HIS Officer there, will 
be tranelating eome documents that pertain to Zambezia CSP. 

I. Muet bi fluent in wfl'tke'n and oral Engliah and ~brtuguese. 

2. Muet have completed high echo01 through grada 12. Some 
univereity education in computere or Englieh preferred. 

3. Previoue tranelation experience preferable. 

4. Muet have previoue experience with computers and Word Perfeot. 

5 .  Mature, committed Chrietian preferred. 



COMMUNITY HEALTH TRAINBR - JOB DBS(=RIPTION 
World Vieion - CSP Mozambique 

- 

a1 D c ? s c r m  The Community Health Trainer will provide 
training to CSP and ER Health staff in areas of preventative health 
that apply to community teaching and mobilization. Thie inoludes 
problem eolving, community teaching ekille (drama, mime and 1 

inductive teaching), facilitator training, and village health - 
committee formation. 

ed Duties: b 
rn 

1. To run a week-long seminar for all WV Health etaff and eome MOH 
staff on community problem eolving. -- 

- 
2. To launch the facilitator training and health committee - 

formation in target villagee of Zarnbezia; CSP staff will be trained 
to eelect and teach community facilitators, and their progrese - 

? .- 
evaluated. . 

- 

3. . To evaluate the community facilitation and village health - 
-. 

committee programs begun last year in Tete. - 

4. To evaluate and assist with a two day workshop organized by CSP - 
Zambezia Health Staff to teach drama, eong writing, inductive - 
queetioning and other community teaching skills to local hire .. - 

health aides. 
- - 

0 - 

-. 

5. Provide one-on-one training to the CSP and ER health technicians 
in charge of community teaching. - 

- 

6. Evaiuate patient &aching eeesione of ER etaff in three - 

Fmergency . Feeding prog t+mp .I - 

f 
1. A degree in nureing or public heslth 1s required. - 

2. Must be fluent in English. Additional fluency in Portuguese -- 
preferred. 

3. Must have experience in community health-work and oommunity - .- 

mobilization, preferably in a developing country or environment 
similar to Mozambique. 

4. Must have had training in preventative health and community 
teaching. 

5. Mature, committed Christian preferred. r- 

M 



T i t l e :  A s s i s t a n t  Administrator . 

Reports to: Health Ariminiatrator 

Scope of Posi t ion:  To assist Health Of f i ce r  and Health 
Adminielirator with admin i s t r a t i ve  r e a p n o n b i l i t i e e  including staff 
support-,, word procenoing, typing,  malrit;cnnnce of cquipment and 
other duties nu needed. 

1. To assist  inventorying and updating of  a l l  e q u i p o n t ,  suppl ies  
and food atocka. 

2. To maintain a u f f c i e n t  q u a n t i t i e s  o f  H I S  a d  adminis t ra t ive  
f orme. 

3. To maintain an o f f i c e  f i l l i n g  system and rece ive ,  r e d i r e c t  and 
reopond t o  incoming comrnunicatious from Healtli/Nut;rition main 
o f f i c e  and o t h e r  WVM o f f i c e s .  

4. To schedule nrld follow-up a l l  appointments f o r  t h e  Health 
Officer and Health Administrator. 

5 .  To word proceas and/or type  documents received from t h e  Moalth 
O i f i co r ,  Health Adminiatrator and CSP s t a f f .  

6. To rece ive  roquoxrts f o r  mater iaJa  and prepare regueai t iona.  

7. To prepare mail, faxea and o t h e r  pa rce l s  t o  be s e n t  on behalf of 
Tete Health. 

1. Mature and committad ' hh r i s t i an  preferred.  
1 1  r 

2: ~ e q u i r e k  completion [of grade nine  and a t  leaat come years  o f  
Univers i ty  education .or equiva len t  t r a in ing .  

3. Must have p & . o u s  experience i n  ndminis t re t ionl  

4. Must; be f l.uent' i n  oral. atid w r i  t t e u  yortugueee, Some knowledge o f  
eng l iah  is an advantage. 



P O S I T I O N  DL?.SCL.~-F'TIDN. 

Title: Health Assistant (Water and Sanitation) 

Reports to: Health Officer 

Scope of Position: To Implement program intcrvetttiorrs defined in 
t h e  pro jact docranlent and PtIswre that WVM' A mi nist ry meets t h e  
needs of the neediest, efficiently and adequately, 

Specific Objectives: 
1. Organize, plan and coordinate the implementation of 
spccif ic interveot ions in the8 . ~ r e a  of  water and sanitation. 

2. Liaise with district and provincial MOH counterparts. 

3. ~ssist' the Health Officer in identifying l~ote~rtia 
water and sanitation project areas. 

4. P,.it*l j vipatt- i n  t h t *  jtt*t:tmr.~t I 0 1 1  i 1 1 1 d  #*\.a III;JI ion of l:whr~ica 
reports and recotnmcl.nc1 ~~ppt't>p~'i~~ t e I 11t ~ ~ rv~ntions. 

Knowledse/Skills/Abilities: 
1. Must be a committed Christian with sensitivity to local 
culture and knowlegeable of t l i ~  needs and context  of rural 
population, 

2 .  Requires a certificate in wstcr and sanitation, nur-~iny or 
agente de medicina preventiva/curativa. 

3. Must have good knowledge of ,local language and fluent in 
oral and written Portuguese. Fair knowledge of English an . 
advantage, 



8 

POSITION DF.SCR1PTION ' 

Title: llealth Assistant (Nutrition) 

Reports to: Health Officer 

Scope nE Position: To implement program interventions defined in 
t h c  praject document and ensure that IJVM's ministry meets the 
n m d s  of the neediest, efficiently and adequately. 

Specific Objectives: 
1. Organize, plan and coordinate the implementation of 
specific interventions in t11c area of nutrition. 

2. Liaise with district and provincial NOH counterparts. 

3. Assist the Health Officer identifying potential 
nutrition project areas. 

4. rvirticipste in the preparaf im~ and evaluation of technical 
rr!p~.~rl-s and recommend appropriate intervent ions. - 

Knowlerlgc/Skills/Abilities: 
1. M u s t  be a committed Christian with sensitivity to local 
culture and knowlegeable of the needs and context of rural 
population. 

2. Rw-pires a certificate j.11 nut:ritiott, nursing ar agente de 
. mmlicina prevcntiva/curativa. 
3. !lust have good knowledge f:lE 1.0cal language and fluent in 
oral and written Portuguese. Fair knowledge of English an 
advantage. - - 



Title: llcalth Assistant (Imrnunigation) 

Reports to: Health Officer 

Scope of Posit ion : To implement proy ram interventions defined in 
t l i ~  project document and ensure that WVM's ministry meet5 the 
needs of the neediest, efficiently and adequately. 

Specific Objectives: I 

1. Organize, plan and coordinate the implementation of 
specific interventions in the area of inununization. 

2. Liaise with district and provincial MOH counterparts. 

3. Assist the Health Officer in identifying potential 
in~mirn.iza t ion project areas. 

4. Pill-l..ic.i~~al.r! in the preparat icm a1111 cvalr~ation of technical 
reports and recommend appr0priat.e interventions. 

Cnowletlg~/Skill s/Abilities: 
1. Flust bc a committed Chrjsl.ian with sensitivity to local 
cult.ure and knowlegeable of the needs and context of rural 
popirlation. 

2. Requires a certificate in nurs iny  or agente de ~medicina 
prevent iva /curat iva. 

'3. Flust have good knowledge of local I.rrngtrage and fluent in 
oral and writaten Portuguese. Fair knowledge of English an 
advarrl-age . 



POSITION DzSCR='ON -- 
T j l - l e :  I l ~ a l t l ~  O f f i c e r  

Reports to: H / N  El;\n;rger 

S c o p e  oE P o s i t i o n :  To s u p p o r t  t h e  H'N Manager  i n  i m p l e m e n t i n g  
I w a l t l ~  a n d  n u t r i t i o n  p r o g r a m  i n  t h e  a s s i g n e d  g e o g r a p h i c a l  
a r e a .  To  i n c l u d e  p l a n n i n g ,  d e s i g n i n g ,  . d o c u m e n t a t i o n ,  
c y a l m t  i o n ,  r e s ~ n r c h  a n d  l j a ' i s i n y  w i t h  g ~ v e r m e n t  e n t i t i e s  t o  
e n s u r e  t h a t  WVM's m i n i s t r y  meets t h e  n e e d s  o f  t h e  n e e d i e s t  
e f f i c i e n t l y  a n d  a d e q u a t e l y .  

C r i t i c a l  O b j e c t i v e :  
1. S u p e r v i s e  p r o j e c t  s t a f f ,  

2 .  A s s i s t  H/N Elanager i n  e s t a b l i s h i n g  a n d  m a i n t a i n i n g  
s t a n d a r d s  f o r  h e a l t h  a n d  n t ~ t r i t i o n  a n d  e n s u r e s  t h a t  
r r o : j ~ ~ t .  st;l l f  , p a r t n e r  age t lv i  15.; a n d  r ~ c i p i e n t  c o m m u n i t i e s  
~ ~ ~ ~ e J r * r s l - a ~ ~ d ,  .-~r:cr+pt- a n d  adhr?rr* I r)  t . l w s ~  s t a n d a r d s ,  

3 .  A s s i s t  € I / N  Elanager i n  con13111-t i n g  p r o j e c t  1 - e s e a r c h  a n d  
1 i a i s i n g  for t h e  a s s i g n e d  p r c t j ~ c b  a r e a .  

4 .  Assist H/N Elanager i n  p l a ~ r n i r r q  arrd d e s i g n i n g  h e a l t h  a n d  
11u1.1-il:ion p r o j e c t s  i n  t h e  a s s i g n c d  q e o g r a p h i c a l  area a n d  
ass is t i n  r e d e s i g n i n g  them wlren n a c e s n a r y  . 
5 .  Et,s\rre t h a t  a s s i g n e d  p r o j e r t -  a r i i l ~ t ' e s  t o  W V I ,  GRPM a n d  o t h e r  
r11n11 i.ng a g e n c i e s  r e p o r t  i .ng r~qtr  i .1-mcnts .  

\ 

G .  Assist: B/N Elanager i n  e s t a b l i s h i n g  atrd m a i n t a i n i n g  a n  
e v a l u a t i o n  s y s t e m .  

7 .  E n s u r e  t h a t  t e c h n i c a l  i n f n r m a t i . m  p e r t i n e n t  t o  t h e  project 
,-I IT ' o b t a i n e d ,  d i s s e f i i n a t e d  1.0 st;lf f  e311d s t o r e d  as r e q u i r e d .  

0 .  Assist H / N  Elanager i.n irlrant i fy i .nq  p r r l : en t i a l  h e a l t h  a n d  
I ~ I I I -  t. i t i  o n  p r o j e c t s  i n  t h e  a s s  i .;lrrr*d ~ ~ ~ ~ n ~ ~ ~ . - ~ ~ p I ~ i c a l  area. 

9. 1 , i a i s e  ' w i t h  WVM p r o g r a m  O F F  i r*er.a COI-  a q r i c u l  t u r e  a n d  
m e r q e n c y  f o o d  a i.d i n  t h e  ase; i cltred gc?ogrq iphica  1 area. 

1 I). P r o v i r l a  t - ec l rn i ca l  s u y p n r l  I t r  WVPI ~rrm-lwa 1 t h  p r o j e c t s .  
I 'J ' 1 1  

K n o \ ~ I e d g ~ / S k i l l s / R b j . 1  jtle8: 
Must- h e  a c o m m i t t e d  C h r i s t i a n  and s e n s i t i v e  t o  l o c a l  c u l t u r e  
ar~ci  Icnowlndyteable of c o n t e s t  ,~n r I  neccls of r u r a l  p o p u l a t i o n  . 
R ~ I I  i ~ C S  a d c g r e e  i n  N u r s i n q ,  p t - e f e r a l j l  y w i t h  MPlI or a Medical 
Dnct-or w i t h  a t  l e a s t  3 y w r s  e x p ~ r i e n c e  i n  p u b l i c  h e a l t h  
~r r ,~n .ag ing  l a r g e  communi ty  h w  l  I. 11 pro jert  . Good knowledge  o f  
ror l . t rguc?s~z or o t h e r  Romance l a ~ ~ g ~ r a g c .  Plust h a v e  a b i l i t i e s  t o  
noy51:j .ate i d e a s  w i t h  WVM a n d  nkhcr p a r t r w r ~ .  



;'. 
Scope of P o s i t i o n :  To  p r o v i d e  t h e  H e a l t h  a n d  N u t r i t i o n  P rogram a n  

o f f i c i a l  l i n k  w i t h  g o v e r m e n t  e n t i t i e s  ( f r o m  t h e  n a t i o n a l  to i. 

' ... 
l ocad  l e v e l s )  a n d  e n s u r e  t h a t  \JVM u n d e r s t a n d s  g o v e r m e n t  .i . 
p h i l o s o p h i e s  and p o l i c i e s .  

I 1  

C r i t i c a l  O b j e c t i v e :  I .  - 
1. Assist H / N  Manager  i n  e s t a b l i s h i n g  a n d  m a i n t a i n i n g  
s l :a t rdards f o r  h e a l t h  a n d  n u t r i t i o n  a n d  e n s u r e s  t h a t  
p r o j e c t  s t a f f ,  g o v e r m e n t  b o d i e s ,  p a r t n e r  a g e n c i e s  a n d  
1 - w j p i e n t  c o m m u n i t i e s  u n d e r s t a n d ,  a c c e p t  a n d  a d h e r e  to t h e s e  
s t ; l nda rds  . 
2 .  T o  l i a i s e  w i t h  g o v e r m e n t  e n t i t j ~ s  d u r i n g  a l l  s t a g e s  o f  
1 I I d ~ v r l  oprlrcnt , f r o m  rr*sc.a rc:lr 1.0 imp1 cmen ta  t i o n  to 
I- v ,I I I I .3 I: i 1-1 11 . 
3 .  Assist H / N  Manager  i n  p l a n n i n g  arrd d e s i g n i n g  h e a l t h  a n d  
I I I I ~  r i  t i o n  prw jects malti.ny SIII-c tha t .  govc?rment p o l i c i e s  a re  
alllll?l-f?d to .  

4 .  E n s u r e  t h a t  i n E o r m a t j . o n  d i s s ~ m . i  natecl  by t h e  g o v e r m e n t ,  that 
;I I.(? p c ' r t i  n e n t  to  t h e  pro-ject at-e o t ~ t . a i t ~ r ~ t l  i n  a t i n r e l y  manner  
arid ~ ~ n d e r s  t o o d  Ly m a n a g e n ~ e l ~  t a11d s t a t  P . 

H / N  Manager  i n  i d e t ~ t  i f y i n g  p o t e n t i a l  h e a l t h  a n d  
p r o j e c t s .  

1 

5 .  A s s i s t  
n ~ ~ t r i t i o n  

I l / N  Manager  i n  r(s!sr: I v i n g  a d n r i r r i o t r a t i v s  i s s u e s  a n d  
h i m i h e r  i n  s t a f f  I ~ I ; ~ I I ; I ~ P I ~ I I ~  as I - c q u i r e d .  

# 

7.  P r o v i d e  t e c h n i c a l  support- 1.11 WIC1 1rr.111-heal t h  p r o j e c t s .  

Iincw 1 d!p!Sk.i  1. 1 s ./Alr.i I  i ties: 
Ell lr l  I,,? i r  ccmrni t t e d  Christi .111 . I I I ( I  s r . 1 1 ~  i l i . v a  Lo l o c a l  c u l t u r e  
a n d  Icnowledc_(eable o f  context ,i1r(1 nr*c?ds of r u r a l  p o p u l a t i o n .  
R c q r l i r e s  a d e g r e e  i n  N u r s i n g ,  o r  o t h e r  h e a l t h  r e l a t e d  f i e l d  
wi.kh a t  I c a s l :  3 y e a r s  e x p e r i ~ l r r r -  as  s r t n i o r  manage r  i n  a l a r g r !  
I I I I I I I  i y Irn;r I t h  p r o  jcct . P l I I I X I I ~ .  i 11 f c ~ r t u g u e a e  o r  o t h e r  
Rt*~wrv:r! 1 a n g u a  ye .  Must liavr? r*vc.c' 1 1 r111' know l e d g s  o f  g o v e r m e n t  
s i . r - ~ ~ ~ - * i u ~ - e  a n d  good abiiities i r l  n ~ q o t i a i e  iriea~i.  



JOB DESCHIY'I'ION 
I f 

: . . 
1 . *  

TITLE: H e ~ l t i h  Informat ion  Systems O f f i c e r  :--- . w 
': 

LUCA'I'ION: Te te ,  Zambezia and Nampula P r o v h x m  of Hozernbiquo . 
SUPERVISOR: Hea l th /Nut r i t ion  Manager 

PURPOSE: To assist t h e  Heal th  and N u t r i t i o n  Manager i n  ,- 

c o o r d i n a t i n g  and managing d a t a  ga thered  on each-of  t h e  -. CSP/'Health i n t e r v e n t i o n s  and t o  monitor and e v a l u a t e  
t h e s e  f i n d i n g s  wi th  r e s p e c t  t o  t h e  p r o j e c t  g o a l e  and 
o b j e c t i v e s .  To inc lude  p lanning,  des igning,  monitoring,  ; 
e v a l u a t i n g ,  r e sea rch ing  and l i a i s i n g  w i t h  government and 
non-government e n t i ' t i e s ,  nat ' ional  t e c h n i c i a n e  and 
con~munity h e a l t h  workers t o  ensure  t h a t  t h e r e  are - 
proper  r e p o r t i n g  s t a n d a r d s ,  complete documentation, 
p e r i o d i c  a n a l y s i s  and t h a t  World Vis ion ' s  m i n i e t r y  meet8 
t h e  needs o f  its t a r g e t  popu la t ion  i n  each province.  

, .  - . 
Wl'IES AND FtESPONSLI3ILITIES: .- 

1. Uevelops and mainta in  a h e a l t h  informat ion  and r e p o r t i n g  
system t o  be used a t  t h e  cotnnlunity l e v e l  t o  monitor progreea  
toward o b j e c t i v e s .  

2. Plans ,  develops ,  implements and evo lua tea  h e a l t h  eurveys t o  be 
used a t  t h e  conununity, d i s t r i c t  or p r o v i n c i a l  l e v e l .  w 

3. Data e n t r y .  mana&ment and a m l y e i s  of a l l  CSP in te rven t ione .  

4. Conso l ida tes  and submits  n ~ o ~ ~ t i i l y ,  q u a r t e r l y  and annual  r e p o r t e  
t o  WVN, W V I ,  WVRD, USAID and o t h e r  des igna ted  p a r t i e s .  a 

I - 
5. ~ i r s e m i n a t e s  r e s u l t s  of su rveys  and quee t ionno i ree ,  r e p o r t a  ' 

and o t h e r  s t u d i e s  t o  des igna ted  e n t i t i e s .  

6. Coordinatea meeting wi th  h e a l t h  s t a f f  and MOH regardit& d a t a  
coliectisn end ena?ysis. - - 

7. Works c l o s e l y  w i t h  n a t i o n a l  c o u n t e r p ~ r t a  at a l l  l e v e l 6  who are 
r ~ c s p o n s i b l e  f o r  d i s ~ e m i n a t i n g  informat ion  t o  t h e  government 
end community. 

8. Aesist t h e  Heal th  Off ice i .  i n  developing t h e  implensenting 
s t r a t e g i e s  f o r  CSP i n  eacll province .  a - 

9. Oversee a d m i n i s t r a t i v e  t a s k  velabed t o  t h e  d a i l y  o p e r a t i o n  o f  
t lm CSP p r o J e c t  hi Jthe abse~ice of t h e  Health O f f i c e r .  9 
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10. A s s i s t  i n  i den t i fy ing  new a r e a s  of in te rven t ion  and developing 
proposals  and s t r a t e g i e e  f o r  submission t o  p o t e n t i a l  donore., 

11. Superviee HIS' s t a f f .  

12. Liaise  with WVM, WVRD, WVI and Minietry of  Health regarding 
the  cu r r en t  s t a t u s  of the project ae needed. 

I 

QUALIFICATIONS: 

1. Hust be a committed Chr i s t i an  and s e n e i t i v e  t o  l o c a l  cu l tu re  
and be knowledgeable of context; and needs of r u r a l  population. 

2. Requires a degree i n  Methematics. Biological  o r  Phyaical 
Sciences, prefe rab ly  with MPH emphasis i n  epidemiology and/or 
s t a t i s t i c s .  Must have a t  least 2 years  of experience i~ 
Public Health t o  include involvement i n  a l a rge  communit: 
hea l th  p ro j ec t .  I 

3. Must  be cornputer l i t e r a t e  and f a m i l i a r  w i t h  Word Perfect 
Lotus, Harvard Graphics and Epidemiology Info  o r  compatible 
program. 

4. Good knowledge of Portuguese or o ther  Romance Language. 

5. Willingness of  t r a v e l  up t o  50%. 
4 

6. hlust have a b i l i t i e s  t o  negot ia te  and implement plane n r  
s t r a t e g i e s  wi th  WVM and o the r  partrier agenciee/orgenizationr 

1. Efanagement/Leaderehip 

2. Verbal conununlcatiol~ with staff . pa r tne r s ,  government 

3. Written communication including surv2ys snd rsaosts 

4. Organizational  a k i l l e  

5. Staff training/development 
I l l  

' 6. Local r e l a t i o n s  

7. A~aa ly t ica l ,  innovative and adaptable 

8. Self -motivation 



Title: Administrative Assistant for Health 

Reports to: Health/Nutrition Managc:~ 

Scope of Position: To administrate the Health and Nutrition Office 
to include; planning, staff support, purchasing, logiatics, 
liaising and reporting. ' 

Specific Objectives: 

1. Receive, redirect and respond when appropriate to incoming 
communications from all H/N projects. 

2. Provide i~ssistance to Ern~rgency Response Projects through 
l.~urcl~asing oE necessary suppl ies, and other staff support 
activities. 
I 

3 .  Elanage the delivery of srtypl ies  from Quelimane to  all HIN 
pl:o:jec!:s. 

4. Assimilate statistics and assemble dgcuments required in 
the preparation of all W/N reports. 

5. Represent the H/N office in the absence of the Manager. 

Knowledge/Skills/Abilities: 

I.. Must be a committed Christian with sensitivity to local 
r~il t:ure and knowledgeable of  the ~rr.*c-tfs and context of rural 
population. 

2. Reqriires completion of swc.w3a1.y school and at least some 
years of university education or cyivalent training. 

3. Must have previoue experi cnce in administration. 

4. Must he Eluent in oral and written Portuguese. Some 
knowledge of  English is an advantage. 



ANEXO 5: COMPOSICAO DAS EQUIPAS 
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ANEXO 6: PLAN0 DE FONDAS 







ANEXO 7: 

ORGANOGRAMA DA UNIDADE 
CURRICULA 
DIPLOMA 
PLANO DE ENSINO PARA TREINADOHES 

TREINAMENTO 

7.3 PLANO DE TREINAMEMTO PARA COMITE DE SAUDE 
7.4 COMITE DE SAUDE.EM FUNCIONAMENTO 
7.5 PROGRAM DE TREINAMENTO DE MALARIA PARA COMUNIDADE E INQUERITO 
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A eer dado 8 ~opulacEio antee de receber a rede moeguiteira. . . 
Primairo para i r  atravt5e do comitt5 da eaGde e facil i tadorae.  
Elee receberao em primeiro lugar para experimentar com elee. Em 
eeguida explicacihe teriam lugar bairro por bairro ou zona por zona 
ou por cada chefe de 10 caeae. 

. . 
. . A e  explicac8Be devergo decorrer como eeaus: 

1 - At6 ao fim da eeee€io oe grupoe aergo copazee de ver e 
reeponder 8e psrduntae eobre ae caueae, einaie,  prevenc80 e 
tratamento da maldria atraves de dramas, fantochee e uma uanc8o. 

2 - Sera0 capazee d q  comentar ee querem moequiteiro para a sua . comunidade ao preco de- 500,OOMt; atrav6e da oecolha de 3 elementoe - da comunidade reepone6vel.e pela geeti50 doe fundoe. 

3 - Ssr80 capazee de eecolher e m  que goetariam de u t i l i z a r  o 
dinheiro em rela~ijlo Be campanhae de limpeza contra moequitoe 
uti l lzando catanae, p6e ou B eua eugeetao. 

TEMPO = 1 HORA .. 
laxmuuL I 

1. P R ~ P R I O S  PARA DRAMA OU DEMONSTRA($O DE FANTOCHES: 
2.  CARTAZES COM DIFERENTES I P O S  DE MOSQUITOS I 3. CARTAZ DOS S I N A I S  DE MAL RIA 
4 .  CARTAZ DE ANALISE DE SANGUE 
5 .  CARTAZ DO CICLO DE VIDA DO MOSQUITO 
6. CARTAZ DE MBTODOS PREVENTIVOS PARA ACABAR COM LARVAS 

E OVOS 
" 7 .  - CARTAZ DE PREVEN~AO DE PICADELAS DE MOSQUITOS 

;-- - .-; . .. - -. . . .. .. - * . - -  . '. . - 
. . m . 

8 CARTAZ ' DE TRATAMENTO COM MEDICAMEN.TOS DEPOI s DA 
PICADELA 9,. CANCAO DE MALARIA 

. ' 
1. Moetrar atraves de um drama ou fantoche exibindo uma peesoa a 

eer  picada For e a eeguir oe e inaie  gue ocorrem. 

2. Moetrar yor cartazee a d i f e r e n ~ a  entre o anBfelee e o rnoequito 
normal. 

1. Reforcada pela demonetrac80 da  cartaz da  maldria em gue um 
- 

homem -rn m ~ l 6 r i a .  

2. Moatrar oartaz da an&liee de eenaua para rnoetrar ainal *.-.'- 

positive. . i 



- I 
1, Perguntar " onde 6 que vivem deede o inicio do ciclo de vida 

st6 ao flm?" 
- I 

2, Moatrar poetal do ciclo de vida do moaguito. 

3. Perguntar " Eu /n6s queremoe prevenirmo-noe de moequitoe; corno 
podemoe acabar corn elee nas diferentee faeee da eua vida?" 

I 
- I 

4. Moetrar cartaz demonetrando oe mdtodoe de prevenctiio na faae de 
ovoe e larvae. I 

5. Moetrar cartaz demonatrando oe metodoe de prevenc80 na faes de 
moeguitos adultoe. - I 
I - .. , . - - - I 

1. Perguntar " Como 6 que ee trata a maldria?" 
- I 

2. Mostrer cartaz em que algubm toma medicamentoe depoie de eer 
plcado. I 

I .  Corn uma cane80 de mel8ria. 

.L. 
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ADJUDATES TRAINING 

CHILD SURVIVAL PROGRAM - TETE PROVINCE 

-- 
DATES AME OF TRAINING 

- -- 

TOPICS COVERED 
-- 

YOURS OF 
IlRAINING 

ORGANISER OF 
TRAINING 

LOCATION 

orientation of 
P forms used in 
e field, 
andardization of 
owth monitoring 
Vaccination 
terventions 

Rugust 
12 - 13 
1992 

L. CSP summary & 
Objectives 

1 hr 
10 mins 

FETE - 
Casa 1 3ernie Simacio 

iealth Officer 
Zambezia & 
rechnical 
?erson (Team 
Leader of the 
3roup) 

2. Forms used by CSP in 
the field 

3 )  Family Registry 
(analysis of 1 family 
history) 

) Womenr s card 

z )  Child's card 

3. Growth of a Healthy 
Child (analysis of 1 
child's health 
history) -breast 
feeding -supplementary 
feeding -vaccination 

4 .  Problem of Growth - 
Marasmus (analysis of 
the growth and problems 
of a child with 
Marasmus) 



NAME OF TRAINING 

orientation of 
P forms used i 7 
e field, 
andardization of 
owth monitoring 
Vaccination 
terventions 

DATES 

ADJUDATES TRAINING 

CHILD SURVIVAL PROGRAM - TETE PROVINCE 

TOPICS COVERED 

.. CSP summary & 
Objectives 

! Forms used by CSP in 
the field 

I )  Family Registry 
(analysis of 1 family 
history) 

>) Womenr s card 

card 

3 .  Growth of a Healthy 
Child (analysis of 1 
child's health history) - breast feeding - supplementary feeding - vaccination 

1. Problems of Growth - Marasmus (analysis of 
the growth and problems 
of a child with 
Marasmus) 

IOURS OF 
PRAINING 

1 hr 
10 mins 

1 hr & 
2Omins 

lhr & 
15 mins 
1 hr 
Smins 

ORGANISER OF 
TRAINING 

3ernie Simacio 

iealth officer 
Zambezia & 
rechnical 
Person (Team 
Leader of the 
3roup) 

# OF 
PARTICIPF LWS 

5 Adjudantes 
(1 from 

training) 

LOCATION 



NAME OF TRAINING 

orientation of 
P forms used in 
e field, 
andardization of 
owth monitoring 
Vaccination 
kervent ions 

DATES 

ADJUDATES TRAINING 

CHILD SURVIVAL PROGRAM - TETE PROVINCE 

TOPICS COVERED 

1. CSP summary & 
Objectives 

. Forms used by CSP in 
the field 

3)  Family Registry 
(analysis of 1 family 
history) 

3) Women's card 

2 )  Child's card 

3. Growth of a Healthy 
Child (analysis of 1 
child's health history - breast feeding - supplementary 

feeding - vaccination 

1. Problems of Growth - Marasmus (analysis of 
the growth and problems 
of a child with 
Marasmus) 

3OURS OF 
FRAINING 

1 hr 
40 mins 

1 hr 

lhr & 
40mins 
2 hrs 

ORGANISER OF 
TRAINING 

Bernie Simacio 

Health officer 
Zambezia & 
rechnical 
Person (Team 
Leader of the 
3roup 1 

P OF 
PARTICIPIWS 

3 Ad judalntes 
+ 

1 SMI Nurse 
on the first 
day 

LOCATION 

FETE - 
Casa 1, 
w 
Compound 

5 hrs 
35mins 

3 hrs 
45mins 



NAME OF TRAINING 

- - -pppp 

Reorientation of 
CSP forms used in 
the field, 
standardization of 
growth monitoring 
& Vaccination 
Intervention 

DATES 

TECHNICAL TRAINING 

CHILD SURVIVAL PROGRAM - TETE PROVINCE 

TOPICS COVERED 

- -- -- -- - - - - 

1. CSP summary & 
Objectives 

2. Forms used by CSP in 
the field 

a) Family Registry 
[analysis of 1 family 
history) 

b) Womens card 

c) Childs card 

3. Growth of a Healthy 
Child (analysis of 1 
childs health history) - breast feeding - supplementary 

feeding - vaccination 

4. Problem of Growth - Kwashiorkor (analysis 
of the growth and 
problems a child with 
Kwashiorkor) 

5. Problem of Growth - 
Marasmus (analysis of 

the growth and problems 
of a child with Marasmus) 

HOURS OF 
TRAINING 

3 hrs 
& 45mins 

3 hrs 
& 35mins 

4 hrs 
& .45mins 

ORGANISER OF 
TRAINING 

Bernie Simacio 

Health Officer 
Zambez ia 

PARTICIPANTS OF I mcAT1oN 
6 Technical TETE - 

staff Casa 1 

w 
Compound 



ul
 

m
 O

 
lo

x
 

c
 m

 
W

 -
l 

w
m

 
* c

n 
m

 u
 

m
 

m
m

- u
 

td
 



ANEXO 8: ORGANIZACAO DO FICHEIRO MOVEL PARA EQUIPA DE /PAV/CC/CRN 

ANEXO 8.1: RECOMENDACOES PARA CENTRO REABILITACAO NUTRICIONAL 



gF;GfiNI_7..CI_F&O_ DO FICHEIRO M ~ V E L  

Duranto a avaliacXo do F r o j e c t o  de SobrevivEncia da 
Cr ianca na Pt-ov inc ia de Tete. ao d i s c u t i r - s e  o c i r c u i t 0  das mXcc? 
sugrt- iu-se que as f i c h a s  do r e g i s t o  das f a m i l i a s  deveriam s e r  
a rau ivadas om f i c h e i r o  mbvel. a f i m  de r a c i o n a l i t a r - s e  o tempo da 
m d e  e 1:1c t I aba 1 trddor . 

Fara  oraanlzat-  0 r e f e r i d o  f i c h e i r o  deverA proceder-se da 
segu.ir~ i:e .f u r m a  : 

(a) Disr)Gr- de uma celi::a ou de uma qaveta que p e l 0  menos 
tenha a jar-a!dr-a duma f i c h a  de r e g i s t o  dl). f a m i l i a .  

I b j rl.4 P ici.rac_; d!. r - e q i  s t o  da f a n r i l i a  arrumam-se po r  ordem 
al.fat:let-ica e pot- mPs cfe marca@o da c o n s u l t a  de c o n t r o l 0  de 
c : resc. im~ntn/~:ac ina~4'0.  

( C: 1 I?i l ? t > C i ~  --*-;E:?--;I YIC! iF ~ e p a r a d o r e s  da c a r t 0 1  i n a  ou de nrade.ira, 
dc- tan.~,~rtlm u i n  uocrco maior  do aue as . f i chas  de r e a i s t o  da f a m i l i a .  
r : ~ . t l l  urn r-~I:)!:rda w..(PcY-~uI'. onde se arrotara E m  cada urn deler; o 
c n ~ ~ t t - n 1 . o  a q 1 . 1 ~  currespondem ( m 8 5  a c t u a l  e m'i;s sequi.nta1 ? sendo as 
t-c.:5+.;1r.1 LC.:< ~ . f : ~ : [ 7 : l t " . ' ~ \ ~ l 0 1 ' ~ ! 5 .  (.till para  as f ami 1 i a s  que f a  1. taram ,a 
r:cmsul ta d~ c r ~ 1 1 ~ t t - o l . o / ~ a ~ i 1 ~ a c ; S r 3  (FALTAS)  e o u t r o  para a5 clue 
attandwtc?rclnr a consul  ta (ABANUNOS) . 

( d l  Gpt!)s I..IIII;: consul. t a  de c o n t r o l e  de cresciinent.o/vacina$30 - 
( s ~ j  a rm;! p r i . inc i ra  ccmsul t a  de c o n t r o l o / v a c i n a ~ X o )  a f i c h a  
r e s p e c t i v a  dcve set- a rqu ivada no m8s da pro:.:ima 
cons11 l t.:.r,'..,aiz.ina(-;:$o e r:ortan t o  s e r d  c o l  ocada n e s t e  f i c h e i r o  no 
cumpar-ti.mento do m @ s  correspondente e d e n t r o  d e s t e  mi% estara pot  
crdein al . fab&ti i ,ca.  

( ~ $ 1  r!c:>ztt3 f orrna auando un~a mXe/acompanhante t r a t  a c r i a n g a  ;. 
urn cnntr-c?lo de crec.cimento/vacinag30 na da ta  marcada a f i c h a  
praccrra-se p a r  a r d m  a l f a b e t i c a  no campart. imito dc: ;;;Bs actual 

- r 1.1 ) .-.:. ,lc:) f' i cn IJC ~ C I C ?  tr-o rnrl'ses a m:Ye/acompanhante da c r i a n c a  
~ l x i i  ' . - (7)1ttF3~~l~'~?Ct:? c:~K:?'~'F!I-~ a r-espeCti.va f i c h a  passat- para 0 - 
::orncli:,r't: irnwr to rnar-eado APAb1S)ONOS. 

- 



(H)  Se vma m3eiacomaanhante da crianca vem ao contro lo  de 
cresciment~/vacinag30 depois de t e r  f a l t a d o  a marcaqxo da 
cansulta de control/vacinacXo terA de sc averiauar ha quanto 
tempo f a l t o u  para c a l c u l a r  5e a sua f i c h a  esta  arquivada nas 
FRLTAS (q~.i?r,dn f a l t a r  urn period0 que n%o excede os quatro meses) a 

ou AEANDONDS (se ja f a l t a r  ha mais de quatro meses). 
I 

( i )  A cada mXeiacommnhante da ct-ianga quando 12 aberta a  
V i c t w  r l u  ~ . F P ~ S ~ O  da f a m i l i a  e entregcre urn cartXo de controlo de 
r:r.c?sc.irnento rip c r - i a n c a  e n3 f i . m  de cada consulta de cantro lo  de 
i:rescirnr;~r~.to,'./aci nag30 r e ~ i s t a - s e  neste e' na f icha do f i c h e i r o  a - data e m  aue  s e r A  o controlo seguinte. I 





AVALIACAO DOS PROGRAMAS 
REAH L r T m  

DE $X&U?,DLE DE CRESCIMENTQ ,fa- BE::: 
/ VISA0 MUNDIAL . . . . 

1 .I 9 C , ~ ; I . ~  1.1 ' 

I . .  i .  

Andrew Swiderski (NEP./DPSZ/SCF-UK). . I . . . .  i 
2 Setembro 1992 

1 

de C r ~ . s c i m e n t a  . 
' .  ' -- ,. 

1. Muita boa compreenaao da ~ a r t e  
crescimento i n s u f i c i e n t e  e o preenchime 

2. Bonr f a z e r  a n l t u r a  alem do con t ro l  
ava l iacao  do es tado nut r ic&onal  (e 8e 
cen t ro  de r e a b i l i t a c a o ) .  

' I  

3. Como e x i s t e  um arquivo cam copias  das  C 
procurar  a s  pessoas gue nao-se  presentam - ' i 

0 

1. MuJar o f lux0 dae maee/criancaa para d i  
ae f o r  poss ive l  o proceeao numa l i n e a  ou 
s a i d a  - direccao de movimento bem definida. :  

a. nao chamar nomee, a vezes leva  muito tempo. A mulher f a z  a bioh 
do pesagem com a Cartao de Saude no mao..Nao laaentregamoe: 
procesao f a m i l i a r  a e l a .  

b. Depois e l a  f e z  a bicha do medicao. . I "  . -  I . :.;4 . ,?..:a 
c. Deyoia e l a  f a z  a bicha do r e g i s t o .  A Cartao de Saude *.tern 

rhurnero que correaponde ao proceaso f a m i l i a r  na p a s t a  coma$ 
pessoal  sani . tar ia .  Uma vez la ,  fazem as percentagenek; 
n u t r i c i o n a i s ,  educacao nu t r i c iona l .  0 peeeoal NAO. d a  a:rnulher.,$ 
o process0 f a m i l i a r  (do erpuivo) lnae dao e s t e  mais a Cartao da:$ 
cria'nca ao peseoal do PAV, que ee tao  sentado? ao lado.-,Depoie :J 
dae vacinacoes a mae recebe o u t r a  vez a eua cartao' e va,iY3 

I ) A ~  retroinformdcho ' aobre o s  resultadoa e e t a t i e t i c a e  ;!] 
n u t r i c i o n a i s  do d i a  a comunidade (que Z daa crisncaa minutridas, : '  

etc. 1 I .  

3. Tecnica da pesagenr: nao s u b i r  a c r i anca  pegando ae "calcas" " 
p l a u t i c a e  tnsu o corpo proprio cla criarlca para noo ea t raga r  eataa . 
calcao.  Nao ter a s  criarrcaa que aguardaln ser pesadae/medidae em 
frente daquelea que e s t a o  a s e r  pcsadacr porque mete-las em parrico. . 

4. E tmcessiirio f&r  o p e r c e n t i l e  e o percentagem??? A MISAU e o "  
recollm inforn~acao sobre o creaci~trento. E a W V I  so preciaa aaber o 



X peso/altura para en t rar  no centro nutricional.  Ou pelo menoe 
eliminar o percentile do peso/idade? ' . .I' 

5. Inc l r~ i r  os adjutantea na irrterpretacao da informacao nutricional* 
(no ser~ tido comurritario- ' que X da populacao . eota \.malnutrLda, 
conclusoes, e tc . ) ..lip.\ ".:. t, 

6. Aa car tas  de PAV precieam s e r  assinadas pelas peesoas gue 
aplicarn n s  vacinas. 

7 .  Afestar as pesaoas da mesa de registo para n a o t t e r .  muita 
confusao/burulho la .  Acho tambem que e mas f a c i l  para a mulher 
receber educacao sani ta r ia  quando nao ha eeta  :confuaao1~-'e aeja i. - 
individual/sozinha. ?' .?. 

r l I ~ ( I l l  - 1  , . 
j.i 

. . . ...,. I . .. ' j - 8  : 

1. Crit-erias de a l t a  exigem que a crianca f i ca  corn born peao/altura ' - 
f :  durante um tempo aluito amplo. - . . . . 

, *. 0 - 

2.  A rnetodvlogia de como achar a s  recei tas  de LOA, papas, e tc .  
arn~lhorou muit .0  e 6 facil/sirnples a compreender. t . ;!a - 

- 

- 

3. Atwiazen en1 boa ordem, aiatenm de controle d e  stock'aimplee. .. - 

. . 

- 
4.  CoeipotieriLe medica do centro permito svaliacao d ia r i a  por: peseoal 1 

- c 1 inica . - 

5. Aberto todos os diae. 
'r.5 - 

6. l3r.111 cotnponellte de educacao sanltaria. E born t e r  umacigeeeoa;$. 1 

eupec ia ln~e~~te  treinado para fazer isto em vez de qualguer peeeoa do:.!. 
8 ; .  

c ~ I ~ ~ L ' o .  45 ntinittos pode ser muit-o para unla leccao! ' I d *  
, , :.& . .. 

4' 
7 .  Nova cozinhn bem ventilada, o ten1 fogoes melhoradae para  pouper,.t - 

lenha . . r t 9,. - .. ' $9 ; 
U. Bom t e r  uma pessoa respcnssvcl para ruperviaar' o consumo da SF;$ = 
(con1;rmlar as quantidadea dadas, e tc .  ) . 

% 
;,.,,- - 

. .. CT? 

:'9 9. Se ct perioclo medio necessario para melhoramento/alta.e de 8;,~ , 
eenlatras , e coriforme ae padroee co~iaeihnaae, &e ref  ieite. uii~ '-Lrabaiho..i 

I '  
. .> 

aeccs l ;~e~  
I : .4 - . . I .  - 

1. r:t.Pal*a ~nalnutridoa e importante lccal a todaa horae' do dia..,: = 

Depojs da refeccao de 1600 a t e  G01I 1180 ha kcel significante.  Urns - 

~uggest.no m r l a  de seryJ,r unia r e f e c c a ~  gral~de a s  1800, e dar ae ' - 
bolachas 'aos doentee' paral levat* e crotlier eu t rs  1800 e 0600.. :urn 1 . t . - pet-iwlo de I,? I i o t ~ ~ a !  

# - 
- 



2 .  Vet. n ficha i e i t a  pela  DPS e a MSF para a recolha.da..infdrmacao ': 
dos centroe n u t r i c i o n a i s -  Discu t i r  corn a Sra. Manuela sobre a :. . rnar1eir.a mais f a c i l .  A f icha*.de Visao Mundial 1 ; .  t i w  . 1  1 -11  .1 . . .: P .  

- u t i l i z a  grupos e t a r i o s  d i f e r e n t e s  0 , .  1.2 
' $1 

-mo  ten1 in£ ormacao ~ o b r e  tempo medio ! de permanendla nem i p .- . . .  ausenc ias .,., c... a f . r r r .  :bled , I . . I  
: !"*, 

-nao tern informacao sobre es tado nutritional ( p e r c e n t i l e  ou 
.... percentagem/peso sal tura)  . t18r*  tr;:l , r. i 

-nao tern nunlero/caueae doe o b i t o s '  * I .  r . 1  1 1 )  I!II;I~I:~.! , , I . :  .. 
-nao ten1 anformacao sobre quantos das pessoaa en t radas  sao  re- ,':( ... . . .  a h  asoea . -: ...... . . -.t 17.. ,**):I s - 0  .,b . . .  
-nao tern inforn1acao:--alta por t ransferencia '  " t f . " . r r ~ . 1 ~  

4 '  

, 'a 
- tabela  sobre s tock  de mater ial :  yor a coluns de ex ie ten te  .,.Y 

- f ~ . - r I ~ ~ i : : t :  :: .c' como ul t ima co luna  !; 
... . . .  ,.*, . . . I )  .:* . . . . . .  . .  . , 
8 .  

3. Criancas que nao aceitam beul a LOA ao pr i r rc ip io :  . tentarcdLluir .  .;.:#- 
I. \ .  

4.  Procesvos Cl in icos  Individuais :  . , . -  .-a 

- t e r  aeccao/tabela pequena (como rnebendez., vitaminac.A) para':.;:., 
as vacinas f e i t a s .  Deixar de escrever  i s a o  no meio de t e x t o  eacr i to , ( ' ;  
nas "observacoes": (achou d i f i c i s l  encont rar  ~informacao~quarititiva~ . 
guando e s t a  no meio dum paragra'fo d e s c r i t i v o )  'I ' !I.!!.. 1 I f* :  

-preencher a "par te  sobre como comeu a cr ianca  durante  a ...- 
sealana" ANTES da consulta/pesagem aernanal para incorporar  e a t a  . = 
inforl~lscao na ava l i acao  t o t a l  do paciente  . . I 1 f I ~ , I  

-c\unlentar o eepaco para abservacoee. 4E neceeaario. eecrever  oa 
rnedicen~entos dados s e  agui lo  ja esta e s c r i t o  nos cardexes?! 

-escrever a recepcao de vitamina A s o  no pegueno guadro e nao .... 
no t e x t o  d e s c r i t i v o .  ( e v i t a r  r e p e t i c o e s )  . . . .  a. c .  

- t e r  une quadros/uma coluna para escrever  o peeo/altura/% em'?:'- 
, ' ,I- vez de i n c l u i r  110 t e x t o  d e s c r i t i v o .  
, !?! 

-u~ua i d e i a ,  em vez de medir a a l t u r a  e c a l c u l a r  a percentagemS;l:; 
' cada ocmano, c de ter o peso desejado (para a l t a )  e s c r i t o  encima do ..?:' 

procesuo ( u peoo de 85% peeo/al tura).  , ,t: 
, ,:c ! 
1 * .'#. 

I 5 .  Um dcler~te que quer comer dune vezes durante uma refeccao a,$- 
vezes nao recebe e s t a  eegunda porcao porque nao f o i  calculado umj!?- 
"extra" na r e c e i t a ?  Todos devem poder comer tan40 quizerem. . :fi:; 

' '!.. 
6. Ter ulna lnedida padronizada pare s e r v i r  a massa? . 
7. Ter agua e sabao na ent rada  no cen t ro  para lavagem doa maos doelil-.- 
doentes b m  C O ~ O  para oa accwmptiilfieiik~ ((t testar = z S ~ k t =  Ist~)! - ' l r ' u -  * I 

(.q T~mbem como a m ~ i o r i a  u t i l i z a  prat.oa pesvoais (e  nao do c e n t r o ) ,  
t.enl;ar* ellcouragar a limpeza dos lneauloa antes/depoie de cada,!..'J 
r e f  eccao. . . $ 

' '  . t: 
i I 8 .  Ser*.ia povsivel t e r  e s t e i r a s  de p l a e t i c o  (mais h igenico/ fac i l  as., 

l ava r  do w e  aqueles  de mater ia l  l o c a l ? )  ... - 
9. Se r i a  w s a i v e l  dar  a csda dovn te  unl pedazo de p l a s t i c 0  pa ra . .  
scn tar- tje ? 



.- 

.a 

Eereuntaa . ,  8 ! *' . 2. ,! 4 
.. 4 

1 .  ! 3 V ~ C ) / J  #< 

1. Nao e precis0 limitar os -1iquidos para as. criancae -comf+edemae? ' /# 
, I f - - 1  a ! ; ! ~ l - * \  : -:.,i , :;?z$ 

2. Unla crianca que sempre esta presente nas refeccoes ymaa nao come 
1 .  . . :. .- bem: o~lde se escreve este feito? I Y O ' : -  I I ,  . . 

. @ r e  . . * -  , . 1 1 . 1 .  f . I . V ~  - " ' ' i  ' 

",( 3. Estamos seguros que oa accompanhantee, que so, recebem mama, nao ' ,.;, . , . . . I . .  .( . t;ornam o LOA ou bolachas do<. paciente? . .? 

. . . 1 1 1  - 1 1 1  . I  i s.. 8 # a # t a  
.:I 

. -3 

4. 0s kcal em cada grupo etario vao .ser suficients para o "cetch up.,; 
growth" dos pacientes-de maior peao? I I i ,. I , , a e .  .', :.I\.;~ 

. . .  : I ,  t .  . . . . .  !:*l 
i . .  1 , .  .. . '  ;\m 

5. 2 cozinheiroe e euficiente para o volume dell 

6. Urn guarda e suficiente (nao da a . . . .  noites durante a semana)?I * .  1 , .  

. . .  . . :  
. B  :4n; . . 4 1  ." 

1. ~ e k i a  boa experiencia de incluir oe reeponeaveis provlnciaie de ,' i'41t 
SMl/Nutricao/PAV etc. para ayroveitar da experiencia de' avaliacao. .*.' 

. i s  . . 

2. .A vezes as perguntaa feitae ao peseoal de,WVI pelos conaultores 
pnr*eci;i urn exaslen/interogacao, urn tribunal (como para o .  aentro de '.?: . - ~ i u t r i c a o )  para o pessoal local. Responderam muito bem,. nao foi 

! 1 ;*.,I facil para ePes, parabena! I:g: , 







MES - de iw  
PROVINCIA 
DI STRITO 

- U. SANITARIA - TIP0 DE U.S. 
- , . a !  .ONG ASSISTENTE 

(Se exiate) 
TIPO DE CENTRO 

(Intensivo/Selectivo,) 
! '  

TRADAS I A L T A S  CATEGORIA N' PRESENTES 
IN0 INICIO 

N *  PRESENTES 
A 0  FIH DO 

DO MES 
= A GRUPO ALVO 

TOTAL 

11 - BSTADO NUTRICIONAL DAS C R W  

1 - & A E - K R B D A  
MAIS QUE ' CATEGORIA 

W A S H  
IDADE 

1 0  - 4 ANOS 

5 - 14 ANOS' 
1 

TOTAL 

CATEGORIA 

IDADE 

MEN0 OU IdUAL I,, ,C n w n m v w ,  r unrvrjrr 

1 TILEI 
MAIS QUE 
C 2' FERCENTI- 

0 - 4 ANOS 

5 - 1 4  ANOS 

TOTAL 



I 
'" 

Na CASOS 

2 - TUB~RCULOSE 
3 - I N F ,  PULMO,. .. 

111 - DIAGNOSTIC0 SECUNDARIO BE; 

I 
* I C A U S A  P+OVAVEL NUMERO ' 

ALTA (Q6 da rn&~rtr ic~o)  

V - v E N C X . &  CRIANCAS Q4 ANOS \ 

Total dias.de.participagao 
para as crianqas que acaba am o,tratamento 

PRODUTOS ONSUMO EM KGS STOCK EM KGS 

I " 

1 OLEO 

' I '  J 1 .  

: , I 

Data: Aos-de 199, 
& s w ~ ~ s a v e &  I : I U  (1111) 

- 
I diae 

, Numero de. altas ppr t e r  cu 
I 

rado . 



Peeo: 

Endereco : Altura: 

IDADE 

Tipo MalnutricBo: 0 Maraarn(itica 

Data de AdmieeBo: 

Cr ian~ae  
VITAMINA A >eeis meeee 

de idade 

- - 

RECEBEU REFEIC~ES NUMA SEMANA 

Percentagem: 

Kwashiorkor 

Data de alta: - 
DATA IMANHA 1 TARDEi 

l o  dia 
t 

20 dial I 
I 

# 

30 dia I 

DATA I T O D A S ~  METADE 1 POUCAS 1 NENHUMA 1 ObeervacIlee 





ANEXO 9: DADOS 

, m 

- - 
ESTATISTICOS DO PROJECT0 . 

I.'. .. 1 . J '  =- 

- . ; . ,  I ( -  
. , .  i" 





ANEXO 10: DISPOSICAO DO PESSOAL PARA 0 REGISTRO FANILIAR/RONDA 



I I U I V  

PROGRQMA DE SOBREVIVENCIA I N F A N T I L  
DISPOSlCAO DO PESSOAL PARA 0 R E G I S T O  F A M I L I A R  

Todos machos, todas femeas 
anos e ent re  4-14 anos ficain aqui 

I Fosto de Pesagem I 
4 

Cartoes do MISAU 

2 

Registo  F a m i l i a r  

3 

I d e n t i f i c a c a o  da 
malnutricao - 

1 Educacao 1 

Vacinacoes 
por M I S Q U  Vacinadas cr iancas 

ma1nu.tridas severamen t e  

Casos de malnutr icao 
severa I Severamente malnutridae 

nao vacinadas 

7 

nao vacinadas 
- 

Saudaveis/Nao vacinadas 
e 

6 

DPCCN 
I Malnutr idas < 3% P l I  1 

vacinadas ficam 
Saudaveis/vacinadas 
ficam aqui  

- I 





i 

t 

I 

. 
DOSE 

1 @ 

2@ 

DATA UK;AR 











-F-?.,-- js)L5PJlt;t ($j ~$~I~]IJ[I; , ., _ _  W E  16. QUAT: .-- OflTii: i i 88 i FiW & ' * '  - -  









UDOUO 
UllUUU 
OCJtIUO 
UIJUUU 
UCIUOU 

OOUOU 
UUUUU 
[JOO[JU 
UlJUUU 
OUUUU 

IJUOUU [JUf !Ul! 
UllOOU OOUUf~ 
I)UOUlJ OC)fi.lf'Ill 
fJUUUU UUlJUU 
UUUUU OOUUU 

U00111~ 
UCJC.IU!J 

. UUtJC!U 
'c~l~nur., 
UUUOO -- 
OUllUO 
UUUOU 
IJtJCIlIO 
(11 1tJllfJ 
OUUUU 

- --  

OUUOO u0000 
UUOOO OUOUU 
OOOOU OOOOU 
UUUUU OUUUO 
OUOOO OUUOO 

uuuou onuoo 
tJUUUU UOUUO 
OU1!0!3 UU(JU0 
OC!Otlll Ul )OOU 
UUOUO UUUUU 

OUOOU clouuu 
OOOUO UUUUU 
UUUC.IU oouul! 
LlOUUU OllOUU 
uaooo OUUUU 

IES : 





















Membro da Famflia 

Smd 
ldrde ou Data 
dr Nascimento 



Parcntesco 
ldrde ou Data 
at: Blaccimento 

~ l t u a c a o  A c t  u . a  l -- 
1 rrnstc~iao Rop!ado Falccld3 





ABAPIDOIIOS 1 KWASH 1 YHRAS 1 KWHjMRS 1 PEITOISECU I TOTAL 
-- - - -- - - -- 

1 Y R  00000 OOOOG 00000 00000 00000 00000 
00000 00000 00000 00000 00000 oc000 

2 - 3  Y R S  00000 00000 00000 00000 00000 00000 
00000 00000 00000 OOOUO 00000 00000 

't- 12 ' i R S  00000 00000 00000 00000 00000 00000 
00000 00000 00000 00000 00000 00000 I 1 

I I 

LACT oOOOO 000[10 j 00000 00000 

nDULTOS 00000 00000 00000 00000 00000 00000 
-. . 00000 OOOUO 00000 00000 00000 00000 -* 

OR l TOS I 

't- 12 BRS 00000 00000 00000 00000 00000 00000 
OOOOU 00000 00000 00000 00000 00000 I 

LACT  I 
flOULTOS / 00000 00000 057d.1 FCOOO / 00000 00000 1 

ooooo ooooo 0 0 0 0 ~  o w c a  ooooc ~ o o o o  
TOTAL I : 



Gartiio de Sadde de Mulher 

- .  . . . - - ._ _. . , . Vacina Anti tetaniea 

Planeamenlo Psmliisr - Apontor m&olo e Ptas &? ntllizqdo 



Garttio de Sadde de Mulher 

Protcjm u n  bcbl centr# e tNano 

Planeamento Familiar- Apontar mkfoio e datas de ~tClizqd0 

Gravid& 

-- Consultab - . 

A r O ?  - R a S o  

Date 

Parto Casa/ Mat 
Eut. Dist. 

-- 
Y E 8  

6 
7 8 9  



ALOE I fl: ,,,,,,,-,,,-,,---- . . -  
QUATE I RAO : 

NUMERO DflS NOVflS 
?NO FAMIL I flS REG1 STBD CRI ANCAS DE C R l  ANCAS DE I d  0 -  1 1 IAESES I 1 2 -  23 MESES ( :!!!!c&~: 

GR!IPO RLVO 
I t  It II b- 

PER 1000 00 RELATO: -- - 

1. I .  F. 
( NOVAS) ' 

0-b'60bG 00000 00000 
00000  00000 00000 
00000  O O O O Q  00000 
00000 O O O O Q  00000 
00000  O O O O D  00000 

00000  O O O O D  00000 
00000 00000 00000 
00000 00000 00000 
00000 00000 00000 

ti, DE 
M, G, 

NOVAS) 

D O O O O  
D O  000 
00 000 
0'0 000 
00000 

- 
0; iic 
Ui PGL 
NOVAS1 - 
0000 0  
0000 0 
0000 0  
0000 0  
0000 0 



. .  , I  I I , ,  I I ,  I  I 1  I I  I , ,  I  I I  I I I , I  111 1 I I 

~ ~ 0 ~ ~ f i M f i ' ' i j i " ' ~ ~ ~ ~ E V  I VENC I f i  INFANT I L 
. - _ _ - - -  _ _ _  . .  -. - - - :  IL DE NUTR I CAO (CURVO 00 PESO) POR I DAD€- - T- -^ ,. , t. ; 

. - 

- .. : 3 2 :  <-, - - 
: - -  , !' - - . .. .- .- - '. ' c. . - - -  I 

- - . - 4  
. - . .. . - 

, 0 A I R R O : - - - -  QURT E I RRO: ------ Wm: . . -  . t _, / ,- - 

PERF 

ALTAS I R E T I R S  I ESO ]TOT I .. PERCA DE PESO TOT - MESMO PESO - 

0 0 0 0 0  0 0 0 0 0  0 0 0 0 0  
0 0 0 0 0  0 0 0 0 0  0 0 0 0 0  I 0 0 0 0 0  I o o o o o  I o o o o o  I 

I 1. I - 1 . .  
. . 
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I - 
I 

V I S A 0  MUNDIAL  MOCANBIQUE 
PROGRANA DE SOBREVIVENCIA  I N F A N T I L  

REGISTO DE VACINACAO E FALTOSOS -- - '.. @ 

TOTAL POPULACAO qLVO: PERIODG DO RELATO; - - 
ALDE I A : 8 : Q : . DATAI / / . - 

I D A D E  DAS CRIANCAS I 5 
VAC - 

0-11 MESES ! AFALTA 11 12-23 MESEE 
TOT JAVAC 

00000 0000C 
00000 0000C 
00000 OOOOC 
00000 0000c 
00000 0000C 

100000 00000 OOOOC 
ObOOO 00000 OOOOC 
00000 00000 OOOOC 
00000 00000 OOOOC 
00000 00000 OOOOC 

llooooo 00000 ooooc ll 00000 ll 00000 ooooc 
~00000 00000 0000C 

2 00000 00000 OOOOC 
00000 00000 OOOOC 
00000 00000 OOOOC R R 

II OOOOO 00000 OOOOC 
00000 00000 OOOOC 

00000 00000 OOOOC I I 00000 ooooa 
00000 00000 OOOOC 

3 00000 00000 OOOOC 
UOOOO 00000 OOOOC 
00000 00000 ooooa r 00000 00000 0 0 0 0 0  

ooooo ooooo ooooa 
00000 00000 0 0 0 0 0  

00000 ooooa 

~00000 ooooa 
~00000 ooooa 
00000 00000 
00000 00000 
,00000 00000 

ooooo ooooo ooooa 
00000 00000 ooooa 
00000 00000 00000 
00000 00000 00000 
00000 00000 00000 

- 
I . -  - . a  -----.-. l . - r - n - .  

- 

. .  - 

t+ 1 .  

- 

! . - I. " 7 
. . 

I . 1 F!! . . ..- , , .. ... I is, 

.. ,.' I l )f . -... " 
.-.-.. - 



11 IDADE DAS CRIfiNCAS 

24-36 MESES 

00000 00000 00000 
00000 00000 00000 
00000 00000 00000 
00000 00000' 00000 
00000 00000 00000 .' 

SRRRMPO . 
00000 OOOJO 00000 :' 
00000 00000 00000 
00000 80000 00000 
oooon QOOOO 00000 
00000 00000 00000 

00000 00000 00000 
00000 00000 00000 
00000 00000 00000 
,00000 00000 00000 
00000 00000 00000 

00000 00000 00000 
00000 00000 00000 
ooooo ooooo aoooo 
00000 00000 00000 
00000 00000 00000 

I 00000 00000 00000 
00000 00000 00000 
00000 00000 00000 
00000 00000 ooooa 
000~0  00000~0000a 

00000 00000 :~00000 
do000 00000. goooc 
ooooo OCIOOO .obooa 
00000 00000 .ooooa 
00000 000'00 00000 

I1 II NULHERES IDADE FERTIL 

00,000 00000 000C0. 
00000 00000 00000 
00000 00000 00000~ 
00000 00000 00000 
~0000  ooaoo 00000 

... - - -  - 
I 

00000 00000 00000 00000 00000 00000 
00000 00000 00000 00000 00000 00000 
00000 00000 00000 00000 00000 00000 
00000 00000 00000 OOOOa 00000 08000 
~ 0 0 0 0  00000 00000 00000 00000 00000 

1. 00000 00000 00000 00000 00000 00000 
noon0 ooooo ooooo ooooo ooooo ooooo 

' ~ 0 0 0 0  00000 OOOOO 00000 0 0 ~ ~ ~  00000 
'00000 00000 00000 00000 00000 00000 
00000 00000 00000 00000 00000 00000 

AT 2 
00000 00000 C O O ~ O  00000 00000 00000 

'00000 00000 00000 00000 00000 00000 
00000 00000 00000 00000 00000 00000 
00000 00000 00000 00000 00000 00000 
00000 00000 00000 00000 00000 00000 

1 

00000 00000 00000 00000 00000 00000 
00000 00000 03000 00000 00000 00000 

4 T 3  

I 
00000 00000 00000 00000 00000 00000 
00000 00000 00000 00000 00000 00000 
00000 00000 00000 00000 00000 00000 

00000 00000 ooooa 
00000 00000 00000 
00000 00000 00000 
00000 00000 00000 
00000 00000 00000 

00000 00000 00000 
00000 00000 00000 
00000 00000 00000 
OOOOO 00000 00000 
OOOOO 00000 00000 
p- 

00000 00000 00000 
00000 00000 00000 
OOOOO 00000 00000 
00000 00000 00000 
00000 00000 00000 

;00000 00000 00000 
00000 00000 00000 
00000 OOOOO 00000 
00000 00000 00000 
00000 00000 00000 

llooooo 00000 00000 00000 00000 00000 
~~~~~ om00 OoDoD m s s  3CgQfJ 
00000 00000 00000 00000 00000 00000 
00000 00000 00000 00000 00000 00000 
OOoOO OoOOO OOOoO 00000 00000 00000 a II ooooo ' ooooo .boo00 

BOO00 00000 00000 
00000 00000 ObeOo 
00000 OOOOQ 00000 
,00000 00000 00000 I 

TOTAL I 



lnquerito Nutritional-Controle do Crescirnento 
MalnutricGo Cr6nica Meln:~tricBo P ~ u d a  D& I d -  ' 

tl/r M F TOT P/A 2.4 P ?or - - 
I 

Aldelo: - 
I P 

= 

i Bdrrot 

-.. .... 

.lo Tile 

..-..---.-.-.. C ,.-.. ---------- 

............. 
................ 
............. 
.............. 



Data Pao 
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 VISA^ MUNblALm MBSAMBlmUE 
Programa de Sobrevivencia lnfantil 

Hordrio das Refeiqdes para as Crianqas Mainutridas 

- 

Womc Completo 
CODOS Total CRlANCAS MALNUTRIDAS 

Peso por couos 
Ref. por dir oat-: Data : 







VISAO MUNOIAL- MO~AMBIQUE 
Programa de Sobreviv9ncia Dnfantil 



a 
CENTRO NUTRICIONAL CHANGARA 
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~ e & o  dss Altas dadas no Cetro Nutricionel para 

- 
Data 

0 ReeponsBveldo Centro Nutrlcional, 



0 fiesponsdvel do Conlro de Sc lde .  0 R~soon3Avrl do Cenlro de NurrlgQo, 

A pessoa abaixo mencioaada recebeu 8Ita hoje do 

Por favor providenciem uma ra@o completa que durara at6 a 

geral ou um m6s no n;iiximo. 

Cenlro de NutriqBo. 

prdxima distribul~80 



Programa de Sobrevlv~ncla lnfantil 

REGIS TO DIARIO DAS CRIANCAS MALNUTRIOAS 
(RAGOES DE DPCCPI) ' 

Aideia : - Daitro : Quarl : 

Nomc da Ciianqa ldadc Afcclado Observ. 

------. ------------ 
.-------..------.--------.-------. 

--.----.-------..--.------------. 



............ ...... TCVC 5 ou n. ... 
..................... Olt& pz '&z :  N;ldo morto? 

....... ... ou k N. &cklo d u m n  a I? scrnana? u .I 

Tcvc 2 ou mait abortos? nu 2 ou nub ludos monos? ... s.. -- ............... k 

*f da Hospital .. ~ c & l  ou Rural . .t.: . 
' 1 

. . , . . . . .  . . ' I ** . , '  \ -  .. 
. .  \ t .  : .. . . . .  . % . # 

I i T~~ tuhmula= c cm tratrrnento? ; ..* .*- *-• ... - . . . i 
. . 

? - 

kina ~ ~ ~ i ~ i ~ :  1: d w  ............ 1 ........... J ........... 2: b e  ........... l ........... 1 ............ Rcfoqo..: ..-.... J.,.: ...... 1 ........ ) 
. . 

MSfSs: - V. D. R. I. Neptivo 1-1 pc&m Data: -1'- ' .  
. -- 

Hemog- (sc menos de 8 p. 36) 0.. --. .a. -* 6-4 '" I 1 * Data: ~-..fd- , , . 
i (pnlir. $, corn. rinais de anemia) 1 1 -!.. , . '  ..:..'I . . 

~~~6 p.unguinm (pirnigcstd SC Rh negatim . . 

Ct\Sm A ENVJAR DO Ih4EDIATO A LONSULTA h4&DICI\ OU EVACUm . . P m  0 HOSP. R U W  
G W L  OU PROVMCIa 

-Hemmagias ,criJcnta o a b u d f l ~  (m 3:. W h q ~  d o  fax1 mqup poi. P ~ U  &*ty &:,I,;:* ,,', , - ~ e ~ n l c ; n s  r.,c,, pnu&+s d. rlio. d o r  c p i g h k a  forte, ou oonvdGa "A la.* tdmm6, (pd-ecJbpW:~~-,,~:* . : 
ccllnpsia). , .k!,i * , .. 1 i,. .+  . h ~ ~ ~ * ~  Lt*l*:[,,, ,.\:,,';, ?,,,. , . .; ,r*,;. 

-Dm &&mini quda e vioknta (rpdd- *p . k . "dd ' ~ Y . . , ~ ~ ? ~ * ) ~ ~ ; ; ~ ~ ! ! , ; ~ ~  8.d .. .. ',. ' .. * 
.,,: . 

A 



OBSERVACdES DA MATERNIDADE 
. -~ 

Data do parto ........... J ........ :..j ......... - Nado morro 
, - .. , ............... T i p  de pano .......,............................. . Apresenta?~ ................................. ..-.. Se &t&ico, poque? ----- ..... . , 

. . .  
Rcctm nucido: MXO .................................... Peso ao lusccr ............................. Perimcrro cnneino .................. .. -.... -.....--.-... : 

I . I  . . . . . .  Anomalias ................................................................................. Rcznimado? ., ............................................... - . . 
- 1  

... ...... :..v: 
.Puerptrio: nom~al. ,fcM,; rom hernorragiu. (subtinhe) ' Btado do puinoo -..,- -..-..--;-~- ' . . I. 

. , . ,j* ,r.,.:.; ,,;.: :: 
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V I S a O  N U N D I A L ,  MOZAMBIQUE 
PROGRANA DE S O B R E V I V E N C I A  I I ' F A N I T L  

PENFlL UE NUIRICAU (EM PERCENTILES) POR GENERO, I D A D E ,  ALTURa E S I T 1 0  

NES/PERIODO:  

I DADE 

% T I L E  N F TOT % 

S I T I O :  ( 3  ---- 
3-10 ---- 

DATA: ) 10 ---- 
T O T N  - - - - 

S I T I U :  3 
3-10 - - - - 

DATA: > 10 ---- 
TOTAL - - - - 

S I T  10: '. 1: 

3 - 1 0 
DATA : > 10 

TO'fiL - - - - 

S I T I O :  i S  --- 
;-lo ---- 

DATA: 1 0  ---- 
TOTAL - .-. - - 

. . 
I , ,  5 

DATA: / / ' 

% T I L E  W F TOT % .  

< 3 
3-10 
> lo 
TOTAL 

< 3 
3-10 
> 1'3 
TOTAL 

C 3 
3-10 
> 10 
TOTAL 

< 3 
3- 1 0  
> 1 0  
TOTCIL 

< 3 
3-10 
> 1 0  
TOTAL 

< 3 
3-10 
> 1 0  
TOTAL 

< 3 
3-10 
> lo 
TOTFIL 

< 3 
3- 1 0  
> 1 0  
TOTAL 





V l SAO MUNO I AL M OCAUB l QUE 
PROGRAM3 DE SOBREV I VENC I AL l NFfiNT l L 

S U M R  I 0  MENSfiL 00 I NTERVENCOE S SM I 

IJES It REGIS 

JflN 

FEY - 
MAR 

fl ER 

MAY 

J L! !I 

JUL 

RUG - 
SET 

OUT 

l,lOV 

DEZ 

TOT 

l a  CONS I X f iLTfiS I TOTfiL 
POSTPfiHT 



! 

u u ,  
EEQlGRAMB D E E  

--' , . 
r , ,  

Nome do Projecto:  PSI-TETE Data: Periodo:. 
5 .  

I . , 
I - Imunizacao: iMes . ' r ~ .  Nurnero - - - BLb/APO ....................................... 

. DTP 1 / AP l........................'-....... 
DTP 2 / AP 2 . . . , . . . . . . . . . . . . . . . . - . C ' . C ' . . . . . . .  : - - .  .,-. .- . . . 

I :  DTP 3 / AP 3.-.......-..........-............, 
. .  Sarampo i . i s . .  - -- ---.--. ..................................... . , 

A 

AT 1 (MIF/Ml;) ................................ I: - 
I 

. . . - - . *  . - - -- .  . AT 2 (MIF/MG) ................................. 
...................... AT 3 (MIF/MG) J . ~ . . . . ~ .  t . * .  . .  -.- . ---- ....... ............................... AT 4/5(TC)lUAS) 

. . .  . .- 
. . . . .  -- . WUMEHO EM TOTAL DES VACCINAS ADMINISTRADAS ...- 

a m  - 
C r e s W  11- de P to- 0 -3 - 

u2.S CkEL Me.a Numel 
Passado Corrente .!hIxluLat, P 

1. Baixo de Feso  Criancas Avaliada 
( peso/idade 1 .  .. 1 vez o maie ...... . .  - . @ 

- 
2. 1.lalnutricao Aiuda - 

(475% peso/al t . ) .  . .- 
I 

3. PerderamiManteram Criancas Avaliada 
Peso ............... 2 vezes o mais .....- 

I I I -gJ.jmentaca.c) L n f f ~  A - 
No. da niae t r e inada  na alirnentacao i n f a n t i l  ........................... 
Alimentacao TerapuLics (Uso Fiche de Pro jec t  da Alimentacao) 

IV- P_r.oeranA~--&lirirmennt_a(=~o E % c o - l ~  
No. das alunos a l i n ~ e r ~ t a d a  no programa ................................... 

* M  No. das  alunos pesadas ........................ J . . . . . . . . . . . . . . . . . . . ~ . . . .  
No. alunos ganharam peso ... - perderam/manteram peso ... 

V - SR(L; 
No. c l ~  maes t r e i ~ i a d a s  na preparacaoiuso de SRO ......................... 
No. de c r i ancas  con1 d i a r r e i a  forriecidas de SRO ...,.-...................=~~ - 

- 
VI- SllLr - 

....... No. de mulheres gravidas  reg i s tadas  examinadas ............ 
VI- 7 k e i n a n r e n L ~  

No- de f s c i l i t a d o r e s  t r e inados  ......................................... 
No, de f a c i l i t a d o r e s  que v i ~ i t a r a m  farni l ias  - ............................ - 

VI I - W f  c,G. 
- 

No. de casos de d i a r r e i a  ........................................... I 
No. de casos de saramyo ............................................... 
No. de casos de malaria  ............................................... 
No. de casos de kwash. o maras. (~75% P/A)  ref. ao cen t ro  - .............. - - 

No. de ob i t o s  por d i a r r e i a  ............................................ - 



' J ISAO M U N D I A L  MOCAMBIOUE 
PROGRAMA DE S O B R E V I V E N C I A  I N F Q N T I L  

JOURNaL  T R I M E S T R A L  POR INTERVENCOES 

! 
Por f a v o r  sumar ize  os mai roes  e v e n t o s / a c t i v i d a d e s  que oco r re ram durante  o ' .  

t r i m e s t r e  passado. Obr igada.  
\., 

.', . 
A q u a  e Saneamento: 

Treinamen t o :  



AdEXO 12: DADOS GRAFICOS 



TETE CHILD SURVIVAL PROGRAM 
REGISTERED POPULATION, 0-36 MONTHS 

AND WOMEN OF CHILD BEARING AGE BY ZONE 

t 
' 6  

. , , , . 

. I 
CHANGARA 

3 7 %  I 
, 

! i 

EACH ZONE CONSISTS OF 4-7 8UBUfl88 JLW 
REGISTERED BETWEEN 10.90 - 7.92 

I I 



TETE CHILD SURVIVAL PROGRAM r, i, n , ' 1  

TARGET POPULATION BY ZONE/CATEGOR);4S i d - , t - 1  t ! l ~  

JANUARY lQ9l - JULY 1992, , , r ,  a,-3, .  

BOROMA CHANGARA 
ZONE 

EACH ZONE CONSIST8 OF 4-7 8UBUR89 JLW 



, I .  , . ,  . . TETE CHILD SURVIVAL PROGRAM. i -, i... i: 4: - {. 

COMPLETED ROUNDS OF CSP I N T ~ R V E ~ ~ ~ O N S  -.(::'I,'':: ,, . .  , .s 

3 .  

FIRST QUARTER 1991 - THIRD QUARTER 1992 I ,;  . , 

NUMBER OF ROUND8 - 1 I 

QUARTLRlYLAR 

3RD OUATf82 INCLUDES JULY 1082 ONLY JLW 



TETE CHILD SURVIVAL PROGRAM .:,. 

RECORD OF INTERVENTIONS , . .  AND, , .  ATT(C~S~G r t r w  i r  a " .  , 
, . 

NO. ROUWDWAtTACKb . , -':F-: <I- . ,"!;  MOt\aT)-& 9 , .  
2 6 j,:;.ji ?*.:I : , ;~>E p d *  ;.:. . . *; t 

m ROUNDS/INTERVENTIONS ATTACKS a 

3RD OUAT/02 INCLUOEB JULY 1902 ONLY JLW 

I 



RATE OF UNDERWBGHT AND ,WASTING 
AMONG CHILDREN BETWEEN 0-36 MONTHSF 

CHANGARA, TETE PROVINCE 4 
I '. s t .  

* * 
PERCENT MALNUTRITION 

60 m 1 

- JAN APR JUL OCT FEB MAY JUL OCT JAN MAR MAY JUL' 
I 90 I 91 I 92 . ' 1  . ;, I 



TETE CHILD SURVIVAL PROGRAM 
PERCENT MALNOURISHED 

FEBRUARY 1991 - JULY 1992 
PERCENT MALNOURISHED 

JLW 



I I I I . .  - .. 
I 

:I I SAC! twtm I 01- . FI~ZAMFIOUE ' 1 
a .  

FROGEAMA DE SOBREV I VENC I A I NFAM I TL 
F'EEF I I- DE I4U'I'F I C.C\U I E l l  FEECEFIT I LES F'DR GENERD . I DADE,? ALTURA ,E 1 SI.T,IO . . . ,-,;,is 

I DADE 
t 

ALTURA 

7 1 1 L E t-1 F TOT % 

S I T I O :  MATAPlEO BEII:I ;: 3 - 2.1 
3-1(3 1tJ 

DATA:  JULHO 1992 ? 1 42 
TOTAL 5'1 

- - 

1 3  3 7 1 1 :  6.1 
'3-10 
.> 10 & . > .  - - T O T A L  1 , . 

' :, j 
'=; 4 - 1  4 * 4  3-10 . 

2. 1 f:, -- 1 
7- T O T A L  

6 I 
I 
I .  

T O T A L  - - 
1 

: A:.. 

TOTAL 



3 * , - :  

CLINICAL REFERRALS ' 
". 

. , , c f J  

INTENSIVE FEEDING CENTERS-TETE 1991-92 a"',: 
1 
i 

NUMBER OF W E 8  

i e o  9 1  :. 

Dl AR PARA MALA SK3M TOSSE ANEMIAdr ' 

INCLUDE8 THE FIR8T 7 MONTH8 OF 1882 JLW 









CLINICAL REFERRALS 
CHANGARA FEEDING CENTER 
JANUARY 1991 - JULY 1992 

MALARIA DlARRElA PARASITOSIS TOSSE ANEMIA SKIN DISEASES 

CHANGARA BOROMA 0 MATAMBO 

INCLUDES THE FIRST 7 MONTHS OF 1992 JLW 



TETE CHILD SURVIVAL PROGRAM 
PERCENT MALNOURISHED 

APRIL 1991 - JULY 1992 

PERCENT MALNOURISHED 

APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR 

BOROMAl CHANQARA, MSSAWA ZONES JLW 



TETE CHILD SURVIVAL PROGRAM 
VACCINATIONS ADMINISTERED 
OCTOBER 1990- SEPTEMBER 1991 

NUMBER OF DOSES 

OCT NOV DEC JAN FEB MAR APR MAY JUN JUL AUG $EP 

DTP/OPV 1,2,3 JLW 



MONTHLY /CUMULATIVE VACCINATION TOTALS 
TETE CHILD SURVIVAL PROGRAM 

JANUARY 1991 - JULY 1992 

Thousands 

MONTHLY TOTAL CUMULATIVE TOTAL h 
B C G  DTP1,2,3 Oi3V1,2,3, TT1,2,3,4 
MEASLES 





VACCINATION SURVEY RESULTS 
CHANGARA DISTRICT, TETE PROVINCE 

AUGUST 1992 

BCG DTP/OPV1 DTP/OPV2 DTP/OPV3 MEASLES 

TOTAL VACCINATED TOTAL SURVEYED 1 
VACCINATION SURVEY WAS CONDUCTED JOINTLY 
BY THE MOH AND CSP TETE 
SAMPLE: 300 CHILDREN 0-3 YEARS 



VACCINATION SURVEY 
ANGARA DISTRICT, TETE PROVINCE 

AlJGUST 1992 

VACCINATION SURVEY CONDUCTED JOINTLY 
BY THE MOH AND CSP TETE 
SAMPLE: 300 CHILDREN 0-3 YEARS 
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TYPES OF MALNUTRITION ADMITTED 
TETE THERAPEUTIC FEEDING CENTERS 

APRIL 1991 - JULY 1992 

MARASMUS PREG/LACT MAR/KWASH KWASHIORKOR 

APR-JUN 91 JUL-SEP 91 OCT-DEC 91 

JAN-MAR 92 APR-JUNE92 





TETE FEEDING CENTERS ADMISSIONS 
JANUARY 1991 - JULY 1992 

NUMBER OF PATIENTS ADMITTED 

J F M A M J J A S O N D J F M  

CENTER ADMISSIONS 

INCLUDES: BOROMA, CHANGARA, MATAMBO SEDE 

A M J J  





RATE OF CHRONIC & ACUTE MALNUTRITION 
CHANGARA DISTRICT, TETE PROVINCE 

OCTOBER 1991- AUGUST 1992 

NO. OF CASES 

I I I I I I I I I I I 

OCT NOV DEC JAN FEB MAR APR MAY JUN JUL AUG 
I 91 I 92 I 



RATE OF CHRONIC & ACUTE MALNUTRITION 
CHANGARA DISTRICT, TETE PROVINCE 

OCTOBER 1991- AUGUST 1992 

NO. OF CASES 
1 

OCT NOV DEC JAN FEB MAR APR MAY JUN JUL AUG 
I 91 I 92 I 

1-1 * No. Acute Maln . . . . . .  o. Chronic Maln C 



Introduction $!! 
;I$' 

In preparation f o r  the mid-term evaluation of WV ~ ~ I # r e t e .  the  tK)H a t  the  provincihl  
an? d i s t r i c t  l eve l s  agreed t o  a s s i s t  WV i n  conductin4 ji c l u s t e r  aurvey of vaccination 
coverage i n  target  v i l l ages  covered by Tete CSP. Tbi,:HOH f contributed two nurses and 
hV contributed two nurses. The survey was conc ; luc te~~~ugus t  5 - 14. 

Ir. 

I n  accordance with the E N  c l u s t e r  survey format, 30 c l u s t e r s  were randomly chosen by 
l i s t i n g  the 18 CSP t a rge t  v i l l a g e s  and providing a cumulative p p u l a t i o n  t o t a l  a f t e r  
each villaqc.. The ciunulstive overa l l  ~ w u l a t i o n  (47.320 1 was divided by 30 t o  give a11 
in terval  of 1.577. Vil lages and n w k r  of c l u s t e r s  per vil lagt? were determined by the 
in te rva l  n m k r  tsee  ~ p ~ r n d i x  I f o r  list. of v i l l ages  and qhoice of c l u s t e r  a reas ) .  

The .snrvey was conducted by four Mozambimn nwees  divide'd in to  two groups: 

1 .  Etluardo tlahui - WV C!;P - Boroms mid Mssawa zones 
Ikxnineos Razan - PlOIf - Borcma m d  Mssawa zcnes 

2. Maria Jcse - WV CSF - Changara zone 
Sr. Savier - MOH - Chanqar~ xcne 

E'ricr t.o i n i  t.iat.ing tho survey. nurses ruet with d i s t r i c t  and provincial  HOH di rec to r s  
i n  'l'ete c i t y  and Chancars to plan the airve!: schedule and receive ins t ruct ion on survey 
me t h d ~ l c ~ !  

Th i r ty  c l u s t p r s  of 1Q households eoch were surveyed. Only houaeholds with chi ldren 0-3 
years  were sur-,eyed. I f  a household had ti 0-3 year o ld  but no vaccination card. the  
c h i l d  was counted i n  the survey a s  not haying been vaccinated. I f  the  10th household 
e1.1rvcyed hsd more t.han cn? 0-3 yr. old then 411 0-3 y r  o lds  i n  t h s t  household were 
surveyed and the  s i z e  of t h s t  pa r t i cu la r  c l u s t e r  was more than 10. 

Forms nere anslyzed f o r  "quzt1it.y c r i t e r i s "  (Eee Appendix I I and vaccinations t h a t  d id  
not meet the  c r i t e r i a  were excluded, from the  count. Percentage e r r o r s  i n  each vaccine 
ty;e were a l so  calculntcr.1. 

An age ad,iustmmt ims msrle f o r  a l l  vaccines given t o  children 0-11 months. This wss 
used t o  ca lcula te  ccverage r a t e s  f o r  children 0-11 months and overa l l  coversge ra tes .  
STC "am ad,iustmi c r i t m i a "  i t i ~ p n d i x  i i t hciow. 

"Completed Vaccine" ?ovarap? was analyzed hy observing whether a form showed t h s t  8 

c h i l d  had rw? ived  a l l  8 veccines ( K C .  ITF1.2.3. OW 1.2,3. and mesales). The number 
of -~acc incs  piw-11 by a fixed health p ~ s t  vs a mobile vaccination t a m  was a l e r ~  
analyzed. 



TABLE C'F COVERAGE PATES FCR CSP TETE, '~  AUGUST 1992 
, t:$ 

: ' I  

i I i 4 'F i I 
I q e  ) K G  i DTl?li@P'!I f DTP2IOPV2 , DTPSIDPV3 , H e a s l ~ s  f h o l c t e d  I Heal th  ! l l o b i l e  

! 
~ U F  ! , I !k :.accines i P l s t  i vacc. , t in  I fii 
0-3 r r s  1 95.32 ; 01.31 1 0L.42 01.6: 02.1: $ 75.4 5 .  j 5 4 . 0  

. , I 
6-11 mos 1 95.71 1 79.4: ; 71.12 61.1: 74.12 '1' 74.12 51.52 : 40.31 

24-36 nos ; 97.41 ; 100.92 ; 09.77. ' 7 . 1  I 99.7Z 94.72 1 59.6: : 60.42 

' 1 7.r ' r -? : Error:  1 4.X . .., &. , J .,.. I 2.:: : 0.2: : 13.5: : 

hnt i -Tetanus 2 vacc ine i n  no thers  of  ch i l d ren  survered: I 772 1 
Overa l l  vacc i na t i on  r a t e s  are  h ioher  than the n a t i o n a l  averaae. KG. D l P l  and OPVl arc  B6X - 972: DTPS and OPV3 a re  81.62, and r a t e  o f  
measles vacc ina t i on  i s  E X .  I h e  f a c t  tha t  over h a l f  o f  vacc i na t i ons  p i ven  werc administered by mobi lc  teams I Y V  nurses u ~ r k i n o  r i t h  RM1 
nurses1 shows t h a t  UV has con t r i bu ted  s i p n i f i c a n t l !  t o  the cu r ren t  h i p h  r a t e  of  vacc i na t i on  coverape. 

The r e l a t i v e l y  low r a t e  o f  TI2 coverage f o r  mothers o f  c h i l d r e n  surve ied was (777.1 may r e f l e c t  o e r i o d i c  shortaoes o f  an t i - te tanus vaccinc 
which have occas iona l l y  occurred i n  the orovinces over the  oast 2 rears .  

I t  should be noted t l ta t  the f a l l ow inp  v a r i a t i o n s  I r o n  the WllO standards o f  conduct ina and EPI c l u s t e r  survers  c x i s t l  

1. Clus ter  sanole s i z e  f o r  t he  Tete survey was 10. Samole s i z e  f o r  the  YHO survey i s  normal ly  7. 
2 .  Ch i l d ren  aged 0-3 r r s  o f  age were in terv iewed i n  Tete. The WHO EPI survey i n t e r v i ews  c h i l d r e n  aoed 12-23 months only.  - 

fin ape ad jus tnent  was made t o  e l i n i n a t e  c h i l d r e n  who were too younu t o  r ece i ve  c c r t a i n  vacc inat ions .  R f t e r  the adjustment, thc  l o l l o r i n p  
nitnbers o f  c h i l d r e n  remained: 

DTPZIOPVZ - ?bl Comoleted vaccines - 207 
OIPJ/OPV3 - 239 Heasles - 297 

S ince the  standard sanole s i t e  f o r  the  YHD system o f  EPI c l u s t e r  surveys i s  210, and s i nce  t he  l e t c  EPI survey had c h i l d r c n  aged 0-11 r o n s  
and 12-36 nos i n  a l l  c l u s t e r s ,  the Tete EPI survey sanole s i z e  i s  q rea te r  than t he  r i n imun  NHO sample s i z e  f o r  BC6, DTPIIOPVI, DIPZIOPV2, 
and DIPJIOPV:, For  measles and comoleted vaccines, i t  i s  on ly  3 sho r t  of thp standard sample s i t p  which r a l e s  the da ta  r r l a t i v r l r  r ~ l i a b h  
i n  s o i t e  of  the d i l f e r e n t  technioue used. 



Discussion 

The fo l l ow inp  t a b l e  summarizes f i nd inps  of  a KRP basel ine survey (January IPPI I ,  W7 FY92 benchmarks, and Tete EPI c l u s t e r  su rve l  v a c c i n a t i o ~  
coverage r e s u l t s  and compares then w i t h  FY9i  benchmarks according t o  the CSP propsal:. 

!!' 
? 

1 I a !I C I I 
t D T P : / ~ P V ~ ~ ~ $  ; BERSLES , COflPLEIED I AtITl- 

,.'L : R C i i  ; ETPI!OF71 ; DTF!IOPY: ' $6, ' VACClHES ' TETRfI'JS 2 
..it;; ' 

KAP SURVEY - JAIIVnRY l P 9 l  W.27. : BJ.31183.OZ : 72.bZ112.4I ; b5.?/115.b@':: 53.3: : - I 

1;:) 
..I 8 ( 

NV DIP BENCHnWES FV?: 1 . I - I .  a I ~ 5 ;  b 9 ~  

EPI SURVEY - AUEUST 19'72 f 93 .0% ; 87.32181.52 : 8b.4llB4.4Y : 82.~~181.67. : Q2.12 f 75-47. f 77.0: 

I The KRP survey o f  K G  counted a l l  vacr lnes repard less o f  whether the c h i l d  had a scar showino a r e a c t i o n  t o  the  vaccine. l h r  1772 EP 
survey counted only  c h i l d r e n  with s t a r s  on t h e i r  arms. The ac tua l  oercent o f  c h i l d r e n  who had received the RE6 vaccine was 9 5 2 .  

Increases can be seen i n  DWIOPV3 coverape I f rom 651 t o  831)  s ince  YV s t a r t e d  CSP i n t e r v e n t i o n s  I 6  months apo and i n  measles coverape whi t  
increased from f3X t o  82%. I t  should be noted t h a t  the percentages o f  the Jan lO9l KAP s u r v e l  a re  c a l c u l a t e d  based on c h i l d r e n  r h o  ha 
vacc ina t ion  cards only; s i n c e  3.52 o f  c h i l d r e n  d i d  n o t  have vacc ina t ion  cards a t  the  t ime 01 the survel,  t he  a c t u a l  base l ine  percrntage- 
a re  lower than those l i s t e d  i n  the  tab le.  Ant i - te tanus and c o m ~ l e t e d  vaccines were n a t  measured as p a r t  o f  the basel ine KRP survey. - 
C l e a r l y  the innu t  from K V  CSP has ass is ted  i n  the increases seen above. As surveys were conducted i n  CSP t a r g e t  v i l l a q e s ,  and as more tha 
h a l t  the vacc inat ions were oer forned bv mobile teans . i t  can be seen t h a t  UV CSP-Tete c l e a r l y  has ass is ted  i n  the increaspd vacc ina t io  
coveraae above. I t  i s  hooed t h a t  i n  the rea rs  t o  come more r e s p o n s i b i l i t y  can be p iven  t o  f i x e d  h e a l t h  ~ o s t  to  ma in ta in  the above coveraa 
ra tes ,  t o  ensure s u s t a i n a b l i l i t y  o f  the CSP work by the t lOl l .  - - 

RWll I - OUALllY CRITERIA FOR PROPERLY COMPLETED VACCIWES: 

For a vaccine have b w n  c o r r e c t l r  administered, the f o l l o n i n u  c r i t e r i a  must be net :  
1, h t h e r  must be abie t o  .show vacc ina t ion  card 
2 .  The c h i l d  nust  have had 0 vaccines I - 

3. There must be evidence o l  a BCG scar on the c h i l d ' s  a r n  
4.  The f i r s t  DPI dose must have becn rece ived  nhen the c h i l d  was 6 weeks o f  i o r  o r  mow. 
5. A minimum i n t e r v a l  o f  4 weeks between DTP o r  OPV vaccines must e r i s t .  
6. Ant i -neasles vaccine must be q i ven  when the c h i l d  i s  0.5 months o r  o lder .  

APPENDIX I 1  - AGE ADJUSIflENT CRITERIA 

The f o l l o w i n g  age adjustaents were made t o  c a l c u l a t e  ~ e r c e n t a g e  coverage o f  vaccines i n  c h i l d r e n  0 - I1  months. I 
1. A l l  c h i l d r e n  less  than 2 nonths o f  age r h o  had n o t  been vacc inated against  DIPIIOPVI, DlP2IOPVI. DIP3IDPV3, and measles w r  I 

r e ~ o v e d  from the denominator. - 
2 .  A l l  c h i l d r e n  less  than 4 r o n t h s  o f  ape who had no t  been vaccinated against  DIP2lOPV2, DTP31OPV3, and aeasles werr removed f r o  

the denominator. 
5 ,  A l l  c h i l d r e n  less  than b months of  age who had not  been vacc inated against  DIP310PV3 and measles were removed from the denor inator  
4.  A l l  c h i l d r e n  less than 8.5 months o f  a p  who had no t  been vacc inated against  measles were removed from the denominator. 



APPENDIK 111 - LIST OF VILLAGES AND SELECTIOII OF CLUSTERS 

VILLIIGE TOlAL POP CUnlRClTlVE POP I o f  CLUSIERS lNlERVIILlRhHDOn NO. 

B a r o m  
Chanqara 
Cancune 
C a r a t a  

Sede t 

Chanqara Sede 
Chioconpende 
Degue 
Hatarbo Br idge 
Nufa I r a f r c l  
n u f a  11 Ides)  
Nswwa 
npcassa 

T o t a l  p o p u l a t i o n  147320) d i v i d e d  by 30 c l u s t e r s  = 1517 

Random s t a r t i n g  number = 1550 

t f o r r e r l y  r e s i d e n t s  of Bunga 


