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1. Results in Year One

11 OR RESULTS
We have had several major accomplishments this year. They are:

A. Developing a Program Presence

Within the year, we have developed productive collaborative relationships
within the MCH unit and with other sections in the MHMS. Several examples
follow:

a) We set up the National Diarrhoeal Diseases Control Committee.
This has formally linked us with the hospital pediatricians, health
education unit, nursing division and the national research institute
(SIMTRI). The committee met 5 times in the year. They reviewed the
results of the national survey and requested clarificatior: and changes;
reviewed diarrhoea policies and scheduled meetings for their review in
November 1992; and arranged more staff for our national survey, and
notified provinces of staff visits.

b) The CDD Adviser has his desk in the MCH/FP unit and participates
in regular MCH/FP meetings with nutrition, EPI and family planning
staff, This keeps us familiar with MCH priorities and potential areas of
collaboration. We did, for example, learn about the production of child
health handbook at one meeting and were able to have inputs into the
section on diarrhoeal diseases. The EPI coordinator helped us supervise
the collection of baseline data in the province of Choisuel.

c) Within the provinces the CMO MCH, National Diarrhoeal Diseases
Coordinator and CDD Technical Adviser have introduced this program
to the Directors of Health and Medical Services. The CMO MCH,
during the 1991 national Directors of Health meeting, discussed the
initiation of the project. The CDD Technical Adviser during the
national malaria control meeting also held in late 1991 took the
opportunity to informally meet with several Directors to discuss the role
of diarrhoeal disease in their provinces and explain the objectives of the
project. During tours in Malaita and Western province, the CDD
Technical Adviser took the opportunity to meet with Directors to
further encourage active participation in the project. The Director of
Health, Guadalcanal is a permanent member of the National CDD
Committee. The CDD national survey, in which all Directors provided
staff for data collection, further established the activities and role of the
CDD project in the provinces. During the baseline survey, we were able
to meet with provincial health educators, trainers, registered nurses and
assistant nurses. .
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d) Given our relationship with other sections after less than one year,
the project has been able to show some tangible evidence of a national
commitment. As noted, the MHMS has already established the
National CDD Committee to which the Undersecretary for Health
Improvement and the national Director for Communicable Disease
Control are members. During our survey all 52 staff, over a period of
three weeks, were provided by the nursing division and from the
provincial directors of health. The MHMS is providing facilities for the
Technical Adviser including office space, telephone, typists, photocopy
facilities, etc. This year the National Diarrhoeal Disease Coordinator
was provided with a motorbike for the project. By the end of the year,
the Primary Health Care division has agreed to assign one additional
member of their staff to work full time with the project. (See
constraints below).

B. Linking with Other Organizations

Throughout the year, we have developed connections with other local NGOs
and international institutions. We have contact with Save the Children
(Australia), WHO, the South Pacific Commission (SPC), EEC, and National
Council for Food and Nutrition. The South Pacific Commission, for example,
has provided us with examples of posters/jpamphlets available from them.
More importantly, we provided technical assistance to David Clarkson of SPC
and Russell Abrams of WHO on a baseline study of sanitation behaviors in
Malaita. Data was collected by a British volunteer. A copy of that document
is attached. We coordinated a collaborative effort between Save the Children
(Australia), the National Food and Nutrition Committee and Vital in activities
addressing Vitamin A deficiency. Some of the pamphlets and stickers
developed for that program are attached. This is further discussed below
under Vitamin A deficiency. We also assisted Save the Children (Australia)
with analysis of their data for VHWs. This provided us with information on
the VHW program while assisting them in analysis. An article from this
research has been submitted to the "WHO Forum', a health development
journal. A copy is attached.

C. National CDD Survey

Attaining our measurable objectives is based on having valid and reliable
baseline data. During the year, we completed the project’s baseline survey, the
"1992-Solomon Islands National Diarrhoeal Disease Study". The survey design
employed the WHO Household Survey Manual, 1989, and the resulting cross
sectional study included a representative sample of 4,020 children in 40
clusters. Planning began in December, however, nearly all staff including the
CMO MCH and National Director for Diarrhoeal Disease Control of the
MHMS returned to their home provinces during the Christmas holidays and no
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decisions could be made until mid-January. By mid-February the sampling
frame and data collection strategy were selected. By mid March all 19
supervisors and 33 data collection personnel had been chosen in each province.
However, a previously planned survey of Nurse Aids was scheduled for April.
Many of the same data collecticn personnel would be used for this survey and
our survey. We needed to wait until May to begin training and data collection.
The results of this survey clearly showed that (1) the incidence of disease
remained higher than in most South Pacific countries; (2) home treatment
required substantial improvement; and (3) mortality from diarrhoea remains
high. We are awaiting approval of the MHMS for printing.

D. National Diarrheal Disease Control Policy

A draft copy of the National Diarrhoeal Disease Control Policy has now been
completed which reflects the results of the study and, as intended by FSP in
the design of this project, the results have been included in setting national
objectives. These objectives build upon and expand those first listed in the
proposal. The national CDD committee will examine the objectives at the next
meeting. The draft objectives are:

1. PRIMARY OBJECTIVES.

1.1 To reduce the morbidity from diarrhoea from 3.5 attacks per child per
year to 2.5 attacks per child per year by 1997.

12  To reduce the proportional mortality for diarrhoeal diseases in children
from 14% to 10% by 1997.

2. SECONDARY OBJECTIVES.

2.1  To increase the percent of children receiving packaged ORS for
diarrhoea from 12.6% to 25% by 1995.

22 To increase the percent of children receiving coconut water for
prevention of diarrhoea from 52% to 70% of all cases.

23  To increase the percent of children receiving oral rehydration
therapy (i.e. coconut water or packaged ORS) to 80% of all
cases.

24 To increase the percent of guardians making ORS correctly from
33% to 60% by 1995..

25 To insure that 95% of all mothers continue to breast fed during
an attack of diarrhoea through 1995.
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26 To increase the percent of guardians which continue to feed
children during an attack from 66% to 85% by 1995.

27 To decrease the percent of children who received antibiotic
therapy for watery diarrhoea from 6% to 3% by 1995.

28 To increase the number of guardians from 40% to 65% who
know at least two reasons to refer a child with diarrhoea to
health personnel.

E. Immunization Program

Immunization, especially measles immunization, is considered effective in
reducing the incidence of diarrhoea. Other vaccine preventable diseases can
also cause illness leading to lowered immunity or poorer nutritional status and,
hence, increased incidence of diarrhea. In January of this year, an outbreak of
pertussis was detected in Choisuel Province. The MHMS was concerned
because reports showed that many cases occurred among previously immunized
children. They postulated that there were inadequacies within the cold chain.
Measles, a live vaccine, is more sensitive to heat. If cold chain problems were
the underlying cause of this epidemic, then we could be fairly sure that measles
vaccine would be ineffective in the province. We investigated that epidemic and
ran an immunization campaign. While we could not show the protective
efficacy of pertussis because of possible misclassification of vaccine status, we
did find that the relative risk of disease was significantly (p<.05) lower in
younger children. This may indicate a protective effect in the most vulnerable
group. Additional research is needed. While this is only a limited activity, it
helped involve us in the immunization program. An abstract of the results of
this investigation is attached.

F. Vitamin A Deficiency (VAD)

Vitamin A is essential to the integrity of mucosal surfaces and, hence, is
considered by many to be important to the prevention of diarrhoeal diseases.
Although FSP did not originally intend to address VAD within the context of
the Child Survival Project, in 1992, a cross sectional study performed VITAL
and FSP in three provinces of the Solomon Islands, found that 1.5% of the
srrvey population had one or more active clinical signs or symptoms of
xerophthalmia. This is above the WHO criteria for a public health problem.
To begin to address this issue, we have worked with Save the Children Fund
(Australia) and the Solomon Islands National Food and Nutrition Committee
to acquire assistance from USAID/Fiji and VITAL for Vitamin A education.
The US$5,000 provided will be used during World Food Day to educate
community members regarding Vitamin A within the context of protective
foods. Education activities including cooking demonstrations, radio spots,
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1.2

pamphlet distribution, etc will be held in rural and urban areas. While this
activity is limited, it helps to link diarrhoeal diseases with nutrition education.

G. Conclusions

This was an important year for the CDD project. ~The National Diarrhoeal
Diseases Coordinator and CDD Technical Adviser established the program
within the Ministry of Health and Medical Service (MHMS). We have made
contacts with staff of both international and national organizations and have
collaborated with them on several projects. Although delayed, we completed
the national diarrhoeal disease survey within the first ten months. The results
of this survey are currently being used to further develop the National
Diarrhoeal Diseases Control Policy. Given the importance of immunization in
primary health care and control of diarrhoeal disease, we tried to determine
the effectiveness of the cold chain as evidenced by the efficacy of pertussis
vaccine. Nutrition is an important component in the control of diarrhoeal
disease and we have worked with local and international organizations to assist
the nation of Solomon Islands in decreasing the prevalence of vitamin A

deficiency.

CHANGES IN APPROACH TO INDIVIDUALS AT HIGHER RISK

Tl second year will see the CDD project moving toward training of MHMS
staff, village health workers and community leaders. Hence, more activities
will be directed at target populations. The Solomon Islands, unlike other
developing countries, does not have an easily definable high-risk group. For
example, in Bangladesh it would be desirable to concentrate on severely
malnourished children from poor, landless families. In this country, poverty is
more evenly spread and all families have access to some land. At this time,
our definition of high-risk will include moderately to severely malnourished
children in areas principally served by village health workers.

It became clear during provincial tours that two strategies will be necessary for
reaching high-risk groups and this will be our two pronged strategy. The first
strategy will deal with those groups that have access to health services. These
individuals are often receiving inadequate education or care and seeking
services too late during illness. For example, two urban deaths were reported
when two severely dehydrated children were brought to a health center. The
center was unable to provide IV’s or rasogastric tubes. These children were
referred to a hospital, but they did not survive the trip. Health care providers
at all levels need to be better trained in case management, and provided with
necessary supplies.  Still, however, we will work to improve the prevention and
treatment of early dehydration for these persons, so as to prevent the need for
IV’s. The national diarrhoeal diseases study clearly points out that use of
packaged ORS and correct preparation of ORS is a national problem.

CSVII First Annual Report - FSP/Solomon Islands 5



A second strategy will deal with persons not in contact with health services
because they live in isolated areas. Currently, the provision of packaged ORS,
antibiotic treatment and preventive measures is inadequate. To assist these
individuals, we will need to link up with village health workers and non-
traditional health care providers. Consideration will be given to the possible
role of shopkeepers in distributing ORS packets. Social marketing of ORS has
been discussed by USAID consultants with the MHMS, and FSP has strongly
encouraged this enterprise. The provision of antibiotics to VHWs remains a
sensitive issue, and will need to be further discussed by the National CDD
committee. Save the Children is already providing training to VHW’s and we
will build upon their experience.

13  STAFFING

Except for the FSP Technical Adviser, we have not hired any additional
technical staff for this project. Administrative assistance is provided by the
FSP Country Director and an office accountant. All other staff are from the
Ministry of Health and Medical Services. An organizational chart follows. The
resumes of the Technical Adviser and National Diarrhoeal Disease
Coordinator are attached.

Table I: Organisation Chart, CDD project

US/H1

ational Diarrhoeal Digease Committee
CNO com ——————————

Paediatrician——— CHO MCH/FP PDMHS

D/SHTRl  —————
CHE0 ——e—— nl
NPHCC ‘
D Technical
Coordinator  Adviser FL
I——— PHEO
PHC-Co
R&'s
NA’s

Abbreviations, Names and Titles:

CDD Coordinator - Mr. W. Pitakomoki, Control of Diaichoeal Diseases
Coordinator, MHMS.

CHEO - Mr. A. Lovi, Chief Health Education Officer, MHMS.

CMO MCH/FP - Dr. J. Pikacha, Chief Medical Officer, Maternal and Child
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Health/Family Planning, MHMS

CNO com - Mr. E. Daiwo, Chief Nursing Officer, Community, MHMS
Director FSP - Tony Carmel, Director of Foundation for the Peoples of the

South Pacific, Solomon Islands.

D/SMTRI - Dr. J. Leafasia, Director of Solomon Islands Medical and

Training Institute, MHMS

NA’s - Nurse Aids, MHMS

PDMHS - Provincial Directors of Health and Medical Services, MHMS
Paediatrician - Dr. Cyril P. Consultant Paediatrician, Central Hospital, MHMS.
PHC Co. - Provincial Health Care Coordinator, MHMS.

PHEO - Provincial Health Education Officer, MHMS.

RN’s - Provincial Registered Nurses, MHMS

US/HI - Dr. E. Nukuro, Under Secretary for Health Improvement,

MHMS

Technical Adviser - Thomas F. Wierzba, Epidemiologist, Foundation for the Peoples

of the South Pacific, S~lomon Islands.

NPHCC - Mr. T. Daonanita, ! {ational Primary Health Care, Coordinator
14 CONTINUING EDUCATION

1.5

1.6

The Solomon Islands is a small country, and unfortunately only training
programs arranged through this project will be available to staff. We are
pleased that the national CDD program coordinator will be going to Fiji in
October, 1992 to attend a 10 day WHO workshop on clinical aspects of
diarrhoeal diseases treatment.

TECHNICAL SUPPORT

Julie McLaughlin, FSP Health Program Officer from FSP’s Headquarters in
San Diego, visited the project in February, 1992 on a monitoring visit.

Drs. Guy Hawley, consultant, USAID and Pat Lowry, USAID, Fiji, visited the
project in April, 1992. With the MHMS we reviewed the results of the 1991
xerophthalmia study. We also reviewed progress and constraints for the CDD
project as described above.

A request was made for a consultant visit from Dr. M. Bennish of Tufts
University, but this will probably occur in early 1993.

COMMUNITY PARTICIPATION
We will build community support for this project through two strategies. First,

we intend to train 100 community leaders. Most of these leaders will be from
women’s groups which are affiliated with local churches. Many of these clubs
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1.7

are organized at the provincial level as well as the village level, and the
regional leaders will arrange the workshops. This workshop series will either
be for CDD only, or also include other related subjects. At the workshop one
or more members from each club wili attend, and be trained on home
treatment and prevention of diarrhoeal diseases. Training will be completed by
primary health care trainers available in each province. After the course is
completed, the mothers will return to their village to pass on the messages.
We expect that the new staff persons (see constraints) will be responsible for
this part of the program. We will place our emphasis on groups and clubs
from areas without accessible health services (see high-risk section).

Secondly, we will use Village Health Workers. VHWs are chosen and
supported by their community. They primarily work in areas withoat health
centers such as areas serviced by nurse aid posts. The provinces provide only
supplies and a small stipend for the VHWs. VHW’s are expected to supply
their own building for seeing patients and giving health education.  This
project will employ the VHWs to provide treatment and health education for
diarrhoea patients. They will also be taught the importance of good nutrition
and immunizations, particularly measles, We will train 100 VHWs in 1993.

LINKAGES TO OTHER HFALTH AND DEVELOPMENT ACTIVITIES

We have placed this project in the MHMS and within the context of their
development strategy. The MHMS has directly linked the CDD project to
their overall development plans through the 1989 national health plan.

2. Constraints, Unexpected Benefits and Lessons Learned

21

CONSTRAINTS

Staffing is the single major constraint that hinders the implementation of this
project. While the MHMS has well-trained staff, educated persons in the
Solomon Islands are in great demand, there are insufficient numbers of health
personnel staffing the key technical areas of training, supervision and health
education.

STRATEGY: The primary health care division will assign one
additional staff member to this project. He or she will organize and
implement provincial training courses specifically for women’s groups
and VHWs. The National CDD Coordinator and CDD Technical
Adviser will train this individual. For health education, we are looking
to utilize other NGOs’ resources and experience. Independent graphic
designers are being contacted to aid in materials development, and we
will explore cooperation with the Solomon Islands Development Trust in
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2.2

23

the coming months. Developing and strengthening links with other
organizations will remain the single best method of finding the
additional human and financial resources necessary to expediting this
project.

In July, all physicians nation-wide resigned their post over a dispute with the
government regarding wages, benefits and training opportunities. The CMO
MCH/FP, for example, was out of the office for six weeks. The pediatrician
working on the National Diarrhoeal Diseases Comraittee did not return to
work and a new pediatrician was assigned to the committee. Many committee
staff, MCH staff and senior administrative staff were ‘assigned to work in the
hospital to replace physicians. Review of the survey results and training plans
could not be approved until their return.

STRATEGY: The majority of physicians returned to work in late
August and we were able to continue with our work. The survey was
reviewed shortly thereafter and sent to the National Diarrhoeal Diseases
Control Committee.

UNEXPECTED BENEFITS

We achieved three objectives this year. We placed an epidemiologist in the
MCH unit for CDD, completed the National CDD Survey, and built national
level commitment to the project. The placement of the Technical Advisor and
the implementation of the survey has lead to more thoughtful analysis of the
disease situation in the country. For example, ministry and provincial staff are
considering studies to investigate the antibiotic sensitivity patterns of
appropriate bacterial pathogens such as Shigella spp. and Campylobacter. The
MEHMS recorded two deaths in Guadalcanal Province from dysentery. Both
had been treated with antibiotics. In a second example, the national
Diarrhoeal Disease Coordinator is using new skills to better problem solve and
identify problem causes. He has stated that he can now appreciate the need
for research and surveillance, since assumptions may be very wrong. One of
our findings was a 50% reduction in use of packaged ORS in the country. This
was counter ‘o the thinking of all staff.

INSTITUTIONALIZATION OF LESSONS LEARNED

The primary lesson learned is that to carry out the program, we will need to
have strong links with other NGOs working in the area of diarrhoeal diseases,
training and materials development. We need their experience. This will lead
to improved quality of work as well as expedite the project. For example, the
MHMS health education unit is unable to provide the materials for diarrhoeal
disease originally promised. It is more practical, therefore, to use relevant
education materials developed by the South Pacific Commission (SPC) then to
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try to develop our own. To institutionalize this recommendation, we will add
other NGO members to the National CDD Committee, or develop a
subcommittee of NGOs. It is essential that the FSP Health Program join the
governing body of NGOs, the "Solomon Islands Development Exchange" in the
coming months.

The resignation of all the country’s physicians, exemplifies the types of events
which can so easily affect the project’s schedule. In a country the size of
Solomon Islands, and with its many isolated populations, national events can
greatly impact upon the progress of the project. This is FSP’s first activity
working with the Ministry of Health and Medical Services, and we are learning
how to cope with the great demands placed on few people in the MHMS
which often preclude project priorities. Flexibility and innovativeness in
accomplishing objectives are essential.

3. Changes Made in Project Design

3.1

3.2

33

3.4

GES IN PERCEIVED HEALTH NEEDS

CHANGES IN PERCETVED HbALIE NELDD

Before conducting the 1992 National Diarrhoeal Disease Survey, there was a
perception among some Directors of Health and Medical Services and MHMS
staff that diarrhoeal diseases were not a major problem. Staff considered a
1986 study to have given an overestimate of incidence and mortality. The 1992
survey established that diarrhoea is a serious concern with 3.5 attacks per child

per year and 14% proportional mortality.

CHANGE IN PROJECT OBJECTIVES

We have changed our measurable, project objectives to reflect the outcome of
the CDD survey. These objectives will be fully detailed in the revised Detailed
Implcmentation Plan.

GES IN PLANNED INTERVENTIONS

CHANGES IN PLANNED INTBRVUNIIONS

We have added some very basic vitamin A education activities which are
intended to complement the CDD objectives. (See Vitamin A Deficiency).

CHANGE IN POTENTIAL AND PRIORITY BENEFICIARIES

CHANGE LN 1 N A, O A e L A ===

We have not changed the project location, number or prioritization of services
to beneficiaries.
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4. Progress in Health Information Data Collection

4.1

4.2

CHARACTERISTICS OF THE HEALTH INFORMATION SYSTEM

4.1.1 The EEC began a surveillance system in three provinces. They
designed this system to collect information on the incidence of diarrhoea
gnd dysentery as well as presence or absence of dehydration. We have
requested that data from rural health centers be provided to us. We
intend to use this information to more carefully analyze high incidence
areas and epidemics.

412 This surveillance system helps to describe the descriptive
epidemiology of disease. It does not go beyond geographic location, age
and sex. We intend to further analyze this data to identify high
incidence areas and epidemics.

4.1.3 This system does report on clinic activities, but not on diarrhoeal disease
services. There has been no changes to clinic activity reporting. We have
recommended they include information on health education sessions for

diarrhoeal diseases.

4.1.4 There is a system to monitor VHW activities, but it is not
working. All VHW’s are to maintain logs of patients seen, diagnosis
and treatment. This information is too be brought to a rural health
center or pick up by the local health center staff. A review of VHW
activities conducted by Save the Children (Australia) may lead to
changes in this system. We are awaiting the outcome of that review.

SPEC CAPACITIES OF THE HEALTH ORMATION SYSTEM

4.2.1 The systera does measure number of clinic sessions, but this
indicator is not directly relevant to our project.

422 Surveys have been undertaken to measure drop out among
community health workers and the CDD Technical Adviser has helped
in the analysis of this data. A copy of that report is attached. Over the
13 years of the VHW program, the overall drop out rate was 62% with
a mean annual attrition rate of 4.8%. Provincial attrition rates varied
from 43-78%. Fifteen percent of VHW were upgraded tc nurse aids or
their VHW post upgraded to a nurse aid post. The average number of
years worked was 4.9 years.

Given that the average number of years worked for a VHW was 5, it is
important that CDD activities be integrated into all new VHW training
programs. Recent curriculum guidelines drawn up by Save the Children
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have included diarrhoeal disease control. These guidelines will need to
be reviewed in light of the recent CDD survey and following the
adoption of a National Diarrhoeal Diseases Policy.

4.2.3 The project does not investigate acute cases of paralysis.

4.2.4 This project will monitor the number of hours that are spent by
community health workers taking CDD courses. Overall number of
training hours is not applicable to this intervention.

42.5 With the initiation of the EEC surveillance system we have been
able to get data on the person, place and time of disease. However, this
system only covers 3 of 9 provinces and we are without information
from other provinces. The expansion of the system to other provinces
will occur in 1993.

MANAGEMENT OF THE HEALTH INFORMATION SYSTEM

43.1 About US$15,000 went toward the largest diarrhoeal disease
survey in the history of Solomon Islands. The National Diarrhoeal
Disease Committee expressed their appreciation for the high quality of
this research. The costs covered data collection for a representative
sample of 4,020 children in 40 clusters of 9 provinces. Staff included 18
supervisors and 33 interviewers.

43.2 We reviewed program indicators on 9/25/92 with the Natioial
Diarrhoeal Disease Committee. This was a review of the results of the
1992 Diarrhoeal Diseases Survey.

4.3.3 We will circulate printed copies of the 1992 National Diarrhoeal
Diseases Survey Report in late October 1992. We are currently
awaiting permission to print the document from the Permanent
Secretary, M:iIMS.

43.4 The CDD Technical Adviser for the project is an epidemiologist.
He will monitor data reliability and validity.

43.5 The question assumes that data quality is deficient. EEC is now
upgrading the national disease surveillance system. This system is
achieving standards well above those in most developing countries. The
surveillance system has already been used to identify a yaws epidemic.
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5. Sustainability

51

5.2

53

RE NT CO

5.1.1 This is an appropriate project because it advances the time
schedule of development and increases scientific knowledge without
adding costs to the MHMS. Recurrent costs will include only salaries of
staff who were already receiving pay from the government before
starting the project. Facilities and supplies are already present or
provided by outside donors such as UNICEF. The cost of recurrent
services remains the information of the MHMS.

5.1.2 These costs will continue to be paid by the government.

STRATEGIES FOR INCREASING POST PROJECT SUSTAINABILITY

52.1 This is a project completed in full cooperation with the
government. The Technical Adviser, for example, is stationed in the
MCH unit of the MHMS. Most staff and recurrent supplies are already
provided by them.

We stationed the Technical Adviser in the MCH unit, MHMS. This
allows us to focus on strengthening the MCH unit’s ability to implement
national programs. These programs are complex and involve reseazch,
training, development of health education materials, surveillance and
evaluation.

For sustainability, it has become clear that the "National Diarrhoeal
Disease Control Committee” will be important. Members have already
asked this ccmmittee to expand its role in diarrhoea diseases by
examining further research questions, seeking additional funds and
linking with other institutions.

We will also increase long term sustainability by development of a
national diarrhoeal diseases policy. The MCH unit and other senior
staff of the Ministry will collaborate in policy development. This policy
will not only outline current initiatives, but also state future directions in
the control of diarrhoeal diseases.

5.2.2. Efforts aimed at increasing efficiency are addressed above in Lessons

Learned.

COST RECOVERY
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We are aiding the government in developing affordable services based
on low cost treatment such as packaged CRS and coconut water for
home based rehydration, and we have stressed use of available
resources, the project is not implementing any cost recovery activities.

6. Project Expenditure and Justification for Budget Changes

6.1 A Pipeline analysis has been submitted to USAID under a separate cover
as requested.

6.2 There are no significant changes to the budget.

7. 1992 to 1993 Work Schedule and Budget

The final work schedule for the year will be approved by the National
Diarrhoeal Diseases Control Committee. However, activities and expected
months of completion are shown below:

a. development in the MCH unit by Technical Adviser and national
counterpart of training materials to be used for RNs, nurse aids, VHWs and
womens’ clubs and provincial trainers by December 1992.

b. Training in Honiara by national counterpart of 18 provincial trainers for
nurse aid training and VHW training by January 15th, 1993.

c. Revision by Technical Adviser, principle nursing officer and national
counterpart of 3 CDD, nursing school curricula by January.

d. Seminar by consultant for 12 Doctors in Honiara on advances in diarrhoea
case management for 1 day by January.

e. Training for 185 registered nurses from 9 provinces by Technical Adviser
and national counterpart on diarrhoea case management and health education
for 2 days by September.

f. Training of 100 nurse aids from 9 provinces by provincial trainers on
diarrhoea case management and health education for 3 days by September.

g. Training of 100 VHW by provincial trainers on diarrhoea case management
and community education by September.

h. Training of 100 village or group leaders in 9 provinces by provincial trainers
by September.
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i. One outbreak investigation of G*urrhoeal diseases by CDD Technical Adviser,
national counterpart and provincial medical services by June 1992 and a second
investigation by September.

j- Establish one rehydration corner in one provincial center by principle nursing
officer, national counterpart and Technical Adviser by July 1992.

k. Development and distribution of 5,000 pamphlets, 5,000 posters and 300
radio spots on ORS, referral and feeding practices during diarrhoeal disease by
health education office and MCH unit by September 1992.
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Thomas F. Wierzba
4913 Berryhill cCircle
Perry Hall, MD 21128

Fhone:301-931-0951
Personal
Birth Date: July 28, 1953 Languages: Malay, Bengali
Citizenship: United States Married, three children

Experience

Epidemiologist/Chief, Biostatistics Section, Henry M. Jackson
Foundation, Rockville, Maryland, October 1989 to present. Conduct HIV
research with the US Military. Established and, now, supervise
Biostatistics Section. Collaborating in the design of a phase 2,
clinical trial for HIV subunit vaccine. Examining DTH skin test
antigens as a measure of cellular immune status in vivo among HIV+.
Examining changes in neuropsychological functioning in HIV+ cohort.

Research Analyst, Department of Epidemiology, Johns Hopkins School of
Hygiene and Public Health, January 1989 to December 1989. Employed by
the Deputy Director of the Epidemiology Department. Studied effects of
risk behaviors on time to AIDS among participants in the Baltimore HIV
(SHARE) cohort. Completed matched case-control study on changes in
risk factors for HIV before and after 1986. '

Intern, Department of Biostatistics, Academic Data Center, Johns
Hopkins School of Hygiene and Public Health, October 1987 to January
1989. Provide training and technical assistance for statistical
programming among staff and students. Taught courses on SAS and CMS.

Coordinator, RDRS Health Program, Lutheran World Service, Lalmonirhat
District, Bangladesh, October 1982 to February 1987. Supervised 500
health staff with a budget of $500,000 annually. Expanded program from
750 to 900 thousand persons served. Developed active case detection
system for diarrhoeal diseases and reduced fatalities for dysenteric
illnesses from 1.5% (76/4896) to 0.4% (28/6728) . Expanded coverage of
vaccines until 93% of children <18 months were immunized with measles,
DPT, polio and BCG. Established midwives’ clinics serving 2000 pregnant
women. Introduced short course therapy for leprosy among 75% of 1200
cases. Set up system to monitor morbidity and mortality in working
area. With International Center for Diarrheal Disease Research, Dhaka,
researched sensitivity and specificity of treatment algorithms for
dysentery, resistance patterns and transport mediums.



Thomas F. Wierzba

‘Health Education Officer, Medical and Health Department, Kelantan,
Malaysia, December 1979 to September 1982. Trained rural health staff
serving a population of 870,000 in health education methods. Developed
and directed education activities for control of 1981 cholera epidemic.
With local counterparts, began a rural nutrition education and
intervention program for moderately malnourished children.

Training Specialist, Office of International Services, United States
Centers for Disease Control, Atlanta, Georgia, May 1979 to August
1979. Administrated and evaluated seminar for foreign professionals on
epidemiology and public health administration in disease control.

Education

September 1988 to present, PhD expected 1993, Infectious Disease
Epidemiology, Johns ‘Hopkins School of Hygiene and Public Health,
Baltimore, Maryland.

Completed all courses in epidemiology, microbiology, immunology,
pathology and statistics. Post certified by June 1991.

Teaching Assistant, Department of Epidemiology, Johns Hopkins School of
Hygiene and Public Health, September 1988 to November 1988. Teaching
Assistan® for course on the "Acquired Immune Deficiency Syndrome" given
by Dr. K. Nelson, Infectious Diseases, Department of Epidemiology.

MPH, July 1987 to May 1988, Infectious Disease Epidemiology, Johns
Hopkins School of Hygiene and Public Health, Baltimore, Maryland.

MS, September 1977 to July 1979, Community Health Education, Southern
Illinois University at Carbondale, Carbondale, Illinois.

BA, July 1973 to May 1976, Social Psychology, Southern Illinois
University at Carbondale, Carbondale, Illinois.

Articles, Abstracts and Presentations

Wierzba T. "Interventions to Reduce Deaths from Dysentery in Rural
Bangladesh", Presentation, 9th Congress of Infectious and Parasitic
Diseases, Munich, Germany, July 1986.

Wierzba T. "RDRS Health Program, Diarrhoeal Diseases Epidemic Control
Strategy", Intouch-VHSS Health Newsletter, Dhaka Vol IX No.76 Nov-Dec
1985.

Wierzba T. "Implementing the EPI", Journal of Associations of
Development Agencies in Bangladesh. Vol XII. No.5 Sept-Oct 1985.



Thomas F. Wierzba

wieriba T, Redfield R, Burke D, Birx D, "Screening HIV+ patients for T
helper cell counts less than 200 by delayed type hypersensitivity (DTH)
skin tests." Abstract, Submitted to Seventh International Conference

on AIDS, Florence, Italy, 1991.

Bennish M, Eusof A, Kay B, Wierzba T. (letter) "Multiresistant Shigella
Infections in Bangladesh", Lancet August 7, 1985.

Rosmans C, Bennish M, Wierzba T. "Diagnosis and Management of Dysentery
by Community Health Workers", Lancet Vol II No. 8610 September 3, 1988.

Bennish M, Kay B, Wierzba T, Mitra A, Baker S. "Comparison of Methods
for Recovery of Shigella spp. During Field Studies", Poster, Congress
of Infectious and Parasitic Diseases, Munich, Germany, 1986.

Davis W, Engler RM, Mayer D, Smith I, Wierzba T, Birx D. Comparison
between multitest Merieux Inst. and intradermal delayed type
hypersensitivity skin test in HIV seropositive patients. Abstract,
Journal of Immunoloqy, January, 1981.

Redfield R, Birx D, Ketter N, Polonis V, Davis C, sSmith G, Fowler a,
Brundage JF, Wierzba TF, Johnson S, Shafferman A, Oster C, Burke DS,
Tramount E, and the Military Medical Consortium for Applied Retroviral
Research. Post HIV infection immune modification by active vaccination
with recombinant GP160: Phase 1 safety and immunogenicity of vaccine

therapy. Submitted to New England Journal of Medicine. February 1991.

Martin A, Law WA, Salazar AM, Kampen D, Wierzba TF, Willaims J, Roller
T, and Coats M. Neuropsychological functioning in early stage HIV
infected individuals: The Walter Reed Study. Manuscript in
preparation.



EDUCATION

Graduate Study

1. July 1979, Master of Science, Community Health Education,
Southern Illinois University at Carbondale, Carbondale,
Illinois, 62901.

2. May 1988, Maéters of Public Health, Infectious Disease
Epidemiology, Johns Hopkins School of Hygiene and Public
Health, 615 North Wolf Street, Baltimore, Maryland, 21205.

3. Expected 1993, Doctor of Philosophy, Infectious Disease
Epidemiology, Johns Hopkins School of Hygiene and Public
Health, 615 North Wolf Street, Baltimore, Maryland, 21205.

Completed all course work in epidemiol ogy, statistics,
health information systems, immunology, virology,
tropical diseases, etc. Completed all written exams and
presentations. Currently completing departmental and
school oral examinations.

Y
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Bio-data
National Diarrhoeal Diseases Coordinator

Winston Pitakomoki, RN

Mr. Pitakomoki, RN graduated from the School of Nursing, Honiara in 1980.
Following graduation, he was posted as a general nurse practitioner from 1980 to
1985 in Malaita. In 1986, he was promoted to Primary Care Coordinator for the
Province. Activities included supervising, monitoring and evaluation of primary health
care programs including EPI, CDD, nutrition, etc. In 1989, he was again promoted to
the post of National Diarrhoeal Diseases Coordinator for the Ministry of Health and
Medical Services. He continues to hold this position and is stationed in the Maternal
and Child Health Unit. Besides in service training, Mr Pitakomoki, attended a one
month course on primary care in Hawaii in 1988. This was sponsored by the World
Health Organization. In 1990, he attended a CDD and ARI program orientation
sponsored by WHO for 2 weeks in Fiji. In 1991, he attended a two week in service
training held by the United States Centers for Disease Control. Mr. Pitakomoki is
currently a part time student in the University for the South Pacific. His training will
lead to a certificate in Community Development. As National Diarrhoeal Diseases
Coordinator, he is responsible for supervision, training, monitoring and evaluation of
all CDD activities. Mr. Pitakomoki is secretary for the National Diarrhoeal Disease
Control Committee.



ABSTRACT

Pertussis Outbreak in Choiseul Province
Solomon Islands - 1992

In January, we investigated an outbreak of pertussis in Choiseul Province. We
defined a case as cough more than 2 weeks, nasal discharge and, for children older
than 1 year, presence of whoop. Children without health cards were considered
unimmunized. Of 258 children younger than 13 years, we detected 63 cases for an
attack rate of 24.4 (18.4-30.4)" per 100. Other case characteristics included: 71%
fever, 76% puffy eyes, 81% apenia, 91% vomit after cough and 64% subconjunctival
bleeding. The median number of whoop days was 52 (interquartile range:30-73).
Children aged 5-12 years were 2.2 (1.4-3.7) times as likely to be infected as children
less than 5 years. The protective efficacy of 3 DPT doses vs none was not statistically
significant (p=.46) with a relative risk of 0.84 (0.5-1.4). There was no age interaction.

The protective efficacy of DPT was not established, possible due to
misclassification of vaccine status among children without health cards. However, age
data support the view that DPT is having an impact in younger children. The
predisposition to pertussis in older children could be due to weaning immunity or cold
chain inadequacies in earlier years. TW, BH, CC - MCH/FP unit, MHMS, Solomon
Islands. *( )=95% Confidence Intervals.
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walkist 2 & ZG MeLATTA PROVINGT

BASELINE INFORMATION REPORT

.

irie ar.itaticn proier- proposes tc provide & modrfises ViIF
jagtrane tociletr for ez-r hoazencld witnin Warde zE & 2§ Fzlaita
P .

rovitice.,

The mocd:ificatricne are the proviesieon o a cement toalel "bowi ',
lined with & preformed plastic 2arcert, together with an
opticrial plastic waterezal trap.

In order to promote the benefits nf ttie {form of sanitation,
and ihs  rtoncurrent rnieed ‘o goos perzonal hyoiFne, &n
apnropriste heaith educatizn campsigc 1s alec to be carrie

Py
b

Gy,
Tty eper:fic purpeee In roilectang.c canleing &nc interpegrnirg
Eacriireg Info-meticr 1ir. 1ive early ctages ot this preojert wae

thered{cres

}. To aseist 1n the de=ign of an appreoriate health cducetior
Progrsmme s

F. igp gmeure that the croposed eanitatice dacilities will be

<

tutisvally arrepiatlie,. ane aleog

5. 1o rrovide criteria for future eveiustion ci the project.

BRCKGRGLND )

i female velunteer (VS0D) wse recruites fron England to live in
one of the villagesz within the proiect area and co-ordinste
the baseline informstion cstudy, together with the subsequent
healt’ education programme and toilet construction,

A~ the only pereon asczagned fuli-time to the project, the type
and Qquarntity of informstion getherec, and methode {or doing
50, were inevitably stractly Jlimites oy conflicting derends on

her time and eka1lle: langnese and cultural barrierc;
inadequste accommodetion B co-aumication fecilities
prevalizng westhor cornaiaes oy,

Inveluaile ascgacstance wat. however, o naretefrred by 8 namier of
Icvael peonde vathoul trrse help this etao, couwlo rot ke o g,
comnle~ed,



INFORIMATION SOUGHT

1.Demographic: -~ Loretion of esch village
~ Fcpoaletior
- Lsngusge
- Ecdscstion

Z.Health: - Cormmon dicscesses
-~ Ir-idence of disrrhoes and intestinal
p=-esites
- Rcie of the climice and villsce Reslin
workere

-~ Hgslir indformstion spources

-
<,

S.Water supply: - RCCE
rieeg

n
"

to ss5fe water sufficiert to dsily

n

4.Excrets oispossl:- Constructed toilets currently svsilable
~ Current custom anc prsctice
- kriowlecdge and beliefc
- Ferce:ved berefstz problems cf VIF

iTilets

S Fgreonal Hyssene - He-ndwashing Erectices
- Fnowledge and beliefs
- Use of soap

. Envirgnmenial wmnt e~g kow livestock ie kep®
- Refus=se Bispossi
- Waeste wasier

7.Decisior making -~ How and by whom in the communzty

6.Commitmert - Relevent indicstors
G .Approprisate - haet ie effective
Media ’

HMETHODS USED
1 .6Group discussions

ook plsce in &ll ©f the 2& villeges locatec within the
projecl area. Both 4crmal and informal diecussizne occurred
wathirn girole and mixen gencer groupes led by the vEO with the
ver of & loca) interc-eter. luumbere attencding varied {fromw & to
approxinmatiely S0, anc lattive | hour to 3 houre oerenoang upon
the rmunber of quecstic~t asbeo.



Topice covered were :- evisting toilet s-rongerents

- access and aveilsbility of sufticient
clean water

- advantspoee &nC riesdvsntsges of the
proposed VIP to:iiels (with o without
plestic water-sesi;

- current custom and practice regarding
toiiete and defsscastion among women and
chilcren.

- perecoral hygiene prartices observed by
womer snd chiicrs-

- heaitr corncerne cf molhers

- perceived healtn ststus of children

Z2.0ne—-to-one discussions

Theee, oOf necescity, varied depending upon the gender of the
persorn, their e&ge. status within the community, limguistic
ekille, circumstences of tke “ermcounter , anc <smililsrity with
1he \ASTEN Surh  discussiome dic rcs tskE plece in sll
communities vieited &rd were, inevitstly. more frecuent in the
Vval'e viliage base snd ne:ghkoouring co--ornities,

Generslly, the same topice were discussed but from & more
pereonal viewpoint.

However, it wae pozeible *tc explore ‘e grester re-ge of :ccues
in more cdepth and relped te clari+ty risundersiendings due to
lsnguage &ndsor cultural difierences. For example, custom and
practice regarding ‘poisoning’ (i.e. sicknesce Que to "magic’)j
appropriste language when <cpeaking of defsscation habits;
tabus related to food and iood preparation. -

3I.Buestionnnaire

& copy ocf the questionnsire (in Erzlish) 1= attached as
Appengix 1.

1t wae tranclated into local language for work in the field in
the belief that
a) there would be lese chance of
misinterpretation cf the guestioncs;

b) by doing =0 it ehowesd reepect for the locsl
lariguege;

c) the interviewere woold be Jocel womern not
necezear i)y literate 10 Englisht,



Severe conctrsintse c©f sveilsble time, financez anc persornel.
together with difficultiez of travel, limited the uese of thre
guestionnaire to a “sample of convenience' of & communitiecs
within the project area and & totsl of 95 women interviewed.

A number of quecstione were acsked regarding handwashirng beliefe
and practicee; attituce to the proposed VIF toilei; inciderce
of diarrhoes and paracitic worme.

Due to & variety of circurstances, approximately twz thirdse of
the interviews were conducted by a man, often in trez preccerce
of the interviewee s huehband and/or children.

4.Clinic Records

Two .clinics are located within the project aren, at Sa‘a and
lawa ' aro. Statistics {for the year 1991 were taken in relation
to Malaria, Acute Respiratory Infections ( mild, moderate,
severe); Gastroenteritis ( diarrhoea and other - wusually
parasites); and Skin Complaints ( including abcess, {ungal
infections, sores)

In addition, a Village Health Worker is located at Herenesi
and Uars.

S.0bservatiaon

Living, workimg and touring within the preoject a-ea Afor 7
months enabled the V50 to observe locel customs and practice
on a8 day-to-day basis: thuse providing & valueble (albeit
informal) complement to the other informatior cgathering
meircds.

6.Population List

The leaders of each village were requested -to provide a listi
of all heads of household, together with the numbers within
each household. The purpose of this being to

a)provide accurate data as to the potential
maximum number of toilets likely to be
required (at the rate of one per
household) and

b) indicate rate of populestion ircrease by
comparison with exieting records



FILDINGE
1.Demographic

s)Locsrion of each village

[J]

crowe the e.tinc of the vililsges 1im

Tre atiscrhec TxEeltCh mep
roVITCE .

Wsros =& & Z2Z© Melaits

-n

12 are cirectly accessibie by outbosrd motor guring high tide.
& con be resached by & short (10-15 rirute) walk from the sea.
£ reo.ire more cemanding uphill walkang (1/2-3 hours!

piFopuistion

Tota:l population is ectimated et 5280 DEreCrs 1714
hocucE-olde. bazsd om the figures e.c-lied from vills
hetweer Nov 1571 snd FMavy 1657 fo- talf the viilag
preject ares.lcmpared te 1988 ropulatiern figures (3303
peErscTei =57 hooseholde? the rate C+ increase ir Jjust over 5
YEBrE 1€

in the

population: &%
households: 102%

. erly durimg the Chriez~=se nolicsy it  the total
i ier  livwely to bE resice-t1. since many hesds cof
houcenc.c are erployed irn Honiara c- Provirmcial Cecitsie, snd
cecorza~y scrooi studente &Y€ bos--= &t trneir =xrocis curing

The ecstimated popvlisticn in permsnent resiCENCE ies
657 although this does vary village to village.

clLa~2uale

-

)
jws ~ifidgrent jocsl J&nQusQES &rE croken ir ihe erese - Lau on
the 1zlands igei Jaro  tr come evtent

ci Wslande ard Fa—e
Taws arvl; anc 53’ s everywhere els

1n acdcition, the majority of men &nc secondaéy echool] students
are confideni in the use of pigir, but only approximately 257
of aill women.

d)Education

¢& primary schoole SErve the ares, providing education from
Stancard 1-6

There are no secondary cschooles located in the proiect area.

0f the questionnaire eample, oniy 2Z95% of the women had
recejved any {formal education.

1he importance of 3 gocd Eegucaticn wag frecuently expresced ir
infcrmal discussions with both rern and women. FRespect wes
pdtern zhown to those who had re-eived such (and embarassment
by tmezE who barl rct.

Farticular gi<crt 18 made t.y menzere of thE cormutit, to raief
morcy for the school feer of thesr cnhaldren.

Best Available Document



Z.Hesalth
o5)Commor diseases

Malaria, gastroenteric conditione, ¢lkin complainte (incluoing
sores and scabies?}, colde/couch/{lu were quotec every time by
the womens groups 8% being tre most common illnesees smong
their children - with malsric conside~ec t he roEt
serious.Clinic etstistice and discuselons ith the nureing
officere partly confirmed thic:-

m

No. of casfs 151 in children lesz than S yeare olg:
Ss s Tews ' arc

precumnt:ve melarias 17E

gastroernte-ic: S0 67
cslin compiainte: 126 123
ART: 250 406

b)Incidence of disrrhoes and intestinal parasites

1. The women & crcupe widely exprecseed the view that diarrheea
{("bele remn” or "eor bele”) 1= very common amornz gmall children
and babies; witt tre knowledeoe how to trest 2t posvessed by

most women. Treztrent methocs varied widely, hcaegvcer.,

For evample 1) wit=cldirne ali JYoop snd ligquidg
Z) giving boilec water, ctoconut water, or rice
water only;
3) feeding soft, moist foods only;
4) feeding cry foods only; .
S) co~tinuing usual diety
&) reconstituting ORT formuls from Tiinic

9% o+ 2Z-Dvear erlds having
weeks (7S% of which were

The =zample gquestiocnnsire revealed 270
suffered diarrhoes in the preceding
SEVEre)

LN I

i1.6% of babiec had diarrhoes, 45% of which mcithers considered

were severe.,

Few casee of disrrhoes in chidren under 3Syears were recorded
at Sa’'s Clinic in 1991 (10 oniy}); wherese the Ffigure was
somewhat higher at Taswa'aro Clinic (460 cases? which also
serves the area u=sed for the guecstionnaire samgple.

ii) Little <ceemed to be known in detail &sbout intestinal
parasitecs, althouch at lesst 2 or 3 women {rom esch group were
familisr with thresd or roundworm,

Tthere were 14d positive resporers (§.7% of the <ample) to the
guestion sbout iniecstinal worme in the -3 year ©ld age group;
ano & cesee (4% o1 the sample) 1n O-F year oldz.



Clainic stetistice for "Other Esstrocenteric Conciticme (o-ten
irtestinsl perssitecs! were:

1954 >lyr i-4yre <9yrs
€z's 1 KA 95
Taws aro 1 & 28

ine Village Heslth Workers were o0f the opinion thst they
treated at least 1 case of parasitic infestatiorn each weei -
sduitle anmd children.

Fereonal observation bv the S0 indicated that in &ny grour of
¢ young crilcren, at lesz+ 1 showed gigne of csevere wocrm
Trfegtation,

ci'Rele cf Ciinices ano Village Health Workere (VHNsi,

hot surprisingly, the two Zlinice are used moetd by those
iiving closect to them, pregrant women ard families with emall
tabies. The meore difficult access re, the more litely tnat
custom mecicines asre tried <irst and recourse toc tre cianic
cnly if such treatment is unsuccessful after Z ar 3 davse.
trnowledge  of custom remed:ies  for minor  a:lmente appeE&ErS
tenersl amorng both men ane woren with the "strong” medicine
ezministered by just J cr I cider ingividuale witnin each
ferilyr/tritzsl grour,

cack nf =tafd prohitiite regular touring by rursing cf<icere,

The clinic often 3ct ac an informal meeting place for people
of all sgee in the immediste wvicirmi Y.
‘ .
iege Healih bWourkers are. oy ihe neture of their treiring
&~ avallatality of esupplies, limited in their eniliity to
treat more than minor 2iime-ts, but act as a vaiuaole fircst
reterence point for the sick. ,

ciHealth Information

Tne prime sources cf health information are the local clinics,
&g those people within the community perceived as heving
erecialist knowledge. These iatter may be the Village Hezith
tnorber, an  exnurse, traditicnal hesler, local teacher,or
farticularly well-educated or knowledgeable individuasl witrin
the family/tribsl group. '

Secondary schools provide heelth information ang advice to
their students although the Health Educstion sylisbus For
primary schools has yet to ke spproved and ics therefocre nrot
currently tsught.

iememinaticr. of health i-{fermation  between individuale,
orial groups snd different commurities often appears tc be
e fdiective, although 1t a2 r:ddscuit ic tay guate why, Ttasg
tv orifee’ to eome evient, reonver, Ey otre work of the PFotrere
dene tdanelicens, Womenrnse Ears (Touth See Evargrlacal Cne-cr)


http:suppl.Ie

sno beventh De, fAoventiet Church whe coreice- heslth issyez cf
major importance within their commuritiecs.I- sddition, hesltkr-
related progremmes Sre brosdcact regulariy by the Solomon
Islands Broadcesting Company. Topicse cove-ed include Famaly
Planning, Malsris, Lental Health and GIDS/RIV.

In discussiore witr both mern  smc worme- . the decire wa=
repestedly evr-ecced for informaticr ©orn tmree main teopice cf
heal th:-

Health of Children
Nutriticer
Family Flila=ning

S.ater Supp!y
2 of the & primary ecrcols in the project area have piped
water =supplie:z.

6z7% of villeges have no piped water suprly z-o strongly voiced
the view that provieiorn of =such is &= imzczr-tant (i+ not more
sc) than improved sanitation.

The other 2EY% corncsider their pipec sazris, :nadegquate fcr the
current needs c° the communitie: ce £ to &an ircrease in
populstion & household rumbers src leck raintenarice to =

sunplv,

-
A

However, drini:ng quality water ic avsilietie within a mavzimum
of 1 kilometre walk for oall people, apart from Fanslei where a
I¢ minute return journey by padcie caror ic nececsary.
Collection armc siorage o©f drinkairg uvster - closed contasinere
talwe place et least twice & day incre cften if the neeg
requires)

Wnere 8 piped supply ie lacking ( cocneidered inadequate?
bathing and wacshing of clothes and - :inc pots takes place
varsously in thks seas, river, stream o- spring. The choice of
venue 1ie very much up to the individual a-d depends upon the
sitino ef the house within the villsoe end the number of water
sources avsilatble, .

In these circumstances drirmking water supply is 3lways
sepersate and wse never obeerved to be pciivted, whereas pot’
washing commcnly occurred down-strear of bathing and/or
clothes washing areas.

4,Excrets Disposal

8) Constructed ioalete Currently Available

Norne of the rsinland villages have cone-<ructed toilets or
latranes avsirlarie dor publdic uee, altrroic- one of the largeet

villsegee hed het it Jatranee (of but~ rste-1sle) in the pac .,
Theee had fallem intem cicuee due (1t wz: eajd) to lach cf

X}



msintersnce and clesning. However, & psrticuls- far2ly hsas
adopted one for itse ewxclusive use and this wats Ffunctieoning
cssticefsctorily.

A pit latrine (of bush materials) bhas been constructed by 1
household each in 2 other villages, for their g«clueive use,
while 7 househcicde have dorme the same in & third villege. All
members of the households confirmed thet they used therm.

One of the 2 island communities hss timber and meta. public
‘over sea’ toilets - one for each gender.

More than half (58%) of those questioned have never used a
"improved’ toilet before.

None o©f the primary schools have arny form ot corstructed
toilet.

b)rrnowledge and Beliefs

75% of the women believe that faeces contsin disease-causing
organiems of some sort. The language word '"maamsa' can mean
gErm, WOIrm, bacteria, virus, {fungus etc.

Tapces are corcidered "dirty"” and that flies cause eictknece

c)Current Custom and Fraciice

Apsrt {from the above excentions, esth community nas cseperate
gender “toilet areac located veriously in the =es, on the
beach, in mangrove swamps or the bush depending- upon the
citino of the village or group of houses. These are used by
the adults anmd older children. . . -

In diecuseion, approximatly B835% of people exprecsed the view
that ceharing of one toilet by both sexes of the same tousehold
would be acceptable.

in the ‘sample of convenience’ 497 ct the wome~ buried
bsbies’ faeces; 2&% threw them intc the sea and 17.&% threw
them into the bush. From observaticon and discussior, it is
estimated that 15-20% use cloth nappies which are washed out
when dirty.

1he chosen method of anal cleansing by the majority of women
(58%) is leaf:; coconut or corn husk are also commonly used
{21%); cometimes stones. Sea-water is the cleansing agent
where defsecation taskee place in the sea.

There iz o marked reluctance to teke food products from areas
uced for defaecation or the disposal of waste water.

-



d)Ferceivec Eerefitic Frotleme of VIT Toilete

The froject propesals were enthuciaszticslily received at a&l1
meetings, the views expressed being that the VIP toilets are
"a very good idea" and that the ccamunity will benefit in a
number of wsys:

» imrrovement to hesith

» reduction in fly populstic-

» removal of faecal contsmireticn to the environment
¥ privacy

* convenience (particulsly fc- the eick and elderly?
* etep towardo development o< -ursl areacs

cnssconcerrs raised most cormonly were in

¥ poceibie smell

¥ blockage of the waterseal

¥ lifespan of the pit

¥ future msintenance

¥ water requirement for flus*irnc, handwashing

¥} method of cleaning

¥ payment of $20 contributior (see pars 6. below)

The +irst 4 peinte sbove were clarified through further
discuszior, with the water and clez-:ng issues irncluded in tre
uesTicnnaire survey, The results o< which were:

100% ©f houscholos agreec to cz--y water to the .tcﬁlet,
althzugh only &47%W hsd s suitsble receptacle in which to keep
handwsshing water.

One gszrson did not know i1f anyore i~ her household would clean’

the <cilet deily. Everycne else t-r.cht there would nol be a
problem.

&3% of the women had never clearsz:z 3 teoilet before but the
majority thought they would do =sc with soap and water {(&0%)
Othere prefered to use husk or iesf and water (28%), water
only (2%), =tone and water (2%). E' did not know. A frequently
mentioned method of cleaning (not inc luded in the
guestionnaire) wase "sweeping and wessding”

In discussion, the water-seal tyre toilet was +favoured by
pecrle since iYL is likely to reduz-e emell and {lies more than
the dry’ type. However stonese snd huske used for ansl
clearsing will cause it to block, =c the advice given hac been
to fit the water-seal firet and then remove it should concstart
blockages occur.

<
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5.Personal Hygiene
a) Harndwashing

Gf the women questioned 95%

3%

% after defsecating
Gs%, sfter toching the bso, = faesces
However ,when asked "always or Jjust sometimes” the responses
were:
Before eating: 314 slways
&5 eomelimes
Ecfore cooking foomo: 417 &iveys
597 ocretimes
After defaecating: 474 slways
ST% sometimes
After touching baby ' = {faecez: 44% alwsys
567 sometimes
Cbeervation in the +ield ircicated more like 73. of the women
epeca:fically wseshrc their hande csfter defaezesting (washing
lege arnd {foret as well) while only soproximaetely 204 oid so
before cooking o~ esting.However, & lot of wsse=irg takes place
irn prepsrirg iocd. whnen tre hsnce sre frequenti. in and out of
water.
It wse rare to observe a seperate container of water for
toncdwashing kept in kitchen or =leeping house. Where piped.
water existe, ha~dwashing took piace &t ihe <etlandpipe,
otherwise the nezrest s=tresrn was used.

The mo=t commonly gquoted res

"forget”
“too buey"”
"the children wanted

b)knowledge and Beliefs
In disfuseion, washing hands

"a good thing"
"stops sickness"”
"eomething I/everyon
"eomethinc | ve been
"ie healthy”

washed their hands before eating
tefore cookinog food

ceans for not washirng handse were:

their food auickly”

haes been {frequentiy described as:,

e should do"
told to do”



Wher eshbec to choose from & lics of rese--c for waghing hencs
after defaecsting:

75% chose ‘germs live in faeces’

11,5% chpse "they are dirty’

10.5% chose "they smeil”

27 chore evil] eciritz live i~ faesces”
1% gicn’'t know

A similaer questior wse acked in relstion to washing hancde
before ezting:

68.5% chceg 'germs liwve on hence
27,5% thoese "they are oi-ty

KY2 chose "they emeld

1o Qicr t know

cliee of Soar

In &rny discuscsione on hygiere (4Frma].1nformal.qroup or ong-
to-one)l,the issue of soap invarisbly arocse.

It ic avasilstle for purchaze ir ali comrunities - the probler

bei-o the ability to pay for it. The cret varies slightly +rc-

plece to pisce, but is usually ¢27.00 <or laundry eosp (I
[ -

nc 40,801,280 for 5 ba- = Latming coarp.

i) An estimated 35% of women used spap for bathing themszelves
and bsbies, while emall childrer used water only. Stones or
mud sre commonly used (with water) as a coap sltermstive Ey
the women. .

13! for hsndwssning only, the nurter using soap sppearse lees
(eporovimately Z0%W). Thie seemsz to pe part]y due to whether
s0e7 1= conveniently accessible ai the time. it is needed - =
matter particularly relevart where handwashing takes place at

& nearby stream rsther than a stardpipe.

1ii1) Fire-ash, used for cleanint cocking pots, ic sometimes
aleo used for handwashing.

Im oiscussiocn,the women were kesr tc uce soap if they had it
and 2 groups specifically asbecd the AEO if ehé knew how tro
malite coap from local materiasle.

In the questionnaire sample 44% of women possessed soap for
handwasshino on the day questioned.



t.Environments]
alLivestock

25 of the 2¢ villagee keep pigs and chickene. Although the
pige are frequently penned or tied. it ie unususl NOT to see
a8t leazt | or 2 pige waslking freely in amd atz.+ any village.
Imr & comrunities & large number were ween to <= cc. Chickens
are rarcly kept fenced and are regulsrly chasec cut cf kitchen
houses.

Cats and doge (kept for rat-cetching amd hunti-g) invariably
live in the sleeping house with their ownerec.

b'Refuze Dicsgpoeal

Trne sra 1s uceed Ffor refuse dispossl by cossis: communities;
and & designatec ares of bush for these villages located
inlarnd. The resultant debrie from bruehing &-¢ weeding is
burnt.

Keeping the environs of & bhouse ciean and rubbish-free is the
responsibility of the individual househclder. However
brushing. weeding and sweeping of communal =z=-ess (by the
women) {crn part cof the communmities planned wo-s prcorammes -
decided upon by tne Vililage Committes ezch wee:.

Standarcds of carmunity housekeerning vary fror viilage to
village f{and imdividual +to individuel) o©of ccurce, but are
generally good.clbiaste Water

Where standpipzs Fxist, there is frequently & p-oblem of waste
water colletiing around the concrete slab. cesnite spalsways
or  run-off crhanrels. This may be & fauit 3i- the original
construction, but is certainly exacerbates by the heavy usage
standpipes receive and poor msintenance of ‘fitti-ce.

The "pooling’™ water seems to be replaced cfte~ enouch to
prevent mosquito breeding but does encourage flies.

At & rouoh estimate, 30% of all piped water cupplies require
some type of remedial maintenance work, ieading to an
unnececscesr-y loes of clesn water ard possible ccataminstion of
the supply.

L3
Wsste water generated in the kitchen houses ics thrown outside
or into any nearby watercource.

Ownercship of wsater sources (as with land) dictates which
community uses what. There ie little likelihoo=zs, therefore, of
wastie water from one community contaminating ttat of another;
but ormly & corplete water survey of the ares cs~ provide truly
accurate information. :



7.Deczicicr-msbing

a) Each community hae ite Chief(e), and Village Committee with
Chairman, Secretary and Membere who carry out the formal
decision-makirng for +the village &8s a whele. All Village
Committees witnhin the project arez z-e made up of men only,

ARlthouegr v:ilecse meetringe are ore~ to sll. the debate anc
discussion irvariably takes place smongst the men with the”
women observing.

Decicions recs~ding each commurity st a whole are, therefore.
taken almosi esclusively by men.

Sim:larly, within tribsl/family grc._noE.

AL 2 scpevsic womens group meeTings, womer eaic that their
opinicn regarcing the proposed tc:lests wse irrelevert ei1nce;

i) the decision for building ther~ recsted solely with the men
and,

1i) if the men wanted the toilets ucsed by the whole family,
they would be.

B}y & #ower'¢ Eand, Fothers Umniz-. or Severth Day Pdven'tis:
Womens grour exist inm gl villege: ~ith membership oper tec al:
marrier arnd sirgle women. Their ssiivities are cicltated hott
by lctel circurmstamnces and Churcr oulicies. but are primarily
concerned with {he well-being of tns famj

Womene Clubs are slso rum in core villages with the mair

emphazis or ircome-genersting prcies-e. .
Al

c) Laily child-care and  geood -esiihl practices &sre the

resgponeibility of the woamen - but r-ot exclusively so.

Hany mern actively participate ir child-rearing &snd concerr
thermselves with the heslth statue cf their family, The degree
te which they do so varies fror household to houeehold, of
course. Where the head of househcoic is working away from home
(approximstely 35% oversll) his :irfluence in thece mattere is
lea=st.

B.Committmert .

a) As stated in 44d) above, many positive views were put
forward at meetings regarding the proposed toilets. However,
the willingress to pay %20 per toilet is perhaps &a more
arcuvrate indicetor of committment than worde alone.

Orgsnising ccllection of tre contributione ie the
responeibiliiy of esch village corrittee. So  far cnly one
comrunity hat dome this, with & -ther 7 actively dcing =t
tthe, hope tc te ready chortly) £!7 3 villages are leocater
awe, {froan arn oren coest-lirne.

o



i view often expressed ie that the rmeec for VIF teocilete is
greater in bush (inisnd) communities thsn those lccosted on the
coast where the ses regularly removes faeces.

The ability toc psav the contribution varies c¢restly dfrom
boveeholicd to household, but ie consicerec by mest of the men
to be sffordabie.

Many individusls hs.e exprescsed the cesire to pay their cown
¢20 direct to the VS3.

1n contrast, however, ie &~ observed reluctance by many to
invest time, energy and money into anything where there is nc
cbvioue immediate oerzonal gain., Morey ie & very strong
motivaior for sction  arc leads to "income generating’
community worik r ving pricrity over Chealir daoreoving’

ol gl SO

Additicnally, is the widely-neid belief that ove-ceas aid is
"$ree’ and does/should not regquire firnarcial coni-ibution from
the community.

£Y An opinion voiced on several occsssicns was that, until use
of the 1uilets had been experienced, it was difficult to Jjudge
their cuiztabiiity.

Cre commun ty ais csuguezted ccestructing rodel’ for
cemonstration) tol

fic 8 ctonsequence & were constructed &t Mehulic, Z at Gs's
Clinic with 2 more planned for Tawa aro Ciinic.

Wort progcressed repidly at Pehulice &nd wacs cerried outl
wiliirgly and enthusisstically. Thig was not the zsse at Ea &
where the lead toilet bousese have yet toc be cormelructed over
the cement slabe.,

9.Appropriate Media

Medium wave radics are owned by et least 1 or % touseholds in
each village. The &ability to pay 4or bstteries, &nd what free
time is available, dictatez how coften the rascio will be
heard - ucsually lurzhtime and evening.

Storyteiling is an important part of South Malsitan culture.
Ac a conseguence, audisl memories are excellent, with little
emphasic on the written word as a method of communication.

That said, magazires and newspapere (when evailable) are
popular with those who can read Englash.

Fictures, paerticulaerily of people or {iocod, cenerate nmuch
interect, too.



Music enc drene ("sction’) 8re VETrY rocpuler forms of
entertsinment and alwesys enthusiacsticslly receives. As are
video film shows.

Lecturing (pigin word is "preachirc’) appears to be the
expectec msnrer of receiving indfeoc-rzijc~ freo- ‘experte’, with

iittie evperierce o+ periicipatory crour wore,

CONCL USTONE

SANITATION FACHLITIES ’

Desp:ite the project &ime reguirinc & major change in people’s

defaecstion practices, the idea o< improved sanitatiom appears
to be very attractive to the majority, with recogrnition of
benetitsn, and a ctated willingress by the women to undertake
the additional cleaning and water—-carrying responsibilities.

Howt ves, the indicsticrs are that sanitation ic
y

necesserily the firet pricrity 4for Fa-y

a:

b)

c)

d)

commurities:-

its

not

Very few latrines have been corsirucied by indivicusis or

cocmrunities in the pect.

Long delays are being experiences in the ceollection of
community coentributiones.

Trere 1% & sirongly-neld belie< that disporing ci fseces
tre seca reduces the risk of infectious diceace: a-o, by
ccrrelation, the need for imprc.ed caritation iec aieco

reduced in coastal communjitiec.

The need for sn improved water =upply is often quoted s&c
greater importance to the commu-ity thsn sanitation, wit
income-generating projects having highest priority.

1t wculd sppear that 3 opticne coulc usefully be considered
thie etage.

1.Accept contributions from individuals.

This would offer several acvantages. Firstly, th
individuale with a strong desire for their own toilet will

be kept waiting by those less entrasiastic, thereby creating a
pocl of '‘satisfied cucstomers®

of
¥

at

ose
not

Secomdly, if proved succeszful, tre corpletes teoiletls may act

(23

erzouragemer i to clihers.
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Thirdly, ore of t%e cpecific sime cof +the prciect will ksue
been met.

The obvipus disagvantage is the c=evere difficulty (and
expense) of collecting contributions, transporting materiale
and carrying out conestructior work st 8 number c4 locations at
unpredictsble timez. Farticulerly civen the F-evailing poor
iraneport and comm_-~ica-icr. fer21litiec.

However it may be possitle to proceez inm this wey by dividing
the prciect area into small geographical areas; timetablirg
the construction work on an area-by srea basis 1with priority
given to inland villseges); collecting contribuiicne within a
defineo time limit. For example:-

fArea Conetrucztaion Cortritotione
Hote

Rorono during Jdan 1993 by 3let Dec 1992
Likimae
Herenes=si

tolc during Feb {953 by 3iet Jan 1953

Heupotasi
New Valley

cic ., etc. €1cC.

Z2.Wajive the %20 contlribution

Construction work can then be timetabled to suilt the
availability of materials, transport snc Healt~ borkere, and
planned tc progress on & villege-by-villaoe basis. .

There are 2 distinct disadvantsges however.

One, ie that projiect {furds are insu<ficient to p-ovide toilets
for every household. There are approximately twice the number
of houeeholds in <he project area than origirslly estimated
tand budgeted for). A selection criteria woulc therefore be
necessary which could lead to a number of disaprointed people.

fuditionally, decision-making by the commurity would be
further reduced, with the risk of individuals lceing a sense
of 'ownership’ of their tojlets.

3. 'Wait and See’

Communities have been informed that at least hals ite members
must male their %20 contribution to their Villiage Committee
before conctiructicn werk casr stard. It ray be that
irdividuale andsc- Committees are not vyet sufficiently
melivated to orgs-ise trie smd will be more enthusiasstic
fellowang dmplementatics od 4nc health education rrograTmo.



Delsvye sre, cf czuree, froz<rating s~ csuze fprohiem: for o511
involved in co-o-dirating celivery and trcn port of mste-isls
and implementaticn of corezruction work. Homever, the Z year
intended life of the project is very chort in the life cf &
community, particularly w-ere maior chanpes 1Ir custo~ and
practice sre involwed. ©C:ven the corctraeintcs irposeEs by
westher coroiticns, tremsiz-t and cormunicevice cifficul-:res
together with lstk of ecufvicient field staff, s more resi-z+;
time-scsle toc ctomzicer ic © vearcs.

HEAL TH EDUCATION

An appropriate heslth educz<tion programme most of courese botr
relate ic tne needs of t-= commurity, &g be FeEsningiel, in
crecer to te effertive.

Therefore, focuszing evtlus:vely on esnitaticn arc perscnal
hygiene may be an errc- ir South lFelasitan culiure where the

preduction of focd in its rz-my forme ic of cenirsl concerr tco
the women.

Further, the hezlth cf their children is of msjor importance
to both men and women arc.of couree, many external aztore
aftect hesiih spart from za-itstion a~¢ rersoral Fvoigre,

"y

# multi-cdisciplinsry hesi-* =ducatior prograrms weIer i-mc L 2e
rutvition, femil. plamni-z. & clean ervironment &6 Ta<srna
health d¢ likely to be mz-= meaningiul to the communlty  than
cagnitetic and perscna; Fvziene alone.

In ary event, wnatever the finally agreed content o©of the
health ecucation progrsemes, certsir pointe mue- re noted
regarding Ite imrliementati=--:- )

YAL] vi’leae must be vizited to ensure that the progrer
reaches sl] members of tres community - partic
of young chlldren who firmc travel difficult.

bIFrimsry schoole must be ts-geted seperstely.

c)Visual and spoken material will be the moct appraopriate
media,

d)Trancslstion/interpretatic~ irtoc locsl lengusge will be
necessery for the msjority of women.

The primary difficulty of implementing any <=uch programrme is
that (apart from Z nutrition workers from Danchurchsid: the
VS0 has =o far been the only health worker available to visit
al)l villages. At least one full-time health educator would be
needed to implement ar effective health educatior prograrme,
together with psymente sve:iable for local part-time wo-lere
and additiornsl tc the evicting poet cf project co-ordhanstor,

Y



RECOMMENDETION

That this repcrt be concidered by epprornriate memberes
Pacific Commission, Solomon Ielande Ministry of
Malaita Frovirmcial Govermmernt and VSD Field Office =0
future imclementation of the project ce- be clarified.

copies to:

|Lorinarg lMeemu (Permarent Secretary MH £ FS)

Ereikiel Nukuro (Undersecretary MH & NS )
Horourabie David Orta (Fremier Malasita Frovince)

Jack Watelah (FS Malaita Province)

Robinson Fugui (Chief Heslth Inspector M+ & M5)

Ruceell ebrams (Public Health Engineer MH & MS)

Alby Lovi (Chief Health Educstion (fticer)

Colin Biwafo (Senior Health Inspector rizlaita Province)
David Clerkson (EH Adviser SPC)

David Roszsrio iH.Education Specialiet E5L

Fed:VB/BASREF

of South

Heal th,
that the
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WHERE HAVE ALL THE VILLAGE HEALTH WORKERS GONE?:

Attrition rates of VHW's in Solomon Islands
C.Chevalier, A. Lapo, J. O'Brien, & T.Wierzba

Abstract

Data on attrition and causes of drop out amongst village health
workers can provide crucial information for selection, monitoring
and evaluation of VHWS. A study in Solomon Islands reveals that
dissatisfaction with payment of allowances, lack of regular
payment, lack of community support, promotion of VHWs and
upgrading of health posts were the most common causes of drop

out. The most significant factors associated with risk of drop

out were VHW's being too young when selected for training and

irregular pay.

Introduction
The primary health care (PHC) approach to the organisation and

delivery of health care is enshrined in the health policies of
most developing countries (1). The development of village health
worker (VHW) programmes has become the innovation most associated
with the PHC approach. The concept of the VHW is simple and
attractive but to date there is little conclusive evidence
that they have had any effect on the health status of the
communities that they serve (2). Evaluating the effectiveness of
VHW's is fragght with methodological difficulties énd this may
explain why most studies which have been published reflect
monitoring processes and seldom give indications of quality.
Notwithstanding the difficulties of measuring effectiveness,
one important process measure of the cost efficiency of VHW

programmes is examine attrition rates and the reason why VHWs

——
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leave. This also provides valuable indicators for planning and
detecting problems with a VHW programme. There is a surprising

lack of published data on annual and overall attrition rates

among VHW's (2).

VHW's have been an established feature of the Solomon Islands
PHC system since 1978. At the time of the survey in 1991, Solomon
Islands had 8 provinces with a rural population of 300,000. Each
province is responsible for its own VHW programme and since 1978,
335 VHWs were trained. VHW's are pért time health workers who
provide a simple range of curative and preventive services,
including treatment of fever, malaria, diarrhoea, qough and
dressings, plus health education (although this is often minimal
or non existent). VHW's are paid a small stipend (average US
$§13.67 per month) but the method of payment, amount and source

of funds varies between provinces.

We report here on uspects related to the attrition rate of VHWs.
Apart from a review carried out by WHO (3)in 1982 which revealed
a 10% drop‘out in the first three years of the programme, little
was subsequently known about the drop out rates, conditions of
service or supervision of these workers. This study is part of
an overall review of the VHW programme conducted by Solomon
Islands Ministry of Health and Medical Services PHC Unit and Save

the Children Australia (4).

Method

From a 1list of 335 VHW's known to have worked, a questionnaire
survey was conducted among a stratified sample of 64 currently

working (50% of all working VHW's) and 66 non-working VHW's (32%)

N
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of non-working VHW's). The sample frame was stratified to select
equal numbers of working and non-working VHW's in each province.
It was then stratified further by sex and year of training. Of
the 140 VHW's selected, 10 (6 working, 4 non workiqg) were not
available for interview at the time of the survey. In order to
validate information given by VHW's and to gather opinions of
local villager 238 key observers (one male and female per
village) were also interviewed. The questionnaires were designed
to compare the differences between ,the working and non-working
group in order to analyse the variables associated with drop out
and length of service. Questions were also asked in relation to
VHW training, characteristics at time of selection (i..e.selection
criteria), supervision, conditions of work, regularity and source

of payment.

Statistical analysis was performed on the data using EPI Info
(5.1, USD Inc.,1990) and SAS (6.04, SAS Institute, 1991). Chi
square tests were used to compare differences between groups.
Selected population characteristics such as sex, age at training,
salary and others were analysed. The relative risk of drop out
was then calculated using a proportional hazards model (5), a
form of survival anaysis. Variables affecting drop out were
analysed separately and then in a multivariate model which

controls for confounding between variables.



Results
Available records show that 128 (48%) of 266 health posts

established since the beginning of the programme in 1978 were
operational. Of 335 VHW's known to have, 128 (38%) are currently
working and 207 (62%) have since stopped. Over the 13 years of
the programme, the‘overall drop out rate was 62% with a mean

annual attrition rate of 4.8%. Provincial attrition rates varied

from 43 - 78%.

Fifty one VHWs (15.2%) have left to'become nurse aides or their
VHW post has been upgraded to a nurse aide post. Excluding
promotion of VHW or VHW post, the attrition rate was 47%.
Although 64% of VHWs trained have been male there is no
significant difference in drop out rate between males and

females (M=63.6% v F=60.7%).

From the survey of 130 VHW's the average number of years worked
by VHW's was found 4.9 years. Based on the number of years worked
and the number of VHW's available for work after each year, Fig.1l
displays their working life profile.

[Figure 1]

By 5 years of service, 49% of VHWs had dropped out and by 10

years 67%. As expected, the longer the period of follow up, the
higher the cumulative attrition rate. However the aﬂhual rate of
drop out was highest in the first 5 years of service averaging
10% per year but betwéén 5 and iO Years, the drop out rate fell

to 3.2% per year.



Factors associated with drop out

[Table 1].
Table 1 shows the relative risk of drop out using analysis of
single variables. After analysing the data in a multivariate
model, it was found that the two significant characteristics
related to an increased drop out were:
VHW's trained before 20 years old, relative risk of drop out
1.9 (95% C.I. 1.1 - 3.3, p=0.027) and irregularity of pay,

relative risk of drop out 1.7 (95% C.I. 1.02 - 2.87, p=0.4).

The source of payment was a significant factor in whether VHW's
were paid regularly or not. 94% of VHW's paid by provincial
governments were paid regularly as opposed to 47% of VHW's paid
by local councils (p=0.005). Overall, 58% of VHWs surveyed were
paid regularly (working VHW's 67%, non-working VHW's 50%,
p=0.47). VHW's who were paid regularly worked longer than VHW's

who were paid irregularly (mean 5.7 y 4.2 years, p=0.024).

Reasons given by VHWS for leaving

[Table 2]
Many VHW's gave multiple reasons for leaving but the most common
categories were pay related (38%), lack of community support
(32%), upgrading of VHW staff or post (26%), family reasons
(23%),. Of the total of 66 non working VHW's surveyed, half
left for reasons related to pay. Overall, 92% of ail VHW's
surveyed thought that their allowances were inadeqguate. On
average, VHW's thought that an allowance of US $27 per month,

double the current amount, was desirable.



Discussion

Attrition rates and causes of drop out are important indicators
for village health worker programmes. Published data on drop out
rates amongst VHW's is scanty and does not usually.indicate
average length of service and causes of drop out. A review of
published articles show a fange of attrition rates between 3.2%
to 77% (mean 35%), (2,6,7,8,9,10,11,12). Volunteer health workers
are generally associated with higher drop out rates (2). Annual
drop out rates are often difficult to ascertain (average 11.5%

in published articles) because of imprecise dates.

Since 1978 the VHW programme in Solomon Islands h§s shown an
overall attrition rate of 62% with an annual rate of 4.8%. The
annual drop out rate was 10% in the first 5 years of service by
VHW's, falling to 3.2% per annum after 5 years. This confirms a
WHO review in 1982 following the first 3 years of the Solomon
Islands programme which found a drop out rate of 10.3% with a

significantly higher attrition rate in VHW's under 25 years of

age.

The survey of 130 working and non-working VHW's provided data on
key variables associated with VHW attrition.

a) Inadequate, irregular and non payment of VﬂW's

A major issue in many programmes is whether VHW's should be paid
or not. This depends on the historical, cultural aéd economic -
context of each VHW programme. Payment of allowances has been an
accepted feature of the Solomon Islands programme since its
inception. The vast majority of VHW's reported dissatisfaction

with the level of allowances. It proved to be impossible to



establish any relationship between the level of allowances paid
to VHW's and attrition rates due to rising and falling levels
over time and between provinces. However because payment is an
agreed part of the programme, payment has to be regular or it
becomes a cause of VHW dissatisfaction and drop out. Local area
councils have a weak administrative and financial base and were
responsible for payment of VHW allowances in five out of the

provinces and this was significantly associated wifh unreliable

payments and a higher risk of drop .out.

b) Selection criteria for VHW's

Age of VHW's at start of training proved to be the;single most
important factor associated with drop out. VHW's who were less
than 20 years old at the start of training had the highest risk
of drop out and worked on average 1.2 fewer years. Unmarried
status was also associated with an increased risk of drop out but
in the multivariate analysis this became non-significant in the
presence of age. Younger candidates are less likely to be married
and have children and when they do so after training, they are
more likely to move away from the village, seek other paid

employment, or give up work to look after their family.

Communities in Solomon Islands are often keen to see their
younger, better educated village youth selected as VHW's.
Programme officers f£find that school leavers with 3 ggars or more
of secondary school are easier to train. The position of VHW is
often seen as a career step towards full time employment,
particularly in the health field. Ybunger candidates are the

most likely to have ambitions to become nurses. This is one



direct consequence of having a system with paid VHWs who are
perceived as government health extension workers both by the
authorities and communities. The concept of a community

health worker is difficult to maintain in these ci;cumstances.

c) Promotion of VHWS and upgrading of VHW posts

Communities also often hope to see the VHW post upgraded to a
full time clinic. Retraining or promotion of VHW's to become
full time nurse aides (after one year of traihing) has been a
frequent cause of drop out which might be termed "drop up".
This has been accepted in Solomon Islands as a natural and
acceptable development for the person, community and health
service which should improve the quality of health care. It is
thought that restricting this avenue of promotion may cause

.more drop out through frustration or lack of career prospects.

‘Conclugiong

Establishing a data base of all VHW'slwho have been trained and
those who are still working is relatively simple. Monitoring of
attrition rates of VHW's can be done by accurate keeping and
updating of VHW database records and by retrospective reviews.
Information on causes of drop out are important additional data
which can be used for planning manpower requirements and to
develop the most appropriate criteria for selectiop. These

criteria need to be clearly articulated and understood by

communities and programme organisers. Selection of young single

candidates should be tempered by the expectation of higher drop
out rates. If VHWs are paid rigorous efforts must be made to

ensure that they are paid satisfactory allowances regularly.
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Table 1. Risk of drop out for selected variables (n=130)

Univariate Results

Variable

Relative Risgk

P-value

Female y Male

Not chosen by community

Chosen %y community

Unrelated v Related to Chief

Left school after form 3 sec.school
Left school bgfore form 3 sec.schoé
Less than 2 children y 2 or more
Unmarried y Married |

Paid Irregularly y Paid regularly

Age at training <20 y >20 years old

1.2 (.70-1.9)

1.3 (.80-2.1)
1.5 (.87-2.6)
1.7 (.93-1.9)

1
1-6 (a97-2.6)

1.7 (1.0-2.9) -

1.7 (1.0-2.7)
2.1 (1.3-3.5)

.58

.28

.14

.09

.07
.05
.04
.003

11



Table 2. Reasons why VHWS leave (n=66)

12

Reason No % VHU's

Not enough salary/Better pay elsewhere 25 (38%) Pay Related 50%
Irregular pay 8 (12%)

Community dissatisfied/uncooperative 13 (20%) Lack of community
VHW post nonexistent/not maintained 8 (12%) Support 32%
Upgraded to Nurse Aide/RN/Other 12 (18%) Drop Up 26%
Health post upgraded 5 (8%)

Family reasons (married, children) 15 (23%)

Retired 4 (6%)

Other 3 (5%)
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MATERIALS CREATED
FOR ADDRESSING VITAMIN A DEFICIENCY
AT WORLD FOOD DAY



LOKOL"FRUITS AKD VEGETABLES ARE HEALTHY CHOICES!

Teme = GROWING & EATING
— MORE PROTECTIVE
FOODS

Date s 15 Oct 1992
Time £ 9:00am
Vesasae < Oppoaite wanket .

This is your invitation to World Food Day

EAT MORE LOCAL

FRUITS AND VEGETABLES

IT IS YOUR
STEP

TO

GOOD HEALTH




A\

Ray Ono: 15th October 1992
PENING P M, :
March/Pgrade from Town Ground arrives gt 8.00am
8.00am March/Parade from Town Ground to Main Market
Led by St. Martins
NATIONAL ANTHEM
9.00am
Performance by St Josephs
PRAYER: Rev. Marietta Tahu (United Church)
10.30am Introduction of Stall Activities
WELCOME: Mrs Serri Lowe (Chairperson WFD committee)
10.45am Brief Interview with stall organisers
REMARKS: Abraham Beeanisia (SIDT Director)
11.00am Dispiay and judging of the Womens Printing competition

KFYNOTE ADDRESS: Mr Leonant Maenu'u (PS for MHMS)
12.00pm Health Talk - Fiorence Ghaoke, Viliage Education Program

PERFORMANCE: Students - (St. Josephs Tenaru)
1.00pm Displays and activities continue
OFFICIALS TO VISIT THE STALLS
3.00pm Closing of displays and activities for Day One
REFRESHMENTS '
7.00pm PUBLIC LECTURE
' ‘Natural and Home Grown Diets are for Life’s Nourishment:
MISTRESS OF CEREMONY: Pauline Boselo A Piea for Home Grown Foodss.*
(Nutritionist MHMS/ Secretary WFD committee) Prosented by: Mr Joini Tutua
: Yenue: USP Centre

THANKING YOU ALL FOR.YOUR PARTICIPATION
DO COME BACK AGAIN TOMORROW FOR DAY TWO



PRESENTATION OF PRIZES:  Ms Ruth Liloqula
{Director of Dodo Creek Research Centre)

WORD OF THANKS:  Afterbun Taheri (Senior Health Educator, HMA)

CLOSING: David Kausimae (Chairman, Honiara Municipal Authority)

8.00am

8.30am

9.00am

9.30am

10.00am

10.30am

12.00pm

12.30pm

1.00pm

2.00pm

ACTMITIES FOR WORLD FOQOD DAY <

Outline of Activities - Atterbun Taheri (Senior Health Educator, HM

Health Talk - Pauline Boseto (Nutritionist, MHMS)
- Daniella Zae (Womens Training Officer, MAL)

De_monstmﬂmdLocaandthoas-DodsBan
(Womens Assistant Officer, HMA)

Cooking Demonstration 1 - Village Education Programme
Cooking Demonstration 2 - SupSup garden, HMA

Displays and Activities continve

Presentation of Prizes

Word of Thanks - Attorbun Tahorl (Sonior health Educator, HMA)

Closing - David Kausimae (Chairman, HMA)

Clasing of all Displays/Activities for World Food Day

THE WORLD FOOD DAY COMMITTEE WISHES TO THANK YOU ALL
FOR YOUR PARTICIPATION.

WE DO HOPE WORLD FOOD DAY GAVE YOU SOME NEW INSIGHT:
AND MEANING.
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Vitamin A helps pmtects against
blindness, diarrhoea and chest
infection. '

INFORMATION FOR ALL PARENTS
—_—_— e



FACTS ABOUT VITAMIN A

Lack of Vitamin A is the leading cause
of blindness in children.

Vitamin A protects children agains:
diarrhoea and chest infection.

Vitamin A comes from breastmilk,
Dark Green leaves, and orange or
yellow fruits such as pawpaw, mango
and pumpkin. Foods such as milk,
eggs, fish and liver also have Vitamin
A.

When a child has diarrhoea or
measles, Vitamin A is lost from the
body. It must be replaced by
breastfeeding more often, and by
feeding the child more fruit and
vegetables.

Blindness can be prevented by eating
foods rich in Vitamin A even when
night blindness or white spot are
already present. .

VITAMIN A IS NEEDED FOR
HEALTHY EYES

The early sign of lack of Vitamin A is
night blindness. A person.with night

blindness can not see well when it is
dark.

If this person eats Vitamin A rich foods
his/her eyes will be normai again.

If this person does not have enough

of foods rich in Vitamin A than his/her
eyes will get worse. The surface of the
eye will become dry and rough, white
spots will form and eventually ulcers
will form on.the eyes.

This then causes permanent damage

and blindness.

\\\\m i “l( |
W\ e

-~ S
Py

is Is & picture of an eye with white
pot. White spot is sometimes hard to
ee. It grows on the white part of the
ye. It Is raised and logks foamy.

WHAT FOODS ARE RICH IN'
VITAMIN A

use the Vitamin A in foods.

WHO NEEDS MORE VITAMIN

A FOODS -
.Everyone needs vitamin A for healthy
eyes, skin and lining of the lungs and
gut and for normal growth and bone
development.

.Pregnant and breastfeeding mothers
need more Vitamin A rich foods:
When a woman is pregnant she
passes Vitamin A to her baby. After

birth the baby gets Vitamin A from the

mothers milk. _
.When a child-first starts to eat food
he/she needs foods rich in Vitamin A..

7 -

Adding coconut milk to foods helps the body -

A
S



PRIME MESSAGES

A pregnant woman needs to eat more
Dark Green Leaves, orange and
yellow fruits like mango, pawpaw and
pumpkin, fish, eggs and liver.

Breastfeeding should continue well
into the second year of a childs life
and for longer if possible..

Choose a variety of foods for infants
and young children. All children need
foods rich in Vitamin A everyday.

It is important to continue
breastfeeding when your child is sick.

‘After diarrhoea, sickness or measles a
child needs to be given more foods
rich in Vitamin A. '

Good eyesight can be restored in a
child with night blindness or white spot
if given foods rich in Vitamin A.

RECIPES

PUMPKIN SOUP

YOU WILL NEED: 1/2 a Small Pumpkin
3 cups coconut milk
1 smali spoon ol
onlons or shaliot
1 spoon ginger
pinch of salt

METHOD: Heat oll In a pot. Fry crushed ginger and
chopped shaliots In oll. Chop the pumpkin Into small
Pleces and stir In with onlon and ginger. Add coconut
miik and bring to the boll stiring all the time. Tum heat
down and beat the pumpkin until smooth. Simmer until
soup Is thick. Add ‘salt to tast. Cumry, cinnamon or
corlander can be added for extra flavour.

LAP LAP

YOU WILL NEEED: 4 cups grated cassava
1 cup thick coconut cream
1/2 cup finely chopped shallots
1 cup chopped nuts
pinch of sak
1 cup finely cut cabbage

METHOD: Collect enough banana leaves and soften them
over fire. Mix all Ingredients well, parcel in banana leaves
and bake or steam In a pot.

Produced by - v

The Nutrition Unit, Ministry of Health & Medical Services
P.O Box 349, Honlara; Solomon lslands.

Funded by -

USAID



Meals can be delicious and
nutritious at the same time,

Find
4 Recipes

in this folder

WORLD FOOD DAY 1992




{___SCRAMBLED MEGAPODE EGGS |

What to use:
4 megapode eggs
1 bundie shallots
1 bundie fern
tomatoes

1 coconut

How to do:

*Clean and cut all the vegetables.

*Cook the cabbage in a little water.

*Grate coconut and squeeze for thick cream.
*Heat cream and put the oil in a pot or
frying pan.

*Add the shallots, tomatoes and boiled
cabbage.

*Break the eggs in the pot and stir until
done.

*Best when served hot, serve with kumara
or other root crops.

Eggs contain vitamin A, which is
important for keeping the eyes healthy,
Eggs are also high in protein, which is
needed for the body's growth. This is a
good family meal, and good for smalil
pikinini too.

| STUFFED PUMPKIN ]

What to use:

1 large round pumpkin
1 cooked fish

1 bundle cabbags

1 bundle shallots

4-5 coconuts

salt

How to do:

*Make a hole at the top of the pumpkin and
SCOOop out the seeds.

*Prepare vegetables and fish and cut into
small pieces.

*Boil coconut cream until it is thick

*Put layers of vegetables, fish with salt
and coconut cream inside the pumpkin.
*Parcel and bake for one and a half hour.

This recipe is good for a family meal as
it is well fitted for small pikinini too.
Pumpkin is high in fiber, and fiber is
needed to get rid of waste from your
body. Pumpkin is also high in vitamin A.

-~

[ EAT A BALANCED DIET i

Your body has many different functions. For that rea-
son you need many different things from the food to
maintain it. To get everything the body necds you must
cat a balanced diet every day. You get a balanced diet
when you eat many different foods. You should:

Eat food from. each of the three food groups
every day !

i~
.
/

THE THREE FOOD GROUPS

ENERGY FOOD

BOOY BUILDING FOODS PROTECTIVE FOODS

.
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EAT ONE OR MORE FOOD FROM EACH OF THE THREE FOOD GROUPS EVERY DAY

ENERGY FOODS BODY-BUILDING
FOODS

*Are like fuel to your bo- *Help to build up the

dy. The harder you work, body and therefore they

Tun or cxercise the more  are most important to all

energy food is needed. growing people.

*If you use little energy

for work and exercisc the PROTECTIVE FOODS

body starts to store the *Protect you from all kind
eaergy and you grow fat, of sickness.

especially if you eat too *Help you to recover fast
much high cnergy food.  when you are sick.

Produced by -
Village Education Programme, SICA, P.O.Box 520,
Honiara
and
Nutrition Unit, Ministry of Health and Medical
Services, P.0.Box 349, Honiara
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L CASSAVA LEAVES ]

What to use:
Cassava leaves (only young leaves)
shallots
tomatoes

1 cooked fish
1 coconut

How to do:

*Wash cassava leaves and cut them finely.
*Put cassava leaves in a pot, cover with
water and boil for 5-10 minutes.
*Scrape coconut, add little water and
squeeze.

*Clean and cut shallots and tomatoes.
*Throw the water away and add coconut
cream to the cassava leaves.

*Add cooked fish, shallots, tomatoes and
heat.

*Serve with cassava.

Cassava leaves -and especially the dark"
green parts of the cabbage- are rich in
iron. Iron is needed to keep the blood
‘strong, and therefore especially impor-
tant for persons who have had malaria
or hookworms, for pregnant women and
women after child birth

PAWPAW SPAGHETTI |

What to use:

2 medium pawpaw
meat

1 bundle shallots
10 tomatoes

2 coconuts

How to do:
*Cut the pawpaw into half, remove the
seeds and scrape the pawpaw with a spoon.

N@ ‘\

*Grate coconuts, add water and squeeze.
*Boil the coconut cream with pawpaw.
*When boiling add meat and cook until Soft.
*Add tomatoes and shallots and heat.

*Serve with kumara.

r———
———

Pawpaw is rich in' vitamin A.
This meal is good for everybody in the
family, also good as a first food for
babies.







Did You Know that:

“Lack of Vitamin A is a Leading
Cause of Blindness Amongst
Children"

“Vitamin A Helps to Protect Children
Against Diarrhoea and
Chest Infections”

THEY sSAY
YOou ARE wuAT
You gAY

‘SO WHAT THEN IS VITAMIN A ?*

Turn the Page, Do Read on
and
Find Out.



Vitamin A is a vitamin that is found in
orange and yellow fruits like pawpaws,
mangoes, pumpkins and yellow kumara.
Vitamin A is also found in dark green
leaves like slippery cabbage, taro and
kumara leaves.

It is also found in foods made from animal
fat like milk and butter, and in liver and
oily fish.

Vitamin A in animal foods is called retinol,
and vitamin A in fruits and vegetables is
called carotene.

“What does vitamin A do for the
body ?*

There are many things that vitamin A does
for the body. It helps to fight infection by
keeping the inner linings of the body
parts like the noce and the throat moist

(watery) and healthy. It is very important,

for the skin. All surfaces of the skin, both
inside and out, are healthy and smooth
with~the help of vitamin A. The most
important thing that vitamin A does is to
keep the eyes healthy, and hence sese
better.

Sood Healthy Eyes”

'Eat More fruits and Vegetables f57]

‘Is lack of Vitamin A a Health
Problem in the Country?

A study was carried out to find out
if lack of vitamin A is a health
problem in the country. The study
was carried out in 1991 on
Guadalcanal, Western and Malaita
Provinces.

The results from the study showed
that children are not eating enough
of foods that are rich in vitamin A,
and that, there are some children
who show signs for not having
enough of vitamin A rich foods.
Lack of vitamin A is a health
problem.

*Why is lack of vitamin A a
health problem for children in

the country?"

It children do not have enough of
foods that are rich in vitamin A,
then they are likely to suffer from a
disease called night blindness.
Night blindness is when a person
is unable to see when it is dark. It
is first noticed when a child bumps
into things at night.

S0 Eat More Fruits and|
Vegetables for Good Healthy
yes*

Dinner

How do | Know that ! have ~_

Enough Vitamin A?*

There are several things you could do
to make sure that you have enough
vitamin A. These are: : '

- that your mama prepares you a good
healthy breakfast meal that contains
foods rich in vitamin A

- that you take to school a good
healthy packed lunch that is rich in
vitamin A

- that your mama prepares the family

good healthy meals for dinner

- that you have at Ieast a piece of fruit
in between the main meals where-ever
you may be.

)oeus



TRY OUT A RECIPE

"Pawpaw Drink”

You will need:
1 ripe pawpaw
4 - 5 bush lime
2 - 3 Tbspn sugar
fresh water

What you will do:
Peel and seed pawpaw
Squeaze lime juics

Blend lemon juice and pawpaw

until mashy
Add water
Add sugar as needed

‘Syruped Pawpaw"

You will need:
Pawpaw (not too soft)
2 - 3 Tbspn Sugar
Water

What you will do:
Cut fruit into even slices

Boil water and sugar until it

thickens

Put fruit slices into syrup and boii

for about 15 minutes.

Take out Pawpaw slices, cover and

leave to dry in hot sun.

at More Fruits and Vegetables
Healthy Eyes"

"Eat More Fruits
And
Vegetables"

Your
Step
| To
Good
Health

FURTHER
INFORMATION
maybe obtained from the Nutrition Unit,

Ministry of Health and Medical Services, P.O
Box 349, HONIARA



