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A. Executive Summary

The Salvation Army World Service Office (SAWSO) is implementing the Chikankata Child Survival
Project in partnership with The Salvation Army Chikankata Health Services. The project was awarded
through the Child Survival and Health Grants Program’s Standard category. The project will benefit
124,613 people in the Mazabuka and Siavonga districts of Zambia’s Southern Province, which is a rural
area with limited infrastructure and extreme poverty. The program goal is to reduce maternal and under-
five mortality among 50,593 direct beneficiaries (4620 children under 12 months, 4353 children 12-23
months, 13,146 children 24-59 months, and 28,474 women of reproductive age). These figures do not
include children born over the life of the project.

The under-five mortality rate is 182/1000, and the infant mortality rate is 103/1000. The primary causes
of under-five mortality are malaria and malnutrition. Factors contributing to malaria deaths include low
use of insecticide-treated nets (about 20% of children under five) and lack of knowledge of the symptoms
of severe malaria and/or the importance of immediately seeking care from an appropriate health care
provider. Many people wait to seek care, self-treat, or visit traditional healers. Child malnutrition deaths
can be attributed to poverty and poor feeding practices. Only 40% of infants under six months of age
exclusively breastfeed, and children over six months eat only one to two meals each day. These behaviors
lead to malnutrition in 15-20% of children. Full immunization by one year of age is only 35%.

The maternal mortality ratio is estimated to be 729/100,000, and the newborn mortality rate is 35/1000.
Most maternal deaths are caused by hemorrhage, sepsis, malaria, or HIV/AIDS. Less than half of all
births are attended by a skilled provider, and postpartum care rates are extremely low. Newborn deaths
are primarily due to sepsis, respiratory distress, hypothermia, and malaria. Families struggle to make
appropriate decisions during obstetrical and newborn emergencies because they do not recognize danger
signs, many live far from health facilities, and transportation is expensive or unavailable.

The Chikankata Child Survival Project is a partnership between US-based SAWSO, The Salvation
Army/Zambia, and the Zambian Ministry of Health. SAWSO, a 501 (c) (3) organization registered as a
Private Voluntary Organization, has extensive experience in community-based health and development in
Africa, Asia, and Latin America. The Salvation Army has operated in Zambia since 1924 and founded
Chikankata Health Services in 1945. Chikankata Health Services has worked hand-in-hand with the
Zambia Ministry of Health to provide health services to the people of Mazabuka and Siavonga for nearly
60 years, and has well-established, trusting relationships with communities. Other collaborators include
the Churches Health Association of Zambia, the Zambia National Malaria Control Program, Mtendere
Catholic Mission Hospital, Plan Zambia, and Harvest Help. This partnership includes all of the primary
service providers in the proposed area and key leaders in maternal and child health at the country level.

The project addresses all leading causes of child death and major contributors to maternal and newborn
deaths. It will build upon the successes of The Salvation Army’s past and existing health programs, which
have improved access and use of health services and have built community capacity to manage health
activities. By expanding from Chikankata Health Services’ current catchment area to the remainder of the
needier contiguous Siavonga District, the program will add another 54,000 people. To further improve
maternal and child health, this program will intensify behavior change efforts to reach every household in
the program area, and add key interventions in malariaand maternal and newborn care that are currently
not being addressed. The Salvation Army'’s grass-roots presence at the village level provides the
foundation for the program to work towards better use of, increased demand for, and community
ownership of health care services, consistent with Zambia’s decentralization policies. The program also
offers the opportunity to integrate The Salvation Army’s current HIV/AIDS programs into maternal and
child health activities, further strengthening the holistic health services that Chikankata provides.



The project will use innovative community-based strategies to address the factors contributing to the high
maternal and under-five mortality. Interventions include malaria (40% effort), immunization (10%),
nutrition (30% effort), and maternal and newborn care (20% effort). Key strategies will include the Care
Group Model, the Hearth Nutritional Rehabilitation Model, Care and Prevention Teams, and men’s
groups. Care Groups include volunteer mothers from within the community who work with their
immediate neighbors to improve household behaviors. This model allows families to learn about healthy
behaviors and discuss barriers and benefits with a trusted, respected community member and achieves
100% coverage of all households. The Hearth Model uses local, affordable resources and positive feeding
practices (behaviors and foods) from community members with well-nourished children to develop home
feeding sessions in which mothers rehabilitate their malnourished children and learn to prevent future
malnutrition. Care and Prevention Teams at the community level provide leadership, model service,
facilitate community action, and promote social changes to achieve better health. The Salvation Army has
used these teams in the past to change deeply ingrained cultural practices that were contributing to the
spread of HIV. Men'’s groups will reach the primary decision-makers who control resources to mobilize
them to contribute to better health of women and children. The project expects to achieve the following
results and intermediate results with these activities:

Result 1: Improved malaria prevention and treatment practices (40%)

IR 1.1: Increased insecticide-treated net use among pregnant women and children under five
IR 1.2: Increased appropriate care-seeking for danger signs

IR 1.3: Continued high coverage of intermittent preventive treatment in pregnant women

Result 2: Increased immunization coverage in children (10%)

Result 3: Improved nutritional status of children and pregnant women (30%)

IR 3.1: Improved child feeding practices

IR 3.2: a) Improved detection of malnutrition b) Improved community treatment of malnutrition
IR 3.3: Increased exclusive breastfeeding up to six months of age

IR 3.4: Increased coverage of micronutrient supplementation (Vitamin A and iron/folic acid)

Result 4: Improved maternal and newborn care practices (20%)

IR 4.1: Increased deliveries by trained providers, improved birth preparedness, and improved home
practices related to pregnancy and birth

IR 4.2: Improved quality of maternal and newborn care in health facilities

IR 4.3: Increased coverage of postpartum care

The project started September 30, 2005 and will end September 29, 2010. Project funding totals
$2,048,402, with $1,522,802 from USAID and $525,601 from SAWSO. Dr. Abdirahman Mohamed,
Senior Technical Advisor for Child Survival, Malaria, and Nutrition at the USAID mission to Zambia
thoroughly discussed program strategy and design with SAWSO and The Salvation Army/Zambia and
reviewed an early draft of the original proposal.

The main author of this document is Claire Boswell, SAWSO Health Program Officer. Others who
contributed to the program’s design include the entire Community Health and Development Team of
Chikankata Health Services, all participants from the Detailed Implementation Plan Workshop, and
Project Supervisor John Mumba. Consultant Jean Capps also assisted in the design of interventions and
with final editing. Claire Boswell is the SAWSO contact person for this project.



B. CSHSP Data Form

Child Survival and Health Grants Program Project Summary
April 12, 2006
Salvation Army World Service Office
(Zambia)
General Project Information:

Cooperative Agreement Number: GHS-A-00-05-00033
Project Grant Cycle: 21

Project Dates: (9/30/2005 — 9/30/2010)
Project Type: Standard

SAWS O Headquarters Technica Backstop: Claire Boswdll
Field Program Manager: John Soste Mumba
Midterm Evauator:

Find Evaduator:

USAID Mission Contact: Andrew Rebold

Field Program Manager Information:

Name John Soste Mumba
Address: PBag S1

Phone: Mazabuka

Fax: 260 222060

E-mal: sostenmumba@yahoo.com

Alternate Field Contact:

Name: Richard Bradbury
Address: PBag S1
Mazabuka
Phone: 260 222060
E-mail: rhbradbury @yahoo.com

Funding Infor mation:

USAID Funding: (US$) $1,476,719 PVO match: (US$) 527,354
Project Information:
Description:

Program God: To reduce materna and under-five mortdity through innovative community- based
behavior change Strategies and improved health services.



I nter ventions:

- Mdaia

- Immunizaions

- Nutrition

- Materna and Newborn Care

Strategies:

1) The Care Group model

2) Postive Deviance/ Hearth model
3) Careand Prevention Teams

4) Men's Groups

L ocation:

The project area includes two didricts in Zambia's Southern Province, about 130 miles southwest of
Lusaka. The area is rurd with few roads, limited trangportation, and dmaost no infrastructure. The CCSP
area includes dl of Savonga Didrict and the pat of Mazabuka Didrict that fals within Chikankata
Hedlth Services catchment area.

PROJECT PARTNERS PARTNER TYPE SUBGRANT
AMOUNT
Minigtry of Hedlth — Mazabuka Digtrict Collaborating Partner
Minigtry of Hedth — Siavonga Didtrict Collaborating Partner
Harvest Help Zambia Collaborating Partner
Mtendere Mission Hospital Collaborating Partner
Churches Hedlth Association of Zambia Collaborating Partner
Plan Zambia Collaborating Partner
The Savation Army Chikankata Hedth Services Collaborating Partner

General Strategies Planned:

Strengthen Decentralized Hedlth System

M & E Assessment Strategies:

KPC Survey

Hedth Facility Assessment

Organizationd Capacity Assessment with Loca Partners
Participatory Learning in Action

Lot Quaity Assurance Sampling

Community-based Monitoring Techniques

Participatory Evauation Techniques (for mid-term or find evauation)



Behavior Change & Communication BCC) Strategies:

Interpersona Communication
Peer Communiceation

Groupstargeted for Capacity Building:

Non-Govt Other Private .
PVO Partners Sector Govt Community
Fidd Office HQ .
Cs Project Local NGO (None Sdected) | HeAlthFadlity | Health CBOs
Team Staff CHWSs

I nter ventions/Program Components:

I mmunizations (10 %)

(CHW Traning)

(HF Training)

- Classc 6 Vaccines
- Vitamin A

- Mohilization

Nutrition (30 %)

(CHW Traning) (HF Training)
- ENA

- Hearth

- Growth Monitoring

(HF Training)

Malaria (40 %)

(CHW Training) (HF Training)
- Antenatal Prevention Treatment
- ITN (Bednets)
- Care Seeking, Recog., Compliance
-1PT
-ACT




Maternal & Newborn Care (20 %)

(CHW Traning) (HF Training)
- Emerg. Obgtet. Care

- Recog. of Danger Sgns

- Newborn Care

- Post partum Care

- Integr. with Iron & Folate

- Normd Dédivery Care

- Birth Plans
- Control of post-partum bleeding
- PMTCT of HIV
- Emergency Transport
Infants < 12 months: 4,620
Children 12-23 months: 4,353
Children 0-23 months: 8,973
Children 24-59 months: 13,146
Children 0-59 months 22,119
Women 15-49 years. 28,474
Population of Target Area: 124,613
Rapid Catch Indicators:
Indicator Numer ator | Denominator | Per centage SIEETES
Interval
Percentage of children age 0-23
months who are underweight (-2
SD from the median weight-for-
age, accordi ng to the 23 178 12.9% 49
WHO/NCHS reference
population
Percentage of children age 0-23
months who were born a least 24 0
months &fter the previous 22 & Sl e
surviving child




I ndicator

Numer ator

Denominator

Percentage

Confidence
Interval

Percentage of children age 0-23
months whose births were
attended by skilled hedth
personnel

Percentage of mothers of children
age 0-23 months who received at
least two tetanus toxoid

injections before the birth of their

youngest child

Percentage of infants age 0-5
months who were exclusvdly
breastfed in the last 24 hours

Percentage of infants age 6-9
months recaiving breastmilk and
complementary foods

Percentage of children age 12-23
months who are fully vaccinated
(againg the five vaccine-
preventabl e diseases) before the
fird birthday

Percentage of children age 12-23
months who received a meades
vaccine

Percentage of children age 0-23
months who dept under an
insecticide-treated bednet the
previous night (in maaria-risk
areas only)

Percentage of mothers who know
at least two signs of childhood
illness that indicate the need for
trestment

7

36

43

90

30

a7

34

134

185

185

92

95

92

92

174

186

41.6%

19.5%

46.7%

94.7%

32.6%

51.1%

19.5%

72.0%

7.1

5.7

10.2

4.5

9.6

10.2

5.

6.5




I ndicator

Numer ator

Denominator

Percentage

Confidence
Interval

Percentage of sck children age 0
23 months who received
increased fluids and continued
feeding during anillnessin the
past two weeks

Percentage of mothers of children
age 0-23 months who wash their
hands with soap/ash before food
preparation, before feeding
children, after defecation, and
after attending to a child who has
defecated

16

140

185

2.9%

8.6%

2.8

4.0

Comments for Rapid Catch Indicators

Since the project used LQAS to gather the data, the actual percentages should be
weighted according to the population of each supervision area. Although the areas are
relatively similar in population size, the estimates reported in the KPC Baseline Survey
Report differ dlightly from those automatically calculated by this form. The TT
indicator was based on card confirmation, not self-reporting.




C. Description of DIP Preparation Process
Since the start of the project, SAWSO and Chikankata Health Services (CHS) have worked with the
other Chikankata Child Survival Project (CCSP) partners to complete several of the first-year
activities. After being hired, CCSP and CHS staff have conducted orientations with all project
partners and with communities. SAWSO facilitated the baseline knowledge, practice, and coverage
(KPC) training, and project partners participated in training, data collection, and data analysis.
CCSP field staff, in coordination with health center staff, are currently conducting a census and
mapping exercises of all villages in the project area. Two Task Force meetings have been held, the
second being a part of the DIP preparation process. Participants at this workshop included
members of Chikankata Health Services, SAWSO, the Churches Health Association of Zambia
(CHAZ), District Health Management Team (DHMT) members from Mazabuka and Siavonga,
World Vision Zambia, Plan Zambia, and Harvest Help Zambia. The workshop lasted two days and
included a review of the CCSP objectives, review and discussion of baseline survey results,
presentation and discussion of new methodologies (Care Group and Hearth Models), revisions to
planned intervention activities and analysis of opportunities and potential problems, discussion of
methods for optimal coordination between partners, and review of roles and responsibilities of
project partners. This workshop was followed up with further meetings between SAWSO and the
CCSP and CHS outreach staff. Data from the workshop and these discussions were integrated into
the original proposal plan to develop this DIP. Although all partners participated in the design of
the DIP, the SAWSO Health Program Officer wrote the final document.

SAWSO and TSA/Zambia are grateful to the many reviewers of the first version of the DIP and
have incorporated many of their comments and suggestions into this second version.

D. Revisions from Original Application

The only significant revision to the Chikankata Child Survival Project from the application is the
addition of an immunization intervention. The baseline survey revealed immunization coverage of
only 35%. This intervention will receive 10% project effort, while the nutrition intervention has
been reduced from 40% to 30%.

To reflect the addition of the immunization intervention and to adjust for volatility in the exchange
rate between the Zambian Kwacha and the dollar, the budget has been adjusted. The kwacha has

risen by as much as one third of its value against the dollar, putting strains on the project budget in
the field. SAWSO has increased its match portion to help mitigate this situation.

Specific changes to the budget are detailed below:
Headquarters Budget — No changes were made to the headquarters portion of the budget.
Field Budget

I. Personnel — Most salaries were adjusted upwards to reflect the exchange rate between
the dollar and the kwacha. Two additional Care Group Facilitators were hired due to the large areas
to be covered and geographic challenges of the terrain. A full-time Monitoring and Evaluation

Coordinator will be hired instead of utilizing only 25% of the HIMS Coordinator’s time. The
Community Health and Development (CH&D) department of Chikankata recently underwent a



reorganization, so both the CH&D Manager and the Assistant Manager will contribute time to the
project (both in the match portion of the budget). The Senior Accountant is overseeing financial
management and reporting for the project; his time (5%) will be covered by SAWSO. The fringe
benefits are calculated at a rate of 9% of gross salary, so have increased due to the changes
mentioned above.

I1l. Travel — The cost of travel for Zambia staff to attend the Mini-University and DIP
review was transferred from the USAID to the SAWSO portion of the budget, as were per diem
costs for the same trip and for the regional trips. Additionally, the per diem rate for the regional
trips was lowered from $245 to $200 based on recent experience. Under local travel, costs were also
lowered, as the first budget estimate was too high. Costs for the SAWSO Health Program Officer
to travel within Zambia were removed (these are a part of the Headquarters Budget), and costs for
travel to Siavonga were added, as these had not previously been taken into account.

IV. Equipment — In addition to the 4x4 vehicles, the project has found that the Field
Supervisors will need motorcycles to visit the Care Group Facilitators, and that some of the
Facilitators with large coverage areas will need bicycles to get from village to village. The vehicles
will continue to be used for trips from Chikankata to Siavonga and for bringing trainees to central
sites for trainings and workshops. The bicycles and two of the motorcycles are on the USAID
portion of the budget, while the remaining three motorcycles will be purchased with SAWSO funds.

V. Supplies — The USAID portion now only includes the costs for two computers, as
SAWSO has provided a laptop for the third. A photocopier/printer/fax combination machine was
purchased instead of separate printers, so the photocopier cost was increased and the printer line
item was eliminated. Office supply costs were decreased from $150 to $100 per month, and
additional first aid kits were added for the motorcycles. The original budget of $3 for t-shirts was
too low, so the figure was raised to $5. In order to purchase long-lasting insecticide-treated nets
instead of treatable nets, the cost for ITNs was increased from $78,010 to $80,000, and these costs
were all moved to Year One to reduce shipping and other logistics-related costs.

VI. Contractual Services — The capacity assessment consultant time was reduced from 21
to 20 days, and the fees for local consultants to do maternal and newborn care training were moved
from Year Two to Year Three, based on the work plan.

Consultant travel from the US to Zambia was reduced from $2500 to $2250 per ticket, based on
recent airfares. Consultant per diems were also reduced (from $100 to $75 per day), as lodging at
the Chikankata Mission is inexpensive, and recent SAWSO travel costs were less than originally
budgeted.

VI1I. Other Costs — Phone/fax costs were reduced from $200/month to $150/month, as
updated internet equipment will make communication quicker, easier, and cheaper, particularly for
international calling. Since the new photocopier will allow scanning of receipts and financial reports,
express mail costs have also been reduced.

Baseline survey costs were increased to reflect the planned health facilities assessment. The costs of
the final evaluation were also slightly increased, based on the experience with the baseline KPC.
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Fuel costs were adjusted to reflect costs for additional motorcycles, but halved for Year One since
vehicles were not immediately purchased. Costs for maintenance were reduced, since the vehicles
are under warranty for the first year and most maintenance is done on-site by Chikankata mechanics.
Insurance costs were moved to the match portion, since The Salvation Army/Zambia self-insures its
vehicles. A rental vehicle was not needed in Year One, so these costs have been removed.

Training costs changed as follows:

. Fewer TTBAs (32 versus 36) will need to be trained, but more CHWs (51 versus 22) are needed.
This also affected the costs of refresher training in Year One. TSA/Zambia and the MOH
updated actual numbers of volunteers during the DIP process, so these figures are more accurate
than those included in the original application.

- The Census and Community Mapping training was combined with the KPC training, as was the
Anthropometric Measurement training, eliminating these two separate trainings and increasing the
KPC training from 5 to 9 days (including analysis).

. The Data Management for Action training was expanded to include formation of Care Groups
(from 3 to 4 days).

- Refresher training for clinical staff (health workers) and training for project staff was added for
immunization.
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E. Detailed Implementation Plan
1. Program Site Information

a. Map of Project Area

The project area includes two districts in Zambia’s Southern Province, about 130 miles southwest of
Lusaka. The area is rural with few roads, limited transportation, and almost no infrastructure. The
CCSP area includes all of Siavonga District and the part of Mazabuka District that falls within
Chikankata Health Services catchment area. A detailed map is included in Annex 2.

b. Population Data

According to official Ministry of Health data (from 2000) and the Chikankata Health Management
Information System, the total population of the project area is 124,613. The project staff are
currently undertaking a comprehensive census to determine exact numbers of beneficiaries. The
census process will be completed by July 2006 and population data updates will be included in the
First Annual Report. Estimates from data currently available indicate that direct beneficiaries total
50,593 people — 22,119 children under five (4620 children under one, 4353 children 12-23 months,
and 13,146 children 24-59 months), and 28,474 women of reproductive age (15-49)' —who live in an
estimated 298 villages organized into 57 communities each under the traditional leadership of a
senior headman.

c. Health Status of Population

Zambia ranks 166" out of 177 countries on the Human Development Index,"and 79" out of 119 on
the Mother’s Index." Southern Province, which includes the large urban center of Livingstone
(Zambia’s second-largest city), has an under-five mortality rate of 148/1000. For rural areas, like the
CCSP area, this rate increases to 182/1000. The rural infant mortality rate is 103/1000, and the
neonatal mortality rate is 35/1000."

Data from the Mazabuka and Siavonga MOH show the leading causes of morbidity and mortality
for children under five are malaria, diarrhea, pneumonia, and malnutrition."" Respiratory distress,
hypothermia, and sepsis are the main causes of neonatal mortality.” Malaria is the primary cause for
under-five consultations at all levels of the health system: 30% for the out-patient department of the
hospital, 46% for Rural Health Centers (RHCs), and 22% for Community Health Workers (CHWs).
It is also the leading cause of under-five admissions for Chikankata Hospital (53%)."" In Siavonga,
the MOH data estimate each child has nearly two malaria episodes per year.* Malaria is endemic and
peaks during the rainy season (November to April). Mazabuka district show about 12% of children
under five are malnourished,” but in Siavonga, the figure is about 25%.” In the province, 23.6% of
children are underweight (4.4% are < three standard deviations from the mean), with 40.2% stunted
and 3.9% wasted.” Anemia is extremely high in women (39%) and in children (65%)." Sixty-six
percent of children under five had a sub-clinical Vitamin A deficiency, according to a 1997 survey,
although this has improved due to regular sugar fortification and increased efforts for Vitamin A
supplementation. According to the USAID/Zambia Country Strategic Plan, malnutrition has
actually worsened in the last decade.”

Xiv

Malaria is endemic throughout Zambia, being the leading cause of morbidity and mortality in the
country. In 2002, a total of 4,093,401 cases of malaria were diagnosed, contributing 37% to all
diagnoses and 45% to the top ten diagnoses.™ Malaria contributes 40% of overall infant mortality
and 20% of maternal mortality.™"
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Estimated maternal mortality ratios increased from 649/100,000 in 1996 to 729/100,000 in the
2001-2002 Demographic and Health Survey (DHS), possibly due to HIV.*" Southern Province has
the third highest HIV prevalence rate of Zambia’s nine provinces — 20.2% for women aged 15-49
and 14.6% for men of the same age. HIV/AIDS leaves many children without caregivers; about
630,000 children in Zambia are orphans. ™ CHS estimates that 12,000 orphans live in its catchment
area. The total fertility rate in Southern Province is 6.1, and the median age at first birth is 18.4." A
study by the United Nations Population Fund (UNFPA) found that the primary causes of maternal
mortality are hemorrhage (34.2%), sepsis (12.5%), malaria (10.6%), and HIV/AIDS (10.0%). Over
58% of maternal deaths occur postpartum, most within seven days. Women giving birth to their
first child are 46 times more likely to die of maternal causes.”

d. Other Factors Influencing Health

About 73% of Zambians live in poverty, while 58% live in extreme poverty. While rural poverty
rates are higher than urban ones, poverty is increasing nationwide.* HIV is a major cause of
increased poverty. The MOH indicates that “AIDS illness and death consumes 200-400 percent of
annual household income, depleting savings and pushing the marginal or transient poor into
absolute poverty and indebtedness.”™" Most households in the CCSP area survive on subsistence
farming (maize, millet, groundnuts). A few have cash crops, such as maize, cotton, and sunflowers
or work on commercial farms. The Knowledge, Practices, and Coverage (KPC) survey found that
only about 20% of mothers work outside the home earning money. Those that do, primarily work
in agriculture or as shopkeepers/venders. The 2001-2002 droughts and an outbreak of hoof and
mouth disease among the cattle have made the economic situation critical for many people. Almost
half (48%) of the Southern Province is chronically food insecure.® Men control most resources and
are the primary decision-makers in the household and community. This control affects food
purchases, health expenditures, and care-seeking practices.

Over 95% of the people of Siavonga and Mazabuka are Tonga. Many adult women have had no
formal education at all (23.9%), and half have attended less than six years of school.® This lack of
access to formal education for women negatively impacts maternal and child health, as women lack
confidence to navigate the formal health system and take a proactive role in partnering with health
workers. Cultural practices of the Tonga that increase HIV transmission and diminish women'’s
status include polygamy (30% of women in the province live in polygamous unions™") and wife
inheritance. Lobola, the bride price signifying the husband’s ownership of the wife, not only
diminishes women'’s status, but also encourages promiscuity if young men cannot afford the offered
price. Another cultural practice affecting health is the kusonda, or consultation with a traditional
healer, to determine the cause of a loved ones’ illness or death. Also, people often blame pregnancy
complications or difficult labor on unfaithfulness during marriage (either by the husband or wife).
Many of the signs of severe malaria (convulsions) are believed to be caused by witchcraft and are
treated by traditional healers. These beliefs can mean fewer people seek appropriate care or take
appropriate action for illness.

e. Status of Health Services

Government health expenditures averaged 10-14% of the national budget between 1995 and 2003.
The national government has taken a number of measures to increase support to combating malaria
in recent years including removing tariffs on Insecticide Treated Nets (ITNs) and insecticides,
increasing funding for Roll Back malaria (RBM) activities at the national and district levels, including
RBM as a Highly Indebted Countries indicator, heightening resource mobilization for malaria
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control, presenting RBM Task Force reports directly to the Vice President, holding sensitization
meetings with members of parliament to raise awareness of malaria as a national problem, making
changes in national drug policy towards more effective drugs (artemisinin combination therapy),
reintroducing indoor residual spraying in selected districts, and scaling up ITN distribution to rural
and hard to reach populations.

Facility-based health services in the CCSP area include 15 Rural Health Centers (RHCs), three

Hospital Affiliated Health Centers (similar to RHCs, but located at hospitals), and three hospitals.
Three organizations manage these facilities: The Salvation Army (TSA), which runs Chikankata
Health Services and oversees five RHCs; the Ministry of Health, which runs Siavonga District
Hospital and 10 RHCs; and the Zambian Catholic Diocese of Monze, which runs the Mtendere
Mission Hospital. CHS serves the part of Mazabuka district included in the CCSP area (59,000), in
addition to approximately 12,000 people in Siavonga. The Siavonga District Hospital serves about
36,000 people, but lacks sufficient equipment and supplies. Mtendere, in Siavonga, is a well-
equipped 145-bed hospital. It has a catchment area of 18,000 (although it also serves many outside
its catchment area). The health staffing situation in the CCSP area is critical. Standard staffing for
an RHC includes a clinical officer, environmental health technician, nurse, and midwife, but none of
the 15 centers in the project area is fully staffed, mostly because lack of adequate housing and poor
transport make it difficult to attract staff to rural areas. The following table details the health
facilities and staff per zone.

ZONE Population | # of # of RHCs # of # of # of staff/persons | # of # of
Hospitals Hospital community/ | in each health CHWs | TTBAs
Affiliated | village facility
Health health post
Centers
1-Nadezwe | 24,274 1- 2-Nadezwe, 1 9 Doctor (1)- 11 28
Chikankata | Namaila hospital
C.O (7)-6 from
hospital, 1
clinic.
EHTSs (3)-2
from hospital,1
clinic
Nurses(5)
2- 11,593 0 3-Nameembo, | 0 13 C.0Os-0 11 10
Nameembo Ibwemunyama, EHTs-2
Chikanzaya Nurses-3
3- 22,310 0 3-Chikombola, | 0 18 CO-1 23 21
Chikombola Chaanga, EHTs-2
Sianyolo Nurses-2
4-Munyama | 20,533 1-Siavonga | 4-Munyama, 1 5 C.0-0 4 8
District Manchamvwa, EHT-1
Hospital Kariba, Nurses-5
Matua
5-Lusitu 29,575 1- 4-Jamba, 1 8 Doctor (1) 7 9
Mtendere Kapululira, CcO
Chipepo, EHT
Lusitu Nurse
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CHS provides clinical care, outreach, and training. Clinical care involves antenatal care (ANC);
postnatal care; under-five services (immunization, growth monitoring, education); family planning;
youth friendly services (reproductive health services, counseling); out-patient screening, treatment,
and admission; anti-retroviral therapy (ART); voluntary counseling and testing (VCT); prevention of
mother-to-child transmission (PMTCT); tuberculosis treatment; laboratory services; pharmacy; and
surgery. Outreach services include mobile clinics (offering antenatal/postnatal care, under-five
services, family planning and basic curative care); a school health program (education, immunization,
screening, water and sanitation, anti-AlIDS clubs which include drama groups); and home-based
care. For training, CHS offers a nurse/midwifery school, AIDS management training, and
community volunteer training.

Most services at the hospitals and RHCs are free, including all services for under-fives and pregnant
women. A new government policy has recently mandated that rural health facilities will no longer
charge any user fees, although the financial implications for these facilities has not yet been
addressed.

For community-based services, 56 Community Health Workers (CHWSs) provide health education,
treat malaria and eye infections, refer cases to health facilities, provide oral rehydration solution,
recognize and refer pneumonia cases, and perform basic first aid. Communities respect CHWs and
use their services, but remuneration is still low for most and coverage is well below the national
standard of one CHW per 500 people. About 76 trained Traditional Birth Attendants (TTBAS)
provide antenatal and postnatal care, attend deliveries, give health education, provide family
planning counseling and services (pills and condoms), and encourage women to receive antenatal
care and to deliver at a health facility. As with CHWSs, turnover is low and community respect is
high, but payment is rare, and coverage is much lower than the standard (one TTBA per 1000). As
reflected in the above table, coverage for CHWs and TTBAs is much higher in Zones One, Two,
and Three than in Zones Four and Five.

The Community Health Worker position is a part of the national strategy for primary health care.
They are trained to treat basic illnesses and to do health education and other preventive activities in
their communities. The CHW is a volunteer and does not receive payment from the government,
but are authorized small percentages of sales of commaodities (such as ITNs and certain drugs).
Many communities pay their CHWSs with in-kind contributions and some are employed on
commercial farms. Supervision of CHWs is generally the responsibility of the front line health
workers, although logistical challenges make such supervision difficult. CHWs report to and receive
their drug/supply kits from health centers, ideally on a monthly basis. Most supervision takes place
during these visits, rather than in the community setting. NGOs providing rural health services
work alongside the government to support training and supervision of CHWs.

Many people seek care from both traditional providers and the formal health care system. Although
very few mothers reported seeking care from a traditional healer in the baseline KPC, Participatory
Learning and Action (PLA) sessions suggest that use of traditional medicine may be under-reported,
particularly for malaria. PLA sessions show that many people try local herbs or visit the traditional
healer for malaria symptoms before going to a CHW or health center.™" KPC data, however, found
that nearly all mothers who sought care for their children’s fast/difficult breathing went to a health
center, hospital, CHW, or TTBA, with over 40% going to a health center. Similarly, a majority of
mothers (80%) reported seeking care for their child’s fever, and 73% sought care from an
appropriate source. The only private commercial providers practicing in the area are pharmacies
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(tuntemba), and only about 6% of mothers reporting seeking care for their child’s fever from a shop
or drugstore.™™

Lack of transportation, distance, and poverty make it difficult for many people to access health
facilities.®™ The UNFPA maternal mortality study found that in 74% of maternal death cases
someone had tried to transfer the mother to a health facility, but was unsuccessful because the
facility was too far way, transportation was not available, or the patient or spouse refused.” During
PLA activities in the CHS catchment area, people cited cost of treatment, preference for traditional
healers, self-treatment (either with herbs or chloroquine), lack of transport, poor treatment from
staff, and the long referral process™ as the main reasons they do not seek medical help for
malaria.*" Approximately 25% of people in the CHS catchment area live more than five kilometers
from a health facility. In Siavonga, the figure is higher, possibly as high as 40-50%. Baseline data
for immunization and postnatal care also reflect poor access to services. (See intervention sections
for more detail.)

The project has not yet done assessments to examine client-health worker interaction, but will raise
this issue with community members during qualitative research that will be conducted after the DIP
is submitted. Because of understaffing, many health workers are doing the job of two or three
people, which negatively affects quality of care, including interactions with patients. The CCSP has
not done a formal study of standard case management of malaria or of drug supply, but will include
questions about these areas in key informant interviews of health workers planned over the next few
months.

f. Disadvantaged Groups

The project area population is generally homogenous, but communities that are located far from
health facilities and/or connected by poor or nonexistent roads receive fewer services from the
formal health system than those that live closer. Orphans and Vulnerable Children (OVC) and
people living with HIV are also especially vulnerable.

g. Linkages and Complementary Activities

Other Sector Programs — TSA: In addition to TSA’s health programming in the Chikankata catchment
area, CHS has a UNICEF-funded OVC support program; a USAID-funded HIV/AIDS program
for prevention, OVC support, and home-based care; and a European Union HIV/AIDS program
including community capacity building, prevention of HIV/AIDS, home-based care, and
microfinance. The hospital has recently begun a PMTCT program with USAID funding through
the Catholic Medical Mission Board and an ART clinic with funding from the AIDS Healthcare
Foundation, the Center for Infectious Disease Research in Zambia, and the government. These
programs offer an excellent opportunity for CHS to integrate their maternal and child health services
and HIV/AIDS programs. For example, the CCSP will integrate PMTCT services into antenatal
care services. Also, Care Group volunteers will provide education on the effects of HIV on
children, emphasizing the importance of HIV testing for mothers and promoting ART, available at
Chikankata. By establishing close relationships with families, volunteers will help OVC programs
identify vulnerable children and deliver services to them.

Other NGO Programs: Plan International works in four communities (about 8,700 people) of the
Chikankata catchment area, with programs in water and sanitation, health education, school
construction, and microfinance. CHS and Plan already coordinate activities to support volunteers
and maximize efforts and resources, e.g., combined volunteer trainings to avoid duplication and
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schedule conflicts. NGOs working in Mazabuka meet quarterly with the District Health
Management Team (DHMT) to plan, coordinate activities, and share results. Harvest Help is a small
local NGO doing agriculture, health, civic management, education, and HIV work in 13
communities along Lake Kariba. They support 26 CHWs and TTBAs, and provide outreach
services (through a clinical officer and two nurses) in these low accessibility areas. Harvest Help’s
agriculture component can be a strong complement to nutrition activities, and the CSP will help
integrate nutrition messages into agriculture trainings. Another opportunity for synergy is to
collaborate with Harvest Help’s civic management work for capacity building of community groups.
Programs at the national level include the National Malaria Control Program and CHAZ program
for clean birth kits and ITN distribution. The Zambia Integrated Health Project ended in
September 2004, and the USAID mission partners with Society for Family Health for social
marketing of various products, including ITNS and Clorin (brand-name chlorine); JSI/DELIVER;
the Health Communication Partnership; and the Health Services and Systems Project. The CSP will
use training materials from the Zambia Integrated Health Project, as the government has adopted
many of these as national curricula. The CSP will seek to coordinate with the new programs,
particularly in training and behavior change materials.

2. Summary of Baseline Assessments

A Knowledge, Practices, and Coverage (KPC) Survey was carried out in the five supervision areas of
The Salvation Army/Zambia Chikankata Child Survival Project in the Mazabuka and Siavonga
Districts in the Southern Province of Zambia, from January 22 to 28, 2006. Organizations
conducting the survey included The Salvation Army/Zambia Chikankata Health Services, The
Salvation Army World Service Office (SAWSO), The Siavonga District Ministry of Health, and
Harvest Help/Zambia.

The objectives of the survey were as follows:

1. To provide information on the current health knowledge and practices of child caretakers,
immunization and micronutrient supplementation coverage, and maternal health care coverage
in the CCSP area

2. To identify areas requiring further investigation during qualitative baseline assessments

3. To train staff in methods of collecting, tabulating, and analyzing data, particularly in the use of
lot quality assurance sampling (LQAS)

4. To identify priorities and provide statistical information that will inform program planning and
design, particularly using LQAS to identify supervision areas and indicators needing increased
program focus in specific interventions

5. To revisit and revise indicators and targets, if necessary

The training, survey, hand tabulation, and analysis of results were accomplished from January 16-
February 3, 2006. Computer analysis and preparation of this report were completed in March.

Major findings included the following:
- Only 21.8% of children under two slept under an ITN the night before the survey.
- Care-seeking for fever from an appropriate source was high (73%), but less than 11% of

children with a fever in the past two weeks were treated with an appropriate anti-malarial drug
within one day of fever onset.
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- Intermittent Preventive Treatment (IPT) coverage was much higher than expected, with over
80% of mothers of children under two reporting that they took Fansidar during their last
pregnancy.

- Over one fourth of children 6-23 months ate a Vitamin-A rich food, a high protein food, and
an iron-rich food in the last 24 hours before the survey.

- Just over 21% of children 12-23 months ate semi-solid food four times or more the day before
the survey.

- Growth monitoring coverage was higher than expected, with nearly 70% of children under two
having been weighed in the two months before the survey.

- Only 15% of children under two were reported to have been placed with their mothers
immediately following birth.

- Postpartum coverage by a skilled provider was less than 20%, and documented postpartum
Vitamin A supplementation was less than 10%.

- Unexpectedly, only 35% of children 12-23 months had been fully vaccinated by the first
birthday.

- Only 3% of children who had been sick in the past two weeks received both increased fluids
and continued feeding during the illness.

The survey confirmed many of the interventions and activities planned by the CCSP in the original
proposal.

Malaria

Although recognition of fever as a danger sign is high among mothers, they are not seeking care
quickly enough, and the signs of severe malaria (such as convulsions) are not generally recognized.
Although net coverage was slightly higher that expected, ITN use is still very low for an endemic
malarious area, and increasing access to, and promoting use of, ITNs continues to be a major focus
of the CCSP. Although IPT coverage was a pleasant surprise, the project will work to support
government and other NGO efforts to maintain coverage and will also work to improve record-
keeping for maternal health so that self-reporting of IPT can be confirmed by antenatal cards.

Nutrition

Breast feeding and child feeding practices will also remain a priority, as the suspected low rates were
confirmed by the survey. Prevalence of malnutrition was lower than expected, although still
unacceptably high. The project will need to do another weight survey using LQAS during the
hungry season to assess differences when food is not so readily available. Qualitative research for
nutrition practices will be a part of the Positive Deviance Inquiry, which will take place in Year Two,
just before implementation of the nutrition intervention and Hearth activities. The information
gathered from that exercise will help staff further identify behaviors to promote and discourage and
to decide which key factors are most important to address. The level of effort for nutrition will
decrease by 10%.

Maternal and Newborn Care

Although coverage for prenatal care was low in the survey (as recorded on antenatal cards), these
results are most likely due to poor retention of antenatal cards. The high coverage of self-reported
IPT indicates that prenatal coverage is much higher. Although the project will work with
community volunteers and health workers to continue to promote prenatal care, the main focus will
remain on increasing postpartum care coverage and assisted deliveries. The survey confirmed earlier
data that use of Trained Traditional Birth Attendants is very low, and the project will need to work
closely with communities to increase that coverage when families choose home births.
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Immunization

Complete immunization rates are surprisingly low (35% fully immunized by one year of age). This
contrasts sharply with MOH and DHS data. The CCSP’s partners have decided that the project
must address the low vaccination rates and will focus on the three zones with the lowest coverage.
The project will work very closely with Ministry of Health officials and frontline health workers to
support the government’s vaccination strategy and will emphasize community mobilization to
improve communication and collaboration between communities and health facilities to improve
vaccination rates. CCSP field staff will also regularly coordinate activity plans with the health
facilities in their respective areas to provide logistic support for outreach activities. Before beginning
the immunization intervention, staff will hold discussions with community members about their
perceptions of vaccination, access, and quality of services and with health workers to determine the
major barriers they encounter in providing these services. This information will help the project
better identify how it can make a meaningful and effective contribution to the current vaccination
program. The level of effort for immunization will be 10%.

Staffing levels will remain the same, as proposed in the original application. The budget will be
adjusted slightly due to the need for immunization training and behavior change materials. (See
revised budget in Annex 10.)

a. Types and Methodologies of Baseline Assessments

Knowledge, Practice, and Coverage Survey

SAWSO worked with the CCSP staff to modify the standard KPC 2000+ survey (with recent
updates to the nutrition module), including key questions on each of the interventions and the Rapid
Catch indicators. The baseline questionnaire was divided into three separate questionnaires, one for
mothers of children 0-11 months, one for mothers of children 12-23 months, and one for mothers
of children 24-59 months. The last questionnaire was included to allow malaria indicators to
correspond with both national-level and Roll Back Malaria indicators, which include children 0-59
months. Both questionnaires for 0-11 months and for 12-23 months included 74 questions and
lasted approximately 45 minutes. The third questionnaire had only 29 questions and lasted 20-30
minutes. In addition to the three main questionnaires, the survey team over-sampled using four
mini-questionnaires to ensure large enough sample sizes for calculating key indicators. These
questionnaires included only necessary questions to assess exclusive breastfeeding (0-5 months),
complementary feeding (6-9 months), fever care-seeking, and ARI care-seeking. (See sampling
section for more detail.) Interviews were conducted orally in Tonga.

The survey team used lot quality assurance sampling (LQAS) for selection of survey respondents.
The project area was divided into five supervision areas or zones based on catchment areas of health
facilities. Each zone had 19 surveys for each universe (mothers of children 0-11 months, mothers of
children 12-23 months, and mothers of children 24-59 months). Additionally, surveyors conducted
over-sampling by administering mini-questionnaires for key sub-groups (mothers of children 0-5
months, mothers of children 6-9 months, mothers of children 0-23 months with fever in the last
two weeks, and mothers of children 0-23 months with fast/difficult breathing in the last two weeks.)
This over-sampling ensured that the sample size for these sub-groups was large enough to calculate
key indicators with an acceptable margin of error.

The CCSP team used existing census data on village/community size for the entire project area in
order to complete sampling frames. In certain areas, only total population for a Rural Health Center
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catchment area was available. In those cases, the initial sampling frame was done per RHC, and
survey teams then did more detailed sampling frames once they collected specific village population
data from the RHC. Houses were selected from the household list kept by each village headman
using a random number table. In sampling mothers, surveyors randomly selected houses and
interviewed mothers based on the age of their children (0-11, 12-23, or 24-59) until the 19 surveys
were completed for that age group and zone.

Overall, the sample included 93 mothers of children 0-11 months, 92 mothers of children 12-23
months, 95 mothers of children 24-59 months, 58 mini-questionnaires of mothers of children 0-5
months, 61 mini-questionnaires of mothers of children 6-9 months, 57 mini-questionnaires of
mothers of children 0-23 months with fast breathing, and 87 mini-questionnaires of mothers of
children 0-23 months with fever.

Qualitative Assessments

The KPC results raised questions for the project’s partners that require further exploration with
qualitative methods. The partners discussed these areas for exploration during the KPC Tabulation
Workshop and during the DIP Workshop. During the third quarter of Year One, the staff will
conduct focus groups and key informant interviews with communities regarding malaria behaviors
(such as acceptance of ITNs, preferred styles, etc.) and about perceptions of vaccination and of
quality of immunization services. Communities will also be asked about quality of other services,
such as sick child, antenatal care, etc., and barriers to accessing care. Additionally, the CCSP will talk
with front-line health workers about immunization, specifically focusing on challenges they face and
ideas they have for improving services and coverage. Assessments will also include key informant
interviews with CHWs and TTBAs about their perception of their roles so that the project can find
the best way to integrate the new Care Group volunteers into the existing system.

Before the start of the nutrition intervention in Year Two, the CCSP will conduct a Positive
Deviance Inquiry as a part of the Hearth activities, which will help identify positive feeding
behaviors that the project will promote, as well as benefits and barriers to address in messages and
activities. Similarly, before the start of the maternal and newborn care intervention in Year Three,
staff will conduct focus groups and Doer/Non-Doer Analyses with communities to explore
customs, beliefs, and perceptions surrounding pregnancy, labor/delivery, and the
postpartum/neonatal period. This information will help the project to identify specific key factors
to address and tailor planned activities and messages to encourage behavior change.

Census

The CCSP is currently in the process of conducting a project-wide census to update government
population data. Each Care Group Facilitator is doing a door-to-door survey in her/his villages to
determine the numbers of children under one and under five and women of reproductive age. The
census also includes a mapping exercise of each village (to stay within the village) and of each
Facilitator’s area of responsibility. The census and mapping information will allow the project staff
to make any necessary adjustments to distribution of villages among Facilitators, to plan logistics
appropriately for frequency of village visits and modes of transportation for project staff, and will
help Facilitators and communities select Care Group Volunteers and organize households under
these volunteers.
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Capacity Assessments

The project will conduct a baseline for TSA/Chikankata Health Services in May, using the
Organizational Capacity Assessment tool, ™" a participatory self-assessment process. The process
will involve identifying areas for capacity building, such as financial management and data for
decision-making. Based on this assessment, SAWSO and CHS will develop an action plan for
increasing capacity in identified areas, as well as define indicators for measuring progress. The CHS
Manager of Administration will oversee the action plan through monthly meetings, as well as semi-
annual assessments. The CHS Manager and SAWSO Health Program Officer will assess progress
on capacity-building indicators semi-annually, making adjustments as necessary.

To establish a baseline for community groups (Care and Prevention Teams - CPTs and
Neighborhood Health Committees - NHCs), CCSP staff will facilitate a formal three-step self-
assessment process, following the methodology used by Concern Worldwide. First, the group
members will identify their main areas of responsibility (such as planning, monitoring, supervision,
etc.). Second, with facilitated guidance, the team will develop a scale for describing the capacity
progression (stages with explanations) and identify their current stage in each area. Third, they will
set goals for the stage they wish to achieve by the end of the project and develop a plan to reach it.
CSP Field Supervisors will help groups assess their progress on an annual basis and make any
necessary adjustments.

The CCSP is currently working with Concern Worldwide to identify a consultant and develop a
scope of work to begin the capacity assessment process for the community groups. Initial training
and testing of the tool will take place in September and all groups will have completed a baseline
before the end of Year Two.

Health Facility Assessments

At the next Task Force meeting in July, CCSP partners will work to develop simple tools (modifying
existing government tools) to assess the quality of services in the RHCs and hospitals in the project
area. The project will receive support from the Child Survival Technical Support Plus Project, using
indicators they are developing to do Rapid Assessments of Quality and Access for Primary Health
Care Services. Topics to be assessed include outreach coverage, utilization, service availability,
coordination between health facility and community, personnel, infrastructure, equipment, drugs,
quality improvement process, information systems, training, supervision, health worker
performance, client satisfaction, and others as deemed to be necessary by the Task Force. Please see
Annex 4 for a draft table of indicators to be assessed. Many of the indicators come from the Service
Provision Assessment that was recently conducted in Zambia, for which results have not yet been
published. That assessment will be a valuable resource for the project as it carries out its own
assessment activities.

The assessment will be conducted in August with technical assistance from CSTS+. Results will be
included in the First Annual Report.

b. Potential Constraints to Achieving Program Objectives

The two primary constraints facing the project are difficult access to isolated communities with poor
road networks and lack of transportation, and inadequate staffing levels at rural health facilities in
the project area. To address these two constraints, the project has decided to use the Care Group
Model to ensure health services reach as close to the household as possible and has based Care
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Group Facilitators and Field Supervisors (project staff) in the communities where they will work.
The project’s partners recognize the limitations of the project to address the resource shortages that
the districts face. Project staff and community volunteers will foster a close working relationship
with health workers at RHCs to coordinate activities and complement efforts to improve health to
make the best use of limited staff time and resources. The project will concentrate on facilitating
linkages between community members and the health facilities that serve them to empower families
to take ownership of their community’s health and be active partners with government and NGO
health services.

Although Ministry of Health resource limitations are significant constraints, the project will work
within these constraints of the current system, focusing on maximizing what is available, rather than
creating systems and resources that are not. By building on what is realistic for current providers of
services, the project anticipates fostering innovative, creative solutions that come directly from
community members and health workers.

Because of the project location in the Southern Province, many previous USAID and other donor -
supported health activities in Zambia were not implemented in the area. The Salvation Army is
better known in Zambia as an implementer of HIV/AIDS programs and is not immediately
considered when NGOs are contacted for partnerships and collaboration in Zambia. Over the life
of the project, The Salvation Army will be proactive in seeking out partnerships and collaboration to
bring the lessons learned in other parts of Zambia and other countries (particularly Care Groups in
Mozambique) and adapt them to the local situation.

c. Coverage Estimates for Each Intervention
The following data comes from the KPC survey conducted in January 2006.

Malaria:

- 36.8% of households with a child under two own a mosquito net.

. 21.8% of children under two are sleeping under ITNs.

- 10.5% of children under two with fever receive an appropriate anti-malarial drug within 24 hours
of fever onset.

- 83.8% of mothers of children under two received IPT during her last pregnancy.

Immunization:

- 35.2% of children 12-23 months completed the vaccination schedule before the first birthday.
- 54.6% of children 12-23 months have received a measles vaccine.

- The drop-out rate from DPT1 to DPT3 is 10%.

Nutrition:

. 27.2% of children 6-23 months eat a Vitamin A-rich food, a high protein food, and an iron-rich
food each day.

- 21.1% of children 12-23 eat at least four times each day.

- 3.0% of children receive increased liquids and continued feeding during illness.

- 69.4% of children 0-23 months are weighed at least bi-monthly.

- 87.4% of children 0-23 months have an appropriate weight for age.

- 37.3% of children 12-23 months have received a Vitamin A dose in the past six months.

- 24.5% of mothers took at least 90 days of iron/folic acid supplements during the last pregnancy.

- 95.1% of children 6-9 months are receiving both breast milk and complementary foods.
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Maternal and Newborn Care:

- 51.4% of births are attended by a trained provider (health professional or TTBA).

- 55.8% of home births use a clean birth Kit.

- 15.3% of babies are placed with their mothers immediately after birth.

- 43.8% of babies are breastfed within one hour of birth.

- 18.7% of mothers receive postpartum care from a skilled provider.

- 19.2% of mothers have records of receiving at least two tetanus toxoid injections during their last
pregnancy.

- 6.3% of mothers have records of receiving a dose of Vitamin A within two months of delivery.

d. Disease Surveillance Data

In both Mazabuka and Siavonga, the leading cause of under-five outpatient and inpatient
consultations and deaths is malaria (incidence of 293/1000 and 153971000, respectively). Other
leading causes of morbidity are diarrhea, pneumonia, and malnutrition (including anemia). The area
still reports measles, diphtheria, and pertussis cases, although they do not represent a large