MANPOWER AND SYSTEMS DEV 1.0PMENT
FOR PRIMARY HEA{{TH {ARE

TN-ARO- T

Synopsis of Approaches, Protiyoe Materials,
Adaptation Methods, and Samplas of Courstry Adaptations

Based on Primary Heath Care Development Fxperiences in Five Countries

Health Mappower'Development Staff
Johp A, Burns School of Medicine
University of Hawaii
1833 Kalakaua Avenue, Suite 790

June 1981 Honoluly, Hawaii 9681L U.S.A.



TABLE OF CONTENTS

Introduction and Overview

1.1 Introduction

1.2 Overview of HMDS approach and prototype materials for manpower
and systems development primary health care

Outline of HMDS materials for manpower and systems development

Mid-Level Health Worker and CHW Training Materials

3.1 Introduction to MIHW and CHW Training Materials
3.2 Sample Prototype MLHW Training Materials

3.2.1 Excerpts from the Diseases of Infants and Children MLHW
Training Module

3.2.2 Excerpts from Instructor's Manual for the Diseases of
Infants and Children Module

35.2.3 Excerpts from Community Health Modules I § II
3.3 Excerpts from Adapted MLHW training materials
3.3.1 Lesotho
3.3.2 Guyana
3.3.3 Thailand
3.4 Community Health Worker Training Materials
3.4.1 Exceipts from prototype materials

3.4.2 Excerpts from Pakistan adapted materials (see front cover
pocket)

3.4.3 Excerpts from Lesotho adapted materials
3.5 Continuing Education
3.5.1 Introduction
3.5.2 Excerpts from continuing education materials developed
for Micronesia
Adaptation Materials

4.1 Introduction to concepts and practices in adapting training
materials and to Curriculum Adaptation Workshops

4.2 Excerpts from the Curriculum Adaptation .orkshop Manual



5. Systems Development Materials

5.1 Introduction

5.2 Excerpts from Sample Prototype Systems Development Materials
5.2.1 Management Analysis Training Module
5.2.2 Management Analysis Workbook
5.2.3 Operations Reference Manual
5.2.4 Area Planning/Management Workshop Manual
5.2.5 Mid-Level Health Worker Management Training Modules
5.2.6 Supervisory Mid-Level Health Worker Training Module



1.1

MANPCWER AND SYSTENMS DEVELOPMENT
FOR
PRINARY HEALTH CARF

INTRODUCTION

This package of sample materials and the introductions accompanying .m
explain and illustrate the approach to primary health care develor

by the University of Hawaii's Health Manpower Development Staff

(MEDEX). The sample i aterials are representative of the prototype
materials which are being produced for primary health care (PHC) systems
and manpower development. Comments and suggestions, especially those
based on field experiences, will be most welcome. The prototype materials
and the approaches preiented and summarized here have undergone several
revisions during, and as a result of, field application in five countries
with which the Health lianpower Developmert Staff (HMDS) has worked to
develop and strengthen PHC services. Those countries are:

Micronesia
Thaiiand
Guyana
Pakistan
Lesotho

On the basis of continuing feedback from field activities in those and
other countries, the prototype materials are still being modified as the
HMDS core staff in Honolulu finalizes their production and prepares them
for dissemination. The full package of prototype materials and guidelines
for their adaptation and use will be ready by mid-1983. Selected materials

are available now for use in developing or strengthening PHC programs.

Health Manpower Development Staff (MEDEX), University of Hawaii
School of Medicine, Honolulu, Hawaii 96815 U.S.A.



Information on how to obtain the materials and assistance from MEDEX
network universities* in adapting and using them can be obtained from
HMDS at the University of Hawaii. USAID missions can contact HMDS and
make arrangements for visits to AID Missions, Ministries of Health and
other institutions. Such visits by HMDS personnel are usually paid for
under the University of Hawaii's School of Medicine's centrally funded

contract with AID/Washington.

In early 1981, an external AID evaluation of work under the MEDEX contract
validated HMDS' systems approach to PHC and the technology developed
through work in the countries mentioned above. A summary of the evaluation
report is available from AID/ Washington. The comprehensive nationwide
approach developed by MEDEX continues in those countries that require an
upgraded systematic approach to PHC. However, as a result of the positive
evaluation, HMDS is now also permitted to collaborate with countries on

a more limited basis, working with parts of the PHC system (e.g., planning,

training, management or evaluation).

x
University of Hawaii, University of North Dakota,

University of Washington



1.2

OVERVIEW OF A SYSTEMS APPROACH AND RELATED MATERIALS FOR
PRIMARY HEALTH CARE DEVELCPMENT

Health is important to true development, both because it is basic to
well-being and because it is a prerequisite to any sector's development.
Health service expenditures, if effective, are both investment and
Consumption, although probably increasing in their investment implications
(compared to consumption) since the goal of development is to improve

the quality of human life.

Primary health care (PHC), in the opinion of the governments of most
developing countries and of the majority of people involved in collaborative
international health efforts, offers the best opportunity for effective
health services and for beneficial investments in health services. It
attempts to provide essential services to all in acceptable and effective
ways, including services in or near the homes of the poorest and most
underserved people.l As a means of extending health services coverage,

PHC is rational, culturally acceptable, feasible, and proven. The development
and suc.zssful operation of PHC for a large population over a long time
depends ‘:pon adequate manpower development, resource allocations and
effective PHC-oriented management and support systems in the overall

health services system.

In developing PHC, each country builds on what it has. Fortunately,
most countries have experiences which can serve to facilitate development
of PHC programs which make more effective use of limited health sector

resources and bring community resources to bear on health. In most

1 P1imary Heaith Care, Joint Report by WHO and UNICEF on Proceedings

of the International Conference on Primary Health Care, Alma Ata, USSR, 1978.




developing countries, pilot, demonstration, or small voluntary agency
sponsored projects have provided valuable lessons which goverrments can
apply in developing broader PHC services suitable to nationwide needs,
including limited resources and local traditions. Fortunately, there

is sufficient commonality in the problems and solutions involved to

allow countries to take advantage of lessons already learned by others

who have forged different paths in developing PHC. Much national experience
in PHC development is now available. The international commnity, including
the agencies and individuals assisting in PHC development, needs to
facilitate the sharing and application of that experience among all of

the countries which are now planning or developing PHC programs. Cooperation
in this area, and especially technical cooperation among developing
countries (TCDC)Z, appears to be a prerequisite to widespread success of

PHC development, which the urgency of the world's health situation

demands.

At the national level, a national long-range PHC development strategy is
necessary for the successful delivery of PHC services to the majority of
the population.3 Such a strategy should be developed early and should
be reviewed and modified at regular intervals as experience dictates. It
can then make full use of available national and international PHC

experience.

The training of PHC personnel is critical to the delivery of health
services. The PHC team should be broadly representative and span the

central-peripheral gap in a rational, comprehensive approach. The manpower
2

Global Strategy for Health for All by the Year 2000, WHO, ER67/PC/WP/3,
January 1981, p. 55.

3 Guiding Principles for the Managerial Process for National Health
Development in Support of Strategies for Health for All by the Year (000, WHO,

MPNHD/81.1, Geneva, 1981.




team which seems to be most appropriate for a variety of national programs
includes a commmnity level health worker (CHW) linked to the official

health structure by a mid-level health worker (MLHW) who supervises,

trains and supports the village worker. The MIHW is, in turn, supervised
and supported by supervisory level MLHWs and/or PHC physicians. This team

is augmented by community and clinic assistants at the health post level
(e.g., midwives, malaria workers) as well as special technicians at the
district level (in areas such as public health nursing, family planning, immu-
nization, sanitation).

In the seventies, community (or village) health workers {(CHWs) had been
considered by some to be not only necessary but also sufficient for the
delivery of PHC. Mounting evidence from many countries now indicates

that they require continuing support and supervision if they are to be
effective and permanently maintained. Support and supervision of CHWs

on such a wide scale cannot be effectively provided by the limited

numbers of physicians and other highly trained and expensive health

workers who are primarily urban oriented. Even those few exceptional

high level health workers who are willing to spend their time in underserved
areas (especially rural areas which have thus far been the main focus

of PHC) are neither well prepared nor inclined to provide appropriate support

services for first line PHC workers such as CHWs.

Several countries have succeeded in training (or retraining) MLHWs who can,
in turn, train and supervise front line PHC workers such as CHWs, link
them and their communities to the established health services system,

and help them to obtain and use support from that system.
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The MIHWs themselves are usually based in peripheral health centers
or posts, providing both curative and preventive community health services
there. However, they spend much time working with front line PHC workers

in the surrounding commumnities.

In this context, the system addresses far more than basic health care

needs; it is also a vehicle for preventive measures such as improved gardening
techniques which improve nutrition, improved human waste management, family
planning, and immunization programs. In fact, the health workers at the
mid-level and the village-level can be a principal arm for rural development

in developing countries.

The University of Hawaii's Health Manpower Development Staff (MEDEX) ,
through its collaborations with various countries in the planning and
implementation of natiomside PHC programs, and through its extensive
contacts with other PHC development efforts elsewhere, has synthesized
lessons learned in a wide variety of situations and has tested systematic
approaches to PHC planning, implementation and operations.4 It is believed
that others will find these approaches (and related materials) useful,

as they serve to facilitate the development of effective PHC programs
suited to country-specific situations. They also make maximally effective

the use of existing personnel and other available resources.

The remainder of this "overview" summarizes HMDS approaches to development
of effective PHC and presents a framework within which to review and

consider the accompanying materials. These sample materials are drawn from

An early formulation of these was presented in Manpower and Primary

Health Care: Guidelines for Improving/Expanding Health Service Coverage

in Developing Countries, edited by Richard A. Smith, M.D. (Honolulu: The O
University Press of Hawaii, 1978) ™




the larger cemplete set of materials which are being produced for general

distribution, adaptation and use throughout the global community.

HMDS considers that a successful approach to PHC should:

- Take into account the PHC experiences of others.

- Take a comprehensive systems approach to planning and
development, with special emphasis on strengthening
organization and management support for front line PHC.

- Incorporate a comprehensive manpower development
strategy based on (1) PHC manpower analyses, (2) inte-
gration of vertical program parsonnel, (3) design of
the organization of the PHC team, (4) curriculum design,
and (.) evaluation.

- Adapt and use prototype materials embodying the applicable
PHC experience of others (most readily achieved in part
through adaptation and use of tested prototype materials
which have been developed for ready adaptation to country
specific needs and which are accompanied by proven method
and process materials to facilitate effective adaptation.

- Use a competency-based approach to training personnel for
their roles in PHC development, support and operations.

The University of Hawaii and its affiliated universities stand ready to
collaborate with countries which are committed to develop effective PHC
services and which have committed their own resources and political will
to that task. We intend to continue to cooperate with other groups and
agencies which are also collaborating in such work, with the hope that
our complementary experiences will produce a positive synergistic

effect on PHC development.

Advantages of Prototype Materials:

(a) Reduce lead time,

(b) Assure consideration of major areas and of appropriate technology
in each area,

(c) Facilitate effective and systematic use of past experiences in
PHC,

(d) Maximize effectiveness of technical expertise in PHC,

(e) Facilitate effective use of technical cooperation among
developing countries,

(£) Enhance commitment to and identification with PHC among
participants in the adaptation process.



HMDS can assist in and provide materiais for PHC development in the

areas of planning, organization, management, training, and evaluation.

The Health Manpower Development Staff prefers to collaborate on all of
those essential sub-component areas which are fundamental to PHC development
success. However, technical assistance will also be given to USAID Missions
and countries which either have adequate capabilities in some but not

all of the essential areas, or are making provisions to develop or

mobilize such capabilities (perhaps with collaboration from other sources).
This approach of assisting with selected component parts of the PHC

system, rather than the entire system is now possible following an external

AID Evaluation of the MEDEX Phase III contract.

PLANNING

HMDS collaborative assistance in planning for PHC development focuses
first on the development of an overall long-range strategy to achieve
maximum effective use of existing national health resources and to
mobilize new resources which may be availahle to the health sector, both
from within the host country (e.g., commnity level) and from outside,
(e.g., bilateral and multi-lateral donors). This leads to the production
of a coordinated action plan for us~ of all available resources. The
PHC strategy and the coordinated action plan are based on national
realities for health, health services, and PHC. The strategy and plan
emphasize both systems development and manpower development for PHC. An
effective national mandate and capacity for PHC-oriented health planning

must be developed and maintained in order to accommodate strategies,

\O



plans, and their implementation, to changing conditions and to new

information gained through growing national experience with PHC development.

ORGANIZATION AND MANAGEMENT

Appropriate organization and adequate management at all levels of the
health sector are required if effective PHC is to be available to the
majority of a country's population, esvecially in isolated rural areas.
In working with ministries of health and other organizations to develop
organization and management to permit effective PHC, HMDS uses a systems
analysis approach, including basic organizational and management analysis
methods, and applied, (and simplified) operational research techniques.
To facilitate this process, prototype management analysis materials are

adapted and utilized to meet specific country needs.

Development of organizational and management capacity adequate to support
PHC depends upon the participation of all levels of the health services
system in the gathering and analysis of information and in the decisions
that must be made and implemented if changes are to be made. Much
learning about planning and management takes place through such participation.
More formal training in planning and management is also provided using
competency based methods, either incorporated into the overall curriculum
of MLHWs and reflecting their management roles in PHC delivery, or
developed as specific training courses or programs for others (e.g.,
central and district level officials) who have management responsibilities
related to PHC development, support and operations. The introduction to
Section 5, Systems Development Materials, provides added information on a

Systems approach to PHC development and on the prototype materials and their



adaptation. Examples of prototype materials designed for adaptation to

meet country specific needs in developing organization and managecment to
support primary health care are presented in Sections 5.2.1 (Management
Analysis Training Module), 5.2.2 (Management Analysis Workbook),

5.2.3 (Operations Reference Manual), 5.2.4 (Area Plamning/Management Workshop
Manual), 5.2.5 (Mid-Level Health Worker Management Training Mcdules), and

5.2.6 (Supervisory Mid-Level Health Worker Training Module).

MANPOWER DEVELOPMENT

The Health Manpower Development Staff gained its initial international
experience through collaboration with several countries in the application
of competency-based MLHW training techniques proven effective in the

U.S. and elsewhere. These collaborations were designed to assist in
better utilization of MHWs in PHC programs with rural villages as their
focus. This required strengthening the abilities of MLHWs (coming from
backgrounds in nursing, sanitation, etc.) to work with rural villagers,
their local leaders and other health workers. The promotion of preventive
measures required strengthening of diagnostic and patient care knowledge
and skills of MHWs in order that they could respond more adequately to
the immediate as well as preventive health problems of patients. Adequate
MLHW response to such demands for curative care is necessary in order to
establish credibility of the MLHW in the minds of the people; to diminish
pressure on higher level facilities and personnel; and to increase

the people's confidence in the ability of the emerging PHC system to

help them meet their health care needs.

Training MLHWs to in turn train, supervise and support CHWs serves is



the basic rationale of an effective system and serves to strengthen the
critical link between the community and the formal health services

system. This relationship emphasizes the critical training and supervision
interlock that can exist between the MLHW and CHW, a relationship which

can mirimize many of the serious problems encountered when CHWs are isolated

from other parts of the health system.

One mainstay of HMDS collaboration in manpower development is commetency-
based training6 (including the analyses required for its effective
application). Another is the use of tested prototypc materials developed

to be relevant to the generic needs of health systems in developing countries
and readily adaptable to a country's specific requirements. The prototype
materials are designed for use in the development and implemer.tation of

a competency-based training program. They include both prototype training
materials for MLHWs and VHWs and other prototype materials to facilitate

the analyses and processes required for job design, curriculum development,
adaptation of prototypes, and preparation of trainers for the adapted

competency-based program.

HMDS places much emphasis on the adaptation process, since even the best
training materials and training program cannot be fully effective if they
are not fully adapted to local requirements and conditions by local health

professionals.

6 McGaghie, W., Miller, G., Sajid, A. and Telder, T., Competency-Based

Curriculum Development in Medical Education, WHO, Geneva, 1978.




Manpower planning for PHC begins with an analysis of the current national
health manpower situation, including projected training outputs and
distribution factors. These supply factors are compared to personnel

and training needs for PHC under several feasible alternative mixes of
health workers in the PhC system. Planning decisions are made regarding

the types and numbers of health workers required in various positions and
locations and the roles which they will fill in the PHC system. Task
analyses, initiated during studies of the existing manpower situation,
continue to emphasize com.unity health needs as part of the planning efforts
for manpower and trainirg. The focal point of curriculum planning and of
materials adaptation for the training programs is the 'curriculum adaptation
workshop', a four tu six week session in which health workers and officials
from various levels of the health care system first work to finalize draft
job descriptions and task 1lists for the MLHWs and the CHWs. They then
develop a training program for each category and revise training materials
so that the trainees will become competent to perform all of the tasks listed

for their jobs undeir the conditions which will actually prevail in the field.

Prototype plans and other prototype materials for conducting the curriculum
adaptation workshop have becn assembled into a curriculum adaptation
workshop manual, representative sections of which are presented in

Section 4. The introduction to that section provides further

information on adap*tation methods, as does the introduction to Section §

on Systems Development Materials.



The prototype training materials for MLHWs and CHWS7 are divided into

"modules." Each module contains materials for teaching and learning the
skills and knowledge necessary for competent performance of all tasks
required in one area of the work of a MLHW or CHW. A list of the modules
and other materials is shown in Section 2, and representative examples

of materials from several modules are presented in Section 3.

Module components are listed and explained in the Introduction to MLHW and CiW

training materials, Section 3.1.

Experience in several countries has shown that the prototype materials,
modular format, and adaptation process and materials are readily accepted,
adapted and used. Further, the graduates of the resulting training programs
accept and perform competently the tasks assigned to them in the PHC
system.8 Formative evaluations carried out during the training and
comparison of pre- and post-training test performance indicate that

relevant knowledge and skills improve during training.

We welcome all suggestions, comments and questions regarding the ideas,
approaches and materials which we have developed in our efforts to

facilitate PHC development. The materials and approaches continue to

We prefer the term Commmity Health Worker (CHW) to Village Health
Worker (VHW), because we feel that front line PHC workers can be of
great service in urban commnities as well as in rural ones. Another
reason for using "commmity' is that rural areas may be sub-sections
of towns, or may not be arranged in villages.

Verified in Micronesia, Thailand, Guyana, Pakistan and Lesotho.



evolve on the basis of shared experience. We also welcome further
opportunities to share our experiences with others and to collaborate
with those developing and strengthening PHC systems in varicus parts of

the world.

The production of materials which are represented by those presented here
will be finished by June 1983. However, those who would like to review

more extensive samples of materials and consider adapting and using them

in their own PHC programs should contact HMDS. Further information and
specific HMDS services in planning, management, training and evaluation

are also available to countries which request them. At present, those
services are available to many countries under the MEDEX contract between

the University of Hawaii and the U.S. Agency for International Development.

It has been found that it is very useful for staff from the MEDEX group

to visit a country as a first step in considering or establishing a collabora-

tive effort to strengthen PHC programs.
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PRIMARY HEALTH CARE: GUIDELINES AND PROTOTYPE MATERIALS
FOR MANPOWER AND SYSTEMS DEVELOPMENT

1. Guidelines for Manpower and Systems Development for Primary Health Care **

1.1 Overview of Manpower and Systems Development for Primary
Health Care

1.2 HMDS Experiences in Five Countries in Manpower and Systems
Development for Primary Health Care

1.3 Guidelines for Developing, Expanding and Strengthening Primary
Health Care Programs

1.4 Guidelines for Planning and Evaluation in Frimary Health Care
1.5 Guidelines for Management Training in Primary Health Care

2.  Prototype Training Materials for Middle-Level Health Workers and
Community Health Workers

2.1 Primary Health Care: Orientation and Introduction for Middle-
Level Health Workers

2.2 Core Clinical Knowledge and Skills

2.2.1 Anatomy and Physiology
2.2.2 Medical 'listory
2.2.3 Physical Examination *

2.3 General Clinical

2.3.1 Common Skin Problems

2.3.2 Dental and Eyes, Ears, Nose and Throat

2.3.3 Respiratory and Heart Problems

2.3.4 Gastro-intestinal Problems

2.3.5 Genito-urinary Problems

2.3.6 Infectious Diseases

2.3.7 Common Medical Conditions (primarily of adults)
2.3.8 Trauma and Emergency

* Samples of these materials are included in this set of sample materials.
** In early stages of development.



2.4 Maternal and Child Health

Diseases of Infants and Children *
Health Problems of Women

2.4.
2.4,
2.4,
2.4,
2.4.

Labor and Delivery
Prenatal and Postnatal Care
Child Spacing

[ 52 B N 7% N S I ]

2.5 Community Health

2.5.1 Community Health I */**#

2.5.2 Commumity Health II #/***

2.5.3 Working with Communities and with Community Health Workers
2.6 Training Community Health Workers (Incorporating materials which

are also adapted and used later by the Mid-Level Health Vorkers
and by others who train Community Health Workers)

2.6.1 First Aid

2.6.2 Diarrhea and Dehydration

2.6.3 Nutrition

2.6.4 Hygiene

2.6.5 Clean and Safe Normal Delivery
2.6.6 High Risk Pregnancies

2.6.7 Community Cooperation

2.6.8 Common Clinical Problems

2.6.9 Child Spacing I

2.7 Management for Mid-Level Health Workers **

2.7.1 Working with Support Systems
2.7.2 Working with the Health Team
2.7.3 Supervisory Mid-Level Health Workers *

3. Prototype R=ference Manuals
3.1 Formulary
3.2 Diagnostic and Patient Cuie Guidelines (flow chart protocols)

3.3 Management Operations Procedures Manual **

* Samples of these materials are included in this set of sample materials.
** In early stages of development.
*** pProblem ossessment (I) and appropriate action to be taken (II) in areas
such as nutritional status, high risk pregnancies, child spacing, environ-
mental health.

e
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3.4 Patient Care Procedures *

3.5 Training System Evaluation Manual (including prototype pre- and
post-test questions)

4. Prototype Adaptation and Systems Development Materials

4.1 Curriculum Adaptation Manual *

4.2 Instructor Orientation and Preparation Manual

4.3 Pre-deployment Workshop Manual (for Trainee Mid-Level Health
Wworkers, Instructors/Field Supervisors, and other health team
members) **

4.4 Continuing Education Manual */#%*

4.5 Module for Training Management System Analysts */*%*

4.6 Workbooks for Analyzing Management Systems*/**

.6.
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Finance

Personnel

Drugs & Medical Supply

General Supply

Facilities § Equipment Maintenance
Transportation

Communications

Informaticn

4.7 Area Planning/Management Workshop Manual */*%

4.8 National Planning/Management Workshop Manual *#*

* Samples of these materials are included in this set of sample materials.
** In 2arly stages of development.



3.1

3.1 Introduction to Mid-Level Health Worker and Commnity Health

Worker Training Materials

3.1.1  CONCEPTS, APPROACHES AND PRACTICES

Approaching the goal of 'Health for All' through Primary Health Care
requires the training, support and supervision of commnity health
workers and mid-level health workers who can provide needed basic
services. Each country must meet those requirements in ways appropriate

to its own specific needs and situations.

In primary health care training, competency-based training helps assure
that students learn to perform all of their primary health care tasks,
without including extraneous information. The tenets of competency-
based training provide guidelines for developing a training system which
maximizes student and teacher potential while maintaining sensitivity to
the needs of the commnities which will benefit from the services:of the

trained workers. The principles of competency-based training are:

a. Training objectives are based on and defined after an assessment

of neceds.

b.  The training process emphasizes students' acquisition of knowledge

and skills needed for specified job activities.

c. Student success is measured against a specified standard (criterion

evaluation).

9,0



d. The instructional process is designed to be responsive to variations

in student learning rates and learning modalities.

e. Performance evaluations of graduates in field positions provide
feedback for revision of needs assessments and, in turn, of the

curriculum.

The implications of these principles for the student are that:

a. The instructional objectives are related directly to job requirements

and are included in the students' materials.

b. Students are pretested and posttestedon a regular basis as a means

of monitoring their progress through the training.

c. The performance standards required for success are clearly stated

and are included in the students' materials.

d. Students are given individual remedial assistance when their progress

falls below the established standard.

e. The instructional process is enhanced by learning activities which
emphasize student participation in learning, rather than passive

transfer of information.

Within this context of competency-based training, HMDS has developed
prototype training materials. These are arranged in "modules.' Each

module provides sets of self-instructional materials, teaching materials

Nl



and learning activities, selected audio-visnzl aids, reference materials,
and materials for competency assessment, all focused on assuring post-
training competence in the specific task addressed by that module. Each
module focuses on the knowledge and skills necessary to perform a
specific PHC task as outlined in the task analysis table found in the
instructor's manual. The student is asked to learn only that which will
be useful in his or her future work. The student guides, which are
found in the module text, explain exactly what is expected of him and
how he will be evaluated. The student is evaluated on his competence
to perform certain job-required skills and on his knowledge of certain
vasic facts. The major emphasis in 2valuation is on "what the student

-can do," with less emphasis on written examinations.

The modular arrangement of materials permits much flexibility in developing

training schedulas.

Sets of modules have been developed for training both community health
workers (CHWs) and mid-level health workers (MLHWs), within a system
under which MIHWs -- after appropriate training for the tasks -- train,
support and supervise CHWs, in addition to their other primary health
care responsibilities. Lists of prototype training materials are included
in the lists of materials being produced by HMDS, in Section 2 of this

document.

All of these training materials are designed to facilitate their adaptation
to the specific needs and conditions which a given country's PHC system

must face. Approaches and methods for carrying out such adaptation have



been developed, accepted, and proven effective. (See Introduction to
Concepts and Practices, in Adapting Tisining Materials and to Curriculum

Adaptation Workshops, Section 4.1.)

The prototype modules are interrelated in a system based on concepts of
competency-based training, the mid-level health worker-community health
worker linkage, and a national management support structure. A given set
of assumed (but common) environmental conditions and health problems is
used to conceptualize and design all the prototype modules. This helps
provide a framework linking the system of modules, and allows for ease
of adaptation to a country wi€ie variations from the given set of

conditions can be identified.

HMDS' approach and prototype training materials have now been adapted
and are in use in national primary health care programs in Micronesia,

Thailand, Guyana, Lesotho, and Pakistan.

This set of sample materials includes examples of unadapted prototype
training materials and of materials which have been adapted (and translated,
as necessary) to suit the needs of specific countries. Prototype and
adapted versions of training materials for both Community Health Workers
and Mid-Level Health Workers are included. Additional materials for
management training for Mid-Level Health Workers are included in

Section 5.2.5. The adapted modules are the result of country-specific
matching of training requirements against the job requirements for the
country's own PHC workers. Both the content required for doing the job

and the process for making sure that the worker is prepared to do the

job are welded together in a form which makes these adapted modules unique.

2



3.1.2 COMPONENTS OF THE MODULES

Each individual module is made up of four basic components -- the module
(or student) text, the instructor's manual, the evaluation materials,

and adaptation aids.

Text. This is a quasi-self-instructional unit for student use as well
as for review and reference by the MLHW after graduation. Selected
information is presented in the text as one of the many learning
activities leading to the mastery of the knowledge and skills required

to perform the specific task upon which the module focuses.

The following are the subcomponents of the module text:

Student Guides outline the entry level knowledge and skills

required of the student to be able to complete a particular unit.
The learning objectives for the unit are stated in behavioral
terms, e.g., 'You will be able to identify..., locate..., define...
How the students' knowledge and skills are to be evaluated is
explained. The learning activities in which the student will
participate to enable him to meet the objectives are outlined.

This outline of activities also helps to assure instructor

accountability.

The Written Narrative provides the student with the knowledge

base he will need, as well as skill descriptions which include
the supplies needed and steps followed when performing a specific

skill,



Text Visuals are included, when appropriate, to emphasize the

content of the narrative. These visuals often require adaptation.

Review Questions allow the student the opportunity to assess his

understanding of the material he has read. This also helps him
to identify content areas for which he may need assistance from the
instructor. Some modules include additional learning activities or

exercises which the student can carry out alone or with others.

Diagnostic and Management/Patient Care Protocols, included in the

text or supplementing it, assist the student to synthesize that

which he has read and practiced.

Evaluation Forms, including cognitive and performance evaluations,

address the knowledge and skills the student must master. In a
competency-based training program, no attempt is made to '"trick"
the student. The student is inrormed of performance expectations,
so as to prepare him to do his job as a PHC worker. Some of the
responsibility for assuring that the student is thus prepared is

thereby assigned to the student.

Instructor's Manual. This is intended to be a comprehensive training

guide. Like the module text, it is adapted to accommodate locally
available training resources. Instructors' preferences for particular
student learning activities are taken into account during the adaptation

process. This manual is also composed of several parts:



The Task Analysis Table is the primary guide followed during the

adaptation process. The training requirements (skills and knowledge)

are matched against the job (or work) requirements.

A Training Schedule is included, briefly outlining each day's learning

activities. The same schedule is also included in the text material

for the student.

Teaching Plans include the topic to be taught, the learning objectives

for the session, the teaching methods to be used, the materials
needed to conduct the session, instructor preparation suggestions,
the specific learning activities to be conducted during the session,
and the time allotted for each activity. Examples of learning

activities are:

- patient contacts in health facilities

- community and home visits

- demonstrations

- large and small group discussions

- media presentations

- role plays and other simulation activities

- self-instructional activities such as reading
the module text and answering review questions

- class lectures

These are adapted by the individual instructor scheduled to teach

the module.



Pre and Post-Test Answers, as well as answers to the review questions,

are given in the instructor's manual.

Audio Visual Materials

Evaluation Materials are designed to facilitate student success. These

materials permit the instructors to monitor student achievements in both

the cognitive and psychomotor realms. The evaiuation process permits

trials and remediation until competence is attained. Performance evaluation
criteria follow a graduated sequence (from simple to more complex activities)

throughout the training.

Pre and Post-Tests are used to measure student entry and exit level

knowledge. Pretesting also helps the instructor to identify those
topics which may need more emphasis than others. Individual or
group knowledge may indicate further testing (administering the
post-test and skill performance evaluation, tn determine whether
certain .iodules or units within the module may not need to be
studied by students who are already competent to perform some or
all of the skills required for the task. For example, many students
who are trained midwives have usually mastered many of the skills

taught in the MCH modules.

Performance Checklists are used throughout the trairning and account

for 70% of the student's total evaluation. These tools outline the

component parts of each skill to be performed by the student.



The checklists are used by students as references when practicing
skills and by the instructors when observing and assessing student
performance. Performance evaluation meterials are adapted for use
by supervisors after tihe students have graduated, hence linking
training to delivery service needs and proviling feedback for
curriculum revision and continuing education. The results of the
use of these evaluation materials are also used to assist the
instructors and program staff to assess the individual instructor's
performance, the learning activities, and the content of the module
text. If necessary, immediate adjustments can be made in the
learning activities being conducted. In the long term, such evaluation
provides valuable feedback when the time comes to further revise

and improve the adapted modules.

Adaptation Aids include lists of the drugs and equipment needed for

the student to perform the skills addressed in the module. Audio-
visuai materials such as slides, audiotapes, flip charts, overhead
transparencies, or other med.d which may be appropriate for use in
developing countries, are included. Like other module components,

the audiovisual materials require adaptation. Copies of articles

and references supporting the content of the module (for example, the
appropriateness of using "diarrhea medicine water" for oral rehydration)

are also attached.

In summary, the prototype modules for training mid-level health workers

contain the following components and subcomponents:



Module (or student) Text

- student guides

- written narratives
- text visuals

- Teview questions

- protocols

- evaluation forms

Instructor's Manual

task analysis tables

training schedules (also found in module text)

teaching plans

pre-, post-test, and review question items and answers

audiovisual materials (such as slides with narratives)

Evaluation Materials

- pre- and post-tests

- performance checklists

Adaptation Aids

- drug and equipment lists

- alternative andiovisual materials

- articles/references supporting content of module

2



Community Health Worker Training Materials

The prototype materials for training community health workers are included
in the modules for training mid-level health workers to train community

health workers. Those materials:

- are used for training mid-level health workers, to train community

health workers;

have the same module components;

serve as training aids to the student and instructor; and

are integrated into the mid-level health worker training schedule.

However, they are uni~ue enough in their contents and organization to be

addressed separately.

These modules are designed to train medex to train either literate or
non-literate community health worker candidates. The instructor's
manuals included for use during the training of mid-level health workers
can also be used by graduate mid-level health workers during the training
of comunity health workers. ''Special instructions for teaching the
text' accompany the narrative in the module (or student) text. The
"special instructions' are related especially to training techniques for

the oral tradition trainee.

The role modeliny concept in training is exploited in the materials by
leading the tutors to teach mid-level health workers in the same manner
they expect the mid-level health worker to teach community health workers

and in turn the commnity health workers to teach other community members.



Community health worker reminders are included for the literate community
health worker, i1 the form of other 'special instructions" (regarding,
for example, the nutritional needs of pregnant women) as well as in a
visual form for both the literate and non-literate community health
worker. The reminders consist of basic messages including key points

for the community health worker and basic health education messages for
the community. These reminders can serve as basic health education

materials for rural commmnities.

v\}-"
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This DISEASES OF INFANTS AND CHILDREN MODULE contains the two most
important conditions of children:

Diarrhea and Dehydration* and Malnutrition*

plus others including common childhood infections and conditions of the
newborn.

However, some other common health problems of children are handled
in other modules:

1. Pneumonia

Respiratory and Heart Diseases

2, Otitis Media

Dental, Eyes, Ears, Nose and Throat
Diseases

3. Pharyngitis and Upper
Respiratory Infections

Dental, Eyes, Ears, Nose and Throat
Diseases

Infectious Diseases

4, Meningitis

5. Malaria Infectious Diseases

Gastrointestinal Diseases

6. Worms

*Sections included in these sample materials.



TABLE OF CONTENTS

SCHEDULE . . . & ¢ v ¢ v i e e e e v et e o o o o o a s e e e e e s 1
REFERENCES . . . & ¢ & v v v it e s ettt e s v e s v e e e e 2
™MAINUTRITION & & v v v v v v e e e e e v e e o . e e e e e 4
*DIARRHEA AND DEHYDRATION . . . . . . . . . . . e e e e e e e s e e e 23
Diarrhea and Dehydration . . . . . . ¢ ¢ ¢ v ¢ v ¢ v v v o 0 . v . 25
Patient Care Procedures
Starting IV's: Peripheral Vein Technique . . . . . . . . . . .. 42
Peritoneal Infusion . . . . . v ¢ v v v v v v b b e e e e e e . 44
NEWBORN PROBLEMS . . . & & v v i vttt v e o s s o o s s o o o o n o 46
Newborn Tetanus . . . . v v ¢ v« v ¢ o v o o o o o o o o o o o o s 47
Low Birth Weight Infant . . . . . . . . . . .. e e e e e e e e 49
Septicemia in the Young Infant . . . . . . . . .. ¢ .o L .. 51
Jaundice of the Newborn . . . . . . . « + « o v o o v v 0w . 53
Thrush . . . & 0 i e e e e e e e e e e e e e e e e e e e e e e 54
Expressed Breast Milk . . . . . . v v v v v v v 0 v v v e e e e 55
Patient Care Technique
Naso-Gastric Tube: Child . . . . . . . ¢ ¢ . ¢« v v v v v v o o 57
COMMON INFECTTONS OF CHILDREN . . v v v v v v o 4 o s ¢ o o o o o o o « 58
Whooping Cough . . . & & v v v v v v v v v v v v v e v e e e 59
Measles . . . . & & v v it e et et e e e e e e e e e e e e e 62
High Fever . . . ¢ . & ¢ o v v v v i e i i e i e e e e e e e e 65
11115 67
ChickenpoX . . & & v v v 0 v it h e e e e e e e e e e e e e e 68
Polio (Poliomyelitis, Infantile Paralysis) . . . . . . . . .. . . 70
OTHER PROBLEMS OF INFANTS AND CHILDREN . . . . . v ¢ v v v v v v o0 « & 72
05 oo 1 ) o 73
Rheumatic Fever . . . . . . v v« v v v i v v s e e e e e e e 75
Sickle Cell Anemia . . . . « v v v 4 4 o & o o o s o o o o o0 o 77
*MODULE/ROTATION PHASE -- SKILL EVALUATION . . . .+ ¢ v ¢« ¢ v ¢ o v o o & 80
Infant or Child Physical Exam -- Skill Evaluation Sheet . . .. . . 82
Skill List -- Performance Rating . . . . . . . « ¢ v ¢« o o oo o &« 84
ROTATION/PRECEPTORSHIP PHASE EVALUATION . . . . . +« ¢ v v v v ¢ v o o & 87

*Module sections pertaining to the Malnutrition and Diarrhea and Dehydration
Units are included in this set of sample materials. Evaluation materials

are still being revised in accordance with rescheduling of Mid-Level Health
Workers training course to intermingle classroom (module) and community

learning activities. 5‘{



REFERENCES USED IN THE DEVELOPMENT OF THE
1977 VERSION OF THE DISEASES OF INFANTS AND CHILDREN
PROTOTYPE MODULE*

General References:

Baldwin, B., Child Health, A Marual for Medical Assistants and Other Bural
Health Workers, African Medical Research Foundation, 1975.

Essex, B.J., Diagrostic Pathways in Clinical Medieine, African Medical
and Research Foundation, 1975.

Jelliffe, D.B., Diseases of Childrer ir tie Subtropics uid Tropics, second
edition, Arnold, 1972.

Kempe, C.H., Siver, H.K,., O'Brien, D., Current Peiiatric Diagvicsis and
Treatment, third edition, Lang, 1974,

King, Maurice, et. al., Nusrition for Developirg Countries, Qxford University
Press, 1972.

Morley, D., Pediatric Prioricies in tne Develcring World, Butterworth, 1973,

Watt, G.B., Watt, J.L., Halestrap, D.J., Mediccl Assistant's Maruac, A
Guide to Diazrosis ari Trezzent, McGraw-Hill, 1973.

Tne Chiild in :he Fealth Cencre, Lembaga Kesehatan Nasional, Jalan Indrapura,
Surabaya, Indonesia, 1974.

Audio-Visual Materials:

Illustration Bank, World Health Organization, Geneva, Switzerland, 1974.

Royal Tropical Institute, Amsterdam, Holland.

Talc Series, Institute of Child Health, University of London.

The National Food and Nutrition Cormission, Lusaka, Zambia

Suner Porridge Flin Chart -
Developed by Shanta Bhawan Community Health Program, Box 252; Printed by
University Prebs, Kathmandu, Nepal.

Salt-Sugar 'ledicine Flip Chart -

Church, M.A. "Fluids for the Sick Child, A !ethod of Teaching “Mothers,"
Tropical Doctor, 1:119, 1972.

*Reference lists are being updated. 5/
i



SPECIFIC REFEREN: JSED IN DEVELOPING

THE 1977 PRO!UTYPE VERSION*

Module: DISEASES OF INFANTS AND (HILDREN MODULE

*If not applicable - NA

*Permission Permission
Requested Received
Selecticn Source (Date & Initjal) (Date)
1. Six Basic Nutrition Messages The Child in the Health Center, (English NA
Experimental Edition) The Lembaga Kesehatan
Nasional, Jalan Inderapura - Surabaya,
Indonesia, n. 181-3, 1974
2. Chart for preparing Fortified Source same as #1; p. 192. NA
Milk Solution.
3. Super Porridge Developed by Shanta Bhawan Community Health
Program, Box 252, Kathmandu; Printed by NA
University Press, Kathmandu, Nepal.
4. Rapid Rehydration of severe Biddulph, .J. "Standardized “anagement of NA
dehydration Diarrhea in Young Children," Tropical
y Noctor, 2:114, 1972.
5. Salt-Sugar Medicine Church, M.A. "Tluids for the Sick Child, NA

*Reference lists are being updated.

&
—

A Method of Teaching Mothers,' Tronical
Noctor, 2:119, 1972.




II.

III.

1v.

DISEASES OF INFANTS AND CHILDREN MODULE

STUDENT GUIDE
MALNUTRITION UNIT

Specific Entry Level Knowledge and Skills

Before starting this unit, you should be able to:

1. Perform and record the results of a history and physical exam
of an infant or child.

2. Use the diagnostic protocols.

3. Weigh and measure children and use the growth chart to identify
malnourished children.

4. Use the armband method to identify malnourished children.

5. Discuss food groups as learned in Community Nutrition.

Objectives

Using the information and experiences provided by the instructor(s)
and the module text, you will be able to:

1. Identify and differentiate the physical signs associated with
mild, moderate and severe malnutrition.
2. Describe the usual causes, course and complications of malnutrition.
3. Use the diagnostic and patient care protocols as a guide to
identification and care of malnutrition.
4. Describe the patient care procedures for malnourished children.
5. Use the super porridge flip chart to teach parents.
6. Discuss the prevention and care of malnufrition with parents.
Evaluation

Upon completion of this module, you will be ratec on your attainment
of the above objectives.

Knowledge: Written test based upon module content. Acceptable

performance 80%.

Skill: See rating sheet for acceptable performance level.

Preparation of super porridge.

Use flip chart as a guide for teaching.

Record and interpret weight per age growth chart.
Teach the Six Basic Nutrition Messages.

Activities to Accomplish the Objectives

(=AM T2 I~ (]
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Practice physical examinations of children.

Read the module text on malnutrition and answer and discuss
the review questions.

View and discuss the slide presentation on signs of protein-
calorie malnutrition.

Participate in demonstrations and discussions with parents.
Practice using the super porridge flip chart.

Review of growth charting procedures and practice growth
charting.

Practice teaching the Six Basic Nutrition Messages.



MALNUTRITION

Some Facts About Malnutrition

A child suffering from malnutrition has not been eating the right amounts
of foods. He may not have had enough food for his body's needs or he

may not have been eating balanced meals or he may have been eating too
much. In each case, he would suffer from malnutrition, but with different
effects:

- Children who do not get enough food lose weight. ‘ihey gradually
starve (marasmus).

- Children who do not eat the right foods in balanced amounts
develop problems. For example, they might get edema if they
do not eat enough protein. They might get night blindness if
they do not get enough Vitamin A.

- Children who eat too much food become overweight (obese).

This unit covers the first two kinds of malnutrition. Obesity in children
will not be discussed because it is not very common and is not as serious
a disease as malnutrition.

In most countries, most malnutrition is the result of not eating enough
food or not eating enough of the right kinds of foods. Malnutrition is
a very serious condition and often causes deaths in children. Children
with malnutrition do not grow properly and they have a poor resistance

to infections.

Healthy children grow quickly. A newborn baby will double his weight in
a few months. Soon the healthy baby again doubles his weight. His body
and brain are growing rapidly. Food in the right amounts is what allows
the baby and child to grow properly. Without the right foods in the
proper amounts, a child cannot grow normally. His weight and height

do not increase as they should.

A malnourished child is becomes ill from infections more easily than
normal children. Malnutrition and infections are closely connected.
Malnutrition causes infections to be more severe, and infections cause
malnutiition to be more severe. Most infecticns cause a fever in a
child. The fever is a sign that the body is using more food than usual.
A child with a fever needs more food than when ne is healthy. Diarrrhea
is a common sign of infections in children. Loose, frequent stools are
signs that food is not being absorbed into the body.

In some children, infections occur again and again. Malnutrition and
infections become linked in a dangerous circle:



MALNUTRITION - INFECTION CIRCLE

Malnutrition \
/ Poor resistance

Not enough food
in correct amounts
eaten and used by More infections

body /
!\\\\\\\\Fever (need fer&
more food)
Diarrhea (food

not being absorbed)

If this circle is not broken, the child will die.

Reasons for Malnutrition

Some parents in very poor families cannot get enough food for their
children. But many children become malnourished because they are fed in
the wrong way. Sometimes this is the result of harmful traditional ways
of doing things. Sometimes it is caused by harmful new feeding habits.

- Some parents do not start giving the baby supplementary foods
such as cereals and legumes (pulses, peas or beans) early
enough. They wait until the baby is a year old, or more.
Children should be given cereals and legumes at five or six
months of age.

- Some mothers bottle-feed their babies instead of breastfeeding
them. Often they make the formula too weak so that the baby
does not get enough food. Often they use dirty water to make
the fornula. They feed the baby from bottles that have not
been sterilized. This causes diarrhea. When a child has
diarrhea, he does not absorb food properly.

- Often parents do not give their children the right kinds of
food. For example, a child who does not get enough protein
foods will get kwashiorkor. A child who does not get enough
energy foods will become marasmic.



Figure IC

Marasuric child and bottle with a heavy “X"
mark through it

fto be added here)

Malnutrition is most common in children between the ages of six months
and three years. At this age, children are often weaned from the breast
because the mother has become pregnant again. The child loses the rich
source of energy and protein food - breast milk.

In places where mothers feed their babies with bottles, malnutrition is
also common in children younger than six months of age. Infants who do
not breastfeed are very often malnourished.

Malnutrition is common among people who have moved from rural areas to
live in or near towns. They do not eat the same foods as before. The
foods they can buy are not the same as they used to eat. The foods are
more expensive, so they cannot buy enough. Often, this means that
children will not get enough food or a proper balance of foods.

Figure IC

Picture of urban area on tin
of baby food with a price tag

(to be added here)
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Clinical Picture

Mild and Moderate Malnutrition:

A child who cries a lot and is not growing as fast as he should is mildly
malnourished. Later, he has less energy and runs and plays less. He is
thin with some muscle wasting, but he often does not look sick.

Figure IC

Picture of mildly malnourished 2 year old

{to be added here)

Parents often do not notice these early signs of malnutrition. In some
places, nearly every child is suffering from mild malnutrition. The

signs of early malnutrition may be so common that parents think their
children are normal. They do not notice or understand that their children
do not grow as fast as they should. They do not understand that the
reason the child cries a lot is that he is not getting enough of the

right kinds of food.

While taking a child's history, you will often find that a young child
who is suffering from malnutrition has been weaned. The mother stopped
breastfeeding him because she became pregnant again. In other cases,
you will find that a baby has been given only milk for eight to ten
months and has had no supplementary foods. In other cases, you may find
that the child is receiving other foods but is being given one or two
bottle feedings a day.

Malnutrition is often caused by:

1. Lack of breast milk

2. Lack of supplementary foods

5. Bottle feeding
Asking about these things helps you make the diagnosis of malnutrition.
- Mothers usually do not bring their malnourished children to the clinic
because they think they are suffering from malnutrition. Instead they
bring them for other problems such as diarrhea, a cold, measles or

pneumon-a. Tnese infections are connected to the problem of malnutrition.
{
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The best way to find out if a young child has mild or moderate
malnutrition is to weigh him at regular times. Mark the child's weight
on the Grewth Chart and compare it to the curves that show what is
normal. The first sign of poor nutrition is a flattening of his growth
Curve. Later, it will dip down below the normal range. (See Community
Health Modules I and II for additional information.)
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Severe Malnutrition

If a child with mild or moderate malnutrition is not treated correctly,
the signs of severe malnutrition may appear. The most common form of
severe malnutrition is called marasmus. This occurs when a child has
not had enough food over a long period of time. A child who has marasmus
is very thin. His bones stick out -- especially the bones of his face
and his ribs. His body has little muscle or fat. His hair is coarse
and falls out easily. He looks miserable and ill.



Another form of severe malnutrition is kwashiorkor.
child has not had much food over a long period of time and what food he
has been getting did not contain enough protein. A child with kwashiorkor
His upper arms are usually thin, but his face is
Edema occurs over the feet and on the front part of
There may be fluid in the abdomen (ascites). The child’'s
hair becomes reddish and lighter in color.

becomes edematous.
round and puffy.
the legs.

skin.

There is also a mixed form of severe malnutrition.

see signs of both marasmus and kwashiorkor - a very thin, bony child

This occurs when a

There are often sores on the

In some children you

with edema.
Fig. IC 2 - Marasmus and Xwashiorkor.
MARASMUS KWASHIORKOR
General "Skin and bones', Miserable and crying.
Appearance: miserable
Muscle: Very thin Thin upper arms; forearms and
legs swollen with edema.
Skin: Very thin and wrinkled "Flaking paint" rash, pitting
with ""tenting" edema of feet and ankles.
Weight: Extremely underweight Moderately underweight.
Face: "Looks like a little Round "'puffy" faced.
old man"
Hair: Coarse and falls out Lighter in color, reddish

easily
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Complications

Mild or moderate malnutrition can be present for a long time. If it is not
corrected, the child's height will be permanently stunted. That means that
he will be shorter as an adult than he would have been with better nutrition
in childhood.

Fig. IC 1 - Growth failure can be
seen easily when the child is compared
with a normal child.

The malnourished child often does not get enough Vitamin A in his food.
If untreated, this may lead to blindness. This kind of blindness begins
when children cannot see as well as normal children at night. (See
Community Health Modules I and II for further informationm.)

Children who are malnourished can also be suffering from other diseases
which weaken them and make their malnutrition worse, such as:

- diarrhea and dehydration
- tuberculosis

- pneumonia

- otitis media

- malaria

- anemia

- worms

Patient Care for Mild to Moderate Malnutrition

The basic treatment for all malnutrition is enough food of the right
kinds.

<



A child less than six months old

A child of this age who is malnourished either is not getting
enough breast milk, or is getting contaminated or diluted
milk from a bottle.

Treatment for such a child is:

a)
b)
c)
d)
e)

Breast milk, several times a day.
Stop all bottle feeding.

Examine and weigh once a month, especially until the child's
weight is normal.

Continue to feed, even when the child is ill.
If breast milk is not available, give boiled milk with a cup

and spoon and start giving small amounts of cereal/legume porridge
three times a day.

A child older than six months and up to two years of age

Treatment for a malnourished child of this age is:

a)

b)

c)

d)

e)
f)

Contiaue breast milk.

Give the child at least four servings of cereal/legume porridge
everyday.

Give three servings of other foods, especially vegetables,
fruits, eggs and meat or fish, daily.

Stop all bottle feeding. Give liquids with a cup and spoon.
Make sure that they are washed well before each meal.

Continue to feed, even when the child is ill.

Examine and weigh the child every month, at least until the
child's weight is normal.

A child two years old to five years old

Treatment of a malnourished child of this age is:

a)

b)
c)
d)
e)
£)

Give a mixed diet of adult foods, three or four times a day.

Add three servings of cereal/legume porridge every day.

Stop all bottle feeding.

Wash the child's hands, or be sure he washes them, before he eats.
Continue to feed, even wher. the child is ill.

Examine and weigh once a month, at least until the child's
weight is normal.



Patient Care for Severe Malnutrition

1.

A child who is not able to eat or drink

If the child is unconscious, or too weak to swallow liquids or
solids, send or take him to a hospital immediately.

A child who is able to eat or drink

If the child has kwashiorkor or marasmus, but is able to swallow
liquids or solids, you can start treatment in his home or at the
health center.

a)

b)

d)

e)

g)

The most important treatment is food. The child must eat at least ten

to twelve times a day. He may have lost his appetite. Encourage
him to eat.

Give at least six small feedings daily of a mixed porridge such as
super porridge for one week. Then continue those feedings and
also add extra feedings of vegetables, fruit, eggs and milk.

If the mother can still breastfeed, encourage her to do so.

Weigh the child daily. A child who has marasmus

will gradually gain weight. A child who is recovering from
kwashiorkor will first lose weight, as the edema disappears.
Then he will begin to gain weight.

If a marasmic child loses weight or gets a respiratory infection,
send or take him to a hospital.

If a child with kwashiorkor gains weight during the first 3-4 days
or gets a respiratory or other infection, send or take him to
a hospital.

If Bitot spots or night blindness are present, treat with
Vitamin A capsules, 5,000 units daily for three weeks, or a
single Vitanin A 100,000 unit intramuscular injection.

Care of the recovering child

As the child starts to improve:

a)

b)
c)

d)

Make sure that the parents understand that lack of the right
amounts of the right kinds of food is the reason for their
child's illness.

Continue the feedings of the mixed perridge.

Explain to the mother that she must give the child a variety
of foods.

Teach the parents the Six Basic Nutrition Messages.



e) Ask the parents to bring the child to see you at least once a
week. This can be done at the regular MCH clinic. If there
are several malnourished children, you can start a special
'mutrition education' clinic. (See Community Health Modules I
and II.) In this way, you can teach several families about
nutrition, together.

f) Keep the Growth Chart up-to-date.

g) Register the names of recovering the children in your High
Risk File. Make an effort to follow these High Risk children
as closely as possible. Make sure that they are immunized at

the correct times. Make sure that their nutrition continues
to improve. (See Community Health Modules [ and II.)

Prevention

The Commmity Nutrition units of the Community Health Modules contain more
information about the prevention of malnutrition in children.

1. Six Basic Nutrition Messages *

Teach these to parents so that children get proper nourishment:

a) The mother should breastfeed her child until he is two or
three years old. She should not feed him by bottle.

b) The mother must start giving her child super porridge made
from grains and legumes at five to six monthe of age.

c) Children over six months old should be given a variety of
foods (fr.its, vegetables, eggs, meat, and fish) as well as
super porridge.

d) Mothers must feed their children at least four meals a day.
(Children need to eat more often than adults, because they are
growing and their stomachs are small.)

e) Mothers must feed their children even when the child is sick.

f)  Pregnant women and women who are breast feeding need more
vegetables, and beans, milk, eggs, meat, or fish.

* These Six Basic Nutrition Messages are illustrated in a flip chart for
training Mid-Level Health Workers and Community Health Workers and for

Community Health Education.



2. Preparation of Super Porridge*”

Super porridge is a very nutritious food. It can be prepared
easily by mothers at home. It can be given as an extra food when a
child is eating a number of other foods every day. You must teach
mothers of malnourished children to make and use super porridge.
These arz: the instructions:

Ingredients:
Soy beans

Corn
Wheat

Gram or pulses can be used instead of the soy beans. Rice or
millet or any other grain can be used instead of corn or

wheat. It is important that you select ingredients that are most
readily available in ail rural homes.**

Method:

Take tio parts of soy beans, one part of corn and one part of
wheat.

Dry roast these over a fire until slightly enlarged or popped.
Grind the roasted food very finely.

Mix all these foods together. Store the mixture in a covered
pot. Keep rats and insects away from it.

Boil a half or a full cup of water in a pot. Add one or iwo handfuls
of the mixture to the water. Mix. Bringing it to a boil again
sometimes makes the porridge softer.

Let the porridge cool before it is fed to the baby.

3. Commmity Health Horkers (CHWs)

Commmity Health Workers will be taught to teach the six basic
nutrition messages and the cooking of super porridge to parents in
their villages.

* This example of a mixed food porridge siould be locally adapted to

include one protein rich ingredient such as beans with two energy
rich foods such as corn, maize, millet, wheat, or rice.
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Figure IC

Medex using arm band measurement on child

(to be added on)

Community Health Workers will use the arm band measurement to

identify children in their village with malnutrition. Some of

these children that are severely malnourished will be referred to

your clinic. Those children that are mildly to moderately malnourished
may be treated in their homes by the (HWs under your guidance. (See
the Community Health Worker Modules.)

Maternal and Child Health Clinics

One of the most important reasons for holding MCH clinics is to
make sure that children are receiving good nutrition. Children
with malnutrition can be discovered through use of the Growth

Charts. Their names would then be put into your High Risk file.

Children at high risk are likely to get more seriously malnourished

and develop infections. Their mothers need extra advice about
proper feeding.

W\



MALNUTRITION
Review Questions

What is the best way of identifying a child who is suffering from
the effects of mild malnutrition? (Check the one correct answer.)
a. Observe general appearance
b. Frequent weighings
c. Obtain history of poor appetite
Often, a malnourished child will be brought to see you because of
a problem such as diarrhea, measles, or pneumonia. Explain why

you will find many children who are suffering from these problems
in addition to being malnourished.

Marasmus and Kwashiorkor arc the names for two types of severe
malnutrition. Which of these results when the child has not been
getting enough protein foods?

It is important to be able to separate marasmus from kwashiorkor.
In the chart below, fill in the description of each problem. Line
Number 1 has been completed as an example.

Marasmus Kwashiorkor
1. General Appearance |''skin § bones"', usually quiet|miserable & crying
2. Muscles
3. Skin
4, Weight
5. Face
6. Hair




MALNUTRITION REVIEW QUESTIONS
Page 2

5. Name 3 factors other than availability of food which affect the
nutrition of a child.

6. The basic treatment for malnutrition is sufficient food. What should
be done for a 4 month old child who is suffering from mild
malnutrition and has been receiving diluted bottle milk frcm a
bottle.

7. What should be done for a 2 year old child who is suffering from
severe malnutrition but is conscious and able to take food by mouth.
(Describe your feeding program, your instructions to the child's
mother, and your follow-up schedule.)

8. In order to help prevent malnutrition, you gonducg.hEH clinics. During
these clinics, you counsel parents on the six basic messages for
avoiding malnutrition. Message 1 1s "Breastfeed until child is 2 to 3

years old. NO BOTTLES!" Explain the importance of this message.

9. Malnourished children need highly nutritious food to get @etter.
What food can you teach a mother to make at home, which will help

her baby get better?



PREVENTION OF MAINUTRITION *

1. Be certain CHWs, parents and commmnities know

and apply the Six Basic M.ssages:

a.

Breast feed until the child is 2-3 years
old. NO BOTTLES!

Start supplementary feedings such as mixed
grain/legume porridge at 5-6 months.

Add a variety of fruits, vegetables, eggs,
beans and meat for children over 6 months
of age.

Feed children at least 4 meals a day.
Continue to feed sick children.

Give pregnant and lactating women more

vegetables and protein rich foods.

* Also see Commumnity Health Modules I and II



Failure to Gain Weight
or
Weight Loss in a Child

Diagnostic Signs Egr.i’l_’lﬂ“. 1 Module
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MILD TO MODERATE MALNUTRITICN

Younger than 6 months

Older than 6 months,
younger than 2 years

yes

. Breast milk several times

a day.

2. Stop all bottle feeding.
3. Weigh monthly.
4, Continue to feed, even

when ill.

. If breast milk is not av-

ailable, give boiled milk
with cup and spoon and
start small amounts of
porridge three times a
day.

Two to five years

yes

A 4

. Breast milk many times a

day.

. At least 4 servings of

cereal/legume porridge
daily.

. Three servings of other

foods--vegetables, fruits,
eggs, meat or fish--daily.

. Use cup and spoon.

NO BOTTLE!

5. Weigh monthly.
6. Continue to feed even when

ill.

. Mixed diet of adult foods

3-4 times a day.

. Three servings of cereal/

legume porridge daily.

3. NO BOTTLES.
4. Continue feedings when

il1.

5. Weigh monthly.
6. Wash hands before eating.
. Continue to feed even

when ill.

N
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SEVERE MAINUTRITION

MARASMUS OR KWASHIORKOR

Not able to take food yes -
by mouth
No
Able to take food yes >

by mouth

1.

Take or send to hospital

. Continue frequent breast

. Use cup and spoon. NO BOTTLES.

. Give at least 6 feedings of

. After 7 days, add extra

feedings.

cereal, .egume porridge daily

for 7 days.

feedings of vegetables, fruit
and eggs.

5. Weigh child Jaily.

Complications:

1. Respiratory infections - refer.

2. If a child with kwashiorkor gains
weisht in the first 3-4 d.ys, send him
to the hospital.

3. Bitot spots or night blindness -
give Vitamin A capsules 5,000 units
daily for 3 weeks, or 1 injection of
100,000 units Vitamin A IM.

4. Others - treat as in protocols.

Care of Recovering Child

1. Be certain parents know that

lack of food caused the illness.

. Continue cereal/legume

porridge.

. Continue variety of foods.

. Teach the 5ix Basic Nutrition Message.

to parents.

. See weekly in MCH Clinic.



II.

III.

STUDENT GUIDE
DIARRHEA AND DEHYDRATION

Specific Entry Level Knowledge and Skills
Before starting this unit, you should be able to:

1. Perform and record the results of a history and physical exam
of an infant or child.

2. Use the diagnostic protocc. .s.

3. Start and control an IV on an adult.

Objectives

Using the information and experiences provided by the instructor(s)
and the module text, you will be able to:

1. Identify and differentiate the physical signs associated with

diarrhea and dehydration (tenting skin, sunken fontanelles,

dry mucous membranes, and changes in pulse and respiration).

Describe the usual causes, course and complications of diarrhea.

Use the diagnostic and patient care protocols as a guide to

identification and care of diarrhea and dehydration.

4. Describe the patient care procedures for mild, moderate and

severe dehydration.

Determine the amount of oral replacemerit fluids needed for a

dehydrated child.

Calculate intravenous fluid needs for a dehydrated child.

Start and control an IV on a child.

Teach parents about the preparation and use of oral rehydration

solutior. (diarrhea medicine water).

9. Discuss the prevention and care of diarrhea and dehydration with
parents.

LN
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Evaluation

Upon completion of this module. you will be rated on your attainment
of the above objectives.

Knowledge: Written test based upon module content. Acceptable
performance 80%.

Skill: See rating sheet for acceptable performance level.
1. Calculation of oral and intravenous fluid replacement.
2. Parent education on oral rehydration solution.
3. Start and control an IV on a child. _
4. Use of diagnostic protocols to identify dehydration

and to decide how severe it is.

o
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Activities to Accomplish the Objectives

1. Practice physical examinations of children.

2. Read the module text on diarrhea and dehydration and answer
and discuss the review questions.

3. View and discuss the slides on diarrhea and dehydration.

4. Practice the calculation of fluid replac=ment needs.

5. Review case studies.

6. Practice using the diarrhea medicine water flip chart.

7. Practice identifying and caring for dehydrated children.

8. Participate in demonstrations and discussions with parents.



DIARRHEA AND DEHYDRATION

Some Facts About Diarrhea and Dehydration

In this unit, diarrhea and dehydration are discussed together, because
they occur together. Diarrhea and dehydration are very common in young
children.

When a child has diarrhea, hie p2cccc Liools that are more watery than
usual. Since a lot of water is being passed in the stools, the body
does not have enough water for its needs. When this happens, the body
is dehydrated. (See Figure 1) The more water a child loses by diarrhea,
the more dehydrated he becomes. It is the dehydration that is dangerous.
If it is very severe, it can cause the child to die.

Figure 1

Diagram showing that Dehydration is produced by
ehild's loss of more water than he takes in.

(to be added here)

Diarrhea has many causes. It is very important to know what these are.
Understanding them will help you help parents prevent their children
from getting diarrhea. Some of the most important causes of diarrhea
are:

1. Poor nutrition

When a child is malnourished he has little resistance to all infection.
including diarrhea.

2. Weaning and Diarrhea

Children often get diarrhea when their mothers stop breastfeeding
and begin to give them other milk or foods. Breast milk is clean
but other ioods, water and milk, are often dirty. The young child's
body is not able to fight the germs which are present. These germs
may cause diarrhea in the child.

P



Bottle feeding

Milk given in a bottle is likely to be contaminated and will cause
diarrhea. It has been proven that bottlefed babies get diarrhea

more often than babies who are breastfed. It is almost impossible

to prepare milk in bottles without contaminating it, unless there

1s piped water in the house, an easy way to boil water and a refrigerator
in which to store milk.

Breast milk is the best food for babies. It is clean. Do not
encourage mothers to bottle feed their babies. BOTTLES KILL!
Encourage mothers to breastfeed their children. Figure 2 compares
the usual results of breast and bottle feeding.

Figure 2

(a) Healtny infant, breast

(b) Contaminated bottle and ill and malnourished
infant

(e) Cup and spoon jeeding

(to be adled here)

If a mother cannot feed her infant with breast milk, she should be
taught how to use a cup and spoon when feeding her baby and to boil
milk before giving it to her infant.

Intestinal infections

There are many different kinds of infections which can cause diarrhea.
The most common kinds are caused by germs which do not need antibiotics.
Three kinds of intestinal infections are discussed in detail in the
Gastro-Intestinal Disease Module. They are gastroenteritis, amebiasis
and giardiasis.

-
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5. Other infections
Diarrhea occurs with certain other infections:

malaria

measles

otitis media

tonsillitis

urinary tract infections
pneumonia

Childrer: of any age can get diarrhea. Diarrhea is most danggrous.in
children under six years of age. Small children use about five times as
much liquid per kilogram of their weight per day as an adult does. (See
Figure 3) So a child with diarrhea is much more likely to get dehydrated

than an adult.

Figure 3

Comparison of relative water intake needs
of normal small children and of normal
adults

(to be added here)

Some mothers make things worse for their children by not feeding them
and by not giving them fluids when they are sick. They think that by
not giving the baby or child fluids, the diarrhea will slow down. But
the baby gets weaker and may die because it is dehydrated and is not
getting enough fluid to make up for what is lost in the diarrhea, as
was shown in Figure 1.

Clinical Picture

A child with diarrhea passes stools that are more watery than usual.

His mother will tell you that he has had 5 to 10 to 20 stools during the
day. Often the child has stomach cramps closely followed by a watery
stool. Mucous or blood may be in the stools. Often the child is unabic
to control the stool and soils his clothing.

Y



As a child loses more fluid by diarrhea, he becomes dehydrated. First,
he becomes thirsty and wants to drink water or other fluids. This is
mild dehydration.

As the loss of water continues, the child becomes restless and begins to
look sick. His lips and mouth are dry. His eyes may begin to look
sunken. If you pinch his skin, it may stay up in a small peak. This is
called "'tenting." He does not seem to pass as much urine as usual.

This is moderate dehydration, as shown in Figure 4.

Figure 4

Drawing of a moderately dehydrated
ehild

(to be added here)
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Figure 5 - Child with severe
dehydration.
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As the diarrhea continues, the dehydration becomes worse. Respirations
and heart rate increase. In small babies the fontanelle is sunken. The
eyes are sunken and tenting of the skin is present. This is severe
dehydration, shown in Figure 5. Figure 6 compares the sunken fontanelle
of a severely dehydrated baby to the normal fontanelle of a normal baby.

Figure 6 - A child on the left
with sunken fontanelle is shown
next to a child with a normal
Fontanelle

The amount of urine passed by the child may decrease until it stops.
Eventually the child becomes unconscious and blue in color. If severe
dehydration is not correctly treated immediately, the child will die.

It is important to detect dehydration early, to determine what level of
dehydration a child has, and to begin correct care immediately.



The signs of each level of dehydration are given in the Table of Signs
of Levels of Dehydration,' Figure 7.

Figure 7:
TABLE OF SIGNS OF LEVELS OF DEHYDRATION
MILD MODERATE SEVERE
DEHYDRATION DEHYDRATION DEHYDRATION
Diarrhea Diarthea Diarrhea
Thirst Thirst Thirst (if conscious)
Child appears '‘well" Child appears Child appears very sick

unless sick for
same reason.

"sick." Cries often.

Restless.

and may be very drowsy
Oor even unconscious.

Respirations normal,
20 - 40 per minute

Respira*ions normal,
20 - 40 per minute

Respirations rapid,
40 - 60 per minute.
Deep breathing.

Pulse normal
120-140 beats per
minute in a small
baby

Pulse normal
120-140 beats per
minute in a small
baby

Pulse over 140 per
minute. Pulse weak.

Dry lips, mouth and
skin

Dry lips, mouth, and
skin

Eyes may look sunken

Sunken eyes

Fontanelles may be
sunken in small baby

Fontanelles definitely
sunken in small baby

Skin may '‘tent' when
pinched

Skin definitely "tents"
when pinched

Passes only a little
urine

Very little or no urine
passed

Cyanosis (blueness)




Course and Complications

A malnourished child can become severely dehydrated in a few hours. A
child who is well nourished resists diarrhea better and takes a longer
time to get dehydrated.

Mild and moderate dehydration can become worse if correct rehydration is
not done. With severe dehydration, the child could start convulsing
(having fits), or go into coma. If this is not correctly treated, the
child will go into shock and finally die.

Patiznt Care

When a child has diarrhea, he loses water und valuable minerals in the
stool. His body cannot do without these and they must be replaced as
soon as possible. There are two ways to do this. The best way is to
replace water and minerals by mouth (rehydration by mouth or 'oral
rehydration', as explained in this section). The other method is to
replace the water and minerals intravenously (as explained in the patient
care procedures). The IV method is used only when a child cannot take
fluids by mouth or is severely ill.

The box below (Figure 8) explains how to prepare diarrhea medicine water
for rehydration by mouth. Figure 9 shows how it is done.

Fiaure 8

How to Prepare Diarrhea Medicine Water for Rehydration by Mouth*

A solution of water and minerals for rehydration by mouth
(diarrhea medicine water) can be made at home using home
ingredients or can be made by mixing a packet of rehydration
salts** in water.

Home method:

Diarrhea medicine water (also called oral rehydration
solution) can be made in the health center or in a
child's home by mixing the following things together:

500 ml of clean boiled water*#*
1 two fingered pinch of salt

1 two fingered pinch of soda

1 fistful of sugar

If no soda can be found, use two pinches of salt.
The sugar in this mixture helps the diseased intestine
absorb the water and minerals.

* Preparation of diarrhea medicine water is also illustrated in a flip
chart for training of Mid-Level Health Workers and Community Health
Workers and for Use in community health education.

** Use local name for packet



Packet method:
Mix the following things together:

1 liter of clean boiled water
1 packet of oral rehydration salts

* Use local name for packet
*% Adapt to locally available common measurement

Figure 9

Drawings showing the home preparation
of oral rehydration solution *

(to be added here)

Mild dehydration

A child with mild dehydration can be rehydrated at home by his
mother. She must know how to make and feed him diarrhea medicine
water.

a. Teach the parents how to make and feed diarrhea medicine
water.

b. Begin the feeding of the child in the home or clinic to be
certain the parents know the correct method.

c. Children who are breastfed --

The mother should try to breastfeed the child every three

hours, day and night. Between feedings at the breast, the

child should be given as much diarrhea medicine water as he is

able to take. \oé



Children who are not breastfed --

The mother should give diarrhea medicine water about every
three hours, day and night. The child should be given as much
diarrhea medicine water as he is able to take. Other foods
should be continued.

The table below (Figure 10) shows the least amount of diarrhea
medicine water that should be given to a chil¢ with mild dehydration
in 24 hours:

Figure 10: Least amounts of diarrhea medicine water that should be

given in 24 hours .o a child with mild dehydration,
according to the child's age

Age Amount of diarrhea
medicine water
ml cups

Newborn 500 2is

3 months 1,000 5

1 vear 1,500 7%

3 years 2,250 11

6 vears 5,000 15

f.

The parents must watch for diarrhea and vomiting. If the
diarrhea increases or if vomiting begins, the child should
return to the clinic the next day.

Moderate dehydration

A child who is moderately dehydrated can also be rehydrated by
mouth, uniess he has severe vomiting.

a.

If the child is not vomiting severely, ask his mother to give
him as much diarrhea medicine water &s he can take in two
hours.

In the first two hours, he must take at least 20 mls of diarrhea
medicine water for every kilogram of his weight. Weigh the
child. Multiply his weight in kilograms by twenty. The

answer to the multiplication will give you the least amount in
milliliters that the child should drink in two hours.



Example:

A child weighs 10 kg.

Multiply 10 by 20.

The answer is 200.

The child should drink 200 ml of diarrhea medicine
water in 7 hours.

After two hours, continue giving diarrhea medicine water equal

to

the amount of liquid the child loses in the stool. Continue

breast feeding and giving other soft foods.

The child and mother may leave the clinic after the child
begins to urinate and the child has lost the signs of moderate
dehydration. The mother should then follow the directions for
home feeding of diarrhea medicine water as explained for
treatment of mild dehydration.

b. If the child is vomiting severely, you must give him fluids
intravenously. This must be given in the clinic or hospital.

(1)

(2)

(3)

(4)

(3)

(6)

Connect a bottle of 5% Dextrose in Ringer's Lactate to
the IV tubing. (See Patient Care Procedure

Insert the needle into a vein on the wrist, ankle or
scalp.

Give an amount in milliliters equal to the child's weight
in kilograms times 20 and run this in quickly.

For example: A 12 kg child should receive 12 kg x 20 ml=
240 ml of 5% Dextrose in Ringer's Lactate.

After giving the first amount, slow down the IV. It is
possible to give too much fluids intravenously. If the
child's eyelids become swollen, take the IV needle out of
his vein. You can still give diarrhea medicine water by
routh.

Observe the child for signs of improving hydration.
(That is, check the signs of dehydration to see if they
are fewer arnd less severe.)

When the child stops severe vomiting and can take.fluiqs
by mouth, remove the IV needles from his vein. Give diarrhea
medicine water as explained for mild dehydration.

* Patient care procedure sheets for intravenous (peripheral vein techniques)
and intraperitoneal infusion as included in this set of sample prototype

materials.

They follow the Review Questions at the end of this Dehydration

and Diarrhea Unit.
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Severe dehydration

Children with severe dehydration will die unless they are treated
immediately and correctly. They need hospital care. In the hospital,
doctors and nurses can give them care day and night. If you cannot
get them to hospital, you must treat them at the clinic:

a. If the child can drink, give sips of diarrhea medicine water.
Be careful that the child does not suck it vack into his
lungs. Sin. » he is very veak, he may not be able to swallow
properly.

b.  Start an intraverous drip of 5% Dextrose in Ringer's Lactate
in a wrist, ankle, or scalp vein.

Multiply the child's weight in kilograms by twenty. This will
give you the amount of milliliters you should run in quickly

by 1IV.

Example: Child's weight 15 kg.
Multiplied by 20 300
Amount to give IV 300 ml.

c. When you have run in this amount, examine the child. If you
think he is still very dehydrated, run in the same amount
again in 30 minutes.

d. Then continue the IV slowly (sce Table in Figure 11 below) until
the child is able to drink or the diarrhea has stopped.

Figure 11: Amounts of IV fluids to give after the first fast
IV to a child who was severely dehydrated and who
=till has diarrhea and cannot drink.

Weight of Amount of
child IV fluids

less than 5 kg 25 ml per hour

5-9kg 50 ml per hour

10- 14 kg 75 ml er hour

more than 15 kg ;100 ml per hour
I

e
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e. You must not give the child too much intravenous fluid. Look
out for swelling of the evelids. This is the first sign that
you have given too much fluid.

If you do give the child too much intravenous fluid, remove
the IV needle from his vein. This is all you will have to do.
You can still give diarrhea medicine water by mouth.

f.  When the child can take diarrhea medicine water by mouth, remove
the IV. Treat the child then as you -.ould a child with moderate
or mild dehydration, depending on the level of dehydration he
has.

Diet:

Encourage children with diarrhea to continue to eat as before. If

milk (even breast milk) seems to make the diarrhea much worse, give soft
foods and diarrhea medicine water alone for 24 hours (infants 12 hours
only). Then start giving milk with soft foods and diarrhea medicine
water again, and continue with milk if the child is doing well. If milk
still seems to make the diarrhea worse, repeat.

Other Illnesses:

Look for signs of m:1sles, tonsillitis, malaria, pneumonia and otitis
media.

If any of these illnesses are present, treat it according to the information
you have learned in other modules.

Drugs:

Unless you think the diarrhea was caused by amebiasis or giardiasis, you
do not need to use drugs in cases of diarrhea. See the Gastro-intestinal
Disease Module for the treatment of amebiasis or giardiasis.

Prevention

Diarrhea can be prevented by:

Breastfeeding up to the age of 2 or 3 years.

Never using a feeding bottle.
- Boiling all water given to children.

Following the Six Basic Nutrition Messages.

- Using latrines and keeping houses clean.

Washing fruits and vegetables eaten raw.
Washing hands before eating and before feeding children.

* These messages for the prevention of diarrhea are illustrated in a flip
cnart for use in training mid-level health workers and community health
workers and for community health education.

!
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Dehydration of children with diarrhea can be prevented by:

- Giving them enough diarrhea medicine water.
- Continuing breast feceding.

- Continuing to feed children soft, nutritious foods even when
they have diarrhea.

Figure 12

Drawings showing children:
a) being given cdiarrhea medieine water
b) breast feeding
e) eating soft, nutritious foods

(tc be added here)

an

Community health workers will teach the use of diarrhea medicine water
te parents and other community members of their village. They will
identify children with diarrhea and help parents care for them. CHWs
refer children with dehydration to the health center.

MCH Clinics

One important reason for having M(H clinics s to be certain all mothers
know how to make uiarrhea medicine water anr. when to use it. When a
child with diarrhea is seen in the clinic, it is not only an opportunity
to teach the mother of the child to make aid feed diarrhea medicine water,
but all the mothers present will have an opportunity to learn and improve
their understanding.



REVIEW QUESTIONS

Explain the relationship between diarrhea and dehydration.

A mother brings a child to your clinic with diarrhea. This child
is thirsty but has no other signs of dehydration. How do you manage
this problem?

Understanding the causes of diarrhea is important in helping families
prevent diarrhea. Each of the following problems has a specific
relationship to diarrhea. Briefly explain that relationship.

a) poor nutritional status:

b) weaning:

c) bottle “eeding:

For each of the areas listed below, describe what you would find
when you examined a four month old child with severe dehydration.

a. 1lips and mouth:

b. eyes:

c. fontanelles:

d. skin elasticity:

e. respiration:

f. pulse:

g. urine output:

STEM --



If a child is brought to you to be treated for diarrhea and you
find the child to be mildly dehydrated, what is the most important
management step you can take? (Circie the one correct answer.)

a. stop giving breast milk

b. rehydrate with diarrhea medicine water

¢. check stool for worms

A child is moderately dehydrated. You decide to rehydrate with
intravenous fluids because the child is vomiting. The child weighs
15 kg. Provide the following information:

a. Solution used for rehydration:

b. Best site for intravenous:

c. Amount of I.V. fluid to be given immediately:

When you are replacing fluids through an I.V. and you notice edema
of the eyelids, what should you do?

Why?

List four points to teach mothers to help them prevent diarrhea:

1.

2.

3.

4.

What are the Six Basic Health Messages of good nutrition?

1.

2.

3.

4.




10.

11.

12.

List the three most important points to teach mothers about preventing
dehydration when a child has diarrhea.

1.

2.

3.

What ingredients and what amounts are necessary to make diarrhea
medicine water?

Ingredient Amount

Severely dehydrated patients are at great risk of dying. They
should be treated at a hospital where 24 hour care is available.

If you had to treat a patient with severe dehydration at the '
clinic, because of distance and lack of transportation, for example,
how would you treat him?

wr



13.

14,

15.

A Z year old boy was brought in by his parents. He has had diarrhea
for four days. The child cries a lot and seems restless. His eyes
look a little sunken. His respiration are 25/min. and pulse 110.
His 1lips seem dry. His skin seems dry but doesn't really tent when
pinched. His mother said he's been very thirsty but hasn't passed
much urine.

This child has: (check one)

____Mild dehydration

____ Moderate dehydration

___ Severe dehydration

How would you rehydrate this child?

Give the possible treatments for the three levels of dehydration.

TRUE OR FALSE (T or F)

Children with diarrhea should be encouraged to take food as long
as they are able to eat without vomiting.



PATIENT CARE PROCEDURE

STARTING IV'S: PERIPHERAL VEIN TECHNIQUE

Supplies

Rubber tourniquet

Alcohol swab or soap and water

1 IV set

1 bottle of intravenous fluid (normal saline, 5% D/Lactated Ringers,
dextrose in water, etc.)

Padded arm board if available

Adhesive tape

IV stand

Assorted IV needles, 18-22 gauge

Syringe filled with normal saline

Scissors

Purpose of Procedure

To place a needle into a vein in order to maintain a steady flow of fluid
into the patient's circulatory system. A person is started on intravenous
therapy when there has been a loss of body fluid through bleeding, infection,
dehydration, or shock.

Steps in Procedure

1. Have the patient lying down in a comfortable position.
2 Immobilize, if patient is infant or small child.

3. Put supplies within easy reach and precut the tape.
4

Select an area on arm or leg which has veins that are easy to see,
such as the back of the forearm or ankle. NOTE: It is important
to make your first puncture of a vein as far from the heart as
possible, then move closer if unsuccessful.

5. Use an arm board to hold the joint nearest the vein from moving.
Place adhesive tape around the limb and board above and below the
joint.

6. Cleanse the skin over the vein with alcohol swab or wash with soap
and water.

7. Place the tourniquet around the upper arm or below the knee, to stop
the flow of blood in the veins, causing the veins to "puff up'" and
be easily seen and punctured. If the veins are still difficult to
see or feel, place a warm cloth over them or gently pat the area.



10.

11.

12.

13.

14.

15.

16.
17.

Fill the IV tubing with intravenous fluid from the bottle.

Hold the needle you will place in the vein with the hole facing up.
Stretch the skin over the vein you have chosen. Put the needle
through the skin about 1 cm below the point where you wish to enter
the vein.

Gently advance the needle into the vein. Blood will appear in the
needle's opening. If blood does not appear, gently reposition the
needle until it does.

When blood is seen in the needle's opening, attach the tubing to
the needle. Carefully release the tourniquet, and slowly run % to
1 cc of fluid into the vein to check that the needle is in the vein.
If the area around the needle swells, remove the needle and start
again farther up the vein.

Fasten the needle where it enters the skin with a 2-3 cm piece of
tape.

Loop a 7-8 cm long piece of tape under the IV needle, adhesive side
up, and fold each end of the tape diagonally across the needle to
hold it in place.

Loop the tubing once or twice and fasten it to the arm or ankle with
tape. The tape should not go all the way around the arm or ankle.

Run in another % to 1 cc of fluid to assure that the needle is still
in the vein.

Regulate the flow to the desired rate.

Check the needle site every two hours for signs of swelling or bleeding

under the skin. If present, remove the needle and restart in another

site.

Results

If a large enough needle is well positioned in a vein, fluid should run in
If it does not, change the angle of the needle in the
If bleeding or swelling occurs, take the needle out and try a place
After several unsuccessful attempts, a venous cutdown

at almost any rate.
vein.
nearer to the body.

may be necessary.

Ao



PATIENT CARE PROCEDURE

PERITONEAL INFUSION

§ng1ies

1 bottle of dextror= in % normal saline
1 IV set

Sterile needle, 18 or 19 gauge
Antiseptic or soap and water

Adhesive tape

2" x 2" sterile gauze pads

Scissors

Purpose of Procedure

This technique is used when an IV cannot be started on an infant or small
child. One-half normal saline can be given by this route. Do not perform
this procedure if the intestines are distended.

Steps in Procedure

1.

Attach the IV set to bottle and needle to IV set. Fill the tubing
with fluid.

Lie patient down on his back. Restrain him if necessary.
Clean the abdomen well with antiseptic or soap and water.

Pinch the skin of the abdomen just above the umbilicus in the midline
with your left hand.

Push the needle (attached to the IV set) through the skin and into the
peritoneal cavit).

Tape the needle to the atdomen.

Adjust the rate of flow so that the required amount of fluid will run
in over ten minutes.

When the fluid is in, remove the needle.

Cover the puncture site with a dry sterile dressing for 24 hours.



Pigure 1

Drawings illustrating performance of
peritoneal infusion

(to be added here)

Results

Done quickly and properly, this can be a rapid way to rehydrate an infant
or small child in need of fluids. Keep the needle in as short a time as
possible to avoid peritonitis. If the flow stops, change the position of
the needle.

Caution

If it is possible to start an IV or a cutdown, or if the child

can be given fluids oraliy, use these better techniques and don't use a
peritoneal infusion. If the child should develop signs of peritonitis

(high fever, tender or rigid abdomen, absent bowel sounds) give 600,000
U of procaine Penicillin and 40 mg/kg of Streptomycin, intramuscularly

and transfer him as quickly as possible to the hospital.

/ﬁ)
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DISEASES OF INFANTS AND CHILDREN MODULE

TASK ANALYSIS TABLE

TASK:

Diagnose and manage common problems of infants and children.

Program
Objectives

DUTIES

SKILLS

KNOWLEDGE

1.0 Do a medical history and physical

examination of every child with
a complaint, using the diagnostic
protocols

2.0 Determine the most likely of the

following diagnoses:
-chicken pox

-croup

-diarrhea and dehydration
-high fever
-jaundice

-1ov birth weight
-m .utrition
-m>asles

~mumps

-newborn septicenia
-newborn tetarus
-polio

-theumatic fever
-sickle cell disease
-thrush

-whooping cough

3.0 Manage the above problems using

the management. protocols as guide-
lines. Management includes:
initial treatment, referral,
follow-up treatment, and .
prevention.

1.1
1.2

2.1

3.1

Use of diagnostic protocols for
complaints of infants and children.
Physical exam techniques

= Newborn physical exam (review)

- Child physical exam ( eview)

Physical exam

-jaundice

-bulging fontanclles

-purulent umbilical cord

-white spots of thrush

-flaking skin of kwashiorkor

-decreascd subcutancous fat and
muscle mass of marasmus

-edema of kwashiorkor

-dehydration (tenting skin, sunken
eyes, sunken fontarelle, deep
and rapid respirations)

-joint swelling and pain

-rash of measles

-enlarged liver

-Bitot spots

-stridor

-enlarged spleen

-rash of chicken pox

-enlarged parotids

-heart murmur

-intercostal retractions

Management Procedures (skills)

-fluid replacement estimations for
dehydrated children (P.0, § 1.V.)

-drug dosage calculations

-parent education for preparation
of super-porridge

-passing N-G tubes in children

-parent education for expressing
breast milk.

-parent education for preparation
and administration of oral
rehydration solution.

1.1.1 How to follow the diagnostic
protocols of infants and child-
ren listed in this module.

2.1.1 General considerations and
clinical picture of listed
problems

3.1.1 Management and prevention of
the listed problems.




TRAINING SCHEDULE

DISEASES OF INFANTS AND CHILDREN MODULE*

DAY 1 DAY 2 DAY 3 DAY 4 DAY 5 DAY 6 DAY 7 DAY 8
Pretest
Session 3 Scssion S Session 7 Session 9 Session 11 Session 13 Session 15
Session 1
-Malnutrition: -Mild Diarrhea and | -Severe Diarrhea -Comion Infections | Other Cammon -Clinical Practice | -Post Test
-Introduction to Diagnosis § Dehydration and Dchydration of Children Problems
Diseases of Management -Sickle Cell -Use of Protocol
Infants and Whooping Cough Discase
Children Kwashiorkor Measles -Rheumatic Fewver
iigh Fever -Coup
-Demonstration of Marasms Mums
Physical Examina- Chicken Pox
tioni of a Giitld Polio
Session 2 Session 4 Scssion 6 Session 8 Session 10 Session 12 Session 14 Session 16
-Clinical Practice | -Malnutrition: -Clinical Practice | -Newborn Problems: | -Common Infections | -Review -Clinical Practice | -Skill Evaluation

Physical lixamina-
tion of a Child

Clinical Practice:

Super Porridge
Parent Education

Tetanus
Septicemia
Hypoglycemia
Cerebral Birth

Trauma
Thrush

of Children,
continued

-Use of Protocols

*This 1979 prototype schedule, included to show relative time allotments, is currently being revised to intermingle these module (classroom and

clinic based) lecarning activities with community based learning activities.




Diarrhea and Dehydration: Teaching Plan: Session 5
Learning Activities

1. Students read module text on dehydration and diarrhea and ansier
the review questions.

2. Instructor presents slides, with commentary as noted in the slide
narratives:

00727: Age distribution of infant diarrhea (associated with weaning process)
00728: Reasons for association with weaning period:
-poor environmental sanitation
-contamination of food
-poor nutritional status
-cycle of diarrhea - decreased appetite - poorer nutrition -
worse diarrhea - (maternal practice of reducing food/milk intake)
00730: Standardized treatment regimen (Five D's)
00731: Dehydration: clinical features
00732: Loss of skin turgor
00733: Dehydration in malnourished child
00734: Home management of mild diarrhea without dehydration
00735: Home management of mild diarrhea without dehydration
00736: Rehydration
00737: IV fluids through scalp vein needle
00740: Administration of IV fluids
00741: Continuation o breast feeding during management
00742: Importance of working with family on better nutrition
00743: Looking for associated causes of diarrhea
00744: Association of malnutrition with diarrhea
Use of antimalarials
Avoidance of antidiarrheal drugs
Antibiotic therapy only with evidence of assoriated conditions
(pneumonia, septicemia, otitis)

00746: Nutrition rehabilitation essential

00747: Bottles = death

)



Discussion: Use the following questions as the basis for a discussion in
the class, after completion of slides and veview quostions:

3.1

3.2
3.3

3.4

Role
4.1

N
tJ

Explain vhat is meant by each of the following: (1) diarrhea,
(2) dehydration, (3) nut ition, (4) weaning, (5) resistance,
(6) infection, (7) contan.nation.

What are the physical signs associated with moderate to severe dehydration?

What are the usual causes for diarrhea in young children? What are
the associated conditions? How are they related to each other?

What different patterns of diarrhea can you expect to find when you
begin to work in the clinic?

What are the specific points whici: must be emphasized when talking
with parents about prevention of diarrhea? (In connection with this
discussion, review flip chart).

play: Taking history from parent of child with diarrhea.

Assign one student to play the rolz of the nid-level health worker.

He/she is to obtain information from the "mother' (second student).

The student should NOT be briefed as to what information is to be

obtained, but the following specific information should be covered

in the review of the student's performanc ::

(1) description of problem

(2) duration

(3) associated conditions

(4) feeding history

(5) kind and amount of fluids which mother has been offering to her
infant and which the infant has been taking

Assign second student to be MOTHER (preferably a female student who
Fas a child). Student should be instructed to respond to questions
with the following information:

(1) The infant is 11 months old.

(2) The infant has had 4-6 stools/ day, which are loose and runny,
for the last 6 weeks.

(3) The mother has been giving the infant one cup of wunboiled,
diluted cow's milk in a bottle, daily, and has been giving the
breast three times each dav.

(4) The mother has been offering the infant two feedings (of a local staple
food) each day. Mo special weaning foods have been given, and no
attempts have been made to make the staple food more digestible.



5.

4.3 Assign remzinder of class to observe the role play and to record

4.4

their observations.

At completion of the role play, lead discussion with class, focusing
on the following issues:

(1) Based on the information obtiined by the mid-level health worker,
what is the problem? How long has it been going on? Is the infant
malnourished? What are the prchable reasons for the infant's
clinical condition?

(2) Wr .t has the mother been feeding the infant? What could she
do differently with the foods she is using?

(3) Dc you think the mother would be willing to offer her infant
undiluted, boiled cow's milk from a cup or with a spoon?

(4) Did the mid-level health worker establish a warm, supportive
relationship with the mother?

(5) What comments can you make which will help the mid-level health
workers carry out more effective interview with this kind of mother?

Role play: Demonstrating preparation of oral rehydration solution.

5.1

5.2

5.3
5.4

5.5

Preparation: Identif’ practice area in which the studentis can actually
boil water. Collect a pot, sugar, salt, prior to the demonstration.

Assign one student to be a mid-level health worker, one student to be
a parent, and one to be the infant.

Assign remainder of class to observe and critique the demonstration.

Program the 'parent' to r»‘ ‘e the following questions and concerns
during the demonstration, and to have the following child ~are practices:

(1) "I don't see why I have to boil the water. Fuel is scarce and
I can't afford it."

(2) The parent has been feeding the infant diluted cow's milk in the
bottle, wichou* boiling it.

(3) The parent tends to reduce the infant's fluid intake during
diarrhea.

(4) The infant is 6-months old and has been having 8 to 10 small
100se greenish stools per day for the last 2 days. The irfant
is now restlers, irritable, has signs of mild dehydration, and
has vomitted wice.

Following demonstration, lead a discussion with the class, focusing
on the following issues:

(1) Did the mid-level heal?h worker find out from the mother how long
the infant has been sick, and how sick the child has been?

-~



(2)

(3)

How did the mid-level health worker deal with the mother's current
practices? Was he/she sympathetic to the mother's problems with
the cost of fuel? Did he/she make a good case for boiling the
water first? Were problems of giving diluted cow's milk from a
bottle brought up and discussed?

Did the mid-level health worker deal with the mother's habit of
reducing fluid intake when the infant is sick with diarrhea?

What additional comments or suggestions does the class have which
will help the mid-level health worker deal with such cases?
(Have the students write them down and give them to the student
who role-played the mid-level health worker.



DISEASES OF INFANTS AND CHILDREN
- Audio-visual Supplements Available -

Session 3 - Malnutriticn

-Slides 01583-01645 (Protein Calorie Malnutrition): No audio-tape,
only narrative available.*

-Flip chart, "Super-Porridge'; located in module.
Session 4 - Malnutrition Management

-Slides 01583-01645 (Protein Calorie Malnutrition), repeat
fram Session 3.*

Session 5 - Diarrhea and Dehydration

-Slides 00725-48 (Diarrhea, Vomiting, Dehydration): No audio-tape,
only narrative available.** '

Session 7 - Diarrhea and Dehydration - Severe
-Flip chart, "Salt-Sugar Preparation'; located in module.

Sessjon 9 - Common Infections of Children: Whooping Cough, Measles,
Polio, Mumps, Chickenpox

-Title slide (Measles) Presentation: 1561, 1538, 1542-44, 1540-41,
1560, 1548-49, 1552, 1556, 1561, 1538, 1544, 1670; Audio-tape and
script.**

-Audio-tape for above slide presentation; no pre- and posttest
or presentation evaiuation.

*No indication of copyright. (Public Relations Unit, the National Food Nutrition
Commission, Independence Avenue, P.0. Box 2669, Lusaka, Zambia, RE: Andres
Fuglesang)

**HMDS has permission to duplicate and distribute siides and narrative (Institute
of Child Health, 30 Guilford Street, London WCIN 1EN, RE: TALC, David Morley)

(6/]
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COMMUNITY HEALTH MODULES I AND II
CONTENTS AND TRAINING SEQUENCES

Community Health Module I is learned before Community Health Module II.
Numbers indicate learning sequences within each module.

Community Health Module I

Community Health Module II

1. Introduction to Causes of
Disease

2. Assessing the Nutritional Nutrition Education
State of the Family

3. Assessing the Health of Improving the Health
Children in the Family of Children

4. ldentifying Pregnant Women Educating Pregnant .
Who are Considered High Risk Women Who are High Risk

5. Assessment of Family Interest Child Spacing Advice
in and Need for Child Spacing
Information

6. Interview Techniques and
Communication Skills

7. Identify Envirommental Factors Solving Environmental
Which Intluence Health Health Proliems *

8. Mapping the Community

9. Prioritizing Family and
Community Health Risks

10. Community Services to Support Working with Commmities

Prevention Activities

and the Health Team to
Improve Health

* Excerpts from the sections on Pit Privies and on Surface Water from the
Community Health Module II unit on 'Solving Environmental Health Problems'
are included in these sample prototype materials.

%ﬁ
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II.

STUDENT GUIDE
SURFACE WATER

(Skill Section: How to Use Environmental Health Protocols)

Specific Entry Level Knowledge and Skills

1. Understand the transmission of diseases associated with water.
2.  Practice methods of good personal and commnity hygiene.

3. Perform community education techniques.

4. Definition of words '"protocol", "diagnostic' and "management."
Objeccives

Using the information and experiences provided by the rnit text and
your instructor, you will be able to:

1.
2.
3.
4.

Identify three ways in which clear, odorless surface water can
be contaminated.

Describe the three ways to Teduce the risk of using surface
water.

Use environmental health pro*occls to evaluate sources of
surface water and decide the right course of action.

Use the diagnostic and management protocols for surface water
as a teaching guide in community health education activities.

III. Evaluation

Iv.

Upon completion of this unit, you will be assessed on:

1.

Knowledge

a. Written test based on content of the unit.
b. Acceptable performance, 80%.

Skills

a. Your ability tu use cnvironmental h:alth protocols for
evaluation of sources of surface water.

b. Your ability to use environmental health management protocols
for determining the right course of action with regard to
sources of surface water.

c. Your ability to use environmental health protocols as teaching
guides for a health education presentation.

Activities in which you will be participating in order to corplete
the unit objectives.

1.
2.
3.

Read unit text and answer re.iew questions.

Participate in group discussions.

Use the appropriate protocol to evaluate sources of surface
water in the community.



Use a surface water management protocol to determine the
right course of action to be taken.

Make a health education presentation related to surface water,
in the commmity, using appropriate protocols as teaching
guides.

Practice calculating the amount of chiorine necessary to make
surface water safe.



SURFACE WATER

Surface water is that water found on the earth's surface in a pond,
stream, canal or river water. It is a common source of drinking water.

It is usually unsafe. Almost all kinds of surface water are contaminated.
Even though the water may be clear, transparent and colorless, it probably
is contaminated.

Surface water becomes contaminated in many ways.

a. It beccmes contaminated if the nearest privy or animal excreta pit
is located less than 36 feet (12 meters) from the point of drawing
water. The excreta can seep through the ground and contaminate
the water source.

b. It becomes contaminated if there is a human or animal population
near the point of drawing water. Humans and animals use the water
for washing. The dirt contaminates the water. If animals are
being washed upstream from or near this point, the water is contami-
nated. The contamination fIlows dovnstream.

c. It becomes contaminated if insecticides or herbicides =re being
used upstream or near the point of drawing water.

The point of drawing river, stream, or canal water should be located
upstream from causes of contamination. (See Fig. CE11l) Attempts should
be made to move the point of drawing water from lakes or ponds further
away from contaminating sources. Attempts should be made to remove sources
of contamination. An improved water source like a hand pump or dug well is
much better and safer than surface water for drinking.

Until the family can be convinced to use a safer water source (i.e., hand
punp well or dug well), home filtration and boiling or chlorination of
drinking water is the only way to be sure the water 1s safe to drink.

(See Home Filtration Technique)
Protocols: Diagnostic for Rivers, Streams, and Canals

Diagnostic for Lakes and Ponds
Management for Surface Water sources



ReferenZe Figure CE 12 - Protoecol 1,
Rivers, Streams, Canals: 1) Water clean
trangparent, odorless; 2) Privy or an-
imal exereta/refuse pit located deuwn

stream; 3) District location of city or

antmals being wqshed; 4) Insecticides;
5) Home filtration; 6J)Boiling or
chlorination before drinking water.
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Protocol Number 1

DIAGNOSTIC PROTOCOL FOR RIVERS, STREAMS AND CANALS

Drinking water being drawn
and transported from river
OR stream OR canal.

A4

Water clean AND transparent NO S

AND odorless. (0 points) ~ L—
|

YES (15 points)

\4

Nearest vorivy OR animal

excreta/refuse?mposal

pit located 36 feet NO -

(12 meters) from point of (0 points)

drawing water AND down
stream.

|
YES (_l_i points)

\'4

Absence of human OR animal
population near the point
of drawing water OR upstream

from this pomt AND animals
are washed in source down-
stream from point of
drawing water.

-
YES (15 points)
2

Absence of insecticides OR
herbicides used for crops

NO 1
(0 points) >[-———'

upstream from point of
drawing water.

|
YES (15 points)
v

Boiling OR chlorination

(0 points

ALWAYS done before drinking.

I
YES (40 points)
{

(0 points)

(100 points total)

O



S

E

&

Protocol Number 2

DIAGNOSTIC PROTOCOL FOR LAKES AND POXNDS

Drinking water being drawn and
transported from lake OR pond.

Water clear AND transparent AND

NO

odorless.

l
YES (lé points)
V

Nearest privy OR animal excreta/

(0 points)

NO

disposal pit located 36 feet
(12 meters) from water's edge.

I
YES (15 points)
\

Absence of human OR animal
population near water's edge

(0 points)

AND absence of animals being
washed in lake or pond.

YES (15 Ipoints)
N/

Absence of insecticides OR

NO .
(0 points) -—ij

NO

herbicides being used for
bordering crops.

A
YES (15 points)
v

[ﬁoiling OR chlorination ALWAYS

(0 peints)

|4?one before drinking.

YES (40 :points)

A 4

(100 points total)

AN



Protocol Number 3

MANAGEMENT PROTOCOL FOR SURFACE WATER SOURCES

Absence of water filtra-
tion system in the home

——YES—>1 1. Health education campaign for

. Families .cmmitted to financing §

. Assistance from sanitary inspector

filtration system, three-pot OR
55 gallon drum. (See Management
Skill - Water Filtration)
maintaining filtration system.

for construction of filtration tank.

DONE

Contaminants upstream
OR near to point of
drawing water.

Health education campaign to change
—YES—>| point of drawing water AND remove
cause of contamin..ion.

|
NO

V.

DONE

Absence of boiling
OR chlorination always
before drinking

YES — 1.

Health education campaign for need
of chlorination OR boiling drinking
water (especially water for
children).

1.1 Three-pot system - one pinch
of HTH added to each 4 to §
gailons of water.

1.2 Fifty-gallon drum system - add
1/5 teaspoon of HTH to drun.

NO

v

. Health education campaign to change

- See units on spring water and well

to a safer water supply system
(hand pump, dug well, spring).

water.

C(\a



REVIEW QUESTIONS

TRUE OR FALSE:

1. Surface water is usually contaminated and unsafe.
2. TIusecticides purify surface water.

3. Humans or animals upstream from a water ~Jurce can cause
contamination.

If a frmily is using surface water for drinking, they should:
(Choose the ovie most important of the three answers.)

a. Boil or chlorinate their water
b. Let the water settle before drinking
c. Use a filter before drinking

You are going on a field trip for ivo weeks. You know that you aust
walk in areas where surface water ic the only drinking water available.
What would you do to prepare for the trip to be certain you will not
get sick from drinking unsafe water?



STUDENT GUIDE
PIT PRIVIES, ANIMAL EXCRETA AND REFUSE DISPOSAL

I. Specific Entry Level Skills and Knowledge

1. Understand the transmission of diseases associated with water,
human excreta disposal and insect vectors.

2.  Practice metkods of good personal and community hygiene.

3.  Perform community education techniques.

II. Objectives

Using the information and experiences provided by the module text
and your instructor(s), on completion of this unit, you will be
able to:

1. Describe four ways in which untreated human excreta, used as
fertilizer, is responsible for the transmission of disease.

2.  Apply diagnostic and management protocols for pit privy and
animal excreta and refuse disposal in the community.

3. Conduct informal health education sessions with CHiVs and
members of the commmity with regard to excreta und refuse
disposal.

4. Build your own pit privy and assist other families to build
theirs.

III. Evaluation
Upon completion of this unit, you will be assessed on:
J.  Knowledge

a. Written test based on content of unit text.
b. Acceptable performance 80%.

2. Skills

a. Application of the principles of diagnosis and management
protoco.s in real life situations.

b. Your ability to conduct informal health discussions among
members of the community.

IV. Activities in which you will be participating in order to complete
unit objectives:

1. Read unit text and answer review questions.

2. Participate in group discussions.

5. On site use of protocols for the pit privy, and animal excreta
andi refuse pit for fertilizer.

4. Conduct informal health discussions with members of the community,

including community health workers.
5. Observe and assist families in building pit privies in rural
areas, n

L2 i
)
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HUMAN EXCRETA DISPOSAL

General Consideration

Many diseases are caused by improper handling and disposal of human and
animal excreta. Intestinal parasites (worms and amebae) and gastro-
enteritis are spread by fecal-oral contact. Excreta in small amounts
end up on fingers or in foed. These small amounts are eaten by people
and cause disease.

Since many people do not have privies, it is not uncommon for villagers
to squat in open fields for defecating. This practice is responsible
for hookworm disease and waterborne diseases like typhoid, dysentery,
diarrhea, cholera, and intestinal worm infections. The unprotected
water supplies often get contaminated. This occurs more often during
rains and floods. These diseases result in the deaths of many of
infants, children and adults.

Another common method of disposing of human excreta is the carriage
system when derecation is done in one place and then the feces is
removed and used as fertilizer. In some places the feces and other
refuse is purchased by rural people fr~m towns and cities for use as
fertilizer. This excreta and refuse is often not treated before use.
When it is used as fertilizer, it contaminates che vegetables grown in
the field and the drinking water sources it comes near.

These methods of excreta disposal result in the spread of disease in the
following ways:

a. When untreated excreta is used as fertilizer, the vegetables grown
in the fields become contaminated. Raw vegetables from such fields
carry germs and parasites which cause disease.

b. The excreta cften contaminates the soil with hookworm eggs. The
hookworm then invades the feet of field workers, crusing disease.

c. The field worker who carries and spreads the human excreta gets
excreta on his haids. Small amounts often get into his food and
mouth even after washing his hands.

d. Human excreta attracts flies. The flies use the excreta as a
breeding place. The flies then carry small amounts of excreta on
their hairy legs to the food or utensils they settle on. This
spreads disease.

Management

The use of privies, followed by proper washing of hands, will prevent
most of the excreta borne diseases.



If privies are available, people should be encouraged to use them
and maintain them.

If privies are not available, people should be encouraged to build
one for each family unit. It is especially important for all
health workers and their families tc have privies.



W

REVIEW QUESTIONS

How are intestinal parasites and gastroenteritis spread?

Untreated human ex<reta used as fertilizer carries disease by.
(Circle those which are correct.)

a. Contaminating the soil with hookworm.

b. Causing respiratory illnesses.

c. Contaminating vegetables.

TRUE OR FALSE:
a. The use of privies will decrease disease.
b. Hands should be washed after using privies.

c. Only health workers and their families should have and
use privies.

0!



THE PIT PRIVY

The pit privy can easily be built by family members. It is inexpensive
because it can be made from materials available locally. If built
correctly, it prevents the spread of di:eases.

It should be located 12 meters away from drinking water sources. Since
water runs downhill, the pit privy should always be built downhill from
drinking water sources.

A pit, 10-15 feet deep and 3 feet by 4 feet across, is dug into the
ground. The pit is lined with alternating bricks to a level twc feet
from the top of the pit. A floor squatting slab made of wood, bamboo or
cement is placed over the top of the pit.

A shelter may be built around the pit for privacy. It can be made out
of wood, cement, bricks, corn stalks, bamboo or leaves. The shelter
should allow air to circulate freely. This prevents bad odors from
collecting. (See Fig. CE 24)

Maintenance

The squatting platform must be kept clean. If excreta remains on the
platform, flies will sit on the plattorm and diseases will be spread.
The platform should be rinsed with water after every use.

A placz for washing hands must be in or near the privy. Hands must be
washed after defecation and urination. All the time and money spent for
protecting water and building privies will be wasted if hands are not
washed. Hand washing is very important for young children and school
age children.

When the privy fills to 1% feet or less from the top, it should be
closed. The squatting slab and shelter should be moved to another pit.
The filled pit should be covered with dirt to seal it from flies and
animals. After about 6 months the old pit car be opened and used for
fertilizer in the field. The germs and organisms die while sealed and
the result is a safe and good fertilizer.

The place for the new privy should be selected as before. It should be
the right distance and downhill from the drinking water source. Often
it will be possible to build the new privy next to the old place. (See
Protocols: Diagnostic Pit Privy, Management for Pit Privy)

Other Kinds of Privies

Many other kinds of privies may be built. Most other kinds are more
expensive and more difficult to build. Often technical help is necessary.
A water seal pan made from porcelain or cement can be used with a pit or
with a septic tank. The water seal toilet with a septic tank can be
built for use inside the house. A sanitarian or a local businessman may
be ready to help the family build this kind of privy.



If no privy is available, it is important to cover excreta with dirt.

This is often called the cat scratch method because cats cover their

feces with dirt. The dirt covering the feces prevents flies from settling
in the excreta and spreading it to food and utensils, but this method
does not prevent the transmission of hookworm.
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Protocol Number 11

DIAGNOSTIC PROTOCOL FOR PIT PRIVY*

Pit Privy

T

Privy being used. NO —>{ Ask why it is not being
: used, before continuing.

YES (20 points) DONE
\V <

36 feet(12 meters) from drinking water

source on flat ground OR 25 feet

(8 meters) AND downhill from drinking
water source on hilly ground.

J

l
YES (20 points)
v

The surface of the excreta is more
than 1% feet () meter) below the

floor slab of the privy.

I
YES (10 points)
v

Elevated slab support (brick wall) is

in good condition (no holes OR cracks
which allow flies or rodents to enter)

I
YES (10 points)
V4

Floor slab A\D pan clean.

I
YES (10 points)
V4
Space between walls AND roof of

shelter for ventilation.

I
YES (10 points)
v

Soap AND water used for washing hands
each time privy is used.

YES @Imints)
L

(0 points)
NO -
(0 points) ~
NO S
(0 points) |
m N
(0 points)
NO
(0 points)
NO -
(0 points) ~

* (See Reference Figure on next page)

(100 points
total)

o4
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Reference Figure CE 24 - Protocol 11,

Pit Privy: 1) Distance from water source;
2) Depth of excreta; 3) Elevated slab
support, no holes or cracks; 4) Floor
slab and pan clean; 5) Ventilation;

6) Soap and water for washing hands



Protocol Number 12

MANAGEMENT PROTOCOL FOR PIT PRIVY

Absence of privy OR ;—-YEQ-%> 1.

of use of
constructed privy.

NO

/
DONE

Privy is located too
close OR uphill from
drinking water source

Carry out health education campaign for
treatment of night soil using "'carriage"
system.

. Carry out health education campaign

concerning use of pit privies.

. Commitment by community members for

financial and labour assistance.

. Find out why constructed privies are

not being used.

—YES >

See Management Protocol No. 8 for wells.

NO
v

DONE

v

Improperly construct-L-YEs-€>ri.

ed OR maintained

Determine if {amilies are interested in
improving and maintaining privy.

2. If "yes'", arrange time with families
to assist.

3. If "no'", initiate Community Health
| Education campaign § repeat above when
\O families are ready for improvements.

d
DONE

Y

water being used
for washing hands
each time privy is
used.

NO
:

Absence of soap AND (—vyEs .
ce] 2.

Personal hygiene health education
campaign, especially for parents of
young children.

Same campaign at schools.

o

\

Monitor privy and hygiene practices.




REVIEW QUESTIONS

The safe pit privy has the following characteristics: (Check all of
those which applyy

a. A tile roof.
_____b. A clean squatting platform.
C. A brick upper structure.
d. Hand washing facilities nearby
e. Is used regularly.
f. Is 15 feet from a well.

g. Is closed and sealed when full.

Describe how you would build your family pit privy.
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Nutritional Needs for a Child from } to 6 months to

2 years.

Continue breast feeding:

When a child reaches 4 to 6 months of life, he has
grown to the stage that he needs more food than what
is available in breast milk. The child needs
additional foods. The young child should continue
breast feeding until he is 2 years old.

Add suppleimentar - foods:

This process of adding other foods must be gradually
accomplished. The foouds added should be chosen from
each food group and should be clean and soft. If the
child is not given mixed foods, malnutrition will result.

The young child grows fast and becomes more active.

A porridge made of lotally available foods that comes
from a protein source food with two grains makes a high
=nergy, high protective and high growth food tn supple-
ment breast milk. One such formula adaptable to
several areas is super porridge.

Super Porridge
Super porridge is a soft cereal made from different
grains and beans. This is good for the young
child because it supplies both food for energy and
food for body building.

This is how super porridge is made:

a. Measure out: 2 parts lentils, peas (or other pulse)
1l part wheat (or other whole cereal
grain)
1l part maize (or a second whole cereal
grain)

b. Clean well the pulse
and cereal grains
separately.

C. Soak beans overnight.
d. Cook the beans.

€. Add one part wheat, one
irart maize to water and
cook .

f. Add cooked beans to
porridge.

g. Cooked vegetables or Figure CN 3 - The three in-

fruit can be mashed gredients of Super Porridge -
and mixed into this wheat, corn, and beans.
porridge.
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Nutrition Education

Nutrition education may be shared with individuals or
groups, in buses, clinics, community meetings or houses.
Home visits are a good time and place for nutrition
lessons. You will be able to determine what foods and
cooking utensils are available for preparing food, and
'1se those actual items while teaching.

You and the VHW will be the primary persons responsible
for teaching the community about good nutrition and food
habits.

The important thing to remember is to teach only what the
persons needs to know. A woman would not need to know
the lesson on feeding a newborn child if all her children
are g-own. Consider what the person needs to know and

share that. Do not try to teach too much at one time.
Teach one main idea at a time. Repeat often to emphasize
and clarify what you have said. Do not go on to another

idea until you are certain that the one you are teaching
is understood.

This module has a series of flash cards and flip charts
with some standard nutrition messages.

Wwhat are the impecrtant ideas in each Lesson?

Lesson I is about good nutrition for your family. It

may be helpful for any adult, particularly those with
children over three years old. You may wish to routinely
teach this lesson in the clinic waiting area. As your
goal would be to have every adult in the community under-
standing and practicing good nutrition, this lesson on
good nutrition is a valuable one to present to community
groups. Lesson I contains the following ideas:

l. Every person needs good food.
2. Food is used by the body for growth.

3, Food is used to provide for the energy needed
for work or play.

4. Food provides resistance to illness.

5. Not enough good food can make pecple sick and
can be fatal.

6. Good food for the young child until he is 2
years old is breast milk.



REVIEW QUESTIONS

1. A record of how much food a person eats, what
variety of foods, and how often he eats them is

called a .

Using the following table, answer questions 2-4:

3 o
T - e g
& |3 [5.18 [g»
3¢ [§8) 0 [F8
: Qg w;f, 8? Wy
] ] o g )
[/} vg' O N * Q,
& 0 & o 20
Infant
Birth: 4-6 months Yes
Young Child Yes 1 1 1 3
4-6 mn.- 2 years
Older Child
2 yrs.& older 1 1 1 3
Adult 1 1 2 2
Pregnant and
Lactating Women 2 2 2 3

2. Determine how many different fruits or vegetables
(protective foods) the pregnant woman needs at

each meal.
Determine how many meals a young child needs each

day.
4. Determine how many different energy foods an
average adult needs at each meal. .
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REVIEW QUESTIONS:

1.

2.

3.

4.

S.

6. .

Place a tick ( ) in front of the groups of pecople who are high
risk of getting nmalaria.

Infants V/ Travellers
v Children v/ Pregnant women
Adults - Elderly people

Describe briefly the life cycle of a malaria paracite on humans.

Egmglg healthv mosquito bites infected ran, and healihv mezguito

hecones in"~rctrd.e Infrrcted mMacraito eon rnwr eovrn-d Inlnatinn {n

other neao~le hy Hitine them,

List briefly the three (3) factors affec*ing the spread.by
carriers.

1) Temperature
2) Drecdinm arcas,
3) lcsauito's life span

Discuss briefly the difference between endemic and epideric
discase.

Endemic - Localized in one aree.

Epidemic - Videsaread throu~hout the cenimunity.

List the three (3) major clinical signs of malaria,

1) Anaen1a o
2) ZLlevatcd temperature in spikes of 102”7 - 164°F
3) Splenomegaly to mild jaundices

Briefly explain why the malarial patient develops anaeria and
Jauncice,

1) DBetause the RIC's are repeatedly ruptured in each paroxysm =
anemia develops.

2) When RUC's rupture in the blood stream, they rclease a yellowish
greenish pignent of destroyed hemoglobin, which makes the skin
yellow if prouduced in excess.


http:spread.by

synptoms

LVl IN AN

ADULT

girns

running eves and nose
mild nusele pain

B
&
L

red inflamed mm of the
throat.

UsRo T,

-
NP

cliest vain with a rnsty
ro]ourod snhutun,

— Y535 —

'Rc R.
eNey creps a-d/or
broncihial breathing.

PUTUN

A

i
O
N

¢hills, bLackache, and/or
dysuria, freouencey with
nocturia

-

Ly

renal angle tendernces

PYLLL

\ —V',| ~]-n]r;

T
NO
l

pru onged internmittent rigors
and fever in a recent malaria
aree

Jaundicea, anaemia,
splenouesnly

MALRTY

NO

roloinzed fever over two weeks
[¥)

ill looking paticnt
s0ft cnlarged spleen

TiPO1D

I
NO
1

Ahdoninal pnig/
Eacliacle

gce PROTCCHL

UL L

Rest Bvol

(2

U'

.

13 D QC‘»&.‘mvﬁt

2N



svhptons

BEADACUHE

sirne

evidence of injury
bruice, swelling or
hacnatona

PCST-TRALA

“ ;':A'l D“-l:f. W

I‘OI\QDQ

MIGRAINE

neck stiffness +e

MENINGITIS

—— Y ‘f‘._

history of trauma

NP
severe unilateral headache,
naugea, vomiting or blurrcd yos
vision - -

V%

)

|
fever, stiff neck or YES
nhotrpholiia, or convulsions.

g

NO

l
fever,y pain in the face or - 145 —
forehead

tendernoss over the sinus
involved, unilateral .
purilent nasal discliaige

SINUSTTIS

{
NO
!

light-headedness or swinging
in the lhead

diastolic B.l'e over 120

|
NO
1

proktlems at homa or at work.
insomnia, loss of appetite.

-
]

anxious look on face

HYPERTELSTON

VANNILIY 374003

T

No
|

fever due to any cause.

sne PUCTOCOL

UNINOWN

Gl

\b



Generalisnd:

symptons

WEANESS

sirns

p:lpitation ond ensy fatirue

— YES — pale nucous menbranes
i

L

TUBERCLLOSTS

ankle swvelling

i
KO
]
weizht loss & anaenia
chronic courkh 1 — Yzs — ¢ S
'1e coush > /12 ereps in lungs
hacnopiysis -
R
[0
1
S.0eBey D.0.%., orthopnoca | yps JoVale N, Creps ++

ocdena ++

C.C.l"s

T
KO
|

lack of enerny
putiins on weight J
change in vecice, hair falling ou

L

pufiy face, Coarse voice,

— V'S -
VES brittle hair

AT Ar s iy e
A“ N ’.'J-).‘.i!'-i

T
HOo
d

worries at hone/work

insomnia, pnor apnetite

anxious/sad expression

ANX1ETY/

— YLS — . . . . DIV 3STON
decp sighing respiration
Localis~d: NO
1
{
]
o)d nrerson —-YES-J wealness on onc side only N
sudden onset CeVeda
|
?P
I
SPT N s . (33
llistory of trauma to back — YiiS — sudden numbness in the f&ITKL CeLD
. A INJuRY
linb below the injury
l
NO
}
Wecakness in an wiinmunized child Yiis — flnccxd.asymnotrxcnl POLIO
paralysis
UNLNOUN

N
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3.4.1

SYSTEM FOR TEACHING ESSENTIALS TO
iM1D-LEVEL HEALTH WORKERS

MobuLE TEXT

TRAINING THE CHW
(LITERATE AND NON-LITERATE)

NUTRITION

REVISED PREPRODUCTION SAMPLE VERSION May 1981
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MEDEX INSTRUCTIONAL G"JECTIVES

The Medex will use role play -~monstrations, discussions and village
visits to teach CHWs the following:

1. Measurement of children under five years in their homes with arm
band.

2. Identification of children with r.derate or severe malautrition.

3. Care of children with moderate malnutrition.

4. Care of children with severe malnutritio:.

5. Teaching parents the basic nutrition messages.

6. Identification of practices which cause malnutrition.

7. Promotion of good nutrition practices.



INTRODUCTION

Most malnutrition in children is the result of not eating enough food
or not eating enough of the right kinds of food. This often causes more
illnesses and deaths in children less than fire years of age.

Community health workers can identify malnourished children in their
villages and homes. They can give advice about right feeding practices.

In this module, we will learn how to teach the identification and care
of malnourished children and how to teach the basic nutrition messages.
We will continue to use the rule that we teach as we have been taught.
You wili be taught the CHY nutrition module with the methods you should
use when you are teaching CHWs in your health post.

Before going on in this module, review your MEDEX module texts on nutrition
and malnutrition in children (Diseases of Infants and Children and Community
Health I § II).

Gathering Information from the Village

Whenever we work with CHWs in a village, we should become aware of local
traditions that are practiced by villagers to care for their health.
Discussing these with the CHWs will help them to become more aware of
the practices used in their village. The CHWs can use this information
when they are working in their villages.

Discussions with the CHWs will help you, as a Medex, learn about local
care practices. If the local treatment is helpful, you can help the

CHWs find ways to support the local treatment. If the local treatment

is harmful, then you must find ways to substitute for the harmful practice
with a better one. ‘

Talking about local prartices with CHWs is a good way to learn about
this. 'Leading questions™ hcl, in getting this information. Some of
the questions you need answers to include:

Do villagers recognize malnutrition in childrea?

What is the local name for severe malnutrition in a child?
What is the local name for mild malnutrition in a child?

What do villagers think causes malnutrition in a child?

What is the traditional treatment for malnutrition in a child?

(SRR RPN SN ]

After learning about local ideas about malnutrition from the CHWs, you
can begin to think of several ways to use the basic nutrition messages.
You also may begin to think about some problems that may face CHW's
when they begin to care for malnourished children.

Teaching Methods

When you use role play or demonstrations, always use real materials and
props from village homes. Firewood, cooking pots, etc., should always

be present in the village if they are used in teaching. Do not use things
that are only found in a health post, hospital or in large city.

\Vkp



When you use a picture or photograph, explain it by pointing out the
figure and the message. One should not expect everyone to see the same
figure you do. The message of the picture must be taught. This is true

for most people and always true for pecple who are not able to read or
write.



ACTIVITY 1
NUTRITION

Special Instructions
For Teaching

Text for Teaching CHW

*SHOW FOLDERS: (Select only
the marasmus folder if
kwashiorkor is not a
problem.)

Maras-

mild
mus

normal

Point out skin folds, boney
ribs, prominent stomach, ar.
no fat in marasmus picture.

Kwash-

mild )
‘4 iorkor

normal

Point out puffiness of the

face, and swollen limbs in the

kwashiorkor picture.

*DISCUSSION

The identification of mal-
nourished children is more
difficult if it is common in
the village because people
learn to accept it es being
normal. This discussion may
take some time to ge* the
right answers. Be encourag-
ing and helpful but keep
asking these questions.
Continue to use the word
malnutrition, until you are
certain that the local word

"Today, we are going to talk about a problem often seen
in children under five years of age. This problem is
called malnutrition. It is caused by the child not
getting enough of the right food at the right time
while he is growing. A child who has not received
enough of the right foods is underfed. He looks
thinner and is weaker than a child who has had enough
food."

*

"A child who has not had enough growth-producing foods
like milk, beans, eggs, fish or meat will get puffly
looking."

*'Have you see children who are underfed in your
village? In your home?"

"At what age do children, usually become malnourished?"

"Is there a special name for children who are
malnourished in your village?"

'"What do villagers think causes this?"

'"What local treatments are used for children who are
underfed and malnourished?"

B
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Special Instructions
For Teaching

Text for Teaching CHW

given, really malnutrition.
This can be checked by seeing
many children with malnutri-
tion and asking on what the
parents call the illness.

*SHOW FOLDERS AGAIN.

*Show the arm band. Give one
arm band to each CHW.

Show the black line. Have
each CHW show the line to you
on their arm band.

*DEMONSTRATE
Have two to four under 5-yean
old children for measuring
practice. Put the arm band
around the upper arm of the
child.

Show the line touching the
green area.

Show the line touching the
yellow area.

Show the line touching the red
area.

*'Infants and children grow quickly and need plenty of
the right food at the right time to grow strong and
healthy. Normal well-fed children are plump, alert
and active."

'"You can tell whether a child is malnourished or not
by looking at him closely and deciding whether he looks
like the children in the picture.

"You also will be able to measure his arm with a special
arm band."

'""Today, we will learn how to use the arm band to
measure children."

"The arm band will help ycu decide which children are
malnourished which are normal."”

*"The arm band is divided into three color bands. One

is red; one is yellow; and one is green."

""There is also one black line made through the arm
band."

*'To see if a child is well fed or underfed, we measure
his upper arm. Have the child hold his arm at his
side. Put the arm band around the middle of the

upper arm. Check to see where the black line meets

the colored area."

"If the line touches the green band, the child can
be considered normal."

"If the line touches the yeilow area, the child has
moderate malnutrition."

"If the line touches the red area, the child has
severe malnutrition."

%\



Special Instructions
For Teaching

Text for teaching CHW

*Have each CHW measure the
arm of one of the children.
Do this one by one and check
each one. Ask each CHW to
tell you what color the line
touches and whether the
child is normal, moderately
or severely manourished.

*If CHWws are literate have
them write information in a
small copy book. (Show in
Medex copy book.)

Child's | fouse Koy
Name Location Band
Ram 25/100 | Yellow

Maya Next to | ped
Y pond
Lila Tea Shop | Green

*If all CHWs are non-literate,
omit the writing section.

"If the arm band touches the green color, the child
is probably well nourished, but if it touches the
yellow or red, he is malnourished."

*""Each one of you can practice using the arm band. If
the black line touches the green area, the child is
normal. If the line touches the yellow area, the
child is malnourished. If the line touches the

red area, the child is severely malnourished."

HOME ASSIGNMENT

"Take the arm band home with you and check all the
children in your home. Check at least three children.
If necessary, go to your neighbors to get extra
children tocheck."

*"Write the names of the children, house number or
location, and their color on the arm band in your
copy books."

*Remember the names of the children, where their home
is and what color the line touched. Be ready to share
this information next session.



ACTIVITY 2

NUTRITION
Special Instructions Text for Teaching CHW
For Teaching
*DISCUSSION *'What did you find out?"
Let each CHW describe their
findings. Ask for the '"Were any of the children well nourished?"

child's name and color on
the band. (Write the names | '"Wecre any of the children malnourished?"
and colors for non-literate
CHWs in a book or on the "Did you find out anything new about malnutrition?"
board. This will help the
CHW to understand the impor-
tance of the information
even though he/she will not
read what you have written.)
Check the recordings taken
by literate CHWs.

*DEMONSTRATION *''Let's review how to use the arm band.
Arr.nge for some children
for measuring practice.

Have each CHW measure a
child with the arm band
vhile you check their
technique. Ask them to tell
you what color the line

touches.
"The children who are in the green area are growing
well if they continue to eat enough of the right foods."
"The children who are in the red or yellow area are
malnourished and we will learn how to treat them."
*SHOW PHOTO/FOLDER *'A well-fed child looks healthy, happy, alert, and
Use the folder to show the active. He has some fat on his limbs and body and a
children with different roundness to his face. A malnourished child looks
kinds of nourishment. pale and listless. He is thin and you can usually

see his bones."

'"The arm band helps us decide if the child is underfed.
The red area tells us the child is seriously
malnourished and needs to see the Medex at the health
unit immediately. The yellow line tells us the child
is malnourished and needs more food. If the line
touches the gree mark, the chil! is normal but needs

to keep eating to grow properly."

"A child who has a red or yellow mark needs special
help. This help is best given by the child's parent
because it is caused by what the child eats in the
home."




Special Instructions
For Teaching

Text for Teaching CHW

*Show picture of mother
breast feeding.

*Show picture of supplementary
food.

*Show picture of cup and
spoon.

*Show picture of mother
feeding child who looks ill.

*Show picture of "mother"
eating.

For literate CHWs, pass out
cards and read basic messages .|
For non-literate CHWs, review
the five messages with the
pictures.

ROLE PLAY #1

Have two trainees act as a
mother and father of a very
malnourished child. The
12-month old child is using a
bottle and only gets one small
bowl of porridge each day.

The medex should play the
part of the CHW. He should
talk to the parents, measure
the child with an arm band,
and talk to the parents about
the five basic messages.
(Following the role play, all
CHWs take turn in the role

play.)

"There are five basic nutrition messages that you
must learn so that you can help children who are
malnourished."

*1. Breast milk for at least two years.

*2. Add super porridge, legumes, eggs and vegetables
at four to six months of age and feed three to
four times a day.

*3. Use cup and spoon. No bottle.

*4. Continue to feed child when he is ill.

*5. Give extra legumes, eggs, fish and meat and

vegetables to mothers who are breast feeding
and pregnant women.

"These messages should be memorized."

'"Bottlefeeding is very dangerous and kills babies
because dirty water, flies and, fingers spread germs
that grow in warm milk. These germs cavse diarrhea
in the child. A cup and spoon is much better because
they can be washed easily.



Ken Tull, World Neighbors



Special Instructions
For Teaching

Text for Teaching CHW

Stress the importance of
removing the bottle, substi-
tuting cup and spoon and
feeding a variety of foods
four times a day.

ROLE PLAY #2

Have two trainees take the
parts of the mother and
mother-in-law. They have an
8 month old child who measureg
gree with the arm band. The
mother asks the CHW what she
should be feeding her child.

(The teaching Medex takes the
role of the CHW first. Then
all CHW's take turns in the
role play.)

Emphasis breast milk and
cheap local foods three to
four times a day. Extra food
for the mother must be
remembered.

(THE REMAINDER OF THIS ACTIVIT

}P

"Breast milk is the best food for a baby for the first
six months of life. After six months, he needs other
foods to keep growing. Cereals, eggs, fruits and
vegetables should be given four times a day."

*'"We should always encourage the mother to breast feed
her child and to use local foods. A small child needs
to be fed many times during a day. His stomach is
small. He needs to eat more often than an adult.
Remember to ask the mother how much her child actually
eats at each feeding. The child should have three to
four feedings of food in addition to breast milk each
day.l'

""Some parents feel that a child should not be fed when
he is sick -- with fever, a cold or with diarrhea. But
a sick child needs more food. The food must be offered
several times a day. The parent must gently encourage
the child to eat. Because he feels sick, he is often
too tired to eat so special favorite foods can be
helpful. Food is necessary to be certain he will

get well."

IS NOT INCLUDED IN THESE SAMPLE MATERIALS.)



1 - adequate
0 - inadequate

EVALUATION OF CHW IN VILLAGE

(NUTRITION)

VISIT 1

VISIT 2

VISIT 3

VISIT 4

VISIT 5

VISIT 6

The CHW knows where
all the malnourished
children live in the
village.

How many malnourished
children has the CHW
referred or brought
to the health post.

ol

During visit to
village, discuss
nutrition and find
out if three village
families know the
importance of breast
feeding.

During visit to
village, find out
if threc lactating
Or pregnant women
know about eating
protein-rich foods
and vegetables.

The CHW uses the
arm band correct
to measure children.




REMINDER FOR CHW
NUTRITION

(v . . Visuals for Literate
Special Instructions and Non-Literate CHW

Measure the upper arm of each child
with an arm band.

If mark is in the red area:

1. Accompany to the health post
inmediately.

2. If fever or diarrhea is present,
sent to the hospital and notify
the medex at the health post.

If mark is in the yellow area:

1. Encourage parents to give extra
food to their child.

2. Visit home once a week and

measure with the arm band.

Ask parents how much food child

is actually eating.

4. 1If fever or diarrhea, accompany
to medex at the health post.

5. Teach the five basic nutrition
messages.

(o2}

If mark is in the green area (normal):

1. Encourage parents to continue to
give nutritious food to their
child.




TEACHING PLAN

Session 1

Topic: Teaching the CHW: Identification of malnourished Children

Objectives:

Upon completion of this session, the Medex will be able to
conduct training sessions using role play, teaching folders,
demonstirations and discussions to teach the CHW:
1. Identification of malnourished child through the use

of an arm band.
2, Care of malnourished children.
3. Parent teaching of basic nutrition messages.

Methods: Role play, demonstration, discussion.

Materials:

Teaching folder, arm band, visuals for nutrition messages,
nutrition message cards.

Time - 5 hr. 30 min.

Procedure:

Preparation: Arrange area to simulate village situation.

Learning Activities:

Arrange for tutors to monitor small groups.
(One tutor for every S students.)

Identify some mothers and children o assist
in the role plays.

1. Students read the introduction to the module text on 30 min.

nutrition for teaching CHWs and review nutrition
sections in STEM module. (Diseases of Infants and
Children and Community Health I § II.)

2. CHW Mutrition Activity 1 2 hrs.

a) You, as Medex, simulate teaching lesson with
other Medex trainees acting as CHWs. (If
Kwasl:iorkor is not present in your area,
eliminate Kwashiorkor.)

b) Divice into groups of 5 with one acting Medex
and others as CHWs to practice teaching. (Be
sure all Medex trainees have opportunity to
practice teaching.)

3. CHW Mutrition Activity 2

a) You, as Medex, sirulate teaching lesson with 3G min.

other Medex trainees acting as CHWs. Use two out
of the 3 role plays.

b) Divide into small grovys of 5 with one Medex 2 hrs.

teaching. (All Medex trainees should have
opportunity to practice teaching.)




Teaching Plan -- Session 1 (cont'd.)

Time

4. Group Discussion
a) Medex role in helping CHW if following occur: 15 min.
1) CHW has some difficulty using the arm band.
2} CHW forgets to send malnourished child to health
post.

(The key essential in teaching people in oral tradition
is to repeat the instructions if there are any errors.
Always remain positive.)

b) Special points to remember in teaching CHWs: 15 min.
1) Is the Medex using village language?
2) Is the Medex giving the CHW a chance to
practice?
3) Is the Medex offering suggestions for the CHW
to improve his '"simulated" practice?

P
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MATERIALS AND EQUIPMENT FOR CHW

Folder (photos)

Normal Mild Marasmis

Folder (Photos)

Normal Mild Kwashiokor

Arm Bands
Diary/copy/pencil for literate CHWs and one for Medex.

Basic message cards (For literate only).



=

Construction of the Arm Band (Shakixr Strip)*

1. Measure and cut a % - 1 an. strip of cleaned x-ray film.

2. Scratch a line across the strip (0 cm.)

3. From tihe scratched line (0 cm.) make a second scratched line a distance
of 12.5 cm. from the first one (0 cm.)

4, TFrom the first scratched line (0 cam.), make a third scratched line 13.5
cn. from the first one (0 cm.)

5. Color the distance from the first line (0 cm.) to the second line (12.5 cm.)

with a red felt tip pen.

6. Color the area between the second line (12.5 cm.) and the third line
(13.5 an.) with a yellow felt tip pen.

7. Color the area after the third line (13.5 cm.) with a green felt tip pen.

ARM BAND (SHAKIR STRIP)

12.5 1

3.5

D

|1

i

|
|
|

.o {i.

)

ow

L4

Ye

.Malnourished

Normal

*Adapted from TALC's "'Child to Child Program", Institute of Child

Health, London.
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SYSTEM FOR TEACHING ESSENTIALS TO
MID-LEVEL HEALTH WORKERS

MODULE TEXT

TRAINING THE CHW
(LITERATE AND NON-LITERATE)
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The medex will use role play, discussion and o village visit to help the

INSTRUCTIONAL OBJECTIVES

CHW learn the following:

1.
2.
3.

Construction of a sanitary latrine.

Maintenance and use of a sanitary latrine.
Identification of village water sources.

Collection of safest available water for drinking.
Storage of drinking water in the hame.

Identification and practice of personal hygiene habits.

Construction of covered gutters and area for disposal of village
waste water and garbage.

Identification of comunity leaders to promote village hygiene.

e
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ACTIVITY 1

DIARRHOEA

Spccial Instructions
For Teaching Text

Text for Teaching

*DISCUSSION

Once the local name for
diarrhoea is identified,
always use that name in
further discussions.

*Use ORAL REHYDRATION
flip-chart.

-Show page of child with
diarrhoea, then page of
child vomiting.

-Show page of three tins
and boiling water.

~-Show page of things to
make oral rehydration
solution.

-Show picture of pinches
and fistfuls of in-
gredients.

-Show picture of woman
pouring oral rehydration
solution in cup,

"Today, we are going to talk
about diarrhoea. When childrern
and adults have loose watery
stools, they are said to have
diarrhoea."

* "Do children in your village
have diarrhoea?"

"What is the name of diarrhoea
in your village?"

"When do children usually get
diarrhoea?"

"Do you see diarrhoea more
often at certain times of the
year?"

"What do you usually do for
it?2"

"piarrhoea is when a child passes
loose, watery stools. This means
that the child is losing water
(fluids) from his body. The child
can also lose water by vomiting.
Since the child is losing water
from his body, we must be sure that
the water is replaced. This is im-
portant in order to prevent the
child from getting sicker and dying.

"For the child or adult who is
having loose, watery stools,or is
vomiting, the best treatment we can
give is oral rehydration solution."

"This oral rehydration solu-
tion can be made in the village
home by boiling one litre of
water. You can neasure one litre of
water by using an empty beer, or coco
.o0la tin and filling the tin three times
with water. This gives you one litre."

"Gather together, sugar, salt, soda and @
clean pan for mixing. To the cooled
boiled water, add two pinches of salt,
one pinch of Koek-soda, and two fist-
fuls of sugar."

"Pour the oral reheration solution
in a clean cup and feed it to the chi.

1k



hctivity 1 - Diarrhoea (cont.)

Special Instructions
For Teaching Text

Text for Teaching

-Show page of woman feeding
child.

-Show page of woman going to the
clinic.

-Show picture of woman breast-
feeding.

*JEMONSTRATE

30il one litre of water. Add two
sinches of salt. Add one pinch of
Yoek-soda. Add two fistfuls of
sugar. Cool.

*20LE PLAY

First, you, as nurse clincician,
take the role of the VHW. Have oneg
other trainee act as the mother or
father, holding a child with
diarrhoea. The VHW will make oral
renydration solution and teach the
sarents how to make it. (Be sure
that the VHW in the role play
involves the "parents" in the
demonstration. Let the "parents"
actually add the pinches of salt,
s5oda, and fistfuls of sugar to the
Joiled water.)

* "Making the oral rehydration
solution is the first step.
Next,we must be certain that the
child with diarrhoea drinks the
oral rehydration solution. The
child is sick and may not want to
drink it, but it is our respons-
ibility to be sure that the child
drinks the special water."

"It is important that the
mother, father, or grandparents
feed this to the child. The sic
child may not want to take the
oral rehydration solution from us."

"The child should drink at
least 1 cup of oral rehydration
solution each time he passes a
diarrhoea stool. The oral rehy-
dration solution will put water
back into the child that was
lost in the watery stool."

"If the child does not want to drink
the oral rehydration solution, or con-
tinues to vomit and have diarrhoea, send
the child to the clinic.”

"Even if the child has diarrhoea, tell
the mother to continue to breast feed."

"Now I will demonstrate how to make
the oral rehydration solution."

"Now you know how to make the
oral rehydration solution water,
but as a VHW, you must also teach
the parents how to make it."

* "Let's simulate (role play)
that a mother or father has just
brought her child w' th diarrhoea
to your home. What should the
VHW teach the mother or father?"

"Let's review what we have
learned today. A child with
loose, watery stools has diarrhoea.
Children with diarrhoea lose water
from their body. We treat this by
replacing water in their body with
oral rehydration solution that we
can make ourselves. We make it
by boiling one litre of water and
adding two pinches of salt, one
pinch Koek-soda, two fistfuls of sugar'!

\ &



Activity 1 - Diarrhoea (cont.)

Special Instructions
For Tcaching Text

e —————

Text for Teachir-

*SHOW TEACHING POSTER

Boil one litre of water.
Add two pinches of salt.
Add one pinch Koek-soda.

Add two fistfuls of sugar.
Cool and.feed to the child.

HANDOUT

Give an oral rehydration
solution teaching poster

to each VHW., Ask each
VHW to put the poster on

some wall of their house.

Ask them to tell the
story of the poster to
the members of their
family.

—

* "Remember the importance of
feeding the child the oral rer.-
dration solution. The child
must drink at least one full
glass for every stool passed.
This is the essential part of
the treatment."

"Remember that it is our re-
sponsibility as VHWs to teach %-:
parents how to make the oral rery-
dration solution and to feed it
to their children. VHWs should
also always have one bottle
(capped) of fresh boiled water :-
your home so that you can make ::
into oral rehydration soluticn
and can give it immediately in
case someone comes to your housa
suffering from diarrhoea. Give
your oral rehydration solution
but also teach the mother or
father how to mak~c it at home.
This is done at the villager’s
home if the villagers are fron
your village. If not, make it
in your home."

"Keep one bottle of fresh
boiled water in your home so that
you can make oral rehydration
solution for treating a child
with diarrhoea. When a child is
brought to your home with diarrii:
add two pinches of salt and ore
pinch Koek-soda, and two fistfuls cf
sugar and feed it to the child."

HOME ASSIGNMENT:

"Tonight at home, make one
litre of oral rehydration
solution. Wash the bottle care-
fully before you put the oral r2-
hydration solution in it. Cap
it and bring the bottle to clcss
tomorrow."

Kk
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3.5.1

3.5.1

Introduction to Materials for Continuing Education

Continuing education is necessary in order to maintain, expand
and improve skills and knowledge ..t all levels. The most
effective, important and appropriate continuing education

takes place through supervision and other on-the-job interactions.
More formally structured and identified continuing education
activities (such as continuing education for mid-level health
workers via two-way radio sessions in Guyana), although
important, are secondary to training and motivation through

regular contacts.

Continuing education and supervision should be closely linked,

in fact integrated, if they are to be effective. In the five
countries with which HMDS has collaborated, mid-level health
workers have been nrepared to train and support the community
health workers who provide the most essential health services

at the commmnity and family level. Positive support, continuing
education and supervision for the mid-level health workers may

be provided by several types of supervisors, including physicians,
technical specialists and especially competent and experienced
mid-level health workers specifically trained to supervise

other MLHW's,

Continuing education and supervision, to be effective in
improving and maintaining appropriate and high quality primary

health care services, must support and motivate the health



worker and strengthen his relationships with both the health
system and the community. This view contradicts actual practices
in many countries, but once the benefits of supportive supervision
have been demonstrated, the required changes can be made and

are usually accepted. Support of health workers by supervisors
does not eliminate the need for assessments of work performance.
However, such assessments, which are also necessary for effective
continuing education, can come to be seen positively by both
workers and supervisors, as linked to potential rewards rather

than only to losses and punishment.

A matrix type of organization, where it is possible, can
facilitate appropriate technical support and continuing
education for all levels of the health system while still
maintaining relatively clear and functional lines of authority

and responsibility.

The sample materials presented here indicate how some operational
program responses to the points discussed above are facilitated
by prototype materials and guidelines. The samples represent
materials prepared specifically to facilitate analysis of
continuing education needs of Micronesia's mid-level health
workers ('Medex'') and community health workers (''Health
Assistants') and development, through workshops, of a continuing

education program and skilled personnel to meet those needs.
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CURRICULUM:
MID-LEVEL HEALTH WORKER
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1.7 The ability of the present health care delivery system to
meet assessed needs

To reiterate, the needs that appeared evident to the consultant
team were for:

a. the development of an effective supervisorv system for
Medex and Health Assistants,

b. continuing assessment of Medex and Health Assistants'
performance via the supervisory system,

c. subsequent determination of continuing education needs
for Medex and Health Assistants on the basis of perfor-
mance assessment,

d. definition of the continuing education curriculum and
understanding and application of appropriate instructional
methodologies linked to the supervisory process.

It is the opinion of the consultant group that the present health
care delivery system in Micronesia would be capable of meeting
these needs, with minimm additional outlay. There would, of
course, hive to be general concensus and commitment in order to
establish a receptive framework and there would have to be a
certain willingness to modify some current emphases in staffing
and responsibility.

Prerequisites for successfully meeting the assessed needs are
perceived as:

a. the assignment of nighly-motivated Medical Officers as
supervisors of Medex,

b. the appointment of selected Medex as field supervisors
of Medex deployed to the Outer Islands and provision for
travel of supervising Medex on Field Trip Ships for the
purpsse of assessing performance,

c. the assignment of responsibility to Medex deployed in
the outer islands for supervision of Health Assistants.

These three requirements could be met with no additional cost,
using existing manpower and would necessitate merely a modifica-
tion of present assignments.

The only additional facilitating factor considered as of prime
importance would be the improvement of radio commmications
between the Outer Islands and the District Center, wherever
feasible.



1.8 Outcome needs

The needs listed in 1.7 above should be considered as outcome
needs for the proposed continuing education effort.

Although at first sight, it might not aopear obvious that these
outcome needs constitute, in themselves, an important area for
continuing education to address, it is strongly felt that only

by addressing these identified needs can one hope to lay the basis
for a meaningful program providing lasting benefits by improving
the health care delivery system and the quality of care provided.

In other words, training in supervision and assessment, as in
curriculum planning and implementation, is in itself, a continuing
education activity and not merely a prelude to such activity.

The consultant group has agreed that the best service that HMDS
can provide at the present time is to provide continuing education
in the areas mentioned, rather than to offer short-term instruction
in isolated clinical topics. At this point, it is considered more
important to improve the system than to increase individual or
collective clinical skills. Once a firm basis of supervision has
been established and assessment and instructional skills have been
imparted, those who have participated in the initial continuing
education endeavor will be in a position to adapt and use proto-
type materials that are available at HMDS and elsewhere to meet
the specific educational needs of individual Medex and Health
Assistants.

It seems to the consultants that they would indeed be doing a
disservice to the Medex and Health Assistants of Micronesia if
their initial efforts were not directed to education in super-
visory skills and instructional methodologies.
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TRAINING MANUAL FOR FIRST CONTINUING EDUCATION SEMINAR, MICRONESIA

INTRODUCTION

This training manual has been designed to assist you during the first
of two seminars devoted to preparation for continuing education of
Medex and Health Assistants in Micronesia.

Before starting on any preparatory activities, it is important that we
all understand what js meant by the term 'continuing education". It
means different things to different people! Some people think of

it as a series of workshops where health workers are ''retrained".
Others think of it as self-instructional materials; others as clinical
preceptorship. So we need to agree as to what we mean by continuing
education, so 2s to avoid confusion and to allow us to plan for it
properly.

When we talk about ccntinuing education during this seminar, we shal

be meaning all those educational activities that take place after

the Medex or Health Assistant has finished training. This would

include workshops, preceptorships and self-instruction, of course.
However, we shall be giving a special meaning to the term. Continuing
education will mean for us especially those activities that are on-going
and are directly related to the needs of individual Medex and Health
Assistants.

It is important that we realize taat continuing education -- or CE

-- does not consist only of workshops or nreceptorshins or rotations
through hospital. Although these are included in CE, they are only

a small part of it. Real continuing education takes place when problems
are identified in the work of each individual Medex or Health Assis-
tant and special assistance is given in solving such problems. Just

as problems in work arise all the time, so must educational assistance
be given all the time. This is what is meant by the on-going nature

of continuing education. It is an activity that goes on and on.

This is the big difference between "training" or '"retraining" as we
know it and CE. By training someone, we try to give them the knowledge
and skills necessary to do a certain job. What often happens when

they start to do the job is that they discover that they have forgotten
much of the knowledge and many of the skills that they learned, or
perhaps problems arise in their work for which no training was given.
Sometimes, too, people start to take ''short-cuts' in their work, so
that they no longer work exactly as they were trained to do. This

is where continuing education comes in.

The aims of continuing education are:

a) to prevent skills and knowledge from being forgotten,

b) teach any new skills or knowledge that are necessary on the
job

c) correct wrong knowledge or defective skills

31



How can we learn whether a lMedex or Health Assictant remembers the
skills and knowledge he or she had irmediately after training? How
can we tell if he or she needs to leamn new skills? How can we know
what skills they are performing badly or what wrong ideas they have
about parts of their work? The answer to all three of these questions
is, of course, SUPEPVISION. Only through effective supervision can
we hope to know what the real educational needs of health workers

are. So quite a large part of this seminar will be devoted to the
problems of supervision and how an effective system of supervision
can be set up in the different Districts of Micronesia.

However, before we can even start to look at supervision, there is

a need to agree on certain standards. Each Medex and Health Assistant
must knov clearly exactly what his or her jnb is supposed to be and,
secondly, how he or she is supposed to perform it. This means that
we have to look carefully at the jobs and analyze what needs to be
done. Then we have to agree on guidelines that will tell the Medex
and Health Assistants how they are supposed to do it, we will have a
baseline for evaluating them and findirgz out what their real educa-
tional needs are. Without this baseline and without the evaluation or
assessment we can only make guesses -- and to set up a continuing
education program on guesswork would mean that orobably we would not
teach Medex and Health Assistants what they really need to know.

Once we do know, we can then proceed with setting up a plan for
continuing educatjon and provide a means for conveying to health
workers the information they need and provide for them the practical
experiences that will help them to maintain and improve their skills.

During this workshop, then, you will be learning about:

a) the meaning of continuing education

b) analyzing the tasks that Medex and Health Assistants perform
c) developing guidelines for management of common problems

d) setting up a supervisory system

e) assessing perfcrmance

f) planning a CE program, using different methods

It is hoped that these activities will be of assistance to you in
setting up the kind of program in your District that will ensure
that Medex and Health Assistants give quality health care to the
populations they serve.
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4.1

INTRODUCTION TO CONCEPTS AND PRACTICES IN ADAPTING TRAINING
MATERIALS AND TO CURRICULUM ADAPTATION WORKSHOPS

This introduction covers the advantages of adapting and using prototype

materials, the need to adapt them, the adaptation process developed
and tested in the five countries with which HMDS has collaborated,
and the prototype materials which facilitate the adaptation process.
It also discusses the workshops which provide focal points for

adaptation activities.

The clear advantages which result from adapting and using prototype

materials for primary health care development include:

1. Reduce the lead time required to establish, expand and strengthen

effective national PHC programs

2. Assure that all major areas (e.g., job design and task analysis,
training, system planning, management support) are considered,

and that appropriate technologies are considered in each

3. Facilitate effective and systematic use of past experience in

primary health care

4. Maximize effectiveness of technical cooperation for primary health

care
5. Facilitate effective use of technical cooperation among developing
countries

l”l
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6. Enhance commitment to and identification with primary health care

among participants in the adaptation piocess

It is equally clear that materials and approaches must be carefully
adapted if the advantages listed are not to be outweighed by the dangers
and failures which result when inappropriate materials and methods are
used. The systems approach to primary health care development
advocated by HMDS, and the prototyue materials developed within that
approach, facilitate their own adaptation to help each country meet

its own specific needs.

The adaptation process is one of the unique features of the MEDEX
approach to primary health care. In the area of PHC training, prototype
materials and training approaches are adapted by each country to

insure that the graduates of the training programs are able to respond
appropriately and competently to that country's specific problems and
within the framework of its PHC program. This has been done with
assistance from HMDS core staff and long term advisors during the

development and refinement of the approaches and prototype materials.

The process of developing a competency-based training curriculum starts
with an assessment of the commmicies'health needs. Using this
assessment and information and decisions regarding health workers'
availability and roles, the job of the health worker is derived and
analyzed. This analysis results in the definition of skills and know-
ledge to be acquired during training. This cycle of activity, whach
includes community needs assessment as a determining factor in the

specification of the training curriculum, assures the preparation



of health workers who are trained to serve the primary health care

needs of the commmity.

The focal point of curriculum planning and of materials adaptation for

the training programs is the "curriculum adaptation workshop'. This

is a two to six week session in which health workers and officials

from various levels of the health care system first work to finalize

draft job descriptions and task lists for the Mid-Level Health Workers

and Community Health Workers. They then develop a training program for
category of worker and revise training materials to assure that the trainees
will become competent to perform all of the tasks listed for their jobs under

the conditions which will actually prevail in the field.

The workshop format produces a period of concentrated activity to plan
and advance the ongoing activities of adaptation and implementation.
Groups of knowledgeabie persons familiar with the needs and health
problems, attitudes and practices of the rural people assemble for

the workshops. The thirty to fifty participants are selected to include
health workers with significant rural experience (such as sanitarians
and public health nurses), central and district level administrators
with rural experience and responsibilities, tutors, and doctors with
known technical credibility and peripheral experience. Within this

mix of participants resides the knowledge base for an informal needs
asssessment which is directly applied to the adaptation of materials.
The appropriateness of the content and adapted materials derived from
the process depends on the correct mix of participants. Consideration of
each candidate for workshop participation is based on his/her knowledge,
experience and position, to assess the person's potential contributions

to adaptation and probable future involvement in the country's primary



health care program. In addition to ensuring content appropriate to the

needs of the country, the participation of these groups of people reinforces

a receptive framework for the changes they will propose, promote, and ultimately
implement. The works..op also provides a continuing education opportunity

for the transfer of some of the skills and knowledge required for

implementing an effective prim ry health care program. During the

curriculum adaptation workshop, the roles of the CHW and MLHW are

also explored further, as are the entry level of trainees, selection

of trainees, certification procedures, supervisory structure, and

logistic support considerations.

At the completion of the curriculum adaptation workshops, the roles

of both mid-level health workers and community health workers have been
defined to the extent of analyzing job descriptions into tasks and the tasks,
in turn, into the skills and knowledge required. This forms the basis for
the detailed adaptation of the individual modules. Plans for the completion
of the student text adaptation have been made and implementation of that
process has begun. The adaptation of the student texts continues in small

working groups for a number of months after the workshop.

Prototype plans and other prototype materials for conducting the
curriculum adaptation workshop have been assembled into a curriculum
adaptation workshop manual, representative sections of which are

presented in this Section

Other workshops are closely related to the process of adapting
ti~ining materials and approaches. The workshops are arranged to feed

into one another, leading participants stepwise to preparation of an



infrastructure support system sufficient for the needs of graduate health
workers and to prepare competency-based training materials for the training

of new primary care workers. Foilowing anaiyses of organization and support
systems, planning and management workshops produce specific action plans to
improve systems. Some participants from these workshops also participate in
the curriculum adpatation workshop. The tutor trai-.ing workshop is held after
completion of the adaptation of student texts and before commencement of
mid-level health worker training, to prepare tutors to use competency-based
training methodology. The instructors' materials and other tutor-related
materials are adapted during this workshop. Prior to the community health
worker section of the mid-level health worker training, a preceptor deployment
workshop prepar:s tutors to train mid-level health workers to train commmity
health workers, as well as preparing the tutor for managing the community phase
of training. District level planning and management workshops feed operations
information into this workshop. After graduation of the first class, a continuing
education workshop is held to help tutors, supervisors and graduate mid-level

health workers to plan a continuing education program linked to ongoing supervision.

One recommended sequence of workshops is as follows:

National
Level Curriculum .- Continuing
X . Tutor Training Pre-deployment :
Pégnnlng and — A@agtatlon — Workshop(s) _ Workshop (s) — Qdugétlon
nagement Workshop(s) Workshop(s)
Workshop(s)

Area Level
> Managemert
Workshop(s)

Prototype workshop manuals are used to guide core staff, LTAs and national
counterparts in organizing workshops. These manuals provide materials which

assist in the process. The prototype Curriculum Adaptaticn Workshop Manual,



for example, includes: prototype drug and supply lists; description of the
health services delivery system implicit in the prototype system of materials

for training mid-level health workers and community health workers; descriptive
information on competency-based training and non-formal education approaches;
task analysis tables for each module; and other workshop aids. Prior to the
workshop, the manuals are adapted for use in the country. They are used flexibly,
choosing from the variety of materials available which are most

appropriate for the country and for the workshop participants.

The materials develiopad by HMDS facilitate adaptation of approac.ies and
of the materials themselves. Prototype training materials, for
example, can facilitate adaptation by their:

Inclusiveness in relation to common health problems facing PHC
workers;

Quality, both in terms of content and pedagogically;
Control of levels of tasks and of task complexity;

Approrriate (but flexible) sequencing of content and of learning

activities (both within and acress modules); and

Controlled language and reading levels (including considerations
of the problems of training and supporting illiterate community
health workers).

Other materials also aid adaptation by facilitating and provoking or
clarifying decisions regarding various aspects of the primary health

care system. Such materiais include the task tables, other materials in
the modules and instructor's manuals, and with that specific intent,

the materials for svstems analysis and developinent discussec. and presented

in Section 5, "Systems Development Materials.'"
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CQURRICULUM ADAPTATION VWORKSHOP
OBJECTIVES

1. Adapt all task analysis tables for both Medex, including training
for CHis.

2. Familiarize participants with adaptation process and develop
specific guidelines for adaptation. Recommendations for
decisions about the content of the training curriculum will develop
through further analysis of the following issues:

Entry level of students.

1
2 Disease Spectrum

3. Identification of the roles of other health workers
4

Conditions of employment for Medex. hours, pay
grade, administrative load, field work, per diem, travel
allowance, housing, etc.

5. Plans for supervision and referral system: distance and time
for referral.

6. Equipment, supplies and facility required to perform scope of
woTrk.
7. Drug availability and distribution system to health centers.
8.  Health center location, population served, physical description
of cormunity, i.e., transportation.
3.  Familiarize participants with module components and begin adaptation.
4. Familiarize participants with HMDS training system.

a. Role of Medex vis a vis the commmity health worker.

b. Integration of health system management concepts into the
Medex scope of work, i.e., dispensary management,
training, and supervisory responsibilities, administrative
policies and procedures of the health system.

c. Implementation of the HMDS training approach.

€ Health Manpower Development Stafs
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I11. EVOLUTION OF PRACTICAL LEARNING EXPERIENCES

Example Training Sequence

+ * Primzry Health Care Module

* + Workinz with Corrnmities

+ *Cormrumity Health Survey

‘home Visiting (integrated throughout
training)

Core Swill Modules

Corrion Skin Problems Module

GI Problems Module

Infecticus Diseases Module

*Clinical Activities

Commeiity Environmentcl Health Module

*Corrumity Environmental Health
Activities

TENT Protlems Module

GU Problems Module

Reszircrory 4 Heart Problems Module

Comrom Medical Conditions Module

4Clinical Activities

Patient Care Skills Module

Trawrc & Emergency Module

4Clinical Activities

Probiema of women Module

Prenztal & Postnatal Care Module

Labor 4 Delivery Module

Foily Plowming Module

Ciinceal Activities

Cormmanity Farily Plaowming Module

*orrmemity Family Plaoming Activities

Child Care Module

Digezses of Infmis and Children Module

*Clinical Activities

Comrumity Nutrition Module

Alomrmmity Nutrition Activities

*Clinical & MJE Rotation

wWerving With Surport Sustems Module

wWorwing with Hezlth Tezxm Module

*Zurzl Health Center Rctatiom

Training Medex to Train Ciwe Module

+

+
+

(B BRI BN 2R 2
t ottt

Module Phase

(integrated classroom instruction,
clinical, comrunity health and
management experiences)

L EE AL N N I B N I I B I BN N B BE 2R B BN BN )
[ 2NE 2 S N N B AR 22X RE R B IE I I B NN B B AR 2 B 2R AN )

+

End 9th Month

While Posted at Rural Health
Community Phase Center {(or Job Site):

(CHw activities, PHC services, |+ + Selection, Training & Support of CHwWa
working with support systems and |« « Provision of PYC Services
Health Team at Rural Health Center)|+ « Working With Suppcrt Syaters 4 the
Bealth Tecm
« Supervisory Medex Management Module

¢

End 12th Month

Post-Graduation Activities

+ « Continuing Educztion etarts 6 months

poet-gradugzion

*Ciinical and Commmity Health activities
integrated throuchout module phase of
training.
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ACTIVITY 33
SKILLS AND KNOWLEDGE IDENTIFICATION

Skills

Once the tasks and the duties (program objectives) have been agreed
upon, You are now ready to begin thinking about the skills that the Medex
or CHW needs in order to perform the duties and thus accomplish the
tasks.

Skills are sometimes hard to define. They include:
a. use of the hands (psychomotor skills)
b. explaining or persuading (communication skills)
c. making decisions (thinking skills)
Consider each duty in turn and ask yourself these questions:

"In order to perform this duty, does the Mx or CHW need to use his
hands for anything?"

"In order to perform this duty, does the Mx or CHW need to explain
something to somebody, or persuade somebody of something?''

'"In order to perform this duty, does the Mx or CHW need to make any
kind of decisions?"

Activity

For each duty that is listed, try to identify the skills and knowledge
that would be involved. Remember that skills are of three kinds --

those that are performed with the hands, those that involve commnication
and those that involve decision making. Only that knowledge required

for the Mx or CHW to perform the skill components of the duty are to be
included. *

On the blank Task Analysis Table provided, write in the task. Then
write in your first duty. Next to this duty complete the skills and
knowledge requirements to perform this duty. Repeat this for all of the
duties you previously listed.

Knowledge

Specification of the knowledge component for the training person is
fairly .imple once you have clearly identified the adequate skills. As

@ Eealth Vanpower Development Staff
war 1981
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you list each skill, you are to consider what knowledge is needed by the
Mx or CHW in order to accomplish the duty expected of her.

The question you will constantly keep in mind while making your list of
things that a Mx or CHW needs to know is:

'"T'hat exactly does she need to know in order to perform the skills
associated with each duty?"

Here we are NOT DEALING with what it would be NICE for her to K\NOW! We
ARE DEALING with vhat she MUST KNOW. Your list of knowledge should
include only informat.on whkich is essential in assisting the Mx or CHW,
to perform the skills.

Developaent Staff
1941 o
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DISEASE LIST FOR |
STEM CLINICAL MODULES

Common Skin Problems

Anal fissures Filariasis
Boils Hemorrhoids
Cellulitis Herpes simplex
Dermatitis Impetigo

Drug reactions Lice

Eczema Onchoceriasis

Dental, Eye, Ear, Nose, Throat Problems

Anterior nasal hemorrhage Dental decay

Blindness Foreign bodies
Canker sore Gingivitis
Conjunctivitis Nasal hemorrhage
Corneal laceration Otitis media
Dental abscess Stye

Respiratory System and Heart Problems

42

Pinworms
Ringworms
Scabies
Tropical ulcer
Warts

Tonsillitis

Trachoma

Ulcerative gingivitis
URI

Acute bronchitis Emphysema

Bronchial asthma Pleural fluid

Chest pain Pneumonia

Congestive heart failure (CHF) Rheumatic heart disease
Chronic bronchitis Tuberculosis

Gastro-intestinal Problems

Acute abdamen Gastroenteritis
Amebiasis Giardiasis
Appendicitis Hepatitis

Cirrhosis Hyperacidity § peptic
Enteric fever (Typhoid) ulcer disease

Genito-urinary Problems

Gonerrhea ' Prostatism
Nephritis Scrotal swelling
Nephrotic syndrame Syphilis

Penile swellings

Infectious Diseases

Diphtheria Meningitis
Leprosy Rabies
Malaria

MAY 1981

Intestinal obstruction
Parasites (round worms,
thread worms, hook
worms, tapeworms)

Urinary tract infection

(UTD)

Urinary tract stones

Tetanus

Typhus



DISEASE LIST FOR STEM 43
CLINICAL MODULES (cont'd.)

Common Medical Conditions

Cancer Epilepsy Mental illnesses
Cerebral vascular accident Hypertension Osteoarthritis
Diabetes mellitus Hyperthyroidism Osteomyelitis

Goiter Hypothyroidism Rheumatoid Arthritis

Diseases of Infants and Children

Chicken pox Malnutrition Polio

Croup Measles Rheumatic fever
Diarrhea § dehydration Mumps Sickle cell disease
Fever Newborn septicemia Thrush

Jaundice Newborn tetanus Whooping cough

Low birth weight

Problems of Wamen

Breast probiems

CA of cervix and uterus

Cammon problems associated
with contraceptives

Complications of labor and delivery:

-abnomal presentation

-delay of labor

-multiple pregnancy

-premature labor

-prolapse of cord

-rupture of uterus
Complications of pregnancy:

-anemia

-bleeding

-diabetes

-heart disease

-intrauterine fetal death

-toxemia

MAY  198f

Menopausal associated problems
Minor conditions of pregnancy:
-burning on urination
-constipation
-heartburn
-hemorrhoids
-nausea
-vaginitis
Ovarian tumor
Pelvic inflammatory disease
Puerperal sepsis
Sterility
Uterine fibroids
Vaginitis - trich, monilia,
non-specifi, senile



DISEASE LIST FOR STEM
CLINICAL MODULES (cont'd.)

Traima and Emergencies

Airway obstruction
-burn
-trauma
-food choking
-fore.gn body
-acute febrile illness
Near drowning
Electric shock
Hypovolemic shock
Septic shock
Anaphylactic shock
Bleeding
Burns
-1st degree
-2nd degree
-3rd degree
Poisoning
-petroleum products
-kerosene
-gasoline
-insecticides
-chlorinated hydrocarbons
-organic phosphates
-pharmaceuticais
-aspirin
-iron salts
-phenobarbital
-others (listed informulary)
-methanol
-caustic acids
-caustic alkalis
Cama
-meningitis (see 71)
-cerebral malaria
-head injury
-convulsion
-poisoning
-diabetes
-other causes
Lacerations
-with foreign material in
the wound
-disruption of vessels
-disruption of nerves
-disruption of tendons
-disruption of muscles
Head trauma
-cerebral concussion
-cerebral contusion
-compression of skull
-skull fracture

MAY 1981

Eye trauma
-black eye
-laceration of cornea
-laceration of sclera
-sudden blindness
-hyphema
-fracture of orbit
-foreign body
-laceration of canal
-perforation of ear drum
Dental trauma
-loss of tooth/teeth
-broken tooth/teeth
-loose tooth/teeth
-laceration of mucous membrane
Spinal trauma
-fracture of spinal column
Chest injury
-fracture of rib(s)
-fracture of clavicle
-pneumothorax
-hemothorax
-pneumo/hemothorax
-hydrothorax
Abdominal trauma
-penetrating wounds
-contusion/rupture of liver
-contusion/rupture of spleen
-contusion/rupture of kidney
-ruptured intestine
-ruptured bladder
-fracture of pelvis
Extremity trauma
-abrasion
-contusion
-sprain
-dislocation
-fracture
Snake bite
Animal bite
Human bite
Insect stings
Drug allergy
Nose trauma
-fracture of nasal bones
-contusion



DEFINITION OF HEALTH SERVICES

406

Population Base 1,000 $,000 - 20,000 140,000 500,000
Personnel aw 1 MU/ M 1-2 MDs 1- M.D, 5+ MDs
- + 2-3 adlitional + additional health super mx Ped, 0B, Surg,
health workers workers Med, Dentist
Supervision MU Supervisory MUW and
Doctor at District
Office
Facility & Rocm in hame Health Post with: Hospital with: District Health Hospital with:
Suipment - 2 w 4 rooms « 25 beds - 100 beds
- 2 w 3 overnight beds| - lab § transfusion - supply distribu- - operating rooa
- no lab - minor surgery tion - full x-ray
- intermittent elec- - 24 hour emergency .
_ tricity - x-ray (chest §
- cold box 1imbs)
- safe water supply - electricity
- latrine - refrigeration
Drugs lies <10 drugs snd appruximately 100 drugs] Drugs and supplies for Drugs and supplies Drugs and supplies
health education § supplies including above for health posts for above
1vs and CiNs
Referral and To MUN: 1-2 hours To Doctor: 6-12 hours
Transfer Time
Clinic Schedule No Clinic Clinic open 5 mormings Daily OPDs Daily OPDs
2 afternoons per week
Coneunity Work Part tioe 3 aftermoons per week Sr. Mx in field
Schedule 15 days & .ynth
Transportation - foot § bicycle - bicycle or motor - 4-wheel vehicle - ambulance
scooter -+ motor scooter - truck
- comuuiity means: - cocmmity means: taxi, - 4-wheel vehicle
tax1, bus, trucks, bus, trucks, boats, - camamity means:
boats, ammals animals, trains same as District
Communications - messenger - messenger - messenger - messenger
- - COmUNIty means: - telephone or radio - telephone or
telegraph, tele- - comMUIuty means: radio
ptone, radio telegraph, telephone, - community means:
radio sane as District
Health Information Village diary maintained] - patlent register Medical records Data for: Medical records
by MLHW - monthly activaty , : . i Various hospital
(or Records § Reports) ¢ report ":;:_:;’ hospital . bh:::t:,:t:ﬁn forms )
O verbal report - return of notifi- Discharge sumaaries . utilization [nscharge sumaries,
able diseases ete 8 ' R disca;e sur- etc.
- potification of veillance

births and deaths
- referral records

Special surveys

Analysis of data
for work planning
§ budgeting

- categorial pro-
grams - M, NJT
etc.

MAY 1981

Sizple records § pro-
cedures for:

- collect § bank money
- local purchases

- trivel § subsistance
allowances

imprest fund
reporting prograa
needs for district
budgeting

budgeting

accounting for income
§ expense

control

analysis of performance
against budget
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DRUG LIST FOR STEM AND CHW MODULES

Drugs

Aminophylline Tabs
Amobarbitol IM
Ampicillin Syrup, Caps, IV
Antacid Tabs
Aspirin
Atropine Sulfate
BCG Vaccine
Benzathine Penicillin
Benzyl Benzoate Lotion
Bephenium Granules
Boric Acid Solution 3%
Chloral Hydra:e
Chloramphenical
Chloroquine HCL (IM)
Chloroquine Phosphate Tabs
Chlorothiazide
Chlorpromazine Tabs and IM
Codeine Tabs
DDT
DMPA (depo medoxy progesterone acetate) IM
DMn Electrolyte Packets
DPT Vaccine
Dapsone (DDS) Tabs
Diazepam
Diethylcarbomazine Citrate T-»s (Hetrogen)
Diethylstilbesterol Vaginal ..ppositories
Diphenylhydantoin Tabs
Epinephrine 1:1000
Ergotamine Maleate, IM
Ethynl Estradiol - Tabs
Ferrous Sulfate
Folic Acid - Tabs
Gentian Violet 1%
Glucose
Glycerol Guaiacolate
Hydrochlorothiazide
Hydrogen Peroxide 3%
INH
IV's - D/W

N/S
Iodine Drops
Isoproteranol Hydrochloride
Lactated Ringers
Metronidozale
Mineral 0il
Morphine
NPH Insulin
Niclosamide
Nitroglycerin
Normal Saline

MAY 19814

Nystatin Vaginal Suppositories
Oral Contraceptive

PAS

PCN-V

Penicillin Eye Ointment
Penicillin Tabs

Pethidine

Phenobarbital IV, IM, Tabs
Piperazine Citrate
Pitocin lcc IM

Polyvalent Antivenom
Probenecid Tabs

Procaine 1%

Procaine Penicillin IM
Pramethazine

Pyrantel

Quinine Hydrochloride IV
Rabies Prophylaxis

Reg. Insulin

Reserpine IM

SSKI

Saline Soaks

Salt

Soap

Soda

Streptaomycin IM
Sulfadimidine Tabs

Syrup of Ipecac
Tetracycline Tabs
Tetracycline Eye Ointment
Tetanus Toxoid
Thiacetazone

Tolbutamide

Triple Sulfa Vaginal Suppositories
Typhus Vaccine

Vitamin A Tabs

Vitamin B Complex
Whitfield's Ointment

1% Hydrocortisone Skin Ointment
1% Silver Nitrate Solution or
1-2% Gentian Violet

10% Glucose Solution

50% Glucose Solution

Contraceptives:
Condoms
Diaphragms
Foam and Jellies
Introducers
Lippes Loops
Contraceptive Pills

-y
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EQUIPMENT

Ace bandage Large syringe
Adhesive tape Light source, flashlight
Antiseptic solution Long, curved scissors
Aqueous solution of iodine Long forceps
Artery forcers Lubricant jelly
Bandages Metal cotton carrier
Basin Metric rule along a wall
Bifurcat 1 needles
Blood pressure apparatus Nasal forceps
Bowl Nasal speculum
Breast shield Nasogastric tube
Bulb nose syringe Needle holder
Butterfly tapes Needles, 18-24 gauge, 15 gauge, 25 gauge
Catgut 0, 1 Plastic syringe with end of barrel
Catheter - size 14 French cut off
Clamp
Clamp for tubing Razor blade for cord
Clean glass bottle Round needle
Clean wrap for baby ' Rubber tournigiet
Campress
Container for boiling instruments Scale for children
Container for placenta Scaling instrument
Cotton Scalpel blade and handle
Cup and spoon Scissors
Cutting needle Set of fitting diaphragns

Sheet or towels
Drapes Soap
Dry sterile dressing Speculum

Spirit lamp
Episiotamy scissors Splints
Examining table Sponge holding forceps
Eye pad Stethoscope
Eye wash cup Surgical gloves

Suture removal scissors
Flashlight or lamp Syringe - 1-2 cc
Folded towel or pillow
Forceps Table or bed

Tape measure
Gauze, sterile Tenaculum
Glass Thermometer
Gloves Tongue depressor

Toothed dissecting forceps
Infant measuring band Towels
Insecticide (DDT) - powder or spray Tweezers or mosquito forceps
IV tubing

Uterine sound
Kelly clamp
Kidney basin Vaseline gauze
Knife blade

Waste container

MAY 1981
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GENERAL. GUIDE FC.. MODULE ADAPTATION*

The Health Manpower Development Staff of the University of Hawaii have developed
PROTOTYPE modules that cover the range of skills that are necessary to permit

a mid-level health worker to fulfilhis or her task. A '"prototvpe" is a a first
model which can be changed or adapted to meet the needs of a particular country ---
or in some cases a particular region of a country.

You will have found that the prototype TASK ANALYSIS TABLE did not exactly fit
the special circumstances of your country and that you have had to change it
slightly to meet special needs. Since th= task analysis table has been changed,
changes will have to be made throughout the module, to keep everything consistent.

It is best. when adapting modules, to work systematically. The best way of
doing this, 1s to use a checklist ana to organize the work so that with each
module, it gets done in the .ame sequence or order. In this way, it is easier
to be sure that important parts of the work of adaptation were not forgotten.
If you use the sequence given in the next pages, you can be sure that the
essential steps of adaptation will be accomplished.

Sequence of Activities in Module Adaptation

1. Finalize TASK ANALYSIS TABLE in its adapted fomm.

2,  Mocify a) STUPENT GUIDE OBJECTIVES and b) TEACHING PLAN OBJECTIVES
as necessary to ensure compatibility with the adapted task analysis
table.

3. Read the MODULE TEXT carefully:

- identify secrions that . @ irrelevant as a result o) tash
analysis adpatation,

- compare language level with the known reading and comprehension
skills of students who will be using the text,

- identify adlitions necessary to the mcdule text as a result
of task analysis adaptation,

1. Delete irrelevant portions of the text, simplify language vhere necessary
and write additional material required.

5. Compare p~tiz,,0 management procedures recommended in the module text
with established medical practice so as to ensure consistency with:

- standing orders

- phamaceutical products actually arailalle

*Also see "A Guide to Community Health Worker Medule Adaptation, Lesotho
Curriculum Adaptation korkshop."
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- skills described in the module text

and make necessary modifications.

6. Examine REVIEW QUESTIONS to determine whether or not they refer to
essential knowledge to be gained by the student. Qonsider the development
of additional questions to meet adapted task analysis table requirements.
Delete review questions that are no longer relevant. grltlcally review
the format of questions, with consideration of appropriateness.

7. Review DIAGNOSTIC and MANAGEMENT PROTOUOLS to ensure tneir corformity with
information and instructions given in the module text and make any necessary
modifications. (SEE details in 'Adaptation of Diagnostic Protocols.'')

8. Compare EVALUATION CHECKLISTS for skills and performance with a) the
task anaylsis table b) Student Guide and Teaching Plan objectives and
c) the module text, so as to identify any discrepancies and make modifications
as necessary.

9. Examine the PRE-TEST and adapt questions as necessary to ensure their
compatibility with entry-level skills and knowledge listed in the Student
Guides.

10. Examine POST-TEST questions critically to determine whetlier o1 not they

reflect essential knowledge and adequately cover all important
sections of the mocdule text. Modify questions a necessary.

11. Examine the TEACHING PLANS and make any changes necesitated by
adpatations that have been made eieswhere in the modules. Identify
and describe any additional learning activities that would be beneficial
in the existing cultural context. Check that materials and suppiies
suggested in tecahing plans are readily-available in-country.
12. Read the entire module critically and edit for:
- accuracy of content
- grammar, syntax and style
- layout and format

13, Test the module by asking a small group of students to read the text
and answer review questions.



ADAPTATION OF DIAGNOSTIC PROTOCOLS

Upon corpleting a revised disease list for each module, the prototype

diagnostic protocols rust be adapted to reflect those diseases which were

added or deleted.

First delete all unnecessary diseases from the protocols. Next, for
each disease to be added to the diagnostic protocols determine the
cormon presenting complaint (chief complaint) associated with the
disease., This will help you to identify in which protocol the disease
must be added.

If you added acute iritis to your disease list, you might sav that
"red eye' is the most cormon patient presenting complaint. This would
then only require a revision of the ''red eye protocol”. But if ''red
eye, eye pain, and loss of vision'" were all common patient presenting
complaints, then acute iritis would have to be added to all three
protocols.

Besides the presenting complaint, those cormon symptoms or signs that
will help the medex differentiate acute iritis from other disease in
the protocol must be determined. For example, when following the
"red eve protocol" the signs of

"only one eve affected with redness most marked aroud the
pigment part of the eve (iris) AND pupil small OR irregular"

would differentiate acute iritis from all of the other eye problems
in the "red eye protocol".

When one uses the word AND, this means that both symptoms (or signs)
must be present for the medex to make the diagnosis of the disease.

If either symptom was not found to be absent, then the diagnosis could
not be made. When one uses the word OR, this means only one of the

symptoms (or signs) must be present for the medex to make the diagnosis.

If both symptoms were found to be absent, then the diagncsis coulil
not be made.

© Health Kanpower Developzent Stafe
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A GUIDE TO CHW MODULE ADAPTATION

LESOTHO
CURRICULUM ADAPTATION WORKSHOP

See tae general guide to Module Adaptation. Module for teaching

CHWs have most of the same components of the other modules.

Task Analysis Tables

Behavioral Objectives (as in the Student Guides)

Teaching Text (includes teaching methodologies and apporoaches)
CHv Reminders (some similarities tc the management protocols)
Pretest

Posttest

Performance Evaluation

Teaching Plans

Differences in Adaptation Process jnclude:

1.

CHW Reminders - Since these reminders include the key points

a CHv is to leamn and use, uniformity and agreement among health
professionals regarding the points is necessary. Using the

rule that short and simple is a virtue, agreement regarding

these points develop from the adapted task analysis tables (T.A.T.).

Teaching Texi - The teaching text must reflect the T.A.T.

and CHY reminders. The text is reviewed as well as the content
of the teaching techniques. Do the demonstrations and role
plays reflect the adaptatior. made in the T.A.T. and reminders?

Picture Adaptation - Are the pictures drawn to reflect the
ethnic/cultural context of the country or region? Are they
drawn for easy visual literacy? Can pictures used in existing
country health materials be :sed?

Consideration of development of further commnity health
materials based on the CIW reminders should be given.

Translation - Translation into local language should begin early

in the adaptation process. Is the translated language understandable
to village level people? Do "medical words' still remain in the
text? Can they be removed or substituted?

© Health Manpower Develcpzent Staff
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5.1

5.1

Introduction to Systems Development Materials

The prototype systems development materials being developed and
field-tested by the Health Manpower Development Staff for adaptation

and use in country-specific situations have three basic purposes:

a. To facilitate obtaining true government commicments to systems
development efforts from often apprehensive and reluctant
officials, by using exemplary materials to show what is intended
to be achieved, the process to be followed, and the resources

required.

b. To provide exemplary field-tested systems development materials
and related training materials, all of which can be rapidly
adapted to country-specific situations, thus providing a
catalytic effect for the overall development process in the

early stages of project implementation.

c. To facilitate systems development efforts, through training
system analysts and providing a structured proce ; by which
systems may be analyzed and redesigned, improvements implemented,

and a systems renewal capability dev. oped.

Systems development for primary health care is classified into the

following systems categories:

a. Organizational structure of the PHC delivery system.



b.  PHC planning and evaluation system.

c.  PHC management control and support systems:

Finance

Personnel

Drugs and Medical Supply
General Supply
Transportation
communications
Information

Facilities and Equipnent Maintenance

Experiences have demonstrated that systems strengchening is most

effectively achieved in the developing world through application of

three distinctly different types of interventions:

a. Systems aralysis, redesign, and implementation.

b. Management training of speciaiist systens officials, technicians,

health care providers, and generalist administrators.

c.  Donor contributions of selected initial and non-recurring

systems improvement costs (construction, commodities, etc.).

Prototype systems development materials, of which sample excerpts

are included herein, consist of:
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Management Analysis Training Module: To equip host country

analysts with management analysis knowledge and skills sufficient

to conduct studies of the various management svstems.

Systems Analvsis Workbooks: To provide a structured process

for the management analyst when conducting a systems study.

A workbook is available for each svstem listed above.

Operations Reference Manual: A set of exemplary policies,

procedures and forms, covering the various systems listed

above and including operations of peripheral health facilities.

National Planning/Management Workshop Manual: Guidelines for

planning and conducting national level workshops. The workshops
provide a group process forum for reviewing management studies,
deciding '.pon improvement actions which should be taken, and

periodical. y reviewing the overall systems development effort.

Area Planning/Management Workshop Manual: Same as (d) above,

except focusing on district (or regional) planning and

management development needs.

Prototype management trair.ng materials, of which sample excerpts

are included herein, consist of:

a.

The following Management Training Modules for MLHWs: (Additional

MLHW management training materials are also incorporated in



other modules of the System for Teaching Essentials to Mid-Level

Health Workers, excerpts from which are presented in Section 3.2).

1)  Working With the Health Team: This covers basic management

practices including communications, inter-personal relations,
problem solving skills, team leadership, performance
evaluation, work planning, etc.

2)  Working With Support Systems: This covers the policies

and procedures required of the various management systems,
such as ordering, maintaining and protecting drugs and
other supplies, maintenance and repair of equipment, etc.

3)  Supervisory Mid-Level Health Worker: This training

module is designed for MLHW's who are assigned to supervise
other MLHWs. It builds upon the knowledge and skills
developed by the MLHW training modules described above.
This module further develops supervisory, performance

evaluation, counseling and continuing education skills.

b. Orientation Materials: Basic informational and skills develnpment

materials for area (district) and higher level administrators.
These may be adapted and used in conjunction with national and
area level workshops described above, as well as in other

contexts for training of higher level officials.

Development and field-testing of the above prototype materials has

adhered to the following premises:



Western management technology must often be revised, modified,

adapted, and sometimes discarded.

Existing management systems, regardless of their deficiencies,
should usually be strengthened rather than replaced by new and

different systems.

Resistance to change in existing systems, by systems personnel

and others with vested interests, is minimized when the need

for change is focused specifically on the functional requirements

of peripheral PHC workers.

Also to minimize resistance to change, systems officials,
technicians, and others having vested interests in a system

and who will have responsibility for, or influence over,
maintaining a system, should be intimately involved in its
review and in determining both what changes are to be made, and

how these should be implemented and maintained.

Effective systems review should include a detailed analytical
study utilizing basic industrial engineering methods to ensure
that mis-information and false assumptions do not become the
basis for decisions on h.« the system should be changed and

maintained in the future.

There are usually a variety of alternatives to consider for
strengthening an existing svstem. A group process approach to

identifying alternatives is usually most effective. Such a



process will often result in selection of improvement actions

least difficult to implement,

A decentralization of authorities, responsibilities, and
functions is usually .ecomnended when lower echelon officials
participate in the process of deciding how to strengthen a

system.

The permanerice of system strengthening efforts is directly
correlated with the extent to which changes in system design
are formalized by government decree or ministerial directives
and are incorporated in the training or orientation curricula
for management specialists, generalists, and health care

providers who will influence how the system functions.

The lead-time required to achieve sound svstem strengthening
is usually seriously underestimated because of failure to
recognize the length of time required to establish and carryv
out an effective group process strategy pursuant to the
principles described above. Underestimates are also due to
failure to anticipate delays in obtaining formal approval of
system changes, particularly if they must be approved and
directives issued by central levels of government. In some

cases even laws must be revised.

By following the above principles in system strengthening
efforts, it should be possible not only to improve the

system, but also to institutionalize an on-going process of



systems review and renewal to protect the svstem against

obsolescence and deficient design and functioning.

Utilizipng prototype materials and following the above principles,

a typical svstems developmeiit process might occur as follows:

The orientation of central administrative officials, including
non-Ministry of Health officials (e.g. finance, personnel) and
Ministry of Health officials from the various echelons of the
national system, to the PHC development objectives generally
and to the strategyv for strengthening management systems

specifically.

Country-specific adaptation of the prototype management
analysis training module, the related systems workbcoks, and

the wcrkshop manuals.

In-service short-courses for host country officials and
technicians utilizing the adapted modules and workbooks

described above.

Initiation of full, detailed management systems analvses. In
collaboration with technical advisors, and under the direction
of their counterparts, each major system would be analv:zed,
beginning at the most peripheral level and reaching to the
highest level, and a staff report prepared on existing

deficiencies relative to the needs of peripheral PHC workers.



The planning and conduct of first annual Area Planning/Management

Workshops. The purposes of these workshops might include:

1)
2)
3)
4)

5)

6)

Management training in group process work and team building.
Training in planning how to plan for PHC.

Planning how to plan for PHC.

Beginning the operational planning of PHC, including how

to organize, orient and train in the service area.

Review of management study reports prepared by analvsts,

to confirm and/or revise findings and to identify, select,
and recommend alternative solutions for improving management
systems.

Preparation of action plans and documents required for
svstems improvements, tor action within the scopes of
authority of those preparing them, and in other cases

as recommendations for action by higher levels of authority.

Carrying out additional special management studies identified

as needed by the workshops.

The planning and conduct of the first annual National Planning/

Management Workshop, to be attended by selected administrative

officials representing all ecnelon= of the national PHC system,

including management systems officials of the central government.

The purposcs of this workshon might include:

1)

Review Area (and Provincial) Planning/Management Workshop

input and output documents and reports, and any reports



from special studies undertaken following decisions made
at these previous workshops; and confirm and/or revise
firdings and recommendations related to management
systems strengthening.

2)  Prepare detailed action plans and justifications, and
initiate approval and request documents for submission to
appropriate authorities for review and approval.

3)  Provide further orientation and training on planning and

maragement systems analysis needs.

The process of implementing improvements in systems should
continue throughout the period of the project; however,

special attention is usually ;iven to developing at least .
minimally adequate support infrastructure in time to accoimodate
the first graduating classes of MLHW's. While some systems
improvements are often relatively easv to implement, other
improvements require vears of continuing effort, including
periodic formal reviews and evsluations, leading to turther

adjustments in strengthening efforts.

Second and subsequei.l dannual Planning/Management Workshops may

be planned and conducted for the following purposes:

1) To provide further orientation and training in planning
and management.
2) To review and evaluate the performance cof the national

and area PHC delivery system with respect to:



3)

4)

- the adequacy of program planning, budgeting, and program
management practices;

- the adequacy of management systems strengthening and
renewal actions and practices and of systems maintenance;
and

- the adequacy of management training policy and practices.

To prepare action plans, justifications, and recommendations
for submission to appropriate authorities.
To provide continuing orientation on management plarning and

operations management principles and practices.
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II

II.

MANAGEMENT ANALYSIS TRAINING “ODULE
STUDENT GUIDE

Entry Level Knowledge and Skills:

Before starting this training program, you should be able to:

1. Accurately follow writtcn instructions.

2. Use simple mathematics including addition, subtraction,
multiplication and division.

3. Perform simple analytical exercises in organizing and
analyzing information.

4. Understand and explain basic principles of maragement and
public administration.

Objectives

Using the information and experiences provided by the instructor
and the module text, you will be able to:

1.

:Dm\l.o\(.ﬂ

10.

11.

12.

Explain the management development process to individuals and
small groups;

Select appropriate (represcntative) information sources for
a management system study;

Adapt and use a management system workbook;

Arrange interview appointments according to institutional rules
and protocol;

Conduct information gathering interviews;

Canduct information gathering observational inspections;
Scrzen records for the gathering of appropriate information;
Prepare process flow charts;

Summarize management system study data and develop findings
and canclusions;

Identify, assess and select alternative recommendations for system
improvements;

Prepare formal written report of study findings, conclusions
and recommendations;

Present oral report of study findings, conclusions, and
recommendations.



III. Evaluation

Upon completion of this module, you will be assessed on your
attainment of the above objectives:

Knowledge: Written test -- acceptable performance 80%

Skills: 1. Quality of classroom performance as judged by
instructor and peers;

2. Quality of formal written report on or - nagement
system, as judged by instructor and sv .m representatives;

3. Quality of oral presentation on one. .. ,ement system,
as judged by instructor and the group to which
presentation was made.

IV, Activities

In order to accomplish the training objectives, you will participate
in the following activities:

1. Take a pre-test to determine your entrance level knowledge
and skills;

2. Read student text and answer review questiors;

3. Participate in group discussicn;

4. Perform individual and group skills development exercises;
5. Make one orientation observational field visit;
6

. Utilizing the Management System Workbook, plan, organize,
and conduct one comprehensive study of a management system:

7. Write a foirmal report of study findings, conclusions, and
recommendations;

8. Assist with planning and conducting a Management Workshop to
consider and act upon Management System Reports; and

9. Orally present findings, conclusians and recommendations of your
Management System Study, to participants of the Management
Workshop.

10. Record Management Workshop decisions made about the management
system covered in your written and oral report, and assist
with preparing impleirentation actian papers.
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Module Text
Management Analysis Training Module

TABLE OF CONTENTS

1. Introduction . . « & v ¢t v 4 ¢ 4 b b e e e e e e e e e .
2. The Management Development Process . . « « « « v « « « & «

3. Gathering Information: Selecting Representative Sources .

4. Gathering Information: Adapting and Using System Study
Workbook . . . . . . ¢ v v v v v i e e ... e e e

5. Gathering Information: Arranging and Conducting

Page No.

Interviews . & v v v v i e e e e e e e e e e e e .. . . s

6. Gathering Information: Conducting Inspections . . . . .
7. Gathering Information: Screening Records . .. . .. .
8. Summarizing and Analyzing Information . . . . . . e

9. Creative Problem Solving: Developing Recommendations

10.  Preparing the Formal Written Report . . . ... . .. ...

11. Preparing and Presenting Oral Reports . . . . . « + « » .



MANAGEMENT ANALYSIS TRAINING MODULE

TASK ANALYSIS TABLE

TASK: To plan, conduct and report on, an analytical study of a PHC management support system.

Program
Objectives

DUTIES

SKILLS

KNOWLEDGE

1.0

2.0

3.0

Orienting others on the
management development process.

Gathering infommation.

Analyzing information

1.1

2.1

2.2

2.3

2.4
2.5

2.6
3.1

Explaining the management
development process.

Selecting representative
information sources.

Adapting and utilizing
the Management System Workbook

Arranging appointments and visits

Conducting interviews

Conducting observational
inspections

Screening records

Surmarizing data on findings, and
formulating conclusions

NN
N

2.6.
3.1.

N =

N =

Concept, objectives and content
of the management development
process.

Information sources
Criteria for detemmining
representatives

Adaptation guidelines.
Concept and content of
Management System Workbock

Institutional rules and
protocol

Transportation and commmi-
cations

Interviewing methods

Observational methods

Pecord screening methods

Criteria for determining
relevance, validity and
reliability of data.
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MANAGEMENT ANALYSIS TRAINING MODULE, Page 2

Program
Objectives

DUTIES

SKILLLS

KNOWLEDGE

4.0 Preparing and presenting
information.

Indentifying and selecting
altemative recommendations

Writing report of study
findings, conclusions and
recommendations

Preparing and presenting oral
report with and without visual
aids

[ N ]
NN

[ ] L ]
[ N

—
L] L]
NN

.
p—t

-1 - = &
L] L] L] . [ .

NN
L]

W

Methods of organizing data
for analysis

inductive and deductive
methods of analyzing data

Sources of innovative ideas
Methods of creating (and
adapting) innovative ideas

Formzt and content of written
report

Writing clearly and simply
Data display and methods

Format and content of oral
Teport

Public speaking
Preparation and use of
visual aids
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1.1

INTRODUCTION
Purpose of Workbook

This Workbook is designed to assist the Management Analyst in
conducting a comprehensive study of the General Supply System. This
is an essential early step in supply system strengthening to support
improved delivery of primary health care. The General Supply System
to be studied includes the policies, procedures and practices for
proc.'ving, storing, ordering, distributing. maintaining, and
utilizing general and administrative supplies, and the personnel,
facilities, and other resources needed to develop and sustain an
efficient and effective General Supply System.

Instructions for adapting and utilizing this Workbook are contained
in the Management Systems Analysis Module. The Module provides
instructional materials on planning and conducting management
systems studies including how to select appropriate information
sources, how to gather and analyze information, and how to prepare
written and oral reports on study findings, conclusions and
reconmendations. Also guidelines covering the overall management
development strategy being implemented, including the utilization
of Management Workshops for group process review and refinement of
system study findings, conclusions and recommendations.

This Prototype Workbook contains only one copy of each survey or
questionnaire form. The Management Analyst will add additional
copies of forms as needed, to cover all persons to be interviewed
and all facilities to be surveyed.

Next Page: Study Methodology

Page 3
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INFORMATION COLLECTION
Survey of Supply System
Introduction

Form GS-3 (consisting of 7 pages) has been designed to survey the
general supply system at all levels of the primary health care
delivery system, from rural village to national level. Additional
copies of Form GS-3 are to be used for the additional facilities
to be surveyed. The survey data to be collected, covers the
following furnctional areas of supply management:

Question 1: Inventory of Suppilies

The person-in-charge of each unit or facility surveyed should
physically accompany the analyst to inventory suppliesr. (Question 1
of Form GS-3). As each supply item is inventoried, the person in
charge should indicate whether there are any probiems, and make
suggestions for improvements. Question 1 assumes there will be a
stock card, or 'bin card", which may not be the case at peripheral
facilities such as health posts. The column labelled 'max./min.
standards' is for the person in charge to indicate if specific
maximm and minimm quantities have been cet, i.e., when a stock
level reaches a specified minimum quantity (which should not be
zero), more should be ordered and the amount to o-der (maximm
quantity; to bring the stock level up to what is reeded until the
next order is received.

For health posts, the source of supply it.ms might be government
supply or local purchase. For a national supply depot, it will

be useful to identify sources in terms of in-country or foreign

purchase or manufacture or donation, and name of source.

Form GS-6 provides colums for review and comment, including
problem identification suggested acticn, etc., by persons at
next higher organizational levels.

Question 2: Procedure for Requisitioning and Receiving Supplies

Question 2 on Form GS-3 is intended primarily for peripheral health
facilities, (health posts, health centers, etc.) and district
supply depots. Through this question, variations in procedures

for requisitioning and receiving should become apparent, with
merits and weaknesses of each variation emerging. The analyst
should complete a {low chart form, showing each step., The flow
chart should show who js responsible for each step and supervisory
responsibility should be identified.

Question 3: Delivery of Supplies

This question covers the method of delivery of supplies for the
facility being surveyed.

7.0 4



Page

Question 4: Storage Arrangements

This question covers storage methods and arrangements at the
facility. The analyst should describe shelving, cabinets, security
for narcotics, the general condition of storage facilities, i.e.,
are tiey clean and dry? Also, if the facility has a refrigerator,
what size and type is it, i.e., electric kerosene, etc.

Question 5: Stock Control Procedures

This questicn covers stock control procedures including receiving,
storage, issuing and annual audit. If a bin card system is in use
or other method of inventory control, the analyst should obtain
samples of forms that are used. Also, complete a flow chart

form covering the step-by-step procedure.

Question 6: Issuing Supplies

This question covers the sections or departments within the facility,
and the outside facilities or posts, that obtain their general
supplies from the facility being surveyed.

Question 7: Local Purchase of Supplies

This question covers the items that are purchased in the local

market. O a separate sheet, describe step-by-step the procedure
for maki.g purchases locally including how payment is made.

Next Page: Form GS-3
and Flow Chart Forms
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5.2 Identification of Problems by Level

Utilizing Form GS-13, the analyst should identify functional problems
by organizational level. These problems shoulC emerge from information
recorded on Forms GS-3 through GS-7, by considering the frequency

with which a particular problem is found as well as the consequences
of the problem to the proper functioning of the primary health care
delivery systenm.

5.3 Identification of Roct Causes of Problems by Level

Utilizing Form GS-14, the analyst should identify and describe the
root causes of problems by each organizational level of the system.
Recognizing that conflicting opinions will have been given about

the root causes of problems, the analyst must sift through these

and must apply judgment in identifying and describing root causes.
In doing so, conflicting perspectives should be stated on Form GS-14.
As indiated earlier, valuable insights can be obtained by discerning
any significant differences in perspectives between lower levels
(village, health post, health center, and district) as against
perspectives held at higher levels (regional, provincial, central);
when differences are identified, additional information gathering

on the issues should be undertaken to better define root causes.

It will also become apparent that a problem may have several root
causes, and at other times several problems may have the same root
cause.

Next Pages: Forms GS-13 and 14

)l



6.2

Page

ALTERNATIVES FOR IMPROVEMENT
Summary List of Findings and Conclusions

Utilizing Form GS-15, the analyst should identify and brierly
describe the system problems discovered durirg the study. Specific
system problems are to be sumarized under the "Findings" column.

The analysts' final conclusions about underlying root causes of a
specific problem (or a related group of problems) are to be summarized
under the "Conclusions" column. Entries in each columm are to be
assigned a sequential reference number for purposes of linking

them with alternative recommendations to be identified and described
on Form GS-16. Use as many additional pages of Form GS-15 as may

be required.

Alternative Recommendations

Utilizing Form GS-16, the analyst should identify, describe,

justify and priorize alternative reconmendations for solving

system problems. A minimum of at least 2 alternative recommendations,
(preferrably 3), should be developed for each "study conclusion"
described on Form GS-185.

Next Page: Form GS-15

Form GS-16 ,lyu
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WORKING WITH SUPPORT SYSTEMS
UNIT 1 - Information System

STUDENT GUIDE

Unit I - Information System

I. Entry Level Skills and Knowledge

Before starting this unit, you should have successfully completed
Training Modules on Introduction to Primary Health Care, Working

with the Health T2am, Core Clinical and MCH; and be able to:

1. Explain the organization and structure of the health care delivery
system.

2. Demonstrate basic skills in arithmetic.

II. Objectives

Given available information on the population served, health status
and health activities; and using the information and experiences
provided by this unit text, your instructor, fellow students and

resource persons, you will be able to:

1. Explain to your Health Team members the importance of collecting
informmation for records and reports and how to use them to help

the Team perform its work.

2. Set up and maintain basic records.

3. Complete and turn in reports based nn these records.

4. Explain the need and use of report forms at the district,

regional /provincial, national and international levels.



WORKING WITH SUPPORT SYSTEMS
UNIT 1 - Information System

5. Use the information you coilect and record at your level

to improve the performance of yourself and your health team.

ITI. Eveiuation
Upon completion of this wnit, you will be assessed on:

1. Knowledge: Written text based on contents of Student Guide
and informa:lon policies and procedures contained in
the Operations Refere)ice Manual. Acceptable

performance, 80%.

2. Skiils: a. Using data* provided, prepare basic records

and enter data.

b. Collect data from records and £ill out

report foims with 90% accuracy.
C. Interpret* the data on the fomms.

d. Do a review of data about your health service
area with your Health Team. Use the information
to evaluate Team performance, to help the Team

do a better job.

*Definitions:
data - pieces of information
interpret - to explain what it means
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INIT 1  information System

Iv.

You will participate in these activities in order to accomplish

the unit objectives.

1. Read Student Guide and Operatioas Reference Manu.! section on

Information System and answer review questions.
2. Orientation by instructor.
3. Practice fiiling out records and report forms.
4, Small group exercises and discussion.

5. Participate in role play to interpret data and to use data for

planning and supervisory purposes.

oy



WORKING WITH SUPPORT SYSTEMS
UNIT 7 - Finance System
Student Guide

1.

I1.

STUDENT GUIDE

UNIT 7 - Finance System

Entry Level Skills and Knowledge

Before starting this unit, you should have successfully completed the

Module on Introduction to Primary Health Care, and be able to:

1. Explain the organization and structure of the health care delivery

system.

2. Keep simple financial records.

Demonstrate basic skills in arithmetic.

(&3]
.

Objectives

Using the information and experiences provided by this wnit text; by
the financial policies, regulations, procedures and forms in the
Operations Reference Manual; and by your instructor and fellow students,

you will be able to:

1. Describe the organization and basic functions of the finance

cystem of the Ministry of Health.
2. Describe the structure and use of the health budget.

3. Describe the system for collecting and accounting for patient fees
and other revenues, and demonstrate the use of forms and procedures

for this purpose.

24

4

/

99



WORKING WITH SUPPORT SYSTEMS
UNIT 7 - Finauce System
Student Guide

4. Explain the policies and procedures for:

a. Obtaining timely paychecks.

b. Reimbursement of travel, subsistence allowances and other

official personal expenses.

€. Local purchases and use of imprest fund.

d. Inventory control and accountability.

€. Reporting losses, thefts and damage to government property.

f. Handing-over duties and government property to a new person

in charge.

III. Evaluation

Upon completion of this unit, you will be assessed on:

1. Knowledge: Written test based on contents of Student Guide and
finance policies and procedures contained in the
Operations Reference Manual. Acceptable performance,

80%.

2. Skills: a. Ability to draw an organization chart and to
explain the structure and functioning of the finance

system of the Ministry.
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UNIT 7 - Finance System
Student Guide

b. Ability to explain the budgeting system in

general terms.

C. Ability to fill out forms and follow procedures

involving:

- Receiving paychecks

Reimbursement of travel, subsistence allowances

and other personal expenses

Local purchases and use of the imprest fund

Inventory control and accountability

1

Reporting losses, thefts and damage to govermment

property

Handing-over accountability
IV. You will participate in these activities in order to accomplish
the unit objectives:

1. Read Student Guide and the Operations Reference Manual section on

Finance, and answer review questions.
2. Orientation by instructor
3. Practice maintaining financial records and filling out report forms.

4. Participate in group exercises and discussions, including critiques

and role play exercises.
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WORKING WITH SUPPORT SYSTEMS
INIT 3 - Transportation Systems
Instructors Manual

EXERCISE 3-A
SURVEYING TRANSPORTATION RESOURCES IN THE COMMUNITY

Drawing on comunity resources can help the MLHW meet his/her
transportation needs. In every health service area there are local
transportation means which may be available to support health work.
This exercise will help train the MLHW to identify these resources and
evaluate their use in adding to the transportation which is nommally
available through the Ministry of Health. In the brief amount of

time available this exercise can only serve to sensitize the MLHW to
what may be available through the community. Later, in the community
phase of training, a more detailed survey can be undertaken in the

actual communities that are a part of the MLHW's health service area.

Preparation

Prepare for field trips to nearby villages. Advance preparations will

be required to contact the village leaders and arrange for the student
visits. Three hours should be scheduled for the field trips, including
travel time. For a class of 25 students arrange for 3 to 5 villages, and
divide the students into groups of 5 to 8 each. Select villages which as
much as possible are representative of the conditions which the MLHWs

will find in their assigned health center locations.

Assignment
Step 1

Instruct the student teams to visit the village and to make a survey

of transportation resources which mav be available for rural health

>
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UNIT 3 - Transportation Systems
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center use, for routine health staff work, village supervisory visits

and for emergencies.

Following introductions and explanations of their visit, and with
appropriate community guides, the student teams should make observations

and conduct interviews to make a list of transportation means and

sources used by the community. They should note the means of transportation,
(bus, taxi, market vehicle, etc.), the agency or owner, destinations,

travel time, frequency of trips and cost. The most common destinations
should be identified (such as the nearby market town, district capital,
hospital, schools, etc.). All forms and sources of transportation

should be investigated, both public and private.

The student teams should refer to the Guidelines for Identifying

Transportation Alternatives, and use the attached Community Transportation

Resources Worksheet in conducting their surveys.

In addition to completing the worksheet the student teams should
draw a sketch map showing the major transportation routes and means of

transportation leading from the community.

Time required for field surveys, including travel to and from

villages: 3 hours.

Step 2
After completion of field visits, the teams will report back to the

full class. Each team will give a short spoken report followed by
discussion and critique by the instructor and fellow students. Each

team report should emphasize the resources that are different from,

o
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and in addition to, those presented by the other teams.

Time required for reports and discussion: 1 hour.

Outputs frcom Exercise

- Individual team visit Worksheets (3 to 5 for typical class).

- Appropriate transportation map for each community

surveyed.

N
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Instructors Manual

GUIDELINES FOR IDENTIFYING

TRANSPORTATION ALTERNATIVES

For use in analyzing commmity transportation resources .

1. Check all public and private means of transportation. List the
type, availability, usual destinations, cost, who to contact,
method of payment. Look for buses, trains, taxis, boats, trucks,
animals, animal carts, motorcycles, and bicycles. Owners of some of
these vehicles may be available to carry messages for you in addition

to provicirng transportation.

2. People who live in villages seem to have a way of getting out.
As you stop to look at it, villagers usually can arrange to get
out of the village to travel to a market town, the regional/
provincial capital, or to another village to visit friends or
relatives. Check into the means which they use and it may suggest

more alternatives for you.

3. Study the distribution system for agricultural products and other
businesses in your area. Usually, this is fairly reliable as
farmers and businesses must get their products to market in timely
fashion. You may be able to make arrangements for the use of
vehicles going to market for some of your routine transportation

needs.

4. Study the transportation used by other govermmient agencies --

agriculture, education, public works, etc. Find out what is
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working best for them, it may also work best for you. (For
example, if mopeds are being used successfully by agricultural
extension workers, you may be able to make the case for purchasing
the same for your Health Team. You might even be able to share

common repair facilities with the Ministry of Agriculture).

5. Also, when studing other agencies you may be able to make
sharing arrangements with them, so field tcams and supervisors can

travel together to the same village.

6. Check out the military and police and see if you can make
arrangements for their help in case of emergency or disaster.
Always check and make arrangements in advance. Make this a
part of your emergency transportation plan. Don't wait for

a crisis to arise and then ask for the first time.

7. Don't overlook the missions, industrial, mining, agricultural
and military medical facilities that may be in your area. Discuss

your transportation needs with them to see what they can provide.
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SUPERVISORY MEDEX TRAINING MODULE
STUDENT GUIDE
IMPLEMENTING COMMUNITY HEALTH ACTIVITIES

I. Entry Level Skills and Knowledge

Trainee will have assisted a community to establish at least one
kind of ongoing community health activity.

IT. Objectives

Using the information and experiences provided by the instructor(s)
and the module text, you will be able to:

1. Describe the process and the outcomes of your previous
community health activity;

2. Describe the types of problems in implementation of health
activities at the community level which you and your classmates
have had and propose solutions to these problems.

ITI. Evaluation:

1. The content of your self-assessment:* The extent to which you
have been able tc recall and evaluate the process and the outcome
of your community health experiences will be evaluated by your
instructor.

2. The quality of your class discussion participation and notes.

IV. Activities in which you will participate to complete the above
objectives:

1. Read module text and answer the review questions.

2. During first session, complete the self-assessment.
3. Participate in class discussion during second session.

% The Self-Assessment is included in this set of sample prototype materials.

- -

e
@7



STUDENT TEXT: IMPLEMENTING COMMUNITY HEALTH ACTIVITIES
Classroom Phase

Introduction:

During the training program, you have had an opportunity to review your
own experience in working with communities.

The objective of this final unit of the Working With The Community
Module is to assist you to learn how to help the mid-level health
worker at the community level.

As in previous units, your first task will te to complete the self-
assessment: Implementing Community Health Activities. Do this in the
first class session of this unit.

The self-assessments will provide the basis for several class discussions.
Read over the Discussion Guide in your reference manual. This lists the
issues which will be discussed in class.

For each discussion one student will be requested to take very careful
notes.



REFERENCE BOOK
SELF ASSESSMENT: IMPLEMENTING COMMUNITY HEALTH ACTIVITIES

L. The purpose of this self assessment exercise is to provide you, the
Supervisory Mid-Level Health Worker trainee, with an opportunity
to review your own personal experience in working with a commmity.
Earlier self assessment exercises have focused on your experience in
initiating contact with a community, assisting the commmity to assess
its health needs and resources, and planning for a health activity.
It would be ideal if you could utilize the same community for this
exercise which you used for the earlier self-assessments. However,
we recommend that you choose a past experience which is clearest in
your memory and/or which represented the greatest problems for you.

2.  Begin by listing the commmities in which you have actually carried
out some type of organized activity, in addition to helping the
commnity assess its health needs.

COMMUNITY ACTIVITY INDICATE THE TYPE OF ACTIVITY IMPLEMENTED
(1)
(2)
(3)
(4)
(5)

3. Indicate which comunity and activity you will utilize for this exercise:

4. Briefly describe the activity:

4.1 OBJECTIVE(S):

4.2 METHODS: (Who was to do what?)

(continue on next page if
necessary)



What commitments to the health activity were obtained fram each
individual who was to participate? Describe your understanding of
each participant's contribution:

What were the SPECIFIC TASKS which each participant was to perform?
Did any of these tasks require additional training? If so, who was
to provide it?

What RESOURCES (equipment, supplies, technical expertise) were required?
Were adequate arrangements made to obtain them?

What was your role? Did you have any responsibility for training?
For obtaining resources? For contacting and obtaining support from
other government agencies? Describe each of these activities:

-~ \b
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10.

11.

12.

How muct of YOUR TIME was supposed to be required? How much time
did it ACTUALLY require? Did you put the amount of time and effort
into it that it required? If not, why not?

How fully did the COMMUNITY SUPPORT the activity? The leaders? The

participants? The individual community members who were to benefit
from the activity?

If support was less than exepcted, what were the most like reasons
for this?

Was the activity supposed to be evaluated? Was this planned originally?
How was it to be evaluated? Has it been? What were the results?




INSTRUCTOR'S MANUAL: IMPLEMENTING COMMUNITY HEALTH ACTIVITIES

Classroam Phase

Introduction:

This is the final unit in the SUPERVISORY MID-LEVEL HEALTH WORKER MODULE,

The focus is on: how the supervisor can monitor Mid-level Health Worker
performance related i{o implementing commmity health
activities, and

how the supervisor can assist the mid-level health
worker in his attempt to help the commmity.

The teaching stra.egy is identical to the previous units in this module:
The trainee will recall his own previous experiences by completing a
self-assessment questionaire. Even a very small amount of experience
can be examined and learned fram.

Review the instructional objectives for this unit. Note that each trainee
is expected to have had at least one experience in working with the
commmity. Any of the following, for example, would qualify:

participating in an immmization
participating in nutritional surveillance
midwifery experience

family planning services

communicable disease control

sanitation or water supply improvement

(=, WS JF — N PN ]

During the preliminary planning for this training course, you will have
determined what experiences each trainee has had. You will also have
arranged for any students without adequate prior experience to spend
some time working at the commmity level before entering this training

program.

Review the Self-Assessment on Implementing Commumnity Health activities*

and the accomp-nying discussion guide. The students can complete the
self-assessment during class time, so that you can assist them by answering
questions.

Plan to hold the class discussion after completion of the zssessments.
Apoint one student as official note taker. He must accurately record
student comments and provide a summary of the important points in the
discussion. This is an important learning activity which all stizdcats
should participate in at least once during the Supervisory Mid-Level
Health Worker training program.

After the class discussion, schedule a follow-up period for review and
approval of the class notes. The quality of the notes serves a useful
role in your evaluation of the students.

*The Self Assessment is included in this set of sample prototype materials. o
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TEACHING PLAN

Sessions 10 and 11

Topic: Implementing Commumnity Health Activities

Objectives: I. Required Baseline Competency

Trainee will have assisted a commmity to establish at
least one kind of ongoing commumnity health activity.

II. Classroom Phase

2.1 Trainee will be able to describe the process and thz

2.2

outcome of his/her selected previous community health
activity;

Trainee will be able to describe the types of problems
in implementaticn of health activities at the community
level which he and his classmates have had and

propose solutions to those problems.

ITI. Preceptorship/Field Phase

3.1

3.2

Trainee /11! assist a Mid-Level Health Worker in
implemenring a commanity health activity by working
with a Mu-Level Health Worker who is involved in
such an operation;

Trainee will maintain concise, accurate notes on
supervisory tasks performed.

Methods: Self-instruction, self-assessment, classroom discussion, field

activities.

Materials: Workbooks

Preparation: Review module text and instructor's manual.

Learning Activities:

1. Students read module text.
2. Students complete self-assessment during first session unit.
3. Based on self-assessments, instructor will conduct class discussion.
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DISCUSSION GUIDE: ISSUES IN COMMUNITY HEALTH ACTIVITY IMPLEMENTATION

1. This discussion guide has been prep: ‘ed to assist the instructor in
reviewing the Supervisory Mid-Level dealth Worker trainees' self
assessment exercises for the umit on health activity implementation
at the commmity level.

2. In working with the community to carry out a health activity of almost
any kind, there are a number of issues which must be addressed. The
more complicated the activity, the more attention must be paid. But
even the most simple project will probably fail without due attention
to necessary details. The objective of this class discussion exercise
is to critically review the commmity health activity experience
of each trainee in order to identify as many of the issues as we can
so that we can assess how important they are to success and failure.

3. First of all, prepare a list of the various types of activities which
the Supervisory Mid-Level Health Worker trainees have identj.ied for
analysis.

4. Note the objective(s) which each Supervisory Mid-Level Health Worker
trainee describes. Discuss these objectives in class. Ask questions

such as:
4.1 Are the objectives limited enough and specific enough to evaluate?
4.2 Does the group feel that their previous training and experience

adequately prepared them for planning these activities?
4.3 Is it possible to estimate the time and cost of the activity
from the stated objectives?

5. How much involvement of the commmity itself was required for each
activity? Did the Supervisory Mid-Level Health Worker's understanding
of the contribution of each participant agree with the commmity's
understanding (paragraph 10 of self assessment form)?

6. Were there any needs for trained personnel which were not adequately
anticipated and provided for? Describe these.

7. Were there any needs for external resources (equipment, supplies,
technical expertise) which were not anticipated and provided for?
Describe these.

8. Did the Supervisory Mid-Level Health Worker trainee anticipate the
nature and extent of his/her involvement in the commmity health
activity? Was he/she able to follow through on the comnitment of
time and energy which this required?

9. Did the activity demand skills or resources which the Supervisory
Mid-Level Health Worker was to provide but did not have? Be specific
about these.



10.

11.

In analyzing any failures, what were the critical problems which
account for them? Think especially of the possible roles of each
of the following:

10.1 Commmication problems - commmity not involved enough in the
planning or implementation; health department not involved
enough; false expectations on the part of the commmity or the
government.

10.2 Resource problems - not adequately planned for; requested but
not provided.

10.3 Commitment problems - commmity leaders/members promised
commitment of time and/or resources, but then didn't provide
them.

10.4 Health Services problems - health personnel did not provide
the required technical expertise, training, or personnel or other
resources for the activity.

Was the activity evaluated sufficiently well to make it possible to

develop or carry on the activity in the future? Was some kind of
plan for evaluation a part of the original plan for the activity?
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