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L EXECUTIVE SUMMARY
 

Zimbabwe Child Survival Workshop Report
 

Child Survival is now among the U.S. Agency for International Development's (A.I.D.)
top priorities, with more than half of its health budget allocated for child-related 
activities. In 1985, 13 U.S. organizations were awarded grants for 27 Child Survival 
projects worldwide, most of which are not in operation. More than $150 million during
FY86 alone going to support Child Survival activities. 

World Vision was chosen by A.I.D. to host a training workshop to focus on the improved
implementation of A.I.D.-funded Child Survival project which began in 1986 inAnglophone Africa. This workshop was part of a broader A.I.D. strategy to provide
technical assistance to projects being implemented by Private Voluntary Organizations
(PVOs) throughout Africa. A similar workshop for Francophone africa was hosted by
the Adventist Development and Relief Agency (ADRA) in Rwanda in July 1987. World
Vision's Mashonaland East Child Survival project, which was funded by A.I.D. in 1985, 
was used as a case study for workshop participants. 

The overall workshop goal was to improve the survival potential of infants and children 
in Africa by enhancing the skills and experiences of Child Survival implementors. The 
theme of the workshop was, "Forward Together for Child Survival." 

Murewa (86 kilometers northeast of Harare), Zimbabwe, was chosen as the site of the
week-long workshop. It afforded numerous in-country, "grass roots" connections, such 
as close proximity to the Mashon!and East Child Survival project for in-field, on-site 
visits by the participants. 

Special communications were sent to PVO offices in Africa and the United States to
identify their participants. In addition, World Vision Zimbabwe extended an invitation 
to the Ministry of Health (MOH) of Zimbabwe. The 24 participants of the workshop 
represented: 

AMREF
 
CARE (Kenya, Sudan, and Uganda)
 
AFRICARE - Nigeria
 
Save the Children (Malawi, Sudan, and Zimbabw.i)
 
SAWSO - Kenya
 
World Vision (Sudan and Zimbabwe)
 
Ministry of Health of Zimbabwe
 
St. Paul's Mission Hospital 

Workshop presentations included: 

Social Mobilization 
Home Management of Diarrheal Diseases
 
Nutrition and Growth Monitoring
 
Immunization
 
Baseline Surveys
 
Health Information Systems
 
Sustainability
 
Supervision and Training
 
Linkages
 



Traditional Health Providers 
AIDS/EPI/Malaria 
Education/Mass Campaigns 
A.I.D. Reporting System
A.I.D. Technical Assistance 
Computers in Child Survival Programs
 
Eye Care and Vitamin A
 

Highlights of the participants' 90-day action plans were: 

o Determine coverage of EPI in target area 
o Design and implement baseline ORT survey 
o Improve working relationship with other PVOs, Zimbabwe, arid MOH (on Child 

Survival implementation) 
o Conduct seminar on Vitamin A 
o Select and train village health workers 
o Review and improve monetary and evaluation methodologies 
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ACRONYMS
 

A.I.D. - Agency for International Development

AIDS - Acquired Immunodeficiency Syndrome

AMREF - African Medical and Research Foundation
 
APHA - American Public Health Association
 
ARC - AIDS-Related Complex

BCG - Bacille Calmette Guerin (TB vaccine)

CBHP - Community-Based Health Worker
 
CBW - Community-Based Worker
 
CDD - Control of Diarrheal Diseases
 
CHA - Community Health Aide
 
CHC - Community Health Center
 
CHW - Community Health Worker
 
CS -
 Child Survival
 
CSP - Child Survival Program

DIP - Detailed Implementation Plan
 
DPT - Diphtheria/Pertussis/Tetanus
 
HAF - Home-Available Fluids
 
HC - Health Center
 
HIS - Health Information Systems

HIV - Human Immunodeficiency Virus
 
KAP - Knowledge/Attitude/Practice
 
LAG -
 Local Area Government
 
MOH - Ministry of Health
 
MRDP - Malawi Rural Development Program

MSRDP - Multi-Sectoral Rural Development Program

NCIH 
 - National Council for International Health 
NGO - Non-Governmental Organization
NKCHP - Northern Kordotan Community Health Program
OPV - Oral Polio Vaccine
 
ORS - Oral Rehydration Salt (Solution)

ORT - Oral Rehydration Therapy

PHC - Primary Health Care
 
PVO - Private Voluntary Organization
REACH - Resource for Child Health 
SAWSO - Salvation Army World Service Organization
SCF - Save the Children Federation 
SSS - Sugar/Salt Solution 
TA - Technical Assistance/Assistant
THP - Traditional Health Provider 
TOT - Training of Trainers 
TT - Tetanus Toxoid 
VHC - Village Health Center 
VHP - Village Health Practitioners 
VIDEC or VDC - Village Development Center 
WHO - World Health Organization
WDC - W6men's Development Cente: 
WV - World Vision 
WVRO - World Vision Relief Organization
WVZ - World Vision Zimbabwe 
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IL INTRODUCTION
 

Child Survival is now among A.I.D.'s top priorities, and more than half of A.I.D.'s
health budget is allocated for activities that focus on children. More than $150 million
during the fiscal year 1986 alone went to support Child Survival activities all over the 
world. 

Among A.I.D.'s significant moves has been to recognize the role and contribution of 
private sectors in both the U.S. and the developing world. Private Voluntary
Organizations have been given recognition, in particular, because of their proven
ability to reach the most needy communities and to mobilize government, private, and
local organizations to support the activities which they have carried on for decades. 

In 1985, the A.I.D. (Office of Private and Voluntary Cooperation/Bureau of Food forPeace and Voluntary Assistance) initiated a competitive Child Survival grants pro­
gram. Thirteen U.S. organizations were awarded grants for 27 Child Survival projects
all over the world, most of which are now in operation. This same A.I.D. office
established a four-year collaborative agreement the following year with Johns Hopkins
University to provide technical assistance to PVO Child Survival programs. This 
agreement consists of four major activities: 

1. 	 Implementation support to the field 
2. 	 Training workshops (field and headquarters)
3. 	 Assisting A.I.D. in organizing technical reviews of project documents 
4. 	 Special problems in monitoring and evaluation 

In September 1985, A.I.D. conducted a workshop for PVOs in Airlie, Virginia, to
respond to PVO technical assistance requests, particularly on evaluation and monitor­
ing of Child Survival projects. An important follow-up workshop was organized by
Meals for Millions in Sierra Leone in April i986, following a proposal by Dr. Dory
Storms, Coordinator of the Collaborative Child Survival Project. Dr. Storms suggested
that instead of a high A.I.D. profile meeting, a modest in-country, field-based
approach be tried. Due to the serious economic and health situation in Africa, it
would be important that the workshop emphasized self-help and local initiative. 

A.I.D./Washington determined that a PVO-hosted workshop in would beAfrica an
appropriate and effective means for transferring specific technical information to 
PVO projects. As a result of the Sierra Leone workshop, the capabilities of PVOs to carry on Child Survival activities have been reinforced. Furthermore, the workshop
brought out the need for people involved in Child Survival projects to know more about 
each other and learn from one another's experiences. 

A. 	 Workshop Objectives 

The overall workshop goal was to improve the survival potential of infants and 
children in Africa by enhancing the skills and experiences of Child Survival 
implementors. 

Specific workshop objectives met were: 

I. 	 Promote and actively encourage information, sharing of ideas, experiences
and lessons learned by workshop participants during this last year's
implementation of Child Survival activities. 
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2. 	 Enhance participants' understanding of how a Child Survival project workswith a community to achieve a sense of "community ownership" for project
activities. 

3. 	 Improve participants' practical knowledge in the delivery, use and measure­
ment of effectiveness for the key Child Survival interventions of immuni­
zation, oral rehydration therapy (ORT), nutrition and social mobilization. 

Develop critical technical standards for effective interventions in 
ORT, Expanded Program for Immunization (EPI), and nutrition. 

Share simple criteria for the definition of high-risk groups; devise 
practical methods for locating these high-risk children and mothers;
devise a practical method for mobilizing each community. 

4. 	 Improve participants' practical knowledge of Child Survival information 
systems, including objectives, project monitoring, Child Survival and PVO
reporting requirements, and mid-term and final evaluations. 

5. 	 Increase participants' knowledge in communication, coordination, and rela­
tion-building among host countries, donor agencies, and other Non-
Governmental Organizations (NGOs) working in Child Survival. 

6. 	 Help participants to develop a plan of action for identifying and resolving
sustainability issues within their projects. 

7. 	 Expose participants to an ongoing Child Survival project, observe it 
critically, and suggest ways to improve the design, implementation, and 
evaluation systems of their own (participants') Child Survival projects. 

8. 	 Promote and actively encourage an Africa regional network among PVO 
Child Survival project implementors, as started by the Sierra Leone Child 
Survival Workshop in April 1986. 

B. 	 Outcome of the Workshop 

I. 	 Participants: 

a. 	 presented an action plan for monitoring and evaluation that was 
implemented in the following 90 days, 

b. 	 presented an action plan for supervision and training that was 
implemented in the following 90 days, 

c. 	 presented a networking plan for the benefit of their projects. 

2. 	 Participants did have the opportunity identify criticalto 	 areas in their 
Child Survival projects that may require additional tec'inical help.
will be reflected in a technical assistance (T.A.) form. 

This 

3. 	 Participants did list what they will do differently in the immunization,
nutrition, oral rehydration therapy, and social mobilization components of
their projects as a result of participating in this workshop. This will be 
reflected in the workshop daily evaluation. 
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4. 	 Participants did have opportunities to obtain feedback on their imple­
mentation systern from their fellow participants during the workshop and 
from the resource persons. Sessions between participants and resource 
persons will be in the form of "clinics" (by appointment) after the evening 
meal. 
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IIL PLANNING AND PREWORKSHOP ACTIVITIES
 

In December 1986, World Vision formally accepted the invitation to host the regional
workshop for anglophone A.I.D.-funded Child Survival projects in their first year of
operation in Africa. At the same time, the Adventist Development and Relief Agency
International (ADRA) was initiating plans for a July 1987 workshop for Child Survival 
workers in francophone countries. 

In February 1987, the first planning meeting on the workshop was held at World Vision 
headquarters in California. Dr. Mary Carnell, M.D., M.P.N., representing Johns
Hopkins' PVO Child Survival program, met at A.I.D.'s request with WVRO staff, Dr.
Rufi Macagba and Mark Publow, to review A.I.D. guidelines for such workshops. They
also agreed to overall standards and goals for the Zimbabwe workshop as well as 
technical needs for the 1986-funded projects. 

Then in March 1987, WVRO appointed Dale Flowers of the Santa Cruz Consultants as
workshop facilitator and Dr. George Ngatiri (World Vision/Africa's Senior Regional
Primary Health Care Consultant) as the action officer to coordinate all technical 
activities. 

From April 30 to May 1, the second pre-workshop planning meeting was held at 
A.I.D./Washington. John Grant and Dr. G. van der Vlugt of A.I.D., Dr. Dory Storms 
and Barbara Johnson of Johns Hopkins, Dr. Mary Carnell, Dr. Rufi Macagba, and Dale
Flowers carried out the first workshop needs assessment using project detailed 
implementation and evaluation plans. 

It was -greed that: the workshop venue should be close to ongoing Child Survivalan 
program which would provide an environment to optimize learning; participants from
PVOs and the Zimbabwean Ministry of Health should be invited; and resource people
should be identified. Workshop objectives were also set to meet the needs and 
expectations of a diverse group of field people. 

A. World Vision Zimbabwe and the Workshop Setting 

World Vision Zimbabwe was designated to host the workshop. In May, the
workshop site was confirmed by Rev. Max Chigwida (WV Zimbabwe Field 
Director). Murewa was chosen as the about 86 kilometerssite, northeast of
Harare. World Vision initiated the Mashonaland East Child Survival project in 
this area in 1985 in collaboration with the local St. Paul's Mission Hospital and 
the Ministry of Health. Murewa provided an available facility in the form of a 
small country hotel which could provide food and accommodations. 

B. PVO Participants 

In May 1987, Mark Publow, World Vision Headquarters Liaison, communicated 
with PVO headquarters staff inviting them to send representatives from their 
Africa Child Survival projects to attend the Murewa workshop. Special com­
munications were sent to World Vision field offices in Zimbabwe and Sudan to
identify their participants. In addition, World Vision Zimbabwe decided it was 
appropriate to extend the invitation to the Ministry of Health. The final 
workshop participants represented the following organizations: 
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I. AMREF (African Medical and Research Foundation) 2 
2. CARE - Kenya 	 1 
3. CARE - Sudan 	 2 
4. CARE - Uganda 	 2 
5. AFRICARE - Nigeria 	 2 
6. Save the Children - Malawi 	 2 
7. Save the Children - Sudan 	 2 
8. Save the Children - Zimbabwe 	 I 
9. 	 SAWSO - Kenya (Salvation Army World
 

Service Organization 2
 
10. World Vision - Sudan 	 2 
11. World Vision - Zimbabwe 	 2 
12. Zimbabwe Ministry of Health 	 3 
13. St. Paul's Mission Hospital 	 1 

TOTAL PARTICIPANTS 	 24 

C. Survey of Participants' Interest Areas 

In the earlier part of May 1987, George Ngatiri carried out a survey of 
participants' expectations, skills, and materials they could bring to the workshop.
This formed the second part of the needs assessment. Then in the later part of 
May, Mark Publow carried out a PVO Headquarters survey on the needs and 
priorities to be covered by the workshop. This formed the third and fourth part
of the needs assessment. Survey results are summarized in the table on the next 
page. Scoring was from I to 13, with I as first priority, and 13 as the last 
priority. 
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INTEREST AREAS
 

A W W S S S C C AVERAG 
M V V C C A A A 
R Z S F F W R R 
E w U MA SU S E E SCORE 
F D LA DANO KEN S-U 
KEN WI KEN KEN YA DAN 
YA YA YA 

SUPERVISION 2 4 1 5 11 2 4 1 3.75 

MONITORING AND 
REPORTING 5 1 3 1 5 1 13 2 3.88 

TRAINING (METHODS 
AND MATERIALS) 4 5 5 4 10 6 6 3 1.38 

EVALUATION 8 2 3 2 13 3 5 9 5.63 

COORDINATION WITH 3 10 3 4 13 3 10 6.13 
THE GOVr.RNMENT 

BASELINE DATA 7 7 6 6 6 10 1 7 6.25 

ORAL REHYDRATION 6 9 7 7 2 7 7 13 7.25 
THERAPY 

COMMUNITY 
ORGANIZATION 12 13 4 13 3 13 2 4 8.00 

TECHNOLOGY OF 10 10 9 8 1 13 9 5 8.13 
IMMUNIZATION 

GROWTH MONITORING 9 8 8 9 7 8 8 12 8.63 

HEALTH AND 1 11 11 10 8 9 10 11 8.80 
MONITORING 

PROGRAM DESIGN 13 12 2 13 9 5 12 6 9.00 

VITAMIN A 11 6 12 11 12 4 11 8 9.38 
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D. 	 Key Resource Persons Involved in the Workshop Design and Preparation 

As in the Meals for Millions workshop in Sierra Leone, World Vision deciaed that 
an experienced facilitator was important to assist with workshop planning and 
implementation. Mr. Dale Flowers of the Santa Cruz Consultants, fac'lita.or for 
the Sierra Leone event, was chosen in March. Mr. Flowers is a training expert
who has a background in international health, knowledge of program management
and rural deveiopment, and experience in African development. 

Dr. Dory Storms, Coordinator for Johns Hopkins' PVO Child Survival Support
project, was a very important technical resource person in the Sierra Leone 
workshop. Dr. Storms has been involved, working with A.,.D in supporting the 
PVO Child Survival program since its 1985 inception, and has been a key
coordinator. 

Mrs. Cynthia Rawn of the Resources for Child Health (REACH) was identified by
A.I.D. to become the key resource person on immunization. With a considerable 
experience in Zaire, Cynthia Rawn is an EPI Technical Associate with REACH. 

Dr. Rufi Macagba head of World Vision's International Health Programs, played
the key role in coordinating with A.I.D./Washington, D.C., and in structuring the 
workshop design. Mr. Mark Publow was eventually designated as the World 
Vision headquarters liaison and Dr. Doug Mendoza as World Vision's technical 
assistant. 

E. 	 Workshop Design 

From June 29 to July 2, 1986, a workshop planning and coordinating meeting was 
held in Monrovia, California. The following people attended: Max Chigwida,
Bongi MushaDaidze, George Ngatiri, Dory Storms, Dale Flowers, Rufi Macagba,
Mark Publow, and Doug Mendoza. The purpose of the meeting was to do the 
final planning and design. A workshop standard and strategy document was 
produced. Also, at this point in the planning, the resource materials to be used 
in the workshop were designed. 

Dale 	 Flowers facilitated this four-day event, helping workshop staff develop 
agenda for the workshop and ensuring that important areas were covered. 

The following were the highlights of the meeting: 

1. 	 The workshop design would be participatory in nature with the purpose of 
training field staff who are directly working in USAID-funded Child 
Survival projects. 

2. 	 A strong emphasis would be placed upon training African staff who 
anticipate continued involvement in the project area after USAID funding 
has been completed. 

3. 	 The focus of the workshop would be upon improving the delivery and 
effectiveness of Child Survival technologies, as well as an emphasis upon 
process issues such as training, evaluating, supervising, monitoring, and 
reporting. 

4. 	 World Vision's Child Survival project would be utilized for site visits and 
serve as a tool for training and critique. 
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5. 	 A broad variey of resource materials would oe made available to the 
workshop participants for their future use. 

6. 	 During the workshop planning, it was learned that Dr. Gerold van der Vlugt,
incoming A.I.D. Health and Child Survival Coordinator, would be available 
to attend the workshop. 

F. 	 Preparation of Project Community Visits 

World Vision Zimbabwe Child Survival program staff Ellen Tagwireyi, Zelda 
Nhiliziyo, and Bongi Mushapaidze, did considerable preparation for scheduled 
community visits and community involvement in the workshop. The villages of
Zvareva, Musinga, and Pfende were chosen as the sites for community visits. 
These villages were chosen by WV Zimbabwe staff based on contacts with the 
leaders and their location. Pre-workshop preparations included the following:
briefing the community that groups of visitors would be coming, choosing
members of the communities for interviews and demonstrations, and preparing
the village development centers (VIDECs) to receive the visitors. 

G. 	 Support Activities 

1. 	 Resource Materials 

It was decided during the workshop planning that participants would be 
provided with current information on the different areas that would be 
covered. Contacts were made with Meals for Millions' Kathleen Stack to 
get copies of materials used in the 1986 Sierra Leone workshop and with
ADRA's Lucia Gilkes to request copies of resources being prepared for the 
Rwanda regional Ch-ild Survival meeting in July 1987. 

in addition, Doug Mendoza made direct contacts with and obtained recent 
information/literature from the following: American Public Health Asso­
ciation, Center to Prevent Childhood Malnutriion, Medical Assistance 
Program International, National Council for International Health, National 
Research Council, the Population Information Program of the Johns 
Hopkins University, Resources for Child Health, Save the Children Federa­
tion (Connecticut), The Campaign for Child Survival Office in California, 
World Neighbors, the Pan-American Health Organization, United Nations 
Children's Fund (UNICEF), and the World Health Organization. 

Dr. Rufi Macagba, World Vision's International Health Programs Director,
provided additional materials for use in the workshop. World Vision 
Zimbabwe's Primary Health Care Unit provided 118 printed materials, 
some films, and video tapes for the resource center. AMREF's participant,
Dr. Oirere, came with a number of free health brochures/leaflets and a set 
of new books for sale at reasonable price. 

Looseleaf workshop binders were prepared at WVRO headquarters. Each 
three-ring binder contained workshop background information, daily objec­
tives and activities, writing materials, participant and staff listings, 
biblio;-aphies and the bulk of the technical materials. 

Each binder was structured according to daily activities and topics. Each 
major section had a technical summary entitled "Issues and Ideas" for 
participants to read through briefly before the daily sessions with the 
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intention that the major texts may be used for future references. The cost 
per binder and contents was about US$15.00. World Vision ZimbaL'we had
ordered satchels to carry workshop materials with World Vision and Child 
Survival logos printed on them. 

A cover page containing the theme "Forward Together for Child Survival in
Africa!" was and in WVRO. A wasdesigned printed certificate likewise
prepared to be awarded to each participant upon completing the workshop. 

Mark Publow and Doug Mendoza took the resource binders to Africa as 
excess baggage. Other supplies such as pens, transparencies, markers, and
writing paper were also transported from the U.S., whiie World Vision
Zimbabwe purchased the rest. The workshop planners anticipated recrea­
tional needs for the participants, so chess sets, playing cards, volleyballs,
badminton, and table tennis sets were purchased. 

2. Travel 

Travel to and from Harare via Nairobi for the participants was arranged by
Dr. George Ngatiri with the assistance of a Kenya-based travel agency.
Tickets were forwarded through the airlines. Per diem allowances were 
provided. 

The participants were met at Nairobi airport by Dr. Ngatiri and other 
World Vision Large-Scale Development Office staff. Most of the partici­
pants left Nairobi for Harare with some of the World Vision workshop staff.
World Vision Zimbabwe mobilized some local staff to meet and transport
people from the airport to Harare and eventua'.y to Murewa and back.
Two World Vision Zimbabwe vehicles and the World Vision-donated Musami 
Hospital ambulance were utilized for the entire duration of the workshop.
Two Sudan participants were, initially, unable to obtain visas. Problems 
arose at the Harare airport, which were difficult to resolve. 

3. Housing and Training Facilities 

The participants lodged at Jacaranda Hotel in Nairobi and at Oasis Hotel in 
Harare. In Murewa, both workshop staff and participants were housed at 
the Mwamuka Hotel, a modest country lodge. 

Arrangements were made to accommodate two persons in each room.
There was a large meeting room intended for the sessions, but the open
garden in the middle of the building was the preferred place of most. Hot
and cold running water, baths, electricity, and indoor toilets were also
available. Generally, both lodging and learning facilities we. ! decent. 

The hotel staff was excellent: courteous, pleasant, hard-working (going out 
of their way to please), uncomplaining, well-prepared, and efficient! All
these contributed to the workshop during a cool, pleasant Zimbabwean 
winter. 

4. It is important to note that the Mwamuka Hotel provided a number of areas 
which could be utilized for conducting the workshop. These included: 
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- Areas for indoor classrooms 
- An open garden area for large group sessions 
- Space in front of the building for small group sessions 
- Adequate area for a separate Resource Center 

H. Final Preparations 

Due to the National Holiday in Zimbabwe, final planning had to be divided into 
two parts: Nairobi and Harare. Dr. Dory Storms, Cynthia Rawn, Dale Flowers,
and Doug Mendoza arrived in Nairobi on August 9 and met with George Ngatiri 
to review the workshop design and make final preparations. Some changes were' 
made to include local resource people in some sessions. 

Dory Storms, Dale Flowers, and Cynthia Rawn went on to Harare mid-week to 
review the final plans with Bongi Mushapaidze, Jelda Nhliziyo, Ellen Tagwireyi, 
and Max Chigwida. Planning activities in Harare included: 

- Reviewing respective roles 
- Finalizing daily schedules 
- Meeting with Susan Chidyamatamba for workshop administrative support 
- Establishing a Resource Center 
- Field visits to ensure expertise and understanding of the process 
- Finalizing the week's schedule of events 
- Meeting in-country resource people and clarifying their respective roles 
- Deciding on the process of workshop evaluation 
- Reviewing and revising the participants list 

During the process of identifying in-country resource people, Dr. Storms, 
Mr. Flowers, and Mrs. Rawn visited the workshop venue, the local St. Paul's 
Mission Hospital, Dr. Zvandasara, MOH Provincial Medical Director, and 
Dr. Serima, MOH EPI specialist. Since Mr. Steve Bergen of the Office of Private 
and Voluntary Cooperation (FVA/PVC) was visiting USAID Zimbabwe at that 
time, he provided briefings to the Mission, since he was familiar with workshop 
plans. Dr. Jake van der Vlugt and Mark Publow arrived Saturday morning and 
participated in a summary briefing session with all workshop staff that same 
afternoon.
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IV. THE WORKSHOP
 

A. 	 The People Attending the Workshop 

1. 	 The Workshop Team 

There was a total of 41 people in the workshop: 24 participants from the 
PVOs of the MOH, 9 workshop staff, 5 resource people from Zimbabwe, and 
3 observers. 

The final workshop team included Dr. George Ngatiri, overall coordinator; 
Rev. Max Chigwida, World Vision (Host Country) Field Director; Dr. Jake 
van der Vlugt, Health and Child Survival Coordinator (A.I.D./PVC);
Dr. Dory Storms, Coordinator (A.I.D. reporting systems, D.I.P. review 
feedback, Collaborative Child Survival Project); Mrs. Cynthia Rawn, 
Resource Person in EPI (REACH); Mrs. Bongi Mushapaidze, World Vision 
Zimbabwe PHC Unit Head/Child Survival Project Manager; Dale Flowers, 
Health and Management Training Consultant (Facilitator); Mark Publow, 
World Vision Relief Organization Headquarters Liaison; and Dr. Doug
Mendoza, technical assistant from World Vision Relief Organization. 

2. 	 The Participants 

All of the 24 participants had key roles in ongoing Child Survival and most 
had health-related training and/or considerable experience in health. The 
PVO participants were as follows: 

a. 	 Margaret Okello (Mrs.), AMREF - Kenya, Coordinator for 
Community-Based Health Care and Child Survival (Urban Nairobi) 

b. 	 B. 0. N. Oirere (Dr.), AMREF - Kenya project. Leader of the 
Kibwezi R.H.S. 

c. 	 Kate Burns (Ms.), CARE. Regional Te':hnical Advisor for PHC in 
East Africa 

d. 	 Osheria Mohammed Elamin (Miss), CARE, Administrative Assistant/ 
Extensionist, CSP 

e. 	 Catharine McKaig (Ms.) CARE - Sudan, CjP Project Manager 

f. 	 Lovisa Marion K. Ayazika (Mrs.), CARE - Uganda, Senior Nursing 
Officer 

g. 	 Israel Kalyesubula (Dr.), CARE - Uganda, Head of Health Sector 

h. 	 Charles W. Oliver (Mr.). AFRICARE - Nigeria, Project Advisor, IMO 
CSP 

i. 	 Regina A. Obiagwu (Mrs.), AFRICARE - Nigeria, Administrative 
Assistant, IMO CSP 

j. 	 Rosellyn Chiwaya (Ms.), Save the Children, Medical Health/Nutrition 
Frojects Assistant 
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k. 	 Stanley Jere (Mr.), Save the Children, Medical Health/Nutrition/CSP 
Coordinator 

1. 	 Biar Deng Biar (Dr.), Save the Children - Sudan, Health Sectoral 
Deputy Manager 

m. 	 James Okuc Daniel (Dr.), Save the Children - Sudan, Health Sectoral 
Deputy Manager 

n. 	 I. A. Bani (Dr.), World Vision - Sudan, Project Advisor 

o. 	 Nel den Boer (Ms.), World Vision - Sudan, Project Manager 

p. 	 Beatrice Mutua (Mrs.), SAWSO - Kenya, Project Coordinator/ 
Supervisor 

q. 	 Ruth Simiyu (Mrs.), SAWSO - Kenya, Women's Group Leader 

r. 	 Ellen Tagwireyi (Mrs.), WV Zimbabwe, Health Associate 

s. 	 Jelda Nhliziyo (Mrs.), WV Zimbabwe, Training Officer 

t. 	 Emily Shoko (Mrs.), Zimbabwe MOH, Community Nurse 

u. 	 Lawrence Mubaiwa (Mr.), Zimbabwe - MOH, Community Nurse 

v. 	 Ruth Muka..yangi (Miss), Zimbabwe - MOH, Community Health 
Nursing Sister 

w. 	 Sr. Florence Chipango, Matron, St. Paul's Mission 

x. 	 Richard Kudhanda (Mr.), Save the Children - Zimbabwe, Health 
Program Coordinator 

3. 	 Resource People/Observers/Support Staff 

Although the workshop team provided the major technical support, partici­
pants, nationals, and expatriates working in Murewa were enlisted as 
resource persons. They were: 

a. 	 Dr. M.O. Alli, UNICEF, Adira, Harare (EPI) 

b. 	 Mrs. E. Serima, Zimbabwe - MOH (EPI) 

c. 	 Dr. Van Nueton, District Medical Officer (Murewa - Health System) 

d. 	 Dr. Zvan.'asara, Provincial Medical Officer (ORS) 

e. Mrs. Jelda Nhliziyo, WV Zimbabwe (Social Mobilization) 

f. 	 Dr. Hasha Hove, Zimbabwe - ,MOH 

World Vision Zimbabwe designated people to support the workshop staff in 
important duties. 

-15­



The observers who stayed on for most of the workshop sessions were Dr. 
and Mrs. (Dr.) Liebert Agnes Van Nueton and Dr. Teresa Matuszewska 
(Medical Officer, Musami Hospital). 

Eventually, participants with observers numbered 35, larger than originally
planned. Thus, design and teaching activities had to be adapted accord­
ingly. 

B. The Workshop Approach and Format 

As in the Sierra Leone workshop, the approach was to integrate adult learning
theory, reflection, and experimental learning processes. The workshop was 
teared toward providing actual experiences that would strengthen technical
information and optimize participation so that everybody would learn from each
other. 

Planners endeavored to create a setting where each one, staff and participant,
would be a potential resource person with experiences and information to share. 
Time slots were appropriated at the start to enable everybody to know each 
other's background. 

World Vision's Child Survival program in Murewa district was chosen as the 
"laboratory" where staff and participants interacted with each other, with the 
villagers, and with the project implementors. 

There were many sessions provided for small groups to meet and discuss issues 
and concerns. Groups then chose speakers to present the contents of their 
discussions. This process proved to be very effective. 

The combination of indoor and field activities helped participants to identify
strengths, weaknesses, and areas of concern in their respective programs.
Everybody was encouraged to come up with ideas on how to improve the 
implementation of Child Survival interventions in their own programs. 

The staff structured the workshop in such a way that objectives were set for 
each day and activities linked in a logical sequence. The overall program is 
contained in a subsequent page. 

Dale Flowers, as facilitator, handled the challenging task of seeing that the 
workshop was on the mainstream and that daily objectives were followed and 
participant needs were met. The staff met after dinner to review the day's 
events and prepare for the following day. 

Although limited activities were scheduled in the evenings, participants or­
ganized small "clinics" to share common interests and issues that could not be 
covered in the workshop. Some chose to meet with workshop staff to discuss 
other concerns. 

C. Opening Sessions 

On Sunday, August 16, 1987, participants arriving in the afternoon at the 
workshop site from Harare, were assigned their rooms, and given their workshop
binders. An official welcome was given by Rev. Max Chigwida, host country
field director. This was followed by introductions, participant interviews, and an 
opportunity for everybody to know each other. Then a review of the overall 
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workshop was scheduled by Dr. Ngatiri. After dinner, Doug Mendoza briefed the 
group on the workshop binder and resource center. An opportunity for theparticipants to express their expectations was provided, and these were con­
sidered by the staff to modify the activities for the subsequent days. 

The workshop was formally opened on Monday, August 17, with speeches and
remarks delivered by Rev. Max Chigwida, Dr. Godfried Sikipa (Zimbabwe-MOH),
and Dr. Gerold van der Vlugt (A.I.D.). Dr. Van Nueton, district medical officer,
gave an outline of the health services in Murewa district. Other highlights of the
day were participant presentations of projects and poster displays, "ice-breaking"
exercises that introduced participants to one another, sharing of expectations,
and an orientation for site visit. 

D. Participants' Expectations 

The following expectations were raised in the evening of August 16, 1987. 

I. Topics with emphasis on: 

a. Child survival in relation to development programs
b. Monitoring 
c. The role of traditional healers/birth attendants in Child Survival 
d. Role of information/education in Child Survival communication 
e. Linkages/coordination communication between projects, the minis­

tries, and A.I.D. 
f. Monitoring information on EPI services 
g. Computers and base!ine studies 

2. Formation of small-group discussions to facilitate sharing of experiences. 

3. Identify resource people within the group for specific topics, and other 
issues such as computers. 

4. Others expected participants to present program profiles. 

5. Everybody expected a cultural night at the end of the workshop. 

E. Community Activities 

The indoor workshop sessions on social mobilization and oral rehydration therapy
were complemented hy visits to three villages: Zvareva, Musinga, and Pfende.These visits gave an opportunity for the participants to experience these two 
processes right on site. 

The first visit was on August 19, 1987. The participants (divided into three
groups) left the workshop site at 9:30 a.m. after the WV Zimbabwe case study
presentation. The groups were back at the hotel at about 2:30 p.m. and were
given time to prepare their comments, critique, and recommendations on the
WV Zimbabwe social mobilization experience. 

The second visit was on August 20, 1987. This time it was to cdnduct interviews
with mothers on knowledge and practical demonstration of oral rehydration
therapy. The participants spent about four hours in the communities and were
back by 2 p.m. Time was allocated to receive feedbacks on the visit and 
interviews. 
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A third visit intended for the immunization session had to be canceled due to 
time constraints. On the whole, the two visits were effective learning processes
for the participants. While giving comments and recommendations, the partici­
pants likewise learned lessons from the Murewa experience that would be useful 
in their own projects. 

World Vision and MOH-Zimbabwe exerted considerable efforts to organize these 
visits, not to mention the tremendous input contributed by the people. 
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_ _ 

WORLD VISION ZIMBABWE CHILD SURVIVAL TRAINING WORKSHOP SCHEDULE - AUGUST 15-22, 1987 

Final Schedule 

Time 

7:00-7:45 

3:00-9:00 

9:00- 10:00 

10:00- 11:00 

11:00-12:00 

, 	 12:00- 13:00 

13:Cr- 14:00 

14:00-15:00 

15:00-16:00 

16:00-17:00 

17:00-18:00 

18:00-19:00 

19:00-20:00 

20:00-21:00 

Saturday 

August 15 


ARRIVAL 


IN 


HARARE 

' 

Sunday 

August 16 


WORKSHOP 
STAFF 
LEAVE 

FOR 

WORKSHOP
 

SITE 


LUNCH 


PARTICIPANTS 

ARRIVE IN 

MUREWA 


REGISTRATION 


DISTRIBUTION 
OF BINDERS 

WELCOME 


INTRODUCTION 


PARTICIPANT 

INTERVIEWS 


ORIENTATION 


DINNER 

REVIEW 

OF RESOURCES 


Monday 

August 17 


ANNOUNCEMENTS 


POSTER DISPLAY 

PRESENTATIONS 


TEA BREAK 


OPENING 

CEREMONIES 


LUNCH 


POSTER 

PRESENTATIONS 


CONTINUED 


TEA BREAK 


SURVEY 

REVIEWED
 

GROUP 

SESSIONS 

ORIENTATION 
ORIENTATION FOR_______________ 

NEXT DAY AND 
EVALUATION 

DINNER DINNER 

WORKSHOP STAFF 
STAFF MEETING MEETING 

Tuesday 

August 18 


B R E A K 

SOCIAL 

MOBILIZATION 


TEA BREAK 


BRIEFING 


SITE VISITS 

(LUNCH 


SERVED IN 

THE 


COMMUNITY) 


REFLECTIONS 

ON VISITS 


TEA BREAK 


PRESENTATIONS 


EVALUATION 


REVIEW OF
 
NEXT DAY 


Wednesday 
August 19 

F A 	 S T 

CONTROL OF 

DIARRHEAL 


DISEASES 


TEA BREAK 


BRIEFING 


HOME 

VISITS/ 


ORT
 
INTERVIEWS 

LUNCH 


REFLECTIONS 

ON VISITS
 

TEA BREAK 


PRESENTATIONS 


CASE 

STUDIES
 

EVALUATION
 

DINNER 

EPI MEETING/
STAFF MEETING 

Thursday 
August 20 

IMMUNIZATIONS 

TEA BREAK 

A.I.D. REPORT-

ING SYSTEM 


LUNCH 

_ 
HEALTH 

INFORMATION 
SYSTEM1S 

SMALL GROUP 

SESSIONS/ 


PRESENTATIONS
 

EVALUATION
 

D!NNER 

STAFF
 
MEETING 


Friday Saturday
 
August 21 August 22
 

PREPARATION PARTICIPANTS
 
OF ACTION LEAVE FOR
 

PLANS HARARE
 

TEA BREAK WORKSHOP 
STAFF WRAP-
UP MEETING 

ACTION PLAN AND DEPART 
PRESENTATIONS FOR 

HARARE 

FINAL
 

EVALUATION
 

L. "C:I 

PHOTO
 
SESSION 

CULTURAL
 
PRESENTATION
 

FELLOWSHIP 
DINNER 

CLOSING 



F. The Resource Center 

There was a room reserved for the resource materials which was also used asoffice space. The room eventually became a multi-purpose room whereparticipants not only could read materials, but also could view health-related
video tapes or listen to a Vitamin A cassette in the evenings. Likewise,
participants and staff could type, make photocopies, prepare audiovisuals, obtain
learning materials, and borrow recreational games. World Vision designated aworkshop secretary who not only handled typing and photocopying chores but also
took messages, handled travel booking reservations/confirmations, telephone
calls, and even looked after the first-aid kit. 

Though busy and needing more organization, the resource center proved to be a 
very important place in the Murewa workshop. 

G. 	 Workshop Presentations 

1. 	 Social Mobilization 

Social mobilization was the subject for August 18, 1987. An indoor session
in the morning was highlighted by the presentation of the case study on
social mobilization in the World Vision Zimbabwe Child 	Survival project by
Mrs. Jelda Nhliziyo. The full text of the paper is included in the appendix.
Among the lessons learned from the experience were: 

a. 	 A community-based health program recognizes the political context 
and works with the objective of evolving a structure which responds
to the needs and priorities of the total community. 

b. 	 The most important felt need of th community is to control the 
programs that affect them. 

c. 	 The program should develop a careful analysis of problems in the 
context of the socio-political and economic structures and potentials,
and use a range of methods to cope with inherent struggles of power. 

d. 	 The WV Zimbabwe CSP recognized the tension between flexibility
and replicability, and tries, as far as possible, to keep a balance 
between the two. 

Community visits were scheduled for the day to give the participants the
opportunity to observe the WV Zimbabwe program in action. Three villageswere 	chosen: Zvareva, Musinga, and Pfende. Participants were briefed to
make observations and suggestions to be presented in the afternoon. Notes 
on these are included in the appendices. 

In summary, the participants were generally impressed on how effective
the implementors had been in mobilizing the community. This was seen in
the interaction between the staff and the people. It became evident that
singing and dancing are very much a way of expression by the
Zimbabweans, reflecting oneness as a community. The VIDECs (villagedevelopment centers), water wells and blair toilets were major features 
that were noted in each of the sites. 
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After the visits, the groups presented their impressions. While pointing out 
the strengths and concerns, the participants made a number of suggestions 
to further improve the World Vision Zimbabwe CS0 , such as planting more 
trees for fuel and shade, using run-off water from the wells for gardening, 
and implementing other income-generating activities. 

2. Control of Diarrheal Diseases 

This was the major topic for the workshop. Dr. George Ngatiri introduced 
the session. CARE Regional Director Kate Burns, who has considerable 
experience in Africa, became the major resource person for the day's 
event. Kate emphasized the importance of EPI and ORT as !.y CS 
interventions. The following components were discus.ed: ORS, SSS, HAF, 
continuing feeding during diarrhea and referrals. In addition, management
of diarrheal diseases issues was raised, such as various approaches in ORT 
implementation, training of CHWs and mothers, quality of home manage­
ment (such as adequate use and time of referring a child based on severity 
recognition), and evaluation of interventions based on success/failure of 
knowledge versus practice. 

Case studies were presented by CARE-Uganda and Save The Children-
Sudan. The Uganda case study focused on the strategies implemented by
the Multi-Sectoral Rural Development Program (MSRDP) which CARE 
joined in July 1986. Village Health workers were selected and trained to 
work in oral rehydration corners in aid posts. All three ORT techniques 
(ready packets, salt-sugar solution, and homemade solutions like light tea, 
porridge, and banana juice) were promoted. The VHWs provided teaching 
to individual mothers at home, immunization sessions, women groups, and 
schools. The home-aid post-health center/hospital referral system was 
elaborated. 

The Save the Children (SCF) Sudan case study revealed that the ORS 
(UNICEF packet) is the number one intervention being promoted, but both 
SSS and home-based solutions are being introduced. The CHWs, VHWs, and 
the Community Health Aid (CHA, usually a volunteer) deliver the inter­
ventions at village, health post, and hospital levels. Demonstrations are 
provided for preparing the three solutions. The number of packets
dispensed through the health posts and health workers is used for moni­
toring. While training and evaluation of health workers are already being
done, efforts on community training are being initiated. Supervision of 
ORT activities is being conducted through the pre-school health infra­
structure. 

After the case studies, Dr. Zvandasara, Provincial Medical Officer, gave 
his observations. He strongly stated that the Murewa experience has shown 
the salt-sugar solution to be the intervention that has been promoted and 
highly accepted by the community. It has been found that most households 
in Murewa have the ingredients rea,':v available and efforts will continue 
to reinforce this intervention. 

H6me visits were conducted after the above sessions. The participants 
were divided into three groups again. A structured interview for diarrhea 
and ORT was carried out by every participant. This was designed by 
Dr. Carl Kendall, medical anthropologist from the Johns Hopkins Univer­
sity. After the home visits, the participants presented results of the 
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interviews. There was a general impression that the mother-interviewees 
had a good literacy level, knew what diarrhea was all about, identified 
causes and how to mix the salt-sugar solution. Although most of the 
mothers knew how to administer the solution, there were some that 
considered it as a "medicine" to be dispensed, e.g., three to four times a 
day. 

3. Nutrition and Growth Monitoring 

This topic was taken up in the afternoon of August 19 after the diarrhea 
and ORT sessions. Three case studies were presented: World Vision Sudan, 
SCF Malawi, and AFRICARE Nigeria. 

The nutrition component of World Vision Sudan was part of a country-wide 
program during the 1984-85 famine with concentration in the Central 
Region. The following messages were conveyed: breastfeeding at least up 
to 18 months and introduction of foods at four to six months; gradual
weaning from three to six months, even if mothers were pregnant; and 
promotion of local balanced diet. To determine the extent of coverage, 
the following were used as indicators: proportion of registration of under­
threes (rather than the usual under-fives), proportion of cards issued, and 
attendance in clinics. Success in meeting objectives of program was 
evaluated through knowledge and skills of mothers, and decreases in 
malnutrition cases. 

The SCF-Malawi group elaborated on the rural development linkage pro­
gram in which the SCF tied up closely with the Ministry of Health/Public
Health Association of Malawi (MOH/PHAM) and the Ministry of Agricul­
ture. Among the major objectives pointed out were regular growth
monitoring for at least 85 percent of the 0-5 year olds in impact areas, 
installation and periodic calibration of Salter scales at all delivery points,
village-level growth monitoring every two to three months, and develop­
ment of referral system. 

The IMO/AFRICARE CSP project overview was presented. It was pointed 
out that the nutritional status of the community was part of the baseline 
survey. The Women's Development Center was cited as a very important 
feature of the program. Nutrition components primarily included agricul­
tural demonstration gardens and alternative income-generating activities 
to sustain nutrition. 

4. Immunization 

A pre-immunization meeting was conducted by Cynthia Rawn with the 
participants on the evening of August 19, 1987 to determine the areas of 
concern on EPI coverage surveys. A list, which includes survey methodolo­
gies to the role of computers is included in the appendix. 

A large table was prepared for participants to fill in information on 
different EPI components. The completed table is included herein. A full 
report prepared by Cindy Rawn is likewise included in the appendix. 

Save the Children Federation - Sudan presented the case study on the EPI 
in the El Obeid and Northern Kordofan regions. This project has low target 
figures due to logistical difficulties and the fledging stage of the Sudan 
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project itself: 4.5 percent or 19,000 children under one year alnd 3 percent 
or 12,500 pregnant mothers. As a long-term objective, a challenging 70 
percent vaccination coverage was set. Strategies to achieve this included: 
giving more support to CHWs, improving district-level EPI management 
and working towards sustainability of EPI activities. 

After the Sudan case study, Mrs. E. Serima of the Zimbabwe Ministry of 
Health delivered her paper on the country's expanded programme on 
immunization. In summary, she emphasized the EPI planning and the 
multi-sectoral EPI Task Force aspects. She raised some important issues 
with which both the government and non-government were concerned. 
"Awareness" activities to promote the program were also mentioned. She 
concluded by stating that there is a need to consider the role of private
voluntary organizations in primary nealth care--will the role diminish or 
become institutionalized? Or, will there always be unmet needs that call 
for outside assistance? 

Dr. M. 0. Alli, Advisor to UNICEF in Zimbabwe, followed Mrs. Serima's 
presentation. Dr. Alli discussed identifying and maintaining satisfactory 
levels 	of immunization. 

The texts of both papers are included in the appendix. 

5. 	 Baseline Surveys 

This top&c was taken up by two small group discussions in the afternoon 
sessions of August 20, 1987. 

One group raised the following: 

a. 	 What is the most effective, practical, and cost-effective way to 
baseline information? 

b. 	 How much time is required for collection? 

c. 	 What is "representative?" 

d. 	 How many personnel are necessary to do the baseline? 

The Uganda "100-house survey" was quoted as a practical cost-effective 
method that would meet the above criteria. In addition, a more compre­
hensive method may be utilized to cover different demographic character­
istics of a population. 

A second group discussed other components such as the community's 
knowledge, attitude and practices; resources; maps; and family enrollment 
as survey tools. 

6. 	 Health Information Systems 

Dr. Dory Storms was the key resource person for health information 
systems. She detailed four issues: uses, problems, personnel, and time 
constraints in health information systems. Dr. Storms pointed out that no 
component of Child Survival programming has been more difficult for field 
staff than information systems. The different issues were outlined with 
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their corresponding approaches. She then discussed the major problems
identified by PVOs, with their suggestions for dealing with them. The 
notes in the appendix should benefit anyone involved in CSP health inform­
ation systems. 

7. 	 Sustainability 

Even though this was a formal session on the third day, sustainability was a 
constant issue in practically all the Child Survival topics addressed during
the workshop. It was emphasized that while the USAID is funding the 
projects during the first few years, PVOs are challenged to work out 
measures with the communities to sustain the Child Survival activities 
after the funding has been completed. Strategies like fee-for-service, 
attempts to reduce costs, resources generating activities, and seeking
other funding sources have been proposed to fully or partially sustain 
program activities. 

8. 	 Supervision and Training 

These topics were taken up during the small-group sessions on August 20, 
1987. While "top down" supervision was mentioned, the group pointed out 
that many areas (such as Sudan and Malawi) have been adopting the grass­
root or the "bottom-up" approach. The following were suggested: 

a. 	 Communities become actively involved at the planning, imple­
menting, monitoring and evaluating stages. 

b. 	 That supervision be shared between the health workers and com­

munity leaders. 

c. 	 That supervision, though critical, be supportive of the CHWs. 

d. 	 A more participative style of supervision should be used to allow a 
two-way evaluation process. 

In terms of training, supervisors should be afforded training on technical 
know-hows, supervisory processes, and refresher courses. 

9. 	 Linkages 

a. 	 Linkages between PVOs and the MOH: 

Private Voluntary Organizations' activities are incorporated into the 
existing MOH infrastructure, and both MOH and PVO staff workers 
are often members of committees at varying levels. Concerns 
mentioned were that MOH is often too slow; MOH lacks interest in 
following up with PVO activities; MOH lacks feedback; MOH has 
shortage of staff; and MOH has divided responsibilities among its 
various levels. 

The following were recommended: Private Voluntary Organizations 
should act as model of integrated PHC components, have coordina­
tors at various MOH levels to facilitate efforts and influence 
policies/strategies, avoid conflicts among themselves, and consider 
and respect community and government inputs. On the other hand, 
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the MOH should develop more interest in PVOs' activities, provide 

feedback to PVOs, and monitor/follow up PVOs' programs. 

b. Linkages among PVOs: 

The Kenya and Uganda participants met to discuss linkages among
themselves. Linkages are important to exchange ideas on CSP and
development projects, to exchange reports, to visit each other's 
projects, and to meet and consult with each other. In this manner,
PVDs can learn and bernefit from each other. The group identified 
projects with strong component(s) and came up with a local technical 
inventory. 

The Sudan group also agreed on the need to meet and share with each 
other. The participants were more specific in setting up dates and 
places for regional meetings/workshops and coordinating PVOs/ 
personnel. 

Everyone agreed that each PVO had something to contribute in terms 
of experience and technical know-how that would definitely benefit 
others. 

10. Traditional Health Providers 

Th-. issue on traditional health providers (THP) was also discussed by a 
small group. :t was commented that traditional health providers are
already being utilized in some countries as with the traditional birth 
attendants or "hilots" of the Philippines. The THPs in CSPs do have their 
strengths; many of them have already been integrated, are respected
members of the community, and have reasonably acceptable practices. On 
the other hand, some THPs do not want to work with "modern medicine" 
providers, they often work in secrecy, and they may still have some 
harmfui practices. Likewise, THPs are often "despised" by modern health 
providers; this situation should change. 

11I. AIDS/EPI/Malaria.: 

Transmission was discussed, and it was pointed out that there is no 
evidence yet that AIDS has been transmitted through expanded progi-ams 
on immunization. Recommendations were to promote sterile techniques
and use of one-neecle-one-patient policy; train EPI workers to educate the 
community and held dispel rumors; educate health care providers that AIDS 
*is evolving; realize the government.has a major role in AIDS education; and
consider measures to support AIDS patients such as increased social/family 
sympathy, establishment of hospices, AIDS-anonymous, and labor certifi­
cation support. 

Malaria was briefly discussed. This mosquito-borne protozoan disease has 
been one of the major causes of fetal wastage, prematurity, and low-birth 
weight neonates. The target, then, of a malaria intervention in a Child 
Survival program (chloroquine prophylaxis) should' be pregnant motherson 
and children under two years old. Appropriate environmental interventions 
should be implemented. The incidence and prevalence of malaria were also 
pointed out as appropriate indicators of the health status of the com­
munity. These may be considered in surveys and in providing technical 
assistance. 
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12. Education/Mass Campaigns 

In a small-group discussion, five strategies for mass campaigns were 
proposed. Mass campaigns should be not as anseen end in themselves but 
rather as a means of developing and refining implemen-.-tion schemes. 
There is a need to develop short-term and long-term strategies towards 
reaching goals and maintaining sustainability. Mass campaign strategies 
cannot be sustained over the long-term in a vacuum; inter-sectoral linkages 
are important. Mass campaign strategies require a comprehensive founda­
tion as baseline surveys and KAP focus interviews. 

13. A.LD. Reporting System: Monitoring, ,.porting, and Evaluation 

Dr. Dory Storms elaborated on the recent guidelines for private voluntary
organizational reporting to A.I.D. Both qualitative and quantitative
reporting were explained in detail and participants had the opportunity to 
raise questions. 

14. A.LD. Technical Assistance 

The participants from Zimbabwe and Malawi programs discussed technical 
assistance as a group. They pointed out that TAs should have knowledge
and familiarity with the country's health policy, should have good back­
ground information about the country, and a TA should be someone able to 
share his own expertise with the receiving country rather than learn from 
the people. Likewise, TAs are important in the start-up, middle, and 
concluding phases of CSPs. Technical assistance should be made available 
from international (PVO hcadquarters), national, regional, and local levels 
with the possibility of tapping project workers to act as T'As to other PVOs. 

It was acknowledged that TAs will definitely help in the coordination 
among PVOs within one country, give a considerable input in the planning 
stages, and should save PVOs a lot of money. 

It was during this session that the USAID announced the availability of TAs 
from Washington, D.C. A technical assistance request form was explained,
and questions from participants were addressed. 

15. Computers in Child Survival Programs 

.A number of participants convened in a computer "clinic" in the evening of 
August 18, 1987. Experiences were shared by participants who have been 
using computers in their projects. Most have found computers useful in 
baseline studies, statistical analysis, reporting, communications, and logis­
tics. Different programs were shared. Repair and maintenance 'vere also 
discussed. World Vision Sudan participants, having recently received a 
computer, spent extra time with other participants who already have 
considerable experience with computers in the field. 

16. Eye Care and Vitamin A 

It was a privilege to have Dr. Larry Schwab address the participants on this 
subject on the last day of the workshop. Dr. Schwab, an ophthalmologist, is 
the author of the book Primary Eye Care in Developing Nations, which was 
recently published. He briefly discussed that I percent of the world's, 
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population is blind by World Health Organization's criteria and two-thirds 
of these cases are preventable and treatable. There is a global effort to 
reach about 5 million affected people. Dr. Schwab elaborated on the 
chapter on malnutrition and external diseases in which Vitamin A was 
discussed as an important intervention. Dr. Schwab gave copies of his book 
to the participants. 

H. Ninety-Day Action Plans and Closing Sessions: 

On the final day of the workshop, participants from all the PVOs were given the 
task of developing an action plan for the next ninety days to implement an idea 
or ideas gained in the workshop in monitoring, evaluating, supervising, training,
networking and others. The participants had the opportunity to present their 
plan. 

These action plans are detailed in the Appendix. They will actually be used by 
both PVO participants and USAID to determine how they have been accomplbshed 
after the stated period. 

Picture-taking sessions were held in the afternoon. As scheduled, a cultural 
presentation was held at the Murewa Culture Center. The Zimbabweans honored 
the participants and staff with traditional numbers. Participants from other 
countries were invited to perform. The Murewa Culture House, being the first of 
its kind outside Harare, also impressed the group in terms of providing the 
opportunity to view traditional treasures and artifacts. Appreciation was 
expressed for what the local people are doing to preserve these, not to mention 
the efforts to build a center to promote culture and education for the people. 

A candlelight dinner was organized during the last evening. The final ceremonies 
followed the fellowship dinner with the delivery of closing speeches. The 
participants were awarded their certificates for completing the workshop. There 
were presentations of gifts, recognition and awards to individuals. Then, each 
one had the time to express thanks and farewells. The atmosphere of the 
evening seemed to further reinforce the spirit of commitment to child survival 
as well as camaraderie among both participants and staff. 
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V. BUDGET
 

CHILD SURVIVAL PROGRAM
 
ZIMBABWE WORKSHOP
 

A.LD. A.LD. Over/ Percent WVRO 
Line Items Budget Actual (Under) Variance Match 

l. Consultants& Evaluation $ 5,300 $ 5,300 $ 0 0.0%$ 1,700
2. Supplies/Materials 2,000 1,853 (147) (7.3%)
3. Other Direct Costs 3,700 3,847 147 4.0% 2,812

4. Indirect Costs 	 4,000 4,000 0 0.0% 0 
5.Travel 2 25,_000 0 0.0% 3,793 

WORKSHOP TOTAL $ 40,000 $ 40,000 $ 0 0.0%$ 8,305 

Budget Detail 

Each line item is made up of the following:
 

Consultants & Evaluation
 

o 	 Costs and fees attributable to the time and efforts of Dale Flowers and Douglas 
Mendoza. 

o 	 Costs and fees for: 

-- Printed materials
 
- - Transport of supplies
 
- - Transport of materials
 

Other Direct Costs 

o 	 Costs and fees for: 

- - Cab service
 
- - Related auto expenses (gasoline, etc.)
 
- - Airport taxes
 
-- Cost of staff assigned to production of wc-kshop eporting
 
--	 *Food and lodging at Mureva, Harare, and N '.robi for participants 

Indirect Costs 

o 	 Costs attributable to, but not definable for, a specific line item in the Zimbabwe 
Child Survival Workshop budget. 

Travel 

o 	 Costs and fees attributable to air fare of 20 workshop participants from Kenya, 
Malawi, Nigeria, Sudan, and Uganda, as well as workshop facilitator and World 
Vision staff. 
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VL EVALUATION OF THE WORKSHOP
 

A. Workshop Evaluation: By the Participants 

"The most important things I have learned in this workshop and would like to 
apply in my project." 

o 	 Encourage intersectoral collaboration with all the PVOs, WHO, UNICEF, 
and MOH. This can increase country/regional networking and technical 
assistance. 

o 	 How to prepare an action plan and how to evaluate my project better. 

o 	 Communicate more, work and live together with the people to be more 
effective. 

0 	 I will get more technical assistance especially during the middle and final 
phases of my project. 

0 	 Consider the strategies demonstrated in the workshop and explore other 
methods to sustain Child Survival activities after funding has been 
exhausted. 

o 	 Traditional health providers will definitely be tapped in my community. 

o 	 I need to reevaluate my project objectives, have better baseline studies, 
improve reporting system, work with comparable standards, and keep close 
linkages with other PVOs. 

o 	 Improve on the health information systems of my project. 

o 	 Develop a simple message and mike sure mothers understand well. 

o 	 We should rely more on African manpower resources and less on expa­
triates. 

o 	 In mobilizing the community, we should start by asking the community's 
most felt need: water? food (in famine conditions)? 

o 	 Learning is difficult and should be a continuing process. Reminding them 
constantly will be a strategy that I will consider seriously. 

o 	 This workshop has prepared me to host a future workshop. 

o 	 T-tke advantage of the technical assistance being offered by A.I.D./ 
Washington, D.C. 

"My suggestions for future workshops of newly funded Child Survival projects in 

Africa." 

o 	 Plan on a longer workshop. 

o 	 Involve experienced and qualified field workers as resource persons. 
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o 	 Give other countries the chance to host future workshops. 

o 	 Inform participants months ahead to be able to prepare better. 

o 	 Workshop materials should be sent in advance. 

o 	 Limit number of participants. 

o Plan to have back-up facilities in case of electricity cuts. 

o 	 Limit community visits. Consider observing more than one intervention 
per visit. 

o 	 The following topics should be addressed (or discussed more) in future 
workshops: 

--	 Birth-spacing 
--	 Maternal health 
--	 Growth monitoring and sustainability 

Participants listed 32 potential resource people for future workshops. Some 
suggested that CDC-epidemiology type of people, project staff from impact 
areas, regional staff, and headquarter staff should likewise be invited as resource 
persons. A list is included in the appendix of the full report. 

B. 	 Workshop Evaluation: By World Vision Zimbabwe 

The Zimbabwe Child Survival Workshop was the first international effort of its
kind to be held at district level in a remote area. This "grass roots" approach 
served to foster a deeper identity and oneness with the local people. 

Organizational skills of the Child Survival team were enhanced by arranging just
such an international workshop. The workshop provided a learning exercise for 
the Child Survival team, as well as the country as a whole. 

The Child Survival projects benefitted from contributions made by workshop
participants from Kenya, Malawi, Nigeria, Sudan, Uganda, and Zimbabwe. 

The participation of NGOs at the workshop is widely held to be the beginning of 
the ultimate goal of interagency coordination. 

Ministry of Health officials expressed their appreciation of the week-long effort 

to World Vision Zimbabwe. 

C. 	 Workshop Evaluation: By WVRO (Headquarters) 

The 	 organization and facilitation of this training workshop represented a 
significant degree of collaboration, coordination, and cooperation between the 
World Vision Relief Organization (WVRO) headquarters in Monrovia, California,
and the W.)rld Vision Zimbabwe (WVZ) field office in Harare, Zimbabwe. While 
WVZ served as the host to the actual workshop, WVRO served in a facilitation 
and coordination capacity with A.I.D./Washington and the headquarters of other 
PVOs invited to participate in the workshop. 
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The following observations represent the highlights of WVRO's evaluation of the 
workshop planning and preparation process: 

1. 	 The successful preparation and planning for this workshop required a close 
and intentional coordination between WVRO (headquarters) and WVZ. 
WVRO determined from the point of inception that the primary responsi­
bility and authority in the hosting of the workshop would be with the field
office hosting the event, and not with headquarters. While both WVRO and 
WVZ by necessity undertook specific roles in the planning process, the
ultimate point of approval for all decisions impacting the workshop was 
with the WVZ field director, Max Chigwida, and his team. 

2. 	 Coordination efforts by WVRO required the continued recognition of and 
sensitivity to appropriate organizational protocol, both between the head­
quarters and fields of other PVOs invited to participate, and between 
WVRO and WVZ. 

3. 	 Successful workshop preparation required the significant attention of at 
least one mid- to senior-level staff person within WVRO headquarters for 
at least six months prior to the workshop. During the three months 
immediately prior to the workshop, the time requirements for preparation
incrementally grew from approximately 25 percent of one person's time to 
a full-time equivalency for the last six weeks of preparation. 

4. 	 Based upon WVRO's experience, the process of the workshop design must 
include the field office (for content, as well as structure and format).
Moreover, the process of workshop design will, by necessity, need to be 
flexible throughout the planning process, including the flexibility to adjust
after the workshop itself has already begun. Of particular significance in 
this regard is the need to allow opportunity for small group interaction by
the participants for both predesignated and participant-determined topics 
of discussion. 

5. 	 Feedback by both A.I.D. officials and World Vision staff who attended both 
the Sierra Leone workshop in 1986 and the Zimbabwe workshop in 1987 
concluded that the technical capability and degree of project-level experi­
ence was notably higher in the area of primary health care with the
Zimbabwe workshop. Speculation on the reasons for this included the fact 
that the A.I.D. Child Survival program was at a greater point of maturity
than in 1986, when it was first beginning, and the strong perception that 
the PVO projects represented at the workshop were further along due to 
increased PVO capability than were the projects at the first workshop. 

6. 	 Relatedly, the workshop design appeared to be more successful when 
sufficient unprogrammed time was allowed for the schedule. This greater
level of experience seemed to generate a significant degree of self­
motivation among the participants to learn from the resources available 
from one another. 

7. 	 The role of workshop facilitator was critical to the ongoing flow and 
effective progress of the Zimbabwe workshop. In WVRO's estimation, it 
was 	 particularly important that this role be carried out by a person
external to both A.I.D. and the host PVO to allow the facilitation to be 
carried out with effective authority and objectivity. Moreover, while the 
facilitator should be generally conversant with the overall topics being 
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discussed, in WVRO's estimation, it is more important for the facilitator tohave 	a training background than it is for the person to have a technical
background in Child Survival issues. In his role as facilitator at this
workshop, Dale Flowers performed exceptionally well; A.I.D., WVRO, and
WVZ officials each recognized and noted Dale's strong personal perfor­
mance, as well as the value that this role played. Thus, in WVRO'sestimation, this function is also vorth the cost involved for the consultant's
time and travel, if the person is well selected. 

8. 	 While it should not be an ongoing issue, WVRO's experience indicated the
importance of role ci3rification at critical mileposts in the workshop
preparation, planning, aild implementation process. For the Zimbabwe
workshop, these mileposts included the point of WVZ and WVRO first
accepting the responsibility to host; the initial stages of workshop planning,
beginning six months prior to the workshop; a point approximately three
months before the workshop, when detailed planning and preparation began
in earnest, both with WVZ and WVRO; and the point just prior to theworkshop's beginning. With workshop staff and resource persons, including
PVO field and headquarters' representat.ves, as well as A.I.D. representa­
tives, the process of role clarification was very helpful to the overall flow 
of the workshop itself. 

9. 	 Relatedly, daily coordination and review meetings at the end of each
workshop day for all workshop staff proved to be very helpful, particularly
in adjusting schedules and training processes. 

10. 	 Two days of detailed site visits seemed to be a good level for thisworkshop. Originally, three days of site visits were included in the design,
but each site visit required so much time for the participants, as well as
time in coordination with the area communities and MOH staff, that more
than two would have diminished the ability of the workshop addressto 
several key issues due to a simple lack of time. 

11. 	 While the finarcial allocation by A.I.D. for the workshop appeared at first 
to be significantly under the required costs, WVRO's experience was that
actual costs were able to be minimized due to the lowered costs of lodging
and food for a workshop held in a more rural area. Moreover, the workshop
setting proved to be very adequate and allowed participants to focus on the
workshop without significant distractions (e.g., shopping). In agreeing to
host a workshop like this, however, the PVO headquarters and field officewill need to recognize the substantial contribution in staff time and related
impact on other work loads that this requires. 

12. 	 While the experience of h-osting this workshop held many valuable lessons
for World Vision generally, in retrospect, one critical component of the
workshop design was the close coordination and involvement with the MOH
in its planning. MOH officials at the national, provincial, district, and
local levels were included in both the planning process and the workshop
itself. This involvement provided a critical and complementary resource
point for workshop participants, as well as lasting goodwill for the ongoing
work of WVZ in the implementation of the Mashonaland East Child Survival 
project. 

13. 	 Finally, a critical component to the lasting effectiveness of this workshop
was the intentional focus on training for enhanced ability to implement 
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existing Child Survival projects. The focus of the workshop participants
from the start, much less the focus of the workshop design, was upon
obtaining tools and learning new information based upon the experience of 
one another and the resource persons utilized in the workshop which would 
enable them to improve the successful implementation of their own 
projects. 

D. Workshop Evaluation: By A.LD. 

(Letter from Dr. Dory Storms on the following page.) 
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STHE 
 JOHNS HOPKINS UNIVERSITY 
"_• SCHOOL OF HYGIENE AND PUBLIC HEALTH 

INSTITUTE FOR INTERINATIONAL PROGRAMS 

November 11, 1987 

Dr. Ruflno Macagba 
World Vision Relief Organization 
919 West Huntington Drive 
Monrovia, CA 91018 

Dear Ruff, 

I congratulate World Vision for the successful workshop in Murewa. You

made manifest the values 
on which we have built the Child Survival 
implementation workshop strategy -- field-based, shared experiences, exchange of
ideas, and dissemination of practical Information to help project managers do a
better Job, Indeed, in the opinion of some, the group dynamics and the feelings
of solidarity were the most prominent outcome of the workshop. As one letter

from a PVO staff member expressed, "Participants now feel that they are not
 
alone in the struggle to implement the child survival interventions." 

We believe the participants who came to Murewa will be more effective In
 
their work in the Africa region because of that experience. It was a very

worthwhile 
 experience for me personally, and I am deeply appreciative of the 
tremendous amount of hard work which those at World Vision gave to the effort. 

The success of the WV workshop, (and that of the earlier workshop for the

CS projects in francophone Africa). has convinced 
 A.I.D. to continue their 
support of additional implementation workshops in the Africa region In 1988.
Based upon his direct experience of the WV workshop, Dr. Gerold van der Vlugt,
PVO Health and Child Survival Coordinator, FVA/PVC, has encouraged further
field-based workshops In Africa. He has directed the PVO Support Program at 
Johns Hopkins to work with AMREF In Kenya, to design a workshop for Child 
Survival III project Implementors. You will be excited to learn that we are
working with Dr. B.O.N. Qirere, who attended the wv Zimbabwe. to Incorporate the 
lessons learned In Murewa. 

I look forward to continued contact with you, Mark Publow, George Ngatlrl,
Max Chlgwida. Bongi Mushapaldze, Doug Mendoza, and all the wonderful WV field 
staff who accomplished so much through this workshop. 

Sincere regards, 

Dr. Doris Storms 
Coordinator, PVO Child Survival Support Program 

615INorth 'ife'r'Lf l*uiflfrV. M.Jr'.Ind 21205 
T,'l*. 1"124 .M)2 P('nHYr'nAt * '.ibl, -titr.. Pt '6 IV; 'rvlT k f f.1 0 1l.0;; -1m 
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WORLD VISION/ZIMBABWE TRAINING WORKSHOP APPENDIX A
FOR PVO CHILD SURVIVAL PRO3EC rS IN AFRICA 

August 16-22, 1987 
Murewa, Zimbabwe
 

List of Participants (Final)
 

COUNTRY POSITION ADDRESS 
I. Margaret Okello (Mrs.) CBHC CSD Coordinator Africa Medical and Research Foundation 

(Urban Nairobi) P.O. Box 30125 
2. B.O.N. Oirere (Dr.) Nairobi, KenyaProject Leader, Kibwezi, R.H.S. Tel. 301301 

Tlx. 23254 
3. Kate Burns (Ms.) Regional Technical Advisor CARE - Kenya

for PHC in East Africa P.O. Box 43864 
Nairobi, Kenya 
Tel. 724674 
Tlx. 25430 

> 4. Osheria Mohammed Elamin (Miss) Administrative Assistant/Exten- CARE - Sudan 
sionist Child Survival Project P.O. Box 2752 

5. Catharine McKaig (Ms.) Khartoum, SudanProject Manager Tel. 45521 
Tlx. 24242 CARE SD 

6. Lovisa Marrion K. Ayazika (Mrs.) Senior Nursing Officer CARE - Uganda 
P.O. Box 7280 

7. Israel Kalyesubula (Dr.) Kampala, UgandaHead of Health Sector Tel. 58568/69
Tlx. 61128 

8. Charles W. Oliver (Mr.) Project Advisor Imo Africare Child Survival Project 

P.O. Box 3545, OweriIrno State, Nigeria
9. Regina A. Obiagwu (Mrs.) Administrative Assistant Tel. (083) 232314 

Tlx. 21670 (Attn. Dr. Haider, 
c/o USAID Mission)

10. Rosellyn Chiwaya (Ms.) Health/Nutrition Projects Assistant Save the Children Federation (SCF) 
11. Stanley Jere (Mr.) P.O. Box 30374Health/Nutrition/Child Survival Lilongwe 3, Malawi 

Coordinator Tel. 733-777 
TIx. 4487 CBS MI 



COUNTRY 

12. Biar Deng Biar (Dr.) 

13. James Okuc Daniel (Dr.) 

14. 1. A. Bani (Dr.) 

15. Nel den Boer (Ms.) 

16. Beatrice Mutua (Mrs.) 

17. Major Ruth Simiyu (Mrs.) 

18. Ellen Tagwireyi (Mrs.) 

> 19. Jelda Nhiliziyo (Mrs.) 

20. Emily Shoko (Mrs.) 

21. Lawrence Mubaiwa (Mr.) 

22. Sr. Florence Chipango 

,--- 23. Ruth Mukanyangi (Miss) 

24. Richard Kudhanda (Mr.) 

POSITION 

Health Sectoral Deputy Manager 

Health Sectoral Deputy Manager 
(Showak) 
Project Advisor 

Project Manager 

Project Coordinator/Supervisor 

Women's Group Leader 

Health Associate 

Training Officer 

Community Nurse 

Community Nurse 

Matron 

Community Health Nursing Sister 

Health Program Coordinator 

ADDRESS 

Save the Children Federation (SCF) 
P.O. Box 3896 
Khartoum, Sudan
 
Tel. 46550
 
Tlx. 970-2409: SATCH SD
 
World Vision - Sudan 

P.O. Box 3180 

Khartoum, Sudan 
Tel. 47587 

Tlx. 22190 ACROP SD 

SAWSO - Kenya 
P.O. Box 10822, Machakos, Kenya

Tel. MKS 21708
 

P.O. Box 160, Machakos, Kenya 
World Vision - Zimbabwe 

P.O. Box 2420
Harare, Zimbabwe 
Tel. 726788 
TIx. 4686 WORVIS 

Ministry of Health 

Chitate Rural Health Centre 
Box 129 
Murewa, Zimbabwe 

Ministry of Health 

Madamombe Rural Health Centre 
Box 60 
Murewa, Zimbabwe 

St. Paul's Mission 
P.B. 633E 
Harare, Zimbabwe 

Ministry of Health 

Chinhoyi Hospital 
Box 17 
Chinhoyi, Zimbabwe 

Save the Children (USA) 

Box 2908 
Harare, Zimbabwe 



WORLD VISION/ZIMBABWE TRAINING WORKSHOP APPENDIX B 
FOR PVO CHILD SURVIVAL PiOJECTS IN AFRICA 

August 16-22, 1987 
List of Workshop Staff and Resource People (Final) 

NAMES 

1. Mr. Dale Flowers 

2. Rev. Max Chigwida 

3. Mrs. Bongi Mushapaidze 

4. Dr. George Ngatiri 

5. Dr. Dory Storms 

6. Mrs. Cynthia Rawn 

POSITION 

Workshop Facilitator 

Field Director, World Vision Zimbabwe 

Child Survival Project Manager 
World Vision Zimbabwe 

Workshop Coordinator 
Regional Health Advisor 

A.I.D. Technical Liaison 

EPI Technical Associate for PVO Child 
Survival Projects in Africa 

ADDRESS 

Santa Cruz Consultants 
492 Corralitos Road 
Corralitos, California 95076 
Tel. (408) 728-4694 

Box 3576 

Harare, ZIMBABWETel. 726788 

Tlx. 4686 WORVIS 

Box 3576 
Harare, ZIMBABWE 
Tel. 726788
 

TIx. 4686 WORVIS 

World Vision 
P.O. Box 58379 
Nairobi, KENYA 
Tel. 24266 
TIx. 25311 WORVIS 

The Johns Hopkins University 

School of Hygiene and Public Health 
Institute for International Programs 
615 North Wolfe Street 
Baltimore, Maryland 21205 
Tel. (301) 955-125110 

REACH 
Resources for Child Health 
9th Floor 
1100 Wilson Blvd. 
Arlington, VA 22009 
Tel. (703) 528-7474 



NAMES POSITION ADDRESS 

7. Dr. Gerold van der Vlugt Health and Child Survival Coordinator Office of Private and Voluntary Cooperation
Room 227 
Bureau for Food for Peace and Voluntary 

Assistance 
U.S. Agency for International Development 
Washington, DC 20523 

S. Dr. Rufi Macagba ,-lead International Health Programs 
Tel. (703) 235-3494 
World Vision Relief Organization 

919 West Huntington Drive 
Monrovia, California 91016 
Tel. (818) 357-7979, ext. 3443 
Tlx. 67-5341 WORVIS MROV 

9. Mr. Mark Publow World Vision Headquarters Liaison World Vision Relief Organization 
919 West Huntington Drive 
Monrovia, California 91016 
Tel. (818) 357-7979, ext. 3443 
TIx. 67-5341 WORVIS MROV 

10. Dr. Douglas Mendoza World Vision Technical Assistant World Vision Relief Organization 
919 West Huntington Drive 
Monrovia, California 91016 
Tel. (818) 357-7979, ext. 3443 
Tlx. 67-5341 WORVIS MROV 



APPENDIX C
 

"FORWARD TOGETHER FOR CHILD SURVIVAL IN AFRICA!"
 
WORLD VISION ZIMBABWE TRAINING WORKSHOP
 
FOR PVO CHILD SURVIVAL PRO3ECTS IN AFRICA
 

MUREWA, ZIMBABWE, AUGUST 15-22, 1987
 

Daily Objectives and Schedule 

August 15, 1987--Saturday 

Arrival in Harare, Zimbabwe--all participants lodge at the Oasis Hotel in Harare. 

August 16, 1987--Sunday 

Objectives of the Day: 

1. To get people acquainted with each other and with the hosts. 

2. To get people comfortable and ready to learn. 

Schedule: 

Morning: Workshop staff arrive in Murewa 

Afternoon: Participants' arrive in Murewa (workshop site one hour from Harare, 
about 86 kms). Participants and staff lodge at Mwamuka Hotel. 

1500-1545: Registration/distribution of workshop binders. Poster displays set up 
according to country and projects. 

1545-1700: Welcome and introduction to Zimbabwe and World Vision by
Reverend Max Chigwida, Host Country Director; Dr. George Ngatiri, 
Workshop Coordinator; and Mrs. Bongi Mushapaidze, Project 
Manager. Introduction of workshop facilitator, Mr. Dale Flowers. 

1700-1730: Participant interviews and introductions 

1730-1845: Review of workshop goals, objectives, and outcome: Dr. Ngatiri 

1900-1930:" Participants' expectations 

1930-2030: Dinner 

2030-2100: Orientation to resource materials (Dr. Doug Mendoza) 

2100-2130: Workshop staff meeting: reaction to the day's events; discussion of 
participant expectations; keeping workshop clinics 
lines; final workshop report format; wrap-up session. 

optional; guide-
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August 17, 1987--Monday 

Objectives of the Day: 

1. 	 To set the stage for learning, acquaintance, collaboration, participation, and 
evaluation in the workshop. 

2. 	 To understand the context in which Child Survival project activities take place in 
the countries represented in the workshop. 

3. 	 To prepare Lhe participants for the project visits to be made during the 
workshop: understand the political, governmental, cultural, and community 
structures within which the project functions. 

Schedule: 

0700-0745: Breakfast 

0800-0815: Reverend Max Chigwida announced the arrival of the participants 
from Sudan (Dr. Biar and Dr. Bani) who were held at Harare Airport 
because of visa problems. 

0815-1015: Participant presentation of project poster displays from AFRICARE 
(Nigeria), AMREF (Kenya), SAWSO (Kenya), SCF (Malawi) 

1015-1030: Tea Break
 

1030-1200: Opening ceremonies: 

-- Introduction by Reverend Max Chigwida 
-- Official opening by Dr. Godfried Sikipa, Acting Deputy Secre­

tary for Rural Development, Ministry of Health, Zimbabwe 
Remarks by Dr. Gerold van der Vlugt, PVO Health and Child 
Survival Coordinator, Agency for International Development, 
Washington D.C. 

-- Comments by Mr. Magunda, Murewa District Administrator 
-- Brief outline of District Health Services as they relate to Child 

Survival interventions by Dr. Van Nueton, District Medical 
Officer, Murewa District 

1200-1300: Lunch 

1330-1430: Continuation of participant presentation of project poster displays--
WV (Zimbabwe) and CARE (Uganda) 

1430-1500: Dr. George Ngatiri gave outline for PVO participants' presentation of 
strengths and areas of concern in their projects/raise issues that 
relate to monitoring and evaluation of these concerns over time. 

1500-1515: Tea Break 

1515-1530: Review of participants' survey results Ly Dr. George Ngatiri 

1530-1700: Small group tasks; small group presentations 

1700-1730: Orientation to community visits by Mrs. Bongi Mushapaidze 

1700-1745: The day's evaluation 

1900-2000: Dinner 

2030-2100: Workshop staff meeting 
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August 18, 1987--Tuesday 

Objectives of the Day: 

1. To understand the process of social mobilization as an important medium for 
accomplishing Child Survival goals. 

2. To observe and share experiences on 
into community development. 

the integration of Child Survival activities 

Schedule: 

0700-0745: 	 Breakfast 

0800-0900: 	 Case study on social mobilization: World Vision Zimbabwe Child 
Survival Project. Dr. Dory Storms, Mrs. Bongi Mushapaidze. 
Miss Nyanyiwa and Mrs. Jelda Nhliziyo to present the case study. 

0900-0915: 	 Tea Break 

0915-0930: 	 Introduction to the community visit--Mrs. Bongi Mushapaidze 

0930-1430: 	 Site visits by group to Village Development Centers (VIDECs) 

Group I: Zvareva 
Group 11: Musinga 
Group III: Pfende 
(Lunch served in the community) 

1430-1530: 	 Reflections on site visits by the three groups. Group task: 

-- To identify the experience
 
- - What happened?
 
-- What did you learn?
 
-- Give comments on the World Vision Child Survival program
 

visited 

1530-1600: 	 Tea Break
 

1600-1700: Presentations by three groups 

1700-1730:-. The day's evaluation; preview of the next day's activities 

1900-2000: 	 Dinner
 

2030-2100: 	 Workshop staff meeting 
Computer clinic held 
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August 19, 1987--Wednesday 

Objectives of the Day: 

1. 	 To share effective approaches for educating families to use ORT to protect 
children from dehydration. 

2. 	 To discuss ways to evaluate the quality of home management of childhood 
diarrhea in each CS project. 

3. 	 To share effective approaches to educating and motivating families to improve 
on their nutritional health, even where there is little food and money. 

Schedule: 

0700-0745: 	 Breakfast 

0800-0815: 	 Housekeeping 

0815-1000: 	 Home management of childhood diarrhea: 

- -	 Fluids, Feeding, and Referral (Control of Diarrheal Diseases)--
Dr. George Ngatiri 

-- Resource person: Ms. Kate Burns (CARE) 
-- Case Studies in ORT Programming--Save the Children Federa­

tion (Sudan) 
-- CARE/Uganda 
-- Observations by Dr. Zvandasara, PMD Office, Zimbabwe, MOH,

Provincial Medical Officer 

1000-1015: 	 Tea Break 

1015-1030: 	 Orientation to home visits--Mrs. Bongi Mushapaize 

1030-1400: 	 Home visits in three villages--Zvareva, Musinga, Pfende. 
Observations/interviews with mothers and community leaders about 
the problem of childhood diarrhea, ORT home management, and ways 
to prevent diarrheal diseases (snacks actually served by the com­
munities). 

1400-1500:. 	 Lunch at the hotel 

1500-1600: 	 Small group reflections on home visits 

1600-1615: 	 Tea Break 

1615-1700: 	 Small group presentations 

1.700-1800: 	 Case studies in motivating families to improve their nutritional 
health--World Vision/Sudan, Save the Children/Malawi, AFRICARE/ 
Nigeria 

1900-2000: 	 Dinner
 

2030-2100: 	 EPI meeting with Cynthia Rawn; worKshop staff meeting 
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August 20, 1987--Thursday 

Objectives of the Day: 

1. 	 To share and learn ways 'o attain satisfactory levels of immunization coverage 
and how to maintain these levels. 

2. 	 To talk about other issues related to immunization (e.g., nutrition, AIDS, etc.). 

3. 	 To describe obstacles encountered in developing the project's health information 
system and share strategies used to overcome these barriers. 

4. 	 To clarify revised A.I.D. Child Survival reporting schedule and other reporting 
requirements. 

5. 	 To come out with a working definition of "sustainability" in projects. 

Schedule: 

0700-0745: Breakfast 

0745-0800: Housekeeping 

0800-1100: Session on immunization--Cynthia Rawn 

--	 Project EPI components 
-- Case study--Sudan 
-- Perspective of the Zimbabwe MOH: Mrs. Serima 
-- Satisfactory levels of immunization and how to maintain these 

levels: Dr. Alli, UNICEF
 
(Tea break from 0945-1000)
 

1100-1200: A.I.D. reporting systems--Dr. Dory Storms 

1200-1300: Lunch 

1300-1330: Break 

1300-1530: Session on health information systems--Dr. Dory Storms 

1530-1545: Tea Break 

1600-1700: Special small groups, followed by brief presentations: 

-- Family enrollment/baseline surveys (Cindy and Doug)
 
- - Sustainability (Kate B. and Sr. Nasha Hove)
 
-- Tropical Diseases/AIDS/Malaria (Dr. Jake van der Vlugt)
 
- - Supervision and Training (Bongi)
 
-- MOH and PVO linkages
 
-- Traditional healers/traditional birth attendants/safe mother­

hood (Chip)
 
-- Strategies for mass campaigns
 
- - rechnical assistance
 

1700-1730: The day's evaluation 

1900-2000: Dinner
 

2030-2100: Workshop staff meeting 
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August 21, 1987--Friday
 

Objective of the Day:
 

1. 	 To encourage commitment to a plan of action for monitoring and evaluation to 
be implemented in the next 90 days. 

Schedule: 

0700-0745: Breakfast 

0745-0800: Housekeeping 

0800-0830: Guest: Dr. Larry Schwab, ophthalmologist and author of "Primary 
Eye Care in Developing Nations" 

0830-1000: Preparation of action plans--each PVO will develop an action plan
for the next 90 days to implement an idea gained in the workshop in 
monitoring and evaluation, supervision and training, networking, and 
others 

1000-1030: Tea Break 

1030-1230: Presentation of highlights of action plans by each PVO project 

1230-1300: Final evaluation 

1300-1400: Lunch 

1400-1500: Group photo 

1500-1700: Cultural presentation at the Murewa Culture Centre 

1900-2000: 	 Fellowship dinner; closing ceremonies; awarding of certificates; 
farewells 
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August 22, 	1987--Saturday 

Morning: Participants leave for Harare; workshop staff meet for wrap-up 
session and depart for Harare 

WORKSHOP SONGS COMPOSED BY ZIMBABWEAN PARTICIPANTS 

1. PAMBERI !!!!!! (FORWARD TOGETHER .. ) 

WE PROMOTE HEALTH IN AFRICA 
BY PREVENTING DISEASES 
COME EVERYBODY 
PREVENT DISEASES WITH US 

2. 	 PREGNANT WOMEN
 
COME TO THE CENTER
 
TO BE WEIGHED 
TO AVOID PROBLEMS 
WE LEARN ABOUT DISEASES 
WE CAN PREVENT 
MEASLES! 
TUBERCULOSIS!
 
TETANUS!
 
POLIO!
 
DIPHTHERIA! 
PERTUSSIS! 
SOME CHILDREN LEFT US 
BECAUSE THEY DIDN'T 
HAVE THE CHANCE FOR PREVENTION 
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APPENDIX D 

Opening Speech by
 
Dr. G. Sikipa, Representing the
 

Secretary for Health, MOH
 
Child Survival Workshop at Murewa
 

August 17, 1987
 

Mr. Chairman, Dr. Van der Vlugt, Provincial Medical Director Mashonaland East,
distinguished guests, Murewa District Health Executive, ladies and gentlemen. 

I am highly honored to be invited to come and open this five-day Child Survival 
Workshop. This international workshop has drawn participants from the Minsitries of
Health and non-government organizations in Africa and abroad. The non-governmental
organizations are playing a vital supportive role to the governments' efforts in
providing better health services to our children. This workshop has brought together
people of different experiences, thus creating an excellent opportunity to exhange 
ideas and experiences. 

This workshop is unique in that it is being held in a rural setting. To date, most 
international workshops are being held in the splendid surroundings of Harare hotels. I
would like to congratulate the workshop organizers for bringing such international 
expertise closer to the people. The success or failure of health programs depend on
the District Management Team. It is my hope that Murewa District Health 
Management Team will take full advantage of this workshop and improve the delivery 
of health services to the people. 

The theme of this workshop is in concordance with the Ministry of Health's thrust in
providing health services to mothers and children. Mothers and children are the silent 
majority in our country, making up to 70 percent of Zimbabwe's total population.
Furthermore, they bear the brunt of most of the morbidity and mortality in our 
country and, I am sure, in other countries where some of the participans are coming
from. The bulk of this morbidity and mortality is largely avoidable or preventable.
Preventable by very simple and cheap technologies which are now, or could be made,
easily available. I believe the promotion of these technologies is the reason for your
gathering here. 

Although strides have been made in promoting immunization, nutrition and oral 
rehydration therapy (ORT) in Zimbabwe, a lot more still needs to be done. Oral
Rehydration Solution (homemade or prepared) is probably one of the greatest scientific 
discoveries this century. Its ability to reduce morbidity and mortality of children 
suffering from diarrhea makes it a miracle solution within easy reach of all mothers.
Parents cannot make vaccines but can make sugar and salt solution from commodities 
available in their own houses. We have the simple technology, what is left is to bring
this technology to every household in our country and encourage mothers to use it on 
the first sign of diarrhea. 

I cannot tell you in terms of figures of how many children have been saved by sugar
and salt solution (SSS), but I can inform you that we have seen a 30 percent reduction 
in outpatient attendance at clinics due to diarrhea. 

This year is the Africa year of immunization during which we will redouble our efforts 
to increase our immunization coverages. We again call on the non-governmental
organizations to help the Ministry of Health in ensuring that every child in our country 
is immunized. 
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The masses should be mobilized to participate in the planning and implementation of 
these programs. Methods should be found on how to sustain and maintain the 
enthusiasm of communities mobilized. I note with satisfaction that on your program 
you will be addressing yourselves to this very important subject of social mobilization. 

The state of the children's health is probably the best indicator of a country's
development. Since Independence, Zimbabwe has managed to reduce the infant 
morbidity and mortality rates through appropriate policy decisions which emphasize
the central role of a healthy nation in the development process. 

The field visits organized for you will cement the theoretical deliberations in this
conference room with the rea!ities of delivering health services to the people. 

During your visits, feel free to talk to the villagers, community leaders, and peripheral
health workers. We want you to be critical of the projects you will see so that we can 
learn from our mistakes and improve our health services. 

On behalf of the Secretary for Health, let me extend our Zimbabwean hospitality to 
you all. The workshop facilitators and the hotel management will certainly make your 
workshop and visit a memorable one. 
Ladies and gentlemen, we shall anxiously await the results of your deliberations and 
findings which I have no doubt will be fruitful. 

It is now my pleasure to declare the Child Survival Workshop officially open. 

Thank you. 
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APPENDIX E
 

CASE STUDY (CSP - ZIMBABWE)
 
HOW SOCIAL MOBILIZATION WAS ACHIEVED IN MUSAMI
 

By Mrs. Jelda Nhiliziyo, WV CSP Training Officer
 

INTRODUCTION 

Definition 

Social mobilization is a process by which communities are motivated to participate in 
project implementation. Hence, social mobilization was used as the main strategy in
the implementation of the Musami Child Survival project. Social mobilization 
tremendously impacts children's ability to survive due to parents' participation. This 
peoples' empowering approach enhances the very sense of self and one's role in society. 

Staffing at Field Office 

Before implementing the program, World Vision examined and reviewed staffing needs 
to suit project implementation and future sustainability. They employed a few more 
people to enable them to have the following: 

Field Director
 
Project Manager 
 H.E.D. and Adult Education 
Training Officer Public Health Nurse
 
Evaluation Officer 
 Social Worker
 
Health Officer 
 Public Health Officer
 
Technical Support From Regional Office
 

At the project level, they were lucky to team up with a hospital administrator who is
working as the field officer and hospital matron. The training officer, hospital
natron, and administrator form a very strong social mobilization team because all of 

them have been trained in the social mobilization process. 

The Implementation Process Promotion with the Government 

To gain official approval and support for the proposed project, the field director, the 
regional consultant, the manager six withand program held meetings different 
officials in the Ministry of Health at the national level. These were the permanent
secretary,. the Expanded Program on Immunization manager, and the Non-Government 
Organizations Liaison officer. 

These meetings also intended to gain insight on the currcnt government health policy;
recruit government resource, including technical advice, facilities, and funds; gain
support from other disciplines at the same or higher levels to develop a comprehensive
project; and integrate the project and prevent overlapping and competition from 
government projects. 

At the provincial level, the consultant, project manager, and evaluation officer held 
seven meetings with the provincial health authorities to gain approval and support for
the project and to discuss the proposed implementation plan. At these meetings, a 
number of suggestions and recommendations were added to the original plan. 
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At the district level, the field director, project manager, evaluation officer, training
officer, and the matron of the St. Paul's Mission Hospital held about five differentmeetings with the district administrator, district medical officer, and district nursing
officer to discuss the proposed project. Negotiations with all government departments
took four months before the actual project implementation started. 

Establish a Partner Agency 

The area where the project was to be implemented was identified. In 1978, World
Vision helped St. Paul's Musami Hospital with an ambulance for outreach work. Onceagain, Musami was identified and found in need of assistance to such a program.run 
Since Musami is a mission hospital which is a member of the Zimbabwe Association of
Church Related Hospitals (ZACH), discussions were also held with this administrative
board. These discussions were between World Vision, Ministry of Health, and ZACH. 

Consolidation of Health Staff 

The Musami Hospital was given some in-service training to prepare it for a project
oriented to the community and to provide staff with skills required for community
work. There was need to increase the number of staff, so a nurse's aide was employed.
The health staff involved were the hospital nurse, the nurses aides, and the village
health workers, according to their level of basic training. 

The courses' content included: 

i. Proof of project approval by the government. 

2. Reinforcement on skills in: 

a. Communicating with the community 
b. Working together with the community 
c. Project planning
d. Maintaining and developing a priogram 
e. Simple administrative skills 

3. The training methods included: 

a. Group discussions 
b. Exposure to situations, followed by reflection on the situations 
c. Role playing 

Social Preparation of the Community 

A health committee, chosen by the people, was established. The committee members 
coordinate the community with the project staff. The Musami Hospital administratorand matron held a meeting with this committee to introduce the Child Survival
project. These committee members, who represented about six villages, went back to
discuss the project with their respective village leaders. 

The second meeting between the World Vision training officer, the Musami team, and
the health committee ended with the training officer and the Musami team being
invited to address respective communities within the villages. This was to enable thewhole community to be involved, as opposed to the leaders only. leastAt three
meetings were held per cluster of villagers under one health committee member. 
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The stages of the meetings were as follows: 

1. 	 Group discussions involved community problems and needs and the proposed 
Child Survival project. These discussions were between the World Vision 
training officer, Musami staff, and the local leaders, including any exten­
sion workers in the area. 

2. 	 Community leaders, assisted by the Child Survival training officer and 
Musami staff, then introduced the ideas informally to the community 
members. 

3. 	 A final meeting was held among the World Vision training officer, Musami 
staff, and a wide representation of community leaders and community 
people to work out an implementation strategy. 

NOTE: At all the above meetings a multi-sectoral approach was used when time 
permitted. 

Implementation 

During the awareness-raising sessions, the communities had identified the lack of 
preschools as their priority need. In conjunction with the Child Survival activities, the 
project integrated the preschool into Child Survival. The communities were then 
mobilized towards Child Survival activities and construction of preschool centers. 
These preschool centers were turned into Village Development Centers where activi­
ties such as the following were carried out: immunizations, growth monitoring,
nutritional demonstrations, family planning activities, agricultural meetings, women's 
club meetings, and oral rehydration therapy. 

The village development center comprises a hail for all immunization and development 
activities, a demonstration kitchen, a protected well for safe water, a blair toilet, and 
a demonstration nutrition garden. 

Collecting of Data About the Community 

Besides the baseline survey, there is a need to enable local leaders to become more 
aware of conditions in their community and increase awareness of the community's
problems facing them. The idea was discussed at a community gathering and a 
decision was reached that the first information gathering was to be done by the village
chairman an(' his secretary. He would record the mother's name, children's narmes, 
date of birth, any deaths in the family, and the causes of the deaths. The chairman 
would, in turn, report to the Village Health Worker (VHW), who would then record this 
information in their own record book. Every three months, the VHWs and chairman 
meet to discuss problems or progress in the health of the people. This feedback is 
shared every three months at village meetings. In this manner, the community is 
involved in monitoring and supervising the program. For any problems or recommen­
dations about the program from the community, the health committee member 
coordinates this communication with the project staff. At the village meetings, it is 
encouraged that all developmental structures and extension workers be represented
since they are all involved in implementing the program. 

Community Awareness 

In order to encourage the community to utilize its own strengths and resources, 
community leaders, health committee members, and the project workers meet every 
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month to discuss implementation, including steps, timetable, division of tasks, and
technical assistance. The pace of implementation depends on the community's degree
of motivation. 

CONCLUSION 

Community participation in the project was achieved th-'ough contributions of manyagents of development--the Ministry of Health, the District Council, the Ministry ofCommunity Development, the Fam'ly Planning Council, the dedication of the Musami
staff, VHWs, and the community leaders and members in particular.
 

Lessons Learned
 

A community-based 
 health program recognizes the political context and workswith the objective of evolving a structure which responds to the needs and 
priorities of the total community. 

The most important felt need of the community is to control the programs that 
affect them. 

The program should develop a careful analysis of problems in the context of the
socio-political and economic structures, potentials, and use a range of methods 
to cope with inherent struggles for power. 

The Child Survival program recognized the tension between flexibility and
replicability -. A tries as far as possible to keep a balance between the two. 

Improved health is a means of improving the community's life-style, but is not 
the only entry for community participation in programs. 

Professionals should teach what they know and others can acquire that know­
ledge and spread it through the informal sector. 

By having the community take responsibility for its own health, the program
played an important role in restoring human values, dignity, and pride inrealizing that the people have the ability to carry out their own development
with the aid of external funding. 

Evaluation on the part of education and growth processes of the community and
community programs recognize their success in how people judge the programand in the evidence of responsible community leadership, which reflects improve­
ments for all groups within the community. The project staff realized thathealth and development is about people, so they tried hard to find ways of giving
people the priority. 
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DIAGRAM TO ILLUSTRATE STRUCTURES INVOLVED
 
IN IMPLEMENTATION OF SOCIAL MOBILIZATION
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Implementation j , St. Pauls L Other HealthSupport Centers 
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APPENDIX F 
PVO STRATEGIES FOR ORT PROGRAMMING, ZIMBABWE WORKSHOP, AUGUST 1997 

Question 
AFRICARE 

Nigeria 
AMREF 
Kenya 

•"SAWSO 
Kenya 

CARE 
Uganda 

WVRO 
Zimbabwe 

WV 
Sudan 

CARE 
Sudan 

SCF 
Malawi 

SCF 
Sudan 

SCF 
Zimbabwe 

What are 
traditional 
practices for 
diarrhoea? 

Herbal 
medicine 

- Stop feeding 
- Stop breast-

feeding 
- Give herbs 

Roots, leaves 
of tree, tra-
ditional foods 

No acceptable 
single prac-
tice known in 
the country, 

Herbal drinks, 
continue feed-
ing 

Use of herbs 
in smoke, 
stop feeding 

- Give local 
fluids 

- Soft foods--
custard 

Use herbs to 
stop diarrhoea, 
continue nor-
mal feeding 

- Stop breast-
milk andj 
or milk 

- Reduce lood 

Herb mixture 
for oral 
administration 

stop feeding - Smoking - Give rice 
- Herb 

infusions 
water, por­
ridge, tea, 
and lemonade 

Total number 
ol mothers you 
plan to teach? 

15,000 5,000 per year 10,000 6,000/year for 
, years 

Information 
not available 

10,000 
years 

in 3 10,000 3,600 Ist year 
3,000 2nd year 
2,400 3rd year 

- Cautery 

At least one 
member from 
each family be 

Total trained 
by project, 
about 8,000 

-n competent in mothers 
ORS prepara­tion 

Use packet, 
etc.? Yes/No 

Maybe, pro-
ject produced 

Yes (clinic) Yes Yes No packets Packet, plus 
homemade 

Yes Both Yes No 

Distributed 
home and/or 
clinic 

Home/CBW Clinic Home & 
health educa-
tion sessions 

(Aid Post) 
Clinic 

n/a Clinic sachets 
in home and 
clinic 

Both Packets at 
clinics 

Both n/a 

Sold/Cost Do not know 

yet 

-- Ave: Ks. 2.85; 

2.00 for I 

No n/a No No No No n/a 

litre; 1.00 for 

Who demon-
strates use 
to mother? 

Home mix 

SSS? 

CBW 

Yes 

Community 
health 
workers 

X 

3.00 m/s 
Health Leader 
and home lea-
gue members 

Yes 

V.H.W. & 
practicing 
nurses at 

Aid Post 

Yes 

n/a 

Yes 

MOH nurses, 
CHW, VHW, 
volunteers, 

WV team 

X 

Health work-
ers village 
volunteers, 

midwives 

No 

SCF/project 
and MOH 
staff 

Yes 

Health worker, 
village health 
agent 

Yes and No 

V.H. 

Yes 

workers 



Question 
AFRICARE 

Nigeria 
AMREF 
Kenya 

SAWSO 
Kenya 

CARE 
Uganda 

WVRO 
Zimbabwe 

WV 
Sudan 

CARE 
Sudan 

SCF 
Malawi 

SCF 
Sudan 

SCF 
Zimbabwe 

Measuring 
equipment 
and formula 

Yes Home avail-
able 

Kimbo can, Y, 
litre, special 
spoon, 3 level 
of side A & 
B level of salt 
B side 

Tumpeco beer 
bottles, Rimbo 
cowboy cup, 
spoons and 
fingers 

750ml bottles 
full of water 
plus 6 level 
tsp sugar and 
Y tsp salt 

Tea cup, 
spoons, hand 

Standard inea-
sure marked in 
the home plus 
packet, six 
Osman Hussin 
tea glasses 

10 level Fanta 
bottle tops, 
sugar, I level 
top salt, I 
plastic ltr. 
cont. or 3 

6 Osman Hus-
sin tea cups; 
small, second 
& middle fin-
ger twice for 
sugar; 2 pin­

6 level tsp. 
sugar, Yzlevel 
tsp. salt, 750 
mls boiled 
water 

and packet full Fanta 
bottles 

ches of thumb, 
ring, and middle 

Scaicity of 
salt, sugar, 
or water 

Scarcity of 
sugar 

No No scarcity Yes Not very 
scarce 

Sugar infre-
quent, water 
infrequent 

Sugar and 
water sc.r-
cities 

Salt - No 
Sugar - 50% 
Water - No 

fingers for salt 

Water is scarce Less than 5% 
in UR district; of population 
sugar and salt 

are available in 
more than 75% 

" 

Who demon-
strates how 
to mix? 

CBW CHWs/VHWs Home league 
leaders and 
league 
members 

VHW & nurses VHW, pre-
school 
teachers 

MOH workers 
volunteers, 
teachers, 
WV team 

Health work-
ers, village 
volunteers, 
nurses, 

Village health 
promoters and 
supervisors 

of houses 

Health worker 
and village 
health agent 

Village health 
workers 

midwives 
Demonstrated 
home and/or 
clinic? 

Home and at 
wom'en's devel-
opment center 

Home & clinic Home & health 
education in 
sessions 

Clinic & home Home clinic Home & clinic Both Packets in 
clinics, 55 in 
home & craft 

Prepared at 
home 

Number of 
households to 

a visit 

To be deter-
mined 

2,500 4 in scattered 
areas, 6-10 in 

highly popu­

4-5 Varies 10 houses per 
visit per day 

5 (projected) 
shelters 

7,000 Not yet 
started 

All enrolled 
families in IA 

lated areas 
Media/Radio 
Campaign 

Radio As national 
exercise 

Mass media Word of mouth 
from VHW 

Not yet 
common, but 

MOH and pilot 
project by 

Local media 
posters, flip-

By Ministry 
of Health 

Radio and 
face-to-face 

Yes, by MOH 

by media dur-
ing special 
health days 

UNICEF using 
mass media in 
the project 

charts, loud-
speakers, 
fairs 

contact 

area 



Ninth Floor 
1100 Wilson Boulevard 
Arlington, VA 22209 USA 
Tel: (703) 528-7474 
Telex,: 272896 JSIWUR 

Resources forChild Health________________________ 
REACH APPENDIX G 

ZIMBABWE P.V.O. CHILD SURVIVAL WORKSHOP
 

August 17-21, 1987
 

P.V.O. IMMUNIZATION ACTIVITIES
 

Ten PVO Child Survival Projects participated in the World Vision
 
Zimbabwe 1987 P.V.O. Child Survival Workshop. All of the participating
 
projects were familiar with the basics of EPI; this paper further
 
elaborates on some of the major issues discussed at the workshop.
 

EPI SESSION DESIGN AND OBJECTIVES
 

One morning session was scheduled initially to be devoted to EPI, and
 
later a special evening session on immunization coverage surveys was also
 
held at the request of some of the participants. As with other sessions,
 
one of the main goals of the EPI session was to facilitate exchanges
 
between projects and individuals so that they could learn from each other.
 

There were two major objectives for the E.P.I. session:
 

1) To share and learn ways to attain satisfactory levels of
 
immunization coverage and how to maintain these levels.
 

2) To talk about other issues related to immunization: e.g.
 
nutrition, AIDS.
 

The morning session, held on Thursday, August 20, began with a rundown
 
on what all the projects were doing in EPI, based on a general EPI
 
activities information chart the projects had filled out. (See annex I.) A
 
special case study was presented by CARE/Sudan, and presentations were then
 
given by the Zimbabwe FPI National Manager and the UNICEF EPI Project
 
Manager on PVO collaboration with Ministries of Health and other donor
 
organizations. The participants theii split into small groups to discuss
 
different topics including AIDS and immunization programs; collaboration
 
with national Ministry of Health programs; coverage strveys; and delivery
 
strategies. The 'respective groups then presented their findings to the
 
larger group, giving them a chance for discussion.
 

RELATIONS BETWEEN PVOs AND NATIONAL MOBs AND OTHER DONOR GROUPS
 

The participating PVO projects described a variety of collaborative
 
relationships with national Ministries of Health. As all of the
 
participating projects are involved insome way or another with EPI,
 
coordination of immunization-related activities with national MOHs wa. a
 
common concern. The need for coordination extends, of course, to other
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donor groups, such as UNICEF, and other PVO projects.
 

As has been stressed before by AID, if a PVO has not already done so, 
it should establish contacts with MOH programs at the district, regional,
and, if possible, the national level. PVOs should establish with the MOH 
their respective committments - what will the PVO do, what will the MOE do, 
when will the MOE begin to take over the activities the PVO is carrying 
out, etc. This should help to allay some of the concerns that both PVOs 
and MOHs have about the regularity and sustainability of services provided 
by the other. 

One example of such concerns is the problem of irregular stocks of
 
vaccine. PVOs may complain that the national EPI is not able to supply
 
them with the amounts of vaccine they need when they request it; the MOH
 
may see the problem as one of insufficient lead time in orders from PVOs.
 
Ultimately, the PVO may be able to solve the problem by more advanced
 
planning of vaccine needs.
 

In some cases, Ministries of Health themselves may have policies for
 
immunization that are different than established international norms. Some
 
national programs are still using DPT and Polio vaccine administration
 
schedules beginruing at three months rather than six weeks. Other countries
 
may havejas a national policy immunizing all children under five, rather
 
than the highest risk group of under-ones or under-twos.
 

PVOs should discuss with national EPIs the use of strategies or
 
schedules different than national norms. In most cases, PVOs will be
 
obliged to adhere to national policies. However, in the case of a country

with a target age groups of all under-fives, for example, PVOs may
 
concentrate their communication efforts on getting mothers to bring in
 
under-ones, but vaccinate other chilren under five years old who come to
 
the vaccination sessions.
 

10 projects have unique qualities that enable them to try innovative
 
approaches in delivering vaccinations: they serve relatively small
 
populations and have technical and financial resources available to them
 
that Ministries of Health may riot have. As such, they may serve important

functions as "testing grounds" for new approaches for natiohal EPIs,
 
provided they operate on a scale that is reproducible.
 

MONITORING AND EVALUATION
 

All of the FVOs have to deal with monitoring and evaluation early on
 
in their projects as part of their baseline surveys. Many PVOs will find
 
that their evaluation needs change as their projects mature: once a
 
project iswell-established they will want to ascertain whether target
 
disease incidence is falling as would be expected, rather than simply
 
knowing how many doses of vaccine they have delivered.
 

AID REPORTING REQUIREMENTS FOR EPI
 

PVO projects are currently only required to supply AID vith "Tier I"
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data on their projects. However, it is hoped that they will also recognize
 
the usefulness for their own EPI activities of collecting information that
 
fall into "Tier II"and "Tier III" levels, following international EPI
 
norms.
 

Tier I data includes information on the level of services provided -­
how many doses of DPT delivered, how many staff trained, etc., in addition
 
to general project strategy information. The Tier I reporting requirements

shouldn't be problematic for PVOs as specific data requirements can be
 
calculated simply by keeping accurate inventory records and vaccination
 
administration tally sheets.
 

It is very important for all immunization reporting that vaccine doses
 
delivered be categorized according to:
 

o 	 the specific vaccine;
 

o 	 the number of the dose (ex: DPT I,II, or III,)
 
for DPT, Polio, and T; and
 

o 	 the age group (specifically, <9 months, 9-11
 
months, 12-23 months, 24-36 months, and so on up
 
to five years old if the target group is that
 
large).
 

The most important indicators for Tier II in EPI are coverage rates
 
for the vaccines included in the program. The Tier III indicators used
 
most for EPI are morbidity and mortality rates from the target diseases.
 
Most projects will not be able to determine exactly how many children are
 
becoming ill with or dying from the diseases, but they can get a good idea
 
of what these trends are over time if they develop solid disease
 
surveillance systems.
 

IMMUNIZATION COVERAGE LEVELS
 

Coverage levels can be estimated both by comparison of doses delivered
 
to total target population and by-survey. Both methods are discussed
 
briefly here. Coverage should be determined according to the four criteria
 
noted above for reporting. Also, when doing coverage surveys, information
 
should be collected on the proportion of children who have rece!',ed the
 
complete series of all the vaccines.
 

The choice of methods to be used for determining coverage should
 
depend upon the expected level of coverage and the size of the population

in question. If a PVO knows that it could not have covered over 10% of a
 
given population, it is not worthwhile for it to do a 30-cluster survey to
 
confirm this. Equally, elaborate survey mechanisms are not needed for
 
relatively small, (under about 30,000 - 50,000) populations.
 

CALCULATION OF COVERAGE BY DOSES DELIVERED
 

If a PVO has a family enrollment system, it can calculate relatively
 
easily the the proportion of children in the target age group immunized
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Information 

Coverage Levels 
If Known 

BCG 
Polio 

Measles 

DPT 

TT 

Coverage Deter­
minded by

Tally Data 

Survey 

If Survey Done, 

What Type? 

Any Charge for 

Immunizations? 
Training Carried 
Out? 

If So, By 

Whom? 

Media Cam-
paigns Used? 

AFRICARE 

Nigeria 


7.7% 
4.2% 

5.0% 

4.9% 

74.3% (?) 

(no card avail.) 

Yes 

Stratified clus-

ter survey 

No 

For survey 

Enumerators, 

supervisors 

Not yet, but 
will use radio 

AMREF 

Kenya 


._
 
70% 

50% 

70% 

only clinic 

cards held 

Yes 

Yes 

Cluster samples 

No 

For TOFs, 
TOPs, CHWs, 

VHWs, RHWs 

AMREF 

Posters, pub-
lic meetings 

SAWSO 
Kenya 

-. 

No 

On immuni-
zation and 

diseases 

Coordinators, 

and trainers 

Mass media 
by govern-

ment 

CARE 

Uganda 


60% 

50% 

60% 

70% 

Yes 

n/a 

.-

VHWs staff at 
Aid Post; CW 

MS RDP staff 

Posters, 
church, face-
to-face by 

VHW 

WVRO 

Zimbabwe 


65% 

70% 

65% 

45% 

Yes 

n/a 

n/a 

No 

Yes 

MOH 

Posters, radio 

WVRO 

Sudan 


50% 

50% 

22% 

.... 

Yes 

Random sample 

No 

For mothers, 
VHW, MOH 

nurses 

WV staff 

Posters 

CARE 

Sudan 


1% 

at base line 

for all 

vaccines 

Yes 

No 

EPI training 
for CHWs 

MOH 

Flip charts, 
posters, book-
lets, loud 

speakers, pub-
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APPENDIX H
 

COORDINATION OF GOVERNMENT, ZEPI AND PRIVATE VOLUNTARY ORGANIZATION 

Presented by Mrs. E. Serima, September 20, 1987
 
Zimbabwe Child Survival Workshop, Murewa
 

In 1981, the National Health Policy was presented in a document entitled "Planning forEquity in Health." A detailed plan was formulated to establish the Primary HealthCare (PHC) system throughout the country. orderIn to achieve the objective of theplan, the andmanagement administration of health services were decentralized toProvincial and District levels, and re-allocation of resources were made within thehealth budget. The previously fragmented curative and preventive services wereintegrated into a health care delivery system, with a focus on the primary level. Inrecognition of the fact that provision of PHC extends beyond the responsibility ofMinistry of Health, wasintersectoral collaboration promoted. Popular mobilization,which was part and parcel of the community participation process during the strugglefor independence, was advocated and used in the Oelivery of PHC. Reorientation ofhealth and other staff concerned with the provision of PHC received attention throughworkshops and reorientation of the pre- and in-service training courses.
 
Training Centers for Village Health Workers (VHWs) 
were established in all 55 districts 
of the country. The training of traditional midwives was also initiated. 

Zimbabwe Expanded Program on Immunization (ZEPI)
 

As an 
integral part of the Primary Health Care programs, ZEPI was launched in 1982. 

The framework of its plan of operation followed the global objectives of reducingillness, disability and death associated with the six target diseases and to improve
overall health of children in Zimbabwe by the year 1990. 

the 

The plan called for among the various other issues: 

The improvement in the awareness for immunization requirements by the 
mothers. 

Integrating ZEPI with other servicesMCH to provide a "package" to the 
mother. 

Bringing services closer by increasing outreach services. 

Mobilization of additional resources both within and outside country and
from memb-rs of the international community, Private Voluntary Organi­
zations, international. 

The ZEPI Task Force 

To maximize the impact of ZEPI, broadlya based multi-sectoral approach is used toensure for effective mobilization of political structures; the public service; religious;'non-governmental and international organizations; and, particularly, of communities,including leaders and parents themselves. Accordingly, the Intersectoral Task Force 
was established. 
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The overall functions of the Task Force are: 

To ensure that the goals, objectives and activities of ZEPI aQd other Child 
Survival actions are understood and widely known throughout each member 
organization's structures. 

To determine how each organization can best support the work of ZEPI and 
other Child Survival actions. 

To lobby on international, national, provincial, district and local levels, as 
appropriate, for full participation and support of ZEPI and other Child 
Survival actions. 

To review the progress of ZEPI and Child Survival programs and to advise 
on needed adjustments in order to strengthen and improve activities. 

Composition of the Task Force: 

Government: 

Ministry of Health: 

MCH Unit
 
EPI Unit
 
Health Education Unit
 
Nutrition Unit
 
Nursing Services
 
Epidemiology and Statistics Unit
 

Ministry of Community Development and Women's Affairs
 
Ministry of Youth, Sport and Culture
 
Ministry of Education
 
Ministry of Information: Zimpapers and ZBC
 

Local Authorities: 

Harare City Health
 
Chitungwiza City Health
 

Non-Governmental Organizations: 

Red Cross Society
 
Zimbabwe Association of Church-Related Hospitals (ZACH)
 
VOICE
 
Rotary Clubs of Harare
 

Donor Agencies: 

Save the Children Fund (UK)
 
Save the Children Fund (USA)
 
SIDA
 
UNICEF
 
World Health Organization
 
World Vision International
 
AFRICARE
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The Task Force is divided into three subcommittees as follows: 

Subcommittee on Program Management, Funding and Assessment 
Subcommittee on Mass Media, Mobilization of Leaders and Special Events 
Subcommittee on the Education and Mobilization of Communities 

Functions of the Subcommittees are as follows: 

Subcommittee I:
 
Subcommitee on Program Management, Funding and Assessment:
 

Task 1
 

To review and make recommendations on the managerial aspects of ZEPI and its
 
integration with other Child Survival programs 
to ensure that services are availaile to 
all children and women by 1990. 

Aspects to review include: 

-- Vaccination requirements 
-- The cold chain and logistical system 
-- Training and deployment of health staff 

Task 2 

To review the funding requirements of ZEPI and other Child Survival activities to 
ensure adequate resources are available for all required programs through the 
following sources: 

-- Government, at all levels 
-- Non-Governmental Organizations 
-- International bodies 

Task 3 

To ensure that ZEPI and other Child Survival programs are monitored and evaluated 
with regard to: 

-- Program management and implementation 
-- Disease surveillance 
-- Immunization coverage 
-- Quality control 

Subcommittee H:
 
Subcommittee on Mass Media, Mobilization of Leaders and Special Events:
 

Task I
 

To review how ZEPI and other Child Survival programs 
can be given maximum and 
appropriate coverage in the mass media, and to ensure regular coverage on television, 
radio, and in national and local newspapers. 



Task 2 

To identify those leaders who can/need to be coopted to support ZEPI and other Child
Survival programs and to ensure their appropriate participation in the activities. 
Leaders to be considered include: 

-- Political figures 
-- Religious personalities
 
-- Traditional and community leaders
 
-= Society and other organization figures
 
-- Union leaders
 
-- Entertainers
 
-- Sportsmen
 

Task 3 

To advise on which special events might best be used to promote ZEPI and other Child
Survival programs and what activities are most appropriate. Events to be considered 
include: 

-- Fairs 
-- Internationally and nationally designated days, e.g., World Health Day,

International Children's Day, national holidays, etc... 
Competitions, such as art, drama, writing, etc... 

Subcommittee III
 
Subcommittee on the Education and Mobilization of Communities
 

Task I 

To review how children and youth can be mobilized to be aware of and to participate
in the activities of ZEPI and other Child Survival programs, particularly through
organized school activities and youth groups. 

Task 2 

To review how communities, including mothers and fathers, can best be mobilized in

Child Survival measures. The activities of the subcommittee should include recom­
mendations on:
 

-- .Appropriate health education 
-- How to overcome resistance of specific groups, such as fathers, religious 

groups, etc...
How communities can actively participate in ZEPI and other Child Survival 
programs 

In conclusion, the concerted efforts of a wide range of individuals and organizations 
are needed to achieve Health for All by the year 2000. 

While Ministries of Health can devise plans and strategies and are the mainstay of
health services, in practice much activity takes place outside government: 
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-- Aid Agencies
 
-- Private Voluntary Agencies
 
-- Religious bodies
 
-- Charities, etc...
 

. . . are all keen to demonstrate their support by funding Primary Health Care/Child 
Survival development projects. 

The main issue is to ensure coordinated efforts so as to avoid duplication of efforts. 
Coordination also allows for strengthening and better allocating available resources. 

It ensures the beneficiaries full participation and involvement, and enables better 
appreciation of government policy. 

Issues: 

1. 	 How necessary is the concept of voluntarism to the success of Primary Health 
Care? 

2. 	 Is the voluntary contribution something unique or can it be reproduce in 
government and official health systems? 

3. 	 Can voluntarism perpetuate existing injustices in society and encourage patern­
alism, and dependency? 

4. 	 Governments are unable to take the risk!; involved in new and untried 
approaches. Once developed, however, it will take them over from their 
pioneers. 

5. 	 Governments find it difficult to reproduce some innovative approaches. In 
generating public sympathy, they may project a distorted picture of the real 
problem. 

6. 	 Once the programs have started, there are pressures to continue them even when 
they have outlived their usefulness. 

7. 	 Ambivalent relationships may develop with non-governmental organizations
urging governments to take on new responsibilities, while trying to maintain 
support for their own activities. 

S. 	 Governments can build on the innovative capacities of private voluntary organi­
zations. 

9. 	 Facilities of private voluntary organizations need to be integrated at implemen­
tation level with those of governments. 

10. Governments also have problems: 

There may be few controls over activities of non-governmental organiza­
tions. 

Their 	reliability may be in doubt if they do not have long-term plans. 

Religious bodies may be accused of ulterior motives in promoting health 
care. 
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Other coverage survey methods and iss-ies
 

PVOs should try to assess whether their data collection will need to
 
give them information on their populations that is statistically valid or
 
operationally useful. That is, there are methods other than the 30-cluster
 
method that will give less specific estimates of coverage levels that can
 
still be useful for purposes of project supervision and evaluation.
 

One project had done a survey of coverage by systematically sampling
 
every seventh household on their target population roster. While the
 
limits of statistical precision aren't well defined for this method, it
 
does take a good cross-section of the population covered and gives a
 
reasonable idea of what coverage is.
 

Supervisors may use other methods that are even less 7ormal to
 
evaluate if the vaccination system is working as it should. The iethods
 
noted below may reveal problems with vaccine delivery, such as whether kids
 
far outside of the target age group are being immunized, or whether
 
abcesses are occuring as a result of vaccinations given.
 

o 	 The 100-household survey. This method, developed
 
first in Uganda, simply sturveys vaccination status
 
(other health indicators can be included also) of
 
children in the 100 households closest to a health
 
center. It is useful in areas that have been
 
poorly covered by health services, and operates on
 
the presumption that the households closest to a
 
health center are likely to have the best
 
vaccination status. If coverage is poor in these
 
households, one can guess that it may be even
 
worse in areas further away from services. If the
 
health worker from the center participates in the
 
surv'3y, it will also give him a good chance to
 
become better acquainted with conditions in the
 
area he's serving.
 

0o hile visiting health centers under their
 
jurisdiction, supervisors can make systematic spot
 
checks of the vaccination cards of children being
 
brought in not only for vaccinations but for
 
curative care as well. One subgroup of children
 
which can be examined, sometimes with revealing
 
results, are the children of the health workers
 
themselves, who one would expect to be vaccinated.
 
This method is not very useful, however, for
 
getting an idea of coverage levels.
 

PVOs will need to determir.e individually what proof of vaccination
 
will Oe reqtitred. Often cards need to be presented as proof; however, it
 
is usually worthvhile getting an oral history of immunization from the
 
child's mother as well. While ,omen may not know the names of specific
 
vaccines, they can often which vaccines a child has received when they are
 
described by site of administration.
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The frequency with which coverage surveys are conducted will equally
 
depend upon the individual circumstances of each project. Normally,
 
cluster-sampling surveys are not conducted more often than every year.
 
However, a supervi3or may wish to do some sort of spot-check of vaccination
 
cards at most of the sessions he visits.
 

DISEASE REPORTING SYSTEMS
 

Because of their strong local presence and often their emphasis on
 
individual registration, PVOs are well positioned to assist Ministries of
 
Health with disease surveillance. Excellent information on establishing

"sentinel" disease surveillance systems can be found in the WHO Mid-level
 
Manager course module "Conduct Disease Surveillance".
 

It is most important to conduct surveillance of measles, polio, and
 
neonatal tetanus cases. Establishing disease surveillance systems will
 
allow PVOs to determine trends for cases and outbreaks of these diseases.
 
This knowledge, in turn, will help them determine if the vaccinations they
 
are giving are actually effective. If outbreaks are occuring in areas
 
thought to be well covered, PVOs will want to conduct simple outbreak
 
investigations to determine if a large proportion of the cases were
 
occuring in children who had been vaccinated, and presumably protected
 
against the disease.
 

AIDS AND IMMUNIZATION PROGRAMS
 

African PVO projects need to recognize the implications that the
 
potential presence of the AIDS virus (HIV, or Human Immunodeficiency Virus)
 
has for their immunization activities.
 

First, to be certain that there is no chance that the disease may be
 
spread through the injection equipment used in their programs, the PVOs
 
need to assure that all inlection equipment is sterile. In countries that
 
use disposable syringes and needles, this means using a new needle and
 
syringe for every child, and using each syringe and needle once only. For
 
countries using reusable equipment, tnis means adequately steam sterilizing
 
or boiling injection equipment for between each use, using the same rule of
 
one sterile needle and syringe for each child.
 

Secondly, PV0s need to know what current recommendations are for
 
immuni7ing children who may have clinical AIDS or be infected with HIV,
 
because of the concerns that children infected with the virus should not
 
receive live vaccines. WHO now recommends that the only vaccine which
 
children with clinical AIDS disease should not be given is BCG. All other
 
vaccines should continue to be given to children with the disease, and all
 
vaccines should be given to any children who may be found to be infecte-­
with HIV who have not developed clinical AIDS.
 

These recommendations are different from those for the United States
 
and Europe. The EPI target diseases, because they are so prevalent, pose a
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against the different diseases. If a registration system is not used,
 
estimates can be made by determining the total number of doses of each
 
antigen administered by age (by compiling the totals of daily tally sheets
 
used in areas where the coverage will be calculated) and comparing this to
 
the estimated target population for the same time period. As a rule of
 
thumi,, under-ones make up about 4% o1* the total population in developing
 
countries with high birth rates.
 

There are two main difficulties with this method. First, the target
 
population estimates may not be accurate, particularly if a census has not
 
been conducted in many years. A second problem is knowing the ages at
 
which children received their vaccinations. If this information is not
 
available, for example, in an area where all children under two years old
 
are vaccinated, one will not be able to determine what proportion of the
 
vaccinations had been given to children three months compared to those
 
given to children 23 months old.
 

This method works best in ruta.! areas vhere the population live in
 
discreet village units, and tend to be vaccinated near where they live. It
 
is less applicable to crowded urban areas where mothers may take their
 
children to be vaccinated in clinics outside of the administrative unit
 
that they live in.
 

COVERAGE SURVEYS
 

Coverage evaluations were a major area of concern and thus are covered
 
in soe detail here. During the workshop evening session on coverage
 
surveys the issues raised by participan J showed that they were clearly

tuned to the issues that district-level programs are struggling with
 
everywhere: appropriate sampling methodologies and questionnaire design;
 
frequency with which surveys should be conducted; analysis of results and
 
computerization; determining tetanus toxoid coverage; and reconciling

differences with national immunization coverage evaluation practices.
 

The first time many of the projects will have to deal with coverage
 
surveys is when they develop their baseline surveys. Most PVO projects

will want to evaluate what baseline coverage levels are in the areas where
 
they will be vorkir', so they can assess the contribution of their efforts.
 
One exception might be if a PVO p~anned to vaccinate in an area not
 
previously served by any vaccination services. In such a case, the PVO
 
might reasonably assume that coverage was close to zero to avoid the
 
expense and effort of doing a survey to confirm it.
 

As part of their collaborative efforts with national Ministries, PVOs
 
should be aware of their EPI evaluation activities, if any, going on at the
 
regional or national level.
 

Questionnaire forms
 

In designing their-general survey questionnaires PVOs should keep in
 
mind that no piece of information should be collected unless it is going to
 
be used. A PVO may wish to have a two-stage survey st-ategy, where most
 
mothers interviewed would answer a few questions determined to be most
 
important, and every 10th mother would be selected for a more detailed
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questionnaire concerning, for example, her attitudes towards immunization.
 

Cluster sampling surveys
 

Several of the participants knew about or had used the standard E.P.I.
 
cluster sampling method. It is important to know when this method is
 
useful and what its limitations are. When used correctly, it can estimate
 
the coverage in an area to within ten percentage points above or below the
 
actual rate.
 

Cluster surveys can also yield a wealth of information on the ages
 
that children are vaccinated at, the length of time that passes between
 
doses, and so on. While summarizing such information by hand is very
 
tedious, computer programs are being developed which will perform these
 
calculations automatically.
 

A 30-cluster survey usually takes 3-4 surveyors at least 2 weeks to
 
complete. This should be taken into consideration when determining whether
 
or not it should be used.
 

It is designed to be used for relatively large populations, say, over
 
50,000 and is used most efficiently for populations overe 200,000. While
 
it can be used Zor smaller population groups, it is somewhat inefficient
 
because of the large numbers of children that have to be interviewed.
 

This can be illustrated by taking a hypothetical example of a
 
population of 20,000. We can assume that about 4%, or 800, of the
 
population will be children under one, the main target age group. A
 
30-cluster survey reviews the vaccination status of 210 children. If
 
children 12-23 months were interviewed (with a population of slightly less
 
than 800), this means that over one out of every four children in the
 
target population (210/800) would be interviewed If a smaller age group
 
were interviewed, say 12-17 months, over half of those in that age group
 
would have to be interviewed.
 

Doing a standard EPI cluster-sampling survey gives a good estimate of
 
what coverage is for the children of that total population. It will not
 
allow projects to compare coverage levels between areas surveyed for the
 
'ifferent clusters. Also, the cluster-sampling method is only designed to
 
be used for dichotomous data, meaning questions that can only be answered
 
by one of two possible-answers. Thus, it will allow PVOs to dermine by a
 
statistically valid method only if, for example, more children have been
 
vaccinated at an outreach post than have not been vaccinated at an outreach
 
post. It does nat permit the statistical comparison of numbers of children
 
vaccinated at an outreach post versus an MCH center versus a hospital
 
versus not vaccinated at all.
 

Tetanus toxoid coverage has often not been Qonducted along with
 
evaluation of childhood immunizations, but it should be included in
 
cluster-sampling surveys by interviewing the mothers of children in the age
 

Of course, there may be other women of childbearing age
group interviewed. 

that won't be interviewed simply because they don't have children in that
 
age group - but it will should a reasonable estimate of T.T. coverage
 
nevertheless.
 



-- Private voluntary organizations may flourish, or seem to flourish, while 

government services struggle to gain credibility. 

--	 Establishment cf coordinating bodies (VOICE) for joint planning is crucial. 

--	 There can be conflicts between the real needs of the people and health 
workers and those of private voluntary organizations. 

Finally, there is a need to consider the role of private voluntary organizations in 
primary health. Will they diminish, become institutionalized, or will there always be 
unmet needs that call for outside assistance. 

Some 	Community Awareness Activities in ZEPI 

1. 	 Mass media channels 

-- Radio programs
 

-- Television programs (features and interviews)
 

--	 Newspapers and magazine articles 

2. 	 Use of community leaders 

--	 Politicians 

-- Religious leaders
 

-- Associations and organizations
 

--	 Others 

3. 	 Production of literature 

--	 Pamphlets 

--	 Posters 

--	 Calendars 

--	 Slogan discs 

4. 	 Production of ZEPI Film/Videos, etc. 

5. 	 Use of school children 

-- Quizzes 

--	 Competitions in:
 

" Drama
 

" Music
 

• Poetry 

6. 	 Use of community theatre groups for drama and song. 

7. 	 Legislation of immunizations as requirement into preschool/schools. 

8. 	 Immunizatfons awareness weeks. 
9. 	 Information stands at agricultural shows, international trade fairs and other 

m community events.
 
major
 

H-6 	 I'-.
 



Art'rlNULA I 

HOW TO ACHIEVE A SATISFACTORY LEVEL OF IMMUNIZATION
 
COVERAGE AND SUSTAIN IT
 

Paper prepared by Dr. M. 0. Alli, Project Officer EPI/CSD
 
UNICEF - Harare, Zimbabwe
 

1.0 	 INTRODUCTION 

The "UCI 1990 goal UN Banner" is being adopted by most NGOs under the 
umbrella of Child Survival and Development program. Through CSD, it will be
ensured that it is not only the childhood deaths from immunizab!e diseases 
that will be prevented, but also deaths that would have occurred due to
diarrhoeal diseases, acute respiratory infections, malaria and malnutrition. 
For most developing countries, real progress has been made in immunizing the 
children. For example, WHO July 1986 data has shown that the following
deaths from EPI target diseases have been prevented: Of 2,110,000 deaths 
from measles, 371,000 were prevented, i.e., 17 percent; of 839,000 deaths 
from tetanus, 132,000 were prevented, i.e., 16 percent; of 599,000 child deaths
from pertussis, 228,000 were prevented., i.e., 38 percent; and of a total of 
3,548,000 deaths from vaccine-preventable diseases, 731,000 preventedwere
by immunization, i.e., 21 percent. But there is a lot more to be done to reach 
the goal; for example, recent lameness surveys in developing countries have
revealed previously unsuspected high levels of crippling polio comparable to 
those of the worst epidemics in industrialized countries before the develop­
ment of vaccines. The challenge is to raise immunization coverage levels to 
the point where significant reduction in morbidity and mortality becan 
sustained. This is the UCI goaL 

2,0 	 FACING THE CHALLENGE OF UCI 1990 

2. 1 	 Intensive mobilization. 

2.2 	 Political will. 

2.3 	 Application of new techniques of Communication and Social Mobilization 

2.4 	 Sustained application of the management support required to transform that 
mobilization into effective programs. The provision of management support
remains a high priority objective and a frequently difficult problem. However,
the recognition of the problems and opportunities presented by accelerated or
intensified immunization activities is itself a useful tool in the provision of 
management support and should be explored. 

3.0 	 ACCELERATED PROGRAMMING FOR IMMUNIZATION 

3.1 	 The objective should be national fiscal ard technical self-sufficiency beyond
1990. The initial efforts should be successful enough and lead to a sustainedimprovement in immunization services. The planning should be based on what 
you need, not what you have, e.g., using police cars to distribute vaccines 
where there are no EPI vehicles. 

I-I
 



3.2 Campaigns should be used as a means, not an end. Therefore, one campaign
may not be enough. There should be plans for follow-up campaigns up to 1990
and beyond. As a matter of fact, a year-to-year sustained campaign, e.g., inthe form of an Annual EPI Awareness Week should be complementary to what
is going on. It serves as a "kick" or "boost" once a year to routine services. 
But it should have a measurable objective. For example: 

To get at measles morbidity and ensure more nine-month olds receive 
measles vaccination. 

* To correct constraints why field staff are not functioning properly. 

* To reduce risk of injection, zssociated with AIDS transmission, through 
emphasis on steam sterilization. 

Also, for a campaign to effectively contribute to an increase in vaccination 
coverage and ultimately a reduction in disease and death levels, there may be 
a need to establish extra temporary immunization sites and make use of "extra
vaccinators" during the period. After the campaign, it may become necessary
for such temporary sites to become permanent, depending on the work load 
achieved during the campaign. 

Every country program should be able to determine under what circumstances 
a campaign is not an appropriate strategy. For example, KAP surveys on
choice of communication channels by population strata should be done,
including focus group discussions before messages are developed. Audience
hauit surveys should be done so that br:)adcast is at the right time. Messages
should also be transmitted through the right media by rural, semi-urban, and 
urban groups. 

During a campaign week, the program should be able to match supply with 
demand and be able to document that demand has actually increased based on
how the supply was used. A Social Mobilization Analysis survey is mandatory
for each country. The survey includes a KAP, Focus Group Research (FGR),
audience stratification, and a media habit survey. The results of the survey
will be used to determine messages and delivery channels. Also, through the
results of a Social Mobilization Analysis Survey, it will be possible to stratify
the society to identify sub-group specific knowledge, attitudes and practices
and deeply held beliefs in relation to EPI. Foi each belief, knowledge gap etc.,
a specific message is prepared. The message is then delivered through a 
source of credible health information for each sub-group. 

Education is a tool for sustaining immunization coverage. It helps mothers 
seek immunization voluntarily. 

Pretesting messages is essential before they are disseminated. It may be
advisable to impact Pretest messages while preparing them FGR. Based on
results of the FGR, it may be necessary to revise and pretest again. The
advice to never mass produce messages, until successfully pretested, has not 
been heeded by most programs. 

4.0 NON-MEDIA SOCIAL MOBILIZATION 

4.1 Channeling for Acceleration 
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This strategy sorts out the denominator for each vaccine through house-to­
house enumeration of the target group. It provides a good introduction of the 
program. However, immunization progresses slowly without an occasional 
"boost," like a campaign. 

5.0 FOLLOW-UP TO THE EPI WEEK/CAMPAIGN 

Programs should concentrate on the need for sustainability. other CSD 
interventions should be addressed with emphasis on PREVENTION. 

Health workers continuously should stress the specific and concrete actions 
that parents themselves can take to promote the survival and development of 
their children. 

The Inter-relationship between malnutrition, diarrhoea and vaccine preven­
table diseases should be highlighted. The MCH-PHC staff in charge of 
immunization should contribute further to the development of community­
based nutrition surveillance and growth monitoring, e.g., through provision of 
VHWs with scales and by their training. Also efforts for the identification of 
high-risk groups should be intensified, e.g., through community inquiries and by 
regular weighings. 

6.0 WAYS TO ACHIEVE SATISFACTORY LEVELS 

6.1 On the Supply Side: Improvement of Routine Services 

6.1.1 Identification of personnel (MCH/PHC workers). 

6.1.2 Training (EPI-PHC Integrated Workshops). 

Training workshops should address the identified training needs as to why field 
staff are not working well. 

6.1.3 Supervision and support for Peripheral staff-

Important prerequisite to supervision is Communication i.e. wherever there 
are problems, the solutions, in the form of information or supplies, must be 
given immediately. 

Exercise: EPI Acceleration on the Field (List the Problems and Possible Solutions) 

Problem Solution 

(from the field) (from the supervisory level) 

6.2 On the Demand Side: Improvement of Consumption of Public Demand 

6.2. 1 Meticulous Planning 

6.2.2 Ample lead time 

6.2.3 Evaluation of Effectiveness of Social Mobilization Activities 
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7.0 	 EXERCISE 

7. 1 	 Questionnaire to Mothers Attending Vaccination Session 

Question: How did you know about Immunization? 

Channels of Communication 

Sub-	 Non- Radio TV Agric Health Health Health 
group 	 Health Show Worker Facility worker
 

worker 
 at home in 
(specify) community 

Mothers
 
Attending
 

iMothers 
Not 
Attending 
(control) 

7.2 	 Men have been identified as a group whose support is needed to assure participa­
tion of women in Family Planning. 

- What are the information needs? (i.e. messages) 
- What are the most effective ways of presenting that message to this group 

(i.e., the means) 
- What 	is the medium for providing that message (i.e., the materials). 

7.3 	 How to use Social Mobilization to cause a measurable change. 

7.4 	 Non-media Social Mobilization 

8.0 	 ROLE OF NGOS IN ACCELERATING IMMUNIZATION 

8.1 	 Where NGOs have impacted areas, it provides a learning ground. Appropriate
technologies and strategies can be implemented quickly and successes spelled
out. Experiences can be shared quickly and suggestions for corrections tried out. 
This positive aspect of impact areas are seen when sustainability is assured. 

8.2 	 Selective and Comprehensive Health Care: 

Through NGOs it can be illustrated how selective health care complements com­
prehensive health care, and that they are not alternatives. This positive aspect
of selective health care is seen where there are prospects of expansion. 

It has been suggested to compare surveys of districts where NGOs are, with 
districts where there are no NGOs, to highlight the positivity of selective health 
care. 

8.3 	 Monitoring and Evaluation 

Many NGOs have assisted with the development of a more accurate health infor­
mation system in their impact areas e.g. family enrollments have been used to 
establish an accurate denominator. 
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8.4 	 Community-based Growth Monitoring and Nutrition Surveillance 

NGOs have used VHWs/CHWs for weighing children and have acquired rmuch 
'-xperience in this area which should be shared for universal use. 

3.5 	 ORT 

There is a dire need to improve ORT at home, community and health facility 
levels, especially where SSS is used as an alternative to the complete ORS 
formula for the management of diarrhea. Mothers, community health workers, 
and the rest of the health team need to be retrained to correctly manage a child 
with 	diarrhoea by using the WHO Diarrhoea Treatment Plans A,B, and C. 

REFERENCES 

1. 	 Planning Principles for Accelerated Immunization Activities -
A joint WHO/UNICEF statement 1985. 

2. 	 "Analysis of Social Mobilization as it relates to achieving national UCI/ORT 
targets in Zimbabwe towards the development of a Regional Framework for 
Program Communication/Social Mobilization 1987-90", Paper by UNICEF, 
Harare, February, 1987. 
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APPENDIX 3
 

90-DAY ACTION PLANS 
OF PARTICIPANTS 



CARE - SUDAN 
90-DAY PLAN OF ACTION 

Aut;ust 21, 1987 

MONITORING AND EVALUATION 

Objectives: 1. 	 Determine coverage of EPI in target area operational for six 
months. 

2. Baseline ORT survey.
 

Field Teams
 

Who: 	 NKCHP/EPI (CARE personnel from other projects) 
Two teams of three: two males and one female 

When: 	 Person Responsible: 

I. 	 Development of survey 
tools and MOH checking Sept./Beginning Oct. Cat & Osheria 

Carol 	(Consultant) 

2. 	 Training of surveyors October MOH Cat & Osheria 

3. 	 Survey Two weeks in October NKCHP/EPI 

4. 	 Analysis & Reporting November Cat, Osheria & New PM 

5. 	 Feedback to MOH & 
Communities 
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Objective 

Develop working 1. 
relationship 
with other PVOs 
Zimbabwe & MOH 
(On CS imple­
mentation). 

2. 

3. 

SAVE THE CHILDREN FEDERATION - ZIMBABWE
 
90-DAY PLAN OF ACTION
 

August 21, 1987
 

Task/What Activity When 

Explain need for Request for permission September 1987 
liaison with other from SCF ZimSave and 
PVOs to SCF FOD and Headquarters. 
Headquarters. 

Communicate plan of Plan together with October 1987 
action to PVOs other PVOs for a MOH 
concerned, meeting. 

Plan regular meeting Other meetings November 1987 
for CS staff. 
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AMREF - KENYA
 
90-DAY PLAN OF ACTION
 

August 21, 1987
 

MONITORING AND EVALUATION 

Urban Nairobi: Basic Survey 

Problem: Basic survey to lay basis for monitoring and evaluation. 

What to Do: 

Sample survey of project area covering all the indicators stated in CSD project. 

-

-

-

Immunization coverage 
Nutritional status of the under fives 
Diarrhoeal morbidity among under fives 
Child spacing 

Tasks: Time Plan 

Planning: 

Week 1-4 (a) 
(b) 
(c) 
(d) 

Develop questionnaire and pre-test it. 
Prepare the community 
Arrange for funds 
Arrange for transport 

Week 5-6 Plan and train personiel (enumerators) 

Week 7-8 Carry out survey 

Week 9-12 Carry out analysis and reporting 

Week 13 Feedback workshop to the community 

Budget 

Printing questionnaire 
Training of enumerators 
Preparing community 
The survey 
Analysis 
Reporting 
Feedback workshop 

Ksh. 
Ksh. 
Ksh. 
Ksh. 
Ksh. 
Ksh. 
Ksh. 

5,000 
10,000 
3,000 

15,000 
30,000 

1,000 
12,000 

Total Cost 76,000 
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SAWSO - KENYA
 
90-DAY PLAN OF ACTION
 

August 21, 1987 

THREE MONTH CALENDAR 

August 

26th, 27th - Seminar Vitamin A 
31st - Preparation for training 

September 

4th - Growth Monitoring Training Leaders 
8th-1 Ith - CoRat Workshop NRBI 

- (Ukalaani, Mitaboni Mikono)
l4th-18th - Supervision and Monitoring office work 
21st-26th - Office work and report evaluation 
28th­
2nd Oct. - Preparations for family planning leaders 

October
 
2nd-lith - Making contacts NCCK, APAK, MOH, 


October 11 th) 

17th - Leaders training FP and ANC 
I9th-26th - Training report writing 
30th - Monthly report writing 

USAID, AMREF (training starts 
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Activity 

Selection of VHW and CWs 
in ten project areas 

Baseline survey 

Train 20 VHW & 10 CW in 
in project areas 

Immunizations/ 

Njtrition education/ 

Oral Rehydration Therapy 

Acquire EPI equipment (cold) 

chain and immunization kits) 

Distribute EPI equipment 

Supervise work of VHW & CW 

Supervise work of nurses 

Monthly meetings with 
other PVOs & MOH 

CARE - UGANDA 
90-DAY PLAN OF ACTION 

August 21, 1987 

By 

Communities -

The selected VHWs and CW ­
supervised by MSRDP staff 

MSRDP staff -

MSRDP staff -

Nurses in charge of aid/ -
Post CW & V'!W 

-

DMOs from UNICEF ­

-

MSRDP -

Staff Aid Pos -

Community Development -
Committee 

-

MSRDP & PVO & MOH (DMOs) 

Indicator 

Get names of selected 
people 

Results from all ten 
project areas 

20 VHW, 10 CW (people 
trained) 

No. of children 

No. of mothers receiving 
nutrition education 

No. of mothers who know 
and use ORS correctly. 

Equipment acquired 

Equipment delivered 

Equipment delivered 

Monthly reports 

Report written monthly 

Number of monthly 
meetings 
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Tasks 

Selection of 
CWs & VHWs 

Baseline Survey 
(level of 
immunization 
ORS KAP) 

Training VHW 
c_ &CW 

C' 

Acquire 
equipment 

Distribute 
c;---;pment 
Immunize & 

HEd. 

Supervise CWs 

Supervise Nurses 

CARE - UGANDA
 
90-DAY PLAN OF ACTION GANTT CHART
 

August 21, 1987
 

CARE/Uganda Summary of Work Plan 

September October November 

XXXXXK 

XXXX) 

XXXXY 

XXXX XXXXX XXXXX XXXX 

tXXXXX XXXXX 
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XXXXX XXXXXXXXXXXX XXXX XXXXX XXXXX (XXXXXXXXXXXXXxxxx: 

XXXXI :XXXXX XXXXXXXXX XXXXXX XXXX XXXXX XXXXXX(XXXXX KXXXX XXXXX XXXXX[ XXXXXXx 



AFRICARE - NIGERIA 
90-DAY PLAN OF ACTION 

August 21, 1987 

October November December 

1. 	 Training CBWs/ Financ'-, ccounting system Measles campaign
PU 	staff transfcrred locally 	 conducted in four(Ar 	 B, C, F, G, L, N) (A, B, C) intervention communities 

(A, B, C, D, E, L, T) 
Liaison for measles 
campaign 
(A, B, C, L) 

2. 	 - Training CBWs/PU staff Planning week for measles
 
(A, B, C, F, G, L, N) campaign (A, B, C, G, M, L)
 

. CBW kit boxes, growth monitor
 
ring charts distributed (M,Q,L)
 

-Training and evaluation (A,B,G,L)
 

3. 	 Trial production or, license Logistic/media development Tabulation/analysis
(A, 	 P, L) for measles campaign rf measles campaign 

(A, B, C, 1, 0, K, T) (A, B, C, L)
Agreement signed with WA CBWs EPI promotion

(A, K, S, T) 
 (1) 

4. 	 CBW begin activities: distribute/ Data collection from CBWs Prepare report
promote (D, 	 E, J) on 	campaign
(D, 	 E, l) (B, 	 A)CBPS continue promotion 	 This activity carried on to Review 

December acceptability of WSFinancial reporting (A,B,C) (C, 	 D, E) 

Persons Responsible
A. 	 Project Manager F. Trainer K. CCC P. Fl
13. 	 Project Advisor G. Coi.sultants (local) L. SMOH Q. AFR/WASH
C. 	 Administrative H. Consultants (Int'l) M. UNICEF R. 	 AFR/Lagos

Assistant I. CBWs 	 N. MA/ISADAP S. W.A. 
D. 	 5ite Manager 3. CBPs 0. MI 	 T. LGA 
E. 	 Assistant Site 

Manager 



SAVE THE CHILDREN FEDERATION (USA) - MALAWI 
90-DAY PLAN OF ACTION 

August 21, 1987 

Data Colluaion on Time 

- Reviewing daily completed family enrollment forms
 
- Number of villages covered by four weeks
 

Evaluation 

- Quality of data
 
- Methods used to analyze the data
 

Training of Trainers (Supervisors) 

- Methods of training of VH promoters, families and H. committee
 
- Supervision techniques
 
- Growth monitoring, ORT (control of diarrhoeal diseases)
 
- Identification of malaria management and treatment
 
- E.T.C. 

Work Out Supervision Schedule 

- Supervision of enumerators 
- Supervision of supervisors and VH promoters 
- Supervision and discussions with area development committee and H. com­

mittee 

Networking 

- Further discussions with MOH and PHAM regrading program implementation 
- Areas of concerns and switch sustainability of program activities 
- Discussions at regional level on improvement of vaccine delivery and other 

supplies 
- Discussions with health centre staff 
- Discussions with community services and party officials on improvement of 

community 
mobilization 

- Discussions & Ministry of Agriculture 

Others 

- Data analysis 
- Developing and monitoring of tools, rosters and other records 
- Distribution of bicycles, equipment for growth monitoring, simple drugs

(e.g., chloroquine, eye ointment, etc.) 
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%':ORLDVISION - ZIMBABWE 
90-DAY PLAN OF ACTION 

August 21, 1987 

Who When What 

Child Survival staff 
S.M. 

1/9/87 
to 

Review monitoring and 
evaluation tool FRB 

J.N. 
E.T. 

4/9/87 

S.R.F. 

CSP Staff 7/9/87 Analyze data from one 
S.M. 
3. N. 

to 
14/9/87 

village 

E.T. 
S.R.F. 

CSP Staff 21/9/87 Review results 

CSP Staff 
S.M. 
3.N. 

28/9/87 
to 

9/10/87 

Planning for reimple­
mentation training 

E.T. 
S.R.F. 

CSP Staff 12/10/87 Re-implementation 
3.N. to 
E.T. 6/11/87 
S.R.F. 
Others 

CSP Staff 10/11/87 Come back and analyze 
to 

13/11/87 

CSP Staff 17/11/87 Plan to implement in 
to whole project area 

20/11/87 

CSP Staff 23 to 25/11/87 Train implementors 

CSP Staff to Sr. 30/11/87 Implement in whole pro-
Hove and MOH staff ject area 
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WORLD VISION - SUDAN 
90-DAY PLAN OF ACTION 

August 21, 1987 

CSP World Vision Sudan Activities Accountability Schedule 

September 

-

-

-

-

-

-

Information System: Using VH volunteers 

Weekly events information/birth/deaths, etc. 
Annual report 

Monitoring homr visitors "drop-outs" 

Visit WHO centre (T.O.T.) to gain 
information on curriculum 
Introduce microcomputer 

Senior area coordinator 

All tech staff 

Area coordinator/nurse 

All tech staff 

PR manager 

Sept. 

1-30 

1-30 

25-30 

1-30 

1-14 

October 

-

-

Develop special messages for all interventions 

Child Survival Training Manual 

for Health Educators 

Medical consultant 
Nutritionist 
Medical consultant (PR Manager) 

1-14 

14-30 

- Meeting with MOH 
Topics: sustainability 

sharing DIP (detailed implementation
plan) 

All medical staff 

1-3 

- Interagency meeting - SCF/CARE/WVI PR manager 10-14 

November 

-

-

-

Review evaluation methodologies 

Health day for increasing awareness 
Tambone Town 

Rural hospital est. ORT coverage 

Medical consultants SACMedical consultant 

All staff 

All area coordinators 

14-25 

14-25 

14-25 



APPENDIX K 

ZIMBABWE CHILD SURVIVAL DAILY EVALUATION 

The 	following are notes from the participants' actual evaluation forms. 

AUGUST 17, 1987 - EVALUATION 

What I learned today: 

I. 	 That the majority of the participant countries use and prefer to use SSS instead 
of the UNICEF sachet (ORS). Zimbabwe has a very strong SSS strategy. 

2. 	 Activities of various PVOs in other countries; co:icerns on problems related to 
Child Survival are more or less the same everywhere, such as monitoring and
evaluation, sustainability, logistics, supervison, follow-up, and community parti­
cipation. 

3. 	 Need for coordination between PVOs and MOH to ensure program sustainability;
other tools for monitoring and evaluating program activities; concepts related to 
ORT (preparation and administration); concerns in a CS program and ways of 
monitoring them. 

4. 	 My Zimbabwean friends have managed to do without UNICEF packets and nave 
done well with just SSS; there is a missing link in supervision of village health 
workers and nurses in our program; in planning projects, everybody, especially
the communities and MOH, should be involved early. 

5. 	 Child Survival programs can be sustainable if they ari; designed to operate within 
the PHC of the government; involving the government in project design will 
ensure its continuation; project supervision forms a continuous monitoring 
system; supervision checklist can assist on feedback. 

6. 	 ORT in different measures. 

7. 	 Different immunization schedules; promotion of home-available solutions for 
ORT; differences in information depicted in CHC of the different countries;
skills of mobilizing and motivating the community. 

Things I will therefore do differently in the project: 

1. 	 Making the flip-chart posters into small booklets or leaflets, having the same 
sequence as the health education story. 

2. 	 Work hand-in-hand with the MOH and the PVOs; meet the committee members in 
the community and make them advisers in implementing plans; know the 
priorities; involve the MOH when starting a project. 

3. 	 Develop and strengthen monitoring and evaluation system. 

4. 	 Reassess marketing system before implementation; redefine organizational 
management roles within projects; collaborate more intimately with MOH during
implementation phase; adjust monitoring instrument based on overall project 
objectives. 
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5. 	 Still too early at this point in my projec. to suggest changes. 

6. 	 Will try to use SSS exclusively in some project areas and compare with where 
both SSS and UNICEF packets will be used; we will try to get a representative
from our level in every community development committee to provide the
missing link; keep ears and eyes open to acquire useful knowledge that will help
us achieve a reasonable degree of acceptable supervision; evaluating and 
monitoring our program. 

7. 	 Continue using non-health team for close supervision. 

8. 	 Foster closer liaison with MOH and other agencies at all levels of program 
activities. 

9. 	 CS in urban Nairobi is a new project, so what I learned will help me in planning,
organizing, and implementing my strategies better; I have involved MOH and
Nairobi City Commission staff of all levels in all the stages of the program 
implementation. 

10. 	 Encourage community to go to MOH for follow-up; make sure link with MOH and 
other management lines are going to be improved; review home-mixed solution 
approach. 

11. Evaluation of ORS effectiveness. 

I would like to receive follow-up information on: 

I. 	 Monitoring and evaluation, principles of social mobilization, principles of growth
monitoring, ways of assessing quality of in the home,ORT monitoring and 
maintaining of cold chain system. 

2. 	 Sustainability of projects; planning, implementation and monitoring of Child 
Survival programs. 

3. 	 Attend similar workshops in other countries to b., kept up-to-date with latest 
concepts, ideas, and experiences in community-base health projects. 

4. 	 The relation of monitoring and evaluation system in CS projects. 

5. 	 Sustainability of the program in the urban set-up; how to keep urban communi­
ties motivated. 

6. 	 What steps other NGO-operated programs are taking to ensure post-funding,
uninterrupted sustainability. 

7. 	 Outcomes of problem-solving process in other Child Survival projects. 

8. 	 The exclusive use of SSS in Zimbabwe as thtir program advances. 

9. 	 More income-generating schemes for financing CS intervention3. 

10. 	 Immunization coverage from VHW using baseline survey; maintenance of cold 
chain. 

It. ORT strategies in other countries. 
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12. 	 What to do with impossible noncompliance of partners, e.g., MOH reaction to
participants' (and self) request on workshops and experience visits. 

AUGUST 18, 1987 

What I learned today: 

I. 	 A case study of social mobilization in Zimbabwe; learned about the intervention 
that goes on in the country; how organized the community is; and all the
qualities that we can take back to our projects. 

2. 	 Music/songs and dance as communicative media; strong relationship of project to
the community; potential/concerns for sustainability of project at Mushinga. 

3. 	 Social mobilization develops gradually and evolves mainly based on the 	felt need;
each 	country has "chances" to start and strengthen social mobilization. It is a
matter of looking for them; baseline survey helps communities to view them­
selves and thus easily grasp the need for the program being introduced to them. 

4. 	 Community participation and togetherness- -structure network; awareness of 
preschool children's needs. 

5. 	 Visited the Pfende Center; the community was well motivated; role plays from 
the community concerning health; community participation and togetherness. 

6. 	 Not to have other plans after a fish andvisiting project; farming nutrition
gardens in projects; to plant fast-growing trees as potential sources of firewood. 

7. 	 Social mobilization, a tool for Child Survival projects' sustainability; integration
of CS activities into community development; involvement of PVO in order to 
achieve CS goals. 

8. 	 Shared ways and methods of community mobilization; observed outcomes of
community mobilization and participation; linkages in Child Survival. 

9. 	 Active community interaction and participation in doing activities together;
strong feel 	of commitment and feeling of ownership; active participation and
involvement of PVOs, the community and the MOH. 

10. 	 Good working relationship exists between World Vision and existing local
authorities (VIDECS) and other relevant ministry bodies. It is important to
involve communities--participation from the planning stage of programs to the 
end including monitoring and evaluation. 

11. 	 Historical factors can have far-reaching effects on mobilizing and motivating
the people to do something for themselves. 

12. 	 Working together with social, political, ano religious group3; high motivation
shown by the community; integration of different sectors; appropriate tech­
nology. 

13. 	 Zimbabwe's love for song; communities similar to other countries in 	 their 
organizational skills--women playing greater role. 
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14. 	 Planned integration of sectorial development: HW automatically member of 
village committees; involvement of community in baseline; blair or VIP toilets 
and hand pumps; enthusiastic use of slogans and songs about health. 

15. 	 The more the community knows about health messages and policy of work, the 
more they will be involved in project planning and implementation. 

16. 	 Achievements seen in enthusiastic community; importance of political system in 
mobilization; cultural factors play a role in mobilization. 

17. 	 A well-motivated community; encouraging to see community participation
working; importance of community involvement in monitoring and evaluating;
relationship between political support and health services (very well organized in 
Zimbabwe); computer system sharing. 

18. 	 Community activities and cooperation; their devotion for knowing what they are 
doing; plans of their future. 

19. 	 Process of social mobilization in Zimbabwe; shared in a discussion on a study 
case of Musami mission; structure of MOH in Zimbabwe and how it functions and 
integrates with NGOs and WV. 

Things I will therefore do differently in the project: 

I. 	 Will involve agricultural extension offices more to increase food yields in the 
project area. 

2. 	 Using masses' language to understand; to allow my community or project
members to go home in time; to have a short program aimed only at the goal. 

3. 	 Encourage community participation in one project; think about ways to involve 
community in monitoring and evaluation. 

4. 	 Supervision; coordination of community structure. 

5. 	 Strengthening the health education system to achieve more involvement and 
more knowledge about the project. 

6. 	 Follow up suggestions to MiOH about planned regional health committee; may try 
to have communities do self-assessment/baseline. 

7. 	 Conduct some more meetings with %1OH from headquarters/regional/district 
level; socialize with the community---be part of the community. 

8. 	 Adequate water supply; technical support of the techniques to some; motivation 
of the CHW. 

9. 	 Stirengthen the existing committees so that they can take on more respori­

bilities and activities. 

10. 	 Increase level of village health oficers (MOH). 

11. 	 Continuously be available to dialogue with the community until we achieve such 
a high level of motivation; will persistently involve other PVOs and MOH more 
than before. 
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12. 	 Strengthen community mobilization aaid organization; strengthen linkages in 
Child Survival. 

13. 	 Involve the community; committees for development for the success of my
project. 

14. 	 Involve as many preschools on center; build health center near project. 

15. 	 Motive the community and foster the relationship with World Vision; moke
community share responsibility for the development process; involve school
children as much as possible. 

16. 	 I hope to be patient with the communities whenever they appear to be"disinterested"; be lookout a to theon 	 the for chance woo communitiessocial cooperation; encourage village health workers to do a survey 
into 

relating totheir 	"own interest" other than "our own interest." 

17. 	 Consider other appropriate technology, e.g., earth cook stoves, income-generat­
ing cottage industries as soap making, fish ponds, etc. 

IS. 	 Increase my mobilization techniques; include preschool education or childcare 
center to my project if funds permit. 

I would like to receive follow-up information on other comments: 

I. 	 How World Vision supplements the salaries of VHWs. 

2. 	 Mushinga V'DC should have access to information on the alternatives proposed by 
World Vision. 

3. 	 Baseline surveys. 

4. 	 The MOH to put curative services nearer to the people; planting fruit trees; and 
improve cooking facilities. 

5. 	 MOH to provide curative center near CSP area. 

6. 	 How to sustain community motivation for participation and how to ensure 
project sustainability. 

7. More information on urban mobilization. 

8. 	 All the information written down on newsprint paper must be typed and given toall participants every morning or before the end of the workshop. 

9. 	 The effects on people's enthusiasm for the activities when the WVI assistance 
phases out. 

10. 	 Who supervises whom? Village committeis meetin3s; how the village commit­
tees solve their problems. 

II. 	 Principles on social mobilization. 

12. 	 Income generating incentives for "motivation of communities" and payment of 
CHWs. 
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13. 	 The field trip took a long time--can we manage two more this week? 

14. 	 Identification of weakness should be in relation to what aspect in the project? 

15. 	 Mass media and social mobilization. 

16. 	 Using computers. 

17. 	 This is difficult because it involves individual countries and a lot of traditions 
and beliefs and political set-ups. I suggest that what has been tried elsewhere 
and seen to work may be given preference. 

AUGUST 19, 1987 EVALUATION 

What I learned today: 

1. 	 Growth monitoring, i.e., height for weight, weight for age; men should be more 
involved in nutrition. 

2. 	 Community involvement and enthusiasm; working relationship between commun­
ity and staff; usage and importance of VHW in preparing ORS and to involve 
fathers. 

3. 	 Ideas about sustainability; more about health information system social mobiliza­
tion. 

4. 	 There is much in Child Survival to be learned; SSS can be practically and widely 
used. 

5. 	 The different practices used for ORT (mixing of SSS) and the high level of 
community awareness is very encouraging. 

6. 	 Home management of childhood diarrhea--fluids; observation of interviews with 
mothers and community leaders about childhood diarrhea. 

7. 	 Making of SSS (theory and practical); nutrition and health information. 

8. 	 Diarrhea experience from CARE, KAP of ORT by the local women and men; case 
studies on nutrition in Sudan and \alawi. 

9. 	 The different opinions of ORT; focus on training--how to get the message to the 
mother; check up home visitors/spot checks/supervision; involvement of anthro­
pologist to look at behaviors/how mothers learn. 

10. 	 Knowledge/attitude/practice in ORT management; awareness of the families in 

ORT in villages; case studies were stimulating. 

11. 	 The importance of promoting good nutrition in Child Survival projects. 

12. 	 The importance of nutrition education in Child Survival projects. 

13. 	 To put more emphasis on usage and competence in preparing ORT; other growth 
monitoring methods; other project implementation methods. 
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14. 	 I appreciated that teaching skills to adults needs patience and constant contact 
with your "students" in order to remind them of what they are taught. Mostpeople we talked to did not appear to have many episodes of diarrhea in their 
homes. 

15. 	 Components which ensure success of CDD program; principles of nutrition and 
growth monitoring. 

16. 	 Interesting to see such a well-developed program; especially people so versed on 
causes and prevention. 

17. 	 Shared experiences and activities in other projects; ORT and nutrition. 

18. 	 Women who attended the diarrhea interviews held key posts in the village; ORT 
(SSS) preparation was up to date; amount of fluids to be given is not yet clear to 
some mothers. 

19. 	 The people know the advantages of ORT, but its details and correct management 
should be improved. 

20. 	 Importance/concerns/limitations of mass campaign strategies; importance of
linkages between project/MOH/other PVOs; importance of small-group discus­
sions in mutual problem-solving and support. 

Things I will therefore do differently in the project 

I. 	 Initiate measles immunization campaign; initiate monthly meetings between 
project, MOH and other agencies involved. 

2. 	 Try to improve community mobilization for action in CSP. 

3. 	 Not boil water (unnecessary). 

4. 	 Improve on my project's activities in nutrition, ORT and monitoring. 

5. 	 More emphasis on HAF and continued feeding . .. it seems that message needs to
be given equal emphasis; also that ORS does not stop diarrhea. 

6. 	 Nutrition and growth monitoring target be from 0-3 rather than 0-5 years old. 

7. 	 1 will impress upon my VHW and nurses the need to ask mothers to tell them
what the), know about ORS, with the view of correcting any mistakes they might
be making. 

8. 	 Emphasis on practical demonstrations. 

9. 	 Promotion of good nutrition in Child Survival projects. 

10. 	 Value of "checklist" for ORT practices by the mother. 

II. 	 To discuss ORT again; make curriculum for health trainers; system developed for 
better supervision of VHW. 

12. 	 Improve my home management of childhood diarrhea by getting down to the 
level of the users. 
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13. 	 Supervising, monitoring and encouraging of teams; take an example to my people 

from Zimbabwe; the community to do a review bout SSS. 

14. 	 Supervise and encourage mothers/community to know more about SSS. 

15. 	 Try my best to make the messages of ORT very clear so that we can achieve the 
objectives of the intervention more easily. 

16. 	 To educate the mother first why we are doing what we are doing before practical
training; community mobilization as foundation to obtain community approval. 

17. 	 How to mobilize the community; how to approach sustainability issue. 

IS. 	 Improve community approach/working relationship/staff and community; close 
supervision. 

19. I will use one ORT method only. 

I would like to receive follow-up information on other comments: 

1. 	 ORS preparation in different settings; involve mothers to participate in commun­
ity activities to achieve our goal in Child Surival. 

2. 	 More ideas about sustainability; health information system baseline studies. 

3. 	 1appreciate the increased use of ORT in other projects; it will be more useful to 
sit with those who apply the interventions and learn more from their experi­
ences. 

4. 	 Follow-ups on home management on childhood diarrheas. 

5. 	 Management and evaluation about ORT/SSS. 

6. 	 Training of trainers techniques and materials. 

7. 	 Case studies of projects which had been sustained after the withdrawal of funds; 
KAP in EPI, family planning, nutrition. 

S. 	 How to conduct survey on the use of ORT/SSS. 

9. 	 Prevention of diarrheal diseases; use of ORT and home available fluids in the 
treatment of diarrhea. 

10. 	 More information on TOT. 

11. 	 More about interventions/Vitamin A/Rotavirus Vaccine. 

12. 	 More from those using computer in data collection and analysis. 

13. 	 ,Mothers' KAP on diarrheal disease management; passing of ORT knowledge from 
one mother to another. 

14. 	 How can we shorten the methods of educating mothers so that correct messages 
are easy to retain and implement? 

K-8 



15. 	 Earliest possible time when vaccine can be given (there was some debate on this 
at the A.I.D. Child Survival last summer at George Mason University). 

AUGUST 20, 1987 EVALUATION 

What I learned today: 

I. 	 Imporzance of having or educating traditional healers; strategies for mass 
campaigns. 

2. 	 Importance of traditional healers; linkages among PVOs. 

3. 	 . >-'r on EPIs. 

4. 	 The importance of interagency collaboration in trying to increase immunization 
coverage of the target population; frequent liaison with donor agencies about 
their roles in EPI. 

5. 	 Coverage survey issues, baseline surveys; information syst,:ms; EPI; supervision/ 
training; tropical diseases/AIDS. 

6. 	 Participants liked small groups; sharing networking very important; solidarity 
important for stress relief. 

7. 	 Inherent difficulty of implementation of ORT intervention---particularly the 
proper administration; difficulties inherent in workshops meeting participant
needs when the individual project activities and problems are so different. 
However, the resolution of these dfficulties appears now to have a framework. 

8. 	 Small group discussions were fruitful; Dory's illustration of information and 
reporting 	systems was benelicial and supportive; good, knowledgeable presenta­
ions; EPI approaches good; action plans, though prepared in a short time, were 

meaningful. 

9. 	 About how PVOs work with \OH; some information on AIDS; TA assistance for 
nutritional surveillance; malarial control and prophylaxis. 

10. 	 The ways to attain satisfactory levels of immunization coverage and how to 
maintain these levels. 

II. 	 The time to look for a TA; the importance of a traditional midwife. 

12. 	 We have a lot of resources in Africa and we should tap them; immunization 
should take precedent over the fear of AIDS. 

13. 	 Much information about other projects, especially those concerned with tradi­
tional ways of treating diseases compared to people trained in PHC. 

14. 	 Learned a lot about AIDS, tropical diseases; immunizations; supervision. 

15. 	 EPI in Child Survival; mobilization for EPI; AIDS in CS; requirements for 
reporting to headquarters. 
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16. 	 Group discussion was the best; sharing and exchanging some of the experiences
from other countries; knowing others' problems and getting new ideas from 
others. 

17. Learning from other people; addition to VIDECS structures as fishponds, etc. 

Things I will therefore do differently in the project: 

I. 	 Encourage income-generati,ig projects to help sustain CSP. 

2. 	 Pay attention to live vaccines; strengthen group participation at the member's 
level and community; open discussion with MOH staff on better techniques of 
immunization and treating infections in relation to AIDS. 

3. 	 Supervision--not only to look for mistakes. 

4. 	 Trend is to make use of knowledge of the traditional healers and try to involve 
them in the PHC system so as to benefit from their experience and strengths. 

5. 	 Continue looking for people to help in our projectF from my own country; not 
make a big issue out of AIDS. 

6. 	 To involve the traditional midwife in the CSP. 

7. 	 Coordinate more closely with other PVOs; request TA for nutritional surveil­

lance; may investigate malarial control as possible intervention. 

8. 	 Not give polio, BCG vaccines to children who are HIV positive. 

9. 	 Try to encourage frequent meetings among PVOs, government and donors about 
the best way to utilize the inputs in EPI and other activities. 

10. 	 Do random surveys frequently and put more effort on the family registration. 

11. Incorporating traditional healers into our Child Survival strategies. 

I would like to receive follow-up information on/comments: 

1. 	 Supervision, follow-ups. 

2. 	 Income-making activities in CSPs. 

3. 	 Baseline survey; new ideas on monitoring and evaluation. 

4. 	 Any information which I can use to make rural mothers more conscious of the 
need for getting children fully immunized. *1 think today's discussions have 
revealed a lot of areas which require further discussions. I wish the workshop
lasted a little longer than five days. 

5. 	 Supervision/training; coverage survey issues; baselihe surveys. 

6. 	 Comments: outside speakers--not appropriate--took too much time; too much 
input by host country; noise from kitchen interfered with concentration; schedule 
for today too ambitious; group too big, being in smaller classroom better even 
though crowded. 
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7. 	 Comments: An interesting idea came out of a formative tea-time meeting--that 
a resource bank be established among the participants' projects whereby funding
could be made available by Jake's office. Participants with resource expertise
could visit and consult other projects at their request. A compendium of 
participants and their respective resource areas should be compiled along with 
other contact information. It would also be helpful to this end to have "up-to­
date" project summaries along with areas of strength and weaknesses. 

8. 	 Comments: Washington D.C. requirements and comments should be studied and 
noted properly; NGOs working in CSPs should design a system where they can 
come together; action plans should be strictly followed unless there is a good 
reason for flexibility. 

9. 	 AIDS in Africa---recent epidemiologic work; would like some information on 
other vaccines to be included. 

10. 	 AIDS and AIDS-related complex. 

II. 	 How to choose a TA. 

12. 	 Literature on AIDS; get a list of all possible TAs in Africa. 

13. 	 Comments: good, clear, interesting topics today. 

14. 	 Nursing care of AIDS patient; supervision. 

15. 	 AIDS in children. 

16. 	 Involve health workers in discussion, know their problems and problems from the 
community. Comments: supervision and monitoring are the so, rce of everything. 

17. 	 Appropriate technology. 

AUGUST 21, 1987 EVALUATION 

The most important things I have learned in this workshop and would like to apply in 
my project: 

Participant. I: 
- Intersectoral collaboration with all the PVOs, MOHs, WHO and 

UNICEF. That is, network at an in-country level. 
- Community mobilization, motivation and supervision 
- Monitoring and Evaluating 
- Regional networking and technical assistance 
- Project sustainability
 
- Training and supervision
 
- Different methods of surveys
 
-
 Community organization - structures for participation 

Participant 2: 
- How to prepare an action plan 
- How to plan and implement Child Survival projects in my area 
- How to motivate the community to improve their nutrition and health 
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- To evaluate a project 

Participant 3: 
- Communicating, working, and living together with people 
- The importance of networking 
- Suggestions for the improvement of CSP in Zimbabwe 
- The importance of field supervision 
- Methods of facilitating group discussion 
- How to keep learners on track during a session 
- Be prepared for emergencies in a workshop (e.g., when the lights 

went off, people had to cope .-,mehow) 

Participant 4: 
- Sugges.ions from the group on how CSP can be improved especially 

on planning, implementing, monitoring and evaluating with sustain­
ability strategies. 

- Improve networking 

Participant 5:
 
- Increase coverage on imrmunization and growth monitoring; strength­

en linkage and network with other NGOs and MOH. Need for TA at
 
mid and end-project.
 

Participant 6:
 
- Community mobilization at Musami
 
- Nutrition and growth monitoring promotion and other measures to
 

promote maternal and child health. 
- Oral rehydration management: fluids, feedings & referrals. 

Participant 7:
 
- Sustainability and co'laboration with the ministries such as thie MOH,
 

PVOs, to ensure proper monitoring and community mobilization. 
- Sharing ideas and integration of CS in community development 
- Supervision of all activities in the project (EPI, ORT prepared by 

mothers, etc.) 
- Involvement of community in all activities to accomplish goals. 

Participant 8: 
- Role of constant liaison between PVOs, government and donor 

agencies. 
- Work out methods of sustaining the activities which will be imple­

mented during the life of the project at the end of the project. 

Participant 9: 
- Importance of traditional healers in Child Survival. 
- Learned a lot on Zimbabwe's and other countries' health services. 
- Social mobilization. 
- USAID form completion. 

Participant 10: 
- Need to: have project objectives 

work with implementation plan 
keep time schedule 
have good baseline 
keep good reports 
work with comparable standards 
keep linkages with other projects 
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Participant It: 
-

-
-
-

Participant 12: 
-
-
-
-
-
-

-
-
-
-

Participant 13: 
-
-
-
-
-

Participant 14: 
-

-

Participant 15: 
-

-

Participant 16: 
-

-
-

-

-

-

-

Approach to sustainability
 
Social mobilization and community participation

Goal-oriented implementation plan

Health information systems
 

Sharing all experiences with individual people 
Networking most important 
Sustainability needs continuous attention 
New ideas/new methods on baseline/evaluation surveys
Health information systems/use of microcomputers
Training: develop simple messages/make sure mothers understand the 
message 
Involve community in monitoring and evaluation 
ORT - all different views/new developments
Presentations from other projects

Input from USAID/Johns Hopkins - excellent!
 

EPI coverage surveys recommended for 100,000 population
 
Eye disorders - potential survey questions

AIDS: concerns with Child Survival
 
Availability of technical assistance from USAID
 
Health Information Systems
 

Nutrition and growth monitoring promotion and other measures to
 
promote maternal and child health especially for the high-risk groups.

Importance of social mobilization in accomplishing Child Survival
 
goals.
 

Social mobilization; integration of activities; coordination with
 
MOH/MOH/NGOs and other ministries.
 
Monitoring and evaluation of activities
 
Supervision techniques
 

In planning projects for Child Survival, everyone should be involved
 
from the start.
 
Projects which are built on a National Plan may be easier to sustain.
 
Baseline surveys help communities to view their needs and we may

win the communities' cooperation by involving them in the survey

activities or give them feedback on their own findings.

We have a lot of manpower resources in Africa; we should rely on
 
other than expatriates whose knowledge of our needs may be lacking.

In trying to mobilize the community, we should do so gradually

starting with their biggest need, e.g., supplying foods in a famine­
stricken country.

Learning skill is difficult. People taught in any health intervention
 
should be constantly reminded of what is taught.

Goor' supervision will be achieved if the project is built on the
 
existing structure.
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Participant 17:
 
- Community mobilization
 
- Discuss sustainability issues with MOH
 
- Case studies from other projects
 
- Monitoring of village health workers
 
- Role of computers in Child Survival projects
 
- Sharing practical issues in CSPs
 
- Survey coverage in EPI
 
- Marketing supplements in nutrition programs
 
- Computer programs in CSPs 

Participant IS: 
- Going very deep in explaining the project to the community with 

whom we are working gives very good reflections of community 
involvement and social participation: very important for project 
success. 

- Creating linkages between the different CS projects in the same 
country can be of great importance, as mini-workshops, can be 
conducted to share experiences in the same country among CS 
programs. 

Participant 19: 
- I have learned so many things that I cannot count them, but I know 

where I am going to apply them in our area. 

Participant 20:
 
- Process/interactions between different participants and trainers.
 
- Best way to learn is from colleagues
 
- Participants are only able to incorporate or truly learn a very small 

amount of the total workshop content 
- Process of learning may be more important than content 
- Prepared me (Kate B. of CARE) for potentially running the next CS 

workshop 

Participant 21: 
- The need for a continuing dialogue at all levels as often as possible

between the project, the MOH, the women's association and local 
leaders toward maintaining perspectives with regard to objectives 
and goals to deepen commitment and mutuality in partnership. 

Participant 22: 
- Community, once organized and mobilized, is a key to the success of 

its projects. 
- Technical, political support is essential for CS activities 
- Sharing of experience among PVOs builds up confidence in their 

approach to CS activities 
- A.I.D./Washington D.C. consultants are ready to support CS projects 

once requested to do so. 
- Reliance on locally available resources is important for sustainability 
- Good monitoring, supervisory approaches yield good results towards 

objectives/evaluation 

Participant 23: 
- Community mobilization 
- Linkages with other departments (NGOs, ministries, local people, 

etc.) 
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EPI in Child Survival 
Sustainability of programs--its importance 
Reporting forms and techniques 

- AIDS in Child Survival 
-	 Growth monitoring in Child Survival 
-	 Supervising, monitoring and evaluating 
- ORT-home management of childhood diarrheas 
- Case studies on social mobilization 

Things I did not like in the workshop: 

1. 	 1 liked everything because organizers were flexible. 

2. 	 Group discussions should have begun with the start of the workshop. 

3. 	 Too much of a good thing, i.e., field visits may have been counterproductive to 
group/individual needs. 

4. 	 Participation of local project and national staff too much; group too large; noise 
disrupted concentration; cokuld have been more skills building, especially in 
baseline surveys. 

5. 	 Workshop design too ambitious. . too 	many topics, depth not always achieved. 

6. 	 The sessions were too long at the beginning. 

7. 	 Nothing. Everything was organized and useful. 

8. 	 Short breaks, tight schedule; lack of social programs on day-to-day basis. 

9. 	 The evaluation sheet was too limiting, since it assumed that participants learned 
only five things per day and/or had to learn them. 

10. 	 Time was too short and other activities were not well taken due to lack of time 
(e.g., the evening group discussion clinics). Other participants were busy with 
other things or tired due to the day's pressure of work. 

I. 	 The pace seemed poor. The first two days were slow; Day Three was okay; the 
4th day too fast; too many participants from Zimbabwe; not enough time allowed 
for discussion during presentations; often tasks were not explained clearly
enough; we did not keep to our schedule very well; logistics problems. 

12. 	 First day too much discussion in one group; overloaded program workshop should 
be longer; no time for other activities besides Child Survival; that Dr. Rufi 
Macagba was not there. 

13. 	 Water supply and electricity limitations; continuous session from 8 a.m. to after 

5 p.m. and even up to 7 p.m. 

14. 	 Generally, all went well and is commended. Time too short in some cases. 

15. 	 First two days were better organized. 

16. 	 There was not enough time to present the materials; the schedule was too tight. 
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17. 	 Traveling daily from Harare to Murewa and back (for some Zimbabwe partici­

pants); missed some important discussions and sessions. 

1S. [ liked everything about the workshop. 

19. 	 The attitude of some participants who found it difficult to adjust to local 
situations. 

20. 	 The sessions were too 	long at times; the day was not long enough. 

21. 	 Plenary discussion in the first two days. 

Things I liked most in the workshop: 

I. 	 Going into clinics; group sharing and discussion; organization and facilitating 
methods; site visits. 

2. 	 Organization of the workshop; full attendance; openness and best chairmanship; 
services rendered by the hotel staff. 

3. 	 The talent/patience/good nature of the group; the flexibility and commitment of 
the staff; the warmth of the Zimbabweans; it was also a nice change to be in a 
cold climate again. 

4. 	 People very warm and 	enjoyed sharing; most all members participated and were 
encouraged to do 	so; organizers flexible, responded well to participants' requests. 

.5. 	 Sharing of ideas among participants/groups; giving constructive comments;
commitment to go and put into practice things learned in the workshop. 

6. 	 The group discussions which were held in the workshop were very interesting and 
gave important information about other Child Survival projects by sharing ideas. 

7. 	 Sharing experiences with other fellows; site visits of the Zimbabwe workshop. 

8. 	 The set-up, i.e., where the workshop was held was ideal; every participant was
given a chance to participate fully; the discussion groups were very helpful. 

9. 	 The community visits; the video tapes; the discussion on immunization. 

10. 	 Group discussions and presentations; community visits. 

II. 	 Active interaction among participants and level of interest; participation of 
MOH (however, it might have been limited to bit more); clinic design for 	after 
hours work. 

12. 	 Sharing with other colleagues about program; good harmony in the group/highly
motivated; that the workshop was at the community level; excellent ideas; room 
service at 6 a.m. 

13. 	 The organizers and participants; the location of the workshop; the small group
discussions and presentations. 

14. 	 Everybody freely participated and 	all expressed their concerns and abilities; all 
seemed to recognize their areas of concern & needs; a rural setting for the 
workshop brought all at home. 
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15. 	 Linkages/network developed among the participants/resource persons. 

16. 	 Group meetings and discussions; spirit of oneness in purpose for the survival of 
children. 

17. 	 Group discussions and presentations; visiting countries and sharing their 
problems. 

18. 	 The way everybody was sharing ideas; the community visits. 

19. 	 Tea and field visits; friendly people; shared program experiences. 

20. 	 The adult teaching methods used--mostly discussions; small group work. 

21. 	 The presentations and group discussions; the integration. 

22. 	 Sharing of ideas among participants; giving each other constructive comments; 
group discussions. 

23. 	 Small group discussions and presentations in the plenary; facilitators' and 
participants' warm relationships; commitment and the seriousness during all the 
sessions; good self-discipline. 

My 	suggestions for future workshops for newly funded Child Survival projects in Africa 

Other Comments: 

1. 	 There were a lot of things to :earn from this workshop: venue, participants'
contributions, the resources ava-.able. 

2. 	 To have community participation; to have TA when starting a project and mid­
project phase/evaluation. 

3. 	 Plans to have longer workshop days; involve experienced and qualified field 
workers as resource people. 

4. 	 Extend life span of project to 5-10 years; regional workshops and make groups 

smaller than this. 

5. 	 Subsequent workshops should be held in a different country. 

6. 	 There were a lot of new ideas to learn and I would encourage such organization
of workshops to continue. 

7. 	 To try and develop a broader linkage approach to avoid developing single 
activity-program as money may not always be available. 

8. 	 The workshop should be for two weeks to allow for spread-detailed topics. 

9. 	 If all would be done when all projects are starting; it would be easy for all of
them to work towards common goals using similar, possible ways and enable 
inter-project comparisons. 

10. 	 Emphasis on sustainability; break up the workshop in the morning and evening
sessions; field vi.ts should be at the end of the first or morning sessions and 
reports at the beginning of evening sessions. 
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11. 	 %loregroup discussions; at least once a year, a need for up-to-date information 
on CS developments. 

12. 	 Keep the field visit schedule reasonable; need more technical update informa­
tion; what about mothers? Maternal health needs to be addressed. 

13. 	 Should still be held at project sites if possible; length of time should be increased 
if funds allow. 

14. 	 This workshop may be simulated. I suggest MSRDP/CAPE project may be used 
for this purpose; more time should be given or else number of participants cut to 
10-12. 

15. 	 Planning ahead, i.e., informing participants three months ahead; using slides, 
videos, overhead projectors; sessions on management in PHC. 

16. 	 Coming CS workshops can be for longer duration (10-15 days) so that the 
participants can find more time for discussing each other's projects using 
resource center. 

17. 	 To include the community involved in decision-making to achieve or ensure 
sustainability. 

IS. 	 Do needs assessment, if possible, by visiting projects beforehand; try to 
distinguish different levels and allow groups to choose subject/topic areas which 
they want to be involved in; different balance of host country project in overall 
workshop. 

19. 	 Include birth-spacing and maternal health as topic aresa. 

20. 	 Should be alternating and accompanied with slides; literature could be sent to 
the participants a month before the start of the workshop to give time for 
reading. 

21. 	 Be done every year in rotation so that each country MOH can share with PVO 
about CS. 

Potential resource people I recommend for woikshiops 

I. Penina Ochola - AMREF Kenya 

2. Dr. Ali of the Zimbabwean MOH 

3. Ms. Mona Moore of SAWSO-Washington D.C. 

4. Dr. George Ngatiri 

5. Miss Wendy-SCF-USA-Sudan Field Office 

6. Dr. Bani of World Vision, Sudan 

7. Dr. Henry Elkins (MSH) - Health Information Systems 

8. Dr. Len Singerman (AFRICARE) - Pediatrics/Family Planning 
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9. 	 Mr. Chip Oliver - alternative approaches to sustainability; income generation/ 

appropriate technology/traditional health providers as PHC workers. 

10. CDC epidemiologist type of person working on CCCD. 

11. Mrs. Jeld Nhiliziya - WV Zimbabwe 

12. Dr. Doug Mendoza of WVRO - USA 

13. Kate Burns of CARE Kenya 

14. Dr. I. Bani of World Vision Sudan 

15. Professor Nambooge Josephine of Public Health Department, Makere University 

16. Professor Ndugwa, Professor of Pediatrics, Makere University, Uganda 

17. Dr. Jake van der Vlugt 

18. Mrs. Bongi Mushapaidze 

19. Mr. Stanley Jere - SCF/USA Malawi 

20. Dr. Rufi Macagba - WVRO 

22. Dr. Jane Vella - SCF/USA Westport, USA 

23. Mr. Dale Flowers 

24. Mrs. Cindy Rawn 

25. AMREF's Victor Masbayi 

26. AMREF's Petre Narcheson 

27. AMREF's Dr. B.O.N. Oirere 

28. Aga Khan's Dr. Dan Kaseje 

29. MAP's Dr. Roy Schaeffer 

30. Mrs. Regina Obiagwu - Nigeria 

31. Project staff within or from impact areas. 

32. Regional staff 

33. Headquarter staff for support and policy, directives on funding, etc. 

34. Dr. Israel Kalyesukula, CARE - Uganda 

35. Professor Kakkemde, Uganda 

36. Why not invite Dr. Daid Morley? 
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37. 	 Dr. John Alwar, Pediatrics, University of Nairobi 

38. 	 Use of experts in TOT may be of great importance in CS workshops to 
understand more about training (very important part in project implementation). 

I would like to take this opportunity to thank all the organizers for this workshop 
and to express how much I appreciated their integrated efforts which made the 
workshop very successful and useful. 
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APPENDIX L 

CHILD SURVIVAL ... THE WORLD'S SILENT EMERGENCY 

ISSUES AND IDEAS 

0 	 Even in the least developed parts of the world, there is hope. \Vith the 
knowledge and technology we have at hand today, we can save the lives of at 
lease half the children who otherwise would die, more than 20,000 children saved 
each day, every day! To achieve this, PARENTS MUST BE GIVEN SUPPORT 
AND THE KNOWLEDGE UPON WHICH TO ACT, FOR SAVING THESE CHILD-
REN IS ESSENTIALLY DEPENDENT ON EDUCATION AND SELF-HEALTH. 
Though identification of most health and growth problems is rather simple, the 
solutions are complex and long-term .. .but it is already happening. One-and-a­
half million children are now kept alive each year because of the recent 
increased use of two easy, inexpensive techniques: IMMUNIZATION AND ORT. 

o 	 The CHILD SURVIVAL REVOLUTION will succeed because international organ­
izations, national and local governments, private voluntary and religious groups, 
and tens and thousands of individuals are joining forces in an effort of global 
magnitude. Self-health becomes a more powerful concept if it is supported by 
all, not just taught to those in need. 

o 	 Within each developing country, governments officials, the health ministry, the 
military, religious institutions, the business sector, the media, hospitals and 
private organizations are focusing the efforts and resources of a concerned world 
on the education of parents and care for their children. Local efforts are of 
vital importance, for it is in cities, tovns and small villages that Child Survival 
must succeed. 

o 	 COMMITMENT to Child Survival is essential. The global eradication of smallpox 

is one great example where commitment by governments and other concerned 
sectors was a major key to its success. 

o 	 GROWTH MONITORING: Recording a child's weight gain even just once a month 
on a 10 growth chart can indicate malnutrition before it has caused serious 
damage to a child's health. Likewise, a community worker can give the mother 
up-to-date information on how and when to wean young children as well the ways 
to improve their nutritional health, even when there is little food and money. 

o 	 ORAL REHYDRATION THERAPY (ORT) could save the lives of most of the 
5 million children who die every year from diarrheal dehydration, the number one 
killer of young children in the world today. A "single drink" made from a pre­
packaged 10 mix or a mixture of sugar, salt, and water in the correct proportion 
can enable a child's body to absorb 25 times more water and salt that it was 
capable of before. 

0 	 BREAST-FEEDING, particularly in poorer communities, is crucial to a baby's 
chances of survival and normal grotth. In underdeveloped areas, bottle-feeding 
often means over-diluting milk powders with unclean water in an unsterile 
container--all of which would increase the risk of infant death two to three 
times that of breast-fed babies. These infants receive the best possible nutrition 
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and possess a high degree of natural immunity against common childhood 
infections during the first six months of life. 

0 	 IMMUNIZATION against the six diseases (tetanus, whooping cough, measles, 
diphtheria, tuberculosis, and polio) that threaten a child's health costs only $5 
per child, but could prevent deaths of 3.5 million children each year and spare 
many more from life-long crippling handicaps. If parents can understand the 
where, when, and why of vaccinations, then the number of children immunized 
could be tripled. 

0 	 FEMALE EDUCATION has a strong impact on children's health, particularly in 
poorer communities. The more educated the mother, the more exposure she gets 
to new information, thus the more willing and able she wi!l be to take advantage 
of new thinking and innovations. The level of a mother's education is, in short, 
the single most influential factor in the health of her children. 

0 	 FOOD SUPPLEMENTS of just a few hundred calories a day for chronically 
malnourished pregnant women can reduce low-birth-weight deaths by more than 
50 percent. According to the WHO, about one-third of the world's poor children 
are malnourished, simply because there is a critical shortage of food in the 
house. Food supplements can make the difference between health, life-long 
debility or death. A 2( Vitamin A megadose every six months or a daily handful 
of the cheapest leafy green vegetables can prevent the deficiency that causes 
various impairments in 10 million young children and causes blindness in up to 
half a million children every year, along with high rates of illness and death. 
ADEQUATE FOOD is the only means to normal growth, and neither medical nor 
health intervention can compensate for its absence. 

o 	 FAMILY SPACING allows couples to determine beforehand the number of 
children they will have, the age at which they will have them, and the interval 
between births. It affects, in large measure, the health and chance of survival 
for each child. 

o 	 THESE CHILD SURVIVAL TECHNIQUES AND PRACTICES depend upon the 
education and motivation of the family itself. These are self-health methods that 
do not require major additional input from doctors or medical instructors. 
Teaching mothers and fathers how to protect their children's lives will pave the 
way for a revolution in child health. THE \WHOLE SOCIETY MUST JOIN 
FORCES BECAUSE PARENTS CANNOT ACT MITHOUT SUPPORT! 

o 	 WORLD BANK STUDIES indicate that investment in basic health care and 
primary education can lead to significant increases in productivity and economic 
growth. In India, a long-term study found that adults who were malnourished in 
childhood had a 30 percent lower work capacity than those with a healthy earl), 
childhood. 

o 	 Supporting basic services 1i'e immunization can result in appreciable savings for 
the industrialized nations. -'o look at the question of cost-effectiveness another 
way: 

--	 $5 can immunize a child against six life-threatening diseases. 

10 cents can buy a chart on which to plot a child's growth progress, thereby 
pinpointing any problems before they become a serious health threat. 
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10 cents provides a dehydrated child with a full dose of ORT salt that 
treats deadly diarrhea. 

A mother can give her child the overwhelming benefits of breast-feeding-­
for free. 

DO WE LOSE A CHILD'S LIFE FOR SO LITTLE? FORWARD TOGETHER FOR CHILD 
SURVIVAL IN AFRICA!!! 
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ISSUES AND IDEAS ON IMMUNIZATION
 

0 	 UNIVERSAL I.MUNIZATION IS A WORLD IMPERATIVE! Without an increase 
in the number of children immunized, ?n the next ten years, 20 million children 
will die from measles, 10 million children will die from tetanus, 6 million will die 
from whooping cough, and nearly 3 million will be paralyzed for life by polio. 
Yet, the annual cost of fully immunizing every child born into the world (at US$5 
per child) would be less than the price of three advanced fighter planes. 

0 	 One objective of Child Survival--the commitment to vaccinate all the world's 
children against six deadly diseases by 1990--is making drastic impacts. Already, 
40 nations are sharply accelerating immunization programs in their efforts to 
reach the goal of "Universal Child Immunization by 1990," and recently the 
world's two largest nations made a public commitment to that goal. 

0 	 In India, where 3,000 children die each day from measles and the five other 
target diseases, Prime Minister Rajiv Gandhi announced that the immunization 
of all children would be a living memorial to his mother, the late Indira Gandhi. 
From China, President Li Xian-Nian announced that immunization levels would 
reach at least 85 percent in all provinces by the end of 1988. 

0 	 In El Salvador, three daring day-!ong truces between government and guerrilla 
forces enabled some quarter of a million young children to be vaccinated against 
measles, whooping cough, tetanus, diphtheria and polio. Twenty thousand health 
workers and volunteers staffed 2,000 vaccination centers across the country. 

0 	 In Nigeria, all 19 states are taking up the challenge of the Owo area where the 
immunization coverage was pushed from less than 10 percent to more than S0 
percent in less than a year. 

o 	 In Sri Lanka, millions of TV viewers throughout the subcontinent read the 
message "IMMUNIZE YOUR CHILD TODAY" printed in giant white letters in 
three languages across the field of the Sri Lanka-India cricket match. The 
advertisement helped launch Sri Lanka's campaign to immunize all its children by 
the end of 1986. 

o 	 Other intensive campaigns have immunized many, children quickly. SPECIAL 
VACCINATION DAYS widely publicized by mass media and even door-to-door 
visits have proved effective in countries like Brazil, Burkina Faso, Colombia, 
Ecuador, and Turkey. 

o 	 A surge of progress is bringing many nations within striking distance of the 1990 
goal, spurred by TWO BREAKTHROUGHS: 

The development of more heat-stable vaccines supplied through more 
reliable cold chains (refrigeration controlled gtom manufacture to deli­
very). 

The training of many thousands of immunizing teams that are mobilizing to 
answer the demand for immunization in practice, and not just theory. 

o 	 Newborns can be protected against neonatal tetanus if their mothers are 
vaccinated with tetanus toxoids even as late as during pregnancy, 
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o 	 Other vaccines--against hepatitis B, cholera, and other forms of diarrheal 
diseases (as rotavirus), typhoid, malaria, and leprosy--are in various stages of 
development. More than 3 million lives could be saved if all children (and women 
of childbearing age) were vaccinated just with the vaccines that are readily 
available today. 

o 	 A MAJOR CONCERN: AIDS! A vaccine against the AIDS virus is years away. 
A vaccine for general use is not anticipated before the next decade, and its use 
would not affect the number of persons already infected by that time. 

0 A major logistical problem is keeping vaccines coid to protect their potency. 
Careless handling, a broken refrigerator, or electric failure can break the cold 
chain and leave children unprotected.
 

0 Common problems that immunization programs face:
 

-- Limited surveillance of disease cases and immunization coverage.
 

-- Inadequate supervision.
 

-- Insufficient communication efforts.
 

o 	 Child Survival programs need to set targets and move toward full immunization 
of 80 percent of a nation's children by the end of the decade, as well as develop 
the capacity to sustain that level of coverage into the future. At this level, 
transmission of disease is greatly lessened. 

'0 Child Survival projects should monitor the effectiveness of their immunizations 
coverage efforts. Special emphasis is being given to measles vaccine for infants 
and tetanus toxoid for women, the two vaccines that could do most to lower 
infant mortality rates and the two that have been most neglected in the past. 

0 Programs with immunization components need a clear, precise definition of 
organizational -tructure for administering vaccines and for supervision. 

Considerations: 

-- Who will actually immunize and when that will take place. 

-- .Who will supervise and when. 

-- Who will tabulate number of doses given and when 

-- Who will calculate the acts, plot trends, prepare repo, ts and when. 

0 IMMUNIZATION IS TRULY A CHANCE FOR EVERY CHILD!!! 
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ISSUES AND IDEAS ON NUTRITION AND BREAST-FEEDING 

o 	 BREAST-FEEDING IS THE BEST FORM OF NUTRITION FOR THE YOUNG 
INFANT AND AN IMPORTANT MEANS OF SPACING BIRTHS. 

o 	 Breast milk has special properties that make it superior to even the most care­
fully homemade or commercial preparations: 

- Immunological protection against common childhood diseases such as 
diarrhea and respiratory diseases. 

- Helps to maintain a protective environment within the intestine 

o 	 INFANTS MAY FACE SPECIAL HAZARDS WHEN BREAST-FEEDING IS 
CURTAILED. THE HIGH COST OF PROPER BOTTLE FEEDING (US$200-3'_j IN 
THE FIRST YEAR) MAY LEAD PARENTS TO DILUTE COMMERCIAL OR HOME 
PREPARATIONS. 

o 	 Studies of infant feeding and nutrition among several hundreds of children indi­
cate that breast-fed children are less likely to be mal:iourished than bottle-fed 
children. There is a lower incidence of infections, including diarrhea among 
breast-fed children. 

o 	 OTHER POSSIBLE BENEFITS OF BREAST-FEEDING: 

- BETTER BONDING BETWEEN MOTHER AND CHILD 
- AVOIDING DENTAL CARIES USUALLY FOUND IN CHILDREN SLEEP-

ING WITH BOTTLES 
- PROMOTING NORMAL FACIAL DEVELOPMENT 
- AVOIDING INFANT OBESITY 
- PROTECTION AGAINST VARIOUS DISEASES LIKE CORONARY 

HEART DISEASE, ULCERATIVE COLITIS, SUDDEN INFANT DEATH 
SYNDROME, ACUTE NECROTIZING ENTEROCOLITIS 

- IMPROVING SPEECH DEVELOPMENT 
- PROMOTING GREATER INTELLECTUAL ABILITY 

o 	 A study of breast-feeding promotion in Honduras shows that the duration of 
breast-feeding can be extended when Lospital practices are changed and health 
professionals are trained in appropriate breast-feeding techniques. Changes, 
such.as eliminating the routine use of supplemental formula and encouraging 
rooming-in, resulted in successful initiation of breast-feeding within the hospital. 

o 	 SEVERAL STUDIES SHOW THAT EXCLUSIVELY BREAST-FED INFANTS DO 
NOT NEED TO CONSUME ANY LIQUIDS OTHER THAN BREAST MILK TO 
MEET THEIR WATER NEEDS. BREAST MILK MEETS ALL THE NUTRIENT 
AND WATER NEEDS OF INFANTS FOR THE FIRST FOUR TO SIX MONTHS OF 
LIFE. 

o 	 Studies do link Vitamin A deficiency, even in mild form, %ith increased childhood 
morbidity and mortality due to diarrheal and respiratory diseases. Preliminary 
findings from two Indonesian studies suggest that programs to prevent and 
control Vitamin A deficiency may be cost-effective interventions for Child 
Survival in countries where severe Vitamin A deficiency is prevalent. 
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o 	 LONG-TERM VITAMIIN A PROGRAM OBJECTIVES CENTER ON CHANGING 
THE FAMILY DIET TO INCLUDE MORE FOODS RICH IN VITAMNIIN A AND 
IMPROVING INTRAFAMILIAL FOOD DISTRIBUTION TO FAVOR 
PREGNANT/LACTATING WOMEN AND CHILDREN OF WEANING OR 
PRESCHOOL AGE. 

o 	 Medium-term Vitamin A program objective3 are to fortify appropriate foods with 
Vitamin A like Monosodium Glutamate in the Philippines, tea in Pakist n, sugar 
and margarine in Guatemala. 

0 	 SHORT-TERM VITAMIN A PROGRAM OBJECTIVES AIM AT UNIVERSAL OR 
TARGETED DISTRIBUTION OF VITAMIN A SUPPLEMENTS, THE MOST 
COMMON OF WHICH IS A GELATINOUS CAPSULE OF 200,000 IU PROVIDLD 
BY UNICEF. 
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ISSUES AND IDEAS ON
 
ORAL REHYDRATION THERAPY
 

o 	 FOR THE VAST MAJORITY OF PEOPLE WITH DIARRHEAL DISEASES, INTRA-
VENOUS THERAPY MEANS LITTLE. THEY HAVE NO ACCESS TO FACILITIES 
FOR IV THERAPY, AND IN ANY CASE, THEIR NUMBERS WOULD OVER-
WHELM FACILITIES. THE ONLY POSSIBLE MEANS OF SERVING LARGE 
NUMBERS OF PEOPLE IS ORAL REHYDRATION THERAPY! 

o 	 To reach millions of mothers who actually provide care for children with diarrhea, 
community-based programs that do rot depend on doctors and clinic facilities 
are essential. Every family in every village should have supplies available and be 
carefully taught and encouraged to use them. 

0 	 NATIONAL COMMUNITY-BASED ORAL REHYDRATION THERAPY NOW 
STANDS APPROXIMATELY \XHERE COMMUNITY-BASED FAMILY PLANNING 
DID SOME YEARS AGO. THE NEED IS RECOGNIZED, THE TECHNOLOGY IS 
AT HAND. WHETHER SERVICES, SUPPLIES, AND KNOWLEDGE WILL IN 
FACT REACH THE PEOPLE DEPENDS ON GOVERNMENT OFFICIALS, 
HEALTH PROFESSIONALS, PRIVATE ENTREPRENEURS, AND COMMUNITY 
LEADERS.
 

0 	 Oral rehydration therapy needs to emphasize continued feeding during diarrhea. 
Frequent episodes of diarrhea contribute to malnutrition because appetite 
diminishes, fL.. ding is interrupted, and absorption of nutrients is reduced. 

0 	 ORT PROGRAMS NEED TO EMPHASIZE CONTINUED FEEDING DURING 

DIARRHEA. 

0 	 On a longer term, sanitation, clean water and food, better nutrition, and 
improved living conditions can reduce the incidence of diarrhea. But on a short 
term, the scientific knowledge and the practical technology embodied in oral 
rehydration therapy already exist to prevent most deaths from diarrhea. 

o 	 MANY FAMILIES HAVE TOO LITTLE FUEL OR ARE UNWILLING TO TAKE 
THE TIME TO BOIL WATER AND LET IT COOL JUST TO PREPARE THE ORAL 
FLUID. BECAUSE OF THE OVERRIDING NEED TO ADMINISTER WATER AND 
ELECTROLYTES QUICKLY TO A SICK CHILD, DIARRHEA CONTROL PRO-
GRAMS USUALLY RECOMMEND USING THE CLEANEST WATER 
IMMEDIATELY AVAILABLE. 

o 	 Families should certainly not be told to boil oral rehydration solution after it is 
mixed since this will increase the concentrations of electrolytes and sugar. 

o 	 EVEN WiTH CLEAN OR BOILED WATER, ORAL REHYDRATION SOLUTION IS 
A GOOD MEDIUM FOR BACTERIAL GROWTH. BACTERIA MULTIPLY RAPID--
LY WITHIN 24 HOURS. HENCE, FLUIDS SHOULD BE PREPARED FRESH 
DAILY, AND VILLAGE WORKERS AND FAMILY MEMBERS SHOULD BE TOLD 
TO DISCARD ANY UNUSED FLUID AFTER 24 HOURS. 

o 	 Each oral rehydration therapy program, while drawing as much as possible on the 
experience of others, needs to identify appropriate local teaching methods as an 
integral part of planning. 
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MANY COMMUNITY-BASED ORT PROGRAMIS ENCOURAGE FAMILIES TO 
BEGIN ORT SOLUTIONS--EITHER COMPLETE FORMULA OR SUGAR AND 
SALT--ON THEIR OV.N INITIATIVE AS SOON AS A CHILD DEVELOPS DIAR-
RHEA, RATHER THAN WAITING UNTIL SIGNS OF DEHYDRATION APPEAR 
AND THEN TAKING THE CHILD TO A CLINIC. 
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ISSUES AND IDEAS ON COMMUNITY PARTICIPATION IN CHILD SURVIVAL 

o 	 Community participation, stimulated by private voluntary organizations in 
charismatically directed small-scale PHC projects, has yielded exciting positive 
results that demonstrate community members' involvement in their own care. 

0 	 COMMUNITY PARTICIPATION PROMOTES SOCIOECONOMIC DEVELOPMENT. 
After starting out as a charitable medical clinic, Peoples' Foundation Health 
Program in the Philippines evolved into a medical cooperative. 

o 	 COMMUNITY PARTICIPATION INCREASES SELF-RELIANCE. It is considered 
a necessary step toward the release of creative ideas to allow communities and 
their constituent families and individuals to begin taking more responsibility in 
resolving community health problems. 

o 	 COMMUNITY PARTICIPATION LOWERS COSTS. Community contributions of 
human and material resources will almost always be required to ensure 
SUSTAINABILITY of PHC programs, especially those begun with external 
assistance. 

o 	 In the Basic Health Sources project in Afghanistan, the use of unsalaried part­
time health workers from the community made possible a total cost for patient 
visits of only 43 cents. Clients defrayed half this amount by paying service and 
drug 	fees.
 

o 	 In the Rural Community Health Services project in Nicaragua, local contribu­
tions for such community projects as small water systems and latrines were four 
times higher than anticipated by the end of the project's first year and covered 
about 10 percent of total program costs. 

0 	 COMMUNITY PARTICIPATION INCREASES SERVICE UTILIZATION. In the 
Colombia research project, a controlled comparison between the communities 
incorporating community participation in promotion and education and the ones 
using only traditional health education by staff showed much better results in 
communities with participation. 

0 	 COMMUNITY PARTICIPATION FACILITATES BEHAVIORAL CHANGE. 

--	 In Guatemala, Panama, Zaire, and Sierra Leone, communities have helped 
construct latrines, water systems, and garbage disposal areas, and have 
then adopted the improvements into their daily life. 

o 	 COMMUNITY PARTICIPATION ENCOURAGES GOVERNMENT SUPPORT. 

In Nepal, community political leaders are involved in selecting CHWs, 
which has created mutual loyalties and given politicians a vested interest 
in the program. At the legislative level, such political interest has been 
manifested in villagers to provide the program with adequate resources. 

o 	 COMMUNITY PARTICIPATION CONTRIBUTES UNIQUE KNOWLEDGE AND 
RESOURCES. In Honduras, failure to consult the community resulted in an 
unused health post. 
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o 	 COMMUNITY PARTICIPATION CREATES MORE CULTURALLY APPRO-
PRIATE SOURCES. Interviews with villagers in Niger revealed that the), 
preferred health sources from village workers, in whom they had confidence, to 
sources offered at health centers outside the village. 

o 	 Community involvement needs fundamental changes in people's attitudes, espe­
cially in areas where people have long been apathetic, dependent on outside 
directives, or resistant to new ideas. Cultural beliefs and taboos, or a plain lack 
of money, may keep them from adopting new habits that could improve their 
health. Merely imparting information about better health does not solve the 
problem. Hence, programs in developing countries need to try other means such 
as demonstration, hands-on experiences, and nonformal education, thereby 
increasing the people's understanding of health needs and developing in them a 
genuine sense of commitment to find solutions. 

o 	 Even the best of methods will not work unless field staff and supervisors are 
suitably trained. If staff are expected to conduct participatory learning for 
adults, then they themselves need to experience participatory learning. 

0 	 VILLAGE VISITS are ways of learning about the people's ideas, customs, and 
problems in the community. 

0 	 "Johari's Window," a method successfully used in Indonesia, is an excellent way 
of beginning to appreciate the importance of understanding and considering other 
people's perceptions. Thus, it is useful for planning a project with the people to 
help solve problems. 

o 	 Role-playing provides excellent exercise to demonstrate the differences between 
lectures and approaches that promote more participation by the people. 

o 	 When community members are sensitive to each other's perceptions and actions, 
it is more likely that they will discuss their problems and participate in resolving 
them. 

o 	 Drawing a map involves people in the creation of a visual picture of their 
community. This map could be put up in a community center for people to look 
at and learn about the community. 

0 	 The DISCUSSION STARTER is an excellent activity that helps the village health 
worker and the community gain insights on the views that community members 
have with respect to nutrition, health, sanitation, and agricultural practices. 

o 	 PUPPETS and THEATER have been used to entertain and communicate in many' 
cultures. They are good to use since they have no ego and can say things to an 
audience and get away with it. They' are adaptable, and scripts can be changed 
for different groups. 

0 	 PEOPLE ENJOY ANALYZING THEIR EATING HABITS. This discussion may 
lead to growing new foods, trying new recipes, or beginning nutrition education 
classes. Let the community how you can promote good health and nutrition and 
tell you about their food habits. 

o 	 Child weighing can be a community activity. This activity, repeated every six 
months, as done in Indonesia, can assist villagers in recognizing the extent of 
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nutrition problems in their community and encourages mothers to weigh their 
children as a means of knowing whether the children are healthly. 

0 	 Comics and photo novels can be enjoyed by those who cannot read as %ell as by 
literates. The stories are read and discussed in group sessions and the pictures 
serve as a reminder of the story when the book is brought home. 

o 	 Comparative posters can stimulate good discussions on issues related to health 
and nutrition. A discussion of the differences perceived by the community 
members can be used in an analysis of why they exist and what the community 
members can do to modify the situation. This learning activity may motivate 
community members to plan projects to resolve the causes of the problem 
presented.
 

o 	 Card games created a great deal of enthusiasm among trainees and villagers in 
the Dominican Republic. The people also modified games to create awareness of 
the factors that influence children's health. 



ISSUES AND IDEAS ON AIDS AND CHILD SURVIVAL
 

0 	 "AIDS, the syndrome, is only the tip of the iceberg; for every AIDS case, there 
are three to five cases of the less severe AIDS-related complex and anything
between 50 and 100 silent carriers, giving a cumulative total of 5-10 million 
infected persons, capable of transmitting the virus." 

.. Halfden Mahler, Director-General, \WHO 

o 	 .... a minimum of 10,000 AIDS cases annually may be occurring in Africa." 

- WHO 

0 	 There has been much fear, misinformation, and rumor about AIDS. EVERYONE 
NEEDS THE FACTS. These are sever, basic points. 

I. 	 AIDS is a fatal disease that cannot now be cured. 

2. 	 AIDS is not spread by casual contact. 

3. 	 AIDS is spread by sexual intercourse, by contaminated blood, and by 
contaminated needles. 

4. 	 An infected woman can give AIDS to her child during pregnancy. 

5. 	 A stable, faithful relationship with another uninfected person is safest. In 
any case, reducing the number of sexual partners reduces the chances of 
getting AIDS. 

6. 	 For the sexually active, always using condoms is good protection against 

AIDS. 

Recall this: 

Son to father: "Dad, what did you wear in your days to have safe sex?" 
Father to son: "A wedding ring." 

7. 	 A person can look and feel healthy and still be able to spread the infection 

that causes AIDS. 

0 	 AIDS can be transmitted from mother to fetus during pregnancy or childbirth. In 
any area where AIDS has been reported, women who have had many sexual 
partners, or women whose partners have had man), partners, face a high risk. 
These women should be told that they may be risking their future children's lives 
and perhaps their own by childbearing. Family planning \orkers need to carry 
out some of this counseling. 

o 	 AIDS can be transmitted by blood transfusion (in places where blood samples are 
not adequately scrccrec or not tested at all) or by use of contaminated needles. 
Maternal and child health personnel need to avoid unnecessary transfusions and 
to maintain scrupulously the sterility of needles and syringes. 

0 	 AIDS is a fatal disease that cannot now be cured. The vaccine against AIDS is 
years away. A vaccine for general use is not anticipated before the next decade, 
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and its use would not affect the number of persons already infected by that time. 
With no cure or vaccine in sight, the only real hope for controlling AIDS now is 
EDUCATION THAT CHANGES PEOPLE'S BEHAVIOR. 

0 	 Family planning workers and other health workers must lead, but the mass 
media, community, and national leaders, parents, and teachers also must help. 
The basic messages are simple, but they must be heard and heeded. 

0 	 From June 1981 to September 19S6, U.S. health authorities have reported 24,420 
cases of AIDS to the centers for disease control; of these, Ipercent or 345 cases 
were children. Over 60 percent of these children have since dieu. 

o 	 Little is yet known about the prevalence of HIV (human immunodeficiency virus 
or the virus causing AIDS) infection among children in both the U.S. and less 
developed countries. 

o 	 Two reports from the Mama Yemo Hospital in Zaire show that 10 to 12 percent 
of hospitalized children were infected with HIV in 1984 and 1985 compared with 
I to 2 percent of two health control groups. 

0 	 Diagnosing AIDS in children is difficult because the major manifestations of 
diarrhea and failure to thrive are very common and not specific. 

o 	 The immunologic abnormalities associated with symptomatic HIV infections have 
raised concerns on immunizing infected children. 

0 	 Immunization risks are not known with certainty, but there are potential risks if 
HIV-infected children are not immunized. 

0 	 If there are local measles outbreaks in areas where there is a cluster of non­
immunized children and a high prevalence of HIV infection, the risk of measles 
of HIV-infected children may be high. Mleasles in children with immune 
deficiency may be severe, protracted, and fatal. 

o 	 SOME RECOMMENDATIONS: 

Children with symptomatic HIV infection: 

Live virus and live bacterial vaccines (mumps, measles, rubella, oral polio,
BCG for example) should not be given to children and young adults who are 
immunosuppressed in association with AIDS. For routine immunizations, 

.these individuals should receive inactivated polio vaccine (IPV) and should 
be excused for medical reasons from regulations requiring measles, rubella 
and/or mumps immunization. DTP is recommended. 
Children %ith previously diagnosed asymptomatic HIV-infection: 

Existing data show that OPV can be given without adverse reactions to 
HIV-infected children witra ,tovert clinical mar.ifestations of immuno­
suppression. DTP is recommenaod. 

--	 Children not known to be infected with HIV should be immunized. 

--	 Child living in the household of a patient with AIDS or other HIV infections 
should not receive OPV because vaccine viruses are excreted by the 
vaccine recipient and may be communicable to their immuno-compromised 
contacts.
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APPENDIX M 

AFRICA RESOURCES/CONSULTANTS 
(Information Provided by Workshop Participant, 

Charles Oliver of AFRICARE, Nigeria) 

LAGOS, NIGERIA 

AFRICARE/Lagos Office: 45 Ademola Street, Ikoyi, S.W., Lagos 
* 	 Landlord - Alh. R. A. Balogun, Tel: 521700/521445(0) 863-958(H), P.O. Box 52839, 

Falomo, Ikoyi, Tel: (01) 685400 

Federal Directorate (FRRI): Glass House, National Assembly Complex, Tafaawa Balewa 
Square, Marina, Lagos 

* 	 Director - Air Commodore Larry Koinyan 
* 	 Abdulahi Abubaker - Pernanent Secretary, Tel: 637580 (New Office), Flat A15, 

1004 Flats, Victoria Island, Tel: 616664(H)
* 	 Kola Oluwatuyi, Tel: 611180(H) 
* 	 Halidu Ibrahim, Tel: 616786(H) 
* 	 Mr. Remi (Protocol Officer) 
* 	 Dr. Funke Bogunjoko (Nutrition) 
* 	 Professor G. B. Makinjuola (Appropriate Technology) 
* 	 Arc. 3. Baba-Girei, Tel: 634720/634759 
* 	 L. C. Nwaezike (Water Engineer), Tel: 683462 

IMO Liaison Office: 1221b Bishop Oluwole (Bar Beach), PMB 517, Victoria Island, Lagos,
Tel: 610215/614175 

* 	 B. C. Selchum - Deputy Director (Inspectorate), Tel: 637177/616725(H) 
* 	 F. 0. Emuwa - Deputy Director (Bilateral Economic), Tel: 636669 
* 	 Mr. Labiran, Room 825, Bilateral Department, Tel: 632162 

Ministry of Health: Secretariat, Lagos 
* 	 Dr. Sulaiman (Health Planning), Tel: 684491 
* 	 Dr. Surungbi (Epidemiology) 
* 	 Dr. Patrick Okungbowa (Medical Nutritionist), Federal Nutrition Division, 

Tel: 862419(0)/618141(H) 
* Mrs. V. I. Nnatuanya, F.M.H.
 
" Mrs. Adedeji - PHC Coordinator, WID
 

UNICEF/Lagos: IIA Osborne Road, P.O. Box 1282, Ikoyi, Lagos, Tel: 603540 to 44 
* 	 Mr. Revelans Tuluhangwa - Nigeria Rep 
* 	 David Bassiuni - Deputy Rep, Tel: 680934(H) 
* 	 Dr. Ahmed Magan, (EPI), Tel: 684996(H) 
* 	 Lloyd (Bill) Clayt-n, Tel: 6 8 4993(H)/Okusan,'Nkwonta(Logsts) 
* 	 Mrs. M. W. (Reona) Aig-Ojehomon (Home Nutrition/Women in Development Program) 
* 	 M. A. Akinware 
* Lloyd Donaldson (Water)
 
" Hanso Putro
 

World Bank, Lagos: Plot 1309A, Karimu Kotun, Victoria Island, P.O. Box 127, Tel: 616196/
616044/616044/616016/616205, Telex: 21174 
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* 	 Khadijat L. Mojidi (PHN) 
* 	 Edward K. Brown (Demographer), PHN, The World Bank, 1818 H Street, N.W., 

Washington D.C., 20433, Tel: (202) 676-1606 

U.S. Agency for International Development: U.S. Embassy, 2 Eleke Crescent, Victoria Island, 
Tel: 610139, ext. 215/217 

* 	 Dr. Princeton Lynman (Ambassador), Embassy Guest House, 16 Queen's Drive, Ikoyi, 
Tel: 680813 

* 	 Dr. Keys McManus, Director of Mission, Tel: 613825(0), Residence: House B, 
1162 Saka Tinubu (off Adeola Odeku by Post Office), Victoria Island, Tel: 614369(H)

* 	 Lawrence R. Eicher, Health Development Officer 
* 	 Mrs. Shitta-Bey (FP), Tel: 835754(H) 
* 	 Adebayo Iginla (Logistics), Tel: 610050/610078/610097/883250(H) 
* 	 Ms. Claudia Anyaso, Cultural Attache USIS, Tel: 617704/634865 
* John Nelson, CCCD/FMOH-Lagos (Computer Systems)
 
" Dr. Jason Weisfeld, CCCD (Epidemiology), Kaduna
 

LDS Mission: Maryland Estates, Bld. 7, Shonny Highway, Ikeja 
* Elder Richard Griffin, Tel: 91647?
 
" Ike Ferguson, Welfare Services, Tel: (801) 531-2531
 

IBANDAN 

International Institute of Tropical Agriculture (IITA): Oyo Road, PMB 5320, Ibadan 
* 	 Chris Okigbo, Deputy Director 
" 	 Dr. P. Neuenschwander (Entomologist), Tel: 413244/413315/413440, Telex: 31417 

TROPB NG and TDS IBA NG 20311 (Box 015)
* 	 Mr. A. A. Ayoninde, Building 400, Room 148C, IITA, c/o TRIP (Tubor/Root Crop/ 

Improvement Program), Tel: 400300/2853
* 	 Isaace Olayinka, Department Social and Preventive Medicine, University of Ibadan, 

Tel: 400550/400614/400010, ext. 2732/411430, Telex: 31128 NG 

IMO STATE 

Imo State/AFRICARE Child Survival Project: Former MCC Compound, 
Box 3543, Owerri, Imo State 

* 	 Tel: (083)232314, Charles W. Oliver, Jr., Africare Advisor 
* 	 Project Manager, Mrs. C. L. Oriuwa, Tel: 234007(H) 
* 	 Administrative Assistant, Mrs. Regina Obiagwu, Tel: (232353) 

Imo Ministry of Health: Secretariat, Owerri, Tel: (083)232447 
* Commissioner, Dr. Frank lhekwaba
 
" Chief Health Officer, Dr. Reginald Eke, Tel: 232002
 
* 	 Permanent Secretary, Mr. Innocent Nwoga (new), Tel: 230203 
* 	 Mr.Onyebukwa (Sec. Admin.), Tel: 233430 
* 	 FP Coordinator, Ms. Veronica Nwosu/Celine Anosike (Dep.) 
* 	 Dr. Njemanze (ORT) 
* 	 Dr. Obiribe/Mr. R. Ude (EPI) 
* 	 Mrs. Njoku (PHC Program) 
* 	 Mrs. Florence Ekeada (World Bank) 

Okigwe Road, P.O. 

M-2
 



* Dr. 	Ugoji (Director, Health Services), Worlc 3ank Project 
* 	 Dr. E. I. Emenalom (Chief Health Management Board), Tel: 232179, School of Public 

Health Nursing 
* 	 Mrs. Emezi (CNO), Tel: 234307 

UNICEF/Owerri: 26/28 Anokwu Street, Owerri 
* 	 May Anyabulu, Tel: 233064 
* 	 Nelson Atunonwu (Hydrology) 
* 	 Mr. Robert Emeh (Water/Sanitation Project), Tel: 231601 
* 	 Mr. Ohanuma, Sanitation 

Ministry of Information: 
* 	 Mr. Isuwa (Permanent Secretary), Tel: 230186(0)/230029(H) 

Food Inspectorate: FMOH, 191 Telow Street, Owerri 
* 	 Mr. Ugwunegbo, Tel: 233480 

Imo State Agriculture Development Project (ISADAP): c/o ADP, Secretariat, Okigwe Road, 
Owerri 

* 	 Project Manager, Dr. 0. Nduaka 

National Population Council: 
* 	 Anyanwu/Okorafor, Tel: 231110/231037 

Planned Parenthood Federation/Nigeria: 38 Old Market Road, Owerri 
* 	 Ms. Rose Nzeako, Tel: 232646 

Isiala-Ngwa LGA: 
* 	 Chairman, Mr. F. I. N. Ekwueme, call operator, Tel: 230769 (ask for Nbawsi Post 

Office) 

Nitel: 
* 	 Emmanuel Nwoku, Tel: 230626(O)/230231(H) 
* 	 Mr. Anumadu, Tel: 230500(0) (for direct line) 

LDS: Headquarters, 19 Brass Street, P.O. Box 3636, Aba 
President Sackley/Elder Oberg, Tel: (082) 225-360 

Bishop Cockin Church Centre: Box 34, Atta, Ikedur 
* 	 Rev. E. E. Osuegbu, Tel: (083) 230784 

Chris Dure Consortium: (Small Business Consultants), Tel. 232323 

Medical Emergency Contacts: 
* 	 Chapel Specialist Group: Dr. Okoli/Nzerem, Tel: 234785 
* 	 Umezuruike Hospital, Dr. E. M. Umez/Eronini, 21 Orlu Street, Owerri, Tel: 230161/ 

231022 
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Other Contacts: 

TASIUS NIGERIA LTD. (Office Supplies), 54 Douglas Road, Owerri
 
- Ekwonwa Madu (Sales Rep), Tel: 233-927
 

DATATEC: 138 Telow Road, Owerri
 
* Larry Osuagwu, Tel: 234-240
 

DHL/OWER.RI: 103 Wetheral Road, Owerri
 
* E. M. Awulonu, Tel: 234610 
* Rev. T. N. A. Odoemela, Tel: 230219 JSC 
* Raymond Mb:na (LDS) Aboh Mbais-t 
* Sister Tiritita, Owerri Orphanage 1-3 pm/W/Th 
* Siter Pat, Tel: 680411 

KADUNA STATE 

AFRICARE/Kaduna Office: 3A Gwani Mouktar Road (near Capital School, north near Bureau of 
Customs Mess) 

Landlord, Alh. A. Dangana (Tel: Abubakar) 
Nightwatchman: Abu Isa 

U.S. ConsulaLe/Kaduna: Tel: (062) 201070/072/073/074 

Kaduna State linistry of Agriculture: KS Secretariat, Independence Way 
* Commissioner, Arc. Mohammed N. Sambo, Tel: (062) 242465/217432 

Kaduna State Ministry of Health: Lugard Hall, P.M.B. 2014 
* Commissioner, Dr. Musa Shok, Tel: (032) 212501(0)/214429(H) 

Kaduna State Ministry of Works and Transport: P.M.B. 2023, Kaduna 
* Commissioner/Engineer, Usman Abubakar, Tel: 212052(0)/215735(H) 
* Chief Engineer, Mr. Byoma 

Kaduna State Water Board: 
* General Manager, Yusulu M. Sada 
* Assistant General Manager (Projects), Mohammed H. iliyas

" Chief Borehole Engineer, G. G. Donladdi
 

ALH, Abdulahi Abubakar: Tel: (062) 216781 

KANO
 

La Locanda: 40 Sultan Road, Kano, Tel: (064) 628-269 

Castle Restaurant: Lebanese 

Maramara Clinic: * Maryam Bayero 
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NSUKKA
 

University of Nigeria/Nsukka: 
* 	 Professor Dickson Nnanyelugo, Department of Nutrition, Ar.thropometrics, Cowpea 

Research Project CRSP, Tel: (042) 771911, Ext. 130(0) (042) 771897(H)
* 	 Professor Ngoddy, Department of Food Science Technology (Food Science Engineering), 

Tel: (042) 770482 

ENUGU 

University Teaching Hospital/Enugu: 
" Professor T. C. Okeahialam, University of Nigeria, College of Medicine, Department of 

Paediatrics, Enugu Campus (ORT), Tel: (042) 332161/332022, ext. 170 
* 	 Dr. Peter Gini, Tel: (042) 334932 
* 	 Dr. Obionu, CHO, Anambra State MOH, Tel: (042) 333179 

RIVERS STATE 

Ministry of Health/Rivers State: 
* 	 Dr. Tuburu, Chief Health Officer 

American International Insurance Co.: 
* 	 A. A. Adeseye, P.O. Box 8843, Port Harcourt 

Port Harcourt International Hotel: P.O. box 4411, P.H. 
* 	 S. Klein, Manager, Cables: AIRPORTEL-PORT HARCOURT 

COMPUTER CONSULTANTS 

NIB: 
* Mageed Khawam
 
" Dadson Nwakalor, Tel: 610840
 

Tara Consulting Nigeria Ltd.: 
* 	 Seni Williams, Tel: 619053 

Chams (Nig.) Ltd.: 4, Akerele Road, Surulere, Lagos 

Aladekomo, B. A. (Chief Engineer), Tel: (01) 843153/843502/833769/S02546 through 
802548
 

IT Systems: 
David Ikwue (IBM), c/o NIB 
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CONSULTANTS/NIGERIA
 

* 	 Dr. Enoch Akobundu, Food Processing Technology, Federal University of Technology, 
Owerri

* 	 Dr. Osei Boeh-Ocansey, Food Processing Technology, Federal University of Technology, 
Owerri, Tel: 230-974 

* 	 Dr. Peter Gini, University Teaching Hospital, Enugu, Tel: (042) 334932 
* 	 Mrs. Keke Nutritionist, Tel: 233248(H)/234202(O) 
* 	 Mr. F. W. Lukey MASDAR UK Ltd., Rural Agricultural Industrial Scheme (RAID), Ibandan, 

Tel: 412002, Telex: 31417 
* 	 Dr. Ben:on \iorah, Statistics, National Population Commission 
* 	 Dr. Ngoddy. Department of Food Science Technology, 'University of Nigeria/Nsukka, 

Tel: (042) 770482(0)
* 	 Dr. Dickson Nnanyelugo, Department of Nutrition, University of Nigeria/Nsukka, 

Tel: (042) 771911, ext. 130 (0)(042) 771897(H)
* 	 Grace Ogbonna (FP), 230202 (Liverpool SPH)
* 	 Dr. Okiahalam, University of Nigeria Teaching Hospital, Enugu, Department of Pediatrics, 

Tel: (042) 332161/332022, ext. 170
* 	 Dr. Gbolahan Oni PMB 1515, Department Epid. and Community Health, University of 

Ilorin, Tel: 221801, ext. 551 (Statistics)
* 	 Sam Oni 3urveys, Project Plowshares, Lagos
* Mrs. Bernadette Orefo, Family Planning/Training, Onitsha, IA Tasia Road, P.O. Box 4132, 

Onitsha, Tel: (046) 212343 (sister), 214407 (neighbor)
* Dr. Francesca Osegbue-Obasi, Health/FP/Surveys, Falamo Policy Clinic, Ikoyii,

Tel: 683241(0)/615283(H) 

NIGERIA AG/WATER PROJECT 

* Imo Chuku, P.O. Box 3636, Aba, Imo State
 
* 
 Moses Agoha, 31 Oronna Street, Oshodi, Lagos
* 	 Dr. B. 0. AlLi, Public Health Physician (reachable by telex through UNICEF/Lagos), c/o 

Dr. Mabel Alli, UNICEF, P.O. Box 1250, Harare 

CONSULTANTS/INTERNATIONAL 

* 	 Brice D. Atkinson (Program Analyst), FPLMP, John Snow Inc., 1100 Wilson Boulevard, 
9th Floor, Arlington, Virginia, Tel: (703) 27896 JSIWUR

* 	 Dr. Henry G. Elkins, Jr. (Survey Analyst), Management Sciences for Health, 165 Allandale 
Road, Boston, Massachusetts 021390, Tel: (617) 524-7799 

* 	 Ken Heise (Survey Analyst) 
* 	 Dr. Mark Mitchell (Survey Analyst) 
* 	 Dr. Moye W. Freymann (International Health Management), Chairman, International Health 

Program, University of North Carolina, Chapel Hill, 269 Rosenau Hall, 201-H, UNC, Chapel
Hill, North Carolina 27514, Tel: (919) 966-4091/2153(0)/968-6795(H)

* 	 Muhiuddin Haider (Management Information Systems/Training), 79 Walnut Street, Apart­
ment 5, Newtonville, Massachusetts 02160

* 	 Professor Clayton Huber (Food Sciences), Department Chairman, Food Science and 
Nutrition, Brigham Young University, 187 East 4380, North Provo, Utah 84601* 	 Denis J. Hynes (Rural Development/Project Design), 7 Rue Farah, Kodjovia Kope, Lome,
Togo, Tel: 21-28-89, Telex: c/o World Bank, 5009 TO/, c/o Sid Bliss, B.P. 852, USIS/Lome

* 	 J. Timothy Johnscn (Demographer), U.S. Public Health Service Program Evaluation Branch, 
Division of Reprcduction Health, CDC, Atlanta, Georgia 30333, Tel: (404) 329-3056(0), 
634-5858(H) 
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* 	 Dr. Kandiah Kanagaratnam (Population/Family Planning), Population Reference Bureau 
Inc., 777 14th Street, N.W., Washington, D.C., 20005, Tel: (202) 639-8040* 	 Carol Kazi (PATH/PIACT), 1800 M Street, N.W., Washington, D.C., 20036, Tel: (202) 822­
0033, Telex: 4740049 PATH UI* 	 Gomeje Legesse (Media/Communications), 2637 16th Street, #705, N.W., Washington, D.C., 
2009* 	 Dr. Adetokumbo Lucas, Carnegie Corporation of New York, 437 Madison Avenue, New 
York, New York 10022, Tel: (212) 371-3200, Telex: CARNEGIE 166776* 	 Jose F. Mas-Jordan (Pathfinder), Director of Commodities Department, 9 Galen Stree' 
Watertown, Massachusetts 02172, Tel: (617) 924-7200, Telex: 681-7095 PFBOS* 	 H. Dewey Petersen (Water Resources Development), 438 East 1200, N., Centerville, Utah 
84014, Tel: (801) 295-0882(0), 295-5712(H)

* 	 Adam Platt (Appropriate Technology), Intermediate Technology Group Ltd., Myson House, 
Railway Terrace, Rugby CV21 3HT, United Kingdom, Tel: RUGBY (0788)60631,
Telex: 317466 ITDG G 

* 	 Dr. Len & Gloria Singerman (Child Survival/FP Training), 5300 Hamilton Avenue, #19D,
Cincinnati, Ohio 45224, Tel: (513) 541-5773 

* 	 Debra A. Schumann (Population Dynamics), Johns Hopkins University School of Hygiene andPublic Health, 615 North Wolfe Street, Baltimore, Maryland 21205, Tel: (301) 955-7983
* 	 Jason B. Smith (Project Coordinator), CEDPA, 1717 Massachusetts Avenue, N.W., 

Suite 202, Washington, D.C., 20036, Tel: (202) 667-1142
 
* 
 Kim E. Winnard (Senior Program Officer), Population Communication Services (PCS), Johns

Hopkins University (SH&PH), Population Information Program, 624 North Broadway,
Baltimore, Maryland 21205, Tel: (301) 955-7666 

CONSULTANTS: BY SKILL AREAS 

Agricultural Development/Agronomy 

IITA: Oyo Road, PMB 5320, Ibadan 
* 	 Dr. P. Neuenschwander (Entomologist), Tel: 413244/413315/413440, Telex: 31417 

TROPB NG and TDS IBA NG 20311 (Box 015)
* 	 Mr. A. A. Ayorinde, Building 400, Room 148C, IITA, c/o TRIP (Tubor/Root Crop/

Improvement Program), Tel: 400300/2853 

Appropriate Technology/Cottage Industries
 
* 
 Chris Dure Consortium (small business consultants), Tel: 232323 
* 	 Mr. F. W. Lukey, MASDAR UK Ltd., Rural Agricultural Industrial Scheme (RAID), 

Ibadan, Tel: 412002, Telex: 31417
* 	 Adam Platt (Appropriate Technology), Intei -n.diate Technology Group Ltd., Myson

House, Railway Terrace, Rugby CV21 3HT, United Kingdom, Tel: RUGBY (0788)60631, 
Telex: 317466 ITDG C 

Child Survival 
* 	 Dr. Len Singerman, 5300 Hamilton Avenue, #19D, Cincinnati, Ohio 45224, Tel: 

(513) 541-57;3
* Dr. Gerald (Jake) V. van der Vlugt, Director, Child Survival Action Program, Tel: (703) 

525-3755
 
* 	 Jean Pease, ISTI, Child Survival Program Monitoring, Tel: (202) 524-5225 

EPI 
* Ir. 	Ahmed Magan, UNICEF, Tel: 684996(.i) 

M-7 	 I (, 



* 	 Dr. Obiribe/Mr. R. Ude (ISMOH) 

ORT 
* Dr. Njemanze (ISMOH)
 
* 
 Dr. Okiahalam, University of Nigeria Teaching Hospital, Enugu, Department of Pedia­

trics, Tel: (042) 332161/332022, ext. 170 

Communication/Training Media 
* 	 Muhiuddin Haider, Management Information Systems/Training, 79 Walnut Street, Apart­

ment 5, Newtonville, Massachusetts 02160 
* 	 Carol Kazi, PATH/PIACT, 1800 M Street, N.W., Washington, D.C. 20036, Tel: (202) 822­

0033, Telex: 4740049 PATH UI 
* 	 Kim E. Winnard, Senior Program Officer, Population Community Services (PCS), Johns 

Hopkins University (SH&PH), Population Information Program, 624 North Broadway, 
Baltimore, Maryland 21205, Tel: (301) 955-7666 

* 	 Gomeje Legesse, Media/Communications, 2637 16th Street, N.W., #705, Washington, 
D.C. 20009 

Computer/Information Systems 
* 	 John Nelson, CCD/FMOH-Lagos (Computer Systems) 
* 	 Janet Patenaude/Brady Prieham, Software Mark, 925 17th Street, N.W., Washington, 

D.C. 20006, Tel: (202) 775-8188/569-2525
* 	 Leo Hool, Bureau of Census, Tel: 684-5584 
* 	 Mageed Khawam/Dadson Nwakalor (NIB), Tel: 610840 
* 	 Seni Williams, Tara Consulting Nigeria Ltd., Tel: 619053 
* 	 Aladekomo B. A. (Chief Engineer), CHAMS (Nigeria) Ltd., 4 Akerele Road, Surulere, 

Lagos, Tel: (01) 843153/843502/833769/802546 through 802548 
* 	 David Ikwue, IT Systems (IBM), c/o NIB 

Dern )graphy/Population 

John Heinrich, Institute for Resource Development, Demographic and Health Surveys, 
P.O. 866, Columbia, Maryland 21044, Tel: (301) 992-0066(0), 589-3155(H)

* 	 J. Timothy Johnson, Demographer, U.S. Public Health Service Program Evaluation 
Branch, Division of Reproduction Health, CEC, Atlanta, Georgia 30333, Tel: (404)329­
3056(0), 634-5858(H) 

* 	 Jose F. Mas-Jordon, Pathfinder, Director of Commodities Department, 9 Galen Street, 
Watertown, Massachusetts 02172, Tel: (617) 924-7200, Telex: 681-7095 PFBOS 

* 	 Dr. Benson Morah, Stat;stics, National Population Corrmission 
* 	 Debra A. Schumann, Population Dynamics, Johns Hopkins University School of Hygiene 

and Public Health, 615 North Wolfe Street, Baltimore, Maryland 21205, Tel: (301) 
955-7983 

Epidemiol y 
* 	 Dr. Robert S. Desowitz, Department of Tropical Medicine, University of Hawaii (Leahi 

Hospital), 3675 Kilauea Avenue, Honolulu, Hawaii, Tel: (808) 732-1477 
* 	 Dr. Walter P. Kipp, GTZ, 37 Talstrasse, 744 Nuertigen 8, West Germany 
* 	 Dr. Adetokumbo Lucas, Carreie Corporation of New York, 437 Madison Avenue, New 

York, New York 10022, Tel'. (2121) 371-3200, Telex: CARNEGIE 166776 
* 	 Dr. Ahmed Magan, UNICEF, Tel: 68":996(H) 
* 	 Dr. Surungbi (FMOH) 
* 	 Dr. Jason %Veisfeld,CCCD, Epidemiology, Kaduna 
* 	 Matt Lynch, 3634A Hakekipa Place, Honolulu, Hawaii 96816, Tel: (808) 948-8894 
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* 	 Sam Oni, Surveys, Project Plowshares, Lagos 

Survey Analysis/Statistics 

* 	 Dr. Henry G. Elkins, Jr., Survey Mate 
* 	 Ken Heise, Survey Analysis 
" Dr. Mark Mitchell, Management Science for Health, 165 Allandale Road, Boston, 

Massachusetts 02130, Tel: (617) 524-7799 
* Dr. Benson Morah, Statistics, National Population Commission 
" Dr. Gbolahan Oni, PMB, 1515, Department of Epid. & Community Health, University of 

Ilorin, Tel: 221801, ext. 551, Statistics 

Water Resources/Hydrology 

" 	 H. Dewey Peterson, Water Resource Department, 438 East 1200 North, Centerville, 
Utah 84014, Tel: (801) 295-0882(0), 295-5712(H)

* Imo Chuku, P.O. Box 3636, Aba, Imo State
 
" Moses Agoha, 31 Oronna Street, Oshodi, Lagos
 
* 	 Lloyd Donaldson, Hydrologist, UNICEF, Lagos 

Women's Development/MCH 
Mrs. M. W. (Reona) Aig-Ojehomon, Home Nutrition/Women in Development Program, 

UNICEF, Lagos 

Family Planning/Training 

* 	 Dr. Peter Gini, University Teaching Hospital, Enugu, Tel: (042) 334932 
* 	 Mrs. Bernadette Orefo, Family Planning/Training, Onitsha IA Tasia Road, P.O. 

Box 4132, Onitsha, Tel: (046) 212343 (sister), 214407 (neighbor) 
* 	 Dr. Francesca Osegbue-Obasi, Health/FP/Surveys, Falamo Police Clinic, Ikoyii, 

Tel: 683241(0), 615283(H) 
* 	 Dr. Len and Gloria Singerman, Child Survival/FP Training, 5300 Hamilton Avenue, 

#19D, Cincinnati, Ohio 45224, Tel: (513) 541-5773 
* 	 Jason B. Smith, Project Coordinator, CEDPA, 1717 Massachusetts Avenue, N.W., 

Suite 202, Washington, D.C. 20036, Tel: (202) 667-1142 

Food Science Technology 

* 	 Dr. Enoch Akobundu, Food Processing Technology, Federal University of Technology, 

Owerri 
* 	 Professor Clayton Huber, Food Science, Department Chairman, Food Science and 

Nutrition, Brigham Young University, 187 East 4380 North Provo, Utah 84601 
* Dr. Ngoddy, Department of Food Science Technology, University of Nigeria/Nsukka, 

Tel: (042) 770482(0) 
* 	 Dr. Osei Boeh-Ocansey, Food Processing Technology, Federal University of Technology, 

Owerri, Tel: 230-974 

Health Management/MIS 
* Dr. Moye W. Freymann, International Health Management, Chairman, International 

Health Program, University of North Carolina, Chapel Hill, 269 Rosenau Hall, 201-H, 
UNC, Chapel Hill, North Carolina 27514, Tel: (919) 966-4091/2153(0), 968-6795(H) 

* 	 Muhiuddin Haider, Management Information Systems/Training, 79 Walnut Street, Apart­
ment 5, Newtonville, Massachusetts 02160 
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Human Resources Department 
* 	 Jeff Saussier, c/o Save the Children, 54 Wilton Road, Westport, Connecticut 06880 

Tel: (203 226-7272(0), 929-8362(H) 

Nutrition/Growth Monitoring 
" Mrs. Keke, Nutritionist, Tel: 233248(H), 234202(0) 
* 	 Dr. Dickson Nnanyelugo, Department of Nutrition, University of Nigeria/Nsukka, 

Tel: (042) 771911, ext. 130 (0), (042) 771897(H)
* 	 Dr. Patrick Okungbowa (Medical Nutritionist, Federal Nutrition Division, 

Tel: 8624 19(0), 618141(H)
 
" Mrs. V. I. Nnatuanya, F.M.H.
 

Rural Development 
* 	 Denis 3. Hynes, Rural Development/Project Design, 7 Rue Farah, Kodjovia Kope, Lome, 

Togo, Tel: 21-28-29, Telex: c/o World Bank: 5009 TO/ c/o Sid Bliss, B.P. 852, 
USIS/Lome 
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APPENDIX N
 

STRUCTURED INTERVIEW TO ASSESS THE KNOWLEDGE/ATTITUDE/PRACTICES
 
REGARDING HOME MANAGEMENT OF CHILDHOOD DIARRHEA 

Date-,
 

Village:
 

Interviewer:
 

Interviewee:
 

Role in Community:
 

I. 	 What is diarrhea? 

2. 	 Can you tell me what you know about diarrhea in children? 

3. 	 Do you think diarthea is dangerous to a child? If yes, in what way? 

4. 	 Do you have a child under the age of five? If so, when was the last time your

child had an episode of diarrhea?
 

5. 	 What did you do then? 

6. 	 Have you ever heard of the solution you can make in your home to treat diarrhea? 
No Yes Not Sure 

7. 	 What do you call it? 

8. Do you think this solution is useful? If yes, how? 

N-1
 



9. Tell me how you mix it? 
Water Container 

Sugar 
 Spoon
 

Salt Doesn't Know
 

Other
 

10. 	 Will you mix it for me? Describe in detail the process of collecting ingredients
and utensils and mixing performance. 

11. 	 How much will you give each day of this solution to a sick child who is: 

6 months old?
 

I year old?
 

2 years old? 

12. 	 How long can you keep this solution? 

13. 	 Do you think a child would like this solution? 

Yes No 

(If no, ask why) 

14. 	 What do you think are the causes of diarrhea? How can you prevent each of 
these causes? 

Causes Actions to Prevent 

Structured by Dr. Carl Kendall 
Medical Anthropologist 

Johns Hopkins University 
School of Hygiene and Public Health 
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ASSIGNMENT #
 
CONSULTANT


APPENDIX 0 DATES
 

TA REQUEST: FVA/PVC PVO Child Survival Grants Program
 

To: 	 Dr. D. Storms, Coordinator
 
PVO Project Technical Support
 

From:
 

Subject: 	 Request for Consultation and/or Technical Assistance
 

1. 	 Purpose and Scope of Work (Attach relevant documentation.)
 

2. 	 Geographical Location (Please give each city/country; and
 
number of days desirable in each location. If field travel
 
is involved, please indicate distance and mode of travel to
 
remote area.)
 

3. 	 Rationale -- Indicate why TA is important to success of
 
project, and why the resource can't be obtained in-house.
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page 2 of PVO TA Request - CS Projects
 

4. 	 Estimated duration of work schedule _ 

5. 	 Desirable dates for commencement of services:
 

6. 	 Dates when a consultant visit would not be feasible
 

7. 	 Expertise and special skills required:
 

8. 	 Special working conditions (e.g., temporary office space,
 
typing assistance, other)
 

9. 	 Special requirements for content and distribution of final
 
report.
 

10. 	 Contact person and phone number for additional assignment
 
details:
 

Approved for action under PVO Child
 
Survival Technical Support Project
 

Source of funds for assignment:
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APPENDIX P
 
HEALTH ANO CHILD SURVIVAL PROJECT REPORTING SCHEDULE
 

xEFERENCE GUIDE FYZ7
 

The Health anl Child Survival Project Reporting Schedule is used to
 
track Agency health and child survival project activities. It also
 
forms the basis for the annual report to Congress describing the
 
child survival program. The enclosed schedule refers to the
 
reporting period Octobe. 1, 1986 - September 30, 1987. Reports are
 
due in AID/W no later than October 30, 1987 and should be addressed
 
to S&T/Health, SA-18 Room 709, Attn: Health Information System.
 

The schedule is designed to minimize duplicative information and the
 
need for detailed instructions. For example, whenever possible,
 
codes or words are provided on the schedule and need only be
 
circled. For other items, blanks are provided for you to write in
 
numbers or names. However, as with any questionnaire, some items may
 
be ambiguous. The purpose of this guide is to define those items
 
which may not be clear.
 

If data are to be useful, it is essential that they be as timely,
 
accurate and reliable as possible. Such data are not always
 
available from data collection systems. If such data are not
 
available, we request that you (or a person who has participated in
 
implementing the project) provide your best estimate based on your
 
personal knowledge of the project and mark the source as "Best
 
Guess." If a REASONABLE "BEST GUESS" can not be made, please mark
 
the item "Don't Know." Throughout the schedule, you will be asked to
 
identify the source of your information. Circle DC if your
 
information came from a data collection system; BG if it is a best
 
guess; or, DK if you don't know.
 

Although A.I.D. project managers or officers are responsible for
 
insuring that the reporting schedules are completed and submitted to
 
AID/W, we encourage you to ask those persons responsible for
 
implementing the projects to assist in completing or verifying the
 
schedules. Accurate spelling, and careful printing or typing ­
especially of foreign names - is important since these forms are used
 
as a source of information for many printed materials such as the
 
Report to Congress and Country Fact Sheets.
 

Please note that Schedules 2 - 6 are to be completed ONLY IF the
 
project contains a child survival component as determined by the
 
attributions reported in item 11, page 2. As noted in the
 
transmittal letter, this reporting schedule refers only to Tier One
 
information. If your project is collecting coverage (Tier II)
 
surveys and/or special (Tier III) studies we ask that you to provide
 
these data.
 

We appreciate your efforts to provide these data. Thank you in
 
advance.
 



DEFINITIONS
 

PROJECT NUMBER: The number assigned to the A.I.D.-funded
 
projects.
 

2. 	SUBPROJECT NUMBER: The number assigned to a sub-activity of
 
the larger project.
 

3. 	COUNTRY: Country location of project activity. If regional or
 
multi-country please indicate.
 

4. 	PROJECT TITLE: Title of the A.I.D.-funded project.
 

5. 	PROJECT BEGINNING DATE: The initial fiscal year in which
 
project funds are/were obligated. Generally, this will be the
 
initial date the agreement or contract is/was signed.
 

6. PROJECT ACTIVITY COMPLETION DATE, The actual date all project

"" activities have ceased or will cease.
 

7. 	PROJECT STATUS: Indicate whether the project is "Proposed,"
 
"Ongoing," "Discontinued," or "Completed" as of September 30,
 
1987.
 

8. 	PRINCIPAL CONTRACTOR/GRANTEE: The name of the contractor or
 
grantee which has the principal or primary responsibility for
 
implementing the project.
 

Principle Implementing Agent/Organization: Name of cooperating
 
host country agency or organization responsible for the
 
project.
 

Contract/Grant Number: The number assigned by A.I.D. to a
 
contract or grant through which the project is implemented.
 
Include the number on the line with the name of the contra:tor.
 

Type of Organization: See codes 1 - 9.
 

NOTE: (3) "Non-Profit: Other" includes any non-profit
 
organization which is not a Private Voluntary Organization.
 
(7) "Multilateral Agency" includes any international,
 
quasi-governmental organization, primarily the UN and
 
UN-related organizations.
 
(9) "Host Country: Other" includes any organization in the
 
participating or "host" country which has responsibility for
 
the project but is not an official agency of the government.
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LIFE OF PROJECT BUDGET: The total dollar amount of all A.I.D.
 
funds shown in the budget for the LIFE OF THE PROJECT.
 

10. 	OTHER FUNDING SOURCES: If the project receives support from PL
 
480 accounts or from other sources (e.g., host country, UNICEF,
 
or other donors), please report the US Dollar equivalent and
 
identify the source of such funds.
 

11. 	PROGRAM FUNCTIONS: All projects will involve one or more of
 
the program functions identified under either "Child Survival"
 
or "Other" Functions. Estimate the percentage of PROJECT
 
ACTIVITIES (including administrative support) during the LIFE
 
OF THE PROJECT that is attributable to each of the listed
 
functions. You must account for all PROJECT ACTIVITIES during

the LIFE OF THE PROJECT. That i'm, the sum of the percentages

should total 100%.
 

CHILD SURVIVAL FUNCTIONS: FOR ANY PROJECT WHICH REPORTS A
 
CHILD SURVIVAL FUNCTION, THE PPROPRIATE SCHEDULE (1 through 6)

MUST ALSO BE COMPLETED. All projects funded from the Child
 
Survival Fund account must attribute 100% of project activity
 
among the five Child Survival functions listed:
 
o Oral Rehydration Therapy/Diarrheal Diseases,
 
o Immunization/Vaccination,
 
o Nutrition,
 
o High Risk Births (see definition "a" below);
 
o Other Child Survival Activities (see definition "b"
 
below).
 

(1) 	High Risk Births (Child Spacing): It is generally
 
recognized that the spacing of births 
-- the length of the
 
interval between each birth -- directly affects fetal
 
wastage and neonatal and infant mortality. That is,
 
closely spaced births are associated with significantly

higher levels of low birth weight, related health
 
complications and mortality than long birth intervals.
 
Research shows that when birth intervals are at least two
 
years, the chances that the child will survive are much
 
greater than when the interval is less than two years.

However, child spacing is 
not 	the only factor that affects
 
child survival. Also important are the mother's age
whether she is reproductively very young or very old 

-­

and parity (or birth order). Children born to mothers 
--

who 
are 	reproductively very young (i.e., under 20) or who are
 
reproductively very old (i.e., 35 and older) are much more
 
likely to have health complications which lead to death
 
than mothers who are in their prime reproductive years.

High parity births are more likely to encounter health
 
complications which lead to death than low parity births.
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In summary, high risk births are defined as 
those which
 
occur too soon, 
are 	too many and occur to mothers who are

reproductively too young or too old. 
 Projects which
 
educate and deliver services targeted to these issues 
are
 
defined as "HIGH RISK BIRTH" projects.
 

(2) Other Child Survival Activities: The list of child
 
survival interventions given in Item 11 under "OTHER CHILD
 
SURVIVAL" is meant to be illustrative of scme of the types

of project activities which should be included in this
 
residual category. 
It is not meant to be an exclusive or
 
comprehensive list. This category or function includes
 
any project activity or intervention which directly

affects child survival and does not fall within Oral

Rehydration, Immunization, Nutrition or High Risk Births
 
interventions. It may include activities which are
 
designed specifically to reduce child mortality such as
 
presumptive treatment of malaria in children or treatment
 
of acute respiratory disease. It also may include 
"Other
 
Health" activities such as disease control or water and
 
sanitation. Attributions of these types of activities 
can
 
be divided between "Other Child Survival Activities" and
 
"Other Functions" according to the proportion of children
 
under 5 years in the population. In projects directed to

the general population, the percentage of activities under
 
"Other Functions" attributed to child survival should not
 
exceed the percentage of children under five in the
 
population of the project area.
 

OTHER FUNCTIONS: The non-child survival functions listed
 
include those health activities which do not have a direct
 
impact on child survival goals.
 

13. 	TRAINING: 
 Number of Health Workers and Others Trained: If the
 
project has a training component, please indicate the numbers
 
trained during the reporting period by group. TRAINING is

defined as any formal course of instruction which lasts four
 
hours 
or more and is attended by two or more participants.

"Other Health Workers" includes any para-professionals,

non-professionals, or allied health workers 
(e.g., technicians,

etc.) of 
the public or private health system. "All Others" is
 
a residual category which includes anyone not assignable to the

"Health Workers" category (e.g., mothers, other family members,

school teachers, community leaders, etc.).
 

14. 	NUMBER OF PERSON MONTHS OF LONG TERM EXPATRIATE ADVISORS:
 
Report the number of person months of technical assistance
 
provided for each type of long-term advisor listed. LONG TERM
 

.is defined as in-country assignments of 12 months 
or more.

Include only expatriate advisors (i.e., advisors from countries

other than the one in which the work is bei.ng performed).
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HIGHLIGHTS: Include any qualitative or anecdotal information
 
that describes significant project activities or
 
accomplishments during the reporting period. 
We are
 
particularly interested in information on progress towards
 
achieving project targets and other significant reportable

data.
 

16. 	PHOTOGRAPHS: Where available, please include good quality,

clear, action photographs directly related tc child survival
 
interver-ions. For example, we use black and white or color
 
photos of mothers and infants, training sessions, immunization
 
sessions, growth monitoring, administration of ORS,

breastfeeding, child spacing, etc. 
 Please include credit and
 
caption information. Do not write on photos with ballpoint
 
pen. Also, please indicate if photos are to be retuned.
 

Name and Title of Person Preparing Report: Name and title of
 
the person who is responsible for completing the Health and
 
Child Survival Reporting Schedule. If more than one person

prepares the schedule, please list the name and title of each
 
person.
 

Date: Date the schedule was completed.
 

SCHEDULE 1: DEMOGRAPHIC CHARACTERISTICS: [To be Completed for ALL
 
Projects)
 

Item 1-1.1. This section app'.ies to projects whose overall
 
purpose includes service delivery.
 

Item 1-1.3. NATIONWIDE PROJECTS: To encourage comparability

and 	to reduce repc.ting burdens, the Health Information System

obtains demographic estimates for nationwide projects from the
 
U.N. Population Division. The Health Information System will
 
make these estimates available to any mission or project

manager requesting them. Project Managers are also welcome to
 
provide nationwide demographic estimates if a better local
 
source is available. For projects serving a defined geographic

area, please complete Item 1-1.4.
 

Items 1-1.4 - 1-5.1. In many cases, projects will need to

obtain estimates for demographic data for management as well as
 
reporting purposes. Such data are seldom available for small
 
areas or for periods other than that for which a census 
is
 
conducted. 
 Project managers or officers are encouraged to
 
consult the national (or regional, if any) Statistics Office to
 
determine if estimates or projections have been or can be
 
prepared. Other sources of such information include local
 
universities with a demography program or private companies

with demographic expertise. If reasonable estimates cannot be
 
made, you should mark the data element "Don't know." Please
 
note that all estimates refer to the "REPORTING PERIOD" which
 
in this case is October 1, 1986 through September 30, 1987.
 
Ordinarily, such estimates are made as of the middle of the
 
period. For this report, it is preferable that the estimate
 
refer to mid-year 1987. .Pj5
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SCHEDULE 2: ORAL REHYDRATION/DIARRHEAL DISEASES: 
 (To be Completed
 
for Projects with ORT/Diarrheal Disease Activities]
 

Item 2-1.2. Number of ORS Packets Imported and/or Locally

Produced by the Prcject by Size of Packet.
 
The number of ORS packets PURCHASED with A.I.D. project funds 
or
 
PURCHASED or DONATED by other governments or organizations during

the reporting period. Distinguish between packets imported into
 
the host country and thost locally produced. If more than one
 
size of packet is purchased, please provide this information for
 
each packet size.
 

SCHEDULE 3: IMMUNIZATION: (To be Completed for Projects with
 
Immunization Activities]
 

Item 3-1.2. 
 Number of Vaccine Doses Purchased or Donated.
 
The number of vaccine doses PURCHASED with A.I.D. project funds
 
or PURCHASED OR DONATED by other government or donor
 
organizations during the reporting period. 
 If you purchase

vaccines other than those listed, provide the requested
 
information in SCHEDULE 6.
 

Items 3.2.1. - 3-2.3. Immunization Training. (See definitions
 
under Item 13, Page 4.)
 

SCHEDULE 4: NUTRITION: [To be Completed for Projects with Nutrition
 
Activities)
 

Item 4-1.4. Number of Persons Given Nutrition Counseling During
 
the Reporting Period.
 
The number of persons who participated in a counseling session or
 
program which was presented or sponsored by the project.
 

Items 4-2.1. - 4-2.6. Nutrition Training. 
 (See definitions
 
under Item 13, Page 4.)
 

Item 4-3.2. Targets for Supplementary Feeding Activities.
 
Circle all that apply.
 

SCHEDULE 5: HIGH RISK BIRTHS: (To be Completed for Projects with
 
High Risk Births Activities]
 

Item 5-1.2. Units of Contraceptives Purchased with A.I.D.
 
project funds.
 

The number of units of the listed contraceptives PURCHASED
 
with A.I.D. project funds, or PURCHASED or DONATED by other
 
organizations during the reporting period.
 

Items 5-2.1. - 5-2.3. High Risk Births Training. (See

definitions under Item 13, Page 4.)
 

SCHEDULE 6: 
 OTHER CHILD S!7RVIVAL PROJECTS: (See Definitions, page
 
4:(b).] 

Items 6-3.1. - 6-3.3. Training. (See definitions under Item 

13, page 4.) 

P-6 



L1987 HEALTH AND CHILD SURVIVAL PROJECT REPORTING SCHEDULE
 

1. 
4. 
5. 
7. 

8. 

9. 

10. 

Project Number 2. Subproject Number: - 3. COUNTRY: 
Project Title: 
Project Beginning Date. / / 6. Project Activity Completion Dote (PACD): / 
Current Project Status: (Circle One) I - Proposed 2 - Ongoing 3 - Discontnued 4 - Compkted 

For each contract or grant. please provide the A.I.D. contract (or grant) number. the COMPLETE name 
of the contractor (or grantee), the name of the implementing agency/organization and the type of 
organization for each. SEE CODES BELOW. USE ADDITIONAL SHEETS IF NECESSARY. PLEASE PRINT 
OR TYPE. Type of 

Orgnzction 
Principal Contractor/ 

Grante e: 

Principal Implamenting 
Agency/Organlzaton: 

Other Contractors/Grantees/Implementlng Agenclei/Organizatlos: 

Contractor/Grantee: 
Implenenting Agency/ 

Organization: 

Contractor/Grantee: 

Implementing Agency/ 
Organization: 

Corw for Type of Cootracto/Grontee/nrrernanting Agent: (Place Appropriate Code on Urn Prided Above) 
I - No,-Profhl/P*q Vluntary OrgoNadons/AS 4 - UnNw-fty 7 - M&GIrtwtal Agncy 
2 - Non-Prum/Po Vowntwy 0rgo oa/LOC..L S -- Proa Sect r (For Pmflt) a - Hot Counvy/Govovant 
3 - Non-Pmrft/OU7her (inch as ucOs) 6 - U. . Covenvnent g - Host Counyf/OU'ar 

Life of Project Budget. (.I.O. runod from ALL funding accounts) 

Other Funding Sources: 

ACOUNT 
UFE OF PROJECT BUDGET 

On T wons) 

PL-480/TiUe I $ __________________) _ 

PL.-48O/Titie 11 Orw ml vakt o er uan.tImtsm) $ ________ 

PL-4o/T u I $ 
HOST GOVERNMENT: On ww) $ _ 

OTHER DONORS: o.,J ) 

A. UNICEF a.__ _ 

Funds: 

_ _ _ _ _ _ _ _ _$ 

$_ 
_ _ _ _ _ _ _ _ _ _ 

C. 

TOTAL, ALL SOURCES 



1987 HEALTH AND CHILD SURVIVAL PROJECT REPORTING SCHEDULE7 

11. 	 Program Functions: PER CENT COMPLETE SCHEDULES 
(Ut of Project Attributsjns From ALL Funding Accounts) ATTRIBUTION 

CHILD SURVIVAL Oral Rehydratlon/Olarrheal Diseases 	 % * [ 1 AND 2 

Immunization/Vaccination 	 % - 1 AND 3 

Nutrition 	 1 AND 4 
Includes: 
I - BraosLJfeeding 
2 - Growth Monitoring 
3 - Infant/Child Feeding Proctices 

4 - Vitamin A 

High Risk Births (q.. srin -ntsev_, %-- 1 AND 5 
t-A40. igh Portty) 

Other Child Survival Activities 	 1 AND 5 

Are AnY of the Following Types
 
PORTIONOF r Activity Rl-.'Included? ~
PORTION OFof c ,-


"OTHER FUNCTIONS" ! - Acue 
Rm1ioly ctlor
 

USTED BELOW 2 - wwa & Sa,atWo ari
j

ATTRIBUTrABLE TO -01-3-Dsase CwtranWrla |1 sTa 

CHILD SURVIVAL I- c 	 Apply 

-_ 5- Deaoe Ctrol/M Oter_ 

OTHER 	 FUNCTIONS: Health Care inancing % 

Water & Sanitation 	 COMPLETE00 NOT INCLUDE Medical Educadon Az.a,, oOnly) % SCHEDLE 
CHILD SURVIVAL SCHEDULE 

PORTION Disease Control/walaria 	 1 

Disease Control/ADS 

Disease Control/All Other 

Other. 	Non-Child Survival % 

TOTAL. ALL PROGRAM FUNCTIONS 	 1 0 0 % 
12. 	 Types of Health Workers and Others Trained Under the Project During the Reporting Period. Alhat 

(10/1/86 - 9/30/87) 	 5 - Pharmci 9 - School TeocherA 
6 - Other H~olMt Wot re 10 - Reilgacue LacdwM
 

1 - Phyeicin 3 - ConnnRy Health Work"r 7 - Moli" 11 - Comrrijnity Loderv

2 - Nrws 4 - Trdit;onal Eirth Attend"ont - Other Famly Metn'en 12 - Other (Specify)
 

13. 	 Number of Health Workers and Others Trained Under the Project During the Reporting Period. 
(10/I/86 - 9/30/87) 	 In-Country Third Country U.S. 

Physicians/Nurses/All Other Health Workers 

All Others
 
TOTAL TRAJNED DURING THE REPORTING PERIOD
 
Source o( Intoination: Oc so OK CC 90 DX Dc BG OK
 

14. 	 Number of Person Months of Long-Term Expatriate Advisors Supported By the Project During the 
1987 Reporting Per;od. 

LW4-Term a Aegegned to _ I.oMt Aminolrw - Heolt Prer uanoge'.nt SpedoJet

C(untry for - Cammun1atuon Speialoit - Loglalica Spadle -kle Wldwil
 

of Laq~ - 0&'noqraprnr/S~amttcIon - uatcrta Ji4Aeo Hurt 
or oaEr Cont- pr"cwo tuoit0 

- £lden~ologlat - wedcz al o -d.U Scr~twy Engineer 
Neoo_ airloer/ - Other(0soeiy) ­

[ SOURCE CODE: DC - Data Collecion System BG - Best Guess DK - Don't Know 

P-8 
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1987 HEALTH AND CHILD SURVIVAL PROJECT REPORTING SCHEDULE 

Project Number 	 Subproject Number: 

15. 	 HIGHLIGHTS (Include statements regarding significant project activiles/occompflshments during 
the reporting period.) 

IS. PhotogropKs Included? Yes NO 
- eas. inlude t/,d~apjn Wfrrnaton. Do rat wilo on ph~otos wftJ ballpo~nt peni. 

NAME OF PERSON PREPARINC REPORT: DATE: 
TITLE.­

P-15
 



SCHEDULE 1: DEMOGRAPHIC CHARACTERISTICS Project Number_ 

Subproject Number: 
NO. ITEM F YOJ 00 NOT KNOW THE ANSNM TO A OU oN.PVT INA "W. 
1-1.1 Is the project involved in the delivery of I - YES. SU8STATIAL ACTNW 3 - NO 

health and child survival services? 2 - YES. MINOR ACTNMTFE9 - DCN'T KNOW 
1-1.2 Which of the following groups does Children: I ON =' L 1 

this 7 - W mrproject 	serve? Loctatin It1 - 412 Ao. 	 e - Pregnon? Women 
rcle 	 2 - 12-23 Mos. 9 - Other WomenAl ht3 - 24-35 M~os. 4*p . 

4 - 36-47 Mos.5 - 48-59Mos. 10-Mn6 - Other Children 11 - ged (65 or Older)
S.df . 12 - Other 

1-1.3 	 Is the project Involved In the delivery ON
health and child survival services within I
 
a defined geographic area? 2 - YES, LESS TAN NATIONWIDE I
 

FGO ro 	N~T cHEDuLE1 
1-1.4 	if this area is less than nationwide, 1.1. 

what Is (are) the name(s) of the
 
PROVINCE(S). STATE(S), or DEPARTMENT(S) 2. 7.
 
(i.e.. the M'AJOR or FIRST LEVEL POUTICAL
 
SUBDMSION(S)) in which project activities 3. 8.
 
are being carried ct? 4 
 9. 

5. 10.
 

1-1.5 	Is this area (Are these areas) primarily 1 - Primarily Urban 3 - Mixed
 
URBAN. primarily RURAL. or mixed? 2 - Primarily Rural 4 - Don't Know
 

NUMBER SOURCE OF INFORMATON 
(U*e Actuol Numbers) (Circle One) 

1-2.1 	 How many people live In the geographic 
area served by the project? DC 8G OK 

1-3.1 	 Of all the people riving in the project area. how 
many are under 12 months of age? 	 _DC BG OK 

1-3.2 	How many are at least 12 months old. BUT 
are not yet 60 months old?. DC BG OK 

1-3.3 	Of the children In this 12 - 59 month 
age group, how many are aged 12 - 23
months? DC BG OK 

1-4.1 	 Of all the people ivlng In the project area how 
many are women of REPRODUCTVE AGE (i.e.. 
ages 15 - 49)? DC BG OK 

1-4.2 	 How many of these women of reproductive 
age are in the HIGHER RISK age group
15 - 19 years? DC BG OK 

1-4.3 	How many of these women of reproductive 
oe are in the HIGHER RISK age group DC___ OK3.5- 49 years? DC 	 G 

1-5.1 	 How many babies are born cfive each 
year in the project area? DC BG OK
 

SOURCE CODE: DC - Data Collection System BG Best Guess OK - Don't Know
 



MOW WRamSCHEDULE 2: ORAL REHYDRATION/DARR HEAL DISEASES IVOA 
M.B 

-r~e _ 

NO. MTEW - IFYOIJ 00 NOT KNOw THE A4,AIS TO A QUESTIO PN."N A "0K' 

2-1.1 During the 1987 reporting period, did Lthe I - YES. SUBSTANTIAL ALTM'Y r1 - NO 
project distribute ORS pockets to consumer 
or to organizations which distributed
packets to consumers? 

2 - YES. MINOR ACMT-- - DON'T KNOW 

SKIP TO ITEM 2-2.1] 

2-1.2 How many of these pockets were: Imported Locally Produced Packet Size 
Purchased With AJ.D. Furds 

Purchased or Donated by Other 
Governments or Organizations 

Source of Information DC BG OK DC BG OK 
2-1.3 Did the project sell ORS pockets? I - YES. SUBSTANTIAL ACTATY 3 - NO 

2 - YES, MINOR ACTMY 9 - DON'T KNOW 
2-1.4 HOw many 

during the 
pockets did the project sell 
reporting period? 

Actual Number Information 
DC BG 

Source 
DK 

2-2.1 During the reporting period, did the project I - YES. SUBSTANTIAL ACTM1 _-3 NO 
9sponsor training sessions on oral rehydraton 2 - YES. MINOR ACTNTTY L - DON'T KNOW 

(ORT)In the project area? I SIOP TO rTE4 2-3.1 

2-2.2 	Which of the following types of HEALTH 1 - Phy= i'an 7 - Mothen 
WORKERS and OTHERS completed these 2 - N 8 - Oth Familyr cnembe 
ORT training sessions? 3 - Community H,0" Workn 9 - School Teochers 

4 - Troditiond Br Atnantols 10 - Iel;gious Leadern 
5 L- lIot) 11 - Community Leeods 
6 - Othw eath Wockt- 12 - Othe (Specify) 

2-2.3 	How many health workers and others Physlcians/Nurses/All Inforrnaftiof
in the project area completed these Other Health Workers All Others Source 
ORT training sessions? 	 _ _G _ _CK 

2-3.1 	 During the 1987 reporting period, did the 
project sponsor or participate in activities I - YES. SUBSTANTIAL ACTNIV"Y 3 - NO 
designed to promote the use of HOME-BASED 2 - YES. MINOR ACTNTY 9 - DON'T KNOW 
FLUIDS to prevent dehydration? 

2-3.2 Did the project sponsor or participate In 
octivities desigred to promote or market I - YES. SUBSTANTIAL ACTIVITY 3 - NO
ORS products through PRIYATE or COMMERCIAL 2 - YES. MINOR ACTIVTY 9 - DON'T KNOW 
OUTLETS? (Include g,,w-1 rmwrit ae-.ti1zgg, ate.) 

2-4.1 	 Did the project provide technical assistance I - YES. SUBSTANTIAL ACTM1TY 3 - NO 
for improving the IANAGEDENT of OR/ORT 2 - YES. UINOR A rNITY 9 - DON'T KNOW 
progroa? (Inc*lg ~irgJw; v4)pol) 

2-5.1 Please describe ANY other ORS/ORT activity w%which the project engaged not identified above. 

Please describe any ACCOMPL HMENTS/SUCCESSES In the "HIGHUGHTS" section of the main schedule. 

P-12.
 



SIPROJECT NLJ8O _ __ __ 

PR,,,C T MSM,
SCHEDULE 3: IMMUNIZATION 

.. IF 'YO DO NOT eQ0OW T'C AH RIETO A Q0 '-lON, PUT IN A VI 04 

NO. ITEM SOURCE COOE C - Data Colecton Sytem 93 - 8e-'t Gue-a D< - Don't Know 

3- ,., wni' gt h e 1 9 8 7 r p r t ng per o d . d ;d the I- = wIU L ' 3 -- ONO-- " T -I
 
project ditr4Ae vaccines or partiipcte r- W o
 
in v.accnati programs fithe project area7 2- YES. IeCS AC1rMti 0 - OT MQO.] - r. -,-T. I
 

-. t ov many doses of the folow.ng vacdcnns
 
Ueas. 2 CPT I= Tetanus 2
u Polio 

Piurciosed Wth A.I.O. Funds______________________________ 

Purchased or Donatme by Other
 
Gorments or O,'h=z6o'o
 

Sour=e of Informaton 	 CC DC CC OK CC CK VC C W V(C W I 

3-1.3 Iby many chidr'en (or woe, n in the case o dr01 f 


ttanus teod) wre imurmd as part of - & I i5_11+9
 
project octc wit th fooigvaUns eask:3 PtoO I Polio 3 CT1 ' Tetanus
 

IP OF I
Number' of Cildren Under Age 5 Immuizd 

Number' Immnized V*tioWere Under Age I ____________________ 

Source of inon tfo 	 cc scO CS KO OW C CCK V CC C9 KC 

3-1.4 	 At any time during the repolrtig period. I - YES I~ Fleas* d6at4 In Ken 3-5.1
 
ws a fee choared for i-m snization37 2 - NO 2 - DONT IdtOW
 

3-LI 	 During the reportig period, did tie project I- Y A 3 - NO­
sponsor training se.sit on imnrrizaton In -- ]I TI
 
=i prject .re7 2 - YMS WWR ACT1%4I 9 - OO(TKNO
 

3--z v"kh of the following types of WAL.H I - Physidord 7 - Moth rs
 
VAORS and OHRS co,"npted these 2 - Nurues 8 - Ovw Fomly Iemberi
 

imuizton tt~riing sessons? omnt ornVx7w doiTohr
 
Ck" 4-Trodf~cnd UrUM Afihd~daijs 10 - Rtaivous Lsadc-ri 

M -- Phoronidst 11 - Comm nity Lades 

3-Z3 Ib many heolth workcrs and oathr ,doneAIU /AI rormavon
 
fi tic project area conplcted these 011w Heath V$*&Au Al Othrsw.r
 

knri=Voj trfiing scs=,on37
 
______ _____ 	 C 9C Oi( 

3-Durng te 1987 reporting period, did the 
projert sponsor or portic xre in actiites 
desarni to promote or mor1e i-n- SurizaC'­
srA ces P ATE or COWERLA I = Sun: 'A. rT MTY 3 - NOthrough . ­

OU~r ond6 e~'I iUI~k. eewlk Nt4 - YES WPM~ AC.rW 0 - DON'T KN~OW
 

3-32 	 Did the project sponsor any of tie folowing 
in the project ar- a? I - YM S A=T M 3- NOuo.i , .1 L - 'r3 TMThJ I1~1 3 - NOo o
 

Mass Imunization Compdgn ON L 2 - YE. UVH ACMAW 0 - Orr WOW
 

rw~ed knuizo Center.~s)[1 - V=. MMIALW iCTMT 3 - NO
 
L2- Y=. U14 ACnW.41 0 - 00HT MO
 

Woile Yoccinaoton Teamn(s) [IF - YM. ~.MAfW.T- XATY 3 - NO
 
2MUFM ACrA4T 9 - DOWTr MoOW
 

.- 4.1 	 Dd tthe procct provide techcal wsiance 
for improv g the i44/IGEN[T of Zrnrun-- 1 - YES. S13TA"W. ACTMY 3 - NO 
=ti-	 Programs? Q- **,*I' fta.n) 2 - YM WC 'ACnW ~ 0 - DOWT- KNOW 

'F-3.1 	 Alegi describe ANY other Imrimuization activity in shichl the Prvjet enigaged not identifed abowc. 

Plase describe any ACCOMPILtHMENTS/SUCCESSES In the -Kigh.ghLs" section of the rain schedule. 
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S 	SCHEDULE 4. NUTRITION ZCT N0I4MJ,,_.:
 

IF 'rOU O NOTNO. 10,OW THE A,?WIM TO A QuESTION. PUT IN A 'iC' ..rTmU 3*?CE COD. DCO- Data C4lcctne S BO'- Best Gum DK - Donttnowproject dztzt44. or provie eqkiprn ent of 
comodt'c. for vs in participating cowrtiev 2 - = WIN0R ACTIITy g - OOwr IVcw 


1-.2 Which of the following did laproc't d'ixrbt:m I - Fooa 
4J-1
 

4-.-- he N4ttftloiond S&PPqewan.U 7 - 0the 4*.cvy)or pero.de? 2 - tmln A 5 -Seem 
3 - Iran 8 - Growh klonto"g Q ora+-1.3 D.i'ng the reporting perod, dd Uth project 1

ffporlAr or prey1 ci.rs'ai On pr1owINFANT , HOILD FEING PRATICES7 ~ 2 ~ 8T~fA CN Y 	 5-NO~.- Y UHIR ACT 0 - DOhT KNCWj I ,,-J
 
-I.# Haw many pesonsrecavd much ounrae n97g? _M_',- n Soureg C C OX 

4-1-3 Owing the rpcrting period. did the project 
tpormor 0COftTH MCIUR PRCRA4 In I -=Y S1I3TAJHffL ACT7vfYthe project crea? 	 3 - NOf7~2 - YES INM ACUlWAa 9 - DONr MCVJ -- j4-I11Hw many ~ 	 09I4,r "Nwere.-
ST.iled in ui.h p-girrn during the
 
reportng p.-rd7
V___________ 

infomiin Source OC eC Ott4-LI D in-q the rparting period, dd .,,p'ec't
 
sommrining sezz.orm 
0;, IVF~ Lw 1 - YM SU8VAN IlAFEENG PRACTS in the project area? .4CT 	 3 - NO "2 - Y=Z U2,? ACK TY - D0N MOW ED -2.4 

4-L2 	Which of th fIc : t,csof HEAJ 1 - Pty.idandWORmE: and OTR 	 7 - Uothervcopr:tpe e, 2 
- Huntl, 
 8 - Other Fa'ly UoreribnE* sseGons on ICANT At CHID0 3 - Comur4ty Haeth Viievu;MJNCPRACTCES7 	 a - Sdrool Tlochar
Ad P 4 - Trodtmlond B~B~Afnanodas 10 -	 Ralglotm Lbodaem 

5- P.~rnaCJ4 UI - Conrn u Lad8-Ohe .. i.t01 oli ru" 12 - 0~e (Seoff) 
+-7.3Fi. rnry h4alt workers and others in the FlrdnrInformatlon
 

project area conpcted the training ses-na OVe HaF4 Workers Al Others 
i WANT AM CHILD FEEDING PR'Cmauakng brUosedn) 	 1 yS7 

O G 
4-L4 n the reportng period, didd theojecO 

C0N-int-,2 
 um - YES. UIc4 AcrwT 9 - OONT KNuO]. 
4-L3'1,ch of the fos , fo" :z - Pt12/HA I uldome 7 - Uwouen

VM'o S arnf "OT; pcr the= 2 - N.e 	 a - Other Fa.iiy menmw
3 - C o m.N--Mbo t W or u rv a - S ch o d T *Oc tw­
4 - Trodian Buv%A(endonte 10 - Relgou Loaden 

.u__.,, 't... :x, ' r:] GI - YCS SUS T 1A.AC T 3,- NO " o 	 g I- o ta 11 C1 Leoo 

- 1 -rOm~ (Specify) "1 
• in tym1oain9=3 neR OWTH Adia, 5 I mroclattYrVi.ty 	 - _ 

- a 	 2er 0
9 	 ) a t 

4-Li 	How mnany health worhkerv and other in the PhysidonealU-imiaAJFrv-cct orva cano1cted the trainng smmios 	 nlmtaOthrw wetlhWra' Ad Others sowea
on Q4WTH MOW4ORNG7 

DC BC OK 
-3.1 . theri.ng 1987 period. did then9
SLJ-me oreo =r'r tIeatal Ftar'DC I - YM SLSrANTV.. AC1Y 3 - NOxCmaIona nMO - V= U1CR ACVWW a -(P amea o" le A ot 4 ti onNo -. 1)ie	 0ON'T 

'-32 W de e AENthes anPtD F'NP H'Y h/n ndrv 5 - Loc( tfr UhiAC',irlES degi Qr.d for CHLDREN, for 	 u l. 
12" -LAC'AnCWOTE7S, for PR5FCNNqI-<j2Lir	 t Womni 

V#CmENd.or for OTHER~ grou.ps7 2 - 12-23 uoe. Othr L 
3 - 24-35 mos.______ 

7 - 1w Obupedt 

-4.1 	 Owaing thes 1987 reporting period, did the
project sponsor or participate in actvitcs I - YES. SumTvsji. ACTrNTY 3 - NOdes-gned to prormote breartfeeding? 2 - YES. UiNC ACTVATY 9; - OO+T *4 ON ~-. Owing the 1987 reportig period. did the I - Y=S SuarALW /cr? 3 - NOproject sso or participate in activitie 2 - V=S UHOI ACri'.TY a - DON'T WOWdailqnea to pooce mritfom interventions

%mosm arktin, ctr7 ifYES,peasediecate
media, ocal 4w Iem4-.1 on 1.ocruTeSt'eet. 

-' Did the pro'ect pro-Mie techni~cal C33r~ I - YIES. SLOSTALmM.'CMY 3 - NOfor ;mpromwq the Id-&4AEJENT of nwtion 2-Y aii

progrum17_(ncitali; ogIehcm_.ueo) 

~.1 ~~ QO

2__-__Y= ___L______C_____________-_________MON_ 

-. 1 Psease dacribe MY other rnAntiara octitima in w1~,ia the project wgaq*d ciotiientified Go00.. 

T P777e3cdescrnbeanyA4OIPLSHENTS/SJCCESSE in th KgrgU eto ftemi ceue 

P-I14 
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I 	 JPROCT BM5:________ 

5. HIGH RISK BIRTH ACTIVITIES I_____SCHEDULE 
*. IFYOU 00 NOT MCW TIh ANSWER TO A QUESTION. PUT IN A VK" to 

SOURCE CCOE. DC - Dto Collection System DG - Sus. Gus., C - Dot Know
NO. 	 IEM 

"0
a-i.1 	 DL.ri the 1987 reportwig period, did the I - YM SUBSTAN7tAL .ACTMTY 3-NO [ . W._..l 
projecl a.,1nbAe to 2 - Y'S l NACTtlAY 9 ­cotmrocept~vs cCn-	 M ON' ITOWt-L M

which 	 distribued or tOoonalizotinrs 

controcl~~v,.s to consunisrl7

pnrer 

OteOther OtherOther 
I- ?vlo mnny units of U' fo4lownig types of C 

were:
ciontroceptive 

Irchlased With A.I.D. Funds_ 

Purchosed or Oc atad by Other
 
overnments or Ogarizztions
 

Source of Ifornation 	 c sc K PC SC PK c C 1 09 PC so PC cc IC Qc 

I-1., 	 I-l mnny units of the 1bait controcep'vI 
were given to consumers? 

Iow many units were acdd to consurmers7
 
CC s CK 90 0 CM IC
C @C CSource of Infonato' 

it o ontaceptive viee old to onsumers.
 
pieces describe IUrn 5-5.1 below.
 

I-L.i	Dring the report;N period. dd th projoct 
sponsor roining s...ion. on the tigh risks ,- YES SSTA W, 'C1M1Y 3-NO " [ TO] 

of closely-spoced births or births to very 2 - YES. u ACTI1TY 9 - OOHT W J L ±J 
youNg or old mortham in to project orso? 

- PhYS r 	 7 - WoV4wir5-2.2 Which of the foilowing tya. of HEALTH I 
WORI iX and OT1EMS completed t1%es 2 - Nunlee 5 - Other Foanly MIemirn 

ro'ning sessions on high risk bhh7 3 - Comnmurly 1ealth Workers 0 - S*uol TsocJwe 
Orm 4 - Trootiondl BJth Aindanui 10 - RlIlour LeaderI 

Ad 5 - Phan= 11 - CU nunly Lod" 

Dihw Hea1Jh Woft.*i 12 - Oilie (Spety)S ­

.-2.) 	 tw many health workem and othe', P"oldonan/MJrves/A infornatlon
 
in the project area complrted these Ou Koth Warewor All OUer SCne
 
b-oi;ng sess'ons on high riskUbie?
 

CC 	 9G DK 

6-3.1 	 Dk"ring the 1987 reporting period, did the 
project ponmsor or poricipate ;n activities 
designed to promote or market onta- I - YES. SU7ANT&L ACrMrY 3 - NO
 

ceptiv3 through PRVATE or COI.CRCVL 17 - YES. uiOR AC1TY 0 - DON'T IKlOD
 

O~JTIITS7 ova&e to" mmws*he. euwdlq. iKL4
 

s-4.1 	 Did the project provide technical assistance 
for improving the Uk.AtkGDJENT of high risk i - YM, SUSTAHTVAL ACTMY 3 - NO 

birth or foaily planning prognom1? Onavdmg 2 - Y= MINCR A" 1W4TY 9 - DONT INOW 
bleIcs ev9prt) 

9-3.1 Pea¢e describe AY other high risk birth octii, in which the project enoaged not idenfied above. 

Pleose describe ony ACCOMPLISHMENTS/SUCCESSES in the "Highlights" section of the main schedule. 
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SCHEDULE 6. OTHER CHILD SURVIVAL ACTIVITIES I SBPRO=.Wo._R _ 

m I YOU 00 NOT KN4OW 1NE Ahi5.V2 TO A 0UMM'1, "UTINA "DK" onNO. ITEM 	 Mt" COCCD - Oa Co.dflo sitm BC- Best 0,s OK - Don't Know 
THIS SCHEDULE IS DESICNED TO RECORD INFORMATION ABOUT "CHILD SURVIVAL" 

ACTIVITIES OTHER THAN THOSE IDENTIFIED IN SCHEDULES 2 -	 5. 
1-11.1 	 Pl es Cescbe the "OT,-tV C1LD SLRAVAL 

ACTvrflTE) wrh thu project "ports. 

-z.i During the 1987 reporting period, did the 
project distribute or provide commodities I - YES, SUBSTANTIAL ACTWTY 3 - NO 
e.g.. equipment. pharmaceuticals. etc.) 2 - YES, MINOR ACTr 9 - DON'T KNOW 
or use in participating countries? 

6-3.1 	 During the reporting period. did the project I - YES, SUBSTANTkJ ACTNvY F,93 - NO
 
sponsor training sessions in the project 2 - YES, MINOR ACTIVITY - DON'T KNOW
 
area as part of this activity?
 

I P TO ITEM 6-., 

6-3.2 	 Whicat a the following types of HEALTH 1 - ,Myysciona 7 - MothersWORKERS and OTHERS completed these 2 - Nurval 8 - Other Fmrnly lba 
training sessions? 3 - Community Health Workers 9 - School Tea-hr 

4 - Trcd;iond ErthiAttandanb 10 - Railqous Leader, 
AT - Phormairt 11 - Conm unity La adan 

A a Oter Health Wcrkers 12 - Other (Spectfy)-

6-3.3 	How many health workers and others Phy'icians/Nures/All Information 
in the project area completed these Oher Health Workers AJlOthers Source 
training sessions during the reporting 
period? DC 1 D( 

6-4.1 	 During the 1987 reporting period, did the 
project sponsor or participate In actvities I - YES. SUBSTANTIAL ACTITY 3 - NO 
designed to promote or market this activity 2 - YES. MINOR ACTIVITY 9 - DON'T KNOW 
through PRNATE or COMMERCIAL OUTLETS? 
(lnchijd 	 a xocial m rutng, ociawtisrg. etc.) 

6-5.1 	 Did the project provide technical assistance 
for improving the MANAGEMENT of programs I - YES. SUBSTANTIAL ACTIVI1Y 3 - NO 
for this activity? (Including logistics support) 2 - YES, MINOR ATWn'Y 9 -	 ON'T KNOW 

6-6.1 	 Please describe ANY other activity in which the project engaged not identified above. 

Please describe any ACCOMPL'SHMtENTS/SUCCESSES in the "HIGHLIGHTS" section of the main schedule. 
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Child Survival Workshop
 
Murewa, Zimbabwe
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Left to Right: Mr.Banda; Doug %lendoza, Sr.; Florence Chipango;
Osheria Mohammed Elamin; Ruth Simiyu; Ellen Tagwireyi; Nel 
den Boer; Beatrice Mutua; Bongi Mushapaidze; James Okuc; George
Ngatiri; Richard Kudhanda; Max Chigwida; Jake van der Vlugt; Chip
Oliver; Israel Kalyesubula; Emily Shoko; Catharine McCaig; Susan 
Chidyamatamba; Ruth Mukanyangi; I. Bani; Jelda Nhiliziyo;
B. D. Biar; Lawerence Mubaiwa; Lovisa Ayazika; Dory Storms; Dale 
Flowers; Regina Obiagwu; B. Oirere; Cindy Rawn; Rosellyn Chiwaya;
Kate Burns; Stanley Jere; Mark Publow. 
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Susan Chidyamatamba Beatrice Mutua Chip Oliver 
Bongi Mushapaidze Ruth Simiyu Dr. Dory Storms 
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-S-4 
be.aitanedi.th Africa of".toa is eve .o hav a toorow 

all,1
BALANCING ROCKS OF ZIMBABWE 

Child Survival is a precarious balance of key interventions that must 
be maintained if the Africa of today is ever to have a tomorrow. 
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"I learned the importance of interagency collaboration in trying to 
increase immunization coverage." 
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"I've learned the importance of promoting good nutrition and nutri­
tion education in Child Survival projects" 
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"Improve home management of childhood diarrhea by getting down to 
the level of the users." 
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"Group discussion was the best; sharing and exchanging some of the 
experiences from other countries; knowing others' andproblems
getting new ideas from others." 
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APPENDIX T
 

POST SCRIPT: A MESSAGE
 

This final report is not merely a compendium nor a tool to help planners of future 
workshops. May it come with a message to people all over the world involved in Child 
Survival. The crusade to reduce morbidity and mortality of children and give them a 
decent start in life is now going on. We need to reinforce the commitment in people,
organizations, and governments involved in this global crusade and to encourage
dedication among those who will join the campaign. May the Zimbabwe and future 
workshops serve as catalysts in realizing this dream for the world's future leaders. As 
the slogan goes . . 

FORWARD TOGETHER FOR CHILD SURVIVAL !!! 
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