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Subject:  Report on Female Community Health Volunteers’ (FCHVs’) Knowledge and
Activities Related to Diarrheal Diseases and Acute Respiratory Infections

Dear Ann,

Please find herewith a report which summarizes the results of a special study conducted in July/August 1998 with 68
randomly selected Female Community Health Volunteers in Chitwan and Makwanpur districts. This study was
conducted by JSI, in cooperation with the CDD/ARI Section, Child Health Division, MOH to deiermine the FCHVs’
knowledge, skiil and practice in the management of diarrhea and pneumonia cases in children. The FCHVs in these
2 districts have been included in the ARI Strengthening Program since 1995 and received additional combined child
health training through the CDD Reactivation Program conducted in 1996/97.

The results of this study are very encouraging and show that over 70% of the FCHVs had knowledge of at least 4 out
of 6 signs of dehydration and 95% knew at least 2 conditions requiring referral for children with diarrhea. Overall,
94% stated that children with diarrhea should be given more fluids; 84% said that children should continue to be fed
during a diarrheal episode; and 78% knew all 3 home rules for management of children with diarrhea. Sixty-six percent
of FCHVs had ORS packets available with them on the day of interview; 97% of all the FCHVs prepared the oral
rehydration solution correctly, including measuring the correct volume of water. These results all show a very positive
trend when compared to a previous study conducted with FCHVs in the Eastern Region in 1994.

In regard to the ARI program activities, 91% of the FCHVs knew 2 respiratory cut-off rates; 88% counted the
respiratory rate correctly; 98% knew at least 4 danger signs of pneumonia requiring referral to the nearest medical
facility with trained personnel; 97% knew the correct cotrimoxazole dosage for 2 different age groups; and 85% had
cotrimoxazole available on the day of visit. Their knowledge about appropriate home care for children with ARI was
aiso excellent. The FCHVs had treated an average of 1-2 pneumonia cases per month and review of their record books
revealed that they had correctly classified 92% of the cases they treated; and 79% of the cases had been followed up
on the third day afier initial treatment.

Several reasons are identified which contributed to these excellent results: good quality initial training for the FCHVs
to ensure that they were provided with appropriate knowledge and skills on the management of children with diarrhea
and pneumnonia; good IEC and reference materials appropriate for FCHVs with minimal or no literacy; followup and
on-the-spot refresher training during supervisory visits by DHO, health facility and JSI staff and also during their
regular FCHYV review/refresher meetings; extremely high commitment of the FCHVSs to improve the health and save
the lives of the children under S years of age in their communities.

This study also identified some areas which could be further strengthened and all recommendations focus on the
necessary program inputs at the FCHV level and the need for support and recognition for the FCHVs® contribution
to improving health and well-being of children throughout Nepal.

I hope that you will enjoy reading this report and [ would be happy to answer any questions related to this study.

Sincerely,

Penny Dawson, X
Team Leader/Chiid Survival
Resource Person,

JSI/Nepal.
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FCHV Tula Maya Gurung, Ward #5, Mangalpur VDC,
Chitwan is counting respiratory rate of child to detect
pncumonia,

Shree Hari Sharma, Child Health Field Officer, JS1/.Nepal

Assistant Child Health Field Officer B. B. Kark, JSI/Nepal is
interviewing FCHV Shyam Kumari Lataula, Ward # 5,
Basamadi VDC, Makwanpur,

Mana Chamlin, Child Healih Field Officer, JSI/Nepal
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Executive Summary

Interviews were conducted with 98 randomly selected Female Community Health Volunteers
{FCHVs) in Chitwan and Makwanpur districts to assess their knowledge, skill and practice with
regard to assessment and management of diarrheal diseases and agute respiratory infections in
children. A secondary objective was to compare the results of these interviews, where applicable,
with those conducted with FCHVs in the Eastern Region in 1994, FCHVs in Makwanpur and
Chitwan have been involved in the AR Strengthening Program since 1995 and received the
combined child health training package through the CDD Reactivation program in 1996/97.

The FCHVs were interviewed at their homes by trained interviewers using a standardized
questionnaire, which had been ficld tested in onc of the intervention districts and prepared in
Nepali. Overall, 63% of the interviewed FCHVs were literate (Chitwan-79%; Makwanpur-48%).

In this study, over 70% of the FCHVs had knowledge about 4 of the 6 signs of dehydration
{sunken ¢ycs, dry mouth, thirst and slow skin pinch) but their knowledge on the importance of
assessing general condition of the child and presence or absence of tears was weak. Their
knowledge of 7 indications for referral of a child with diarthea was over 70% for 2 conditions,
while others varicd from 32% to 58%. These are arcas that require stress in future review
meetings for FCHVs,

It was found that the FCHVs in Chitwan and Makwanpur in 1998 had much better knowledge
of the signs of dehydration and conditions for referral than did their counterparts in the Eastern
Region in 1994, Literate FCHVs had better knowledge than their illiterate counterparts in the
current study, but even the illiterate FCHVs in 1998 showed better knowledge than the FCHYVS
interviewed in 1994 in nearly all areas. The literacy status of the FCHVs in the Eastern
Development Region was not documented in 1994, FCHVs had not been included in the CDD
Reactivation Program trainings in the Eastern Region.

The FCHVSs® knowledge of 3 home rules

for management of children with diarrhea .

was very good with 94% identifying the | | FRorease fluids 94%
need to increase fluids; 84% said Continue Feeding 84%
continue feeding and 95% knew at least 2

reasons for referral.  Seventy-cight | | At least 2 reasons for referral 5%
percent of FCHVs knew all 3 home rules. All 3 home rules 78%,
In the Eastern Region, in 1994, 21% of -

FCHVs knew the 3 home rules,

Ninety-seven percent of 98 FCHVs prepared Oral Rehydration Solution with the cerrect velume
of waler, as compared with only 55% correct preparation in 1994, The improvement is due to
the availubility of the blue plastic measuring cup with the FCHVs and the reinforcement of the
skill during training and followup supervision,

Sixty-six percent of FCIVs had Jeevan Jal (ORS) packets available on the duy of visit,
compared to 43% in the Eastern Region in 1994, While there is improvement this result is still
not sutisfactory, ns the goal is 1o have Jeevan Jal availnble with 100% of FCHVs all the time.



In regard to knowledge and skill related to the ARI program, the FCHV's in these two districts
performed very well, with 91% knowing respiratory cut off rates for two different age groups;
88% counted respiratory rate (RR) correctly; 98% knew 4 or mere than 4 danger signs; 97%
knew the correct cotrimoxazole dose for 2 age groups; and 85% had cotrimoxazole pediatric
tablets available on the day of the interview,

Qver 80% of the FCHVs could describe 5
components of appropriate home care for

2 out off rates ‘ 91% {1 children with ARI and the advice that

Count RR, correctly 88% must be given to mothers and caretakers
- of sick children. They forgot to remind

4/mote than 4 danger signs 98% mothers to look for fast breathing,

Correct cotrim dose (2 age groups) | 97%

Ong hundred percent of the FCHVs stated
that treated or referred children should
have a follow up visit from the FCHV on
the third day and 95% stated that they
would check the respiratory rate on the follow up visit. Sixty-eight to 70% of the FCHVs
mentioned that on follow up they should check for chest indrawing; check if the correct
cotrimoxazole dose had been given to the children; and review appropriate home care with the
mother,

Cotrimoxazole available 85%

Eighty-four percent of the FCHVS had treated at least one case of pneumonia between January
1998 and the day of interview, and froin among them, the average number of cases treated was
7.5 per FCHV. To determine the correctness of their classification and treatment of pneumeonia
cases, the 10 most recent records in the FCHVS treatment and refetral books were analyzed. A
review of 544 cases, revealed that 92% of the cases had been correctly classified; 99% had been
given the correct cotrimoxazole dose to the child’s age; and 79% had had a follow up visit on
the third day for which the outcome was marked in the book. Overall, throughout the study,
there was little difference between the results obtained for the FCHVs in the 2 districts,

Literate FCHVs tended to
perform better than iltiterate

FCHVs, but the latter did Literate | lliterate | Total

extremely well and there | | Correct Classification 93% 89%| N2%
were only a few specific | | Cases Marking third da

arcas that need targeting for followup 8 y 80% 8% 9%

improvement; knowtedge of -
sig':'ts of dchydmliungand Cascs Marking Correct Dose
indications for referral in for Age

disrchen cases; practice to | [ Cases Marking Correct Dose
reinforee correct counting | [ for Age and Third day 80% W) 1%
of the respiratory rate and Follow up (treated cases)
confidence in recognizing 2
cut oft respiratory rates by
nge group; reminders Lo advise mothers 1o Took for fast breathing and chest indrawing: and two
components of the followup visit need to be reinforeed,

99% 98%| 99%

These resuits are very encouraging and reinforce the already increasing recognition of the
significant role that FCHVs can play in improving child health in their communities, A few
recommendations are made to further improve the child health program components
implemented at the community level through the FCHVs.

L Coordinate with planners of the FCHV review meetings to reinforce specific program
messages

u Ensure year-round availability of essential program commedities with the FCHVs

" Continue to extend child health program interventions to the FCHV level

L Strengthen support mechanisms for all FCHVs

]

Identify innovative ways to support illiterate FCHVs

The very significant contributions that FCHVs are making to improve child health in Nepal
cannot be overlooked. It is from the FCHV's hand that virwally all 3.6 million under 5 children
are receiving polio drops twice yearly; from the same FCHV3 over 2.1 million children receive
Vitamin A capsules, twice yearly. They provide appropriate advice and, if necessary, ORS, for
children with dehydration; counseling for parents seeking information about family planning,
EPI and other health services; and they are proving their ability and willingness to diagnose and
treat pncumonia in their communities. Let us support them to help the children and familics of
Nepal.




1. Background and Introduction

Nepal is a small landlocked country, with an arca of about 150,000 square kilometers,
surrounded on all sides by regions or territories controlled by two major powers, India to the
south, east and west and China to the north, Within the average 195 km breadth from north to
south, Nepal contains three distinct geographic zones: the mountains, hills and terai, The
country is divided administratively into five development regions and seventy-five districts. The
development regions run from north to south, each region containing mountain, hill and terai
belts. The districts are subdivided into village development committees (VDCs) and some of
the districts also have municipalities. Every VDC is then broken down into 9 wards and every
municipality is broken down into 9 to 35 wards.

The population of the country is estimated to be 21,843,068, Total female population is
10,939,621 (50%) with 3,494,890 children under the age of 5 years.'! The majerity of the people
are subsistence farmers living in the rural areas.

Primary health services are delivered to people through government hospitals, primary health
carc centers, health posts, and sub-health posts. Trained female community health volunteers
(FCHVs), Maternal Child Health Workers (MCHWSs), and Village Health Workers (VHWs)
provide primary health scrvices beyond health facilities. Since the FCHVs arc community
members, living ¢lose to the familics with sick children and thus available al any time, they are
becoming popular primary health services providers in the community.

In the 1995/96 demographic survey?, the infant mortality rate was estimated to be 78.5 per 1000
live births and the under 5 montality rate to be 118 per 1000 live births, According to WHO
estimates, 11.6 million® children under $ years of age dic each ycar in developing countries.
Among these, about 8.12 million (70%}) die of illnesses associated with one or more of these §
discases {diarrhes, acute respiratory infections (ARI), measles, malaria and malnutrition) and
38% of children die of illnesses retuted to diarrhca and ARI. In Nepal, discase specific mortality
rates are not known, but from a World Bank report® it appears that pneumonia (AR} followed
by diarthea are the Jeading causes of death in children, after the perinatal period. His Mujesty’s
Government (HMG) has national programs to address these major killers of young children,

A. CDD

The National Diarrhoeal Disease Control Program (NCDIIP) in Nepal was established in 1983,
with the objectives of reducing mortality and morbidity due to diarrhoea in children under the
age of five. In 1993, the NCDDP inilited a CDD Reactivation Program which was

Sintistical Pocket Book, Central Burcau of Swtisticy, Nepal, 1998

e

Fumily Health Survey, Nepal, 1996

Dused on dats taken feon ke CHobnl Burden of Discase 1996, cdited by Murray Cl and Lope AD,
and Epidemiologic Evidence for a potentiating ofTect of mulnutrition an child moetality, Pelletier DL,
Frongilto EA and Hubicht JP, Am J Public Houlth 1993:83:1130-1132

Proccedings of Workshop on Basic Heallh Care Packego Including Beyond the Dasic eahh Caro for
the Long Term Health Plan Development, 1996 .
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implemented in a phased manner in four development regions {East, Far-West, Mid-West, West)
of Nepal between 1993 and 1995, The objectives of the reactivation were to: provide training
10 the health personnel on case management for diarrhea; increase community-based education
activities; establish oral rchydration therapy {ORT) corners in all health facilities; and increase
access to oral rehydration salts (ORS). The implementation of the reactivation program in 4
regions was completed by 1995, In 1994 a health facility (HF) survey® was carried out to assess
the effectiveness of the reactivation activities. In coordination with this survey, JSI/Nepal
conducted interviews with 178 FCHVs in the Eastern Development Region to assess their
knowledge and activities with regard to the management of diarrheal diseases®. Based on the HF
survey and FCHYV interview results, a modified approach was introduced in the Central Region,
This modified approach included several new strategies: emphasis on program management in
addition to case management for specific diseases; combination of the major child health
program components to include net only diarrhea, but also ARI, Vit A/utrition and EPT;
expansion of the intervention beyond the health post, to include the FCHVs; involvement of
local leaders at District, VDC and ward level in oricntation programs to raise awarencss about
the program and the FCHVs’ role in their villages, The modified reactivation program was
successfully implemented in Rasuwa, Nuwakot, Chitwan, Makwanpur, Sarlahi and Mahotari in
the fiscal year 2052/53(1995/96),; in Dolakha, Sindhupalchowk, Bara, Parsa, Rautahat,
Dhanusha in the fiscal year 2053/54 (1996/97)%, and in Kathmandu, Lalitpur, Bhaktapur and
Dhading in the fiscal year 2054/55 (1997/98)°,

B, ARI

The National Program for the Conirol of Acute Respiratory Infections was established in 1987
with the objectives of reducing morbidily and montality from pneumonia in children under §
years of age, The main activities were training in standard case management for health facility
staff and provision of cotrimoxazole tablets to the fixed facilitics. In 1993, the Ministry of
Health and its major donor partners working in Child Health, USAID/ASI, UNICEF and WHO
began to meet regularly to review the current status of the National AR Control Program and
to plan for an intervention in selected districts to identify a community level intervention which
would be the most appropriate for replication throughout the country to decrease pneumonia
deaths in children under 5 years of age,

The full magnitude of the pneumonia problem was not known but by reviewing existing data on
pneumenia incidence and the available figures on the number of ARI/pneumonia cases being
brought to health facjlities, it was clear that relying on caretakers to bring children to fixed
facilitics was nol adequate to save lives.

¥ Dinrehcal Discases Hewlth Fucility Survey, Nepul, 1994,

® Kesults of Intervicws Conducted with Fenale € ity Heuhth Vol HFCHVY) on Diarchesl

m Enxtern Dovebap Regiom, 1994,
Repod of CDD Reactivation Program in Six [stricts of Contrnl Reglon, 1996,

¥

¥ Reportof CDLY Reactivation Program i Six Districta of Central Reglon, 1997,

* Repon of CEY Reactivation Program in Four Distriers of Centeal Region, 1998,
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In 1994/95 the working group initiated a community-based intervention (ARl Strengthening
Program) within the existing MOH infrastructure using two different models - “treatment™ and
“referral”. In the “treatment”™ mode] (implemented in Chitwan and Makwanpur districts) the
FCHVs and VHWs (referred to collectively as Community Health Workers or CHWs) would
diagnose pneumonia by counling respiratory rate using a sound timer, and if the child had
“pnewnonia only™ they would treat with the first line drug (cotrimoxazole pediatric tablets); if
the child had any danger signs they would refer to the nearest health facility, In the “referral”
model (implemented in Morang and Suasari) the CHWs would diagnose pncumonia using the
sound timer and by observing for danger signs, and if the child had pneumonia or severe
pneumonia they would refer to the nearest heaith facility, .

After one year, in 2053/54 (1996/97), the CDD/ARI Section conducted an assessment in
collaboration with USAID/ISI, WHO and UNICEF, The assessment results' revealed that twice
as many children who were at risk of having pnecumonia were diagnosed and treated in the
“reatment” model districts with no increase in the numbers treated in the “referral™ model, The
mothers in the “treatment” model were more knowledgeable about the danger signs, The FCHY
performance was very good, and showed very little misuse of antibiotics, Therefore the
assessment identified the “treatment™ model as the most appropriate for cautious cxpanston in
a phased manner.

In fiscal year 2054/55 (1997/98), refresher training was provided to the HF staff and community
workers in Chitwan and Mukwanpur. Health facility and community health workers in Sunsari,
Morang, Jhapa and Parsa were trained in standard case management of pneumenia, appropriate
to their level bringing the total number of districts involved in the ARI Strengthening Program
to 6 districts. The details of these training activilies are summarized in another report.!

The Female Community Health Volunteers in Chitwan and Makwanpur districts were trained
in the treatment of pneumonin in the spring of 1995 in Nepali fiscal year 2051/52 (1994/95) and
have received some refresher trainings and followup supervision visits since that time from the
DHO and JSI Child Health Field Officers. They were also included in the CDD Reactivation
Program trainings in 2052/53 {1995/96). JSI decided to conduct a small study to interview a total
of 100 FCHVs in these two districts und to compare (he results to those found in the 1994 survey
of FCHVs in the Eastern Development Region. The lalter survey was conducted with FCHVs
who had had only the basic FCHV training and any trainings associated with their regular review
meetings, but had not been included in any other specific MOH child health program initiatives.

1% Asscxsmant of the AR) Strcegthening Program, 1997
AR Strengthening Program Planning and Training Report for 199748
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Objectives

To assess the knowtedge, skill and practice of FCHVS in the management of diarrhea and
pneumonia cases in children

To compare the knowledge and skill of FCHVs trained through the “combined” child
health approach in the Central Region with the results of the interviews conducted with
FCHVs about diarrheal diseases in the Eastern Region in 1994

To review lh.c records of the FCHVs and compare documentation of correct classification
of pneumonia, third day fotlowup and appropriate cotrimoxazole (p) dose according to
age group between the FCHVs of Chitwan and Makwanpur




3. Methodology

A.  Questionnaire

The questionnaire from the initial CDD survey conducied in the Eastern Region was translated
into Nepali and utilized along with the current ARI monitoring questionnaire (in English) to
gather nccessary data on knowledge, skill and practice of FCHVs, (Annex - 1) The
questionnaire was pretested in 2 wards of Churiya Mai VDC in Makwanpur district and that
VDC was not selected for the sample.

B.  Selection of Samples

Twenty-two Village Development Committees (VDC) which are more than 5 hours walk from
the nearest motorable road and very remote or difficult Lo reach due to the monsoon rains were
excluded from the randomization. Twenty-five VDCs were selected using a lottery system
among the remaining VDCs in cach of the 2 districts, Two Female Community Health
Volunteers were selected from each of the 25 randomly selected VDCs, again using a lowtery
system, Selected VDCs and wards are listed in Annex-2. A decision was made that if Lhe
interviewer was unable to meet the selected FCHV (i.e. the FCHVY was out of station for more
than 1 day or had died) then the FCHV from the next ward would be interviewed. Since two
FCHVs sclected for an interview in Chandibhanjyang VDC could not be reached due 1o a big
flood, 2 interviews were excluded from Chitwan district.

C.  Oricentation/Supervision of Interviews

The orientation took place on July 5 and 6, 1998 at the JS[ Office in Hetauda. Two JS] Assistant
Child Health Field Officers (ACHFOs), one cach from J$I/Biratnagar and JSHHetauda were
oriented to carry out the interviews with FCHVs, They received a two-day orientation session
in JSI/Hctauda. On the first day they were oriented theoretically on (he questionnaire and on the
second day both ACHFOs were taken to Churiyn Mai VDC in Makwanpur (which was not
selected for the survey) to pretest the questionnaire and to bring uniformity to the style of
interviewing the FCHVs. The ACHFO, ISI/Hetanda was assigned for Makwanpur District and
the ACHFO, JSI/Biratnagar was asstgned for Chitwan District to conduet the interviews, The
CHFOs in JSIEetauda were assigned as immediate supervisors for Makwanpur District and the
CHFO/Chitwan was nssigned as the immediate supervisor for Chitwan District,

D. Dauta Collection

Data collection started from July 7, 1998, Whenever possible the immediate supervisors
aceompinied the interviewers during the FCHV interview und assisted them in sobving problems
encountered in the field. The supervisors reviewed the completed guestionnnires for quality
control. The duta collection in Chitwan district wus completed by July 20, 1998 and in
Mitkwanpur district it was completed by August 31, 1998, Distances and difficuities encountered
in mecting FCHVs were much greater in Makwanpur than in Chitwan,

E. ORS Preparation

During the interviews the FCHV's were asked to demonstrate the preparation of ORS and they
were closely observed. One packet of ORS (Jeevan Jal) was provided to the FCHVs for the
practicat demonstration of preparation. After preparation, the volume of ORS was measured
using 500 ml calibrated cylinders.

F,  Feedback/On-the-Spot Training

After the completion of the interview each FCHV was provided with feedback and on-the-spot
training on ARI and CDD, In addition, the FCHVs werc provided with essential materials that
were in short supply or missing, eg. cotrimoxazole pediatric tablets, classification cards and
home therapy cards, timers, ctc.
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4. Findings and Discussion
A.  Overall Characteristics of FCHVs

The Female Community Health Volunteer {FCHVS) who were sclected randomly as described
in the methodology section were visited and interviewed, They were very enthusiastic to
participate and were exceptionally cooperative. A total of 50 FCHVs from 25 VDCs in
Makwanpur district and 48 from 24 VDCs in Chitwan district were interviewed to determine
their assessment and treatment of Diarrheal Discases and Acute Respiratory Infections (ARI).
All interviewed FCHVs were truined through the ARI Strengthening Program and CDD
Reactivation Program with the combined child health approach. Further breakdown by literacy
status as shown in Table # 1 reveals that 38 (79%) of FCHVs interviewed in Chitwan and 24
{48%) of the FCHV's interviewed in Makwanpur district were literate, The criterion for being
called “literate™ was ability to read and write Nepali,

Table # 1: FCHVs® Literacy Status

“District # Interviewed Literate Mliterate
Chitwan 7 48 38 (79%) 10 (21%)
| Makwanpur 50 24 (48%) 26 (50%)
Total o 62 (63%) 36 (37%)

B. Knowledge, Skills and Practice in the Management of Diarrheal
Discases

L Signs of Dehydration

Correat assessment of dehydration is the first step in CDD case management, FCHVs of the
Central Region had very geod knowledge sbout 4 of the 6 signs (including the key signs) of
dehydration - dry mouth (77%), sunken eyes (73%), thirst (72%) and skin pinch (71%). The
other 2 signs were mentioned less frequently: general condition (44%), absence of tears (41%),
Table # 2 shows that FCHVs imterviewed in the Central Region in 1998 had much better
knowledge on the 6 signs of dehydration when compared to the FCHVs interviewed in the
Eastern Region in 1994,

Table # 2: FCHVYs® Knowledge on Signs of Dehydration by diserict

Signs Ceatral Region, 1998 Eastern Region
Chitwan Makwanpur Total 1994
a. General Condition 48% 40% 44% 34%
b. Sunken Eyes 81% 66% 73% NA
¢, No Teurs 54% 28% 41% 3%
d Dry mouth 83% 0% 77% 46%
¢, Thirst 79% 6% 72% 16%
f. Skin Pinch 60% 82% 71% 68% .
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The FCHVs' knowledge on 6 signs of dehydration was also analyzed by literacy status of the
FCHVs. Literate FCHVs were more likely to be knowledgeable about the signs of dehydration
than theit illiterate counterparts; however, for 5 out of 6 of the signs, illiterate FCHVs in 1998
had better knowledge than the Eastem Region FCHVs interviewed in 1594, The literacy status
of those FCHVs is unknown,

Table #3: FCHVS’ Knowledge on Signs of Dehydration by Literacy Status

Danger Signs ~TLiterate Thliterate
a, General Condition 47% 35%
b. Sunken Eyes 79% 58%
¢. No Tears 47% 28%
d. Dry mouth 79% 65%
o Thirst % 58%
£, Skin Pinch 74% 60%

ii, Knowledge About Referral

Correct and timely referral of diarrhea cases will reduce mortality and for this the FCHVs must
have good knowtledge regarding when to refer the children to the nearest health facility, The
percentage of FCHVs who mentioned specific indications for referral in the Central Region is
higher than that of the FCHVs interviewed in the Eastern Region in 1994, The results are
compared in Table # 4. The 3 most commonly mentioned indications for referral in 1998 were:
many walery stools (74%); unable to cat/drink (73%); and not geiting better (58%). The
percentage of FCHVs in the Central Region who mentioncd not getting better “niko
nabhayema™ as a referral sign is lower (58%) compared to the FCHVs interviewed in the
Eastern Region (72%).  The referral sign “niko nabhayema” may be easy to remember for those
FCHVs who do not have knowledge on any other specific referral signs,

Table #4: FCHVS’ Knowledge on Indications for Referral by District

Indications for Referrat Chitwan Cenm;m?uim Toi E““}'gg?si?
a. Many Watery Stools 81% 68% T4% 49%
b. Repeated Vomiting. 3% 32% 2% 8%
<. Marked Thirst 81% 18% 49% NA
d, Unabie to East/Drink T3% 74% 73% 21%
e Fever 20% 36% 33% 7%
. Blood in $tool 42% 56% 50% 2%
. Not Getling Beter T1% 40% 58% 72%

The FCHVs' knowledge on indications for referral according to the literacy status of the FCHVs
ig shown in Table #5. Literate FCHVs huve much better knowledge on 6 indications for referral,
although for 6 out of 7 indicators, illiterate FCHVs in 1998 had better knowledge than those
interviewed in 1994 in the Eastern Region.




Table #5;: FCHVs* Knowledge on Indications for Referral by Literacy Status

Indications for Referral Literate Tiliterate
a. Many Watery Stools 82% 61%
b. Repeated YVomiting 39% 19%
¢, Marked Thirst 60% 31%
d. Unable to Eat/Drink 73% 75%
¢, Fever 37% 25%
f. Blood in Stool 55% 42%
2. Not Geiting Better 65% 47%

ik, Knowledge About Three Rules of Home Treatment for Diarrhea

Application of the three rules of home treatment i3 very crucial to save children from the main
dangers of diarrhea, that is dehydration, malnutrition and death. The CDD Program has stressed
these rules for care of children with diarrhca to all health workers and caretakers, These 3 rules
which are to be followed whenever a child gets diarrhea are:

a. Increase the volume of fluids that the child drinks. This means any kind of fluid- water,
juice, liquid from preparing rice, dal, or vegetables and ORS,

b. Continue to feed the child throughout the episode and give one extra meal per day for
two weeks after the diarrhea stops.

c. Waltch for danger signs and take the chiid to a health facility if they have one of the
following danger signs: many walery stools; repeated vomiting; marked thirst; unable
to cat or drink; fever; blood in the stool.

Ninety-four percent of FCHVs knew that fluids should be increased; 84% knew that normal
feeding should be continued during diarrhea episodes; nincty-five percent knew at least two
indications for referral; and 78% knew all three rules for home treatment. There is significant
improvement in the FCHV knowledge in this arca between 1994 and 1998 as in 1994 only 21%
of FCHVs knew all three rules for home treatment of diarrhes, The details are shown in Table
#6.

Table #6:  FCHVs' Knowledge About Three Rules of Home Treatment by District

Three Rules Centrat Region, 1998 Eastern Region
Chitwan Makwanpur Total 1994
a. Increase Fluid 88% 100% 4% 61%
b. Continue Feeding | 69% 98% 84% a7%
¢. At loast 2 Reasons 160% 90% 95% 46%
d.All3HomeRules | 67% | 88% 78% 21%
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iv. ORS Preparation

One hundred percent of the FCHVs described the correct method of ORS preparation using the
correct method of measuring clean drinking water and using the whole packet of ORS.

When interviewers asked the FCHVs to prepare the ORS, 100% showed the correct method.
However, when the actual volume of the prepared ORS was measured using a calibrated
measuring device, 97% of the solutions prepared contained the technically correct volume, that
is a volume between 950 and 1200 mis. The other 3% (3 FCHVs) had correct measuring devices
(blue plastic cups) but they were not being filled right to the rim resulting in too littie volume,
The percentage of FCHVs who measured the correct volume of water is very encouraging
compared to only 55% correct preparation by the FCHVs interviewed in the Eastern Region.
These results are summarized in Table #7,

Table # 7: Correct Volumc of Water Measured by FCHVs

Central Region, 1998 Eastern Region

Chitwan Makwanpur Total

a. Correct Volume of Water 98% 96% 97% 55%

The reason for the improved ability to measure the correct volume of water is that a standard
measuring device (blue plastic cup (BPC)) was distributed to all FCHVs during CDD
Reactivation Training in 1995/96 and 1996/97, In addition, the JSI Child Health Staff
distribute BPCs during their regular supervision and monitoring visits if the FCHVs do not have
one.

\2 ORS Availability

On the day of the interview, 66% of the FCHVs had at least one packet of ORS. Twenty-three
percent of the FCH Vs reported that they had run out of ORS packets within the past one month;
% FCHVs ran out of ORS packets within the past | to 3 months; and 3% had run out of ORS
puckets more than 3 months ago. Table # 8 compares these results by distriet,

Sixty-six percent of the FCHVs had ORS packets compared to just 43% of interviewed FCHVs
who had ORS packets in the Eastem Region in 1994, There is also an  encouraging irend
showing that fewer FCHVs have been without ORS packets and for a shorter duration of time,
implying that resupply mechanisms are working, However, the overall percentage of FCEH Vs
having QRS packels is still low, at 66%, s the national goal is 100%.

Table #8: ORS Availability with FClIVs

Disl;ict ORS When was the lnst time that they ran out
Availuble < 1 month 1-3 month > 3 month

Chitwan T | 3% 15% 0%

Makwanpue TR0% | 14% 0% 6%

MTot—~ | 6w | 29% Y. 3%

13



vi, Distribution of the ORS Packets

Scventy-cight percent of the FCHVs reported that they had distributed ORS packets for the
treatment of children under 5 years of age wihen they came to them with diarrheal disease within
the past one month. However, 54% of the FCH Vs aiso reported that they had distributed ORS
packets for clicnts over the age of 5 years. The FCHVs of Makwanpur district reported higher
distribution to both age groups when compared to Chitwan district (sce Table #9). This may be
a reflection of the fact that Makwanpur is a more remeote district and health facilities are situated
farther away from the community, putting higher demands on the FCHV to distribute ORS for
the older population as well.

Table #9: Distribution of the ORS Packets

o ORS Distribution
District
< 5 Years > § years
Chitwan 67% 42%
Makwanpur 88% 66%
Total 78% 54%

vil.  Availability of the Essential Muterials

The majority of FCHVs had a blue plastic cup (96%), Vitamin A Capsules (83%) and scissors
(879%), These two districts have just been included in the expansion of the National Vitamin A
Program and training had been conducted for the FCHVs to prepare them to distribute capsules
in Kartik (October 1998). Condoms were available with only 54% of the FCHVs and pills were
available with 52% of the FCHVs. The availability by district and overall is shown in Table #
10.

In Chitwan district the availability of BPCs, Vitamin A capsules and scissors with FCHVs is
better than in Makwanpur. This may again reflect the reality that in Chitwan the majority of
the population has casicr access to health facilities compared to Makwanpur and this is also true
for the FCHVs who are more likely to receive supplics through the HPs in Chitwan district
where access is easior,

Table # 10; Other Materials Available with FCHYVs

7 District BPC .W.\C Scissors Condom Pills

Chitwan 98% 92% 94% 52% 58%

Mak wanpur 94%, 74% 80% 56% 46%

Total 96% | 83% 87% 54% 52%
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C.  Knowledge, Skills and Practice in the Management of Acute Respiratory
Infections

i. Knowledge and Skills for Classification and Treatment

According to WHQ guidelines, to correctly classify ARI cases the FCHVs should know two
respiratory cut-off rates (one for children under 2 months and one for children 2 months to 5
years); they should be able to accurately count respiratory rate using a sound timer; they should
be aware of all of the danger signs {chest indrawing, high fever, low body temperature, unabie
to cat and drink and malnutrition) which would change the diagnesis from “pneumonia” only
to “severe pnewmonia” or “very severe disease”, which require referral. Accordingly, to treat
the pneumonia cases the FCHVs should know the correct dosc of pediatric cotrimoxazole for 2
different age groups (2 to 12 months and 1 to 5 years).

Table #11 summarizes the FCHVs' knowledge on the cut-off rates, danger signs and
cotrimoxazol¢ doscs and their skills in counting the respiratory rate by district and overall. The
FCHVs performed very welt. Ninety-one percent of the FCHVs knew the cut off rates for 2 age
groups; 88% of FCHVs counted the respiratory rate correctly; 98% of FCHVs could correctly
state 4 or more than 4 danger signg; and 97% of FCHVs knew the comrect dose of cotrimoxazole
for 2 age groups.

The standard case management of pneumonia in the community-based ARI Strengthening
Program cannot be implemented without an adequate supply of cotrimoxazole, Therefore the
interviewers monitored the cotrimoxazole availability with FCHVs during interview. Overall
85% of the FCHVs had cotrimoxazole stock on the day of interview,

Table #11: FCHVs® Knowledge and Skill by District

Districts Chitwan Makwanpur Total
a. Knew 2 RR Cut Off Rates for 2 Age Groups 90% 92% 91%
b. Counted RR Corrcctly 88% 38% 83%
¢. Knew 4/More than 4 Danger Signs 98% 98% 98%
d. Knew Cotrim Dose for 2 Age Groups 98% 96% 97%
. Hud Cotrimoxazole 85% 84% 85%

As wag described in the “Findings and Discussion™ section, 36 (37%) of the 98 FCHVs
interviewed were ifiterate, The ability of these women te count respirstory rate correctly, to
recall two cut off rates, cotrimoxazole doses and danger signs was compared with literate
FCHVSs, Nliternte FCHVs have more difficully counting the respiratory rate correctly and
recalling the 2 different cut off rutes for the 2 age groups. But overall, they performed very well,
The results are summarized in Table # 12 below.




Table #12: FCHYs® Knowledge and Skill by Literacy Status

Districts Literate Illiterate Total
a. Knew 2 RR Cut Off Rates for 2 Age Groups 95% 83% 91%
b. Counled RR Correctly 94% 78% 88%
¢, Knew 4/More than 4 Danger Signs 98% 97% 8%
d. Knew Cotrim Dose for 2 Age Groups 100% 92% 97%
¢, Had Cotrimoxazole 84% 86% 85%

il, Advising Mothers

A critical component of appropriate
standard case management i
advising mothers. Mothers must
learn to recognize the danger signs of
pacumonia and when to seek care.
Mothers need to be instructed in
home care, not only for children with
simple cough or cold but also for

Home care includes:
Check for fast breathing and chest indrawing
Breast feed the child frequently (if child is infent)
Keep the child warm but not over bundled
Feed the child frequently
Offer the child extra fluids to drink
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children suffering from pneumonia.

The mother is advised to watch for fast breathing and chest indrawing and if she observes cither
sign she is advised to bring the child back to the FCHV for reassessment.

Out of the 98 FCHVs interviewed, the majority of the FCHVs could advise the mothers about
appropriate home care while wtilizing the home therapy card in which maojor home care rules are
visualized, Ninety-one percent of the FCHVs could advise the mothers 10 keep the young infant
warm, clean the nose of the child and breast-feed frequently. Ninety percent of the FCHYs
could advise mothers to give more fluid and 84% could advise mothers to give food more
frequently. Seventy-one percent of the FCHVs could advise mothers to check for chest
indrawing; only 40% remembered to advise mothers to watch for fast breathing. The FCHVs
of Makwanpur performed better than those in Chitwan district, These results are summarized in
Table #13.

Table #13: Knowledge of Home Care by District

Appropriate ﬁome Care Chitwan | Makwanpur | Total
. Keep young infant warm 83% 98% 91%
b. Breast-feed frequently 83% 98% 91%
c. Clean nosc 83% 98% 91%
d. Give more fluid 9% 100% 90%
e, Give food more frequently 7% W% 84%
f. Check chest indrawing 63% 80% 1%
g Choek for fast breathing 35% 44% 40%

e

————a

When the same information was analyzed by literacy status of the FCHVs, it was found that their
knowledge was good in at) areas, except reminding mothers to watch for chest indrawing and
fast breathing. On the memory card given to the FCHVs these two (f. And g) were combined in
one picture, with text underncath which may not be adequate for the illiterate FCHVs. These
findings can be utilized in the next revision of the card. These results are shown in Table #14.

Table #14: Knowledge of Home Care by Literacy Status

Appropriate Home Care Literate Illiterate
a. Keep young infant warm 92% 89%
b. Breast-feed frequently 90% 9%
¢, Clan nose 8% 24%
d. Give more fluid 89% 92%
e. Give food more frequently 85% 81%
f. Check chest indrawing 81% 56%
g. Check for fast breathing 45% 31%

flf. Knowledge of Third day Followup

On the third day after treatment or referral
of the child, mothers/carctakers are On the followup visit, the FCHVs

advised to bring the child back to the .
FCHVs for a followup visit. On this | Check f:’ggg::{iil;z::w-“;::;pso
followup visit, the FCHVs reassess the | | Count Respiratory Rate

child to determine if the child’s condition |, @ o for Danger Signs

is the sume, improving or getting worse, | Ask the mother if she has given the

At that time, the FCHVs will refer the . :
) Vs v trimoxazol d
child if the child"s condition is the same o f:m::;’;nd; e to the

gelting worse. +  Ask the mother if she has followed the

All interviewed FCHVs reported that they
should conduct a visit 1o followup the
child on the third day of treatment or alter referral. Ninety-five percent of FCHVs knew that
they needed to check the respiratory rate; 70% of the FCHVs knew that she needed to ask
mothers if they had provided cotrimoxazole tablets on time with appropriste dose. Sixty-cight
percent of the FCHVS reported that they would check for chest indrawing and the same
percentage said that they would remind the mothers of proper home care.

Overall, FCHV3 in Chitwan district performed better than those in Makwanpur district about the
tasky which need to be followup on the third day followup. Results sre summarized in Table
s,
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Table #15: Third day Foltowup by District

Components of the Followup Visit Chitwan | Makwanpur Total
a. Know when to followup 100% 100% 100%
b. Check Chest Indrawing 65% 72% 68%
¢. Check Respiratory Rate 98% 92% 5%
d. Ask the Cotrim Dose 81% 60% T0%
¢ Advise About Home Carc 92% 46% 68%

Ninety-five percent of literate FCHVs and 94% of illiterates stated that they would check
respiratory rate on the third day followup visit, Literate FCHVs were more likely than illiterates
to state that they look for chest indrawing, ask about cotrimoxazole dosing and advise mothers
about home care on third day followup. Results are swinmarized in Table #16.

Table #16: Third day Followup by Literacy Status

Components éf the Foltowup Visit Literate Miterate
a-. Know when to followup 100% 100%
b. Cheek Chest Indrawing 74% 58%
¢. Check Respiratory Rate 95% 94%
d. Ask the Cotrim Dose 7% 58%
¢. Advise About Home Care 81% 47%

iv. Record Review of Cases Treated and Referred

A review of the treatment record books of the 98 FCHVs was conducted by the interviewers,
From among the 98 FCHVs, 82 (84%) of the FCHVs had treated at least one case of pneumonia
since January 1998 ond they were defined os “active.” Eighty-six percent of the FCHVs in
Mukwanpur hud treated ut least one case of preumonia since January 1998, 81% haod Lreated at
least one case in Chitwan, These FCHVS had treated a total of 621 cases and 24% of the FC1IVs
had referred o total of 24 coses in the 2 districts. Out of the 621 trented cuses, the interviewers
selected the ten most recent cases in ench FCHV's recard book for further anolysis. This resulted
in the unalysis of a tolal of 520 trewtment records., All referml records were also reviewed, giving
atotal of 544 cases analyzed. The FCHVS of Makwunpur treated and referred more cases than
the FCHVS of Chitwan. Each “nctive™ FCHV in Makwanpur treated an average of 8.3 cases; in
Chitwan the “active” FCHVs treated an average of 6.8 cases. Referral numbers were small in
boih districts. The results are shown in Table #17 .

Table #17: Number of Cases Treated and Referred by District

District #(%) Total | Average #of Total |Average#| Total
“Active” | Cases | #Cases | FCHVs | Cases [ofCases | Cases ™
FCHVs |Treated | Treated | Referred | Referred | Referred | Analyzed
@ Cases @ e

Chitwan 39 (81%) 264 6.8 2 5 235 266
Makwanpur |43 (B6%) 357 8.3 1 19 1.7 278
Cotal 82 (B4%) 621 7.5 13 24 1.8 - 344

“Active” defined as having treated any pneumonia cases from January to June, 1998,
* Maximum 10 most recent cases/FCHV
@ Time Frame - from January to July 1998,

Eighty-four percent of literate FCHVs and 83% of illiterate FCHV's were “active™. There was
little difference between the two groups in regard to average number of cases treated (7.7 for
literates compared to 7.3 for illiterates). Literate FCHVs referred morc cases than illiterates, but
the numbers are small, The results are summarized in Table # 18,

Table #18: Number of Cases Treated and Referred by Literacy Status

' Litc;ucy # (%)ﬁh Total | Average #of Total | Average | Total

Status | “Active” | Cases # Cases | FCHVs Cases | #Cases | Cases
FCHVs | Treated | Treated | Referred | Referred | Referred | Analyzed
- . @ Cases @
Literate 52 (84%) 401 7.7 7 16 23 358
literme | 30¢83%)| 2200 73] 6 8 13l 186
“Active” defined as having treated any pneumeonia cases from January to June, 1998,

* Maximum 10 most recent cases/FCHY
@ Time Frame - from Janvary to July 1998,

v, Approprlate Ciassification and Third day Followup

The FCHVs' record books were reviewed and the findings for the 10 most recent cases were
analyzed to determing the correctness of classification according to the signy identified and the
number of cases where the outcome of the third day followup visit was clearly shown in her
book, Results by district were compared, Overall, the FCHV's classification was correct in 92%
of coses; 79% of cases had marked the outcome of the third day followup. FCHVs in Chitwon
were more likely (o have correctly clussified the case (99% compared to 85%) while FCHVs in
Makwanpur were more likely to have marked the outcome of the followup visit (85% as
compared 10 74% in Chitwan). These results are shown in Table #19,
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Table #19: Correct Classification and Cases Marking Third day Followup by District

Chitwan | Makwanpur | Total

a. Total Number of Cases from Record Review of

10 Most Recent Cases (Treated/Referred) 266 278 344
b. Correct Classification ‘ 99% 85% |  92%
c. Cases Marking third day followup 74% 85% 79%

vi. Cases Marking Correct Age and Dose; and Cages Marking Correct Age and
Bose/Third day Followup

From the record review of the 10 most recent treated cases, the data was analyzed to compare,
by district, the number of cases marking correct dose for age; and the number of cases marking
both correct dose for age AND third day followisp. Overall, 99% of the FCHVs® treatment
records matched age and dose correctly, Seventy-nine percent of the FCHVS' treatment records
documented both (dose for age AND third day followup) correctly. There was no difference
between Chitwan and Makwanpur on cases marking correct dose for age, but FCHVs in
Makwanpur performed better by marking both correct dose for age and third day followup for
85% of cases while FCHVs in Chitwan marked both correctly in 74% of cases. The results are
shown in Table #20,

Table #20: Cases Marking Correct Dase for Age; and Cases Marking Correct Dose for
Age and Third day Followup

Chitwan | Makwanpur | Total

2, Total 10 most Recent Cases (only treated) 261 259 520

b. Cases Marking Correct Dose for Age 99% 98% 99%

¢. Cases Marking Correct Dose for Age and Third

9, 0,
day Followup 4% 85% 9%

In Table # 21 these same indicators are compared for literate and illiterate FCHVs. It is
important to recall that this information is collected by review of the treatment ond referral
record books, kept by the FCHVS. These books are muinly pictorial, but do require the FCHVs
1o understand and circle or tick upproprinte pictures. Three hundred and fifly-cight records of
literute FCHVs and 186 records of illiterate FCHVs were reviewed. ‘The results were almost the
same for all categories, confirming tat illiterate FCHVYs are capable of recording these program
indicators.
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Table #21: Cases Marking Correct Classification; Correct Dose for Age; and Cases
Marking Correct Dosc for Age and Third day Followup by Literacy Status

Literate Hliterate: -
a. Total 10 most Recent Cases (Treated/Referred) 358 186
b. Total 10 most Recent Cases (only treated) 342 178
¢. Correet Classification 93% 89%
d. Cases Marking third day followup 80% 78%
e. Cases Marking Correct Dose for Age 99% 98%
" Gt o D e Ty ||
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5. Conclusions

The results of this survey, with 98 randomly selected Female Community Health Volunteers
(FCHVS) in the districts of Makwanpur and Chitwan, show that these FCHVs have good
knowledge about the signs of dehydration and three rules for home treatment of children with
diarrhea and they are able to prepare ORS correctly. They have very good knowledge about
most aspects of assessment and management of children with pneumeonia and their skills and
recording kecping are very good. These FCHVs have all been included in 2 child health
programs run by the Ministry of Health in their districts over the past 2 -3 years: the CDD
Reactivation Program and the ARI Strengthening Program.

When comparing the results of these interviews on diarrhea management with those conducted
with FCHVs in the Eastern Region in 1994, there is significant overall improvement in their
knowledge and practice. The FCHVSs in the EDR had not received any special orientation or
training to the assessment and management of diarthea in children, as the initial CDD
Reactivation Program trainings did not go beyond the health facility level to include the
community health workers, In 1998, the FCHVs had better knowledge about the signs of
dehydration, the reasons for referral and the 3 rules for home treatment of diarrthea, The
availability of ORS packets had increased from 43% to 66% and the comect preparation had
increascd from 55% to 97%. This latter increase was targely due to the distribution of a standard
measuring device, the blue plastic cup, to all FCHVs during the CDD Reactivation Program.
This improvement in the performance of the FCHVs reinforees that they are capable of retaining
information and that they should be included in future child health training activities,

When Jooking at the FCHVS' performance refated to the ARI program it is very encouraging to
sec their excellent knowledge of danger signs, respiratory rate cut off points, and cotrimoxazole
doses, They were well aware of what advice 10 give mothers and caretakers, and what to do on
followup visits with the children. Eighty-eight percent of them counted RR correctly and 84%
were actively treating and referring cases, By objective review of their record books, it was
observed that 92% of cascs had been correctly classified; 99% had received the correct
cotrimoxazole dose according to the age of the child; and 79% of the children treated or referred
had had a followup visit with the FCHV on the third day.

There was little difference in the resulls between the knowledge, skills and practice of the
FCHVs of Chitwan and Makwanpur. Overall, for both districts, Bterate FCHVs performed
better, but the performance of the illiterate FCHV's was also very good, with 83% of them active
in providing scrvices in their communities. Areas where further support is needed during
supervisory visits and refresher trainings were identificd through this study. For the illiterate
FCHVs, these include support to ensure that they are counting RR correctly, reminders about the
2 RR cut off rates und some clements of home care advice and third day followaup for AR and
review of the signs of dehydration and reasons for referral for diarrhen casey,

While there is alwnys room for some improvement, this impressive performance of the FCHVy

should be acknowledged and continued support and recognition be given 1o them, not enly from
the MOH program but from their communitics where they are providing their services,
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6. Recommendations

From this survey, a few areas that need further strengthening have been identified and the
following recommendations are made to further improve the child health program components
implemented at the community level through the FCHVs,

A, Coordinate with Planners of the FCHV Semi-Annual Review Meetings to Reinforce
Specific Child Health Program Messages

The semi-annual 2-day review meetings which are part of the National FCHV Program activities
provide an excellent opportunity to refresh the FCHVS® knowledge on some specific program
components which were identified to need strengthening though this study. The messages about
3 rules for home treatment of diarrhea still need to be reinforced; signs of dehydration can be
reviewed; and in the districts with the community-level pneumonia intervention, the skill of
counting RR can be practiced and impreved in a supervised setting. Other specific program
points can also be emphasized, such as review of the 2 cut ofF respiratory rates for 2 age groups;
home care advice and elements of the third day followup visit, Program specific “modules” or
curricula for utilization by trainers at the review meetings could be developed and provided in
the intervention districts for ARI and nationwide for CDD program activities.

B. Ensure the Year-Round Availability of Essential Program Commodities with
FCHVs

The availability of essential program items with the FCHV's for use in their communities needs
to be improved. Only 66% of FCHVs had ORS packets and only 85% had cotrimoxazole on the
day of visit. Awareness of the staff at many levels within the MOH system needs to be raised
aboul the importance of keeping year-round stock of these commodities with all trained FCHVs
so that they can carry out the services they have been trained to do, and to strengthen the
community's trust in the FCHV as a reliable care provider for children with dehydration and
pneumonia,

C. Continue to Extend Child Health Program Interventions to the FCHY Level

The FCHVs have repeatedly proven their ability and willingness to provide essential services,
such as treatment of dehydration and pneumeonia, and glso provision of Vitamin A capsules and
polio drops to the children in their communities. They should continue to be included in the
trainings and orientations conducted by the MOH to extend child health services beyond the
fixcd facilities.

B, Strengthen Support Mechanksms for 21l FCHVs

FCHVs are willing to provide services, but they require support from many different sources to
allow them to continue to give of their time and energy for their communities, From the MOIH,
supportive supervision should be strengthened from the district and health facilitics to the
community level; from the VDCs, wards and communities some tangible forms of recognition
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may be needed; and from all involved in working with them, recognition and respect for theit
contributions are needed. With all of these in pluce, it may be possible for the FCHVs to
continue to provide their service 10 their communities in the future,

E. Identify Innovative Ways to Suppert Nliterate FCHVs

The results of this study show that illiterate FCHVs are also willing and capable to provide
services in their communities, but they require some additional support to help them carry out
their activitics correctly, Weak arcas identified through this study can be targeted for review
on supervisory visits and refresher trainings and illiterate FCHVs should get priority if
supervisory capacity is limited. New memory cards and job aids could be developed to assist the
illiterate FCHVs in remembering some key components of their work. Family or community
members could be included in some aspects of trainings, 1o develop their role as literate
providers of agsistance to the FCHVs when needed; and efforts should be made to include
FCHVs in adult literacy classes throughout the country.
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8. Acronyms/Abbreviations

ACHFO Assistant Child Health Field Officer

AR1 Acute Respiratory Infections

BPC Blue Plastic Cup

CDD Control of Diarcheal Diseases

CHFO Child Health Ficld Officer

CHW Community Health Workers

Cotrim Cotrimoxazole

DHO District Health Office(r)

EDR Eastern Development Region

EPI Expanded Program for Immunization

FCHV Female Community Health Volunteer

HF Health Facility

HMG His Majesty’s Government

I'NGO International Non-Covernmental Organization
JHU Johns Hopkins University

IsI John Snow Incorporated

MCHW Maternal Child Health Worker

MOH Ministry of Health

NCDDP National Diarrhocal Disease Control Program
ORS Oral Rehydration SalvSolution ANNE g E S
ORT Oral Rehydration Therapy

RR Respiratory Rate

UNICEF United Nation Children Fund

USAID United States Agency for International Development
VAC Vitamin A Capsule

vDC Village Development Committee

VHW Village Health Worker

WHO World Health Organization
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Annex- 2
C.  Service Activities (Date: From o 10 ceevesienns) List of Randomly Selected VDCs and Wards
. Pngumoni s treated®
| .a. Pngumonia cases lrcatc,%mal Coe " lassificati Makwanpur
- 210 §2 months i
h!ozdfflin:nsth"; M 5.No. R Name Excluded Saiectef VDCs | Selocted Wards
3 1. 1,6
Tatal Begorded  Merbol - —— )
b. Number of treated cases followed up 2 Manaharl v 85
3 Daman ¥ 8,1
¢ Number of cases both cerrect (correct treatment and 3rd day followedup) _ ) 2. | Ambhanjyang 7 3I6
d. Number of treated cases who were teferred on third day 5. Betani ¥ :
Towl C Classifisatien [ Dac.!akharka vV
2.0, Cases referred 7. Hatia v 19
P : e « '
o T -
to 60 months ? ) Markhu J 84
Towl# ____ (Slipd o 16, | Padam Pokhari v 2.0
- Total Recorded Yerbal 1. | Raxirang v 49
b. # of referral cases l‘evmtet..i (foltowed up) —— =R Thingan ¥ 7
¢ Hoffollowed cases referred onthirdday: i3, | Agra i
Treatmeni Book Indicatory b | Bajrabarahi N a5
# of cases ¥ of cascs marking # of cases marking Both Correct Basamadi : e v 57
{maximum 10 most consistent age and dose 3* day followup (Consistent Age/Dose and 16. Budichaur ¥
recent cases) 3rd day followup 37 [ Chhatiwan 3 . 7 3z
18 | Chitlang T ) v 5.4
19. | Churemal 7 e
Referrsl Book Indicators —_— 20. | Dhiyal Y
Age Grow, Tolal # of cases # of cascs markin, VIR e - - S
8 P {maximum 10 most recent cases) 3% day t'ollowupB g; ngsakhe! - v 7.1
<2 months 23. [Gogane B
2 - 60 months 24. | Hadikhola T - v 6.3
“Total B 25. | Khairang [ T
— 26. | Kogate N ) 16
D E"pei/rr‘;’\i»sfjﬁg gt‘or onl ?fﬁg I . i . th) R Nected YN 47. | Kulokhani SUNN SE— ! 27
From 1 ort collecy na -
From HF siaff YES/NO :: st 2 month) (28 | Nibuwatar v 1.3
From DHO staff YES/ NO (in lost 3 month) 29. | Manthali v
From athers (Specify) YHESMNO {in last 3 month} 30, Naamtar - e
E.  Medicine (CotrimPy = .M. |Ralgaun L
Balance: min 20 taby no,slacewhen ______ ...??’2! Sarikhet - j T 0.7
Cotrim received from @khamur - [ R .. - 7 1
F.  Resupply: Treatment book Referral Book 3. | Sisner N _
— 35 | Sukaura v 29
G.  Supply on the Spot by JSI/DHO Staff 36, | Tistung R
37. | Makawanpur Gadhi ' ¥ 25
. I(!L(l:rp:l‘n;jcrials: o (specify) 38. | Phaparbarl v 38
h - tli " -
¢ Others: "~ (specify) 38, | Kankada ""
Not . _40. | Bhaiso v 3.9
'Cof-rhccl trcutment - Correel cotrim dose by u _41. | Harnamadl v 8.3
Follow up~Reassessed by CHW on 3rd duy or (.IIW' verificd out come with pareavguardian/eareiaker on 3rd 42 | Palung i 1.5
¥ e e L ] .
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List of Randomly Selected VDCs and Wards

Chitwan

S.No, ~ Name Excluded Selected VDCs | Selectod Wards |
1. Bagauda N

2. Rainanagar

3. | Bhandara N v 28 |
4, Chandi Bhanjyang v 1.3

5. Khairahani o J 6.9

6. | Meghauli

7. Sharada Nagar i 34 |
8. | ShivaNagar J 48

8. |Ahyodhyapui v

10. fBachauli M 4.3
11 | Ghainpur v 74

12. | Dahakhant -

13. { Darechowk ¥ 6,7
| 14."_| Dibya Nagar “ Y 85
_15. | Gard v
_16._ | Gunja Nagar v 63 |
17 |Jutpanl v 6,2

18 |Kabilas J 8.9

19. | Kalyanpur v

20. |Kathar v 6.9

21, | Kaule v

22, | Korak v

23. | Lothar - R

24. | Mangalpur v 5.9

25. | Padmapur K

26. Panchakanya T

27. | Parballpur v 8.2

28. Patihant ¥ 9.3

29. Pitlhuwa B 4,2
R ; 58

31. |Siddni ) J 19

32. | Piple i v 14

33. | Birendra Nagar } ¥ 47

34, | Kumrgj v 73

35, | Glta Nagar

36, | Jogstpur ] 24

37. | Sukranagar i 52

38, | Phulbarl . v 12
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