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EXECUTIVE SUMMARY

The Ndwedwe Didrict Child Surviva Project, located in the KwaZulu Nata province of South
Africa, has been awarded a four-year cost-extenson grant from USAID/BHR/PVC. A basdine
Knowledge, Practices and Coverage (KPC) Survey was carried out in the Ndwedwe Didrict over
a five-day period from November 27-December 1, 2001. This activity was implemented with the
cooperation of MCDI, Ndwedwe Sub-Didrict, Triba Authorities, lllembe Regiond Council, and
the Department of Hedth.

The totd population of the area is 231,776 and includes 29,829 children 0-59 months of age and
78,803 women of childbearing age. The gods of the NDCSP are unchanged in Phase Il: To
reduce morbidity and mortaity among children under the age of 60 months, and to improve the
hedlth status of women of reproductive age (WRA).

The objectives of the survey were to: 1) obtain population-based information on key knowledge,
practices and coverage of mothers and caregivers of children age 0-23 months, 2) obtain
population-based information on key knowledge, attitudes, practices and coverage of mothers
and caregivers with children age 0-59 months, particularly relating to HIV/AIDS, 3) prioritize
interventions and refine targets for the Ndwedwe Didrict Child Survival Project based on the
curent KPC data, and 4) facilitate the design of quditative research tools for an in-depth
undergtlanding of the gapsin knowledge, practice and coverage identified through the KPC.

Major findings indude the following;

Knowledge about HIV/AIDS and STIs other than HIV/AIDS is somewhat eratic and
there is a low use of condoms as a means of preventing transmisson. Approximately
26% of the motherscaregivers interviewed knew at least three symptoms of STls other
than HIV/AIDS in femdes, while roughly twice as many (54% of mothers) could
recognize a least two known ways in which a mother could transmit HIV/AIDS to her
child. A low 30% reported usng a condom on last act of sexud intercourse. Besides
asesing  knowledge, motherdcaregivers  attitudes were dso  assessed. 68%  of
motherscaregivers were willing to alow children under ther care to play with an HIV-
postive child.

None of the motherscaregivers of children who experienced a diarrhedl episode in the
two weeks prior to the survey increased the amount of food given to the child during the
diarrhed episode. 45% actudly reduced the amount of food given, while an estimated
39% gave the same amount as usud to eat. Similarly, 35% of the motherscaregivers
reduced the amount of fluids given to their child during the diarrhed episode, while an
additiond 48% gave the same volume of fluids as usud. Only 7% increased the fluids
given to therr child during the diarhed episode. In spite of the fact tha very few
mothers/caregivers increased  the fluids provided to ther children during diarrhed
episodes and none increased the quantity of food provided, 74% of the
mothers/'caregivers reportedly practiced administration of ORT (ORS, SSS) when the
child had diarhea. This suggests that motherg/caregivers have not learned that the benefit



of ORT is derived from rehydration, and that they therefore presumably adminiser ORT
asacurefor diarrheain the same way as they would administer antibiotics.

Hygiene practices are relatively poor, paticularly as they relate to food preparation and
the feeding of children; only 15% of the mothers/caregivers reported washing their hands
before feeding the child under their care.

Breest feeding is widdy practiced: 97% of mothers of children 0-23 months of age
reported that they breastfed their child and 41% reported exclusvely breastfeeding their
child.

56% of children 0-23 months had experienced an episode of coughing and fast breathing
in the two weeks prior to the survey. The care-seeking behaviors among the mothers and
caregivers of these children was found to be very inadequate, with as few as 10% seeking
care the same day the child's symptoms appeared.

Although BCG immunization coverage for a child in Ndwedwe age 12-23 months is high
(95%), coverage decreases to 61% immunized for meades. There is dso consderable
dropout, resulting in only 51% of children being fully immunized.

Three quaters of the mothers interviewed sought antenatd care during ther last
pregnancy. Of these, roughly 21% sought antenatal care from a doctor, 68% a nurse, and
12% Community Hedth Workers, Traditiond Birth Attendants and others. In spite of
this only 20% of the mothers began their antenatd vidts during the firg trimester and
then made at least three subsequent vigits.

Only 7% of the motherdcaregivers were aware of three or more of the danger Sgns in
newborns that require immediate treatment.
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|. BACKGROUND

A. Description of the Program Location

Ndwedwe is part of wha has been termed the “Durban collar region’— a rurd and semi-rurd
area that was particularly underserved under the gpartheid regime. At that time, what is now the
KwaZulu Nata (KZN) Province was divided into a number of adminidrative areas, classfied by
race and with unequaly agpportioned public services. Ndwedwe itsdf was included in the
adminidrative area of the KwaZulu “nortindependent homeland.” Ndwedwe received few public
sarvices in comparison with the rest of the “homdand” due to its disance from the KwaZulu
heartland.

The program area is primarily rurd with a dispersed settlement pattern; the population is Zulu.
(See Annex 1 for a map of the project area) There are no nucleated villages, insteed, the areais
conventiondly divided into a series of 18 Tribd Authorities (TAS), each governed by an Nkos
(pl. Amakos), or chief, and his Councilors and headmen (Nduna). The TAs ae informaly
divided into a series of Isgodi with no fixed boundaries. The current project works with 13 TAs
(the locd NGO Vadley Trust works with the other five); there are about 4 more TAs in the new
area, however, boundaries have not been set. See Table 1 for population figures for the present
Ndwedwe District.

Table 1. Population Figuresfor the Ndwedwe District

Total Population (Present Ndwedwe District). .......coevviviiiiiiiiiecee 144,795
Population of Children 0-4............ooviiiiii e 18648
Population of Women 15-49...........oiuimiiieeeee e ee e 49073

Source: GIS Unit, Infomatics Section, KZN Department of Health, Pietermaritzburg

The province of KZN has recently announced tha, due to a reorganization of the city of
Durban’'s boundaries, a number of nearby rurd aress, including the southern haf of Ndwedwe,
will become part of the Durban “Unicity” by the end of 2000. At that time, new territory to the
north of the current Ndwedwe Disdtrict will be added to the Didrict. In Phase 11, the NDCSP will
continue to work in the areas of the present Ndwedwe Didlrict and, after discussons with DOH
representatives, will expand into the new Ndwedwe territory as well. The new district boundaries
are gill uncertain, but the population of the tota Phase Il area can be estimated (see Table 2
below).

Table 2: Population Figuresof the Total Phasell Area

Total Population of Phasell area...........oooevviiiiiiii e 231,776
Population of Children 0-4inPhasell area...........cocovevviiiiiii e 29,829
Population of Women 15-49inPhasell aea..........ccoovviiiiiiiiiiiiiciieec e 78,803

Source: GIS Unit, Infomatics Section, KZN Department of Health, Pietermaritzburg
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B. Health Status of the Target Population

According to the Preliminary Report of the 1998 South Africa Demographic and Hedth Survey
(DHYS), the infant mortaity rate (IMR) for KwaZulu-Natal was 52.1 per 1000 live births during
the five years before the survey, compared with a nationd IMR of 45.4 during the survey. Nearly
haf of this mortaity (23.2 per 1000 live births) occurred during the neonata period in KZN,
while the pos-neonatd infant mortdity rate was 28.9. The child mortdity rate for the province
was 23.6 per 1000 children surviving to 12 months of age. The totd under-five mortdity for
KZN during this period was 74.5. The DHS reports an aarming trend for the nation, in which
both the IMR and mortdity in the 1-4 year age group, after declining steadily during the 1986-
1990 period, began to display a gradua but steady increase after 1991.1 The current HIV/AIDS
epidemic is the mogt likdy cause of the increase. Another darming development in KZN is a
recent outbresk of cholera in the north of the province. Although there have been no confirmed
cases in Ndwedwe, the NDCSP will exercise vigilance in the context of its diarrhea intervention
and will be prepared to take action as required.

A recent nationd DOH report on materna desths® States that a relisble estimate of the nationa
Maternd Mortdity Ratio (MMR) is impossble to cdculae due to poor reporting. Reiadle
estimates were developed for three provinces other than KZN however. For the Free State, the
estimated MMR was highest at 135 per 100,000 live births. The MMR in KZN is likely to be
even higher, since neonatd, infant, and child mortdity, as well as most other hedth indicators,
are worse in KZN than in the Free State. The MMR of the program area, then, can be assumed to
be above 135 per 100,000 live births. The same report identifies the “big five’ causes of maternd
death in South Africa as complications of hypertensve conditions in pregnancy (23.2%), AIDS
(14.5%), obsetric hemorrhage (13.3%), pregnancy-related sepss (11.9%) and pre-exising
medical conditions, especidly cardiac disease (10.4%). The report notes that the percentage of
maternd deaths from AIDS-rdated causes is likely to be much higher than reported, since HIV
gtatus was unknown in 75.8% of the maternal desths.

The mgor causes of infant and child mortdity in the province of KZN® incdude diarhea
(estimated a 14.7% of under-five mortdity) and respiratory tract infections (9.3%). In the main
referral hospitd, Osindisveni Hospitd, serving the program area, 172 deaths occurred among
children under age five in 1999 and the first quarter of 2000. Of these, the grestest number (86
children) died of diarrhea and the second highest cause of death (25 children) was respiratory
illness. Twenty-three degths each were attributed to manutrition-related causes and meningitis.
Neonatd causes accounted for 8 deaths, dysentery for 5, AIDS for 4, and “herbd intoxication”
(generdly due to herbd enemas administered by untrained TBAS) for 5. There were no deaths
from meades, tetanus or acute flaccid pardyss.

Mgor causes of infant and child morbidity in the program area may be deduced from dinic
sarvice datigics on outpatient diagnoses collected by the NDCSP and DHSMT from dl clinics
serving the Digtrict. From July 1999 to June 2000, 33,030 pediatric cases under 60 months of age
were seen and diagnosed in the clinics. Of these, 3,600 (11%) were cases of watery diarrhea and

! Preliminary Report of the 1998 South Africa Demographic and Health Survey
2 saving Mothers: Report on Confidential Enquiries into Maternal Deaths in South Africa. 1998.
8 Health Systems Trust. South African Health Review 1999. Durban, RSA.
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228 were bloody diarrhea. 1,053 (3%) cases were diagnosed as pneumonia and 241 as
marasmuskwashiorkor. Among immunizeble diseases, there were 18 diagnosed cases of
meades, 11 cases of pertusss and 2 cases of tetanus. The remainder were classfied as “other
causes” modly colds, flu, minor injuries and gastric disturbances. Of the common thrests to
child hedth and surviva, watery diarrhea and pneumonia appear to be most common. The low
number of immunizable diseases, paticulaly tetanus, suggests that new EPI  protocols
introduced in 1997 may have had a postive impact. It should be noted, however, that there has
been a dight increase in dl these conditions since the previous year (when 2,947 cases of watery
diarhea, 183 cases of bloody diarhea, 739 cases of pneumonia, 93 cases of
marasmus’kwashiorkor, 7 cases each of meades and pertusss, and no cases of tetanus were
diagnosed). This dight increase could reflect increased use of the clinics (30,818 cases were
seen), or it could be aresult of the increasing number of children who are affected by HIV/AIDS.

C. Socioeconomic Characteristics of the Population

The area’s economy is based on subsistence agriculture, with a smal amount of cash cropping
(sugar cane). A large proportion of households, however, receive remittances from one or more
family members employed in Durban or Gauteng Province. Mogt of those employed outside the
Didrict are men, but some women are employed in Durban as domedtic servants. Paternd
absence, therefore, is very common and materna absence is not uncommon. The disruption of
family resdence patterns through migrant labor is thought to be one of the primary causes of the
current exploson of HIV rates in KZN; and as noted above, results of the KPC 2000 study have
indicated that the relegation of children to non-maternd caregivers often results in inferior child
care and dower treatment-seeking during episodes of illness.

Literacy in the Didrict is high by deveoping country standards, in that about 40% of KPC
sample mothers report that they have some secondary education.* Only Zulu language education
has been provided to the adult population, however; and so very few spesk or read English or
Afrikeans (the main languages of busness and adminidration in the country). The rdigious
afiliations of Ndwedwe aea reddents are primarily Chrigian, dthough only a minority are
members of mainstream churches (Roman Catholic, Methodist and Baptist).” The remainder
belongs to locad churches, such as the Zionigt, that combine Christianity with traditiona bdiefs.
The Didrict is sacred to the Shembe rdigion, and many Ndwedwe resdents are Shembe
adherents.

D. National Standards/Policies

1. HIV/IAIDS

The DOH has policies on prevention of mother-to-child HIV trangmisson (MTCT), management
of HIV pogtive pregnant women, rgpid HIV teting, testing for HIV, feeding of infants of HIV
postive mothers, tuberculoss and HIV/AIDS, management of occupational exposures to HIV,
and the syndromic case management of STIs. Tedting for HIV may be conducted under certain
circumgtances and requires informed consent, as wel as pre-test and post-test counsding. The
dandard adult guidelines for rgpid HIV testing discuss the ethica and legd rights of patients, and

* Macro KPC Survey 2000
® 1bid.
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the role and indications for rgpid HIV teding, which indudes HIV tegding and counsding,
diagnogs of HIV infection, diagnoss of HIV infection in aeass without locd diagnostic
laboratories, occupational exposure to blood or body fluids that may be infected with HIV and
epidemiologica survelllance and screening. The guiddines dso discuss the issues to consider
such as home test kits, performing and interpreting repid test results, predictive value of rapid
tests in low HIV prevaence communities and issues regarding confirmatory tests for dl patients
who test postive on the rapid tests. Pre- and post- test counseling and rapid HIV test reaults, its
implications for hedth care workers, counsdors, and patients are also addressed

2. Diarrheal Disease

The DOH protocol for standard case management of childhood diarrhed diseases, including
management of dysentery and of persstent diarrhea in children, follows the February 2001 KZN
IMCI guiddlines. These guiddines detall assessment, classfication, treatment, and counseling
protocols for children ages 2 months to 5 years and children ages 1 week to 2 months with
vaying severity of illnessess The DOH policies are condgstent with WHO/UNICEF guiddines,
and the NDCSP's case management dtrategies are consstent with DOH policies. The DOH has
an active ORT promotion program in which clinic hedth educators teach mothers of diarrhea
vicims to mix sugar-sdt solution. Packets of ORS are dso avalable free of charge from dl
cinics, and they are sold in the many smdl sores that are scattered throughout the Didrict. The
man emphads is on SSS and use of porridge, soup, or plan water. The DOH has very tight
control over antibiotics and anti-diarhed medications, with clear prescription protocols.
Currently, antibiotics are farly well redricted to use in cases of bloody diarhea, and anti-
diarhed medications ae not heavily used in the management of childhood diarrhea
Unfortunatdly, discussons with the IMCI fadlitator for the didrict indicate that there is an
irregular supply of drugs. For example, the didrict had no IMCI drugs during February 2002.
This issue is understood as more of a logistics management problem rather than shortege of
supplies.

3. Pneumonia Case Management

The DOH follows the IMCI protocols adapted as the KwaZulu Nata IMCl Guideline for
pneumonia case management, February 2001. These protocols are consistent with and based on
WHO protocols. The NDCSP is a facilitator in implementation of IMCI and the DOH protocols
in the region. Professond nurses have been trained in the use of IMCI for case management
whereby they (a) assess, (b) classify, (€) treat, and (d) counsd children. Included in the protocols
are steps to recognize the dgns that indicate the need for antibiotic trestment for infants 1 week
to two months of age, and for children 2 months to 5 years of age, as wdl as the sgns, which
will result in referrd to a higher level of care. Also included are the cut-offs for fast breathing for
each of the three age groups, and the antibiotics to be used for pneumonia. Counsding regarding
antibiotic use and home care for children with pneumonia is done by clinic nurses when the child
isbrought in for diagnoss and treatment.

4. lmmunization

Prior to 1995, immunization policy in South Africa was incondsent due to the fragmented
hedth sysem. The current routine childhood immunization schedule in South Africa is based on
a Nationd Policy that was adopted in 1999 and, dthough it includes Hib and HBYV, it is
otherwise consstent with WHO guiddines.
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5. Maternal and Neonatal Care

The 2000 Naiond Guiddines for Maenity Cae in South Africa (a manud for dinics,
community hedth centers and didrict hospitals), and a policy and management guideline for
common causes of maternad deaths entitted “Saving Mothers” provide extremey clear
indructions and protocols on maternd and newborn care. The Nationd Guidelines manud
clearly defines the functions, daffing and faclities a the dinic, community hedth center, leve
1, 2, 3 hospitdls and emergency transport systems. According to the Guiddines, al women that
attend ANC should be issued with an antenatd card. This is the principa record of the pregnancy
and should be completed at each antenata clinic vist and retained by the mother until delivery.

All Ndwedwe area clinics and hospitals provide prenata care which includes weight and blood-
pressure monitoring, iron and folic acid supplementation, TT vaccination, blood tests (including
blood count and RPR), and treatment of infections (including STIs).

E. Goalsand Objectives

The goals of the NDCSP are unchanged in Phase Il: To reduce morbidity and mortality
among children under the age of 60 months, and to improve the health status of women of
reproductive age (WRA). The Phase Il objectives for the principd interventions are as follows.

HIV/AIDS/STIs: 1) 65% of mothers/caregivers will be aware of a least three symptoms of STIs
other than HIV/AIDS in femaes, 2) Mothers reporting use of condoms on last act of intercourse
will increase from 30% to 50%; 3) 90% of mothers can recognize at-least three known ways in
which a mother can tranamit HIV/AIDS to her child; 4) 90% of motherdcaregivers will be
willing to dlow children under ther care to play with an HIV-postive child; 5) 100% of the
DOH hedth facilities in the project area will provide appropriate HIV/AIDSSTIs prenata
screening and counseling according to protocols, 6) 75% of households caring for OVCs will be
aware of and know how to access Department of Socia Welfare (DSW) grants and services, 7)
85% of high school students in schools with active school hedth  clubs (SHCs) will be able to
name a-least two srateges of HIV/AIDS prevention; and 8) 60% of high school students in
schools with active SHCs report adopt of one of the three drategies of HIV/AIDS prevention
(abstinence, being faithful, condom use).

Control of Diarrheal Diseases. 1) 90% of mothers and non-maternd caregivers whose child
experienced a diarhed episode during the previous two weeks will provide ord rehydration
therapy (ORS, SSS or avalable home fluids) to the child under their care during diarrhed
episodes; 2) 50% of mothers and caregivers will report that they wash their hands before feeding
the child under their care; 3) 85% of mothers and caregivers whose child experienced a diarrhed
episode during the previous two weeks will give the same of or more liquids then usud during
diarrhea episodes.

Pneumonia Case Management: 1) 35% of mothers and caregivers whose child experienced
cough with rapid or difficult bresthing during the previous two weeks of children will seek
medical atention by the end of the day after the onset of symptoms, 2) IMCI protocols for
pneumonia diagnods and treatment will be implemented and correctly used in 100% of the
project clinics.
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Immunization: 1) 70% of children aged 12-23 months are fully immunized per RTH cad; 2)
80% of children aged 12-23 months will have received a meades vaccination per RTH card.

Maternal/Neonatal Care: 1) At least 60% of mothers/caregivers will be aware of two or more
of the danger sgns in newborns that require immediate treatment; 2) 40% of CHCs will have
edablished a cost recovery/financiad sysem or loan system for different priority PHC activities
(eg., trangporting obgtetrical emergencies, incentives for CHWSs, HBCVs, etc.) 3) During ther
last pregnancy, 50% of women will have made an antenatd vigt during the firg trimester of
pregnancy and & lesst three antenatal vists thereafter; and 4) 80% of midwives in program area
hedth facilities will be trained in the PEP modules.

F. Intervention Activities

The NDCSP's Phase |l drategies to achieve these gods and objectives are based on building
capacity of the program’'s primary patners-the DHSMT, locd NGOs (Oakford, TREE, and
DramAidE) — and on edablishing strong and sustaingble community inditutions such as the
Community Hedth Committees, Community hedth workers and the Home Based Care
Volunteers. The program’s capacity building drategy relies on its multi-faceted training program
that includes management and organizationa drengthening for the DHSMT and for CHC
members, as wel as traning for these patners in mounting an effective behavior change
campaign. The capacities of hedth facilities personne will be improved through the NDCSP's
support to the effective implementation and supervison of the new IMCI protocol and through
the planned training program to teach maternd and HIV/AIDS counsding skills to facility-based
personnd. At the community leve, the NDCSP will fecilitate the organization of the new CHCs
assg them to underteke periodic community hedth assessment usng PLA methods, and build
ther Behavior Change capabilities by providing them with up-to-date hedth information and
teeching them effective communication skills. All previoudy trained nurses will be provided
refresher traning in essentiad obgtetric care usng the PEP module. Furthermore, the HBCVS,
who have dready received basic training with NDCSP support, will receive additiond and
refresher training as indicated by the planned training needs assessment, in order to establish
them as aresource to households affected by HIV/AIDS.

G. Objectives of the KPC Survey

The purpose of the survey was as follows:

1. To obtain population-based information on key knowledge, practices and coverage from
mothers and caregivers of children age 0-23 months.

2. To obtan information on key knowledge, attitudes, practices and coverage reating to
HIV/AIDS from mothers and caregivers with children age 0-59 months.

3. Based on the current KPC data, to prioritize interventions and refine targets for the
Ndwedwe Didtrict Child Surviva Project.

4. To facilitate the design of quditative research tools for an in-depth understanding of the
gaps in  knowledge, practice and coverage identified through the KPC.
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II. PROCESS AND PARTNERSHIP BUILDING

Participation of the community in the planning and implementation of a KPC survey sarves to
increase the community’ s “ownership” of, and commitment to, the survey and its results.

A. Methods of | dentifying and Engaging L ocal Partner¥Stakeholders

The lllembe Regiona Council was informed of the survey and provided vauable assgtance in
the form of maps for the KPC as wel as the most current ligts of tribd authorities. Information
on the triba authorities, dong with the associated population figures is very criticd, epecidly as
the boundaries of the tribd areas are condantly changing. Loca project daff identified and
contacted the tribal chiefs (Amakosi) for each triba authority in which the KPC was planned.
Locd project gaff including, the community mobilizer, explained the Child Survivd Project and
purpose of the KPC to the Amakosi. The Amakosi gave their approva for the KPC survey.

B. Specific Roles of Local Partner 3Stakeholdersin the KPC Survey

The enumerators for the KPC were drawn from a pool of home-based care volunteers (HBCVS)
for people living with AIDS (PLWA) that have been working with the NDCSP. Many of these
home-based care volunteers also worked on the KPC that was carried out in 2000. Most of the
enumeraiors were resdents of Ndwedwe Didrict, enhancing community involvement in the
process. SiX supervisors were needed to manage the KPC survey; of these four of the
supervisors were NDCSP gaff, while the other two were nurses from the Didrict Hedth
Servicess MCDI program daff supervisors included the project AIDSPrimary Hedth Care
Training Supervisor, the HBCV Coordinator, the Socid Worker, and the Community Outreach
Organizer. The two data entry persons had served as enumerators on the KPC survey conducted
in 2000, s0 both were very familiar with the entire survey process. In addition, one of the data
entry persons worked on the design of the questionnaire in the EPI INFO EPI 6 software
program for the KPC survey done in 2000. He was involved with cregting the data entry file in
EPI INFO for this current KPC.

C. Congraintsin the KPC process

An effort was made to include al of the HBCVs in the KPC survey. The remaining home-based
cae volunteers who did not qudify as enumerators were hired as cooks to work a the
Umsunduze Training Center, where the training of the enumerators was undertaken.  All of the
enumerators and cooks were dso housed a the Umsunduze Training Center for the period of the
KPC survey. In the future, it would be more cost-effective to completely outsource the catering
function.  Although the home-based care volunteers who served as cooks were usng their kills
and earning wages, there was no transfer of knowledge, and as such, there was no potentia for
any capacity-building to occur. In addition, in the future, it would dso be hdpful to goply more
dringent criteria to sdection of the enumerators Some sort of qudifying written test or
interview would serve well to sdect the most promisng enumerators.  Additiondly, two of the
supervisors were drawn from the dlinics in the project area, which meant that they had to be
excused from ther normd duties In the face of the daffing shortage a the dinics many times
these supervisors had to solit their time between their normal duties and the KPC survey, and as
aresult were overburdened.
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1. METHODS

A. Questionnaire

The quedtionnaire for the survey was designed to collect information from mothers or caregivers
of children under 60 months of age, and is composed of the following modules (a) childhood
immunization; (b) diarrhea case management; (C) pneumonia case management; (d) materna and
newborn care; (€) ddivery practices;, (f) postpartum care; (g) IMCI; (h) HIV/AIDS and other
sexudly tranamitted diseases, and (i) hedth contacts and sources of hedth information. A sngle
veson of the quedionnare was administered to both mothers and caregivers, though
ingructions were provided to enumerators to skip questions such as those related to pregnancy
and the post- partum period when interviewing caregivers given that they were not rdlevant.

Given tha a large number of children in the project area are cared for by non-maternd
caegivers, condderation was initidly given to adminisering two separde questionnaires - one
for mothers, and one for caregivers. However, as sampling both mothers and caregivers
independently would have increased the costs of administering the survey considerably®, it was
determined that it would be more cod-effective to adminigter a sngle questionnare to a
combined sample of mothers and caregivers.

The questionnaire was drafted by the home office and then adapted and trandated into Zulu by
the field team and the MOH. See Annex 2 for a copy of the questionnaire.

B. Ndwedwe District Child Survival Indicators

A liging of the child surviva indicators that will be used as the basis for evauating the Project’s
performance are summarized in the ensuing table.

INDICATORS DEFINITION
HIV/AIDSSTIs
Indicator 1: 65% of mothers/caregiverswill be aware Percentage of mothers who can name three or more
of at least three symptoms of STIs other than symptoms of STIsinfemales.

HIV/AIDSin females.

Indicator 2: Mothers reporting use of condomson last | Percentage of motherswho report use of acondom

act of intercourse will increase from 30% to 50%. during the last act of intercourse.

Indicator 3: 90% of motherswill be able to recognize Percentage of mothers who are able to recognize at-least
at least three known ways in which a mother can three known ways of mother to child transmission of
transmit HIV/AIDSto her child HIV/AIDS

Indicator 4: 90% of mothers/caregiverswill be Percentage of mothers and caregivers who state they are
willing to allow children under their care to play with willing for achild under their care to play with an HIV-
an HIV-positive child positive child.

Indicator 5: 100% of DOH health facilitiesin the Percentage of clinics and hospitals providing

project areawill provide appropriate HIV/AIDS STls HIV/AIDS STls screening and counseling.
prenatal screening and counseling according to
protocols.

Indicator 6: 75% of households caring for OV Cswill Percentage of caregivers caring for OV Cswho have
be aware of and know how to access DSW grants and established contact with DSW.
Services.

6 MCDI’'s estimates indicated that we would have to double the sample size to be able test the difference in behavior
between mothers and caregivers.
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INDICATORS

DEFINITION

Indicator 7: 85% of high school studentsin schools
with active School Health Clubs (SHCs) are able to
name at least two strategies of prevention

Percentage of school studentsin schoolswith active
SHC can name at-least two strategies of HIV/AIDS
prevention

Indicator 8: 60% of high school studentsin schools
with active SHCs report adoption of one of three
strategies of HIV/AIDS prevention (abstinence, being
faithful, condom use)

Percentage of school studentsin schoolswith active
SHC adopting at-least one of the three methods of
HIV/AIDS prevention

CONTROL OF DIARRHEAL DISEASES

Indicator 1: 90% of mothers and caregivers whose
child experiences adiarrheal episode during the
previous two weeks will provide oral rehydration
therapy(ORS, SSS, or home available fluids) to the
child under their care during diarrheal episodes.

Percent of mothers and caregivers who report they gave
ORT during their child’ slast episode of diarrhea

Indicator 2: 50% of mothers and caregiverswill report
that they wash their hands before feeding the child
under their care.

Percent of mothers and caregivers who report hand-
washing before feeding children

Indicator 3: 85% of mothers and caregivers whose
child experiences adiarrheal episode during the
previous two weeks will give the same amount of or
more liquids than usual during diarrheal episodes.

Percent of mothers and caregivers who report that they
gave the same or more than usual liquids during the
child’slast diarrhea episode.

PNEUMONIA CASE MANAGEMENT

Indicator 1: 35% of mothers/caregivers whose child
with cough experiences rapid or difficult breathing
during the previous two weeks will seek medical
attention by the end of the day after the onset of
symptoms.

Percent of mothers/caregivers who report they sought
medical treatment for their child with cough and rapid or
difficult breathing by the end of the day after the onset
of symptoms.

Indicator 2: IMCI protocols for pneumonia diagnosis
and treatment will be implemented and correctly used
in 100% of the project clinics

Percent of clinics treating children who correctly
diagnose and treat children with cough and difficult
breathing according to IMCI protocols during
supervisory visits.

IMMUNIZATION

Indicator 1: 70% of children aged 12-23 months will
be fully immunized per RTH card

Percent of KPC children 12-23 months of age whose
RTH Cards indicate that they are fully immunized.

Indicator 2: 80% of children aged 12-23 months will
have received a measles vaccination per RTH card

Percent of KPC survey children 12-23 months of age
whose RTH Cardsindicate that they are immunized for
measles.

MATERNAL AND NEONATAL CARE

Indicator 1: At least 60% of mothers/caregivers will
be aware of two or more of the danger signsin
newborns that require immediate treatment.

Percentage of mothers/caregivers who can name two or
more of the danger signsin newborns.

Indicator 2: 40% of CHCs will have established a cost
recovery/financial system or loan system for different
priority PHC activities(e.g., transportation for
obstetrical emergencies, incentives for CHWs, HBCV's,
etc.)

Percentage of community based health funds
established in CHC catchment areas

Indicator 3: During their last pregnancy, 50% of
women will have made an antenatal visit during the
first trimester of pregnancy and at least three antenatal
visits thereafter

Percent of mothers who report they made one antenatal
visit during their first trimester and that they made at
least 4 antenatal visitsin all.

Indicator 4: 80% of midwivesin program area health
facilitieswill betrained in the PEP modules.

Percentage of midwivesin program area health facilities
who are trained in the PEP modul es.
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C. Sampling Design

In keeping with standard cluster sample survey design, a sample of 300 households was drawn
from the expanded project area in Ndwedwe Sub-Didrict. Households with children under the
age of five were sdected for the survey (as opposed to the usud KPC sdlection criteria that
identifies households with children under 2) in an atempt to capture more households with
children that have been affected by HIV/AIDS, that is, households in which the child has logt one
or both parents and is being cared for by a non-maternad caregiver. Though it was recognized
that expanding the sdlection criteria to the under-5 age cohort would likely reduce the reiability
of the point estimates for the under-2 age group, it was fdt that net benefit was postive given the
anticipated increased rdiability with respect to households with children that have been affected
by HIV/AIDS — a criticaly important, yet reatively poorly understood, epidemiologica factor in
the project area.” Although a sample size larger than 300 would have enabled the team to obtain
edimates with smdler confidence limits this was nather logigicdly nor financidly feesble
because of the large distances between households in Ndwedwe, paticulaly in the new
expanson area. These factors, combined with the fact that the NDCSP had undergone a KPC
aurvey farly recently (in 2000), led the team to decide to limit the sample sze to 300
households.

Ten households were sdlected n each of 30 clugters. Clusters were sdected using a systematic
random sampling methodology that sdlected the clugters from the tribd authority arees and
asociated enumerator area codes (equivaent to housing areas in areas for which there is
mapping available) in proportion to the population size of the triba area. Thus larger tribd areas
had a higher probability of having clusters drawn. 1998 population projections based on the 1996
census were provided to the NDCSP by the Human Sciences Research Council. See Annex 3 for
aliging of the clusters sampled.

Once the survey teams reached the designated cluster Ste, the initid household surveyed within
the clugter, as well as the direction from the initid household was randomly sdected. A dart-
point near the center of the cluster was designated. The team members spun a pencil to randomly
sdect a direction. Households were visted in the direction the pencil was pointing in. They then
vigted the next nearest household in that direction until they @me to the end of the limits of the
cluster, defined by enumerator area code. Households were sdected for interview if they had a
child under 5living iniit.

When a household was chosen that had more than one child under 5 living in it, the enumerator
was indructed to ask the mother questions relating to the youngest child. If there were two or
more mothers living in the household with children under five, again the mother with the
youngest child was chosen to answer the questionnaire.

D. Training of Supervisorsand Interviewers

Training of supervisors and enumerators was carried out by MCDI's KPC consultant, Gita
Gidwani. The supervisors for the KPC Survey conssted of both NDCSP and DOH dff,

" Thelossin precision for questions pertaining to the under-2 population expected as aresult of change in our selection criteria
was not deemed to be overly problematic given the relatively wide confidence intervals typically generated using the cluster
sampling methodology as aresult of the design effect associated with intra-cluster homogeneity.
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induding individuds with previous supervisory work experience from the NDCSP's 1996
basdine survey. The NDCSP and DOH daff agreed that this exercise would be an important
learning opportunity for the DOH daff. Because of the NDCSP's strong emphass on community
participation, the enumerators were sdected from the NDCSPs group of home-based care
volunteers (HBCVYS). Involving the HBCVs in the KPC process was not only seen as a means of
enhancing community participation, but was dso seen as a means of providing them with the
opportunity to earn money and gain kills.

Supervisors received a day of specidized traning prior to the onset of joint training for
supervisors and interviewers. The first day of supervisor training was very participatory, and the
entire quettionnaire was reviewed. During this time, the supervisors were encouraged to ask
questions and provide suggestions regarding the entire KPC survey process, as well as regarding
the questionnaire. As a result of this firg day of training, a few changes were made to the
guestionnaire.

The joint training of supervisors and interviewers took place over five days and aso employed a
participatory approach where four of the supervisors led the training. Prior to the first day of
traning, the MCDI team reviewed the training curriculum and ddegated respongbility for the
various sessons among the four senior supervisors, who are dl nurses.

The fird day of traning was dedicated to survey adminigration, methodology, and
underganding the questionnaire.  The MCDI team indructed the interviewers in the following:
(@ purpose and objectives of the survey, (b) sdection of the sample size, (¢) sdection of the
garting household and survey direction, (d) community protocols and taboos, and (€) a thorough
review of the customized questionnaire. The second day of traning continued with a detaled
review of the entire questionnaire to ensure that the interviewees understood the questions.

The remaning two days of traning were dso dructured around the questionnaire. The
interviewees were ingructed to study the questionnaire as their homework, and to come to class
the next day with any questions or issues that needed claification. The definition of a caregiver
as someone other than the parent who has permanent or long-term responshility for a child was
dso explaned to the interviewees during this time. In addition, as stated previoudy, in
households with more than one child under the age of five the enumerators were indructed to
sdect the mother/caregiver of the youngest child in the household. Interviewing techniques,
including role-playing, aswell as sdection of households within the clusters was aso reviewed.

On the fifth day of training, the questionnaire was pilot-tested by each group on a household near
to the traning center. Although only one of the enumerators from each group adminigered the
survey, the other enumerators in the group were ingructed to follow adong and take any notes as
needed. Any outdanding issues were clarified through the pre-teting of the survey. See Annex
4 for an overview of the training schedule.

E. Method of Data Collection

The survey was conducted over a five-day period from November 27-December 1, 2001. Teams
were guided to the cluster sites by the drivers of the transport vehicles, dl of whom were
resdents of the didrict. There were sx teams with four enumerators and one supervisor for each
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team. The supervisor of each team was responsible for the sdection of the starting household and
the survey direction.

The supervisors observed at least one complete interview each day, and tried to accompany and
directly supervise those enumerators whose performance demondrated that they needed more
direct atention. The length of time for each survey was approximately 45 minutes. In addition,
both of the data entry persons reviewed many of the written surveys before any data was entered
as a qudity control mechanism. This dso led to a faster and easier data entry process, as the data
entry persons were very familiar with the survey.

In order to ensure consent and confidentidity, a consent form was attached to each survey. Each
interviewer was ingructed to read the consent form to the mother before commencing with the
survey. The consent form from the Rapid KPC Survey was used. The form advised the potentiad
respondent that she was not obligated to participate in the survey, that dl information would be
held in confidence, and that the information would be used to help hedth workers plan hedth
activities. The interviewers were required to sign each form verifying that it had been read to the
mother/respondent, and that she had consented to participate. In spite of our best efforts we
experienced greater than usua problems with qudity control, which has caused a much higher
proportion of mising values in our dataset than has occurred when MCDI has administered
amilar surveys in the past. Though the reliability of our results have cearly been adversdy
impacted to some degree, we bdlieve that a lot of useful information has been gained from the
survey and that the process will serve as a learning device both for MCDI and the NDCSP and
DOH gff.

F. Method of Data Analysis

The data was tabulated and analyzed using the EPl INFO EPI6 software program. EPI/INFO
EPI6, developed at the Centers for Disease Control (CDC) in Atlanta, was designed specifically
for the andyss of hedth surveys. For the purposes of this report, frequency didtributions for
each of the variables were generated. In addition, a number of bi-variate cross-tabulations were
adso derived. The findings from this andyds ae presented in the sections that follow. Point
esimates derived from the survey for each question are presented in Table 3 in the ensuing
section.

As can be seen from the table, the 95% confidence intervas for a number of the point estimates
are rather large — a phenomenon tha is not unusud in this type of smdl sample duster survey
design. To some degree, however, the confidence intervas are larger than they might have been
given that the sub-sample szes related to some of these questions was redtricted by our sample
desgn. As has been explained esewhere, the sampling desgn sought to obtain information not
just on the 0-23 aged population typicdly focused on in the Rapid Catch surveys but, given the
enormous AIDS orphan problem in the project area, to collect information on the G5 year cohort
as wdl. This necessarily meant that the 023 sub-sample size was reduced to some degree. The
wider confidence limits were consdered a necessary trade-off for obtaining a broader and more
relevant set of indicators upon which to formulate our overdl project strategy.

IV.RESULTS
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The survey conssed of 92 quedtions, which are discussed bdow. The use of different
denominators for different questions reflects whether (1) the questions were addressed to
mothers and caregivers together, or mothers alone, (2) questions were addressed to particular
cohorts of the survey population sdected for specific hedth-reated criteria such as whether their
child had been ill with diarrhea during the preceding two weeks, and (3) missng data caused by
qudity control problems. Three hundred (300) questionnaires were entered into EPI/INFO for

andyss.

Table 3: 2001 Baseline KPC Results
Ndwedwe Digrict Child Survival Project

Cost Extension Proposal Objectives

Numer ator/
Denominator

Per cent

Confidence
limits

HIV/AIDS/STIs Objectives (30% of LOE), by EOP:

1. 65% of mothers/caregiverswill be aware of at least
three symptoms of STls other than HIV/AIDS in
females.

2. Mothersreporting use of condoms on last act of
intercourse will increase from 30% to 50%.

3. 90% of mothers can recognize at |east three known
waysin which amother can transmit HIV/AIDSto
her child.

4. 90% of mothers/caregiverswill be willing to alow
children under their care to play with an HIV-
positive child.

5. 100% of the DOH health facilitiesin the project area
provide appropriate HIV/AIDS/STIs prenatal
screening and counseling according to protocols.

6. 75% of households caring for OV Cswill be aware
of and know how to access DSW grants and
services.

7. 85% of high school studentsin schoolswith active
School Health Clubs (SHCs) have adequate
knowledge of HIV/AIDS prevention as
demonstrated in their ability to name at least two
strategies of prevention.

8.  60% of high school studentsin schoolswith active
SHCsreport adoption of one of three strategies of
HIV/AIDS prevention (abstinence, being faithful,
condom use).

43/164

52/174

136/254

172/252

Not KPC

Not KPC

Not KPC

Not KPC

26%

30%

54%

68 %

20%-33%

23%-37%

47%-60%

62%0-74%

Control of Diarrheal Diseases Objectives (20% of L OE), by EOP:

1. 90% of mothers/caregivers whose child experiences
adiarrheal episode during the previous 2 weeks will
provide oral rehydration therapy (ORS, SSS or
available home fluids) to the child under their care
during diarrheal episodes

Analyzed for children 0-59 months of age

23/31

44/64

4%

69%

55%-88%

56%-80%
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Cost Extension Proposal Objectives

Numer ator/
Denominator

Per cent

Confidence
limits

2. 50% of mothers/caregivers will report that they
wash their hands before feeding the child under their
care

Analyzed for children 0-59 months of age

20/135

271299

15%

9%

P0-22%

9%-21%

3. 85% of mothers/caregivers whose child experiences
adiarrheal episode during the previous 2 weeks will
give the same or more liquids than usual during
diarrhea episodes

19/29

66%

41%-76%

Analyzed for children 0-59 months of age

30/60

50%

37%-63%

Pneumonia Case M anagement Objectives (20% of L OE), by EOP:

4. 35% of mothers/caregivers whose child with cough
experiences rapid or difficult breathing the previous
two weekswill seek medical attention by the end of
the day after the onset of symptoms

Analyzed for children 0-59 months of age

3/30

9/68

10%

13%

29%0-27%

6%-24%

5. IMCI protocols for pneumonia diagnosis and
treatment will be implemented and correctly used in
100% of the project clinics

Not KPC

Immunization Objectives (15% of L OE), by EOP:

1. 70% of children aged 12-23 months are fully
immunized per RTH card

22/43

51%

36%-66%

2. 80% of children aged 12-23 monthswill have
received ameasles vaccination per RTH card

26/43

61%

45%-75%

Mater nal/Neonatal Car e Objectives (15% of LOE), by EOP:

1. Atleast 60% of mothers/caregiverswill be aware of
two or more of the danger signsin newborns that
require immediate treatment

122/300

41%

35%-47%

2. 40% of CHCswill have established a cost
recovery/financial system or loan system for
different priority PHC activities (e.g., transporting
obstetrical emergencies, incentives for CHWSs,
HBCVs, etc.)

Not KPC

3. Duringtheir last pregnancy, 50% of mothers will
have made an antenatal visit during the first
trimester of pregnancy and at least three antenatal
visits thereafter

40/196

20%

13%-28%

4. 80% of midwivesin program area health facilities
will be trained in the PEP modules

Not KPC
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Rapid CATCH Findings

INDICATOR Numer ator/ Per cent Confidence
. limits
Denominator

Measure of child health and well-being

% of children aged 0-23 months who are underweight (-2SD N/A®
from the median weight-for-age, according to the
WHO/NCHS reference population

Prevention of llIness’Death

% of children age 0-23 months who were born at-least 24 N/A
months after the previous surviving child
% of children age 0-23 months whose births were attended by 101116 8% 80%-93%

skilled health personnel

Analyzed for children 0-59 months of age 217/252 86% 81%-90%
% of mothers with children age 0-23 months who received at 77/87° 89 % 80%-94%
least two tetanus toxoid injections before the birth of their result based
youngest child onone TT

injection

Analyzed for children 0-59 months of age 166/194 84% 78%-89%
% of children age 0-5 months who were exclusively breastfed 12/32 3B% 21%-56%
during the last 24 hours
% of children aged 6-9 months who received breast-milk and 13/16 81% 54%-96%
complementary foods during the last 24 hours
% of children age 12-23 months who are fully vaccinated 22/43 51% 36%6-66%
before the first birthday
% of children 12-23 months who received a measles vaccine 26/43 61% 45%-75%
% of children 0-23 months who slept under an insecticide- N/A

treated net the previous night

% of mothers/caregivers with children age 0-23 months who cite at 66/97 68% 58%-77%
least two known ways of reducing therisk of HIV infection

Analyzed for children 0-59 months of age 147/234 63% 57%-69%

8 The KPC survey did not measure weight-for-age to estimate under-weight and neither was a nutritional survey
conducted

® The KPC survey did not report naternal tetanus toxoid (TT) coverage since mothers reported that the Maternal
Health Cards are held at the facilities. According to the DOH, there were no cases of tetanus in KwaZulu Natal
between 1998 - 2000 (Directorate: Health Systems Research and Epidemiology Notification System, Pretoria,
2000). National DOH data also shows a high percentage of pregnant women in the province (75%) receiving tetanus
toxoid immunizations.
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INDICATOR Numerator/ Per cent Confidence
Denominator limits

% of mothers/caregiverswith children age 0-23 months who 7/135 5% 2%-10%
report that they wash their hands with soap/ash before food
preparation, before feeding, after defecation, and after
attending to a child who has defecated

Analyzed for children 0-59 months of age 8/300 3% 1%-5%
Management/Treatment of IlIness
% of mothers/caregivers of children age 0-23 months who 95/135 71% 62%-78%
know at least two signs of childhood illness that indicate the
need for treatment

Analyzed for children 0-59 months of age 206/300 69% 63%-74%
% of sick children age 0-23 months who received increased 73 1% 0%-5%

fluids and continued feeding during an illness in the past two
weeks

The rapid catch indicators above are included in this report as suggested in the KPC 2000+ Todl
and Fiedd Guide. The Breastfeeding subsection C, discussed in the results section below includes
catch indicators. Although NDCSP project will not directly messure the breastfeeding practices,
the best practices of exclusve breastfeeding and appropriate complementary feeding will be an

overarching message that will be disseminated with mothers/caregivers.
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A. Demographics

In the Ndwedwe Didrict Child Surviva Project target area, the mean age reported by
motherg/caregivers surveyed is 32.77 years. Graph 1 beow illustrates the age group of
mothers/caregivers who were interviewed.

Graph 1: Age Distribution of Mothers and Caregivers
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Among the children in the survey, roughly 24% are under the age of one year (11 months of age
or younger), 21% of the children are 12-23 months of age and 55% are between two and five
years of age. The mean age of children in the survey is 28.17 months. Based on the age and sex
digribution of the 300 households, 49% of the children aged 359 months are femaes and 51%
aremae. Age and sex of the children in the sample are presented in Table 5.

Table5: Ageand Sex of the Children Sampled

AGE MALE FEMALE TOTAL
Lessthan 5 months 18 19 37
5-11 months 17 19 36
12-23 months 39 23 62
24-59 months 79 86 165
TOTAL 153 147 300

Most of the children surveyed were being cared for by their mothers. Among the 15% who were
under the care of caregivers other than their mother, the mgority (85%) were being cared for by
their grandmother. 87% of the mothers/caregivers were found to be working outside the home.

As shown in Grgph 2, the educationd atanment of mothers and caregivers is rdatively high.
Only 20% had no formad education whasoever while over haf had secondary education or
above. This is a dgnificant finding for the Project snce it edtablishes that modern forms of
information dissemination (print media, radio and TV) ae likdy to be quite effective for a
Szesble proportion of the target population. Never the less the fact that nearly hdf of the
mothers and caregivers had a primary education or none a al suggests the need to continue with
less modern forms of outreach.
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Graph 2: Caregivers' Level of Education
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B. HIV/AIDS/STIs

Knowledge
All mothers/caregivers with children age 0-59 months were asked, “Is there anything a person

can do to avoid getting AIDS or the virus that causes AIDS?' 26 respondents did not answer the
question, but of those who did, roughly 86% reported in the affirmative. Among these, dightly
over haf (54%) were aware of at least two ways of prevention. A smilar percentage knew of at
least three ways of transmission of HIV/AIDS from a mother to the child. See Table 16 below.

Table 16: Percent of mothers awar e of at least two ways HIV/AIDS can be transmitted
from mother to child

#OF WAYSHIV/AIDSCAN BE TRANSMITTED NO. (% ) OF MOTHERS
FROM MOTHER TO CHILD

0 52 (21%)
1 28 (11%)
2 38 (15%)
3
=

136 (54%)"°
OTAL 254

Mothers only were dso asked whether they had heard about other infections transmitted through
sexua contect, apart from AIDS. Of the 254 mothers in the sample, 252 mothers answered this
guestion. Of these, 58% reported that they had heard about other infections. Less than a third of
the mothers who had heard about other infections (26%) knew three or more signs and symptoms
of thistype of sexudly transmitted infection.

Although mothers/caregivers knowledge that HIV/AIDS can be avoided was found to be high,
knowledge about multiple ways of transmisson and prevention was less pevasve. Given the
relatively high incidence of HIV/AIDS in KwaZulu Nad province it will be important for the
Project to focus on increasing knowledge and practice of agppropriate ways of prevention. The
project will continue to use multiple srategies for HIV/AIDS education such as DramAide, in-

19 Throughout the report percentagesin tables may not equal to 100% due to rounding
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school education and community worker outreach provided by home based care volunteers
(HBCVs), and community hedlth workers (CHWYS).

All  mothers/caregivers were asked whether there is a cure for AIDS. Of the 300
motherg/caregivers in the sample, 248 mothers responded to this question; approximately 19%
reported "yes," while another 10% did not know.

Attitudes and Practice

In addition to assessing knowledge, several quegtions in the KPC measured mothers/caregivers
attitudes towards people living with HIV/AIDS. If a redive of the mother/caregiver became sick
with the AIDS virus, 77% reported they would be willing to care for him/her in ther own
household if they could afford it while 18% reported they would not be willing to do so.
Approximately 78% of motherdcaregivers dated that if their child's teacher had the AIDS virus
but was not sick, the teacher should be alowed to continue teaching school. Although more than
hdf of the motherscaregivers sad that they would dlow their child to play with another child
who had the AIDS virus, a relatively large percentage (32 %) reported they either did not know
or would not dlow ther child to play with another child who has AIDS. The survey evidence
reveds that athough progress has been made in educating the generd population about the risks
of living with people affected by HIV/AIDS, prgudice dill exiss among a non-negligible
proportion of the population. The gigma associated with HIV/AIDS 4ill forms a barrier to
effectively curtaling the epidemic. The Projects HBCVs supervisors corroborated these
perceptions by reporting that most patients ill do not reved their sero-status, and thus do not
benefit from the quality of care they could obtain. It is anticipated that the Project’s strategies of
usng HBCVs and DramAide will result in creating more awareness and a change in the socid
gigmeas, especidly in care of the Sck and the acceptance of the person with HIV/AIDS.

According to those who were willing to answer questions about their sexud practice and that of
their husbands, approximately 45% believed that their partners had multiple sexua partnerst:.
Although a high percentage of mothers reported that they beieved their husbands had multiple
partners, besdes the exiging socid digmas dated above, traditiond culturd vaues result in
mothers inability to influence ther patners sexua behaviors. This was d<o reflected in the fact
that only 30% reported usng a condom the last time they had sexud intercourse. Table 17
provides the main reasons these mothers gave for using a condom.

Table 17: Reasonsfor usng a condom on the last sexual act (multiple answer s allowed)

REASONSFOR USING A CONDOM ON LAST % OF MOTHERS
SEXUAL ACT
To prevent STDSHIV 33 (64%)
To prevent pregnancy 25 (48%)
To prevent both STDs/HIV and pregnancy 14 (27%)
Partner has other partners/doesn't trust partner 6 (12%)
Partner insisted 1(2%)
| TOTAL 52 (100%)

Note: Because multiple answers were permitted for this question, the total (52) represents the number of
women who reported using a condom and therefore does not add up to the numbersin the column.

11 Responses were not provided for 111 mothers among whom 46 constituted outright refusals to answer.
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C. Control of Diarrheal Diseases

Knowledge
24% of the mothers and caregivers with children less than 24 months of age reported that their

child had experienced an episode of diarrhea in the two weeks prior to the survey. Information
related to the care of these 32 children during the diarrheal episode is presented below. Nearly
three quarters (74%) of these mothers/caregivers had correct knowledge of how to make a sugar
st solution (SSS), while the remaining mothers/caregivers ether did not know how to make the
solution or stated an incorrect way of making the solution. A cross-tabulation of knowledge of
SSS preparation and the level of maternd/caregiver educetion reveded that better educated
motherg/caregivers are no more likely to know how to prepare SSS than those who are less well
educated. This seems to suggest that increasing knowledge of correct SSS preparation will
depend principaly on gaining access to those who do not know how to properly mix SSS rather
than on changing the information provided.

Practice:

Table 6 bdow summarizes the feeding practices of mothers'caregivers during the child's
diarrhed episode. It reveds that a large proportion (84%) of mothers/caregivers whose child
experienced a diarrheal episode during the two weeks prior to the interview, either reduced or
did not increase the quantity of food given to the child during the illness episode. None of the
children were given more to eat as recommended under rehydration therapy!

Table 6. Feeding Practices by Mother s/Car egiversfor Children with Diarrhea

FEEDING DURING DIARRHEA EPISODE No. (% ) OF MOTHERS/CAREGIVERS
L ess Quantity of Food 14 (45 %)
Same Quantity of Food 12 (39%)
Greater Quantity of Food 0(0%)
Exclusive Breastfeeding 5 (16%)
TOTAL 31 (100%)
Missing 1

Table 7 describes in detail the practice of motherScaregivers in providing liquids during their
child's diarheal episode. Again, as in the case of feeding above, it is evident that a large
percentage (83%) either provided less than the usual amount of liquids, or did not increase the
volume of liquids administered. Only 7% actudly increased the volume of liquids provided to
their child during their diarrhed episode as intended under rehydration therapy!

Table 7: Percent of Mothers/ Caregiverswho Reported Giving the Same or More Liquids

than Usual During Diarrheal Episodes

LIQUIDS DURING DIARRHEA EPISODE No. (% ) OF MOTHERS/CAREGIVERS
LessVolume of Liquids 10 (35%)
Same Volume of Liquids 14 (48%)
Greater Volume of Liquids 2 (7%)
Exclusive Breastfeeding 3 (10%)
TOTAL 29 (100%)
Missing 3
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The finding tha very few motherdcaregivers increesed food and liquid intake during their
childs diarhed episodes is surprisng given that 74% of the motherscaregivers whose child
experienced a diarhed episode during the previous two weeks reported administering ORT
(either ORS or SSS). In order to invegtigate this gpparent contradiction in practice further, a
cross-tabulation of ORT use with increased food and liquid intake is presented in Table 8.

Table8:ORT Useand Increased Food and Liquid Intake During Diarrheal Episodes

INCREASED FOOD AND LI1QUID INTAKE DURING DIARRHEAL EPISODE
ORT USE YES NO
N (Row %) N (Row %)
YES 2 12% 16 83%
NO 1 23% 2 67%

Table 8 reveds that only 12% of the motherscaregivers who used ORT actudly increased the
volume of food and liquids adminisered to ther child during a diarhed episodel Evidently,
there is a widespread misunderstanding about rehydration thergpy, and mothers/caregivers
appear to be administering ORT in much the same way as they would atibiotics — as a trestment
for diarrhea rather than as a thergpy for combating dehydration associated with diarrhea. This is
clearly a misconception that the Project will need to address within its information/education
drategy.

In order to ascertain whether the contradictory practice of administering ORT while redtricting
food and fluid intake during diarhed episodes is lagdy an informationd problem (i.e,
mothers/caregivers have not been informed of the purpose of ORT and the benefits of
rehydration) or a comprehenson problem (i.e, certain mothers/caregivers do not understand the
purpose of ORT and the benefits of rehydration), a cross-tabulation of maternd/caregiver
educationd attainment by food and liquid intake is presented in Table 9. The typothess here is
that the drategy needs to be largely informationd (i.e, broad-based dissemination of appropriate
information on ORT and rehydration) if increased food and liquid intake is unrdated to
educationd atainment, whereas the drategy needs to be largely one of targeted education if
incressed food and liquid intake is pogtively correlated with educetiona atainment. In the latter
case, the evidence would suggest that mothers/caregivers with little or no education need to be
targeted for education on the need for and benefits of rehydration and thet this is the purpose of
ORT aswadll asincreased food and liquid intake.

Table 9: Educational attainment of mother g/car egiver sand increased liquid intake during
diarrheal episode

INCREASED FOOD AND LI1QUID INTAKE DURING DIARRHEAL EPISODE
EDUCATIONAL YES NO
ATTAINMENT N (Row %) N (Row %)
OF MOTHERS/
CAREGIVERS
SECONDARY OR 2 20% 8 80%
HIGHER
PRIMARY 0 0% 5 100%
NONE 1 17% 5 83%
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Table 9 suggedts that maternd/caregiver educationd attainment is not pogtively corrdated with
increased food and liquid intake during their children's diarhed episodes. This further suggests
that the Project will need to focus largely on a broad-based informational Strategy that seeks to
disseminate to al mothers/caregivers correct information concerning ORT and rehydration.
Developing digtinct targeted educationd drategies for less educated mothers'caregivers will not

apparently be necessary.

Another potentidly beneficia consequence of effective ORT use for management of diarrhed
disease could be a reduction in the demand for inditutiondly based clinical care in these cases.
As reported earlier, 74% of motherdcaregivers whose child experienced a diarrheal episode
during the previous two weeks reported administering ORT (either ORS or SSS). A smdler
percentage (66%) of these same mothers/caregivers reported that they sought adviceltreatment
outsde the home when ther child had diarhea The quedion is therefore, were
mothers/caregivers who use ORT less likdy to seek advice treatment outsde the home when
their child had diarhea? This is investigated in Table 10, which presents the results of a cross
tabulation between ORT use and care seeking at hospitals and clinics for diarrhed cases.

Table 10: Care Seeking Behavior and ORT Usein Cases of Diarrhea

SOUGHT HOSPITAL OR CLINIC CARE WHEN CHILD SICK WITH DIARRHEA
ORT USE YES NO
N (Row %) N (Row %)
YES 18 67% 9 33%
NO 3 60% 2 30%

Table 10 suggests that motherg/caregivers who adminiter ORT ae just as likdy to seek
trestment at hospitals or clinics when their child suffers from diarhea as motherS/'caregivers who
do not administer ORT.*? Given the fact that ORT use is not positively corrdated with incressed
food and liquid inteke, it is possble that the results presented in Table 10 smply confirm the
tendency for mothers/caregivers to view ORT as a cure for diarrhea and that if it does not stop
the diarhea soon after being administered they fed the need to seek out medicd care. This
tentative hypothesis appears to be supported to some degree by the evidence reported in Table
11, which reveds that 84% of the motherdcaregivers waited a least one day to seek medica
carefor their child suffering from diarrhea, while only 17% waited two or more days.

Table 11: Thetimetaken to seek treatment for the child with diarrhea

TIME TAKEN TO SEEK TREATMENT DURING NO. (%) OF MOTHERSCAREGIVERS
DIARRHEA EPISODE
Same Day 3(17%)
Next Day 12 (67%)
2 Days 1 (6%)
3 or more Days 2 (11%)
TOTAL 18 (100%)

The quedtion then arises, did motherscaregivers who increased the volume of food and liquid
administered to their child during a diarrhead episode seek out care a a clinic or hospitd less

12 The small number of observations for mothers/caregivers who do not administer ORT prevents us from testing
whether the small observed difference in proportionsis statistically significant.
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frequently than mothers/caregivers who did not increese food and liquid intake? Table 12
evduaes this phenomenon by cross tabulating whether motherScaregivers sought clinic or
hospital care for their child's diarrhea with the use of ORT and increased food and liquid intake.

Table 12: Care Seeking Behavior and Increased Food and Liquid Intake in Cases of
Diarrhea

ORT USE AND SOUGHT HOSPITAL OR CLINIC CARE WHEN CHILD SICK WITH DIARRHEA
INCREASED FOOD YES NO

AND LIQUID N (Row %) N (Row %)
INTAKE DURING

DIARRHEAL

EPISODE

YES 8 67% 4 33%
NO 11 61% 7 3%

Table 12 suggests that motherscaregivers who increased the volume of food and liquids
administered to their child during diarrhed episodes are just as likely to seek care a a clinic or
hospita when ther child suffers from diarrhea as mothers/caregivers who do not increase food
and liquid intake. This finding could be the result of a number of factors. Fird, it may be a
function of the fact that most clinics have ORT Corners and that mothers/caregivers frequent
these to obtain ORT assistance. Second, it is possble that mothers/caregivers who use ORT and
increese food and liquid intake teke their child to the dinic or hospitd if the diarhea is
particularly severe. Or third, it could reflect the underlying need for better education as to the
fact thet most diarrheas are slf-limiting and that ORT is not acure for diarrhea.

The survey dso examined sanitation practices and hand washing in paticular.
Motherdcaregivers of children under 24 months were asked when they washed their hands
“before cooking”, “before eating”, “before feeding,” and/or “after defecation.” Table 13 presents
the frequency of mothers/caregivers who reported that they did wash their hands at these times.

Table 13: Percent of mother s/car egiver swho reported when they wash their hands*

WHEN RESPONDENTSUSUALLY WASH HANDS NO. (%) OF MOTHERSCAREGIVERS
Before Feeding Children 20 (15%)
Before Eating 36 (27%)
Before Cooking 69 (51%)
After Defecation 105 (78%)
TOTAL 135 |

*Multiple responses permitted; therefore total percentages will exceed 100%

Table 13 reveds tha a very smal percentage of motherscaregivers wash their hand before
feeding their children, and that gpproximately haf dso do not wash ther hands before cooking.
The Project will clearly need to focus attention on educating mothers/caregivers on the etiology
of diarhed dissese and the benefits of hand washing before cooking, egting and feeding ther
children.

D. Breastfeeding

Practice:
A very high percentage (97%) of mothers with children under the age of two, reported that they

Ndwedwe District Child Survival Project 2002 Baseline KPC Report 23




breastfed their child. As shown below in graph 3, of al the mothers who reported breastfeeding
their child, 55% said that they put ther child to the breast soon after ddivery. 27% said that they
put the child to the breast within 8 hours after birth, while 18% did so after 8 hours.

Graph 3: TimeTaken to Initiate Breastfeading

18%

After ddivery
55% Within 8 hours
O After 8hours

The data for exclusve breastfeeding were obtained by asking mothers what they had fed their
child in the previous 24 hours. Those who indicated only “breast milk” were conddered as
having exclusvely breastfed their child (this is the concluson suggested in the KPC 2000+ Todl
and Fdd Guide). Usng these criteria, it is evident that approximately 63% of the mothers did
not exclusvely bresstfeed their child. Motherslcaregivers ae  probably  introducing
complementary foods and top feeds a an early age. Although promotion of breastfeeding and
complementary practices is not a direct intervention of the Project, it is an overarching message
that is integrated as a practice when the child is sick with diarrhea, pneumonia or any childhood
alments The child survivd messages will promote appropricte practices of excusve
breastfeeding to reduce episodes of diarrhea and increase feeding when the child has diarrhea or
pneumonia, which is apparently low according to the KPC.

E. Pneumonia Case Management

Knowledge:
Only 11% of motherdcaregivers for children age 0-23 months had knowledge of fast and

difficult breathing as a dgn of illness requiring immediate care. This finding is corroborated by
the quditative research results that identified tha mothers/caregivers were unable to define
pneumonia by a set of diginct symptoms thus making it difficult for them to recognize it as a
dangerous condition requiring atention by medica personnd. This is probably the reason tha
only 10% of the motherdcaregivers actudly sought medica atention for the child by the end of
the day after the onset of symptoms (see Table 17).

Practice:

46 % of mothers/caregivers reported that their child under the age of 2 had an illness with cough
in the last two weeks prior to survey, of which 55% reported that the cough was accompanied by
short fast breaths.

Table 14 examines the percentage of mothers/caregivers who administered varying quantities of
liquids to ther child suffering from a cough with fast breathing. It reveds that a high percentage
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(88%) of mothers/caregivers reported either reducing or not increasing the volume of fluids they
gave to their child with cough and fast breathing. None reported that they increased the volume
of liquids administered during the iliness event contrary to recommended practice!

Table 14: Percent of mother s/car egiver swho offered less than usual, about the same or
mor e than usual to drink when the child had cough with fast breathing

AMOUNT OF LIQUIDS GIVEN WHEN CHILD
HAD COUGH WITH FAST BREATHING

NO. (%) OF MOTHERSCAREGIVERS

L ess liquids than usual 19 (56%)
Same liquids as usual 11 (32%)
More liquids than usual 0 (0%)
Exclusively breastfeeding 3(9%)
Don't know 1 (3%)
TOTAL 34 (100%)

Table 15 reports on mothers/caregivers breastfeeding practices during a child's respiratory
illness. As in the case of liquids in generd, it reveds tha a very high percentage (89%) either
reduced or did not increase the amount of breast milk given during the child's respiratory

illness. Only 7% actudly increased the amount of breast milk given during the illness

Table 15: Breastfeeding practices when child had cough with fast breathing

BREASTFEEDING PRACTICESWHEN CHILD NO. (%) OF MOTHERS
HAD COUGH WITH FAST BREATHING

Stopped Breastfeeding completely 1(4%)
Breastfed less 16 (59%)
Breastfed same 8 (30%)
Breastfed more 2 (7%)

Not breastfeeding 1(4%)

TOTAL 27 (100%)
Missing 8

Table 16 reports on the feeding practices of mothers/caregivers when their child suffered from a
cough and fast breathing. It reveds that an extremely high percentage (94%) of
mothers/caregivers reduced or did not increase the amount of food given to their child suffered
from a cough and fast breathing. None of the mothers/caregivers reported giving their child
more food to eat contrary to recommended practice!

Table 16: Percent of mother g/car egiver swho offer ed less than usual, about the same or

mor e than usual to eat when the child had cough with fast breathing

AMOUNT OF FOOD GIVEN WHEN CHILD HAD NO. (%) OF MOTHERSCAREGIVERS
COUGH WITH FAST BREATHING

Lessto eat than usual 24 (73%)

Same to eat as usual 7 (21%)

Maore to eat than usual 0 (0%)

Exclusively breastfeeding 1(3%)

Don't know 1(3%)

TOTAL 33 (100%)

Missing 2
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The preceding analysis confirms the practice reported earlier in the case of diarrhed disease case
management by mothers and caregivers. Very few motherscaregivers evidently understand the
need for increesng the quantity of food and fluid (including breest milk) when ther child is
experiencing respiratory illness. The Project will clearly need to develop a broad-based and
comprehendgve education strategy aimed a educating mothers as to the benefits of increased
food and fluid intake during respiratory illness events.

Coverage:
All mothers/caregivers with children who experienced a cough and or fast breathing were asked

whether they sought advice or treatment outsde the home. A high percentage of
mothers/caregivers (87%) reported that they sought treatment outsde the home for their child
when sck with a cough and fast breathing. In dl these cases care was sought ether from a
hospitd, a hedth center or clinic. However, as shown in Table 17, only 10% of the
mothers/'caregivers sought medica atention for the child by the end of the day after the onset of
symptoms. Approximately 44% of mothergcaregivers waited for 2 or more days. This has clear
implications for the Project, as it is essentid for mothers/caregivers to seek early and appropriate
cae for respiratory illnesses. The project will therefore, emphasize the importance of seeking
care on the same day and measure this as a key indicator in the pneumonia case management.

Table 17: Timetaken by mother S/car egiversto seek treatment for their child with cough
and fast breathing

TIME TAKEN TO SEEK TREATMENT FOR NO. (%) OF MOTHERSCAREGIVERS
CHILD WITH COUGH AND
FAST BREATHING

Same day 3 (10%)

Next day 14 (47%)

2 days 5 (17%)

3 more days 8 (27%)

TOTAL 30 (100%)

Missing 5

F. Immunization

The interviewers were indructed to record immunization dates from the child's immunization
card or Road to Hedth Card (RHC). The data on immunization status for children 12- 23 months
of age, therefore, is based on the RHCs actualy seen by the interviewers. There were 62 children
in the survey 12-23 months of age, of these 43 had a RHC seen by the interviewer. The following
are coverage figures for OPV, DPT, meades and full immunization.

Knowledge:
When mothers were asked at what age a dild should receive a meades immunization. Only 11%

reported a correct answer (9-12 months were considered a correct answers, however dl 11%
reported 9 months).

Coverage:
The following table reports the coverage for specific antigens for children age 0-23 months.
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Table 18: Immunization Coverage for Children 12-23 Months of Age

BCG IMMUNIZATION STATUS

AGE GROUP NO YES TOTAL
12-23 5 96(2/43) 95% (41/43) 13
POLIO 1IMMUNIZATION STATUS
AGE GROUP NO YES TOTAL
12-23 7 %(3/43) 93% (40/43) 3
POLIO 2IMMUNIZATION STATUS
AGE GROUP NO YES TOTAL
12-23 129%(5/43) 88% (38/43) 3
POLIO 3IMMUNIZATION STATUS
AGE GROUP NO YES TOTAL
12-23 201% (9/43) 79% (34/43) 13
DPT 1IMMUNIZATION STATUS
AGE GROUP NO YES TOTAL
12-23 12% (5/43) 88% (38/43) 13
DPT 2IMMUNIZATION STATUS
AGE GROUP NO YES TOTAL
12-23 12% (5/43) 88% (38/43) 13
DPT 3IMMUNIZATION STATUS
AGE GROUP NO YES TOTAL
12-23 16% (7/43) 84% (36/43) 13
MEASLESIMMUNIZATION STATUS
AGE GROUP NO YES TOTAL
12-23 40% (17/43) 60% (26/43) 13
FULLY IMMUNIZED STATUS
AGE GROUP NO YES TOTAL

12-23 49% (2143) 519% (22/43) 100% (43)

While BCG, Polio EIIl and DPT HlII coverage rates were fairly high, roughly 61% children age
12-23 months were immunized with a meaedes antigen and only 51% of children age 12-23
months were fully immunized.

G. Maternal and Newborn Care

Knowledge:
In the case of maternd care, gpproximately 33% of the mothers did not know of the danger signs

such as fever, excessve bleeding or smdly discharge as post patum danger signs indicating the
need for clinica care.

In the case of newborn care, roughly 60% of the mothers/caregivers did not know at least two of
the criticd dgns of infant illness such as poor feeding, fast-bresthing, duggish, irritable crying
and fever.

The Project will need to put paticular emphasis on educating mothers about signs of illness in
newborns while re-enforcing their knowledge of dgns of post patum maernd complications.
TBAs and CHWSs will recelve further training in this regard and will serve as key educators in
thisarea.

Coverage:
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1. Antenatal Care

The survey reveded that 76% of the 254 mothers interviewed sought antenatd care during their
last pregnancy. 68% of these reported seeking antenatal care from a nurse, 21% from a doctor,
and gpproximatdy 3% from a TBA. Only one fifth of the mothers reported that they began their
antenatd vigt during the firgt trimester and had at least three vidts theregfter. Clearly, this is an
area where the Project will hope to have a sgnificant impact by subgantively increesing early
and regular antenatal care use throughout pregnancies. In this regard, the Project will continue to
tran TBAs and CHWs to educate mothers on the benefits of seeking timely and appropriate
antenata care. TBAs and CHWSs will dso continue to be trained to refer obstetric complications
and those requiring emergency care to hospitasin the area.

2. Tetanus Toxoid |mmunizations

84% of the mothers reported that they received a TT injection when they were last pregnant.
Given that there were a rddively high number of missng observations for this quesion (60 of
the 254 mothers), the question arose whether these missing observations were for mothers who
reported that they had not used antenatal care? If this were the case, then the 84% TT vaccination
coverage rate would be sdectivity biased in an upward direction.*® In order to test for potential
sdectivity bias, TT responses were cross tabulated with Antenatal care use responses. Obsarving
a high proportion of the missing vaues for TT in the NO category for antenata care would
confirm sdlectivity bias.

Table 19: Test for selectivity biasin TT coverage

ANTENATAL CARE
TT YES NO MISSING
YES 116 444 3
NO 19 11 1
MISSING 2 1 57

As can be seen from Table 19, there is no evidence of sdectivity bias in the TT coverage result
presented earlier. Interestingly, however, 44 mothers who reported not seeking antenatd care
reported having received a TT vaccination. This suggests ether that there is recdl error in TT
vaccinations (which would mean that the TT coverage rate is understated) or that there is recal
aror in the use of antenatd care (which would mean that antenatd care utilization rates are
higher than reported).

3. AIDSTesting

Of the 192 mothers who provided an answer to whether they had been tested for HIV/AIDS,
over haf (57%) reported that they were tested while pregnant, while the rest said that they were
either never tested or did not know if they had been tested™®. Taken at face vaue, these results
would appear to suggest that there is a relatively high acceptance among women to be tested for
AIDS, and that tests are relativdly common as pat of antenatd care. Given that HIV/AIDS
testing is only adminigered a the hospital level in Kwazulu Natd, however, a cross-tabulation of
the AIDS test with ddivery location (hospitd or other Site) was evauated to attempt to confirm
the vdidity of this finding. Though the cross-tabulation reveded that women who ddivered in a
hospitd were 10% more likey to have reported being tested for HIV/AIDS than women who

13 To see this, note that since TT is administered at antenatal care visits, mothers who did not use antenatal care would not have
been vaccinated, and thus the percentage actually vaccinated would be substantially lower than the 84% reported here.
14 Sixty-two (62) of the mothers did not provide an answer for this question.
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ddivered in other locations™, this result was not found to be satisticaly significant'®. Moreover,
34 women in the sample (23% of the women) reported that they had been tested for HIV/AIDS
while having ddivered in a non-hospitd setting. This dther indicates that these women were
teted a some point in the antenatal process before deivery at a hospitd, or that they were
misinformed and believed they were tested when in redity they were not. What is more certan is
that with the high prevaence and incidence of HIV/AIDS in the Project area, there will be a need
to continue advocating for HIV/AIDS testing, supplying rapid HIV test kits to Ndwedwe digtrict
hospitdls and dlinics, and for educating mothers on the benefits of anti-retrovirds during
pregnancy as ameans of reducing mother-to-child transmisson of the virus.

4. Place of Delivery, Delivery Attendants and Postpartum Period

The survey reveded that women make rdativey extensve use of modern care facilities for
deliveries — a finding that sands in contrast to findings from esewhere in the southern Africa
region. Over two-thirds (68%) of the mothers reported they gave birth in a hospitd while 17%
gave hirth a a dinic. By contrast, only 15% of the respondents gave birth in their own homes.
Mothers were adso asked who asssted them during their last birth. Only 14% reported that they
delivered without assistance from a doctor, nurse or TBA. In these cases, the mgority were
assigted by afamily member, but a smal percentage reported ddlivering aone.

H. Integrated Management of Childhood IlIness (IMCI)

Knowledge
Roughly 70% of the motherscaregivers with children 0-59 months said that they knew two or

more of the indicators of need for trestment in cases of childhood illness (eg., not playing
normaly, not eating or drinking, lethargic or difficult to weake, high or low fever, fast or difficult
bresthing, excessive crying, change of color, vomits everything and convulsons). While this is
an encouraging finding, there is cdearly scope for increesng maternd/caregiver knowledge in
this domain.

Practice

Table 20 on the next page reports mother/caregiver practice in adminigering fluids to their
children when sick. As can be seen, of those children who were sick in the two weeks prior to the
urvey interview, a very high percentage (92%) were either given less to drink or were offered
same amount of liquids when sick. These results are comparable to those reported earlier for
cases of coughs with fast breathing (see Table 14), and underscore the need for developing an
effective and broad-based educationa intervention related to fluid intake during childhood
illness events.

Table 20: Percent of mother g/car egiver swho offer ed less than usual, about the same or
mor e than usual to drink when the child was sick

AMOUNT OF LIQUIDS GIVEN WHEN CHILD NO. (% ) OF MOTHERSCAREGIVERS
WASSICK
L ess liquids than usual 51 (55%)
Same liquids as usual 34 (37%)
More liquids than usual 4 (4%)

15 76% of women who reported that they delivered at a hospital said that they were tested for HIV/AIDS as compared to 66% of
the women who delivered elsawhere.

16 A Chi-square value of 1.74 was obtained with an associated p value of 0.18.
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Don't know 4 (4%)
TOTAL 93 (100%)
Missing 1

Table 21 further illustrates feeding practices when the child was sck. Here a dightly lower
percentage of mothers/caregivers reported reducing the amount of food given when the child was
sck as compared to the cough with fast bresthing case done, though the percentage is ill

unacceptably high.

Table 21: Percent of mother s/car egiver swho offered less than usual, about the same or

mor e than usual to eat when the child was sick

AMOUNT OF FOOD GIVEN WHEN CHILD WAS

NO. (% ) OF MOTHERSCAREGIVERS

SICK
L ess to eat than usual 56 (60%)
Same to eat as usual 31(33%)
Moreto eat than usual 1(1%)
Don't know 5 (5%)
TOTAL 93
Missing 1

The Project supports the DOH in implementing IMCI as a strategy in Ndwedwe didtrict. It has
assged the DOH in traning the clinic gaff in the didrict and will expand its training assstance
to cover the new target aress. In this second phase of the Project, community and household
IMCI will be pilot tested and implemented in Ndwedwe and the lessons learnt will be replicated
in the provincee The KPC IMCI quesionnaire will supplement and srengthen the key
information of the diarrhea and pneumonia subsections.

| . Communication and Media

Table 22 reports the sources of hedth messages reported by mothers and caregivers. The most
common source of information for of the motherdcaregivers was the radio, with 45% dsating thet
it was ther man source of informaion. The next most common information source was
newspapers while community-based channels such as Hedth Educators, CHWs and TBAs
together serve as the principd source of hedth messages for nealy haf the mothers and
caregivers.

Table 22: Sour ces of health messages

SOURCESOF HEALTH MESSAGES % OF MOTHERSCAREGIVERS
Radio 134 (45%)
Newspaper 61 (20%)
Health Educator 48 (16%)
TBA 41 (14%)
Community Health Worker 49 (16%)
Traditional Healer 25 (8%)
Television 0 (0%)
TOTAL 299 (100%0)
Missing 1

In the second phase of the Project, more emphass will be placed on the use of community-based
IMCI and extensve community based education cresting more opportunity for a two-way
didoguein sharing of key messages between the community and the providers.
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V. DISCUSSION
A.HIV/AIDS/STIs

A vast mgority of the motherdcaregivers surveyed said that they were aware of AIDS and
reported that a person could do something to avoid getting infected with HIV/AIDS. However,
there is Hill scope for increasing knowledge about the ways of avoiding transmisson. On fifth of
the motherdcaregivers interviewed didn't know any means of avoiding transmisson, while
agoproximatdly haf knew two or fewer ways. Nearly one third of mothers and caregivers
interviewed either believed there was a cure for AIDS or did not know.

While knowledge about AIDS is rdatively high, effective preventive practice is very low, with
less than a third of the mothers reporting that they had used a condom the last time they had
sexud intercourse. The low condom prevdence rate gains paticular sgnificance in the light of
the fact that many mothers reported they believed that their partners had multiple sexua partners.

The low use of condoms cannot be attributed to lack of awareness about condoms and their use,
or to a lack of avalability. Free condoms are easly available throughout the Project area. The
Project’'s quditative research has determined instead that low condom use is dtributable to the
fact tha ther use is assumed to imply infiddity or misrust. The Project’s quditetive research
has aso reveded that economic dependency on the part of young girls and women as wdl as
exploitation of schoolgirlsin Ndwedwe digtrict inhibits condom use.

The KwaZulu Natd Province has the highest HIV prevaence rate and the highest number of
HIV podtive people among the nine provinces in South Africa According to the Annud
Antenatd HIV survey, 33.5% of dl first vigt pregnant women in KwaZulu Natd in 2001 were
HIV positive.

Voluntary testing and counsdling has been initisted in the project target area and the NDCSP will
am to enable 100% of the appropricte hedth faciliies in the project area to provide
HIV/AIDS/STIs prenata screening and counsdling by training counsdors. The DOH has trained
82 lay counsdors in Ndwedwe who will be affilisted with clinics to provide counsding. In
addition, MCDI has introduced rapid and smple STI/HIV testing (developed by the Program for
Appropriate Technology in Hedth — PATH) in Ndwedwe. This is being used in a digtrict hospita
and a few clinics in the project area and a cost-effectiveness study of this initiative showed that
by reducing the time requirements and travel costs for pregnant women seeking to know their
HIV datus, paticipation rates in testing pregnant women increesed markedly, while improving
the diagnoss and management of STls and HIV-related diseases. The basdine KPC data indicate
that more than haf of the mothers were tested for HIV/AIDS when pregnant with their last child.
This testing will be expanded during the cost-extenson phase of the Project. VCT services will
adso be initiated a dinics after sufficient gaff is trained as counsdors. This project activity will
am to prevent the transmisson of HIV/AIDS from the mother to the child, and will include a
supply of Nevirgpine once the new policy isimplemented by the DOH.

A quditative survey was conducted by MCDI between March and May 2000 with technica
assgtance from a consultant anthropologist. The findings of the discussons and interviews led to
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the identification of a number of factors that contribute to the spread of HIV, and a set of
conclusons that are pertinent to the objectives of the NDCSP. The study found that Ndwedwe
community members hold conflicting (and compartmentalized) beliefs to the effect that HIV is
adways acquired through sexua “misconduct” and, smultaneoudy, tha there is danger of HIV
contamination through casuad means such as dtting on a charr used previoudy by PLWA. In
addition, informants believe that an infant is invariably HIV postive if he/she has been born to a
woman who is HIV postive, and such a child is believed to present a danger to any potentiad
foster or adoptive family.

The KPC Survey dso reveded that there is a non-negligible proportion of motherscaregivers
(approximately ¥ of those interviewed) who express an unwillingness to care for a household
member living with HIV/AIDS even if they could afford to do so. A dightly higher percentage
(38%) indicated that they would be unwilling to have their child play with a child who had the
AIDS virus. Clearly, therefore, athough progress has been made in terms of reducing the stigma
associated with AIDS there is work that needs to be done to fully inform the populaion about
HIV/AIDS and its transmisson.

These data support the NDCSP team’s belief that HIV/AIDS is more than a medicad problem and
that there is the need for an integrated comprehensve package (economic, human rights, etc.)
oriented towards effectively addressing this issue. In addition, “best practices’ drategies of care
for HIV/AIDS infected persons need to be expanded beyond the confines of clinics. Home-based
cae sarvices provided by HBCVs traned by the DOH a the community levd can have a
ggnificant impact on access to care. The NDCSP in partnership with the DOH has trained 150
HBCVs to provide Home-Based care of PLWA. Moreover, with the expectation that many
young teenagers will become agents-of-change a the household/community level, NDCSP has
patnered with DramAidE in forming school hedth clubs and educating children in schools and
neighboring communities, usng drama as amedia of communication.

Other community based approaches that are in place or under development involve CHWS,
Traditional Hedlers (THs), and TBAs who are being trained to address psycho-socid needs of
orphaned and vulnerable children (OVCs). CHCs that have been formed have identified
HIV/AIDS as a priority concern, and the NDCSP community outreach organizer is assging
them to deveop an action plan to include behavior change campaigns. In addition, a moded
Creche is being developed and orphan registers are being maintained to provide care for the
orphans and vulnerable children. The CHCs will be prepared to tap financiad resources from the
Department of Socid Wefare and Universty of Nata Center for Rura Development to access
grants for the OVCs.

In summary, the project’s comprehensve gpproach to addressng HIV/AIDS will comprise
voluntary counsding, tedting and the didribution of anti-retrovirds, promoting use of
contraceptives as a preventive method, preventing MTCT, promoting active involvement of
school hedth clubs, and increased community support and household care for people living with
AIDS.
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B. Control of Diarrheal Diseases

Since the prevdence of diarrhea varies seasondly, the results pertain only to the pattern during
the summer period of December, when the survey was conducted. It is likely, however, that
seasond factor have resulted in the rdativey smdl percentage of children experiencing diarrhea
In spite of this potentid seasond bias, the data do provide unbiased indght into the current
knowledge, behaviors and practices of mothers and caregivers when the child under their care
experiences an episode of diarrhea

Surprisingly, none of the motherdcaregivers who were interviewed gave more than the usud
amount of food to est when their child had diarrhea, and less than ten percent increased the
child's fluid intake. Clearly, therefore, the Project’'s behavior change drategies and messages
during Phase 1l will need to emphasize educating mothers and caregivers on the risks of
dehydration and the benefits of giving more fluids during diarheal episodes. The need for
educating mothers on the implications of dehydration and the fact that ORT is administered to
prevent dehydration and its consequences, is further evidenced by the seemingly contradictory
fact that a reatively high percentage of mothers/caregivers reported administering ORT (ORS or
SSS) during their child's diarhed episode while a reaively smal proportion increased the tota
flud volume adminisered. This apparent contradiction suggests that motherScaregivers are
probably administering ORT as a cure for diarrhea rather than as a means of rehydration, or that
they are not properly educated on the need for increesng food and liquids besides ORT. The
project will thus continue to promote the practice of treating a child's diarrhea with ORT, while
placing paticular emphasis on teaching mothers why it should be adminigered and that it should
increese the totd flud and food inteke of the child An increesed percentage of
mothers/caregivers in the project area who can correctly prepare and adminiser ora rehydration
solution will result in qudity household practices in control of diarheas The NDCSP will
advocate promotion and increased use of ORS a the community level.

Control of diarrhea in early ages dso requires ddaying the early introduction of supplementary
foods as well as improving exclusve breastfeeding practices, especidly for children 0-5 months
of age, which is currently practiced by less than hdf of the mothers surveyed.

Mothers and caregivers will adso be educated on basic household sanitation practices, such as
hand washing prior to food preparation and edting as a Smple measure to control diarrhed
diseases and other infections. Evidence from the KPC supplemented by discussons with field
daff have reveded tha diarhea often results from lack of clean drinking water and toilet
practices, poor personnd hygiene, improper feeding (eg., early introduction of food), and bottle
feeding using dirty bottles. In addition, the practice of administering enemas “uchatho” to get rid
of gpirits accentuates the ill effects of diarhed episodes. The NDCSP daff fed that generd
hygiene must be emphasized as a key practice (eg., proper hand washing). Through inter-
sectord collaboration with the Department of Water and Sanitation, provison of clean water and
increased use of HH/C-IMCI protocols, behavior change regarding the trestment and prevention
of diarrhea a the community level can be achieved.

To effectively control outbresks of diarhea and cholera, activities a the dinicad and fadlity

levels are being carried out. Community Hedth Workers (CHWS), Home Based Care Volunteers
(HBCVs), and Traditiond Birth Attendants (TBAS) form the front line of hedth workers and are
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repongble for caring for families with sck children and ensuring prompt and proper referrds.
These hedth workers will be traned in criticd household practices, recognition of
ggn/symptoms of illness, and counsding of motherscaregivers to properly care for ther child
with diarhea. The Household-Community (HH-C) IMCI approach to diarrhea control will be
introduced and adapted to the needs of Ndwedwe Didtrict. At the fecility leve, clinic Saff will be
traned to follow prescribed IMCI protocols for diarrhea case management. The spedfic
activities indude edtablishing ORT corners a clinics, creating rehydration centers (i.v.) for
treetment of diarhea and cholera, supplying ORS to motherscaregivers and educating
mothers/caregivers on how to prepare ORT.

All the preceding activities will help educate mothers/caregivers the best practices and reinforce
current effortsin diarrhea control.

C. Pneumonia Case M anagement

Pneumonia is esimated to be one of the three leading causes of desth among black children in
South Africa. The basdine survey reveded tha a little more than haf of the children age 0-23
months experienced a cough and fast breathing in the two weeks prior to the survey — an
damingly high levd. The high prevdence of respiraory illnesses induding pneumonia is
confirmed by hedth fadlity utilization data from the didrict. Even though pneumonia is an
illness that is often under-diagnosed, there were 5,874 cases among children under 5 years of age
reported in Ndwedwe during 2001 (Didtrict Hedlth Information System).

The KPC Survey reveded that a very low percentage of mothers/caregivers sought immediate
treetment (same day) and care for their child who experienced cough and fast breathing.
Moreover, none of the motherscaregivers increased the quantity of food or liquids given to their
child during these respiratory illness episodes. The reasons for these low care-seeking and care-
giving practices could be falure to recognize the sgns and symptoms and/or inadequate clinic
and outreach sarvices in terms of hedth education and case management. Quditative research
conducted by the Project has indicated that mothers/caregivers are unable to define pneumonia
by a set of digtinct symptoms, thus that making it difficult for them to recognize it as a dangerous
condition requiring aitention by medica personnd. While motherdcaregivers are unable to
identify a set of didinct symptoms of pneumonia, many ae able to recognize severe chest in-
drawing as a danger sign, and recognize that this would indicate the need for clinicd care.

The Project saff beieve that pneumonia is a disease that requires prompt trestment and that it is
cucid that (@) mothers'caregivers recognize the key danger sgns and teke the children for
treetment, (b) clinic nurses recognize the sgns/symptoms and assess and provide treatment usng
IMCI protocols, and (c) adequate drug supply is assured at hedlth facilities.

To address these issues, the Project dtrategy for pneumonia case management is to: (a)
implement IMCI protocols for diagnoss and treatment in 100% of the program clinics, (b)
educate mothergcaregivers to identify signs of illness and seek medicd dtention on the same
day of onset of symptoms, and (c) educate mothers on the need to increase food and fluid intake
during episodes or respiratory illness The Project will adso pilot tes and facilitate
implementation of HH/C-IMCI for PCM by adapting to the specific needs of Ndwedwe Didtrict.
CHWSs, HBCVs, TBAs will be responsble to care for families with sck children and ensuring
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prompt and proper referrds. As mentioned previoudy, these hedth workers will aso be trained
to asess the sck child, classfy the illness, counsd the mother and make necessary referrals.
Follow-up care will be emphasized as wel. The Community Hedlth Committee (CHC) members
will play an active role in ensuring that the IMCI drategies are communicated to the families, as
well as ensuring active participation in planning and decison making at the community level.

D. Immunization

A comparison of the KPC 2001 data with the KPC 1996 data indicates that there has been a
ddidicdly ggnificant increese in immunization coverage in the interim period. According to
these data full immunization coverage has increased 26% (Cl: 19% - 33%) to 51% (ClI: 36% -
66%)’. The evidence suggests that the Project’s interventions in this area dong with the efforts
exerted by the DOH have yidded sgnificant postive results, dthough there is clearly a need to
continue exerting effort in this doman to further increese full immunization coverage. Particular
effort will need to be exerted to increase meades immunization coverage since it has the lowest
coverage of dl antigens.

Discussons with the Project daff indicate that traditiond Zulu families have an explanation and
an intervention for every child alment incdluding meedes. Although meedes is recognized as a
svee and contagious illness, few families bdieve that immunization is an effective
prophylectic. To the extent that these bdiefs explan the lower meades immunization coverage
rates observed in the KPC Survey, the Project will need to exert particular effort in attempting to
educate families to the contrary.

NDCSP Project daff perceive immunization as one of the mos important child survivd
interventions and bdieve tha effective implementation of IMCI will make dinic nurses
gopreciade immunization sarvices The team dso feds that intense hedth education a the
community/household level is criticdl. The Project is assiging the DOH, in paticular the
DHSMT, in the desgn and establishment of community hedth committees (CHCs), whose role
indudes community mobilization. Individudsfamilies will be informed about immunization
sarvices through community meetings, and CHWs and HBCVs will dso cary out necessay
folow-up a the household leved. Following review of the exiding tools, a community based
monitoring tool for use by the community-based workers will be developed. These strategies will
ensure that dl digible children are tracked and follow-up of defaulters or case follow-up is done.

E. Maternal and Neonatal Care

Antenatal Care

Though three quarters of the mothers surveyed indicated that th%/ had sought antenatal care at
some point during their last pregnancy, reativdy few (only 1/5") both initisted antenata care
vigts in the firg trimester and had a leest three follow~up vidts theregfter. This is clearly an area
that the Project will need to focus on during the second phase, and this is reflected in the

Y The fact that the immunization coverage data have been obtained from Road to Health Cards, and that not al children in the O-
23 month age range had a card could indicate that immunization coverage rates are being under estimated. However, the Health
Systems Trust 2001 estimates that immunization coverage in 1998 for children 12-23 months of age in KwaZulu Natal was 50%.
This s consistent with the KPC 2001 data reported here. Moreover, there is no statistically significant differencein the
percentage of children with Road to Health Cards between the 1996 and 2001 KPC surveys. As such, thereis no reason to believe
that immunization coverage rates in one year are any more biased than in the other year.
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antenatal care objective that seeks to increase this percentage from 20% to 50% by the year
2005.

Tetanus Toxoid I mmunization

The KPC data reved that a large percentage of the mothers reported that they had received a
tetanus toxoid injection when they were pregnant with their last child. Although there is no card-
documented evidence to vdidate the TT coverage edtimated derived from the KPC Survey,
evidence from larger and more representative surveys corroborate this finding. According to the
2001 Hedth Systems Trust Report, 74.9 % of pregnant women in KwaZulu-Nata received a TT
vaccine in 1998. Moreover, Ndwedwe Didtrict hedth datistics from the Nationd Department of
Hedth show that no cases of tetanus have been reported in clinics since 1997. As a result, the
Project will not include reduction of tetanus toxoid as a results-based objective; however the
project will continue to place an emphass on TT immunizations among pregnant women educate
mothers and monitor antenatd care as a key activity of the maternd and newborn care
intervention.

Breast Feeding

Interestingly, a large proportion of mothers reported breastfeeding ther child, however
exclusvely bresstfeeding practices was low. The Project will thus promote exclusve
breastfeeding as part of its drategies for maternal/neonatal care as well as for control of diarrhed
diseases.

Place of Delivery, Delivery Attendants and Postpartum Period

A large percentage of mothers in the KPC survey were found to have delivered a a hospitd or
cinic. Data from the Hedth Systems Trust 2001 Report confirms the KPC finding that most
women do not ddliver a home or without help.

The comprehensive approach that the Project has initiated to address broader issues relating to
maternd and newborn care will continue to include: (a) increesing the availability of dinic leve
antenatal care for pregnant women; (b) providing mobile dinic services that conduct deliveries
and obstetric emergencies, (c) supporting community based materna and newborn care provided
by traned TBASs, (d) training CHWSs, HBCVs, and CHCs in materna and newborn care danger
ggns, enabling them to advise mothers to seek early medicad care and conduct hedth education
activities in ther respective communities; and () training TBAs in the Project area to conduct
safe deliveries and making timely and appropriate referrals.

TBAs traned by the Project will dso be charged with educating mothers on the danger signs
during pregnancy and during the neonatal period and with encouraging mothers to ddiver a a
hedlth facility and to seek appropriate care when necessary.

F. Integrated Management of Childhood IlIness (IMCI)

Using the IMCI structured KPC questionnaire it was reveded that a very high percentage of the
children who were sck in the 2week period prior to the survey were ether given less to drink or
were offered the same volume of liquids when Sck. This finding was confirmed separately for
diarrhed disease management and respiratory illness case management. The Project will seek to
address this practice within the context of a comprehensve IMCI drategy implemented both at
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the fadility and community levels.

The NDCSP has supported the DOH in pilot testing the IMCI approach for implementation in
Ndwedwe digtrict with logistics and training conducted in collaboration with other locd partners.
At the fadlity levd, the Project will am to strengthen facilities to ensure that 100% of program
cinics correctly use IMCI protocols for diagnoss and trestment of childhood illness. The
gpecific components the NDCSP IMCI drategy are based on the adapted KwaZulu Nata IMCI
guiddines (2001), which include diarhea, pneumonia case management, immunization, HIV and
care of the sick child ages 1 week to 2 months aswell as ages 2 monthsto 5 years.

At the didrict levd, NDCSP will drengthen hedth sysems to effectively implemert IMCI.
Specific dements of the hedth sysems drengthening component that the NDCSP will be
involved with include drengthening the hedth information sysem, drug supply and logidics
systems and organizing IMCI trainings and supervison for clinics nurses.

At the community leve, the NDCSP will play a criticad role in supporting implementation of
HH/C-IMCI agpproach within Ndwedwe as well. The NDCSP will work to ensure that the HH/C-
IMCI approach implemented will incorporate the key messages of the project interventions. The
project’'s partner community providers will be trained on key family practices using this package,
which will empower them to educate familiesmothers to adopt postive behaviors. This will
include active involvement of HBCVs, CHCs and CHWs to strengthen household recognition of
the sgns and symptoms of childhood illness and enable households to seek early treatment.

G. Communication and Media

Most mothers and caregivers surveyed have a primary education evel or above, and newspapers
and radios are the most used sources of information for hedth messages. In collaboration with
loca nonprofit organizations working on hedth media issues the NDCSP is discussng
promotiond drategies for broadcasting key hedth messages. Although the educationd leve
among mothers and caregivers is quite high, previous quditative research in Ndwedwe shows
that traditiond and culturd bdiefs 4ill form a ggnificat pat of behavior modds It is
imperative, therefore, that the project’s behavior change drategies are cognizant of these locd
beliefs.

The Project will continue to tran and empower community-based workers (CHWSs, HBCVSs,
TBAs, and CHCs) to be primary contacts with mothers and caregivers, and to help them adopt
key behavior change practices. The NDCSP's approach to behavior change involves going
beyond information dissemination to embracing a more comprehensve drategy based on
identification of the gpecific factors tha influence the adoption of key behaviors. The NDCSP
will use the BEHAVE Framework for Behavior Change Programming.

In addition, the findings suggest that most mothers and caregivers work outsde the home, which
could have a dgnificant impact on the care provided to children. Therefore, the project's
behavior change drategies should be implemented in different settings (eg., workgtes, fams,
etc.) rather than just in homes.
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