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I.

INTRODUCTION

December 31, 1978 marked the termination of the University of Calif-
ornia/Santa Cruz Extension (UNEX) project in Benin and the beginning of
the extension of UNEX technical assistance by the field coordinator to The
Gambia until December 31, 1979. This report includes a summary of project
activities and a list of the major observations and reéommendations of the
UNEX staff following terminatinn of both projects.

During the years of the University of California's presence in Africa,
changes in health practices and planning have been rapid and complex. The
lasv seven years have seen a shift in priorities set by host countries from
family planning to family health with an emphasis on care for the mother and
child.

There are new medicines for cure and prevention of disease and new
methods for achieving changes in knowledge, attitudes and behaviors of com-
munities towards habits and customs affecting family health. The impact on
the traditional ways of living by the stimuli of modern cultures, the pres~-
sures of epidemics and famine, the political manipulations of peoples and
countries, the awareness of the need to deliver rural health care, givc rise
to a complex set of problems requiring experienced planning, evaluation and
attention. As some problems give way to solutions, new ones appear and new
priorities develop. There i1s an endless series of challenges in this ever-
changing scene. |

The roles of the community health worker, the health auxiliary, the
volunteer, the traditional healer as problem solvers in rural health delivery

systems are being redefined and are gaining new importance in assuning



responsibilities for solving these problems. Those of us witl. the ad-
vantage of practical field experience, and who have been involved in
this development, strongly endorse this evolutionary process. We also
strongly endorse the proposition that programs which are meeting the
challengos with some success should not be replaced but should be en~
couraged to continue, to develop, to extend their work and to expand
into new torritories.

The present concept of a strict time 1imit on a health project
should be abandoned. It is not realistic, it does not reflect the con-
stantly changing pattern of reaction and adjustment of evolving events
which is so characteristic of developing countries. This report i3, in
part, a plea to USAID to support the continuation of activities that are
making progress, to encourage their replication in other developing
countrivs, and to invite new ideas, new inputs, new contributors with-
out terminating or replacing siccessful projects.

The focus of this project in Benin and The Gambia was on tecﬁnical
assistance in training health personnel, health planning and data col-
lection, and the development of suitable training and teaching aids,
and the supply of demonstration equipment and commodities.

The semi-annual reports contained in Volumes 2 & 3 of this report
document project activities in each country and describe the manner in
which development took place and where work between The Gambian and
Beninoise projects differed. At the most general level, within each pro-
Ject:

1. Most preliminary contract objectives were met

and in several cases exceeded



2.

3.

There was a successful termination to activities.
The Ministers of Health from both Benin and The
Gambia requested the presence of a UNEX Maternal
and Child Health (MCH) team to continue to aid
in the development and implementation of new
projects in the health secter with emphasis on
training personnel and expansion of health ser-

vices to the rural areas.
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SUMMARY AND RECOMMENDATIONS

Project Review

In October 1970, USAID invited UNEX to submit a proposal for a
Maternal and Child Health/Child Spacing Project to answer the requests
it received from several developing African countries for assistance
in improving in-country MCH programs. General project guidlines were:
1.1 to contribute to the reduction of preventable maternal and
child morbidity and mortality and to the improvement of the
quality of life of African families;

1.2 to promote awareuness and acceptance of the values of child
spacing;

1.3 to initiate child spacing services without necessitating the
formal development of a national policy on population matters.

The approved project was to assist The Gambia, Benin, . (formerly
Dahomey) and Lesotho to initiate, improve and install outpatient MCH/FP
services in rural health clinics. Project activities were to take place
in existinyg facilities which had personnel already assigned on a perm-
anent basis. The project was to supply field training, supervisionm,
and clinical supplies necessary to provide minimal but effective MCH
and child spacing services without over-extending the limited health re-
sources of the three rural African countries. Based on project success,
AID expected that other developing African countries would be encouraged
to initiate similar programs which would be used to train their national
trainers and supervisors.

The project designed and implemented by UNEX which met the contract

conditions and guidelines completed the activities outlined below. The



The UNEX MCH/FP project:

1.4 contributed in a practical, visible way to the improvement
and expansion of MCH/FP services which had been given high
priority by the host countries, health administration;

1.5 provided a non-controversial basis for the introduction of
child spacing and family planning;

1.6 demonstrated services which could be replicated throughout
the country, particularly in rural areas, without substantial
increases in capital, operating or personnel costs;

1.7 assisted host govermments to create in-country training in-
stitutions for MCH/FP personnel;

1.8 assis;ed the host countries to plan and produce in-country
continuing education training programs and workshops for
health personnel;

1.9 developed an in-country training capability which did not
rely on outside assistance to provide continuing education
programs for MCH/FP personnel;

1.10 assisted in the development of a cadre of community based health
personnel whose responsibilities included education and moti-
vation of the rural population toward improving health prac~-

tices and environmental conditions.

2. Specific Project Activities

These general activities listed above were accomplished by such

specific tasks as:

2.1 expanding MCH services to include nutrition and family care



2.2

2.3

2.4

2.5

2.6

education, the identification of women for whom pregnancy

would constitute a serious medical risk, the provision of

contraceptive services for these women, and identification
of children "at risk;"

establishing a School for Community Health Nurses at Mansa

Konko in The Gambia;

conducting Training of Trainers sessions in each country;

conducting management seminars, Pediatric Assessment Work=-

shops and other training programs for health personnel as
needs developed;

providing technical assistance to the UNEX trained midwives

in Benin who planned, directed and taught a l2-week FP/NP

training cycle which duplicated the Santa Cruz based train=
ing;

conducting out-of-country training:

2.6.1 a Maternal and Child Health/Nurse Practitioner
(MCH/NP) program which stressed family planning
was developed by UNEX staff and 12 cycles in
English and 14 cycles in French were conducted
during the eight years of the project's existence;

2,6.2 special management programs were conducted for
selected upper level administrative personnel from
both countries at various times during the project;

2.0,3 planning courses for nurses and nurse/midwives were
offered during the project as training needs became

apparent.



2.8 Outline of completed Training Sessions
Total Number Total Number

of of
Participants Sessions
Type of Training Position of Participants Gambia Benin In country US
FP/NP Nurse Midwives 11 28 1 Benin 12
Health Planning Dir. of Medical Services 1 1 2
and Management Chief of MCH 1 1
TOT (1974) Nurses, Nurse-Midwives ' 16 2 Gambia
Dresser Dispensers, Doctors, 23
TOT (1979) Program Directors
Polyvalent Nurse Nurse Midwife 16 1 Gambia
Midwife Seminar
(1977)
Pediatric Assessment Nurse Midwife, 12- 7 4 Gambia
Dresser Dispense 10-% 23 1 Benin
MD 1-
Administration/ Director Medical Services 1
Orientation Director Preventive Medical 1 3
Services

Chief MCH clinics 1



2.7 organizing in-country training:

The training programs and workshops conducted in the hcst country
setting were the products of national MCH personnel working with
UNEX counterparts. The aims of the training were: 1) to stim-
ulate learning and to provide host country personnel with the
opportunities to put into practice newly acquired knowledge and
skills; 2) to implement skills in training others; and, 3) to
encourage the development of capability for planning and imple-~
menting in-service training programs with the ultimate respon-
sibility resting with the MCH personnel from the host country.

A feature of UNEX training is that all cycles use the appropriate
language for the group being trained. The UNEX training staff

has multilingual capabilities in English, French and Spanish.

3. The Gambia
In this small West African Country with a population approaching
600,000, the UCSC/MCH project was able to assist the Gambian Ministry

of Health to reach the following objectives:

3.1 one pilot MCH demonstration training center at Mansa Konko
has become a model for replication of MCH services through-
out the country;

3,2 one school for community health nurses at Mansa Konl.o was
dedicated and officially opened December, 1977; students are
now chosen from rural areas to which they are reassigned upon
graduation;

3.3 one national MCH office was developed within the MOH, Mrs.

Bertha M'Boge has been officially designated as coordinator



3.4

3.5

3.6

3.7

‘\.8

3.9

3.10

3.11

3.12

-10-

of all MCH activities in the country;

eleven nurse/midwives have been trained in Santa Cruz each
being certified as an MCH/Nurse Practitioner;

the first class of fifteen students graduated, after eigh=~
teen months of training from Mansa Konko School for Com~
munity Health Nurses. They have been posted to rural areas
throughout the country.

the second class of eighteen students at Mamsa Konko School
for Community Health Nurses graduated in December 1979 and
graduates were awaiting assigmments to rural "outposts of
heolth;"

two MCH Centers were replicated at Kuntaur and Kerewan and
were supplied with necessary MCH/FP equipment, contraceptives,
materials and medicatioans;

ten auxiliary nurses were trained at Royal Victoria Hospital
(RVH) Family Planning Clinic to assist in various Family:
Spacing Clinics;

eighteen student nurse midwive; were instructed at RVH

Family Spacing Clinic as part of their training;

two nursing sisters were given on-the-job training in Family
Spacing as well as periods of formal instruction at the RVH
Family Planning Clinic;

fourteen area council nurses were trained in a two-week course
at Bansang Hospital by MCH staff;

health education talks were given to a total of 75,000 clients

at various health facilities by MCH trained health personnel;
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3.13 UNEX MCH staff has assisted iu curriculum development,
training and instruction iIn the School of Nursing and
Midwifery, School of Publi: Health and Health Missions.
MCH/FP material has been introduced into the curricula of
these institutions.

3.14 a continuous in-se:vice education program for nurses and
nurse-midwives was initiated at Mansa Konko Health Center;

3.15 a committee of Heaith Donors was formed by the Director of
Medical Services and the first meeting was held on October 3,
1978;

3.16 four four-weeck training cycles in Pediatric Assessment (PA)
were given in-country, Twelve nurse midwives, ten drescer
dispensers, and one physician were trained and posted to
rural health facilities,

3.17 a KAP survey of health professionals was conducted and an=

alyzed by UNLX staff,

People's Republic of Benin

In this country, the smallest is Francophone Weat Africa with a
land area roughly the size of Pennsylvania and population of about 3.2
million (882 rural), the UNEX MCH project began its final phase of
operations on January 31, 1977. At termination in December 31, 1978,
achievements in the areas of training, health education, replication
of MCH services, general technical assistance and supply have met and

often exceeded original objectives:

4.1 twenty-one nurse midwives were trained at Sante Cruz in 12-14
week training cycles and were certified as Family Planning

Nurse Practitioners;



4.2

4.3

4.4

4.5

4.6

4.7

4g8

4.9

-12-

seven nurse midwives were trained in-country in a twelve-
week cycle (a duplicate of the Santa Cruz training) designed
and directed by Beninoise trainers who were graduates of' the
Santa Cruz FP/NP training program;

MCH services were installed in 15 health centers throughout
Benin. Each center has a UNEX trained or in-country trained
nurse or nurse/midwife as the responsible medical officer.
Each center was supplied with the necessary equipment, contra-
ceptives, materiale and medications.

forty-eight nurses and nurse/midwives were trainad on~the-job
in Family Planning at various MCH centers;

twenty-four TBA's and twelve assistant dresser dispensers
were trained in a pilot program to which UNEX staff contributed
curriculum designs, teaching aids and basic clinic supplies;
MCH/FP concepts have been introduced into the curricula of
the Schools of Nursing, Midwifery, and Medicine. They are
taught by a Santa Cruz trained MCH/Nurse Practitioner.

three hundred thousand patient clients have received health
education instruction;

fifteen Family Planning Clinics are in operation throughout
the country, one at each MCH Center plus one national CNBFP
Center in Cotonou. Each MCH Family Planning Clinic works in
cooperation with CNBFP sponsored local committee.

data collection has been simplified and the identical data

collection system has been made operational for all MCH clinics;
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4.10 in-gservice education programs for all levels of health
pérsonnel have started at all centers. A monthly review
of training activities for the threz national trainers is
a part of this in-service program.

4,11 five hundred paramedical health personnel attended the
orientation/installation two-week seminars at the various
facilities where MCH services were initiated;

4,12 TFamily Spacing acceptors and requests for information are
increasing and there 1s an increasing number of males re-
questing FP information from FP facilities;

4.13 a plan for ongoing supervision of all cencers we. deve.oped.
Routine regular visits are now made by National MCH tean..

4.14 ongoing cooperation with National Office of Health Educ:tion
contributed to the success of training and Health Education

Programs,

Africanization

UNEX was charged in the original contract to assist the governments
of the Gambia and Dahomey (later the Peoples Republic of Benin (RPB)) to
introduc; MCH/FPP service ard education models that the countries could
afford anc. replicate in rural areas. Before undertaking these programs
it was necessary in the project work plan to define the specific goais

and objectives and to eutablish a detailed modus operandi for technical

asaistance which would assure the institutionalization of health services
and training activities undertaken by project staff and host country

counterparts.
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Two policies regarding institutionalization of project traim
ing and service delivery models emerged during the initial planning
for the project and were adhered to throughout tha span of project
activities, First, UNEX staff would only work in a counterpart con=-
text. Before any work could begin, the government was asked to select
and assign one or more counterpants to work with UNEX staff members.
Second, all activities related to the growth ard development of MCH/FP
services inmcluding the planning, health education, training of health
personnel, etc., would be designed to create a capability within the
bhost country MOH for continuing these activities as well as for pro-
gramming, plauning and implementing future growth in each of the ac-
tivity categories.

The essential parts of this Africanization process involved
the formation of a2u MCH coordinating unit in the MOH, 2) the develop
ment of a corps of national trainers, 3) the utilization by the host
country of these trainers to conduct training cycles at in-country

sites, and 4) ongoing support of MCH/FP development.

5,1 The specific steps by which this Africanization took form in

The Gambia were:

5.1,1 the formation of a distinct MCH coordinating unit
within the MOH with the appointment of a Santa Cruz
trained nurse midwife as coordinator;

5.1.2 the founding of a school for Community Health Nurses
(CHN's) at Mansa Konko with a suitable curriculum for
equipping CHN's with the skills necessary to returp-to

their villages to work. The school's directress anw



5.2

5.1.3

5.1.4

3.1.5

5.1.6

3.1,7
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trainers are Gambian and until termination of the
project a UNEX advisor/counterpart was in residence
and available to provide technical assistance.

by 1979 all TOT's, workshops and seminars vere totally
Gambian directed by the MCH cocrdinating unit. Until
the end of 1978 UNEX counterparte were present in an
advisory capacity.

Cycle IV of Pediatric Assessment training was planmed,
directed and taught by Gambian trainers. Several ad-
ditional cycles have already been scheduled by the MOH
for 1980.

course mzicsrial on FP and related subjects was intro-:
duced iuto the curricula of the professional schools;
courses contained FP information are now taught by
Gambian instructors;

the MCH coordinator established a very successful FP
clinic at the RVH in January of 1977 that meets three
times weekly and has already seen its 3,000 FP service
acceptor;

replication c¢f FP clinics at 3 rural sites - Mansa

Konko, Kerewan, Kuntaur -- has now been completed;

The specific steps by which this Africanization process took

place in Benin were:

5.2,1

a national training coordinator has been recognized
by MOH, She coordinates all MCH/FP training activity
in Benin and has also trained and consulted abroad on

FP issues.
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5.2.2 two other UNEX trained midwives have bean assigned
fulltime to the national training tean;

5.2.3  MCH/PP coordinating activities are directed out'of
the office of the Director of ‘Preventive Medical
Services;

5.2.4 a 12-veek FP/NP cycle in Cotonou for eight partici-
pants was conducted by the Beninoise national train-
ing team. Thig training duplicated the Santa Cruz-

~ based cycles.

5.2.5 the national training coordinator and & UNEX-trained
midwife who is posted to the National Bureau of
Health Educaziom, worked together to develop appro-
priate MCH/FP material for the instruction of TBA's,
junior dispensers, and village health workers. Thig
material is presently in uge in aérvicc centers in
rural areas.

5.2.6 the national training coordinator supervised a three-
week training exercise for thrae Malienne and three
Senegalese midwives in Abomey,

The Africans who participated in various UNEX training programs were

in unanimous agreement with the principle of Africanization. Not only
is it more economicil. but it 1s more realistic. .Participants cope
with problems existing in 8itu, they use the locally available materials
to aid them in problem solving, and they use their new skills to im=-
prove health services and health delivery systems within the existing

national health infrastructure.
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The MCH Coordinating Unit
The original agreement included the expectation that each parti-
cipating country would provide a focal point within the MCH for project
development, administration, and coordination of all MCH/FP activities.
6.1 The Gambia met this expectation by placing early project activity
in the office of the Director of Medical Services {DMS). When
the first group of UNEX~trained midwives returned from training
in 1973, one was selected to be the coordinator of MCH activi-
tlies at the national level. Thig post was officially incorpor-
ated into the infrastructure in 1978. The responsibilities of
this office are to:

6.1,1 supervise the activities of all MCH/FP centers;

6.1.2 standardize record keeping, nursing care (opD),
medication, procedures for treatment and presenta~-
tion in the MCH clinics;

6.1.3 serve as consultant/ainsor to the School for Com-~
munity Healtl Nurses at Mansa Konko, curriculum
development and review, selection of students, oc-
casional training input;

6.1.4 plan and supervise MOH in-service education, seminars,
workshops, relevant to MCH/FP;

6.1.5 liaison with other agencies and ministries in the
health sector;

6.1.6 participate in the postings and reassignmencs of

health personnel for MCH/FP centers;



6.1.7

6.1.8
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supervise and evaluate MCH/FP activities in health

facilicies where thay are included;

The Minigtry cf Heslth organization for The Gambia

indicates the level and importauce of tha MCH coor-

dinatew:

| Minister of Health |}—

l

Director of Medical

MCH Coordinator

br—

feznmnent Secretary

Sexvices

Director of Putlic Health

Sr. Nursing Officer

f
Responsible for
all MCH-related
activities, per~
sonnel, etc.

6.2 Benin

Supervision of all public
health-related activities

Responsible for pesting
of nursing personnel,
hospital staffing, etc.

All MCH activities were centered in the office of the

Director of Preventive Medical Services (DPMS). A physician

vas appointed to direct all MCH programs but was unable to handle

this assignment becauss of overvhelming sofv:lce duties at the

National PMI (MCH Center) in Cotomou.

The DPMS then acted as

coordinator, with the UNEX medical director as counterpart, and

effectively assisted in the development of MCH/FP services

throughout -the country:



6.2.1 15 MCH/FP clinies (12 rural) were established in
existing health centers; each clinic is supervised
by a purse miduife certified as an fP/NP by train-
ing in Ganta Cruz or in-country;

6.2.2 a national MCH/FP training capability was achieved
by forming a national training team composed of 3
certified FP/NP's;

6.2.3 MCH/FP course work in the orofessional schools'
curricula is taught by a certified MCH/NP;

6.2.4 The Ministry of Health Organization for Benin in-

dicated the placement of MCH services:

Minister of Health i

Birector Generai1
other
Director of Health
Planning
Director of Director of Traditional
Pharmacology Medicine
Director of Health Director of Public
Education Health
Director of Director of Preventive
Professional Medical Services
Schools l

MCH Services

7. Mansa Konko Rural Health Center

7.1 The MCH/FP Clinic



7.2

«20~

The initial health sector analysis done by a USAID
feasibility team and Gambian counterparts resulted in the
selection of the Mansa Konko Health Canter for development
as a pilot health center. The clinic would provide all the
essential services and include a complete MCH/FP unit with
pre= and postnatal clinics, labor and delivery services, risk
identificarion, curative and preventive pediatrics in the
form of an under 5's clinic, nutrition, health educatiom,
fanily planning, and fertility and infertility counseling.
Following the FP/NP training in Santa Cruz of a number of
nurse midwives in 1974, one was posted to Mansa Konko to begin
supervising the development of this heal.h center. Through
the last swd;al years the center has continued to provide these
services, has served as a model for replication of HCH/FPunits
for clinics in Kerewan and Kuntaur, and h.u provided training
experiences for the students frem the adjacent School £6r Com-
mmity Health Nurses.

’l‘he SChnél for Community Health Nuises

The decision to develop Mausa Konko Health Center was ac-
companied by a request from the DMS to use this facility as a
training center for lower level health persounel; e.3., TBA's,
milhriu, and other community health workers. Curricula
were designed by UNEX technicians but @e of the clinic as a
training site was limited to a short period. The Gambiar act-
ing MCH coordinator and the DMS proposed the founding of a
school to be buil.r. adjacent to the clinic at Mansa Konko for
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training community health workers who would be selected from
rural village communities and who would return there on comple-
tion of training. A job description and selection criteria
for students were prepared and a curriculum developed for a
Community Health Nurse (CHN) to be trained in the School for
Community Health Nurses at Mansa Konkb. The training was de-
signed to prepare the CHN for posting to a rural setting to
vork directly with villagers and act as liaison betweén the
health center trekking team and the health center itself. The
"side-by-side" location of the school and the health center
permitted close coordination between classroom learning and
clinical practice.

During the initial period of academic planning, negotiations
by MCH coordinator and the DMS were underway with 1) the U.S.
Embassy to provide "self-help" funds for construction materials,
2) Public Works Department (PWD) to produce a simple design,
3) the local community to provide labor for comstruction. After
several construction delays the facility was completed and ready
for the first class in February 1976. The first class of 16
started classes in March of 1976. They completed an 18 month
training cycle. Twelve months of this cycle were a combination
of classroom study and clinical observation and practic.. Six
months of this cycle were field practice during which students
were assigned to various rural health clinics where, under the
supervision of the nurse midwife in charge, they were responsible

for home visits, assisting at pre- and postnatal clinics and well
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baby- followups, health education talks, family planning
counseling, and other related. tasks.

The first class was graduated in December, 1977; the
second entered in Pebruary, 1978 and was graduated in Decem-
ber, 1979. A few of the graduates were posted to the Banjul
area to work in under 5's and well baby clinics. The majority
vere assigned to rural "outposts of health" vhers their duties
duplicated those of the field training exarcise plus identify-
ing aterisk women and childrem for referral, doing mormal de-
liveries, and providing minor curative care.

_ Informal communications from the MCH office indicated
satisfaction with the coatributions to health care and disease
pPrevention which came from this group of health workers. These
contributions included effective motivation of villagers, simple
health education programs in operation, work with TBA's to up~
grade thc.qunlity of their servicas. Currently the flcdiny of
the school and the MCH coordinator are reviewing the curriculum
and are planning to increase the intake to'40 students/year.
Because the CHN 1is really the first Primary Health Care advocate
in The Gambia, it is appropriate that the CHN has been chosen
to be prepared as a Primary Health Care (PHC) trainer of village
health workers, T;A's, and first aid attendants.
8. Counterparts
The counterpart system is essential to the continuation of any
project activities undertaken in a developing country. We have learned

from our experience in The Gambia and Benin that:
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8.1 well run counterpart experiences help develop a corps of
national technicians who learn new skills and develop respon-
sibilities for their own programs;

8.2 expatriots working alone leave little of value =— once they're
gone, nothing continues;

8.3 the exchange of ideas, the cooperative efforts of counterparts,
lead to more relevant and practical project planning and imple-
mentation for the country;

8.4 counterparts should exist at all levels of project activity,
nurse to nurse, trainer to trainer, director to director, etec.

The Conmittee of Donors

In most developing countries there is a multiplicity of donors
in the health sector. For instance, in February 1979 a British Over-
seas Development Manpower (ODM) analysis of the health sector in The
Gambia noted 28 different donor agencies. It has been a constant ef-
fort of the UNEX medical director to encourage the MOH of each country
to convene a committee of representatives of these donors to work to-
gether to advise and help the ministry with its programs.

In 1978 this was accomplished in The Gambia. The DMS, responding
to a UNEX suggestion, formed such a committee which meets several times
each year to discuss various inputs and the responsibilities of mutual
aid and planning, avoidarce of duplication, economy of time and effort
and other related issues. The UNEX medical coordinator and the DMS
suggested the following policy statement for developing health services
in a developing country ~- "A project should address itself to the

country's needs for improved health and a better quality of family life,
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not to a donor's need to add another project to its list of accom-
plisiments." Although it was too soom to Judge the Committee's effect-
iveness at the end of the project, the Committee began work with en-
thusiasm and support from all related agencies.
10. Concerns & Problems

Some of the circumstances which made accomplishing the project's
objectivas difficult are listed below:
10,1 Infrastructure

10.1,1 There is a chronic shortage of adequately trained
health personnel at all levels in The Gambia and in
Benin. The 1astitutions responsible for training health
persomnel need additional curriculum review and devel-
opment and also they require bv...r trained teaching
staff.

10.1.2 Adequate incentives for attracting trainees and for
keeping personnel within the infrastructure are lack-
ing. Poor pay, poor housinz, no opportunities for
advancement or improvement, rewards dependent on an
‘antiquated seniority system rather than on performance,
do not encourage or attract trainees.

"10,1.3 Assignments are frequently not ralated to needs or to
assignees' abilities and training, but again on an
antiquated idea that "everyone must take a turm at
everything". For example, an FP/NP will be assigned
to a tour of duty on surgery and an untrained nurse

midwife will be given an MCH/FP post. Each individual



-25-

is frustrated and discouraged = the former unable

to use special knowledge and skills, the latter ill
equipped to accept the responsibilities of the position.
The results are poor performance and occassionally
resignation from the service.

10.1.4 Communication within a ministry and among several

ministries regarding related interests and responsi~
bilities 1s poor. There is no depth of persomnel or
sharing of tasks so that when an individual is 11l or
on leave or absent there is often no one to continue
his work. For example, during the month of May when
WHO has its annual meetings in Geneva and most health
ministers and chief officers attend, health related
decisions within the developing countries cannot be
made because of the absence of a responsible health
officer,

10.1.5 Health planning is haphazard. There is no adequate
health planning unit in either Benin or The Gambia
because there are no trained health planners. The
position is frequently political and, when someone
does receive training, he is lured to out-of-country
positions because salaries and other rewards for such
positions are far better than in either Benin or The
Gambia.

10.2 Resources

Resources are inadequate in all areas of health services
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primarily because of economic reasons. Purchases of medical
supplies and materials, training aids, comstruction needs, trans-
port, etc., depend mainly on donor funds. Equipment maintenance
and repair are poor because of lack of trained manpower so that
equipment breakdowns are frequent and of long duration. Trans-
port and transfer of personnel and supplies are hampered by

poor roads, vehicle breakdown, lack of adequate storage facili-

.ties for materials and living quarters for personmel.

10.3 Transportation
- Project transport encountered difficulties for several
reasons:

10.3.1 In The Gambia the American vehicles could not be
properly maintained, serviced, or repaired. There
were frequent long-term breakdowns. It was finally
necessary for the GOG to purchase a vehicla more
suitable to the country with which Gambian mechanics
VWere familiar so that service and maintenance were
manageable.

10.3.2 In Benin, a storeroom of replacement pavts, plus a
special U.S. Embassy-trained mechanic managed to keep
the vehicles in service at great expense. In addition
‘to maintenance difficulties, American engines consumed
fantastic amounts of expensive "super" petrol which was
not always available.

Recommendations

UNEX contracted with USAID to assist The Gambia and Benin to develop



replicable MCH/FP services which would not place additional strains on
the host countries' finances or health persomnel. Project activities
began in 1971 and in Benin terminated in December of 1978, and in The
Gambia termination was in December 1979. There were organizational and
personnel changes within the Ministries of Health, but they did not
block project progress or development, nor did they interfere with the
dedicated effort of host country mid-level health personnel. At pro-
Ject's end the national staff at the impl:mentation and service level in
each country were continuing the work initiated and developed by the
project, and they were actively engaged in planning for future develop-
ment.
UNEX staff, following a review of project activities have several
recommendations:
1.1 The Gambia
11.1.1 Outside consultative material and logistical assistance
needed to continue FP work should be identificd by
the MCH unit within the Miaistry of Heaitrh to support:
1.1 Local FP/NP training
1.2 Local Pediatric Assessment Training (PAT)
1.3 Developrient of coordinated FP activities (Gambia
FP and MCH/FP MOH services) and continuing country-
wide replication of MCH/FP services.
11.1,2 Institutional support should be developed for medical
input (Pediatrics, OB/GYN, etc.) for localized train-
ing programs.

2.1 Two Gambian Trainers are now ready to conduct
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future PAT cycles; the program would benefit
from the continuation of advisory services plus
limited amounts of material support. An Addi-
tional year of advisory technical agsistance
would fnsure successful continuation of PAT
cycles by Gambians,

2,2 The Gambian Ministry of Health has stated its
intent to replicate the PAT model for OB/CYN.
Technical agsistance and support to develop this
program is advised. It should (1) lead to come
bining PAT and 0B/GYN into one program, and (2)
aggist the professional schools *o incorporate
this training into their curricula.

Schools of Nursing, Midwifery, and Public Health should

be assisted by curriculum advisors and tutorial staff ag

needed while local faculty personnel are updated in

FNP/PAT /0OB=GYN lk;lls. The schools should be assisted

in developing recruitment plans and strategies. Govern-

ment support should cont;nue to institutions to prepare
them as field training institutions.

The School for CHN's should be assiated to:

4.1 Revise and strengthen curriculum - a one year

program. is advised.

‘42 Double the intake of students,

4.3 Expand school facilities, if necessary, and to
use gchool to aid in training of trainers for
village health workers, TBA's, etc., for seminars,

workshops, etc.
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11.1.5 Full-time administrative capability to support the
MCH unit in the MOH should be increased. An associ-
ate to the coordinator should be added. This will ef-
fectively promote the planning, coordination and im-
plementation of MCH services and the continuation of
evaluation, modification and improvement of health edu-

cation and health delivery systems.

11,2 Benin
11.2.1 Outside consultative, material and logistical assist-
ance should be identified as needed to:

1.1 Continue localized FNP training. Effective in-
country training has been demonstrated. Tech-
nical assistance and specific material support
should be continued to aid in the development
of the two training centers requested by the GPRB
to continue developing their own training capabil-
ity;

1.2 Assist the Schools of Nursing, Midwifery, and
Medicine to further develop their MCH/FP training
capability and continue its integration with the
schools' curricula;

1.3 Prepare a program of continuing in-service educa-
tion for FNP's to provide ongoing upgrading of
skills and knowledge;

1.4 Assist in the development and organization of an

effective MCH unit within the MOH (with a designated
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coordinator free of other duties) to planm,
implement, expuud and supervise cbuntrywidc
MCH services.

General recommendations which apply to The Gambia and Benin:

11.3.1 Training for the rural sector should be emphasized
and should occur in a rural setting. Host govern=-
ments ghould receive assistance in writing training
curricula, arranging student and faculty housing,
providing training facilities, etc.

11.3.2 Training should be oriented to family haa;th with
family planning integrated into the program and
taughf as a contribution to a healthy family. Within
their limitations all health persounel should be poly=-
valent.

11.3.3 Assistance should continue iz tl.a dwwelopmert of a de-
centralized supply system utilizing district center
aforage facilities and a "planning ahead" ability so
tﬂat the storage‘centérs never "go bare."

11.3.4 Donor agencies saould be encouraged to coordinate their
efforts.

11.3.5 Technical assistance to develop maintenance capabilities
father than expensive, gas~consuming 4-wheel vehicles,
véhicles'with casily available parts and in-country
gervice factliciea should be considered for project use.

11.3,6 Puture projects in the health sector should continue to
supply diagnostic and educational equipment. When fea~
sible, locally constructed items should be favored over

commercial equipment shipped in from the outside.
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Simple health surveys, such as those used in this
project, should continue in order to assist in devel-
oping demographic and health data collection systems.
They should be conducted in close cooperation with
the proper departments within the Ministry of Health
and other national planning offices.

Training of health personnel has been a vital compo-
nent of these projects and should be included in
future plans. Where possible, it should be held in-
country by national trainers.

The unique requirements of health training demands
special attention ~- reference sources, visual and
other educational materials and aids, work manuals,
texts, classroom needs. A project should plan for
these things for the term of its duration and for

some time beyond. It is important to consider the
replacement and renewal responsibilities of the host
government after the project terminates. Many project
needs can be met by local production; e.g., tables,
desks, chairs, bookcases, and cabinets. Items such as
paper, notebooks and writing materials, are usually
locally available and should cause no problem.

Special equipment (e.g., microscopes, projectors, cen-
trifuges, etc.) should be provided with instructions for
use, and a host country technician must be trainec to
provide proper maintenance and repajr. Electrical appli-

ances should be made to use the available voltage supply
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without the use of transformers. Replacement parts
should be readily available locally,

Overall support of the field staff was well maintained
by the Santa Cruz office. The occasional lapses in
support were due to external influences - e.g., ship-
Ping, the mails, and money transfers. The semi-annual
visits of "home" staff to field projects provided some
opportunity for discussion and "feedback," but more
contacts are necessary. The telephone is unreliable;
tho mails are too imperasonal. Because of the geographic
separation "we-they" attitudes built up and caused
obstacles tu understanding and rapport. Field staff
sometimes felt isolated from planning and decision mak-
ing processes, and were sometimes presented with a fait
accompli for implementation without having had any input
into the decision making or planning,

A procedures manqal related specifically to project
planning, administration and activity is a necessity.
Those manuals derived from UCSC cr USAID sources are

useful for general reference only.
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BRIEF OVERVIEW OF THE MINISTRY OF HEALTH
m
UCSC/MCH PROJECT

The main goal of the MCH Project was to improve the quality of life of
Cambian mothers and children through the reduction of preventable maternal and
childhood mortality and morbidity.

Over the past seven years, the project has in many ways endevoured to meet
this seemingly unattainable goal.

Manpower DeveloEgent

A total of 167 (one hundred and sixty-seven) health personnel were trained
through project efforts. The training varied according to the national health
needs and health situations. One of the basic obatacles ir the Gambia health
service is the lack of trained hanpower, @specially in the specialized aress of
health management, administration and placning, and public health. The training
of this cadre of health workers has not only assisted in improving health care
{n the Project Pilot Area, but in the Gambia as a whole.

ngziaion of Suggliea and Eguiggent

Through the project, indispensable equipment were provided to meet the de-
mands created by training and better health services.

Statistics

Lack of accurate health data is one of the characteristics of most develop-
ing countries and The Gambia is not an exception. Through project efforts, vital
statistics on MCH have been available for programme planning and evaluation.

Perhaps one of the most important achievements of the project, is the ex~
tent to which government, nongovernmental agencies and communities' level of health
awareness has been increased especially in the last two years. This is not only
apparent in the increase demand by communities for MCH services, but also by gov-
erment's statement in the Five Year Development Plan, 'Tesito', in which MCH is
a priority.
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Problems

Transportation: The lack of adequate and suitable transportation, has

in many ways hampered the progress of the MCH project. In a country
where emphasis 1is placed on taking health care to the people using mobile
units, there is a need to utilize reliable and suitable means of trans-
portation to facilitate mobility. The vehicles shipped to The Gambia
were unguitable for The Gambla since they could not be maintained effic-
iently,

The lack of fulltime administrator in The Gambia caused delays in
approval of orders for supplies and equipment. The system used to dis-
patch supplies and equipment to The Gambia in some instances was un-
reliable, supplies either took a long time to get to the country or
vere never received at all.

Recommendations

Fulltime project coordinator or administrator in country

Suitable transportation

Patience need to be exercised by donor agencies when programmes do not
get Implemented when they are planned to be. It must be remembered that
host govermment/ministries have more than project to accommodate and .more

than one programme to implement.

Mrs. B.H. M'Boge
Senior Nursing Superintendent
MCH
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TRAINING SEMINAR ON THE POLYVALENT NURSE MIDWIFE

TRAINING PROGRAM

Monday 6th, December, 1976

TIME EVENT
8:45 a.m. Opening Remarks by Dr. Peter N'Dow, Director
of Medical Services
9:45 a.m. Pediatrics by: Dr. Paul Wilson
10:45 a.m.
10:45 to 11 a.m. Coffe Break
11 a.m.-~ 12 Noon Continuing Pediatrics
12 Noon = 2 p.m. Lunch

AFTERNOON SESSION

2 pam. =~ 3:15 p.m. Continuing Pediatrics
3:15 -~ 3:30 p.m, Coffee B.eak

3:30 - 5:00 p.m. Continuing Pediatrics

Tuesday 7th, December, 1976

9 a.m. - 10:45 a.m. F Gynecology Norma Brainard
10:45 - 11 a.m., Coffee Break

11 a.m. - 12 Noon Continuing Gynecology

12 noon = 2 p.m. Lunch Break

AFTERNOON SESSION

2 p.m. = 3:45 ' Continuing Gynecology
3:45 -~ 4 p.m. Coffee Break
4 p.me = 5 p.m, [ Basic Laboratory Techniques Norma Brainard

and Mr. Sannah
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EVENT

vvvvvvvvvvv

10:45 - 11 a.m.
11 am. =~ 12 Noon

12 Noon -~ 2 p.m.

AFTERNOON SESSION

2 p.m. - 3:34 pqm-.
3145 to 4 pum.
4 p-m. - 5 Pcm.

7 p.m. Onwards

"Normal Deliyery

" Christina Coker
Coffee Break
Continuing Normal Delivery

Lunch Break

Obstetrics Dr. Sammy Palmer
Coffee Break
Continuing Obstetrics

Social Evening

Thursday, 9th, December, 1976

9 a,m. - 10:45 a.m.
10:45 - 11 a.m.

11 a.m. = 12 Noon

12 Noon = 2 p.m.

AFTERNOON SESSION

2 p.m- - 3:45 pnm.
3:45 - 4 p-m;

4 p.m._ - 5 p.m.

Nutrition Margaret Granger
Coffee Break

Continuing Nutrition =~ The preschool child
Gertrude Eastwood

Lunce Break

Family Spacing Bertha M'Boge
Coffee Break

Continuing Family Spacing

Friday 10th, December, 1976

9 a.m. - 10:45 a.m,
10:45 - ll a.m.
11 a.m. - 12 Noon

12 Noon ~ 2 p.m.

- - oy v -

Health Education Mr., Williams
Coffee Break
Continuing Health Education

Lunch Break
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Friday 10th, December, 1976 (comn't.)

TIME

AFTERNOON SESSION
2:00.p.mi = 3:45 p.m.
3:45 = 4:00 p.m.
4:00 p.m. = 5:00 p.m.

Family Welfare Beulah Joel
Coffee Break

Continuing Family Welfaraz

Sﬁturdax'llchl December, 1974

9 am. 1N:45 a.m.
10:45 = 11:. . a.m.
11: am, = 11:45 a.m.
12:00 Noon

Evaluation
Cpffee Break

Continuing evalugtion

Closing Session and Certification by Mr.

Commissioner LRD



L1

LIST OF PARTICIPANTS I0 THE POLYVALENT NURSE MIDWIFE TRAINING PROGRAM

Sister Aneta Davies

Sister Shyngle

Nurse Midwife Fatou N'Jie
Nurse Midwife Emma Jagne
Mrs, Adama Daboe

Midwife Mrs. Isha Batchilly
Ms, Olga Roberts

Sister Manly Rollings

Miss Mitchell Sarr

Nurge Midwife Abi Khan

JFACULTY

Dr, Paul E. Wilson
Dr. Sammy Palmer

Ms. Norma Brainard
Ms. Beulah Joel
Sister Bertha M'Boge
Sister Mina Coker

Mr. Pap John Williams
Mrs. Gertrude Eastwood
Ms. Magret Granger

Nursing Sister, Brikama

Nursing Sister, Labour Ward, RVH

Nurse Midwife, Kerewan

Nurse Midwife, Knntadr

Gambia Family Flanning Association

Nurse Midwife, MK, Health Center

Midwifery Tutor, Gambia School of Nursing
Nursing Sister, MK Health Center

Tutor, School for Community Health Nurses, MK
Nurse Midwife, MK Health Center

Medical Director, MCH programs, UCSC
Physician, Gambia Family Planning Assoc.
UCSC/MCH Project Technician

UCSC/MCH Project Technician

MCH Project

Tutor in Charge, School for Community
Health Nurses, Mansa Konko

Health Educator School for Public Health
Nutritionist, Catholic Relief Services
Nutritionist
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THE POLYVALENT NURSE MIDWIFE

This is a new approach to the work of the nurse midwife —- to be under=-
taken in nurces' and midwives' schools of experience, those out-
side the walls of the official teaching institutions =~ that is
to say a development in the hospital, and also in the centers of
health, thte dispensaries, and the homes of the patients.

The objectives of the nurse midwife with a view to family health care
and community health care in a primitive setting (rural) are:

1. She must be polyvalent because of:

a. The enormity of unsatisfied needs

b. Insufficient nos. of doctors (in small villages and
rural zones)

¢. Frequently asked to supply medical care for which they
are totally unprepared.

2. For the effective function of the system there must be com=-
munication and acceptance, among all health workers. The
nurse, nurse midwife, physician, etc. are all equal members
of the team -- and team work depends on communication and
acceptance. The supervision scale is intended to be a con=-
structive control of colleagues, not a punitive type of

policy inspection.
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FAMILY HEALTH PRIORITIES

1. Nutrition and malnutrition

2. Prevention and treatment of communicable diseases

3. Reproduction ~- prenatal care, labor and post natal care,
family spacing and sterility problems

4, Hygiene -~ personal, family and community

Se Pediatrics -- growth and development to 5 years care of
‘current diseases and complaints, and prevention (use of
vaccines).

Pig. 1f
LOGICAL FRAMEWORK FOR INTEGRATED TEACHING

1. The community where the family lives

2. The famiiy =~ a social unit

3. Conception and sterility

4. Preénancy; labor, and birth

5. Breast éeeding aﬁﬁ weaning

6. Physical, mental and social growth and development
«=r—=——=birth to puberty

7. Pubefty, maturation, and marriage

8. Illnesses and accidents affecting family health

9. Family spacing =- concepts, methodology, techniques

10. Interactions between health worker and community

Fig. 2f
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REQUIREMENTS FOR HEALTHY GROWTH AND DEVELOPMENT

1. Good nutrition
2. Prevention vs infection =~ vaccinations early and continue
3. Care of Pregnancy — pre aad post natal, nutrition, anti-
tetanus immunization for mother
4, Family spacing
Fig. 3f
FAMILY HEALTH SERVICES IN DEVELOPING COUNTRIES
Four Basic Points
1. Health services differ greatly from those in developed
industrialized countries
2. Influence of poverty is greater than that of a hot climate
3. To give family health care is of the highest importance
4, A collection of knowledge permits a fefinition of the best
way to attack the problems of family health and L2alth care
in developing countries.
Fig. 4f
FAMILY HEALTH SERVICES
1. Influencing factors

2.

a. Located near the community and easily reached
b. Regular care with increasing quality and quantity
¢. Permanence and continuity

Clinics or health units:
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4. Modest facilities

b. Least costly

¢y Simply equipped

d. Staffed with community and auxflliary personnel
Pig. 5¢

ADDITIONAL REQUIREMENTS FOR FAMILY HFALTH SERVICES

1. Person to person relationship and service
2. Continuity and permanence -- same place, sama time, same worker
3. Adaptation to local needs and conditions: medical and nonmmedical
services with a view to promoting a better "quality of 1life" for
all the population
Fig. 6f
THE_POLYVALENT NURSE MIDWIFE
1. Information and advice
2,  Sterility — perform preliminary study
3. Knowledge of contraceptive methods
indications and contraindications
4. Masculin contraceptives
5. Oral contraceptives -~ prescription, etec.
6. I.U.D, =~ choice, insertion, etc.
7 Sterilization ~- information, education Male
* ————————— ’ Female
8. Periodic examination and followup of women using contraceptives
9. Rhythm method = know it and its unreliability

Fig. sf 4
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REGULAR INFANT CARE
AND

TREATMENT OF CHILDHOOD ILLNESSES

1. Perjodic checkups to 5 years -~ regular
a. nutrition
b. prevention and treatment of malnutrition
¢. lmmunizations
d. advise and teach personal, infant, family hygiene
e, treatment of current infectioms

2. Growth and Development == normal

3. Family spacing and child health ~- not a demographic question
but simply one of well-being belonging to the family group

Fig. sf5
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INTRODUCTION

GENERAL ~ high 7 children in population with high incidence
of disease-morbidity and mortality.

Emphasis on child care

Tropical congiderations - nutrition, sanitation, treatment and
prevention, special disease problems. . _

Staffing - health persomnel
'‘DEFINITION
Care of the child from birth to maturity

SCOPE: History
Physical examination and agsessment

Growth and development
Nutrition and feeding

Common Infectious Diseases:
o Diagnosis
Management
Treatment

Prevention
Sanitation
Personal Hygieme
Immunazation

OBJECTIVES

To prepare the Polyvalent Nurse midwife to accept the high
priority of pediatric care, to competently perform history,
physical examination, to teach and advocate prevention, to
diagnosis, treat and manage illness, to recognize the indi-
cations for referral for "special" care (high risk, etc.).



GYNECOLOGY

INTRODUCTION
OBJECTIVES
CONTENT:

1.

3.
4,
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History taking

Breast examination

Abnormalities of nipples and breast tissue

Cancer of breast

4.,1. Diagnosis

4.2. High Risk factors

«3. Other factors

+4. History

«5. Differential points in diagnosis of
breast cancer

Review of Anatomy of Pelvic Organs

Abnormal conditions found in each part of

external genitals :

Technique of inserting vaginal speculum

Abnormalities found in cervix and vaginal wall

Procedure for doing bimanual examination

Abnormalities found on bimanual examination

Causes of abnormal uterine bleeding

Recto vaginal examination

Medical management of patients with trichomonad

Monilia H. Vaginalis Vaginitis

Health education in gyn problems

Rehabilitation of pubococeygeus muscle

Laboratory procedures in gyn.

Classification of pap smears

&



TRAINING SEMINAR ON THE POLYVALENT NURSE MIDWIFE

FAMILY SPACING OUTLINE
Introductions

VAMILIES AT HIGH RISK

COUNSELING -

STERILITY
PRIMARY INFERTILITY
SECONDARY INFERTILITY
RELATIONSHIP BETWEEN FAMILY SPACING AND MIDWIFERY
CONTRACEPTIVE TECHNIQUES
CONTRACEPTIVE METHODS -
1, Chemical and mechanical methods

Diaphrams and caps
Condoms
. Intra Uterine - cervical devices

2, Hormonal contracecptives

Oral.contraceptives
a. Combined pills
b. Sequential pills
c. Projesterone only preparations
d. Injectable Depo Provera
RHYTHM METHOD
Calculating the safe pericd
a. Callenda Method
b. Temperature chart method
STERILIZATION

a. Male vasectomy
b. Female

PERIODIC EXAMINATION AND FOLLOWUP

a. Breast exam
b. Vaginal exam

TREATMENT OF MANAGEMENT AND FOLLOWUP OF VAGINITIS

a. Trichomonal vaginitis
b. Monilial vaginitis

POLLOWUP OF WOMEN WITH IUCD
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FOLLOWUP OF WOMEN ON ORAL CONTRACEPTIVES AND INJECTABLE DEPO PROVERA

Hand outs
1. Assessment of high risk prenatal patients in a rural health center.
2. Family spacing methods available in the Gambia
3. Family spacing record forms
4, Breast and pelvic exam procedure
Films Family Planning Counseling
Pilm Strips Family Spacing

Video Tape. Female Sterilization.
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Dre P.Je N'DoVW
Director of Medical Services

Troms Participants of the Seminayr
Dates 135th Decembder, 1976,

Be it resolved that Seminars ef this nature be organised periodically,
80 as to help nurse midwives, dresser dispmnsers, heslth P8y
lepreey inspectors, shhool deachers and all oconmectsd with the care of
patisnts and health of the populaticm te fumotion satisfastorily,

It is beizg smggested that the next seminar be ocondusted im March,

Be it resolved that in comnection with such seminars, there should de an
exchange of views with our ocounterparts in other counteries such as Benin
at least ocnoe a year,

Be it resclved that in viev 0f the neocssaity for Cambian nurses to bde
really polywvalsnt, s council ahould de set up %0 leck into all matters

pertaining t¢o nursing.

Be it further resclved that nurses and all these sonneoted wi®h health
teaching de given some incentives, such as scholarships and an opportunity
upgrads thede carvers.

In view 0of the need to kesep records for statistiocal purposes, de it ,
resclved that thers should be a unifiod record keeping system throughout the

country.

In viev of the very importani 1ole of the trediticnal birth attendants in the
rural areag, and in viev of the necessity to help them improve om their
metheds, be it resolved that the Red Cross Socisty should undertake to
supply them vith aterile packs ocontaining blades, 0ordepowder and ligatures,
as well as d-esaings., UNICEF and other intsroational erganizations should
be asiced to assist.

Be it further resoclved that a member of this gathering de ass gned to vitness
= TBA at work and write a paper on the findings, and publish such & docu.ent
&8 5002 as possidbls. It was recommsnded that Sister Gaker be assigned thic

responsibility.

Be it resoleved that various membersof the commmity should de involved in
commmity health affairs, and it ia suggested that Sister Rollings help

organise thio program,

Be it resolved that knowledge, attituds, prectioce and study de dne on a
selected aumber of TEA's who have been trained previocusly, and a oomparatiw
atudy be done on & selscted mumber who have never bdeen trained.

Be 4t resol¥ed that a curriculum be developed acocording to the leaming
needs, and training begin as soon as possibdle,

Be 1t resolved that the curriculum for such courses be planned by a joint
ocormnittee early next year, at @ mecoting ¢to be held in Nansa Xonko with

v A8 e RNahvmdhe e cacasacmdiacdbas
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® 2 e

12 Do 1t resclved at 11 visw of the indiscrixisate dispensing and eale

of dangesvus drugs, poisons emd contreceptives, considerstions should de
sade Goncerning their control

15+ Be it renolved that a schosl health pregaiusrs de eetadlished im the
oeay future,

f4¢ Be 1% resolved that the everwall NCE Traizing progremse bs otieved ix
W yoarw,



From: Paul Wilsonm =54~

Memoz - S = The P
Date:  10th December, 1976

1+ The Project teaa arrived in Mansa Konko Sunday afternoom (Dec.5)
and installed themselves in the Rest Eouse, and at Beulah's. Most
participants arrived that evening or early Monday morming., The
weather's been delightful - cool and dry - no need for aircondie
tioning. The school provides a most comfortajle setting for such
& meeting.

2. Dr. H'Dow, the Local Commissioner and the Local Chief arrived at
8.30 a.m. for the opming of the sessicns. Dr. N'Dow addressed the
group briefly and to the point on the subject of the seminar, the
importance of the pelyvalent nurse midwife, the MCH family health
approach, and the coomitiment of the Ministry backed by the governod
ment, to emphasize MCH family health in the 10 year health development
plan for the Gambia., It vaw sincere and bnot,zhoa Taanbling presenta-
ticn. We were all much impressed., His arrival cm time (he left Banjul
at 6 a.m.) and his thoughtfull comments indicated to me a respect for
the project team and an aprreciaticn for the work in progress and that
which is planned, '

3. The daily sessions have been lively with active participatiom of all
participanis. Much of this has been due to the thoughtful pseparation
of the chairperscns., Dr. Falmer and Ms. Granger were particularly
impressive. Unfortunately I must leave this afternoon so I shall
miss the final e¥aluation tomorrow, morning and the presentation cf
certificates by the Commissioner. However it will be under the capable
direction of Marion assisted by Bgulah and Noras.

4. Vednesday night, 8 December, there vas a sheep bipecus with music,
singing and dancing - and there was overwhelming enthusiastic
perticipation (see pictures). Again the Commissioner and Chief
attended,

5¢ Soue conclusions:

as The conference indicated the va.us of ¥ringing these trainers
together, for revief, exchange of idesas, and stimulus to agree
om, improve,and maintain standards. .

be The emphasis on training and committment was accepted and it wvas
agreed that it must be pidssed on to all members of the health teem.

Ce ore was unanimous agreement an the need tc have a health advocate
the v illage level who will be frequeantly in comtact with the
Comunity Health Nurse (our students), the midwife and the health
center. It was also concluded that the TBA mignt be the ome to work

through.
de The project team will have to trek regularly to the MCH sites.
¢, Other points should emerge from the evaluation,.
6o Addenda:

a. #g need some life sized genie models (at least two) such as we intro-
duced in Cotonou,
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PROJECTION

The Continuation of University of California, Senta
Cruz (UCSC/MCH) Technical
Assistanco during
the year onding Dgoomber,
Jst, 1979

The Govornnent of the Gambia/Ministry
of Health (GOG/MOR)

and

The University of California, Santa
Cruz, Matomal and Child Hoalth
Projoct
(vcscAucE)
(UsLID)

Narative Summary

University of California Staff
Capabilities
Input

Host Governmnent

Schedule - Time Pjan

Report of mooting with Dr. Spmba and Mrs NM'Boge

Subnitted by:
Paul B, Wilson
UCSC Modical Dirsctor/Coordinator
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T. BARRAI,VE SwouRy
USAID has agreed to contimio the UCSC/McH technical assistance
in the Geumbia for the year, 1979, The UCSC/MCH project staff under tho
direction of tho Gumbian Ministry of Hoalth (MOH), has worked in a counter-
part role in; -
e Dovelopment of Mansa Konko as a bealth/training centor
2. Curriculun Dgvelopment _
3« Tpaining and Teaching in and out of country,
4. Roplication of MCH and ¥P sorvices - a.g. Korevan, Euntaur,
tho RVH PP clinic under the diraction of Mra M'Boge.
5« The dovelopment of an MCE section within the hoalth
structure to coordinats ail MCH activities in tho country,
6o Inservice seminars and review progfanu - T0T in 1974,
the Polyvalont nurse midwife soninar in 1976, etc,
To Podiatric Agqsossmont Tpaining - 2 cycles in 1978,
8. Providing training mnterials and equipment, limited modica.
instrurents and supplies, contreceptives and transport vehiclea
9. Standardization of rocords, iominizations, etc,

These and other related activitios were part of the UCSC/MCH
Project's technical assistance Frogran which terminated Deconber, 31st, 1978,
Tho USAID decision to contimie UCSC/MCE tochnical asaistance to the GOG/MOH is
based on the latter's plan to train rural health porsonnel and to development ¢
primary health care and the delivery of health uorv:l.ci:a to the rural areas.

The UCSC/MCH staff is propared to offer its assistance in aroa
dotcrmined by its capabilitios - as Tequasted and directed by the GOG/MOH, However,
becauso of the limited time, certain conditions will have to be considered:

1+ Ruober of UCSC staff in country - Gambian counterpart

2, A time plan to avoid unnecessary wasteful delays

3 In any treining cycle, the nunber of traineos mst be
sufficient to utilize the trainers' time and offorts a.g,.
in a Podiatric Assessment cycle no fower than 5 traine@s are
acceptable,
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vill contimio,
3. Cagbilities

could be productively involved in;
3.1, Curriculug development
0 Roview of curriculun for Mansa Xonko School
0 Curriculum for;
= State enrolied murses
= Aduxiliary Nurgeg
= Mgdical Ldgsistants progran
= Rural Hoalth trainers ang workers
3¢2. Revision of Mansa Ronko Progran - condensoc to 12 nonthg,
2 intakes per year,
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3¢3s Training
- Pediatric Assessment
= TOT for rural health
= ?2continuation of out~of country
Santa Cpuz FNP training
= Oyt of country training at administrative level
- Preparation of training sites.

3¢4. Othor possibilities include
= Health Planning
= Reviow and evaluation of professional schools.

3.5« Tyransportation for trainers and housing in Ban jul
3e6. Budget (to be forthcoming fron UCSC)

III. HOST GOVERNMENT INFUTS

2e.

Office space for UCSC staff, Secretarial help,
Housing for UCSC staff if working outside of Ban jul (e.g. at MK)

3. Barly seloction of trainces tor training cycles, their separatior
fron duty to attend training full time; adherence to a time plan
schedule to avoid wasteful delays.

4. Provide trainees with nccessery allowances for transport etc.

5¢ Assist (not financial) in country UCSC staff with problems associztcd
with living in the Ganmbia.

SCHEDULE

APRIL

te Arrival of staff in country

2. Orientation - Housinr etc

3. Mgaeting with Dr. Semba and Mras M'Boge

4. Budgetary inputs of GOG and UCSC finalized.
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= Necensary supplios and equipment ( ordered in March)
will have been shippid by hir froisht

- Names of trainces (minimum of 5§ ) will be available, thoy will hawn

beea notified.

5. Job Descriptions for state enrclled murses, auriliary nurses, medical
asgistants will be available, Prelininary curriculs ideas
6. Poelirinary mootings of curriculum comniitees whose rmembars will
already have been chosen (state enrollod murses, auriliary mrses,
medical assistants, in-service education). Assignments to comnmittee
members,
7. Comnittee reports review of Jjob descriptions
8. Finalizo date for cycle 3 Podiatrie Assessment - June 18 - July 13,
May
1+ All arrangoments for cycls 3 Podiatric Agsessment completed
-~ trainees notified of dates, dotachmont from routine assignments,
transportation and lodging allowances certified,
- all training materiasls in country
= 8chool classroom and Loman Street Clinic arrangements completud.
2. Committee meetings:
Ropcrtw on job descriptions - discussion
Reports - preliminary on curricula
3+ Classroom and clinic supplics in place
JURE
t+ Continue Committes mectings and assignmonts
2. Start cycle 3 Ped. Assessment June 18 (18t 2 weeks)
JULY
1. PFinal 2 weeks Ped. 4ss. cycle 3
2, Continue curriculunm studies

3« Finalize curricula - plan and project for Sgptember - Docember, 1979.
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ADGYST

te Reports of various curricula committoes
2. Mgetings with Dr. Sqmba and Mys M'Boge ro. 1
3+ Roview and Report work April - Rugust 3pth , 1979

Septenber

October Dependont on work through July 15 =« to0 be

Novegber gﬁx;n:g.and projected by -

Docenbay

Ve Report of meeting Fobruary 24, 1979 -~ Dr, Sani:a, Mrs K'Boge, Dr. Wilaon
present. ' '
UCSC/MCH inputs were requested for the folloving:

1. Pod. Lsmesa. cycle 3 - June 18 = July 13 4 woeks
1el. 5 trainees (6 if possible) :
Michelle Sarr
Taffa Sanyang
Sister Joiner
Sister Dramuch
Mrs Kah
1.2, Banjul
School of Nuraing classroom
Childrens ¥Ward - RVH
Leman Street Clinic

2. Curriculum roviev for Mansa Konko School to include revision
to 12 months program and increase intake 2 times yearly -
30 atudents per enrollmont,
- Faculty
- Facility
- Curriculun,
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- 6 -
3« Curriculum pivparation for
~ S¢ate enrolled nurses
- Auxiliary nursoes
- Modical Agsistants
= In-service training prograns.
4. Bealth Planning/advising
5« ?Profogsional School Evaluations - not a priority
6. Other arcas might develop where UCSC expertise ﬁight provide
valuable assistance. (e.g. Project Concorn, an additional P4
cycls ote.) J . edu:a%éw' ¢ / L 774’
- (X772
VI. EDgEr " s -

GOG and UCSC inputs currently in preparation - to be finalized

by April 1st, 1979,

me Aus M//aﬁ( e /@ Jrpors R W”A“‘”""W

ﬂzyu/z Ae  Cot e

Lo of AHD Neapunces s /74

Sui Us. M Siz ok & Ll e Hons
tud e A il of b 10 Foin, Dz
ﬁmu_af —
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To: Dr. 2.M, s‘mh’ DMS
From: Dr. Peul Wilson, UCSC/MCE - Coordinator
Date: March 12, 1979 |

Proposal: Nutrition( Rehab;.l.i*ation Centers = Rural Locations
NRC'd :

Purpoge: Treatment / Bducation / Prevention

GOAL: The goals are to affect a reduction id. the incidence of nalnmutri-
tion and related disorders, to help curb the vicious melnutrition .
infection relationship, Secondarily, ar improvemont of the honlth
and wellbeing of the family ("the @ality of life") will in turn
affect productivity in rural entorprises - the human resource facto
will be less limiting.

The Problenm Baggsound

~ Population - 80-85% rural, life expectancy ‘is 34 to 36 yoars

= Highest morbidity and nortality rates = particularly with most
vulnorable group (mothers and children) :

-~ Prevaience of malnutrition - contriduting factors = @+.8« B8eason,
rainfall, availability of foods, infection, ignorance, custous,
superstitions, eotc.

= Combination of foregoing factors adversely affects the ability
to lsarn, to overwmra superstition and fear, to accept change,

= There is no existing structure for a nationwide nutrition progran
functioning as an integral part of the health services of the
Ministry of Health., it present an individual with severe male
putrition (marasmus, kwashiorkor, etc) needing ins’itutional care
mst be sent to Banjul (usually a long dobilitating Journey) for
care and treatment. Condition on arrival is not @gptinal, aftem
complicated by infection - results are poor.

= There is no properly suporvised nutrition progrem on tho RVH
Children's Vard.

The Pro,ject

Thare is a need for a supervised, nationwide, nutrition progranm,
coordinated by the MOH, and effocted, with trained personnsl, through a
dacentralized structure - District Nutrition Hohabilitation Conters, Thase
will be estzhl ished as part of a district health contre with a separate
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staff with treining in nutrition = suggested locations
are:1.Brikama 2. Mansa Konko, 3. Bansang, 4. Basse
5. Kyntaur 6, Kaur, 7. Kgrowan,

Ob Jectives

= To treat. malnutrition problems - keeping a low.coot profile.

= To toach mothers (or a responsible member of the family) the
comnon causes of malmutrition.

= To inform mothers about available (indigenous) foods, how to
preparv and use them properly to prepare a diet for treatment and
a good diet for regular fanily consumption.

= To teach how to propare for seasonal variations in food supply -
villare or compound gardens :

= To provide and supervise on-going health education in the rural
areas using the schools, community clubs, the church, ete. coopera=
ting with traditional healers, etec.

IHE NUTRITIONAL RERABILITATION CENTRE
—M

= Residential Couponent - 10-12 beds for treatment of severe malmitrition
Tequire institutional care., To have facilities for parent to stay with
child and receive instructions (see objectivos)

- Day Care Clinic « for ralmitrition problems that can be treated on en
outpatient basis - risk registry, health education, followup.

- Coordination with rural hoalth workers - Reforrsl to Conter by RHWs and
vack to RHWs fron center to monitor home practices, assure roegular visits
to clinics.

- BHgalth education ~ responsible for nutritional unit in district health
education programs - in schools, cooperating with agricultural programs.
etc., on geing in-service education progran for staff, local school terchers,
agricultural workers, etc. '

= Ihe Staff - Nationsl trainers who will bo highly trained (out-of-country)
to roturn to train thosc sclected to be the respongible officers at the
NRC's. Tho national trainers will also have a superwisosy role over
conter activities - ovaluating consulting, and teaching.

=~ Details of junior staff mst be worked out using craduates of tho lMansa
Konko S¢hool for CHNs, auxiliary nurses, etc.
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LovMEry

The Gambia is a country with a large rural population = it has an
dgricultural econony subjéct to many influendes, not tho loast of vhich
is the human resource element. This rural sector is selocted for growth
and cevolopment, for increased MOyductivity. Where to start?

Eoalth is the key to rurel development = "the inprovemunt of the
quality of life in rural areas,. i-'vding health and mtrition” is a
quote from a Gambian health praper, Oms, if not the most important
problenm is propor mutrition. The Nutrition Rehabilitation Centors in
their rural settings provide the keys to health,
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OFFICIAL OPENING AND GRADUATION OF THE SCHOOL FOR
COMMUNITY HEALTH NURSES MANSA KONKO

Mr. Chairman, Honourable Minister, distinguished guests, ladies and gentlemen:

For the first time in the history of The Gambia as far as the health sector
is concerned, we are witnessing the realization of one of the main pillars of the
Health delivery system, that of attempting to fulfill the health needs of the
people at the grass roots.

Often Health care delivery systems in most African countries are fragmented.
Although .n The Gambia services are provided by a number of organizations,
governmental, local authorities, like the Area Council, voluntary agencies and
missions there is very little coordination between them, which makes program
planning difficult. This often leads t> duplication in some areas and complete
absence in others.

The inherited division of services, into curative and preventative medicine,
also exists and in The Gambia this division is reflected in the amount of money
spent on providing hospital based services, and the preventive and promotive
services.

The physical facilities available to the people are limited to the city and
peri-urban towns or villages, and serve as referral centers for people in the
rural areas. The health delivery system provides health centers, dispensaries and
mobile health teams. The ratio of health facility to population varies from
1-100G0 to 1-20000. The physical facilities therefore do not cover a vast area.
There is a shortage of supplies like drugs and dressings, shortage of transportation,
especially for the transportation of patients to referral centers. The shortage
of trained manpower is an obvious problem in The Gambia, which is even more
acute in the rural areas. The trained persommel available are concentrated in
Banjul and posting to the rural area is often regarded as punishment.

The financial resources available for development are limited, while our
commmnities tend to depend entirely on govermment to provide their basic health
services and other needs. However, commmities are beginning to show signs of
self reliance. It is only this week that we heard of the completion of a feeder
road to serve the village and dispensary at Salikene in the North Bank Division.
To me this is the most realistic move towards commmity self reliance and national

development.

One of the objectives of the National Health Pian is to provide a comprehensive
and integrated health delivery system for the entire population in The Gambia.
However, the primary consideration will always be the extent to which the actual
basic services can be made available to the pecple. Emphasis will therefore be on
guaranteeing the maintenance of existing health services with the long-term

objective of improving them both in quantity and quality.



Chanter 18 of the five-year development plan deals with the health sector
govermment 's plan for the recruitment of staff, and their training is outlined.
Thus, in an attempt to increase the ermphasis on maternal and child health
services witnin the national network, and to meet the goals and objectives of
the Maternal and Child Health Program, the training of Commmity Health MNurses
was commenced in May, 1976 in Mansa Konko. The eighteen months training course
is designed 0 equip studcnts of the school to function effectively in the
commmity or in health centers.

To extend health care to cover most of the rural areas, the training and
extensive use of auxiliary health persc.nel is indispensable. More so if these
health workers are recruited and trained in the rural areas and after training,
return to the comumities where they come fram, Auxiliary health personnel are
more economical to train and to empioy, they are more capable in dealing with
traditional beliefs. They can ascertain the commmities needs and thus relate
them to their training and the available health services.

Presently, the health problems of rural Gambia cannot be overcome merely
by building more health centers and training more health personnel. Staff that
man health facilities must work as a team, staff must also provide the necessary
guidance to commmities so as to bring about positive change in health attitudes
beliefs and practices.

In conclusion, I will say to you graduates of the school, that you must hav
a strong national will to tackle the health problems of this country realistical
and within the limits of your training. There must be in you a dedication to
duty and a sense of commitment to a cause.

In a nutshell, my message to you is go to the people, live with them, work
with them and learn from them.

Mr. Chairman, Honourable Minister, ladies and gentlemen, thank you.

k#mote address by Mrs. Bertha M'Boge
Senior Nursing Superintendent
MCH Program
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COMMUNITY HEALTH NURSE
JOB DESCRIPTION January, 1978

QUALIFICATIONS:

Cammmity Health Nurse, Successful campletion of eighte -
at the School for Commity Health Nurses at Mansa Kanko, ghteen months training

POSITION:

Responsible immediately to the Senior Nursing Superintendent, MCH Program,
Responsible for direct supervision to the Nursing Superintendent in charge of
the Health Center or her deputy. Works closely with other health personnel, such
as Health Inspectors, Dresser Dispensers, Nurse Midwives, Auxiliary Nurses as
of a health team, to improve the standard of care given to mothers and children,

DUTIES AND RESPONSIBILITIES

1. To give effective health education to individualsand groups with
emphasis on nutrition and health care of mothers and children,

2. To participate in child welfare clinics,

3. To supervise the growth, development and general health care of infants
and children in the home and clinic and make appropriate referrals.

4, To give reconmended immmizations to prenatals, infants and children,

5. To give medication under supervision of mursing sister and dresser
dispenser.

6. To give basic mursing care to sick mothers and children,
7. To participate in Antenatal clinics.,

8. To provide nursing care to wamen in labor. Conducts normal deliveries
in the home and MCH Center and to give post partum care.

9, To provide immediate care to new borns.
10. To provide cmmseling .oncerning methods of family planning.

11. To assess ti:? community and identify health problems and to make
appropriate referrals.

12, To conduct emergency care when necessary.
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13. To assist other team members in maintenance of supplies, equipment and
general cleanliness of MCH Centers and Clinics,

14, To perform other duties which may be required fram time to time,

This islbtglgmify ha:tlh:lg the duties and
respansibilities e prior approval
of the Director of Medical Services,




Nutrition and llealth Education Talks
Ministry of Health, Labour and Social
Weliare
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HEALTH TALKS
Notes t0 Siaff

The lectures in this booklet are only suggestions of the type of educstion we
would like to be seen given 10 the mothers. The main points to be made in any of the
jectures bave been written out 1n a “question and answer* form. Therefore, once you
are familiar with these main points, the lectures can be adapted 10 suit your own
style of teaching. Remember however, that teaching should always take the form of
a.discus~ion rather than a lecture, and the audience should be iavolved in your dis-
-CUSSION.

Always illustrate or demonstrate the point that you are irying 0 communicate

to a group (suggestions of suilable visual aids are given for each lecture) and reig—

your point at least three times during the lecture. Health education does not

stop at the wall of the clinic compound, and you must take every tyto be

sot only seen mmhn you preach, yoursell but to actively encourage others
to do so outside the clinic environment.

Take anly a few minutes 10 give your lessen and be prepared before bo—
gin. Speak out loud and clearly and be cheerful, and do maske sunnmy,::'-—-
sdience can see yow and the posters eic. that you intend to use. Ask many questions
of your sudience and rewurd the right responses or answers with good approval, bus
do not laugh or ridicule wrong answers.

. Thwd«sofnlhﬁnedinlhisbookladouwhanlobefolmm.
I you knc: iant there are cases of measies or diarrhoes etc. around, oc if mothers
m«bﬁnﬁngthe'tchﬂdmt 1o climic to compiete their injection course, talk sbowt
t topics.

It is advisable to make a wall chart on which the date and the name of the takk
.given at the clinic can be writien. When mothers come 10 a clinic several times it is
uscful to be able to find owt what thcy have been taught on carlier visits. Can they
m.mbcrwhuu!yhavebmuughumthorsixmouthslalcr?lflhqam
remember anything, something must he wrong with the teaching. The enly way to
find out what a mother has bren taught is 1o record it on & wall chart or om ber
oun rnad-to-health chart,
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THE THREY FOOD GROUPS

ci-n PROVIDES INERGY

Coreals Swschy Reot | Segar. Ol &Faie-
Rice and Freit Sugss Vegstabls Oils
Guinss Com Casava . Swests Dakh
Milist Swest potato Syrep Butter:
Maize Trish Potato Housy Margarise
Fladi Yam Caramsels Lard
Wheat Breadfruit Paim/Kernel
Plastsin
Breadnut
GROUP 1 PROVIDES BODY BUILDING SUBSTANCES
Ment Fish Kgp Bk Produers Dry Logumies
Beef Fresh Chicken .. . Fresh Pecs
Gom Dry Duwck Powdered | O
Powl . Smoked Peaamt
Gamwr Tianed Epni
Pig Shell~~fish Netstou
GROUP I PROVIDES PROTECTING SUBSTANCES

Geoan Lealy Red and Yellow Freis Other Vogetnbler
Vagotabies Vegatables Pawpaw Swestsop Garden Egy
ARl types of Carrot Maago Tangerine  Bitter Tomasto
Spinach Pumpkin Orangs  Monkey Bresd  Kolrabi
Parsiey Tomato Mandarine  Pinespple Okna
Neverdie Shakpa (Sorref) Lemon Avocado pear  Raddish
Cabbage Crapefruit  Fulecaba Orion
Lettuce Lime Avocado
Lalo Ditakh Netteh

Soursop Cashew

Bansans Guava

Hin Tol
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Nutrieat English Wolofl Maadioka  Availability
Vitamin A Lettucs Salat Salato
Garden egg Batanseh Batanso All year
Cabbage Soupa Meh pa meh
Leafy veg.
(spinach) Ho'se wer-  Jambow All yoar
Boabab leaves Lalo Namo Mas
ot e e, e
Pumpkin Banga Bambero  Oct
Bninmnh &u h .“I":oxuh Sggz:—hnm
ra
152::1” Tamsuwlt™™ Mentengo . October—Juae
(mn),  tmo Dus May—Avgus
g0 ang.ITo uto !
Paw-Paw Papakayor Pukayo all year
Guava Guiab Guisbo March—April
Cashew Cashew Cashewo  May-August
Orange Sorrance* Sarranso  October—April
Palm oil Dutiir Tentulo, All year
‘Tuluseh
Bitter
(Tomato) Jahartu Jasto All yesr
B—greup of
Vitamine Liver Ress Juséo All vesr
Meat Yappa Subo *
Egos Nen Susai Kilo -
Fish Gen Nyes *
Beans Nicbe Sosso "
Groundnuts  Gernieh Tiyo ”
Rice Mario Mamo *
Comn M'borhs  Toobanyo August—October
Millet Sunna nno
Findi Findi Findo
Cashew
nuts Horhi ca-  cashew kolo Muy —August
Viamia C Lettuce Sala Salato November—May
Green leuves Hopi: wer-  Jambow All year
e
::.m Lo N M Sepeember
ves - Namo ay--
(Some exam- Tomato Tamateh Mentengo  Octoher—Juns
ples only) Dittah Deantab Talo October—Jjanuary
Mango Mangorro Duwo
Paw.Paw Papakayor Pakayo All year
Boabab Buii Sito December—April.
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Eaglish Wolo® Maadiaka  Awsilebility
Cashew Cahew  Cathewo  May—August
Orange Somance Sarrenso g?ohc—mﬂ
(Svem) Pompitsire Pompitaire

(Patats) (Patato) All year
Soursoup Soursop Soursop December—Jasuary
Avocado
Owion Linyong Jarbo All yeur
Grem leaves  Hopie
lepkaq ) Banga Bambero Oaabu-hn-ry
Distah Deattah Talo October—January
Meat Yappa Subo All year
Fish Gen Nyea All year
Eggs Nea Susai Kilo  All year
Coos guh::u N ﬁg Yoar
Figuﬁ Findi P lﬂod'; i Yot ber
m auts  Cashew Cashewo May—August.
Fis} Gen N All

with edibie
boney
leaves Ho:uh Jambow July—=Decomber
am
Green Jambow
Bosbab leaves Buii/Lalo Sito/Namo
Sorrel Bissarp Kucha
Groundnuts g:t:b Ti fl; Yeas
ul yo

Netetu Netetu Ncymuo All yy:
Souvr Milk DSo“n Il:on—ao 2"11 year
Rice " Malo? o Al Year
Findi Findi Findo
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Weige (Kg) Higix (Cm)
Yeaz/Month Standard 807 4. €09 Sed. Standard 007, &
0 e 27 20 0 0
] 43 34 25 1] 4
2 50 40 29 - ] 4%
3 3.7 45 34 ) L
4 (&) 50 s Q »
] (L] L& 4.2 64 N
6 74 39 4.5 6 3
7 80 63 49 e L
| 84 6.7 L] & 33
9 L9 71 3.3 n 5
10 93 74 55 n ]
n 9.6 17 58 n »
1 12 9 19 6.0 L] 0
15 10.6 8.5 64 n aQ
18 i3 9.0 68 8l &
2 1.9 2.6 1.2 “ 67
2 u 124 99 7.5 n ™
b 129 10.5 13 9 n
24 % 138 10.8 L8 7] n
3 4.0 1.2 84 ] 7
3 3 14.5 116 8.7 96 -
34 @2 15.3 124 9.3 100 80
4 4 143 132 9.9 103 83
4% 54 174 4.0 10.5 107 85 -
5 @ 18.4 147 1.0 109 87
4 210 16.§ 12.6 116 93
7 ik 16.3 12.6 116 93
7 23 188 4.1 13 9
] 2.0 208 15.6 128 102

TAKEN FROM: CHILD HEALTH-BALLDIN, HART, HUEGRESE VER!

(1973)
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PFO0D TAROOS

Over the pege are listed some (ood taboos in this country which apply during

‘This list was compiled with the hetp of the Saal year scadents (I977) at the
.smammﬁu betp - us

The list is not mesnt to be comprehensive and no attempt has besm mude 1o
e