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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 recommendations of the
 

UNEX staff following termination oi 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 

last 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 is 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 assuming
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responsibilities for solving these problems. 
Those of us with° 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
 

challenges aith some success should not 	be replaced but should be en.. 

couraged to continue, to develop, to extend their work and to expand 

into new territories. 

The 	present concept of a strict time limit 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 is, in
 

part, a plea to USAID to support the continuation of activities that are
 

making progress, to encourage their replication in other developing
 

countries, and to invIte new ideas, new inputs, new contributors with­

out 	terminating or replacing s:iccessful projects.
 

The 	focus of this project in Benin and The Gambia was on technical 

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
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2. 	There was a successful termination to ictivities.
 

3. 	The Ministers of Health from both Benin and The
 

Gambia requested the presence of a UNEX Maternal
 

and Child Health QMCH) team to continue to aid
 

in the development and implementation of new
 

projects in the health sector with emphasis on
 

training personnel and expansion of health ser­

vices to the rural areas. 
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II. SUMMARY AND RECOMMENDATIONS
 

1. Pro lect 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 	 t.) promote awareness 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 existiug facilities which had personnel already assigned on a perm­

anent basis. The project was to supply field training, supervision,
 

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 activ.lties outlined below. The
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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 governments to create in-country training in­

stitutions for MCH/FP personnel; 

18 assisted 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 
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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;" 

2.2 	 establishing a School for Community Health Nurses at Mansa
 

Konko in The Gambia;
 

2.3 	 conducting Training of Trainers sessions in each country;
 

2.4 	 conducting management seminars, Pediatric Assessment Work­

shops and other training programs for health personnel as
 

needs developed;
 

2.5 	 providing technical assistance to the UNEX trained midwives
 

in Benin who planned, directed and taught a 12-week FP/NP
 

training cycle which duplicated the Santa Cruz based train­

ing;
 

2,6 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.,3 	 planning courses for nurses and nurse/midwives were
 

offered during the project as training needs became
 

apparent.
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2.8 Outline of completed Training Sessions
 

Total Number 
of 

Participants 

Total Number 
of 

Sessions 

Type of Training Position of Participants Gambia Benin In country US 

FP/NP 

Health Planning 
and Management 

Nurse Midwives 

Dir. of Medical Services 
Chief of MCII 

11 

1 

28 

1 
1 

1 Benin 12 

2 
1 

TOT (1974) 

TOT (1979) 

Nurses, Nurse-Midwives 
Dresser Dispensers, Doctors, 
Program Directors 

16 
23 

2 Gambia 

Polyvalent Nurse 
Midwife Seminar 
(1977) 

Nurse Midwife 16 1 Gambia 

Pediatric Assessment Nurse Midwife, 
Dresser Dispense 
MD1 

12-
10- -2 

7 4 Gambia 
1 Benin 

Administration/ 
Orientation 

Director Medical Services 
Director Preventive Medical 
Services 
Chief MCH clinics 

1 
1 

1 

3 
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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 comunity health nurses at Mansa KonLo 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 MOR, Mrs.
 

Bertha M'Boge has been officially designated as coordinator
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of all 	MCH activities in the country;
 

3.4 eleven nurse/midwives have been trained in Santa Cruz each 

being 	certified as an MCH/Nurse Practitioner; 

3.5 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. 

3.6 	 the second class of eighteen students at Mansa Konko School
 

for Community Health Nurses graduated inDecember 1979 and
 

graduates were awaiting assignments to rural "outposts of
 

hez.lth;" 

3.7 	 two MCi Centers were replicated at Kuntaur and Kerewan and 

were supplied with necessary MCH/FP equipment, contraceptives,
 

materials and medications;
 

.8 	 ten auxiliary nurses were trained at Royal Victoria Hospital 

(PVH) Family Planning Clinic to assist in various Family-

Spacing Clinics; 

3.9 	 eighteen student nurse midwives were instructed at RVH
 

Family Spacing Clinic as part of their training;
 

3.10 	 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;
 

3.11 	 fourteen area council nurses were trained in a two-week course
 

at Bansang Hospital by MCH staff;
 

3.12 	 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 i" curriculum development, 

training and instruction in the School of Nursing and 

Midwifery, School of PubliL Health and Health Missions.
 

MCVFP 	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 Hansa Konko Health Center; 

3.15 	 a conittee of Health Donors was formed by the Director of
 

Medical Services and the first meeting was held on October 3,
 

1978;
 

3,16 	 four four-week training cycles in Pediatric Assessment (PA) 

were given in-country, Twelve nurse midwives, ten dresser 

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 UYLX staff.
 

4, People's Republic of Benin
 

In this country, the smallest is Francophone West Africa with a
 

land area roughly the size of Pennsylvania and population of about 3.2
 

million (88% rural), the UNEX MCH project began its final phase of
 

operations on Janu-ary 31, 1977. At termination in December 31, 1978,
 

achievements in the areas of training, health education, replication
 

of 14CH 	services, general technical assistance and supply have met and
 

often 	exceeded original objectives:
 

4.1 	 twenty-one nurse midwives were trained at Santa Cruz in 12-14
 

week training cycles and were certified as Family Planning 

Nurse Practitioners.A 
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4.2 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;
 

4.3 
 MCK 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, materials and medications.
 

4,4 forty-eight nurses and nurse/midwives were trained on-the-job
 

in Family Planning at various MCH centers;
 

4.5 twenty-four TEAts and twelve assistant dresser dispensers
 

were trained in a pilot program to which UNEX staff contributed
 

curriculum designs, teaching aids and basic clinic supplies; 

4.6 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.
 

4.7 three hundred thousand patient clients have received health
 

education instruction;
 

4.8 
 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.
 

4.9 data collection has been simplified and the identical data
 

collection system has been made operational for all MCK clinics;
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4.10 	 in-service education programs for all levels of health 

personnel have started at all centers. A monthly review 

of training activities for the thre.-a 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 	 Family Spacing acceptors and requests for information are
 

increasing and there is an increasing number of males re­

questing FP information from FP facilities; 

4.13 	 a plan for ongoing supervision of all centers wej deve oped. 

Routine regular visits are now made by National MCH team.. 

4.14 ongoing cooperation with National Office of Health Educetion
 

contributed to the success of training and Health Edu .ation 

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 

introduce MCH/FPP service and education models that the countries could 

afford an' replicate in rural areas. Before undertaking these programs
 

it was necessary in the project work plan to define the specific goals
 

and objectives and to e:itablish a detailed modus operandi for technical
 

assistance 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 the span of project
 

activities. First, UNEX staff would only work in a counterpart con­

text, Before any,work could begin, the goverment was asked to select 

and assign one or more counterparts to work with UNEX staff members. 

Second, all activities related to the growth and development of MCH/FP 

services including the planning, health education, training of health 

personnel, etc., would be designed to create a capability within the
 

host country MOB for continuing these activities as well as for pro­

gramming planning and Implementing future growth in each of the ac­

tivity 	categories.
 

The essential parts of this Africanization process involved 

the formation of au 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. 

541 	 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 CHNts with the skills necessary to retuU.--to 

their villages to work. The school's directress ant' 
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trainers are Gambian and until termination of the 

project advisor/counterpart ina UNEX was residence 

and available to provide technical assistance.
 

by 1979 all TOT's, workshops and seminars were totally
 

Gambian directed by the MCH coordinating unit. Until 

the end of 1978 UNE counterparts were present in an 

advisory capacity. 

5.1,4 Cycle IV of Pediatric Assessment training was planned,
 

directed and taught by Gambian trainers. Several ad­

ditional cycles have already been scheduled by the MOH 

for 1980. 

5.1.5 course matarial on FP and related subjects was intro­

duced iato the curricula of the professional schools; 

courses contained FP information are now taught by 

Gambian instructors; 

5.1.6 the MCH coordinator established a very successful PP 

clinic at the RVH in January of 1977 that meets three
 

times weekly and has already seen its 3,000 FP service
 

acceptor;
 

5.1,7 replication of 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.
 

5.2 
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5.2.2 other MM trained midwivetWo have been assigned 

fulltime to the national training teem; 
5.2.3 EH/PP coordinating activities are directed outtof 

the office of the Director of Preventive Medical 

Services; 

5.2.4 a 12-week FP/NP cycle in Cotonou fnr eigkt partici­

pants was conducted by the BeanoIe national train-

Ing team.. This trai nng duplicated the Santa Cruz­

based cycles.
 

5.2.5 the national training coordinator and a UNEX-trained 

midwife who is posted to the National Bureau of 

Health Education, worked together to develop appro­

priate MCH/FP material for the instruction of TBA's, 

junior dispensers, and village health orkrs. This 

material is presently in use in service centers in 

rural areas. 

5.2.6 the national training coordinator supervised a three­

veak training exercise for three Malienne and three 

Senegalese midwives in Abomey. 

The Africans who participated in various UNEX training programs vere 
in uanimous agreement with the principle of Afric-nlation. Not only 
is it more economical, but it is more realistic. Participants cope 
with problems existing n situ, they use the locally available materials 
to aid them in problem solving, and they use their neow skills to im­
prove health services and health delivery systems within the existing 

national health infrastructure. 
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6. The MCH Coordinating Unit
 

The original agreement included the expectation that each parti­
cipating country would provide a focal point within the MOH 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

ties at the national level. 
This 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 COPD), 

medication, procedures for treatment and presenta­

tion in the MCH clinics;
 

6.1.3 serve as consultantad;1.sor to the School for Com­

munity Health, Nurses at Hansa 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 ageucies and ministries in the
 

health sector;
 

6.1.6 
 participate in the postings and reassignments of
 

health personnel for MCH/FP centers; 
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6.1.7 	 supervise and evaluate MCH/VP activities in health 

fac.l1,tie where thay are I.cluded 

6,%L.8 	 Tho Ministry cf Health organization for The Gami:i, 

indicates the level and importance of.thae XCH cool'­

dinator: 

Minister 	of Health 

%'anent Secretary 

MCR Coordinator Director of PuUic Health-1sr. Nursing Ofie 

Responsible for Supervision of all public Responsible for postingall HCH-related health-related activities of nursing personnel,
activities, per- hospital 	staffing, etc. 
smOenl,' 	 ate. 

.6.2 Benin
 

All MCK activities were centered in the office of the
 

Director of Preventive Medical 
 Services (DPMS). A physician 

was appointed to direct all MCH program but was unable to hsndle 

this assignment becausn of overwhelming service duties at the 

National PHI OWN Center) in Cotonou. The DPMS then acted as 

coordinator, with the UNEX medical director as counterpart, wnd 

effectively assisted in the development of MCH/FP services 

throughout the country: 
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6.2.1 	 15 MCH/FP clinics (12 rural) were established in 

existing health centers; each clinic is supervised 

by n vurse midwife certified as an FP/NP by train­

ing in 3anta 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 PP/NP's; 

6.2.3 	 MCH/FP course work in thL professional 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 Healthj 

_iret° 	 General-
I other 

Director of Health 

Director of 	 F Director of Traditional 
Pharmacology 	 Medicine 

Director of Health 	 Director of Public 
Education 	 Health
 

Director 	of Director of Preventive 
Professional Medical Services
 

Schools I
 

MCH Services
 

7. Mansa Konko Rural Health Center
 

7.1 The MCH/FP Clinic
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The initial health sector analysis done by a USAD 

feasibility team and Gamb:an counterparts resulted In the 

selection of the Knsa Konko Health. Center 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 

Identification, curative and preventive pediatrics in the 

form of an under 5's clinic, nutrition, health education, 

family plann"i, and. fertility and Infertility counsaling. 

Folloving the FP/WP trianing In Santa Cruz of a number of 

nurse mudwives in 1974, on. was posted Konkoto Mana to begin 

supervising the development of this hea.h center. Through 

the last several years the center has continued to provide these 

services, has served as a model for replication of CR/FP"units 

for clinics in Kerewan and Kuntaur, and has provided training 

aperlencea for the students from the adjacent School f6r Com,­

munity Health Nurses. 

7.2 The School for Comunity Health Nuxses 

The decision to develop Mans Konk Health Canter was ac­

companied by a request from the DS to use. this facility as a 

training center for lower level health persoanel; e.go., TA's, 

auziLiariesp and other comunity, health workers. Curricula 

were designed by UNEX technicians but use of the clinic as a 

training site was limited to a short period. The Gambian act­

ing NCR coordinator and the DMS proposed the founding of a
 

school to be built adjacent to the clinic at Mansa Konko for 
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training comnunity 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 CCHN) to be trained in the School for
 

Community Health Nurses at Mansa Konko. The training was de­

signed to prepare the CHN for posting to a rural setting to
 

work directly with villagers and act as liaison between the
 

health center trekking team and the health center itself. The
 

"side-by-side" location of the school and the health center
 

permitted close cordination 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 construction. 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 practic4. Sx
 

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 February, 1978 and was graduated in Decem­

bar, 1979. A few of the graduates were posted to the Banjul 
area to work in under 5's and well baby clinics. The majority 

were assigned to rural "outposts of health" where their duties
 
duplicated those of the field training exercise plus identify­

ing at~risk women and children for referral, doing normal de­

liveries, and providing minor curative care. 

Informal comunications from the MCH office indicated 
satisfaction with the contributions to health care and disease 
prevention which came from this group of health workers. These
 

contributions included effective motivation of villagers, simple
 

halth education programs in operation, work with TBA's to up­
grade the quality of their services. Currently the facult7 of 
the school and the MCH coordinator are reviewing the curriculum
 

and are planning to increase the intake to 40 students/year.
 

Because the CHU is really the first Primary Health Care advocate 
n The Gambia, it is appropriate that the CHN has been chosen 
to be prepared as a Primary Haalth Care (PEC) trainer of village 

health workars, TEBts, and first .aid attendants. 

8. Counterarts 

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:
 



-23­

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, etc.
 

9. The Committee 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, avoidance 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
plishments." Although it was too soon to judge the Committee's effect­
ivansss at the end of the project, the Coumnittee began work with en­

thusiasm and support from all related agencies. 

10. Concerns & Problems
 

Some of the circumstances which made accomplishing the project's 

objectives 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 ±avitutions responsible for training health
 

personnel need additional curriculum review and devel­

opment and also they require b. ..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 housing, 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 related to needs or to 

assigneas' abiJities and training, but again on an 

antiquated idea that "everyone must take a turn 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
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is frustrated and discouraged - the former unable 

to use special knowledge and skills, the latter ill 

equipped 	to accept the rewponsibilities 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 is poor. There is no depth of personnel or 

sharing of tasks so that when an individual is ill 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, construction needs, trans­

port, etc., depend mainly on donor funds. Equipment maintenance 

and repair are poor because of lack of trained manpower so that 

equpment 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 personnel. 

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, repaired.or There 

were frequent long-term breakdowns. It was finally 

necessary for the GOG to purchase a vehicle more 

suitable to the country with which Gambian mechanics 

were familiar so that service and maintenance were 

manageable. 

10,3,2 	 In Benin, a storeroom of replacement pares, 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. 

Recomendations 

UNEX contracted with USAID 	 to assist The Gambia and 	Benin to develop 
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replicable 	MCH/FP services which would not place additional strains on 

the host countriest finances or health personnel. Project activities
 

began 	in 1971 and inBenin 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

jectts end 	 the national staff at the imp1.3entation 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: 

U.1 The 	Gambia 

111.1 	 Outside consultative material and logistical assistance 

needed to continue FP work should be identifi4 by 

the MCH unit within the Hiaistry of Hpaith to support:
 

1.1 Local 	FP/NP training 

1.2 Local 	Pediatric Assessment Training (PAT) 

1.3 	 Development of coordinated FP activities (Gambia 

FP and MCHIFP MOH services) and continuing country­

wide 	replicatinn 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 assistance 

would insure successful continuation of PAT 

cycles by Gaubians. 

2,2 The Gambian Mlnistry of Health has stated its 

intent to replicate the PAT model for OB/GYN. 

Technical assistance and support to divelop this 

program is advised. It should (l ) lead corn­to 

biuing PAT and OB/GYN into one program, and (i) 

assist the professional schools to incorporate 

this training into their curricula. 

11,3 Schools of Nuzasng, Midwifery, and Public Health should 

be assisted by curriculum advisors and tutorial staff as 
needed while local faculty personnel are updatec in 

FNP/PAT/OB-GW skills. schoolsThe should be asvisted 

in developing recruitment plans and strategies. Govern­

ment support should continue to institutions to prepare 

then as field training institutions. 

l4 The School for ClN's should be assisted to: 

4.1 Revise and strengthen curriculum . a one year 

program. is advised. 

"A.2 
Double the intake of students.
 

4.3 Expand school facilities, if necessary, and to 

use school to aid in training of trainers for 

village health workers, .TA's, etc., for seminars, 

workshops, etc.
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11.1.5 Full-time administrative capability to support the 

MCH unit in the MOR 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 GPREB 

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 



11,3 	 General 

11,3,1 

11.3.2 

11.3.3 

11.3.4 

11.3.5 

11,36 
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coordinator free of other duties) to plan, 

implement, exp.&d and supervise countrywide 

MCR services, 

recomendations which apply to The Gambia and Benin: 

Training for the rural sector should be euphasized 

and should occur in a rural setting. Host govern­

ments should receive assistance in writing training 

curricula. arranging student and faculty housing, 

providing training facilities, etc. 

Training should be oriented to family health with
 

family plannin integrated into the program and
 

taught as a contribution to a healthy family. Within 

their limitations all health persoanel should be poly­

valent. 

Assistance should continua ia tIL d-vvelopme.t of a de­

centralized supply system utilizing district center 

storage facilities and a "planning ahead" ability so 

that the storage centers never "go bare." 

Donor agencies should be encouraged to coordinate their 

efforts.
 

Technical assistance to develop.maintenance capabilities 

rather than expensive, gas-consuming 4-wheel vehicles, 

vehicles with aasily available parts and in-country 

service facilities should be considered for project use. 

Future projects in the health sector should continue to 

supply diagnostic and educational equipment. When fea­

sible, locally constructed items should be favored over 

comercial equipment shipped in from the outside. 
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11.3.7 	 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. 

11.3.8 	 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

cbuntry by national trainers.
 

l1.3,9 	 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 zause no problem.
 

11.3.10 	 Special equipment (e.g., microscopes, projectors, cen­

trifuges, etc.) should be provided with instructions for
 

use, and a host country technician must be traine to
 

provide proper maintenance and repair. 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. 
11.3.11 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; 
th, mails are too impersonal. 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 
accompll for implementation without having had any input 

into the decision making or planning. 
11.3.12 
 A procedures manual 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 

UCSC/MCH PROJECT
 

The main goal of the MCIR Project was to Improve the quality of life ofGambian mothers and children through the reduction of preventable aternal and
 
childhood mortality and morbidity.
 

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

Manpower Development
 

A total of 167 
(Pne 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 obstacles In the Gambia health
 
service is the lack of trained manpower, especially in the specialized areas of
health management, administration and planning, and public health. 
The training
of this cadre of health workers has not only assisted n improving health care
 
4a the Project Pilot Area, but in the Gambia as a whole.
 

P~oyision of Suplies andEquipment 

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 programs planning and evaluation.
 

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

1. Transportation: The lack of adequate and suitable transportation, has
 
in many ways hampered the progress of the MCH project. In a country 
where emphasis is 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 unsuitable for The Gambia since they could not be maintained effic­

iently, 

2. The lack of fulltme 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 

1, Fulltime project coordinator or administrator in country
 

2. Suitable transportation
 

3. 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 government/ministris 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 p.m. - 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. 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.m. - 5 p.m% Basic Laboratory Techniques Norma Brainard
 
and?Mr. qannpli 



Thursday 9th. December, 1916
 

TI.E 

•.a.rn.- 0 a.. .l, 


10:45 - 11 a.m. 

11 am. - 12 Noon 


12 Noon - 2 p.m. 


AFTERNOON SESSION
 

2 p.m. , 3;34 pm. 


3:45 to 4 p.m. 


4 p.m. - 5 p.m. 


7 p.m. Onwards 


Thursday. 9th, December, 197
 

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 p.m. 


3:45 - 4 p.m. 


4 p.m. - 5 psm, 


Friday lOth, December, 1976
 

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


10:45 - 11 am. 


11 a.m. - 12 Noon 


12 Noon - 2 p.m. 
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EVENT
 
bl1,ery. . .t'iii C'o7k"
 

Coffee Break
 

Continuing Normal Delivery
 

Lunch Break
 

Obstetrics Dr. Samy Palmer
 

Coffee Break
 

Continuing Obstetrics
 

Social Evening
 

Nutrition Margaret Granger
 

Coffee Break
 

Continuing Nutrition - The preschool child
 
Gertrude Eastwood
 

Lunce Break
 

Family Spacing Bertha M'Boge
 

Coffee Break
 

Continuing Family Spacing
 

Health Education Mr, Williams
 

Coffee Break
 

Continuing Health Education
 

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

TIME 
 EVENT
 

AFTERNOON SESSION
 

2:00 p.m - 3:45 p.m. Family Welfare Beulah Joel 

3:45 - 4:00 p.m. Coffee Break
 

4:00 p.m. - 5:00 p.m. Continuing Family Welfara 

Saturday 11'th, Deceber, 197f
 

9.a.m. !A:45 a.m. Evaluation
 

10:45 - 11:,. a.m. Coffee Break 

i: a.m, - 11:45 a.m. Continuing evaluation 

12:00 Noon Closing Session and Certification by Mr. 
Comissioner LRD 



LIST OF PARTICIP NS TO THE POLYVAENT NURSE MIDWIFE TRAINING PROGRAM• • •o o . • . . . . . . . . . . . . ... . . . 

Sister Aneta Davies Nursing Sister, Brikama
 
Sister Shyngle Nursing Sister, Labour Ward, RYH 
Nurse Midwife Fatou N'Jie - Nurse Midwife, Kerewan 
Nurse Midwife Emma Jagne - Nurse Midwife, Kuntaur 
Mrs, Adama Daboe - Gambia Family Planning Association 
Midwife Mrs. Isha Batchilly - Nurse Midwife, MK, Health Center 
Ms. Olga Roberts - Midwifery Tutor, Gambia School of Nursing 
Sister Manly Rollings - Nursing Sister, HK Health Center 
Miss Mitchell Sarr - Tutor, School for Community Health Nurses, MK 
Nurse Midwife Ab. Khan Nurse Midwife, MK Health Center 

MFACULTY 

Dr, Paul E. Wilson - Medical Director, MCH programs, UCSC 
Dr. Sammy Palmer - Physician, Gambia Family Planning Assoc. 

Ms. Norma Brainard - UCSC/MCH Project Technician 
Ms. Beulah Joel UCSC/MCH Project Technician 
Sister Bertha M'Boge - MCH Project 

Sister Mina Coker - Tutor in Charge, School for Community 

Health Nurses, Mansa Konko 
Mr. Pap John Williams - Health Educator School for Public Health 
Mrs. Gertrude Eastwood - Nutritionist, Catholic Relief Services 
Ms. Magret Granger - Nutritionist 



--- 

NRITIN INFETION REPRODUCTION'l"'l" 'l -" 
FAILY HEALTH 

ORGANIZATION AND ADMINISTRATION OF HEALTH DELIVERY SERVICES
 

rERNAL AND CHILD HEALTH__ HEALTH EDUCATION PRE AND POSTNATAL MAT. CARE PREV. AND SOCIAL TEDS AMILY PLANNING 

Diagnosis Nutrition 
 Maternal Nutrition 
 Well Baby Care - R Reprod. Physiology
Treatment 
 Food available 
 Treat Infection Growth-Development Fertility Regul.
Prevention Food Preparation Personal Hygiene 
 Nutrition Contraceptive Tech.
Preventive 
 Home visits - Pre and Immunizations
 
nort diseases of family Therapeutic Post Natal Famly Dy ics
hers choldre l Sanitation 
 Pre and PostNa a :7-He'Visits
 

thars Health Epidemology Attitudes­
I-munization
 
School Health
3f health and reproduction Community Health
 

Health and Communication 
Vather's involvement in.
 

all education and
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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 nures' 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, the 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 (insmall villages and
 

rural zones)
 

c. 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 couunity 

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

Fig. lf
 

LOGICAL FRAMEWORK FOR INTEGRATED TEACHING 

1. 	 The community where the family lives 

2. 	 The family -- a social unit 

3. 	 Conception and sterility
 

4. 	 Pregnancy, labor, and birth
 

5. 	 Breast feeding and weaning
 

6. 	 Physical, mental and social growth and development
 
-------- birth to puberty 

7. 	 Puberty, maturation, and marriage 

8. 	 Illnesses and accidents affecting family health 

9. 	 Family spacing - concepts, methodoloET,, techniques. 

10. 	 Interactions between health worker and comunity 

Fix. 2f
 



KEQUIREMENTS FOR HEALTHY GROWTH AND DEVELOPMENT 

1. 	 Good nutrition
 

2. 	 Prevention vs infection - vaccinations early and continue
 

3. 	 Care of Pregnancy - pre and 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 kaalth care 
in developing countries. 

Fig. 4f
 

FAMILY HEALTH SERVICES 

1. 	 Influencing factors 

a. Located near the community and easily reached
 

b, Regular care with increasing quality and quantity
 

c. Permanence and continuity
 

2. 	 Clinics or health units:
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a. Modest facilities
 

b, Least costly
 

C. Simply equipped
 

d, Staffed with community and auxilliary personnel
 

Fig. 5f
 

ADDITIONAL REqUIREHETS FOR FAMILY HEALTH SERVICES 

1. 	 Person to person relationship and service 

2. 	 Continuity and permanence - same place, same time, same worker
 

3. 	 Adaptation to local needs and conditions: medical and nonmedical 
services with a view to promoting a better "quality of life" 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, etc. 

6, I.U.D, -choice, insertion, etc.
 

Male
7. 	 Sterilization"-+ - information, education Female 

8. Periodic examination and followup of women using contraceptives
 

9, Rhythm method - know it and its unreliability
 

Fin. Sf 4 
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REGULAR INFANT CARE
 

AND 
TREATMENT OF CHILDHOOD ILLNESSES 

1 Periodic checkups to 5 years - regular 

a. nutrition 

b. prevention and treatment of malnutrition 

c. immunizations
 

d. advise and teach personal, infant, family hygiene 

a., treatment of current infections 

2. Growth and Development - normal 

3. Family spacing and child health - not a demographic qutstion 

but simply one of wall-being belonging to the family group 

Fig. sf5
 



INTRODUCTION 

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

Emphasis on child care 

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

Staffing - health personnel
 

DEPITION
 

Care of the child from birth to maturity 

SCOPE: History 
Physical examination and assessment 

Growth and development 

Nutrition and feeding 

Common Infectious Diseases: 
Diagnosis 
Management 
Treatment 

Prevention 
Sanitation 
Personal Hygiene 
Iiunization 

OBECTIVES 

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:
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1. History taking
 
2, Breast examination
 
3. 	 Abnormalities of nipples and breast tissue 
4. 	Cancer of breast
 

4.1. 	Diagnosis
 
4.2. 	High Risk factors
 
4.3, Other factors
 
4.4, History
 
4.5. 	Differential points in diagnosis of 

breast cancer
 
5, Review of Anatomy of Pelvic Organs
 
6. 	Abnormal conditions found in each part of
 

external genitals ;
 
7. Technique of inserting vaginal speculum
8, Abnormalities found in cervix and vaginal wall 
9. 	 Procedure for doing blmanual examination
 

10. 	 Abnormalities found on bimanual examination
 
11. 	 Causes of abnormal uterine bleeding
 
12. 	 Recto vaginal examination
 
13. 	 Medical management of patients with trichomonad
 

Monilia H. Vaginalis Vaginitis
 
14. 	 Health education in gyn problems

15. 	 Rehabilitation of pubococcygeus muscle
 
16. Laboratory procedures in gyn.
 
17, Classification of pap smears
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TRAINING SEMINAR ON THE POLYVALENT NURSE MDWIFE 

FAMILY SPACING OUTLINE 

Introductions 

FAMILIES 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 contraceptives 

Oral contraceptives
 

a. Combined pills 
b. Sequential pills 
c. Proj esterone only preparations 
d. Injectable Depo Provera 

RHYTHM METHOD 

Calculating the safe period 

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 

FOLLOWUP OF WOMEN WITH IUCD 



-51-


FOLLOWUP OF WOMEN ON ORAL CONTRACEPTIVES AND INJECTABLE DEPO PROVERA 

Hand outs
 

rural health center.1. Assessment of high risk prenatal patients in a 
2. Family spacing methods available in the Gambia 
3. Family spacing record forms 
4. Breast and pelvic exam procedure 

Films Family Planning Counseling 

Film Strips Family Spacing 

Video Tape. Female Sterilization. 
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ikuom REMLM7ICS FROX =. EIN&R MOR POW"'AIM =US KMhWfl 

O M',IDC1ED JAMMEcR 6 2DC rRIIt, 96A As D 

Director of Medical Sezvies 

7?Im Partiolpeats of the Somustr 

Date$h k13ec rt 1976. 

1. 	 B, It resolved Us* .inars of this Atore be ozpalmed er.odIcallq, 
so as to help mu's midives, dresser diapsmnm health i.seatore, 
lep y Inepoctors, sbbool teachers and all emo ted ,ith the care or 
patients and health of the populatism to fiuctim .stiafaotorny,
It In being snwgesftd that the nezt semimr be coadted In Wak 

2o 	 B It resolved that in oonmetio with such semiars, there should be an
 
exchange of view with ow o=terpart In other cousteries such as Bonin
 
at least once a year. 

3o 	 Be It resolved that in viev of the necessityf for, aban norm s to be
 
really polywalenti, a ooumcil should be set up to lek Into anl mtts
 
pertaining to nursing.,
 

4. 	 Be It further resolved that nurses an all these conneted wil health
 
teaching be given some Incentive, much a scholarships and an opportunIt!

upgrade the* oars.s
 

In 	 viwev of thenee tokeepreo ds f er statistial.purposea be lt
resolved that there should be a uniflad record keepIng syste thnoug t the 

6. 	 In view of the vez7 lportan role of te traditimal birth attendants In the 
rural areas&and In viev of the neoessity to help thou Improve on their 
mtheds, be It resolved that the Red Cross Sooety should undertak to 
supply then with sterile packs containing blades, oor~povder and ligatures, 
as well " 0.82ssings. MFICEP and other LAtemsrasmal urganizatim should 
be a ked to assist. 

7. 	 Be It fafther resolved that a member of this ttering be asd.Ced to witness 
, TRA at work and write a paper an the finding@@ and publish such a docuAent 
as scan as possible. It was reoamiaed that Sister bhar be asigned thic 
responsibility. 

8. 	 Be It reaoleved that various nembereof the commuity should be Inolved In
 
oommnity health affairs# and it I suggested that Sister Rolliugs help

organise thi program.
 

90 Be It resolved that Imoledgep attitude# practice and study be done on a
 
selected nuamber of TBAl's who have been trained previously, and a om rati
 
satudy be done on a selected number who have never been trai4d.
 

10, 	 Be It resolted that a curriculum be developed according to the learning 
needs, and training begin an scan as possible. 

li. 	 Be It resolved that the curriculum for such courses be planned by a joint
committee early next year, at a nseting to be hold In Nansa Kanko with 
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12. 	 Be It Medved cat In vlo, of ow Lloposoto Uap ens ials 
atftee~ms dnt ~is and owtumeptives smm.SAnaUms dad be
asde m~"I~ their antiol 

3 MWuold 

war futre
 

13 	 Be It fbat a fboe1 bmltb F*pwm be eob3ad s the 

14o 	 Be It molve tat ft wme11. XCS Tnelaft pnMgim. In ntlowd is 
tog yceam 
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Memo Aiu K"nko - TOT Seminar - The Poralent Nuts Xidwifo 

Dates 10th December, 1976 

10 	 Tim Project tem anrtOd in lNESa KoukO Sunday afternoon (De.5)
and installed theselves in the Rest House, and at B*ulah's. Most 
participants arrived that eveniz4 or early Monday aorning. The 
weather's been delightful - cool and dry - no need for aircandi­
tiooing. The school provides & most camforta 1e setting for such 
a meting. 

2. 	 Dr. N'Dow, the Local Comuissioner and the Local Chief arrived at 
8.30 &.mo for the opeing of the sessins. Dr, N'Dow addressed the 
group briefly and to the point an the subject of the seninar, the 
importance of the polyralent nms aidwife, the E family health 
approach, and the camittent of the Ministry backed by the governO 
mst, to emphasize MCH family health in the 10 year health development
plan for the Gambia. It wa sincere and bri4elon rahabling Presents.­
tion. We vere all much impressed. His arrival an ti (he left Banjul
at 6 a..) and his thougbtfull coments indicated to me a respect for 
the project team and an appreciation for the work in progress and that 
which is planned. 

3. 	 The daily sessions have been lively with active participation of all
 
participants. Much of this has been due to the thoughtful pseparation

of the chairpersons. Dr. Palmer and Ms. Granger were particularly

impressive. Unfortunately I most leave this afternoon so I sba 
miss the final ealuation tomorrowo morning and the presentation Cf
certificates by the Co.Lissionero Hoever it will be under the capable
direction of Marion aisted by Beulah and Norma. 

4. 	 Wednesday night, 8 December, there was a sheep babeoue with msic$
singin and dancing and there van overwhelming entbusiastic
 
p&rtioipation (see pictres). Again the Comissioner and Chief
 
attended.
 

5. 	 Seme conclusionas 

a. The conference indicated the vanue of than@ trainers"ringing 
togethert, for revieB, exchange of ideas, and stimulus to agree 
oa, improve, and maintain atandards.. 

b * 	 The emphasis on training and amittzent ws accepted and it was 
agreed that it must be passed on to all members ot the health teem. 

co 	Tlere am uAnimous agreement an the need to have a health advocate 
a= thevillage level who will be frequently in contact with the
Comunity Health Nurse (our students), the midwife and th health 
centere. It we also concluded that the TBA signt be the one to work 
thrOU40. 

do 	The project team will have to trek regularly to the EH sitese 

s. 
Other points abould emerge from the evaluation. 

6. 	Addenda:
 
a. 	 We need some life sized genie models (at least two) such as we intro­

dueed in Cotonou. 
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PROJE CT ION 

The Continuation of University of California, Santa 
Cruz (uCsc/XCH) Technical 

Assistanco during 
ths year ending Deoomber, 

•lut, 1979 

Tba OZnmant of the Qaubia/kinistry 

of HEAlth (GI/MOH) 

and
 

The University of California, Santa 
Crum, Matornal and Child Health 

Project
 

(ucsc/xa) 
(USLD) 

1. Naratiw Sumary 

2. University of California Staff 
Capabilities 
Input 

'3. Boat Goornnent 

4. Sohedulo - Time Plan 

5. Report of mooting with Dr. Samba and Mrs N'Boge 

Submitted by: 
Paul 9. Wilson
 

UCSC Nodical Diractor/Coordinator
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USAID ha agreed to continue the UCSC/NMC technical assistancein the Gambia for the year, 1979. The UCSC/KCH project staff under thodirection of tho Gambian Ministry of Health (MO), has workod in a counter­
part role in:
 

1. Development of Mansa Konko as a bealtb/traiing center
 
2. Curriculum Development 
3. Training and Teaching in and out of country.
4. Replication of MCH and FP services - e9g. Kerevan, Kuntaur,

the RYE PP clinic under the direction of Mrs N'Boge.
5. The dovelopment of an MME section within the health
 

structure to coordinate all MCH activities in the country.
6. Inservice seminars and review progams - TOT in 1974,

the Polyvalont nurse midwife seminar in 1976, etc.
7. Pediatric Aeaossmont Training ­ 2 cycles in 1978.

8. Providing training mterials and equipment, limited modica"

instruments and supplies, contraceptives and transport vehicles
9. Standardization of rocords, iu-inizations, etc. 

These and other mrlated activities were part of the UCSC/NMr

project's technical assistance jprogron which terminated December$ 31st, 1978.The USAID decision to contiuo UCSCAMCH technical assistanc, to the GOG,4!OH isbased an the latter's plan to 
primary health care 

train rural health personnel and to developmen-t as:and the delivery of health sorvicos to the rural areas.
The UCSC/MO staff is,.prepared to offer its assistance in aroajdotormined by its capabilitios - as requested and directed by the GOG/MOH. However,because of the limitod time, certain conditions will have to be considered: 
1. Number of UCSC staff in country - Gambian counterpart
2. A time plan to avoid unnecessary wasteful delays
3. In any training cycle, the number of trainees must be

sufficient to utilize the trainers' time and efforts e.go
in a Pediatric Amessment cycle no fower than 5 trainef are 
acceptable.
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4. In any training cyclo a Gambian counterpart
who will assume is to be designatedtraining responsibilitya to continue sinilar 
training cycles after the UCSC team has departod. 

TID cooperation and support of tbo GOG/XCH has been''±*r~ntto the contribution81ccoss of project activities and 1979 should continuo this cooperativeproductive effort. 

1I. UC SIAN CITIE (and inputs) 
1. St~aff 

o 1 full tim medical director/0oordinator/traimr 
o 1 full time nurse/trainer (Public health or equivalent back.ground) with experience in health education, training, 

teaching and planning. 
o Consultants in specialized areas on request of GoG/MoC 

with UCSC approval2. Certain material support for training (to be specifically defined)
w12l continue. 

3. Capbilities
After cazefully reading the Primary Ralth Caro paper UCSC staffcould be Productively involvud in: 

3.1. Curriculum development 
o Review of curriculum for Nansa Konko School 
o Crriculi for: 

- State enrolled mnrses 
- Auxiliary Nurses 
- Medical Assistants program 
- Rural Health trainers and3.2. workersRevision of Mansa Konko progran - condense to 12 months, 

2 intakes per year. 
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3.3. Training 

- Pediatric Assessment 

- TOT for rural health 
- ?continuation of out-of country 

Santa CrUz FNP training 
- Out of country training at administrative level 
- Preparation of training sites. 

3.4. Other possibilities include 

- Health Planning 

- Reviow and evaluation of professional schools. 
3.5. Transportation for trainers and housing in Banjul 
3.6. Budget (to be forthcoming from UCSC) 

III. HOST GOVERNMENT INPUTS 
1. Office space for UCSC staff, Secretarial help.

2.. Housing for UCSC 
 staff if working outside of Banjul (e.g. at 4K)
3. Early seloction of trainees for training cycles, thoir soparatioi

from duty to attend training full time; adherence to a time plan
schedule to avoid wasteful delays. 

4. Provide trainees with necessary allowances for transport etc.
5. Assist (not financial) in country UCSC staff with problems associated 

with living in the Gambia. 

IV. SCHEDULE 

APRIL
 

1. Arrival of staff in country 
2. Orientation - Housinf7 etc 
3. Meeting with Dr. Samba and Mrs M'Boge 
4. Budgetary inputs of GOG and UCSC finalized. 
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- Necessary supplies and equipment ( ordered in March) 
will have been shijppd by hir. froight 

- Names of traimee (minimum of 5 ) will be available, they will havo 
been notified. 

5. Job Descriptions for state enrolled nurses, auxiliary nurses, medical 
assistants will be available, prelimiary curricula ideas 

. Pmlimrn',ry meotings of curriculum committees whose members will 
almady have been chosen (state enrolled nurses, auxiliary nurses, 
medical assistants, in-service education). Assignments to committee 
mombe rs. 

7. Committee reports review of job descriptions 

8. Finalizo date for cycle 3 Podiatric Assessment - June 18 - July 13. 

MAY
 
1. All arrangements for cycle 3 Pediatric Assessment completed 

- trainees notified of dates, dotachmnt from routine assignments, 
transportation and lodging allowances certified.
 

- all training materials in country
 
- school classroom and Leman Street 
Clinic 	arrangements completed. 

2. 	 Committee meetings:
 
Re pcrtr on job descriptions - discussion
 
Reports - preliminary on curricula 

3. Classroom and clinic supplies in place 

J='E
 

1* Continue Committee mectings and assignmonts 
2. Start cycle 3 Ped. Assessment June 18 (1st 2 weeks) 

JULY 
1. Final 2 weeks Ped. Ass. cycle 3 
2. Continue curriculum studies 
3. Finalize curricula ­ plan and project for September - Docember, 1979. 
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AIDUST 

I- RGports of various curricula committoos 

2. Meetings with Dr. Samba and Mrs 'Boge o. 1 
3, Roview and Report work April - Jugust 3pth , 1979 

September
 

October Dependont on work through July 15 - to be 
Noveiber planned and projectod by

July 15.
Docembez. 

V. Report of meting Pobruary 24, 1979 - Dr. Samba, Mrs MN'Boge, Dr. Vilson 
present. 

UCSC/XMCE inputs were requested for the following: 
1. Pod. kasess. cycle 3 - JuM 18 - July 13 4 weks 

1.1. 	 5 trainees (6 if possible) 

Michelle Sarz 

Taffa Sanyang 

Sister Joiner 

Sister Dramch 

Mrs Kah 

1.2. Banjul 

School of Nfursing classroom 
Childrens Ward - RVE 

Leman Street Clinic 
2. Curriculum review for Mnia Konko School to include revision 

to 12 months program and increase intake 2 tims yearly ­
30 students per enrollmont. 

- Faculty 

- Facility 
- Curi culum. 
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3. 	 Curriculum preparation for
 
- State enrolled nurses
 

- Auxiliary nursos
 
- Medical Assistants
 
- In-service training programs.
 

4. 	 Boalth Planning/advising 

5. 	 ?Professional School Evaluations - not a 	priority 

6. 	 Other areas might develop where UCSC expertise might provide 
valuable assistance. (e.g. Project Concern, an additional PA 
cycle etc.)4 

VIe BUDQET 
G0G and UCSC inputs currently in preparatton - to be finalized 

by April Iet, 1979. 

DI V7'4j 	 4 1A A 
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To: Dr. E.M. Samba, DMS 

Prom: Dr. P.ul Wilson, UCSC/XCH - Coordinator 

Date: March 12, 1979 

Proposal: Nutrition Rehabil 4ation Centers - Rural Locations
 
(NRc'd)
 

Purpose: 
 Treatment / Education / Prevention
 

GOAL: The goals are to affect a reduction 
 id.the incidence of rmalnutri­tion and related disorders, to help curb the 
 vicious malnutrition
infection relationship. Secondarily, ar improvemont of the health
and wellbeing of the family ("tie qality of lifo") will in turnaffect productivity in rural enterprises 
- the human resource facto

will be less limiting.
 

The Problem Background
 

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

- Highest morbidity and mortality rates - particularly with most
vulnerable group (mothers and children) 

Prevalence of mlnutrition 
- contributing factors ­ eeg. season,rainfall, availability of foods, infection, ignorance, customs,

superstitions, etc. 

- Combination of foregoing factors adversely affects the ability
to lsarn, to overrone superstition and fear, to accept change.
 

- There is no existing structure for a nationwide nutrition program
functioning as an integral part of the health services of the
Ministry of Health. 
At present an individual with severe mal­nutrition (marasmus, kwashiorkor, etc) needing institutional care
must be sent to Banjul (usually a long dobilitatin. ournoy) forcare and treatment. Condition on isarrival not VptLmal, often 
complicated by infection - results are poor. 

- There is no properly supervised nutrition program on the RV
Children's 'ard. 

TheProject 
There is a need for a supervised, nationwide, nutrition program,coordinated by the MOE, and offoctod, with trained porsonnrl, through a
docentralized structure - District Nutrition Hhabilitation Centers.
will be Theseestablished as part of a district health contro with a separate 
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2 -

staff with treinlng in nutrition 
are:.Brikaaa 2. Mansa Konko, 

5. Kuntaur 6. Kaur, 7. 

- suggested locations 
'3o Dansang, 4. Basso 
Kerewan. 

Objeotives 

- To treat. malnutrition problems - keeping a low cost profile. 

- To teach mothers (or a responsible member of the family) the 
common causes of mlmatrition. 

- To inform mothers about available (indigenous) foods, how toprepare and use thorn properly to prepare a diet for treatment and a good diet for regular family consumption. 

- To teach how to prepare for seasonal variations in food supply ­
villare or compound gardena 

- To provide and supervise on-going health education in the ruralareas using the schools, community clubs, the church, etc. coopera­
ting with traditional healers, etc. 

THE NUTRITIONAL MMILBILITATION CWT 

Residential Component - 10-12 beds for treatment of severe malnutritionrequire institutional care. To have facilities for parent to stay withchild and receive instructions (see objectives) 

- Day Care Clinic - for malnutrition problems that can be treated on anoutpatient basis - risk registry, health education, followup. 

- Coordination with rural health workers - Reforral to Center by RM's and
back toRHWs from center to monitor home practices, as,3ure regular visits 
to clinic. 

- Healtheducation - responsible for nutritional unit in district healtheducation programs - in schools, cooperating with agricultural progrw,-.etc., on going in-service education program for staff, local school tonichers,
agricultural workers, etc. 

The Staff - National trainers who will be highly trained (out-of-country)to return to train those selected to be the responsible officers atNRC's. The national trainers will also have 
the 

a ouperwra7 role overcenter activities - evaluating consulting, and teaching. 
- Details of junior staff must be workod out using graduatos of the HansaKonko School for CHNs, auxiliary nurses, etc. 
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The Gambia is a country with a large rural population - it has anagricultural economy subject to many influendes,is the not tho least of xhichhuman resource element. This rural sector is selectedand devolopment, for growthfor increased Peductivity. Where to start? 
Health is the key to rural development - "the improvem nt of thequalityof life in rural areax,. Ir'I:ding health andquote from a nutritioni is aGambian health paper, One, ifproblem is not the most importantproper nutrition. The Nutrition Rehabilitation Centors intheir rural settings provide the keys to health. 
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OFFICIAL OPENING AND GRADUATION OF THE S(CHOL FOR 
CMNITY HEALTH NURSES MANSA KaO 

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

For the first time in the history of The Gambia as far as the health sectoris 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 to 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 amontmt 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

1-10000 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 personnel 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 ourcommunities tend to depend entirely on government to provide their basic health
services and other needs. However, conmmities 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 commumity self reliance and national
development. 

One of the objectives of the National Health Plan 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 people. Emphasis will therefore be onguaranteeing the maintenance of existing health services with the long-term
objective of improving them both in quantity and quality. 
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Ch-.ntpr I of the five-year development plan deals with the health sector
gnvonuantI.-. q lan for the recruitment of staff, and their training is outlined.Thu1s, in an attempt to increase the emphasis on maternal and child health
serices witnin the national network, and to meet the goals and objectives of

the 1a.ternal and Child Health Program, the training of Community Health Nurses wns commenced in May, 1976 in Mansa Konko. The eighteen months training courseizdcsig-nod .,eqaip students of the school to function effeccively in the
commumity or in health centers. 

To extend health care to cover most of the rural areas, the training andextensive use of auxiliary health perso.-el is indispensable. lbre so if thesehealth workers are recruited and trained in the rural areas and after training,return to the commuities where they come from, Auxiliary health personnel are more economical to train and to employ, they are more capable in dealing withtraditional beliefs. They can ascertain the communitieg needs and thus relate

them to their training and the available health services.
 

Presently, the health problems of rural Gambia cannot be overcome merelyby building more health centers and training more health personnel. Staff thatman health facilities nust work as a team, staff must also provide the necessaryguidance to conmmities 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 haya strong national will to tackle the health problems of this country realisticaland within the limits of your training. There must be in you a dedication toduty 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. 

V-!*note adress by' Rrs. Bertha M'Boge
Senior Nursing Superintendent
K"H Program 
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C 	 N HEALH NURSE 

JOB DESCRIPIN January, 1978 

=1ALIFICATICNS: 

Camunity Health Nurse, Successful completion of eighteen months training 
at the School for Community Health Nurses at Mansa Konko. 

POSITI(C:
 

Responsible iznediately to the Senior Nursing Superintendent, MO 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 part
of a health team, to improve the standard of care given to mothers and children. 

1UTIES 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 an4 make appropriate referrals.
 

4. 	 To give recommended immuizations to prenatals, infants and children. 

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

6. 	 To give basic nursing care to sick mothers and children. 

7. 	 To participate in Antenatal clinics. 

8. 	 To provide nursing care to women in labor. Conducts normal deliveries
 
in the home and M4} Center and to give post partum care.
 

9. 	 To provide imediate care to new borns. 

10. 	 To provide cumseling -.ncerning 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 ten members in maintenance of supplies, equipuent andgeneral cleanliness of MCH Centers and Clinics. 

14. 	 To perform other duties which may be required from time to time. 

This is to certify that the duties and
responsibilities had the prior approval
of the Director of Medical Services. 

Is! 	 Dr. Peter N'Dow 
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HEALTH TALKS 

Notes to SIf 

The lectures in th" book let are only sugestion of the type of educntia we 
would like to be -seengiven to ihe mothers.The main points to be made in any or t"i
iecturcs have been written out in a "question and answer" form. Therefore, ca y"n
ae familiar with tbee main points, the ..tures can be adapted to suit yow own3yie of teaching. Remember however. that teaching should always take the form of 
a.d-scubon rather than a lecture, and the audience should be iavolved imyour dib.-cumin. 

Always illustrate or demonstrate the point that you are trying to Communia 
to a poup (suggesaions or suitable visual aids are given for each lectm) and Pil­
force your poim asleast three times during the Ie e icalth educaton dos na 
stop at the wall o( the clinic compound, and )ou mum take every opporunky to be 
not only seen praimnn what you preach, yoursel but to actively encourage alom 
to do so outside the clinic evirome. 

Tabe only a few minutes to giv your lessen and be prepared befoue you be­
pn. Speak om loud and dcearly and be cheerful, and do make sure dt,hene can your n­see you and the posters ete. that you intend to use. Ask many qu

of your audience and remird the right respoam or answers &b good approal ba
 
do n' laugh or rdicule wrong mon.
 

The ordes of tk listed in this booklet does nm have to be followed mid y.If you kunc , haLbere are cases of measks or dianoe em around, or if madim 
we not bringun sloW cluldnmi to climic to compiet their injeciom course talk abow

thoue top= 

It i advisable to make a wall cha onI which the data and the nme oIshe all 
.IVen as the clinic can be written. When mothers cou to a cinic aseeral ti i isuseful to be able to find ost what they have been taught on earlier visits. Can day 
rarr mber what they have been taught a month or sin months later? If they cumot
remember anything, somethini must he wrong with the taching, The only my tofind out what a mother has been taught. u o record a on a wall chas or an her 
own mad-to-headtb cI 
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7MIN= FOOD GROUPS 

Gmw vWm a= 

-am .. a a Faasi s*esw 
&W VIIuabhN 

Gwhe Coin CNN - oa8sl 
Iftsm" potato Syrup 1111111 

manw Tif Pbtsa, HOWn btpwm 
Ym CWam1h Laad 

Wb.m Um 

Riesan in S Oils 

bmdm 

GROUP II POVAM BODY BUILDING SUWMrAn 

w Frns Mlr: Frus PeS 

Gam 
Fowel 

Dy
SON"ran 

Dock Powde 3.. 

Gellr Tln uldm 

GROUT HI PROVIDS PROTECTLNG WUSTANC 

GoumeLoef i m Ydelo F Od Vephom 
Vq. I Vnplals Pawpsw Seale Gardn E; 

A typ of CUt Mago Tlmanges DIWI Tomato 
spbub Pupeen* Grup Mnmkey ead Koimbin 
hnIY Tomato Mandains 1nempphe Okra 
Mmdke Shaklm (Sorrel Lemon Avocado pa Raddish 
Cobsp Gmupelhi Fulecab Onion 

Latam Lime Avocado 
Lale Dtakh Nbmh 

s-oP Cubaw 
imm Guava 
HiM ToM 
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Nutrient 

Vkamin A 

Vlomk C 

(Som exam-
plea only) 

Englisht Woloff Maadhika Av.Iiify 

Letam Sal"L Salato Novebsr-MaY 
Ouea eg Dhtanuh azanso Al year
Cabbap Soup* Meh Soups meu 
Leafy vaG. 
(ap-IL6"W6 H=oper Jaeaw All yaw 

loab leves Lalo Namo MaI-spwmber 
Canro CanOt Carm D.n'me-Mmub 
Pumipkin hap hambaro OctobW"-hJawy
Palm iKeme Nru Ton Kulo All yar
Dinah Deanah TaO Ocoubw-Jamsay
Tomato Tamak* Mentep Ocalc Juem 

(1rmb) BlaWm p K 
Mango Manl.rA Duto May-Aupa
Paw-Paw Papakayor Pokayo allyear 
Guava Guiab Guibo Marh-April
Cashgw Cashew Casewo May-Augas
Orange Sorance" Sarranso October-Aprl
Palm oil Dui Tenuao, All yar

.Tukoeb
Bitter
 

(Tomao) Jabrm Jwo AD year 

Liver Rm JuGGo All yr 
Meat Yappe Subo 
Eggs Nen Susai Kilo 
Fsh Gen Ny"e 
Deans NikeW Solo 
Groundm Gemeh T170 
Ricm Mario Mamo 
Com M'botba Toobanyo Augu*--Ocobw
Millet Sunna Sunno 
Findi Findi Findo 
Cashew 

nuts Horhi ca. cashew kolo May -Augast 

Lettuce SaW Salao Nowmber-May
Green leaves Hopie %er- Jambow All )car

tch 
Soabab 
leaves L-o Namo May-.Seember

Mentengo =e-JunaTomato Tamateb Octh 
Dittah Deattab Talo October-January 
Mango Mangorro Dum 
Paw.Paw Papakayor Pakayo All yar 
Bosbab Bud " ito DeScmlo--Aprl 
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E~b WOW( Mma AWmbl~iy 
Caise Casew Owm ma*-Aug"

Socam sem Oobw-ApB
LA.. Leumsn Lea...o AR e 
POMOSIis mnfrm kederis Sem 

(Swet) SMp~ Pbmpi~
(Pemw) (NA.o) AU year 

Ocr Pier Noer Aqu-oeml0kmK&*j Ka* DyiYear9Gms Linyoqg jayba All Ybell Gum hees Hopes 
Walsh Jabaw All yma 

Natpkink 	 Ban" Dambero Ooe-Ja
Sarra (dry) 	 Dineip Kacha

Dih Desab Tawo ~ os-IuMeet ape Subo ADUWFih 	 Gem Nys ADlylEp Non Kalol All yearDmsn Nimes Sass. yeerAUD cams 	 Dumpo NonT AR year
F"nd 	 Fudi ud 

.wnuts Caabew @-ucL;Aswm 
Cacium Ful ups. Gen Nysa All yeuCL~ny thoe 

bumkv 	 O 
wafeh Janibow July--Dumibe

Spimach Green Jembow
3.5kab laem BWVL*Io SitolNam 
Sorel 	 Dssi KuchaSeam 	 Nigh Salss All yea
Orouadnuts 	 Conh Tiya All yesNamr Nemsu NetaUc All yea
Sam Milk Sowe Non-gso All yearcows DuOPUP Nyorr All yearRmMeilo Mamao ADl yearFindi Ful Findo
Ok--as- Kuja Xenao-k~dred) 
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-YugfMib smodrd 30% S3t&6011/ Sad. Smadwd 30% s 

0 3.4 2.7 2.0 5) 40 

1 4.3 3.4 2.5 55 43 

2 .0 4.0 2.9 53 4 

3 5.7 4.5 3.4 60 48 

4 6.3 5.0 3 62 40 

S 69 5.5 4.2 64 st 
6 7.4 59 4.5 66 53 
7 8.0 6.3 4.9 66 34 

1 8.4 6.7 5.1 69 55 
9 8.9 7.1 5.3 71 56 

t0 .93 7.4 5.5 72 5 
II 9.6 7.7 5.1 73 9 

1 12 9.9 7.9 6.0 75 60 
15 3I 8.5 6.4 71 62 

1, is Il,3 9.0 6.8 81 65 
21 11.9 9.6 7.2 34 67 

2 24 12.4 9.9 7.5 7 70 
27 12.9 10.5 7.1 90 72 

21 30 13.5 10.8 .1 92 73 

33 14.0 11.2 8.4 94 75 
3 36 14.5 11.6 8.7 96 77 
3j 42 15.5 12.4 9.3 100 s0 

•4 48 165 13.2 9.9 103 93 
4f 54 17.4 14.0 10.5 107 35­
5 60 18.4 14.7 13.0 109 87 

4 21.1A 16.6 12.6 116 93 
7 21.0 163 12.6 116 93 

1 23.5 13.8 14.1 123 93 

a 26.0 20.1 15.6 123 

TAKEN FROM: CHILD HEALTH-BALLDIN. HART. HUEGRESE 'ERW 

(15) 
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)OO TAOOIS 

Ove d pop amJmd some food tbom in tsm. r s lndk i, dmlh. 
p tInyand lcatioa and during childhood usualy uwo dw time of cm 

This iwu compiled ait the bdp of theo al er adms (17)Ma the 
Schold PubMic Hukh BDsa 

The lid is no meant to be canpeheni ad no uemnp has b made to 
edmalea the impomm of themnamed t os 

You wilt be %ell acqaimed with the food abcoe mdis to Your trbe, Sad
thorn w aUt oiutos in the'aem in which yoe work. 

in aking mothes or othr paroje o pmsO.&abonutii..is is MIialy thae 
you mil mention a tood or tood* which istaboo. T -s and valu of thine In 

padally proicin foods, must be explained to the motm. Try to u youirf and 
your famiiy " an ezample in this education. -I fed my child ep before could 
talk and it hasn't alfected his speech." c Failing that. you coul always point ou 
that you are working rw the medical department and the better health ofthe nation 
ma would not advise the mohers to teed their childrea tood* wh wold pbyicaly
ham them. 

Ple bear the topc of lood taboos in mind when you an e through 
this bookke and actually givng nutuitio talk. 
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LOCAL ZVENS CAENA 

Over the pap is an L E C.This s deiup d to lip u und oat a .id's ap 
When gmthe Rmd to Healh ChMut it ixisrs ) to know the mooath imn 
"tnc was born, u wed asthe yar.di 

This calendar is imeaded as an e a ple eily.sism sepemw dcailsewill k 
.nedud in differet em of the coutry to no the holdys. (ate, and impunaz 
s of that reio. 

TU example iven is for one )r only, Ideally the calendar mpied for, 
Jew Ave yers, gvig amonth by month r.cord of evnts in the area. 

Here isan cuample of bow theWlca event calida over the pep mighti, 

A mothr sys that her child was born before Tobaski.
 

-Was it after Koac.k?"
 

Mother ys, "Yeb." Koree %as at the ,rd of Sepem'ber.
 

"Had the harvesting or groundnuts sarled."
 

Mother says. "Yes.* This shows that the child was born in October
 

-Had the threshing of jroundnuts bcgun."
 

Moter s, "No" This sains iows that the child was born InOckto,
 

Now w know that the ci..!*-i born inOctober 1976.
 

Forchid ased6montbsto 24 munths age may be Waute inthe 0o4 
U$ way:-

Number or teeth erupted plus 

This is a rough timate of the dild'.SLp in month%. 
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LOAL ZVU'M CAM.IDRI
 

SEASON ANNUAL EVENT MONTH EVEN! IN 1976 
Dry Pru im of fbnnland 

fr pmundnut crop
Hades of rz field.s
HarvCada of ary mauzu, 

April 

mapa. 

Pifaraia
continum of trmland 

May 

Wet Pa1tint of crops with ear­
lyraim ja

Preparation of scdbeds 
for swamp rice 

Sowing of rice anopumdnw arp July 
Soing of bom ,xwt Auust &$&uI o Rabmadali 

potatoes etc. 
Tmnhimpann of rice con. 

dam Sepmmbur Rahlmaen contmaps Kara. 
an ing of maize and t 

Harvesing ot graundauu,
orly maturing rie andFR R Ocabi,;r 

anodm ts colinunofainsfEnd . mdat 

begin mNo er 

Dry Comlpiina cum fuzr- Dautrber ToiiClbmjt
vat Theteshinr or 
lroundnues continues 

Stan of trading scam 
Dry soad Thmrhina and ,'de of" January 1977 
Windy grouniuts cowtinfues Nohamadan and Christian 

Laud prpustr.on, for NW Yer
dry rice

Humala. Farming as for January February Independence Day 1ith) 

Pneising of groidnut and hlarch Mohamnads WBitday
palm oil 

Tiumplaming of drh u. 
on rice compi 

DEnd or trading wason pre.Prtnion of farmlnnd April Genal Electica (4th
ro' pounilnut crop ctc. & MtlLUer.) 

Openg of New Yundum 
Akport by Preidem I'% 

Frming as last )=ar May Day 
Wet Fir early rains Prepare. 

tio ofnrnnlandas la-A June 
year July. 

http:prpustr.on
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Pubi Health Nuim and midwives. As a reudl. certain dissas suc U hm. kidey 
dims.g, diabetes and pelvc anomalies and the peculiar diss in pregnafcy Mtr 
(Pm tic tozaemia) can he detected and treated acordingly. k also i't.om 

tvi when to obtain astenatal cae in the Baqijl m. " 

Baujd days of all prenatl patients - Saturdays I a&m. 

Half Die Mukips. - Monidays 8 a. m. 

New Sbat Multips. . Wednesdays I a. m. 

Al Pui ips. - Thursdays 8 a.m. 

I want to strew again that if any patient transers to the Kombo or ral 
ams tby must contact the mid'ives or nurses in the area at their ariint cwt 
vwaim aW enquire when and where antenaa care can be obained. 

CONCLUSION 

patient and attentiveIn conclusion, I thank you all very much for beik 
during the last 20 minutes. also for the very invaluable coht,,butionsyou have mad 
I hops you will impart this kno%ledge to your friends and relatives thus enablt 
thento enjoy the full benefits of antental care. Good bye. 
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TALK ON THE IMPOItTANCE OF ANTENATAL CARE 

VISUAL AIDS. Antenatal record cards, laboratory forms and T.T. injioma. 

AIM - To educme mothers on th 	 cae.tmportance of amcna 

SUB-OIJECTIVE -(a) To let mothers know the aims of antenatal cam. 

(b) To let mothers know the advantages ofantental cae. 

(C)To let mothers know where and when antenatal cae can be 
obtained 

LNTRODUCIION 

Good morning mothers, for the beneft of those who do not know me, my 
sme is MrsJolly N'Jic. the Public Health Nurse in your area. My talk this 
is on the importance of Antenstal Care. I will try to tell you what are the aims o"
sntuwal care, what are the advantages of antenatal cam and where and when mm­

mml care can be abtined. 

Can anyone tell me what are the aims of antenaa care? 

ANSWER: The aims of antnmatal care arm-

I. 	 To psepere the mother for labour, to fad and trt any abnomal cmd& 
tio. likely to prevet her from doift o. 

2. 	 To produce a live. matue, heahy baby by a sa delive in a hkshy"
Mother. 

3. 	 To have a mother strong enough to reed and care for her baby vW to 
teach her how to do this surnsfully 

4. 	 To have a mother immunized against tetanus so that she pase this im­
munity to her aby so protecti it, until i is old enough to be im­
munized iulf. 

Can you taD me what am ti advantages of ansenmsal aw? 

ANSWER: At the antenatal clinic, the mother is wedll looked after by'highly
sle sal, e. g. the doctor, Public Health Nurse and Midwif. She **ys the bmn­
& of a raeglrexamination by the midwifle or Public Health Nurse and a physiml
eamnnnation by the doctor at east once during prepancy. Cemin am afm dor 
such as haemolobin to exclude anaemia. ,hich is a common factor in pQg1my.
urine and blood pressure to exclude bear and kidney disess also PET whic i a 
peculiar disease in preaancy. 

The poaition and size of the foetus is determined through abdominal palpta­
tiou. Serious illnesses can be detected and treated. Mothers share the beneit ofiraup
teaching and individual a4vice so that they attend clinic regularly., have a normal de­
livery and leam how to care for the baby, the other children and herself. ModwI 
also benefit from the immunization given agint tetanus: this wil not only
pmott the baby at birth but alsofrom neonatal tetanus. (Up to the ae of to e 

Do you know where and when to obtain antemaal care? 

ANSWER: This is very important as scum people do not know where to 
obtain antenatal care. In the Banjul aet, this is obtained at the New Sawes Clinic. 
The varim clinic dA are u folom: 

I. looking for both Primipe. and Muhtips.. Surdays I a. a. 

2. HalfDi Muip Clinic Days- Mondays I a. 
3. New Strut Muhipa. Clnic Dsys- Wednesday 1a. . 

4. 	 Al Paiimip. attend ciinicon Thursday at a. a. For the b1 of ­
tit who might ttrmfer to the Kombas and proviams, I su@K thdy
fnd ft from the nurses in thew ama where and when clim ae ld. 
AD divisional heads in the rural arsm have health centi where . 

tal chi se hameand in other areas the mobil umits an td. 

SUMMARY 

To simmami I have ndeavoud to tiye that atenstall ca aims at help.isg the mother to hm a safe delivm, produce a fl term healthy baby and a o so 
emue that the mother is immunizd and is strongm ough to feed and cam for b 
:by. Iao mentione that at the antatal clini the mother enjoys advumals an

physicaland laborat y esamination by trmined ad skiled prnMl,0 e. . domes 
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DIET DURING PREGNANCy 

VISUAL AIDS: Poster of Expectant Mothers Needs, or picturesof the tood 
needed for a well-balancad diet. 

GREETING: Goodmorning. Today %%would like to talk to you about 
what to Cat when you are Prepant. 

For good health it is important that we cat a lot of diferent roods, s
hish. meat, rice, fruits and vegetables. 

Dung prepancy it iscven more important to cat agood diet. This is becase
the mother is feeding both herself and the baby growing inside her. For the baby to 
grw. and develop well. the mother mu.t therefore cat more than a woman who is 
no pregmnt. 

NURSE: Either pin up the I cster and explin the different foods or pin up
pictures of body-building. protective and enelly foods. 

MIUJRSES: Somi of the foods you mention %sillbe consderd by the itmnto be taboo during pregnancy. If you yourselfhave children and ate "forbidden foodsuben ynu werc pregnant. then reassuse the women about thes "har.fafor'4
ubing yourself and your children as an example. 

Alternatiely, eplain to the women that you mr a nurse. W' da eersadvice to a pregnant woman that woukl harm the growth or her child in utems or 
later life? 

2. Another point to mention is that the eating ofplenty of fruit and sepa.bbc will help the women pas stool mote easily. This is bicaum that roods ia' 
digstion, help to make the stool bulkier and looser. 

3. Eipiain to the %omen that although soaw of the foods you have mmaiaa.
ed may be expenqiv. there are many other foAs they can choose from ,,,iCkam much cheaper - roundnuu beans, fish., ren leaes. t. 

4. A p-remnor uomun slbo haq oedema of the ankim or face shoudMavoid 
adding mah to her food. rnd .hould not eA va.tdried fish. 

5. Finaflv. advise the women to bring ther choldrnm to the heamh m tn a.ter the naming ceremony so that vca sagmine the baby to make si it ism
rod health. Advise them to hrcni.fas mily. 

Any questio s?, 

Thuik them for limnig. 
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I"M51CAL ACWTY DURING PEMGNANCY AND PEISONAL HYGIU4I 

Ne visal aidsam mecesary. 

GlEETING: Good morniel. Give sine olesson. 

QUESTION: What kinds of work can be bad for you and th lrvwiog baby? 

ANSWER: Taking and carrying very hvy loads, doing lot o(haWt week 
on tbe rann, walking very long distances without matig and 
driug yoursf. 

QUESTION: Iryou are doing hard work. what can happen to you ad yoaw
baby? 

ANSWER: Doing very hard work and lifting heamyloads oa cam us oea
hu baby which could mean that the baby is boa beflore time. Ths wy asls is
4kluma of the baby and the mothcr. 

QUESTION: What kinds of physical activity are permssible? 
o 	 ANSWER: You shoulid not jus sit down and do sodng though when you 

. to get %ameexercise. but you should a overwork yourpregnant. It is p 
baby. Walking short dian,and doing work arod hehoe leUswnin. am'ok. 
i~i.adahingre11lright. 

QUESTION: Did you know that being dirty can n-u you to hame many ill-

NURSES: Liven to the answers from the women. Ift brmare no amwum, re­
pa Ustht it cra make them ill. 

QUESTION: What are some of the things you ca, do for yowusaa your 
(am* to keep you front being ill '; 

ANSWER: Take a both every day ith soap and ceam waer. Washing your
hr and body helps to prevent lie from Igelg in your hair and sores from dete­
lompicnoyourskin. 

Wearng clksn clothes also helps to pont lim. 

Clean your teeth with a brush or stick daily. It is imprtu to look affer your
1taf.Decaying teeth are very unhealthy.. and in very bed caves. the poisonsfrom din

bed meb get into the blxd and may affect the groing baby. Deid cae is Im
during pregnancy, so come to the R.V.H. ror a dental check. 

Wash hands with smp and water before eating and after using the latrine. 
This will help to keep you from gctung diarrhoea. 

Webb dish. after cooking ind cotin and keep your kitchen and compunid
dam to avoid cock aches. rats and dies. It will also help to prevent you from iting 
worms and dilarrohe. 

bkry rubbish or take it to a dumping site so that Mes and rags don't breWd 
AMO4l1 the refu . 

Always use a latrine or bury olftv if no latrine is evaihbleio preve you
sad yaw family from geting wurms mnd diarrohes. 

Asyquestions? 

Tiink them fro liuting. 



ILNTEN tY 
LEFT BLAk1% 
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'WORMA SIGNS DURING PREGNAN~y 

No visual aids ar necsary. 

GREETING: Gooduuorniap Today we would like to talk to yc4 about anme 
1hiap which my a an extrlito to clinic d .uingme the your prascy. 

QUESTION: Do you see your period when you ane pnaM or haves wa ryw thick awhile discharg from your vaina? 

•fy. . he a small amount dung your fir t four months Opepan dbe too flightened but do come to e cink to be checked. 7 Idon 
If tMe bieeding is plny or continues for a-long ame (amvto six Maue" be

Cetn to Come at once to the cink or go to the hospita. 
If you notice a watery or thick white discharge from the vagina you shoudcoe to the clinic. Check inch day to see if you are blending or having adishcbm.r, 
QUESTION: Do you have pain dung iredcoumin or ble aheo whe 

o tde•OL Its"ma a You PaianOr mak you bleed. soum mwy b*e whr 

if you have thene signs, do nos waste tim It could cause you to w yourbaby ad to becomne sock 3ourseir. Come to the clinic straight away. 
QUESTION: Do you notice that your ankles or4duing prognamcY.? rn have bego to swel 

ifyou mthatyour feetand ankles well or b-m -puffyr, cum w thedcaic.We will tram and iudvw~ you bo that i-welling goes down.
 
QUESTION: Do youa feet very dizzy and tired, and have to res 
 often whnpropae? 

Ifso, this could mean that yourblood isnot amgnoai t should be. Owinegyomg blood to maintajin yourown strengt and- Mep theuwvo need godheoltla 

owhothe heaiy in~de you.
 

Comne to the dimec and we will examine you and he" you ressore the toodrons
ftyour blood. 

o the is to look ror am: a period or vaginal divMlWa; psin or bindingafter sex: swelling of fee or ankles. dizzynms. Any of these 08Mn mans an catravisit lo clinic. 

Any questins? 

Thk lhem for listening. 
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IMPORTANCE OF CHILD WELFARE CLINIC 

VISUAL AIDS: I.W.C. cards various immunizations, syrine needle (for Immuni­
rltiOn), heath posters depicting certain communicable diseases and locally avmil',Al 
foodls 

AIM: To educate mothers on the importance of Infant Welfare C3inic. 

SUB-OJECTVE 

I. To let mothers know the meaning of I.W.C. 

2. To let mothers know what services an rendered at T.W.C. 

3. To let mothers know where and when I.W.C. are hel. 

INTRODUCTION 

Good morning. My talk this morning is on the impoltance of Infant Welfar 
Clinic. I will endeavour to tell you what I.W.C. mans, what services are eded at 
the LW.C. and where and when I.W. Clinics arm beld. 

Can anyone tell me what is a I.W.C.' 

ANSWER: An Infant Welfare Clinic is a cnic held for children 0-5 yem5 to 
cut down disease and deaths in this age group. Also to detect physical and mental dis­
ability for treatment and to prevent complications or serious disabiitiea. 

Can anyone well me what services are rendered at I.W.C.? 

ANSWER: The services rendered at the I.W.C. ame the folkiwing:­

1. Weighin#--This is done to detect malnutrition as early as possible sad 
also helps to inform us about the gropwtb and development of the chid 

2. Physial Examination-This is done at each clinical session in order I* 
prove disorders or poor growth due to faulty diet or mismanagement. Also to malm 
an early diagnois of any disorder to provide early treatment, and prevent it from 
becoming too serious or chronic. To detect any handicap early in order that the child 
may have treatment to help overcome it or treat it and also to provide social bdp if 
necessary, e.g. congenital derects, deafiess, partially blind, paralysis, menial ill bhh 
or emotional disorders and motherless chldinm. 

3. Counselling and Health Education-This enables us to find out from the 
mother about their babies and also to educate them an the proper care of their b. 
hi. their diet and to refer serious cases to the appropriate doctor. 

4. Immunization-This isaprocess hereby vaccine ae itrodu,-d into oi 
child's body to protect him from ceamin communicable diseases e. g. amsls simal­
pon, T. B., diptheria, whooping cough and tetaus. This isgiven either by an iqisasiom
in the right or left upper arm or biuttocks or by multiple puctomr sith madig 
r' avdinc on the type of v 

To sum up, I baw tried to tefl you that i. W. Clinks pre held for id 0­
)-ear to detect and treat early defects, to determine the growth and developiew of 
the child, to give health education and immunization aainst certain communie 
diseas e g.measls, smallpox, diptheria, whooping coulh and tasU . To a"h 
mothers or fostr arents the proper care of twins, pemtetu babies, th etbab 
uAnmalnourse ft 

QutonsM am . 

CONC,1W1t4 

Shank you very much for your utmoA aneaion and sp niod l fbordo 
very inturatiN comuri.tions. Now that you am fully awm about he eponsam of 
Infant Wefare Clinic, I am sum you will endavour to coosa your wi 10 
and fMds to bein their ddldnam to the Infnw Welfr Good hpe.rAaic. 
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TH WlGHT CHART 

VISUAL AID: Weight chatmd/or prof weight caat., 

GREETING: Good morning. Today we an piag to eaphli the child'b 
Iisl md weight char to you. 

lry child who asuds tdo clmc, has a weight cum la this. 

NURSES: Sbow card, oi pi up the poser. 

When you bring your child to the climic, befove he no Sier. he isweihed 
Thebest way for us to check whether your child is Making good fr s ftaso 
to chck th weight regularly. A child who u growiag w sheulad pa weightewry
mnoh. Each month he Aud be he-vir We mark the weight of yow child n hi 
card Wh a dot like wh 

Thme two black limu going ioa the hmrt mark the "Rod tGoodmdl""
If ths weight dot is betwee these lines. your child is strong and hb y &d be is oa 
the "Road to Good Health". His monthly weight dot should always be on the "Road 
to Good Health.' and he should be maing sandy progre up the chbt like this. 

NURSE: Danoastr 

Aad if your child's weight dots begin to tall below the line like thk,, tht your
chid bs1becoming weak and we must make him strong again, by advisin; 'ou what
in fad him and how to look after him so that his weight iocs and has wei 
dot is on apin between the lion and on the "Roed to Good Heal 

O.thi cardwowill ord hisweightand medical untomes ove his Brst bwf 
years. So when you coma to this or any other medal centre take the cha with 
yu. I this way we know what progress your child is making. 

Amqusmios. 

nthe for listening. 

To mk sum the mother ha understood the significance of the cha it is 
but to a-oally ask them to explain to you v hat the position of their child's 
weight dot on the chat men T scan be done after giving a talk. or if time psits.
inedianly aftr the baby is weighed and the chart marked with the new weight. 
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BREAST FEFDING IS BESI 

VISUAL AIDS: A. Pictures or body building foods and some fruits and vs-Sltables. 

B. Picture of mother bcaus feeding her baby. 

GREETINGS: Good morning. The siser will probably have asked you ifyou are just breast feeding your baby. Today we would like to tell you why ban 
milk is the best food for your baby. 

WHY 	 BREAST MILK IS BEST FOR THE BABY 

It is always fresh 

It is tate and fee from infection 

It iAdesigned by nature of babies 

I is ea for them to dipa 

It is the right temperature 

it helps to protect the baby apinst; ame dimas lke diastrlam 

It helps the baby receive love from his mothe. 

'WHY 	BREAST MNIL IS BEST FOR TIM MOTHUC 

It CWt nothing 

It sa es time as it is always nmdy 

It Ielps the mother to expe love for her baby 

It belpb the uterus to retac 

WR A GOOD BREAST FEEDING THE MOTHER SHOULD--

A. Have pulled out the nipples and massagd them during prenancy so that 
ihey become firm for the baby's mouth to grip. 

B. She ihould eat a good nutritious dim 

NURSES: Pin up pictures of meat, fish. roundnuts. beans. neretor, pan
leaves. egs and fruit. 

C. She should drink plenty of liquid-water or boiled fredh mili. 

Suckling helps to stimulate the milk production of the bream and ithelbst 
way to iwcre se tht milk flow. 

Feed your chi'd when he is hungry and ready kw fails. 
Often the baby is just thimy and not hunmr. so give him small drinks of 

twiled cooled %vater.Peed him from 3 clean cup %isb adlean spoon. Feedinp the Wahy
tram a botle is very bad. It is very dificult iOmake sure a feeding bottle is cl Ifit isnot clean, the baby will get diarrohes or other diseases from the dirt in the bole. 
A cup and ,poon can be easily demand. 

Until your h['y isfour menths old. all he needs i%the beast milk and the 
Ciotlcd boiled water. Om-ibionafl. you Lan add a fct- drops or tfmo nmw or 
paw-paw juice to the boiled ivater. Thss will help his teeth and bones to develop 

Wlha 	 your baby is fnur montbh old, we will ashim ti m.yt $ptao his 

Any 	 que ti l? 

Thank 	 ,co l'orl,..emn;. Pleas bmis r...i only, until we advh. you apla. 
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NtntSES 

PALURK Of IULM FFZDING 

CALUi ACrMON 

'. Casdby Im naby 

L Pmmuaky The milk should be exprem am
2. Imkdom e.g. pmuomia tkbe anW fed by cup and mqmm 

L Caumd by dw Moder 

I. 	 Eaprpment of the bmnnt Dim rs irthehoby can sil sum.
Gentle mamp Of 96 Arm aoun 
nippl.MaGy ba o exprs milk. 

2. 	 Crackad Sippie Expras milk. Feed with cup mad 
spoon G.V. paint ;.'r cracks. 

3. 	 Usmids and Abms Eape 'milk gitaly.-feed as abome 
Le baby sucikd from oher brm. 
ind the sick brean. 

4. Favemd or Rat nipples Pd out the ipple to make it flem a 
Won tice a day. 

J. 	 Wony or lack o( coatidam Encagment. Stinuhfe milk i. 
CmIoa by more sucklin. 

6. Wrong beliefs about bottle teading. Education of the mothar. 
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FROM BIRTH TO ONE YEAR 

VISUAL AIDS: Piterb of"From Birth to Ore Year Need%' or picltus of' 
various body building. ery and protective foods and a poswe of a healthy baby. 

NURSES: The posters showing the needs of a baby from birth to one year 
old are self explanatory and deal adequately with tbis topic. All the foods shown ia 
tbe posters must be named, and explanation muot be given where necessary on bow 
to prepare and add these foods to a baby's pap e.g. pounded or scraped meat 
sh (se section on body building foods). 

Alternatively, the "picture foods" may be waed. 

THE 	MAIN POINTS TO BE COVERED IN THIS LECTURE ARFE-

A. 	 Breastmk i bes. 

3. 	 Put a newtorn baby to his mother's b.m as soft as poWlbW. 

C. 	 Stan giving child pap when he is four months old. Unil then bu" 
milk alone pius cool boiled waer_. 

D. 	 Once the child likes the pap (may take up to amouth) body building (peo. 
win) foods must be added. 

. By the time a child is six months old he mum be eting his pap wl 
added proewin thre times a day. 

F. 	 Stan the baby on new foods before he has had his brmas milk. This wy 
he will be hungry ad mae likely to a them and pt used to tw 

on a child likes a food well, he should be given it after he has drunkl 
the milk he can from the brea. This is important became a child will nat mub 
scoqly if he is fal of porridge. and the breast milk will ptless. 

0. At one year he should be eating a great vaiety of foods, as well as hastw 
his br= feeds. One or two large spoonfuls to every plate of pap e.-. meat, lu 
ego, groundmats. beans, fruit and vqvAbkL 

H. 	 He should be having thrw or preferably four me a day. 

I. 	 He should be fed from his own bowl with his own spome 

Thee ae she main points which you should uy and convey to the tha M 
pinning up the Various "picture food" wbee neussery to aid your eplamtia. 

At the end of the talk. pin up a poster showing a healthy baby. Ask the 
mothers bow their children can look lke this baby. A seriesof questlo c l 
you assess how successful the bonne has bum 

FOR EXAMIIE: 

Q. 	 What is the best food for a newbom baby? 

A. 	 Bret ml. 

Q. 	 At what ag should we give our clild'U teir Ara pap? 

A. 	 Four monthe. 

Q. 	 What foods should be added to the pap? 

A. 	Grounduts, mea, milk, fish, bun, ar-

Q. 	 Wben should we fada mw food to abeby? 

A. 	 Befo e ivins him the brua, so thu be will be hunagr ed mon Uily 
to eu t food. 

Q. 	How ohm sboid he be fed? 
A. 	 Tb. or four tine a day. 

Q. 	 How much of thee foods dould we add to the pop? 

A. Oeor two large spll l at ery mel.
 

Any quesorn?
 

Thank them for Iiin.
 

Plo so om. and "do"'-dntgo hom ted foru
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WLANNG
 
Th mt mws baot the imoductim of uolkd foods 
 =e the mmleor 

VIUAL AIDS: A Poster of 4-6 mosla old baby wmbd 

L Mum or body buidig food
 
GREETING: Good morning. Today we would 
 ia to mit 10 you about 

hedies-youc b~y bin &Unporridg. (CONs jPai. 
Mim timiw tllked t you about how o fred your chid frmu bift moMr. 

QuEsoN: Cam anyem fell the rest or he 'hui w tifhmadabotbesmn ther yam babies the las utne? 
ANSWER/NURSE: The main point which we hope that the modrs wl M.tmbwsv, is that they must an feeding cooa pup when the baby is four mods old.*

ftake ad in'wapq them lot resembemig ay of the piii ma&ama MS& 'gin"h 

QLMM~ON: My shouldl wo start feedingakoc pap to WWhum month? 
ANSWER: Decause at this ap breasn fleding alone is nam enough by' Will to.ia that the Why con i u. to gw btg and strg. ir he is mom otber 

Iloods as wel as brest milk at this aMr. he will rail to grow a well as befigm 

NURSES: Pinaup p o(ofy4-6 mao s old ba m&ds. 

Henewehava motherrbcuntfodingbhercc uibu s ugl o" tso heudher baby PaA b8cuse her baby i now our monhsot old. 

S mthrs~NOIus tha ieirbabiesdoamo a l oosPapra they-WI otS the mother stops Weding her baby the pap aOW just Sivas h" babyftWas. Thus isa pity becauxe the baby needs this foad zo help Wim Vow big and 

We would lke to give you same advico about feedi yoaw baby ho IM cams 
L If you have been giving your cd Ioa dria of OaM boild WW~mtoadeanspoon.uasweadvised youhe baby wil be ued to tereelof thesufihkzaoutb. But ho will amt be used to the foo now being fed go him oheWoes. 
I. At the fAM, give only small smounMs (baituesmpamn) onoe day iN

uek k frMm th spoon.
 
Gv
Oitoibeforethe bran-fad. sohewMbe uhuauand wn 

to try . 

4. GMhmU oWit u ohsm aL odi i
beftm. &ewill be wondering what to do w" I. 

3. Maimsure that thlpP Iswio. He Isused to havinu rea st mi.

Cold coos pap would be evm stranger, to him.
 

6. Feedlngyow baby hlsfmrod not&rfamaTa K Myimwydo ant 

7. *Ifh sitsIouhkAts ua ainPA vy eae amounthe s o, mies ly and gemtly. mOf pop on 

L B.emus ity o po n beby buff a wspoon a day. W "W thegto used t. mgy 
9. Always feed the pap befor the bWmu. Why? Be=Ms Wothewise thechdWIN he Mulwith brast milk and will not wangt o at ft pap. 

Why? DeCRuIf hteisruI of porridge when he Is pus to lhebhast, he wil amt 

If he does a0m suc, prOPerly the supply of milk the brewIast wo nrdu Olless. Thes Isbad because the child "tlmuds all lb breast milk he cam got, eqw thoughe IShaving other foods. 



D. As soon as he is eating bis porridge well (after about one month) some 
other food%should be added to the pap, like we told.you the Ian time. 

QUESTION: Can anyone here tell us what foods are bebt to add to he pp. 

ANSWER: Raw cgg mrred into the hot cooppap; groundnut pume; skinned
mashed beam pounded greens; pounded dried fish; scraped or minced meat; fre 
boiled milk or dried skimmed milL 

NURSES: Get the mothers to pin up the picture of any of the food day 
name onto the cardboard. 

£. The baby should be fed from a clean bowl with aclm spaon 

All roods added to the pap, should have been pounded, scraped or mashed or 
ground. be ue babici, have no tcch 2nd arnot chew. They can only swallow. 

As the baby gets older he needs mot and more of these foods to help him 
grow big und strung. He ha only a small stomach, su ied small meals four times 
a day. 

OUESTION: When should bream-feeding end? 

ANSWER: A mother should breast-ftel her child until it is I mondbh or 
two ye a old. Ifshe wants to go on longer she can. 

Breaa-feedinj homld end slom.'. When the child is young he nreeds to befedoften. As he gets oker (one year) he may be reedi rig from the breast only thrmor four
 
times aday.
 

When a mother wants to uan her child f the breust ccmpWely, be should 
stop one breast feed (for eample i the mosing) and -ic the child some food in-

After a week or qo, she can stop another breast-feed, and give the child extra
 
food.
 

She ihould continue in this imy. until the child is completely weaned. It.
should take about a month. 

A mother should no wake up one morning and say in herselr, "Twray I am
going to %ean my child." That is wry wrong, both for her and her child. Shewill 
fid that her breast become swollen with breast milk, and they will become uncom­
fortable and sure. 

Her child Aill also miis the comfort of the breum. as %ell ab his Jda 

Any quntiow? 

Thank them for lilating 
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IWO YLAJ OD SAY 

VISUAL AIDS: Pom' ofthe Nads ofa two yew ol baby. 
GREETING: ood mod. Today wwould ike w tak lo ymu &howJbd.

Jqo-.,-hm. 

QUESTION: Cas ayan hem il diw rut of as what dw beaimsin the pvm MWlw Ihave gin on fading Children? 

ANSWER/NURSES: This will of cotimIs de Ina the previous talS uf this talk isgiven in the order listed a thdifrontaofhk bokid, ftfllowngp~.
shuM be raised:­

(a) Ilast milk is bs. Beast fad up to at Ian It amba. 

(b) Sun givig a child coos pop when e is tow mo d.kLs 
(c) 	 At sit months he shouki he eating plenty of porudg with added potm

(body-i ng foods) the. tmes a day. 

(d) Go amnbrew b us a sg ik 

(6) Stop brmmeaeing slowly. 
°(fl Nis d hav his ow plae. andagod shar of th sau. 

Ptal the mothers ro rmmembein'any of the mla points. Ask them iftheiy 
Me pracding wha thiry have learnd 

Pl up de poser. 

3a By the time your child is two ars old he will probaly he weaned from 
te brmoL As %Vv, told you bIbre. and some of you have jn metiod he fact 
the child should be cating his coo pap widt added body-buildng toads wal by she 
tw he-ti six monts old. 

At ow.year he 6 beinningto am adult food and at two ya be shouMl be 
qmhg a.s v to et roo&.li 1ke te youngs child we can in tpomi .r. 

-NURSES: Name the dtfftert foads in the poser.
 

QUESTION: Why has tie yOUn child his own ped plate?
 

ANSWER: Thiis isw he can let hi, hare of reed. e-eialy his slitr, of mum..
A young child eas .+rwly. and if he does not have his own special plt he my ld
th di,. =mof t--,nily cat a ast that he does o et his arm. Icveryome, in the
faltyea s 1m the sne owl. eating may become acompetition to in who 11 ed.Ieta..L The you'g :hild will lt," th, commlition unlem he is helped. fk may nd

tht the rest of the family have eaten all the samuc beore he has has0 enough.
 

QUESTION: Why is the young child uing from a spo? 

ANSWER: Young chudn m bed at feding tiernsdlws with their liersmid mud to he fed witih a spool. At flrst tlwy wed to be helped, but ltr on they re" 
ear. to feed themelves. 

Aho. the rood may be Wot. and be will no he io good of holding his bowl offood in his rmgrts a are his brothers and steM,. Wl.t e is older heaman with 
hIk Angers (m the f,,nily bowl. At PA years he is still too Young. 

QUESTION: How ofte should a youg child be f-d? 

ANSWER: Three or four meals aday. Many families h4e only two hat Or mamony one meal a day. This i#not enough r" the younf child. He eas only a small
iomascI He needs fereig small oaiouns three or four tm a day.
 

Aay questions?
 

Thak them for listening.
 

I 
 go hoar.e nd do. don't go h anl riwre. 
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BODY-B)JiLING FOODS 

VISUAL AIDS. Picture foods of meat, fish, ep, beans, groundaumts, Ignm-

Imos. 

Poster of healthy baby. 

Poster showing a baby with marasmus, kwashiorkor and a healthy baby. 

or Prevent Malnutrition posser. 

GREETING: Good norninig. Today we would like to talk to you about reed­
ing your young childere 

A. All food is good for our children. but some foods are better than ote
 
inthe way they help give the child a good atrong body They help build the body.
 

if a house is to withstand the rains it must be built well, or the roof witleak 
or the house may even be washed away. 

F tha body isto withstan4 disease and inkacs k must be built u other. 
win the body becomes ill easly and when disese comes, to the vilN the week 
bodies are always the first to become ill. They may = di. 

This h why foods tha build the body wen am so imp au . 

L Foods that help build the body are: meat (cow, goat, chicken, pi) Ask 
(hub or dried) groamdnu, beans, greim leaves. e. milk. 

NURSES: Pin up the pictures of these different foods. Explain that metaod 
sh, must be pounded or scraped before they can be added to a young chl's pp. 

Beans must be soaked ovanight to novo the hard skins. Then pomedL 

Orounmnc . g. chiewra 

Egp-beak the sheU and powr the raw ag into the b coos. Stir. The h,. 
from the coos wiU coos the ". 

Gmen leavie- nrM be cooehd too les the1y wil lol t r ooX . 

Milk--hah cow's milk mus be boied. Dried m be added to pop. 

On=e all the psuures have beum -m oat the cardboard, wepent egm t 
foods am thoue which help build the body. Feedig them to their childrm willthus 

hlp them pow big and strong. They mus be Ive at evy mna 

C. We have advised you that you shold tart keen pop to your chtdwe 
when they reach four Months. 

OMthey lkw th pap, youould umaadding same of'the dmat foods to 
tepp 

If you am wlup fadingy= child rke.dw't fiN his bowl with ridndae 
him with a small piue of mat from the mun . 

Thai aiou. 

Give him a mood share orthe meat or Ash w. as wO tastisra 

am beanded-NURSES: These aw veal ways in which this hewI 

(a) Usin a poster which shows a child with mantmus, a child wit kwed ­
ker and a halhy baby. yeses explAin to the mothers, that the mamasmic babY 
beIo lto a mother who came to the clink d heard the talk On body bild 

ug0 P"'the Cli i a fd berfoods. She went home and forot all that del was 
bayMly small rice or pop. 

The baby with kwmshirkor hala p to another who atmadd te C 
and heard it,!talk. She went hom ad only red the body~building foods to her d~d 
cam a vmk. She amisanu fill iMmach with urM 

ThW healthy baby belowp 1o thei mothe who head the tWk vosamhd k 
and ember . Sh g vg her cid a gOW partie a( the m, 66, hem ML 
ag @Y meal.
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NA. iis boo, to ask doe materes which inte healty baby iuL**%Ww befoe any
eaphamaisIssM. 

(b)'Usb th Mabutgas?l. dm: 

Ask the woma which isthe beafthy baby sd why. Ask t m bsme 
diflmm foods which should be fed to a cild. Explain thati ahmlnurished child 
m* tmd empty phia Pap, rice. fial, ndf.yams. ec. 

(q) a up a posor of a healt baby. 

We wnt babiesaTheGambia to be hi. L thema how 
c mka a their babies will be surong and healthy. Get them to samen tlh diflinea 
toads, sad uk them to pm the appropune picture food that thy um amoid 
dbpmir ofhe heay baby. 

hotways psw pba of pM.w ad enmurapmm go a modo wbamea 

Red theA of the impausme of xseiq the foods at evy me*. 

Unk Lhem fr Wseng 
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ENERGY AND PROTELMIVE FOODS 

VISUAL AIDS. Pictures of appropriate foods 

GREETING: Good morning. Last time v talked to ou about toods that 
you should teed your children, so that their bodies will grow well and sualq. 

A. QUESTION: Can any o te mothas here tall is the names of om or 
those foods. 

ANSWER: Groundauts. beam qgs. fish. meat, milk. green leaves, netlou, 
elrsi,etc. 

NURSES: Congratulate and praise the mthe for. .memring any of'the 
foods, 

B Today we would like to talk to you about sow other foods which you 

4hould feed to your children. 

Protective Foods(Frut and Vgeus!As) 

As well as feeding your children foods that will help build his body, they abo 
need plenty of fruit and vegetahles. Thee foods help to proa. your child a aiu 
dtacale and they also help to build strong bones and teeth. blcod muscles and Am. 

In The Gambia we are very lucky because there are many diemt fruis 
we can eat such as boabab. orango, mango, uava, limes, paw-paw, bsnanm, ga.a-

NLIRSES: Pin up the pk-uucs of these toodson the cardboard. 

If your child is a toddler then be can eat the fruit without any help. It if boa 
if your child can have apiece or trebh rruit emy day. 

in arms, then occionaltyym can 4ques 
a piece orresi, orhanpe or paw.fw. and add the juice to the baby's drink ofcooled 
boiled water. Doing this help tlh.e baby's leth and bcres to dceslop proFaly. 

Itvour child is only a small babhyTV 

Vetables %uchas pumpkin, garden eggs. tomatoes, bitter tomatoes, pm 
leavesinever-die. keren-keren. cas va leaves, salad, boabah leter, etc.) okra, hop to 
prmect your child and gihe him pood blood muJes and ski. 

NURSES: Pin up pictures of thae foos. 

When you cook thes foods, don't cook them too long, and put a lid ovr the 
cioint pot to help sa v the goos,. 

C. ENERGY FOODS 

Evcry day we fed our famifics foods Such 21 ri r- coMsCOOS millet. MA 
findi, potatoes(Irish and swant. cassava. bsed and bunerormn'aTrine And weadd 
oil to ourcooking. 

NURSES: Pin up pictures or the foods. 

foods help satisfy our us stretith 
The toods give your child the energy he needs to run about and play. But it i 
1o fill a child's stomach ouly -Aith they foos. Ityou lust Five )our child plain rio or 
concevery eav. then he will rcn tcecrre ill. His tody alto neecs are fruits mad ve-

Afl these hunler and they gwive to work. 

labis and the body-building rods we talked about last tme. 

toods.So ifyou want ahealtby child you mum (adhim lotsof d rlfient 

Tins is why esery time you bring your child to uh clini we talk to you about 
how to reed your childrm 

Medicine and tjhkts don't make achild grow sromg and healthy. They only 
help him tu s.over fom n iliamm. 

Good food and care of your child con pmvem your child frm hemmig in. 

Air; qu = a? 

Thank you for lisuming. P=czu &o home sad do. Doe's go howe ad torg. 

Tell your hu.k4mnd and triesdms st .4u have hned hre today. 



RMAMM Dmr
 
VISUAL AIDS: A. Po r of A Balaned Diet. 

boe U - t of vrosboy-Intildlag emu ow I 

GOEErING: Good maming. Today us woold Mle 40 m4 " yon alims Aq+i.. famlyapemoay tb ungcbldreo family. 

A. Yo elsbeard us talk bbeabout tood. Weold you that feed bsfr d body, but tere an some foods which am bea than others fm lsildi he 
"ad3bowsm uscles, b*i, skin and Wlood. 

QUES71ON: Can anyone tell as some of the tods which are.,a foe build
bg th bod) ? 

ANSWER: Mat, chicken, fish (Ors and dd). pes ad bons, MIUMk'w 
meto, qsw In leaves, mILk. 

NURSES: Ge the mothers to pin up the picotres Orde foods they nuame n to
thaan/beard. Praim th for remembering. 

L We also said that we sni food to a otsui ud Sia wrm ebeph
w weer. We WWked abom foods that iv us enrr.
 

QUESTION: Cam ansynW dme 
 sane of the toadls which supply owr body
wkheMe? 

ANSWER: Coos. re. fhi, ma. ava, poatms, al. berd,mbuer, etc. 

NURSES: Apia. ask the mathes to pOn up the picltes of the roods they
nm. Prai them for rememberig. 

. F aly. we talked about oe w'hich give proedon aganst diaes and
whkh hep buid urong bone,. tef' fed. mous aW skin. 

QUESTION: Can anyone wany of the foods tht help prfem the boy in
ths way? 

ANSWER: Leafy vuepabies. ormps. tomatoes. okn. bebob. Jime. pave.Ibums, at&
 

NURSES: Apia. in the moadm to pin up he pidu the ood they sam
rofPraiw them 

D. You can we therefore, that we need food to grow, to satisfy ow hunger
an to work. To ment all thene needs. we must eat many kinds of foods. u we ham
phmd on the cardboard. It is no good filling a child's stomach with rie or coos only.
We must feed him with the bodv-building and pw-ci've foods as well so tu his
boe, teeth, mscs, blood and skin grow Avfl and strog. 

The body is like a house. It the house is built from weak materials, whe the
mins ctm the house leaks badly and may be %ashed away: it is the same wkh yourchild-if you do not feed him propely, he will be weak. he win not po


usA in the villap. lik mcables. the calM will St Un
and when there am diaes 

snnia iy and he may die.
 

QUESTION: So how can we make sum children gow healthy and str'mg? 

ANSWER: Feed him properly. Give him some body-building food. some 
eery food and some praouctio food at uw meaCL
 

NURSES: Pin up poster of A Balanced Diet.
 

Thispictum shows us what to do.
 

NURSES: Point and name the varin foods to the mothmer 

E. This is why foods like: am good for the prOwing child. 

A. Domoda-Contains poundnut, f.h.mst, tomatoes. onione and rice. 

L. Benechin-Cona-ins fish/meat 14ir body-builin, tmsmtoes, pumpkin
.abbp..etc. fur pruti.in againxt diseew: rim and oil for energy. 

C. Soup--Cntains meat/f ih ror bovdy-building. Leven-kewen sw .kra for 
prois..tiLa: ris md oil for energy. 

http:pruti.in
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D. Cheeb and Sam-The child mu have a,good sham of d.sum. 

E. aal and n and fth and ensetou; okra and bo stoe­
- dU .
 

NURSES: These ar onjy a few hxmples You %IUknow many ma whih 
move appropriat to the area in which you work. Use your own .zammphs,but .­

plin in the same way, referring to the foods an the poster, or using do pectur mx. 
Ask the motbes to live xamples of their own. 

So you me. a good food isa mixture of many roods. Remember this and do. 
itand you *9l be feedwi your childr and other famiy members wel 

Any quWli ? 

NURSES: Thank the mothus for MA. 

Tl them to go bomt and do, not to go hom and fram! 
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'IVoAL AM:. Pkma *.o "hm aeg' Role.n 

GREMM: Good moasl. We tem spkamo y oe aoe d ioa~misaagooed food to "oa th body healt sel to awnee tdo yawrow tawup arm~ 

Totwean pin to OlkabooespoJ uty Weed.mbsoandithof 

A. 	 QtI5T1ON: Why do we aind below Weed? 

AWME: A plus's haft depemdaly amshdo m ceeod is hisasow 
be. 

Thu bload bIpoem bsamzkcanhi Obedand scerWMb sm esh. 

ft Wfb diblood tobe a hoolty adeelow.sd Ir itoberbsAM bmnytasupom Y.you Mmhaaz Plowofroods wlh shd utenype­
mwors to make good Wlood. 

71n smeril i cid iWto 

_ Ad your childrn domot ,t- h of the foodsw am O 
v(ldiima_), the. the bleod dess no a i suld. Yet will pt

d vary mstly, aycow mad evenual Ivery beseaw ay IL 

A ddd who a's smoqh pod Wood ba. 

(I) Wt ws iued of hiL 

) A pal ,oepe
 

03) .bT Mdelheous is pa
 

(4) Tha ofthr aehe boxd opiL 

NURS: Go mund sos omethe chidr ad u thireI for 

Maltanumh tohe moehen sndumaaed what you an dobLe SW dtug wrbti wide ltimchild i amc atam 

3 rdom, in aldorto hew pood Weood, he mst hds on3uiabe to 
bhud.bmildis astriz!(lice).Foods lie: urnt, " sM pows. ami snomipent 	iky velales pti ul 

NUMSS: Pin up the 'picwnr of the foods an she cubdbod; 

Gh*n hull then foods amna wee s so ouh. He uss have two ar 
of ds feeds esy day. 

Nfa ches bawat inde as abtepMat mMalua, he low 
blsod.l~l-tomes -e anr heilp ofiths bieodbaldlmfeed. 

ChekAm yaswowns "sina n-f.as wellstassetii fyaw 6 il Nic~e wel bwqtis? l 
shii you. to make msuyom oed blood. If the liins is while baed of su.

dmyou used to sat momw of than feed 

lmk yufr ateniho 	 Ipbeen~plse fcl Plau so bon and.dogo bI sd doi dam' p 

http:eelow.sd
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PREVENT MALNUTRITION 

VISUAL AIDS: (A) Poster 'Prevent Mulnutition ' or poster showing a
baby with marasmus, kwshiorkor and a healthy babyr. 

(0) hPi of bodybuilinS fod'.L 

NURSES: Please note that it is important to know the local term fr "malau­
trition,, and preferably for the words "kwuhiorkor" and "marasmus." 

GREETING: Good morning. Today we would like to talk to you about mal­
nututon. 

QUESTION: Can yonc ber ell us what the word malnutriton pum? 

ANSWER: It means that a permn is na gSiaq enough to t. 

QUESTION: How can your beby look when be is not pitin$ enougb I .. ? 

ANSWER: He can look dry and small with an "old' manss ace, or his 1ew
canbecome swollen with peena skin. His hair can fall out or be red. le can have a 
big belly. He might have diarrohea. He %ill be unhappy, and probably cry a Jot.NURSE: Congatulate and prae the modinfurtelling you any othe 

of malnutrition. Pp up Lue pouter. 

QUESTION: Which of the babies an the poste is the heaty baby? 

NURSES: Ask one of the mothers to con up and point out the health baby
Thank her. Then explain that the other baby, or babies, depending on whihi poster
you use, has malnutrition. Using the poster to help you. So iver the sips of manam.
 
trition once more.
 

QUESTION: Why is this baby healthy? (Point to the picture of the huullilybaby).
 
ANSWER: B"use he is Setting enough food to SaL
 

QUESTION: Why have these babis got ralnutritos? 

ANSWER: Becaus they are not 'Slng enougl t eta. 

QUESTION: What ae the foods we have to feed our children ino order ,
make sure that they rain healthy and prow big and strong? We talked about theme 
foods before, and we called them the bodybuilding foods. an anyon retun. r 

hat they are? 

ANSWER: Fish, meat, milk, eggs, groundnuts, beans, netetou, peas, greenJaies. 

NURSES: Congratulase the women for remembering any oflhe above foods. 
Ask them to pin up the picture of the food they name, next to the pict-re of the 
healthy baby. 

All thee food. help build a child's body. You should reed some of these body­
building foods with his rice or pap three times a day. If you only give these foods 
once or twice a wcck with his pap or rice, then your child will berame like this. 
,point to the picture of a kwashi.rkor baby). 

If you only Itive him si:all tie or pap and no body-buildikn foods at all he 
ill become like this. (Point to the picture of amarasmik baby). He will starv, 

Every mother wants ahealthy baby. The inly way to make sure dal y0Wr b. 
by prows big and strong ib to reed him %ith ac:e cf these foods. 

Any questiom? 

Thank them for listeniv. 
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71St TIE SCHOo mIj 
MAule fom "Nubilo for D"1110011 Coutiua by KXg. Muley 8W 

ChuifI 	 t ofon oa sot 	 gave ,,hoolham for mto hioiiu- meeisin 	 int -do an.t"a may doat &lWayshave berefak befofitlieygm 
17Ied wal huavy childru =smw coevemmu.o thak lana tmy. ms.Ths~ors childmen who are poing to Wearn vmil mvow be well red. A stboolihj medsbemkfist I A he sous to schooL and alo bomesbag to take wh hisa aoam forlu&ailb. middle of the -day. 

Ask m omsivr U childim rood to War to school 'derthan sulmn cbildtms may hay fly drkU or ie w have m food talw. 

schoiols my provid a meal Inthe middle or the day. V so yaws chlwig need. money ftr that. or he may be able to pay for his me by taki" alon
 
l 'le
atmiwood for the ir.
 

IbW below am somme 
 oda W4ih a child ma tla to schooL 

FREW FOODS: Milk, m111, -1111, r u. pnm. wa
 
auwmmw n. om.
 

PLAIN COOKED COLD FOODS: Akam. ne potu. maim cok 
(muii or boiled), haud boil am caoed muam, metad voisadaskbwrd. sm. 

COLD COOKED MEALS: Anything mmaing frm the poimal amid be snimble e s. rice &W groumdaut soup. 
wgn 

The food should be.all packed, so th it dam not spoil before t hlmchIt canb 	 Xak. be packed in a dean tin. a Im In& a dean plastic hag or i, lapper.	Best ofal to pack it in a billy-as ormeal tin wih a wellinglib. 
S hool. chdrarm an stl rwing and ned plmy of food. Tby n d Wuk.hmianWa m-idday mod at school to ielp them coamase on their lesson ad

isthmagho essily for play. 
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IMMUILZATIONS 

No visual aids are necessay 
GREETING: Good morning. Today we would like to talk to you about the 

Itjections your child will get at this dinic. 

QUESTION: Why do we give young children injecliom? 

ANSWER: Them are now many substances which, when injected into the skis, 
will prevent adiscasc. These liquid substances are called vaccines. 

QUESTION: Which diseases can we prm'ent our children from getting by 
bringing them to the clinic for their vaccinations (injectim)? 

cough, teanus and dpalermiaANSWER: Tuberculosis. mas" whooling 
ind poll
 

QUESTION:Why is it important to make sure our children have these vami­
ations? 

ANSWER These vaccinations prevent children from getting these trible 
disesses. Younpchildren can easily catch thete disenies and you have probably 
bow serously ill some children arewwen they catch them. 

ifa child is isoin good hahh when he gets an of these di ieis wor 
ror him. His body has no arcngth to fight the dicaseae and he may suffer the ufects 
for life or be may die. 

QUESTION: At what age shxUd we bring our children to the dini for thir 
injections? 

ANSWER: The injection to prevent tuberculos (BOG) isgiven as soon after 
birth as po-sible. This i the injection given with "the gun. Bring your cld to the 
clinic after the naming ceremony and he uill get his GG %vaccim. 

After this comes three injections to prnvnent whofing cough. diphtheria and 
two monlh%of g. He needsfl.threetetanus. These we start to givc to a child at 

'amm.miction%Inprotect him proprly aen these dimuss. ..oat fJ i.wd,.,d, R' .*.. 


T•rn when the child i%a fittleoId he can have an injectiotn ainsmmslie
 

It is not wile to give Some of these preentaive injactions wht ababy is sick. 

tour chiki to the clinic every month. whether or not your childIf yM hi 
ts ill, you wil be a Wive mother. This way your baby will get all his injecions and 
we can also check on your baby's progmre and adise you. 

Do not be afraid to have ynur children vaccinated-it can only do him pod. 
You wtat the best for your clild. Make sure that he is projcte apiMst thew 
terrible disaum. 

Any question?
 

Thank them for listening.
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UARUHOCA AND DUIRYDATION
 

VIAL AIDS: (A) Poem on Food Hygime
 

() Clm cup am spoo
 

a1Basof boikde.cooa waw
 

w of upW, hag of "
 

GREETING: Good moniag. Give mum of lemon. 

QUESTION: Have any ofyour children had dieneahm? * 

Do you know of any children who have died otdirhoea 

Do you wast )our children to pt diarrhoea su om and lameseriously, and 
to be leu likely o die when they do get it? 

fyou do the thing lam going to show you this moriag your childwl be 
i mach le danger from diarrhoea. 

A. 	 QUESION: Why do cluldren ge dianrrhoea? 

ANSWER: Diarrhoea is usually caused by'a child eating erms. Gm livein 
dit Od SM his body because be may have drunk dirty drinking wa. 

QUESTION: How cau we make drinking water safe? 

ANSWER: By boiling the water. This will kill the pans The woe smi beb d o just heated. One it has boiled. cover it and allow it rocooL The war 
mus be covercd il.t iouling, othewise dust and dirt will get is it.This will put 
amw genms into the water. 

O Ihas cooled. kep it in aclean sopp.r daskra arge dancovd

slmp jar. Boil your drinking watcr evy day.
 

L A child may get diarrhoea because he has eaten food that has ben touched by
dirt handai or becau'e it has been on dirty pound. or because Aine have been walk.
igon it. Flies varry diarrhoea germs on their lg 

QUESTION: How can we mah. sure that our food is ato em? 

ANSWER.-NUP.SES: By washing hands afte oing to the toilet. 

By wahiug our hands before preparing meals and before eating. 

By buring rubbish so that flies can't breed in it. 

By covering all food so that flies can't walk ovr the food. leaving the diarr­
hoea gerrms on their legs in the food. 

inapthepouersofpood Hygiene No. Iand 'Pandexplahi. 

C. 	 Diarrhoea isserious because much rood and water are lost by a child in his 

So no.a water is lost that achild begiam to get dy--like a h being dried.
 

QUESTION: How can %estop achild from etUing dry when he has diear.
 

ANSWER: By giving him drinks of clean boiled water, wit and sugar. This
will put back into hia body, what he has lust in h6 stooul. 

When water, salt and sugar are put back into the child. most children.get
berterquickly. 

As qoon as your child has diarr'oes star to give him water, sugar and Wt 
like this. 

DIONSTRATION 

This is how to make the solution. 
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One cup or water (boiled and cooled) plus one teaspoonful of supr plus a
three-finger pinch of salt. A smAll amOUOL or ime juice may be added. 

NURSES: Ask the mothers ir any or them have brought a child to the diak
because it has diarrhoe. Hand one mother the clean cup and vpoon. Stress the lean­
lines of the equipmenL 

Let her fill the cup with water. Again explain bow to boil and covr the water 
until cool, and why this is done. 

Hand her the bS of sugar and the bog of sail Let her add to the water a 
bpoonful of sugar and a three-finger pinch of saIL 

Demonsrate to all the group a three-finger pinc. 

Mae her air the solution and teed it to her child with spoon. An older chd 
can drink from the cup. Stress to the group that this salt and sugar portion is the
tight amount. More salt or sugar than this will not hlp the child-in fact it may mais 
him worse because he will be sick. 

Tell them to feed slowly with a spoon, a ink at a time. The child needs at 
least four big cups of solusona day. 

Let another mother make up the soluati. 

D. A child needs at Inas four big cups of the solution a day. He needs his bowmilk as well if he is still being breast-fed. Children who are waned (either partallyor0My) should not be given any food for a day, only the solution and some bodmil. Then give them a little food the following day as well as the solutio. 

Bring your child to the clinic when he has diarrhoea and bring some of tin so­
luton n a clean bottle with you. This is imipoant. 

. . You may have a long waIlk to the clini and aImp| wait to wethe doct'.Yom 
can he siring the solution to your chld whilst you amr waiting. You must give backthe watr, supar and salt to the child's body when he has diarrhoea otherwba
hsbody %i geu too dry. 

Any quesnom? 

Thank you for lisiening. Pleego home and do whet we have told you Ismtoday. Your child will continue to get diarrhoea if you don't boil your dh ,,waer and touch food with dirty hand and let diu crawl over the food. 

Prevtion is bear than me. 
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VISUAL ADS: mms f foods. 

OUEETING: Good mosmd Today vw uwo l kle s tlk , yr show 

t clink toal i verbo aow dthis 

,vMost...swam.givingchildres s meslmsamu a dbd,u C blip neya al"omue n ow d lSthey h bem.am it. 
QUESTOlN: Ha any of the children bin Sad mcasles? Cai an ofwitho

rest ofumwhat sinsa motm can fmoiSaithat her child has measles? 
ANSWER: Spats on the face aru4 body (about thes 4th day). Son.inot said 

. at--chil unable to suck or eat. Sare eyes. Fever, cryng uadm sras Musng,son, cough, dianh with or withoutWood. 

L V yaw child does get saiw bow shouldyou loolae hisal d?so 

t A i / URSES: A typial msaw, frm the mothers is tha thi chil
shoulbe red the "boababsokulJon and that thechd houd n be wahed Somy say that the child's skin should be nabe With 'ashua." 

Tom isa taboo thnta duchld nt be washd. This is vwiywith uasas shouldaimpous. The akin needs to be keptckLen This isimportant. to miaske tehildena­
feet" and he him pet bett quickly, ftal with w m %a nd amp ug, aim las ofarug.
 

'Payparticular au to the back the amseek under th
muion "f - and thMviL These ame placers whim the child conm ery hoe. Washing ii. body cools him
and help redu the Tew. 

Aftwasing his body. dry it well with a donoal and putre_emmdo, a, 
The rag~usd for washing your child should be washed thoroughly and Me in

the simeep this rag only for the sick deld. 

Throw the wat used to b t clild down the laim and was te bowl
aml wft imp and dry is t am 

C. 	 FEEDING THE CHILD 
Am well as te "boatiab soluim," you can give the cd­

-Aoaepap and milk (the mik shoulM hae bow boiled and laft to cool) 

-am pep and en (aak open a raw eg a.d stir eg Into the pep) 
-a mashed baumn and small sums 

-Ibe of fruit to suck stub as zipe orsagg, paw-paw aid isuilo 

-gliey oftboiledl coole wain. 

WIfhi d refame to suck, eapras brows milk and feed with cup and spo 

NURSES: Pin up picture ofths foods on the cardboad, acid aplakIr 'he
moth=r how to take care of the child's mouth by washifg it 
with cool boiled water and salt. tohep neduce satein. 

Ag the child gets better, encourage him to eot a much good food as be arn,
upedbensgroundntuts, meat, egs Ash and fruit. 
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D. You should not take a child with measles fronm compound to compound. 

Why? Because this will prnead the dieaqe to other children. Keep him qody
alboom 

Do not put anything into the child's eyes, unless you are given spedld oim. 
ment at the clinic. 

You can bathe the eyes with boiled cooled water to which is added a IBIS
,iit. Do this every morning and evening, and open the eyes wide so they can be 
avshe properly. 

Wipe the ch'ls nose with clean rags, to prevent sores. Burn the rags In theIre.. 

Why ?Because the disease measles spreads from person to person throul the
secretions from the nose and throat of an infected person. 

Doing all these things will help your child to recover quickly so that be wil 
oon be strong aSi.. 

Any questions? 

Thank them for liuning. We hope that none of your children do t mmuai,
but if they do, please follow our advie. Please bring him to the clinic so tha va,n examine him and remind you ain of the adice we have given you today. 
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"MM ACCILWNS IN ALLAGE G :MPS AND THE PiEVU=lrON4 
VUUAL AIDS: Pomu, iles ari 1w misia. e.. kgm rock pks ofRm bats, empty ties, bmins pee. 

SIJ-oamcrzVEOR STEPS. 
I. Frt Publie to kuow what mae cids and why do dy exu. 
2. For the pub to know som of th com wdm tei leJow to te them. 

3. For shw public to know how to pmsowe acid.. in thir homira 
0000 MORNING, Ladies and almen. I can un a bw h.AIr tamibe 

for em oftho who do n know me, my nmen i............
 
".--......... .........- Today. my topic 
 il be "Home a pckehiR an age
guuPe adhow to pu a them. 

QUESTION: Ca you tel me what m =a:clents?
 
ANSWER: Thak you. It apper 
 ta me ot you ar quite (nla rvihth1 topic, but for those of you %ho do not know what acdinaU=*e I will now ww7w a,ddaii . Accidmn ame ems which an tiano and raemit aaiusy. 

4=r QUESTION: What ae same of the commas amcidut and why do they 

ANSWER: Thank you. Some of &aammo accidats an W bum due:10 Sa, Ad"due to g*amin$ fooi or liquid rurciun buinp1umonin due to dnuking kcroene. itshe cyca, ar ad4 MamClaing uids, liquid medicines and pils, cumim cooking or gardening taab, old tins and broken baks. DrownnInto pound., uLa due to (A&waser and pit laerine. 

Accidents occur because of lack of knowledge of tfe dangew. at attain sita.ions and articleq. carelussness. the **i cannot happen to ae atitude" s(cowmtpl tpoor livring conditions which involve overcrowding, poo lighting, cooking and heat­mogutencil., untidiness, hed health which mahs in lak ofphysical and mantalsa.bilay, emotional stress or estreme -aticue or tiredne.s. These aft i we roups ofpeople who are more at risk from suttin accidshensothe MThese mre childrenfrom birth to s years. the handicapped for exanmple, the crippied, blinelderly. prepant womeon or da. thewho havie poor balance, girls from ix t 50IS4o take on working duties and boys from 15 years aho are very sac. who have 

TlE CO, 0ION ACCIDENTS. THEIR DANGERS AND HOW TO TREAT 
SO.Mx OF THEM 

Fails am vtery common. Peeling. of roud ror esample banana, plaiasan or yam. ..
can cause brak n bones an may be futie disability or handicap. Greasy foo
with hole%, articles lecareletjy around for esample. toys. can cauqe accidnnu. poor
.10ing on hteps .uide the house. damsaed u urniure. badly fiting shoe and ald
 an mau or carpets al Cause falls.
 
What someon fllb. 1e can sus:.in either broken bones orstretching ofthe i1.pinent which is a tmnd of tissue (a mas% of vells or fibre) which connect one bonelo another or twisting the joint which causes swelling. Ifyou suspect that a hone 6broken due to a fal,check the ce to we if the bon has goe throuh the skin. V"thisisthe cuea,cover any wound -Aih a clean cloth. If not moe the iujurd pana little us possible. Apply two sticks cn either side and put a:isstatic. Rea.sure the injured persu, tirm bandage to --pby" informing him to calm do n and thingw -onll be ,ur. out. %endsomeone ro the niarest r'linic for medical help or get.ihicle ner by and tr"nuser him to the nearest clinic or hosptal. In he casestetchin, of the li men, apply Cold or th. 

met cloth t redus the swellin sh" a firm
bandage and rest the injured par. 

Fit* can he Caused by different thinp&. Ior amunple Itmxienuade lampb. ceni s.-inke ihs ungruarded ire. espectally the charcoal gto"e that children can rolrply wi, and sustain %erioeihurn. which nmilst 
intolead to deformity cr death.Mntches nd cigarette owls not put , properly or "meple (ldlinp a.l6ep while mok.lacan cause ire. The charcoal _oe on le fl or of the kitchen or on the grouaao the compound reluent ciusg of buns feira .'pots and hl.klIrcn Scu Ids due th cooLlAgandLkelll. containerb of steaming Nod. Hot water in :In*
 

may cae had c-,ds,.
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EMERGENCY TREATMENT Put out burning clothing by smoteria g the 
Ramrnewith a rug or coaL Calm the peron. Do not remove the bumt clothing which 
sticks on the skin. Cover the burn area with a freshly laundered coton cloth and ro 
him fiat with his head low. Do not apply anything hot and give nothing by mouth. 
Tranfr him to the itapital or clinic ab swon as possibl. 

FOREIGN BODIES. Children can get at coins. beads. needles and either 
swallow them or put them in their cars or nose, causing choking and infection of t 
now and ear. Sometimes the only way to gpethese foreign bodies out is by operation. 

Fomilm bodies in the eyes and ears should be left alone and the person 0=11. 
ferred to the nearest clinic or hnpital as any interferanca might make the conditlomt 
worse. Ifthe foreign body in the nose is visible press one nostril and ask the 
to blow ouL Ifnot, transfer the person to hospital immediately. 

DROWNING: This can occur often in very small amounts of water baths,
ponds, pit laruines, wells, watrtanks are all possibl somes of danger for a chiLd. If 
they fall in and them is no one to resce than. 

NURSES: The following passage isan explattion of artificial rapitation. 
Unless you are trained and am familiar with the technique and can demonsuate it to 
the audience. omit this section. It is no good advising a group of person on asubject 
with which you yourself an unfamiliff. 

If you find any person in this condition, he is invariably not Comcn .. 
I. Lie him on his tummy or stomach (abdomen). bend his ati and me 

forwad on.his hands so as to keep the ne and mouth free there by allow" mid 
to trickle out. 

2. ke ahe hge iacw on: mu t e hed a the otise &A~ 

3. Place the hands over hie shoulder blkdes, with the thumbs touching 
ismi, and the finger spread out, the arms being kep stmiht. 

4. Dend forward with arms straight applying light pesue, iohile ou,4 
one, two, three. This is breathiag out. 

S. Release prestsurie gradually iind slde the hands to just abovem dboil. 
of the PeOso Count four. 

6. Raise the m and diouldeir by bending bae wds until ymhfd mil. 
tame and tension without lifting the ches off tlhground, while counting Al sk 
seem. This b breathing t. 

7. Lay the - down and replace yosrhaidsoa thatias bach while 
contn eiht 

i. R @&3to(7)atderat of ninedhaIduuI 

9. When breathing is. ablished cam out arm raising ae 
(No.6 and 7) alone, 12 times aminute. Arm raising one, two, thme (b. 
and am lowering four,Ems six (bruhin oW). 

Whilst doing this, send for medical assitan.e and mn I Pesn to ha. 
picalas woon n possible 

POISONING: A poisio. is an" bsanc which injures or kilswhen kbosi­
ced Iato ving things. i.e you o me or animals. Kerosene put IM atuacthw boa l 
is a common soue of"poisoning is also may household disidecltams like dad 
(an apt capabki of destroying grms of disease). Clesnin fluids and brightly pack. 
agd insect sprays also attract children. Thew. when taken cn cum irritation of 1W 
food andair possagesrsultigi nonsmousams and ifaection, ofdthskrpa
Modimian aso a ceawam seme of poisom liquid mdicias ml pi
brigt h, arom idei. 

When somaom hasaken pison ta a quick look at the surm ling to mb 
am the caus if possible and end for med"l assistan ad stateth type ofplmm

Wfknow. If ftpen a k concous. hckif he is brethialf be Inst, 
appysaewm as I eslimid for drowning to , iie back his brathig. Noumm-as 
m be mde to make him t ail mdical mi e is in. 0 & MI 
warss ts doiton. 



-108-


TOOLS AND SHARP INSTRUMbIENT XKem mawhh for moking
andedmingtooils can biav shamp edges and people my msamn acurqiilm madiy

11t m~h Brokmn alam aadrusty si"M are consma daqia to all especialy where
pepenormally to barelioot and thereby- get puncture wounds which if not tbeatedMg lead to tetanus (lockjaw) or a conrdirin when thefe is rigidiz of Aoerall themod.. Gus and rikscan be left carelewy around by people Lhoue o pastie" i.

qui their Then wnds w"e. e.g. bumgis.Timta sm um icao- dmh 

If the fose body is visible and emsl taken out d so ami apply ad.9mly_ .d. acloth before trangaing to hospital If the site is blendin, apply a
igpmdofclema ,on "ahanda firm bandage.Convey all persons Aih punctur

weed to the newst hospital or diEic and reasmne them by kceping them ed. 

HOW TO PREVENT ACCIDENTS IN YOUR HOME, 

This isbest done by giving heatheducationtoamembers of tie fiamly by
doing the following. 

I. Avoid overcrowding and provide healthy ad sale plects to be i. 
2. MeW all bleWinor.ndLmp your house tidy. 

3. Make sure. all opeA lamps an u within rech of people. al povide
good lighktg in the tl se. 

4. Build guards over iresa.ddo not put lot atnles withi nck of pople.
aeially children. 

S. Keep adl medicine, lotions and chemicals isasueplaciraway from chil. 
apreferably in a locked cupboard. 

6. Make sum pit latrine, wells and aur tanks an covend 
. Do not give baby thinp like bads. coins and pinsto play with Ir; the 

,8. Put awray knives. imrumnnm and sharp thinp where children cannot get 

9. I#rmidwe playground, for yar chikhua. 
lO. Teach your children to reculin stuatios likely toause i Ics in­

cludieg mod acidents. 

SUMMARY 

In summing up 1haJe tried to c.plAin %% am and why dobt home ac.idets
they occur. ireuing that childmn. the handicappd, pregnant uonten an old peo
inmme prom uavideti. Some of thecommon sm.idants like fah. fire. posonnmg.
drownin foreign bodies in the nome. res and ca can begiven fitm aid or.e . 
tmtnent before taking vi..ums to hospital I nentitmed that if the forein body in the;uncture wound in visible. and can be takcw out t, so and then apply a dun
clothbeforetransferringlthe rerson to the huspital. I alsommntioned that in the Caw
of bums the burning clothing should be put uut by miohering the flemes.rug or cost. Calm the person. Do not r;:tno'e the burnt clothing that smicks on 

hh a 
him.

Coxwrthe rnt clothing with a freshly laundered conon clsh, lay him fat with hil
bud low, do nnoapply anything hot and do not live him anything by mtith and
trmfer him to the neare4s hospital. .. isdents can he avoided by prevegsq %,%a
cruding and providing health) and %afeplaes to lie im. 

Quetion Time 

1i conclusion, I thank you All for your umom Support and attentikn. 
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WORM INFESrATION 
VISUAL AIDS: Milo. Milo Eggs. Fruits. Mintrwol Tablets for Worms anda 

pof.r. 

AIM: To educate mothers to know about worms and their compkications. 

SUB OBJECrIVES. 

I. To let the mothers know about wom especially the commonest nm 
that infest their children. 

2. To let them know how they enter the body and what to do to preveat them 
from entering in. 

3. To let them know the symptoms and the complications that can alse and 
the means for treating them. 

INTRODUCTION 

Good morning mothers. This morning I am going to tell you about the com­
monest worms that can infest your children, the ways in which they can eates thebody and how we can prevent them: the symptoms and the complications and howthey can be treated. 

QUESTION 

Can any of you tellmewhatyou knowaboutworm? 

ANSWER 

They am tiny animals, mal maks. 

Tnank you. Ther are many kinds of worms that can infest man, They very In 
sie and shape and range in length from a fraction of an inch to as much as a yard.
Motaworms I into our body in the form of tiny egg or baby worms (larvnae) some­
times too small to be seen. As someone has said that they are tiny animals. They
normally enter unnoticed through the skin or mouth. Once insidethe body they pow
by feeding on the nourishment thus depriving the body of its energy and nutrition. if 
this prolonp. the individual's health will be affected. 

Thee are se vral kinds of wonns that caninfestman but, thecommonessou
that effect children am the tape worm, round won and hook worm. 

TAPE WORMS, The name implies that the wom looks like a tpL They an 
me of segments which contain their eggs When an infced person with tape wom 
passes stool, the segments are broken to release the egs. If the stool is passed am 
ptas and the pans is eaten up by cows and goa s, the eggs enter into their flefh. if
this flesh or meat iseaten by man, the egjs are transmitted to him. In kumu bdngs
thee eggs form lumps (cysts) which can be serious and dangerous to me. 

HOOK WORMS an so called because they look like a book. They mnnaly
lay their e g ain ad when these eg hav hatched and Ieomne fdamp soil 
grown they enter the human body through the feet or buttocks otsall children. F 
this reason you should not aliow yer children to go baem footed or to sit co the 
ground without WenS punts. 

ROUND WORM (or Awais) is the commonest worm that can affect ow 
children They are round in appetrance. They dormally spread when an infl 
pson pasm stool on the pound and ,the rin comes and these stools am ws"ddown into nearby gardem where frno- und vegetables are growing. They may m be 
washed into stmams or open wells. Tese frunits and vepetables. if eaten unwashed, or
the water from the wells and stn-eis is drunk without first boiling it to k the 
iwms and thes worms, then the worms will eater our bodies when we mt the m­
washed fruitor vegetables and when we dn&k the smboiled wa. 

QUFSTMON 

Ca anyamtestll me what happens when our bodies become inlced with 
worce;? 

Ofim we= atus abdomenalpain and ms d hit 

Comma. sympctus am diares, colickly isu, use w.Ja of d i 
novis -sse aasmu vomitin and covulsions 
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QUm".ON 

Iluins msedioed tw symptoms sad cmplcatiomasd te dfent type of 
wirn. con somm tell me how they ca b ube ? 

ANSWER 
Womdm,~urm , Iwil tammychild lathe hospital or thedcsr toie 

m mdWL 

Thanks. Som of you how some idea. Warns es be 'rewih Mma 
tables which am vn acSording to body waik. 

If utenad as the eary stags. Z t hvbm so 
arie.When snh Ccmplikatz sdo occur. the child should be a immedi ely to 
this momi clinic or hospital where appropriate -maill be given. If amsa 
deop. tchild shouldbegiven nuiivediet ot is ubstanm sch apro­

, m vneralsvminec. Foodstuirs which oain de substnanucsm me
 
hh, milk. milo. fnut, boms, and cila fluids if the child lffc (rom diarrhoe
 

QUES17ON 

Cmn amm tell rni what pmventatiw memsur to adopt to pomd shem 
WOM' ftm iterning out chiWlnm? 

ANSWTRX 

Towm shor, clothes and paos; to wash our food befoe eing iL 

ibaok Yom. It appea that som of you hawe bat aueati to what I hav 
b atrsg . Anyway, ow imm o ptueveraive toI will lame thi mwinms 

adoP
 

1. you mn tnh yourmA*tilyo oMprop lmtms and nm to ddewim
 
Out the ground.
 

2. To wash al rood especially fruits ad veable be om eting tham. 

3. To washour hands befor a& or handling food. 

4. To boil all water beone drinking. 

S. law met should be wed coked b o eating it. 

G. Cild= should be Im d fom wading or playing in dirty ww. 

7. An wnlb qhould be properly bulk and com with a id 

SUMMARY 

W Umothem Today I have Wed to tell you about worms, especially thein­
moemt ones that affect your children, namely hookworm.tapeworm. and rOnm 
wom I have also mentioned about the diffent ways in which they an cors 
body in the form oftiny eggs or baby worms through the skin or mouth. The harm 
they muse when they enter our boam, by stealing the nourishment and atsini U 
heal Also. I have mentioned som of the symptoms ad compliations and how 
they can be treated.Fually, 1 st3 esed how we can prtevent oe from ena..g our 

advby using prop latrines, washing of han.ds before and after food. brnw A_ 
drnisig water to make it safe. anW 11s213some Of the'boiew WOWd warn toW"f 
edible skins of frum, and to wash the WOOMeM 

Queto de. 

ONCLUSION 

wlo mothes it you have no mome questions to ask, Ihave to thiak you ya 

usuh for your conubutions to make this talk an inoeating aw. Thank You OMd 
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DISPOSAL OF DRY REnFUJ 

VISUAL AIDS: Posters old bcket. and bakets, empty cans, eac. 

QUESTION: Good Morngl! How an you all doing and te babies? 

ANSWER: Good 

WeThis morning I am going to talk to you about dispomd of dry rmef-,
,wifl conida: 

I. What cmnstilutes dry refuse 

2. Some of the danpers or dry resfuse 

3. How to dispose of these in our oms 

4. How to dispose of thew on community i*d
 

!. Some of the resuit of psroi. disposal o"dry refuse.
 

1. 	 CONSTITUTES OF DRY REFUSE 

QUESTION 

Who can el me some of the thin she conside as dry refuse inbar ham? 

Empty cans, broken bottles, rotten pieme of wood, dust old rags, itane rpe 
fnut skins, vegetable peelings, leaves, old chipped household aricl and so ra. 

2. 	 SOME DANGERS OF DRY RESUSE 

QUESTION 

From your experience who can tell us some of the dangers these artice can 

ANSWER: 

A child may uep on the pe-e of broken bottle and get hin. wounded.1. 

nd pt
2. A crawling child may pick any or time which may be poisonos 
it in his mouh and pet himself poioned. 

3. The empty cum throun anywhere in the houte %ill coihet rain tiwer 
and evntually become breedingc plutes ror mmquitces Ylikh uilltlt nut Itemal­
ria parates leading to malaria.This i.a serious diseasesince it can lead to amti 
and convuhions in childnm. 

%4. The rotten refuse ill k d to pollution of air. 

5. As this refum pats wet and rotten it becomes an idW pla for breeding 
of flies. Thew flies transmit bacteria leading to dyintry and garo.emeritis. 

6. The compound also bco,.es an eyet e ,t),. 

.3. 	 DISPOSAL OF DRY REFUSE IN THE HOMES 

QUESTION 

Who cun demonmtrc o tell us hw this fe i drosed of in our hoes? 

ANSWER
 

I. Swpini 

2. Kmping them in reptwac.s or dustbins 

3. Scendin them to the refuse dump. 

We all bucep our homes esuyday but most oft the problem is how this rub. 

bish is dispow ol in the home 
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Sometimes, the bins ror rubbish am old baskets, packing cms. etc. atd tdm m pb=d in a corur of the compound uncovered. Oftm these am too snaL shmaetoe apart nd are even .rcely emptied. The result is that dogs, octum chickem ailsoa. coe to tat them may knock the bin o~vr anid the rubbish isscaueed.atthe compound. As such. we nee to hav an old metal comainer, eg. bechs with afitingcover which can be madtftrom board or old corrugatcd irnA sheet. A siv can
h phoed on top to keep it in pousi This should to pilmed an a aiatlkv ataconi inthe bouse away from animals and even children. The coafs mpan
whatis" full an washed to keep i demn. 

ti 

DISPOSAL OF DRY REFUSE ON COMMINITY LEVEL 
In rual areas, the area council will come ad collect al vefse. The de coa­cl bum the refuse they collect. to pr ent flies breeding and to pnevent rt fiding

OW beedins amongst the refuse. As you know flies and rasspread dises" 

QUESTION
Wha can we do if them isno organizd collection? 

ANSWER:
 
Dump and btry. This means that we dig a pit, about the dlaamneer of a wall
Ad dump our rubbish into it. The pit shouldn't be too deep, or our children orcattle might tall into isi When the pit isfull of rubbish v* cover it over with a good 

This isa ey good method of disposing of our rubbish. E~entualy te 1rarerad waste food stud's %illbecame man=e or 'ompost that we an use n tiai s, 
QUESTION 
Should we burn rubbsh inour own compounds? 

ANSWER 
This isnot wi.e. During the dry %cav tee is a danger of wi..prad fieAsk your arca council or Iccal public hea inspector to help you oraaize dispo.

of rubbish inyour community. 

I SOME RESULTS Or.PROPER DISPOSAL OF DRY REFUSE 

QUESTION 
From the talk who can give me some of the good ms or proper dppmal


of dry refus?
 

ANSWER 

i. Malarin and diseaces carried by flio6 vseeorsand rodens will Ie ins. 
2. Homes and the aunahre will be less dirty and theefore healthier. 
3. healthy lives will be ensured and this will saie money, unncccsv waste 

of time in hospital and loss of precious lives. 

SUMMARY 

In shon. we have 3huwn that dry rcrue includez brOked boles. arty cansanl iresetabie mv% The need to dhpo-e oif them teviue our children can step onthen or put them in their mouths and go themselves -mounded or poisoned, and 
we as adults can iufer Crom malaria. dvsentry etc. rrom mosquitca and f le infest.don. The need for ;'rorer covered rcceplacls on a raiwcd plaform in a 'xrmer iftIhe compound which should beempoied whenever full. On community lcel with thehelp of the Health h.petor and the labourm. the dump and bury method can he 

Queim Timre. 

CONCLUSION 
Thank you %omuch for the patience am the ,nteret you hAve shown tr thi. 

ecture. I hoe you will not leave the knowledge )ou hav acquired te but makegood u.e ofiL Anytime Icome by I will one and ." how you havq put thinp imo 
prctice. Tbnk you. 

http:scaueed.at
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A TALK ON VENTILATION AND GENERAL SANITATION 

VISUAL AIDS: Posters depicting the effects of adequate ventilation and good 
"nt~on. 

INTRODUCTION 

Good moming ladies and gentlemen. This morning. I will give a tlk on th 
importancc orgood %entilationand general sanitation. The talk will take the form of 

discussion, so I will he grateful fur your full panhcipation and cooperath. 

QUESTION 

Can someone tell me what we mean by ventilation? 

ANSWER
 
Ventilation is the free passage of air through a building. Good ventlatin 

therefore, is very important and vital to healthy living. Every good house should be 
veD ventilated to kcep all its inmates healthy and free from disce.Aircan have its 

rm coents increased by many people breathing in a room with little air move­
ment. You are aware that when houses are erected, the windows and doors provided 
ate to facilitate adequate circulation of air into the rooms. The windows should be 
large enough and must be situated opposite one another or at least to a dam 
The human bi needs adequate fresh air daily. 

As overcrowding and sleeping accommodations produce conditions favouzb# 
the spriad of many different disease, we should try to prevent its occursmn. Over­
rowdinj brins a considerable amount of stuffiness in your rooms and places oi 
mtetainmntand ctes stagnation of stale air. iryoucannot avoid too many peoph 
sleeping in one room. you must try to provide adequate space between each individual 
The maximum number of persons allowed to sleep in an adequate room is three. Wit 
the extended family system this is not practicable especJaly in our big towns andci e 
if thi in thmcase. pla. try to sleep am wher there is adequate ventilaticN pr 
ably nea a window. 

You must try and keep doors and wondows open during the day to facilf 
easy acss or fresh air and sunlight. These agents act as purifiers or disinftectst, 
thus preventing the rooms from ccumulaing guam 

QUESTION: What do we ma by sian ? 

ANSWIR 

Without cleanliness one cannot keep healthy. You must not only beperemly
clean but our towns, villages and compounds must also be kept clean. All work or 
effort donm to keep a twrn village and compound healthy is called sanitati Uj­
healthy siuroudings deter the promotion of healthy living. It is therefore neceams 
for pope disposal of your refuse. excret and other waste products. You mod try 
to collect and store refuse in well fitting recepticles, preferably in galvanized bin. 
All night-soil should be exmted by methods approved by the BCC and )ou should 
ry to kaep all letrines well covered and free from flies. InadequatedisposaIof ftu 
ad eacreta favours the breading of insects and provides shelter and food for rodents, 
&""ies.aa mull, you must prevent, their very existence. You must keep yow 
rooms andm noundinp clean by sweeping them regularly and cleaning the floo of 
the ros periodically with disinfectant, such as izal or detol. If the compomd is 
bushy, some weedin will be nenciary to cut down the grasses thus allowing fine ci­
culation or air. Marshes and smps must also be avoided or drained. If not, moeqm­
toes will bied in them, bite you giving you malaria. As an added protection, yo 
mus try to sleep under mosquio nets and if possible have your windows m qutow 

SUMMARY 

This morning, I have tried to explain the imprtP of good venilatim ad 
gmed saniation, stressing that thes m Vital aspects to healthy living. You ma 
alway remember that good venilation isthe free pasage of air through abuaieg
As a raut you must tn.to kep al doors and windows open during the day to ar 
the spread of dieasseL. You avst avoid owrcruding. that i. too many pol
sleepig omassn room as this cies stagnation of stale air. Pkeae rmumber tha 
witho ceanliness on caino keep healthy. We mus not only beperoa l 
butor towns, viag ad also be de. thefore,compounds mios You sho/u dm 
Wdipoeg of your refuse. excreta and othe waste products effectively in order to n 
bit the growth of vectors and rodents 'ho are aier of disese. Aiwasys kep,yew

rousndlp clean by sweeptn them retularly and clanS the floon pulodimIly 
with diiabectant. such u izal or detol. Avoid buby areas,8sn 8saom m 
water as the. bred iosquitors which might bite you and w mlaoseM 
added protection please try to sl'p under a mosqw t and have ya Wo 
mosquito proofed. I have xhated my wods and will now 1,c m qam 
my pont that you we " too sur atw 
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QUUT'N TIME 

CONIc USION 

I tdu you vry much for your utmos a ttion -sd mppad, also fr r 
"m INUuuins contuibutions. Now that you ams MidY AwaM W16 imlpoance or. 
gooa M and gmal umasam I am snr you wMPasps this msawo osi
jw wivk, huam dwm sod fm al willa Utto pt altd.n m bl.. 
smae ym ham lkmat ito Prae Mhask vm and 



MALAMIA
 

VISUAL AIDS: Picture of mosquito
 

Mosquito netting
 

Mosquito spray or Cad 

GREETING: Good mornig, today I would like to talk to you about malaria.
 

QUESTION: What ismalaria?
 

ANSWER: It is a sickness. We ,know itby firstly feeling cold and then be:.­
comic; hot with fever so that the sick person sweats pkzy.
Often you yet a bad headache and may fed dizzy. 

You may have a stomach ache. diarrhoea, vomitting and pains in the arms legs
ind back. 

QUESTION: How do you et malaria? 

ANSWER: By being bitten by the malaria mosquito. 

QUESTION: Do all mosquitoes carty malria? 

ANSWER: No. Only those mosquitoes with black and while s on thr
 
wings (Anopheles) carrry malaria These mosquitoes make no sound whm theyfly
 
and they stick their tail in the air when they bite.
 

QUESTION: What do wecall mosquitoes which do not carry malaria? 

ANSWER: Wecall them pest mosquitoes. They make a buzzing sound aad 
may keep you at ake at night. They do not carry malaria. 

QUESTION: How does the malaria mosquito gw a person malaria? 

ANSWER: When the malaria mosquito bites a person he ptushes through
the skin from his mouth (proboscis) a tiny animal called a parasite. This tiny aniail 
which is much too small for a us to see. lives in the blood..It is this tiay i 
parasite which causes us to he sck with malaria. 

QUESTION: How long does it take to feelsick after you have been btt by 
a malana mosquito. 

ANSWER: Tea days 

QUESTION: What can we do to help pt rid of mosquitoes around our com­
pound?
 

ANSWER: Mosquitoes and their eg can be round in anything that can 
hold water. So you should turn upide down allbuckets. drums, rinbane pots, 
pans, tubs. etc. which am not being used. 

So that ,awr can't colled in empty cans and bottles, the can should be flat 
tIned with a hammer or a stone. and then buried. Bottles should also be buried. 

QUESTION: How can we stop mosquites from gtin into ear web? 

ANSWER: By covering the .llwitha ightcoversothata mosquioc. 
not fly in and lay eg. 

QUESTION: What else can we do to prvnt mosquitoes bamding iathe 
compiound? 

ANSWER: By burying all rulbish. upseially abbi* that cm hold wastr 
Fill in any holes that hold water durinl the rain. 

M osquitot and their egg can be found in an~thing that can hold waot. 

QUESTION: What cas ste do to pewmnt mosquitoes get into the hose? 

ANSWER: By pnIting wcem at the windows and doert so that she 
mosquisoscn') pet in. By ciosing all doors and windens befor nightfall and spry.
ing aD the rooms with a mosquito spray or ULghiol the mosquM oL 
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Dishes suitable for weaning foods and toddle. 

.. PAP WIM EGG 

Pepare pap (Uji) in the usual way. Whilst it is sime.nins in the *, add a 
raw ag (without shall). stir vigrousy Cook for a rew inmut. Remove the pap
fom the fire or stow. Feded I infant whm olar. 

2. 	 PAP WITH MILK 

Add cupoffresh milk totheppwhilstit isimm'ering on the aov. Stir
sad srve when suffciently cool. 

For milk powder--mix one tablespoon of milk powder to each cup or flour. 

Ptium pap in the normal way. 

3. 	 COOS TAP WITH FISH 

Prepare pap in uwal way. Add two tlespoons of smoked and pounded
bong or other white Cuh. Simmcr gently until clear. Serv without sugr. 

4. 	 PLAIN AKARA (toddlers) 

Washand soakonecupofbeansovernight. Removall skins. Add salt, punch
of ground peppers and small choppeJ onion. Pound until sot and camumy. Add a 
Me water to gve a dropping consstency. 

Drop spoonfuls into hot oll. Fry until quiw brown. Drain well. 
S. 	COOS PAP WITH GROUNDNUTS 

Prepare papin theusual way, using two cups of -four.Wnacaok dadd 
onamcpol'groundnut powder and 'uir is wel. 

Add sugar to tase. 

"bis recipe is a variion on chewm gerti. which isalso a vey nutritiu s dish 
for children and adults alike. 

6. 	 COOS PAP WITH GREEN LEAVES
 

Prepare pap in the usual way. Add bodied crushed gmn leavs e.s .
r-a 
bbb nver-die em.
 

Do no boil the leaves for moms than a-few minutes or all the goodness wig
sokinto the water. Make sure the pot iscovered whbe the leaves ar cooking. 
N. . The vegetable cooking water, should be used to thin out a vry thick pap for 
example, or incorporated into stews. etc. 

7h above recipes can be mad with rice porridge if preferred. 

Children will be healthier and stronger if fed mixed roods instead dt a ptain 
pap made from either coos or rice. 

A GOOD FOOD IS A MIXED FOO 

If a rood is mixed it is almost certain to contain some body-buildin 8 (pro­
uain) roods, some energy giving toods and some protective toods. That is why A 
GOOD FOOD IS A MIXED FOOD is a very useful thin$ to try and tesch the 
mothers, because a mixed food islikely to make a balanced meal. 

Other examples of good mixed foods an: 

Deachin, Domoda. Soupa or Sorrel Soup, Nicbe with palm oil sauc, Dabal 
Cbrreh-The sauce must contain good sized pieces of fish or meat, as well as the 
vegetables, etc. Nya Iengor Tiya-kem oyankaLaugo, Chew. 
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NURSES: Show the moters a can of spmy sad a mepawou 

QUESTION: Why should %vma maquvi me over bids? 

ANSWER: Even with all thee pemautiMM thm may be a few 
A WM a the bed at night will prevent the mosquito from buig. The wt o 
be xpi Inlood revir, ot Twiue the mosquio can bae through the hoes ad tears. 

NURSES: Display mosquito euwl 

QUESTION: What should we do ifour chiidrn do pt malaria? 

ANSWER: When hey have fer.give them atepid spoti.
 

NURSES: Explain what is meant, by tepi spott&g.
 

If they have diarrhoen give them plenty to drink using the sup. bik a&W
 
w" solution we learned about before. 

NURSES: Ask the mothers how to make up the soltr . CoeAaala . 
tm mtm thatcan rmem- If ncmaa.expldnbowtomwwe up t4huiac. 

i the child to the dinc tor treatmet. 

Anyquatioa
 

Think diem tor listening.
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SM YOU JOR YOUR COOPERLTION
 

Is* SIC EDUCATION (Check (,/),the highest 10"i ackieed) 

11. Kidergamren
 

_ 
 :/'j: uior Secodary
 
__ 4.4 Mih School
 

5. 6th Form ...._6. Other 

2. UMMOMC zDUCATION eCheck highest =umber at years; for enapl e, itecatly two years, check nmumbr ) 

130n.ONn 
1. Lea than 1 year
 

.2* 1 -2 years,
 
..	 3. 2 -3years
 

.,4- 3 -4 years
P.4 - 5yars
go 5 - 10 year.
 

.7* More than I0 year.
 

3. 3 W W VLA B '1311 TOC OB1 "' \a . = ,. . 
4. RThA 	 GROUP (Check me only if you are 	Gaabiaan or Semgulae) 

Am~.M.inka .	 Vollof 

4. la 
_. Other (ezplan)
 

5.LANUAgZ SOVJ (Check all thoe you know well)
 

I wa~nka 

Pude 	 iia-la
 

-..--. 16. Other (explain) 

6. 1M(Check~ which) 

,,2. Fenale 

7. 	 A= (rite in numLer of years)
 

an_
-



-119­

6 ___. ,"!AJ*~ir ekod 

2. 	 JXarried. 
..	 ___..m Vidowed
 

",4Divorcsd
 
"n) 3sparted
 

9. izuo(Check oe) 

Pagan.___.4. Other (explain) 

We. Vhf WS DO ioLU3E D=nnpplr) . IN I=u Puu=T 13IWf (C~hak as mnV a.' 

16._. th non- p ofeshionals .(Auxiliary nu-re , Am ouncil mm
' r erUa, Health Labourers, Cooks) 

_2eJ Wit'h trained -- rmes 
.. With. o doctor or more than one doctor pirtomiL.y present 

._ 4. Alone 

11. WYoU SM ELE- IAN s 3N'7=OuZo(Cck am) 

01 SOI 
~.Not applicable (student)
 

.2, 33 WHICH OP TE3 7LOWI AEAS I"OULD YOU Lz TO R I1 AV?
 

(Check 	 all that apply) 

.1. 	 Cun able diseases 
2. Maternal Cars 

Wrr...nant Cars
4. 	 Nutrition
 
"5Faily lan"nn
 
. Infertility
 

.7. 	 Record eepine
 
. Managsment techniques
 

....	 9. Other (explain) 

13. MW t=a YOUR PLA OF AS NWzN, =ACED (Cck am) 

.1 /Overnent assignment 
2. Personal choioe 

__.3. 	 Home villa e
 
.4. Other (explain)
 

14. LIMTIM MOT UXMfI ' NORANT ]1ON[KL AZD IMIC YOU LIAOND iTNNSA IONIC 

15. LIm TRE Lon? wOnTANT Inwm.u(1ON YOU REC-BD TRIM 7OUR STUDIES 

1. VH0 WERE T E MOST, VALUBIAZ 7DLD RMRflMKS THA OU HBAD YOURZURIN 
TRAINIE. 
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17. 	 *VW MLD YOU SU=W M M COUZ.UL? 

18, 	 VKAV OflWOR =MOD YOU SUXC3T POR M SZOOL A2 RUS MUM 

19. 	 MW OBSTLCZ= TO I&IN DTD W U ENCOUIMPT AT 'ANSA. 

2N 	 IM! KINDS 01' PROVIWEP NkU YOU KAD VOMIN WnTO 1UnLU?T 

EA2O ,MT H= OLT, SM 
NOU STATD YOUR JOD. 

216, 	 VLT EID OF PROL.S E.VE YOU V 0T ER ENON1L 

22. 	 ZSCRZE "NUT YOU DO Dhno A TYPIC, AL w . 

2 	 . I=! KiJOI 0ALT 2AV RV JOB?PROBWASI YOU YOUR 

A. 	 SO YOU TRiJIIE) TO LDZ COW~ M!OUMH TO YOUR =230TION? (Ezplain) 

B. 	 SlOW DO YOU COO RDINATE YOUR POF1I MIIOTE1RILT PERSONEL? VMT 
UADITONL XRBS? (ZXlxplzA) 

24, 	AM y OIuDAff um.LTz swctION Ac!IYIT s ni YOUR JOB?YOU 	 (Explain) 

25.. 	 UN THIS SPACE MR1 Afl OTHER COWTS YOU WOULD L TO KAW ABOUT YOUR T 
AT Nif-sk XONK0, 
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5L15rIU MKaf PR:z.CTICA MU An"ML ND OPig 

go at: ent viii have Safety 1. Proearina anMdaintaining an i Lacture 
Sbwuldae cnd understo.nd- adlwahing ¢ptimn environwmnt 2. Deaonatrr.tions 

Sft fdakini 4 2. Roco,,niing tha role of b. Returned deouontratione 
L Vocational relationp- Bod bath the Co ,mnity Ir- Ith lHi-e 3. Role playing 

I 
3hpC 
Optias eontial- for 

Tcno rat,-re 
Pulso 

ao a nouber of tv health tooa 
3. Adainiatorini aolectod i.mdica­

4o Filnetrips 

ptiants' onvironment Respiration tiona 
. Dasic nurainG pro-

c eeSpdcla nursine care 
flooI preosure
DresistCatholorization 

4. Solectod nuraiw: procodureo
5.o JesatlI pro- -onal.personnel..in the nursia6 :-re of patients 

problom inaws 6. Reoognising the charteristic@ 
S. Principles of admini.-

torirg selected 
Injectione 
Urine tosting 

of dinase 

sadizationa 
A. LMaracteristics and 

charting 
idnissione 

treatuent ot disease 
3. Control.of Uieasesedagin 

Discharges 
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ElECTIVE 
- e T,---H- I-~ Ta.--- - OF--ERB-0 Se A:-Aet 411 hbavo 

~i 7R-

safety 1. PrMnrina -nd aintaininabohwadoe an I *end undertend- Handwashing Lcturs 
h f eptinv environrent1}dnaking 2. Deotr.tiou2. Reco,,nising the role ofL Vocational relation- b. Returned deontrationeBad bath tho Co --unity Fealth HuraeshipR TcuIon 3. Role playing-r-turo as a mouber of t',e health toan. Optimm e3sfentials for Pulso 4. ?iltripa

3. Adiniatorinptients' onvironnent noolectod ndica-Ropiration- Damic nurlinr pro- tionsBlood pressure 4. Solectod nurainG procodures 
ceures Dreaslnev 5. Aeaiatin profesional poraonnol 

. Spocial nurele ram Cathelorization in the nureing oars of patientsproble= Ifnons 
L Principles of adainle- Injectiomn 

6. ieoonizMi the chuazoteristic­
of dimeaseterng selected Urine testingmndicationa chartin.

S. Qaracteratics and AdnismlorA 
treatuent of disease Discharcge

1r- Control of diseas e 
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roQpli 
 O*T IEtn ib l :NT 	 PRACTICAL SKILL TIACING I-ETHOD 
-
ret 'Fee_ The otudent will be able to:
Is List the advantages of breast evAntagea of brmast feed-Mg. 	 Con express -ilk armUMy DomonatrationSupervioo women to breastfeeding. " 	 Docturs, group discussionsues of breast milk. foed. (especially Primp) Slide@ avallable in the school2. Dsribe and toch mthods of kinafomnt of breast feafts 

broastfeedig. 	 _onunent osbteast ieeda4aounlinesa,positlon, ta/
 

lid frequency, nine and 
Wnptoma of over and under 
boding.

hthoda of improving lcta­
-.on.
Infantand
Child The student will be able to: Lwglonental Feodinga for. Dononstrate preparaon Ledturestudents will be a3ked1. Prepare pop T 3aat. 

2. 	 Doocribe required amounts 
of pap and other diets to nake research on the) md Baby: when to start wh suitable for Infants andand typus of food noceeary 	 methods of weaning in thevt and whylj initiation of youn children.for proper growth and 	 Gambia and arzo'p discussionsnw foods nnount, frequency 
 caroied out. Slide
development. 	 availablo.rtaltradition and taboos.3. Describe proper method of 	 In the School. CookingW, Ln oce, hothod, diet daonstrntionweaning. p :cholofical aspect common4. Deacribe and how to Identity . muctices - giving child to
and prevent comn problems aixny, conplicatione.
related to weaning. L -aton of Foods for J 

lFont Diet Forthe weaned -
chid, Ingredients, method of IprParation, cost, food valuml, 
aeunt and frequency. U

of :he adult diet for the
Ohide 



Oti9 

Mult diet 

trtiona 
of 

hhool 
iUd 

OW I w e lToIdT 
1.Te the be able to: 
1. lot the disadvantagas and donge

ifartificial feeding instand of 
mapplomenting breastfeeding. 

2. 	Ion necessary or inevitable 

loacribo and denonstrate to 

3othoar the sterilisation and 
preparation of fresh or conned 
milk with cup and appon. 

_ _ 

Tic tudont vll b" able 
_ 

to 
_ _ _ 

dincribe nutritional needs of the 

ecilt and elderly. 

tecialDescribs the nutritional neods-
, of malnourished child. j

Leds the considerations to beLit 
t ken when feed an ill child, 

. Deectibe how a working apther 

can satisfaotorily feod-ber 

family, 


'. Describe the appropriate 

ethods of feding twin. and 


ORphS, 


PRCTICAL-rILlS 
Dicadvantagoo ad Propare AAk foods from 
artificial feeding enp. fresh and canned milk,bottlas ncluding availabi- lRocogmise G.I.T. disorders 
lit 7 and tim. Cost, dangers Teach mthods of proven-
and pooiblo illness. I tion of O.I.T. disorders 
Preparation of artificial Irlated to feeding.
foods. Cleanliness, personal
 
and utonsils. Prevention of
 
contamination.
 
14othods of giving cup and
 
spoon.

Quantity and strength for ago

and weight.
 
Values of fresh milk, canned,

liquid and powdered vilk,
 
custard ad other coc.on
 
aubstitudes.
 
iilk production inuorovoment 
in yi-eld (wet assict)
Nutritional needs of the AIble to prepare mloa 
avoragse dul6. for aulte and the 
Nutritional need3 of the elderly.
elderly - quantity and
quality of food. 

Feeding th Mlnourished ohild Feed 
 Ill children who 
Cause of :lnutrition, Inade- re ganourished have a 
quato dio Infection, parei sae :-outh and or no 
to, Sociol-paycho. appetite.
Signs and Syptoms of Hal-
nourishment, typos of food Discuss with nethers the
needed, amount and frequency feeding of a child with 
for protein calorie deficione fever, son mouth, 

1 to food a child with fewr diarhea, no appetite. 
sore mouth, diarrhea, vomitine give talk.o vadcla 
and no appetite. 
Preparation of smals for the 
family when the mother Is 
working In offices or rise 
fields.*
 

HO'! U FI
 
Loeture, croup diacusalons.
 

ICooking demonstrations. 
Practise In class and prao­
tical areas. 

Lecture. calorie .'quiremont
 
of the elderly and adult.
 

File from National Library 

a 
Loctute, cooking doonstration. 
Lightland fluid diet for the 
ick %hildpractise feeding 

cup sad spoon and tube feeding
in classwith doll. 



OUTMYON 

TOPIC OBJECTIVS CiiTEN PRACTICAL SKILL HOW TAUGI'T 

Introductios 
Rutkitimo 

to The student willunderstand and be 
able to: 
I. Describe themeaning of nttri-

tion. 

2. Describe the relationship of
nutrition to gth, delop-
metiillnes,aigoany,
lactation ad old 8. 

Definition of Nutrition 
utritional assessment by 

examining 
- Height and weight 
- Skin, hair, eyes 
- .ental attitude 
Relationship of Putrition 
to norral growth, develop-

Able to reoogniie .gns 
end symptom of under and 
malnutrition In both 
eb.$m and adulla. 

Lecture on Nutrition, signs of 
good nutrition. Slides and 
cassettes available in the 
school. Claeo demonstration 
with children from health 

centre, practise weighing
children in clinic measuringhliChtd and recording than. 
Classroon demonstration of 

=ont, illness, pregnancy, 
lactation and old ae. 

Illesha weight chart, slides 
on Illesha weight charts. 

E d I its The student ill be able to-
.I. List the local foods that build, 

and repair the body, supply 
heat and energy, protect the 
body. 

2. Describe and recogninse the offeel 
of lacking those foods. 

3. Describe how and whn local foods 
are produced and stored. 

4. List local foods In mn local 
a es. 

.... __ 

the etuent will be able to 
I. Doeoribe "adprepare the oos-

son mals inthe Gambia and 
their relationship toa 
balanoed diet. 

Vview of Ilesha weightdhart I 
Esential food groups their Plan and cultivate a 
e~urce and function in the garden with group.
body. Proteins, Carbohy-
diates and fats, vitains Haim local covers pro-
azd minorls, local foods teot food, 
which contains the above. 
Nmes of local foods In Practise safety and 
main local lnnguages. sanitary precautions
Reault of deficioncies of when preparing food. 
of major food groups. 
Review food production, 
peervation, storage andpievention of weastago. 
Review of a balanced diet "nZozvw a mowr 
Tie Gabian diet. about fmily'a diet. 
Uriation In the preparatio_ -e 
aples, local foods Irmara omI 

Custom and taboos a 
Ixauinig the custom as oods. 
iheir effects being bow-i 
lisial importanoe." 

Nutritionially, and possif 

Lecture on different food 
nutrients and their sources. 
gauL atui;=t ul-11 be required tc 
to bring specimen of food- -
stuff available at the sanson. 
Cookinc demonstration with 
emphasis on sanitar pre­
cautions when cooking. I nar b 
and posters. 

Lecture on balanced diet 
Cooking demonstration with 
local foods. 
Prepare male at clinics and 
give talks an balance 

diet. Prepare n. 
Niatory of diet. 



"m suen'.will bi able to .tcding or goal :n2"cbjoct-v.:w£tq objoctiv.s for nutrtioned uofftial tor'c- nutrition uduuirt-lo4 prq.pro ," .; 
 •p '"e~ComdunittDjt 


£OiDf gtpiaroE.a
Finding out about tk.o food 
pattOn., custons, taboos, and pro-
blona. If t~hore is nminutrition 
Is the cause knomt What do tho 
uothozu beliovo Io the cauao? 
What do the hoaith porsonnol bell., 
is the cause? 

Ltt.-a" to civw -al- Pmcti-li 
dononnrate ands o .c lead Proa-at.ton in ¢1laa.. XJfrkocdpooto. Give t.lka and 

.icaiulead dieuuions. 
Make appopriate visual 
nida out o." local 
iat~r-aJo 

I 



____________________________ 

PRACTICAL SKILL3 TL. -ChlING MEOD 
The student wll an a ble to l13t v2rb- Th o a= an integrated l -he student dii be ablq to 
ally and in writing, file Iointa on 1 atont -All be --.to lectures 
oeach of specific areas linter blows T. e 'ooy erect and n r rocnize normalBody covering body a Slidesture and functions, n4 •InlyBoysrcueztoysL he y ing r.rinci:,leo of bddy nochanios Bd tutx .u 

16 The body ao an intecrated o le. 11iorluIt.n frIeo iif pdy atins functions workbook.
L the body area$ and In aotion Reproduction for self and patients. Daily oral quizzies3. gody coverinn Nervous systen Anatoaical charts.

4. setabolis of the body -3pecinl asense 
5. Roproduction Hdical terninoloay and 
I. Vervous Syatea nomenclature. 

. pecial senses
 

. tbdical texxmnoloGy and nononcli­
sure 

IN stue
* bieaab typical setup The coumunity health nursestudents sill be able to Lectureutsta Traditions 
 will have the ability to work .Discussionswobally and in writing, what cons- Custos within & given society, vith Visit to a nearbytitutes society and culture T.aboos. the undarstfiin of the filng. 
culture and tradktions of that 
Naocty.
 

student 4111 be able to describe "IDO definition of Health Lectureverbally and in writing, the T lectue 
definition of health Postershowing,contrhyabetween a healthy and
 .....
 nualthy fanil ___,_ 

tte student will be able to a. Bacterial and visa principles for ,Lecture a m.ilist uyiene
verbally and in writing the causes b. Herlditary dioase self and patients.
af illness. c. Trauaa (injury) 

d. Stress
 
e. Cornital defect
 

As,student will be able f. nyironcent._____________
to describe t i-role of general body ale and applyig L rwrbally and is"nitib, i'hat hes, .athinw,
ieesary to kee th. body heal-On lU, resting, az erere, working and patient. 

D9 at: eatin/, o)*.ep hygiene magures to self 

ad /tnotioning "-1,U. torn purpose, body ellidnatin, I 
(urine, stools, Pepiration) I 



-0'A*L M1I..TS OA P'IBLIC !'AL1 -__ _'."___- _.--.--..­

~~ ~ PRW-UMCA16 51711 	 MfAM~ING J1ITO.o0 make the student aware of thxe . Factors affecting coiumnity

Importance of the need Lecture
for Good he Llt :-
sommuity health and ons of the 	 SlidesSocial FilmtripsDkctots hilch contribute to it, -Fnvronnental Field trips. 

-- conomiciLTo fanllturizo the student with - Governmental.
 
seos of the otate and local P. Transnasion of diseases
 
a-encieQ which cooperate in public

helth progran. 3. 5iidemio controls and 

Vto develops an 	understanding of how icaunivationsodioase Is contacted end the means 4. Endwcic diseases.
 
wied for control and prevention. 5.Uses of insecticides and
 

_ _ .. 	 _ ..M RP lt2.-TAL IE 'LT!I 	 d i si n f e c t ant s * _ _ 

U 	 student ul b6- able to state I.*Safe watern-jupplios a9 The knouiledae acquired willMUASy or in writing, the factors 	 Lecture- Pella, standpipes,masar for: 	 enable the students to observe Slidessprings. for deficiencies in these areas,Z-Saf.water supplies 	 Fi Strips
2. 	 Refuse disposal for the referral to 	proper Dicussionsa.uo methods of refuse disposal - bur- 1, and burning. autborities for correction. 
 Field tripe.
SAO methoda of se=g disposal 3. Sewage disposal b. It will enable them to give healthLAt least two methods of preservift - pit latrines talks to individuals and connuni­
food. 
 - flush latrinesA.o housingi-	 ties to improve living o tandards.4. Food hygiene 
 0. It will enable ths to demonstrm­aise ad location of buildingg salting to in certain areas like food

ctHtion,.. - snokin; preservation and gnerl clean­- dehydration. 


histanoe tm latrine etc, 
lne
 

5. 	Building and Housing 
- Size and location 
- space 
- Ventilation 
- Safetyp,et.. 



-5n student will 'be abl to :-Lintzin a Care of aitd-I;ont. Lecture
 
A environment as evidenaed by Leir 
 Followina instruntiona in use ofauk Mzouding. I.-e Deonstrtitonial esui'ent. rai: oral and wrttanRole lyingthe roLvoal of cufty

sec:hazard
__'_____________C__,_,.,,__ spi , broken glans., et
 
EM1lJ" ETHICS
 
3 ludent will be able to state Job Description of Comwnity,
axally and in writing, the Health Nurse. Role Playkrtion and responsibility of the Mos of 60do0. Lecture.mmwunity health health hurse to Discuesion 
An corj~uity which she servos. 
g itudetLt will have knovledge and Safety 'Pro,.rin an intain an : Lecture'irotanditq oft landwahing optimun environment. DezonatrationsL Vocational rvlationaship# Ddnaking 2. Recogni.ing the role. af the CoM. return demonstrations%O4tintnessentials for the patteatp Dodbath unity hL.:.lth aurse as a member of Role .P.nyzWenvironmqnt. Temperutur, the health tean. Film stripe.L Baic cursing procedures. Pulse 3. Adminietering selected nedi­
. pecial 4rsine care problems. Respiration cation. 
a.Principles of adniaistering Blood Pressure 4; Sleotd nursing"-.tooedures. 

selected edicatins. Dresaim-s 5. Assistinc professioasl -pe on eL Charocteriatide and treat ont Cathoterization In the nursinge ars of patientof d .. ,- atriiss 6, Rocogniding the Characteristiec of

bqtlol of diease," Injections Disease,
 

Urine Testiea 
Charting 
Admissions 
DisoharCe
-Pndegingo 



NIDVIFJY 

_............_ . OBJlUIrNq _ 

.Atoy 
ETAiogy 

and The student will understand and be . 
dscribe the pelvis and the pelvic, 

to 
"ns. 

The student will be able 
fertllisation occurs. 

to describe hoy 

The student will be able to give a brief 
description of the growth of the fetus 
and skull*i 

*he s tudent will be able to develop an
inderstanding of the physical change
which occurs in pregnancy end diagnosis
of preenanoy. 

tehel st-idont state the aim of prenatal 
cars. 

"a student will be able to ple and 
arrange care of the pregnant woman. 

The student will be able to Idtityhigh risk ptetnt. 

9Wo student wW be abl to carzy outheath ed viite abol"n/o 

cVU NC... 

The fekwdo Pellvd 

The Pelvio organs


I Perineum, vIuva, vagiza 

The developwsjt of the fo.-dised4
oum. 

Develolont of the fetus, plaoenta 

and umblical cord.
 
The fetal akull
 

• ' "• 

Pguancy: changes in the'ute'um
 
Sths and epptoma _,
 

PhyDiolqgical changes in the oDAy.
 

Prenatal Care 
Also 

History Ing

Care of the pregnant wean. .

B1 adination made 1n anteMtel Clinics 

High risk wmen
Diet In P egancy,. 

PACICL. nTL 

he vie of Chzats. 

Use of the models /n dsmonstticm 
Of 

". Peliva 
2. 'Ital akulle 

Take History 
Keep becord 
Veight and record weight
Heanure and record height L*a
Tent urine for allbuain and sugar-
Take and record B/P and pulse rate 
Observe geneml appeaqnce and record 
Check for odeona.and varicose veins. 
EX3nnation of the mouth, tooth and guns. Nzaminstion of the breast.Give Totanus tozoido - • 
Carxyout health education talks In the
 
clinic.
 
live advice to prgaat uomsn about
 
diet et%.
 



lOPIC _ _rIV__.....__ 

-itl otre lbo student will be able to detect nad 
describe signifiant abnormlities and 
kxpaw when to refer patient. 

Ln.-,pount of 
Nozml.Labour 

On student 
to describe 

labour. 

understimd and be able 
the basic principles of nor=e] 

The student will be able to describe 
the aigns of labour and to recogniso signs 
and conditions she should call in e.id for 

The student will solfely nnge a norml 
delivery. 

The student will be able to describe 

ninagemnt of and ww energencles 
until the arrival of maloal aid, 

PRECTICL WILL 
Terminology of the fetal Bxauination of the abdomen of the 

osition in utorso pregs.t -womon 
Lie 
Attitude lPre.ctice the following skill 
Prosonting lr.rt 

Abdomi-.1 oexanation Look, fol liten and zecord 
Inpection findig. 
Site of uterus
 
Surpo of uterus
 
Fetal mnoveents
 
Skin chnngos 
Pnllr.tion
 
Hoicht of uterus
 
Pelle.. lrlption
 
Chock blood level - ED
 
Iron and folio Acid
 
heeds in prggnnncy
 
.Drnmier RaOiunin prgnWnory. 

Principles of "rn temont 
I To wuoret-nd abd moot the wow-a' 

peychologicnl needs. 
2. 	 To provide efficient beddid* cr-Te 
3. 	 To rfrain from ncsnary Inter- (A 

foronce.
 
4. 	 To cope with such ONerglnoaes as
 

may arlse.
 

nnennmnt of labour Obssrvation. Meep records
 
Definition of labour
 
The pbysiblo y of labour
 
Sichs of labour
 
The first stage of lebour
 
The second st;s of lAbour
 
The thir-d stage of labour. 

The 6o31 am pOlvisK ohanim of labour. 

Yetus in labour. 7lintrips.
 



OBJECT IS CONJT 
Adn~iosin of the "onanAdistoly in labour. 

1i8torcy of lzrbourUtorino contraftion 
Show 
Rupture of the embrnes 
Sloop, rest, food and fluids, 

_prorntion of the woman in labourCloanlinous, intisepin and Aepsisdurint lbour. 

The midwife, pationt nd environment 
Reassure the i. ient through expliln.
tion of procedures before performing 
them. 

PRACyICA 
AfLbu Lbourdmt patient in 

Tr-ke hatory and record keeping
Tine uterine oontraction8 
Observe: rupture of mnbrnnes, show 
colour and amount. 

Voaring of ak, wahing of hands ­
the use of soap and running water.Keeping the room clean, or labour 

word, 	 bed linen and gown clean. 

Do vulva shaving 
Give enema 

AbdoulnalA xa intion 
Swabbin vulva 

Vpginnl exaination, 

The care of the votient in the first
ptapo 	of labour
Position of thopatient in labour. 

Diet, sloop and rest.
Attention to the bladder and bowel
Give comfort and assistanoe. 

Observation and recording
Katornal dondition 
fetal distress 
aternal distressManainent of the Second $tnde 

signs of second stage
duration of second stage
position of patient 

of-elivrythe ihlent 
Delivery of the head 
Care of the cord around the nook 
Delivery of shoulders and body. 

ex'nin-.tion of the patient L.P.R. ,D~ive bath to patientUrino onlysis Tako Temp, pulse resipirntion and B.P.Test urine for alb. sug.r 	and acetoneLook, 	 feel, listen and roeord fetal 
hoart rate.
 
Wearing of gloves for ¥/B and delivery ­
record V/2

Inspect vulva for discharges

Varicose veins and oedtwm. 

hake observation and keep records,
 
aanes 
in patient' condition, tap, 
BJP, pulse, fotal heart rate, contra.­tions, strength, duration and interval& 
Intkeand output
 
Rupture of membranes, colour amount
d odour.
 

pare patient for delivery

xplaination of procouduro 
ropar equilponts and labour ward. 

ov the patient who to do 
elexation and breating exercise 

'marote ntfrdlvr 

in 
.bour. Encouragoment of patient to 

)borv ten deliverin 
livr 	 the body


perineun.
 



OBJRCYIYV CCaE:.INT FRACTICAL SILL 
Attontionto to oyos 
Imadirto care of the baby"Clean the air pas.egos. 

Do eye treztment 
Giv lrolate carCle.r the Pirways to now born. 

Trying and cutting of the cord 
Identifying the tby
Care of the oey 
kasoaseont of the baby'e condition 
Resuscitation of the ow born 
no~mpo nof the ti s&* 
Asopsio and aticopeisPoaition of tho patientSi4ghsnof aerpation 
eihor hofsplhntn

'Deliver the plboonta,
Katerral effort 

Tie or clamp and cut tha cord. 
The use of wrlt3 w-no taps 
Apgar score one ainuto and fivw minute 
after delivery. 
No artificial respiration whon necess.ry 
Bathing of baby and daily cord dreasing. 

Doliver the placenta ­ &.sic principle
No. 4 - Rofrin from uwncossary
interference.Give roneo. 

w " , 

Using the fundus as a piston
Anoumt of blood loss
Giving of Brgomtrine
Exarining the placenta, cord and menbraem.I d c n i fy n on e a t ld s f o r t h ~ d ma ' Idontifying omn at risk for third t%* 
bleneding.ot ~t an 
Imediate post checkcam. 

The norvnl unrherkum 
ThenorlouDo 
Recuperation 
Involution. 

Lockla, Daily care, Lartatioa 
Pont natal examinntion 
Breast feeding

IWmaoment of tho puerperium 
_Iwdiato eare. m- -

m~ ll~ t
and ppotDO 

Measure blood loss - estinite 

Emtne plecontrondt a ebrensC o n t r o l t h ird s t ae sbl o o d ing . Givo Nursing- car to nother er baby 
one hour post part=
Observation of lochia, temperatur. 

Pulse and blood presourovulval swabbIng and purimal carecuaaoeihoffdurcodsl 
onsua height of fundte rerd and 

record keeping.
Bmthine the baby, cord care M w*4ihin, 
the baby. 

\,n 
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ie ObJective Content 
Piactical Skill 

8owition of Tho1. Detect 	and describestudent will be ableoign1, Abnorcal growth ofto Causes and Signs of-fundus, LnMlu /ft h~jmnog necessary sanaevnt of danger signs 
prgnancy* duringficazt abnoalites 	 and p. olyhydranniolos.Urinary tract infection Gross oxaadnation of uiin

Venereal disease - Blood t

2. NNWS appropriate referral 	of Hyporunisis gravidarsa

patients 	 iner.a 
Observation, position, clear airways. 

Preclapia 
When necessary mnagfent of 	dangerDanger simp during pregnancy# fever, blooding, signs.recof nition and nmwn ment. 

rmalitss of Detect and dscribe sugnIfi- Detectingur and Delivery cant abnorulitIos 	 or noting aicns of abnormal Cuttingduring labo- presen ation 	 an episiotonyf position.ur and delivery. Multiple pregnancy and mnagemnt of cord 
When possible and necesasry will 

Describe emergoncy treatment of prolapse. probido emergency obstetrical care­
problem. Nanagenont of prolonged 

Popoer position of the patient
Describe when to cake 	 or obstructed labour. Kneean Rupture uterus. cheat position 
appropriate referral. ransportI

Managamont of Antepartua Reasnulnnce.hoorrhage n
Complications of third stage; I.N. ergonotrine, elevate foot ofretained placenta, post partum hemorrhage bad, rub up contractionsahpck, including managazent of these tranport, reasurnce. 
rmmalitio of 	 coditions.Is Datoot and describe

If post parbm 	 Poor Involation of the uterussigniticant abnonalitaos Possible 	 Check fundus dailycauses of fevor Observation of lochiaBMWeduring post Plrtm irod Breamt ongorgenentInfection of absoo 	 Express the breast221i, use of breast pump,Itfeotio of 	 nipplethe utems, loha. shield.
Puervaml p"resa. 

Legal aspects - notiflable 
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I.A. the student will beA snd able to describe the
:3y-!ent normal growth and devel-

opnent of a child 

1.3. The student will be
able to distinguish

between normal and 

abnormal growth and

development. 

1-:XTClLCI;I'I!x.,J.'fPjl SKITS3!,-'.i
75F. . i T.A1101'f U ~~~ ..--..........
 

I.A. Rovicif Frowilh anddevaon o 
 I.A, Lcure
 
of the fetuc Mates CasettoITormal growth nrd devel ldment 

Materials fromomRcopment patte,_ne, .ge lassroom demostration5 yearsinc ing:child S-

Discussion
 

General, plus weight -n Charts
 
height
 

D-'3elopmental milestonet
 
(sitting, standing,

wal',ing, and talking)
 

Teething, bovel habits,
sleep, ana niay­

local beliefs concerniN 
growth and devolopment

patterns. Clasesi 
 thos.
 
important for health,
 
not important
 

I.E. Factors affecting I.B 
Physical *zaminaton I.B. Lecturegrowth and development, of 
 ia ecid
e.g., infectionifant Casette
and childCassettnutrition, local bellefF it

demorstration with model


and child in classAbnormal growth and supervised practice indevelopment pattern; 
 class, clinic

whern to refer and to

whom 

Physical as.essment
 
age 0-5 years for
 
growth and development
 



CHILD JALTII ipro 2 
.. OBJECTIVE CONTENT PRACTICAL SKT HOW TAUGHT 

-l Grwoth 
zawlop-

i.e. The student will be 
able to take and record 
a grwoth and developments 
histcry, 

I.0. Use of developmental I.C. Complate dovblopmentW
history check !-st. history check -ts. 

Lecture 
Use of developmental history 
chart in q1ase by each 
studentRole playing 
Discussion 

•;'3 OF II.A. The student will 
j& cHm understand and be able 

to describe how to 
promote and maintain ft., 
care of the well child. 

II.A. Normal needs: sleep
elimination, play 
stimulation, safety 
(nutrition dealt with 
separately) 

Lecture 
Ilesha weiOt chart review 
Classroom discussion 
Slides and Cassettes 
Demonstration 

Teeth care 

Skin care: Bathin, use Bathe baby and toddler, 
of clean waterv soaps, 
prevention of rashes. 

cord care 

CD 

Local cstoma and beliefi 
whicb favor or disfavor 
health i'. e. scalp 
shaving, lifting by one 
arm onto back, etc. 

II.B. Be able to partiol-
pate in all activitea of 

ul.B. Regiet.-ation: 
recording, taking health 

II.B. Register Patient 
Pill out records correoti 

Lecture 
Demonstration in Class 

the infant and under 
lires welfare clinic, 

history and practice by each student 
on records used in clinic. 

3ocluding: taking histo 
piysical examination, 
g.ving immunization and 
R1, weighing recording, 
ooweling and be able to 

Lmunicate effectively 
ta the mothers. 

physical examination by 
observation and ttoh"" 
recording: 
Head: Pontanelles, Scalp

rash, nite, -etc. 
Neck: rigid, flaccid 

physical inspeution by 
observation and touch of 
infant, child 

Record information on 
-Iesha Weight Chart 

Physical examination: 
sssighed reading 

co', e 
Vit'ral xiau 
Demonstration wth model, 

baby, child in sc-.mq s" 
clinic. 

Return supervised practi
in classroom clinic. 



Cf0J:,TIVB I ,_2 -T 	 ..PRACTICAL SKILLS 
 ROd TAUGHT 

Eyes. diccha.­
sight: follow finger


E ro: 	diccharg
 
hearing:screen with
 
rattle, etc.
 

Nose: 	discharge

Threat: examine- with
 

tongue olade, npoon for
 
redness, pus, coating,

enlarged tonsils
 

Mouth: sores, cotiAed
 
torgue


Teeth: Preseit, absent
 
Skin: rash, infectiors,
 
moit, dry

i;st: retraction,
resvirations 


(rapid,
 
shallow, etc~co-gh,

where it occurs in
 
respiratory track
Abdomen! hard, soft,
 
distended
 

Lymph* Glandular enlarge
 
ment
 

Extremities: muscle tone
 
length, spine straight 
extra 	digits, walk O.K
 
swollen
 

G.U: Urinary meatus,

Vagina urinary tract,

Testicles present.
 

ImMunuzations: Purpose 
 Give, 	expiatn an' record
administration, record, 10mn 	 Demonstration of preparation,

nation
pof
aids effects sohedules, 

care of vaccine 	 of syringes and equipment, 
technique of administration
 
of adminisgration
 
Return supervised demonstra­
tions ,;
 

Handouts of immunization 
Schedules 



0BJWTIV 

).at. Ip. Cent. 
o the 

• 

I -C. 1he staident vill be
able to idcntif3-the 
high -iek Infant child,
by idontifyi aigns & 
symptos -in tie ch Ld and 
ulnsn ifoiation . 

CfLD IFIIAL, PT c 4
 
CONTENT PRACTICAL .SKILTB 
 HOW I 'AOHT 

II.e. Cont. 
 II.B. Cont. 
 II.B. Cent,
Medications: Supplement. Packeting of medications Lecturevitamins iron. Why How1 Counseling mothers Demonstration of paoketingKuch of the medication Is Recording on Ilesha return demonstrationgiven. Weight Chart Role Playing
 
Weighing and Re-zo-ding 
 Weighing infants, child. Lecture 

Recording on IleshaCounselling, hoalth, teact Demonstration
weight Chart 
 Return Demonstration
 

ni and effective communri­cation with mothers, Giving Mother Classes Lecture
includes: 

bathing baby DiscussionTeaching Mother on a Pole Playingfeeding iitfank apd v.,dle one to one basis Demonstration with model
clothing

cord care or baby

skin care Return demonstration 

upervised practic.
accident prdvention

demonstration & preparati

of infant food.& toddler
feed 

immuniv.tion
 
grw-t!. and development
 
II.C. High'risk faotor.d 1i.U. ftyical eamination 11.0. Tocturefor infant, chiJd, of child Identification c-f chld(inol.h wean3ing child) In 

clinic, .pervisedfollow-Complete Ileshi weight through of high risk child's*RevJ.ew of the Ilosha 
 oh-t wcare including return clinieweight chart Th visit, home visit, demor-CareaofhBightrikchild Taching of rather tratieu of food prepaatiu
Care of Right risk child:increase frequency of feeding, teachirg motherRecording on Ilesha Weightvisits, health teaching Chart.
of mother, referral 



PI_ OBJECTIVE 

CARB OF. 
-9!LLCHILD 

III.A. Identify and 
Provide supportive care 
to the premature 

III.B. Identify and 

describe signs of ommon 

childhood diseases 


CILD HEALTH Pare 
COIT5 

III.A. Definition, char-
acteristics of the 

premature infant. 


Maintaining proper temp-

erature, feeding, 

prevention of infection 

bathing, hardling and
 
hazards for the infants 
in home and clinic 

Assessment of home for 

premature care
 

Teaching family premature 
care in the home 


III.B. Ellicit a proper

history of common 

illnesses, cause,treat-

ment and'prevention of 
comm.on diseases: 

Oral Thrush.
 
URI: U'pper Respiratory 

Infections, "croup"
 
Diarrhea & dehydration
 
Head Lice
 
Malaria 
Anemia
 
Worms and other Parasltef 
Measles, Chicken Pox
 
Humps, Whooping Cough
Tubercilosis
 
Sudden Infant Death
 
Tetanus
 

Local customs & beliefs
 
regarding common child­
hood diseases.
 

PPRCTICAL SKILLS NOW TAUGHT 

III.A. Physical examin- III.A. Lectur'eation, Demonstration
 
Record on Ilesha weight Role Playing
 
Chart
 

Make incubator
 
Manual expression of
 

breast milk
 

Homo assessment
 

Fealth teanhing 
a 

III.B.. Take health history III.P. Lecture

physical examination Piscussion
 
Record on Ilesba weight Slides and Capsettes


Chart Demonstration with Siok 
Child 



DEJCTIV 
______•__ 

lt. 
Til 

III. 0. Give Nursing
tothe Ill Child 

ar"s 

0 

III.D. 	To recognize nutwi 
tional problem common 
Childhood. 

,CHILD Pagre6HALTH 
CONTENT 
 PRACTICAL SKILLS 
 HOW TAUGHT
 

III.C. Nursing Care of the 
 -II.C.
II.C.ill phild, general: 
 Take pulse, temperatire, Lecutre
 
TPR, observation of intak 
and respiration 	 Demonstration andand output, bowel bladde 	 returnRecord bowel action, demonstration
and vomitingg medications, vomiting, & urination Discussionnourishment, fluid, Medications: oral, sub­replacement tepid spongL cutaneous, intramuscular,bath, steam inhalation topical, rectal, eye
oxygen therapy 
 drops, nose drops, ear 

drops.
Fluid replacement: cup & 
spoon, intravenous, sub­
-utaneous. 
preparation of feed tray
 
tube feedings

record fluid intake 

Steam Inbalation
 
Oxygun Inhalation 

Ilursiig care of the I.l ApplicationCrild, Secific: 	 cold 
of hot and lecturefomentations Demonstration and returnEyo infections Improvising clean bandage demonstrationSkin rashes Application of bandages


Earnose & throat 
Infections
Fractures !Wprovie6 splint, immobi-Fevers lize,fracture
Burns Tempid Sponge BathConvulsing Child 
 Hake or improvise paddedUnconscious Child tonrtue blade; positionHandicapped child: Polio, child to keep open air-Cleft Palate way, protect child from 

* injury 
II.D. III.D.- III.D. Lectureflvlnw mal-ztumrltlqn q uiua. Auuuuaent Demonstrationits effects on health of Discussionchild. Includes Marasmus, 

Slides & CassettesKvashiokhor 
Iron defi- Charts
oienoy anemia, etc. 



I 

DEI V*(i~ HRI.1'Tri1cj 
-O MTJAL 3IL L1F

P. K W TAUGHT 

- 3F jIll.F. Teach and Counsel IlE. Loai cibEtjnb& end IUr.E. Teaching and .1 7.7.. loctu.e 
OHILDParento and provide for be-t] .e-s rcerdin- cC--,Ou Un1sai-ng skills Doonst on 

Ifollow-ur Cars. 2,hildhood dic,:ee. Role Pleying 

Principled of 'iachl'. care to parenta 

Mahn, how, and to whom 
to refer -­tionts if
 
ne eBsery
 



Sud cncpt o VO i~tuS dent will behily Planning 	 able toI • Deoacrib. the role of theMad child sain family In their cou mity 

2. 	 Describe the Purposes and 
ruof child spac inan hnt 
family health, 

3)-roduotion 
19 Describe the Anatomy and 

CLOj.an PhYSiolo67 of the male 
~lo and fosale reproductionste.-system.

2. Describe the procss of 
'fortilsatlono i io-

S e r v i c ea, n d 1~. Describe the fo llo wlnaihods of contra.. Methods of Contracep..pptives, tivostcp 
ID, hononl dod 

tob and gon , aseo-

2. 	 List the cosmonids 
effects and controis/U.
cations, 

3. 	 Pedor breast eBuzia-
irog. 

FAMILY P UININ 

CONTOTI PRA tCAL, SULL8hasie ioncopta of 	the fanilyElstory of Faily Plannitn - Globaland The Gaubla. 

- Population cnusID 

he_-diGab 
 birth and doalth 


raes1
, XU & MIR.
Falily Planning as a public health
 
hnctilon.
t enily life, especzally vatornal
hoalth. Cultural. roligiouG, 
 soolalPsychological, political and econo­

nic aopucts of family plaw. In 
the G=ba.fCommunttY Rosouccoe for family
 
planning services. 0
 

-ReproductiVe NYetamadult. from birth to
 
- The anatomy and physioloay
Psychological aspoots 
- Yheasaraical sot 


-exlity_ and
physiologic 

Psychological
- enopause. aspoct. 

nt erv ie win g jn
First visit examnaton w.t
irtvetOxIain ­at 	the whole porson. o looking - Asist with Nzamina41on _ 2o do a string check8'ubeaquont examination. 
Descrip ton 	 - Teach patients about theof tho ethodi th"Os of contraceptives.lde oef~oto n .-nt 	 Teach self breast exawvantages and oontraindtcationg, -to patients.complications,
Breast exaMInation - and self
breast emn.Selectlon of a msthod n suit 
the faftl, 

"U 

ECUC 

Vsalh.LecturesGraphsea

oeba 

Debate 

aide
 
ovirtw
 

rovie 
oveuwo
or
 
iscussion
 

onatration On Patient
Intrviewing 

Physical oxanination 
cturo discussion 
r.onstrutaon of 	methods 

Bing models and other 
Vioual ade. 

s on mothods or tapes
ad asaotteseMtonst te brqat eaalne­

ron.MIlN - Brest *Za. 



U!ALT LAX~I"J -ii 21)-
SOIC OB3ECTIV2O~h? mBCYIc.AL SM a TI-CdIIM .rE':'MDB 

Discuosion of trrditional mothods Demonstration - rsiEn 
of family planning. Records and records and relorts. 

St:,tiotics. Referral.i 
Other co. nunmty resources. 
Pr-tparation and maintenance 
sup::lies and eouilxert. 

of 
Lecture and Discusion 

Ntivation and Identify factors - cultural Factors affecting acieptance of Couiweling and motivation Lectures 
Allow-up political, social, psycho- F.P. cultural, socia± psycholo:. L:: patients for initial and Role Playing 

logical and religious which Gical, political and religious follov-up family planning Discussion 
my influence the acceptance Uothods of over cora:ng barriers 

to acceptance. 
Follott-up care - need for 
Emdical supervision. 
The effect of health woecere -
attitudes on paients. 
Reinforceirent cf corranication %n 
skills 

fttility List the major factors -Types of infertility Lecture/Diacussion 
influencing fertility and -Examination of factors in the 
infertility in the mal male: general.health, history, 
and female, seminal facto. - quantity and 

notile. 
- Ezanination of factors in the 

fenale: Censral health, history, 
cortical, uterine, tubal, 
ovarian factors. 

- Factors in the partner rola­
tionship 

- Erplainin, procedures and results 
of exarnnation to _titlanta. 

thology of the Describe trenaiosion- cause Ciam-o, tra-mnission, treatLent, To Give treatment for Films 
eproductive 

votem. 
syptome and treatnt of 
trichouanonisi., oandidiavis 

signa aa'd syn-tons of 
- Tric;oiaononiiaio, candidiesia 

vaginal infections 
prncribed 

an T.mes i 
Slides 

cansettes 

syphilis t:non specific vaginitis. Use of Iiiacroscope for vat 
-Syphilis and gonorrhea. prep. 

Follow-up of syphilis and Discussion, Lectum 
gonor-rhea 
patients-tracing contacts. 



• o T- ?LIIJ:Y PLITM 00IIT
 
C IL - mrI, -'----'021.'O-.. 'l ­ -* TPICOBJZWIW 

TlOICAL 
Abort Li Identif y moel problem Desaoription of oborton 

PUCIY SMLSj TZ!.JX3 iTOJ 
Lecture
 

uboch cae wmn to seek Ilcpltal nathoda Dinooeauonabortion Looal mthods and oohiUostion 
SequoLa. of frequent abortions 
legal aspect. 



2. 

3. 

4. 

5. 


6. 


7. 

-147-. 

cSct up clinic 

' 

I 

I 2, 

Prepares supl,,is.u= 
sterile and unste -ile
Sorts out%records­

e qu4 pment, 

1 .3. Prepares scissors for
sterilization 

cold 

1.4. Prepares injection tray
depo provera 

Xor 

IRVIWiNG 

2.1. Asks pertinent questions 

2.2. Listens to patients response
 

2.3. Responds to non-verba.l response 

2.4. Demonstrates acceptance for­
lwU.-ns and belief 

2.5. Uses interpreters as appropriate
 

2.6. Obtains Pertinent history 

2.7. Demonstrates positive attitude
 

PREPARES PAT.UT BY 

3.1. *eighing 

5.2. Taktz 2.P. 

3.3. Teaches methods of contraceptivn 

3.5.a. Oral contraceptives 

3.3.b. IriS 

3.;.c. Condoms 

3.3.d. Foam
 

3.3.e. Sterilization 

3.3.f. Traditional methods
 

3.4. Explains procedure for physical

examination 

ASSISTS IN PHY2ICAL FJXA:LWATION 

4.1 . Breast exam
 

4.2. Teaches paticnt to examine her breast
 

4.3. Abdominal oxamimation 

4.4. Pelvic examination
 

ASSISTS IN IUD INSERTION IF INDICAT:D
 

TAES APTOINT'fW:TT FRu FLLLOWUe 

ASSI'.T IN MIFI G .' L . IF MCTJA37 Y­
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8. D= NOTIvATIONopiLrm, s.xmR=PAT OP3f~lS RP IJt~erM dISCUSsions' ~3 
-

v.2. Questions- and a.ner­

10 

o..couze.= z. ez±e c; .s nt am im u ,­

9.2. Give acuranoe 

9.3. Makes appointments Zoz' :o.l.mi.up 

9.4. Makes reZerrals 

Vaginal infections and VeD. 

10.1 Counsels patients as to 3iiu and wmptoma 
cause, mode of tramswmison of 

101"r' ACnomvm5aIe. .. 

-

-. 

10.1 .b. Candidiacais 

10.1.c. 

10.1.d. 

Non apecific 

G.C. 

vaiRLtias 

,__­

10.2. Gives speoific medicatio,,, as pr'escp'ece 

10.3. Teaches patiet hov to use medicavion 
recribed 

I1.1. 

11 .2. 

11. ). 

Answers quest.i.ons concernmng abot=ion-

Gives advice cuncerning compic~a.'-a 

I aTkMes re AErzaJ.a 
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cpU=Im or FTMLD 3=-N 

!3M NO &ISA=a.0I UffAW-CT3RI 

T.n Jho -rad witua'dion
 
*'Cara 09 the patint's
 

craw't, i.e. cloaning
 
of 1ockaese, sputuml =aget
 

j:. Bea	Obathidliere fr
 
fdos -,oti!" oprain x
 

theiJ.i. OL..rvdeliveries fr 

k ax" of the newborn baby
 
v* mitim Care of the
 

.,o erand%.th
 

u. Suical droafings
 
o- Le 3uc to -.1-nove atitcwes
 
p. Sorri~g of modicines 

2. Ano.al exporionce in the 

testinc-,Uzin. 

f, Listoz7. 
L. pa:tnC 

7ioits and foll1ow-ups;­
.1. Check horno onvironmant
 

Uj. Ch.eck +1.o motherI s
 
gencral condlit±cfl
 

I.- Z breast, lochia:.
 
heig-ht of ^undua etc.
 

'*w (eck baby:­
the eyes for daundice
 
the cord
 
the tonatto for thrush
 

Soa ­

*aby at first-Bath 

,i j­

http:ISA=a.0I
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]For fe Past 7 Yeas thiversity of California Daut Crim ae. 4md withi .i Govezat in prmati the health of mothrn and obildrm throqsh
100eryic. tzaining progras, an the job 	t=ojang of auxlIary stff partlaipu
*, abroad9 aZA uRenoeantly throu& thW tzW- of Coi ty Math Nurms. 

a ambn goverment i. expanding and uprading the inatsal and chilhealth aentere located In varlaus rw;gzns of t comtry. Nursing SistersaadV=8m4 Nidwivos an transfered from the hospital setting and ass, gad to NCRomters for A tour of one to too years* They are expected to give primrT care andotinuing supervliuim to nothers and children at So centers with minkmiand 	Infequant physicil superiLson or tead.1ag. 

oir educational preparation ban been a hopital bawd 3 year nursingpaovi ,-thadditional proparrt-on in midwifery and pedistrics, Sous have hadaduoattDn progran in tzrpical medicine. owever, the educatiom pro-Pertion has not included radical and dia sntio skiLU ich needed Ln orkrfor the mtrus to function in the eznded role Ln the health oent3ls, often withoutMdical uupervision. In the Ganbia approzimtaly 50% of the abildren dio beforeth 	 se of 5 Ysars and the critical age* are 0 and 2 of ago, - e morbidity rsteIs also high*. .&theducation prose m 	re laflVly N.m leach onlay a verymWl propor'tion of the population. 

-If proposed pnjoot i* 0sl 	 to thenideveto propeur the MU e assignedIdentified KM projoct oanters to work In an expanded role pr,In" ry pediatrioam, Rpahsis will be placed on the i4entification, mnagemnat Inaluding * treatment and education, and evalualtio 	 uof pediatz.n pnehpma ng awailablahealth resources fo pw otiug family and child health. 

It is believed that both quality and quantity of work wi be improved4Thguh tbw uO of the spoCally Prepz% pedatoic mse prsatWinor at Vs ICK. 

Geneal Objctives, 

To prepare the participant to work interdependently .collabotively withother health workers to give primary care and health mufrperion to infants

ad chdzea through adolescence.
 

Behavioral oblootives 

I* 	 To ,eme health status of the child by .Vking a bedth and daveloponta.1
kUUta i. and performine a co'nplete physical exasinatica, using Techniques ofObervation, inspection ausculation, palpation and Ircussion and by usingInstrimnnts such as saetoscope, otosoopa, eta. 

2 	 To .uste family health, home ad oamuity conditions which"afeot tho total 
ae 	 of the child. 

. manage minor blms and aooon childhood disease. 

ses4. 	 To normal growth and dov,.lopont and to recognise doviations from the 

5. 	 To Identify health problems of the child and to dovelop a plan of action toeither treat the chtld in the health center or make refarral to the appropriate 
resourcs. 

6. 	 TO develop techniques for teachine and counseling and to provide relevanthealth instructions, and anticipatory guidance to faoili-s in reforence oare of the child at hoe, 
to the

example, fooding, davelopmental orisis., oon 
4ll-ess, and accidents. 
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7. 	 To 4evlop a co mprehensivo plan of care of cont..minuA be i i of
 
the chAd and family, enupP Immnizations, etc.
 

8. 	 To elicit pertinent information and utilise standArdisod records and repo.

in oars of the child.
 

9. 	 To Identify and use aommnty resources available for the care of the child and 
family. 

10. 	 To perform si:-rle laborator7 procedures such an urznalynis, mazia aeare,
stools and HCTs and EDO necessary for the dicngouas of the chald's health 
status. 

Description of 	Courso
 

The curricul is built on exiating mng knoledap and *121s,. and
expands nursing by teacing participants to use di.poeti-. skills. It is a 12 weak 
course which includes -ddactic and clinical toaching and iiscusoions and ca 
presentation. Tho first week will be an orientation and Intensive classroon Work 
deoted to history taking,and phycical eannintiona. Studeats win practied on each 
othor rx1Ei in akills in'uoin diagntic cquimont. The other 11 woka will be 
devoted to 4 hours clir.ical oxperience in the RVH or at New !treet Clinic or other 
clinics or in tho pediatric or discusaiona. tudents will be expected to study
independently using cassette tapes and visual aids, etc. and )thoz available 
materials. 

Th *aphasia of this course will be on proventiv noeuuzu and health 
oducation as well as curative moasures. 

The courso will be flexibl. Individual needs of each participant will 
be taken into conuidoration. 

The dtactic phase will be taught b. consultants from tho Gambia and othoe 
provided by UCSC. 

the clinical instructions will be given on the job at RVE outa;tient clinic,
pediatric imrds, and New Street Clinic, IDakau and or other clinics Bajul by a 
pediatrician, and family or pediatric nurso practitionerm. 

Patient load and tpos of pationts 

The initial case load nunt be light onouGh to allow the practitionor tie te 
develop bir skills and efficiency and must be lnr enough to allow hor to lcarn 
to set p:-ioritios. She will progross from the simple caso to nor conplqz cases if 
possiblo and oxamine both well and sick patients. 

Qualification of Participants
 

#.%rtifiod (nurse) 
mant of the Gambia and disianatod nurse superintendents. 

StaO T iov 4-4v4p nZdAVuve employed by the govorn-

Lonxth of Courso - 3 rcnths 

Numbor of Participr.nts - 8 

Educctional facilitis 
1. 	 Classroom at RVK , Nursing School 
2. 	 Clinical - RVE and pediqtric ward (out patients pediatrics are soen in podiatric

ward) 
Now Strvot Clinic 
Bakau Clinic 
Other Banjul Clinics. 
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1. 	 3 hdIAt~ri al, preforably with oziroan n Afim 

2. 	 1 fI lY Practitiomar (xc project tschnicau) 

3. 	1 Public H alth Nurso Manna Konio W 	 project tedmiciaa 

4. 	 .Pmrtial per dim. for participants 

5. 	 Manostic oquimnt 

6. 	 Visual aida, books, etc. and othcr teaching equipoont 

!" uts 	by Gaobia- Govormint 

I UM. prOJeot nurse sup rintandont 

1. oalth Educator
 
1 Social workmr 
I !Ifttritloniat 
31p;e for dladactic and clinical teaching

Per dian for pazticipanta.
 

1o* riontation
2. 	 Role of podiatric nurse practitionor Sn primry aro 	 Oiatstiom etc3. 	 Principlus of intorvioving and counmsling andt 
4. 	 Riatory taking5. 	Principloe of physical o-instic of infant and the childI* 	 Observation of Conero.l health and nutritional statua 

2. 	 Skin, hair, nails 
3. 	 Lynphatic systan

E--c. ftce, rck
 

5. Nona 

Se 	louth and throat
 
9. 	 Cho'st and Lungs 

10. brt 
11, Abdomon
12. onitalia 
13. Skolstal sysac, spire and axtzecitioa14. leunoloCica2 ozonLl-tion,6. 	 Podiatric data base problem orientd, records, eports, statistica etc. 

7. 	 rumn Grovth and developent end behi.vior - birth through adoleouenco..
1. 	Dolopmontal abnozalitios 
2. 	 Spocial meds of neonate, infant, toddler, pro school, school

child and adoloacent. 
ea 

8. 	 Pgsit Noath malntenanco 
ApI~litand inization, etc3. 	 Nutrition for various aLms 
the 

of grmrth and developoont In normal child andnick child nd family Including cultural and social eatin pattma.
C. 	 trewontion and'screohine 

1. spoech
2. hoaring 
3. vision 
4. dantal 
5. davelopcont problon.
6. uso 	of laboratory oq!ipmnt for acreoning for 

t.anomia 
2. int-jstjonnl parasites 
3. u'irialysia 
4. ralaria. 
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D. Pro ,ntive mnat haalth '
 

ie Anticipatory -uidan, ooungeling, ysf*Mn e to chU r"eving, enlmeimnt, oto.
 

7. 	 Prinoiples of Hoalth Zducation 
&lahais on Nutrition 
Accidont prevwtion, otc. 
Inviorumontal sanitation 
%achinij of child care to parents and others. 

Q. ildhood hoalth ;rvblona 
L. 	 Gencral principl s, assesnsnt and nanaeent and appach to t
 

1, Well ck.ild
 
2. 	 Acu&.-3Y ill. child 
3. Child 	with chronic ilna 
4. i.jia 	with h.ndicapa." 

00 	 infoctiona,B. AchiiOhood 	 wimnnmont, prevention and health educatioan
1. 	 Vizl 

2. 	Bacter-L
 

C. 	Bye diseasoes 

D. 	 U.N.?o 

I. 	Genital - urinary Tract diseases including prevention, treatmnt and 
health education. 

F. O.rdio vascular
 

G. 	Gastrointestinal 

I. 	 Respiratory tract diseases 

I. Blood disoases
 

.To C a pr"ti- A4,.'nu.
 

L Notabblic daooom.
 

X. 	Nuicula skiletol disease 

N. 	 Trauna, accidontsa, surcical ocorgoncio8 

0. 	 Pediatric medical emorLoncies 

P. 	Malnutrition end failure to thrive
 

Q. Skin, 	Hair, Nail disoases 

10. Socinl podinatrics
 

A. 	 Fanily Dynanica unit of society 

B. 	Family structure in tho G.Imbia.
 

C. 	 Bolationhip of child to family, culture, cc~mmity 

11. Counity E. lth ROsourcos. 

EV LUATION 

1. 	Did ctic
 
0. 	*Jritten tosta 
b. Verbal
 
C0. CacO p~mo.~ni-Atios.
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b. Ehviev of alic recordsa 

On agoirw evauaton~ 
rm practitiocar ahculd be ruia~ted at th and of 3 mostba 6 wats. nM 
Yearly. 

dashmesirio. 
3 waths after cooplotion of course and partlaIjat will be oboomvd at ivguWAr
Intervals in clinical an&, 

.k VA trm±ning pwog=e shm-'s' be gim every math for Lust 
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3=0 1. Role of Ped.iatr'io Rum Praotit"ozwr In prmay am 
So-orientation eta. 

COmmne Description 

In this ooure students will explore and discuss man IeveaImvolved In the extonded of the nuz'e inrole primary health caze,rolo ,e-orientation,and iLnterdiaciplinary health teem functioning. 

Behavioral obJectives 

Pazticipants should be able tot. 

1. 	 Deelop a co-professional role vith I.A, and other members of 
the health team. 

2. 	 Identify factors, itresaes, etc influencing interdisciplimry
health tam functioning role ro-oriantation, eta. 

•. discass role of pediatric nurse practitibner and their
relationahip with other health az prariders. 

4. To Identify the charctoristics and camponnt. of prmry. 

5o To rcogni.e the implications of the P.N.P. as differicnted 

from Traditional nurses - patient relatnahipa.
 

Content of Course
 

1.1. 	 Role of P.N.P. in XCM centers and hospitals 

1.2. 	 Reaponabilities of PNP in: 

1.2.a. relationahip to patients and families1.2.b. €o n-ties 
1.2.o. primary care delivery system.
 

103o SuXreAD relationships
 

1.4. 	 Poess of ril change 

1.5. 	 Relationship of PHP to other level
 
Practitioner ox. dresser dispensers, midwives, etc.
 

1.6. 	 Primary health care systems in Gambia 

ROUJ.........
 
Method of Teachin,.
 

I. Lecture 
2. Discunsion 
3. Asninewd readinC 

EVALU&TION 
1. Writton test
 

.2. Closs participation
 



-156, 

-2m 

bb03eot 2e PrImAiIes of Interviewing, en ooml4~a 

ftsSztRton of Course 

a" course prvidesnoxem knwldge and &41-a nemedd 
oeffectivly cumuictm with ftailles thmuch SaUivAdl ad 

gup technique. 

Ushayjorel Obi.ties 

Stu ents should be able to: 
I* GaIn rapport with family mmbers by showing peremll .interst nd 

developing Imtual Undewtoanding. 

2. 	 To 'eUcit petimnt. juwt? on for fany and. iminidm health 
Shistory. 

o,..	To idOntIfy fanly problem thrg gathering ad wumaug of 
Pemoal and, technioa iutormtim gained in in rfan, 

4& 	To bring about chae in attitude o ftm4iy vb4ic p it yn
affeat health. 

Uetuid of Toaciz 	 Lecture 
Disousion 
Iola playing 

2Eisation 
I& Clinical practice
2& Mlass participatics 
3. 	V-itten teat. 
4o 	 Obsemton 

Subject 3. Iietory %aking 

21aoriftion of Course 

Ila focus of this course Is to teach the student to take a 
systematic bealth history on each patient and to record pertim nt 
Infozmation in clear, conciso sunner. e will be taught the eaontia 
of an initial haalth history and an intezin history on nick and well 

Beha ioral ObJectives 

8tudent should be able to: 

I. 	 Elicit prtimnt information conceming present illness with 
reference to owst, chazactoristics, oe, treatmnt. 

2. 	 Elicit pertinent .famLly nd secial hbtory, child's past 
historY, etc. 

3. 	 Record information in clear, oncis maner on child's wcort­
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_Cotent of CoMreM 

2. 	 Present 112mm. 

3. 	 Pot histoz7 
a. Prenatal . Pviat'o llns. 
be natal ., bhavior and Habit 
o. 	 Oowth and dovlopmint fi Zim-atio 

4@ 	 Pamily Ristory 

5. 	 Social history 

6. e1ewv of systema. 

lmber of Hours taught ...... 

method of teaching
1. 	 Lecture 
2. 	 discusuion 
3. 	 demon0trations - claswoon and clinic 
4. readin Z assignments
 
50 return demonatrations in Clinic.
 

NyAIVtion. 

19 	 Observation of practices 
2. 	 Rviev of pationts records. 
3. 	 Test (written) 

Subject 4. Pr.incples of Physical Bzaa-ntlon 

Description of Course 

The focus of this course is upon the use of inspection, auscul­
tation, puIpation, and porcussion in porfoing physical oxamnation 
on sick and yell infants and children. 
Ih. student will be taught to uao medical diagnostic equient such as 
otoscopo, opthalmoscope, percussion bammer, ate, in doing physical 
asessments on children. 

B.hvioral objoctivos 

Students should be able tos 

1. 	 Perform a coMpleto physical ozn intiba on infant or oldor child. 

2. 	 Recognize devlations from norml 

3. 	 Skillfully utilizo medical diagnostic equinont in doing physical 
exsninations. 

4. Stato the child's physical problems as a result of the ezanination. 
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I * Osoaian at general hsalth and so triali' ustafta2. kl, v aiLhair nall
 
4* ZaQ6 Jfm, m
 

s. si.t systema. -mut m hra 
7. os9e Chua and lwraa 

10. Isart 
11. A b4ouas 
12. Genitalia 

Number of Baum twh:..... 

bfto4 of Z ,aching 
I. deinmstmation
 
2o watm demouimtata
 
3. leotaz
 
4*dicussion
 
5o ue of Bia 's filma,
6. li.e and cassettes 
7. recordsaval stonta 

Vitten test 
Observtion in alinic 

azb3.ot S. pediatric Data &w. 

Wa courso will wo euphaiuse the importanow of obtainlng an accurate
history and physical aniAnstda' and con ioly and Zoording the information cleorlyo purpose of statistical tabulatdon , reii@Xtng
Problem orientod records, zeports statistics, 

ate. 

is Basic sil.a i prodeas of coetn historical. datm ftvm 

hii ories and physical e0aLnatius.. 

2. An uderstaading of problem. oriented zeord syutem 

5. Ow ability to reoozd a histozy and phyical eintion uisae 
pboblem oriented record. systen. 

4. Buic skill. Iu pe.ozmin zoutie 2ebaretazy prowdure. • 

-ontu nt ofCourso 

. Pzoblem orientated. record 

iM Use of data bae interview form for bitory and physical 
39 Proceduro for doing urinalysis, malaria mae m,

hemoglobine, stool spcim su. 
loat 
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3kbod. of toacaing
 
lo* --- Bstu
vadjing a4 
2. 	 Lectums 
3. 	 discussion 
4. 	 film 
5. 	dmonmtrtion 
6. 	 practice with nieeoope and ato 2&. eqni t. 

Nvaluation
 
I. 	 Writton test 
2. 	Observation in practio l,setting. 

Subjet 6. Rinn Grovth and Devlopmnt 

Mds COW" is a 'iew of 9"vwh and dowloneut fran birt throu_,
adole nc and will *ephai. various physical and Pmyologioal needs 
of chiLUwn at different stagoi of devalogn t. It wil also focus u* 
oducatior. and anticipator7 uid4ans neded at V&a1A4W 4taW46 of kX U"" 
and 	developnt. 

Behavioral obJect ys 

Students should be able to 
1o lecogsize deviations from norml in iovrth and delopment fAn 

birth tbroqA adoleacn. 

2. 	 To recogie the ajor developnnts.. 
Tasks are being achieved throughout life and kowv that the foundat o 
for successful aconplisbent are laid in ciL.hood 

3. 	 KnOw the child's needs, physically, socially, poychologically, for 
various stages ot devalopmnt. 

4o 	To at"e Anticipatcrt guidance at each stage of growth and isV.lopr'" 

Content
 

A. 	 Physical Growth - BLrth r-ough adolosoenco 

L. 	 Psycho-social dovelopunt 
1. Stages of development
 
2o Coacept of individuality
 
3. 	 Developmental abnormlities. 

C. Special neede of child from infancy th-ough various stages of 
doTelopmnt
 

D. 	Education and guidanco of various stages of growth and deolopmnt. 

Nlber of hourd taught ......
 
Y thod of Teaching
 

1. 	Lecture
 
l. 	discussions
 
5. 	 slides 
4. file
 
5o. growth charts,
 

Dwaluotion
 
1. Tests (written) 
2. Participation in class 



SubJect 7, PogitivHeath mais nan 

OuMM Derpton 

bpas" 'a Pla*u upon mag.mst Of UOn. child hbath mpuswvslonINulIing mtition, 'awmzisatinam, coident pmventimgmatal. ' mwwati". health. amd hoalth eduation of t my, reWOtin and 
auseming teat.. It inlideA m-apust ofhoo,, ca ltt pbraical, pphlgcll, and behavioml astsms coo n in child 

hhiaril ohStives 

8tadsut will be able tot
1% ]WIM matQtoUaI needs of IMANt and childma duft:a dift"m.
Stood of grofth awd deelomazt "a1XIS. am~ uick ahilA. 
2. State t balo prri ipla of imiol3 typs of 1pama 

3. Stats apsdifIC iinmimm'taa ueed in OIabia. 
4o bneet.ts,tha.LqafathOdS and, a..ialsndn, ..."IUsed In Gambia,
 

IUsa a MLczo= po AM hemglobin anda hemtocz.t equIPMc 
 for.
Pewft~dg urin~lysav. bomaglahia, bemmeita, aain nd 

IS. POO*"= ,Iaikv be).ang* and dental som ie t pcdu. 

7. 720vida anticipatory guidqnca to pargats, in 'fsa t:a. child %waring eoect: 
b. oUMOMmuta1eStiMUlg.ion 
@. bohavior modification 
d earlY dlsordar dotoction 
S. foz education. 

8. Nake a Practical application of hea th education principlse
sachimg care to 

a. INdiidual. 
b. faniUlos 
0. groups. 

lacber of hours vaught*........
 

MOthod of toaching
1. leacures 
2. deconstration 
N. diacusion 
4. return domonstration 
5. filIM 

Evaluation: 
Observation in clinic
 
wittsn test.
 

http:bneet.ts
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Childhood health problems, Diagnoai , anagemet.Subject 8. 

D.scriition of Sourso 

Me focus of this course is on diaenosia, managmnts educatio 

meamues, and prevention of comon illnesses in children., usiqX 

availablo health resouces in iaintain' and proftin oPtMa 

rntal and physical grovth. 

Bebadoral Obloctivom
 

Students axe propared to: 
diagnosis and nonags.ont1. 	Idontify problems, oatsbliah prio ities in 

and cake a plan for supervision, care, treatmnt and reformu 

2. 	 TMentify wuys in which age and different stags of dovelopmat 

alter the sip sad symptom of disease and it mmaamat. 

Use 	specific diagnostic oquipent and therapeutic modalities in . 
care of child, and kow the limitations and benwfits of each. 

49 	Stat. tho relationship of oidnmialogica.l. factor. and Aiseas in 

,childhood.
 

5. 	 Discuss priniploas and inthods of anticipatory guidnc, he lth 
toaching and counoolinG for apoecifi health 7roblam. 

6. 	Identify comunity resources noaded to probide health azA health 

relatod sorvices to individuals and fanilios. 

bohavior and prinziplos of medicalTq 	 Integrato knoulodge of ha 
msnag ent in halpina individuals and fa,9lios cope with health 

problems. 

Content of Course 
1. Genoral principles of asesmsent and managemnt of 

A. 	 Well child 
i. activity
 

2. diet
 
3. play
 
4. discipline 

B. 	 Sick child 
1. activity

2. diet 

3, fluids and medication
 
4. 	 ignificanoe of favor 
5. 	 anagarnt of favor 
6. siesure di_ orders - febrile and othezs. 

C, 	 hild with Chronic isoaso 

Do 	Randioapped child.&/W 

2. 	Common childhood infectihn, management, provchtion, health 

education measuros 

A. 	 Viral syndrono
 
1.. Rubobla
 
2. 	Rubolla
 
3. 	 mumps 
4. 	Rosoola 
5. Varicolla 
61 Polio 
7. 	Othors. Common in Africa 
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so Bteral is.me-

I. staphLOMIo
2. Psitugs 
3. atuptococoal 

ft. Diaeso 
V. coNJmatiyitin, sinplo 

I& Acuto rizal or alcroblal ooa3'mctyLvi
4o Tracoma
 
5a ToD.
 
6. Othrs 

Iw 3bz.±an body
2. Pooma abzsiow
3. Others 

D.aw to Parastes
 
lo Ocbowziamaa
 
2. !z73mobo~ing g
3. ?ozopU=Daja 

D.. -O'bars 

2, Cataract 
3. Strabiamma 
4. Adit7' paoblomg 

8.m4. I~rDiaaa 

A. Otitim, *rzum 

Be Pazforation tyanmadc mcbrin 

Ce Otitis media
 
1,IAcuto
 
2. Cbzouic 

a* Natoi4±tia. 

to Ipita:zia 
36 lbraign body 

.a PolYp. 

D, A21anic Rhinitia 
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8.6. Mouth and Throat 

A. 	 Oml lesions
 
I1. Thrisb
 
2. Rerpes gingivaotocatte 
3. Stoatitiz. 

B. COuo-si, dental 

0. OW dimassi 

Do Pharyngitis Tonsilita. 

S. CMot lip 	and Palate 

P. Othors ormon in the Ganbiao 

8.7. Genital 	Urinary Tract diseases. 

Al Conditions affecting bl-dder An uzmtbza 
a.1. Cystitis
a.2. Urothritis 
a.&3. Voeral Disease
 

-'~a.4. Thinoaos
 

Jjj Ufdbsofand Testicles 

C. Eydroolo 

3. alleae affectin kiddny
d. 1. ,phrti. / mpbroses

d,2. Acuto lorzlcaaphrit.ta
 

S. Other problems
e.1. 	 Enuzosi 
e.2. 	 Urinary votntion 

.. Probloma of podiatric aneoo.law 
f.1. Labial adhesions 
f.2. Clitoral Hypertrophy 
f@3. Cfrcunciaion 
f.4. Brmast enlarge-nt 
f.5. Vaginitia
f.6. Podiatric palvic ozan 
f.7. Poroign 	bodies. 

8.8. 	 Cardio vascular dLaoaas 
. Rhtamtic heart disoaso 

3. Congonital Health diseae 
C. Arrhythrmias and l.:-uzou. 
3. Valvalar Diseases 
S. Others Cormon in tho Gambia 

8.9. Castro intestinal Diseases. 
A. Lcuto Diarrhoal diseases 
B, Nalabsorption Syndronme
 
C, Pyloric sto5oso3
 
D. Colic 
K. Abdominrtl 	 .assce, hornm-. etc. 
P. Cons tipation 
0. Ga3stroontoritis 
H. Sorol obstruction 
I. Disoaso of liver, zpleon, etc. 
3. Earncius 1. Appondiciti,

2. Dohydration duo to diarrhoa and vomittizi 
" Othorn cozon in the Gambia. 

http:lorzlcaaphrit.ta


8.10. 

8.11. 

8.12. 

S,13, 

8.14. 
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PizMto7 Ymot Disna... 
A. roup
3. 	 1Pmmoia-brancho, lobar, viral,
C. 	 Upper Respizat=7 Antouon 

uthi ].

1P. uzronb±otti
 

. hom 
3). 	 Asthma.Q, 	 loraia bodies.
 

L
!Ubzcialodos 

1. 	 broncies 
SarI. AOt11. A=inAaphylaz i b 

2. 	 Omumthora 
I. 	 o sfrator failure 

o. others acn in tha Gambia* 

"l addiseas.e 
A. 	bAmina
 

19 Iron deficiency
 
2. 	 Sickl, cell 
3. Othrs 

3. 	 He8 agic disorders 

a. 	Other. 

C== Pversitic diaseaus 
A. 	 Into. .ih pacaites
 

. 1. Hookwro
 
2. 	 AmLa 'i . 
3. 	 Whip wem 

C. 	 Sciataosiiasis 

"D. 	Fol laso 

Otel4. ots i esB. Others comon In the Gambia 
4.8Lu0t. r'uz 

zdocrlmn Disordora 
~A.Diabetes in. childhood
 
3.Thmrid. diseasa
 

0. Neonatal bypocalcooia
 
D, Noonatel Rypo,~lycecda

N. 	 Pituitary Dwarfi= 
1. 	 others coou in the Gcnbia 

Nouco-auacular 	disoaa
 
A,, Sizuro diaordero
 
B.Iydzocophalis
C. 	 Spinal bitida 
'D,Down's syzzdzonu
3. 	 Cerebral Palany 
P. 	Mningitis
Go 	 others common in Vta Gambia. 
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8.15. 

86*16. 

1. 17. 

8.18. 

8.19. 

Number 

Yethod 
1.* 
2. 
3. 
4. 

nuao
us S~maatal Disorders. 

A. 	 Congenital deforedtias 
B. 	Tzaum
 

Skn Diseases 
A. 	Leprosy
 
B. 	Scabies
 
C. 	 Pediculo±as
 
). Warta
 

B. 	 Impetego 
1. :.ataph
 
a* Strap.

14 	 Eingvor scalp, akin, nails, f 
1. 	KbniliA 
J. 	 Eruptions 
K. 	 Prurits ' 
L. 	 Ilollusoum contagioan= 
N. 	 Pemphicua
I. 	 Allergic dsrmatitis 
0. 	 Nctbym 
P. Purunclon
 
q6 Anthrax
 
L* Onchocorciasia
 
S. 	 Filarial scabion 
T. 	Eczema 
U. 	 lainor lIouesous 
V. 	 Erythrod.,mit
V. 	 Treponomiasia 
X.L Iaisbmniasi3 
Y. 	Larbich 
Z. 	 Chigger
 

Others common in the Gambia.
 

Trauma, accidents, suraical euerencieu 
A. 	 Minor lacerations 
B. 	ilinor burns 
C. 	 Stingo, bitos 
D. 	 Foreign*bod4oa 
1. 	Soft tiau infections 

Medical enoreencios 
A. 	 InGeationa 
3. Cardiac arreat 
C. 	 Shock 

Nalnu rition and rnilurc to thrive 
A. 	Causes of malnutrition 
B. 	 Protein caloric, calnutrition 

1. 	 kvazhioilcor 
2. maroanus
 

CVitami±n deficiencies.
 

of 7.our3 taught 

of toaching 
octur~s 5.Demonstration 

Slides 6.Discumsions 
flovicis 7e Class presentation
Caoetto tapes Be beading Assignmnts. 

Evaluation: 1. *Written test 
2. 	 Obvarvation in clinic. 
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lubeotS. ociel -pediatrics.and Faily.Dmaoice 
ThuoSUs focuses upon the 4dranmia of famil fumtio In00 Gambia with e ;Lbaia upon cultural, boolstal, and ,ndwvidl. bel'.w,ad attitudes aw they affeot health problm.s , 

Behavioml Obioetivoi 

Student will be ableIs Dfine various typ. 
to: 
of fmil"as In Gambia


2a Stato factors affecting health of fnaly.
3s bhea 
a hono and family haalth aaaeamaet and, Sdetigr ftatoiu..affacting hIA' a health.
 
Conttof Course
 

Is. 7hm1iy as a unit of society
2. Fnily struoture in Gaztbia3. Rlationship of child to family, cultura and o0anm ty.
4. Factor. affecting health of family

5, 
 Family health and hone assemaunt.
 

Noun twught
 

b1thod, of teaching: Is* Leotuas 
2. Discussion
3. Readin amalgmnt 

Subje t 10. roommit 11oalth R-sources 
Ede courso aims to give the student ino-aed knovldge Inomunity patterns and resouroe arsilAbl. for total and to helpher ooord4ito 	 anrewith othor health or aiond health personml in pro­viding ooprehansi cars for the fondly. 

Behavloral Obbectitos 

Utudant should ablebe tot1. relato individual and farily health problans to the coiumity byidentifyine etzrgoncy health problens and by.wofting with locla.usian and organizatios coned with health. 

S1Ln Lty functionin, and reource 
2. Comrniity Diagnosis 
Nlo. of bourn taught..... ..... 

Method of teachinC: 1% tetum 
2. 	 Discussion 
. Written and reading asignents 

]b %luation: Use of Cowunaity resouroos in practice. 
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L'-.qicProw iorkA,: ondlz A. Introduotion " 
Narrativo wmary Objectively Verifiable indicatione 'eana of vdrifidation Iupcrtant Assunptiona 

v n Of 1, 4v reductiop of Infant/child familyThe "o.lth o 	 Ue avalab&e govor nt date 1. Gnabian govornoent Is willin to 
• 	

norbidLty anal nortality. project establiehed health and provide tine, nonay and effort ,data oytem, 	 for 1CR. 
2. 	 Increased fanily knowledge oon- . linprovod pediatric nervicos will

cerning care of nick child. lead to reduced infant/child 
fanily Dorbleity and nortality 
and increaned health education of
 
f.r-ily.

J. 	 Podiatric .ervices continue endbe an Inport.nt part of ):CI"
Purposes 1. 
 A ninimm of 8-10 selected 1. Podiatric practitioner ill I.1. Qualifiod tr.i as available
Objective personnel prepared as pediatric bo able t3 work intordopond- 2. Tine off end rulcon~nteJ2or
1. 	 General. prepare the practitionors. ntly at health centers to staff in training.participant to give provide prinary child health 3. Ponts will be chceon at 1CH aitouprinary carn and health cars* 
 and nurse role rill ex|end tosupervision to lnfaate and perrnit full use of practitionerchildren* skills. 
4. 	 This will privide a motivation to 

upgrade all health centers 
crvicoes. 

5. 	 On going ineorvico eduoation in 
pediatrics fer all rkasbors of 
the hoalth tea will rsult.2. 	 Behavioral 

1. 	 Aooses health etatua i. Increased numbers of charts with 1. Clinic health facility recortby health history a d 	 1. Ilateriale nocessary for keepingcompleto history and physical exan a. 	 attendants recordsphyheal xastryation 	 rocord3 available.
b. 	 follow-up 2. Stiff feels need to keep accurate,_____________________ a. 	 evaluation. records.2. 	 Evalvte fanily 2. Increaeed numbor of how visits 2 Staff tiroert' transportation will

health and hone condition 
 be available.
 
uhich affect total care of 
child. 	 __________________ 

3. 	 Manage minor Illnesses and 3. Increased and inproved cars of

t'ru ninor illnesses and traumr 3. 
 hodical supplies and equilment 

Vill bo availblo. 

6666 

http:Inport.nt
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bJoctivea Objectivoly arifiablo Indications Reas of Vorification Inportant Aoanw.ption3 
4. Adlsos norml growth Inoreased use of 6rcwth char and 4. &. Grouthand devolomnt and dewlomental tools. records 4. a. C'oth records willrecognize deviation ". Follow-up b. parontu will resorvo be av.ilablOjn d e t records and 

. Evaluation eprnGwl eo eod n
have then available at each visit.
C. Pearents Villkepo a-oitntents 
5. Identify health plo . lblwnc and develop plan 5.Pa tlra~otwl e5for treatunt or recorded Mursing care and -- Staff uil3 etandadhealth suporvision p -ko nurn bAervieo.plno itvtdt acare for..roforral for sick 
 a. on child'srecord plan on clinic re-
children. each child
b. increased uso of referral cord.
centers following idontifica-
 Fllowup

tion of riks. Evaluation.6. Develop tOcbniquoafor 6. Increased number of people recoivingtoaching and counrt health education in groups and 6. Follow-up
tttic ochin 
aids and other facilitie andsling and give
relevant health Individually.
reahalt Stalistoc oquipmnt will be availablo.Evaluation 
 staff w4.l be notivatodeducation 'ith to do healtheach patient and in Groups7. Doolop coprobehnajys 7. Each child will have plan of care 
 7. a. Attondance records Parents will brine child for scheduled a'plan for continuing 
 for health supervision and willhealth "Gupervislon for 8con at regulerly scheduled for 

be b. Fbollowup visits 
c.

educationand aso.n t. ­.
 Perforn basic laboratory 8. Malaria, aears, urinalysia, NCT 8.servicoes (HCT. 1gb Records and reports. FacilitJes and equipcont"Gb will be performed when necessary for basic lab.Urinalysis, sears to nko scrvices willa diagnosis and plan treat- be providod. Tra'-:prt will --- .-----. ent. be otRYH be rovided for samples be be sent to 
9. Assess and use comumnity lab.9. Increased coordinatipu with otherreourco. conunity 

99 Periodic conforences 'All comw-.ity leadersresources or health are concerned rU1hwith coniunity lead- iprovemontrled'anencios. of KCH Sorvicos and will10. SUiCit prtiment ers,etc..licitortinnt 10. W; Increassed uso of atonardoorere.aicrealied u et. coPrntOet r4iats. d 10. Accurate nonthly Standzrdisodi~tion a d orscrsn records will be a-vailabe ­•tandardisod records b. oefficient reports to nodical basls.orD statistical on matinnal
and reports in the care and h.alth dept.,. willoc*ft
rporting to ndical and be notiatod to send ronthly

faily Statisticb t icalad* Rtheandchild L health dept,,healthdoartrient, tOtati~ti~e bua tooa 



Iarrative Sunnary 

A. 	 3 uonth traininG pro-
"granfor a. elected 
nurse nidtdvos to 
develop adqquate ped-
iatric practitioner 

skills. 


B. Training will be given 
to selected nurse aid-
wives at RYE and NCR 
clinics. 

C. 	 Pdiatric curriculu 
willbe evlop d 
ttini 


1. 0 neaml orientation 

a. Assea nt. 

2. a. Preventive 

a. imnunizations 

BCC 
Polio 

DP? 

oasla. 


Other@* 


Objectively verifiable indications 


A.I. A oyotor of physical oxonintion 

and evaluation will be established 
2. Minitml physical and diagnostic 


skills will be developed. 

3. A standardized pharnacopoia and 

treatnont schedule will be developed 

B. 	 8-10 midwives will be trained in 
pediatric nurse practitioner skills, 

C. Avert learning to: 
a. itory and pysical exaiution
b. Isescasent of gorwth and develop-

ent... .. 

c. 	 Assenent of eotionah and 


onvircnontal factors.
 
d. Use of diagnostic tools,
 

stethoscope, Otoscopo, lab.
 

C. 2. 

a. Immunization schedule will be 


dvolopod and taught. 

b. 	 Ixmnization techniques will 


be taught. 

a. 	all nenbers of health center teas 

will have complete Jsimisation 
histories, 

Means of verifications 
ol,Clinic/'o~lth-cont6rn 

raordo. 
2. ,valuatien 
3. 	so of standardized 

nodical directives. 
,__
 

B. 1. Followup and clinical 
oup .vision on podia-
tric w-r d, o.p.c. and 
XCH contor.
 

2& 	Use of clinic and
 
And developoent
 
records for review
 
of 	problorPn, plan

of 	 care etc. 

C. Patients clinic charts 

2. Growth and dovelop-

ent charts.
 

rvaluntion 
4. Lab reports.
 

C.I. Imuunizatione 
a. records up to date 

b. decline in conriuni-

cable diseases rates 
for which vaccines 

are rvailablo. 


a. personal health 

records with up to 


date inMMuiAtlons. 


Iuportant asauriptio,13
 
. a. rowth records will be available 

b. 	 parents will )%rosorve rccord3 and 
have ther: =vailablo at each viit 

c. parents will keep apiointments 

Pursing aduinistration will basigned
trainad 	podiatric practitioner to areas
 
whore practitioner skills are needed. 

Fh-oilities and visual aids and other 
oquipment will be availablo for toaching. 

C.2 	a. Vaccinos -iill be available at all
 
NCR centers.
 

b. 	 n systemP for trnsport, delivery 
and n-intonnce of vaccines vill, 
be 	established.
 

c. 	 Records of imunization will be 
kept on each patient's chart. 

d. syston of -outino in..:unization 

schedule will be followed, 
e. supplies vill be naintained at a 

constant level by maintaininG 
inventory at regular Intervals 

f. Proper oquipont will be avail­
able. 



Namrrtive uary Objotivoly vrifiable 	indications Moans of verification Important apsunptioni. 

a. qualified personnol 	wil anoiut 
othar -,arsonolin use 	of proper 

* tochniquo. 
h. Honthly statistics will be sent to
 

" noodical and hoalth office in
6.___anjul 
for tabulation 

b. oalth Bducatloq Comral Statistics Staff will have tire, equipent and1. Gneal Noalth education, onvironriontal and nutri- Obsorvation of olassom 2otivation to conduct classo.2. Nutrition 	 tion education Will be dono In 5roups and3. 	 saviromant Indibldually.
 
Denonstrations in food preparation will 
be
 
incroeased.
 

Invironmntal qanttation will be dociono- Obsorvation of onvironmental 3. 
trate4 at the centers. sanitation at center. 4. Accurate diagnosis will be mde.b. Rocords of diseasos, treatment0.3. Curative and C.3. ansent of minor iilneo~es, truim C. , deaths wll be kept.nana~cant 	 end rocognition of refbrml situations a. Hoalth centers and hos- c. Adoquate treatwont will bo &Ivan

pital-rocords indica- d. Health Education will be incronsod. 
ting inprovoment of com m,-ty health.9.4. 3Ioial 	 4.. Fanily 4. Evaluation of 4. Fanhly and social histories willa. Individual Horn and ooamity health asmsomnt Hbalth records, be recorded on health records.

b. Fanily 	 will be dom and rordod oan boaltho. @Cmmtay 	 roord. Foliow up. 
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Bach student wil stpdy one aolectod family for the length of theOurse. timiningTba fanily will be selected for study during the first two weeks of
io-"G-mn and the studont 
will visit the fanily at loast onoe 
tho 

awry 2 weeks. A "PrOgrss record will be kept on tho fanily. & hom assesnsentaa s nt will be and fanily hoalthmds at the initial visit. Te study will focus onof the infant or child but the neadswill be conducted within the frmoworzk of the failry,and family noeds will also be considered. Through this study tha studentable to experience will "oa continuina relationship with the fanily, be toable assesehone, and i 'ediate omunity, identify cocaity resourcos which 
the 

might be urilizoiin the care of the child and family.
 

Students 
will moat for scheduled conferenoes with their teachers to discuce
the family. 

Behavoral obioctivos
 
Student will be ablo 
 toi
 

Identify environmental and ham factors affecting the health of tho child. 
2. Identify cultural factors in the family and community which affect fWAl y

attitudes about health.
 

3. Provide positive hoalth teaching to families. 

4.. Identify strengths and wmakno-oes in the family which affectability to function and profit by family health tchion 
the faniLy's 

and supervision. 

.!linical Experie noe 

This part of the courso is devoted to the practical application andfurtLr 4ovelopnt of ski lai and knowledge in direct patient care. The studentill have erporienco in examining well childro 
and sick childron. The studont
will gradually assucc incroasing reeponaibilitios as she workssuperri3ion in the clinical area. 
under ,'dical

dditional teaching is )zovided or arran-ed by
:aculty if neodod. 

?Patient Log 

Bach student trill keop a daily log of pitients she sees. Thia will includo*.:- of pationto, age, sex, and'icussed clinic number and diagnosis.weekly with instructor to determino Us log will Loif student is cettinpg a variaty .. 
"e. Studonts will proriodically seolct a case from this log for present-ci: ­
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1s Orientation 

2. Dble i-ozauntla=ti 

*3- h'lnIPISS Of Z~tOMIG.Oidg and ounsaeling­

4. ILatox7 Taking 

5. P2 4nc ]plo of physical em Lation 

6 Pediatric data bw, r,.oblon oriantod zeoz6d 

7. .amGrovth and Devolopmnt 

6. posItlv Health wntenmse
 

9w Childhood alth probloma
 

10. Social Pediatrics, F ily DyamIl 8. 

11 ie Omity saaa..u1t, Ne.uuroa, e. 

]lzpactica. 
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XWEMif IaTERIALS N,-,-D 

1. -CUz~nt-Paditrics and T,.entnt 
Lo Alton, California,
 
Lang Publishin Co.
 

2. 1*d±.atrio Prioritic3 in cvlorim.: orld 
David Morl;.y
Buttorvorth and Co. London
 

88 Kincstsy "C2B 6AB
 

3. Guido to Physical 2:".nnz-tion by Dtao 
J.B. Lipp ncott
PhiL. Na. (wo almltdy ordazod 8 but thoy hav not an-tuid) 

4o Pdiatric Ph sical Diamnois for yurm-
Alexandar/Dt-o m. 

IHoGav Hill Book Col

1.1., L.I. 

5. Pr6blo oriantad yrectice 
Jobn33orn
 
Bhol CroCs
 
Xodam Hospital Press
 

oOzMv Hias PublishiA Co.
 
Chicafg Ill.
 

6. AIe Pediatrics-for Primary Hoalth Care Provido 9Catherino, ezklia
 
Littia Bro.m %.Co.,
 
Boston, Maas.
 

7. Honith of thocoij-jut 	 -6 
S. 	 Prasor Brc*ci- ton
 

JA. Churoill, Ltd.,

104, glouceotor Place,
 
London, V. 1.
 

8. Hamdbook of PIdiatzics 
8


Henz Silvar, B.Dryn,

'LounC 14dical Publicctionu
 
Los Altos, Calif.
 

9o Tropical disoason for Fur=o3
 
(don't kow rautor or publicher) 
 - 9 

10. First U 
Anrican Red Crosa -9 

i1. Control of Comrn-micalo Dsc-:a inpMn - 9A.P.14A. PwhlicA tion " 

12. Childron in tho Tropics 
By Jollifo 
Butterworth cand Co. 

13. ZWi-r!ogyof ;cdicsl Practiz.
 
By Gui)', ii.-,, 
 N.D. and Bni.r. 9arvjl


Red. Con. Prose
 

14. Child Nutrition in in Dovlo ia Cuw4ries 
Offico of "hr 
on Hunner
 

USLD - US. Dept. stato
 
Washington, D.C. 
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-2 
is:.O Vs vast a basi book *a C.-vvt ad DMSy. a~ (plea.. advise) 
1e Quik 26favc to pediatric Bmewjn.Aou
 

Author?
 
Publisher) 

LD 

1. Pled1twIC PhYsical c4,i,,tion
 
J.. LLppincott Co. ­

P.O.Boc 777 6o
 
PhiLd, PS., 15175
 

1wuld li o 
 to get the ser.e of Dante flln m PbyuOa 3nitj doa on loanauch an 
3m of heart 
am of chest 

Uewaoogical Nam 
3n of bead, nock, 1.3.T.
 

m of abdomn
 
An of Badc and McztoLtis
 
3n of lyia. 

0. CausettO tapes m.ded., 

Cametto Tapes on 1oart mounds with ezt bool: 

CmAttO top.a on lung sound with toatbook 

D. Oter rtezrila hAodedRaprints fr an AoJcan Jou-oal of Nau.agt IdcuoatLs 30wuiom, 10 Coiubus,
Ciale, N.Y. 

*OProgmwd Instruction
 
Patient anaosuont:
 
fm of r r. AM Narch 1975
 
Z=n of goad and neck Mry, .1975
kn of A bdoin Soptoobo-, 1974 
Ta-- g a pationts history ob-uaz, 1974 

,*TWom rer ou-iars, but I don$ In' v .",wosc and Mitionn frcs which theyMcM.r~pl . .orooz1 
ih:ole'tel, 

5 M. not of diacctic equl nt for aoch studont. 
slhgoomanomtor 'ith child'a ' id adult cufia.

3 otoacope
 
!uranaC fork
 
Tape coasuzr
 
Nkotal and oral thozvo;;.tor i' th holder
Otoneopo, optlaloacop , spacula of difforent also@.
Percussion ha r 
''ov' blado
%Acttota. rocorder a3. r.-soto witt oztmu. battorite. 
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Por the pat 7 years University of California, Santa Crus haM orked with

the Gemb n Gowemnt in promoting the health of mothers and children throuCh

nserrioo traininG program, 
 on the job training of auxiliary staff, participant

tw4ninG cbroad, and more recently through the training of C- i4ty Health Nurses* 

Te fsabian government is expendivg and upgriig the snteral&and chlid

health centers located 4n various regions of the country. Nursing Sisters and

Nunse Midwives are trn.£i&)red from the hospital setting and assigned to MCE
 
coa ere for a tour of one to two years. They are expected to give primary care

and 	continaing supervision to mothers and chifldon at the NCR oenters with mininal
and 	infrequent- physical supervision or teaching. 

heir educational preparation has been a hospital based 3 year nursing 
program, with additional preparation in midwifery and pediatrics. Some have had

special experiences in tropital nursing. However, the educational prepation

has not included medical and dianodtic skills which are needed in order for the
 
nurses to function in the extended role in the health center, often without medicalsupervision. In the Gambia approximately " of the children die before the ace
of 5 years and the critical aaes an 0 to 2 of ae, The morbidity rate Is also
 
high. Health education proarams are relatively few and reach only a very small
 
prportion of the population.
 

The 	 proposed project is to prepare the nurse midwives aseied to the identified 
XME project centers to work in an expanded role in primary pediatric care. Emphas
vi.U be placed on the identification, management including treatment and education,

and evaluation of pediatric problems using available health resources 
 for promotine

family and child health.
 

It 	 is believed that both quality and quantity of work will be improved

through the use of the specially prepared pediatric nurse practitioner at the !O
 
canters.
 

Goeneral Objectives 

To prepare the participants to work interdependently collaboratively with

other health workers to give primary care, physical asuemamant to oildr~d under
 
five years of age.
 

Behavioral Objectives 

Provide a four-week in-eervice proaram for nurse midwites so they can: 

1. 	 anes health status of the child by taking a health and developmental history

and performing a complete physical examination, using techniques of observation,

inspection auaculation, palpation and percunsion and by using instruments.
 
such as stetoscopo, otoacope, etc.
 

2. anage minor trauma and con, childhood disease. 

3. 	 Assess normal crowth and dcvelopmnt and to recognize deviations from the normal 

4. 	 Identify health problems of the child and to develop a plan of action to
either treat the child in tho health center or make referral t the appropriate 
resource. 

5. 	 Provide counselin and W relevant health instructions, to familie in 
reeorence to the care of the child at home. 

6. 	 Elicit pertinont information and utilize standardized records and reports in 
oaze"of the child. 
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7 Cn 1dant fr and uses oommnity reources availab2l for the, car oft old1, and 

Dsecition of -ourse 

Mecurriculu i built am existing min kmle.dg and Ok.UU,, expandsusing by teachind participants to ue diamoet e uasW.. It Is a 4.wok ourne
uloe Includes dUAactic and clinical teaching and diaseeim n case pdWaston. 

be 4 wok will consist of clageroos sessons and 9arti a on-th job 

"D Ophae4e of this course will be m phsical assesment of children undro 
5 Years of age. 

On course ill be flazible. 10iuidual neode of each partiuipant winl betaken Iuo.oc sideration. 

Mw Instructions wil be given at Base lsalth Center, Bman ospital,
MW aonko Health Center and Bauhnl, lov Street Clmi.o and outeach c lcs of

these four 'failities.
 

Psaent Load and T"tes of Patients 

SO initial case load mast be l1ght enoughito allow the practitioer tim todevelop hr skills and efficiency and mast be large enaugh to allow hr to lea=n
to set priorities. She will progress froa the simple 
 ases to mr onpl za.e. if

possible and ezamIn both.wll and sickpatieatso.
 

Cealifications of Part-icipants 

State realsterd and State certified ld wives (mane) employ" by the govem­
mat of the Saubia at the four designated training gite. 
Lonath of course - i month (4 cycles) 

limbner of Particivants Per ovals - macimu, 4 

Iducetional facilitios 

?reniG space at each of the,4 falilitios. 

,.d~
 

to Traubub tiftpent and supplies. 

2 2 ediatric training conem tantx 

U. Lodin at Bees., Memos lonko, Banjul. 

4. Cook*. Salary 

TGammbianGovoanment 
?zaineon ti e, salariae 
Bacicp-tim , salary/pardiom 
Vehicle petrol
Driver-time, Salary/per diem 
Bannang Caravan 
Talinin SPaco
DiaMnotic oquilment for cantor. 
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920ant of Courno 
ie Orientation 

2. Role of pediatric nure. practitionr in primary care, re-orienvation @tc39 Principles of interviewing and counsoling and teachivg
4.Hitozrtin 

50 P iplos of physical examination of infant and the child
 
1,* seratin of gneral hoalth and nutriticnal status
 
2. Mdn, hair 
3e Lymphatic systom

4. Head, face, neck 
5. Ryes 
6. Bars 
7e Nose 
a. mouth­
9. Chest Lungs

10. Heart ' 

11. Abdomen
 
12. Genitalia
 
13., Skeletal system, spine and extrmities
 
14. Neurological e-4-ations 

6. Pediatric data base problem oriented and recorda. 

7. Growth and development 0 through 5 year%. 

C.ildhood Health Problems
 

A. General principles, aoseasmont and managment and approach to the 
1. Well child
 
2,, icutoly ill child
 
3. Child with chronic illness
 
4.. Child vith hadicaps.
 
5. Premature child - twins etc.
 

B. Con childhood infections, management, preventlon and boalth education 
1. Viral 
2. Bacterial
 

C. Eye diseases 

D. ENT 

3. 	Genital - urinary tract diceases including prevention, treatment aid 
health education. 

F, Cardio vascular 

. Gastrointestinal 

H. Baspiratory tract diseases
 

I. Blood diseases
 

J. Common parasitic diseases
 

K. Mtabolic diseaaes 

Muscular skelotal disease
 

Trauma, accidents, surgical emergoncion
 

Poditric medical emsrLonciee 

Malnutrition and failure to thrive 

SSkin, Hair, Nail diseases. 
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yvaluntion 

P20-post Aaeawaut 

S4 

O1±Idgai BIrrnoc. 
a. Ob,,eation jf cl..Ol woz by oUnIca1 
be lariew of clinic recozds 

.O c-.isor evaluation 

Me practitioner should be revaluated at th 

mtntztm 

eri of I nth. teououg tzuinag. 
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7. 

FINAL REPORT OF CYCLE I, TIHE CGA.BIA
 

HEALTH PROGR1i PLANNING AND TRAINER DEVELOPMENT
 

"ids rcport has four sections: 

I. Summary
 
II. Review of training session activities and materials
 

11t. Reco mendations
 
IV. Appendices:
 

A. Goals and objectives;
 
B. Revised design;
 
C. initial response to request for training;
 
D. QXestionnaire;
 
E. Response to questionnaire;
 
F. List of participants.
 

I. Swmnar)y 

A. Sequenca of Session.
 

Based upon a request from E. M. Samba, M.D., director of Medical Services,
 

made through Dr. Paul Wilson and Ms. Pat Goodale Logan, M.S. inJuly, 1979,
 

we began planning for a training program development workshop for tnid-managers
 

from several ministries concerned with Primary [ealth Care.
 

An initial document outlining what we understood the training needs to be and 

what we could offer in a 2-week course and a preliminary needs assessment 

questionnaire were sent to Dr. Samba via Dr. Paul Wilson (Appendices C and D). 

'llhese documents formed the basis for discussion, agreement to hold the training,
 

rind gave us a written list of training needs upon our arrival inThe Gambia.
 

Dr. Wilson had training program responsibilities or a MCH/NP cycle ending 

in Benin, and a NIl/NP cycle beginning in Senegal as well as the Health Program 

P'lanning and Trainer Development session inThe Gambia. Dr. Samba was out of 

te country For most of the time prior to the session. As a result of these 

ahs.ices, Gary Leinen, who works for Project Concern, was given much of the 

,I'S,onsihi lity hy Dr. Samba-and Dr. Wilson for making sure candidates were 
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selected and informed of the workshop, He also made arrangements for 

facilities and contacted support services. 

[uring the preliminary planning in Santa Cruz, John Richey and 

Jwiies Williams developed a two-week design which was based on the 

teaching of basic planning skills, basic management principles and the 

use of training as a form of implementing program goals (see Appendix A 

for session goals and objectives). 

The few days in The Gambia before training began were spent revising 

the Agenda based upon need for schedule changes and upon the information 

which was collected from the completed needs assessment questionnaires. 

Incidentally, 1001 of the questionnaires were returned. 

Immediate difficulties noticed by the trainers included discomfort fzom 

heat and humidity, high noise level in training room because of the need 

to operate a diesel generator, three too many participants, and a missing 

box of materials which included agendas, evaluatio'material, handouts 

on objectives and other training aids which 'could be replicated. 

Training began on Sunday, October 7, with a brief reception sponsored by 

the U.S. Embassy. The evening session was long with much discussion on 

the part of participants about break times, the necessity for time away 

froin training, displeasure with residency requirements, need for stipend 

to attend training. 

Iifficulties expressed by the participants stewned from the fact that 1) several 

of them were informed that their attendance was required at the workshop just 
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a few days before the workshop began, 2) most of the participants 

had not attended a residential session before and did not understand the 

reasons and advantages of such a session, 3) several of them expected 

stipends to be paid to them while they were attending the workshop, and 

they were disappointed when they discovered that such payment was not forth­

coming, and 4) many of them expected air-conditioned facilities. 

Monday, October 8, was a little slow. Group issues were discussed and most 

were resolved by Dr. Wilson during discussions with a group-appointed 

counittee. 

Tuesday, October 9, moved into management content areas with group problems 

,ustly resolved. Food service was still under discussion, but a participant 

coinittee talked to the kitchen staff and all went well thereafter. 

WIenesday, October 10, - moving smoothly now. Richey and Williams confronted 

the group in a very mild manner last night, suggesting that individuals 

who did not find the training useful should choose to leave with no reper­

cussions or hard feelings. The trainers heard no more complaints. The food 

improved and small management teams began work today with excellent results. 

'litirsday, October 11, and Friday, October 12, - group taking over responsibility 

by now for its own behavior. Small management and training groups doing well, 

aid there are no problems concerning basic concepts. Participants have become 

tolerant of the informal discussion-based training style and workshop format 

and have become mildly enthusiastic. Richey and Williams have revised design 

taitil itwas comfortable to both participants and trainers.
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Design revisions (see Appendix B for revised design) were based primarily
 

upoJn participants' stated needs for a regular schedule that they could
so 


take care of unavoidable family concerns and work at their ministries.
 

Usually, during residential sessions, break times and evening sessions 
are
 

dependent upon work flow, enthusiasm of the group and other changeable
 

factors.
 

Saturday, October 13, Sunday, October 14, - more participants showed up for 

Saturday and Sunday afternoon sessions than expected. The mornings were 

free, as was Friday afternoon. We had an amazing work session. It has been 

the experience of the trainers that weekend sessions are poorly attended and 

work is done more slowly than during the week. This weekend was an exception 

to that experience because everyone except two participants was on time for 

all sessions and the groups worked diligently on their various tasks. 

From Sunday afternoon through the end of the training the group worked past 

the scheduled break time for every session. The planning and budget &a--ts 

as tools for planning and evaluating program work were a great success and 

obviously useful to participants. 

Monday, October 15, - began emphasizing training as a method of program 

implementation. The group was moving very quickly through material and the 

trainers were giving brisk 10-15 minute introductions to exercises, and 

small groups divided into either management teams or training teams were 

doing tasks and making presentations. 

Tuesday, October 16, Wednesday, October 17 - completed remainder of 

training section and began moving into detailed budget forms and charts. 

We now had management and training models to use as examples. We did not 

comiplete our objective of having completed plans by the end of the session, 
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hut the concepts and tools for doing so are well in place. 

Thursday, October 18 - budget presentations were excellent. Groups 

wvorked well together and the material showed several examples of innovative 

thinking and evidence of late night sessions. Evening session self­

assessments as teachers and managers went very well. The self-tests were 

popular and provoked lively discussions.
 

F:riday, October 19 - a bit confusing because Dr. Samba showed up one hour 

before the scheduled time for presentations. We simply had him give out the 

certificates and proceeded with evaluations. The final exam was a huge 

success. 

B. Evaluation of training 

'lie goals and objectives were a bit too ambitious considering the distance 

the trainers were from the offices represented at the session, the level 

of responsibility held by participants, and the length of the workshop. 

General objectives 1 & 2 were accomplished, and about 50% of 3 & 4 were 

completed One of the chief benefits of the training was the cross-ministerial 

co,,nmunication which took place during exercises and especially during 

informal sessions. By listening to the conversations, the questions being 

asked and the alliances being made, the residential requirement was justified 

and its value was confirmed for the trainers. 

Some of the teaching games and exercises seemed somewhat irrelevant in the 

context of Gambian culture, but, when asked, participants were able to 

:irticulate how each exercise could be changed to be useful in their own 
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situations. In the future, it would be useful for training designs to be
 

reviewed by Gambians in order to reduce culturally irrelevant topics and
 

exercises.
 

'lle design worked well. There were some areas which didn't seem important
 

up~on arrival in the Gambia, 
 and they were dropped or abbreviated. Other
 

areas needed some expanding, but there was too little time to do 
 this
 

properly and the original design was followed.
 

The participants who had received pediatric assessment training from 

Dr. and Mrs. Wilson came prepared to work hard. Many of the other partici­

pants expected a stipend to attend and looked forward to two weeks' vacation 
from work. General response from the participants was that they worked ye-, 

hard; it was valuable to them on their jobs; and that the traning w.rksh4 

was completely different from other workshops they had attended. 

We used a large number of handouts as background mterial, for reading 

assignments and for reference upon participants' return to work. Without 

exception, participants indicated their appreciation for this material, 

but also indicated that there was difficulty with vocabulary, and that there 

was too much material for the time allowed for reading and discussing. 

Participants were very much involved in the work done during the sessicn. 

However, no Gambian was involved in the planning or organization of the 

workshop. The trainers felt that much of the displeasure felt by participants 

during the first few days of the workshop could have been alleviated if 

(;amb)ians had been involved at every stage of the workshop planning. 
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I1. Review of staff, activities and materials 

1. Materials: There were sufficient handouts even though there were 

iivre than 20 participants. The missing materials in the lost box, by chance, 

were chiefly those hich were planned for use during the last part of the 

workshop. Mbst of them could be replicated and there was time to write 

substitutions. The chief disadvantage was that all evaluation forms and 

exaples were in the box and all the handouts on training methods were in the 

box as well. These two items could not be duplicated. 

Mcre was no practical way of checking the effectiveness of the handouts. 

'lie trainers observed that most of the people did most of the assigned reading 

ulthough the load was too heavy and not all the reading was completed. 

Generally, participants indicated they appreciated the handouts as reference 

iiiterial, but whatever good may result from their reading and subsequent use 

will remain unknown to us. Several participants did, however, complain that 

the lights were going off too early and that circumstance kept them from 

reading as much as they would have chosen to do. 

Subject material from handouts which we did use in group discussions or 

assignments, seemed appropriate and well understood by most of the participants. 

2.: Staff: The two trainers worked quite well together. This was 

the first time Richey and Williams had worked as a team. It was also the 

L'rst time this particular session was offered. They operated singly 

during many presentations, although they were comfortable allowing each other 

to participate inpresentations and calling on one another for help, examples, 

other questions, and so forth. They are quite compatible from a training 

standpoint as their styles are quite similar, although Mr. Richey isslightly 

mure formal and structured, and \11r. Willi'ums a little looser and more group 
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oriented. Occasionally, trainers' language was a bit too technical
 
and laced with jargon, 
 and once or twice they had difficulty in giving
 
clear instructions. 
 Both trainers used the vehicle of newsprint
 
effectively during sessions. 
 Although decorative posters were not made, there did 
not appear to be any disadvantage at all to not having them. 

3. Consultants: Dr. Wilson wasn't available at all times because of his trip 
to Dakar and general business in The Gambia. Because he wasn't staying at
 
the hotel, and because he would be gone during the crucial middle days of
 
the session, the trainers decided it would be best if he functioned as an 
administrator and problem solver. He was very tough in dealing with the
 
problems which arose 
early in the training and, as a result, we had none
 
later in the training. Dr. Phil Gowers, 
 assistant to Dr. Samba, gave the
 
initial Primary Health Care pitch and did a 
good job. Train:ig staff both 
assumeI that he would be a useful resource later in the training, but we simply
 
ran out 
of time and could find no appropriate slot for him. 

4. Participants: Out of the original list of 23, 22 showed up. Of those, 
one left early and another attended so infrequently that staff chose not to 
award him a certificate and suggested to him that he not show up on the last 
day. Of the remaining twenty, there were two or three for whom the workshop 
seemed useless because the workshop mterial was simply inappropriate for them 

their jobs. They had-neither training nor managementon 
responsibilities. The 

re naining participants seemed to benefit from the workshop and, as a group, 
Moved as fast as any group of equivalent size and background that either 
t rainer has worked with. The staff were of the same opinion that, if this 
group were representative of educated Gambians, they were a much underestimated, 
lot. Staff were very impressed with the amowmt of work done, the skills 
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exhibited in working in groups, the hours spent working, the presentations 

iide, and the use to which members of the group put the free time available 

,huring the residential model at the hotel. 

Gary Leinen did as good a job as could be expected in helping choose candidates. 

A conuLittee was formed from Ministry of Health staff, and recommendations 

were made to various department heads and to other ministries. They went over 

the 20-limit by 3, and the position of the participants in their own hierarchies 

was too low, with two exceptions, but that seemed to be a function of the 

supervisors .who chose them. Ideally, the trainers should be in direct conmunica­

tion with the units involved and be able to answer questions regarding selection 

criteria.
 

kimy of the participants expected a holiday and were not prepared to work. The 

two individuals who quit during the session were among that group. The 

remaining individuals quickly understood the style of this workshop and began 

working after the first few days. 

'lie group had some settling-in problems of irregular attedance, too much beer 

being consumed during session hours, and malaria. Everything seemed to work 

itself ott nicely inthe group except the malaria attacks.
 

S. Structure: Dr. Wilson was great and supportive, and all administrative 

tasks got done on time. (When Dr. Wilson was out of town, Mrs. Wilson came 

by to check in so we were never out of communication.) Oumie Gaye did a 

good job but charged a lot for the secretarial services. The MCH office 
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aipparently promised Dr. Wilson support but didn't follow through. The 

training staff felt participants should be advised to take notes and 

provide access to newsprint after sessions and only use turn-around duplication 

of "off the walls"* when we have control over the support staff and can regulate 

quality, quantity, time and be available to answer questions and edit. Even with 

the disadvantages, participants were impressed that things were, indeed, typed 

and returned, although after a review of the materials, staff doesn't believe 

the quality was worth the price. 

6. Aids: Two easels, one at Bungalow Beach, one at Wadner Beach, both functional, 

and we only used the one in session. The other was kept at training staff rooms 

and used for making newsprint sheets prior to presentations and for individual
 

sessions with participants.
 

7. Facility: Through no fault of theirs, the weather was atrocious. Itwas hot
 

and humid. The rooms were airless, the training room had fans, but because of 

the diesel generator just outside a window itwas impossible to hear across 

the circle. The generator was required because The Gambian Utility Company 

could not deliver power. We moved training to an air-corditioned dining room 

which was tolerable in terms of temperature but ridiculous because it was too 

small. Almst all group activity took place in the open air under roof section 

of the bar which was adjacent to the dining room. The whole arrangement was 

clunsy but everyone was tolerant and we had no major problems with the facilities. 

The hotel staff was flexible and accommodating and seemed to have no difficulty 

adjusting to our changing rooms, changing menus and the like. An air conditioned 

training room isa necessity to sustain the hours of work we did.
 

*N'aterials produced in training, recorded on newsprint, posted on the walls during
 
later this material is typed, duplicated and given to participants as an
session. 


alternative to individual note taki-r..
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8. Accoiui otions: Rooms comfortable enough but weather intolerable 

during the first week and parts of the second. 

9. Food & Refreshments: Food changed after Admyre Monday, a. participant 

chosen by the group to be a spokesperson for menu adjustments, took charge 

and was very firm with the cooks. Trainers thought that the implied threats
 

were unnecessary, but she appeared to have fun and the food then included 

ri101 vegetables and salads for lunch and dinner, and eggs for breakfast. The 

group also wanted rice every other day for lunch and wanted their big meal 

at iiiidday. All these changes happened right after requests were made. 

10. Dates: Two weeks is about right. The work could not be done inless than 

two weeks and participants would have difficulty leaving work for longer than 

two weeks. A solid break in the middle of the session might be better than the 

three half days we scheduled. Off season in The Gambia means the hot season, and 

itiure consideration might be taken in dealing with the weather and how it might 

affect the outcome of training or the expectations of how much material can be 

covered within the two weeks. 

I. Travel: We lost a box which was our fault. Otherwise, travel was uneventful; 

airl)lanes were off schedule by several hours on several occasions, but that 

situition isnormal for international travel, itseems. Local travel posed no 

problems. 

12. Promotion: Communications in The Gambia are such that the final invitation, 

mid certainly the participants' expectations, were not closely related to the 

oiLiinal information sent by Santa Cruz to Dr. Wilson. The explanation of the 

t ra ining style and format in the training session proposed was not specific 
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enough; our requirements were not spelled out; the needs assessment 

questionnaire was too general and non-directive. 

13. Time: We overprogrammed and lost some time at the beginning.dealing with 

group formation and group issues. We could have used a few mor evening sesslons 

to do specific applications of exercises or general work during the.day. Timing 

during the day worked out fairly well. The group liked long breaks, but many of 

those were spent discussing relevant issues, so time didn't appear to be wasted. 

eIlipace the last week was a little fast, and trainers did not do enough 

examination of what was learned and what could be applied. Trainers left several 

nice beginnings of arguments regarding cultural applicability of training and 

management methods because of time constraints. The pacing of exercises was 

faster than usual. Because of group response during this workshop trainers wrl 

he ,moreinclined to give out instructions and let the group plunge ahead rathe. 

than deal with many little steps and details as they have been accustomed to do. 

14. Methods: The process of forming management groups and training groups with an 

initial input, group work and reporting or discussion, worked well. Handouts 

were sometimes out of sequence. One or two sets of instructions were garbled. 

The evening work seemed to be tacked on somehow, and it was sometimes difficult 

to relate it to the day's activities. The final examination was the best idea 

we've had in ages. Generally speaking, the design worked well. 

15. Energy/Attention: Breaks the group took were longer than the staff 

intended. Mornings could have begun 30 minutes earlier but then sessions 

my not have gone until noon. Break time after lunch was good because it 

allowed at least a symbolic siesta period. Evening s.ssions of 2 hours were 
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about right. Staff could have provided a few more games and intensive 

.groupactivities right at the first. Staff was a little slow about 

getting down to the difficult working stage. Disruptions from alcohol consumption, 

wandering inand out by participants, were quickly dealt with by the group itself.
 

16. (:limate: Second week particularly good. To improve general climate, move 

training to temperate zone. More information should have been provided directly 

to the participants from training staff. Getting acquainted exercise should 

have been brisker and explanation of 2 weeks could have been given inmore detail, 

and expectations of trainees been more explicit. This training moved from a level 

one beginning through level two and ended up partially in level three. We 

approached it at level two and could have begun it with more force and direction. 

'Me timing of transferring control of workshop from trainers to participants 

would still have been all right.* 

Training staff feel Gambians should have been included in organizing and planning 

the training; the organization was done by Americans; the hotel was Swedish; the 

trainers were American. If we really want to do counterpart training we must 

begin from the very start and demand participation from the outset. Climate would 

have differed substantially if Gambians had helped with initial organization, 

arr-ngements and planning of the workshop. With every request for training, we 

should arrange for at least one counterpart from the initial planning day onwards. 

S.evel one signifies directed training controlled by the trainers. Particularly 
appropriate for groups with no experience in training sessions. Level two represents
shlared control where both participants and trainers assume responsibility for workshop
c0ntent and direction. Level three implies that participants are directing their own 
workshop and using the trainers as facilitators, guides and resources. 
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17. Group Observations: Group was slow getting started because participants 

didn't really understand all the ground rules. Once procedures for complaints 

such as "Where Are We" exercise began, the group vented lot, - frustrations-­

iUediately private agendas emerged. Several men really believed they had been
 

cheated and demanded actual cash for attending the workshop; everyone assumed 

that the hotel was cheating them; many people were unhappy with the food. The' 

mild confrontation worked. After training staff suggested that tho-e who did 

not find the training useful leave, all but one individual straightened out.. 

Staff should have been more directive at the very beginning and allowed group 

to form after setting initial discipline and ground rules. 

Process and content were balanced in favor of content and that was correct for 

this group--especially the second week where everyone had settled down Zo work. 

Some more process items could be sandwiched in to provide additional trainers' 

tools. 

Leaddrship emerged according to local ministerial system and social hierarchies. 

Although the culture and group were male domiated, the women of high work and 

social status held their own and, as is usual, did better than the men in 

several of the exercises. The women of lower status were "*noredor treated 

with kindness and support. The group took care of its own members and only 

had difficulty with the individuals who came and left the sessions at irregular 

intervals. 

Generally, the group used a comfortable version of consensus decision making 

wich involved lots of arguing and shouting. It was time consuming but 
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ffective and staff worked on reducing the length of arguments but not the 

intensity of the discussions because they both noticed that excellent 

questions were being asked and a lot of opinions and relevant information 

were being passed back and forth among participants. 

'llicre was a lot of competition between groups and that worked to staff's 

advantage in the sense that groups worked hard and did good presentations. 

It 	worked against staff in the sense that individuals presenting work 

deCended the product vigorously and were reluctant to make any additions 

or 	change, no matter how valid they might be. 

III. A. Recommendations regarding training session: 

I. 	 Counterparts should be chosen prior to training as a condition of the 

contract and should be involved from planning stages through final report. 

2. 	 Gambians should be involved in the organization and logistical arrange­

ments of the training session.
 

3. 	 Participants should have access to preliminary workshop material at least 

a week in advance of the session. 

4. 	 Participants should be interviewed by trainers prior to workshop, if 

possible. If not, participants should discuss training with someone 

familiar with style and content.
 

5. Participants should understand that upon their return to work they should
 

assume responsibilities for utilizing skills acquired during the workshop
 

and be supported by their supervisor indoind so.
 

6. 	Provision for in-service follow-up and for echo* training should be made
 

prior to training session. 

£cho training is a term borrowed from the National Nutrition Courcil of the
 
Philippines and describes concept of inservice training inwhich the content
 
oF training isstandardized but the methods and length of training vary

according to the level of participant within the ministry structure. The in­
service trainers are selected from the level immediately above the group of
 
participants. The training begins at the policy making level and proceeds, in
 
echo fashion, all the way dowr -he hierarchy until itreaches community level.
 



7. 	 Support service should be directly under control of training staff. 

8. 	 Expectations and groundrules should be given to participants before
 

workshop begins.
 

9. 	 Criteria for selection of participants should be much more specific. 

10. 	 A solid weekend break would be better than several half days.
 

11. 	 More time spent on management and adult education theory would be
 

useful.
 

12. 	 More emphasis should be placed on developing peer learning systems which
 

can be managed internally by Gambians without external assistance from
 

donor agencies.
 

13. 	 Level of participants, with a few exceptions, should be higher up within
 

the ministerial hierarchy than were sent to session.
 

B. Recommendations regarding further work in The Gambia. 

UCSC, because of length of time in The Gambia and experience with health 

related training, could be used: 1) as training broker for inistry of Health. 

Upon request and based on needs, UCSC could either perform required training 

or arrange for training from another institution and monitor work to insure 

quality;. 2) to continue periodic cycles of training sessions already proven 

useful; (i.e. TOT, pediatric assessment, nurse pra-titioner), using counterparts 

in each instance to insure training can continue indefinitely; 3) to assist 

in developing a health manpower plan which would be integrated with long-range 

health planning and which would provide basis for job changes and additions, 

training and educational requirements, distribution of personnel, pay schedules, 

-ond 	 long-range budgets and specific requests for assistance from donors; 

4) to assist in developing a comprehensive, in-service continuing education 

plan for health professionals and para-professionals. 
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APPEDIX 	A 

Health 	Program Planning and Training Development 

Cycle 	 I THE GA:TBIA 

GOAIS 	 AI1D GEIT-AL OBJECTIVES 

By the 	end of the two week workshop, 

1. 	 'articipants have a clear understanding of how Primary 
Health Care (PHC) concepts are applicable to the Gambia. 
1.1. 	 Participants are able to explain PHC concepts to 

staff 	members in their offices.
 
1 .2. Participants are able to explain interministerial
 

connections required to implement PHC activities
 
to staff members. 

2. 	Participants understand activities required of themselves
 
and 	of their unit staff in order to implement PRC activities.
 

2.1. 	 Participants are able to explain their unit's respon­
sibilities regarding PHC
 

2.2. 	 Participants are able to describe activities in.-detail
 
with the expected results from the activities.
 

3. 	 Participarits have a general PHC training plan for their 
unit. 

3.1. 	 Participants have a written training plan including 
staff assignments and budget allocations for short 
and long term committments to PRC training from 
their 	unit.
 

3.2. 	 Participants are able to integrate PRC training plan 
into the general plans of their unit.
 

3.3. 	 Participants have outlined a monitoring and reporting 
procedure for PHO work. 
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4. Participants have a training plan or design for membersof their staff who will implement PEC activities,
4.1. Partioipants are able to implement in-service 

training projects and individual qeosions.

4.2. Participants understand the cteps of a non-formal 

training process.

4.3. Participants have an outline of how to institu

tionalize on-going, in-service continuing education 
for their unit staffs.
 



TIM CONnNT 

3 pm on check ­ in 

5:30 to 7 Reception 

8:00 Dinner 

9:00 Workshop 
Goals& Agenda 

APPENDIX B
 

TRAINING DESIGN
 

Sunday Oct. 7 , 1979 

MITD 

tel Staff handle, trainers available to help 

allow milling about; have patience, it only is going to 

ppen once 


eat together: casual conversation 


ove to round space 

last item on todays' agenda 

notebooks/ pens passed out 

explain purpose of workshop 

go through history of request & response

John & Jim discuss their backgrounds & specify how they may

be used as resources 

hand out goals & obj. sheets (writtenbefore needs assessment)

This is our general agenda - what you will be doing during 

the workshop.; 

This is a tabulation of 1st needs assessment forms: doesn't qui


atch
 
matchi 


discussion
 
signments for tonight:


" read handouts 

" read sections of Almatta
 
. text is for reference throughout workshop
 

adjourn
 

MATERIAL/RESOURCE
 

elcome A.P. (soap?)
 

charge d'affairs
 
Paul Wilson
 

2 extra f£ns 

easel
 
paper
 
tape
 
pens
 
agenda
 
g & ob. h.o.
 
text (Davis)
 
Alma Ata
 
W.A.W. h.o.
 

Ground Rules h.o. %0G 4? N.P. 7' 

General Agenda n.p. 

notebooks/pens
 



TIME CONTENT 

8:00 a.m. Breakfast 


8:45 a.m. Formal Opening 

9:00 Where are we? 

Agenda obj ./Assmp 

today 


9:30 	 Introduction to 

workshop 


John Jim 


11:00 	 Goals 

Objectives 

Agenda 

Review of 

tabulation 


12:00 	 Lunch 


TRAINING DESIGN 

HPP & TD
 
Monday, Oct. 8, 1979
 

METHOD 


Too early ­ too late? 7:30 maybe? Hour or Half-hour for 

breakfast?
 
15 	min. speech 


1. explanation 	of "where are we," general directions 

2. 	any questions or comments, observations? (problems?)
ID 	& build resources: 


1. resource building and identification (name of exercise)

2. short pitch 	on purpose of exercise (John)

3. 	directions: (Jim)
 

a. pick someone you don't know or don't work with

b. interview partner for 15 minutes, answer questions,

but don't be limited by questions 
c. 	switch 

d. 	introduce each other to group

e. questions: family, commuity, title, organization, 


special education, interest & talents (what they
bring"to training/workshop, what they want from 
training/workshop
 

f. trainer records introductions on newprint 

g. newsprint posted; changed as needed; coffee and look at
 

ourselves
 

I. Post goals; 	read and answer questions

2. 	Post objectives; read and answer qupstions

3. Goals and Objectives on trainees' expectations; compare with

participant expectations 
4. 	go over agenda: This is what we plan to do for the 2 weeks
S. 	 logistical queptions: overnight (which is group decision),meal times, breaks, smoking, others,
6. 	go over groundrules, change if necessary and coiuit 


Informal - trainers sitfrt and at various places, break,
 
lunch
 

MATERIAL/RESOURCE
 

let him know tomorrow a.m
 

Philip Gower 

WAN handout (h.o.)John
 

give night before
 

John
 
Jim
 

to do:
 
Instructions on newsprint
 

questions on newsprint
 

set up two NP sheets
 

goals n newsprint
 
objectives on newsprint
 
Agenda on newsprint
 
logistical? for traners
 
groundrules on 	n.p. 
John
 
tabulation chart
 
groundrules h.o. 



00 

TIM CONTENT 

Group building 

exercise 


:00 Organizational 

3:0 

3:20 


:30 Review learning 
process 

(Reflections) 

TRAINING DESIGN
 
HPP&TD
 

Monday, 	Oct 8, 1979
 

MErH0D 


Blind walk: 
1. elaborate introduction (Jim)
 
2. Blindfold partner --whom you would like to know better... 

3. walk 	for 10 minutes - no sitting
 
4. talk about experience (questions pertinent to group/as 


guides)
 
bridge: 	organization built on trust, knowledge of
 

strengths & weaknesses, cooperation 


1. introduction to organizations (45 min) 

2. break into groups by agency (WII in 2 groups) 
3. chart your organization from top down to yourself and on 


to those whom you directly supervise 

4. each group report: describe chart and general responsibili
 

ties of each unit
 
S. brainstorm commonalities of organization (trainer record)
6. discussion of organizational theory
 
"1.
 

1. We learn by doing and then looking at what we did 
2. What 	happened today?
 
3. What 	did you learn? ask questions 
4. How does it relate to the objectives? and discuss 

5. How can you apply it? 
6. Discuss reflections concept 

7. Letting Machinery show: 
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MATERIAL/RESOURCE
 

11 blindfolds
 

questions on n.p.
 

Paul
 

I-

John
 

n.p. and pens for
 
each group
 

Questions on n.p.
 
(Jim)
 

reflections h.o.
 
(after exercise)
 



TIME CONTf
ENT 


5:30 
 Adjourn 

Staff Mtg. 


7:00 Supper 


-8:30 Evening Activity 

TRAINING DESIGN 

HPP&TD
Monday, Oct 8, 1979 (continued)
 

MEflD 

Journal answers to questions 2-5 above recorded in journal

a. keep it daily
b. use for planning
 
C. personal reations (questions 1 6)d. There is no sharing of this documente. Use it to evaluate this session 


break to think and incubate
assign reading ­ informal vs. informal 


Alternatives; 1)games' 2) technical assistance,
3) Conversation 
4) continue day's work
Human Bingo 

Name Title Org. Rmi 

Name you want on 
certificate 
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MATERIAL/RESOURCE 

notebooks & pens
 

format 

copies of h.o. 

The pgs. re. mgnt.systems
 

a 

o
 



TRAINING @ GN 

TIME CON.ENT 

HPP TD 
besday, Oct. 9, 

METHOD 

1979 

MATERIAL/RESOURCE 

Stuff for Quinnie 

Edit newsprint for Quinnie 

ISSUES: 

"Where Are We" n.p. the reflections from yesterday
.h.o.1WAW sheet 
explain exercise 
ask for learnings from yesterday 

our process of decision 
making learnings? 

Post whole session (G & 0 & Agenda) 

Agenda & daily times posted: contract 
clarification only. (behavior tends to ratify an agreement

in principle - English structure & law 
indicates agreement)i.e. observed rules 

0 

0 

O.R. G&O assure agreement 'ethods for Accomplishing Goals" 

8:45 

9:15 

Agenda 

Presentation of 

2nd level presentation organization charts. 
n.p. 

Where Are We - Housekeeping 

org. charts 

10:45 Break Alternative Org. Structures 

12:00 
1:30 
4:00 
4:30 
5:00 
6:30 
8:00 

Lunch 
Management Systems 
Break 
Reflections 
Break 
dinner 
Group Activity Scrambled-squares (Rules on newsprint) 



TRAINING DESIGN -1­
HPP&TDTuesday, Oct 9, 1979 

TIME COIWENT MEDD 
MAT RIAL/RESOr E 

Evening Issues: 

1. Trainers having problem by losing., time 
to fulfill contract 

- less able 

2. People coming in .out; discussions of problems
residence

3. serious vs. not serious learners. Is the training worththe inconvenience it causes? 
Its' ok not to be a participant, no trap4. every experience can be a learning experience 

5. Assumptions
Objectives
Time for decision making

6. We are: 
a) responsible for accomplishing learning obj.b) under as reasonable conditions as possible7. Offer. 

8-9 

a) program as ontracted 
b) prob. solv. techniques
Observations: 
Example: 
a) look for behavior vs. rhetoric 
b) cultural differences 



TRAINING 10 

HPP&TD 
Tuesday, Oct, 9, 1979
 

TIME CONTENT 
 METHD 

8:00 Breakfast 


9:00 Where Are We Insights, questions, sum y o progress to date 

review, scrambled, squares - groundrules
 
9:30 Managew.,it Systems 
 1) nine dot exercise
 

2) Management as innovative process 
3) discuss last night's reading
4) managing programs based on scarce resources 

11:00 
 5 Steps of Planning 
 What steps do you need to take when setting up a training 

program? (steps and definitions)
Using: 

A. 9uestions ~.._ydo training, how do you start, etc)B. Davis definitions (circular process)

Ial Group Task Make up groups - Divide into 5 groups 
Each group takes 1 ccmponent and brainstorms 2 questions -how to do brainstoning


more specific? 1. Wih is it important? to do, to write, etc

2. Horw do you do it? (iow would you accomplish it? What
steps wbuld you take to accomplish this component 


Record onn.p. and report tolarge group
 

Process: What did you learn from this exercise?
 

Summary: This is a skeleton for this workshop (put informati
into format understood by everyone; 
use group's own informati 
begin talking about each step) 
Letting Machimery Show (IMS):

Why we used small groups
gives group responsibility Group already knows
less boring 
 we put into format
 

-2-


MATERIAL/RESOURCE
 

need: Agenda n.p.
 
"here are we"sin . .
 

John
 

Definitions on n.p.
 

NP - Circle drawing 

0 

L 

coat hanger, list everythi

exercise 
. no edit 

. no discussion 
Instructions on n.p. 

no solutions 



TRAINING DESIGN 
HPP&TD 

Tuesday, Oct. 9, 1979 

TIME CON.ENT METHOD 

12:00 Lunch 

1:00 Goals & Objectives 1. overview: how do we get from here to there?2. example of a program objective: 

3. Back to opening address by Philip Gowers 
a. take yourself 
b. take your organization - org. chart groups 
c. write at least one program objective relevant to your 

PHC role
d. present and critique objectives 

3:00 Feedback Feedback/lecurette: 

Tool for trainers 

Process exercise: rationale & explanation of Broken Squares
Exercise 

Who knows this game? 
Directions: Divide into groups of 5 - 2 large groups
Divide & give each assignment

S participants in game; everyone else is observer whogives feedback re: 
how participants handled task 
whether they followed the rules 
their general style in group 
their relationshi to other group members 

Process: Now you've all h a chance to either give or 
receive feedback
How did it feel to give it? 
How did it feel to receive it? 

Wind up- Main points (10 jn notebook)
Is there anyone at home you feel comfortable receiving 
feedback frn? 
How can you use this? How we will use it during this 
workshop 

-3-


MATERIAL/RESOURCE
 

definition of goal and 
objective - h.o. 
4 health groups 
measurable 
outcome indicators 
(terminal indicator) 

questions for critique h
 
aid on n.p.
 

Expnanation of FB/NP
 
instrucitons (-sets)

Exercise
 

H.O. for observers
 

4Pev 

Observe
 
Think 
Feel
 

Other questions
 
N.P. markers, tape
 

f.b., h.o.
 



TRAINING I N 

HPP&TD 
Tuesday, Oct. 9, 1979 

TIME CONTENT METHOD MATERIAL/RESWRCE 

4:30 Feedback Discussion 1. 
2. 

How can you use it? 
Everyone understands 
in this workshop 

groundrules and how we will feedback feedback h.o. 

5:00 

7:00 
8:30 

Reflections 
Staff Meeting 
Supper 
Optional Evening 
Activity 

Reeding Assignmet 

to0 

I­



TRAINING DESIGN
 
HPP&TD
 

Wednesday, Oct. 10, 1979
 

TLNIE CO.TENT 
 ME1HDD 


Where Are le: 

1. broken squares insights 

2. any other learning nsights issues 
3. 	 "housekeeping"

a) groundrules (no closure of in & out...)John re: in~out 
1) schedule
c) Short version of names you like for 

this session
 
d) caps on pens.
 

Management Systems:
 

Review yesterday
 

9 dot
 
etc
 

review planning process
 

A. 5 steps of planning: 

1) needs assessment (finding problems)

2) goals & objectives (defning what you want & what you
 

are going to do)

3) Plan or design ( how you are going to work)

4) Implementation (doing it)
5) Evaluation (what happened & how can work be improved 

Coat-hanger exercise
 

B. 	S Groups:
 

count by 5's 
take 1 component
brainstorm 
 why is it important? 


what steps would you take to 

complete this component step?
 

n.p. & report
 

MATERIAL/RESaWE
 

need:
 
Agenda n.p.
 
W.A.W. poster 

Groundrules on
 

schedule n.p.
 

Plan n.p.
 

instruction ?'s 
or n.p. 



TRAINI*SIGN-1 
HPP&TD 

Wednesday, Oct. 10, 1979 

TIME CO14TENT METVOD MATER IAL/RESOJRCE 

8:00 Breakfast 

9:00 Where Are We? Insights, 
in agenda 

questions, summary of programs to date, any changes Jim 

9:30 Goals & Objectives 1) Review F.B. & objective writing
2) Write Objectives for PHC: revise yesterday's objective 

and add more 
3) Present program objective by teams: a) write objective

individually, then b) as teams 
4) Present individual objective by individuals: i.e., those 

not relevant to teams 
5) team-presentations & 6) individual presentations 

12:00 Lunch 

1:00 Managing 
watch for 
comirehensin 
indicators 

1) 
2) 
3) 
4) 

functions of management Ghant Chart/decision making/plt ing 
how functions vary 
time frames for planning and coordinating 
accuracy of information in plans (conceptual: new ideas) 

3:00 Charts 1) explanation 
2) example in session 
3) wok on own example tonight Ghantt Chart 

objectives 
of yesterday's 

Sample charts on N.P. 

5:00 

7:00 

8:30 

Reflection 
Staff Meeting 
Supper 

Activities 

Jim 

2 Step exercise & others (shift leadership) 



TRAINING DESIGN
 

HPP&TD 
Thursday Oct, 11, 1979
TIME C NTENTD 

Where Are We? 

1) General
 
2) Reading - check
 
3) housekeeping
 

Needs Assessments
 

0.Need generated by idea

1. Need generated by external circumstances
 

MERIAL/RESOURCE 

2. Need generated by internal circumstances then rattified
 
3. Need gnerated by

4. Need generated by data
 

0 



TRAINING fGN 

HPP&TD 
Thursday, Oct. 11, 1979 

TIME CONTENT METHOD 

8:00 Breakfast 

9:00 Where Are We? Management- Implementation=Training 

9:30 I. Plan for Training TRAINER'S PLAN: training staff as 
tion 

form of program implementa-

Discussion of Participants' Training Plan II assunption: 
everyone is going to do training -
We have been talking training and planning. Break into 2 
groups 
Let's talk your own program
Present (our guidelines) missing
Each participant spends feWminuiiites answering following 
questions: individually 

Ia. Needs Assessment .Who is everyone you're thinking about training?0.What does each group need to know? 
.Parameters (size, number, assumptions) 
.Any similar training needs among groups
.Anyone need to have information sooner rather than later? 
.Any of these areas fit guidelines? 
.How long? 
.Participants let.off work to attend? 
.How do you know participants need it? 

Present general response.
Trainer records this and group helps to narrow task 
Assignment guidelines: 
.PHC related 
.can be repeated 
.for more than one person.
.you have major responsibility 

t be part of bigger prrg-qm 

10:30 NEEDS ASSEE 

2 concepts for doing Needs Assessment: Competency based 
Problem Analysis based 

-2-


MATERIAL/RESOURCE
 

Point of breaking out 

guidelines h.o. 

CO 

needs assessment
 
sample forms h.o.
 

questions on n.p. 

training exercise 

directions 

possible: take general
descriptiondo two types 

of N*A.
 

Make up at least four 
mini-case problems 



TRAINING DESIGN -3-
HPP4TD 

Thursday, Oct. 11, 1979 

TIE 

10:30 

COWENT 

Needs Assessment 

METHOD MATERIAL/RESCURCE 

-2-ways of looking at where you start
-1st step of S components of training ask for prob. from gip=Will concentrate this morning on Problem Ananlysis (Hager Ciart) 

Explanation 

Example:.MD + Medical Aide 
(look at situation and determine what you need to 
solve it) 

Here's the problem ­ what do we need to solve it? 
Any training needs in here? 
Any management problems? 

make up situation or 
ask group for one of 
their situations 

Mager chart 
How many are familiar with Robert Mager?- taken from You Really Aughta Wanna
helps separate training from non-training problems 
rule of thumb - Is it skill deficiency? Trainingproblem 

Is it personnel deficiency? Management 
rc problem

Go over chart (use examples) 

Mager's chart h.o. 
g 

EXERCISE (INI-CASES 

In addition to giving you the Mager tool, wanted to give you
an opportunity to practice. 

INSTRUCTIONS: 

Note play 

-skip 

- Break into 4 groups 
- Identify problems in each case 
-Label training and ponagment problems 
-Record and report
-Give idea of hoW you would proceed with training problems 

mini/cases or n.p./h.o. 



TIME CONTENT 

11:30 Reporting 


12:00 Lunch 

1:00 Needs Assessment 

cont'd 

TRAINING WGN 

HPPTD 
Thursday, Oct. 11, 1979
 

METHOD 
 MATERIAL/RESOURCE
 

LARGE GROUP REPORTS BACK 

LARGE GROUP PROCESS
 

1. What did you learn? 
 Questions on N.P.
2
 . How can you apply it back home?

(How did it help you work through problem?) 
 point of clarification


3. Anything happen in your group?
 
Problem-solving?
 

4. I4S 

-Introduction to Cempetency Model, 2nd method of Needs
 
Assessment
 
1. Methods blend in reality - you'll use parts of both 

competency and problem analysis methods
 
2. Both are common sense with jargon attached
 
3. We'll use two terms:
 

* 	 a. Competency model:description (list) of knowledge and

skills needed to do 
a job ideally


* b. 	Performance standards: steps of doing the job the best 
way: i.e., how skills and knowledge are used to do the
 
job.
 

Competency Model Exercise "A 

Individually: Go over competency sheet for trainer
 
Cross out which doesn't apply
Add other competencies 
Assess your own learning needs by identifying
learning and non-learning needs 

Break into 2 groups
 
-
Trainer records each participant's top 1 or 2 grp. or 3 
priority learning needs -
If you were a trainer with this information, how-would you

structure the training?
 
2 step exercise
 



TRAINING DESIGN 

HPP4TD
Thursday, Oct. 11, 1979 

TIE CONTE METHODTERIAL/RS 

1:00 (cont'd Needs Assessment Process: 

-What did you learn form this exercise? 
-How can you apply it?-Summary: *Competency Model 

Actual Competencies=Learning Needs 
*Performance Standard 
Actual performance=LZearning Need!;­

3:00 Ib. Goals Objecti s GOALS &OBJECTIVES - lecture 

-Definitions of goals and objectives (review)-Review guidelines for objectives, different terminology foreach 

-Use 2 examples:
Medical Aide doing BP ( evaluate on criteria 
Counseling skills for objectives-Differentiate between Program & Behavioral (training) 

Objectives 

Break into 2 groups 

Alone time.Assessment, each participant, based on Needs Conp.Prob. Anal.writes at least one goal and three objectives 
-Final outcome - results (what participants will be able to d)-Conditions-when it will be accomplished, under what 
circumstances 
-Criteria - to whose satisfaction/measurement/what standards
-Use Illustrative Verb list 

Small group convenes and critiques GO tasks (as many as t' 
permits) 
-Group suggests: rewriting objectives
cleaning up language, comparing to 
checklist, record on BP 
-Homework for tonight: finish G&O based 

discuss 
against 
criteria 

on Needs Assessment 
-(refer to feedback guidefs) 

-5-

CE 

Definitions h.o. 

Terminology h.o.
 

Guidelines h.o. 

Illustrative verbs h.o. 

s-a 

instruction N.P. 



TRAINING * GN 
HPP&TD 

Thursday, Oct. 11, 1979 

TIME C0!WlTEr METHOD MATERIAL/RESWURCE 

3:00 (cont.) Ib. Goals & Objectivis Summarize GO 
(continued) - Hierarchy of objectives-specific/general 

- Any questions? NA 
-IMS 

and G&O's 

5:00 Reflections 
Adjournment -Assign Training Techniques for reading for tomorrow's 

discussion 
Training techniques h.o. 

Missing 

Staff Meeting 

-a! 



TIME COr-WET 

8:00 Breakfast 
8:45 Where Are We? 

9:15 

11:45 Reflections 

12:00 Break for Rest of D 

TRAINING DESIGN
 
HPP&TD
 

Friday, Oct. 12, 1979
 

MEH-D 
 MATERIAL/RESOURCE
 

1. Evening exercise - Time pressure of last case
 

Objectives
 

Another example of an objective
 

Foot Thinning Prog, my examples
 

1. Form groups - same as done for org. chart
 
2. write 1 program objective

3. Pick spokes person and report

4. re-write based upon critique
 

1. Who took leadership 
 1.5 what happened2. Was anyone silent 
 3. did anyone attempt to reach
 
solution - what happened?


4. did anyone attempt to 5. observations of group

"organize" The group & 
 members' behavior
 
resolve "conflict:
 
what happened?


6. what could have been done 7. did anyone win or lose?
 
to make the discussion
 
more effective?
 



TRAINI 4IGN 

HPP&TD -
.'riday, Oct. 12, 1979 

TIME CONTENT METHOD 

8:00 Breakfast 

9:00 Where Are We? 

9:30 Learning Domains Lecture: LEARNING DCNAINS - skipped no materials 

Goals and objectives are written in 3 areas or domains. 
How would you know one if you saw one? 
If you know what domain, you know how to address learning
-knowledge (cognitive): definiton & examples
-Skills (psychomotor): definition & examples
-Attitude (affective): definition & examples

(examples same as for Objectives: Blood Pressure/Counseling
-Hierarchy of domains: Bloom's Taxonomy 

WRITE OBJECrnVS IN 3DCWJNS 

Divide into 2 groups
Alone time: 10 minutes 
Instructions: 
-Write 3 mre objectives, one in eat,.domain based on 
yesterday's objectives.
-small group members present results of task ( as may as time 
permits) 
-Group critiques objective per 3 domains and makes suggesti 
and rew'ites when appropriate 

-trainers.float and help individuals and groups 

Process Points (in small groups) 

-Questions about G&O's, 3 domains, NA, Competency Model? 
-How doyou think you'll use these? 
-Any problems? 
-Questions re: criteria for measuring objectives? 
-Anyone using objectives now? 
-If time, ask group to step back & look at group process 

12:00 Reflections 

12:30 Lunch 

MATERIAL/RESOURCE
 

Learning domains h.o. 

In groups, ea
 
member wrote 1 obj. in
 
ea. category, grp.
 
helped members
 



TIME 

12:00 

O)NI'ET 

Lunch 

TRAINING DESIGN 

Saturday,HPPF-TDOct. 13, 1979 

MEHDD 
MATERIAL/PRESOp 

1:00 
1:30 

Where Are We? 
Training Techniques TRAINING TX IQNFM - Brainstorm 

Introduction: definition of training technique- divide into 2 groups
-each person writes on NP: or: l)define cir-1. name of exercise cumstances of planne2. general description (2-3 sentences) training session,3 purpose 

2) outline most4: best place it's used/works effective, unusual5. cautions when using it techniques- Put your name on NP how would you do it?Each person reports to small group their 
training technique
-List is typed and distributed to 
participants 
-Review reading from lastnight. 

skipped, no materials­
combined w. design writij 
not as varied but useful 
concept of 'on-lecture 
was no problem 

3:00 Ic. Training Design 

B R E A Ko0 

TRAINING DESIGN ­ lecturette 

Bridge: How do you decide wh.ch training technique to use? 
Go back to your objectives
How to fit objectives into time frame
Sample forms - use example from our design & 
objectives 
Flow/Sequence/RhythmBridging
Design variables and checklists 

sample training design 

check list h.o."
missing 

WRITE YOUR OWN DESIGN 

4:30 - 5:0 Reflection 

Adjournment 

Write your own design
Alone time. Be ready for lentation tomorrojOptional evening activity: 1.ainers help individuals with des gns 



Saturday Afternoon, Oct. 13,; 1979 

ISSUES:
 

1..Feedback vs. critique: "discussion 
behavior vs. content: look for consistencies 

2. 	 Ask for more time frm the group 
a. 	 use evening sessions 
b. 	 combine sessions 

3. 	 Presentation & critique of objectives written in 
management and training small groups 

4. 	 differentiate between feedback about behavior and 
comments about the context of presentation 

5. 	 Ghant Chart: functions of management 

6. 	 assign reading: 'training techniques" 

Sunday Morning, Oct. 14, 1979 

ISSUES: 

1. 	 housekeeping: one hour only for meals 
go over ceremony with Paul 
no guests at meals 

2. 	continue functions of management 

3. 	 Use: Mager chart 
trainer competency model
 
needs assessment form
 

Monday, Oct. 15, 	1979 

ISSUES:
 

1. Goaks & Objectives presentations 
- training techdiques 
- present samples of learning objectives 
- critique 
-discuss training techniques 
-brainstorm techniques available to teams 
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-select one which worked (critia on newsprint) 

2. Training design or plan 
-teams select objectives
-write a design for whole or part of session which 
will accomplish the objective 

-present design
-critique design
-sample forms on newsprint 



TRAINING N 
HPP'TD W 

Sunday, Oct. 14, 1979 

TIME CONTENT METHOD 

12:00 Lunch 

1:00 
1:30 

Where Are We? 
Present Training 

DESIGN CRITIQUE 
Break into small groups (whoever hasnot worked with someone 

Design they want to yet) 

Discuss piece of design (trainer records)Small groups discuss training designs, make 
suggestions re: time and pacing 

criticism and 

BREAK 

PRESENTATIONS 

Divide into 2 groups
Ask presenter what they want group to look for 
Review instructions and observation points 

PROCESS PRESENTATIONS: (in 2 groups)? 

Generally: How did you feel giving and receiving feedback? 
Hard to give it? 
Hard to receive it? 
How did you feel in your role? 
Was it harder to do in front of your peers
Was it helpful? 

4. 0 
8:00 pm 

Reflections 

Id. Implementation 
OPrIONAL 

SMALL GROUP FACILITATION - Lecturette (just like with presenta 
•tions, spread this out over 2 
sessions 

Bridge: Last session, as part of implementation component,discussed various roles (personalities) that emerge
in groups. It was almost set up as impossible taskbecause roles so extreme. One of the reasons in reallife roles sometimes become problematic is that peopleget invested in a job, decision, or problem. Todaywant to concentrate on facilitating small group tasks 

HATERIAL/RESOURCE 

Option: 	 present actual 

sesrion 

Option: 	present in single 
large group 

One evening's Exercise 
brought up cultural
 
issues
 

w. moderate success 

I 



TRAINING DESIGN 
HPP&TD 

Monday, Oct. 15, 1979 
TIME CONTENT 

METHOD 

1:00 Id. continued such as problem-solving or decision making to sharpen 
skills in this area in order to minimize unhelpful
behaviors in groups
=Play yourself in this exercise - no need to set up
the impossible 

IATERIAL/RESOUR'E 

small group problem h.o. 

In large group: what are some techniques/ways to makedecisions or solve problems in groups? 

Possibilities: Brainstorming 
Prioritizing 
Consensus decision makingPro-con or advantage/disadvantage list building
Setting up criteria for solutionStep by step method of solving problems
1. Definc Problem . 
2. QeclV --t comprehension
3. Problem behind problem listed 
4. Brainstorm solution 
S. Mhich are new -or have been tried 
6. Make decisions and contract 

fu 

0 

4 Phases of Small Groups 

Phase I - Orientation­
- beginning, new 
- anxious for things in common 
- learninc re: one another 

Phases of Small Group N.P 
- checking expectations, goals, acceptable
rules of behavior 

Phase II Exploration and Testing 
-middle 
-less new, tentative 
-still exploring similarities, but also 
looking fo differences 
-testing 4 or norms 



TRAINING %GN 
HPP&TD 

Monday, Oct. 15, 1979 

TIME CONTENT METHOD MATERIAL/RESORCE 

1:00 Id. continued Phase III - Problem-Solving 
-middle 

- familiar, OK 
- acceptance of similarities & differences 

(WE WILL 
- achievement of G&O's,expectations, tasks 

BE CONCENTRATING ON FACILITATING THIS PHASE OF -A 
GROUP) 

Phase IV Ending
-end 

-familiar 
-accepting 
-summary + evaluation 
-application to future 

I) 
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Facilitating Group Decision-Making 

1. If this group were given a million dalasis, how
would you spend it? 

2. What is the best method to get children to eat 
bitter tomatoes?
 

3. Decide whether there is sex after death 

4. Build an agenda curr. review committee agendafor a meeting to discuss health education forchildren in public schools 

5. Decide who to include on a rural health committee on
fact finding 

6. Develop a check-list of criteria for organizers of 
health conferences. 



TRATWI'G DF1 

HPP&TD 

Monday, Oct. 15, 1979 

TE CONEN METHOD 

2:00 Group Facilitation 
(continued) 

Small Group Facilitation (cont'd) 
- Break into small groups 
- Read problem and spend a few minutes thinking of how you woul 
facilitate this decision 

- Round robin facilitation (start--stop action) 
Stop Action Points 

- Where is group going (what direction are you moving?) 
- Any confusing points? 
- Any leaps in solving the problem? 
- hat was effective in leading the group? 

- verbal 

- non-verbal 
- Other ways to do it? 
- Hood of group? (difrectionless? railroaded?) 
- Do people feel part of group or still individuals? 
- Any other feedback for facilitator? 

LNS: Hard to make decision where to put this piece out of 
sequence re: evaluation; however, timing and flow better 

Instructions: 
Many ways to make a group decision/solve problem 
Here are some possibilities 

- brainstorming 
- prioritizing 
- consensus decision making 
- pro/cons or advantage/disadvantage list 
- setting criteria for solution to follow 
- step by step method of.solving problems in groups 

Break into assigned small groups 
10 minutes alone to come up with mini-plan for how you will 
facilitate the decision making process in.this small group. 

In small groups, two roles: facilitator/leader 
participants 

MATERIAL/RESURCE
 

Problems from group:
 
i.e., training or
 

management 
+
 

silly problems
 
from trainers
 



TIME CO.JTENr 

Group Facilitation 

(continued) 


4:30 ReflectIons
Adjournment & 

TPIAINI*NG DESIGN 
HPP&TD 


OPTIONAL
 
Monday, Oct. 15, 1979
 

tElTHOD 
MATERIAL/RESOURCE
 

Here's the problem: facilitator must use at least one or more
 
decision-making techniques.
 

Round #1 
 15 minutes to come to decision
 
15 minutes feedback on 1. decision-making tech.
 

2. 	facilitator style
 
3. 	 other alternatives to 

technique chosen 
Round #2 through #4 (?), Other facilitators take turns 

Reflections: 

- How did group-exercise go? 
- Helped? 

- Hindered?
 
- Anything else? 



HPP&TD 

Monday A.M. Oct.15, 1979 

TDIE CO.'TFNI METHOD MATERIAL!RESOURCE 

8:00 Breakfast 

9:00 Where Are We? Problems, insights, observations, changes in schedule. 

9:30 

12:00 

Training Plans 

unch 

1) moving now from facilitating in-session training to 
managing training sessions (internal & external)

2) complete basic trainingdesign ­put .i.training prob.contes 
3) set up design tasks and activities in Ghantt chart 
4) critique 
5) trainer illustrates an example of a line item budget and 

a program budget
6) break into groups of 3 and write line item budget for at 

least one plan
7) present and critique (in 2 groups) 
8) return to groups of 3 and write a program budget for at 

least one plan
9) present and critique (in 2 groups) 

- graph paper 

4:30 

7:00 

eflections & Adjourn 
Staff Meeting 

Dinner 

8:30 ptional Evening 
ctivi ty 



TRAINTXI rJESIGX 
HPP&TD 

8:00 reakfast 

TTuesdaY, 
TME 

Oct. 
D 

16, 1979 

MATERIAL/RESWKE 

9:00 

9:30 

12:00 

here Are We 

udgeting as an 
valuation Tool 

Lunch 

roblems, insights, observations, changes in schedule 

) Budget variance analysis
2) compare actual budget to plan budget
3) go through examples from yesterday) set up situations when things don't go according to plan.
5) form same groups
6) analyze budget implications

2 7) report back and discuss questionst8) questions: 

Back on sdiedlle ad of 

today 

4:30 

7:0C 

eflections & Adjourn 
Stiff Meeting 

upper 

a) dealing with variances as a supervisor
b) assumptions on Theory X & yc) how do you manage by objectives (discussion)
d) objectives relating to performance 

Theory X & y test 

84:30 ptional evening 
ctivity 



TIE CONTENT 

8:00 Breakfast 

9:00 Where Are We 

9:30 Assessment of Leadex 
ship Styles 

12:00 Lunch 

le. Evaluation 

TRAINING 2N 
HPP&TD 

Wednesday, Oct. 17, 1979 

METHOD 

Ia. Mouton & Blake 
b. Select cases from within group 
c. Solving management problems
d. How do you use your own style in an effective way 

Ila. Organizational 	change 
b. resistance to change
 
c. Using groups to effect change 

III. What do we do when we go home? 
- re-entry problems 

Evaluation
 
- definition
 
-last step in plan of action
 
-role of evaluation 	in training
 

in managing program.

-when you evaluate 
-kinds of evaluation: I. objective

2. subjective 

3. self-evaluation
 
4. 3rd party 
5. observation


-questions to ask re evaluation 

1) who needs information? In what form do they need it?
 
2) why do they need it? 

3) what information is needed?
 
4) how will informatiLon be collected?
 

Why Why. What How 

MATERIAL/RESURCE 

use management test & 
teaching test in evening 
scheduled for Thursday 
evening 

evaluation h.o.
 

questions on N.P.
 

brainstorm hour we have bee 
monitoring & evaluating
training session as 	we go
 
along 



TIME CONTENT 

TRAINING DESIGN 
HIPP&TD 

Wednesday Oct. 17, 1979 

METHOD MATERIAL/RESOURCE 

Ie. Evaluatiort
(continued) - how are you going to evaluate your program?

1) take plan, budget, other material 
2) chart plan: 

Objective JActivity Criteria Indicators 

I')
r' 
!~ 



IIPP& TD 

Wednesday, Oct.. 17, 1979 

TIDEMETD (XITLT MATERIAL/RESOURCE 

Evaluation (continued) 

3) in groups:. present plan, critique plan 
4) Group critiques based on checklist 

a) does plan address questions on chart? 
• b) is it reasonable, realistic, possible? 
c) when is evaluation to be done? 
d) will the evaluation give you the information you 

need? 
e) alternatives 
f) how are you- going to evaluate to improve program? 

f if i U 1 . * " self? 

4:30 Reflections & Adjourn 

o.o 

rahi0 

Io 



TRAINT DFIGN 
HPP&TD 

TINIE CONlENr 

.Thursday,.Oct. 18, 1979 
METHOD 

MATERI AL!RESLURCE 

8:00 Breakfast 

9:00 Where Are We 

9:30 le. Evaluation 1) divide into two groups
2) review the session (week one and week two: 1 week for each 

group?)
3) using training design, agenda, goals and objectives,

evaluation checklist 
4) evaluate trainers using trainer checklist 
5) select recorder and record comments 
6) checklist: if you were going through this workshop again: 

. how would you change the design? 

. what was most useful, least useful? 

. what would you keep, change, eliminate, add 
(justify your choice) 

. were objectives met?I 

. did we aim too high, too low? 

training session checklist 
h.o. 

trainer checklist h.o. 

11:00 Report Back 

. were our expectations or assumptions accurate? . evaluate trainers: -what helped
what hindered 

7) anything you want to say about workshop to trainers 

- each group report to main group 
- review events and comments 
- add to evaluation sheets 

12:00 
or 

later 

Graduation Luncheon - arrange for presentation of certificates 
- speaker from NOH 
- distinguished guests 
- John Richey's plane departs at 4:30 

Paul ilson makes list 
d distributes invitations 



1) GO: 

Every Participant can play w. a frisbee 
Play - throw &catch 

Z) TOT OPJECrIVE ONE : 

W/inlS min: trainers (3) 
have demonstrated correct 
frisbee: 1) throwing techniques
 
by throwing frisbee to TOT trainer 3 x out 
of S attempts so that trainer can catch the 
thrown frisbee & 2) catching technique by 
catching frisbee thrown by trainer 3 x out of 
5 attempts. Distance thrown no less than 20 feet 

TOT OBJECTIVE TWO: 

W/in 30 ain. after TOT at least 16 additional 
people will have thrown & caught frisbees 
according to TOT standards by having received 
training from 3 TOT trainers 

3) 'GOAL 

Obj.
 
~ Design 

Material 

Design 
Material 

5 7 ? 10 Il1j 



TRAINING DESIGN 
Final ExaminationThursday, Oct. 18, 1979 

TIME )NTEINT METHOD 
MATERIAL/RESOURCE 

10:30 Introduction 1) This is a frisbee 
2) This is a snap throw 
3) This is the plane theory beach 

comfortable clothes 
10:32 

10:35 

10:40 

10:45 

Practice 
Demonstration 
Return 
Demonstration 
Tutoring 

Test 

Trainer throw to each team ina) turn 
b) trn. throw to trainer in return 
c) trainer advises each individual 

outechnique 
d) trainer conducts test by seeing if 3 out of 5throws are successful w/ea. participant 

frisbee (10) 

I 
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Training Program Development (TPD)
 

Leadership Training for Primary Health Care (PHC)
 

The Gambia
 

I. 	 Assumed Needs
 

By the end of the training session, participants will have the following
 

required or desired competencies:
 

1. 	Understanding of P1C.
 

1.1. 	able to explain PHC concept to staff members in their office.
 

1.2. 	 able to explain own unit's responsibilities to PHC. 

1.3.' 	able to explain interministerial connections vis a vis PHC.
 

2. 	 Ability to plan PHC activities. 

2.1. understand unit's and staff members' responsibilities for
 
implementing PHC activities. 

2.2. 	 describe activities indetail with expected results from
 

activities.
 

2.3. 	 write plan, both implementation and evaluation, including 

budget and staff assignments for short and long term 

comnitments to PHC. 

2.4. 	 integrate PHC plan w/regular unit plan.
 

3. 	Ability to implement inservice training sessions.
 

3.1. 	 understand steps of non-formal training process. 

3.2. 	 develop specific plans with staff responsible for RI, activities.
 

3.3. 	institutionalize ongoing, inservice education,
 

i.e., continuing education for units.
 

4. 	Monitoring and reporting
 

4.1. 	replication,
 

4.2. 	allocation of resources,
 

4.3. 	letting people know what you're doing.
 

II. Premise, Problems, General Objectives
 

Basic premises held by U.S. training staff are:
 

1. That PHC isa relatively new concept whose implementation isnot
 

widely understood.
 

2. 	The Gambian health system was adapted from the British system which was
 

a curative, hospital, or clinic based system.
 



3. 	Implementation of PHC system will demand significant shifts in
 
health practitioners' attitudes, types of care, budget allocations,
 
and staff assignments.
 

Basic problems are:
 

1. 	 PHC concept is not well understood by those who will be implementors. 

2. 	How The Gambia will implement PHC system has not yet been specified.
 

3. 	Cooperation from other ministries with the Ministry of Health is
 
necessary for implementation of PHC.
 

4. Health service delivery personnel and other ministry personnel require
 
education and motivation in order to carry out development of PHC.
 

5. Substantial changes in present organizational structures and budgets 
are necessary before PHC can be effective.
 

General objectives of this training session are:
 

1. 	Participants can explain the concept of PHC to peers and supervised
 

staff.
 

2. 	Participants can list activities required of themselves and their unit
 
staff in order to implement PF" in The Gambia.
 

3. Participants have basic general PHC plan of implementation for their
 
unit (plan will include staff assigments and budget allocations).
 

4. 	Participants have training design for at least one session for their
 
own unit staff (session will be based on information and skills needed 
to implement their part of PHC system). 

III. 	 Resources
 

1. 	Materials needed at the training site:
 

1.1. 	 documentation regarding PHC (30) (Alma 	Alta Conference paper). 

1.2. 	 newsprint (4pads minimum).
 

1.3. 
 felt 	markers (2 boxes minimum) (mixed colors, no yellow), 

1.4. 	workshop textbook, meeting textbook. (30 ea.) 
 (Davis)
 

1.5. 	 30 of each of the following: pers, pencils, pads of paper, notebgW
 
attache cases.
 

1.6. 	graph paper for planning (100 sheets minimum).
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1.7. TPD workbooks (30). 

1.8. Duplicating paper (mimeograph). 

1.9. 3-hole 	punch or paper with holes to fit binders. 

2. 	 Staff 

NAME ROLE SYL 

2.1. 	 Jim Williarm Training Coordinator/TD Trainer low-key; technical 
orientation; produce 

training design; group 

facilitator. 

2.2. 	 John Richey Chief Trainer/Planning Specialist intensive; very work 

oriented; budget and 

management spcialist. 

2.3. 	 Paul Wilson Trainer/Medical Specialist high key; program 

development orientation. 

2.4. E. M. Samba Resource/Medical Specialist 	 intensive; PHC idea
 

and c:oncept 	development. 

2.5. 	 Support 
Services Typing and duplicating one day turn around 

for 	materials. 

3. 	 20 participants from several of the following organizations will be 

selected. Participants should have training responsibilities; be know­

ledgeable about PHC; be able to serve as a resource representing their own 

organization. Participants should answer needs assessment questions.
 

Participants should be selected by sponsoring agency, ME, and firm
 

committments should be requested.
 

3.1. School 	of Nursing and Midwifery. 

3.2. School 	of Public Health.
 

3.3. School of Enrolled Nurse.
 

3.4, (-N School
 

3.5. Health 	Inspectors
 

3.6. Project Concern
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3.7. Family Planning Association
 

3.8. Pediatric Assessment Trainers
 

3.9. Senior Nurse Midwife
 

3.10. Agriculture Extension
 

3.11. Adult Literacy Group
 

3.12. Curriculum Development Center
 

3.13. Social Welfare
 

3.14. Red Cross
 

3.15. Mission Clinics
 

3.16. Wv Ecumenical Council (WEC)
 

3.17. Catholic Relief Service (CRS)
 

3.18. Rural Development Project
 

3.19. Community Development
 

3.20. Ministry of Economic 
 Planning 

3.21. Ministry of Education
 

3.22. Ministry of Agriculture
 

3.23. Department of ydromet
 

3.24. Medical Research Center (MRC)
 
4.. Facilities needed for intensive training include:
 

4.1. accomodations for staff and participants (room and board)
 
4.2. training.room large enough for 25 + 
people, away from sleeping
 

rooms and dining area.
 

4.3. 
space for small groups to work; separate rooms preferable.
 
4.4. 
 tables and chairs which can be easily moved.
 

4.5. training area away from ministry offices.
 

S. Accomodations, food, refreshments.
 

5.1. 
African style cooking rather than European.
 

5.2. coffee/tea breaks include fruit.
some 
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6. 

5.3. record player or tape recorder with Baroque music. 

unless of high quality. 

5.4. participants and trainers should make arrangements 

tial session. 

Dates. 

Useless 

for residen­

6.1. 

6.2. 

6.3. 

Planning time: September 24-September 28 (U.S.). 

Planning time: October 3-October 7 (in country). 

Training session. October 8-October 19. 

6.4. Technical Assistance October 22-26. 

6.5. Travel time: October 1-2 to The Gambia 

October 29-30 return to U.S. 



.......
 TPD, Section One: .Planning for Primary Health Care 

NENDOCY 8 u EsDmy OCT 9a-------	 WEE M~A~YOeca ocr 10 TIRS3A~Y ocr 11F~l~ c 
- Wecomeand-	 "---'--Introduction Where are we? 

- Where are we? - Where are we? - Where are wcTraining session - Management vs. -	 Budgeting
Overview Training Problems - Supervision Development

- Resource identifica- - PersonnelInformal training 	 Of PHC Of­- Needs assessment
session climate - Defining scope of 	

tion, development, Management

allocation.


setting 	 work to be done Problem solvingto iziplement pHC 
- Expectations of
 

participants
 
and trainers
 

I 

- What is PHC - Organizational 
- Developing

- Organizational Planning Work Plans and Evaluation - Review of westructures 	 coinciding- R les 	 budgets - Budgetto olsaas evaluation 	 g end orelevant to 	 b d e stool -A j s m n
 PH. - Responsibilities 	 s 
agenda 

-Individual PHC - Goals trainers avaPlan to be 	 able for 
developed 	 consultati,

Over weeke,
-Individual 	 -Reflections 
Training Plan 

- Reflections Reflections 
to be developed 
 Reflections
 

- optional evening optional evening
sess 
 sesion 	 ­
soptionesession


esinsess 

seso 	 o l ever
-



IV Agenda TPD, Section One: Planning for Primary Health Care 

MONDAY OCT 15 TUESDAY OCT 16 w sIIAY OCT 17 THJRSDAY OCT 18 FRIDAY OCT 1 

-

-

-

-

Where are we? 

Ihat is training 

Training as Imple-
mentation Tool 

Adults and effec­

tive Workshops 

- Where are we? 

- Goals & Objectives 

- Where are we? 

- Specifying 
activities, 
resources, 
type, style oftraining sessions 

-

-

Where are we? 

Evaluation of 
Training 

-

-

Where are we? 

Development o 
Training P] 

-

-

-

Components ofTraining 

Individual 
Training Plan 

Needs Assessment 

- Learning Domins - Training. Design 

- Training Techniques 

- Development of 
Training Plans 

- Review and 
Evaluation 

-

-

Reflection 

Optional evening 
session 

-

-

Reflection 

Optional evening 
session 

-

-

Reflection 

Optional evening 
session 

-

-

Reflection 

Optional evening 
session 



V. 	 Follow-up and Evaluation
 

Trainer will remain in The Gambia 
 for 	one extra week to: 

1. follow up training by providing technical assistance with individuals 

requesting such help in developing PHC implementation plans and in 

developing training session plans. 

2. 	 evaluate TPD by reviewing session with MOH, participants, funding 

agency staff; review facility, materials, etc. 

3. 	 write evaluation report of activity. 

VT. 	 Needs Assessment 

The general plan preceeding this section was outlined based on correspondence 

from UCSC field staff and consultants. In order to design a useful training 
session, a preliminary needs assessment of participants themselves is often 

useful. Answers to the following questions will be helpful in designing 
the final detailed agenda for the session. Answers should be returned as 

soon as possible.
 

To be answered by each participant of the proposed training session:
 

1. 	 What are the most important skills and information you, as a person 

responsible for PHC in your organization, require to perform your duties? 

Please list 	the five to ten most important items (skills and information). 
2. 	 What are the most important problems that you face as the person re­

sponsible for PHC implementation? Please list the five to ten most 

important problems. 

3. 	 Describe your job. What do you do? 

4. 	 What would help you do your job better? 

5. 	 What are the goals of your agency or office? 

6. 	 What specific topics would you like the session to cover? 

7. 	 Describe what you and your agency can 	do to. build an effective PHC system. 
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8. 	 If you are responsible for training in your office, describe the 

training activities for which you are responsible. 

9. 	 Whether or not you do training at present, describe the type of
 

training you would like to see implemented in your agency.
 

10. 	 Please describe any formal or informal training you hav had in 

areas of a) medicine, b) management and/or c) primary health care. 
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APPMDIX D 


Preliminary Needs Assessment for Workshop in Leadership Training for 
Primary Health Care (PHC) 

The workshop will. be two weekstwo sections. in length and has been planned to includeThe first part will emphasize Primary Health Careconcepts and the writing of plans (MC)
to improve Primary Healthand educational services in Care delivery

The Gambia. The second part will focus onwriting plans for training.sessions for personnel who will be responsiblefor implementing PHC programs and activities.
 

In order to plan for training activities which will be useful 
 and relevantto the participants,
answers the training staff would greatly appreciate yourto the following questions. Information thus received will beconsidered in planning the workshop, sowould be helpful. Use reverse side if 

an early return of the questionnaire

more space needed for responses.
 

Name: 

iTitle:
 

Address:
 

1. What are the most important skills and information you, as a 
person.
responsible for PHC in your organization, require to perform your duties?
Please list the five to ten most important items (skills and information).
 

2. What are the most important problems that you face as the person responsible
for PHC implementation in your organization? 
Please list the five to ten most
important problems.
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3. Describe your job. What do you do? 

4.. What would help you do your job better? 

5. What are the goals of your agency or office? 

6. What specific topics would you like the proposed session to cover? 
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7. 	 Describe what you and your agency can 	do to .build an effective PHC system. 

8. 	 If you are responsible for training in your office, describe the. training
activities for which you are responsible. 

9. 	 Whether or not you do training at present, describe the type of trainingyou would like to see implemented in your agency. 

10. Please describe any 	formal or informal training you have had in areas ofa) medicine, b) management, and/or c) primary health care. 
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11. 	 Please list any additional infoimation or comments that'you think 
would help make the workshop more useful to you. 



Participant
Name 

1. Bah 


2. Browne 


3. Cham 

4. Dampha 


APPENDIX "E" 

Summary of Responses to Needs Assessment
 

No. 6 
 No. 8 
 No.9 

1.PHC Status in Gambia 
 not resp. for training. In-agency refresher
2.PHC "Approach" in PH 
3.PHC in other countries
 
4.how to get traditional
 
healers involved
 

1.Inmuinization 
 response does not 
 Maint. repairing
2.Prevention 
 make safe 
 immunization guns
3.Treatment 

refrigerators, 

l.Supervision of P1. freezersA LCompetency basedStaff 
training


2.Measmt.of PHC Progr. 2.Probl.oriented trng.

Impact
 

3.Prog.Eval.
 
4.Progr. Implementation

5.Other PHC programs 
1.PHC within Gambia l.Manpower devlpmt. 
 1.Manpower Devlpmt.
2 .Prog.Planningcontrol 
2.role of traditional 
 2.Role of tradit.
implenetation, role 
 healers in practice healers & birth
of tradition 
 attendants

3.Health Educ. 

4. Econ.fSocial disadvtg. 

No.11
 

no response
 

how to get staff to
 
cooperate
 

1. Poor learning
 
2. Case study method
 

l.concern that topics
 
will be limited by
 
short session
 

2.emphasize family
 
planning 

http:2.Measmt.of


. ENDIX 


Participant
Name 

S. Faatt 

6. Gassama 

7. Jawara, A 


B. Jellow 

9. Jawara,K. 

10. Kah 

"E" (continued) 

No.6 

1.Exposure to 
successful models 
in Gambia & else-

where 
2.why does health 

educ. fail 
3.how to encourage 

innovations
 
4 .Integration of
 

services
 
l.producation of 

visual aids
 

2. interaction with 
clients & agency

staff 

l.Communication Skills 
group, dynamic adult 
learning theory

2 .planning * design of 
training cause 

l.The PHE concept 
org. 

2.Mgt. 
3.Health Educ. 

no response 

setting priorities 
in training . 
motivating learning 
problem solving,
planning & dev.trng. 
team approach to 
healthcare
 

No.8 

1.Training Instruc-

tors to conduct 

workshops 


2.0JT for staff 

3.Training abroad 

for staff
 

l.use of new curriculum 

N/A 


N/A 

no response 

l.iCrr.devlpmt. for 
nurses 

2.teaching,evaltiating 
& superv. nurses in 
clinidal training 

No.9 

N/A 

N/A 

l.Clinical issue 
Re: pregnancy G 
birth & young
child 

1.Prevent. Med. 
2.Diagnosis & 

Treatment of 
diseases 

no response 

l.trainingaux.nurses 
2.mgt.for nurses 

-2- q 

No.11 

1.encourage participation 
2.discuss soc.-econ. 

barrier to family
planning' poor diet etc 
3.practical solutions 

N/A 

A
 
. 

It interaction w. 
participants
 
2. Pannel eiscussions 
3.Present paper re: 
group discussions 

Management of Health
 
Center
 

no response 

no response 



APPENDIX "E" (continued) 
3-

Participant

Name No.6 No.8 No.9 No.11 

11. Leineu 
 Did not complete questionaire
 

12. Marenah l.Content Re: environmental no response 
 PHC & clinical cont. l.Clinic Mgt.
sanitation etc
 
PHC 

13. M'Poai Health Educ. 
 no response I. Prevention 
2. Health Educ. no response 

(Public) 
3. relevance14. Admire a) Malnutrition 
 a) nutritionMonday 
 b) causes of anemiab)preventive meed.a)pnutrition med.
anemia 
c)when & where to 

seek medical aid 
d) importance of 

road to Health card.15. K.L.N'Jie 
 a) PHC program 
 a) First Aid &
b) creating village treatment same as # 8health committees b) Day-care attendants
c) upgrading health c) village treatment 

standards workers
 
d) Funding latrines
 

& wells
 
16. Musa 0. N'Jie same as above 
17. 	 Karamn 

a) formal training a) participants giveb)on the job trng. demonstrations &
 

talks, followed by
 
evaluation by

colleagues
 



APA X "E" (continued) 

Participant
 
Name No.6 


18. Sahon a) basic methods 

Sanyang 	 of teaching 


which ;.nuld 

enhance work of 

rural community 
health workers
 

19. Yandeh Sonko a) well developed 

clinic 


b) well trained 

staff 


c) doing home 

,visiting
 

20. Adelaide Sosehe a)lealth Educ. 
b)behavioral change 
c)protection of the 
child 


dbprevention 

e)immization 

f)nutrition 

g)government policy 

21. F.M. Gowe a) improve env. health 

b) devl. facilities 


to control deseases 

common in nation 


No.8 


a) Public health
 
b) Anatomy 

c) first aid 

d) elementary 


sociclogy
 

a) 	public health 

nurses 


a) 	in-service org. 

of courses, 

semina-s, 

wo:kshops 


a) 	prevention of 

disease via 

immunization 

b) sanitation 
c water 
d) MM) 
e) 	 nutrition ed. 

No.9 	 No.11
 

school is 
alright at None 
present 

a) nursing experience a) training so we
 
b) Sterile Instruments can train. others
 
c) sterile delivery
 

room
 
d) "not home delivery"
 

a) 	using personnel other a)innovative approaches
 
than our own (Comm. & to meet needs of youmg
 
Health workers) children
 

b) 	practical training;eg. b)mental health for
 
dev. simple technology children & families
 
for early disease c)involvement of
 
detection, children in PHE
 

a) general health care a) carrying out PHC
 
for villagers work
 

b) environmental health b) knowledge to
 
visits people
 

c) MC c) nutrition program
 
d)immunization
 
e) health & nutrition
 
f) statistical data 
g) follow-up of referred 

cases 



APPENDIX "E" (continued) --

Participant
Name No. 6 No. 8 No.9 No.11 

22. Barboucar 
Touray 

a) Planning of PHC 
program & activities 

b) mbilization of 

a) Sociology 
b) research 

to comm. devel. 
---- -

resources for PUC assistant trainers 
C) evaluation of PHE 

programs 
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LIST OF 7ARTICIPANTS NAMES AM ADDRESSES TO THE TOT. 

OCTOBER, 1979
 

1. 	 Nomodou O.S. Jammeh 
Department of Agriculture,
 
Headquarters: Banjul,
 
The Gambia.
 

Tel. S/kunda 2425
 

2. 	Lalo Faati
 
Cultural Archives,
 
Old National Library,
 

-Independence Drive,
 
Banjul, The Gambia,
 

Tel. Banjul 461
 

3. 	Momodou F. Gassama,
 
Curriculum Development Centre
 
No. 10 Campron Street,
 
Banjul, The Gambia.
 
Teli Banjul 8172
 

. Mrs Adelaide A. Sosseh,
 
Department of Education,
 
Bansul, The Gambia,
 

Tel. Banjul 8231 Ext. 43
 

5. 	Mrs Augusta Jawara
 
Medical and Health Department,
 
Banjul, The Gaibia
 
Te. Banjul 390
 
P.O. Box 188
 

6. 	Dr. Cham, Mohammadou Kabir
 
Medical and Health Department,
 
Banjul, The Gambia,
 
Tel. Banjul 233
 

7. 	Gary E. Leinen, MPH 
Medical and Fe[Ilth Department, 
'Panjul, The Garibia, 
Tele. Banjul 733
 

8. 	Musa Ousman N'Jie,
 
Department of Community Development
 
Ministry of Fconomic Planning and Industrial Dev.
 

4th Floor, Central Bank Buildings
 
Tel. 8229
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9. 	 Sally Browne, 
Medical and Health Dept
Banjul, The Gambia 
Te. Banjul 233 

10. 	 Saihou Sanyang
School for Comunity Health Nurses,
Nmnsz Konko LRD. 

11. 	 Mr. F.M. Sowe
 
Health Superintendent

Medical and Health Department,
 
Banjul
 

12. 	 Mr. Moodou A. Bah,

Health Superintendent
 
Medical and Health,
 
Bansang,
 
MID
 

13. 	 Mr. Ebrima B. Dampha

Rcyal Victoria Hospital

Banjul, The Gambia
 

14. 	 Mrs. Yamu Sonko,
 
Medical and Health
 
Essau Health Centre,

North Bank Division
 

15. 	 S.M. Jallow,
 
c/o Royal Victoria Hospital

BANJUL 

16. 	 Mrs. Ad yre Monday,
c/o 24 Clarkson St. or RVH 
Banjul, 
Tel. Banjul 511 or 93 - 2386 

17. 	 Dr. K.S. Sanyang 
Children's Wing, RVH 
Tel. Bjl. 8223/5 

18. 	 Mrs. Barbara Kah 
Royal Victoria Hospital
E/N Training Program 
BAIUM 

19. 	 Musa F. Marenah 
Royal Victorian Hospital
 
Banjul Tel. 8223
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20. 	 Babouca Touray 
Dept. of Commuity Developmnt 
NEPID 
Central Bank Bldg. Banjul­

21. 	 Mr. Taal dropped 
Economic Plamming 

22. 	 Kaba Jawara dropped 
Hydromets 
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TRAM~RS 

James Williams, 
Training Coordinator,
 
Division of International Programs 
University Extension,
 

The Carriage House, 
University of California at Santa Cruz 
Santa Cruz, California 95064, (408) 429-2678 

John Richey 4160 Briarwood way
(15) 494-7376 Polo Alto, California 94306 

USA
 

Work: Assistant Director, 
Sponsored Projects Office,
 
Galvez House,
 
Stanford University

Standford, California, 94303 
USA 
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SANTA CRUZ, CALMORIA 954 

SURVEY OF HEALTH PROFESICNALS
 

ThE GAMBIA, FEBRIMRM - HM 1978
 

Prepared by: 

James A. Franks, Director 
International Programs
 

Robert L. Minnis, Assistant 
Director, International Programs 
Harrison A. Stubbs, Ph.D. 
Biostatistical Consultant 
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This report has benefited from the assistance of many individuals to
 
whom we 
 express our sincere appreciation. Dr. George Walter, Obstetrician-

Gynecologist, Dr. 
 Robert Miller of Unrversity of California and Mrs. Ruth 
Carbone, nutritionist, provided valuable assistance in instruuent development 

and in establishing survey protocol. 

We would like to thank three participants of the University of California 
at Santa Cruz based community nutrition program, Jamils -r'arhadi and Benazir
 
Amir, nurse-midwives fram Afghanistan, 
 and Delia Jimenez, nutritionist from
 
the Philippines, 
 for being pretest subjects and offering coments.
 

The survey questionnaire was reviewed in The Gambia by Dr. 
 Peter N'Dow,
 
Ms. Bertha M'Boge, Ms. Norma Brainard, Ms. Beulah Joel, 
 and Dr. Paul Wilson.
 
Their helpful comments were considered during the revisions of the question­
naire prior to the actual survey. Dr. Peter N'Dow was instrumental in 
notifying all government health professionals of Dr. Stubbs' visit and
 
provided valuable insights into The Gambian health 
care delivery system. 

We would like to thank Ms. Oumie Gaye for secretarial support, and 
Dr. Saifula of WHO and Dr. Perrera of the Ministry of Health for providing 
valuable resource documents. Miss A. Lusack, Chief Matron of Royal Victoria 
Hospital, Mr. Faal of the Ministry of Health, and Mrs. Fye at the School of 
Nursing were very helpful in assisting the survey administration within divisions. 

Mr. Bakary Demba deserves special thanks for the many hours he spent 
driving Dr. Stubbs throughout The Gambia during the survey. Finally, we would 
like to extend special thanks to the health professionals themselves for 
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SURVEY OF HEALTH PROFESSIONALS 

THE WBIA, FEBJRY - MARCH 1978 

INTRDUCTION 

This survey of health professionals employed by The Gambian Govenment was 
conducted by Dr. Harrison A. Stubbs for the University of California/Santa Cruz 
Maternal and Child Health project. The survey was conducted in February and 
March, 1978 in cooperation with the Ministry of Health of The Gambia. Among the 
objectives of this survey were the' following: 

1. To collect information on health-related attitudes and practicesof health professionals employed by The Gambian Government. 
2. To ascertain levels of general health knowledge among these 

professionals. 

3. Establish baseline data for Gambian health personnel. 

4. Stimulate thinking in various subject areas. 

5. Elicit cmients regarding perceived training needs. 
6. Identify problems encountered by the professionals during health 

care delivery.
 

Prior to the inception of the data acquisition phase of this survey, the 
Ministry of Health distributed letters to all heads of staff at all health centers 
and hospitals in The Gambia. These letters announced the intention of the Ministry 
to conduct the survey and requested full cooperation from the health professionals. 
It was decided to contact and include in the survey as many formally educated 
Gambian government employed health professionals in the country as possible. The 
target population at this time was estimated to include 200 health professionals. 
Due to the time involved to reach remote dispensaries and sub-dispensaries it was 
decided not to attempt to include all of these individuals in the sample. However, 
individuals staffing these posts were included in the survey as frequently as 
possible. Ultimately, all of the health centers and both government hospitals of 
The Gambia were visited by Dr. Stubbs and all individuals contacted at these 
facilitiesq wart inrlmi,, *.hgh--.. 
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It was deemed profitable to administer the survey questionnaire to large
 

groups of health professionals in a supervised classroom setting as often as
 

possible since it was believed that this strategy would encourage independent 

responses. However, it was often not feasible to adhere strictly to this 

protocol in the rural areas of the country due to the heavy patient load at 

some rural facilities or due to the participants being out "on trek." Some 

loss to follow-up occurred due to these circumstances even after revisits. 

The survey instrument was developed with the cooperation of the MOH project 

team in The Gambia and Santa Cruz. The questionnaire was pretested in The Gambia 

and 	Santa Cruz and subsequently revised before being used for the actual survey. 

The results of the attempts to include all appropriate health professionals 

in the survey are contained in Table I.I. The overt cooperation rate was near 

one 	 hundred percent - there were only two actual refusals. The balance of the 

48 individuals of the intended 207 of the target population were not included 

due 	 to the following reasons: 

1. 	 18 individuals were posted at locations (dispensaries and sub:­

dispensaries) too remote to be included in the survey. All 18 

were either dresser-dispensers or public health inspectors. 

2. 	 Nurses were on maternal leave from their post. n = 5. 

3. 	 Nurses were currently being reassigned. n - 2. 

4. 	 Questionnaires were lost by respondents. 

5. 	 Individuals on-trek or on sick leave were unreachable after 
revisits. 

The quantitative results of this survey are presented in Tables 1-47 of the 

appendix and all of these tables are discussed in the text of this report. Important 

results are recapitulated in the closing discussion and recommendations regarding 

program planning and implementation are suggested. 
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TABLE 1.1
 
M 0M AND PEREN COVERAGE
OF RESPONDENTS 

BY PROFESSIONAL TRAINING LEVEL AND DIVISION OF E'PLGMENra 

DIVISION 

PROFESSIONAL BANJUL WESTERN LOWER. NORMH M4CAff UPPERTRAINING LEVEL .... TOTAL 
_RIVER BANK ISLAND RIV 

n % n n % n % n nn nSingle Qualified Nurse 46 85.2 4 80. 0.0 1,0 40.0 •z 1 50.0 59 80.-& or Double Qualified Nurse 

Dresser Dispenserb 
 26 86.7 3 42.9 2 66.7 3 50.0 6 50.0 1 50.0 41 68.3 

Doctor 
 0 0.0 0 0 
 0 1 100.0 1 100.0 2 28.6
 

Student Auxiliary 22 100.U 0 0 0
0 0 22Af.0 
Nurse
 

Comnity Health 4 100.0 2 3 100.0
66.7 2 100.0 
0 0 .11 84.6
 
Nurse
 

Public Healthb 17 81.0 2 40.0 0 
0.0 1 100.0 1 100.0 1 50.0 22 68.8
 
Interpreter
 

TOTAL 
 15 85.2 1 55.0 9 69.2 8 72.7 10 52.6 4 57.1 157 75.9
 

aPercent coverage is percent of potential respondents obtained 
b 18 Dresser-Dispensers and Public Health Inspectors were not included 
due to remoteness of post. 

c 2 refusals 

d Number obtained 
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D GhAMIIC RESPONDENT OCARACTEISTICS 

During the survey period completed questiommaires were obtained fram 27 

single-qualified nurses, 33 double-qualified nurses, 43 dresser-dispensers, 2 

doctors, 22 student auxiliary nurses, 11 community health nurses (who had received 

their 	training at i ansa Konko), and 22 public health inspectors. This comprises 

more 	than three-quarters of all the Gambian government-employed health per­

sonnel assigned at the time of the survey. 

Of the respondents comprising Table 1, 118, 76.1 percent, had completed at 

least high school as their basic educational preparation. All of the single and 

double-qualified nurses and 31 of the dresser-dispensers, 75.6 percent, had com­

pleted at least high school. A large proportion of the public health inspectors, 

90.4 percent, stated that they had completed high school, but only 28.6 percent 

of the student auxiliary nurses and only one, 9.1 percent, of the community health 

nurses had completed high school. 

Most of the health professionals, 144 or 91.7 percent, were Gambian by birth; 

and 11, 7.0 percent, stated that they were Gambian by Nationalization.-2 The cross 

categorization of professional training level by tribal group is provided in Table 3. 

Wollof was the largest tribal group cited by the respondents, 38.7 percent, and was 

followed by Mandinka, 20.7 percent. Thirteen of the respondents, 8.7.percent, 

were Diola and eight respondents, 5.3 percent, were Fula. The category of other 

tribes accounted for 26.7 percent of the respondents, and this group included 20 

Aku, 	 8 Serer, and 3 Serahuli. 3 

Consistent with the categorization of health professionals existing in The Gambia, 

all of the nurses were female and all of the dresser-dispensers were male. 4 Most of 

the student auxiliary nurses were female, 85.7 percent, and a similar proportion 

2 All numbered references are to the like-numbered Tables of Appendix I. 
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of the public health inspectors were male, 86.4 percent.
 

Overall, the participants inthis survey are indeed relatively young. 
The
 

median age for the entire group of respondents is less than 20 years of age. 
The
 

majority, 88.5 percent, of the sing-le qualified nurses were less than 20 years
 

of age. 
The median ages for double-qualified nurses and dresser-dispensers were
 

considerably higher, being 28.8 years and 30.0 years respectively.- The data
 

displayed inTable 6 isconsistent with these age distributions. Nearly one-half,
 

55.3 percent, of the respondents were married. The double-qualified nurses and
 

dresser-dispensers, both being relatively older groups, manifested the highest
 

proportions of married individuals, 63.7 percent and 76.7 percent respectively.
 

The religions preference stated by a majority of all respondents, 61.6 per­

cent, was Moslem and the remainder was nearly evenly divided between the Catholic,
 

2
17.6 percent, and Protestant, 18.2 percent, persuasions.- Religious preference
 

appears to-be related to sex and/or age here since 76.7 percent of the dresser­

dispensers (an older, male group) were Moslem and only twenty-six of the nurses
 

(a younger, female group), 43.3 percent, were Moslem. 

.The participants inthis survey were also asked to specify the extent of
 

their Koranic education. Table 8.
provides the results of this question, and itcan
 

be extrapolated from this data that the median number of years of Koranic education
 

for dresser-dispensers was 9 years and was 5 years for public health inspectors.
 

The median nmber of years of Koranic education for the 86 respondents was 6.3
 

years.
 

A total of .98 of the health professionals included inthe survey reported
 

having children (either natural or adopted), and the appendix Tables 9.1 8 pro­-


vide the distributions of children by sex,natural or adopted status, vital status, and
 

by professional training level of respondent. 
Itcan be extrapolated from this 

table that the average nunbers of sons and daughters born is1.94 and 1.63 

respectively. There were a total of 28 adopted sons and 26 adopted daughters reported
 

by the 98 health professionals with children.
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Table 10 reveals that a majority of the health professionals, 77.1
 

percent, speak at least two other languages in addition to English. Not
 

surprisingly, 49.0 percent responded that they speak both Mandinka and
 

Wolloff in addition to English. Relatively large proportions of the single-qualified 

nurses, 40.7 percent, and of the double-qualified nurses, 30.3 percent, reported 

speaking only Wollof inaddition to English. 

Employment-Related Respondent Characteristics
 

All health personnel included in this survey were asked several
 

questions related to aspects of their current working situation and some
 

interesting results are now presented.
 

The concentration of health personnel in the Banjul area isdemonstrated 

by Table 11 where 72.6 percent of all respondents reported that they were currently 

assigned to the Banjul area. Due to the survey's high response rate for the country, 

the distribution of this table accurately reflects the actual distribution of health 

personnel in The Gambia. It appears from the distributions by professional training 

level portrayed inthis table that the dresser-dispensers, double-qualified nurses 

and commity health nurses are geographically more dispersed than the single­

qualified nurses, student auxiliary nurses, or public health inspectors. (However, 

for the public health inspectors, this is perhaps an artifact of the data since 

public health inspectors in the field were usually the most elusive and difficult 

professionals to include in the survey). 

Evidence that more highly trained personnel are more likely to hold positions 

of authority can be found in Table 12. None of the single-qualified nurses held 

supervisory positions, where&s exactly one-half of the double-qualified nurses were 

senior nursing superintendents, 20.0 percent; nursing superintendents, 26.7 percent; 

or principal nursing officers, 3.3 percent. All participants were also 

asked their present principal working location and the length of time in 

their present position. A majority of the respondents stated 



-266­

that they spent the majority of their time working in a hospital, 56.2 percent; or 
in a rural health center or clinic, 26.0 percent.- A large proportion of the
 
single-qualified nurses, 
 85.2 percent, were hospital-based, whereas only 56.3
 
percent of the double-qualified 
nurses were hospital-based. More than one-third of 
the double-qualified nurses, 34.4 percent, reported spending most of their time
 
working in a rural health center 
or clinic. 

More than one-half of the respondents, 51.0 percent, reported having been in
 
their present position more 
than two years.1 4 Twenty of the twenty-seven single­
qualified nurses, 74.1 percent, 
 had worked in their present position for at least two 
years and 57.6 percent of the double-qualified nurses had also worked in excess of 
two years at their present position. 

Another means of characterizing the working environment of the health personnel 
is to ascertain the types of other personnel with whom an individual works daily. 
Responses elicited by question 18 have been categorized by professional training le1l 
and are contained in Table 15. Nearly one-half, 48.1 percent, of all participants 
reported working with non-professionals in their daily work, and 40.6 percent reported 
working with one or mroe doctors present. With the exception of the public health
 
inspectors, very fes 
of the health personnel included in this survey stated that 

they worked alone. 

It has been noted that the population of The Gambia consists of several tribes, 
and it is therefore not surprising that professional health workers often encounter 
language problems in their work. Indeed, 68.2 percent of l of the respondents 
reported having language problems (other than English) in conducting their work. 16 
Further analysis and discussion of this finding is inappropriate here and is 
deferred until later in this report. 

Training-Related Respondent Characteristics 

The major location of health training was other than The Gambia for nine 
of the double-qualified nurses, 31.0. percent, but all of the single-qualified 
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nurses and community health nurses and most, 95.0 percent, of the student 

auxiliary nurses had received most of their health training in The Gambia. 1 7 

Overall, 89.4 percent of the health personnel reported having received most 

of their health training in The Gambia. At the time of this survey, 43.0 percent 

percent of the respondents stated that they were currently receiving training 

and this percentage was comprised of 9.7 percent at the School of Midwifery, 

2.8 percent at the School of Public Health, 12.5 percent at the School of 

Nursing, and 12.5 percent at the Auxiliary Nurse Training School. Sixteen 

of the '27 single-qualified nurses, 59.2 percent, were then receiving training 

at either the School of Midwifery, 44.4 percent, or at the School of Nursing, 

14.8 percent.
 

There is some concern that Question 21 of the survey questionnaire was 

misconstrued by a portion of the respondents. The intent of asking this par­

ticular question was to assess the extent of training in various subject 

areas which the health professionals had received after completion of their 

professional education. Table 19 then presents the frequency and percentage 

of individuals reporting having received training inthe various subject 

areas since completion of professional education by professional training
 

level.
 

An important area of interest for program implementation and health 

training planning is the assessnent of the health professionals' perceived 

needs of and desire for additional training in various health areas. Table 

20 reveals that the areas of additional training most important to all the 

health professionals were infant care, nutrition, and maternal care. The areas 

of least interest include record keeping, mental health, and infertility. 

Over one-half of all the single-qualified nurses expressed a desire for addi­

tional training ininfant care and maternal care. The double-qualified nurses, 

however, were most interested in receiving training in teaching methods and 
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maternal care, both 45.5 percent, and family planning, 36.4 percent. Commu­

nity health nurses were generally desirous of receiving additional training 

in all subject areas, but were particularly interested in maternal and infant 

care, nutrition, and communicable disease. Enviromental sanitation, 54.5 

percent, and cammmicable disease, 45.5 percent, were the subject areas of 

most interest for additional training to the public health inspectors. With 

the exception of the commnity health mrses, there was a lack of interest in 

receiving training in the areas of record keeping, mental health and infertility. 

Attitudes, Practices and Experiences Related to Health 

There is little or no hard data on incidence rates of various diseases 

for The Gambia country-wide and it is therefore informative to examine responses 

to three disease-related questions asked of the health professionals. Tables 

21 and 22 contain the results of two questions designed to ascertain the most 

serious illness among women and the most coanon illness among children in the 

respondents' area of assignment. Malaria and maternal depletion were perceived 

as the most serious illness among women by 43.9 percent and 40.9 percent of 

"all respondents. The various types of health professionals were somewhat 

divided on this question in that 72.0 percent of the single-qualified nurses 

and 62.1 percent of the double-qualified nur.,es believed malaria to be the 

most serious illness among women, whereas 45.7 percent of the dresser-dispensers, 

62.5 percent of the community health nurses, and 76.5 percent of the public 

health inspectors stated that they believed maternal depletion to be the most 

serious illness among wmen. 

A large proportion of the health professionals failed to respond to Ques­

tion 28 which asks for the most camon illness among children in their area 

of assignment. Fifty respondents, 31.3 percent of all the survey respondents 

failed to answer this question. Of all those responding, exactly one-half 
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stated that gastroenteritis was the most cammon childhood illness. Malaria 

was cited the most comon illness by 29.1 percent of all respondents. With 

the exception of the public health inspectors, the various types of health 

professionals mere unanimous in their recognition of gastroenteritis as the 

most comon illness anong children in that for each category of health pro­

fessional, gastroenteritis was the most frequently cited illness. 

There were 98 health professionals who stated that they had children, 

and this group was asked what diseases for which their children were currently 

inoculated. The tabulated responses to this question are presented by pro­

fessional training level in Table 23. A more extensive discussion of this 

table is deferred at this point. 

Questions 42 and 46-49 of the survey questionnaire relate directly to 

nutritional practices and attitudes and the results of these questions are 

s umarized in Tables 24-8. A green leafy vegetable was stated to be included 

in the diet at tUast almost every day by 91.9 percent of the respondents, and 

26.4 percent of the respondents reported including a green leafy vegetable 

in their diet daily. 24 Similarly, 25.8 of the health professionals reported 

including fresh fruit or fresh fruit juice in their diet daily, and 82.8 percent 

of those responding stated that fruit in sone form was included in their diet 

almost every day or more often. 

The protein sources of meat, fish, or poultry were stated to be available 

in the respondents' area of assigment for at least ten months of the year by 

nearly three-quarters, 74.3 percent, of the respondents.-6 Five respondents,
 

3.7 percent, stated that meat, fish, or poultry was not available and nine­

teen respondents, 14.0 percent, reported that meat, fish, or poultry were avail­

able for less than three months of the year. A related question was designed 
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to ascertain the 	health professionals' attitudes toward who has the greatest 

need for meat if 	 the amount of meat is limited. The possible responses 

included a pregnant woman, nrmsing mother, two-year-old son, two-year-old 

daughter, or working father. There was general agreement among the respon­

dents, 84M0 percent, that pregnant women have the greatest need in this cir­

cumstance. Sixteen of the respondents, 11.1 percent, believed that a nurs 

ing mother's needs are greatest in the given circumstance. g7 

Table 28 displays the results of Question 49 which asks how vegetables 

are cooked by the respondent or spouse of the respondent. Among all the 

respondents, .it was stated by 57.4 percent that vegetables were cooked a 

short time and this percent is canposed of 26.5 percent who-stated that they 

cooked their vegetables at low heat for a short time and 30.9 percent who 

stated that they 	cooked their vegetables at high heat for a short time. 

Ninety-five of the respondents stated that they employed low heat for a long 

time in cooking their vegetables, and twenty-three individuals, 16.9 percent, 

reported cooking 	their vegetables for a long time at high heat. 

Many of the survey questions are categorizable as related to attitudes 

and practices related to maternal and child health. Questions 35-7 of the 

questionnaire concern the respondents' beliefs as to at what age infantan 

should begin: eating solid food, walking, and using a chewstick (toothbrush). 

Of all respondents, 32.4 percent stated that an infant should receive solid 

food at or before three months of age, 59.2 stated at or before five months, 

77.5 stated at or before eight months of age and 94.7 percent of the respon­

dents 	stated that solid food should be added to an infant's diet at or before 

9one year of age. A majority of the respondents, 53.6 percent, reported that 

infants begin walking by ten months, and 81.5 percent of the respondents 

agreed that infants should begin walking by or before one year of age.3 0 

Chewing sticks are often used as substitutes for toothbrushes, and Table 31 
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presents the results concerning the age at which children should be instructed
 

to use chewing sticks or toothbrushes. A substantial proportion of the respon­

dents, 40.6 percent, expressed the belief that children should be taught to
 

use a chewing stick or toothbrush at two years of age,-and 66.5 percent of 

the respondents stated that infants should be taught at or before three years 

of age to use a chewing stick.
 

It has been observed that the results of this survey - that that.I..iat. 

gastroenteritis isthe most common cause of childhood illness inThe Gambia, 

and Question 38 of the questionnaire elicited the respondents' opinions as to 

what a mother should do if her child has diarrhea. The tabulated results are 

presented inTable 32 and itcan be seen that 72.5 percent of all the health 

professionals correctly responded that treatment for diarrhea should include 

giving liquids with salt and sugar. Sixteen of the respondents, 10.1 percent, 

stated that they -ould prescribe a traditional medication for the mother to 

give her child for diarrhea.
 

Prior to the survey there existed an impression that buns were a fre­

quent cause of childhood accidents in The Gambia. This impressiom has been 

substantiated by both informal talks with the health professionals and by the 

data compiled in Table 33. Approximately eighty.Perenr t of the respodimts cited 

burns as the most common cause of childhood accidents inthe cotmtry. This 

result isconsistent across all the categories of the health professionals 

with the exception of the public health is.ctors - eight of Qm, 44.4 per­

cent, cited falls as the most common cause of accidents to children. 

The respondents'observed incidence of Frank Kwshiorkor and/or marasmus 

over the past year isrevealed inTable 34. Twnty-seven of the respondents, 

nearly one-fifth, reported seeing no cases in the past year and sixty of the 

respondents, 44.1 percent, reported seeing only one or two cases over the past 

year. Eleven or more cases of Frank Kwashiorkor and/or marasmus were observed 

by 23 respondents, 16.9 percent, and 14 of these 23 respondents, 10.3 percent
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of all the respondents, reported observing twenty or more cases of these
 

nutritional disorders during the past year.
 

Those respondents with children were asked how many months their most 

recent child has breastfed before weaning, and the resulting data is displayed
 

in Table 35. The median number of months a child wms breastfed is 18.1 months. 

The most recent children were breastfed for less than one year by 36.9 percent
 

of the respondents and for more than 21 months by 10.3 percent of the respon­

dents.
 

The striking feature of Tables 36.1-2 is tiat in both instances 98 of
 

the respondents, 61.2 percent, stated that they did not know how many boys or
 

girls the husband of a young newly married Gambian couple would want to have.
 

Also, fourteen respondents, 8.8 percent, stated that they believed that the
 

husband of the couple would not have a number in mind. A similar result can 

be found in Table 36.3-4 with the exception that 92 of the respondents, 57.5
 

percent, stated that they did not know how many boys (or girls) the wife of
 

the couple would want and sixteen respondents, 10.0 percent, stated that the 

wife would not have a number in mind. 

Most of the respondents, 71.0 percent, stated that they believed that the
 

best child spacing method for Gambian couples was either the intrauterine
 

device, 47.8 percent, or the contraceptive pill, 23.2 percent.-37 All health
 
professionals were also asked to state how frequently they encountered Gambian
 

patients requesting help with the child spacing or family planning services
 

or help with infertility. Roughly three-quarters of those interviewed respon­

ded to each of these questions and their responses are cross classified by
 

professional training level and presented inTables 38-9. Nearly half of these
 

respondents, 49.6 percent, reported encountering child spacing or family planniza
 

requests from Gambian clients at least weekly over the previous year; 21.8 percert
 

reported requests at least monthly but not as frequently as weekly, and fifteen
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respondents, 12.6 percent, reported never having had requests of this type38
 
in the past year. Quite similar relative frequencies were reported for help 

with infertility where 44.1 percent of the respondents reported monthly 

requests. 3 9 Only thirteen respondents, 11.7 percent, reported no requests
 
for help with infertility during the past year.
 

Another indicator of the need for child spacing or family planning
 

services in The Gambia is 
 provided by the responses to Question 60 of the
 
questionnaire. 
 This question has been included to ascertain the health
 

professionals' 
 frequency of contacts with patients having non-professionally
 

induced abortions. 
 Only 68.1 percent of the survey participants responded 

to this question (approximately one-half of both the dresser-dispensers and
 
public health inspectors 
failed to respond), but of the group responding, 

36.7 percent report contacts at least monthly during the past year with pa­

tients having non-professionally-induced abortions. 0 This group included
 

eighteen individuals, 16.5 percent, 
 who stated that they had encountered
 

patients as frequently as weekly over 
the past year. Many of the respondents, 

42.2 percent, reported never having had patients of this type but knowing 

of patients having non-professionally-induced abortions during the past year. 
Only seven respondents, 6.4 percent, reported both no patients and no knowledge 

of patients with non-professional abortions. 

Attitudes Regarding Discussion of Family Planning with
Patients torVarious Circtmstances 

All of the health professionals included in this survey were asked to 
state whether they agreed, disagreed, or were undecided to whetheras a pro­

fessional health worker should discuss family planning in twelve circumstances. 4 1 

Agreement that professional health workers should discuss family planning exceeded 

70 percent in three of the 12 circumstances, viz.: 
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1. 	 routinely with all post-partun patients regardless of 
marital status 

2. 	 with community groups 
3. with men as often as possible.
 

Also, agreement at this level was 
approached for circunstance 2, 69.4 percent, 
which states that a professional health worker should discuss family planning 

routinely with all post-partzn patients regardless of age. 

Ambivalence among the respondents to whetheras a professional health
 
worker should discuss family planning exceeded 30 percent in the following
 

five circumstances:
 

"I think that a professional health worker should:
 

I. 	 assess and inquire about family planning status and needs
in almost every patient contact. (34.4 percent undecided) 

2. 	 discuss family planning with all mothers in the pre-school
or under-fives clinic. (30.0 percent undecided) 

3. 	 discuss only those family planning methods that do not con­
flict with his (the health worker's) own personal beliefs. 

(35.6 percent undecided)4. 	 discuss family planning only when he thanks that child spa­cing does not conflict with the patient's personal beliefs. 
(31.3 percent undecided) 

5'. discuss family planning with any patient regardless of age."
(33.3 percent undecided) 

The data also suggest that there was a group of respondents who had no opinion as 
to discussion of family planning regardless of the circumstance since the minimum 

percent of respondents undecided for all circumstances was 20.6 percent. 

Only a small proportion of the respondents reported that a professional 

health worker should consider his/her own personal beliefs (26.2 percent) or 
the patient's own personal beliefs (25.1 percent) in deciding whether or not to 

discuss family planning. Finally, only twenty of the professional health workers 
included in the survey, 12.5 percent, stated that family planning should never 

be discussed. 
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Knowledge Questions 

Nearly one-third of the questions contained in the survey questionnaire 

(17 of the 61 questions) required specific knowledge on various areas of 

health. The knowledge questions can be categorized as relating to commicable 

disease, nutrition, maternal and child health, or family planning and will be 

discussed in this order. Furthermore, although the results of the knowledge 

questions are presented in Table 42 by professional training level, there will 

be no attempt to compare performance among these groups to evaluate overall 

performance for all questions. For those readers interested in the performance 

level of specific professional groups, this information is provided in Table 42. 

There were three questions on the survey questionnaire in the area of comu­

nicable disease which required the respondent to select one appropriate response 

from five alternatives. Question 24 requires recognition of which pair of 

five pairs of diseases are both water-borne and the highest percent of correct 

responses for all knowledge questions, 82.5 percent, was achieved for this 

question. Approximately three-quarters of all of the respondents, 73.1 percent, 

were aware that there is an inoculation available to prevent diptheria. Hcw­

ever, a smaller proportion of the health professionals, 61.9 percent, were able 

to correctly identify which group of' three diseases frbm a list of five triplets 

were protected against by an injection of triple antigen vaccine. 

Questions 41, 43-5 of the survey questionnaire are related to nutrition. 

More than one-half of all of the raspondents, 56.3 percent, were aware that the 

most important nutritional effect of polishing rice is that important vitamins 

are removed. A slightly smaller percentage of the respondents, 52.5 percent, 

correctly selected the pair of foods fi.sh and ground nuts as the best sources 

of protein from a list of five pairs of foods such as rice and corn, or beef 

and green vegetables. When asked what 2-4-year-old children should be fed, 26.3 
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percent of the health professionals responded "Me same food as eaten by the 

rest of the family." A majority of the respondents, 55.0 percent, stated that 

children of this age should receive a diet with additional beef and fish. 

The most difficult of the knowledge questions asked during the survey was 

clearly Question 43 which required the respondent to identify which pair of 

foods from a list of five pairs are both good sources of Vitamin A. Only 8.8 

percent of all the respondents correctly selected the pair mangoes and red 

peppers when provided alternatives such as oranges and millet or peanuts and 

green leafy vegetables. Many of the respondents, 45.6 percent, incorrectly 

selected mangoes and oranges as both good sources of Vitamin A.
 

The renaining ten knowledge questions to be discussed relate 
to the areas 

of maternal and child health or family plannirg. Less than forty percent of 

all othe health professionals knew that the specific purpose of an Ilesha chart is 

to provide a record for the recording of growth rates of children under five 

years of age. However, nearly three-quarters of the professionals were aware 

that a mother should continue to give her child liquids with salt and sugar as 

a treatment for diarrhea. 

Slightly in excess of one-half of all the health professionals correctly 

answered Questions 31, 51, and 55 . These questions are related to intercourse 

during the period of lactation - (51.9 percent of .the respondents were aware 

that intercourse has no effect on lactation), the location of fertilization 

fifty-five percent were aware that the egg is fertilized in the Fallopian 

tubes), and evaluation o5 the infertile couple where 55.0 percent correctly 

responded that the first step in evaluation of the infertile eouple should be 

to obtain the couple's medical history. Less than one-half of the respondents, 

44.4 percent, were able to identify the probable most frequent cause of a 

couple's infertility as infection of the wonan's Fallopian tubes or the man's 

vas deferens. 
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Less than one-quarter of the health professionals included in the survey
 

correctly answered questions related to the length of time the human ovum 
is 

available to be fertilized (only 16.3 percent correctly responded four days), 

woman with a regular 28-day cycle (23.1 percent resmom­
the "safe period" of a 


ded correctly that the "safe period" consisted of the last ten days of one
 

cycle and the first seven days of the next cycle), or what diagnostic test
 

all women seeking counseling for infertili,-ty or assistence with child spacing
 

should have (where 23.8 percent of all the respondents correctly stated 
that
 

the correct diagnostic test isa breast examination).
 

Health Pofessionals and Language Problems 

Ithas been noted that nearly seventy percent of all the health professionals 

in their work and that the female nurses, i.e.
experienced language difficulties 

single-qualified, double-qualified, and student auxiliary, were 
more likely to
 

experience language problems than the other types of professionals. 
We now
 

examine and discuss other factors which are perhaps related to the 
occurrence
 

Table 43 suggests that respondents in the
 of langwge problems during work. 


more likely to have language prob­
age group 20-29 years and 40-49 years are much 


lens in their work than individuals in the age groups 30-35 years and 50+ years.
 

However, this result may be spurious and due to sae other factor 
such as tribal
 

group or the number of languages spoken.
 

When an individual's reported tribal prrip is cross classified with the
 

languages which that individual can speak well enough to 
use inwork, Table 44
 

is generated. It isperhaps instructive to notice in this table that eighteen
 

of the 58 health professionals of the Wollof tribe, 31.0 percent, speak 
only
 

Wollof and that ten of the forty professionals from other 
tribal groups, 25 per­

cent, speak only Wollof in addition to English and languages 
other than Mandinka,
 

On the other hand, only two of thirty Mandinka, 6.7 
percent,


Fula, and Diola. 
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speak only Nandinka in addition to English and all of the Diola and Fula are 

multilingual in the sense it has been defined here. In fact, most of the 

Diola, 83.3 percent, and also most of the Fula, 85.4 percent, speak at least 

Mandinka and Wollof in addition to their own tribal language. Recognizing this 

fact one must conclude that the high percent of Diola health professionals, 

90.9 percent, who reported language problems in their work must encounter 

problems with patients speaking languages other than Mandinka, Wollof, and FulaA 

The data of this table also demonstrate that the Wollof and other tribal 

groups' health professionals reported speaking Wollof but not Mandinka, Fula, 

or Diola. A striking ninber of these individuals, 26 or 86.7 percent, reported 

havi g language problems in their work. L It can be seen in this data that 

in excess of two-thirds of the two groups of individuals who spoke Mandinka, 

Wollof,and Fula or Mandinka, Wollof, and Diola reported having language problems 

in their work. Finally, Table 47 presents the incidence of language problems 

by division of employment. A high proportion of the health professionals 

employed in the McCarthy Island division, 87.5 percent, reported language 

problems. Relative incidence of language problems was also high in Banjul, 60 7 

percent, and the Lower River Division, 75.0 percent. 

Comments Regarding Non-Quantitative Results of the Questionnaire 

The final question, Question 62, was open-ended and asked each respondent 

to make additional comments regarding training they would like to receive. The 

following table sqmarizes the comnents of the 61 individuals who responded. 
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RESPONSE TO Q. f 62 

"ARE TRE ANY SKILLS IN MICH 
YOU WUL LIKE TO RECEIVE TRAINING ?" 

SKILLS 
ANAESTESIOOGY RESPOSES 

1 

CHILD SPACING 3 
D744DUJICABLE DISEASES 5 

INONCULATIONS 12 

M~aNAENT TECHNIQUES-4 

MATERNAL CHILD HEALTH 7, 

NUTRITION 4 

PHARMACOLOGY 

PREMATURE NURSING 1• 

PUBLIC HEALTH 8 

PUBLIC SPEAKING 19. 

RECORD KEEPING 

TEACHING METHODS 4 

THEATEHGNIQUES 3 

*SPECIAL DEMANDS FOR IMPRlVEMT OF EJRAL I-1IPITAL FACILITIES WEE MADE 
IN THE FOLL ING AREAS: 
L TRXNSPORT 
2.DRJG SUPPLIES
 
3.WATER SUPPLY
 
4. TOLS 
5. COMMUNICATION 
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TABLE I
 

Ql. BASIC EXATION CCMPLETED BY PROFESSIONAL TRINING LEVEL
 

EhUXICO CCMWLETED 
PROFESSIONAL a 
TRAINING 
LEVEL PRDMARY 

JUNIOR 
SEODARY 

HI-I 
SCO0L 

6TH 
FOR4 OER TOTAL 

SINGLE 
QUALI"IED 

0 
0 

0 
0 

26 
96.3 

0 
0 

1 
3.7 

27 
100.0 

NURSE 

DOUBLE' 
qUALIFIED 

0 
0 

0 
0 

29 
90.6 

2 
6.3 

1 
3.1 

32 
100.0 

NURSE 

DRESSER-DISPENSER 3 7 30 0 1 41 
7.3 17.1 73.2 0 2.4 100.0 

DOCIO 0 0 0 0 2 :2 
0 0 0 0 100.0 100.0 

STUDENT 3 12 6 0 0 21
AUXILIARY 14.3 57.1 28.6 0 0 100.0 
NURSE 

COW4JI''Y 0 10 1 0 0 11
HEALTH 0 90.9 9.1 0 0 100.0 
NURSE
 

PUBLIC 1 1 14 0 5 21
HEALTH 4.8 4.8 66.7 0 23.8 100.0 
INSPECTOR 

TOTAL 
 7 30 106 2 10 155 
4.5 19.4 68.3 1.3 6.5 100.0 

aCells of table include frequency and row percent 
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TABLE 2
 

0-5 NATIONALITY BY PR0FESSIqAL TRAINING LEVMa
 

NATILMIY
 

PROFESSIONAL
 
TRAININ GAMBIAN... ..
GAIAN.BY.
 
LEVEL 
SINGLE 

BY BIRTH 'NATI TI'nCN 0=' TOTAL 

(QLIFIM 25 1 1 27 
NURSE 92.6 3.7 3.7 100.0 

DOUBLE 
QIMLIFIED 

29 
87.9 

3 
9.1 

1 
3.0 

33 
100.0 

NURSE 

DRESSER-
DISPENSER 

40 
97.6 

1 
2.4 

0 
0 

41 
100.0 

DOCMDR 2 0 0 2

100.0 
 0 0 100.0
 

STUDENT 19 2 0 21

AUXILIARY 90.5 
 9.5 0 100.0
 
NURSE 

CMUNM 8 3 0 11

HEALTH 
 72.7 27.3 0 100.0
 
NURSE
 

PUBLIC 21 1 0 
 22
 
HEALTH 95.5 
 4.5 0 100.0
 
INSPECTOR
 

TOTAL 144 
 11 2 157

91.7. 7.0 1.3 100.0
 

aCells of table include frequency and row percent
 

http:GAIAN.BY
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TABLE 3 

Q6. TRIBAL GIOUP 
aBY PROFESSIONAL TRIBAL LEVEL 

TRIBE 

PROFESSIONAL 
TRAINING LEVEL MANDINKA WILOF JOLA FULA OTHERb TOTAL 

SINGLE 1 12 1 0 11 25 
QUALIFIED 4.0 48.0 4.0 0 44.0 100.0 
NURSE 

DOUBLE 3 11 4 1 11 30 
qJALIFIED 10.0 36.7 13.3 3.3 36.7 100.0 
NURSE 

DRESSER- 12 19 1 2 5 39 
DISPENSER 30.8 48.7 2.6 5.1 12.6 100.0 

DOCTOR 1 1 0 0 0 2 
30.0 50.0 0 0 0 100.0 

STUDENT 3 7 3 0 8 21 
AUXILIAM' 14.3 33.3 14.3 0 38.1 100.0 
NURSE
 

CONITY 3 1 2 1 4 11 
HEALTH 27.3 9.1 18.2 9.1 36.4 100.0 
NURSE 

PUBLIC 8 7 2 4 1 22 
HEALTH 36.4 31.8 9.1 18.2 4.5 100.0 
INSPECTOR 

TOTAL 31 58 13 8 40 150 
20.7 38.7 8.7 5.3 2.0 100.0 

aCells of table include frequency and row percent 

bOther includes 20 Aku, 8 Serer, 3 Serahli, 2 Bmbara 

2 Mangago, 1 Makai, 1 Ghanaian, 1 Lebanese, 1 English, 1 unstated 
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TABLE 4 

Q8. SEX BY PROFESSIONAL TRAINING LEVEL 

PROFESSIOAL 
TRAINING 
LEVEL MALE FEMALE TOTAL 

SINGLE 0 27 27 
QUALIFIED 0 100.0 100.0 
NURSE 

DOUBLE 0 33 33
 
QIUALIFIED 100.0 100.0 
NURSE
 

DRESSER- 43 0 43
 
DISPENSER 100.0 0 100.0
 

DOCTOR 2 0 a 
100.0 0 100.0
 

STUDENT 3 18 21 
AUXILIARY 14.3 85.7 100.0 
NUJRSE 

CO44NITY 3 8 11 
HEALTH 27.3 72.7 100.0 
NUJRSE 

PUBLIC 19 3 22
 
HEALTI 86.4 13.6 100.0 
INSPECTOR 

TOTAL 70 89 159
 
44.0 56.0 100.0 

aCells of table include frequency and row percent 



TABLE S
 

0.AN TRAINING LEvE 
____ ___AGE IN YEARS 

PROESIONALLEVEL 
 20 YRS. 20-29 30-39 40-49 50-59 TOTAL
 

SINGLE 23 1 0 2 0 26
QUALIFIED 88.5 3.8 
 0 7.7 0 100.0
NURSE 

DOUBLE 
 11 4 12 2 0 29
QUAL'LIED 37.9 13.8 41.4 
 6.9 0 100.0

NURSE 

DRESSER-
 9 10 11 7 1 38
DISPENSER 23.7 26.3 28.9 18.4 
 2.6 100.0
 

DOCTOR 0 2 0 
 0 0 2

0 100.0 0 0 0 
 100.0
 

STUDENT 
 11 7 1 0 0 
 19
AUXILIARY 57.9 36.8 5.3 
 0 0 100.0
 
NURSE
 

COMI4NITY 11 0 
 0 0 0 11
HEALTH-
 100.0 0 0 0 0 
 100.0
 
NURSE
 

PUBLIC 12 5
HEALTH 54.5 22.7 
0 
0 

5 0 22
 
22.7 0 100.0


INSPECTOR 

_ 

TOTAL 
 77 29 24 16 1 
 147

52.4 19.7 16.3 
 10.9 0.7 100.0
 

aCells of table include frequency and row percent
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TABLE 6 

Q1o. MARITAL STAIUS BY PROFESSIONAL TRAINING LEVEL 

STATUS
 

PROFESSIONAL 
TRAINING 
LEVEL SINGLE APRIED WIDOED TOTAL 

SINGLE 20 6 1 .27
 
QUALIFIED 74.1 22.2 3.7 100.0
 
NURSE 

DOUBLE 11 21 1 33
 
QUALIFIED 33.3 63.7 3.0 100.0
 
NURSE
 

DRESSER- 10 33 0 43
 
DISPENSER 23.3 76.7 0 100.0
 

DOC')R 0 2 0 2 
0 100.0 0 100.0 

STUDENT 
AUXILIARY 
NURSE 

10 10 1 21 
47.6 47.6 4.8 100.0 

CMWNITY 
HEALTH 
NURSE 

7 4 0 11 
63.6 • 35.4 0 100.0 

PUBLIC 
HEALTH 
INSPECTOR 

10 12 0 22 
45.5 54.5 0 100.0 

TOTAL 68 88 3 159 
42.8 55.3 1.9 100.0 

aCells of table include frequency and row percent 
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TABLE 7 

lQl. RELIGION BY PROFESSIONAL TRAINING LEVELa 

RELIGION 

PROFESSIONAL .. 

TRAINING 
LEVL CATHOLIC MOSLEM PROTESTANT OTHER TOTAL 

SINGLE 7 13 7 0 27 
QUALIFIED 25.9 48.1 25.9 0 100.0 
NURSE 

DOUBLE 6 13 14 0 33 
QUALIFIED 18.2 39.4 42.4 0 100.0 
NURSE 

DRESSER- 4 33 3 3 443 
DISPENSER 9.3 76.7 7 7 100.0 

DOC'OR 0 2 0 0 2 
0 100.0 0 0 100.0 

STUDBI T 6 11 4 0 221 
AUXILIARY 28.6 52.4 19.0 0 100.0 
NURSE 

COMMNITY 2 8 0 1 11 
HEALTH 18.2 72.7 0 9.1 100.0 
NURSE 

PUBLIC 3 18 .1 0 22 
HEALTH 13.6 81.8 4.S 0 100.0 
INSPECTOR 

TOTAL 28 98 29 4 159 
17.6 61.6 18.2 2.5 100.0 

aCells of table include frequency and row percent 
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TABLE 8 

Q2. YEARS 	OF KORANIC EIXJCATION COMPLETED BY PROFESSIONAL TRAINING LEVELa 

YEARS CMPLETED
 

PROFESSIONAL 
TRAINING-
LEVEL 1 YR. 1-2 YRS 2-3 YRS. 3-4 YRS. 4-5 YRS. 5-10 YRS. 10 YRS. TOTAL 

SINGLE 1 0 1 2 3 2 1 10 
QUALIFIED 10.0 0 10.0 20.0 30.0 20.0 10.0 100.0 
NURSE 

DOUBLE 2 0. 2 2 0 3 2 11 
QUALIFIED 18.2 0 18.2 18.2 0 27.2 18.2 100.0 
NURSE 

DRESSER- 1 2 1 1 2 18 5 30 
DISPENSER 3.3 6.7 3.3 3.3 6.7 60.0 16.7 100.0 

DOCTOR 0 0 0 0 0 1 0 1 
0 0 0 0 0 100.0 1 100.0 

STUDENT 1 2 1 2 2 0 1 9
 
AUXILIARY 11.1 22.2 11.1 22.2 22.2 0 11.1 100.0
 
NURSE
 

O4MWNITY 0 0 1 1 0 2 3 7 
HEALTH 0 0 14.3 14.3 0 28.6 42.8 100.0 
NURSE 

PUBLIC 0 1 2 2 4 4. 5 18
 
HEALTH 0 5.5 11.1 11.1 22.2 22.2 27.8 100.0
 
INSPECTOR 

TOTAL 5 5 8 10 11 30 17 86 
5.8 	 5.8 9.3 11.6 12.8 34.9 19.8 100.0 

aCells of table include frequency and row percent 

bMore than one but less than two years, etc. 
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TABLE 9.1
 

Q12. M4BER OF SONS BORN BY PROFESSIONAL TRAINING LEVELa
 

PROFESSIONAL - -JN ER 

TRAININGLEVEL 

SINGLE 
QUALIFIED 

NJRSE 

0 

21 
77.8 

1 

S 
18.5 

2 

1 
3.7 

3 

0 
0 

4 

0 
0 

5 

0 
0 

6 

0 
0 

7 

0 
0 

1UTAL 

27 
100.0 

DOUBLE 
QUALIFIED 

NURSE 

13 
39.4 

11 
36.4 

6 
12.1 

8 
6.1 

1 
0 

0 
6.1 

0 
0 

0 
0 

33 
100.0 

DRESSER-
DISPENSER 

15 
34.9 

11 
25.6 

6 
14.0 

8 
18.6 

1 
2.3 

0 
0 

0 
0 

2 
4.7 100. 

DOCTOR 0 
0 

2 
10.0 

0 
0 

0 

0 
0 

0 
0 

0 
0 

0 
0 

0 

2 

100.0 

o 

00 

STUDENT 
AUXILIARY 

NURSE 

10 
45.5 

8 
36.4 

3 
13.6 

1 
4.5 

0 
0 

0 
0 

0 
0 

0 
0 

22 
100.0 

C Tmvly 
HEALTH 

NURSE­

9 
81.8 

2 
18.2 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

11 
100.0 

PUBLIC 
HEALTH 

INSPECOR 

13 
59.1 

6 
27.3 

1 
4.5 

1 
4.5 

1 
4.5 

0 
0 

0 
0 

0 
0 

22 
100.0 

TOTAL 81 
50.6 

46 
28.8 

15 
9.4 

12 
7.5 

2 
1.2 

2 
1.2 

0 
0. 

2 
1.2 

160 
100.0 



TABLE 9.2 

Q12. MN4BER OF NAITURAL SONS LIVING BY PROFESSIONAL TRAINING LEVEL' 

NUMBER 

PROFESSIONAL 
TRAINING 
LEVEL 0 1 2 3 4 5 6 7 TOTAL 

SINGLE 
QUALIFIED 

NURSE 

21 
77.8 

5 
18.5 

1 
3.7 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

27 
100.0 

XXJBLE 
QUALIFIED 

NURSE 

13 
39.4 

14 
42.3 

2 
6.1 

2 
6.1 

0 
0 

2 
6.1 

0 
0 

0 
0 

33 
100.0 

DRESSER-
DISPENSER 

19 
44.2 

9 
20.9 

6 
14.0 

6 
14.0 

1 
2.3 

0 
0 

1 
2.3 

1 
2.3 

43 
100.0. 

DOCTOR 0 
0 

2 
100.0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

2 
100.0 

STUDENT 
AUXILIARY 

13 
59.1 

7 
31.9 

1 
4.5 

1 
4.5 

0 
0 

0 
0 

0 
0 

0 
0 

22 
100.0. 

NURSE 

COMUN1ITY 
HEALTH 

9 
8.18 

2 
18.2 

0 
0 

0 
0 

0 
0 

0 
0 

0. 
0 

0 
0 

11 
100.0 

NURSE 

PUBLIC 
HEALTH 

INSPECTOR 

14 
63.7 

6 
27.3 

0 
0 

2 
9.0 

0 
0 

0 
0 

0 
0 

0 
0 

22 
100.0 

TOTAL 89 45 10 11 1 2 1 1 160 

55.6 28.2 6.3 6.9 0.6 1.2 0.6 0.6 100.0 

aCells of this table include frequency and row percent
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TABLE 9.3 

Q12. NIBER OF ADOPTED SONS BY PROFESSIONAL TRAINI': LEVEL 

NMBER.
 

PROFESSIONAL

TRAINING 
LEVEL 0 
 1 2. 3 .4 TOTAL
 

SINGLE 26 1 0 0 
 0 27

qUALIFIED 96.3 3.7 
 0 0 0 100.0
 

DOUBLE 28 4 0
0 1 33

QUALIFIED 84.8 12.1 0 0 
 3.0 100.0
 
MJRSE'
 

DRESSER- 33 6 
 4 0 0 43

DISPENSER 76.7 14.0 9.3 0
0 100.0
 

DOCTOR 2 0
0 0 0 2
 
100.0 0 
 0 0 0 100.0
 

STUDENT 21 1 0
0 0 22

AUXILIARY 95.5 4.5 0 0 
 0 100.0
 
NUJRSE
 

iiMHUN1TY
11 0 0 0 0 11
 
HEALTH 100.0 0 0 0 
 0 100.0
 
NURSE
 

PUBLIC 20 1 0 0
1 22

HEALTH 90.9 4.5 0 4.5 0
NU'RSE______________ 100.0 

TOTAL 141 13 4 1 1 160
 
88.1 8.1 2.5 
 0.6 0.6 100.0
 

aCells of table include frequency and row percent
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TABLE 9.4 

Q12. NMMBER OF ADOPTED SONS LIVING BY PROFESSIONAL TRAINING LEVEL 

N1LWER 

PROFESSIONAL
 
TRAI1iNG 
LEVEL 0 
 1 2 
 3 TOTAL
 

SINGLE 26 
 1 
 0 0 27
qUALIFIED 96.3 3.7 0 0 
 100.0
 
NURSE
 

DOUBLE 28 
 4 0 
 1 33
qUALIFIED 84.8 12.2 0 3.0 100.0 
NURSE
 

DRESSER- 34 
 6 
 3 0 43

BISPENSER 79.0 
 14.0 7.0 
 0 100.0
 

DOCTOR 2 0 0 0 2 
100.0 0 0 0 100.0
 

STUDENT 20 
 1 1 
 0 22

AJJXLIARY 90.9 
 4.5 4.5 
 0 100.0
 
NURSE 

ccr4JNIIY 11 0 0 0 11

HEALTH 100.0 
 0 0 
 0 100.0
 
NURSE
 

PUBLIC 20 
 1 0 
 1 22
HEAlTH 91.0 4.5 0 4.5 100.0
 
INSPECTOR 

TOTAL 141 13 4 
 2 160

88.1 8.1 1.32.5 100.0 

aCells of table include frequency and row percent 
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TABLE 9.5 

Q12. NL4BER OF DAUGHTERS BORN BY PROFESSIONAL TRAINING LEVEL 

PROFESSIONAL
TRAINING NUMBER 	 - ­
" ­ -LEVEL 
 0 1 
 2 3 4 
 5 6 
 7 TOTAL
 

SINGLE 
 22 3 1 0 
 1 0
QUALIFIED 81.5 	 0 0 27
11.1 3.7 
 0 3.7 0 
 0 0 
 100.0
NURSE
 

DOUBLE 
 17 10 
 5 0 1
QUALIFIED 	 0 0
51.5 30.3 15.2 	 0 330 3.0 0 0 0 100.0
NURSE
 

DRESSER-
 15 8 4 
 9 4 2DISPENSER 	 0 1
34.9 18.6 	 43
9.3 20.9 9.3 4.7 
 0 
 2.3 100.0
 

DOCTOR 
 1 1 0 	 %00 0 
 0 0 0
50.0 50.0 	 2
0 0 
 0 0 0 
 0 *100.0
 

STUDENT 
 15 3 3 
 1 0 0
AUXILIARY 	 0
68.2 13.6 13.6 	 0 22
4.5 0 
 0 0 0 
 100.0
NURSE
 

rC4OMNIT" 11 0 0 0 0HEALTH 100.0 0 	 0 0 0 110 0 0 0 0 
 0 100.0
NURSE
 

PUBLIC 
 12 0 0 
 3 6
HEALTH 	 0 154.5 0 	 0 220 13.6 27.3 0 4.5 0 100.0
INMSEC'FOR 

TOTAL 93 25 13 13 12 2 158.1 15.6 8.1 	 1 1608.1 7.5 
 1.2 0.6 
 0.6 100.0 

aCells of table in e frequency and row percent 



TABLE 9.6 
Q12.. IINBER OF NATURAL DAJQMERS LIVING BY PROFESSIONAL TRAINING LEVEL 

N.MER 

PROFESSIONAL 
TRAINING 
LEVEL 0 1 2 3 4 5 6 7 TOAL 

SINGLE 22 3 1 0 1 0 0 0 27 
QUALIFIED 81.5 11.1 3.7 0 3.7 0 0 0 100.0 
NURSE 

DOUBLE 
QUALIFIED 

15 
45.5 

.13 
39.4 

4 
12.1 

0 
0 

1 
3.0 

0 
0 

0 
0 

0: 
0: 

33 
100.0 

NURSE 

DRESSER- is 8 6 8 4 1 0 1 43 
DISPENSER 34.9 18.6 14.0 18.6 2.3 0 0 2.3 

DOCTOR 1 
so.0 

1 
50.0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

2 
00.0 

S1UDENT 
A XILIARY 

15 
68.3 

3 
13.6 

3 
13.6 

1 
4.5 

0 
0 

0 
0 

0 
0 

0 
0. 100.0 

NURSE 

X1RNTY 11 0 0 0 0 0 0 0 11 
HEALTH 11000 0 0 0 0 0 0 0 100,.0 
NURSE 

PUBLIC 
HEALTH 

13 
59.1 

0 
0 

0 
0 

3 
13.6 

5 
22.8 

0 
0 

1 
4.5 

0 
0 

:22; 
100.0 

INSPECTOR 

IUAL 92 
57.5 

28 
17.5 

14 
8.8 

12 
7.5 

11 
6.9 

1 
0.6 

1 
0.6 

1 
0.6 

160 
100.0 

aCells of table include frequency and row percent 



TABLE 9.7 
Q12. NIJMBER OF MMS ADOPTED BY PROFESSIONAL RAIM LEVEL 

NUMBER 

PROFESSIONAL 
TRAIN 
LEVEL 0 1 2 4 5 TOTAL 

SMNO 
qJALIFIED 

26 
96.3 

1 
3.7 

0 
0 

0 
0 

0 
0 

27 
100.0 

NJRSE 

DOUBLE 
QUALIFIED 

28 
84.8 

2 
6.1 

3 
9.1 

0 
0 

0 
0 

33 
100.0 

NURSE 

DRESSER-
DISPENSER 

38 
88.4 

4 
9.3 

0 
0 

0 
0 

1 
2.3 

43 
100.0 

DOCTOR 
 2 0 0 
 0 0 
 2

100.0 0 
 0 0 
 0 100.0
 

STUDENT 20 2 0 0 0 22
AUXILIARY 90.9 9.1 0 0 0 100.0
 
NURSE 

COM4JNITY 11 0 0 0 0 11
HEALTH 100.0 0 
 0 0 
 0 100.0
 
NURSE
 

PUBLIC 
 20 0 
 1 1 
 0 22
HEALTH 
 90.9 0 4.5 4.5 
 0 100.0
 
TNSPECTOR 

TOTAL 
 145 9 4 
 1 
 1 160.
 
90.6 5.6 
 2.5 0.6 
 0.6 100.0
 

aCells of table include frequency and row percent 
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TABLE 9.8 
Q12, NUMBER OF ADOPTED DAUGHTERS LIflG 

NMIBER 

PROFESSIONAL 
TRAINING 
LEVEL 0 1 2 3 4 TOTAL 

SINGLE 
QUALIFIED 
NURSE 

26 
96.3 

1 
3.7. 

0 
9 

0 
0 

0 
0 

27 
100.-0 

DOUBLE 
QUALIFIED 

28 
84.8 

2 
6.1 

3 
9.1 

0 
0 

0 
0 

33 
100.0 

NURSE 

DRESSER-
DISPENSER 

38 
88.4 

4 
9.3 

0 
0 

1 
0 2.3 

43 
100.0 

DOCTOR 2 0 0 0 0 2 
100.0 0 .0 0 0 100.0 

STUDENT 
AUXILIARY 

20 
90.0 

2 
9.3 

0 
0 

0 
0 

0 
0 

22 
100.0 

NURSE. 

IiMUNIfl11 0 0 0 0 11 
HEALTH 100.0 0 0 0 0 100.0 
NURSE 

PUBLIC 
HEALTH 
INSPECTOR 

20 
90.9 

0 
0 

1 
4.5 

0 
0 

1 
4.5 

22 
100.0 

TOTAL 145 9 4 1 1 160 

90.6 5.0 2.5 0.6 0.6 100.0 

aCells of table include frequency and row percent 
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TABLE 10
 
Q7. LANGUAGES SPOKEN BY PROFESSIONAL TRAINING LEVELab
 

PROFESSIONAL 

TRAINING 
LEVEL MANDINKA WOLLOF 

AKJ/ 
CREOLE 

LANGUAGES 

MANDINKA/ WOLLOF/
WOLLOF JOLA 

MANDINKA 

WOLLOF/ 
JOLA 

MANDINKA 

WOLLOF/ 
FULA 

WOLLOF/ 
JOLA/ 
FULA TOTAL 

SINGLE 
QUALIFIED 

NURSE 

0 
0 

11 
40.7 

1 
3.7 

11 
40.7 

0 
0 

1 
3.7 

1 
3.7 

2 
7.4 

27 
100.0 

DOUBLE 
QUALIFIED 

NURSE 

0 
0 

10 
30.3 

1 
3.0 

11 
33.3 

0 
0 

5 
15.2 

6 
18.2 

0 
0 

33 
100.0 

DRESSER-
DISPENSER 

0 
0 

4 
9.3 

1 
2.3 

23 
53.5 

0 
0 

0 
0 

12 
27.9 

3 
7.6 

43 
100.0 

STUDENT 
AUXILIARY 
NURSE 

0 
0 

1 
5.0 

0 
0 

4 
20.0 

0 
0 

0 
0 

0 
0 

13 
65.0 

0 
0 

1 
5.0 

0 
0 

1 
5.0 

2 
100.0 

0 

0 
0 

0
0f0 

2 
100.0 

20100.0 
CMWNITY 

NU1IS 

0 

0 

0 

0 

0 

0 

7 

63.6 

1 

9.1 

. . 
1 

9.1 

1 

9.1 

1 

9.1 

0 . 

11 

100.0 
PUBLIC 

INSPECTOR 

TOTAL 

1 

4.8 

2 

2 

9.5 

31 

0 

0 

3 

12 

57.1 

77 

1 

4.8 

3 

2 

9.5 

10 

3 

14.3 

25 

0 

0 

6 

21 

100.0 

157 
1.3 19.7 1.9 49.0 1.9 6.4 15.9 3.8 100.0 

aCells of table include frequency and row percent
 

bExcluding English
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TABLE 11
Q13. DIVISION OF E4PLOYMEI"r BY PROFESSIONAL TRAINING LEVELa 

DIVISION 
PROFESSIONAL 
TRAINING 
LEVEL BANJUL 

WESTERN 
DIVISION 

LOWER 
RIVER 

NORTH 
BANK 

- CART1IY 
ISLAND 
DIVISION 

UPPER 
RIVER 
DIVISION 

NOT CURRENMY 
E/4PLOYED/
ASSIGNED TUAL 

SINGLE 
QUALIFIED 

24 
92.3 

0 
0 

1 
3.8 

1 
3.8 

0 
0 

0 
0 

0 
0 

26 
100.0 

NURSE 

DOUBLE 
QUALIFIED 

22 
66.7 

4 
12.1 

3 
9.1 

1 
3.0 

2 
6.1 

1 
3.0 

0 
0 

33 
100.0 

NURSE 

DRESSER-
DISPENSER 

26 
60.5 

3 
7.0 

2 
4.6 

3 
7.0 

6 
14.0 

1 
2.3 

2 
4.7 

43 
100.0 

DOCTOR 0 0 0 0 1 1 0 .2 
0 0 0 0 50.0 50.0 0 100.0 

SrIDENT 
AUXILIARY 

NURSES 

22 
100.0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

22 
100.0 

CUM4JNITY 
HEALTH 

4 
36.4 

2 
18.2 

3 
27.2 

2 
18.2 

0 
0 

0 
0 

0 
0 

11 
100.0 

NURSES 

PUBLIC 
HEALTH 

17 
77.3 

2 
9.1 

0 
0 

1 
4.5 

1 
4.5 

1 
4.5 

0 
0 

22 
100.0 

INSPEC(R 
UrAL 115 11 9 8 10 4 2 159 

72.3 6.9 5.6 5.0 6.3 2.5 1.3 100.0 

aCells of table include frequency and row percent. 
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TABLE 12 
_Q14. 

JOB CATEGORY BY PROFESSIONAL TRAINING LEVELa 

CATEGORYPROFESSIONAL 
 STAFF NURSE 
 SENIOR 
 PRINCIPAL
TRAINING NURSE-MIDWIFE NURSING 
DOCTOR OR C( TN"TyyNURSING NIRSING
LEVEL MEDICAL
NURSING OFFICER SUPER. HEALTH
SUPER. OFFICER 
 OFFICER STUDENT NURSE 
 OTHER b TOTAL
SINGLE 
 26 0 0 0RIIED 096.3 0 0 
 0 
 0 3.7 0 0 
 106.0
 

DOUBLE 12 6 8QAIFIED 1 040.0 20.0 26.7 0 
0 
0 

0 
0 

3 303.3 

10.0 
 100.0
 

DRESSER-
 :27 
 4 3 0 
 0
DISPENSER 1
62.8 0 8
9.3 7.0 43
0 
 0 2.3 0 
 18.6 
 100.0
DOCTOR 
 0 
 0 0 0
0 2 0 0
0 0 0 2
0 100.0 
 0 0 
 0 
 100.0
STUDENT 0 0 0AUXILIARY 0 0 
0 0 4 0 17 21 ,,0

0 0 0 19.0 0NURSE 81.0 100.0 
COMMUNITY 
 0 
 0 0
HEALTh 0 00 0 0 11 00 0 110 0 100.0NURSE 0 100.0
PUBLIC 
 0
HIEALTH 0 1 0 0
S,0 0 0 0
0 0 19
029. 20INSPECTOR 0.0 
 95.0 100.0
 

TOTAL 
 65 
 11 i1 
 1 2
V 42.2 6 11 47 1547.1 7.1 0.6 
 1.3 3.9 7.1 
 30.5 100.0 

aCells of table include frequency and row percent
 

bIncludes auxiliary nurse students, public health inspectors, and unspecified categories.
 



TABLE 13 

Q1S. PRINCIPAL WORKING LOCATION BY PROFESSIONAL TRAINING LEVEL a 

LOCATION 

PROFESSIONAL RURAL HEALTH TRAINING 
TRAINING CEMrER OR CENTER OR 
LEVEL HOSPITAL CLINIC DISPENSARY SCOXL OIHER TUIAL 

SINGLE 23 2 1 1 0 27 
QUALIFIED 85.2 7.4 3.7 3.7 0 100.0 

DOUBLE 18 1i 0 2 1 32 
QUALIFIED 56.3. 34.4 0 6.3 3.1 100.0 
NURSE 

DRESSER- 29 0 1 1 0 40 
DISPENSER 72.5 22.5 2.5 2.5 0 100.0 

DOCTOR 1 1 0 0 0 2 
50.0 S0.0 0 0 0 100.0 

S1JDENT 10 1 0 2 0 13 
AUXILIARY 76.9 7.7 0 15.4 0 100.0 

NUPSE 

CONtlITY 0 11 0 0 0 11. 

HEALTH NURSE 0 100.0 0 0 0 100;0 

PUBLIC HEALTH 1 3 1 0 16 21 
INSPECTOR 4.8 14.3 4.8 0 76.2 100.0 

TOTAL 82 38 3 6 17 146 
56.2 26.0 2.1 4.1 11.6 100.0 

a Cells of table include frequency and row percent 
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TABLE 14 

Q17. TMe IN PRESE POSITION BY PROmESIONAL TRAINING LEELa 

NLMB, OF MWIHS 

PROFESSIONAL 
TRAINING 
LEVEL 3 MOS. 3-6 MO. 6-12 MOS. 12-24 MOS. ')24 MS, TOTAL 

SINGLE 
(qJALIFIED 
NURSE' 

1 
3.7 

0 
0 

4 
14.8 

2 
7.4 

20 
74.1 

27 
100.0 

DOUBLE 
QUALIFIED 

4 
12.1 

1 
3.0 

3 
9.1 

6 
18.2 

19 
57.6 

33 
100.0 

DRESSER-
DISPENSER. 

4 
10.8 

3 
8.1 

7 
18.9 

5 
13.5 

18 
48.7 

37 
100.0 

DOCrOR. 0 
0 

0 
0 

0 
0 

1 
S0.0 

1 
50.0 

20 
100.0 

STUDENT 
AUXILIARY 

0 
0 

2 
10.0 

11 
55.0 

1 
5.0 

6 
30.0 

20 
100.0 

NURSE 

camNry 
HEALTH 

11 
100.0 

0 
0 

0 
0 

0 
0 

0 
0 

11 
100.0 

NURSE 

PJBLIC 
..HEALTH 

0 
0 

4 
19.0 

3 
14.3 

1 
4.8 

13 
61.9 

21 
100.0 

INSPECTOR 

70TAL 20 
13.3 

10 
6.6 

28 
18.5 

16 
10.6 

77 
51.0 

151 
100.0 

a 'Cells of table include frequency and row percent 

b 3 or more but less than 6 months, etc. 



TABLE 15 

PIw 
TRAINING 
LEVEL 

' 

Q 18 FREQUENCY AND PERCENT RESPONDING AFFIM ATIVELY TO 
"WITH WII(M DO YOU WORK DAILY IN YOUR PRESENT 

POSITION?" BY PROFESSIONAL TRAINING LEVEL 
RESPONSE 

wim IMPROESSION - ' WITH ONE 
(e.g. WARD ATTENDANTS, WITH TRAINER DOCTOR OR 
HEALTH AIDS) NURSES MORE PRESENT ALONE n 

SINGLE 
QUAL F IFD 

13 
48.1 

14 
51.9 

10 
37.0 

0 
0.0 

WiIM21 
E63.6 

23 
69.7 

17 
51.5 

2 
6.1 

3 

DRESSER-
DISPENSER 

24 
55.8 

23 
53.5 

24.-
55.8 

7 
16.3 

DOCTOR 1 
50.0 

1 
50.1 

1 
50.1 

0 
0.0 

STUDENT 
AUXILIARY 
NURSE 

U4.IJNITY 
HEALTh 
NURSE 

9 
40.9 

6 
54.5 

16 
72.7 

6 
54.5 

11 
50.0 

1 
"9.1 

0 
0.0 

0 
0.0 

PUBLICHIEAL 
INsHEA 

3 
13.6 

1 
4.5 

0 
0.0 

10 22 
22 

TOTAL 77 
48.1 

84 
52.5 

65 
40.6 

19 

11.9 
160 
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TABLE 16
Q19. PRESC OF LANUAGE pR IN WORK By PROFESSIqNAL TRAINING LEVEL a 

PROBLHMS ? 

PROFESSIONAL 
TRAINING
LEVEL NO YES TOTAL 

SINGLE
QUALIFIED 6 20 26NURSE 23.1 76.9 100.0 
DOBLE 
 6 27 33
M FIED 18.2 81.8 100.0
 

DRESSER- 13 25 38 
DISPENSERS 34.2 
 65.8 100.0
 

DOCroR* 2 0 2 
100.0 0 100.0 

STUDENT 4 15 19NURSE 21.1 78.9 100.0 

3 8 11 
-F 27.3 72.7 1000 

PUBLIC 
 14 8 
 22

HEALTH 63.6 36.4 100.0
INSPECTOR6 

TOTAL 48 103 151
 
31.8 
 68.2 
 100.0
 

aCells of table include frequency and row percent 
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TABLE 17 
Q20. MAJOR LOCATION OF HEALTH TRAINING BY PROFESSIONAL TRAINING LEVEL a. 

LOCATION 

PROFESSIONAL 
TRAINING 
LEm 

THE 
GAMBIA SENEGAL 

U.K. OR 
IRELAND UmER TOTAL 

SINGLE 
QUALFIED 

27 
100.0 

0 
0 

0 
0 

0 
0 

27 
100.0 

DOUBLE 
FIED 

20 
69.0 

0 
0 

8 
27.6 

1 
3.4 

29 

DRESSER-
DISPENSER 

39 
97.5 

0 
0 

1 
2.5 

0 
0 

40 
100.0 

DOCTOR 0 0 0 2 2 
0 0 0 100 100.0 

STUDENT
AUXILIARY 
NURSE 

19 
15 
95.0 

0 
0 
0 

0 
0
0 

1 
5
5.0 

20 
0

100.0 
C. 4NIIY 
W H 

11 
100.0 

0 
0 

0 
0 

0 
0 

11 
100.0 

PUBLIC 
HEALTH 

18 
8S.7 

1 
4.8 

2 
9.s 

0 
0 

21 
100.0 

INSPECTOR 

TOTAl. 134 1 11 4 150 
89.4 0.7 7.3 2.7 100.0 

aCells of table include frequency and row percent 
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Q4. TYPE OF CURRENT 
TABLE 18

TRAININ BY PROZSSIoN TRAINING LEVELa 

TYPE 

1 , U 
TRAINING 

NASS1ONL 
NONE 

MO- OL OF 
MIDWIFERY PUB. HEALTH 

SUOO 7O A M. NURSE 
NURSING 

-

SINGLE "11 
40.8 

1 
44.4 

0 
0 

4 
14.8 

0 
0 

27 
100.0 

UBLE 
QFIED 

22 
75.9 

2 
6.9 

0 
0 17.2 

0 
0 

29 
100.0 

DRESSER-
DISPENSER 

3Z 
86.5 

0 
0 

0 
0 

5 
13.5 

0 
0 

37 
100.0 

DOCTOR 2 
100.0 

0 
0 

0 
0 

0 
0 

*0 
0 

2 
100.0 

STUDENT 
AUXILIARY 
NURSE 

0 
0 

0 
0 

0 
0 

4 
18.2 

18 
81.8 

22 
100.0 

CamNiy
HEALTH 
NURSE 

11 
100.0 

0 
0 

0 
0 

0 
0 

0 
0 

1i 
100.0 

PUBLIC 
HEALTH 
INSPECTOR 

12 
75.0 

0 
0 

4 
25.0 

0 
0. 

0 
0 

16 
100.0 

82 
57.0 

1 
9.7 

4 
2.8 

18 
12.5 

1 
12.5 

4 
100.0 

aCells of table include frequency and row percent 
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TABLE 19
 
Q21. FREQUENCY 
 AND ROWV PERCENT OF RESPaDNS REPORTING HAVING RECEIVEDTRAINING IN VARI(US SUBJECT AREAS SINCE COMPLETION OF PROFESSIONAL EDUCATION 

BY PROFESSIONAL TRAINING LEVELa 

pROFSSISUBJE 
TRAINING 
.LEVEL 

(X4CJNICABLE 
DISEASE 

MATERNAL 
CARE 

INFANT 
CARE NTRITION 

FAMILY 
PLANNING INFERTILITY 

RECORD 
KEEPING 

MANAGEMENT 
TEGINI 

ENVIRON. 
SANITATION 

MENTAL 
HEALTH 

TEACH. 
U-M 

(JALIFIED 
NURSE 

12 
44.4 

17 
63.0 

18 
66.7 

15 
55.6 

13 
48.1 

3 
11.1 

5 
18.5 

2 
7.4 

11 
40.7 

5 
18.5 

9 
33.3 TO 

DOUBLE 
QUALIFIED 

NURSE 

8 
24.2 

16 
48.5 

13 
39.4 

11 
33.3 

14 
42.4 

5 
15.2. 

3 
9.1 

1 
3.0 

5 
15.2 

4 
12.1 

6 
18.2 3: 

DRESSER-
DISPENSER 

14 
32.6 

6 
14.0 

10 
23.3 

10 
23.3 

3 
7.0 

2 
4.7 

7 
16.3 

8 
18.6 

6 
14.0 

9 
20.9 

5 
11.6 

4. 

DOCTOR 

STUDENT 
AUXILIARY 

NURSE 

0 
0 
3 

13.6 

.0 
0 
4 

18.2 

0 
0 
6 

27.3 

0 
0 
S 

22.7 

0 
0 
1 
4.5 

0 
0 
0 
0.0 

0 
0 
0 
0.0 

0 
0 
1 
4.5 

0 
0 
3 

13.6 

0 
0 
1 
4.5 

0 
0 
4 

18.2 
2 

OI44JNITY 
HEALTH 

NURSE 

9 
81.8 

11 
100.0 

11 
100.0 

11 
100.0 

11 
100.0 

1 
9.1 

5 
45.5 

5 
45.5 

7 
63.6 

1 
9.1 

6 
54.5 

PUBLIC 
HEALTH 

INSPECTOR 

8 
36.4 

2 
9.1 

1 
4.5 

7 
31.8 

2 
9.1 

2 
9.1 

3 
13.6 

0 
0.0 

10 
45.5 

2 
9.1 

4 
18.2 

2 

TOTAL 54 
33.7 

56 
35.0 

59 
36.9 

59 
36.9 

44 
27.S 

13 
8.1 

23 
14.4 

17 
10.6 

42 
26.2 

22 
13.7 

34 
21.2 

if 

aCells of table include frequency and row percent 
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TABLE 20Q 22 FREQUENCY AND ROW PERCENT OF RESPONDENTS EXPRESSING INTEREST IN RECEIVINGADDITIONAL TRAINING IN VARIOUS SUBJECr BY PROFESSIONAL 

TRAINING-LEVMEL 

PROFESSIONAL --- -- - AREATRAINING CO}t4JNIC. MATERNAL INFANTLEVEL FAMILY INFERT-DISEASE CARE CARE MTRITION PLANNING 
RECORD MANAGE4MENr ENVIRON. MENTAL TEACIINGSINGLEn ILITY KEEPING TECHNIQUES SANITATION HEALTH MEITDS nQUALFIED 4 14 15 11NURSE 14.8 51.9 55.6 

7 2 0 340.7 25.9 9 67.4 0.0 11.1 33.3 22.2 8
29.6 27
 

DOUBLE 
 5 15 10 11 12
QUALIFIED 8 4
15.2 45.5 30.3 8 6 2
33.3 36.4 24.2 1s
12.1 24.2 
 18.2 
 6'1 45.5
URSE1 
DRESSER-
 14 4 7 8

DISPENSER 32.6 9.3 

2 3 12 16 6 9 6
16.3 18.6 
 4.7 7.0 27.9 37.2 
 14.0 20.9 
 14.3 43
DOTR50.0 

501 00 00 00 0 0 00 0 0 00 50.0 0 01 0 0 2 

STUDENT 
 6 10 13 10 
 9
AUXILIARY 2 1 3
27.3 45.S 5 3
59.1 42.2 40.9 292
 
NUJRSE 59.U455S4.9 9.1 4.5 13.6 22.7 13.6 9.1 
COMMUNITY 
 10 10 
 10 10 
 8 8 9
HEALTH 7
90.9 90.9 90.9 8 6 7
90.9 72.7 72.7 
 81.8 63.6 
 72.7 54.5 63.6
NURSE 1 . 11
 
PUBLIC 
 10 4 5 
 9 5 1
HEAL1h 345.5 18.2 22.7 4 12 1
40.9 22.7 5
18.2 54.5 
 4.5 .22.72
 213.6
INSPECOR 
TOTAL. 50 57 60 
 59 43 
 24 29 41"31.3 35.6 47 27 4337.5 36.9 
 26.9 15.0 18.1 
 25.6 29.4 
 16.9 27.0 160 

'Cells of table include frequency and row percent 

Q
 



PROFESSIONAL 
TRAINING 
LEVEL 

SINGLE 
QUAIFIED 


DOIUBLE 

QUALIFIED
NURSE 

DRESSER-

DISPENSER 


DOCTOR 


STUDENT 

AUXILIARY 


NURSE 


QM4 ITY 

HEALTH 


MRSE
 
PUBLIC 


HEALIH R0INSPECTOR 

TOTAL 


Q34. REPORTED
RESPONDENTS' 

TETANUS 

0 
0 

0 

0 


1 

2.9 


0 

0 


5 
31.3 


0 

0 


0 


6

4.5 


TABW21 

MOST OU14 SERIOUS ILLNESS AMONGAREA OF EM4PLYMENT BY PROFESSIONAL 

ILLNESS 
PARASITES 

MALARIA 
TYPHOID (EXCUIDING
FEVER SHISTOSCMIASIS) 

18 
72.0 

0 
4.0 

Ir 
0 

18 0 0 
62.1 0 00 

11 0 4 
31.4 0 11.4 

2 0 0 
100 0 0 

4 
25.0 0

0 00 

2 0 0 
25.0 0 0 

3 0 0 

17.6 0 0 

58 1 4
43.9 0.8 3.0 


WOMEN IN 
TRAINING LEVEL 

MATERNAL 
DEPLETION 

3 
12.0 

10 

34.5
4554100.0 

16 

45.7 


0 

0 


7
43.8 


5 

62.5 


13 


7 .76.5 

54 

40.9 


OTHiER 

3 
12.0 

1 

3.4
 

3 

8.6 


0 

0 


0
0 

1 

12.5 


1-


S.9. 

9 

6.8 

TOTAL 

25 
100.0
 

29
 

35
 
100.0
 

2
 
100.0
 

16100.0 

8
 
100.0
 

17
 

0 .1i,.o 

132
 
100.0
 

aCells of table inc'ide frequenry and row percent
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TABLE 22
 

Q28. REPORTED m)OS ILLNESS MJM CIILREN 
IN RESPONDaNr, AREA OF 4PIOMEN BY PROFESSIONAL TRAINIG LEVELa
-


TRAINING GASTRO-
LEV E L " ' I O N - S L E S O T O TAL 

FIED SINLE7.41.2 741.2 J0 -317.6 U0 1100.0 
DOUBLE 

IED 
15 
62.5 

6 
25.0 

3 
12.5 

0 
0 

0 
0 

24 
100.0 

DRESSER-
DISPENSER 

14 
50.0 

11 
39.2 

1 
3.6 

1 
3.6 

1 
3.6 

28 
100.0 

DOCTOR 1 
50.0 

0 
0 

0 
0 

1 
50.0 

0 
0 

2 
100.0 

AUILIARY 
NURSE 

Ca44UNITY 
HEALTH 

NURSE 

7 
46.7 

6 
75.0 

3 
20.0 

0 
0 

4 
26.7 

2 
25.0 

1 
6.6 

0 
0 

0
0 

0 
0 

15
100.0 

8 
100.0 

PUBLIC 

HEALTH 
INSPECTOR 

5 

31.3 
5 

31.3 
0 

0 
6 

37.57.01 
0 

0 
16 

100.00 0 
TOTAL S5 

50.0 
32 
29.1 

10 
9.1 

12 
10.9 

1 
0.8 

110 
100.0 

aCells of table include frequency and row percent 
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JwLt Z.3 

Q 27. FREQUENCY AND PERCENT RESPONDING THAT THEIR CHILDREN 
WERE CURRENTLY INOCULATED AGAINST VARIOUS DISEASES BY PROFESSIONAL TRAINING LEVEL a 

DISEASEPROFESSIONALPFING TUBECULOSIS POLIO SMALLPOX MEASLES DIPThERIA YELLOW FEVER CHOLERA NUMBER WITH 

CHILDREN 
SINGLE 5 2 2 5 6 1 2 8QUALIFIED 62.5 25.0 25.0 75.0
62.5 12.5 25.0
 
NURSE
 

DOUBLE 22 12 18 23 
 20 8 
 13 29
QUALIFIED 75.9 41.4 62.1 79.3 27.669.0 44.8 
NURSE 

DRESSER- 10 5 23
21 16 5 15 32DISPENSER 31.3 15.6 65.6 71.9 50.0 15.6 46.9 

DOCTORS 1 2 2 2 -1 1 1
50.0 100.0 100.0 100.0 50.0 50.0 50.9 

2 
STUDENTAUXILIARY 8 3 7 8 7 2 8 15NURSE 53.3 20.0 46.7 53.3 46.7 13.3 53.3 

H MNITY 1 1 1 2 1 1 1 2
HLT 50.0 50.0 50.0 100.0 50.0' 50.0 50.0
 

PUBLIC 
HEALTH 5 5 8 9 7 
 2
INSPEC R 6 1050.0 50.0 80.0 90.0 70.0 20.0 60.0 

TrOIAL 52 30 7259 52 20 46. 9853.1 30.6 60.2 73.5 53.1 46.920.4 100.0 

a Cells of table include frequency and percent responding affimatively 



TABLE 24 
Q 47. INCLUSION OF A GREEN LEAFY OR YELLM VEGETABLE IN THE 

DIET OF RESPMENTS BY P§OFESSIONAL TRAIN 
__ _ _ LEVEL 

RESPCN 

-.
 

PROFESSIONAL 
TRAINING 

NO YES, AU4ST 
EVERY DAY 

YES, 
DAY 

EVERY 
TOTAL 

LEVEL 

SINGLE 
QUALIFIED 

2 
7.7 

16 
61.5 

8 
30.8 

26 
100.0 

NURSE 

DOUBLE 
QUALIFIED 

1 
3.0 

20 
60.6 

12 
36.4 

33 
100.0 

NURSE 

DRESSER-
DISPENSER 

0 
0 

28 
77.8 

8 
22.2 

36 
100.0 

DOCTOR 1 0 1 2 
50.0 0 50.0 100.0 

STUDENT 
 2 12 6

AUXILIARY 10.0 60.0 

20 
30.0 100.0
 

NURSE
 

COMMJNny 0 
 7 4 
 11
HEALTH 
 0 63.6 
 36.4 100.0
 
NURSE
 

PUBLIC 6 
 14 0 
 20
HEALTH 30.0 70.0 
 0 100.0
 
INSPECTOR 

TOTAL 12 97 
 39 148
8.1 65.5 
 26.4 100.0
 

aCells of table include frequency and row percent 
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TABLE 25 

Q 48, INCLUSION OF FRESH FRUIT OR FRESH FRUIT JUICE IN THE 
DIET OF THE RESPOENTS BY PROFESSIONAL TRAINIM' LEVEL 

_ _ RESPONSE -

PROFESSIONAL 
MIIGN 

LEVEL 

YES9 AL' VST 
EVERY DAY 

YES, 
EVERY DAY TMAL 

SINLE 
qUALIFIED 
NURSE 

2 
7.7 

17 
65.4 

'7 
26.9 

26 
100,0 

DOUBLE 
qUALIFIED 
NURSE 

5 
15,2 

16 
48.5 

12 
36.3 

33 
100.0 

DRESSER-
DISPENSER 

7 
18.4 

23 
60.5 

8 
21.0 

38 
100.0 

DOCTOR 1 
50.0 

0 
0 

1 
50.0 

2 
100.0 

STUDENr 
AUXILIARY 
NURSE 

2 
10.0 

12 
60.0 

6 
30.0 

20 
100.0 

CoNITY 
HEALTH 
NURSE 

0 
0 

8 
72.7 

3 
27.3 

11 
100.0 

PUBLIC 
HEALTH 
INSPECTOR _ 

9 
42.9 

10 
47.6 

2 
9.5 

21 
100.0 

TWrAL 26 

17.2 

86 

57.0 

39 

25.8 

151 

100.0 

aCells of table include frequency and row percent 



Q 46 NLHBER OF MJIIfS OF 
S 

TRAININGLEVEL_._._
LEVEL 

SINGLE 

QUALIFIED 

NURSE. 

IUBLE 

QUALIVIED 
NURSE 

DRESSER-
DISPENSER 

DOCIT'r 


SUIENr 

AUXILIARY 


Cm4iTly 

HEALTH 


MIRSE
 

PUBLIC 


HEALTHINSPECIOR 

53 -

IJDL r. U 

THE YEAR THAT MEAT,AREA OF 
FISH OR POULTRY IS AVAILABLE4PLOYME TO RES EBY PROFESSIONAL TRAINING LEVELa 

RESPONSE 1. .. 
NOT 1-3 4-6
AVAILAB LE MOTS MON 7-9
A0S12 10-
MOTH MONTHS TOTAL 

1 
 4 
 1 1 
 17
4.2 24
16.7 
 4.2 
 4.2 70.8 100.0 

1 5 
 2 0 
 22 30
3.3 16.7 6.7 0 73.3 100.0 

1 
 3 1 
 1 28 34
2.9 8.8 2.9 2.9 82.4 100.0; 

0 0 0 
 0 2
0 2
0 
 0 
 0 
 100.0
 
0 
 2 1 
 1 13 17
0 
 11.8 
 5.9 
 5.9 76.5
 

1 
 3 0 0 7 11
9.1 
 27.3 0 0 
 63.6
 

2 2
1 1 12 18
 
5.6 11.1 11.1 6.5.6 66.7 

7
3.7 4 101 136
14.0 5.1 2.9 
 74.3 100.0
 

aCells of table include frequency and row percent 
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TABLE 27
 

RESPONSES TO Q 42 "IFTHE MOUNT OF MEAT IS LIMITED,

WHO HAS THE GREATEST NEED FOR WHAT IS AVAILABLE?" 

BY PROFESSIONAL TRAINING LEVEL a 

RESPNE 

PROFESSIONAL .. PREGNANT NURSING 2-YR OLD 2-YR.OLD WORKING
 
TRAINING LEVEL WOMAN MOTHER SON DAUGHTER FATHER TOTAL 

SINGLE 22 ..3, .0 0.- -1 26 
QUALIFIED 84.6 11.5 0 0 3.8 100.0 
NURSE 

DOUBLE 27 4 1 0 0 32 
QUALIFIED 84.4 12.5 3.1 0 0. 100.0 
NURSE 

DRESSER- 32 3 1 0 0 36
 
DISPENSER 88.9 8.3 2.8 0. 0 100.0
 

DOCTOR 1 0 0 0 0 1
 
100.0 0 0 0 0 100.0
 

STUDEINT 19 0 1 0 1 21 
AUXILIARY 90.5 0 4.8 0 4.8 100.0 
NURSE 

CIUNI 10 1 0 0 0 11 
HEALTH 90.9 9.1 0 0 0 100.0 
NURSE 

PUBLIC 10 5 2 0 0 17
 
HEALTH 58.8 29.4 11.8 0 0 100.0
 
INSPECTOR
 

TOTAL 121 16 5 0 2 144 
84.0 11.1 3.5 0 1.4 100.0
 

aCells of table include frequency and row percent
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TABLE 28 
Q 49.RESPCNSE TO 'I-MOW 

_______________ 
DO YOU OR YOUR SPOUSE COOK OUR VEGETABLES?"BY PROFESSIWRAL TRAINING LEVEL 

RESPS
TRAINING 
LEVEL 

LOW HEAT 
SHORT TIME 

LOW HEAT 
LNG TINE 

HIGH HEAT 
SHORT TE 

HIGH HEAT 
LONG TIME TOTAL 

QUALFIED 
NURSE 

7 
26.9 

10 
38.5 

7 
26.9 

2 
7.7 

26 
100.0 

DJBLE 
QUALIFIED 

NURSE 

12 
38.7 9.7 

12 
38.7 

4 
12.9 

31 
100.0 

DRESSER-
DISPENSER 

6 
18.2 

15 
45.5 

8 
24.2 

3 
9.1 

32 
100o0 

DOCTOR 1 
50.0 

0 
0 

1 
50.0 

0 
0 

2 
100.0 

RJILLARY 
NURSE 

5 
25.0 

3 
15.0 

8 
40.0 

4 
20.0 

20 
100.0 

HEALTH 
NURSE 

2 
18.2 

2 
18.2 

3 
27.3 

4 
36.4 

11 
100.0 

PUBLIC 
HEALTH 

INSPECOR. 

3 
21.4 

2 
14.3 

3 
21.4 

6 
42.9 

14 
100.0 

TOTAL. 36
26.5 35

25.7 42 
30.9 23 

16.9 
136 
100.0 

aCells of table include frequency and row percent 



Q35. AGE AT WVH-IH 
TABLE 29 

SOLID FOOD SHOULD BE ADDED TO AN 
BY PROFESSIONAL TRAINING LEVEL 

INFANT'S DIET 

_________AGE _____ 

PROFESSIONAL 
TRAINING 
LEVEL AT 2 WKS AT 3 S AT 5 S AT 8 lOS AT 1YR AT 2 YRS OTHER TOTAL 
SINGLE 
QUAIFIED 0 

0 
12 
46.2 

11 
42.3 

2 
7.7 

0 
0 

0 
0 

1
3.8 

26 
100.0 

DIBLE 
QAIFIED 

1 
3.0 

15 
45.5 

8 
24.2 

3 
9.1 

5 
15.2 

1 
3.0 

0 
0 

33 
100.0 

DRESSER-
DISPENS]k 

0 
0 

4 
11.8 

5 
14.7 

12 
35.3 

"11 
32.4 

2 
5.9 

0 
0 

34 
100.0 

DOCIOR 

STUDENT 

0 
0 

0 
0 

1 
50.0 

1 
50.0 

0 
0 

0 
0 

0 
0 

2 
100.0 

AUXILIARY 
NURSE 

0 
0 

8 
42.1 

4 
21.1 

3 
15.8 

2 
10.5 

2 
10.5 

0 
0 

19 
100.0 

COMMUNITY 
HEALTH 

NURSE 

0 
0 

3 
30.0 

3 
30.0 

1 
10.0 

2 
20.0 

0 
0 

1 
10.0 

10 
100.0 

KMLIC 

HPECTOR 
0 

0 
3 

16.7 

6 

33.3 

4 

22.2 

3 

16.7 

1 

5.6 

1 

5.6 

18 

100.0 

TOTAL 1 
0.7 

45 
31.7 

38 
26.8 

26 
18.3 

23 
16.2 

6 
4.2 

3 
2.1 

142 
100.0 

aCells of table include frequency and row percent 
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TABLE 30
 
Q 36 RESPONSE TO "AT WHAT AGE DO 
 INFNTS BEGIN WALKING?" , BY PROFESSIONAL TRAINING . 

RESPON~SE

PROFESSIONAL "BY8 By BY12 BY A. B- 16 OM 16 
TRINN ms, MOS, 1. MOMS. mos. moS. TOAL 

SINGLE 6 10 
 8 0 0 0
QUALFIED 5.0 41.7 24
33.3 0 
 0 0 100,0
NURSE
 

QUALFIED 9.7 54.8 25.8 6.5 3.2 
 0 100.0

NURSE
 
DRESSER-' 2 16 7 6' 4 
 1 36 
DISPESER 
5.6 44.4 19.4 16.7 11.1 2.8 
 100.0
 

DOCTOR 0 1 1 0 0 0 2 
0 50.0 50.0 0 0 
 0 100,0
 

STUDENT 5 
 6 6 1 1 
 0 19
AUXILIARY .26.3 
 31.6 31.6 5.3 5.3 0 100.0

NURSE
 

COMMITY1 
 4 5 1 0 0
HEALTH 11
9.1 36.4 45.5 9.1 0 0 
 100.0
 
NURSE
 

PUBLIC 1 3 4 4 
 2 3
HEALTH 5.9 17.6 .23.5 23.5 11.8 17.6 
17 

100.0
 
INSPECTOR 

TOTAL 18 57 39 14 8 412.9 40.7 27.9. 10.0 5.7 2.9 
140 
100.0
 

aCells of table include frequency and row percent 



-317-

TABLE 31
 

Q 37 RESPMS TO "ATMWHA AGE SIUILD GILREN BE TAIGIT
 
TO USE A "O 'STICK"' QT)OUHBRSH .'
 

.. BY PROFESSIONAL TRAINIG LEVEL 

_GE_. 

PROFESSIONAL 
TRAINING 
LEVEL 

AT2YRS.. AT3YRS.-. AT4YRS. AT 5YRS. AT6YRS. AT 7ORMORE YRS. TOTAL 

SINGLE. 
QUALFIED 

17 
68.0 

4 
16.0 

4 
16.0 

0 
0 

0 
0 

0 
0 

25.. 
100.0 

NURSE 

DOUBLE 
QUALFIED 

19 
57.6 

10 
30.3 

1 
3.0 

1 
3.0 

0 
0 

2 
6.1 

33 
100,0 

NURSE 

DRESSnR-
DISPENSER 

7 
20.0 

9 
25.7 

9 
25.7 

4 
11.4 

3 
8.6 

3 
8.6 

35 
100.0 

DOCTOR 1 0 1 0 0 0 2
 
50.0 0 
 50.0 0 0 0 100.0
 

STUDENT 5 6 3 
 3 1 1 19
 
AUXILIARY 26.3 31.6 15.8 15.8 
 5.3 5.3 100.0
 
NURSE
 

CO4JNIY 4 3 1 
 1 1 1 11

HEALTh 36.4 27.3 9.1 9.1 9.1 9.1 100.0 
NURSE 

PUBLIC 5 5 3 
 3 1 1 18
HALTH 27.8 27.8 16.7 16.7 5.6 5.6 100.0
 
INSPECTOR 

TOTAL 58 37 22 .
 12 6 8 143

40.6 25.9 15.4 8.4 4.2 5.6 100.0 

aCells of table include frequency and row percent 
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TABLE 32 

Q 38. IAT SHOULD A JWOTHER D) IF HER CIILD HAS DIARRHEA?FREQUENCY AND PERCENT RESPONDING AFFIRMATIVELY BY
PROFESSIONAL TRAINING LEVELa 

PROFESSIONAL TRAINING LEVEL
 

ACTION 
 SQN DQN DD DOCTORS SAN CIN PHI TOFAL 
1. CONTINUE FEEDING THE 2 0 0
CHILD SOLID FOOD 7.4 

1 
3..P 

3 
7.0 

3 2 11
 
0.0 0.0 27.3 9.1 6.9 

2. CONTINUE GIVING THECIILD LIQUIDS 12 14
44.4 8 1 842.4 18.6 50.0 4 4 5136.4 36.4 18.2 31.9 I-, 

3. 10GIVE THE CHILD LIQUIDS 0320 2t, 30 1 17 9-WITH SALT AND SUGAR 13 11674.1 78.8 
 69.8 50.0 
 77.3 81.8 59.1 
 72.5
 
4. PRESCRIBE A TRADITIONAL 2 2 8 0 1
MEDICATION 1 2 16
7.4 6.1 19.0 0.0 
 4.5 9.1 
 9.1 10.1
 

n 27 33 
 13 2 
 22 11 22 
 160
 

Cells of table include frequency and colunm percent 



TABLE 33
 

Q39. MOST CCMbN CAUSE OF (XIIIXHOD ACCIDENTS IN THE GAMBIA
BY PROFESSIONAL TRAINING LEVEL a 

__. CAUSE. 
 J
 
PROFESSIONAL 
TRAINING 
LEVEL BURNS FALLS 

POISONING 
FROM 
UARKED 
CONTAINERS 

SNA 
DROWNING ''BITES* -=AL 

SINGLE 
NURSE 

22 
84.6 

2 
7.7 

1 
3.8 

0 
0.0 

1 
3.8 

26 
100.0 

DOUBLE 
QUALIFIED 

27 
87.1 

3 
9.7 

1 
3.2 

0 
0.0 

0 
0 

31 
100.0 

DRESSER-
DISPENSER 

27 
77.2 

6 
17.1 

1 
2.9 

0 
0.0 

1 
2.9 

35 
100.0 

DOCTOk 1 
50.0 

1 
50.0 

0 
0 

0 
0 

0 
0 

2 
100.0 

STUDENT 
AUXILIARY 
NURSE 

15 
83.3 

2 
11.1 

1 
5.6 

0 
0.0 

0 
0 

18 
100.0 

C&4.NIY 
HEALTH 
NURSE 

9 
90.0 

1 
10.0 

0 
0.0 

0 
0.0 

0 
0 

10 
100.0 

PUBLIC 
HEALTH 
INSPECTOR 

9 
50.0 

8 
44.4 

1 
5.6 

0 
0.0 

0 
0 

18 
100.0 

TOTAL 110 23 5 0 
 2 140
78.6 16.4 3.6 0.0 
 1.4 100.0 

a o percentaCells of table include frequency and row 
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TABLE 34 

.Q 40. OBSERVED INCIDENCE OF FRANK KWASHIORKOR
 
AM/OR. MARAMUS 
 IN THE PAST YEAR BY PROFESSIOAL MWANING LEa 

INCIDENCE
 
PROFESSIONAL 1-2 3-i0 ii-11-19 20 -TRAINING LEVEL 
 NONE CASES CASES CASES CASES TOTAL
 

SINGLE 7 9 3 1 3 23
QUALFIED 30.4 
 39.1 
 13.0 4.3 13.0 100.0 
NURSE
 

DOUBLE 
 5 13 9 
 3 1 31
QUALIFIED 16.1 41.9 29.0 
 9.7 3.2 100.0
 
NURSE
 

DRESSER- 11 
 16 3 3 3 
 36
DISPENSER 30.6 
 44.4 8.3 
 8.3 8.3 100.0
 

DOCTOR 
 0 0 2 
 0 0 2

0 0 100.0 
 0 0 100.0
 

STUDENT 
 1 12 4 1 
 0 18
AUXILIARY 
 5.6 66.7 
 22.2 5.6 0 100.0
 
NURSE
 

C(tMtNITY 0 4 3 31 11HEALTH 
 0 36.4 27.3 
 9.1 27.3 100.0
 
NURSE
 

PUBLIC 3 6 2 
 0 4 15
HEALTH 
 20.0 40.0 13.3 0 26.7 
 100.0
 
INSPECTOR 

TOTAL 27 
 60 26 
 9 14 136
19.9 44.1 19.1 10.36.6 100.0 

aCells of table include frequency and row percent
 



TABLE 35 
Q30. NIIBER OF MFHS MOST RECENT CHILD WAS BREASTFEI) BY PROFESSIONAL TRAINING LEVEL' 

INBER OF M4THS -

PROFESSIONAL 
TRAINING 
LEVEL 

6 MO)S. .6-9 9-12 12-15 15-18 18-21 21-24 24+ n _ 
SINGLE
QAIFIED 

2
0.0 

2*
20.0 

1
10.0 

1
10.0 

0
0.0 

6
60.0 

.0
0.6 

0
0.0 

1
0 

DOUBLE 
QUALI F I ED 

2 
9.0 

5 
22.7 

3 
13.6 

2 
9.0 

1 
4.5 

7 
31.8 

1 
4.5 

1 
4.5 22 

DRESSER- 0 1 2 4 0 7 0 3
DISPENSER 
 0.0 5.9 11.8 23.5 41.2 0.0 
 17.6 17
 
DOCTOR 
 1 1 0 
 0 0 .0 0 0
50.0 50.0 0 0 
 0 0 0 0 2 

SUDENr 0AUXILIARY 1 6 0 0 3 0 2NURSE 0.0 8.3 50.0 0.0 0.0 24.0 0.0 16.7 12 

CU M.JIIY 0 0 0 0 0 1 0 0
HEALTH 0.0 0.0 0.0 0.0 
 0.0 100.0 0.0 0.0 1
 
NURSE
 
PUBLIC 0 0 0 
 0 0 4 0 
 0
 
HEALTH 0 0
INSPECTOR 0 0 0 100.0 0 0 

TOTAL 3 10 12 7 1 28 1 6
 
__4.5 
 14.8 17.6 10,32 15 41.1 1.S 8.8 68
 

PUMUATIVE 4.5 19.3 36.9 47.1 a8.7 89.7 
 91.2 100.0
 

'Cells of table include frequency and row percent 

b.1re than 6 months but less than 9 months
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TABLE 36.1Q32-3. NMBER OF BOYS THE HUSBAND OF A YOUNG NEWLY MARRIED GAMBIAN COUPLE
 
PROFESSIOA 

WOULD WANT AS PERCEIVED BY RESPONDENT 
 BY PROFESSIONAL-- TRAINING LEVELa __ RES--NSE 
"--TRAINING 


SI NL 
 - -LEVEL -O HUSBAND WOULIUNN'T1 2 3 4 ----
SIGE0 5 6 HAVE AA # IN MIND DON'TQUALIFIED 3 2 2 0 1 KNOW CYA0 11.1 7.4 27.4 17--270 317.46. 

NURSE 100. 

Q IIED 0 S 8 3 0NURSIFED 2iS30 15.2 24.2 9.1 010 
0 

6.N U S E0DRSSER 0 .1 "43 0 1 5.5 100.00DRSENSER 292.3 11.6 7.0 0 
4 432.3 0 9.3 67.4 100.0DOCTOR 0 0 1 0 0 0 1 

0 0 50. 0 0 0 0 50.0 020.N0
NURSE10. 1 0 1 0AXILIARY 00 4. 0 1 1NURSE .5 0 01 4 
2 

6. 
 100.0 

QALIIED 
 0 1 
 9.1
NURSEL 0 00 191 .1 .1 7 110 0 9.1 63.6 100.0 
PUBLICCOMMTY 0 3 2 1 10 1 1 3INSPECTOR 1 1 0 0 19 220 1.6 9 1 98164.5 4. 13.6 50.0 100.0 

HEAL 
 06 11.2 10.6 5.0 1.2 1.2 8.8 61.2 100.0 

aCells of table include fre~cy and row percent 
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TABLE 36.3
 
Q32-3 MMBER OF BOYS 
 THE WIFE OF A YOUNG NEWLY MARRIED GAMBIAN 

COUPLE WOULD WANT AS PERCEIVED BY RESPONDENT BY PROFESSIONAL TRAINING LEVELa 
RESPONSE '
 PROFESSIONAL 


LEVEL 1 WIFE WOULDN'T DON'T
2 3 4 6 HAVE # IN MIND 
 KNOW TOTAL 

SINGLE 1 6 
 3 0 
 0
QUALIFIED 3 14
3.7 22.2 11.1 0 0 27
 
11.1 
 51.9 100.0MJRSE
 

DOUBLE 
 1 is 1 
 1 0
QUALIFIED 3.0 45.S 3.0 3.0 
3 12 33
0 
 9.1 
 36.4 100.0
NJRSE
 

DRESSER-
 3 3 1

DISPENSER 4
7.0 7.0 2.3 

1 
2.3 

0 
0 

31 43
 
9.3 
 72.1 100.0
 

DOCTOR 
 1 0 0 
 0 0 
 1 
 0 2
 
50.0 0 
 0 0 
 0 
 50.0 
 0 100.0
 

STUDENT 
 0 4 
 2 1 0
AUXILIARY 0 1 14 12
18.2 9.1 
 4.5 0 
 4.5 
 63.6 100.0
NURSE
 

COMMNITY 
 0 2 
 0 0 0
HEALTH 0
0 18.2 0 0 0 
9 11
 

0 
 81.8 100.0
NURSE
 

PUBLIC 
 1 3 1 
 G 1
HEALTH 4
4.5 13.6 4.5 12 22
0 4.5 
 18.2 
 54.5 100.0
INSPECTOR
 

TOTAL 
 7 33 8 3 
 1 
 16
4.4 92 160
20.6 5.0 1.9 
 0.6 
 10.0 
 57.5 100.0

aCells of table inr1l.. d 
 -- 3 ---- ­



TABLE 36.4 

Q32-3 NUlBER OF GIRLS THE WIFE OF A YOUNG NEWLY MARRIED GAMBIAN 
OUPLE WOULD WANT AS PERCEIVED BY RESPONDENT BY PROFESSIONAL 

TRAINING LEVEL 

RESPONSE-


PROFESSIONAL WIFE WOULDN'T DON'T
TRAINING LEVE 1 2 3 4 6 HAVE # IN MIND KNOW TOTAL 

SINGLE 
QUALIFIED 1 36 0 0 3 14 27

NURSE 3.7 22.2 11.1 0 0 11.1 51.9 100.0 

DOUBLE 1 15 1 0 1 3' 12 33
QUALIFIED 3.0 45.5 3.0 0 3.0 
 -9.1 36.4 100.0 
NURSE
 

DRESSER- 1 3 
 4 0 0 4 31 43DISPENSER 2.3 7.0 9.3 
 0 0 9.3 72.1 100.0
 

DOCTOR 0 0 1 0 0 1 
 0 2
 
0 0 50.0 0 0 50.0 
 0 100.0
 

SIUDENT 2 2 0
3 0 
 1 14 22

AUXILIARY 9.1 13.6 9.1 0 0 
 4.5 63.6 100.0
 
NURSE
 

OMMJNITY 0 1 1 0 0 0 9 11
HEALTH 0 9.1 9.1 0 0 0 
 81.8 100.0
 
NURSE
 

PUBLIC 
 1 2 1 1 1 4 12 22
HEALTH 
 4.5 9.1 4.5 4.5 4.5 18.2 54.5 100.0
 
INSPECTOR
 

TUAL 6 30 13 1 
 2 16 92 160
 
3.7 18.8 
 8.1 0.6 1.2 10.0 57.5 100.0 

aCells of table include frequency and row percent
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TABLE 37
 

Q52. RESPONSE TO 'WHICH CHILD-SPACING MEOD DO YOU THINK
WOULD BE BEST FOR MOST GAMBIAN COUPLES?"

BY PROFESSIONAL TRAINING LEVEL a 

MET'HODPROFESSIONAL
TRAINING PROE___
CONIM 
 INJECTION 
 DIAPHRAG4 
 IUD PILLLEVEL RHYTW WITHDRAWAL TOTAL

SINGLE 
 4 2 
 0 14 5 0 1
QUALIFIED 26
15.4 7.7 
 0 53.8 19.2 
 0 3.8 100.0
 
DOUBL 
 2 4 1 
 20 5 1 
 0
Q FIED 336.1 12.1 
 3.0 60.6 15.2 3.0 
 0 100.0
 
DRESSER-
 8 0 
 3
DISPENSER 8 9 0
28.6 0 0 28
10.7 
 28.6 32.1 0 
 0 100.0
 
DOCTOR 
 0 0 
 0 
 2 0 
 0 0
0 0 2
0 100.0 0 0 0 
 100.0
SIADENT 
 2 0 0 
 15 3 0
AUXILIARY 0 20
10.0 0 
 0 75.0 15.0 
 0
NURSE 0 100.0
 
COMMJNITY 
 2 1 
 0
HEALTH 1 6
18.2 9.1 1 0 11
0 
 9.1 54.5 9.1 0 
 100.0
NURSE
 
PUBLIC 
 2 2 
 0 6 4 
 1 3 
 18
INSPECTOR
HEALCrl1 
 11.1 11.1 
 0 33.3 22.2 5 61
5.6 . 0 .16.7 100.0 
TOTAL 
 20 9 
 4 66 32 
 3 4
14.5 6.5 138
2.9 47.8 23.2 
 2.2 2.9 
 100.0
 

aCells of table include freauencv and rn,..
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TABLE 38 
Q59. INCIDENCE OF GAMBIAN PATIErS REQUESTING CHILD SPACING OR FAMILYa 

PLANNIM SEIVICES ,DURINGPAST YEAR BY PROFESSIONAL TRAINING LEVEL 

RESPONSE 
PROFESSIONAL'
TRAINING ONCE OR MRE ONCE OR 'TICE 0NCE OR 'TWICELEVEL EACH WEEK EACH MONTH EACH YEAR NEVER TOTAL 

11 3 4 2 20QUALIFIED 55.0 
 15.0 
 20.0 10.0 100.0
 
NURSE
 

DOUBLE 15 13 
 4 0 32
QUALIFIED 46.9 40.6 
 12.5 0 100.0
 
NURSE 

DRESSER- 11 4 7 6 28DISPENSER 
 39.3 14.3 25.0 1.4 100.0 

DOCTOR 1 1 0 0 2
50.0 50.0 
 0 0 100.0
 

STUDENT 14 
 1 2 2 19
AUXILIARY 73.7 5.3 10.5 10.5 100.0 
NURSE
 

CN4N 5* 1 1 
 1- 8HEALTH 62.5 12.5 12.5 12.5 100.0
 
NURSE
 

PUBLIC 2 
 3 1 
 4 10
HEALTH 20.0 
 30.0 10.0 40.0 100.0
 
- INSPECTOR 

TOTAL 59 26 
 19 15 119
 
49.6 21.8 
 16.0 12.6 100.0
 

aCells of table include frequency and row percent 
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TABLE 39 

Q 57 INCIDENCE OF GAMBAN PATIENTS REQUESTING HELP WITH
INFERTILITY DURING PAST YEAR BY PROFESSIONAL TRAINING LEa 

._ _RESPONSE 

PROFESSIONAL ONCE OR MORE ONCE OR TWICE ONCE OR TWICETRAINING EACH WEEK EACH MOINTH EAC YEAR NEVER TOTALLEVEL
 
SINGLE 
 5 7 6 4 22QUALFIED 22.7 31.8 27.3 18.2 100.0 
NURSE
 

DOUBLE 16 
 10 6 1 33QUALFIED 48.5 30.3 18.2 3.0 100.0 
NURSE
 

DRESSER- 10 4 6 5 25DISPENSER 40.0 16.0 24.0 20.0 100.0 

DOCTOR 2 0 0 0 2
100.0 0 0 
 0 100.0
 

STUDENT 
 10 
 4 1 1 
 16
AUXILIARY 
 62.5 25.0 6.3 
 6.3 100.0
 
NURSE
 

COMMUNITY 3 2 
 1 1 
 7
HEALTH 42.9 28.6 14.3 
 14.3 100.0
 
NURSE
 

PUBLIC 
 3 1 1 
 1 6
HEALTH 
 50.0 
 16.7 16.7 
 16.7 100.0
 
INSPECTOR
 

TOTAL 
 49 
 28 21 13 
 111
44.1 25.2 18.9 
 11.7 100.0
 

'Cells of table include frequency and row percent 



PROFESSIONAL 
TRAINING 
LEVEL 

SINGLE 
QUALIFIED 


NURSE
 

DOUBLE 

QUALIFIED 


NURSE
 

DRESSER-

DISPENSER 


DOCTOR 


STUDENT 
AUXILIARY 

NURSE
 

fJW4NITY 

HEALTH 

NURSE
 

PUBLIC 


HEALTH 

INSPECTOR
 

TOTAL 


Q60. CrNTACTS WITH GAMBIAN PATIENTS WHO HAVE HAD NON-PROFESSIONAL 

INIDJCED ABORTIONS DURING PAST YEAR BY PROFESSIONAL TRAINING LEVEL a 

RESPONSE
 

ONCE..QR -ONCE OR ONCE OR NEVER AS PATIENTS. NEVER AS PATIENTS 
MORE EAQI TWICE TWICE BUT HAVE KNOW- AND HAVE HEARD 

WEEK EAQI MONTH EAQ YR. LEDGE OF SOME OF NONE TOTAL 

5 6 
 2 8 1 22

22.7 27.3 
 9.1 36.4 4.5 100.0 

3 4 6 15 0 28
 
10.7 14.3 21.4 
 53.6 0 100.0
 

4 4 2 10 4 24
 
16.7 16.7 8.3 
 41.7 16.7 100.0
 

0 0 2 0 0 2
 
0 0 100.0 0 
 0 100.0
 
5 4 2 3 
 0 14
 

35.7 28.6 
 14.3 21.4 0 100.0
 

1 2 1 4 1 9
 
11.1 22.2 11.1 44.4 
 11.1 100.0
 

0 1 2 6 
 1 10
 
0 10.0 20.0 60.0 100 100.0
 

18 21 17 46 7 
 109
 
16.5 19.3 
 15.6 42.2 6.4 100.0
 

aCells of table include frequency and row percent 
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TABLE 41 
 Page 1 of 2
Q 61 PERCENT AGREEING WITH DISCUSSION OF FAMILY PLANNING UNDERVARIOUS CIRWCUsTANCES BY PROFESSIONAL TRAINING LEVEL a 
_ PROFESSIONAL TRAINING LEVEL 
 TOTAL

61 ( ) ACTION SQN DQN DD PERCENTDOCTORS SAN CtN PHI UNDECIDED TOTAL 
(1)ROUTINELY WIIH 
 70.4 66.7 55.8 50.0 59.1 26.2
72.7 63.0 
 63.1
PATIENTS REGARDLESS 

OF AGE OR MARITAL 
STATUS
 

(2)ROUTINELY WITH ALL 
 81.5 81.8 
 55.8 50.0 
 59.1 90.9 
 63.0 24.4 
 69.4
PP REGARDLESS OF AGE
 
(3)ROUTINELY WITH ALL PP 
 81.5 84.8 53.5 
 100.0 63.6 100.0 63.0 23.1 
 71.2
REGARDLESS OF MARITAL 

STATUS
 
(4)ASSESS AND INQUIRE 51.9 72.7 
 37.2 100.0 59.1 72.7 
 50.0 34.4 

(5)WITH ALL MlIHERS IN 63.0 63.6 44.2 

55.0 
0.0 68.2 90.9 68.2 30.0 60.0
PRE-SIOL OR UNDER-

FIVES CLINIC
 
(6) WITh Coq4UNITY GROUPS 85.2 84.8 62.8 100.0 
 63.6 100.0 77.3 
 20.6 
 76.3

(7)WITh MEN AS OFTEN AS 81.5 
 78.8 55.8 
 100.0 72.7 
 81.8 77.3 
 20.6 
 72.5
POSSIBLE
 
(8) ONLY WHEN NO (ONFLICT 33.3 9.1 25.6 50.0 
 36.4 45.5 
 22.7 35.6 
 26.2
W/ HEALTH WORKER'S 

BELIEFS
 

W/PP'S BELIEFS
(9)ONLY WIEN NO CONFLICT 33.3 24.2 
 23.3 50.0 
 13. I
36.4 18.2 13.6 132.
31.3 
 25.1
 



TABLE 41 - continued • Page 2 of 2 
Q ,61 PERCENT AGREEING WITH DISCUSSION OF FMILY PLANNING UNDER 

VARIOUS CIRCLHSTANCES BY PROFESSIONAL TRAINING LEVEL a 

rj61 f I ACTION SQN D 
PROFESSIONAL TRAINING LEVEL 

DD D0CIRS SAN QI PHI 
TOTAL 

NECIDED TMfAL 

(10) ANY PATIENT REGARD-

LESS OF AGE 

29.6 48.5 14.0 50.0 27.3 72.7 36.4 33.1 33.1 

(11) ANY PATIENT REGARD-

LESS OF MARITIAL 
STATUS 

37.0 60.6 34.9 100.0 36.4 72.7 68.2 28.1 48.7 

(12) NEVER DISCUSS FP 3.7 18.2 14.0 0.0 27.3 9.1 0.0 24.4 12.5 

See Q 61 .ofquestionnaire 
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TABLE 42

PERCENT OF RESPONDENTS ANSWERING VARIOUS KNOWLEDGE QUESTIONS CORRECTLY 

BY PROFESSIONALPROFESSIONAL TRAINING LEVEL
TRAINING LEVEL
 

SINGLE DOUBLE 
 STUDENT CCMIJITY PUBLIC
Q.' SUlUECT QUALIFIED QUALIFIED DRESSER
NURSE AUXILIARY HEALTH HEALTH
IRSE DISPENSER DOCTOR 
 NURSE 
 NURSE INSPECTOR. TOTAL
23. ILESHA CHARTS (2) 
 55.6 48.5 
 14.0 50.0 54.5 
 72.7 22.7 
 39.4
24 WATER-BORNE DISEASE 
 (3) 96.3 84.3 
 76.7 100.0 81.8 
 72.7 77.3 

25. DIPHiERIA INOCULATION (4) 85.2 

82.5
 
87.9 72.1 
 100.0 45.5 63.6 
 68.2 73.1
26. TRIPLE ANTIGEN VACCINE (4) 55.6 72.7 
 55.8 100.0 59.1 
 72.7 72.7 


29. SAFE CHILDBEARING AGE (3) 
73.1
 

77.8 75.8 67.4 
 50.0 50.0 81.8 
 54.5 67.5
31. MIOTIER'S MILK (1) 
 66.7 54.5 
 30.2 50.0 63.6 90.9 40.9 
 51.9
 
38.3 
DIARRHEA TREATMENT 
 74.1 
 78.8 69.8 50.0 
 77.3 81.8 
 59.1
41. BEST PROTEIN SOURCE (3) 59.2 72.7 

72.5
 
37.2 50.0 


43. SOURCES OF VITAMIN A (3) 
36.4 63.6 54.5 52.5


11.1 9.1 4.7 
 0.0 4.5 
 18.2 13.6 

44. PROCESSING RICE (2) 

8.8
 
66.7 45.5 
 48.8 100.0 54.5 
 54.5 72.7


45, 2-4 YR. OLD CHILDREN (1) 33.3 
56.3
 

24.2 14.0 
 50.0 13.6 81.8 
 27.3 26.3
50. TIME OVUM AVAILABLE (3) 
 11.1 
 9.1 18.6 50.0 18.2 
 18.2 45.5 
 16.3
51. LOCATION OF FERTILIZATION (2) 59.3 69.7 34.9 
 100.0 72.7 63.6 
 40.9 55.0

53. "SAFE PERIOD" (2) 
 25.9 33.3 
 16.3 50.0 
 22.7 36.4 
 9.1 23.1

54. PROB. INFERT. CAUSE (4) 
 63.0 36.4 46.5 
 100.0 36.4 
 27.3 40.9 44.4

55. INFERTILE COUPLE (2) 
 70.4 60.6 
 48.8 1.00.0 40.9 
 81.8 36.4 
 55.0
 
56. EVERAibM (4) 
 25.9 42.4 
 24 50.0 13.6 9.1 9.1 a

27.0 33.0 
 43.3 2.0 
 22.0 11.0 22.0 
 160.0
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TABLE 43
 

Q19. RESPONSE TO 19)0 YOU EVER HAVE LANGUAGE 
PROBLEMS (OTHER THAN ENGLISH) IN YOUR WORK?" BY AGEa 

RESPONSE
 

AGE NO YES TOTAL 

20-29 17 59 76
 
22.4 77.6 100.0
 

30-39 15 13 28
 
53.6 46.4 100.0
 

40-49 4 18 22
 
18.2 81.8 100.0
 

50+ 8 5 13
 
61.5 38.5 100.0
 

TOTAL 44 95 139
 
31.7 68.3 100.0
 

aCells of table include frequency and row percent
 



- 75 -

TABLE 44 

Q6. TRIBE BY LANGUAGES SPOKEN a
 
LANGUAGES SPOKEN 

TRIBE MANDINKA WOLLOF 
MANDINKA/ 
WOLLOF 

WOLLOF/ 
DIOLA 

WOLLOF/ 
FULA 

MANDINKA/ 
WOLLOF/DiOLA 

MANDINKA/ 
WOLLOF/FULA 

MANDINKA/ 

WOLLOF/ 
FULA/DIOLA OTHER TITAL 

MANDINKA 2 
6.7 

0 
0 

19 
63.3 

0 
0 

0 
0 

1 
3.3 

7 
23.3 

1 
3.3 

0 
0 

30 
100.0 

WOLLOF 0 
0 

18 
31.0 

27 
46.6 

1 
1.7 

0 
0 

1 
1.7 

9 
15.5 

2 
3.4 

0 
0 

58 
100.0 

DIOLA 0 
0 

0 
0 

0 
0 

2 
16.7 

0 
0 

3 
66.7 

0 
0 

2 
16.6 

0 
0 

12 
100.0 

FUILA 0 
0 

0 
0 

0 
0 

0 
0 

1 
14.3 

0 
0 

6 
85.4 

0 
0 

0 
0 

7 
100.0 

OTHER 0 
0 

10 
25.0 

22 
55.0 

0 
0 

0 
0 

2 
5.0 

2 
5.0 

2 
5.0 

2 
5.0 

40 
100.0 

TOTAL 2 
1.4 

28 
19.0 

68 
46.2 

3 
2.0 

1 
0.7 

12 
8.2 

25 
17.0 

6 
4.0 

2 
1.4 

147 
106.0 

aCells of table include frequency and row percent
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LJiDLL .I 

Q19. RESPOSE TO "DO YO EVER 
HAVE LANGULME PROBLEMS (OHMR ENGLISH) 

IN YOUR WORK?" BY TRIBE 

RESPONSE 

TRIBE NO YES TOTAL 

MANDINKA 13 16 29
 
44.8 55.2 100.0
 

WOLLOF 19 37 56 
33.9 66.1 100.0
 

DIOLA 1 10 11 
9.1 90.9 100.0 

FULA 4 3 7 
57.1 42.9 100.0
 

aim 8 32 40 
20.0 80.0 100.0
 

TWrAL 45 98 143 
31.5 68.5 100.0 

aCells of table include frequency and row percent 
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TABLE 46
 

Q19. RESPONISE TO "DO YOU EVER HAVE
 
LANGAGE PROBL24S (ODiER THAN ENGLISI IN
 

YOUR WOPRK?"BY LANGUAGES SPOKEN
 

LANGUAGES 
SPOKEN 


MANDINKA 


WOLLOF 


MANDINKA/ 

WOLLOF 


WOLLOF/Iq.JLA 


MANDINKA/ 

WOILLOF/DIOIA 


MANDINKA/ 

WOLLOF/FUIA 


MANDINKA/WOLLOF/ 

FULA/DIOIA 


OTHER 


TOTAL 


RESPONSE
 

NO YES TOTAL
 

1 1 
 2
 
50.0 50.0 
 100.0
 

4 26 jo

13.3 86.7 
 100.0
 

26 47 
 73
 
35.6 
 64.4 100.0
 

0 3 3
 
0 100.0 100.0
 

3 
 7 10
 
30.0 
 70.0 100.0
 

8 16 24
 
33.3 
 66.7 100.0
 

5 0 
 ;5
 
100.0 0 
 100.0
 

0 2 2

0 100.0 
 100.0
 

47 102 149
 
31.5 68.5 
 100.0
 

'Cells of table include frequency and row percent
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TABLE 47 

Q.,. RESPOSE TO "DO YOU EVER HAVE 

LANGUAGE PROBIEMS (OTHE THAN ENGLISH) IN YOUR 

WORK?" BY DIVISION OF 3IPymfeN 

RESPONSE 

DIVISION NO YES TOTAL 

BANJUL 33 76 109.0
 
30.3 69.7 100.0 

WESTERN 5 5 10.0 
50.0 50.0 100.0
 

LWER RIVER 2 6 8 
25.0 75.0 100.0
 

NORTH BANK 3 5 8 
37.5 62.5 100.0
 

McCARTHY 1 7 8 
ISLAND 12.5 87.5 100.0
 

UPPER RIVER 3 0 3
 
100.0 0 100.0
 

TOTAL 47 99 146
 
32.7 67.3 100.0 

aCells of table include frequency and row percent 
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DISCUSSION 

Process:
 

A few words concerning the process used in collecting the data for
 

this survey should be of interest to the reader. Before proceeding, it 

should be noted that, to our knowledge, this is the first survey conducted 

under the auspices of The Gambin Government to collect data regarding the 

attitudes and practices of health professionals in the Country. 

This survey benefited from the continuity of having Dr. Harrison A. 

Stubbs, a biostatistician, present from the beginning of the survey through 

the final analysis and reporting stages. 

Local Gambian input was assured by having Ministry officials review the 

first draft of the survey and make changes, additions and deletions. In 

this respect, the input of Dr. Peter N'Dow, The Gambian Director of Medical 

Services (1MS) and of Mrs. Bertha M'Boge, Coordinator of Maternal and Child 

Health, were especially iur,.,artant. The DMS further assisted the survey b/ 

writing a letter of introduction for Dr. Stubbs which was used during the 

data collection plase to insure cooperation of respondents. (See 

Attachment A.) 

A review of some of the pitfalls which were avoided through planning 

efforts are of interest: 

- The survey was conducted in February and March to avoid the rainy season 

when transportation in rural Gambia is extremely difficult. Dr. 

Stubbs encountered no weather-related obstacles in gathering data. 

Transportation in the rainy canseason easily present insurmountable 

problems. 

- Visits to health facilities were timed so that they would not conflict 

with clinic days. This allowed time for Dr. Stubbs to explain the 
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survey and insure that the health professionals at the facilities 

would complete the survey. 

- A schedule was developed in advance which permitted revisits to 

certain rural facilities. This was done to insure as complete 

coverage as possible from the rural areas. 

- Sufficient time was planned in the administration of the survey to 

allow Dr. Stubbs to develop a rapport with the respondents. 

Respondents on the whole were made to feel at ease about the survey 

and were extremely cooperative in completing the questionnaires. 

- A signed letter of introduction from Dr. N'Dow was always presented 

to the director of each health facility before interviews or
 

questionnaires were administered.
 

- All questionnaires were printed in advance of the survey and sufficient 

copies were hand-carried to The Gambia by Dr. Stubbs. This avoided 

printing delays inThe Gambia. 

- Reliable transportation was provided by the Ministry of Health and the 

Ministry driver, Mr. Bakary Demba, was completely familiar with all 

the health facility locations. No time was lost taking the wrong 

roads or missing ferry crossings. 

- The Ministry supplied a complete list of health professionals, including 

assignment locations, which helped achieve a 76% response rate. 

Content:
 

After completing this survey we believe that the six major objectives of 

the survey stated inthe introduction of this report were satisfactorily
 

achieved. In addition, there are several interesting survey results that 

deserve highlighting: 
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1. Although most of our project work has been done in the Banjul
 
area 
and the Lowr River Division, it was interesting to be informed both
 
verbally and in writing, 
 of the concerns of rural health workers. There
 
was a commonly voiced complaint, especially in the North Bank, McCarthy
 

Island and Upper River Divisions, that logistical support needs were not
 

being met. Transportation was usually the main complaint, but medicines and 

lack of health personnel were also mentioned repeatedly. 

2. The base line data collected in the survey reveals that most of the
 

health professionals are young (with about 50% being under the age 
of 20 year . 
This is attributable in part to the Ministry of Heal.th's effort to develop a 
corps of auxiliary health workers to serve in rural Gambia. Programs such as
 
the Community Health Nurses 
School in Mansa Konko are providing young Gambians
 

with training, and jobs, in the health field.
 

3. Not surprising are the survey results that indicate a language problem 
in dealing with patients is common. Language was noted as a problem by 68.2% 

of the respondents especially in the Banjul area and McCarthy Island Division. 

The need for a common universal language whether it be Wollof, Mandinka,
 

English or whatever is apparent in The Gambia as is
it in most West Africa 

countries. The survey indicated that even multi-lingual heal,.1 workers have 

difficulties communicating with patients. 

4. As suspected, many of the Gambia's well-trained nursing personnel 

are frequently assigned to rural health work. (34.4% of the double-qualified 

nurses indicated they spent most of their time working in rural health centers 
or rural clinics.) The Ministry employs a rotation scheme which encourages 

assignment of nurse/midwives to rural areas. However, the single qualified 

nurses spend little time in rural assignments. These nurses are generally 



hospital-based in Banjul but might represent a group who could be trained 

for rural service. 

5. An important fact noted in the base-line data was that 89.4% of the 

health personnel reported having received most of their health training in 

The Gambia. This is extremely important in considering assistance to The 

Gambia in manpower training. The fact that The Gambia is making the effort 

to train its own health workers through the Schools of Public Health, 

Nursing, Midwifery and Community Health Nursing, suggests that improvement 

should come through improved curricula, teaching methods, training facilities, 

and student recruitment drives, and local retraining of health personnel. 

6. Nursing respondents listed their training needs in the order of: 

a. Infant Care 

b. Nutrition
 

c. Maternal Care 

d. Family Planning 

The thrust of future training programs should seriously consider this priority 

list. 

7. It is interesting to note the low interest in training in record­

keeping, mental health, and treatment of infertility problems.
 

8. Malaria and maternal depletion were cited as the major health hazards 

to mothers and gastroenteritis the most comon childhood illness. 

9. Burns were considered the most common cause of childhood accidents. This is
 

mainly due to cooking fires on the ground where children can easily fall into 

the fire.' Dresser/dispensers confirmed this supposition through discussions 

with Dr. Stubbs.
 



10. Breast feeding was reported as common practice by the health
 

professionals having children. 
The length of breast feeding was usually
 

over a year which is an encouraging practice in light of growing
 

international concern over the introduction of bottle feeding in less
 

developed countries. The health professionals should provide an
 

excellent role model for their patients.
 

11. The importance of making family planning information and services 

available in The Gambia is underscored by the following questionnaire responses: 

a. 87% of the respondents said they received requests for family 

planning information. Most of the 13% who did not were dresser/ 

dispensers or public health inspectors who would not normally be 

asked about family planning. 

b. The health professionals in general support the idea of providing 

family planning information. Seventy-percent of the professionals 

said family planning information should be given to community groups 

and. to all postpartum mothers. 

c. Fifty percent of the respondents said they get family planning 

requests at least weekly, 

d. There was a large number of respondents who reported non-professional 

abortions in their service areas. 

12. The survey only did a sample in knowledge of various technical areas. 

The sample of nutrition-related questions revealed a low technical knowledge but 

good practical knowledge. The question of best sources for Vitamin A, for example, 

was missed by 92% of the respondents. Reproduction was another area where 

additional training is required. 

13. To end this discussion on a positive note, health professionals 

indicated that their children have a high level of protection against 

communicable diseases. This practice of innoculations should also be promoted 

among the general population: 
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QUESTIONNAIRE 

SLJV' OF HALTI PROFESSIONALS 

TFIE GAMBIA -- FEBRUARY 1978 

PLEASE DO NOT PUT YOUR NAM-..ON THIS QESTIONNAIRE. WE WILL":USE THE ,INFORMATION OBTAINED 
FOR HEALTH PLANNING AND TRAINING PURPOSES. AFTER TiE IM1OMATION HAS BEEN COREpLATD' 
THE PAPERS WILL BE DESTROYED. NO ONE EXCEPT THE UCSC/MCI1,PR ECf&A#. F WILL SEE OR HANDLE 
THE QUEFIROW RFS. THE GMN2AL INFORMATION WILL BE SMtMI.ED AND USED FOR. MNO PROGRAM 
PLANNING WITHIN THE MINISTRY OF HEALTH. 

ThANK YOUJ FOR YOUR COOPERATION. 	 Col.f 

I. BASIC EDUCATION (Check (4)the highest level achieved) 	 4
 

1.Kindergarten
 
- 2.Primary (6-11 years)
 
- 3. Junior Secondary
 
- 4. High School
 
- 5.6th Form
 

6. Other (specify)
 

2. KORANIC EDUCATION (Check highest number of years; for'example; 'ifexactly two
 
years, check number 3)
 

0. None
 
- 1. Less than I year
 

2. 1 or more but less than 2 years
 
- 3. 2 or more but less than 3 years
 

4. 3 or m6re but less than 4 years
 
-	 5.4 or more but less than 5 years
 

- 6. 5 or more but less than 10 years
 
- 7.More than 10 years
 

3. PROFESSIONAL TRAINING LEVEL (Chdck highest level 'achieved) 	 6 

0.Single qualified nurse, single qualified midwife, enrolled mrse
 
- 1.Double qualified nurse-midwife
 

2. Public Health Nurse
 
3. Sister tutor
 

- 4.Other nursing specialty (specify)_ _ _ _ _ _ _
 
5.Doctor in general practice
 
6. Doctor with specialty training
 
7. Comunity health nurse
 

---- 8.Other (specify)
 

4. TRAINING CURRENTLY RECEIVED (Check type) 	 7
 

0. Not receiving training now 
- 1.School of Midwifery 
- 2.School of Public Health
 

- 3. School of Nursing
 
- 4.Cmmuriity Health Nurse trainee (Mansa Konko)
 
----" S. Other (specify)
 



---

Co 
5. NATIOALITY (Check one) 
 /i 

1. Gambian by birth
 
- 2. Gambian by nationalization
 

3. Senegalese
 
4- Other African
 

- . European
 
---- 6. Other (specify) _
 

6. TRIBAL GROUP (Check one only ifyou are Gambian or Senegalese) 9
 

1.Mandinka
 
2.Wollof
 
3. Jola
 

- 4. Fula
 
- 5. Serahuli
 

6. Other (specify)
 L 
7. LANGUAGE SPOkeN (Check all those you can speak well enotigh to use inyour work) 

1. Mandinka 1
 
2.Wollof
 
4. Jola
 
8. Fula
 

66. Other (specify)
 

8. SEX (Check which) 2
 

1.Ma]e
 
2. Female
 

9. AGE (Write in nmober of years) 

years
 

10. NXRITAL STATUS (Check one) 
 iS
 

1. Single

2.Married
 

- 3. Widowed 1 
4. Divorced 
5. Separated 

11. RELIGION (Check one) 16 

1.Catholic
 
2.Moslem
 
3. Protestant
4. Other (specify) _ 

,IMBER OF (i[ILIDREN (State m r in space provided. If you have no children born 
or living, put "0" in al] s7. ces) 

_ _ 1. Sons horn 6. Daughters living but not adoptib 
.Son:- Iivir.- fhitnot adopted 7. Daughters adopted

3. -orns ad,-:. 
 8. Adopted daughrers Ii%, ing 
Ad t:d- r .hi' l eh'- 'mliv Ing 
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13. IN WHICH DIVISION ARE YOU CURRENTLY EPLOYED? (Check one) 25 

1. Banjul 
2. Western division 
3. Lower River
 

- 4. North Bank
 
S.MkCarthy Island division
 

- 6. Upper River division
 
7. Not currently eployed
 

14. WHAT POST DO YOU HOLD NOW? (Job category) 2t
 

0, Staff nurse, nurse-midwife, or nursing officer 
1. Senior Nursing Superintendent
 
2. Nursing Superintendent
 
3. Public Health Nurse, Tutor
 
4. Principle Nursing Officer
 
5. Doctor or medical officer
 
6. Student
 

- 7.Coamunity Health Nurse
 
--- 8. Other (specify)
 

1S. IN WHAT LOCATION DO YOU SPEND MOST OF YOUR TIME WORKING? 

1.Hospital
 
2. Rural Health Center or clinic
 

4.Training Center or school
 
5.Other (specify)
 

16. WHO PAYS YOUR SALARY OR SPONSORS YOU? (Check one) 

1. Governent or outside donor to the government
 
2. Mission or outside doner to the mission
 

- 3. GFPA
 
4. Other (specify) __
 

17. HOW LONG HAVE YOU WORKED IN YOUR PRESENT POSITION (THIS JOB AND THIS SEITING)
 

1. Less than 3 months
 
2. 3 months up to 6 months
 
3. 6 months up to 1 year 
4.1 year up to 2 years
 
S.More than 2 years
 

18. WITH WI*1 DO YOU WO!K flkJLY INYOUR PRESENT POSITION? (Check as M as apply)
 

30
0. Not applicable (student) 


"- 1.With non-professionals (ward attendants, scrubbers, health aids) 31 
-- 2.With trainer nurses 
- 3. With one doctor or more than one doctor physically present 

-" 4.Alone
 

19. DO YOU EVER HAVE LANGUAGE PROBLEMS (OTIER THAN ENGLISH) IN YOUR WORK? (Check one) 35 

0. 40
 
1. )'es
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& WHERE DID YOU RECEIVE MOST OF YOUR HEALTH TRAINING? (Check one only) 

1. In The Gambia 
2. In Senegal
 

-3. In some other country in Africa
 
- 4. In the United Kingdom or Ireland
 
- 5. In the United States
 

6. Other (specify) 

21. 	 IN WHICH OF THE FOLLOWING SUBJECTS HAVE YOU RECEIVED TMAINING SINCE CCMPLETING 
YOUR PROFESSIONAL EIJCATION? (Check all that apply) 

0.Not applicable (student) 
- 1.Caminicable disease
 

- 2. Maternal care
 
3. Infant Care --4.Nutrition
 

- 5.Family planning
 
6. Infertility
 

- 7. Record keeping
 
- 8.Management techniques
 

9. Environmental sanitation
 
10. Mental health
 
11. Teaching methods
 
12. Other (specify)
 

2. 	INWHICH OF THE FOLLOWING AREAS WOULD YOU LIKE TO RECEIVE 7TAINING? (Check all that 
apply) 

0.Not applicable (student)
 
1.Communicable diseases
 
2.Maternal care
 
3. Infant care
 

-- 4. Nutrition
 
- . Family planning
 
- 6.Infertility
 
- 7.Record keeping
 

-8. 	 Management techniques
 
- 9. Environmental sanitation
 

10. Mental health
 
11. Teaching methods
 
12. Other (specify)
 

23. 	 FOR W-AT PURPOSE ARE iLESHA CHARTS USED? (Check one) 

1.For recording Inoculations received by mothers 
- 2. For recording growth rates of children less than 5 years old
 

- 3. For recording weight gain of expectant mothers
 
- 4. For recording incidence of infectious diseases
 
- S. For recording growth rates of children 6 months to 10 years old
 

24. 	 WHICH OF THE FOLLOWING )ISEASES CAN PEOPLE GEr BY DRINKING WATER? (Check one) 

1.Measles and cholera 
- 2. Pneumonia and typhoid fever 
"- 3. Cholera and typhoid fever
 
-4. Cholera and leprosy
 
- S. Typhoid fever and smallpox
 

25. .ANINOCULATION ISAVAILABLI. FOR ONE OF THE FOI.LOWING DISEASES. (Check one) 



AN INJECTION OF TRIPLE ANTIGEN VACCINE PROTECTS AGAINST WHICH OF THE FOLLOWING 
DISEASES? (Check one) 

1. Tetanus, Diphtheria, polio
 
Diphtheria, malaria, pertussis
 

3. Malaria, polio, tetanus
 
4. Pertussis, diphtheria, tetanus
 
S. Polio, pertussis, cholera 

27. 	 HAVE YOUR CHILDREN HAD INCULXATIONS WHICH CURRENTLY PROTECT TIM AGAINST THE 
FOLLOWING DISEASES? (Check all that apply) 

0. TB 
-. Polio 

.. Smallpox 
3. Measles
 
A. Diphtheria
-

5. Yellow fever 
6. Cholera
 
7. Not applicable (no children)
 
8. Other inoculations (specify)
 

28. 	WHICH OF THE FOLLONING IS THE MOST COVN ILLNFSS AMONG CHILDREN IN THE AREA IN 
WHIa[ YOU ARE WORKING? (Check one) 

0. Not applicable (student)
 
1. Gastroenteritis (diarrhea and vomiting)
 
2. Malaria
 
3. Polio
 
4. Malnutrition
 
5. Measles
 
6. Other (explain)_ 

29. 	 FROM A PHYSIOLOGICAL POINT OF VIEW, WHICH IS THE SAFEST AGE FOR I01EN TO BEAR 
CHILDREN (Check one) 

1. Between the ages of 15 and 45 years 
2. Between the ages of 30 and 40 years
 
3. Between the ages of 20 and 30 years
 
4. Between the ages of 15 and 25 years 

30. 	 FOR MW LONG WAS YOUR LAST MHILD BREASTF? (Give number of months if known)
 

months
 
-- 77. Child died before weaning
 

88. Not applicable (no children)
 
99. I don't know (or cannot recall) 

DURING THE PERIOD OF TIME $OTHIR IS BREASTFEDING31. 	 DOES INTERCOURSE WHEN A 
AFFECT THE ITHER'"S MILK? (Check one) 

1. No
 
2. Yes, any time 
3. Yes, but only during first six months after delivery 
4. 	 [ don't know 
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.j2. 	 IF A YOUNG GAMBIAN COUPLE YOU JrEV WERE GE'TTING MARRIED. HOW MANY CHILDREN DO 
YOU THINK THE HUSBAND WOULD WANT? (State how many). 

boys
 
girls

88. Husband would not have a number in mind 
99. 	 1 don't know
 

33. HOW MANY DO YOU THINK THE WIFE WOULD WANT? (State how knuy) 

boys 
girls

88. Wife would not have a number in mind 
99. 	I don't know
 

.34. 	 WHICH IS THE SINGLE N1ST COM43N SERIOUS ILLNESS MONG WtJEN IN THE AREA IN WHFICYOU ARE WORKING? (Check one)
 

1. Tetanus
 
2. Malaria
 
3. Typhoid fever 
4. Schistosomiasis 
5. Parasites (excluding schistosomiasis) 
6. Maternal depletion
7. Other (specify) 

.)5. AT WHAT AGE SHULD SOLID FOOD BE ADDED TO AN INFANT'S DIET? (Check one) 

1. At 2 weeks 
2. At 3 months 
3. At 5 months 
4. At 8 months
 
5. At 1 year 
6. At 2 years

7. Other (specify) 

36. AT WHAT AGE DO INFANTS BEGIN WALKING? (Check one) 

1. By 8 months 
2. By 10 months 
3. By 12 months 
4. By 14 months
 
5. By 16 months
 
6. Over 16 months 

37. 	 AT WHAT AGE SHOULD CiILDRFN BE TAUGHT TO USE A "CHEWING STICK" (TOOTHBRUSH)?
(Check one) 

1. At 2 years

2. At 3 years 
3. At 4 years
 
4. At 5 years 
5. At 6 years

6. At 7 or more years 
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WHAT SHOULD A MUM DO IFHER CHILD HAS DIARRHEA? (Check all that apply)
 

I. Continue feeding the child solid food
 
2. Continue giving the child liquids

.3.Give the child liquids with salt and sugar

4. Prescribe a traditional medication (specify)_
 

39. 	 IN YOUR EXPERIENCE, WHICH OF THE FOLLOWING IS THE MDSTCt4'N CAUSE OF
 
CHILDHOOD ACCIDENTS IN TIHE GAMBIA? (Check one)
 

1. Burns 
2. Falls 

__ 3. Poisoning from drinking fluids from unmarked containers 
4. Drowning
 
S. Snake bites
 

__ 6. Other (specify)
 

40. 	 HAVE YOU SEEN ANY FPANK KWASHIORKOR ANDIOR MARASMUS CASES THIS PAST YEAR?
 
(Check one)
 

0. Not applicable (student)'
 
]. No, none at all this past year

2. Yes, I or 2 cases this past year
 
3. Yes, 3 to 10 cases this past year

.1.Yes, more than 10 but less than 20 this past year

S. Yes, more than 20 cases this past year
 

WHICH OF THM FOLLOWING FOODS ARE THE BESt SOURCE OF PROTEIN? (Check one)
 

1. Mangoes, ground nuts
 
2. Mther's milk, cassava 
3. Fish, ground nuts
 
4. Rice, corn
 
5. Beef, green vegetables
 

42. 	 IFTfE AMEUNT OF MEAT IS LIMIT.D, W11O ILS TlE GREATE.ST NEED FOR WHAT IS
 
AVAILABLE? (Check one)
 

1. Pregnant woman
 
2. Nursing mother 
3. 2-year-old son
 
4. 2-year-old daughter
 
5. Working father
 

43. 	 WHICH OF THE FOLLOWING FOODS ARE BO-h GOOD SOURCES OF VITAMIN A? (Check one)
 

1. Peanuts, green leafy vegetables
 
2. Mangoes, oranges
 
3. Mangoes, red peppers
 
4. . Green leafy vegetables, millet
 
.5. Oranges, millet
 

INTERMS OF NUTRITION, WHAT ISTHE .MSTIMPORTANT EFFECT OF PROCESSING
 
(POLISHING) RICE? (Check one)
 

1. Easier to digest
 
2. Remove!: inwortant vitamnins
 

http:GREATE.ST
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4a. WHAT WAOLD 2-4 YEAR OLD CHILDREN BE FED? (Check One) 

1. Same food as eaten by the rest of the family
 
2. A diet with additional green leafy vegetables
 
3. Mostly cereals which are easy to digest
 
4. A diet with additional beef and fish
 

46. FOR HOW MA1'Y NNTHS OF THE YEAR ISMEAT, FISH OR POULTRY AVAILABLE INYOUR
 
AREA AS PART OF YOUR DIET? (Check lowest; for example, if 3-1/2 months,
 
check nuznber 1)
 

0. Not available
 
1. 1 - 3 months
 
.4 - 6 months
 
3. 7 - 9 months
 
4. 10 - 12 months
 

47. DO YOU INCLUDE A GREIN LEAFY VEGETABLE OR A YELLOW VEGETABLE INYOUR DIET
 
EVERY DAY? (Check one) 

0. No
 
1. Yes, almost every day
 
2. Yes, every day
 

AS. DO YOU INCLUDE FRESH FRUIT OR FRESH FRUIT JUICE IN YOUR DIET EVERY DAY? 
(Check one)
 

0. No
 
i. Yes, almost every clay 
2. Yes, every day
 

49. HOW DO YCXJ OR YOUR SPOUSE COOK YOUR VEGETABLES? (Check one) 

____ 1. Low heat, short time 
2. Low heat, long time
 
3. High heat, short time
 

____ 4. High heat, long time
 

50. DURING EACH CYCLE, THE OVUM ISAVAILABLE TO BE FERTILIZED FOR APPROXIMATELY
 
HOW rANY DAYS? (Check one) 

1. 10 days
 
2. 1 day 
3. 4 days
 

___ 4. 8 days
 

51. WHEPE DOES FERTILrZATION USJALLY TAKE PLACE? ((nheck one) 

.. In the cervix 
2. Inthe fallopian tube
 
.. In the uterine cavity
 
4. In the ovary
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BE BEST FOR MST GAMBIAN62. 	 WHICH CHILD SPACING MUH0D DO YOU THINK WOULD 

COUPLES? (Check one) 27 

1. Condom
 
2. Progesterone injections (Depo Provera)
 
3. Diaphragm 
4. IUCD
 
5. Pill
 
6. Rhythm
 
7. Withdrawal (coitus interruptus)
 

53. 	 W1i*0 IS THE SO-CALLED "SAFE PERIOD" FOR A WOMN WHO HAS A REGULAR 28-DAY 
MENSTRUAL CYCLE? (Check one) 28 

1. The second and third weeks of a 4-week cycle

2. The last 10 days of one cycle and the first 7 days of the next
 
3. The week of menstruation
 
4. Roug.hly the week just before and the week just after her menstrual flow 

54. 	 WHAT IS THE PROBABLE MOST FREQUENT CAUSE OF INFERTILITY? (Check one) 29 

1. Psychological
 
2. Failure of ovulation
 
3. Failure of spermatogenesis
 
4. Infection of the fallopian tubes or vas deferens
 

t5. N EVALUATION OF THE INFERTILE COUPLE, THF FIRST STEP IS TO OBTAIN WHICH OF THE
 
FOLLOWING? (Check one)
 

1. A sperm count 
2. The couple's medical history 
3. An endometrial biorpsy
 

__ 4. An hysterosalpingogram
 

56. 	 WHICH OF TIE FOLLOWING WOULD EVEiRY WOIAN HAVE. WH)O SEEKS EITHER COUNSELING FOR 
INFERTILITY OR ASSISTANCE WITH CHILD SPACING? (Check one) 

1. An electrocardiogram
 
2. A chest X-ray
 
3. A 	blood clotting time
 
4. A 	breast examination
 

57. 	 D(RING TiE PAST YEAR, rnW oFTN HAVE YOU HAD GAMBIAN PATIENTS REOUFSr HELP 
WITH PROBLIMIS OF INFERTILI1T ? (Check one) 

0. Not applicable (student)
 
-- 1. Frequently (once a week or more often)


month)
2. Occasionally (once or twice a 
3. Rarely (once or twice a year or-less) 
4. Never
 

98. 	 HAVE YOU RECEIVED CERTIFICATION AS AN .tCH/FP NURSE PRACTITIONER? (Check one) 33
 

0. No
 
1. Yes
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59. 	 DURING THE PAST YEAR, HOW OFTEN HAVE YOU HAD GAMBIAN PATIENTS REQUEST CHILD 
SPACING OR FAMILY PLANNING SERVICES? (Check one) 

0. Not applicable (student)
 
-	 1. Frequently (once a week or more often)
 

- 2. Occasionally (once or twice a month)

3. Rarely (once or twice a year or less)
 
4. Never
 

60. 	DURING THE PAST YEAR, HOW OFTEN HAVE YOU HAD GAMBIAN PATIETS WHO HAVE HAD
 
NON-PROFESSIONAL INDUCED ABORTIONS? 
 (Check one)
 

0. Not applicable (student)
 
1. Frequently (once a week or more often)

2. Occasionally (once or twice a month)

3. Rarely (once or twice a year or less)

4. Never had them as patients, but have heard of them

5. Never had them as patients and never heard of them
 

61. 	 INDICATE WHETHR YOU AGRFE OR DISAGREE BY CECKING OR IMO""YES" OR IUNDECIDED' 
TN FTQkT OF EACH OF THE FOLLOWING COMPLETIONS TO 11IS STAT]I4FEr: 

I THIK THAT A PROFESSIONAL HIIALTH WORKER SHOULD: 

0. No 	 (1)discuss Family Planning routinely with patients

1. Yes 	 regardless of age or marital status.
 
2. Undecided
 

0. No 	 (2)discuss Family Planning routinely with all post­
1. Yes 	 partntn patients regardless of age. 
2. Undecided
 

0. No 
 (3)discuss Family Planning routinely with all post­
1. Yes 	 partum patients regardless of marital status. 
3. Undecided
 

0. No 	 (4) assess and inquire about Family Planning status and
1. Yes 
 needs inalmost every patient contact.
 
2. Undecided
 

0. No 	 (5)discuss Family Planning with all mothers in the

1. Yes 
 Pre-School or Under-Fives clinic.
 
2. Undecided
 

0. No 	 (6) discuss Family ['la:uint with cormlun.ity groups. 
1. Yes
 
2. Undecided
 

0. No 	 (7)discuss Family Planning with men as often as
 
1. Yes 	 possible.


dc,.ci'
"." 'do't"
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0. No (8) discuss only those Family Planning methods that '
 
1. Yes do not conflict with his (the health worker's) i
 
2. Undecided own personal bel iefs. i47 

0. No (9) discuss Family Planning only when he thinks that F­

1. Yes child spacing does not conflict with the patient's

Udecidedn2. personal beliefs. i4'
 

0. -No (10) discus!; Family P],inning with y patient regardless
1. Yes of age. 45 

n2. -Udecided 


0. No (I1)discus:s Family Planniip. wilh any"paticnt regardless 
--I of RmUL'ital st ztu-..]. Yes 


2. Undecided 

0. No (2) never give Fanily Planning information. 4" 
1. Yes
 
3. Undecided
 

62. AS A FINAL QUESTION, WE W)Ut.LJ LIM TO KN4OW I '1II R: ARE ANY SKILLS YOU LACK AN)
I Wilrti YOU VIJULD LIKE TO RE.ICIVIE TRAINING? (:,or example.p iviV, inovulations 
or speaking to groups of ptop~e.j 
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ESIONNAIRE
 
C(M4 NI'TIYES MRVEY
 

TUE GAMBIA -- FEBJUARY, 198
 

PLEASE DO NOT PUT YOR NAME ON THIS QUESTIINAIRE. WE WILL USE THE INFOM ION 
OBTAINEW FOR HEALTH PLANNING AND TRAIING PURPOSES. AFTER ThE INFORMATION HAS 
BEEN CORRELATED, TE PAPERS WILL BE DESTROYED. NO ONE EXCEPT THE UCSC/WH PROJECT 
STAFF WILL SEE OR HANDLE THE QUESTIaNNA2RES. THE GENERAL INFORWTICN WILL BE 
SMARIZED AND USED FOR NCH PROGRAM PLANNING WrI-I THE MINISTRY OF HEALTH IN 
ORDER TO IMP1VE AND REVISE THE MANSA KWOO TRAINING PROGRAM. 

ThANK YCU FOR YOUR COOPERATION. 

1. B&IC EDUCATION (Check ('A the highest level achieved)
 

1. Kindiergarten
2. Primary 
3. Junior Secondary
 
4. High School
 

5. 6th Fore 
6. Other , 

2. RELIGIOUS EDUCATION (check highest nmber of years; for example, if
 
exactly two years, check mnber 3)
 

0. None
 
-1. Less than 1 year
 

2. 1 - 2 years
 
- 3. 2 - 3 years
 

4. 3 - 4 years
 
5. 4 - 5 years
 

- 6. S - 10 years
 
7. More than 10 years
 

3. IN WHAT VILLAGE WERE YQJ BORN? 

4. TRIBAL GROUP (check one only if you are Gambian or Senegalese)
 

1. Mandinka 
2. Wollof
 

-- 3. Jola 
4. Fula 
S. Other (explain)
 

S. LANMAGE SPOKEN (Check all those you know we ., 

1. Mandinka 
-2. Wollof
 

3. Jola
 
4. Fula
 

- S. Other (explain)
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6. 	 SEX (Check which) 

1. 	 Male 

2. 	 Female 

7. 	 AGE (Write in number of years) 

years 

8. 	 MARITAL STATUS (Check one) 

1. 	 Single 
2. 	 Married 
3. 	 Widowed 
4. 	 Divorced 
5. 	 Separated 

9. 	 RELIGION (Check one) 

1. Catholic
 
2.- Moslem
 
3. 	 Pagan
4. 	 Other (explain) 

10. 	 WITH WHOM Do YOU WORK DAILY IN YOUR PRESEgr POSITION? (Check as many. as 
apply) 

1. 	 With non-professionals (Auxiliai'y nurses, Area Council Nurses, 
Orderlies, Health Laborers, Cooks) 

2. 	With trained nurses
 
3. 	 With one doctor or more than one doctor physically presenm 
4. 	 Alone 

11. 	 DO YOU EVER HAVE LANGUAGE PROBLEM IN YOUR WORK (Check one) 

0. 	 No 
1. 	 Yes 
2. 	 Nbt applicable (student) 

12. 	 IN WHICH OF THE FOLLWING AREAS 1M]VL YOU LIKE TO RECEIVE TRAINING? 
(Check all that apply) 

1. 	 Commicable diseases 
2. 	 Maternal Care 
3. 	 Infant Care 
4. 	 Nutrition 
5 .	 Family Planning 
6. 	Infertility
 
7. 	 Record Keeping 
8. 	 Management techniques
9. 	 Other (explain) 
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13. 	 HOW WAS YOUR PlACE OF ASSIGNMENT SELECTED? (Check one) 

1. Government assignent 
2. Personal choice 
3. Home village 
4. Other (explain) 

14. 	 LIST THE MOST USEFUL SKILLS AND IMPORTANT INFOPMATION YOU LEARNED AT 
MANSA KONNKD 

15. 	 LIST THE LEAST IMPO)IANT INFORMATION YOU RECEIVED MRING YOUR SIUDIES 
AT MANSA KONKO. 

16. 	 *WAT WERE ThE MOST VALUABLE FIELD EXPERIENCES THAT YOU HAD DURING YOUR 

TRAINING? 

17. 	 wHATawm wEULD You SGGEST IN TflE RRIcuLA? 

18. 	 WMAT CHANGES WOULD YOU SUGGEST FOR THE SCHOOL AT MANSA KONKO? 

19. 	 *WHTOBSTACLES TO LEARNING DID YOU WaNfITER AT MANSA KONKO? 

20. 	 WHAT KINDS OF PROBLEMS HAVE YOU HAD WORKING WITH THE VILLAGERS? 

21. 	 WHAT KIND OF PROBLEMS HAVE YOU HAD WORKING WITH OTHER HEALTH PERSONNEL 

SINCE YOU STARTED YOUR JOB? 

22. 	 DESCRIBE WHAT YOU DO DURING A TYPICAL WO3RK WEEK. 
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23. MAT WJO HEALTH PROBLEM HAVE YOU SEEN ON YOR NEW JOB?
 

A. 	 ARE YOU TRAINED TO HANDLE CASES BROUGHT TO YOUR AI"EMI(N? (Explain) 

B. 	 HVW DO YOU COORDINATE YOUR WORK WITH OIHER HEALTH PERSINEL? 
WITH TRADITIOLA HEALERS? (Explain) 

24. 	 ARE YOU DOING ANY HEALTH EDUCATION ACTIVITIS IN YOUR JOB? (Explain) 

25. 	 USE THIS SPACE FOR ANY MER COWNTS YOU WOULD LIKE TO MAKE ABOUT 
YOR TRAINING AT MANSA KONKOf 
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Date 

MOTERS 

Na of Village , Village NO . 

ame _ _ousehold No. 

Itdividual No. 

NO*
 

1. Age - Verified by Historical Calendar 

Estimated by Subject
 
Certificate 
Other_ 

2., Pace of Birth 
Village! Rome__________Hl 


Country 
______________Clinic 

Who did the Deliver7 

3. Tribe ___________________ 

4. La ae Speak lead Write . Scholio No. oWYear. _ 

Jahanka -

Wollof ." 
-e - - Koranic

Seraizlv i__ _ _ _ _ _ _ _ _ _ _ 

ola Other
 

fula None at
 
English all
 

Orench 

Other 



6. Religion 

7. 	 Marital Status: Married - No. of Times - Divorced-- No. of 
NO. Of T "-­
o. SingleNo. of Times Widowed Times

Separated 

Current 	Status 

8. 	Wife of
 

Does your husband have other wives? Yes - No
 

Hov many?
 

9. What is the cause of Pregnancy? 

When a woman haa never been pregnant, what can she do to 	become pregnant? 

What can a woman do if she does not wish to become pregnant? 

,0. Have you ever used anything to keep from becoming pregnant? 

Yes No -- - What? .,
 

Did your husband know? Yes no 

What was his reaction? 

.1. Are there people who know how to cause abortions? 

Yes No Male Female . Friend Relative 

What do 	they use? 

Have you ever used one of them? (Methods)
 

Yes 	 No 
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13. Are there an Special Foods: 

M r 

Before wean.'n..... .. 

You ShouldEat Tou ShouldNot Eat ConsiderationsFor: 

After weaniu. , 

Girls: 

Before Ahdolescenoe.... 

After Adolescence 

Boys.: 
Before Circumcison.... 

After Circumcision. .... 

omn: 
Menustrating.. .. 

Pregnant......... 

Post Partum . .... 

Lactating..... 

enopausal... a, 

Xen - Zzpectant fther.... 



-361­

14. What Sickness Have You Had? 
Tres-a l ____________ 

Disease yes Whore 	 By Whon? 

Diaz'rea, 

Wrms 

Tuberculosis
 

Fractures
 

Measles 

Smallpox
 

Gonorrhea
 

syphilis
 

Other
 

What kind of kealth record do you have for yourself or your family? 

,6. 	 What iminizations have you had? 

Type Date of Last P (clinic or Campaign) 

Smallpox 

Cholera 

Tetanus 

Measles 

Diptheria
 

Whooping Cough _ _ _
 

Polio I
 

Was the Polio series completed? Yes No
 

Was the Tetanus series completed? Yes so
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NOb 
N.ov it.s How is it17. Type of foods used? obtained? Prepared? Who eats? 

18. At vhat age do you wan your children? 

What foods do you give the wanling?
 
I ODS
 

At uhat age do you introduce solid foods? 

What foods? 

4 



- 41Q3 

3rs~xY~sJ'7oImuEUMU~T to 'iedmugt aJJ3.BIc ISTMM.B~ 
94illage Nlumber_________ Ihciz7r __________ 

Name oO e ' .
 

Individual No. ...... ,_"__c_ _____ e 
' -NO _____'____________D_ 

NO. - ...~nee . . . . 11... 

.•ge .........Verified by Historical Calendare-ele iedmrK
 
Estimated by Subiect ........... Yes No­

2. Place of Birth £edmu1
S e±w ZE
 
Village_ _ __ _ __ _911-wzE
 

Country_ "'_-____________w_
 

tome ....
 

Who did V~felive-zT WISTZ *10 -19diul n.t1oo0ri 2 .8 

3. ma 0EFrD 

4. L~gsI 
__._ __"____ . .......... . Co
1. 
xoicIqA) dose rio *o.qa E,± sm -!t dx m.woH notJ.q.o0 .Q 

ti iania 

serahuli " ' . . .... "9s
 
L]J "I fl O~e' 

i Ir1 Lu, TIIi ­
1
 

-* CT~R ie'iyoubooW 
I
J - t1LIAXL InC I _ __ __ __ eAO.7i i-r booW i 

5. ioi .0
O.CY eJi I 

http:notJ.q.o0


NO. CD 
NO._______ ONE AESPONSE ONLY COD] 

6. Marital Status Number of Times Current Status 

Married ........
 

Divorced........
 

•Separated...... 

Widowed........
 

SIngle.......
 

Present Number of Wives
 

7. Number of Children 
 Number Living

By wife Number 1
 
By wife Number 2
 
By 
 wife Number 3 
By wife Number 4
 

Total 
 Total
 

8. Schooling 
 Number of years 
 Where

°
 Primary .......... 


SeconD. .... .... 

Koranic School.....
Other...*.. .... 

None at All.......
 
9. Occupation How much time is spent on each (Approx.)

Farmer 
• " '~~~~~~~~~~~~~~~~~......L ...........
, ............ .--.. .... m ... • l :-l .-, .,. .. :' .. .. "•
 

Teacher
 
Craftsman
 
ii_l Servant (Grade)
 

Livestock Owner
 
Herdeman
 
Woodcutter
 

10. 	 Type of Dwelling 
Cement Bricks ......... -Mud 
 Bricks frinting
Number of rooms 
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NO. 	 CODE 

11. Number of persons in this Compound.­
"Number of Family Units 	 Number in Each Unit 

0El LI L LNumber of Wives of Head of Compound 

Relationship to Head of Compound
 

Number of Married Males ..........
 

Number of never married males...
 

Number of Married Females .......
 

Number of never Married fem....
 

Number of widowed women........
 

Number of divorced women .......
 

Number of children besides yours
 
under 18.;..
 

Number of your children under 18...
 

How many of these are your wives children by a previous husband
 

Total in Compound 
12. How Do You Store Water in Your Compound?
 

13. Where do you get your water? 

14. Do 	You Boil The Water Before You Drink It? Yes No 

15. 	 How do you dispose of trash and garbage?
 
Burning. Burying Throwing outside Compound..___
 

Throwing away from Compound Village Dump No Disposal 

16. 	 How do you dispose of human waste? (Adult) 
Latrine Burying___ Behind the house___ 

In the bush from the house (Communal) Individual 

Is human waste used as fertilizer?
Toilet (W.C.) _ 

17. 	Where do small children defecate?
 

Latrine Behind the house
 

Away in the bush In the compoundToilet (W.C.)
 

In a potty _nWhere 	 is this disposed of?
 



_____ 

________ 
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NO. 

18. 	What animals are in the Compound? Where are they kept? 

Animals Kraal Loose 
Cattle.......... ... *.........
 

Ducks.... 

orese.s... ..... .. .......... o.
 

Dog es . .............. ........ ..
 

Other...........
 

19. 	 When your people are sick you take them to: 
Health Center Hospital ____Pharmacy_____ 

Marabout Herbalist____ 

20. 	 What are the common illnesses in your family? 

21. 	 What are the common illnesses in this area? 

22. 	 were you ever seriously ill? Yes No What? 

How was it treated? 

What 	sickness have your compound's children had?
 

How were they treated? 
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NO. 

23. Were you vacinated?' 

What othertype. finotion-was given? 

Were others i..n "your family vaccinat~d? 

What other eof injection. waa given? 

CODE 

24. What can a couple who haa no 
to become pregnant? 

'children Oa in order for the woman 

25. When a couple wish to delay getting pregnant, what can they do? 

26. Are there people who know how to cause,abortions?., 

Yes- No Male ,, Female . ri.nd 

What do they use? 

Relative 
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NA&UATIVE SUMMARY PEDIATRIC ASSESSMaT CYCLE IV
 

Pediatric Assessment, Cycle IV, was given in BanJul, The Gambia, for
4 weeks from November 5 to 30, 1979. 
This was the final cycle given with
the assistance of the University of California, Santa Cruz. 
The course
was developed and presented in response to the Gambian 'Government's
original request for such a training session.based on the knowlege of
a 50% plus child mortality rate in the under 5 age group. 
UCSC was asked
for assistance in upgrading the pediatric treatment skills of the health
professionals responsible for the provision and supervision of health
care and health education for these children and their families. 
 The
upgrading of skills is necessary because the dress dispensers and nurse
midwites receive their basic nursing education (which includes 4 weeks
of pediatric experience) in a hospital based general nursing program.
They do not receive the additional skills necessary to prepare them to
operate in a primary health care role, which is their service responsi­bility upon graduation, either in their basic program or in the poost­graduate dresser/dispenser and nurse-midwifery courses.
 

Cycle IV had 3 specific #raining goals.
 

TraininT GoalIs 
 As in Cycles I - III, trainees were prepared to work
in a primary health care role, independently, interdependently, and
dependently, caring for the ages from birth through 5 years of age.
They learned to take a health and developmental history, perform a
physical examinatiook make an assessment, provide appropriate medicla
treatment, health education, and to evaluate and refer those patients
requiring more specialized care. 
 The emphasis was on preventive rather
than curative care (although treatment for common injuries and Illness
was included in the course). 
 A core component throughout the 4 weeks
was the development of communication skills and the preparation and
givbng of health education talks.
 

Training Goal IIs 
 3 of the trainees were chosen because of their lader­W0,ie4 
ship roles in nursing andhealth in The Gambia. 
An additional
goal for this group was to assit them in identifying ways in which they
could transfer and apply the newly learned content to their specific
teaching and supervisory roles.
 

Training Goal III: 
 A third goal of Cycle IV was the "traiising of trainers.
Dr. Karamo danyang and Nurse-midwife Sister Admyre Monday, Gambians, and
Ms. Suzie Hendricks, B.S., R.N., 
 P.N.P. The Gambians were designated
to be trainers by the Gambian Government and attended Cycle III as
trainees in June/July 1979. 
A U.S. educated Pediatric Nurse Practitioner,
Ms. Hendrick's fortuitous arrival in The Gambia prompted UCSC to suggest
to the MOH that they engage Ms Hendricks as a back-up co-ordinator/
trainer until the Gambians are firmly established in their roles. 
 The
two Gambian trainer-trainees were freed from their service posts toattend a two week "Training of Trai ers" seminar held in The Gambia byUCSC August 8-19, 1979. Immediately following the "T.O.T!? they and
Ms. Hendricks worked for 2 weeks with the UCSC trainer in preparing the
class schedule and lesson plans for CYle IV. 
The original training
goal *as to have the 3 trainer-trainees plan and carry out all the
training with the CUSC trainer assisting them in developing class conteq
and teadhing skills. This was 
not possible as one of the trainer-train4
had a family illness and death which necessitated her missing part of
the Cycle. 
 The UCSC trainer had to assume a direct training role during
her absence and utilized this experience to provide role modeling for
 
the trainees.
 

An evaluation of the course content, clinical practice and teaching
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methods was requested from the trainees. (see attached) Trainees were 
requested to evaluate coursework on a scale of 'too little, enough, or 
too much'. One trainee checked 'too little" on nearly all categories; 
he felt the amount of time for the amount of material covered was inade­
quate. iis clinical practice reflected his difficulty with the course 
and an additional week of clinical practice under the supervision of a 
trainer was arranged. This proved to be helpful to him and his skills 
improved to an acceptable level at the end of this time. ihe two 
trainees checking "Too little" on categories were both dresser dispensors 
as was true in Uycle 11-; this may be because their background includes 
less pediatrics. However, since they have all mastered the content and 
met the course objectives changing the course as given is not justified. 
They can increase their pediatric knolege by on-goingstudy of the texts
 
given in the course. Once respondent checked "Too much" on all items;
 
she interpreted "Too much' to mean if "enough'is good, "too much" 
is even better. Five #rainees found all coursework relevant, one failed
 
to respond. On a 3 point forced choice scale of 'Poor, @ood, Very Good", 
trainees found teaching methods "Very Good* with a few responses in the
 
"Good' column. As before, trainees would like to have a longer course
 
with more clinical practice but thought the course adequate as planned.
 
Several trainees also requested experience in a rural clinic. This
 
would be a worthwhile experience but if the course continues to be held
 
in Banjul, the amount of time required for travel and the logistics of
 
arranging transportation, and space in outlying clinics in the time avail­
able for the course make this unrealistic. As the clinical problems are
 
the same, it would only be valuable for analyzing problems of organi­
zation and management. It has been suggested an optional saturday field
 
trip trek might be offered in the next cycle. The opinion shared by all
 
trainees is that this course is extremely valuable to them in their work
 
rand should be taken by all Dresser Dispensors and hurse hidwives.
 

The 9 participants for Cycle IV were:
 

Trainer Trainees:
 

Sister Admyre Monday Nursing Sister, Pediatric Outpatient Dept., 
Royal Vicboria Hospital, Banjul 

Dr. Karamo Sanyang Physician, Pediatric Outpatient Dept., Royal 
Victoria Hospital, Banjul 

Ms. Suzie Hendricks Pediatric ifurse Practioner 

Trainees:
 

Mrs. A. Joiner 	 Tutor, State Enrolled N'urses Program, Royal
 
Victoria Hospital, Banjul
 

Mrs. J. Cham-Kinteh 	 Senior Nurse Superintendent, Nursing Sister
 
in Charge, Pediatric Unit, Royal Victoria
 
Hospital, Banjul
 

D/D Ausa Marenah 	 Student iqedlcal Assistant; one of two presently 
attending a medical assistant training program 
of 1 year duration which will prepare him to be 
a Health Center dupervisor. This is a new 
category of dealth Peronnel in The Gambia. 

Miss J. Deen 	 Nurse Midwife; posted to Kerewan -ealth Center
 
upon completion of course.
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D/D Musa Fatty 
 Senior Staff burse; to return to post at
 

Gunjur Dispensary upon completion of coux
 
Mrs. Y. Sonko 
 Midwife; posted to Essau Dispensary upon
 

completion of course.
 

Instructors
 
horma Whitl6ok Wilson, H.N., PN.P., 
M.S. Educational Consultant on
 

short term contract with UCSC
 
Assistance given by the Gambian Governments
 

Classroom and clinical teaching facilities
 
Sduoational Materials
 
Transportation and meal allowance for trainees
 
Trainees
 
Secretarial Assistance
 

Assistance by the Gambian Red Cross
 

Blackboards 

Assistance by the Gambian School for N'ursing and Midwifery 

TALC teaching slides
 

Assistance given by UCSC 

Support of Instructor
 

Textbooks: 
 Morley, David, Paediatric Priorities in 
the Developing World
Jeliffe, D.B., 
Child Healthin the Tropics
Chinn, Child Health MainteanceWilson, Wilson, Pediatric Assessment in a Tropical Setting.

(Syllabus developed by Instructors)
r-iami ation Equipment: Stethoscope, otoscope, percussion hammer, measuring
 

tape, pen light
Teaching Equipment: Slide Projector, Tape Recorder and Cassette, 'halk
 
writing materials, note books, newsprint, etc.
 

Site:
 

Banjul, The Gamiba
 
Classroom: *flats* over Leman Street Clinic
Clinical Sites: 
 Special Care Aursery, Aaternity, Pediatric Inpatient Wards,
Pediatric Outpatient 2ppG., Royal Victoria Hospital; Leman Street
uader 5's clinic.
 

Pediatric Assessment was developed to provide training to nurse/midwives
and dresser/dispensers being posted to rural health centers and dispensaries,
By the end of Cycle IV the trainees had met the course objectives and had
beginning ak& competence in the skills of pediatric assessment, (including
the use of the otoscope and stethoscope) treatment, health mnahiltenance,
prevention of illness, and health education. 
It is thought that througi
this training, the provided health services will improve and have a
positive effect on 
the mortality and morbidity rate in the under 5 age
group.
 

The overall goal of providing trained health personnel to the rural areas
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is being met. 
It is to the credit of the Gambian Government that of the
23 trainees completing the Pediatric Assessment program, personnel

assignments have been made so that:
 

13 post-trainees are posted to rural health centers, dispensaries and/or
are in charge of mobile trek teams responsible for holding the under-5
 
*clinics. 

1 post-trainee has left The Gambia; prior to leaving she served for 8
months as nursing sister in charge of a trek team providing under-5

clinics to a rural area. 

Additionallys 

5 post-trainees are teaching or supervising health pesonnel involved in

giving direct health care to the under-5 age group. 

2 post-trainees, upon completing the medical assistant program in early
1980 will be posted as health center supervisors responsible for
providing health services to the under-5 age group in the health center,
dispensaries, sub-dispensaries and by the mobile trek teams in their
 
region.
 

2 post-trainees will have dual roles, i.e., 
the physician anc the nursing

sister at the Pediatric Outpatient Department at the Royal victoria

Hospital and trainers for continuing pediatric assessment cycles.
 

A second goal was to develope two Gambian trainers to assume the traine rroles upon the departure of USCS fvom The Gambia. 
Again the KOH has
displayed its committment to this program by designating 2 Gambian staff
 as trainers and assigned them to work with UCSC staff to prepare for

this role. To assume the trainer role, 4 aspects of that role must be
oncsidered: the co-ordinator/planner, master of course content, practitioner,
and teacher. 
The physician trainee had 2 years teaching experience at
the high school level prior to attending medical school, as a physician
already had physical diagnostic skills and was acquainted with much of

the course content. Therefore the transition to the trainer role was
realtively quickly and successfully made by him. However, the nurse/

midwife who demonstrates abilities as a oo-ordinator/planner, which are
congruent with her previous role, had to learn new content, master

diagnostic and treatment skills which extend that role, and as she had
 no tea6hing experience, learn the teacher's role as well. 
Beoause of
time deadlines, due to UCSC'd departure, she was asked to do this within
 
a 3 month period of time. dhe has shown high motivation, hard work, and

made considerable strides in moving towards competence in her new role
 as practitioner-trainer. 
However, should it be possible for the U.s.
educated pediatric nurse practitioner to continue with the program as a

back-up coordinator/trainer until the trainers' roles are 
completely
mastered and established it will be of great assistance to The Gambia
 
and ensure this programs continued success.
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26th October, 1979 

Dear Paul,
 

PAEDIATRIC ASSESrENT 

This is just a short note to say how grateful we areto you for organizing these series of Paediatric Courses. 

I visit up country fairly frequently and.I am alw.ays
very proud of those of my staff who have taken part in these

Courses. Indeed, now, I can tell, as soon as I enter a

Health Station, whether the officer hasl)ad a Paediatric
 
Assessment experience.
 

Some time ago, I visited Diabugu and found over 120
 
mothers and babies in the waiting shed. 
The M C H team vas
not there. 
 I asked Nr Haffner, the Dresser Dispenser, for
Sister, the Midwife, etc. His reply made My day "On Tuesday:
-
I do the mothers and children". He was very keen and

enthusiastic. I examined his records and observed him in

action. He was doing a ver- good job. 

I had a similar experience in BaJakunda (Joe N'jie) ar
Farafene (Isaac Camara) and many other places. 
The formal
training of these officers does not include the type of thin,
they learn in the Paediatric Assessment. Children and Mothea

form more than 501 of the Clinic Attendance. I need hardly

add that they are the most vi.ilnerable group in the society.
 

vfe are particularly grateful that you have identified
Dr Sanyang and Mrs Admyre Monday as future trainers. 

My only regret is that we did not start this exercise
 
much earlier.
 

.11uT MEDICAL SERVICES. 

Dr. Paul Wilson, 
University of California
Santa CruzSaalCrua 
 cc. Per.Medical Headquarters, 

s Sec., Min of HealthSecretary, R V H
Banjul. Chief Nursing Officer
 

Prinnin~n Nursing Officer 
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" -- - T-- - . - .v - - -

I. Review 

In 1977 ac the conclusio, of a week onene worksho,
the "PoLyvalent Nurse iidwife a reai.e-t wps fdrul,.-wLcd "by
the attending group itnd forwa ,'ed to. the DW requesting " 
Pediatric Assessment Training This was based ou the ex­
pressed need to upgr..ade the I.- .Li-tric diagnostic and treat­
ment skills of the health pro 'essionals respotisible Cor .ie 
provision of Cate (pre',eiitl'e . luider 5td curative) to the 
age group which comprises a 1 rge percentage of tie work 
load or-any health unit. Th. nurses and dresser disoensers
receive their basic narsi.ig eucation in a hospital based 
program which does not inolud training in tre addition l
skills necessary to perform e 'fectively ia :i rurul setting.
Frequently, as the only healt i officer present, they are 
ex pected to address the -!,edi -al problts of cte uurid:r 5 
age group with assureuce "nd -kill. 

At the request of the Director of Medical Services
 
the MW unit of the mini:;try of tie.ith, with the assist:ince 
of the UCSC resident staff, designed a 4 week curriculum 
for trainini nursec, niurse midwives, and dresser dispensers
in pediatri3 assessment knowledge and skills. It has 2 
components, (1) theory and course content In'a classroonu
setDing and (2) practical exlerience under supervision in­
the Le-an street oli iic(infax.t welfare olinio) ana o,i uhe
av{ bhildrens' ward(di-guoae,; and tre t aent of sick Chil.d­
ren), The cycles nre supervised by 2 pedimbrc spec-.. l­
iss, one pedi,trici*n :',nd one pediatric nurse pructition­
er( these lAtter 2 are UCJC ::taL'fb Taining team). Four
cycles hc.ve been given: Cycl. l--AprljI/ay 197d, Cycle 2-­
July/August/1978, CycLe 3--J,ne/July 1979 and CycLe 4-­
iLo:v-aber 197'. 

fhe value of maintaininf-, a continous ongoing progra'.i
in Pediatric Assessment was oon recognized. OLJ-- An the
Job eval;tion of graduates °)f the program (Cycl, . 1) d.em­
onstrated the value of tnh u;e of teir new knowledge aad 
skills---they coiainted thlut for the fCit time ,heykew
whet they observed, knew whai; to look for, anA huw to re­
spond di,;h the pro!)er tre 1i',..nt and -1revojntive advice. 
1:1i3 was e.ioeat a.ir on ex .ining th work of radu.tes 
cf C 0 

,he.. p1 u ing for Cy:l. 3 the UCSC traitiers recoiam­
eaed :ha: .*f :,,c ,ic- tes c';osen for t.i.is t:iird-'=
T ~fe~ ti,~ "C ~~~C e¢.c,~ .~ ~ .'-t 3a- ter 

http:narsi.ig
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the deparcure of the UCSC staff 7eam. 
 These two Gambians
were given special instruction ',:fore cycle 4 (preparatio
of materials, calendar, and les..:Jn plans and division
teacning assignments), and 
of
 

they were responsible for thetraining In cycle 4 With UCSC tra:iner backup. All1future­cyles pladned by the MOH will have their own Gambian train­ing team--one physician and one nurse midwife. 
These two
were also trainees In a TOT (.trr,.'Lingcd traiulrs seminar)

givexi by the UCSC in Banjul, before assuming their roles
 
as trainers.
 

.;he.forfuitouspresence of Ms. Susie Hendricks in the
Gambia a the ,resent time and l'or the next 2 years 
prampt­ed the UCSC trAiners to invite her to attend cycle 4 as an
aaditonal backup source, to t vo her the opportunity to be­come fa:.Iliar with the course cutrioulum, teaching methodol­ogy, eto. UCC then suggested to the DL that he seek
funding to support her i4this brckup role for a period of
time that the Gambian trainers needed to gain the experienoe
and confidence necessary for effective performance.
 

II. Summary
 

23 members of the health 
)'rsonnel successfully oomplete.iPediatric Assessment Trainin,,: 1 physlcian, 12 nurse midwdves,and 10 .dresAer dispenserss
13 - posted to rur.l he 
Ith centers and dispensaris or are in charge of mobiLe trei teams respou:sib..c forunder 5 and infant welfare clinics in a rural area.1 - nursing sister in ohrge of a trek team for ruralareas -served for 8 months before leaving&the Gambia,

- teaching or supervising health personnel involved
in giving direct health care to the under 5 group.2 - will comDlete adultional traling and be posted as
health superintendent,,i and part of their regional
responsibility w.ill Oe supervi ijig under 5 clinics.2 - have dual roles - as the physicinn and nuriag sis­
ter in the )ediatric OPD of The HVH and as the two
Gambian traiiers to continue the PediL .tric Assess­
ment brainin prograis.
 

This has b .en a successful program. 
 Visitors to the
"outpostz" of health where post-traijites are working can read­ily see how added knowledie and ne., skiIs have been put touse. There is aA atl tude of iocrcajed responslility, mozi­aJ.i co ilt mett; ,,.desire tfo r~wniii ii a i'uri1 post
.-- :'.-" " 'rtbeir :,crv).ct. is tie ,,reitest.
 - ..
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iI. Recommenaotio-s 

1. 	 Identify a third .3arab . to b,. trained as a trainer-­
to develop so-me de,:,th id0 fle.:iility inithe pro-r a,.2. 	 Sleek and identify a s,, :ce of su~port for Ms. Heniricks 
so tirt she can be a t: tigaer/jaCkup for such time as
is necesgary.

3. Integrate the ottrae v: ;erial aii "iraotic"Ll CUi1l:.1L
experience into tre c:, "IcuLa of the Schools of ;.urs­
ing .nd Midwifery.

4..Tra'nee shoid lavp • Lre"ser dispender, gener.l- Iurs-
Ing n rwify ae.,round, They siould %cselected from thos,, w. are to be "posted out", to 'c'1

rural areas.. 
:Jursing personnel tra -d beftre the start of tlhe Sch­o01 ofa.ursing progr .tm (who htd lessrt.ve preq:-r:.c.o
rnan the previously m .-tioned group) who are working 

1 

in inf.tnt welfare clin as should uut be donsidered "or
iediatric Assessment, t i trinng. A special stirt pro­
gram sn(uld be design,:, f'or t i:m stressin:g observar.lcnskills, when to refer or 	dot.-iled examirition, ?­uses and value of the -,o.td to health car ", determin­
ation of the at risk chil.d, bisic nutrition, immunisa­
tion, and healh educw ion skills. This might be a2 week program IellmiiIn.g the more specialized con-
Gepts of ediuric As;:.-ssment re.suirinica"n:uoki'
of aatomy and phy:3ol.igy.

5. 	 Good work s-,ould bn re-arded - e.;. promot;ion -inu
 
letters of commendatin i(for tne record).
6. 	 Sufficient copies of tiesyLl.bus should be printedin advance to save ti n- and money. tiecommecdations
from the nurses !ind di -ponsers working the rural atreasshould be accented : n'l reviewed and made a part of thedaily handout sheets ,..t are developed iii class to
 
augment the syll.abus.
 

tion and
7. 	 Ongoing neriodic ei:'.li -. supervisiou of the
work I. tho cural area; - find oLat "whet's golig on,"listen to an: n:lr ,ii .i problemz, ,iaelce suggestions.

8. 	For re'Aew ,nd updati:A of knowludge and teakuliques
it i reco.=munded t*o 'i ,vre three 1 day ,worcahops" peryear for Che pO. L-tz.i'. assessiegt personnel - to inee;
and d tsuss Ideas, neI.a with mutuo.l problems, etc.9. ieve.op .. su. oly sy.tca ior drugs, trai.Axn4 and healtheduc, ti,n motebials for the "outposts" of health..

10., ,Other jni.is ries iould be invited to encourage their"field' reo!.,ese,.tatives to i.,ork with tite health per­
scruel in the field oi6olaLzrative projects (e.P:.

;:r'L .l ure, hE; -I.ti Od .(,at 10, oC, LnUAit :r! at.i 

http:CUi1l:.1L


-377­

and health projects in the schools).
 

IV. MJosing Statement 

The UCSC team greatly ;ppreciates the assistuice of
the MOH in developing thi., program. Overcoming initi­al difficulties and misunJerstai-d.igs, the cooperativeand integrated endeavor o" the 
IS, the Senior ivurslli.
Officer, the Matron, aid ,he utVia administration havehelped make Pedl~atric ASS.:SUt.raL traiiing an outstand­ink model COr similar typ.-s of trainln;j in other areas
of medicine, and an exampLe of the importance of under­
standing and cooperation. 

It has been a privilege to work with the NOH in thedevelopment of this prograim. It is also a plessure.and a great soirce of satisfaction to the members uf
the UC.'C training 
staff to observe the fruitful product;­ion reslinng frcx the e, roft, ;.nd to contemplate thefuture impact the program will have in bringing prima.iryhealth care, and ultimi.tel.y better health, to the rur"..

communities. 

Paul L. Ji1sotX., . 
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The enc.1.04ed sum'aary of a-tivitiis~.~i ~ee aad .'( L1.' 

~'.d ~cmiendtin~ ceaultin,- from dicu, iunz: and ubzcrvationiz Hurnn.- trl 1. 
vi~*aj " th and iu.Ly ?tin i.n, ;ambia , 'dfe. t Africa.. .Yci. f ic i:~u t. 

U." .-ubmittR tk )rrioU.L)I, o1th,ir vid an iAd c.amiteiv.-*.. ai~uz, b :ali iL 

ocoad Ly rLated axua.. A.fid a.,i-t inl ,.o;c ot' the ;overoniw.%rt,;ci~" ~ i.~ 

i-attn ;ae AiL, techniquej, a ..)ri with coritinu, xi tecrinica:. aF. izt-?nc' nar, a 
nubitantia. impact in prcinoting thc.rjv.camrnt.-, marilr tacuctid 1 i-n wn. -i 
iu tcviay a ctror3 xrcaram in trie minl;try of rieaith. 



CONCLUIONS 

1. A successful demonstration 
project in one district may not 
have direst application in 
another district. 

2. The process of change required 
in one district may not apply 
to another district. 

3. Little or no overnight 
accomnodation in rural Gabia 
severely limits outside input 
for say sustained period of time. 

4. Lack of coo language, 
amenities and remuneration (to 
those providing shelter) are 
dbstacles in present Living 
accomodation for Community 
Health Nurses at Manaskongko. 

5. The role of CuN's in Primary 
Health Care was only beginning to 
be talked about. Their role in 
primary health care needs 
strengthening. 

RATICN(ALE' 

1. LUkguags end other cultural 
disparity between distrittai 
with the exception Of religion, 
which appears to be a"Unifying 

RECOMMIENDAIONS 

1. Multiple target areas should 
be defined at the onset nd co­
ordinated with existing country­
wide expansion poogram (i.e., 

factor in all tural Areas of the Rural Dav. Project). 
country 

2. Appearance of small sueess-
ful demonstration projettd 
throughout the country with 
little or no carry-over 
nationally. 

3. Everyone (country nationals 
and expatriates alike) go "on 
triks" which mns-return to 
Banjul or to one's-station as 
quickly as voesible, 

4. Complaints of time consumed 
in theae arrangeents by both 
faculty and atudents of up to 
two hours worth of energy per 
person per day. 

5. The role of rural tradi-
tional medicine nd traditional 
midwifery is an acceptable con-
cept to the Director Of Md. 
Services and a reality in the 
country. Linking this Indi-
genous manpower with WHN's in 
a PHC "systed" remains a task 
of the future. 

2. District bwed outside input 
is strongly recommended in short 
term continuing education and 
training program&. 

3. "Floating" classroom/ 
accomdation by boat on wheels? 
Intensive use of radio cosimi­
cation? Written cmmunicationg 
i.e., Senelar, science curriculum 
in schools, adult literacy? 

4. At least 2 hrs. per week should 
be set aside for students and 
faculty to discuss these problem 
collectively if it Is to be a 
positive part of their total 
learning experience. 

5. (a) Inclusion of Sister Coker 
and Dresser-Dispenser Tutor at 
Mansakongko in planning for PUC 
or TOT follow-up. 
(b) Major curriculum revision is 
Indicated end is in progress. 
Sister Coker had just returned 
from PHW training abroad and 
needs to "settle in." 



-2-

CONCLUSIONS RATI OALE RECOH4ENDATIONS 

6. (a) Planning for health of the 6. Major concerned parties: 6. Strongly recomnd a seriesnation, appeared to be a major (a) President's Office. Nat'1. of TOT's to bring concerned area of concern in the winds of Health and Nutrition Council parties together witheveryone (country nationals, (Dr. the hopeOldfield on Council). that Dr. Samba will find waysexpatriates and advisors alike); (6) Ministry of Economic Day. to make district based Tot'showever, preparation in thft Planning. Rural Development a reality.
planning process which would bring- Project, Phase II. 
these efforts in comamincation (i) World Bank - has a 
with each other and with the health component, to be
communities involved was totally decided upon by Sept. 31,
absent. 1979 if ME will cooperate.
(b) Primary Health Care is at (ii) Health Economist on 
present being presented as an staff (WHO).
entirely nw concept. In c) Ministry of Education 
reality, many on-going pro- (i) Curriculum Dev. Center,. 
gram have important roles to has been unsuccessful inplay. acquiring somone to 

dependably represent the
 
Min. of Health for health 
ad. input. 0 

(it) The Gambia's First I 
Education Project World 
Bank. Has a health corn­
poent with potential impact 
on definition and prepara­
tion of health manpower. 
(iii) School of Public Health 
and School of Nursing, tram­
ferred admin. to M0E July 1­
1979. 

(d) Ministry of Health-Med./Health 
Services. Planning activities 
currently in the pipeline or in 
operation are: 

(I) Primary Health Care - WHO 
version with The Gambia as a focal 
point in Africa. 
(ii) Primary Health Care­
?roject Conc In initial phase.
(iii) MO! Pit, Coord. Comiittee 
have a planW TBA training and 
PCV input.
ftv) cn~ll- Waa!. - .., I .-



CONCLSOIGS MULMIX M RECOMMENDATICs 

Center. Curriculum revision 
in progress does not reflect 
role with Primary Health 
Care voltmteers. 
(v) ODN Proposal for a 
Health Planner. 
(vi) UCSC Pediatrics Assess­
mnt Training with TOT 
orientation. 

(e) Peace Corps - Nutrltion/health 
ad. emphasis, coordinated through 
MH office. 
(M) SENELAR - Publication of Dept.
of Agric., Extension Aid Unit, 
brings attention to rural health as 
it relates to agriculture and "primary­
health care" is receiving a great 
deal of interest and attention. 
(Cyril Eyre. expatriot, editor with 8 yrs.
in rural Gabia).
(g) Adult Literacy Croup - Bachary Sidibe, W, 
Drector.. Crass roots organization
which utilizes the Ciban life-style 
for community matinp to teach literacy
English. Would welcome health-bamed 

in 

content for teaching adults. 

7. Several Proposals are ifS the 
pipeline which combine improved 
health practices (public health)
with other facets of develop-
ment such as Agric./Educ., etc. 
The bottleneck appeared to be 
lack of inter-sunisterial 

7. The outstanding example here is 
the World Bank, Rural Development 
Project Phase II, which may not be 
funded if the Min. of Health refuses 
to participate. Deadline for a 
decision on this is set for Sept. 

7. This decision (or lack of 
decision) appears to have 
strong internal political 
overtum-s and will need 
internal solutions. 

cooperation, and/or lack of 
informid participants. 



ONCLUSIONS 


8. (a) The MCE Office i the "hub" 
around which my public health 
activities center, i.e., expan-
sion of MM Centers. nutrition 
extension work, etc. There is a 

severe deficit in the ability of 
the office to gather relevant 

statistics and me them for 

projecting and monitoring now 

HMCservices in the rural areas. 
An understudy to the coordinator Is 
theoretically on the books for the 
1980 budget and the present 
coordinator wants and needs
 
further Freparation In Public 
Health Administration. 
(b) Absence of any trained 
Public Health Nurses in the 
rural districts appears to be a 
severe obstacle that under 

current policy is not likely 
to change. It Is possible 
that PHES may not be eco­
nomteally possible nor 
required under a new PlC 
system, but no ae-has said 
that.
 

9. The addition of a dresser-
dispenser to thetutor staff 
at HMasakongto io relevant 
since this level of personnel 
Is likely to be the highest 
level of trained health ma-
power widely available to
 
community health nurses 
serving In rural areas.
 

RA reCKAU 

8. (a) Sr. M'Boge has several 
connections offering her an 
MPH In P.H. administration, 
She has not made a decision to 
go--yet. Lack of credibility 

In Public Health Nursing is an 
internal problem which negates 
much further development in 
her current post. 

(b) Out of 5 nurses who 
achieved PHN training abroad 
in the pao 3 years, only one 
ha returned to work a a PHN 
(Sister Coker, tutor at MK).
Others refused rural posting. 

9. A coabination of trained 
males and females In rural 
posts will be even more in-
portent if traditional 
health volunteers are 
developed as part of PHC. 

RECOH!MNDATI OS 

8. (a) I recommend this level 
of training for Sr. M'Boge but a 
redeciription of the job she will 
return to. Her current position 
should acquire a PHN with addi­
tional training. 

(b) Health manpower needs of The 
Gambia require redefinition and 
policy to support them. There 
should be no further training of 
PHNd until this is accomplished.
 

9. New roles and relationships
 
of a rural health team wil 
require continued infusion of
 
assistance such as that pro­
vided in the past by UCSC.
 



-5-

CONCLUSIONS RATIONALE RECOMMENDATIONS 

10. A National Health Manpower 10. WHO is theoretically 10. A TOT a msist in bringLng
Plan for The Gambia should ssisting the MOBH with this concerned groups into comnmica­
receive top priority In health task. tion with each other. 
planning deliberations. 

%.nI 
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Appendix T
 

CONTACT PEOPLE DURIUG CONSULTATION MAY 24 - lLY 1
 

Dr. Saaba, Chief Hbdical Officer
 

Miss Macmason, Chief Nursing Officer
 

Dr. Peter Lawrence, M/O, ODM
 

Dr. Akim, WHO
 

Dr. Syfulls, WHO
 

Dr. Chav, M.O., MaH 

Buslsh Joel, .K., Comoity Health Nurse Training Center
 

Sister Coker, 
 .K., Comnmity Health Nurse Training Center, Tutor 

Sister Rollins, .K,, Sister in Charge 

Yvonne Jackson, Director, P.C.V.
 

George Schwartz, Assistant Director, P.C.V. 

Gary Lieman, Project CONCERN 

Henry Cotton, WHO Laboratory Technician 

Thomus Mulhern, Director, CRS 

Bertha McBog, MC1 Coordinator 

George Loe, World Bank, RDP 

Rachel Palmer, Principle of School of Nursing; Director FPA 

Sister Pye, PUN Tutor 

Bachary Sidibe, Adult Literacy Group
 

Dr. Joof, Education Planner 

M.O. Sonko, Director of Curriculum Development Center 

Nomodow awsama, Science Departmnt CDC 

Philip Walsh, Director Commnity Development
 

Bai Bojang, Deputy Director Comunity Development 

Dan Phillips, USA Charg& d'Affaires 

Dr. Langley, P.S. Econcmc and Developrent Planning 



CONTACT PEOPLE (continued) 

Jim Colbern 1!NDP 

Mr. D. M, Jayne, Principle School of Public Health 

Mrs. Harris, Res. p. NDP . 

Bai Abi Phal., Health Educator School of Public Health 

Abigain Joiner, School Enrolled Nurses 

Mrs. Kah, School Enrolled Nurses 

Olga Roberts, Ldwife Tutor RVH 

Dennis Jefford, World Bank, 1st Education Project 

Dr. Adjukavick, ?RC 

Cyril Eyre, Extension Aid Unit, Department of Agriculture (Editor of SENELAR) 

Dr. Fitzgerald, EPI Project 

Doug Broom, USAID 
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Appendix L' 

S.E.N. 
 C.H.N'
 
3chool for Enrolled Nurses 	 Commnity Health Nurses
 

(formerly auxi. tr. pro.
Iu, 


Recruitmnt: Final selection - Racruitnent: Public advertisement. Junior
Hospital Matron. Candidates secondary h. Ability to speak two of the 
come from health aide Chomp. local languages. Pass the entrance exam.
based) pcronnel on merit. Age Limit: 25 yrs.

Age Limit: Origin of School: April 75
Origin of School: April 76 Length of Course: 18 me. (reduced to 12 moe.)
Length of Course: 18 me. 

Year Starters Cempleters/Yr, Year Starters Coletes/Yr.

1976-77 * 16 9/77 1975-77 15 14/77
 

1978 18 

Organization: Organization:

Matron - RVE Senior Nursing Officer 
M.C.H. 

Tutors (A Joiner, Mrs. Kah) Tutor (Sister Coker)

Tutors base with Sch. Nag., ate.
 

Purpose: Purpose:
Provide bedside, hap. care Provide basic health services (preventive
under supervision of nurse. 	 emphasis, health ed.) in comities 

from which recruited - rural primary care. -

Outside Donor(s): Outside Donor(s):
(Proposed) UCSC - '75.-'78 
World Bank - Gambia's lot Educ. Technician - Mansa Kongko

Program 3uqipmct/supplies
Appraisal document - May 78 Vehicle 

Dorm. at Bansong - 10 femala, Amrican Embassy
10 male Self help funds, cle eroom 

Furniture for above 	 MIsc. - W11(F 
(Proposed) 
Amrican Embassy, Self help funds for 

extension to school to cater to increased 
intakce. 

Projections: Projections: 
-+to 2 yr. training? - +to 1 yr. 
- include rotation to (22 -expand 30 intakes yr.to 


Mansakongko
 

Salary upon Completion: 	 Salary upon Completion: Grade 4.5 
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Haterials from Benin 

1. 	 Final Report of Family Health training progran 

for nursetmidwives. 
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THE FINAL REPORT
 

OF
 
The first Beninois Training Cycle 

in Family Health for Nurse-Mid-Wive; organ­
ized by the Ministry of Public Health, with the help 

of the Maternal Child Halth Project of the University of California in 

Santa Cruz 

July 3 - September 29, 1978 

CO7UOn 

By the Maternal Child Health Project 
of the University of California 
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The Maternal Child Health Project of the University of California has already 

trained more than twenty Beninois Midwives, Nurses and Social Workers in Santa 

Cruz, during 12-14 week training sessions from 1973 to 1977. 

One of the objectives of the California Project has always been to africanize 

this training so that the Midwives and Nurses could receive training on the spot 

with less icrifice to themselves, their family and the government of Benin. 

Three former Beninois trainees, Camarades Lucie Ouendo, Bernadette Dehoue, and 

Henriette Amoussou-Guenou, the most experienced in Health Education and Family 

Health, have been chosen by the Beninois goverment as trainers for the first
 

Beninois training cycle.
 

ith the help of' Dr Paul Wilson, -Medical Director of the Californian
 

Project and Director of Family Health Training in Santa Cruz, and his
 

ssociate Mrs. Emily Lewis, nurse specializing in Family Health, and with the 

support of the Ministry of ijblic Health, especially of Dr. Joseph Kodja, 

Director of Preventative Meicine, the three Beninois trainers began planning the 

training session on June 15, 1978.
 

Eight trainees were chosen by the government. One was waylaid, so the session
 

began with seven trainees: five Midwives, and two nurses. 
During the first two
 

weeks of the training session, called "Training of Trainers," the discussion is
 

based primarily on the way adults learn, and on effective techniques to help 

them learn. Each trainee will, in the performance of her work, be required 

to train her colleagues as well as the public. This very important part of
 

he training helped the trainees understand their own personality style, their
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motivation for changing their own behavior, as well as for being agents of
 

change in the realm of Preventative Health.
 

During the two weeks which followed, these subjects were studied: the anatomy 

and physiology of reproduction, gynecological problems, prenatal and post-natal 

consultations, infertility, and pregnancy spacing methods. Dr. Alihonou introduced 

the discussion on infertility, Dr. Assani the discussion of high-risk women, 

and prenatal care; Dr. Dodja explained the importance of prenuptial information. 

Dr. Lawson spent four days with the trainees, reviewing their knowledge of pediatrics, 

growth and normal development, children's illnesses, the vaccination schedule 

and the importance of nursing and weaning. 

a 

Miss Surman, a Midwife who is/responsible member of the Project, presented 

statistical data concerning services already offered in Benin, explained their 

importance and the way to assure their validity. 

Each trainee had to make several presentations of her choice which were evaluated 

by the group. 

The trainees began working in Family Health clinics as early as the fifth week. 

The clinics used were the M[H clinic, the Maternal clinic, the Benin National 

Comittee for Family Planning, and the University clinic. Former Santa Cruz 

trainees Mrs. Rene Sadler and Mrs. Marie-Lucienne Ogoutchi acted as 

instructors in their respective clL .. s. Rachi Rachidatou (Santa 
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Cruz 1975) helped Mrs. Bernadette DEHOUE supervise the trainees and spent 

12-16 hours in each of the clinics, averaging fifty gynecological examina­

tions during the following six weeks. 

In addition, the trainees were able to practice their new capabilities to 

perform heart, lung, ear, and eye examinations, exams which Dr. Walter taught 

them before his departure at the end of the training session. 

The month of September was devoted to an new experiment. A Family Health 

service was to begin in Odidah, a town fcW kiloeters from Cotonou. 

A training session in sensitization for the staff of the medical services 

as well as for other officials, was to precede the opening of the new service. 

The trainees were able to take the responsibility of presenting this training. 

Each one took her part with confidence and composure. The two-week long 

training was very successful. This experience showed the trainees that they 

will be able to organize such a training in their own milieu, before the func­

tionining of the Family Planning Service. 

The last week of the training consisted of the evaluation of the experiment in 

Ouidah, of the training session, the presentation of the individual projects 

of the trainees, the distribution of the remaining printed material, and the 

preparatiom of visual aids. 

A speech given by the trainees at an official closing, with a list of the repre­

sentatives of the Ministry of Public Health (Dr. Lawson) and of the CNBPF is 

herewith attached.
 



SUMMARY 
OF THE
 

FAMILY HEALTH TRAINING PROGRAM
 

BENIN CYCLE I
 

SUBJECT 
Number of Hours 

Training of Trainers 
80
 

Theory 

Anatomy and Physiology 
 10 
of reproduction 

Gynecological Pathology 
 20
 

Infertility (Dr. Alihonou) 10 
Wn at high risk (Dr, Assani) 10. 

Pre and Post conceptional car (Dr.Assani) 
 10 
Pre-nuptial examination(Dr. Kodja) 10 
Methods of Contraception 


20
 

Nutrition 10
 

Medical Examination 
 30 
Pediatrics (Dr. Lawson) 
 20
 

Statistical data 

10
 

Health Education 

Preparation and presentation 

of lectures - each trainee 

48 

Work in clinics 
60
 

Field work (Ouidah) 

80
 

Total of the study hours and of work 
during 
 448 hours

the 13-week session
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REPORT OF THE END OF 
ThE SESSION ON FAMILY HEALTH 

At the beginning of the session on Family Health, organized for the first 

t.me in the Popular Republic of Benin and in Cotonou by the University of Califor­

nia, in conjunction with the Ministry of Public Health on June 3, 1971, there 

were seven of us, who were to undergo training for three months: 

Cde. ADE Gisele Nurse in the State of Applahoue 

ADONON Bibiane Mid-Wife in the State of Allada 
AZANOVE Jeanne Nurse in the State of Djougou 

"BCMARD Henriette Mid-Wife in hhe State of Abaey 

"DMAMATEY Valerie Mid-Wife in the State of Cotonou 
" KAYOSSI Felicienne " "1 in the State of Pobe 

VIMO Victoire " " in the State of Cotonou 

The warm welcae given to us by the fo±±owing personnel: 

Dr. WILSON Paul 

Dr. "ALTER George 

Mrs. LEWIS Baily 

Miss SURMAN Marian 

Cde AMOUSSOU-GENOU Henriette 

de DEHOUE Bernadette 

Cde OUENDO Lucie 

made us feel very ccfortable. 

The opening speech was geiven by Dr. Theodore BANIKOLE, reassuring us that 
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iii tih absenco of thi Minister of Public Ilealth the following people would re' 

place him: 

Dr. ALJOU Eusebe 

Dr. ASSANI Layisou 

Dr. LAW6t Veronique 

The representatives of the CBPF : Cdes ANATO and SADLER 

The two first were devoted to the training of trainers. 

This training which taught us new methods of teachingadults owes its success 

to the familial framework and to the relaxed, cheerful atmosphere which 

was created by the trainers. 

The Agenda gr schedule which was conceived in order to attain the goal of 

the session, was modified each time that it was deemed necessary. This 

was done without disrupting our progress.
 

Next, the general training began, and lasted eight weeks, of which two were 

theoretical background and six, practical experience in clinics. 

The theory, for us, was a review which allowed us to fill up the gaps in our 

knowledge, to acquire new knowledge and to improve our past background: 

- Anatomy and physiology of the female and male reproductive organs 

- Sanit*-y education 

- Use of visual aids 

- Demography and its problems in the world 

- Sexual education 

- Pelvic and vaginal pathology 

- Generalities on family health 
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- Gynecology 

- Laboratory examinations
 

- Contraceptive methods
 

With practice in clinics we covered in depth the medical and gynecological
 

examinations.
 

We became familiar with the different contraceptive methods.

(Abundant details on their use, advantages, and inconveniences were providad.)
 

At the beginning of the clinic in Oudiah, each one of us felt responsible for
 

putting into practice the lessons we had learned.
 

The special interest we attached to this field-work contributed to the success
 

of our work.
 

We strongly hope that this training session will be continued periodically for 

the instruction of our sisters.
 

We feel that Family Health is a necessary asset and that it would be desirable
 
to have health centers where our people could make prenuptial visits and receive
 

periodic health check-ups.
 

We do not know how to thank the organizors for their devotion and spir it ct
 

collaboration.
 

Ready for the Revolution 

the battle continues.
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SECTION VT. General Materials 

1. 	 Maternal and Child Health Extension Project 

Feasibility Study 

2. 	 Phase II subproject papers for The Gambia and Benin 

3. 	 Road to Health Card 

4. 	 Consultant Report of Edwin M. Gold, M.D. 
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FEASIBILITY STUDY 

Maternal and Child Health 

and 

Child Spacing Project for Africa 

Countries to be covered are: 
Gambia, Dahomey, and Lesotho 

Submitted by: 

University of California Extension 
Santa Cruz 

A proposal for a feasibility study preliminary to an operations contract 

in the area of maternal and child health and child spacing programs in 

Gambia, Dahomey, and Lesotho is being subnitted by University of California 

Extension in Santa Cruz in cooperation with the Coordinating Comnittee 

on International Programs (University Extension-Statewide). 

Direct administration will be provided by University of California 

Extension/Santa Cruz, under the guidance of the Dean's Committee and in 

cooperation with the Department of International Health, University 

of California Medical Schcl, San Francisco. Cooperation of the School 

of Public Health (UCB) is being sought. 

The feasibility study will cover a nine and one-half week period, the 

first seven and one-half weeks are to be devoted to field visits in 

Gambia, DaLhmey, and Lesotho and two weeks to be devoted to the compila­

tion of findings and development of the project proposal to be based on 

those findings. 
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The 	tem to do the feasibility study will be composed of our campus 

coordinator, a public health nurse and a physician who are familiar
 

with maternal and child health problems in an environmental health
 

context. 
 These persons have been recruited. The three persons will
 

function as a team 
 and will visit each of the countries together. One 

or more personnel from USAID will also be included. 

The 	duties of the campus coordinator will be: 

1. 	 To make immediate contact with the necessary governmental officials. 

2. 	 To make tentative arrangements for housing for the project staff. 

3. 	 To determine the availability of safe storage space for comodities. 

4. 	 To make provisions for the receiving and handling from shipping point 

to storage point of the commodities upon their arrival. 

5. 	 Check roads for accessibility between dispensaries. 

6. 	 Check extent of available refrigeration and electricity. 

7. 	 With assistance of PHN and M.D., check comodity list against 

existing supplies.
 

8. 	 To make definite arrangements with local goverment to procedureas 


and time table for implementation.
 

The 	duties of the public health nurse will be: 

1. 	 To determine the role that children play in the culture. 

2. 	 To identify the method of decision-making within the rural community; 

Do males make decisions?, Is there a tribal council or other means 



of 	decision making? 

3. 	 To determine the availability of volunteers, both male and female. 

4. 	 To assess the level of understanding, to plan for length of training 

program. 

5. 	 To identify the professional relationships between the physician, 

midwife, and other personnel in the dispensary. 

6. 	 To determine the extent to which pregnant women are utilizing 

existing MCH services. 

7. 	 Determine attitude of midwife toward family planning. 

8. 	 Check extent of existing supplies. 

9. 	 Check commodity list against existing supplies. 

The 	duties of the physician will be: 

1. 	 To det-rmine the prevalence of women with high risk conditions. 

2. 	 To estimate the prevalence of cervical erosion or other conditions 

which would contraindicate IUDs. 

3. 	 Estimate the positivity rate to tuberculin, to determine the 

feasibility of IM chemoprophylaxis for all positive reactors 

during pregnancy. 

4. 	 To determine which personnel will ultimately be inserting IUDs, 

i.e., if it is other than the physician, how much training will be 

required to instruct the individual to insert IUD? 



5. 	 To determine the feelings of the physician in charge of the dispensary 

regarding the project and 	learn how he would like to see the project 

handled in his dispensary. 

6. 	 To determine the incidence and the prevalence of disease and mal­

nutrition in children being 
seen at the dispensary, with particular 

regard to children from birth to twelve months. 

7. 	 To determine the availability of the necessary medical and laboratory 

equipment such as microscopes, x-ray, centrifuge, autoclave, etc. 

8. 	 To determine the mechanics of the system for the delivery of 

health services. 

9. 	 To identify specific dispensaries and target population for the 

conducting of a project. This will be done in collaboration with 

all team members after consultation with host country officials. 

10. To assist all other team members in their various duties. 

When the team returns the two weeks w-ll be used to compile the findings 

and to develop an operations project for each of the three countries. 
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MATERNAL AND CHILD HEALTH EXTENSION PROJECT 

FEASIBILITY STUDY FOR: 

THE GAMBIA, WEST AFRICA 

DAHOMEY, WEST AFRICA 

LESOTHO, SOUTHERN AFRICA 

SUBMITTED BY: 

Charles B. Beal, M.D., Physician,
 
East Palo Alto Neighborhood Health Center 

Mrs. Carlee Spencer, M.P.H., Director of Nursing 
and Family Planaing, Santa Cruz County 

James A. Frank3, Program Coordinator,
 
University of California Extension,
 
Santa Cruz, California
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It is proposed that USAID undertake a five yea regional project 
encompassing The Gambia, Dahomey and Lesotho in an effort to Improve the 
health and general well-being of mothers and children. All three countires 
have identified the need for expanded maternal and child health services 
as top priority. Each country wishes to Improve MCH services through the 
re-training of their health personnel so that better health delivery methods and 
health teaching will become an integral, part of all health services. To do this, 
each country plans to develop one geographic zone (or more) to serve as a model
 
providing basic health services including comprehensive maternal and child health
 
services. In The Gambia and Lesotho, the 'odel Health Center" will be rural. 
In Dahomey the "Model" will be initially urban; later shifting to a rural zone. 
All efforts will emphasize extending services to persons not now being served, 
through better utilization of existing MCH personnel and experimentation with 
the use of related health personnel and volunteers. The population base to be 
served in the demonstration areas will be: 

The Gambia '12,0S 
Dahomey 120,000 
Lesetho 27,00 

In addition, each country wishes to assure the continuing upgrading of services 
by strengthening the Ministry of Health. A U.S. technician with & counterpart 
will work within the Ministry to accomplish this in The Gambia an- Lesotho and 
will cooperate closely with WHO in accomplishing this in Dahomey. 

The evaluation design wll be completed prior to beginning activity in
 
each country and the evaluation will be completed at the end of two years. Six
 
technical assistants (five public health nurses and one public health educator)
 
and one project director (physician) will be required to carry out the regional
 
project.
 

Each host country will provide counterparts for U.S. technicians and will
 
within the required budgets provide the usual drugs, supplies, services, personnel
 
and facilities. The costs of additional demands made upon usual supplies as a
 
direct result of the project are reflected in the funding requirements which follows:
 

Level of funding per year for a two year period is approximately $550,000.00
 
.(which includes $25,000.00 for out-of-country training.)
 

http:25,000.00
http:550,000.00
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PROJECT PURPOSE 

Objective:
 

To assist the Republic of Dahomey, the Republic of The Gambia, and the
Kiadgom of Lesotho in promoting the improvement of the health and general
well-being of mothers and children. 

Goals: 

1. 	 To contribute to the reduction of infant and maternal morbidity and 
mortality in high risk mothers and infants by integrating health 
teaching into existing health services, and by assisting with the
integration of child spacing services for 	high risk mothers into 
the 	maternal and child health program. 

2. 	 To establish training centers (two rural and one urban) where students 
and all levels of health personnel can learn methods of health teaching
and child spacing. 

3. 	 To establish one urban and one rural training center where methods 
can be developed to reach populations in transition from rural to 
urban society.
 

4. 	 Develop health teaching and personnel training methods which have 
application to other developing countries. 

5. 	 Extend maternal and child health services through the use of all types
of health and relatpd personnel and volunteers. 

6. 	Demonstrate the importance of assigning a person who has specific

responsibility for the continuing education and guidance of personnel
giving maternal and child health services. 

7. 	Provide and develop appropriate health education materials and equipment. 

8. 	Expand present methods of identifying, educating and serving high risk
 
mothers.
 

9. Participate in the development of record systems and the collection of
 
health statistics and demographic data.
 

10. 	Assist with the development of supply systems insofar as it affects the 
MCH services. 

11. 	 Coordinate efforts with existing related programs such as WHO, Catholic
 
Relief, voluntary family planning efforts, private foundations, missions,
 
Red Cross, Departments of Agriculture, etc.
 



Page 3 
Section III 	 -Pog-

RATIONALE 

Por the implementation of an MCH/CS regional project in Africa, three small 
countries have been chosen which, though separated geographically, have several
 
common characteristics. Details for each country are found in the Appendix. 

a. 	 The populations are largely rural, with a subsistence agricultural economy. 
b. 	 The capital city in each country ismoderately urbanized with some of the 

urban population being in transition from an agricultural to an industrial 
economy. This trend is most pronounced in Cotonou, Dahomey and least evident 
inMaseru, Lesotho.
 

c. Health manpower, facilities, equipment, and medications are in very short
 
supply. 

d. Major health problems include very high infant mortality, malnutrition and 
high incidence of communicable disease, much of which could be reduced through 
improved sanitation, proper nutrition and better use of presently available 
health facilities for MCH services. 

e. 	 There is a need for continued and more effective in-service training of 
health personnel, particularly in basic health services, including training
in methods of effective health education, especially of mothers and pregnant 
women. 

f. While only one of the three governments accepts family planning services as
 
a function of the Ministry of Health, all three permit private family planning
 
activities, and all three accept the principle that child spacing is appropriate
 
upon medical indication, i.e., for high risk mothers.
 

Conclusions are:
 

a. The contribution of U.S. technicians working within the Ministries of Health
 
of the three countries chosen will enhance the effectiveness of the health
 
care delivery system of these countries and permit extension to people not
 
now being served. Emphasis should be on maternal and child health, specif­
ically in the reduction of infant morbidity and mortality, nutrition educa­
tion, education in hygiene and more effective use of prenatal, intranatal
 
and postnatal services. Alternative approaches such as increased use of
 
medications were considered but none seemed as appropriate (partly because
 
of expense) as that proposed here. The survey team believes that the most
 
effective way to influence favorably maternal and child morbidity and mortal­
ity is to bring about change in the environment and practices within the home.
 
It will be necessary to seek new ways to effect this change, and one appro­
priate method may be through the use of community volunteers appropriately

trained. Through the same processes child'spacing concepts and services can
 
be introduced and eventually extended to large segments of the population.
 

b. Goals can be accomplished by:
 

as. 	Involvement in rural health center development, emphasizing the training
 
of personnel in basic health services and recruitment and training of
 
volunteers.
 

bb. Participation in an urban MCH complex and a defined urban community 
(inCotonou) concentrating particularly on an increasingly difficult 
urban problem - the "population in transition". 
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cc. Contributing to greatly needed planning and operational services at
the Ministry of Health level (nursing services in The Gambia, and
Dahomey and health education services in Lesotho) will complement


and promote MCH/CS activities in the countries involved.
 

c. 
The parallel activities in The Gambia and Lesotho (MCH/CS activities as a
part of rural basic health services, plus planning and operations at the
national level) and the complementary activities in Dahomey (MCH/CS in an
urban setting; future extension into rural areas) assure a coherent program
 
on a regional basis.
 

d. A modest contribution of medications, laboratory equipment, other medical

supplies, health education materials, vehicles and office equipment is
essential. Project activities are expected to increase the demand for such
items beyond the abilities of national health budgets to support them, 
at
least within the first year or 
two. Specific commodity lists are appended.
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U.S. Staff and Support Costs 


Consultants and Support Costs 

Field Director
 

Salary and allowance 

Travel 

Office rent 

Office supplies 

House rent 


DAHOMEY
 

2 - U.S. Technicians 

Salaries and allowance 

Housing 

Travel and vehicle costs 

Offices for nurses 

Campirg equipment 

Local Personnel and Support 

Health Education Materials 

Medical Supplies 


THE GAMBIA
 

2 - U.S. Technicians 

Salaries and allowance 

Housing 

Travel and Vehicle Costs 

Offices for nurses 

Camping Equipment 


Local Personnel and Support 


Health Education Materials 


Medical Supplies 


LESOTHO
 

2 - U.S. Technicians
 

Salaries and allowance 
Housing 

Travel and Vehicle Costs 

Offices and equipment fo& nurses 

Camping Equipment 


Local Personnel and Support 


.BUDGET 
 -412-

First'Year 


* 50,810 

31,720 

37,375 
i0,448 
6,00o 

3,960 


14.530 

Sub Total $154,843 

43,700 
24,200 

42,38e 

6,022 

450
 

7,200 

2,310 


32,690 


Sub Total $158,960 


42,100 
24,200 
33,100 

5,022 

300
 

5,160 


3,660 


20,Tl0 
Sub Total $134,252 


4o,500 
5,126 


34,462 

6,630 


300
 

.1,920 


Page 18 

Second Year
 

* 50,041 

31,720 

38,983
 
9,748
 
6,000
 
2,000
 
6.900 

Sub Total $145,392
 

45,360
 
13,800
 
11,500
 
3,800
 

2,520 

2,310
 

32,690
 

Sub Total $111,980
 

43,680 
13,800 
11,500
 
3,200
 

5,160
 

3,000
 

20,T0 

Sub Total $101,050
 

42,000 
1,740 

15,850
 
3,000
 

1,920
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BUDGET -413-

LESOTHO (continued) First Year Second Year 

Medical Supplies and 
Educational Materials 55,000 

Sub Total $143,938 

45.000 

Sub Total $109,510 

Total First Year $591,993 Total Second Year $467,932 

Total two year project $1,059,925.00 
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APFPNDIX I 

PARTICIPANT TRAINING 

The local amount of $25,000 is requested for third country participant 

training in Dahomey, The Gambia and Lesotho. 

The participants will be identified as the project develops. 
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APPENDIX I - A 

CA1PING EQUIPMENT 

7 - sleeping bags $ 24.00 each 

7 - SVEA stoves 12.00 each 

7 - tents 20.00 each. 

7 - canteens 5.00 each 

7 - air mattresses 10.00 each 

7 - snake bite kits 3.00 each 

7 - compasses 4.00 each 

7 - mess kits 8.00 each 

7 - swiss army knives 20.00 each. 

7 ponchos 10.00 each 

7 - flash lights 12.00 each 

Miscellaneous Equipment 100.00 
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APPENDIX II 

SUPPORT STAFF FOR OVERALL PROJECT 

First Year 


I. U.S STAFF 

1 - U.S. Coordinator 16,5C0 
1/2 - Purchasing Agent 6,ooo 
1/2 - Accountant 6,000 
1 - SRC 6,600 
Fringe Benefits 1070 3,510 

Sub Total $ 38,610 

Travel 

3 - trips $1700 @ first year 5,100
 
2 - trips $1700 @ second year 

U.S. travel first year 900
 
U.S. travel second year 

per/diem average $20 per/day


120 days first and second year 2,400 
Office Supplies first and second year 1,800 
Telephone and Telegraph 1,000 
Office Equipment I 000 

Sub Total $ 5C,610 

Consultants
 

4 - consultants per/year for 
3 months each 6,520 

Travel 18,000 
Salaries per/diem T.200 

Sub Total $ 31,720 

II. FIELD DIRECTOR
 

1 - Field Coordinator 27,500 
Fringe Benefits 2,750 
25% Differencial 6,875 
Visa, Passport, RTC 250 

Travel
 

Travel to Dahomey 1,200 
Household Effects (3,000 lbs.) 2,000
8 round trips Dahomey, The Gambia, Lesotho 5,088 
per/diem 2,160 

Office Rent
 

two offices / furnished 3,600 

Utilities . 2,400 
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Second Year
 

17,325
 
6,300

6,300 
6,930
 
3,686 

$ 40,541 

3,400
 

900
 

2,400
 
1,800
 
1,000
 

$ 50,041 

6,520
 
18,000
 
T,200 

$ 31,720 

28,875
 
2,888
 
T,220
 

2,000
 
5,588 
2,160
 

3,600
 
2,400
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SUPPORT STAFF FOR OVERALL PROJECT 

II. FIE=D DIRECTOR (continued) First Year Second Year
 

.Office Supplies
 

typewriter, standard v/french tray board 
 200

filing cabinet, metal, PI-ndard, 210
 

4 drawer, with lock
 
mimeograph machine 
 850
office supplies 
 1,800 1,800
Medical Library 
 600 
 200

desk copier 
 300
 

House Rent
 
2 bedroom house 
 3,600 3,600
furniture 5,200
utilities 
 3,300 3,300
 
temp. housing
 
per/diem 


2.430
 

Sub Total $ 72,305 $ 63,631 

Total $ 154-9835 $145,392
 



Page 24 
APPENDIX III -418. 

PEOPLE SEEN and INSTITUTIONS VISITED 

PEOPLE SEEN WASHINGTON D.C. PRINCIPAL INSTITUTION VISITED 

Drs. PRINCE, HOWARD, KING USAID 
Mr. HOWARD, Miss BELCHER USAID 
Mr. ATWELL 
 USAID 

GENEVA 

Mr. PEEL, Director 
 ORT
 
Dr. Susan KESSLER ORT 
Mr. ARAM-EL 
 ORT
 
Dr. Alex KESSLER WHO 

ACCRA
 

Dr. Ernest NEAL &Mrs. NEAL, Pop. Program USAID 
Mr. Ain KIVIMAE &Mrs. KIVIMAE, Pop. Program USAID 
Mr. & Mrs. INGRAM, Asst. Director USAID
 

DAHOMEY 

Ambassador Mathew J. LOORAM U.S. Embassy
Tobias HARTWICK, DCM & Mrs. HARTWICK U.S. Embassy
James L. ROBB, Vice Counsel U.S. Embassy
John GARON, Admin. Asst. U.S. Embassy
 
John NELSON, Smallpox &Measles USAID 
Souradjou IBRAHIM & Mne. High Commission of Plan
 
Ikouderin DASSOUNDO, Asst. Dir. for Statistics High Commission of Plan
 
Mr. William EGUE & Mine., Dir. of Protved
 
Rev. WOOD, Pastor English Methodist Church
 
Mrs. WOOD, R.N., Consultant, Family Planning Clinic
 
Mrs. Mary MAW, R.N.., Consultant, Family Planning Clinic
 
David PAKOV, Director 
 Peace Corps.
 
Coleen CONROY, R.N. 
 Peace Corps.
 

Mr. Gustavo CONEJO, San. Engineer WHO
 
Dr. Najuib AYAD, Consultant, Schistosomiasis WHO
 
Dr. Hans MEYER, Consultant, Choleva 
 WHO 
Mme. Marthe BOICHE, PHN & Dominique WHO 
Dr. Otto SCHMIDT, MCH WHO
 
Mne. Eva CAULKINS, Consultant, Laboratories WHO 
Dr. Joseph CODJA 
 Rural Basic Health Service
 

Pilot Zone (ZDORA)
 
Chief Basic Health Service
 
Chief Mono District
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PEOPLE SEEN 19- PRINCIPAL INSTITUTION VISITED 

DAHOMEY (continued) 

Mr. Albert 0UASSA, Minister 

Dr. Achille VARAMGO, Dir. General
 

". Charles KOHLSTEDT, Admin. 
Dr. Veronique LAWSON, Chief Pediatrics 
Mr. DA PIEDADE, Damieu, Gen. Supt.. 

Dr. S. ROSNEL, Pediatrician 

Yolznde AMOUSSOU, Midwife-Nurse,
 

Pediatric Practioner
 

Dr. L. ASSANI, Director 

Dr. Olivier JOHNSON, & Mne. 

Mle. Stanislawa STACHURA, Asst. Dir. (WHO) 

Mr. Theophile GNAMBODOUE, Chief Instructor 


Mr. GRUBBENS, Dir. 

Mlle. A.M.M. HIEL, Home Economist 

Mine. S. GRIMAUD, Home Economist 


Mine. Constance FACIA, Dir. 


Dr. Alexis AMOUSSOU, Dir. 

Dr. Jacques WUENUM 


THE GAMBIA
 

Mr. Robert BURKE, Chief Affaires 

Mrs. Marie BURKE, Secretary 

Mr. FAAL, Clerk 


Hon. Alhji I.M. GARBA - JAHUMPA, Minister 
Mr. Hatib SENEGA - JENNEH, Perm. Sec. 
Dr. John MAHONEY, Chief Med. Office 
Dr. RIMMER, Med. Office of Health 
Dr. A.D. FULLER-MCH 
Mr. H.O. JALLOW, Accountant 
Miss Patricia GRANT, Secretary 

Dr. P.J. N'DOW, Superintendent 


Mrs. Harette DA COSTA, Matron 


Mrs. R.T. PALMER, Director 

Mrs. FYE, Inst. PEN 


Miss O.L. ROBERTS - Midwife Tutor 


Miss JOBE, Student 


Mr. Loyd KEPFERLE, Directcr 


Mr. I.A.S. BARANG - JOHN , Director 

Mrs. M.J. McPHERSON, Nurse 

Dr. S.J. PALMER, Consultant 

Miss M. THOMAS, Aide 
Miss E. SAMPSON, Aide 

Ministry of Health
 

(Cotonou) National Hospital Center
 

Cotonou Child Health Center
 

Cotonou Maternity Center
 

School of Nursing
 
" " 
" " " 

Agricultural & Nutritional Center, Ovando
 
" 

" 

" 

Social Center, Akpakpa
 

Chief Medical Services - Cotonou
 
Central Dispensary, Cotonou
 

U.S. Embassy
 
"
 
" 

Ministry of Health
 
" 

"i
 

""
 

" 
""
 

Chief Medical Services - Royal Victoria
 
Hospital, Bathurst
 

" " "
 

School of Nursing

" " i 

" " i 

" " " 

Peace Corps.
 

Family Planning Association
 
"
"
" 

"
" " 

" to 
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EOESEEN 
 -2- PRINCIPAL INSTITUTION VISITED
 

THE GAMBIA (continued)
 

Mr. John LE BER 
 Catholic Relief Service
 

Mr. T.D. SMART, Dispenser Dispensary, Sukuta
 

Mrs. Jojo CHAM, Sr. Nursing Sister Dispensary, Essau
 
Mr. J.Y. JOBE, Dispenser
 
Mrs. Christina COKER, Nurse 
 Health Center, Mansa Konko 
Mrs. A.J. DAVIES, Midwife it of 
Mrs. Rellu KAH, Midwife It , 
Mr. Ronert SOL-NYANG, Dresser-Dispenser it 
Mr. TOURAY, Dresser-Dispenser ,,
 
Mrs. Alice NICOL, Comm. Nurse (Aide) 
 " 
Mrs. Ranou JOBE, Comm. Nurse (Aide) , 
 ,
 
Mr. Suke FOFANA, Orderly - ,,
 
Mr. I.M. DRAMMEH, Leporsy Insp.

Mr. GOSWELL, Leporsy Insp. 
 ,, ,,
 

Mr. Abdoulie BOJANG, Commissioner 
 Hdg. Lower River Division
 
Mr. Fending KEITA, Orderly 
 Rural Sub Dispensary, Bureng

Mr. B.K.M. SANNEH 
 Primary School, Bureng
 

Mr. Nyaninka DABO, Chief Village of Bureng
 
Dr. Van DER PLAS, Dir. 
 Community Development Program
 
Mr. Demba SANWEY, Sen. Field Wkr. 
 Massembe
 
Mr. GARLING, Admin. 
 Medical Research Council
 
Dr. A.B.G. LAING, Malaria Research " of
 
Dr. M.E. WILSON, Parasitologist to i,
 
Dr. WILKINS, Schistosomias Research i ,H 

Dr. G.H. REE, Ward Physician i ,, I
 
Miss M. HURST, Nursing Director i i
 
Mr. B. JAITAH, Dresser 
 " ,, ,,
 

Mr. Mathew PHILIP, Magistrate, Bathurst
 

LESOTHO
 

Mr. Norman FRISBIE, Mrs. Arlene FRISBIE, Ch'Affaires U.S. Embassy
 
Mr. LESETELI, Minister Ministry of Health & Social
 
Mr. J.R.L. KOTSOKOAME, Perm. Secretary 
 Welfare
 
Dr. Q.M. OHOBELA, Med. Office of Health it of it
 
Dr. W.A. SMIT, Advisor to Minister it ,i ,
 
Mrs. Violet MAFOLE, Matron t i t
 
Mrs. Elizabeth SIBIOLA, Chief PHN i i ,
 
Mr. MOHAPI, Pharmacist ,, ,
" 

Mr. Stephen NHLAPO, Senior Health Inspector " 
 " " 
Mr. MONYAKE, Statistician " ,, ,,
 

Dr. C. CYWINSKI, Representative WHO
 
Miss Ilene CAHILL, Nurse Educator WHO
 

Mr. Peter CANNON, Director Catholic Relief Services
 
Mrs. Ann TAOLE, Senior Nurse it of it
 

Dr. A.D. LABONA, Superintendent Queen Elizabeth II Hospital,

Mrs. KOUE, Sen. Matron 
 Masera
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LESOTHO (continued)


IRev. H. LE BRECQUE, O.M.I., Superintendent St. Joseph's Roman Catholic Hospital,
Dr. Vera BIELER, Physician Roma
 

Dr. ROHRMANN, Biologist, Univ. of Roma
 
Roselind MOENE, Staff Nurse 
 Thabana Morena Health Center
 
Staff Nurse 
 Tsakholo Health Center 
Mrs. MPETA, Staff Nurse Marakabei Health Center 
Mr. MAKORO, Health Assistant -

School of Nursing, Masera
 
Mr. James ALRATZ, Director, Peace Corps. 

Mrs. MULAPO, Senior Exec. Office, Office of Education 

Mr. A.S. MOHALE, Perm. Sec., Min. of Agriculture
 

Miss M.T. MOLAPO, Central Planning Office
 

Dr. & Mrs. MOKOSE, Private Practice
 

Mr. J. MOITSE, Principle Asst. Sec., Min. of Finance
 

Mr. & Mrs. TAYLOR, UNDP 

Miss WEEKS, UNDP 

Mrs. NTSEKHE - North District Public Health Nurses 
Mrs. SAULI - Maseru District " , 
Mrs. MAKOTOKO - South District " it 

IDr. E.M. CHOI (Korean, expert in IUD insertion) 
Mr. MAKHETHA, Health Inspector 
Mrs. MAILE, Matron 

-

-

-

Leribe Hospital & Health Center 
(serves pop. of 45,000 to 50,000) 
(200 beds) 

Constance MOLEFE, Staff Nurse Maryland Health Center (Catholic) 

Sister MARIA THERESA, Staff Nurse St. Monica Health Center (Catholic) 

Sister ROSE, Nurse Midwife 
Sister MIRIAM ANGELA, Nurse Midwife 
Sister YVONNE, Nurse 

St. Rose Health Center (Catholic­
" " " American) 
it, ,, 

Mrs. KOTE, Staff Nurse Emmanuel Children's Home 
Dr. MOHALE, Chief Med. Officer, Mafeteng District 
Mrs. MOKHALI, Matron 

Mafeteng Hospital (112 beds) 
" o it 

Mr. MORALE, Permanent Sec. 
Mr. J.S. BOFELO, Sen. Community Dist. Officer 

Department of Agriculture
" it 

Mrs. A.M. ITLALELE, Home Economics Advisor " it 
Mrs. S. LEROTHOL, Nutrition Officer " to 

Gwendolyn MOLETSI, Principal, Teacher 
Mrs. KHULUSE, Midwife Tutor 

School of Nursing
" " of 

RANKHE THOA, Public Health Nurse Tutor " " of 
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DAHOMEY
 

RATIONALE
 

No adequate statistics are available -. respect to .infant or maternal morbidity
and mortality. However, 
 the reported mortality rate for children under 1 year is110/1,000. Major causes of deaths in the total population are said to be malaria,
infant gastro-enteritis, intestinal diseases, tetanus, nutritional deficiencies,

and respiratory disease. Frequent complications of pregnancy include anemia,

jaundice, kidney infection, hemorrhage, toxemia, hypertension and gonorrhea.
 

Distribution of health professionals throughout the 6 states ("departments")
 
can be summarized as follows:
 

Ratios Physic/Pop. Nurse/Pop. Midwife/Pop.
 

Best Area
 
Atlantique State 1/17,000 
 1/1,500 1/5,500

(Includes Cotonou)
 

Worst Area 
Attakora State 1/10,000 1/2,700 
 1/33,000
 

National Averages 1/45,000 1/2,700 1/14,500
 

Throughout the country there are three major general hospitals, two smallergeneral hospitals, one major maternity center (in Cotonou) which has 6,500 admissious per year, approximately 55 lesser maternities, and 150 rural dispensaries. In
addition, there is one major child health center (in Cotonou) and fivc 
lesser child
health centers. There is one rural "demonstration" pi ot zone for basic health services.
This zone represents a Ministry of Health - WHO collaborative effort. There is onenursing school (at Cotonou) presently training a total of 118 nurses ani midwives.Finally, in the child health center in Cotonou there has been established recently afamily planning clinic, which at the time of our visit had been in operation one monthand had provided IUDs for four women. The only other organized family planning servicein the country, is within the general practice clinic of Dr. Walckhoff. Two socialwelfare centers, functioning under the Ministry of Health, exist in Cotonou, one
in the section of Akpakpa, and the other in the St. Michael section. 

Significant observations developed during the site visit are:
 
a. Perinatal morbidity and mortality are excessive, though exact rates are
 

unknown. 
b. Professional health personnel are inadequate in numbers. 
Facilities, likewise
 

are deficient both in numbers and equipment. Medications frequently are in
 
short supply.


c. Health education is considered by the Ministry of Health to be one of the major
needs of the entire population, particularly in respect to child care.d. Family planning is acceptable to most of the health professionals questioned,

and deemed an urgent necessity by many of them.
 

e. As in all major population center in Africa, the Dahomean cities have a la±

population in transition from a rural, traditional subsistance to an indu.w­ized economy. 
This group is thought to be quite amenable to change.
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DAROMEY
 

RATIONALE (continued)
 

f. 	 Rural, traditional population groups are reported not to bp ready to 
accept child spacing services, though many urban people are, particularly 
among the women who hold jobs. 

g. 	 Though there is no national population policy, there is fairly general 
agreement among health professionals that child spacing is a necessity for 
many women, both in regard to their personal health, and the economic well­
being of their families. One opportunity for education in child spacing is 
among post-partum women attending the maternity center at Cotonou. It is 
estimated that 2/3 of the 6,500 women delivered annually return for their 
6 weeks checkup. Unfortunately these women must be examined by the midwives 
and by the obstetician in the delivery rooms. The medical director of the 
maternity center is anxious to construct additional clinic space for post­
partum care. Such space would provide an excellent setting both for child 
spacing and health education activities. 

h. 	 Cotonou is the center for the training of health personnel for all Dahomey 
and it offers the best facilities for this purpose. The city itself is made 
up of fairly self-contained population groups in which techniques for extension 
of MCH services can be studied and developed. One such example is the Akpakpa 
district, consisting of a homogeneous, generally poverty stricken population 
of 30,000. Health services provided for Akpakpa consist of a dispensary, one 
physician and several nurses, and a social welfare center, which, among other 
things, gives minor symptomatic treatment to children and engages in health 
education activities, particularly nutrition education, personal hygiene and 
homemaking.
 

i. 	 The Ministry of Health plans to enlarge the clinical laboratory at the Akpakpa 
dispensary. This laboratory is designed to serve the Akpakpa population, 
plus certain bacteriological and serological tests for the MCH complex and for
 
the dispensary system in Cotonou.
 

Conclusions are:
 

a. 	 Improved MCH services, particularly in the education of mothers in regard to 
child care, represents one of the most urgent health needs of Dahomey. 

b. As MCH services improve there will be proportionally increasing acceptance of
 
and demand for FP services.
 

c. 	 A medically and intellectually acceptable way to introduce and expand child 
spacing activities is to offer such services to women who have particular need
 
of them. These women generally fall in the "high risk" category. Such women 
also often have more critical need of education in child care, since many of 
them have had difficult deliveries and non-viable pregnancies.
 

d. It is appropriate to supply certain drugs, both preventive and curative to the
 
National Pharmacy for distribution to institutions within scope of project.
 
Reasons are:
 

aa. Medications and vaccines recommended are basic to proper MCH service in
 
Dahomey..
 

bb. All medications are in short supply and frequently entirely lacking in
 
the country. 
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DAHOMEY 

RATIONALE (continued)
 

cc. The successful development of the project will increase the need for

these medications beyond that which is presently budgeted. 
Specific

increased needs are anticipated in the areas of family planning, care 
of high risk mothers (so as to diminish their "risk") and care of
children of high risk mothers (to improve their morbidity and survival 
rates).
 

e. 
Some supplies should be furnished for the enlarged clinical laboratory at
Akpakpa. This laboratory should enhance the health care of the target
population, and facilitate the search for high risk mothers.f. The project should first be established in Cotonou with early extension to anaccessible but more rural population. In this manner training can be provided
for health personnel serving the entire country, family planning services willbe offered to the most receptive population group, and studies in extension
of these services can be readily accomplished.

g. After appropriate training and extension techniques have been developed,
further extonsion into other urban and rural-areas may be anticipated.
Ministrj of Health officials have expressed that this expansion should first
extend to the "pilot" zone.

h-. The experience in Dahomey will be primarily directed to "populations intransition" with later extension to the more traditional situation. The
experience in the Gambia and Lesotho focusing immediately on two varieties
of traditional, subsistance economies and culture should complement theaf%=r 
to provide truly parallel pilot projects. Thus, regionalization will ha
 
been accomplished.
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APPEIIIX V 

DAH 0MY BUDGET BREAKDOWN 

First Year 

U.S. Staff and Field Director for
Dahomey $ 51,612 

U.S. Technicians
 
2 - public health nurses 
 32,000

10% fringe benefits 
 3,200

25% differencial 
 8,000

visa, passports, shots, etc. 
 500
 

Housing
 
2 - 2 bedroom Louses 7,200

utilities 
 6,6oo

furniture 
 10,400 

Travel
 

travel to Dahomey round trip 2,400

temp. housing per/diem 4,800 
household effects
 

3000 lbs. each 
 4,000

3 vehicles $4200 
 12,600

15,000 miles each @ 250 per/mi., gas &
 
maintenance 
 31,088


shipping 
 7,500 


Office Public Health Nurses
 
office space $200 per/mo. 2,400

3 small metal desks 
 1,050

desk with typewriter cabinet 
 350
 
filing cabinet standard, metal w/locks,

4 drawer 
 140
 

3 chairs straight back 
 150
 
chair swivel, secretary 32
miscellaneous office supplies 
 1,000

medical & resource books 
 300 

shipping 
 600 

Camping Equipment 
 450
 
Medical Suplies 
 32,690 

Health Education Materials 
 2,310 


Counterparts - Local Personnel
 

1 - counterpart for U.S. Technicians 
$340 per/mo. for 12 months 4,68o
 

1 - bilingual secretary, locally hired,

$130 per/mo. 
 1,560 


2 - driver-messengers, locally hired,

$40 each per/mo. 
 960 


Total $210,572 
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Second Year 

$ 48,464
 

33,600 
3,360
 
8,400
 

7,200
 
6,600
 

4,000
 

7,500
 

2,400
 

1,000
 
150
 
250
 

32,690
 

2,310
 

1,560
 

960
 

$160,444
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APPENDIX VI 


COMMODITY LIST DAHOMEY 

Drugs
 

Polio vaccine, sabin, trivalent - 20,000 doses
 

Tetnus Toxiod Aluman Precip. - 4,000 doses
 

DPT Toxoid - 10,000 doses
 

Neomycin-Polymiuin-Bacetrecin eye ointment 1/8 o=. - 1000 tubes
 

Neomycin-Polymixin-Bacetrecin skin ointment 1/2 oz. - 1000 tubes
 

Applicators, silver Nitrate, tubes of 100 
- 50 tubes
 

Tetracycline 250 mg. - 25,000 tabs
 

Hexa taim.n, tabs - 100,000 tabs
 

Metronidazole tabs, 250 mg. - 5,000 tabs
 
Proclane Penicillin C, aqueous 3,000,000/5cc vial - 2;uv. '1s
 

Nystation tabs, oral, 500,000 units - 5000 tabs
 

Thiabendazole, tabs, 250 mg. - 20,000 tabs
 
Ferrous glucinate, tabs, 300mg. - 100,000 tabs
 
Oral Contraceptive 80 mcg. estrogen component - 3000 cycles
 

Miscellaneous medications - lot
 

Hydrochlorothiozide, tabs, 5Q mg. - 10,000 tabs
 

Medical Supplies 

Freezer 14 cu. ft. 50 c 220V with self starting emergency generator - 1 only 
Centrifuge, 6 place, motor driven 220V 50C - 1 only 
Hemoglobinometer, Spencer - 2 only 

Lancets, disposable 250/box - 25 boxes 

Test-tubes, pyrex 15 x 125, 720/case - 4 cases 
Stop watch 5th second, 7 jewel - I only 

Timer, interval 120 min. - 1 only 

Test-tube rack, wire - 1G only 

Burets, Geissler, pyrex 100 ml. - 6 only 

Bottles, waah, polyethylene, 4, 8, 16, 32 oz. 10 each size
 
-Incubator, Bacteriology 17' x 23' - 230V 50/60C - 1 only
 

Culture tube basket, wire, large - 10 only
 
Petrie dish, pyrex 15 x 100 m. - 5/72 cases
 

Pipette, Red cell blood deluting - 24 only
 
Pipette, White cell blood deluting - 24 only
 

Talquist Hemoglobin scale - 50 only
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COMMODITY LIST 


DAHOMEY (continued)
 

Medical Supplies (continued)
 

Coplin staining dish - 10 only
 

Centrifuge, microhemtocrit, with accessories, 250V 50C - 1 only
 

Tubes, Centrifuge, pyrex 15 ml, plain - 60 only
 

2lood sampling tubes vacuum 1000/case, EDTA - 5 cases
 

Needles for blood sampling tubes, 100/box - 10 boxes
 

Hematest, Aones 100/bottle - 25 bottles
 

Miscellaneous Supplies - lot
 

Microhematocrit tubes, plain & heparin, 100/vial - 50 vials each
 

Michrohemotocrit reader
 

Syringe, disposable 2 ml; 20 gauge needle - 5,000 only 

Syringe, disposable 10 ml., 20 guage needle - 5,000 only 

Counter, mechanical, differential blood count 1 only 

Specimen containers, collapsible 500/case - 10 cases 

Bililabsticks, Ames, bottles of 100 - 50 bottles 

Burner, Bunsen, natural gas - 2 only 

Applicator sticks, plain, pkg. of 1000 - 10 pkg. 

Nutrient agar, 1 lb. jars - 12 jars 

Stain, papanicolaou, 480 ml..- 10 bottles 

Scales, bathroom, kilogram - 6 only 

Scales, infant, kilograms - 6 only 

Measuring tape, metric, steel - 8 only 

Iodine crystals, tech. grade, 1 lb. bottle - 3 bottles 

Compressors, unsterile 2 x 2 in. 

Compressors, unsterile 4 x 4 in. 

Gauze bandage rolls, sterile - 1 in. 

Gauze bandage rolls, sterile - 2 in. 

Gause bandage rolls, sterile - 3 in. 

Sedimentation rack Westergren, 6 unit - 1 only 

Sedimentation tubes, Westergren - 24 only 

Hemotocrit tubes, Wintrobe - 24 only 

Water bath, serology, 12 x 5 x 13" - 1 only 

Kahn test shaker with transformer 50C - 1 only 

Demineralizer iwth refill cartriges - I only 

Glovis examination, plastic, disposable, box of.50 - 200 boxes 

Specula, vaginal, bivalve, stainless, small - 5 only 

Specula, vaginal, bivalve, stainless, medium - 10 only
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DABDMEY (continued)
 

Medical Supplies (continued)
 

Specula, vaginal, bivalve, stainless, large - 10 only
 

Tenaculum, single pronged, servix, stainless - 5 only
 

Intrauterine devices, lippes type, inserter, size C - 500 only
 

Intrauterine devices, lippes type, inserter, size D - 500 only
 

Cotton, absorbant, rolls, I lb. - 50 rolls
 

Instrument tray, covered, 14 in., stainless - 3 only
 

Container, covered 8" dia., stainless - 6 only
 

Sound, uterine, stainless - 5 only
 

Thumb forceps, 8 in., smooth, stainless - 12 only
 

Dilator, hegar, stainless, size 3/4 - 5 only
 

Dilator, hegar, stainless, size 5/6 - 5 only
 

Kidney basin, stainless, 10 inch - 12 only
 

Basin, medication, stainless, 2 inch - 12 only
 

Sponge forceps, stainless, 10 inch - 5 only
 

Condom - individual pkg. - 3,000
 

Health Education Materials 

Artist supplies - lot 

Flannelgraph materiAls - lot 

Motion picture films & film strips - lot 

Tape recorder (AC/DC) & attachments - 1 only 

Slide projector (AC/DC) & attachments - 2 only 

Projector, motion picture (AC/DC) - 1 only 

Screen - 1 only 

Equipment cases for local storage and transportation - lot 

Miscellaneous paper and supplies - lot 
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POLIO & DPT VACCINES FOR DAHOMEY
 

On the day the survey team visited the Child Health Center in Cotonou, there
 
were brought in four new cases of paralytic poliomyelitis. There were also six­
teen cases in the hospital. Apparently this pattern is consistent, for we saw
 
many persons obviously post-polio in the streets, and usually begging. We also
 
visited the "rehabilitation center" in the central dispensary. The facility con­
sisted of one small unattended room, three pieces of furniture and one kiddy-car­
like apparatus.
 

The two pediatricians to whom we talked stated unequivocally that their most
urgent need in the form of drugs is polio vaccine.
 

The question arises as to the value and possible hazards of introducing such
 
vaccines on a limited scale into Dahomey. First, if polio vaccine were imported
 
as part of the project its use almost certainly :ould be limited to Cotonou, and
 
possibly the basic health services pilot zone. Logistic and cost factors would
 
prevent any widespread use in the rural areas at this time. The Dahomeen govern­
ment has requested polio and DPT vaccines from UNICEF, but do not anticipate re­
ceiving any from that source until 1974.
 

As polio immunization is preventive in nature, provision of vaccine for this
 
project clearly is most valid. Unfortunately, the number of cases "prevented" can­
not be counted. However, the incidence of paralytic polio among children attending
 
the Child Health Center seems sufficiently high to assume that numerous cases will
 
be prevented. Certainly in West Africa every case of paralytic polio causes
 
more suffering and economic loss than if the children actually were to die.
 

Finally, is there a long term public health hazard to the use of polio vaccine
 
in Cotonou as suggested? We believe not. The virus undoubtedly is so widespread
 
in the community, and most probably in the entire population of Dahomey, that the
 
development of hard immunity in this or succeding generations will not be diminished.
 
The attenuated live virus vaccine is appropriate for use. A freezing unit with au­
tomatic emergency generator will be required for storage of the vaccine in Cotonou.
 

We conclude that since the use of poliomyelitis vaccine should reduce the in­
fant morbidity and mortality in the project population, and since its use is both
 
preventive in nature and strongly urged by responsible health authorities, a stock
 
sufficient for the needs of the MCH complex, the Akpakpa district, and the basic
 
health services project should be supplied as one of the project commodities.
 

DPT immunizations are already being given to children, and tetnus to pregnant
 
women. However, both vaccines are in extremely short supply. Thus there is a very

sufficient incidence of both whooping cough and tetnus in Cotonou, as well as in
 
the whole of Dahomey. The increased demand for preventive services due to project

activities makes an additional supply of these vaccines urgently needed.
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APPENDIX VIII 

THE GAMBIA
 

RATIONALE 

Like all Vest African countries, The Gambia has a severe shortage of health
 
manpower, facilities, equipment, and medications to meet the ever increasing public

demand for health care. In this country some 325,000 people are scattered over a
 
strip on either side of the Gambia River for 200 miles, its length. For administra­
tive purposes the country is divided into one metropolitan area (Bathurst) and 4
 
rural states or "Divisions". The Lower River Division has a population of 12,000.
 
Its administrative center is Mansa Konko, 110 miles from Bathurst.
 

The following health statistics are reported for the Gambia:
 

Facilities
 

General Hospitals (Bathurst and Bansang, Total 308 beds) - 2
 
Sanitorium, mental hospital, leprosy and reseach facilities (160 beds) 
- 5
 
HealtL Centers with beds (81 beds) - 11
 
Dispensaries - 28
 
Sub-Dispensaries - 39
 
Ante-natal and child welfare clinics are held in 31 locations.
 

Additional facilities include Schools of Nursing and Public Health (sanitary

inspectors), a voluntary family planning agency, and the Medical Research
 

'.-
Council, all in Bathurst. The Council (MHC) also maintains a "study commun~j"

Keneba, in Lower River Division.
 

Personnel.
 

Physicians in government s-rvice 3i
 
Other Physicians 7
 
Dentists 
 •1
 
Qualified Nurses 
 15
 
Nurse-Midwives, all grades 41
 
Sanitary Inspectors, all grades 27
 
Other health care personnel and lab technicians 111
 

Health Care Services 1968 
 1969
 

Total outpatient visits, all services 648,535 751,939
 
New prenatal cases 18,178 19,973
 
Total prenatal visits 59,166 5-,761

Deliveries by government personnel 4,294 4,079
 
New child health cases 18,919 35,522

Total child health visits 102,638 135,228

Home visits 3,317 2,448
 

Specific Data for Lower River Division is as follows:
 

Health Center (12 beds) - 1
 
Dispensaries - 7
 
Sub-Dispensaries - 11
 
Ante-natal and Child Welfare Clinics held in 9 locations
 
Physician resident - 0
 
Qualified Nurse - 1
 
Nurse - Midwives - 2
 
Other Health Care Personnel - 25
 



TE GAMBIA -431-

RATIONALE continued)
 

Health Care Services 1968 1969 

Total outpatient visits 193,970 145,120
 
New outpatient cases 39,567 88,104
 
Admission to Health Center Ward 451 411
 
New ante-natal cases 3,65T 4,324
 
Total ante-natal attendance 11,191 11,584
 
Deliveries in Health Center 189 142
 
Child welfare total attendance 21,265 20,332
 
Home visits 109 94
 

Significant medical problems include dysentery, whooping cough, anemia,
 
intestinal parasites, tuberculosis, leprosy, nutritional deficiencies, pneumonia
 
and tetanus. The incidence of measles has been greatly reduced by the smallpox­
measles immunization program. Published data and information given by health
 
officials reveal the following:
 

a. There is an increasing demand for health services, especially in the child
 
health clinics.
 

b. A high proportion of pregnant women attend prenatal clinics, but most of
 
these women remain at home for their deliveries, unattended by trained 
personnel.
 

c. An attempt to train village midwives failed because once trained in govern­
ment centers, the women refused to return to their village to work. 

d. Mothers are beginning to show some willingness to embrace modern concepts
 
of health practice and child feeding.
 

e. The economic situation in The Gambia will not permit grent.y expanded health 
facilities or a large increase in personnel at this time, or at anytime in 
the foreseeable future. 

f. The Family Planning Association clinics are just beginning to function in
 
Bathurst. Some clinic sessions are held in conjunction with prenatal and
 
child health clinics, but have not integrated by the Ministry into the national
 
health services. The Family Planning Association plans to expand their services
 
to the Lower River Division in 1972.
 

g. A community development program exists in the Lower River Division. This
 
program stresses new agricultural methods and day nurseries for children of
 
mothers who work in the fields. This program uses both community volunteers
 
and 15 division supported permanent cadre.
 

h. The Lower River Division is entirely rural in character and from the point of
 
view of health personnel and facilities, is the most underprivileged of all
 
the divisions. Mansa Konko Health Center has been used on one occasion as
 
a field training station by the School of Nursing. School authorities feel
 
that this Health Center should be further developed to make it more effective
 
for the training of student nurses in rural basic health services.
 

i. There is no Division of Nursing Services at the Ministry level in Bathurst,
 
though such has been recommended. One nurse is responsible not only for the
 
administration of the Bathurst Hospital, but for nursing services in the
 
entire country as well.
 

J. Basic drugs and supplies are in such short supply that there presently is no
 
provision to care for any additional persons seeking help as a result of
 
project activities.
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THE GAI:A
 

ATIO.NALE (continued)
 

From this background the following conclusions are drawn:
 
a. 
Immediate and realizable health advances are possible within thein-service training of personnel areas ofand health education, particularly ofmothers and of pregnant women. 
b. The organization, planning coordination

the Ministry of Health 
of training for nursing services withinneeds immediate strengthing. Success of other aspectsof the project will depend greatly upon a more effective central direction.
c. A precedent and structure already exists for experimentationof MCH services by with extensionmeans of volunteers and using community development techniquetd. The provision of a limited supply of medications, dressings, and other equipment
is vital to project success.
 

e. Th- Minister of Health clearly stated that he desired this project not to be
oLi "
"Family Planning" but rather that it should cover the broad field of
mat. na.1 
 -nd child health, including the provision of child spacing for medical
indicat--.s. 
These views are consistant with the overall goals and objectives

of the project.


f. The projects provision for inputs in public health nursing at the Ministry
level for overall planning as well in a rural health center for training and
health education are consistent with the goals and plans of action develope
in Dahomey and Lesotho, thus allowing the project to be regional in charac
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APPERDIX IX
 

THE GAMBIA BUDGET BREAKDOWN
 

First Year 

U.S. Staff and Field Director 
1/3 for the Gambia $ 51,612 

U.S. Technicians 

2 - Public Health Nurse. 32,000 
10% fringe benefits 3,200 
20% differencial 6,400 
visa, passports, shots, etc. 500 

Housing 

2 - 2 bedroom house 7,200 
utilities 6,600 
furniture 10,400 

Travel 

travel to the Gambia (round trip) 2,200 
temp. housing per/diem 3,600 
household effects 

3000 lbs. each 4,000 
2 vehicles $4200 8,400 
shipping vehicles 7,400 
15,000 miles each, 250 per/mi., gas & 
maintenance 7,500 

Office Public Health Nurse 

office space $150 per/mo. 1,800 
2 small metal desks 700 
desk with typewriter cabinet 350 
filing cabinet, standard, metal with lock, 
4 drawer 140 

2 - straight back chairs 100 
1 - secretary swivel chair 32 
iiscellaneous office supplies 1,000 
medical & resource books 300 
shipping costs 600 

Camping Equipment 300 

Medical Supplies 20,710 

Health Education Materials 3,660 

.Counterparts - Local Personnel 

1 - counterpart for U.S. Technicians 
$250 per/mo. 3,000 

1 - secretary, locally hired, 
$100 per/mo. 1,200 

Page 19 

Second Year
 

$ 48,464 

33,600
 
3,360
 
6,720
 

7,200
 
6,600
 

4,000
 

7,500
 

1,800
 

1,000
 
150
 
250
 

20,710
 

3,000
 

3,000
 

1,200
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The Gambia Budget Breakdown continued 

Counterparts - Local Personnel continued First Year Second Year 

2 - drivers - messenger, locally hired,* 
$40 each per/mo. 960 960 

Total $185,864 $149,514 
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APPENDIX X
 

COMMODITY LIST THE GAMBIA
 

Drugs 

Tetnus Toxoid Aluman Precip. - 4,0i0 doses 

DPT Toxoid - 10,000 doses 

Neomycin-Polymixin-Bacetrcin, ophth. ointment 1/8 oz. - 500 tubes 

Neomycin-Polymixin-Bacetracin, derm. ointment 1/2 oz. - 500 tubes 

Tetracycline 250 mg., tabs - 25,000 tabs 

Metronidazole tabs, 250 mg. - 5,000 tabs 

Nystatin tabs, oral, 500,000 u. - 5,000 tabs 

Thiabendazole, tabs, 250 mg. - 20,000 tabs 

Ferrous glucinate, tabs, 300 mg. - 100,000 tabs 

Oral contraceptive 80 mcg. estrogen content with iron - 2,000 cycles 

Hydrochlorothiazide, 50 mg. tabs - 5,000 tabs 

Isoniazide tabs, 100 mg. - 50,000 tabs 

Streptonycin, injectible with diluent 5 mg. - 1,000 bottles 

Applicators, silver Nitrate, tubes of 100 - 20 tubes 

m
Sulfa sexidine, tabs 0.5 g . - 5,000 tabs
 

Hexavitamin, tabs - 100,000 tabs
 

Penicillin, Procaine penic. G aqueous 3,000,000/5cc vial - 5,000 vials
 

Miscellaneous medications - lot
 

Medical Supplies 

Measuring tape - English Metric, steel - 12 only 

Balance double pan, single beam, metric - 4 only 

Spatuala, flexible, stainless steel, 6 in. blade - 10 only 

Slab, marble, square 6 x 6 in. - 10 only 

Hematest, Aones, bottle of 100 - 25 bottles 

Test tube pyrex, 15 x 125, 720/case - 2 cases 

Cylinders, single graduated cove form, flint glass - 16 oz. - 12 only 

MortaV & Pestle, porcelain - 100 mm. - 8 only 

Mortar & Pestle, porcelain - 150 mm..- 8 only 

Mortar & Pestle, porcelain - 215 mm. - 8 only 

Talquist hemoglobin scale - 100 only 

Lancet, disposable 250/box - 30 box 

Bililabsticks - Ames., 100 bottle - 50 bottle 

Bottles, screw cap - 2 oz. - 3,000 only 

Bottles, screw cap - 4 oz. - 3,000 only 
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THE GAMBIA
 

Medical Supplies 

Glovtj examination, plastic, disposable, boxes of 50 - 200 boxes 

Specula, vaginal, bivalve, stainless, small - 5 only 

Specula, vaginal, bivlave, stainless, medium - 10 only 

Specula, vaginal, bivalve, stainless, large - 10 only 

Tenaculum, single pronged, cervix, stainless - 5 only 

Intrauterine devices, lippes type, with inserter, size C - 500 only 

Intrauterine devices, lippes type, with inserter, size D - 500 only 

Cotton, absorbant, rolls, 1 lb. - 50 rolls 

Instrument tray, covered, 14 in., stainless - 3.only 

Container, covered 8" diameter, stainless - 6 only
 

Sound, uterine, stainless - 5 only
 

Thumb forceps, 8in., smooth, stainless - 12 only
 

Scissors, surgical, 8 in., straight, stainless - 12 only
 

Dilator, hegar, stainless, size 3/4 - 5 only
 

Dilator, hegar, stainless, size 5/6 - 5 only
 

Kidney basin, stainless, 10 in.- 12 only
 

Basin, medication, stainless, 2 in. - 12 only
 

Sponge forceps, stainle.:j, 10 in. - 5 only
 

Condom, individual pkg. - 3,000 only
 

Miscellaneous Supplies
 

Scales, bathroom, English - 10 only
 

Scales, infant, English - 10 only
 

Iodine, crystals, tech. grade, 1 lb. bottle - 3 bottles
 

Syringes, disposable, 2 ml., 20 gauge needle - 2,000
 

Syringes, disposable, 5 ml., 20 guage needle - 1,000
 

Syringes, disposable, 10 ml., 20 guage - 1,000
 

Health Education Materials
 

Artist supplies - lot
 

Flannelgraph materials - lot
 

Motion picture film & film strips - lot
 

Tape recorder (AC/DC) with attachments - 1 only
 

Slide projector (AC/DC) with attachments - 2 only
 

Projector, motion picture (AC/DC) - 2 only
 

Screen - 2 only
 

Equipment cases for local storage and transport - lot
 

Miscellaneous paper and supplies - lot
 

Duplicator and parts - 1 only'
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APPENDIX XI 

LESOTHO 

RATIONALE 

The Kingdom of Lesotho is a mountainous enclave completely surrounded by the
 
Republic of South Africa. Its population is approximately one million. However,
 
at least 150,000 men are out of the country part of the year, working in South
 
African mines. The problems of inadequate health manpower und facilities are comp­
ounded by the great difficulties of mountain travel. Political administration and
 
the health delivery system is divided into nine districts, one of which isMafeteng,
 
lying south of Maseru the capitol. This district has a resident population of just
 
over 100,000 and a non-resident population of 17,000.
 

Health facilities and personnel for the country are as follows (1968 data): 

General Hospitals - 17 (1,639 beds)
 
One Leprosy and one Mental Hospital (475 beds)
 
Out patient visits and Hospital admissions - 2e45,198
 
Physicians in government service - 27
 
Dentists - 2
 
Physicians in private practice - i
 
Physicians in Mission Hospitals - 11
 
Qualified Nurses in goveinment service - 149
 
Ward Attendants, M & F - 257
 
Public Health Nurses - 5
 
Nutritionists - 5
 
Rural Health Assistants, male - 86
 
Qualified Pharmacists - 2
 
Dispensers, all grades - 34
 
Flying Doctor service - 1 Physician using commercial carrier.
 

Selected morbidity rates are: 

Communicable Disease, all forms - 3,423/100,000
 
Tuberculosis, all forms - 372/100,000
 
Leprosy - 5.7/100,000
 

Common and significant diseases include influenza, tuberculosis and other 
respiratory illness, measles, enteritis, bacillary dysentery, nutritional defic­
iencies, syphilis, gonorrhea, skin infections, typhoid fever, leprosy, and certain 
intestional lelmonths (pork tape worm, trichuris, ascaris). 

In the Mafeteng District there is one general hospital and three health centers
 
(Tsakholo, Thabena Morena, and Malea-lea), served by one physician, one non-resident
 
PHN, eight staff nurses, and twenty-three other health care personnel. Illness patterns
 
are those of the nation at large. In 1970 at the Tsakholo Health Center there were
 
3,989 total visits, 165 prenatal visits, eight deliveries, and 200 health education
 
talks.
 

Within the public health services there is a plan for the country-wide develop­
ment of basic health services. The medical officer of health is anxious to establish
 
a "model" center which would serve as a field station for basic and in-service training,

and as a demonstration zone for rural health sqrvices for the entire country. WHO
 
personnel fully support and will actively participate in such an effort. Objectives
 
for the center are similar to those of other WHO supported health centers in Africa.
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LESOTHO
 

RATIONALE (continued)
 

Relating closely to the Ministry of Health is the Extension Division of the

Ministry of Agriculture. This division has developed an applied nutrition program,
including adult education, vegetable production, poultry production, youth program,
and school feeding. The youth program includes a 
Young Farmers' Club with sections
 
on horticulture, poultry, fisheries, dairies, and school gardens. The ExtensionDivision program is very active and is already beginning to have a beneficial effect on national nutritional problems. 

The Ministry of Health also wishes to establish a central Division of Health
Education. 
Thin division would offer immediate consultive services in health teachingmethods and in the provision of materials to existing educational services (school
teachers, Ministry of Agriculture, nutrition and community development programs,
School of Nursing, in-service training for nurses). Simultaneously, a research programwould begin into the most appropriate health education techniques and methods forLesotho. 
Some of the field studies would be accomplished among the target population

served by the Tsakholo Health Center.
 

The most pressing health education needs center on the training of mothers in
proper nutrition of children, hygiene of the home, prevention of the spread of

venereal disease, and use of trained personnel for obstetric services.
 

Population growth is estimated at 2.6% per year. 
The country is not considered
overpopulated, though a large portion of the cultivable terrain is already being -usedA private family planning clinic is functioning, though policy within the natiorhealth services is tc permit child spacing for medical ind.ic.tions klone. 

The following conclusions can be drawn:
 
a. 
Two well defined areas of need have been identified to which the project may


contribute effectively. These are:
 
aa. The establishment of a Division of Health Education within the Ministry


of Health.
 
bb. Participation in the establishment of a demonstration zone for basic
 

health services to be located at Tsakholo in the Mafeteng District.

The center also will serve as a field training station for health personnel
in the country. 

b. These two areas of activity complement each other in that a Division of Health
Education at the Ministry level would contribute directly to the needs of the

demonstration zone, while the zone itself will in turn offer a 
terrain for

evaluation of methods developed by the Health Education Division.
 

c. 
In the basic health services demonstration zone the U.S. technician with her
national counterpart will be able to supervise and develop MCH services,while WHO technicians and their counterparts will be responsible for primary
health care, sanitation, data collection, and school health. The Ministry
of Agriculture will contribute particularly in the areas of nutrition andcommunity development. The Division.of Health Education in the Ministry
will be able to contribute not only to MCH aspects, but also to school health

and Ministry of Agriculture activities. The project director of the U.S. team 
can make valid contributions in each of these areas as well.
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LESOTHO
 

RATIONALE (continued)
 

d. An appropriate activity within the basic health services demonstration zone 

wil be to identify high risk mothers and offer them child spacing services. 

e. The plan of action for Lesotho parallels that for The Gambia, and complements
 
the plan for Dahomey. Thus true regionalization is accomplished.
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THE KINDOM OF LESOTHO BUDGET BREAKDOWN
 

U.S. Staff and Field Director
 
1/3 for Lesotho 


U.S. Technicians
 

1 - public health nurse 

1 - health educator 

1OZ differencial 

visa, passports, shots, etc. 


Housing
 

At Maseru $20.00 per/mo. w/furniture 

At Tsakholo $125.00 per/mo. 

local Purchase for Tasakholo house 

water system for Tasakholo house 


Travel
 

2 - travel to Lesotho (round trip) 

temp. housing per/diem 

household effects
 
3000 lbs. each 


2 - standard vehicle 

1 - pick-up type vehicle 

shipping 

15,000 miles each, 250 per/mi., gas &
 
maintenance 


Office Equipment
 

2 - duplicating machines 

2 - typewriters - non-electric 

2 - filing cabinets, metal standard, 4-drawer
 

w/ lock 

2 - two drawer filing cabinets 

2 - card filing cabinets - small 

2 - card filing cabinets - large 

photocopying machine 

2 - office desks - large 

2 - office chairs, swivel 

2 - desks with typewriter cabinet 

miscellaneous office supplies

local printing costs 


Camping Equipment 


Medical Supplies and Educational Materials 


Local Hire Personnel
 

1 - secretary at $90 per/mo. 

2 - drivers - messengers $70 each per/mo. 


First Year 


51,612 


16,000 

16,000 

8,000 


500
 

240 

1,500 

2,386
 
1,000
 

3,200
 
900
 

4,000 

8,400
 
3,800
 
2,312
 

11,850 


760
 
300
 

420
 
125
 
150
 
-300 
300
 
700 
75
 

500
 
2,000 

1,000 


300 


55,000 


1,080 

840 


Second Year
 

48,464
 

16,800
 
16,800
 
8,400
 

240
 
1,500
 

4,000
 

11,850
 

2,000
 
1,000
 

300
 

45,000
 

1,080
 
840
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CO/4ODITY LIST THE KINGDOM OF LESOTHO
 

Bed delivery complete with two piece cotton felt mattress covered with double coated
 

rubber sheeting and chrome plated complete with accessories - 1 only
 

Cart dressing and instrument table rwo shelves approx. 20" x 36" all steel - 2 only
 

- 2 only
Refrigerater 4-8 cu. feet kerosene operated comp ete with spares 


Scale, adult, springless, 140 kgms. x 100 gms. - 2 only
 

Scale, infant beam type, 15 kgms. capacity x 10 gms. - 2 only
 

Stand irrigator, single hooks - 2 only
 

Stand, single bowl with 13" stainless steel basins - 3 only
 

Sterilizer, dressing, pressure fuel heated, pbrtable, approx. 14 x 15 I.D. with
 
suitable kerosene pressure burner complete with spares - 1 only
 

Stand, two bowl with 2 13" stainless steel basins - 1 only
 

Sterilizer, instrument, fuel heated, 17" x 10" x 4" stainless steel - 2 only
 

Sterilizer drum to fit 14" sterilizer in 9" - 2 only
 

Stove kerosene single burner complete with spares.- 4 onl.
 

Stool, revolving, enamel finish, 13" diameter - 2 only
 

Stretcher, army type - 2 only
 

Table, examining, complete with accessories - 2 only
 

2 only
Waste receptacle, approx. 14 qt. capacity, stainless steel shell and pail -

Radio transmitter/receiver, PYE SSB125T - 1 only 

Metal Utensils 

Basin pus approx. 8 1/8 x 1 3/4 stainless steel - 4 only 

Basin pus approx. 10" x 4 " x 2 1/8" stainless steel - 2 only 

Basin, solution, deep 12' x 4 1/4" stainless steel 

Basin, wash, shallow 13 5/16" x 3 5/8" stainless steel - 3 only 

Bath, infant, oval, 26 qt. white enamel - 2 only
 

Bed pan adult stainless steel - 6 only
 

Bowl, sponge, 20 oz. - 3 only
 

Cup, solution, 6 oz. - 2 only
 

Funnel, cathetex, 2 oz. - I only
 

Irrigator, approx. 1 qt., stainless steel - 2 only
 

Jar, dressing, 2 3/4 qt. stainless steel - 2 only
 

-Measure, graduated, 500 cc. - 1 only
 

Measure, graduated, 1,000 cc. - 3 only
 

Pitcher solution, 3 qt. stainless steel - I only
 

Tray, instrument 14 7/8" x 10 1/8" x 2 1/8" stainless steel - 1 only
 

- 2 only
Tray, instrument with flat cover 124" x 7 3/4" x 2" stainless steel 


Tray, instrument, shallow'19" x 13" x3/4" stainless steel - I only
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THE KINGDOM OF LESOTHO
 

Rubber and Plastic Goods
 

Apron, clear vinyl plastic, 36" x 40" - 4 only
 

Aspirator, nasal, infant, 1 oz. - 2 only
 

Hot water bag, 2 qt., rubber - 6 only
 

Catheter, Trachea, Delee - 2 only
 

Catheter, Urethral, lOFr (No. 5 Eng.) - 2 only
 

Catheter, Urethral, 12Fr (NO. 6 Eng.) - 2 only
 

Gloves, surgeon assort., sizes - 24 pairs
 

Pump breast - 2 only
 

Sheet, rubber med. weight, 36" wide - 15 yards
 

Sheet vinyl plastic, 8 guage, 36"wide - 8 yards
 

Syringe, ear, uker, 3 oz. - 2 only 

Tube, rectal rubber, 20 FRG (No. 11 Eng) -

Tubing, Latex - 20 feet 

Glass Ware 

Bottle, dropping, 15cc. - 6 

Bottle, nursing, 8 oz. ih nipples - 24 

Nipples, spares for above, rubber - 24 

Dropper, medicine - 12, 

Glass, medicine, 1 oz. - 24 

Graduate glass 5 cc. conical - 6 

Graduate glass 125 cc. conical - 2 

Pitcher, graduated 32 oz. --2 

Syringe, irrigatiog 2 oz. - 2 

Themometer, clinical, oral, CO - 8 

Thermometer, clinical, rectal CO - 8 

Tube, connecting glass, straight - 4 

Tube, vaginal, glass, 10 mm x 16 in. long, douche tip - 4 

Miscellaneous 

Brush hand surgeons - 6 

Brush, nursing bottle, 12" long - 3 

Cement rubber - 2 tubes 

DDT powder blower - 2 

Lamp, alcohol, 2 oz. - 3 

Lancet Blood letting - 3 

Mortar & Pestle, 4 oz., porcelain - 2
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Spatula, stainless steel - 2
 

Instruments for Diagnostic Purposes
 

Chart, vision test, snellen illiterales - I
 
Depression, tongue, combination adult and child, stainless steel - 6
 

Flash light, pre-focus, 2 cell - 3
 

Tuning fork - 1
 

Hammer, percussion - 1
 

Head lamp - 1
 

Head mirror 3 1/2" diameter 1/2 opening - I
 
Otoscope and ophthlmoscope set - 1
 

Pelvi-meter, graduated in c.m. - 2
 

Speculum, nasal - 1
 

Sphyglomanometer, preferably aneroid complete with ban and cuff
 
Child size cuff for above - 1
 

Stethoscope - 3
 

Tape, measuring 6 ft. automatic return in c.m. - 2
 

Instruments for Operative and Treatment Purposes
 

ApplicaLor, ear and nasal 8 1/2" - 1
 

Catheter, ternal 12 fr. - 1
 

Clamp- towel 3" - 8
 

Forceps, dressing 6 in. stainless steel - 6
 

Forceps, dressing 8 in. stainless steel - 4
 

Forceps, thermostatic straight, 6 in.stainless steel - 6
 

Forceps, thermostatic curved - 4
 

Forceps, thermostatic straight6 1/4 " - 2
 
Forceps, mosquito straight 5" stainless steel - 6 

Forceps, obstetrical kielland - 1
 

Forceps, sponge holding, 9" - 6
 

Porceps, sterilizer vaughn 7 3/4" - 2
 

Forceps tissue 6" stainless steel - 4
 

Forceps, utility and sterilizer straight 11" stainless steel - 1
 
Forceps vulsellum straight loin stainless steel - 2
 

Holder needle may 6" stainless steel - 1
 

Knife handle operating Bordparker - type No. 3 - 4
 
jKnife handle operating Bordparker - type No. 4 3 
Knife blade operating Bordparker - type No. 10 - 6 pkgs. 
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Instruments for Operative and Treatment Purposes (continued) 
Knife blade operating Bordparker No. 11 - 1 pkt. 

Knife blade operating Bordparker No. 12 - 1 pkt. 

Mask anesthesia Esmarch - 1 

Needle syringe 18g. x 2" Record - 4 dozen 

Needle syringe 20g. x 2" Record - 4 dozen 

Needle syringe 22g. 7.1 " Record - 4 dozen 

Needle syringe 24g x 3/4" Record - 2 dozen 

Needle syringe 26g. x h" Luer - 4 dozen 

Needle syringe 20g. x 1 " Record - 5 dozen 

Needle suture 3/8" circle - 4 pkts. 

Needle suture surgeon circle - 4 pkts. 

Probe 4 " silver - 2 

Probe 6" silver - 1 

Scissors bandage lister 7 " - 3 

Sciss6rs dissecting curved 5 " - 4 
Scissors episiotomy 5" angular stainless steel - 2 

Scissors guage straight 8 " - 2 

Scissors operating cuz~ved 6".stainless steel - 2 
Scissors operating straight 6" stainless steel - 2 
Speculum vaginal S/size stainless steel - 2 
Speculum vaginal M/size stainleLs steel - 2 

Syringe glass 2cc Record - 24 

Syringe glass 5cc Record - 6 

Syringe glass 10cc Record - 6 

Syringe glass 20cc Record - 1 

Syringe glass 50cc Record - 1 

Syringe glass insulin Icc Record - 1 

Syri,ge Tuberculin glass lcc Luer - 10 

Laboratory Equipment and Supplies 
Microscope monocular complete with spares and accessories - 1 
Balance laboratory and dispensary stainless steel - 2 

Beaker 150cc pyrex glass - 2 

Beaker 250cc pyrex glass -.2 

Bottle sputum specimen with cap - 12 

Centrifuge hand complete for 15cc tubes - 1. 

Tube centrifuge graduated 15cc glass - 12
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Laboratory Equipment and Supplies (continued) 

Tube centrifuge ungraduated 15cc glass - 24 

Clamp test tube - 2 

Comparator, ph-test paper form - 2 

Test paper form for above comparator - 8 rolls 

Cover glass microne, square 22 -,,10 box - 8 boxes 

Gauge wire 4" x 4" with asbestos center - 3 

Hemacytometic complete with pipette - 2 

Hemocytometer pipette red cell - 6 

Hermocytometer pipette white cell - 9 

Hemoglobinometer sahli type complete - 4 

Pipette diluting hemoglobinometer - 2 

Tube measuring hemoglobinometer - 2 

Jar staining coplin - 3 

Lamp alcohol 4 oz. size with extra wicks - 10 

Paper filter qualitative package of 100 - 6 pkts. 

Pencil wax red and blue marking - 6 

Rack flood cedimentation westergren 6 unit complete -

Pipette blood cedimentation westeigren-- 12 

Slide glass micro plane box of 72 - 100 boxes 

Stopper cork assorted - 10 lbs. 

Tripod iron 6" high - 4 

Chemical and Stains 

Acetic acid 99.4% R.G. 11b. - 1 bottle 

Acetone R.G. 1 lb. - 1 bottle 

Ammonium sulphate R.G. 1 lb. - 5 bottles 

Ammonium hydroxide 28 to 29% R.G. 1 lb. - 1 bottle 

Benzidine R.G. (suitable for blood detaction loz.) -

Cupric sulphate R.G. 1 lb. - 1 bottle 

Formal dehyde 40% R.G. 1 lb. - 1 bottle 

Glyrine, sp. G.R. 1.25 RG 1 lb. - 10 bottles 

Hydrogen peroxide 3% U.S.P. 1/4 lb. - 10 bottles 

Hydrochloric acid S.P. GR 1.19 R.G. 1 lb. - 2 bottles 

Iodine U.S.P. 1/4 lb. - 1 bottle 

Phenol white crystals R.G. 1 lb. 

Sodium bicarbonate powder R.G. 1 lb. - 10 lbs. 

2
 

10 bottles
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Chemical and Stains (continued)
 

Sodium Citrate R.G. 1 lb. - 4 bottles
 

Sodium nitriprusside crystals R.G. 1 oz. - I bottle
 

Crystal violet stain 1.0 gm - 2
 

Giemsa stain dry powder 10 gm - 2 bottles
 

Wright stain dry powder 10 gm - 2 bottles
 

Non-UNICEF Catalogue Items
 

Bed hospital, all metal frame - 6x3'6"x6'
 
Mattress, bed for above - 6x3'6"x6'
 

Covers, mattress for above - 6
 

Pillows - 12
 

Slips, pillow - 36
 

Sheets, bed, calico, white 60" x 80" - 60
 

Blankets, brown 60" x 80' - 36
 

Towesl surgical large green - 36
 

Towels, hand, large green - 36
 

Towels bath large white - 24
 

Cots, baby complete - 10
 
Sewing machines, foot and hand operated complete with spares and accessories- 2
 
Drugs and Dressings
 

Acetarsol Vag. Tabs - 2,000
 

Acetest Tabs - 1,000
 

Acetomenaphthone Tabs - 20x1000
 

Aluminium Hydroxide Tabs - 200 x 100
 

Aluminum Hydroxide Suspension - 10 litres
 

Anusol Sipps - 10 x 100
 

Asprin Tabs (Adult) - 60,000
 

Asprin Tabs (Children) - 20,000
 

Benzy. Benzoate Application - 50 x 5 lbs.
 

Bisacodyl Tabs 5mg - 100 x 1000
 

Bisacodyl Supps. (Adult) - 10 x 100
 

Bisacodyl Supps. (Children) - 10 x 100
 

* Calcium Gluconate Tabs 300 mg - 4000
 

Cetrimide Powder - 1kg.
 
Chlorhixidine Obst. Cream - 10 x 1 litre
 

* Chlorhexidine Gluconate Solution 20% - 2 litres
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Drugs and Dressings (continued)
 

Chloral Elixir - 5 litres
 

Chloramphenicol Caps 250 mg. - 10 x 1000
 

Chloramphenicol Susp. (Paed.) 125 mg/5ml - 100 x 100 ml
 

Chloramphenicol eye ointment - 100 x 15 gms
 

Chloramphenicol ear/eye drops 100 x 10 ml.
 

Chlortetracycline eye ointment - 100 x 15 gis
 

Cough mixture - 100 x 1 litre
 

Diphenehydramine Elixir - 10 x 500 ml.
 

Ferrous Sulphate Syrup (Paed.) - 10 x 1 litre
 

Ferrous Sulphate Tabs - 100 x 1000
 

Framycetin Paraffin Gauze 100 mi/lO0ml - 200 tins
 

Framycetin Paraffin Gauze lOOnn/100= - 200 tins 
Gentian Violet Powder - 500 g. 

Multivitamin syrup - 1000 litres 

Multivitamin Tabs - 500 x 1000 

Neomycin Caps - 2 x 1000 

Neomycin Syrup 2 x 1 litre 

Neomycin Bacetracin Polymixin Topical Spray - 50 x 100 ml. 

Nicotinamide Tabs - 20 x 1000 

Nystatin Persaries - 50 x 1000 

Oxytetracycline Syrup 125mg/5ml 

Paracetamol Tabs 0.5 mg. - 10 x 1000
 

Paracetamol Elixir - 5 litres
 

Penicillin VK Tabs 125 mg. - 50 x 1000
 

Penicillin VK Tabs 250 mg. - 50 x 1000
 

Penicillin V Suspension 125 mg/5 ml - 20 litres
 

Physohex Cream - 20 litres
 

Piperazine Citrate Tabs - 20 xlOOO
 

Povidone Surgical Scrub - 10 litres
 

Polybactrin Antibiotic Spray 90g - 100 spray tins
 

Potassium Eff. Tabs - 50 x 1000
 

Soframycin ointment 15g - 200 tubes
 

Stilboestrol Tabs 0.5 mg. 1 x 1000
10 

Stilboestrol Tabs 1.0 mg. - 10 x 100 tabs 

Stilboestrol Tabs 5.00 mg. - 10 x 1000 tab 
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Drugs and Dressings (continued)
 

Sulphadimichoxine Tabs Syrup - 100 x 100 ml
 

Suceinye Sulphadimidine Tabs .5g - 50 x 1000
 

Ykast Tabs - 100 x 1000 tabs
 

Adrenaline Injection 1: 1000, 10 ml vials - 100/lOml vials
 

Aminophyllin I/v inj 10ml - 100 amps..
 

Ergometrine inj. .5mg/lml - 100 x 5 amps
 

Hydrocortisone Soluble inj. 10 ml. - 100.amps 

Benzathine Penicillin inj. 10 ml. - 2000 vials 

Insulin PZ1 40u./lml - 50 x 10 ml vials
 

Insulin ZS Lente 40u./l ml. - 50 x 10ml vials
 

Insulin soluble 40u./lml - 50 x 10ml
 

Oxytetracycline inj. 250mg/lml. - 100 x lOml
 

Promethazine 12.5% inj. - 1000
 

Procaine penicillin G inj. 300,000 u/ml - 2000 vials
 

Progestin inj. 5.0 mg. - 100 vials
 

Vit. K inj. 5mg/lml - 500 x 2ml
 

Vit. B inJ. lOml - 5 x 100 vials
 

Oxytocin inj. - 100 amps
 

Water for inj. 10 ml - 20,000 amps
 

Cotton wool, llb. rolls - 1000 rolls
 

Zinc oxide plaster 2", 3yard rolls - 200 rolls
 

Extension plaster 3", 3 yard rolls - 200 rolls
 

Surgical gauze 100 yd. roll - 300 rolls
 

Gauze tissue lib. rolls - 500 rolls
 

Kaolin poultice 5 lbs. - 100 lbs.
 

Lint, white, 1 lb. rolls - 200 rolls
 

Miscellaneous Items
 

Acid Citric Pulv - 5 lbs.
 

Acid Salicyl Sulphonic Pulv - 50 lbs.
 

Ammonium Bicarbonate Pulv - 50 lbs.
 

Barium Sulphate Pulv - 5 lbs.
 

Calamine Pulv - 50 lbs.
 

Calcium Carbonate Pulv - 50 lbs.
 

Calcium Chlorinata - 50 lbs.
 

Calcium Hydroxide Pulv - 20 lbs.
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Miscellaneous Items (continued)
 

Creta Aromat Pulv - 50 lbs.
 

Dextrose Monohydrate - 50 lbs.
 

Glycerin - 10 gallons
 

Kaolin Pulv - 50 lbs.
 

Magnesium Carbonate Levis Pulv - 50 lbs.
 

Magnesium Sulphate - 50 lbs.
 

Magnesium Trisilicate Pulv - 50 lbs.
 
Paraffin Liquid - 10 gallons
 
Paraffin Molle Flay - 100 lbs.
 
Potassium Chloride Pulv - 20 lbs.
 
Potassium Citrate Pulv - 50 lbs.
 
Potassium Permanganate Pulv - 10 lbs.
 

Rhubarb Compound Pulv - 50 lbs.
 
Sodium Bicarbonate - 500 lbs.
 
Sodium Sulpbacetamide Pulv - 5 lbs.
 

Dispensing Bottles 2 oz. or 50 ml - 20,000 bottles
 
Dispensing Bottles 4 oz. or 100 ml. - 20,000 bottles
 
Dispensing Bottles 6 oz. or 250 ml - 20,000 bottles
 

Dispensing envelopes for Tabs and Caps - 500,000
 

Ointment Boxes 15gm - 10,000
 
Dispensing Ointment Boxes 30gm ­ 10,000 

Pharmaceutical measures lOml - 5 
Pharmaceutical measures 50 ml - 5 
Pharmaceutical measures 100 ml - 5 

Pharmaceutical measures 250 ml - 5 

Pharmaceutical measures 500 ml - 5 

Measuring cylinders 25 ml - 2 

Measuring cylinders 50ml - 2 

Measuring cylinders 250 ml - 2 

Measuring cylinders 500 ml - 2 

Measuring cylinders 1 litre - 2 

Beakers Glass 250 ml - 2 

Beakers glass - 500 ml - 2' 

Beakers glass 1 litre - 2 
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Mint1a.ul oangnT-om- (continued) 

Spatula medium size ­ 2 

Spatula large size - 2 

Ointment slab large size - 2 

Pencil mortar small size - 1 

Pencil Mortar medium size - 1 

Pencil Mortar large size - 1 

Stainless steel mixing bowl 1/s 

Dispensing Balance 2 kg. - 1 
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T *Subproicct b~ci'c-runid: 

1. Overview 
""-.t I.J 

Jdah.mer,with a population of 2.8 million and an area ih*
 
smaller than Pennsylvania, is one of the 
most densely populated cow,,ries
 
in Francophone West Africa. About 90 percent of the people live in tL 
rural sector, and the populati~n groith rate is estimated at 2.8 pcrcent. 
Life expentancy is 37 years and the infant mortality rate isrcporta
 
as 110. 
As in The Gambia, major 'causesof infant and child deaths arc
 
malaria and other parasitic and infectious disease, the diarrhea/
 
pneumonia complex and malnutrition. i
There are less th.an one phy 
and four nurses for every 20,000 people. Tie average annual income is 
$80, and government expenditures for health are just under $2 per capita, 
Which belies the fact that appro.dmatey 80 perccnt of the he-alth budt.
 
is spent for salaries and services to urban areas. The health inJ'ra­
structure includes gecner4l.hospitals and "maternities," a network of 
200 dispensaries providing curative and soms antepartum care, onc ureban
 
and six rural 4CII centers, 
 and mobile endemic disease teams. In addition, 
there are 11 social centers providing well-child care as well as social 

services.
 

In fDab~ey, health officials wantcd the project to :ork with 
the population in transition from rural areas and traditional behavior 
tb the urban area and the modern world. Pilot areas woro located in 
the Akpakpa quarter of Cotonou, a transitional suburban area of 30,(10 
people living in sm.all villa.c clusters, and at the Cent.ral lI nC'ntcr
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and Maternity flov.pital whcrc sicl: clLidrcon a.d co:plicated rn-Lcrniy
 

paticnts from Akpakpa arc served. I!cLlth facilitics in Akpal:pa izncl'o
 

a social center, three satellite village centers zcud a diZpcn.ry. COc
 

U.S. PI nursc-miduife technician ha- worked in AkpaIpa zith the cLircctc.r
 

and midwife of the social center as hcr counterpart; and the othcr V.S.
 

PH nurse worked in th3 Cotonou MCII Center whcre a senior midwife was
 

assigned as her counterpart.
 

The fact that MCH services are frag:lented bc-t:ccn hcalth -uad
 

socia. services has presented problems, and thu project has workecd in
 

both areas iwrith the goal of influencing integration, at least at the
 

local level.
 

2. National health ro-ls and nrioritcs 

The new Govcrnment is reporged to be putting. great c:mphasis on. 

rural dcvelopm.cnt. However, APHA evaluators w re not able to learn of 

existence of an operational developcnt pl-n nor of 1h pri.o--ity :hich 

is being given to health aspects of rural devclop.i.cnt. 

Health planning hs been going on for some time in the M.ni.try 

of HIlth, under the direction of a Chief of Studies and Plru-inng w:ith 

assistance of 1-.11O. Several Ministry officials sta d thab Ihighest p:iority 

is being given to preventive and rural hcalth services. Tis would 

seem to be borne out by the existence of the I1I0 z:sic HIcalth Servico.". 

,project 	 with its demonstration zone, the training of itincrant orlkcrs 

and honw visitors, and a recent major change in Mini. try org,-.ni-ation 

which provides for decentralization and coordination of all hcalth 

service:; at the district level.
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Although Daloincy har, no off:'.cial populatioll policy, f-.Lly
 

planning sorvi crs 
 are given at the 1.,011 ConLcr in CoLonou and thc .Vi­
mcnt has lermittcd some 30 of its senior heoalth stff to '.o out of t':c 
country for ;a.mily planing trainint, presu:mbly .rita the goal of , ... ,. 

ing family plann-inG services t1roughout the country. 

3. Perfor.n.nco and accon-li.-he:,tz. Ph.e 1, 197?-75 

Progress is reported and discussed in rclation to each of the 

project targets during Phase jI. 


E.nimum health statistics and KAP 
 data wore collected in thc
 
pilot zone. This baseline data resulted in 
 the refinemont of projcct
 

activities and has 
been and Vill continue to be used as a base to cvalu-ace 

project achievements.
 

Improvements have been accomplishod i-ithin the exi.stin hcalth 
delivery system, resulting in a new program of well-baby services, such 

special care of referral for babies at risk.as Emphasis has also bcen 
given to women in their first pregnancy, and homo visits to mothers ;;ith 
problems are beginning. N6ar the termination 6f rhase I activities, 

there has been a 300 percent increase in the numbcr of children brougzht 

in for health supervision. 

New family planning records have bccn developed in the .-pai'tici­
pating I1CII/FP Center and the collccted data revealod that there has boon 
a doubling of family planning acceptors, one year after project V-taff 

dosigned health education materials were put into affect. These efforts 
have also resulted in a 60 percent increa'u in the nui-ber of 'parwe"s 
who have purchased vaccine- and have had thoir childrun ii.u:uni-cd. 

On-the-job training has bon Civc to over 1,25 healt v;1': ,r:o 
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in the pilot zone. Follow-up indic:tcs that the trainces arc u.inc
 

Wmt they learned. Morc recently a longcr course was given to senior
 

personnel. HO 
 iin-co'untry staff have accepted responsibility ror co:,­

tinuing education of the health staff. 

Although traditional birth attendants (T73A s) were schcdulcd 

to be utilized in the in.roved C11/FP servicce, few have been idcritific:d 

and trained during Phase I of the project. Identification of other 

possible candidates is going on. 

A system of supervision has been established insuring Cuid:uco 

for trained staff who are providing the improved services. 

The project staff has worked with the Danistry of Health to 

upgrade the supply dispersal system to outlying *rea; ho:ever, to d'lc, 

achievements have been limited to integrating management and dispcrs.al 

of project supplies and equipment into the oxisbing limited nvorr.-cnt 

system.
 

The project staff, has participated (ao 1-4C2/F? exprts) in a 

variety of professional and conmiunity meetings. 
They havc also been 

asked to assist with theoretical and practical field training in fwaly 

planning for medical, midwifery, and nursing studcnts. 

At regular intervals since the inception of the project, U.S. 

staff and their counterparts have rmasured progress agaiaist activity 

targets. An overall end-of-project evaluation design will bc devclopc:d 

when the.Phase II work plan is agreed upon. 

4. Participant ti'ainin-

Two):yphyLicsn, two pilot u'ea ridwivcn, and six other 1:1Ld­

wives have had, or are having, special I.ClI/FP training in tiC U.S. "8ff 

,-22­
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report a =iarkcd increasc; in projjc L t .t~y"~v .. :,: "'-.IC!'n , IJ:., '. 
area trainccs. The oLhor trainccs arc Ox)ctud to irlLia' O )w(,- ' 
services 'in at least four other districts. 

%. Cool'i'ri.t-Lon %.ithother donors 
The UCSC staff has madc an effort to coorcLiaUtez ojcc, tiv..­ties with those of the 1O Basic Health Services projLt. Att tech­

nical level, exchange has been good, but the extent of ad.Lst:,anve
and plaxning level coordination has varied with cliugCos in '4!0 Peronel. 
The present 1I'10 representative, received the "evaluators only brie.!y

and indicated his iWrillngness 
 to work 1rith project persoilel I;hcn 6h0Government takes the initiative in bringing this about.. Project staff
has successfully collaborated with staff of ot]-r agencies - the CflS,FAC, CIDA, UNICIM', Peace Corps, church issions, and the FPA. The U:DPhas aLaost no health input in DO'._y (1'110 Works quite indepently), bul :tis interesting to note that even w.rithout development plan,a UIDP aid toDahomey is increasing. A $ million grant was made this past six months 
-forpersonnel and petrol costs. 

6. dovcfnmentsu.qfort and co.-itent 
Since its independence in 1960, D has had 10 difLffcrcnt iailitai.yand civilian Governments. The present Government's preoccupation with

establishing itself firmly, and the m.any. recent policy and personnel
changes at all levels, make it difficult to assess potential co,::LtmnioL
for this oz- any other project. At the iistry of Health, the focalpoint for project planning and adinistration has changed :evc,'-L tI.e:;.
Now, it is throurh the Directors of Preventive . ¢r, cine, ar"uci,0.l Affali­
to the Pencent Sccrctary. Project staff seem to hLve free acce:;. and 
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All three of them e:rtw::,nah:cra.good relations with these dcciion 

to ::,tu 
to..the cvaluators their support for the projuct and their dcsire 

said priority was to be givcn to 
it continue. The Pcrrmncnt Sccrctary 

to the rural areas and hc wishcd to tu'c 
extending prcventive scrviccs 

at UCSC and sLmple and rcplicablc cquipmcnt fun.. 
personiel trained 

planning was done .ith a diXffurct 
by the project. Last year's Fhase II 

but the Porrnnunt 
group of officials and replanning had been postponed, 

would be held the follow.i wac-:.that itSecretary assured the team 


Maso I
 
The Government has kept the 	commitmcnts made in the 

has surpassed them. CoiuntcrparL:;
and, in several instances,agrecment 


and personnel made availablc, and
 
areawere assigned, pilot service3 


In addition, they ha:o
 
relea'.ed for participant training.staff were 


and two drivers, supplu­
taken over the salaries for two counterparts, 

and a portion of vehicle 
for two additional counterparts,ment.L salaries 


central health cducatioa
 
costs. They have established a

maintenance 
office space there. T.-'v 

office and plan to provide the project with 

staff now on plans to integrate project vc.hlice 
are working with project 

and 
and supplies and equipment into government transport and storage 

d -qursal byst ems. 

and program has increased rnrl, Ily
to project pv.rposesCommitment 

and their ic:vcdiat' su.cr-
Project counterpartsat the technical level. 

the carrying out of 
visors arc enthusiastically 	assuming leadership in 

,irniovations axid, most imp'oPl*I.. n l y 

ongoing programs, initiatimg additional 


and ::I.
continuationlwith top officials for proje.ct 	 mid 
in negotiatingr 

nnd V .- dtorc	 -Ldical School 
Mic llrofcsa-or of Obutahrics/Gn colofy at the 


strongly supporLive.

of the Nursing and .i-kdwifcry 	School is also 

http:proje.ct
http:relea'.ed
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II. Ini.erm:ntatui.ow ,v: .. ... I: 

The -uccc 	 sful pilot ctforts, as related il Section I., :ilJ bC 

adapted and 	rcplicated in at least two nth-r rural areas.of 'cz y. 

The training centcr cstabli.hcd in the Phaso I pilot a'caL, az 

well as selected rural sites, wrill bu utilizcd to train hcalth ,c:..c.. 

in the delivery of improved health and FP servi'ces in the ncw arca. 

Dahomean health personnel will assmic responsibility for training and 

supcrvision of i.ational pcrsonnel and the delivery of the hcalLh zc.,.,r. 

and tne host Govcrnrncnt mill, by end of project, have ass.ncd total 

financial supporti / for the project activities (Phases -Iand II) fo?,c:':inS 

the following schedule: 

End Phase 	I Phas. TT 
1975-976 	 1977 1*,, , ., 

Benin ;"L 	 " 1or0 
% Support 	:qf -.­

project activities
 

2. Outputs 	and output indicators 

Outpu 	 A. Dermographic, health status and KOd data will be collcctcd in 

each of the areas of expansion. 

(1'"A nrofile of ]oc1C hadth pr:icc~, ui ':tI,': .:.': : 

]knO'.dld c of existin.... pre\'nz i\'.w:c: , " . 
r ,aiding lp'cxi] cnt dis.. wi:,ll1 c,;: ' 't.1... ;. 

.....
of o,.,.,c.\',.ic 	 C I Co,.., . 

posLniaL I 1.c..d.i :1 1- folio. Up pc . , i . .. .:' 
havc boen co:::i ]ieJ. 

-see budgot 	table, pagc 29 

http:Ini.erm:ntatui.ow


4. Inputs
 

A. U.S. inputs ($000) FY 76 IQ FY 7.7 FY 78 Total
 

(1) UCSC personnel
 
..__--.*i PH/Adm-Plan, 9 mos. ) 165.7 0 171.4 206.8 543.9 

2 PH nurses, full time) 

'ocal personnel
 

<1 
1 Project secretary-
Driver/messenger 

1 Guard 

.1 
)
) 6.5 0 7.1 7.9 21.5 

1 'ranslator ) 
1 Administrative Asst.x 

(3) Consultants 

2 man months 28.1 0 28.1 28.1 84.3 

(4) Participant Training 

Out of country 
Long term 
Short term 
In-country logistic 

support (trainees) 

)
)
)
)
) 

30.0 0 10.0 10.0 50.0 

(5) Commodities 
Audo-visual ) 
Medical equipt. and supplies) 
Vehicles/Maintenance ) 
Contraceptives ) 
1/ Orals and condomr. 

Ochers 

54.2 

(27.0)
(3.0) 

0 

0 
0 

26.8 

(30.0)
(5.0) 

44.3 

(30.0) 
(5.0) 

125.3 

(90.0) 
(13.0) 

(6) Other costs 
USCS support costs 125.1 0 107.0 103.4 335.5 

including African travel 

TOTAL 409.6 0 350.4 400.5 1160.5 

i/ Non-add - funded through AID Central Procurement.
 

P Admin/P-lanner residing in Benin for.9 mos, then this field position
 
is terminated and senior technician in Benin will assume COP duties.
 



B. 'Io.2t couzntv innut-
-5Q-

FY 7?b 77 FY 78 TT',I, 

(1) 'P_r-onnol 

2 Driver/mechanics 
1 Social Center recep­

tionist/clerk 
2 Counterparts 

(2) In-country transportatir 
Vehicle insurance 

(3) Office Supplies &
related materials 88.2 100.0 100.0 288.2 

(4). Participant training 
replacement costs 
(in and out of country 
training) 

Subsistence allowance, 
training facilities 
and housing (in­
country training)
 

5. Input Methods ofVerification and Assumptions will be found in the
 

Logframe, Appendix D.
 



Output B. 	The eisting family health services will be studied and
 

then approved.
 

(1) There will be a significant increase in utilization of MCII/IIT 

services at the improved health centers which will result 

in a decrease of obstetrical wastage. 

(2) There will be a 50%continuation rate among PF acceptors.
 

(3) There will be 20,000 people taught about environmental
 

health and malnutrition.
 

(4) The transportation, communication and supply syst.­

will be coordinated.
 

(5) TBAs (traditional birth attendants) will be trained and
 

utilized in project activities. At end of project there
 

will be approximately 60 TBAs in the improved system. And a TBA
 

demonstration program will exist in Akpakpa and it's mitel­

lite social centers.
 

(6) The developed health education methods and materials will be
 

refined and adapted (where necessary) to eacl, of the. expandcd
 

areas.
 

Output C. Training will be iven to health personnel and others at the pilot
 

MCH/FP training center or at other areas.
 

(1) There will be 79 midwives trained in MCII/FP (59 in-country :nd 

20 out of country. These 20 will be tutors.) 

(2)Thore will be 6 doctors trained in MCII/FP (4, in-country, who 

will be supervisors for the 4 areas; and 2 out of country
 

to specialize in surLical procedures. One will train in
 

Montreal to have access to*I-cnch language training.)
 

(3) There will be 1 senior level nursc/inidwife trained in t:tI/I' 

(out of country). 

(4) There 	will bo 24 nurses trained in MCII/ls'P (in-couatry) 
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(5) There will be 1 assistant social worker trinod in M:CHI/I'|1 uI.ills (out or' country). 

(6) There'will be 80 medical students from the Univcrcity 1M1edical School trained 

in MCH/FP techniques (in-country). 

The overall plan for the training of all health personnel (developed in conjunction 

with MOH) will be refined and adapted, where necessary, in conjunction iiith the 

voluntary agencies.
 

All training programs will include MCH/FP.anH Nutrition Training and centers to be
 

utilized include the following:
 

a) 	On-the-job training for varying levels of health personnel at Cotonou PMI
 

and Akpakpa Social Center.
 

b) Department of Medical and Paramedical Education (DLIP) of University of 

Benin using integraed MCH/FP/NUT curriculum. 

a) Rural health team training program in the Government of Benin Basic Family 

Health Services Scheme. 

d) Professional training program in F? at the Maternite Universitaire. 

e) D14P of University of Benin rural training facilities. 

f) Field training centers at district Social Center and its satellite clinics. 

Output D. 	A data collection and referral system will be established and/or improved 

in each health center in the expanded areas. 

(1) There will be an effective record system for MCI/FP patients in u-c
 

in each improved kealth facility.
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(2) Thero will be a 'unctioning :system i.1' -Linical : La ca,,t.%k.' wLiu 

analysis in the country for data emanaLing from all Improved health 

facilities/ 

Output E. A regular method of supervision will be developed for improvcd health
 

facilities in each of the expanded areas.
 

The following will be the structure of supervisory responsibLlities:
 

1. The MOH will assign at least 4 Administrative level physicians with
 

advanced training in MCH/FP/NUT to supervise the 4 areas.
 

2. The supervision of middle level*MCH/FP/HUT personnel and services will be 

made the responsibility of the Director of Preventative Services. 

3. 	The supervision of the TdAs will be by nurse/midwives assigned at ru-,'l
 

social centers and maternities.
 

Output F. The UCSC team will participate in training .programs and professional
 

conferences of all levels of health and health-related personnel and
 

provide MCH/FP training as requested.
 

Output G. 	A method -,or technical evaluation of the project activities in the er.a ded
 

areas will be developed to assess concurrent effectivuness and results
 

at end oi' project.
 

A detailed work plan will be developed by UCSC during the first six
 

months of 	Phase II activities.
 

3. 	Output Methods of Verification and Suboroject Assumnt.i.on- will be given
 

in the Logframe, see Appendix D.
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LOGICAL FRAEIORK* 

NARRATIVE SU DmY 

*•*GOAL**
 
To improve the quality of life 

of African mothers and children. 


rTPURPOSE** 
(Phase I: To design and demon-
strate simple but effective NCR/F? 
Services that will reach rural pop 
ulations. 
Phase II: To replicate improved 

EIY/FP services in at least TW) 

other areas of the country, 


PROJECT TITLE 
)I&TERIL/CUILD REAL'H EZNSION 

OBJECTIVELY VERIFIABLE INDICATORS 

A reduction of preventable maternal and 
Infant/child morbidity and mortality by a 
significant degree. 

1. 	 By the'end of the project, at least TWO 
areas of the country will have effective 
4CH/IP services integrated into the ex-
isting health delivery system. 

2. The pilot area (established in Phase 1) 
will function effectively as a training 
and demonstration center for further 
MCH/FP service replication, 

3. 	 Host country personnel will be fully pro-
pared to carry out responsibility for 

training and supervision of national per-

somel and for the delivery of HCH/FP so-
vices in the project areas by project end; 


the host government will assume financial 
responsibility of the established 1C/FP 
services, 

PROJECT N5ERt: 
932-11-580-358 

H AMS OF VERIFICATION 

a 


1. 	 Use sample surveys as provided for in 
the jroject implementation.-

2. 	 Use the project established health 
status data system. 

3. 	Use any available host government data 


I(a) C1uilt/health facilities records. 
1(b) Supervisors records 
1(c) Final prodect evaluation 

C 
2 (a) Training cancer records of attendanc 

etc. 
2(b) Fbllov-up studies on former partici-

pant trainees. 

2(c) Final project ,,aluation. 
3(a) Final project evaluation 

3(b) Staff assigned 

3(c) Government budgeted for continuation 

of services. 


WOUNTR: • 
BENIN 

DIPORTArT ASSUMPTIONS 
I 

1. 	 Family planning (as child spacing)s 
continues to be a desired con­
ponent of MCH services. 

2. 	 Improved NCR/F? services will lead
 
to a reduction in morbidity and j.


1mortality.. 
3. Vital data exists or can be gener­

ated for mauring A reduction in 
morbidity and mortality 

sr
 

I 

1. 	 Qualified traineae available; re­
placements available during train-t
 
Ins., 	 J 

2. 	 Post training positions in expanded 
areas permit utilization of training. 

3. 	 Chosen areas will prove to be both
 
practicable and feasible.
 

4. The local people will be motivated,
 
I 	 to accept MCH/FP services. 
5. The rural health facilities staff
 

will be motivated to upgrade and
 
* 	expand services. 
6. The host government will allocate
 

that amount of the health budget 
necessary for the continued sup­
port of the NCH/FP services. 



OGICAL FRMORK 

tNARRATIVE SWAY 

Demographic, health status and 
tAP DAZA.will be collected in 
each area of expa-taLon. 

B. The existing family health 

services will be studied and 

:hen improved. 


IKOJECr TITL 

wIkLYLCHILD HEALH UTm OmN 


ODJECTiVELY VERIFIABLE IDIC&TORS 

A.1 	 A system of standard recores will be es-
tablished to determine prevalent diseases 
state of malnutmition, FP acceptors, etc. 
A spot survey will compile a profile of 
local health practices, utilization rates 
and data a public health knowledge of ex 

" isting preventive services. 


1.1 	There vill be an increase in utilization 
of HCH/FP services at the improved health 
.enters, vhich will result In a I 
decrease of obatectrical vastage.


3.2 There will be a 50% continuation rate 

asong FP acceptors,


B.3 There vill be 20,O00people taught about 
environmental health and malnutrition. 

B.4 The transportation, co-mmication and 
supply systems will be codrdLrted. 

B.5 TBAs will be trained and utilized in' 
project activities. At end of project 
there will be approximately 60 TeAs in 
the Improved system. 

5.6 	Th2 developed health education methods 
materials will be refined and adapted

(where necessary) to each of the expanded
 
areas. 

PROJECT HUMBER: 
932-11-580-358 

HNS OF VERIFICATION 

A.1 Health faqility records and spot 
surveys. 

B.1 	Health facility records 


3.2 	Health facility recores 


B.3 	Training record. 


B.4 Observation of supply records 


3.5 	Observation of training records. 


B.6 Developed methods and materials. 

UNT 
XENIM 

-IH1ORTANr ASSUHIPTIO 

1. 	 Cooperating gover:ments accept th" 
concept mnd necessity for VCH/FI 
divisions. 	 j 

2. Expanded services desirable to
 
governments, clinic staffs and
 
communities. 

3. Adequate facilities will be pro­
vided by cooperative Xover--ments.,

4. Candidates available for tranin.
 
5. Hursing personnel permitted to I 

provide full clinical family 1: 
planning services. SI

6. Staff training leads to Improved
 
services.
 

7."lprovement of service. leads to
 
increased use.
 

8. Other donors and governmantal de­
partments wilt cooperate in man­
power development.
 

9. Data collection and retrieval systea
 
possible. |
 

a 



PROJ=C TITLE IJECT NUMBER: OUNTRY 
LOGICAL FP LhDIRK N&VEUNAL/CHITD HEALTH EUTENSION 932-11-580-358 BENIN 

NARRATIVE SUMMARY 	 OBJECTIVELY VERIFIABLE INDICATORS NNAS OF ,VERIFICATION .IPORTAr ASSUMPTIONS 

**OUTFU S continued 
C. Training will be given to C. T.ere vil be 79 midwives trained in C. - C.6 Traini records as above. 

health personel and others at MCH/FP(59 in-country and 20 out-of­
the pilot IEH/FP training country.) 
centers and (in Benin) at C.2 There will be 6 doctors trained in
 
rural training centers. WCH/FP (5 in-country and I out-of-country
 

C.3 	There wiil be 1 senior level nurse/mid­
wives trained in 1CH/FP (out-oc-country). 

C.A 	There will be 24 nurses trained in MCH/FP
 
(in-country).
 

C.5 There will be I assistant social worker
 
trained in H/FP skills (in-country).


C.6 	 There will be 19 paramedical* trained in 
MHM/FP techniques (in-country). 

D. A data collection and referral D.1 There will be an effective record system D.1 Observation of record system 	 As above. 
system will be established and/ for ICH/FP patients in use in each im­
or Lzproved in each health proved health facility. 
center of the expanded areas. D.2 There will be a functioning system of D.2 Written data 

clinical data collection and analysis 
in the country for data emanating from 
all improved health facilities. 



LOGICAL FRAMEeRK 

NARRATIVE SiUQY 

*5jUTPUTS continued
 

E. A regular method of supervision 
will be developed for improved 
health facilities in each of the 
expanded areas. 

F. The UCSC teen Vill participate 

In training progrms and professiol 

conferences of all levels of healt
 
and health related personnel and
 
provide MCH/FP training as 
requested. 

PROJECT TITLE 
 PROJECT HUMBERt COIT.Y:
 
IMTERNAL/CHILD HEALTH EXTION .932-1l-580-;.358 BENIN
 

OBJECTIVELY VERIFIABLE INDICATORS HEANS OF VERIFICATION' INPORTANT ASSUMTIONS 

E.1 The MOtwill assign at least 4 adminis- 3.1 Observation and cupervisory records as -above 
trativa level physicians with advanced
 
training in MCH/FP/NUT to supervise the
 
4 areas.
 

F.1 As reported in UCSC periodic reports F.1 UCSC reports as above 
o 



LOGICAL FRWHIo3 
. 

PROJECT TITLE: 
TERHAL/CHILD HEALTH METENSIDN 

.PROJECT 1UMBERt 
932-11-580-358 

COUNTR 
BENIN 

KARPATIVE SUUMIARY OBJECTIVELY VERIFIABLE I ICATORS HUM OF VERIFICATION INORTANT ASSUMPTION 

**OUTPUTS continued 

G. A method for technical evalug-
tion of the project activities in 

C.l Evaluation design developed G. Evaluation design documeut" As above 

the expanded areas vill be 
developed to assess concurrent 
effecciveneoss and results at end 
of project. 

a% 

A. Contract vith UCSC 
1. Field personnel 
2. Technical consultants 
3. Supplies and equipment 
4. Participant training 
5. Other costs 

See simsa budget sche'dule end individual 
country budgets. 

Cooperating governments will suppert all 
clinic operational staff, maintenance and 
counterpart personnel; physical facilities 
for improved services and incrementally 
increased portion of supplies and equipment 
for services. For details see specific 
country budget schedules. 

A. Personnel in place 
A.2 Consultants work 
A.3 Supplies and equipment 
A.4 Training records 
A.5 Budget 

&rrive 

(as related to Inputs) 
"a-a. 

1. Continued funding by USAID 
2. Continued University of 
3. Incremental financial support by 

cooperating governments. 
4' UCSC recruits qualified staff. 
5. UCSC finds or develops eppro­

priate training programs. 
6. Iost governments provide quali­

fied counterparts. 
7. Host governments provide appro­

priate level personnel for par­
ticipant training. 

8. Cooperation vith other donors. 



LOGICAL FPAMWIORK PROJECT TITLE: - PROJECT NUMBER: COUNTRY: 
MATE. ILCHIID HEALTH XT ION 932-11-580-358 BENIN 

NARRArLIVE SUMM&RY OBJECTIVELY VERIFIABLE MEANS OF VERIFICATION DWORTAi4T ASSUMPTIONS " 

**OUTPUTS continued 

B. CooperatLin 
1. Personnel 

country 
costs 

2. "hysical faclities 
3. Suplies and equipment 

I 

II 



THE GAT-M.A:. PHAE' II. 

I. Subroiect backrrouid: 

1. Overv-.iw 

The Gambia is .a7 
to 20 milo wide strip of land CxtcndinC for 
200 miles along both sides of the Gambia River. Of its population of
 
357,000, ire than 300,000 live in small rural villaics. The annual .cr
 

capita income is about $90. 
The annual population growrth rate is csti­
mated at between 1.7 percent and 2.2 perce-t and the averaZe lifo ex­
pectancy is 43 years. 
The high infant and child mortality rateis
 
attributed to malaria and other parasitic and infectious discascs, 
 the 
diarrhaa/pneumo.Bia complex and malnutition. .here are two go8VQrn:ci.t
 
general hospitals in the country, nine 
rural health centers, so,::c forty 

to fifty rural dispensaxies, ten r: eleven practicin g physicians, and
 

about two hundred nurses, 
 midwives and dressers.
 

The project pilot area 
in the Lower River Division servc:; atout 

60,000 rural people, with a health center containing 11 hospital beds 


Mansa Konko and 7 satellite dispen-aries. 
 The health center stff (::ich 

includes one nursing sistur, tvo nurse-midwives, a disponser, a health i.­

apoctor, a leprocy officer, and eight a.diliaries) make rcguJar t.-ChS to
 

provide services at the dispensaries, each of iihich has a rcsidcnt 
 d'csscr. 

Before inception of the project, the services given wore largely cuirtivc. 

'Jinlike some other African coutries, it would appear that Gambian health 

center personnel arc work:.ng at full capacity, and now services can be
 

added only by adding 
staff, using voluntners, or substituting ncw t:&sks
 

for old ones. One U.S. tcchnician lives in ktnsa Konko 
 and .'rkoas tic 
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health ccntcr sister. They share rczpon.ibilitycounterpart of tIL 

for demonstrating ,xxi testing now or improved.ICH/FP services a.nd alto 

for devclopiio the pilot area as the national rural field training ccntor. 

The second technician and her counterpart are based in the Finis try of 

Health and make regular supervisory training visits to the pilot area
 

z
as well as participate in national planning, health training pro r .­

and ongoing extension of national health education services to other 

population groups. 

2. National hcalth Poals and nrioritics 

APHA evaluators were told that the Ministry of Econoid-ic PlanauIng 

is giving highest priority to rural development. The hational health 

plan, now in a draft stage, is reported to place high priority on c-,crndi-n 

in rural areas, ith c,-phasis on : .and improving basic health services 

It projects the building or upgrading of 5 to 6 rural health ccnt-z 

year as well as cxpanding the one existing prcvincial hospita.l and b.ild.ro 

aresa. High on the list of hcaltha small co,,-munity hospital in an unserved 

personnel development priorities is the trainina program for exist,ils 

aWd.iary personnel with which the project is assisting. With thc -support 

of the Mnistrics of both Planning and Health, a national policy to accopt 

family planning as an essential part of MCII sorv~iccs will ba considc:'cd 

by the Parliament this year. 

3. Proiect initiation 

There arc a number of reasons why the project got off to a SIOW
 

start in The Gambia. This was the only cotutry Mhcrc the Govcrl''L­

UCSC-A3D agreement was required to have approval at a higher Icv'ol of
 

of lelth. The aGrccir.cnt l;as not ratiA""'I
government than the Ministry 


by the Cabinet until project pcrsonncl had bccn in the country scV\
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months. Key M .nintryof JIcalth pcr-onicl chiwi.. .... '.': l~z: ii &A. 

interval between design and ncgotiation of thl: project -ida arrival of 

project staff, and now officials did not automaiticaly a-sumc thc :o:%-. 

mitments of their predecessors. It was necessary to rcinterprc p... c 

purposes and goals, replan activities, gain new co-iL-:.c:its_.'ud tool up 

for implementation. For example, the Governmcnt had agrced, during thc 

feasibility study, to provide housing for a U.S. technician in the j..ilot 

area (which is a two and one-half to three hour drive over rough roadii 

from Banjul). This commnit'ent had to be accpted by new health officials, 

money allocated and a house constructed and furniished. It was one -.nd 

one-half years before full-time work could begin in thd pilot arca. In. 

addition, there wrs lack -of understanding mid acceptance of the ad&. ii­

strative and planning authority of The GarbLa based technicians, and 

local officials were unwilling to make decisions or takc action cc.pt 

during the sporadic visits of the field coordinator. A basic nirhmkr­

standing, by both UCSC and GOO, about the. desired long-term fSuctioz:% 

of the 1inistry of Health based technician and hcr counterpart as not 

completely resolved until toward the end of the second project yc-:r. 

The project staff, however, utilized this long waiting ti::c 

constructively. In addition to their oum orientation and study cC t'L: 

country's health problems and services, they dcsigned and conducted a 

rural h.alth survey, reinforced the MCI/FP content in tn two hcalLh 

training 'institutions and in training programs for agricultural i'orl:crs 

and youth groups, established informal relationships with other domlors, 

and initiated selected project related activities in Wanjul as :cll m; 

in the pilot area. 



4. 	 Pcrfornncn and ncco.in.::hv.:,s 

Progrcss is "reported and discussed in'rolation to each of tile 

project targets during Phase I.
 

rural health survey was carried out during the first project 

year and the results were tabulated and analyzed at UCSC. The quc::tionnIirc 

however, was evaluated to be too elaborate and the sample - becausc of 

the insistence of the COG - was far too large in'light of the ti= a.nd 

resources of the project staff. As a consequence, the survey rcsu].t, 

do not provide an accurate baseline for project inmact evaluation. 

Recognizing this, the staff has initiated a series of small health c'cntcr 

user studies which at this time give the proise of producing effective 

baseline information.
 

The existing services in the participating hcalth facilitic:s 

have been improved. Group patient health education efforts have , cni 

established and nearing the end of the Phase I a'ltivities, approxi.'ltely 

200 mothers are attending health education sessions each month. 

New clinic records, safer techniques and now, easy-to-usc couip­

ment iave been introduced and are being used effectively. Hlealth problcms 

which had been ignored in the past are being identified and prcvcnltiVe 

or treatment =basures are now being taken. 

Child spacing motivation and limited family plannjng services are 

now being given as government services through thc health facilities. 

A referral &id reporting system has been dcvcloped bet'en the health 

center arA referral hospital and transportation is providud to high risk 

mothers.
 

llcgular biweekly training sestions are being held for pilo. hcalLh 
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center staff ard voluntccrs. MC11/FP training has bocn provided to 

pilot area child care supervisors and aa:Ui to voluztuers, who arc, y 

and large, high school*or post high school personnel. Only tw;o T2IA'I 

have been trained and utilized in a volunteer capacity to date. An 

auxiliary nurse training program has rcccntly begun and i.ill provide 

M11/FP training of all awdAliarics now in govcrnzrnnt service. 

The pilot area is to bc used for rural field training and rn­

training of al health pcrsonncl. It is nov being used for field cx­

perience for basic nursing and h.alth inspector studcrts from Panju. 

and nursing students from Senegal. 

After early lack of success with didactic training efforts, Lhc 

project staff have developed demonstration and participation techniqucs 

applied with locally available materials as teaching aids. A .ianu:. 

of health education lessons for parcnts is being devcloped.
 

A system of project supply recording and dispersal has been
 

completely integrated into the govcrnnont syztcm.
 

The project staff has participated in nursing rchool curriculu 

revision, they have assisted in an EEC/FAO-sponsored workshop, and have 

Civen a two-week courso for 16 senior health pcrsonncl from a variiLy 

of GOG agCencies and sucvices. 

5. Particinant t.rining 

Three nurse-mid ives have complcted a family planning trailli:K. 

course as project pzrticipants. One of thsec returned nurses. is not: 

the nursin- sister in chargc of the pilot zo:c hcalth cent.cr ind x...r 

will work as a F=Liay Planning Asociation supcrvisor in a rural :w.:i. 

Both arc having follow-up traininz in fwrLily planning t-.chniqu: u:We ' 
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the supervision of local obstetricialls.
 

."6. Coorcint 
 i h other dcnor,; 

Project tcchnr cianS have cstabliseicd Cood reht.ioz:;'..,: ;:iLh
 
personnel of 
other donor and nongovcrrn:cnt acicicics. They work pw:it.j.­
cularly closely with CRS and FPA and have activcly soult '.sys to C:13­

courage these and other agencies to participate in projcct activiL'.c. 

The GOG has obtained supplie and commodities for pilot activitics 

from both IJ4CEF and CRS, and U.S. self-help funds have buen usud for
 

health center 
and dispensary renovations. WiLh project initiative,
 

the FPA and M.inistry of Health 
arc mecting regularly to coordinate
 

family planniing activities. 
 Project staff have participated in wi ivtci-

Miisterial Group on Family Planning, the Preschool Coli uttCe of CS, 

ti EEC/FAO Rural Seminar in planning for a British supported wii.t-, I;.QIn 
project in tho Mnistry of Health, and they have bccu told tha Wh#~y 

*will be co-opted when a health planning subcor.,:.ttcc on INC!H is c.-:.bl:.hc 

AJO has just begun operations inl The Gambia and is plmanine- for a ]':.sic 

Health Services project. The %I RupresentaLive assurcd evaluator::
 

of his willingness to collaborate 
uith the project.
 

7, Governirnt runn rt ,nd 
 coi'.t,-nnt
 

The Govcrnment has lived up 
 to nearly all of its com.7.itn-:cnL.; s; 
defined in the agreement and, in several instances, has far excccd.d them. 
They have provided countcrparts, participants, facilities, pcrsonnl . id 

operating .osts in pilotthe zone, supplies and cqaipmcnt from CIS ,uid 
UICE7, and the C)ief Nucdi.cal Officer, hirmelf, haA served a:; the focal 
point for project acdainiztration. i addition, the GovcrnurvnL p'ovid':s 

office space in the Miistry of Health, housIIg foz on1 U.S. tLC.Vitii:i i1, 
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.1475­
and, iI the p:st year, has takcn ovcr the ,. of d.r-,,''i. 

sccrcLary, postaric and officu supplies, vehiclc m:,tcniT.r .'nd j,." 

costs, mnd the h.ndling of all project aquip:mnt.
 

The #Actirng CI. 
 and other Ministry officials w:2rc wumly :;upp tL 
of the project and cxpresscd their concern that it cont.inuc. Zn a lct$..-r 
to the evaluators the U.S. Charge d'AIfaires corumoieLod, "To dULc the 
project has succeeded in moving the 0OG from a position of opposition, 

first to tacit acceptance and noiw to one of understanding and activo 

support for the goals of the-project -- tho change has been fundn-nintl 

and, Given at least the time originally projected, should bcco;-m irre­

versible."
 

II. Imnlcmentation plan. Phno I 

1. General
 

'he succesful puAot efforts, as related in Section I, will be 
adapted and replicated in at least two other rural areas of The G--.. 

The trai.rig center established in the Phase I pilot" aLrC'L Will 

be utilized to trai.n health personnel in the deliver, of il.mrovcUI health 

and F? services in area.the new Ganbian health porsonnel il). a Lo-.
responsibility for training and supervision of national personnel ,di 
the delivery of the health services and the host Govcrtnezit will, by 
end of Droject, have assunmd total financial support-/for the project 
activities (Phases I and II) following the followiin schcdulc. 

End Phns I _ _ _:I.s. TT 
1b19 776 1c7/- 17+ 

Gambia LIZ5"A-171OO~f 
% Support of - a- -

project activities us. 
U.S. r71 A' 



2. Output :ad outpUt indIcLtorI5 -h76-


Output A. Demoeraphic, health status and 
 KAP data will be collected in each or ther 

areas of expansion.
 

(1) A profile of local health practices, utilization rates, public
 

Imowledge of existing preventive services will be completed prior to
 

start of other project activities. 

ONtput B. The existing family health services will be studied and then improved. 

(1) There will be a significant increase in utilization of IMCH/FP 

services at the improvdd' health denters, which will result in a 

decrease of obstetrical wastaze.
 

(2) There will be a 50% continuation rate among FP acceptors.
 

(3) There will be 20,000 people taught about environmental health and 

malnutrition.
 

(4) Tae transportation, communication and will bcsupply systems coordinate 

(5) TBAs (traditional birth attendants) will be trained and utilized in
 

projec:t activities. 
At end of project there will be approximately
 

24 TBAs in the improved systea.
 

(6) The developed health education methods and materials will be refined
 

and adapted (where necessary) to each of the expanded areas.
 

Output C. Training will be given to health personnel and others.
 

1. There will be 32 nurse auxiliaries trained Vor 18 months in F.1. 

2. There will be 15 day nursery workers trained for one year in outreach
 

education (5/year).
 

3. There will be 48 TBAs trained in outreach education. (16/centcz).
 

4. There will be 24 village volunteers trained for one year in out'o:iclt 

education (8/center)/
 

5. There will be 45 health center staff (15/center) trained rot- orio yc:a. 

of inservico education. 
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6. There will 24 arca-council-ptid nursc atu:iliary (8/yea') tr:ii.cd 

for six months in on-the-job truinine.
 

7. There will be 4 nurse midwives in FY 76, 2 in FY 77, and 2 in F? 78 

to attend a family planning practitioner course. 

8. There will be 15 graduates of a Training of Trainers progranm. 

The overall plan for the training of all health personnel will be rz':... 

and. adapted, where necessary. Training programs to be incorporated anrd 

centers to be utilized include the following:
 

Training Centers:
 

Mansa Konko
 
School of Nursing and Nurse/Midwifery
 
School of Public Health
 
Teacher training college
 
Vocational training center
 
Agricultural training center.
 

Data Collection and Retrieval System.
 

Inproved record and referral system
 
An effective record system for %MCH/FPin use in health centers.
 
A functioning system of collection and analysi.s of data.
 

MCH/FP Division
 

A position identified within the Ministry which is the pivot point for
 
local responsibility for future program development and evuluation of
 
MCH/FP in -he country.
 

Training Programs
 

OJT for varying levels of health personnel from other health station.
 
and TBAs in:
 

health education, family planning connseline, immunization theory and 
techniques, identification of high risk mothers, identilfic:ation of, hii'n 
risk infants, village outreach, use of health Growth charts, hL0-10 
recorda and their use.
 

39 

http:tr:ii.cd
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Family planning training proL-rLm for nurse midwives
 
Two cycles, 13 months, :4Ci1/FP training progr=? for nuruo auxili:.rics.
 

Outreach training progrfms for:
 
24 village volunteers
 
48 TLAs
 
75 Day nursery workers
 
20,000 villagers
 

Training of Trainers program for 15 project and related staff/y.%..
 

Output D. A data collection and referral system will be established and/or im­

proved in each health center ia the expanded area.
 

(1) There will be an efiective record system for MCH/FP patients in u-.;
 

in each improved health facility.
 

(2) There will be a functioning system of data collection and hnzlysis 

in the country for data emanating from all improved health C'auil tis 

Output E. A regular method of supervision will be developed for improved hea!th 

facilities in each of the expanded areas. 

The following will be the structure of supervisory responsibilities:
 

1. 	The MOH will assign at least 4 administrative level physici:,
 

with advanced training in MCH/FP to supervise 5 areas.
 

2. 	The supervision of middle level .ICI/FP personnel and scrvicea
 

will be made the responsibility of one nurse/midwife who ic
 

assigned to the office of the Director of MCH ,itthe nation'tl 1.evel.
 

". The supervision of lower level ICH/FP personnel and services :ill 

be nursing sisters assigned at the health centers. 

4. 	The supervision of TBAs will be nurse auxiliaries.
 

Output '. The UCSC team will participate in the training programs and protaszion'! 

conferences (undetermined number) of all levels of health 'nd h. tth­

related personnel and provide MCH/FP training as requested. 

Output G. A method for technicul evaluation of the project activitis in the 

expanded areas will be developed to assess concurrent offuctivcris"o :an. 

results at end of project. 

Adetailed work plan will be developed .by UCSC during the first six muni 

of Phuso IT activities. 40
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3. 	 Output Mothods oi" Vl,±fic3t ion and Subprojoct Assumptions will bo Given 

in the Logframe, see Appendix D. 



4. Inputs Y 76 77 FY 78 Total 

A. U.S. Inputs ($000)
 

(1) UCSC personnel
 
1 PH/Adm/Plan,(9 n',s))"

1 PH nurse, full time) 129.4 0 96.9
123.7 350.0
 

(2) local personnel.. 1 Project secretary ) 
1 Driver/messenger )
1 Guard ) 8.1 0 8.9 9.8 26.8 
1 Translator ) 

2.Administrative Asst* 

­

(3) Consultants
 
2 man months 28.1 0 28.1
28.1 	 84.3
 

(4) Participant training
 
Out of country )
 
Long term )

Short term 
 ) 40.0 0 10.0 10.0 60.0 
In country logistic )) 
support (Trainees) ) 

(5) Commodities C' 
Audio-visual ) 41.3 0 32.6 	 31.6 108.5
 
Medical eqpt. & supplies )
 
Vehicles/maintenance )

Contraceptis )

1/ Orals and condoms 27.0 0 	 30.0
30.0 	 90.0
 

Others 
 3.0 0 5.0 5.0 
 15.0
 

(6) Other costs
 
UCSC support costs 103.3 107.2 310.2
0 100.0 

including African travel 48.3 
.70 	 .48.3
 

TOTAL 
 0
 

B. Host Country Inputs
 

(1) Personnel 
2 Driver/mechanics )
1 Social Center ) 88.2 100.0 100.0 288.2 
receptionist/clerk )
 

2 Counterparts )
 

(2) 	In-country transportation
 
Vehicle insurance
 

1/ Non-add ­
* 	

funded through AID Central Procurement. 
To provide short term consultant services 
to Gambia as required to
 
train senior technician to assume COP responsibilities prior to
 
termination Of P11 Adm/Planner position.
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1 S)ocil Ccrn-tlur 
tionlit clcork 

2 CounLcrp)arL-

r~.) 

/ 

(2) in-c oi-u.-L-y transorta.tion; 
Vehicle iiizurance 

(3) Office Sup )lieu & 
related m~atcrialsa~ 

P. f Iv 
~ '' 

(4.) Particinaint tLrn.inizS -

rep1l1cc:4ento cost~o 
(in an'd out of country 
training) 

SubsistonCo 31oz 
trainirrg facilitics 
and housing (in-country:' 
trainiing) 

%.ThUt 1Nothods of 'ivCiification -ind A: :.tcn i1be So~und in th: 

Logframe., Appendix D. 

t l/Z
 



LOGICAL "ROJECT...FW1 iojjK* TITLATRAL/CHILD HEALTH EXTEISION -92-1-580-358" 

NARATIVE SIflIHARY OBJECTIVELY VERIFIABLE INDICATR.S MEANS OF VERIFICATION IMPORTANT ASSUMPTIONS 
,hi,.GDAL** 

.. . . . . . .. . ... . ..-.. 
To improve the quality of life of A reduction of preventable maternal and 1. Use sample surveys as provided for in 1. Family planning (as child spcing:
African mothers and children. infant/child morbidity and mortality by a the project implementation, continues to be a desired componentsignificant degree. 2. Use the project established health of HCH services. 

status data system. 2. Improved HCH/FP services will lead! 
3. Usa any available host government to a reduction in morbidity and 

data. mortality.I
3. Vital data exists or can be gener-.'ated for measuring a reduction inmorbidity and mortality. 

**'PRPOSE**
 
(PHASE 1: To design and demon- 1. 11ythe amd of the project, at least two I(&) Clinic/health facilities records.*strata simple but effective MCH/FP areas of the country will 1. Qualified trainees acailable; 
services 

have effective 1(b) Supervisors records replacements available duringthat will reach rural pop- MCH/FP services integrated
ulations. Into the existing l(c) Final Project evaluation. training.health delivery sys temn.
PHASE II: To replicate improved MCII 2. Post training positions In expanded 
1? services in 2.(a) Training center records of attendaneg areas permit utilization of traiunigat least two other .2. The pilot area (established In Phase I) vil ae.areas of 3. Chiosen areas will prove to be boththe country, function effectively as a training and demon- 2(b) Follow-up studies on former partici- practicable and feasible.*. stration center for further MCH/FP service I pant trainees. Ireplication. 4. The local people will be motivated2(c) Final project evaluation. to accept IEIIJFP services.3. Host country personnel will be fully reapon S. The rural health facilities staffsible for training and supervision of national '3Final project evaluation, will be motivated to upgrade andpersonnel and for thre delivery of MCHJFP ser- expand preventive services.vices in the project areas by project end; the 6. The host governmenthost government will assume financial respon- will allocate 

that amount of the health budget3ibility of the established MCH/FP services 
 necessary for the continued sup­
port of the HCH/FP se- -­s.
 

02 



LOGICAL FRAM]WORK PROJECT TITLEMATERNAL/CHILD HEALTH ErTESION PROJECT NUMBER932-11-580-358 COUNTRY ,!THE GAMBIA 

NARRATIVE SLU00ARY OBJECTIVELY VERIFIABLE INDICATORS MEAI OF VERIFICATION "1PORTANT ASSUMPTIONS 

OUTPUTSA. 1. Improvement of services leads 
A. Dczwraphic, health status A. A profile of local health practices, A.1 Health facility records and spot to increased use. 
and _kF data will be collected utilization rates, public knowledge of ex- surveys. 2. Staff training leads to improved 
in each area of expansion. isting preventive services and survey of 

prevalent diseases will be completed prior 
services. I 

3. Other donors and governmental 
to start of-other project activities, departments will ccoperate in 

manpower development. 
4. Nirsing personnel permitted to 

provide full clinical family 
planning services. 

5. Adequate facilities will be pro-:; 
vided by cooperative governmentsl6. Expanded services desirable to 

governments, clinic staffs and 
commmities. 

7. Candidates available for training. 
8. Data collection and retrieval 

system possible. 
- 9. Cooperating goverrmnts accept 

the concept and necessity for MCH/ 
FP divisions. 

4: 

I 



WGIC&L FRA1MRK* 
?VDJECT TITLE: 

K&TERMLCHIL HEALTH IMBuN 
PROXJECT EWMBEZ: 
93Z-11-580-358 

COUNTRY: 
TH GAMIA 

IAILQATIVE SUMMARY OBJECTIVELY VERIFIABLE INDICATOPS MEANS OF VERIFICATION IMPORTANT ASSUMPTIONS 

OUTFPUTS** continued B.1 There will be an increase in utilization .1 Health facilities records 

B. The existing family health, 
of HCH/FP services at the improved health 
centers, which will result in a signific t Some a5 above. 

services will be studied and 
ta .n imoroved. 

decrease of obstectrical wastage. 
B.2 There will be a 50% continuation rate B.2 Health facilities records 

among FP acceptors. 
B.3 There will be 20,000 people taught about 3.3 Training records 

environmental health and malnutrition. 
3.4 The transportation, coumunication and B.4 Observation 

supply systems will be coordinated. 
t.5 TBAs will be trained and utilized in B.5 Training records; observation 

project activities. At end of project 
there viii be approximately 24 TBAs in 
the improved system. 

3.6 The developed health education methods 1.6 Developed methods and materials 
and materials will be refined and adapted 
(where necessary) to each of the expanded 
are". 

C. Training will be given to 
health personnel and other-, at 
the pilot kEH/FP trainiig centar 

There will be -­

C.1 Nine health workers trained for 3 mos. in 
FP theory and techniques (3 per year) 

1C- C.10 Participant Training Reportc. 

Trained workers,in place and 

Same as above. 

and (in Dehomey) at rural train-
ing centers. 

C.2 Sixty-fcur nurne auxiliaries trained for 
6 mos. in FP.

C.3 15 day nursery workers trained for one yeat 

giving service.* 

in outreach education (5 per year). 
e.4 TEA's trained in outreach education 

(8 per center). 
C,5 24 village leaders trained 1 yr. in 

outreach education (8 per center). 
C.6 45 health center staff trained for I yr.

of in-service education (15 per center). 
C.7 24 area-council-paid nurse auxiliaries 

trained for 6 mos. of OTJ trg. (8 per year-)
C.8 The staff of 4 health centers will attend . 

f 

a 2-day orientation program/center twice a: 
yr. 

C.O There will be 2 nurse midwives In FY 76, 2 
in FY 77, and in FY 78 to attend an 
FP practitioner course.r in ..41 k- ^ - - -I 



.WGIC/L F--TANORK* PROJECT TITLE: PROJECT NUMBER: COUNTRY:
 
MATERNAL/CHILD HEALTH EXTENSION 932-11-580-358 THE GAMBIA
 

NARATfVE SU Y - OBJECTIVELY VERI.IABLE TNDT1CTOS I. = OF VRTFT(ATTrN -- ORTANTASSUMPTIONS 

OUTPUTS** continued e rwl ae c e c-
D. A data collection and referr D.A There will be an effective record system D.l Observation of record system As ibove 
syscen will be established ard/or for MCH/FP patients in use In each im­
it.roved in each health center cf proved health facility. . 
the expanded areas. D.2 There will be a functioning system of D.2 Written data 

clinical data collection and analysis
 
in the country for data emanating from
 
all improved health facilities.
 

I. 

E. A regular method of supervis n E. ln*a"D will assign at least 4 admin- .l Observation and supervisory records As above. 
will be developed for improved istrative level physicians with advancel 
health facilities in each of the training in MCH/FP to supervise 5 areas 
expanded areas. E.2 The supervision of middle level lICH/FP
 

personnel and services will be made the
 
responsibility of one nurse/midwife who
 
L; assigned to the office of the Directqr
 
of MCH at the national level.
 

E.3 The supervision of lover level MCI/FP 
personnel and services will be nursing
 
sisters assigned at the health centers.
 

E.A The supervision of TBAs will be nurse
 
auxiliaries.
 

CI 



LOGICAL nAHEWORK* 

NARRATIVE SU2ARY 

**OUTPUTS continued., 

. The UCSC team vill participat. 
in training progrem and pro­
fcssional conferences of all 
levels of health, and health re­
lated personnel and provide 
MCH/FP training as requested. 

A method for technical 
valuation of the project actvi­
ities in the expanded areas 
till be devel-,ped to assess 
concurrent effectiveness And 
results at end of project.
 

PRDJECT TITLE: PROJECT NIWER: COUNTRYt 

NkEM QCtHID HEALTH ENS ION 932-11-580-358 THE GAMBIA 

OBJECTIVELY VERIFIABLE INDICATORS IrANS OF VERIFICATION DPORTANT ASSUMPTIONS 

7.i As reported in UCSC periodic reports F.1 UCSC reports Sie as above 

G.1 Evaluation design developed G.1 Evaluation design document Barnes as abo, 



LOGICAL FRAMLoRK& PROJECT TITLE: PROJECT NUNMER: COUNTRYs 
XATERNAL/CHILD HEALTH EXTENSION 932-11-580-358 THE GAMBIA 

NARRATIVE SUKXA.RY OBJECTIVELY VERIFIABLE INDICATORS HEANS OF VERIFICATION IMPORTANT ASSUMPTIONS 

nFtrrS** 

A. Contract with UCSC 

1. Field personnel 
2. Technical consultants 
3. Supplies and equipment 
4. Participant training 
5. Other costs 

See summary budget schedule and individual 
country budgets. 
Cooperating governments vill support all 
clinic operational staff, maintenance and 
counterpart personnel; physical facilities 
for improved services and incrementally i 
increased portion of supplies and eqIpment
for services. For details see specific 
country budget schedules. 

A.1 Personnel in place 
A.2 Consultants work 
A.3 Supplies and equipment, arrive 
A.4 Training records 
A.5 Budget 

(as related to inputs) 

1. Continued funding by USAID 
2. Continued UnIversity of California 

support for project. 
3. Incremental financial support by 

cooperating governments. 
4. UCSC recruits qualified staff. 
5. UCSC finds or develop. appro­

priate training program. . 
•6. Ibt governments provide qualifi 

counterparts. 
7. Host governments provide appropria 

level personnel for participant t3 
"8. Cooperation vith other donors. 

B. Cooperating country 
1. Personnel costs 

i. Budget 

2. Physical facilities 
3. Supplies and equipment 

b.2 Facilities utillsed 
843 ..,pplies and equipment utilieed. O" 
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This is a Ruad-To-iealth Card. It was designed and tested in Africa and 

is now widely used in a majority of developing countries. UNEX staff, 

working with host country MCH technicians adopted this simple form for 

record keeping to be used in all NCH clinics. It is kept by the mother 

who brings it with each clinic visit. Clients move about a good deal 

and the card's universality makes it possible for any clinic anywhere to 

establish the childs' health status - weight, curve, illnesses, immun­

izAtions_ Atc.
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CONSULTAIT REPORT 

OF
 

EDWIN M. GOLD, M.D. 

U.C. SANTA CRUZ MCR/FP PROJECT 

DAHOMET AND THE GAMBIA
 

JULY 18 - AUGUST 8, 1974
 

August 21, 1974 



PURPOSE OF ASSIGNMENT 

1. 	 To ascertain degree of Government understanding of and couent to 

pr6ject objectives. 

2. To 	 Improve relationships with other International donors and/or agencies. 

3. 	 To develop the met effective approach for introduction of family plan­

*ing as an integral part of MCH services in Dahomey and The Gambia. 

4. 	 Render opinion on appr~priateness and use of equipment and supplies 

ordered by and sent to the Project 

5. 	 Evaluation of Training Program Curriculum as to the needs of trainees 

at all discipline levels. 

6. 	 To assist in interpretation and utilization of Akpakpa KAP Study 

(Dahomay) and The Gambia Realth Survey. 

7. 	 Make any appropriate recomendations to strengthen and/or facilitate 

implementation of Phase I work plan. 

A. 	DAROMSY - July 18-29- 1974
 

1. 	 TO ASCERTAIN DEGREE OF GOVERNMENT UNDEPSTANDING OF AND COMIT1MT TO 

PROJECT OBJECTIVES 

Despite many frustrations encoumtered by the UCSC Project Staff 

as a result of the changes in government personnel during the past two 

years, there does exist at this time, with the incumbent MRHofficials, 

am excellent rapport and sense of collaboration and cooperatic. This was 

vary evident to the Consultant in the course of his interviews with the MOR, 

Director of the Cabinet, Director Gvieral of Public Health, Director of 

Basic Health Services, Statf.stics, and Planning. In addition, the Consultant 

can report similar cooperation and acceptance of the Project and its objec­

tives by the following: the voluntary Family Planning Association (QNnpp); 
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the Chairman of the Departments of Ob/Gyn and Pediatrics at the University 

Medical School; the Directrice of the Centre Social end the staff of the 

Centre de Protection aternelle at Infantile (PHI). 

It is the opinion of the Consultant that the Government of Dahomey 

not only understands ehe objectives of the Project, but that It is desire1s 

that the objectives be successfully mt so that the Crveannt in Its long 

range commitmnt can replicate and extend the pilot service and training 

capabilities developed by the Project In Phases I and 11, after the Project 

phases out. 

Some tangible evidences of governmnt comitment to Project objec­

tives, over the long range, are: 

a. The projected building of a Katern=1. end Child Health Center on the 

University site which will serve as a MCH Service Unit as well as a 

Family Planning and Healt Education Training Center, 

b. The present NfH specifically spoke of increasing Governm4t support 

for expansion of family planning services, and eduzation in the 

health system. 

c. The MH told the Consultant that he has plans for reorganization 

of PN services and to extend such servi-es to the 6 usmi provinces 

of the country. 

d. The Director of Lasic Health Services, Statistics and Plannin 

stated to this eonsultant that the results of the Project KAP 

Study reinforces his future planning by uaking evident: 

(1) the need to prevent unwanted pregnancy In the under 20 
age group of the population, 

(2) the need to improv the general educational level of 
the population, 
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(3) 	 the need to develp and ezpmnd health education, 

(4) 	 the need for outreach to clients to motivate them to 
increased use of ezisting health services, 

(5) 	 the need to Improve standards of practice of the tradl­

t4on-a birth attendants. 

a. 	 The Director of Basic Health Services, Statistics and Plmin 

also stated that Dahomey has the manpower and the logistical 

capacity to Isimizg,prophylactically, the entire population, 

If supplies of appropriate vaccines can be made available. to 

the govermnt health seriss. At present, government budgetary 

deficiencies severely limit purchase of such vaccines. 

2. 	 TO DMROVE RLATIONSEIPS WI OTHUM N MTTIW. DONORS AND/OR1AUCM 

a. 	 Comite National Dahomen du Plannint Fam1isl (CMD??): 

Zn the course of meetings with the President, the Executive 

Secretary and the National Treasurer of the CND?? the following areas 

of cooperation between the Project and the Comite emrgd: 

(1) 	 The Comite solicited aid and assistance from the Project in 
training CouPI staff who would be assigned for sevice amongst 
the 17 serv, anits throughout the country. 

(2) 	 The Comite similarly requested aid and assistance frou the 
Project n the preparation of teaching literature and aide 
that would be used for education and orientrtion of the 
Comite's clientele to family planning. 

(3) 	 The Comite asked for Project assistance in the development 
of a forual request to PP? that would formalsze the CU? 
as an official affiliate of ZFP?. 

(4) 	 As tangible evidence of ttIe liaison eisting betwee the 
Project and the Comite, Dr. Walter has recently been appointed 
to the governing board of the Comite. 

(5) 	 The President of the Comite personally requested assistance 
from Mr. Thomas Park in developing iproved administrative 
procedures end structure for the Comite. 



b. The World E-alth Ortganization (WRO) 

On the afternoon of July 23rd the Consultant and Project staff 

had a productive meeting with Dr. S. ernard (Acting Country Representa­

tive) and Dr. Louis Baldachi (WHO Consultant Tan Leader). During this 

conference, the following areas of collaborative interest surfaced: 

(1) 	 Dr. BNadachl heads a WHO consultant tern that io in Dahomey 
working with the MIO to develop an Improved general health 
structure. Dr. Baldachi exhibited oztrams interest in having 
the UCSC Project collaborate with his tan in the MCH/FP area. 

(2) 	 Dr. Baldachi informed our group that by 1975 WHO would mount 
a health education project in Dahomey funded by UNDP. 

(3) 	 The Project staff raised the possibility of the developrnnt 
of a pilot demonstration M4CHIPP training unit that might be 
developed In the Centre Social in the Jikpakpa Zone. This 
unit would have a multidisciplinary staff that would deliver 
comprehensive MCR/FP services to the population served; and 
in addition, would be developed as a training base for phys­
icians, nurses, midviras, assistunts, sociales, medical stu­
dents, addvifery students, nursing students, paramedical staff 
and traditional birth attendants. 

In the ensuing Oiscussion there was agreement by the WHO rep­

resentatives that they would be willing to collaborate in such a venture 

to the extent of provision of public health laboratory services and 

improve=et of case management and record retrieval systems. 

(4) 	 An additional area of oollaboration between the Project and 
the WHO office would be Project personnel participation in 
the MCH/FP a3pect of the ongoing n-service education programs 
of the MDH which are spmisored by WHO. 

c. U.S. Peace Corps and the Ministry of Education: 

Although the Consultant dfJ not meet with any of the Peace 

Corps/MDE staff during his current visit, he learned that Project 

staff are involved In training the first group of primary school 

health educators in maternal and health and sex education. 



5 -499-

d. The American Embassy: 

The Consultant and the Project staff met vith the economic 

and population officer and the Charge d'Affaires. Duting this 

seating we were informed that the Embassy has available $50,000 

per annm In Special Population Assistance Funds. During Phase I 

the Project introduced SPA funds to the MOR. These funds were used 

for the construction of additions to three health centers and the 

construction of a satellite social center in Agbalilame. 

e. Miscellaneous: 

While the Consultant did not have the opportunity to met with 

representatives of the Canadian International Development Associa­

tion (CIDA), it might be propitious for Project staff to assist the 

MOE to use this resource for the development of sanitational facili­

ties in the training zone. 

CIDA has allocated 400 million CPA for basic sanitation projects
 

and training in Dahomey. 

The Consultant further understands that the Project staff has 

had ongoing collaboration with Catholic Relief Services (CRS) relative 

to milk distribution to infants and children under five and sharing 

in the development of health education materials. 

3. TO ASSIST IN INTERPRETATION AND UTILIZATION OF AKPAKPA KAP STUDY 

The data retrieved from the Ak.pakpa KAP Study developed a profile 

of the population in the area. Despite the fact that this profile may not 

be truly representative of the entire country, certain major findings 

emeged, i,.at as "reviously stated in this report, have been of extreme help 

to the Director of Basic Health Services, Statistics and Planning. It is
 



worthy 

a. 

to repeat 

the need 

of the population, 

that these major findings have made evident 

to prevent unvanted pregnancy in the under 

to the MOE: 

20 age group 

b. the need to improve the general educationuia level of the population, 

c. theneed to develop and expand health education, 

d. the need 
of ezisti

for outreach to clients to motivate them 
ng health services, 

to increased use 

a. the need to improve standards of piactice of the traditional birth 
attendants. 

Consultant coment: It is the opinion of the Consultant that: 

a. 	 Much of the information obtained in the survey could have been 
obtained through other ueans. 

b. 	 The collection of much of this type of data should be the primary 
responsibility of an appropriate agency In the MOR. 

c. 	 The Project staff is to be highly cemended on the development and 
execution of this study, particularly since no professional statis­
tical counsel or assistance had been available to them. 

d. 	 It would seem Important to have agreement that this Project does 
not have as a prizary objective or activity the ccmduct of such 
research study. 

4. 	 TO DEVELOP THE MST EFFECTIVE APPROACR FOR INTRODUCTION OF FAMILY PLANNIN 
AS AN INTEGRAL PART OF MCH SERVICES 

On the basis of the experience of the UCSC CR/FP Project staff, 

the health organization In Dahomey is such that the Integration of IP 

services into existing MCH service functions is logistically simple and 

easy to effect. On the other hand, any attempt to Introduce FP In the 

country as a free standing health service would be both Inconsistent with 

the organization of the MOR and beyond its budgetary capacity. 

The Consultant concurs with the opinions of the UCSC Project staff 

that the development of free-standing FP service places it Into competition 

with existing MCR services; competition for personnel and budgetary funds 

which would thereby be wasteful of both of these scarce resources. 
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5. APPROPRIATENESS AND USE OF EQUIPMENT AND SUPPLIES ORDERED BY AND SENT 
TO THE PROJECT 

The Consultant has perused the Project list of equipment and com­

modities that thus far have been received or on order, and is of the opinion
 

that with the exceptions to be noted, specifically, all of the commodities
 

and equipment are indispensible to the Project's functions.
 

Notelthe exceptions referred to above are:
 

a. Pregnosticon-Dri Dot pregnancy diagnosis kits
 

b. Polaroid camcras and tape recorders
 

The Consultant also had the opportunity to review equipu--nt and
 

coemodity requisition lists for Phase II and concurs with the UCSC Project
 

staff that all items ordered are needed.
 

6. EVALUATION OF TRAINING PROGRAMS CURRICULUM AS TO THE IEEDS OF TRAINEES 

AT ALL DISCIPLINARY LEVELS 

The Consultant during his brief stay did not have the opportunity
 

to observe personally any teaching session in action. However, the Con­

sultant reviewed the training program curricula of both Phase I and Phase
 

II with Project staff. The curricula review revealed that both from the
 

conceptual and contextual point of view, the curricula are extremely sat­

isfactory and are well geared for the training of the appropriate levels 

of trainees, for which they were designed. .Itis a compliment to the UCSC 

Project staff that they were able to develop such excellent curricula with­

out the help of an educational expert. 

Inregard to the Phase II curricula, it is observed that there 

will be not cn.v an increase in the numbers of host country trainees to be 

trained, but also that there will be a broadeninc of the catepory of per­

sonnel to be trained as per page 6, item c. 2(la and 1b) of the revised 

May 1974 Loeical Framework for Dahoniev. 
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7. 	 RECOMMENDATIONS TO STRFNrTEN AND/OR FACILITATE IMPLEMENTATION OF
 
PHASE II WORK PLAN
 

The Consultant and the Project staff had discussions as to the
 

most efficacious implementation of the Phase II Work Plan. As a result
 

of these series of discussions there was an agreement with the Project
 

staff (inthe absence of the field coordinator) that a modification be
 

recommended in the work plan as follows:
 

a. that the Centre Social as an existing facility be utilized to
 
develop a pilot demonstration MCH/FP service and training center. 
It is envisaged that in this pilot center a multi-disciplinary
 
team approach to comprehensive and integrated MCH/FP patient
 
care services would be developed. Simultaneously, training
 
functions for physicians, midwives, nurses, assistantes socialei,
 
auxiliaires socivias, medical students, nursing students, mid­
wiffery students, medical faculty and paramedical staff and tra­
ditional birth attendants would be performed in the center. The 
objectives of this would be to concentrate on on-the-job type of
 
training. The ability to implement this plan now, in an existing

facility, would therefore not entail any MOH budgetary outlay
 
for a physical plant.
 

Recognizing that MOH has on the drawing board plans for the build-


Ing 	of a rural health training complex, which will take probably three 

years to come to fruition, implementing the plan now, as proposed, would 

enable the MOH to have trained staff, trained in multidisciplinary MCH/FP 

services, immediately available, to staff the new installation when it is 

completed. In other words, we are suggesting that the current proposed 

plan would effect a three year head start in the development of a compre­

hensive service/training facility.
 

As waves of various levels of personnel are trained in the proposed
 

center in the principles and practice of comprehensive MCH/FP, they can be
 

posted to rural health centers to provide such care for the population in
 

the rural areas.
 

Professors Dan .nd Alihounou agreed in principle with the concept
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of developing service and training in the Demonstration Rural MCH/FP 

Service and Training Center at the Centre Social in Akpakpa. However, 

they 	stated thatit would be necessary for them to discuss the implemen­

tation of the concept with the MOH. 

Dr. Gangbo who had been invited to this meeting was not able r­

.attend. 

b. 	 The Consultant recommends to the UCSC Project staff that they 
continue, unremittingly, the liaison that they have already 
established with the faculty of the medical, nursing and mid­
vifery schools in the areas of curriculum development and per­
sonal training. 

c. 	 The Consultant recommends that the Project staff continue to 
assist the Ministry in seeking vaccines for prophylactic imuni­
zation for the Dahomeen population at no charge to the client. 

d. 	 The Consultant recommends that the project staff continue to 
assist the NH in seeking funds from various donors in the area of 
assistance to MCH/FP. 

8. 	 IDENTIFICATION OF HOST COUNTRY. USAID AND EMBASSY OR PROJECT OFFICIALS 
OR PERSONNEL CONTACTED OR CONSULTED 

(1) 	Captain Issifou Boraima, Minister of Health
 
(2) 	 Professor Yoro, Assistant Chief of Staff, Ministry of Heilth 
(3) 	 Dr. Alexis Amoussou, Director General of Public Health 
(4) 	 Dr. Samuel Gangbo, Director of Basic Health Services, Statistics 

and Planning 
(5) 	Pastor Harri Henri, President, National Committee for Family
 

Planning (CNDPF) 
(6) 	 Mr. Caspar Anato, Executive Secretary, C2DPF 
(7) 	 Madame Bernadette Dehoite, National Treasurer and Midwife in Charge 

of Clinical Services of CNDPF 
(8) 	 Mr. Francis McNamara, Charge d'Affaires 
(9) 	 Mr. George Dies, Population Officer, U.S. Embassy 

(10) 	 Dr. Bernard, Acting Country Representative, World Health Organization 
(11) 	Dr. Louis Baldacci, WHO Team Leader responsible for Basic Health
 

Service
 
(12) 	Professor Vincent Dan, Chairman, MCH Institute, University of Dahomey 
(13) 	 Professor Eusebe Alihounou, Director of Ob/Gyn, University Maternity 

Service and Technical Cunsultant to the Minister of Public Health 
(14) 	 Madame Constance Facia, Directrice, Centre Social D'Akpakpa
 
(15) 	 Madame Sitha Hodonou, Midwife, Centre Social D'Akpakpa
 
(16) 	 Madame Lucie Ouendo, Nurse, PHI of Cotonou 
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(17) Madame Viho, Midwife at PHI 
(18) iss Sue Ellen Nalder, Project P4.eld Nurse 
(19) Mr. Tom Park, Project Field Administrator
 
(20) Hr. Robert L. Minnis, Assi.tant Director, International 

Programs, UCSC Extension
 
(21) Mrs. Leslie Goddard, Project Field Secretary

(22) Mr. John Houehovmkpe, Interpreter
(23) Dr. George Walter, Project Medical Field Coordinator 
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B. 	 THE GAMBIA - July 30-August 8, 1974 

1. 	 TO ASCERTAIN DEGREE OF GOVER1W ENT UNDERSTANDING OF AND COMMITMENT 
TO PROJECT ACTIVITIES 

Despite the fact that the UCSC Project by contractual official 

arrangements vas supposed to have started in March, 1972, for a variety 

of reasonp actual startup of project activities did not begin until 

November, 1973. The most cogent reasons for the delay were as follows: 

delay in construction of a house for the Mansa Korko Technician; delay 

in naming a Counterpart for the Banjul based Technician; and finally, 

there were a series of administrative misunderstandings between the
 

Gamubian Government and Project Staff. However, it must be stated that 

during this period of delay, valuable communication ensued between Project 

Staff and Gambia officialdom which eventually clarified the. purpose and 

objectives of the UCSC Project. In addition, during this latent period 

the 	Project Staff completed the first Health Survey ever done in The 

Gambia. This survey, which developed a KAP profile of Gambian inhabitants 

in the Lower River and North Bank Pivisions comprised a cohort of 4,449 

individuals. 

The 	Consultant is most pleased to rcport that during his visit he 

perceived, as a result of his interviews with His Excellency the President, 

the 	Acting Chief stedical Officer and the Medical Officer of Health, that 

there is an excellent understandin? and acceptance by these officials of the
 

purposes, aims, objectives and current activities of the Project Staff to­

gether with their counterparts. The major approval voiced by these officials
 

of project activities, is due to their understanding of the integrative
 

activities of the Project Staff. As stated by Dr. Samba, "I do not look upon
 

the UC Project Staff as foreigners working in The Gambia, but look upon them 

as fellow Gambians." Further, the above officials look forward keenly to 
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the success of the demonstration pilot rural health center service and 

teaching activities in Mansea onko, with the view that the government vil 

be able to replicate such activities throughout rural areas. In addition 

they are extremely graceful for the Project objectives which plan to ex­

tend basic health education to the Gambian populace, as well as upgrading 

the technical capacity of the traditional birth attendants in the rural
 

villages. 

Similarly, the Consultant perceived in the course of his Interview 

with the Acting Medical Superintendent of the Royal Victoria Hospital that 

The Gambia is "sold" on the UCSC-Gambia MCH Project. Dr. Oldfield further 

stated that the current activities of the Project integrate exceedingly well 

with the Gambia Health Plan which is under development by the Ministry and 

which will concentrate on rural health improvement. As evidence of govern­

ment comitment to tha objectives of the project is the fact that in the 

forthcoming Gambia Health Plan there is envisaged a reorganization of health 

services to make better use of existing facilities, to develop a chain of 

health centers coverinr the known population areas, and to place increasing 

emphasis on preventive health care. 

Finally, in his interview with the Minister of Education, who is 

also currently Actinq Minister of Health, the perception was gained by the 

Consultant that the 'inister also was highly appreciative oi the Project
 

objectives to expand para professional health wcrker training and develop
 

the team concept of health care delivery for the health centers in the
 

rural areas.
 

In conclusion. nt an interview t'at the Consultant and Project Staff 

held with the Commissioner, Lowrr River D4vision, it was gratifying to be 

assured by the Corwuissioner, despl te his recent annointment to this post 

(1 week), of his cooperation and willinsne.. to a-fi as liaison betwean Area 



-503- 13 

Council officials aud the Project Staff. 

2. DIPROVhENT OF RELATIONSHIPS WITH OTHER INTERNATIONAL DONORS AND/OR AGENCIES 

a. United Nations Development Program
 

The Consultant and the Project Staff were most graciously received 

by Dr. Willard Harper. Resident Representative, and Mr. Anders Klum, Program 

Officer. In the course of the interview, there was mutual agreement that it 

would be most advantageous to Project Staff to receive from the UNDP office,
 

periodically, documents and data relevant to population activities of the 

UNDP. During the interview, Project Staff requested assistance of UNDP for 

furnishings and equipment for the projected classroom and Aormitovy to be 

built at Mansa Ionko. Dr. .arper stated that UNDP coujia not be of help in 

this matter, but strongly suggested that UNICEF would be the prover agency 

to approach for such assistance. He iurther recommended that T!coject Staff 

meet with Mr. Christensen and Mr. Tete, UNICEF Representatives based in 

Dakar, but who periodically visit Banjul. Mr. Christensen was on a fleeting 

visit to Banjul on Monday, August 5, 1974, but his appointments were so 

fully booked that it was impossible for Project Staff to meet with him, but 

they will follow up on this suggestion. In addition, Dr. Harper recommended 

the possibility of referring this request for equipment and furnishings for 

the classroom and dornitory to the regional office ofWH1O, and suggested con­

tacting Dr. Atayi, the WHO representative based in Dakar. This will be done. 

Dr. Harper also alerted the Project Staff to the fact that UNESCO 

would 3hortly launch a mass communicatiou program for Family Planning in The 

Gambia and that Project Staff might benefit by making contact with the UNESCO 

team when it arrivns in The Gambia. 
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b. Medical Research Council 

On Thursday, August 1, 1974, the Consultant and Project Staff met at 

the MRC Headquarters with Dr. R.S. Bray, Director and Dr. Antony Coady, 

Staff Research Officer. Drs. Bray and Coady reviewed briefly, but thor­

oughly, the current major areas of research interest and activity of the 

MRC in The Gambia. Following this briefing, the UC staff was given a 

conducted tour of the research and clinical facilities of the MRC. 

The tangible benefits derived from this visit were: 

(1) The offer by Dr. Bray to collaborate with Project Staff in train­
ing laboratory technicians. Dr. Bray is willing to throw the 
laboratory training capabilities of the HRC open to UC Project 
team for training laboratory technicians in simple laboratory 
procedures such as urine analysis, hemoglobin determination, 
blood smear examination and possibly stool examination. 

(2) Dr. Bray offered any degree of consultative assistance to the
 
UC Project team in the areas of nutrition, education and prac­
tice, as might be required.
 

(3) Dr. Bray stated that he was prepared to share informatin with 
the Project Staff in the areas of infectious disease control, 
nutrition and general hygiene. 

(4) Dr. Bray gave permission to the UC staff to use the library 
facilities of the ?MC. 

(5) Dr. Coady offered the UC staff the opportunity to send dresser 
dispensers to NR1C, on an individual basis, for 1 week periods, 
for retraining in current accepted standards of therapeusis of 
common diseases.
 

c. American Embassy 

On August 1, 1974 the Consultant and Project Staff met at the 

American Embassy with Mr. Donelly, acting Charge d'Affaires. The Consultant 

can report that the Charge reviewed and approved the two SPA funded projects 

relevant to Project activities at 14ansa Konko, namely, the construction of 

the classroom and the housing facility for the Mansa Konko based project 

technician. 
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d. Family Planning Association of The Gambia 

On Saturday, August 3, 1974 the Consultant and Project Staff met 

with Dr. Palmer, the founder of the Family Planning Association and Chair­

man of its Executive Committee. It was ascertained at this meeting that 

the Family Planning Association of The Gambia is a formal affiliate of 

IPPF and is supported by IPPF Funds. It is obvious to the Project Staff 

that, as is usual in all FPA's throughout the world, the Association in 

The Gambia devotes its activities strictly to education, motivation and 

services relevant to contraception, divorced from any integration with 

other health services. It was further elicited from Dr. Palmer that the 

Association had developed a corps of rural field workers. At the present 

time there are four such RPFW's in ,Mansa Konko, four in Salinkene and four 

In Georgetown and Base Areas. It is the firm impression of the Consultant 

and Project Staff that the recruitment and training of rural field workers 

for the limited capacity of family planning activities only, is in direct 

competition with the recruitment and training of multipurpose health para­

professionals by the UC MCH/FP Project.
 

The FP services offered in Family Planning Associatior clinics must 

be paid for by the client on a fee for service basis. This, too, raises 

the possibility of competition with similar services that are rendered free 

of charge in the government health services, including those at the Royal 

Victoria Hospital.
 

It is further ascertained that there has been no communication, at 

any level, between the FPA and the UC/Gambia MCH Project Staff, nor with 

the Medical and Health Administration in the Ministry of Health. This
 

point was discussed in depth with Dr. Palmer and eventuated in the following: 
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(1) 	 That the FPA could be called upon to donate family plnning sup­
plies and equipment that they have on hand fron IPPF, to govern­
ment health clinics and the Royal Victoria Hospital as the need 
arises. 

(2) 	 The FPA would take under advisement the recommendation from this 
Consultant that an Advisory Comnittee on family planning be organ­
ized, with representation from the FPA, the UC/MCH Project Staff, 
the Ministry of Health, the Ministry of Education, the School of 
Nursing and Midwifery. 

On the last day of his appointment schedule in The Gambia (August 

7, 1974) the Consultant and the Project Staff had the opportunity to meet 

'Mr.Joseph Taylor-Thomas, Executive Secretary of the FPA. This meeting was 

most fortuitous and gratifying in that it served to introduce Miss Anne 

Richter to the Secretary, as well as affording the opportunity of open dis­

cussion regarding the mutuality of interest of the UC Project and the FPA. 

On the basis of such discussion Mr. Taylor-Thomas had a better understanding 

of the objectives of the Project; and the Project Staff developed a better 

understanding of the aims, capabilities and future plans of the FPA 

This meeting seems to have opened a two way channel of comunication 

between the Project Staff and the FPA. The Secretary of the FPA reiterated 

the promise previously made by Dr. Palmer that FPA would willingly supply 

medications and educational materials to the Project Staff on their request. 

In addition, the Secretary stated that he would keep Project Staff informed 

of the activities of the FPA.
 

e. Catholic Relief Services
 

On August 5, 1974 the Consultant and Project Staff met with Hr. 

Michael Weist, Program Assistant. Mr. Weist briefed the staff on current 

major activities of CRS in The Gambia, namely a child nutrition (under five) 

program using PIA80 foods to give nutrition supplementation and nutrition 

health education via 12 dispensaries and day care centers in The Gambia.
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The CRS has been and will continue supplying Corn Soya Milk and 

Bulgar Wheat to the Mansa Konko Health Center. Request was made and granted 

for a supply of Ilesha Weight Charts for use in the Hansa Konko demnatra­

tion center. 

There was joint agreement on the need for a full tim nutrition 

coordinator (Mrs. Eastwood) to be responsible for CRS activities in The 

Gambia. Mr. Weist invited the UC/MCH Project staff to call upon Mrs. 

Eastwood, when she arrives in The Gambia, so that there might be further 

and extended collaboration between the CRS and the Project Staff, particu­

larly as relates to coordination of CRS and the Project activities in the
 

garden and poultry projects underway in Jenoi. 

3. 	 APPROPRIATENESS AND USE OF EQUIPM NT AND SUPPLIES ORDERED BY AND SENT TO 

THE PROJECT 

The 	Consultant has perused the Project list of equipment and com­

modities that thus far have been received or are on order, and isof the
 

opinion that with the exception to be noted, specifically, all of the com­

modities and equipment are indispensable to the Project functions.
 

Note: the exception referred to is:
 

Polmroid camera
 

The Consultant agrees with Project Staff that in place of the 

Polaroid camera, an Instamatic Kodak would be of great benefit to document 

visually with slides, the health conditions in the villages, the general 

appearance and condition of the clients being served, the status of housing 

in the villages, etc., which could be used in the training program. 

The Consultant also had the opportunity to review equipment and 

commodities lists for Phase II and concurs with the UC Project Staff that 

all 	items ordered are needed.
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4. 	 EVALUATION OF TRAINING PROGRAM CURRICULUM AS TO THE NEEDS OF TRAINEES 
AT ALL DISCIPLINARY LEVELS 

Thus far, actual classroom training of trainees by Project Staff 

has been minimal. To this date, Project Staff activities have been almost 

completely focused on curriculum development at the School of Nursing and 

Midwifery and at the School of Public Health. 

The 	Consultant, during his brief stay, did not have the opportunity 

to observe any teaching session in action, 	 except for a casual observation 

of on-the-job training during his visit to Manes Konkz. 
However, the Con­

sultant 	has reviewed the training program curricula of both Phase I and 

Phase II 	 developed by the Project Staff. The curricula reviewed revealed 

that, both from the conceptual and contextual point of view, the curricula 

are extremely satisfactory and ere well geared for the training of the 

appropriate level of trainees for which they were designed. As in Dahomey, 

it is a compliment to the UC Project Staff in The Gambia that they were 

able to 	develop critoria of such excellence without the help of a formally 

trained 	educational expert.
 

In regard 
to the Phase II training plan, it is observed that in the 

output of trainees there will be, not only an increase in the numbers of 

host country trainees to be trained, but also, that there will be a broad­

ening of the categories of personnel to be trained, as per pages 3, 4 and 

5, item c. 2 (la-3a) of the Logical Framework - Prop work sheet for The 

Gambia. It is the understanding of the Consultant that the Prop work sheet
 

referred to is tentative and will undergo revision shortly with the collab­

oration 	of The Gambia Project Staff and the Field Coordinator.
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5. TO DEVELOP THE MOST EFFECTIVE APPROACH FOR INTRODUCTION OF FAMILY PLANNING 

AS AN INTEGRAL PART OF MCH SERVICES 

On the basis of the experience of the UCSZ MCH/FP Project Staff.as 

well as on the basis of discussions that the Consulta.it and Project Staff 

had with the Acting Chief Medical Officer, the integration of FP services 

into the existing health services isboth logistically simple and easy to 

effect. Such integration of FP into the general bealth services, and most 

specifically into MCH services, is not only compatible with the Project 

objectives, but is also compatible with the p iposed government population 

policy which is currently under development. 

As w previously noted in this report, in the discussion with the 

FPA of The Gaabia, the Consultant strongly concurs with the opinions of the 

UCSC Project Staff tha. the development of free standing family planning 

services as offered by the FPA, places it in competition to the existing 

NCH services; competition for personnel, equipment and budgetary funds which 

are thereby wasteful of these scarce resources. Itmight be added that the 

Acting Chief Medical Officer likevise concurs with this opinion. 

On the other hand, since The Gumbia FPA im supported by IPPF and
 

is the recipient of equipment, commodities and teaching aid materials for
 

use inThe Gambia, it is felt worthy to develop liaison with FPA for the
 

major purpose of obtaining these much needed items from FPA on a regular
 

basis, for the benefit of health services inThe Gambia.
 

In the opinion of the Consultant, the demonstration pilot MCH/FP 

health center in ansea Konko offers tha best opportunity for not only being 

developed as a service and training unit for the delivery of comprehensive 

MCH/FP but also, as the ideal demonstration for the integration of FP 

activities inMCH services. 

http:Consulta.it


20 
-510-

Further implementation of the introduction and integration of FP
 

Into expanded MCH services will be markedly enhanced as the training pro­

gram at Mansa Konko Health Center gets underway to upgrade the capabilities 

of the traditional birth attendants. Obviously, also, the integration of 

FP into MCH services will be augmented as the training program for Auxiliary 

Nurses, Village Leaders, Health Inspectors, Dresser Dispensers, Midvives, 

Nurse Midwives, Comunity Nurses and Area Council employees gets underway. 

Since it is definite that a full time Physician is soon to be 

posted to Mansa Konko Health Center, it will likewise be possible to orient 

and train this physician in FP skills. 

6. THE GAMBIA HEALTH SURVEY 

Beginning in 	March, 1973, Project Staff developed a questionnaire
 

for the purpose of conducting the first health survey in The Gambia. The 

survey was completed by the end of June, 1973 and included data derived 

by interview, from a cohort of 4,449 inhabitants in the Lover River and 

North Bank Divisions of The Gambia. The raw data secured from this survey 

has been sent to Santa Cruz for data processing. It is unfortunate that 

the retrieved data has not been returned to the Project Staff in The Gambia 

for interpretation. Thus, the Consultant was not privy to the data and 

could not work with the Project Staff in the interpretation of the results 

and their possible value in planning for the future of the Project. 

7. 	RECOMMENDATIONS TO STRENGTHEN AND/OR FACILITATE IMPLEMENTATION OF PHASE I
 

It is the opinion of the Consultant, on the basis of discussions
 

that he and the Project Staff held with The Gambian officials within the 

health services, that continuing the proposals of the work plan is entirely 
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compatible with both the objectives of the UCSC Project and the reorganiza­

tion of the health services plan that is being developed by the Health 

Ministry, to extend maternal and child health and FP services in the rural 

areas and to integrate further such service activities as well as training 

into the general health services. 

a. It is the opinion of the Consultant as well as of' the Project 
Staff, that in order to ensure further implementation of the 
above concept, it is recomended that greater efforts for 
coordination of all MCH/FP health services and training capa­
bility within the country be actively pursued during Phase II 
by the Ministry of Health. 

b. 	 The Consultant recommends that to successfully implement such 
coordination the post of CH/FP Coordinator be created withi-. 
the Ministry of Health as soon as possible. The coordinating 
responsibilities of such a post would greatly facilitar2 he 
continuation and expansion of MCH/FP services within the country 
and prepare for the continuation and replication of such serv­
ices in the rural areas after the life of the Project. 

Hopefully, the successful coordination of MCH/PP activities, which 

currently are operative within the country through a variety of national 

and 	international donors and/or agencies, would ensure more efficient
 

utilization of budgetary funds, trained personnel, equipment and supplies. 

In addition, such coordination of both service and training activities 

would elltinaste costly duplication of scirce health resources.
 

c. As a supplement to the above recommendation, the Consultant fur­
ther recommends that the Health Ministry urgently consider the 
creation of an MCH/FP Advisory Committee to the Ministry of 
Health. Such an Advisory Committee could be chaired by the 
Chief Medical Officer or the ?ICR/FP Coordinator, and comittee
 
membership would include representatives from the GFPA, the
 
School of Nursing and Midwifery, the School of Public Health 
the 	Department of Ob/Gyn of Royal Victoria Hospital, the Matron
 
of the Royal Victoria Hospital, the Medical Officer of Clinics 
and 	the UCSC Project Staff.
 

The 	potential functions of this Advisory Committee would be to
 

assist the. Ministry of Health in planning and implementation of health 
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seIvie in the following areas: 

(1) Integration of 1C/FP services and training Into the general 

health structure.
 

(2) 	Availability and accessibility of NCM/F? activities. 

(3) 	 Requisition and utilization of special medlcal equipment and 
supplies relevant to the objectives of both the Gemian 
government and the UCSC Project, to reduce further nternal 
and 	Infant mortality and morbidity. 

(4) Appropriateness of location, design and ftuttion of plumed 
additional health facilities in the rural areas. 

(5) Development and Improvement of standards of preventive and 
curative health care delivery. 

(6) 	Evaluation of health care delivery.
 

(7) 	 Assessment of manpower training needs for health care delivey 
within the contry. 

d. 	In the interest of aharing inforntion on health care rklated activl­
ties within the country, the Conoultant recommends that the MDH con­
oider convening, two or three times a year, meetings and/or seminars 
for such purposes, by Inviting representatives from such agencies as 
FPA, MRC, MJKP, CRS, Peace Corps, UCSC Project and such other agen­
cie as ay become irvolved in health care activities within the 
crontry 

e. 	 On the basis of his observations during visits to the health fac5.1L­
ties in The Gambia, the Consultant recomnds the development of a 
practical, standardized medical record keeping system of both elini­
cal and oprational nature, for the health systex in The Gabia.
This system would serve to develop practical information so neces­
sary for future policy developent for health services, urban and 
rural, inpatient and outpatient and used by the health centers,
dispensaries, and,.hospitals In the country. This recommendation 
specifically applies to the development of statistics relevat to 

CR/F? health services. 

f. As one of the mejor objectives of the project is the development of 
Nansea Konko as a rural demonstration MCR/FP service and training 
center, the Consultant reconmends that continuing euphasis to re­
inforce a multipuipose team approach to health dare delivery in 
bbeh the training and service component, be pursued during Phase I1. 

a. DiWiUg his visit at the Manse Konko Health Center, the Consultawt 
%ge ad. aware of the serious problem involving patients presenting 
Mt the hea th Center with complications during labor and/or delivery.
There is the obvious problem of referral and transport of seriously 
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jeopardised patients to the RVU by virtue of the distance and the 
time involved in such transport. For this reason, the Consultant 
recommends that the magnitude of this problem be taken under In­
vestiga ton, by looking at the current records supposedly available 
at the Mansa Konko Health Center. Evaluation of this data seems 
Important, n order to uake a decision as to whether or not in­
creased capabilities should be developed at the health center,for 
the sanagement of mrgency, life threatening couplication& to both 
mother and/or Infant. It would appear desirable that the decision 
asking, predicated on the data to be secured, be a responsibility 
of the OE with consultative advice from members of the UC NCH/FP 
Project Te, mbers of the Department of Ob/Gyn of the Royal 
Victoria Hospital and the Matron of the RVH. 

Until such definitive decision is made, the Consultant recomnda 
that capabilities for the replacement of fluid loss, as an adju.at 
to treating obstetric shock, be made immediately available as part 
of the therapeutic armamentaritm at the Mansa Konko Health Center. 
This means making imediately available intravenous fluids supplies 
and the equipment necessary to administer such fluid to the patient. 

h. In the Interest of furthering the comprehensive nature of NCR/FP 
activities at the demonstration Manse. Koko Health Center, the 
Consultant recommends that the full gamut of iunnization services 
and supplies be available at the Mansa Konko Health Center for use 
by the health team. This means the availability of the following 
vaccines: Measles, DPT, Polio, Tetanus and BCG. If this is 
achieved, the patients served by the Mana onko Health Center will 
have been afforded modern acceptable standards of health protection. 
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The Consultant is deeply grateful to the Project Staff In The Gambia 

for their cooperation and the we"n courtesie .shown to hi during his visit 

which made the consultation both pleasant as veil as productive. 

In addition, Consultant expresses hi.s thanks to all of the hoot 

country and related health professionals who gave so uuch of their time, and 

whos cooperation enabled the Consultant to cover so much ground In a very 

short period of time. 
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