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ACRONYMS

ADRA Adpventist Development & Relief MOA Ministry of Agroculture
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DMO District Medical Officer RHC Road to Health Chart

EOQOP End of Project RN Registered Nurse
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GM Growth Monitoring SED Small Enterprise Development
GOZ Government of Zambia SM Safe Motherhood
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LBW Low Birth Weight WCBA Women of Child Bearing Age
MCH Mother and Child Health WHO World Health Organization

MD Medical Doctor
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Section A. FIELD PROJECT SUMMARY

DIP Table A: Field Project Summary

Cooperative Agreement No: #FA0-0500-A-00-5025-00
Project Duration (mm/dd/yy):

Start Date - October 1, 1995

Estimated Completion Date - September 30, 1999

1. Percent of total USAID contribution by intervention

Immunization 15 $134,991
Diarrhea Case Management 15 $134,991
NutritioW it A/IGM 25 $224,986
Micro nutrients

Pneumonia Case Management

Maternal Care/FP 25 $224,986
Malaria Prevention & Management

HIV/AIDS Prevention 20 $179,988
Total 100% $899,942

2. Size of the Potential Beneficiary Population

Current Population within Each Age Group

Number of Potential Beneficiaries

Infants, 0-11 months 4,967
Children, 12-23 months 4,166
Children, 24-59 months 14,422
Children, 60-71 months 4,807
Females, 15-49 years 28,630
Total Potential Beneficiaries per Year 56,992
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Section B

¥

Project Goals and Objectives

DIP Table B: Project Goals and Objectives

Project Goals: To improve the health of mothers and children in rural Chipata District and five contiguous wards of Chadiza District

IMMUNIZATION (15%)

Increase the percent of children
12-23 months of age who are fully
immunized from 77.8% to 85%.

Decrease the overall immunization
dropout rate from 12.2% to 8%.

Assess, improve, and monitor the
cold chain.

Percent of children 12-23
months who received
DPT1. [Survey]

Percent of children 12-23
months who received
DPT3. [Survey]

Percent of children 12-23
months who received
measles vaccine. [Survey]
Percent change between
DPT1 and DPT doses for
children 12-23 months.
[Survey]

Change in number of
working refrigerators.
Temperatures of vaccines
at all stages of cold chain.
[Observation; HC records,
Daily cold chain
temperature monitoring
report]

1. Training for 100 new CHWs,

2. Refresher course for existing
CHWs.

3. Training for 50 new TBAs.
4, Refresher course for 35
existing TBAs.

5. Monitor vaccine
accessibility.

6. Train HC staff in Quality
Assurance of cold chain.

7. Monitor cold chain.

8. Seek funding to replace
broken refrigerators.

9, Collaborate with MOH in
disease surveillance .

1. 100 CHWs trained.

2. 50 CHWs retrained.

3. 50 TBAs trained.

4. 35 TBAs retrained.

5. Supervision of outreach clin-
ics for accessibility coverage.

6. Staff at 14 health centers.
trained in Quality Assurance of
cold chain.

7. Supervision of cold chain
monitoring.

8. Proposals written for funding
for refrigerators.

9. Regular monthly meetings
with MOH to discuss disease
surveillance

1. Training Report.

2. Training Report.

3. Training Report.

4. Training Report.

5. Monthly Supervision
Report.

6. Training Report.

7. Monthly Supervision
Report (Daily cold chain
temperature monitoring
report).

8. Observation.

9. Quarterly Activity Reports.

6 ADRA/Zambia CS XI Detailed Implementation Plan - April 1996




NUTRITION/Vitamin A/GM (20%)

Increase the percent of children
less than four months of age who
are being exclusively breastfed
from 2.2% to 20%.

Increase the percent of children
less than 24 months of age who
were breastfed within the first 8
(eight) hours after birth from 77%
to 87%.

Increase the percent of children
between 20-24 months still being
breastfed from 60.5% to 70%.

Increase the percent of mothers
with infants under 24 months of
age who know that solid/semi-
solid food should be given from
four months onward from 96.2%
to 100%.

Increase the percent of mothers
with <24 month infants with a
growth-monitoring card indicating
the child has been weighed in the
preceding four months from
68.3% to 80%.

Decrease the percent of
children less than 24 months old
who are underweight for age from
31% in Chadiza District to 20%
and from 26% to 20% in Chipata
South . (Note: A complete
anthropometric survey report will
be submitted to USAID at a later
date)

Increase the percent of women
who ate more food than usual
during the last pregnancy from
32.4% to 55%

Increase the percent of women
with kitchen gardens from 69.4%
t0 80%.

Percent of children less than
four months of age who are
being exclusively breastfed.
[Survey]

Percent of children less than
24 months of age who were
breastfed within the first 8
(eight) hours after birth.
[Survey]

Percent of children between
20-24 months still being
breastfed. [Survey]

Percent of mothers with
infants under 24 months of
age who know that
solid/semi-solid food
should be given from four
months onward. [Survey]
Percent of mothers with
infants under 24 months of
age who have a growth
monitoring card and have
been weighed in the
preceding four months.
[Survey]

Percent of children
underweight for age.
[Health Center data.]
Percent of women with kit-
chen gardens. [Survey]

1. Training for 100 new CHWs.
2. Refresher course for existing
CHWs.

3. Training for 50 new TBAs.
4. Refresher course for 35
existing TBAs.

5. Community thought leaders
(elders, VHCs, teachers,
religious leaders, traditional
healers, leaders of youth and
women’s groups) trained in key
messages.

6. Child-to-child leaders trained
in peer education.

7. Key messages to children
through Child-to-child leaders.
8. Key messages to children
through peer education.

9. Supervision follow-up.

10. Ethnographic research to
determine why many children
are not fed properly.

11. Design teaching/learning
materials and strategies based
on results of research..

1. 100 CHWs trained.

2. 50 CHWs retrained.

3. 50 TBAs trained.

4. 35 TBAs retrained.

5. 1000 community leaders
trained.

6. 100 Child-to-child leaders
trained and supervised.

7. 50 Child-to-child leaders
deliver at least one key message
monthly during academic year.
8. 1000 children conduct peer
education .

9. Monthly meetings with 150
CHWs; quarterly supervision by
HC/project staff.

10. Ethnographic research
conducted to determine why
many children are not fed
properly.

11. Teaching/learning materials
and strategies designed, tested,
used.

1. Training Report.

2. Training Report.

3. Training Report.

4. Training Report.

5. Training Report.

6. Training Report and
Monthly Supervision Report.
7. Monthly CHW Report,
Quarterly Child-to-child
Meeting/Report.

8. Observation by CHWs/-
Community leaders.

9. Monthly supervision
Report; Quarterly Report; HC
reports .

10. Research Report.

11. Materials Developed;
Training Reports.
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VITAMIN A

Increase the percentage of children
12-23 months who have received
at least one dose of Vitamin A in
the last six months from 48.6% to
70%.

Percent of children 12-23
months who have received
at least one dose of Vitamin
A in the last six months.
[Survey]

1. Training for 100 new CHWs.
2. Refresher course for existing
CHWs.

3. Refresher course for HC
staff,

4. Monitoring Vit. A
distribution

1. 100 CHWs trained.

2. 50 CHWs retrained.

3. Staff at 14 health centers
trained in Vit. A protocol.

4. Regular random checking of
Children’s Clinic Card for Vit.
A.

1. Training Report.

2. Training Report.

3. Training Report.

4. Monthly Supervision
Report.
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Increase the percent of children
less than 24 months of age with
diarrhea during the last two weeks
who were treated with: ORS from
81.1% to 90%; cereal-based ORT
from 4.1% to 25%.

CONTROL OF DIARRHEAL DISEASES (15%)

Percent of children less then
24 months of age with
diarrhea during the last two
weeks who were treated
with ORS and with cereal-
based ORT. [Survey]

1. Training for 100 new CHWs.
2. Refresher course for existing
CHWs.

3. Training for 50 new TBAs.
4. Refresher course for 35
existing TBAs.

5. Community thought leaders
(elders, VHCs, teachers,
religious leaders, traditional
healers, leaders of youth and
women’s groups) trained in key
messages.

6. Child-to-child leaders trained
in peer education.

7. CHWs advise, treat, and
refer.

8. Key messages to children
through Child-to-child leaders.
9. Key messages to children
through peer education.

1. 100 CHWs trained.

2. 50 CHWs retrained.

3. 50 TBAs trained.

4. 35 TBASs retrained.

5. 1000 community leaders
trained.

6. 100 Child-to-child leaders
trained and supervised.

7. 150 CHWs advise, treat, and
refer properly.

8. 50 Child-to-child leaders.
deliver at least one key message
monthly during academic year.
9. 1000 children conduct peer
education.

1. Training Report.
2. Training Report.

3. Training Report.

4. Training Report,

5. Training Report.

6. Training Report and
Monthly Supervision Report.
7. Monthly CHW Report, HC
staff observation.

8. Monthly CHW Report,
Quarterly Child-to-child
Meeting/Report.

9. Observation by CHWs/-
Community leaders.
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MATERNAL HEALTH AND FAMILY PLANNING (25%)

Increase the percent of mothers

who have at least one prenatal visit

with a health professional from
40.0% to 70%.

Increase the percent of mothers
who know a pregnant woman
should first see a health
professional during the first
trimester of the pregnancy from
28.1% to 50%.

Increase the percent of mothers of

children less than 24 months of
age who wish to delay their next

pregnancy by two years who use a
modern birth control method from
26.4% to 40% in the target region.

Percent of mothers who
have at least one prenatal
visit with a health
professional. [Survey]
Percent of mothers who
know a pregnant woman
should first see a health
professional during the first
trimester of the pregnancy.
{Survey]

Percent of mothers of
children less than 24
months of age who wish to
delay their next pregnancy
by two years who use a
modern birth control
method. [Survey]

1. Training for 100 new CHWs.
2. Refresher course for existing
CHWs.

3. Training for 50 new TBAs.
4. Refresher course for 35
existing TBAs.

5. Community thought leaders
(elders, VHCs, teachers,
religious leaders, traditional
healers, leaders of youth and
women’s groups) trained in key
messages.

6. Supervision follow-up.

1. 100 CHWs trained.

2. 50 CHWs retrained.

3. 50 TBAs trained.

4, 35 TBAs retrained.

5. 1000 community leaders
trained.

6. Monthly meetings with 150
CHWs and 85 TBAs; quarterly
supervision by HC/project staff.

1. Training Report.

2. Training Report.

3. Training Report.

4. Training Report.

S. Training Report.

6. Monthly supervision
Report; Quarterly Report.

ADRA/Zambia CS XI Detailed Implementation Plan - April 1996




Increase the percent of WCBA
who know the means of HIV/-
AIDS transmission: mother to
child, from 9.7% to 40%; blood,
46.3% to 65%; sexually, from
58.7% to 80%.

Increase the percent of youth
who know the means of HIV/-
AIDS transmission: mother to
child, from 2.8% to 40?%; blood,
needles, 37.2% to 70%; sexually,
from 69.4% to 90%*

Increase the percent of adult
males who used a condom during
their last sexual intercourse with a
non-regular sexual partner from
29.1% to 55%.*

Increase the percent of youth
who say they have changed their
sexual behavior to avoid getting
AIDS from 42.7% to 75%.*

* (Note: A complete survey report
will be submitted to USA at a later
date.)

Percent of WCBA who
know the means of HIV/-
AIDS transmission: mother
to child, blood, and
sexually. [Survey]

Percent of youth who know
the means of HIV/AIDS
transmission: mother to
child, blood, and sexually.
[Survey]

Percent of males who used
a condom during their last
sexual intercourse with a
non-regular sexual partner.
[Survey]

Percent of youth who say
they have changed their
sexual behavior to avoid
getting AIDS. [Survey]

AIDS PREVENTION (20%)

1. Training for 100 new CHWs.
2. Refresher course for existing
CHWs.

3. Training for 50 new TBAs.
4. Refresher course for 35
existing TBAs.

5. Community thought leaders
(elders; VHCs; teachers;
religious leaders; traditional
healers; leaders of youth, men
and women’s groups) trained in
key messages.

6. Child-to-child leaders trained
in peer education.

7. Key messages to children
through Child-to-child leaders.
8. Key messages to children
through peer education.

1. 100 CHWs trained.

2. 50 CHWs retrained.

3. 50 TBAs trained.

4. 35 TBAs retrained.

5. 1200 community leaders
trained.

6. 50 Child-to-child leaders
trained and supervised.

7. 100 Child-to-child leaders
deliver at least one key message
monthly during academic year.
8. 1000 children conduct peer
education.

1. Training Report.
2. Training Report.
3. Training Report.
4. Training Report.
5. Training Report.

6. Training Report and

Monthly Supervision Report.

7. Monthly CHW Report,
Quarterly Child-to-child
Meeting/Report.

8. Observation by CHWs/-
Community leaders.
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Section C. PROJECT LOCATION

C.1 Location Maps
(See Annex II)

C.2 Location Description  The project will be
located in the Eastern Province of Zambia, within the Cha-
diza and Chipata Districts. Project coverage of the Cha-
diza District will be district-wide (10,430 households),
while coverage in the Chipata District will focus on the
catchment area of the Mwami Adventist Hospital (6,785
households). The selected areas are overwhelmingly rural
in a province that is 85 percent rural.

Current levels of infant, child, and maternal mortality in
the Eastern Province of Zambia, and in the targeted areas
are high, and have been rising for the various age groups
over the past 14 years. Reports indicate that national
infant mortality rates rose to 89/1000 in the mid-1980s and
to 108/1000 in the period from 1987-1991. (Zambia
Demographic and Health Survey, 1992). UNICEF reports
that informed health professionals currently place the IMR
between 100 and 120/1000 (Zambia Country Programme
Report, GRZ/UNICEEF, 1990).

The government of the Republic of Zambia’s National
Plan of Action reports that “during infancy, respiratory
infection, diarrheal di§§§s¢s, and malaria account for just
over 30% of deaths.™ It ists principal causes of mortality
in newborns as prematurity (eight percent of all deliveries),
birth asphyxia, infection (including tetanus), and
congenital malformations.

" Zambia’s under-five mortality rate was documented at
202/1000 in 1992 (ZDHS). Nationally, the major causes of
morbidity and mortality for children between the ages one
to five years are malnutrition (contributing between 20-30
percent of pediatric admissions, and accounting for 40% of
hospital pediatric deaths), and diarrheal disease
(accounting for 20-25 percent of pediatric admissions),
with dysentery and cholera adding to the mortality.
Malaria accounts for 15 percent of pediatric admissions,
and acute respiratory infections 20-25 percent. AIDS
causes significant morbidity in special populations
(National Plan of Action). Morbidity due to immunizable
diseases has declined since the launching of the Universal
Child Immunization (UCI) Programme in 1987, though
rates of immunization have recently dropped.

Maternal mortality, based on hospital data, is estimated at
202/100,000 live births (Zambia Country Programme).
The major underlying causes of maternal mortality are
reported as young age at first pregnancy (average 17.9
years), lack of birth spacing, lfgzggf,l@gvxle,dwigh
risk pregnancies on the part of both service providers and
users, high numbers of deliveries supervised by untrained
personnel, poorly equipped health Tacilities, poor referral

systems, and the use of some damaging traditional
practices during labor (Zambia Country Programme).

The Eastern Province is among Zambia’s poorest. Surveys
have demonstrated that there is a higher incidence of
poverty among rural Eastern Province households (Zambia
Country Programme, UNICEF), and that rural infant
mortality rates and child mortality rates are higher than in
the other provinces (ZDHS, 1992). In the Eastern Province
56 percent of rural residents earn less than official poverty
level for Zambia.

The majority of rural Zambian households do not consume
their own produce, but rather sell it immediately after
harvest to generate income. Therefore, food security is
poor, particularly during the seasons between harvests, as
cash from the previous harvest is depleted. Rising food
prices, inflation, and unemployment have hit women and
children most heavily. Malnutrition is on the increase,
from a national figure of 6.1% underweight in the under-
five age group in 1980 to 20 % in 1990. In rural areas, the
percentage of underweight children is more than double
that of urban areas. In the Eastern Province, the figures are
among the highest in the country, with fully 48% of the
children recorded as stunted, 23% undernourished, and 5%
wasted. To add to the area’s vulnerability, fully 30 percent
of Eastern Province households are female-headed, the
largest share in the country. These households are among
the poorest in the districts.

The Eastern Province is the third most populated province
in the country, yet its health coverage is among the lowest,
with only 75 TBAs per 100,000 population, and 54 CHWs
per 100,000 population. The District Health Offices of
Chadiza and Chipata Districts cites as a critical problem a
lack of adequate numbers of personnel for health extension
services. In the Chipata District there are currently only 99
trained CHWs and 154 trained TBAs. District health staff
in both target districts were unable to estimate those CHWs
and TBAs still active in their villages.

At present, three major factors in the Chadiza and Chipata
districts of Zambia combine to produce the poor health
status of rural mothers, their infants and children. First is
the lack of physical access to primary health care. In the
Eastern Province half of the population’s access to rural
health clinics and hospitals is below optimum levels: 41%
are within 6-15 km, and 10% are 16 km or further. Rural
health center (RHC) staff in both districts reported to the
ADRA planning team that patients typically are not
brought to the clinic until the iliness has reached acute sta-
ges.

The second factor is the weak health care structure at the
district level. Even for those enjoying closer proximity to
health facilities, this does not always translate into
adequate primary health care. The serious lack of staff and
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resources at the district level has significantly reduced the
effectiveness of the rural health clinic (RHC). Extension
efforts beyond the RHC are typically sporadic. Residents
usually receive health services only when they travel to the
RHC, when staff are present at the time of the visit, and
when medicines and materials are available at the time of
the visit. Only when all of these conditions coexist is
health care provided.

The weakest link, however, is in the village itself. Mothers
lack a basic knowledge of home management of disease.
Because of a shortage of resources, the District Health
Office is unable to hold refresher training sessions for
TBAs and CHWs, who constitute the main sources of
information for the mother. In the past two years, except
for the limited training given by the Mwami SDA Hospital
in the Chipata District for TBAs and CHWs, and a recent
training session in DCM for CHWs in the Chipata District,
no training has been undertaken by the MOH in Chipata
District, and no training whatsoever was available in
Chadiza District. There is, therefore, a minimal and often
nonexistent capacity at the village level to provide home
based management of the major causes of maternal and
child morbidity/mortality.

Section D. PROJECT DESIGN

D.1 Summary of Overall Project Design

This project is designed primarily as a support to the
existing or planned services of Mwami Hospital and the
Chipata and Chadiza Districts” Ministry of Health. It is
based on a community development approach to creating
sustainable health promotion activities. The project office
is located at Mwami Hospital which has an active
community outreach program in southern Chipata District.
Most project activities will be fully integrated with the
Ministry of Health, Ministry of Education, and/or the
Ministry of Agriculture. For example, all training and
supervision of CHWs and TBAs will be done jointly with

the MOH. The role of the project is to organize, facilitate,
assist, and monitor; the MOH will actually continue to be
in charge of the CHWs and TBAs as they are currently.
While the basic MOH curricula will be followed, ADRA
staff will ensure that all aspects of CS interventions are
thoroughly covered. Refresher courses in CS interventions
for existing CHW's and TBAs will also be conducted joint-
Iy with MOH staff.

Another component of the CS activities involves training
and facilitating Child-to-child health educators. This will
be a joint activity of the project and the MOE which
already has begun introducing this program into some
schools. MOE and ADRA staff will cooperate in all
aspects of project activities relating to Child-to-child
education. Anti-AIDS clubs have also already begun
through the MOE; ADRA’s role will again be to facilitate.

In cooperation with Ministry of Agricultural extension
agents, CHWs, community members and school children
will be taught methods of food and seed preservation as
well as inexpensive fertilizer and insect control techniques.
This practical education will reduce the need for continued
input of food, seeds and fertilizer from outside agencies to
provide proper nutrition for mothers and children.

Baseline survey results were used to develop project
objectives. The survey utilized a modified standardized
questionnaire developed by John Hopkins University and
was conducted using the 30-cluster sampling method. It
was given to a random sampling of mothers with children
below the age of 24 months (n=300 children) in Chadiza
District and the five contiguous wards of Chipata District.
The baseline percentages were used in setting the objective
percentages and in determining the emphasis of the
interventions. The mean age of children in the survey was
11.4 months. Key effect and knowledge indicators are
shown in the following chart:

Baseline Survey

solid foods).

(b) Initiation of breastfeeding within the first eight after birth.

2. Appropriate Infant Feeding Practices: Exclusive Breast-feeding Percent of children
(<4 months) who are being given only breastmilk.

3. Appropriate Infant Feeding Practices: Introduction of Foods. Percent of infants/-
children between 5-9 months who are being given solid or semi-solid foods. 96.2

4. Appropriate Infant Feeding Practices: Persistence of Breast-feeding. Percent of
children between 20-24 months who are still breastfeeding (and being given solid/semi-

Results%
Nutrition 1. Appropriate Infant Feeding Practices: Initiation of Breast-feeding
Improvement (a) Percent of children less than 24 months old who were breastfed within first hour
after birth. 46.3

@

60.5
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 Intervention ey Effect Indicators. _Baseline Survey -
- _ Results%
DCM 5. Management of Diarrheal Diseases: Continued Breast-feeding. Percent of infants/-
children (<24 months) with diarrhea in the last two weeks who were given the same
amount or more of breastmilk, 56.1%
6.  Management of Diarrheal Diseases: Continued Fluids. Percent of infants/children
(<24 months) with diarrhea in the past two weeks. 52.6%
7. Management of Diarrheal Diseases: Continued Foods. Percent of infants/children
(<24 months) with diarrhea in the past two weeks who were given the same amount or
more food. 35.1%
8.  Management of Diarrheal Diseases: ORT Usage. Percent of infants/children (<24
months) with diarrhea in the past two weeks who were treated with ORT. 81.1%
EPI 10. Immunization Coverage (Card): EPI Access. Percent of children 12-23 months who
received DPTI., 96.5%
11. Immunization Coverage (Card): EPI Coverage. Percent of children 12-23 months who
received OPV3. 87.5%
12. Immunization Coverage (Card): Measles Coverage. Percent of children 12-23 months
who received measles vaccine. 84.7%
13. Immunization Coverage (Card): Dropout Rates.
(a) Percent of ‘drop-outs’ between DPT1 and DPT3. 10.8%
(b) Overall dropout rate: Percent of ‘dropouts’ between BCG and measles. 12.2%
MCH 14. Maternal Care: Maternal Card. Percent of mothers with a maternal card. 46.0%
15. Maternal Care: Tetanus Toxoid Coverage (Card). Percent of mothers who received
two doses of tetanus toxoid vaccine. 33.7%
16. Maternal Care: One or More Prenatal Visits. Percent of mothers who had at least one
prenatal visit, 40.0%
17. Maternal Care: Modern Contraceptive Usage. Percent of mothers who desire no more
children in the next two years, or are not sure, who are using a modern contraceptive
method. 26.4%
Recommended Knowledge Indicators
1. Mother’s Literacy. Percent of mothers who are literate. 33.6%
2. Immunization Knowledge: Timeliness of Measles Vaccine. Percent of mothers who
know measles vaccine should be given at nine months. 25.0%
3. Immunization Knowledge: Tetanus Toxoid Protection. Percent of mothers who know
that tetanus toxoid protects both the child and the mother. 27.4%
4, Matemnal Care Knowledge: Timeliness of Ante-Natal Care. Percent of mothers who
know that pregnant women should start prenatal care before the third trimester. 97.7%

Project interventions by percentage of activity are:
Nutrition/Vitamin A, 25%; Maternal Care/Family
Planning, 25%; HIV/AIDS Prevention, 20%;
Immunization, 15%; Diarrheal Control, 15%.

In addressing these issues, ADRA will focus chiefly on the
mother, the CHW, and the TBA as the primary care givers.
During the first two and a half years of the project, 100
new and 50 current CHWs will be trained in the project
interventions. Community Health Workers and Traditional
Birth Attendants, both new and existing, will be trained in
the main rfiessages related to all interventions. The training
schedule for Year One is: refresher course for 25 CHWs
and 10 TBAs; training for 20 new CHWs and 10 new
TBAs. The training schedule for Year Two is: refresher
course for 25 CHWs and 25 TBAs; training for 60 new
CHWs and 30 new TBAs. In Year Three, 20 CHWs and
10 TBAs will be trained. For content of training in

nutrition, see Table D; CHW Manual (Annex VI), pages 1-
9, 16-21.

Each CHW, in turn, will cooperate with the MOH, Mwami
Hospital, and the project in community health promotion
activities. They will publicize both static and mobile
clinics, following up on immunization defaulters. They
will be trained and assisted in promoting key intervention
messages to the individual mothers, families, and
community groups. CHWs will learn and teach health pro-
motion/disease prevention skills and home management
methods for diarrhea.

The TBAs will similarly be given training in pre- and post-
natal care, and in how to recognize danger signs for high
risk pregnancies, raising the number of active TBAs by 50.
Essential knowledge will be transferred from the project to
health workers and then to mothers, thereby empowering
women within their villages. Beneficiaries will be
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identified mainly by CHWs and TBAs who will encourage
them to become involved in interventions; others will be
enrolled directly at the HC or hospital.

Community thought leaders (elders; members of Village
Health and Development Committees; teachers; religious
leaders; traditional healers; leaders of youth, men and wo-
men’s groups) will be trained in the key messages of all
interventions so they may support the work of the CHW
and TBA. CHWs will be assisted in conducting health
education meetings with formal and informal community
groups. Child-to-child leaders will be trained in the key
messages (where appropriate) which they will
communicate to school children; health messages will be
given to other children through peer education.

D.2  Collaboration and formal agreements
The project is designed to rely heavily on the Ministry of
Health to provide the majority of direct services. ADRA
will pursue a strategy of joint implementation of activities
with MOH counterparts, thereby strengthening their
supervisory and training skills, and encouraging the
continuation of activities initiated by the project. Other
organizations that are also involved in community
development have been part of the planning process and
will be included in the monitoring: Ministry of
Education’s Child-to-child program; Ministry of
Agriculture; Mwami Hospital; Mwami Nursing School;
Sacred Heart Parish; St. Anne’s Schools; and the Seventh-
day Adventist Regional Health Department. The referral
centers for malnourished children will be rural health
centers, the three hospitals accessible to inhabitants of the
project area (Mwami Adventist Hospital, Chipata General
Hospital, St. Francis Hospital), and non-governmental
nutritional organizations, like the Chipata Nutrition Group,
" and Muzeyi.

Planned Parenthood Association of Zambia, the ADRA

CBD project, and the Family Planning Association of
Zambig (funded by John Siow; Inc:) have been involved in
project plainning ii-continge o be an integral part of

activities such as condom supply, development of health
education materials, and community sensitization/-
motivation.

Participants at the five day DIP workshop included
representatives from: Ministry of Health (regional as well
as both districts); Regional and district Ministry of
Education; Ministry of Agriculture; Provincial Child care
Office; Chipata Nursing School; Mwami Hospital; Mwami
Nursing School; Planned Parenthood Association of
Zambia; Sacred Heart Parish; St. Anne’s Schools; Seventh-
day Adventist Regional Health Department. During the
workshop, delegates from the various organizations
collaborated together to refine a plan of action for the
project.

D.3  Technical Assistance  Technical
assistance will be sought for supervision training, Quality
Assurance of the cold chain, ethnographic research, and
development of health education materials. The first
source of assistance will be USAID/Zambia and the
BASICS project. Further assistance in HIS/IEC and QA
will be sought from PVO CSSP at JHU in September
1996, and March 1997 respectively.

The first workshop for MOH staff will be on Quality
Assurance of the cold chain. It will be conducted after the
needs assessment has been made and more functional
hardware are in place.

Five sets of workshops on supervision training are
scheduled to coincide with the training of CHWs and
TBAs. MOH staff will be trained in supervisory skills on a
phase-in basis; MOH staff will be trained as additional
CHWs and TBAs are added to their catchment areas. The
first training will be early in the Second Year of the project
with the final supervisory training taking place in the latter
half of the Third Year.

Ethnographic research in nutrition followed by the
development of appropriate health education, methods and
materials will begin in Year Two. It is anticipated that
technical assistance will be required to understand why
many children are not properly fed and how to change that
situation,

D.4 Detailed Plans by Intervention
Section D4.a Immunization

4a.1 Incidence & Outbreaks Immunization
coverage in Zambia was reported to be 64% in 1993, In
that year there were outbreaks of measles in the Eastern
Province where 700 cases and 50 fatalities were reported.
(Zambia Child Health Project Paper, USAID, May 1995)

Chipata and Chadiza districts monitor some vaccine
preventable diseases in hospitals and static/outreach
clinics; data is reported monthly to the Provincial Health
Office. While the data is good, it has two limitations: a)
not all health centers submit reports monthly; and b) the
target population is not based on reliable census data
resulting in questionable denominators and/or the inability
to determine percentages of coverage.

In 1995 reported cases of vaccine preventable diseases in
children under five years old were as follows: for Chipata
District, there were 596 cases of measles while in Chadiza
District there were 68; there were 124 and 2 reported
cases of whooping cough in the two districts respectively;
acute poliomyelitis cases were 284 in Chipata while Cha-
diza had none; suspected cases of tuberculosis were 104
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and 19 . (Eastern Province MOH Statistical Office, 1995 than Chipata in terms of location, transportation, and
cumulative report) [The lower Chadiza figures may be communication between health centers and the district
more an under-reporting error than an actual difference in office.]

incidence rates; Chadiza has more logistical challenges

4a.2 Baseline Coverage Estimates

h onths of
No BCG Yes BCG
# % # %
8 5.6 137 94.4

# %o # % # % DO Freq | DO Rate
140 972 | 133 | 924 126 87.5 14 10.0

139 96.5 132 91.7 124 86.1 15 10.8

22 15.3 122 34.7

# % # %

33 22.2 112 77.8

4a.3 MOH Policies

See Annex IV for MOH Immunization schedule and 4a.4 Knowledge & Practice Reported

policies. Immunizations: 91.7% of mothers surveyed reported that
their child had received at least one immunization.
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Knowledge of age for measles immunization: 75% did
not know that a child should receive the measles vaccine at
nine months of age.

Knowledge of reasons for tetanus toxoid vaccinations:
27.4% stated that the main reason pregnant woman need to
be vaccinated with the tetanus toxoid (TT) vaccine is to
protect both mother and new born. 8.4% said it protects
only the mother, and 39.5% said it only protects the new
born. 24.7% stated that they did not know or reported
something other than the categories listed in question 25.
Knowledge of number of tetanus toxoid vaccinations
necessary for protection:. 53.4% stated that a pregnant
woman needs more than two TT injections to protect the
new born infant from tetanus. 15.4% said that a pregnant
woman needs two TT, 14.4% said that a pregnant woman
needs one injection, and 2.3% said that none were needed.
14.4% said that they did not know. In summary, 68.8%
stated that a pregnant woman needs at Ieast two TT
injections to protect the new born infant from tetanus; and
31.2% stated that none was needed, one was needed or did
‘not know.

Tetanus toxoid injections indicated on maternal health
card: 73.2% had two or more TT vaccinations. 15.2%
had one TT injection indicated on the card. 11.6% had
none.

Possession of immunization card: 93.6% were able to
show an immunization card for their child. 4.7% said their
child had never had an immunization card and 1.7% of the
mothers reported that they had lost the card.

The baseline survey results in this module were
surprisingly high, although immunization statistics for
Zambia are also relatively high (according to MOH and
State of the World’s Children 1995 estimates). However,
occasional outbreaks of some childhood diseases (e.g.
measles) indicate a possible problem with either the system
of recording immunizations or with the quality of the cold
chain (vaccine viability).

4a.5 Immunization Objectives
(a) Increase the percent of children 12-23 months of age
who are fully immunized from 77.8% to 85%.

(b) Decrease the overall immunization dropout rate from
12.2% to 8%.

4a.6 Approach Coverage is fairly good (77.8%
fully immunized) but outreach clinics have two problems:
quality of the vaccines and attendance at the clinics. Long
distances are a major barrier to achieving full
immunization coverage in the project area. Training an
additional 100 CHWs in Year Two will enable better
publicity of outreach clinics so attendance can be higher.
A refresher courser in Year One will update the existing 50
CHWs and encourage them to fully participate in
promoting immunizations. TBAs can also play a larger
role in encouraging immunizations; both new and existing

TBAs will be trained in the value and schedule of
immunizations in Year Two. For content of training in
immunization, see Table D; CHW Manual (Annex VI),
pages 67-69; and TBA Training Manual (Annex VII), page
18.

Actual immunizations are given only by trained medical
staff with CHWs motivating and mobilizing the
community.

The outbreaks of measles and whooping cough, even
though coverage is high, indicates an apparent problem
with the quality of the cold chain. An assessment of cold
chain supply hardware needs will be completed in the third
quarter of the first year. Additional funding will be sought
to replace the large items (refrigerators) and the project
will supply the small ones such as thermometers, sterilizing
units, and cold packs.

In the second year Health Center staff will be trained in
techniques of Quality Assurance as they apply to the cold
chain. Project staff will assist MOH in monitoring the cold
chain, Technical Assistance will be sought for both
training in Quality Assurance and setting up the monitoring
system.

Monthly meetings will be held at each Health Center where
immunization coverage, disease surveillance, and Quality
Assurance of the cold chain will be discussed. Quarterly
meetings will be held with district-wide MOH, MOE,
MOA on items of common interest as they relate to Child
Survival.

4a.7 Individual Documentation_ The Project
will use the attached Children’s Clinic Card for
immunizations and growth monitoring. (See Annex IV.)
When lost, a new card is issued and marked “Second
Card”. No mass campaigns are anticipated as the coverage
will be achieved through regularly scheduled static and
mobile clinic services. The MOH plans to assume all costs
of cards and forms. Project expenses will be mostly
related to transport.

At the present time, TT vaccinations are recorded on a
separate card kept by the mother. (See Annex IV.) Once
the child is born, the card is usually discarded. There is
also a space on the Ante-natal/Post-natal card to record
TT. In collaboration with the MOH, the project will assess
the best place to record TT and ways to encourage women
to keep their cards.

4a.8 Drop-outs - Children Many drop-outs were
caused because some scheduled outreach clinics never
happened. Lack of transport was one reason. Even more
significant has been the failure of at least two RHC
refrigerators. Since vaccines had to be carried from a
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distance just to reach the HC, regularly scheduled mobile
clinics could not take place from the static clinic. When
outreach clinics became irregular, many people stopped
attending. Assessing and addressing the hardware needs of
the cold chain will decrease the number of drop-outs as
well as improve the quality of the vaccines.

Some mothers have lost confidence in the measies vaccine
since children with the vaccine were still getting measles.
Regular monitoring of temperatures should ensure more
viable vaccines and thus encourage the vaccination of
children against measles and other diseases. CHWs will be
encouraged to keep records of children in their catchment
area and follow-up on defaulters.

4a.9 Drop-outs - Women Women drop out of the
immunization program for the same reasons that children
do. In addition, many women (and their advice givers) do
not feel it is important for a woman to have immunizations.
CHWs and TBAs will be encouraged to keep records of
women in their catchment area and follow-up on
defaulters.

4a.10 Population: The estimated beneficiary
population for women of childbearing age, all of whom
will be targeted for TT, is 28,630.

Children 0-11 months of age will be targeted for
immunizations. The estimated beneficiary population of
children 0-11 months is 4,967. Five visits will be required
to reach full coverage by 12 months of age (4967 children
x 5 visits = 24,835 the first year). The number of visits
for years two, three and four will be slightly larger as it is
-estimated that 5520, 5560 and 5920 children will be born
in each of those respective years.

4a.11 Cold Chain Support HC staff will be
trained in Quality Assurance which should improve the
existing system. The project will purchase cold packs,
sterilizing units, and thermometers after a needs
assessment is conducted. The survey of the status of cold
chain equipment will be completed during the third quarter
of the first year; small items will be purchased in the
following six months. Other moneys will be sought for
replacing at least two refrigerators which are no longer
working properly.

4a.12 Surveillance EPI disease surveillance will be
conducted at the HC level. Project staff will analyze data
with HC staff at regular meetings. Technical assistance
will be sought in the development of monitoring tools, but
it is assumed they will be based on those used elsewhere.
(See Annex IV.)

Reference Materials
1. EPI Manual: Universal Child Immunization Programme,
Zambia. Published by the Ministry of Health, Zambia, 1992.

2. Zambia Child Health Project Paper, USAID, May 1995.
3. 1995 Cumulative Report of Eastern Province MOH Statistical
Office.

Section D.4b Nutritional Improvement
4b.1 Nutritional Improvement

4b.1a Baseline: The 1992 Zambia Demographic and
Health Surveys analyzed the nutritional status of children.
Percentages of moderate or severely underweight children
as measured by weight for age was as follows: less than
six months old, 4.3%; 6-11 months, 22.8%; 12-23 months,
44.5%; 24-35 months, 43.4%. (Zambia Child Health
Project Paper, USAID, May 1995)

Even though clinic data is not representative of the entire
population, it does give some information. Of all children
under five seen at Chadiza MCH clinics in Dec.’94-
Jan.’95, 27% were underweight (below lower line on the
MOH children’s clinic card, which records weight for age).
Chipata reported 39% for the same period (Food Security,
Nutrition and Health Monitoring System, January/February
1995 Report)

In 1995 the three Chipata hospitals and 29 rural health
centers reported 864 and 2772 cases respectively of
malnutrition in children under five years of age. Chadiza’s
total for the same period was 1390. Growth is measured
by weight for age using Salter scales. (Eastern Province
MOH Statistical Office, 1995 cumulative report). Chipata
District data indicates a 31% malnutrition rate. 6.1% of
the under-fives are severely malnourished and eligible for
food supplementation.

The CS Project has done a weight-for-age survey using the
30 cluster random sampling techniques. Draft results
showed, 58.5% were growing well, 16.9% were not
growing, 24.6% were losing weight. Based on the child’s
middle upper arm circumference, 71.7% were normal,
19.1% were in a dangerous category, and 9.2% were very
dangerous. Full analysis will be done in the next few
weeks.

Due to widespread economic insufficiency, the nutritional
status of children is closely related to seasonality and to the
farming practices common in the area. During the rainy
season (September-March), most of the planting and
cultivating takes place. During this time, last year’s
harvest is consumed, but by January and February, the
food is gone, and the new harvest is not yet ready. Protein
foods are planted to a very limited extent, and these are
often cash crops. Young children are hard hit by the lack
of food, especially since many mothers/caretakers feed
children of all ages together, and the smallest are often left
hungry, or do not get food which is appropriate for their
age and taste. Also, during the most work-intensive parts
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of the year, the parents may be in the field most of the day,
leaving young children to fend for themselves. In addition
to the agriculture-based problems, child spacing is poor,
resulting in smaller infants, and less breastfeeding of older
infants/young children. Supplementary foods are
introduced much too early, and are usually of low
nutritional quality, or limited variety.

4b.1b Current Knowledge and Practice
Prevalence and persistence of breastfeeding: 94.7% of
mothers reported that they are currently breastfeeding their
child. Of those mothers in the survey with a child 20 - 23
months of age, 39.5% said that they were not breast
feeding. 85.7% said that they had breastfed their child in
the past and 14.3% said they had not breastfed.

Exclusive breastfeeding: Of the children, 0-3 months of
age (n=45), 2.2% were being exclusively breastfed. In
other words, they were not being given any of the food/-
fluid categories listed in question 8a- 8i. Of the 97.8% of
the mothers who were not exclusively breastfeeding.
88.4% were adding water and herbal teas.

Improvement of breast-feeding: Respondents gave the
following suggestions as to what a mother could do in the
baby’s first four months of life to keep breastfeeding:
frequent sucking to stimulate production, 19.7% exclusive
breastfeeding during the first four months, 15.3% care of
breasts/nipples, 4.0% breastfeed as soon as possible after
delivery, 2.7% avoid bottle feeding of baby, 1.7%
relactation, 1.7% 33.7% of the mothers gave an answer
not listed in the question. 31.0% said they did not know.

Introduction of supplements: Of the children 5-9 months
of age (n=52), 98.1% were being given complementary
foods. 44.3% of the mothers responded that they should
start giving a child foods in addition to breastmilk earlier
than four months of age. 44.0% said a mother should start
adding foods other than breastmilk between 4-6 months of
age. 6.7% said to start adding other foods about 6 months
of age. 2.7% reported to start adding later than 6 months
of age. 2.3% said they did not know.

Estimating based on the baseline survey, almost one half of
mothers initiate breastfeeding during the first hour after
birth. Also, it is very likely that about three-fourths of the
mothers in the project area breastfed for the first time with-
in the first eight hours after delivery. As shown by the
baseline survey results, exclusive breastfeeding is practiced
by a very small percentage of mothers of infants less than
four months. On the other hand, the great majority (>
90%) of mothers of infants between five and eight months
of age are giving their infant complementary foods.

Though the sample size for measuring this specific practice
is relatively small, it can be approximated that more than

half of the mothers of children 20-23 months of age are
continuing to breastfeed their child.

The rate of early initiation of breastfeeding seems
relatively high, since more than three-fourths of mothers
surveyed reported that they breastfed within the first eight
hours after birth. However, it is of concern to the project
that only a small percentage of infants less than 4 months
old surveyed were being exclusively breastfed. Given that
poverty-induced malnutrition is relatively high in the
project area, and water sources are neither certain nor free
of health hazards, young infants who are not exclusively
breastfed are likely to be malnourished, and in poor health.
Many myths affect breastfeeding and the early introduction
of other fluids and foods; these will need to be discerned
and addressed before community acceptance for exclusive
breastfeeding can be gained.

Approximately forty-four percent of the mothers surveyed
seem to believe that breastfeeding should be supplemented
with other foods earlier than the age of four months. The
project will emphasize the importance of exclusive
breastfeeding for the first four months.

Traditional beliefs and certain social practices are in part
to blame for the poor nutritional status of many children in
the project area. The father often gets the biggest and best
portions of food. Children who are being weaned are
given mainly maize meal, which is not adequate for their
physical developmentjggs_am_t_hogghw
epilepsy, and meat is withheld so a accustom :
children to it. When children are sick, mothers usually

“give them porridge made of cornmeal or S, (High-

Energy Protein Supplement made of mainly soy flour).
Since sick children are often not hungry, if they refuse

food, the mothers may be less likely to encourage the child
to eat. In addition, malaria and parasitic infections can
contribute to a lack of appetite, and consequently,
malnutrition.

Through the educational efforts of MOH and district staff,
however, mothers are becoming aware of the types of
“body-building” foods young children need. Also, the
Ministries of Agriculture and Education, respectively, are
implementing various programs and activities which aim to
improve the production, availability, preparation and
consumption of varied and nutritious foods for children
and pregnant/lactating women.

4b.1c Nutrition Objectives (a) Increase the
percent of children less than four months of age who are
being exclusively breastfed from 2.2% to 20%. (b)
Increase the percentage of children less than 24 months of
age who were breastfed within the first 8 (eight) hours after
birth from 77% to 87%. (c) Increase the percentage of
children between 20-24 months still being breastfed from
60.5% to 70%. (d) Increase the percent of mothers with
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infants under 24 months of age who know that solid/semi-
solid food should be given from four months onward from
96.2% to 98%.

4b.1d Approach Community Health Workers and
Traditional Birth Attendants, both new and existing, will
be trained in the main messages related to nutrition. The
training schedule for Year One is: refresher course for 25
CHWs and 10 TBAs; training for 20 new CHWs and 10
new TBAs. The training schedule for Year Two is:
refresher course for 25 CHWs and 25 TBAs; training for
60 new CHWs and 30 new TBAs. In Year Three, 20
CHWs and 10 TBAs will be trained. For content of
training in nutrition, see Table D; CHW Manual (Annex
VI), pages 1-9, 16-21.

CHWSs and TBAs will meet with MOH and project staff
monthly to discuss what they have done and how people
are responding to their teaching. CHWs will work with
Child-to-child leaders in educating children in key

messages of nutrition and how to teach those to their peers.

Community meetings with elders, VHCs, teachers,
religious leaders, traditional healers, leaders of youth and
women’s groups will be held in each sector.

Another component of the CS nutrition activities involves
training and facilitating Child-to-child health educators.
This will be a joint activity of the project and the MOE
which already has begun introducing this program into
some schools. Project staff will join MOH and MOE in
educating 50 Child-to-child teachers in selected schools on
.the key points regarding nutrition. The teachers joined by
the local CHW will train 1000 children to be peer
educators on these points.

4b.1e Low Birth Weight Babies Both TBAs and
CHWs will be trained in the importance of proper care and
monitoring of low birth weight babies. They will learn
where and how to refer the infants.

4b.2  Growth Monitoring

4b.2a Baseline Possession of growth monitoring
card: 93.3% of mothers had a growth monitoring card for
their child. 1.3% said they had lost the card. 5.3% said
they had never had a growth monitoring card.

Use of growth monitoring card: 68.3% of the children
with growth monitoring cards had been weighed in the last
4 months. 31.7% had not.

Health center data indicated that the percent of children
less than 24 months old who are underweight for age was
31% in Chadiza District and 20% in Chipata. To check
the reliability of the data, the project conducted a separate

survey using the 30 cluster sampling technique to
determine the percentage of children 6-23 months old who
were underweight for age. Preliminary analysis showed
that 31% of those surveyed in Chadiza and 26% of those
surveyed in Chipata were underweight. Further analysis
will be detailed in the annual report.

4b.2b Knowledge & Practices Less than seven
percent of the mothers surveyed did not have a growth
monitoring card for their child (including the 1.3% who
lost the card). Retention of the card appears to be
relatively high, but coverage by the growth monitoring
aspect of primary health care could be improved. Even
though MOH policy mandates that infants (children under
the age of one year) be weighed monthly, and children
between 12 and 23 months be weighed every two months,
survey data show that about one third of the children under
24 months of age who had a growth monitoring card had
not been weighed at all in the last four months. This may
signify a gap in service delivery or a difficulty with access
for mothers.

Mothers of young children in the project area are reached
through the growth monitoring sessions of health outposts
(each rural health center has about four) and through the
services offered at each rural health center. These include
counseling and health education for mothers of children
with nutrition related problems.

4b.2¢ Growth Monitoring Objectives

(a) Increase the percent of mothers with infants under 24
months of age who have a growth monitoring card and
have been weighed in the preceding four months from
68.37% to 80%. (b) Decrease the percent of children less
than 24 months old who are underweight for age from 31%
in Chadiza District to 20% and from 26% to 20% in
Chipata South .

4b.2d MOH Protocol & Practices According to
MOH guidelines, a child/infant must be weighed every
month during the first two years of life. During the third
year children are weighed every two months, and during
the fourth year, quarterly. Children with moderate growth
problems should be weighed monthly regardless of age.
Those with severe growth problems should be weighed
every one or two weeks. The scale recommended by the
MOH and routinely used is the Salter scale.

Family health nurses train health workers (trained
Traditional Birth Attendants and Community Health
Workers) in growth monitoring clinical and counseling
skills during the six weeks course of their training. The
majority of these health workers are able to correctly
weigh infants and children, plot their weight, and counsel
the child’s caregiver regarding dietary improvements
needed when there are problems.
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Children who are growth faltering are identified by health
workers who follow the standard MOH protocol for
referral. Extra food or medicine is recommended for them,
or the child will be given some food supplementation or
referred to a rural health center, hospital, or nutrition
center, depending on severity of problem and/or access.
Some of the nutrition supplementation/rehabilitation
centers or agencies are NGOs. HEPS is the most widely
used supplement for under-weight babies and children.
Protocol for identification of malnutrition and subsequent
referral are well established. The gaps in the sytem are due
to children unidentified because they do not attend clinics
and/or there is not enough person-power for follow-up on
referrals.

4b.2e Individual Documentation The MOH
growth monitoring card is on the same card as the
immunizations. (See attachment D4a.7.) When lost, a new
card is issued and marked “Second Card”. No mass
campaigns are anticipated. The MOH plans to assume all
costs of cards and forms. Project expenses will be mostly
related to transport and promotion/education.

4b.2f Approach Growth monitoring is already an
established responsibility of community health workers
and specific health center staff. Thus, the project will not
be introducing anything new in terms of skills or
knowledge of growth monitoring. Instead, it will
strengthen and support the already existing MOH system
by expanding coverage through training additional
community health workers and providing/arranging for
monitoring and supervision for them (monthly reports from
CHWs, regular but random spot-checks for quality of
growth monitoring techniques, counseling skills, etc.).

Training will be six-weeks long, and enrolled family health
nurses will be recruited to instruct the CHWs in growth
monitoring skills and knowledge. The CHWs trained by
the project will have the same growth monitoring skills and
responsibilities as MOH-trained workers. They will weigh
children, plot their weight on MOH-supplied growth
monitoring cards (weight and age) and interpret individual
growth trends. CHWs will learn to follow standard MOH
protocol in assessment and take appropriate action, in the
form of counseling or referral. For content of training in
growth monitoring and nutritional assessment, see Table
D; CHW Manual (Annex VI), pages 10-15, 30-33; and
TBA Training Manual (Annex VII), page 18.

Currently, long distances to the rural health centers and to
referral locations, are a major constraint which stands in
the way of weighing infants/young children regularly, and
providing counseling and follow-up for their care. In the
rainy season, distance is compounded by flooding which
makes it impossible to reach growth monitoring services.
The project will deal with this problem by training more

CHWs and TBAs, thus increasing the number and the
distribution of health care providers who can perform
growth monitoring services, and refer when necessary.

4b.2g Follow-up on Children Through CHW
reports, daily outreach programs/home visits, and nutrition
clubs, the project will keep track of the number of children
who did not gain weight in the last three months. After
identifying a growth-faltering child he/she will be placed
on a supplementary diet, and their mothers will be taught
better food preparation techniques which emphasize
sufficient variety (the three food groups: body-building,
protective, and energy foods). Project-trained and
supervised health workers will refer children for
continued/better management. The referral centers will be
rural health centers, the three hospitals accessible to
inhabitants of the project area (Mwami Adventist Hospital,
Chipata General Hospital, St. Francis Hospital), and non-
governmental nutritional organizations, like the Chipata
Nutrition Group, Muzeyi. These referral centers engage in
supplementary feeding and additional medical assessment
and treatment as well as nutrition counseling.

The project will utilize, reinforce, and strengthen the
nutrition messages and the information/education/-
communication system already in use (i.e. cooking
demonstrations, etc.). CHWSs will monitor the progress of
children referred from their catchment area to nutrition
centers, following-up on any defaulters from the program.

Note: The project will use a multi-line weight chart (using
Gomez classification) at the health center level to
determine degree of malnutrition (mild, moderate, and
severe). A master chart showing weight levels at ten
percent intervals for use in collecting information from
mothers attending the health centers will be introduced.
This is simplified using reference (100%) -2SD
(approximately 80%) -3SD (approximately 70%) and -4SD
(approximately 60%.

4b.2h Population Estimated beneficiary population
of children:
0-11 months
12-23 months

4,967
4,166

Enrollment in nutrition interventions will be by referral of
the CHW and TBA and through static and mobile clinics
as well as hospitals.

4b.3 Nutrition Improvement for Pregnant
& Lactating Women

4b.3a Baseline Accurate knowledge of pregnancy
nutrition seems relatively good, with over four-fifths of
mothers surveyed knowing that green leafy vegetables and
eggs/meat/are rich in iron and essential for the health of
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pregnant mothers. Whether mothers actually eat such
foods or not was asked in the survey, but according to
qualitative information, they do not as frequently as is
needed. According to the baseline data, less than one-
third of the women in the project area eat more during
pregnancy. Almost one-third of women believe that,
during pregnancy, mothers should only gain only the same
weight the baby will weigh at birth.

4b.3b Knowledge & Practices Knowledge of pre-
natal care: Foods good for a pregnant woman to eat to
prevent pregnancy anemia were reported as follows: leafy
green vegetables, 80.3%; proteins rich in iron (eggs, meat,
fish), 51.3%; other foods (such as mangoes) were men-
tioned by 45.7%, 5.4% said they did not know.
Knowledge of how much weight a woman should gain
during pregnancy was reported as follows: 8 to 10
kilograms, 10.0%; gain weight of baby, 30.7%; other
responses, 10.3%; said they did not know, 49.0%.
Pre-natal care behavior: When pregnant with the last
child, the amount of food eaten was more than usual for
32.4%; same as usual, 24.7%; less than usual, 42.8%. Did
not know, 0%.

The diet of pregnant women in the project area is seriously
influenced by traditional taboos which discourage the
consumption of certain foods. For example, popular belief
holds that eating eggs during the pregnancy may result in
bald-headed children, and eating high-protein foods in
general (eggs, meat, etc.) may cause the fetus to grow too
big, complicating the delivery. Eating sugar cane is
thought to cause a child to be born with segmented arms.
There is also the belief that eating okra during pregnancy
may cause spontaneous abortion (because okra is slippery).
Also, if women become pregnant while they are breast-
feeding another child, they will stop immediately, because
according to traditional beliefs, the milk will become
poisonous for the infant/child.

Unfortunately, women take almost no precautions during
either pregnancy or lactation, except perhaps if under
medical duress. Since the livelihood of most families
depends entirely on what they harvest from their land,
pregnant women work as hard as, if not harder than, most
other family members involved in peasant farming.

During pregnancy and lactation, mothers seek advice from
health center staff, from CHWSs and TBAs (trained or
untrained), from traditional healers, relatives, during
antenatal clinics and outreach programs, and during
postnatal clinics. In the project area, pregnant women
receive iron supplementation and if needed, food
supplementation (HEPS) if underweight, and Vitamin A
after delivery.

4b.3c Nutritional Objectives

(a) Increase the percent of women who ate more food than
usual during the last pregnancy from 32.4% to 55%.

(b) Increase the percentage of women with kitchen
gardens from 69.4% to 80%.

4b.3d Approach Pregnant women will be identified
mainly by CHWs and TBAs who will encourage them to
become involved in nutrition interventions. For content of
training in nutrition during pregnancy, see Table D; CHW
Manual (Annex VI), pages 34-35.

Also the improvement of both dietary practices and
nutrition status will be targeted through neighborhood
committees, women’s groups, agricultural workshops, and
school programs. Existing MOH key messages on healthy
nutrition for children and mothers are comprehensive and
very appropriate, and the project will use these to promote
awareness of the essential elements of good nutrition.

The main constraints to improving mothers’ practices and
nutritional status are both economic and cultural in nature.
One major barrier is the strength of dietary tradition which
forbids women from consuming eggs while pregnant, and
assigns some of the best portions of food (e.g. chicken) to
the plate of husbands, and men in general. Poverty is
another problem. The great majority of pregnant women
living in the project area are the primary farmers of their
families, and as has been stated before, cannot really work
less while pregnant. Also, while many women have
kitchen gardens, the larger proportion of produce is sold in
order to enable the family to survive, so little if any of the
vegetables or legumes grown are actually consumed by the
women who need them most (while pregnant or breast-
feeding).

In collaboration with the MOH, ADRA staff, and Village
Health/Development Committees, CHWs will conduct
community meetings with thought leaders and any existing
groups to address the constraints to good nutrition during
pregnancy. Cultural traditions will be discussed in an
effort to analyze them honestly and encourage
comumunities to make adjustments where beneficial.

In cooperation with Ministry of Agricultural extension
agents, CHWs, community members and school children
will be taught methods of food and seed preservation as
well as inexpensive fertilizer and pesticide techniques.
This practical education will reduce the need for continued
input of food, seeds and fertilizer from outside agencies to
provide proper nutrition for mothers and children,

4b.4 Supplementary Foods The project will not
provide supplementary foods directly to beneficiaries since
the clinics/hospitals already have a system for doing this.
The project will be involved in transport of the food from
warehouse to health center or other referral site when the
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organization is unable to do it themselves. Referral centers
provide the supplementary foods.

4b.5 Health Messages The MOH has assembled a
number of key messages on nutrition, to be shared with
those served by community health workers and trained
traditional birth attendants. The project will utilize most of
these.
“We need food for growth and repair of our body,
to regulate the body and for energy to do work.”
“We need to eat a variety of foods for good
health.”
“Foods rich in energy, protein, iron and vitamin
A, should be included in the diet every day.”
“Children need plenty of food to grow strong and
healthy.”
“Pregnant and breastfeeding women need extra
food.”
“Small children should eat from their own plate.”

Additional nutrition messages will be developed based on
the findings of the ethnographic study on nutrition. (See
appendix XI for key nutrition messages from Facts for

Life)

Reference Materials

1. Nutrition and Health in Community Programs: the National
Food and Nutrition Commission. Published by the National
Food and Nutrition Commission of Zambia, with assistance from
UNICEF, 1993.

2. Potluri SKR, (ed.). Manual for Community Health Worker
and His Training in Zambia. Office of the Provincial Medical
Officer, Central Province, Kabwe, 1981.

3. Two Halves Make a Whole: Balancing Gender Relations in
Development. Canadian Council for International Co-operation,
MATCH International Centre, Ottawa, 1991.

4. Children, Health and Science: Child-to-Child Activities and
Science and Technology Teaching, UNESCO, Paris, 1991.

Section D4.c Control of Vitamin A
Deficiencies

4c.1  Baseline Under the direction of Dr. B. Wiafe,
Mwami Adventist Hospital conducted research on the
prevalence of xerophthalmia in 1991. Yl‘tgr,n&é
deficiency among children less than 5 years old, in the
project area, was found to be 32%.

Other micro-nutrient deficiencies will not be addressed.

4c.2 Knowledge and Practice In the project
baseline, 48.6% (70 of 145 children ages 12-23 months
with Growth Monitoring Cards) had received at least one
dose of Vitamin A in the last six months.

4¢.3 Vitamin A Objectives

(a) Increase the percentage of children 12-23 months who
have received at least one dose of Vitamin A in the last six
months from 48.6% to 70%.

4c.4 MOH Protocol and Practices For
protocol, see annex V. As a member of the Zambia
National Vitamin A task force, Dr. Wiafe, Medical
Director of Mwami Hospital, and project medical advisor,
has been one of the key figure’s in Zambia’s use of
Vitamin A. He has been instrumental in obtaining funds
for the research and development of a Vitamin A program
in Chipata and Chadiza.

The MOH in Zambia has developed a solid strategy for
preventing Vitamin A deficiency. Education and
interventions target specifically the groups at risk: infants

age, children who are malrﬁﬁm

diarrhea or other serious infections, and pregnant/lactating
women. Education includes informing families about
locally available, common foods with high Vitamin A
content. The messages given to all health workers are: (1)
children sick with measles, diarrhea, malnutrition, or who
are experiencing night blindness, are at risk of Vitamin a
deficiency and its permanent consequences; and (2) such
children should be given Vitamin A capsules at health
centers. According to the MOH the main means of
preventing Vitamin A deficiency are breast-feeding
immediately after delivery, and during the first six months
of life, introducing Vitamin A rich choices among weaning
foods, continuing to breast-feed during the first 2 years of
life, feeding all children Vitamin A-rich foods, and adding
fat or oil to children’s diets to help their body use Vitamin
A,

Mwami Hospital implements the MOH policies by giving
prophylactic doses of Vitamin A to all children between 6
months and 6 years of age, and to lactating mothers. Also,
specific dosages are given to children who show clinical
manifestations of Vitamin A deficiency (xerophthalmia,
measles, diarrhea, and protein caloric malnutrition).

4c.5 Individual Documentation Vitamin A
supplementation is recorded on the MOH Children’s Clinic
Card or the mothers’ Ante-natal/Post-natal Card. (See
Annex IV.) When lost, the mother is advised on the
importance of the card, a new card is issued and marked
“Second Card”. No mass campaigns are anticipated.

4c.6 Approach MOH staff will be given a refresher
course in Vitamin A so that all are knowledgeable on
current protocol. Regular random checking of individual
child and maternal Clinic Cards plus HC records for
appropriate Vitamin A administration will be made by
ADRA as well as MOH staff. An assessment will be made
of existing stocks and a regular system of monitoring
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storage and distribution will be instituted. Quality
Assessment skills learned in the Cold Chain workshop will
be applied to Vitamin A distribution.

Community Health Workers and Traditional Birth
Attendants, both new and existing, will be trained in the
main messages related to Vitamin A. The training schedule
for Year One is: refresher course for 25 CHWSs and 10
TBAs; training for 20 new CHWs and 10 new TBAs.

The training schedule for Year Two is: refresher course for
25 CHWs and 25 TBAs; training for 60 new CHWSs and 30
new TBAs. In Year Three, 20 CHWs and 10 TBAs will be
trained. For content of training in Vitamin A, see Table D;
CHW Manual (Annex VI), pages 36-37.

Community thought leaders (elders; members of Village
Health and Development Committees; teachers; religious
leaders; traditional healers; leaders of youth, men and wo-
men’s groups) will be trained in the key messages of all
interventions so they may support the work of the CHW
and TBA. CHWs will be assisted in conducting health
education meetings with formal and informal community
groups,

4c.7 Population Population groups eligible for

Vitamin A interventions:
children 6-71 months
pregnant/lactating women

25,795
11,398

Each eligible child needs two doses of Vitamin A per year,
for a total of 73,670 visits (46,044 children x 2 visits x
80%), and each pregnant/lactating woman requires one
-dose, for a total of 6,519 visits (8,239 women x 1 visit x
80%;j. The beneficiary population will be enrolled at the
monthly weighing/immunization sessions and pre/post-
natal visits.

Reference Materials
1. Vitamin A deficiency. The National Food and Nutrition
Commission,

Section D4.d Diarrhea Case Management

4d.1 Baseline According to the 1992 Zambia
Demographic and Statistical Survey, the overall incidence
of diarrhea in the two weeks prior to the survey was 22%.
A household survey conducted by the National Control of
Diarrheal Disease Programme showed a two-week
prevalence of diarrhea to be 28%. Diarrheal diseases
increase during the rainy season of December-March.
Emerging patterns of resistance indicate the need for
stocking expensive and/or unavailable drugs. (Zambia
Child Health Project Paper, USAID, MAY 1995)

Chipata and Chadiza districts monitor cases of diarrheal
diseases treated in hospitals/clinics and the data is reported
monthly to the Provincial Health Office. While the data is

good, it has two limitations: a) not all health centers
submit reports monthly; and b) the target population is not
based on reliable census data, resulting in questionable
denominators and/or the inability to determine percentages
of coverage. In 1995 the three Chipata hospitals and 29
rural health centers reported 2744 and 15,980 cases of
diarrhea in children under five years of age. Chadiza’s
total for the same period was 4529. (Eastern Province
MOH Statistical Office, 1995 cumulative report)

4d.2 Knowledge & Practice Incidence of
diarrhea: 40.7 % of the mothers reported that their child
had diarrhea within the past two weeks prior to the survey.
None of the mothers stated that they didn’t know if their
child had diarrhea in the past two weeks.

Continuation of breastfeeding during diarrhea: Of the
112 infants/children in this survey who were still being
breastfed and had diarrhea in the past two weeks, 38.4%
were given breastmilk the same as usual. 18.8% were
given more than usual. 35.7% mothers gave their child
less breastmilk than usual and 7.1% gave less breastmilk or
stopped giving breastmilk completely during the diarrheal
episode.

Continuation of fluids other than breastmilk during
diarrhea: Of the 109 infants/children in the survey who
were not being exclusively breastfed and who had diarrhea
in the past two weeks, 55.0% were given fluids other than
breastmilk more or the same amount as usual. 45.0% gave
less fluids or stopped completely giving fluids other than
breastmilk during their child’s diarrheal episode.

Continuation of solid/semi-solid foods during diarrhea:.
Of the 111 infants/children in the survey who are not being
exclusively breastfed but had diarrhea in the past two
weeks, 36.0% were given more or the same as usual
solid/semi-solid foods during the diarrhea episode. 64.0%
gave less or stopped completely giving solid/semi-solid
foods during their child’s diarrheal episode.

Treatment of diarrhea: 76.9% mothers used the ORS
sachet. 13.2% gave a sugar-salt solution as treatment.
9.9% mothers gave their child anti-diarrheals or antibiotics
as treatment for their child’s diarrhea. 4.1% used a cereal-
based ORT. 0.8% gave home fluids to their child. 11.6%
gave something other than the categories listed in question
17. 5.0% did not give any treatment for their child’s
diarrhea.

Seeking advice or treatment for diarrhea: 62.8% of
mothers with a child with diarrhea in the past two weeks
sought advice or treatment for their child’s diarrhea.
60.5% went 10 a clinic or health center. 27.6% went to a
general hospital. 7.9% sought advice from friends and
relatives. 3.9% went to a traditional healer. 2.6% went to
a traditional birth attendant. 1.3% went to a village health
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worker. 5.3% sought help from sources other than those
listed in question 19. No mothers sought advice/treatment
from a private clinic/pharmacy.

S

signs/symptoms of diarrhea that cause mothers to seek
advice for diarrhea: weakness/tiredness, 54.0%; diarrhea
of prolonged duration, 34.7%; loss of appetite, 33.7%;
fever, 24.0%; dehydration, 15.7%; blood in stool, 8.0%.
10.7% responded with a sign other than those listed in the
question. 4.3% said they did not know.

Actions taken when a child has diarrhea: When asked
what important actions a mother should take when her
child had diarrhea, the women responded as follows: take
a child to the hospital/health center, 70.3%; proper mixing
and administration of ORS, 38.3%; gave the child more to
drink than usual, 10.3%; initiate fluids rapidly, 2.3%; give
the child smaller more frequent feeds, 2.3%; withhold
fluids, 2.0%; withhold foods, 0.3%. 7.3% responded with
an action other than those listed in the question. 1.7% said
they did not know.

Actions taken when a child is recovering from diarrhea:
Mothers responded in the following manner when asked to
list important actions a mother should take when her child
is recovering from diarrhea: give more foods than usual,
45.3%; give foods with high caloric content, 22.7%; give
the child smaller more frequent feeds, 20.7%. 13.3%
responded with an action other than those listed in the
question. 12.7% said they did not know.

More than forty percent of the children whose mothers
were interviewed had experienced a diarrheal episode
during the last two weeks. This demonstrates significant
need for inferventions which aim to control diarrheal
disease. Furthermore, the questions which explored
mothers’ knowledge regarding diarrhea and its treatment
revealed a need for more health education which will
enable mothers to take measures which prevent and/or
correctly treat (or refer) diarrheal episodes.

More than three-fourths of the mothers surveyed use ORS
packets to treat their child’s diarrhea, and more than 13%
use sugar-salt solution. Although sugar-salt solution is no
longer internationally recommended, the MOH of Zambia
continues to support its use, only if correctly made, in the
eventuality that ORS packets are unavailable.

With regard to the surveyed children’s dietary changes
during a diarrhea episode, relatively high percentages of
mothers breastfeed less or not at all, and give less
solid/semi-solid foods if at all. This is problematic, since
nutrition is critical during diarrheal episodes.

Mothers in the project area are aware that ORT is being
offered in the Rural Health Centers (RHCs) for treat-
ment/for replacement of fluids, and they are also aware that

ORT corners exist in each RHC in Chipata district and
most health centers in Chadiza District. However, some of
the mothers are not aware of the contents of an ORS
sachet, as a result they do not know what to give when
ORS has run out. Also, there are mothers who lack
confidence in the use of ORS, and believe that antibiotics
or anti- diarrheal drugs or traditional medicines (herbs, like
mango or guava leaves) are a better choice.

4d.3 Case Management of Diarrheal

Diseases Objectives Increase the percent of children
less then 24 months of age with diarrhea during the last
two weeks who were treated with: ORS from 81.1% to
90%; cereal-based ORT from 4.1% to 25%.

4d.4 MOH Protocols & Practices The

Ministry of Health in Zambia has made control of diarrheal
diseases a priority, acknowledging the close tie between
diarrheal diseases and the malnutrition which is at the root
of childhood morbidity and mortality. The DCM
objectives of the Fourth National Plan (1989-1993) include
promoting good maternal hygiene and food preparation
habits, breast-feeding in order to reduce the risks of bottle-
feeding, and the proper management of diarrhea both at
home and by health professionals. Some activities which
have been undertaken by the MOH are training TBAs and
CHWs on diarrhea, establishing ORT corners in all health
centers, ensuring a regular and adequate supply of ORS
packets to Rural Health Centers, and intensifying health
education on diarrhea prevention and treatment.

The MOH case management strategy includes the four
components of fluids, feeding, appropriate drug use, and
referral. For home-based therapy, all anti-diarrheal drugs
provided to Ministry of Health facilities were removed,
and ORS was fully upheld as “the drug of choice” for
diarrhea. In the event that ORS is unavailable, the
Ministry advises the use of sugar-salt solution only if
properly made according to the instructions of community
health workers and other health professionals. In addition
to these, the MOH of Zambia endorses the use of thin
cereal-based porridges (maize meal, millet, sorghum) and
rice or maize water, fruit juices, or water. Small and
frequent feedings are advised (5-7 per day) and continued
breast-feeding in the case of breast-fed infants. Home
therapy should be stopped and the child taken to a
community health worker or health center if (1) the
diarrhea persists longer than three days, or (2) the child
develops any of several specific danger signs, such as
blood in the stool.

4d.5 Approach The project plans to intensify the
already existing health education campaign on public
awareness of diarrheal disease prevention and treatment.
In addressing these issues, ADRA will focus chiefly on the
mother, the CHW, and the TBA as the primary care givers.
During the first two and a half-years of the project, 100
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new and 50 current CHWs will be trained in the project
interventions, They will be trained and assisted in
promoting key intervention messages to the individual
mothers, families, and community groups. CHWs will
learn and teach health promotion/disease prevention skills
and home management methods for diarrhea. The TBAs
will similarly be given training in diarrhea prevention and
treatment. For content of training in diarrhea control, see
Table D; CHW Manual (Annex VI), pages 22-29 on
prevention, 43-60 on sanitation, 70-73 on personal
cleanliness; and TBA Training Manual (Annex VII), page
18.

Mothers will be taught by CHWSs to provide other home
available fluids such as maize water. The project will train
community health workers and traditional birth attendants
(who, again, are simply additions to the current numbers
and to be trained along MOH guidelines) in diarrheal
diseases, and also promote the utilization of already
existing ORT/Family Health corners. Teachers will be
trained as trainers in the Child-to-child program by project
staff in cooperation with MOH and MOE. Community
leaders will be instructed so they can confirm the message
given by HC staff, CHWs, TBAs, and children.

While ORS sachets are available in the project area, the
supply is not a steady and continuous one, so the project
will endeavor to strengthen the system of distribution by
instituting monthly inventory checks and resupplying
CHWs and TBAs when they deliver their monthly reports;
currently CHWSs are resupplied only once in two months.

~4d.6  ORS One of the key messages given to mothers
by the MOH and its health workers is “The mother who
gives ORS saves life”. ORS is usually available to
mothers in the project area. ORS sachets are given out free
of charge at Rural Health Centers and by CHWs when the
mother takes a child with diarrhea to be seen by health
center staff, or by a community health worker.

4d.7 Home Available Fluids The home available
fluids common in the project area are: rice water, pounded
maize water, salt and sugar solution, sorghum and millet
(pounded) water.

4d.8 Health Education The main DCM
messages which the project will give mothers are those
already used by MOH workers. These are: “Give ORS”,
“Continug breast-feeding”, “Give other fluids”, and
“Continue feeding”. The following are specific messages
given to mothers in regards to administering ORS and
other fluids: “Give ORS often in small amounts (1 cup for
children)”;

“Give other fluids such as boiled water (cooled), maize
water, tea, and soup”

(For recipe, see Annex VI, page 25a.)

“Give breastmilk.”

Ethnographic studies are planned on DCM. Results of this
study will be utilized to develop IEC materials. See
appendix XI for additional key messages on DCM.

4d.9 Prevention CHWs, TBAs, community leaders,
and Child-to-child trainers will be given messages related
to the following to prevent diarrhea: early and exclusive
breastfeeding the first four months, breastfeeding to
continue during diarrhea; improved weaning practices; use
of clean water; hand-washing; use of latrines; proper
disposal of stools; and immunization against measles.

4d.10 Population Estimated beneficiary population
of children:

0-11 months 4,967

12-23 months 4,166

Total under two 9,133

Each mother will have at least four contacts/home visits by
CHWSs, TBAs, project staff and/or hospital/HC staff to
reach the desired level of coverage of ORT knowledge and
use. (9, 133 children x 4 visits for year one = 36,532)

Reference Materials

1. Guidelines for Health Workers on Diarrhoea Case
Management and Prevention. Published by the Ministry of
Health, Zambia, 1992.

2. Management of Childhood Illnesses. WHO (The Division of
Diarrhoeal and Acute Respiratory Disease Control), and
UNICEF, 1995.

3. Nutrition and Health in Community Programmes: A
Teaching Manual. The National Food and Nutrition
Commission, Zambia, 1993.

4. Werner D. Helping Health Workers Learn. The Hesperian
Foundation, 1994.

Section D4.e Pneumonia Case Management:
Not a project objective.

Section D4.f Malaria Control: Not a project
objective.

Section D4.g Maternal and Newborn Care

4g.1 Baseline Information Pre-natal care visits:
89.9% had cards with space to record ante-natal care visits.
10.1% did not. 8.9% made one ante-natal visit. 89.4%
made two or more visits. 1.6% made no ante-natal care
visits.

Knowledge of pre-natal care: 28.1% knew that a
pregnant woman should see a health professional within
the first trimester. 69.6% said that the first visit should be
in the middle of the pregnancy. 1.3% said it should be in
the last trimester. 1.0% said they did not know when to see
the health worker. No one said there was no need to see a
health worker.
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Pre-natal care behavior: 95.3% reported that they had a
visit to a health facility for pregnancy/prenatal care during
their last pregnancy. 4.7% said they had not visited a
health facility.

It is of concern that almost one third of mothers surveyed
delivered their last child with only the aid of a family
member. Also, health-care seeking behaviors seem
hampered by incorrect knowledge. For example, a
majority of women thought that the best time to receive
prenatal care is in the middle of the pregnancy.

National maternal mortality based on hospital data was
202/100,000 live births. Major underlying causes were
identified as: young age at first pregnancy; lack of birth
spacing; lack of knowledge about high risk pregnancies;
deliveries by untrained personnel; poorly equipped health
facilities; poor referral system; and some traditional
practices during labor. (Zambia Country Program)

The Chipata General Hospital 1995 report listed 15
maternal deaths. Major causes of maternal mortality were
identified as obstructed labor; hemorrhage; sepsis; anemia;
and eclampsia. MOH Regional data showed the three arca
hospitals had the following: 2376 normal deliveries; 395
abortive outcomes; 66 complications of peuperium; 44
antepartum hemorrhage and placenta praevia; 8 obstructed
labor; 5 hypertension/toxemia; 5 postpartum hemorrhage/-
retained placenta; 79 other related problems.

In the case of an obstetric emergency for a woman in the
project area, a number of things may or may not happen
and decide the fate of mother and/or unborn baby. In the
worst-case scenario, a woman lives in a remote rural area
(70 km may be the maximum distance to a hospital), the
TBA is unavailable, the husband is gone, and there is no
vehicle to take her to the health center or hospital. In the
best scenario, the TBA is available at the first sign of
trouble and is able to mobilize help to arrange transport to
a hospital, and a vehicle is somehow accessible.

4g.2 Maternal Care Objectives (a) Increase
the percent of mothers who have at least one prenatal visit
with a health professional from 40.0% to 70%. (b)
Increase the percentage of mothers who know a pregnant
woman should first see a health professional during the
first trimester of the pregnancy from 28.1% to 50%.

4g.3 Prenatal Care In the project area, there are
15 (fifteen) rural health centers (4 in Chipata District, 11 in
Chadiza District), one health post. one hospital, and one
private clinic (the latter three are all in Chipata District).

The prenatal services offcreid}nhe.se—faeil'ties include one

or more of the followingx vitamin and iron
supplementation, tetanus toXod-immunizations, weighi

monitoring, blood pressure monitoring, detection and
treatment of UTIs and STDs (hospital only). Problem
pregnancies (abnormal blood pressure, edema (pre-
eclampsia), anemia) are usually identified at the hospital
and possibly health center level. Multiple pregnancies and
previous Cesarean sections are referred.

4g.4 Delivery/Emergency Care The fifteen
rural health centers and hospital mentioned above all offer
intrapartum/delivery care. According to district and
province level health care officers, the staff of these
facilities are well-trained, but not sufficient in number, and
poorly equipped to fulfill their responsibilities. The
delivery kits (including gloves) provided to health centers
and hospitals are of poor quality. There are not enough lab
facilities, and the reagents needed for urine testing are
unavailable. The delivery/operating rooms are small,
poorly lit, there are no blood pressure machines, limited
supplies of gloves, no needles for suturing, no sterilizers/-
autoclaves. The essential elements of obstetric care, such
as are available, are provided by professionals such as
enrolled nurses, midwives, and clinical officers.

Transport capabilities for obstetric emergencies are limited
to buses, ox carts (oxen are fewer in number due to
disease), and bicycles, all of which can usually be hired.
The farthest possible distance from emergency obstetric
care (hospital) can be traveled in about 24 hours of
walking, or 3-4 hours of driving.

4g.5 Postpartum Care Sexually transmitted
diseases are currently identified through observation and
after patient complaints. Mother is told to return for a
check-up six days after delivery. Hemorrhaging is
referred. The following services are routinely provided:
physical/pelvic examination, breastfeeding and
immunization counseling, nutrition counseling, family
planning advice and contraceptives.

4g.6  Constraints Distance is probably the primary
difficuity for women in need of maternal care. Training
additional TBAs will provide better coverage of such
services. Transportation and communication are another
problematic issue. The only ambulance even remotely
close to Chipata is 130 km away. In general, there are no
telephones or radios with which to communicate
emergencies. Though it is not realistic for the project to
purchase ambulance(s), it can collaborate with the health
delivery facilities and train its TBAs to increase the
mothers’ prenatal care/health care-seeking behaviors, and
help make them aware of danger signs. Also, if health
centers were kept open 24 hours every day through after-
hours on-call staff, this may answer to some emergency
obstetric situations.
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At the health care facilities themselves, the constraints are
those of limited supplies, even such basics as light and
water. Possible solutions: training TBAs to get help from
nearest health center; or, always keeping paraffin on hand
in the event there is no power.

4g.7 Population Estimated beneficiary population
for women of childbearing age (15-49), all of whom will
be targeted for this intervention: 28,630.

4g.8 Approach TBAs will be given training in pre
and post natal care, and in how to recognize danger signs
for high risk pregnancies, raising the number of active
TBAs by 50. CHWs will be taught the importance of good
pre/post natal care and the risk factors for problem
pregnancies. Essential knowledge will be transferred from
these health workers to mothers. The training schedule for
Year One is: refresher course for 25 CHWs and 10 TBAs;
training for 20 new CHWs and 10 new TBAs. The
training schedule for Year Two is: refresher course for 25
CHWs and 25 TBAs; training for 60 new CHWSs and 30
new TBAs. In Year Three, 20 CHWs and 10 TBAs will be
trained. For content of training in maternal care, see Table
D; CHW Manual (Annex VI), pages 61-63; and TBA
Training Manual (Annex VII), pages 5-10 on prenatal care
and 11-13 on intrapartum care.

Community thought leaders (elders; members of Village
Health and Development Committees; teachers; religious
leaders; traditional healers; leaders of youth, men and wo-
men’s groups) will be trained in the key maternal health
messages so they may support the work of the CHW and

“TBA. CHWs will be assisted in conducting health
education meetings with formal and informal community
groups.

4g.8a Maternal Care Providers and Birth

Attendants Delivery: 38.0% (114 of 300 who respon-
ded to this question ) reported that a traditional birth
attendant tied and cut the cord at the delivery of their last
child. 29.3% (88 of 300) said that it was done by a family
member. 28.7% (86 of 300) went to a health professional
(physician/nurse / midwife). 2.0% (6 of 300) tied the cord
themselves. For 0.7% (2 of 300) the cord was tied by
someone other than those listed in question 42 and 1.3% (4
of 300) said they did not know.

Using the Zambia MOH “Manual for Traditional Birth
Attendants” and the “Gold Standards for Maternal Care”
developed by PVOCSSP, JHU in 1995, 50 untrained birth
attendants will be trained as TBAs. Trained TBAs will be
given refresher courses after assessing the needs.
Nurse/midwives from the health centers and the project
nurse/midwife will supervise the TBAs. CHWSs and
community leaders will be taught the importance of having
a trained attendant at the delivery.

4g.8b Prenatal Care In collaboration with the
MOH, the project will be involved in training personnel
(traditional birth attendants) to provide prenatal care
services and women’s groups health education. Care will
be provided by trained traditional birth attendants, who
will receive patients either in their homes or will perform
home visits for prenatal care, and educate the community
in general on the benefits of prenatal care. Pregnant
women will be urged to have at least two prenatal visits,
with one specifically during the first trimester and the other

.during the last month of pregnancy (to determine factors

which may complicate delivery and necessitate referral and
transportation arrangements).

Prenatal care provided by trained TBAs will include the
following: educating women on the importance of timely
and appropriate prenatal care; identifying high-risk
pregnancies; nutrition during pregnancy; essential
immunizations; danger signs; common pregnancy
discomforts and ways to relieve them; physical assessment
and analysis of potential complications/risks based on
obstetric history. Tetanus toxoid vaccinations will not be
provided by TBAs, in accordance with MOH regulations
which require that any type of injections be performed only
by professionally trained personnel. The role of TBAs will
not be that of vaccinators, but they will educate pregnant
women and all WCBA on the importance of TT
immunization for the health of both mother and child, will
refer pregnant women to the nearest Health Center for such
immunizations, and follow-up to ensure women received
immunizations.

TBA Kkits will not include scales or blood pressure
equipment. Women will be referred to the health center if
TBA identifies a history of high blood pressure, or
problems with either too much or too little weight gain.
Also, common infections (syphilis, other STDs) will be
referred to the health center for treatment.

Gestational age will be determined from information
provided by the woman, and from the physical assessment.
TBAs will be trained to recognize fetal position, and to
take appropriate action (referral) in the event of
malpresentation. After birth, the mother is referred to the
Health Center for the Children’s Clinic Card which will be
a record of the child’s growth and immunization status.
Each TBA will keep a record of each woman whose
pregnancy she is monitoring, and the outcome of each
delivery she attends.

The major risk factors TBAs will encounter are early first
pregnancy, more than 5 pregnancies, short stature, a
preexisting medical condition (e.g. diabetes, hypertension,
heart disease), and previous poor pregnancy outcome (C-
section; stillbirth; instrumental delivery, etc.). For the
first two, the TBA should regularly monitor the pregnant
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woman, and arrange for transportation in the event of an
emergency prior to or during delivery. For the third risk
factor, the TBA should refer depending on specifics of the
pregnancy (if prima gravida, large fetus). In the case of
referral, the status of mother and/or child may benefit from
the higher level of care available at the Health Center or
hospital level, and no valuable time will be wasted. In the
case the mother is not referred, but kept under observation,
she may benefit from being able to deliver in her own
home, by the trained TBA with whom she may be well
acquainted.

CHWs and community leaders will be taught the
importance of having good prenatal care.

4g.8c Delivery/Emergency/Newborn Care

In collaboration with the MOH,; the project will train new
and current TBAs in safe delivery practices. The training
will be according to MOH guidelines, and the curriculum
used will include MOH, MotherCare and Life-Saving
Skills Manual for Midwives. At the present time the MOH
curriculum does not include emergency skills for obstetric
first aid; project staff will initiate such training.

Complications/emergencies are referred to the hospitals.
The TBA obtains help by sending messages through the
family to village leaders who send the patient to the nearest
health center. Emergency transport is available only from
the Chadiza District MOH office to the hospital in Chipata.
The project will explore the feasibility of procuring
stretchers to be kept by Village Health Committees or
CHWSs/TBAs for faster transport to the roads/centers.

Relationships with the referral hospitals will be
strengthened as CHWs and TBAs visit them and learn of
their services as part of their training. Staff from referral
facilities will be consulted during CHW/TBA trainings and
participate in the quarterly Project review process.

TBA training for care of the newborn includes:
appropriate cord care; premature baby care; danger signs
in newborns (birth injury, jaundice, infection, tetanus).

Supervision of TBAs will be done by Project staff in
collaboration with MOH staff. A training on supervision is
planned for MOH and Mwami hospital MCH staff. After
training, supervision of the TBAs will be delegated to the
clinical officer or nurse at the nearest rural health center.
TBAs will report to the RHC.

Community meetings will be conducted to strengthen the
messages the TBAs and CHWs will be giving regarding:
the need for pre and post natal care; high risk pregnancies;
danger signs to look for; and what to do when there is an
obstetrical emergency.

4g.8d Postpartum Care The project will not be
provide postpartum care services. In collaboration with
the MOH, the project will train current and new CHWs
and TBAs in postpartum care. Both cadres will encourage
mothers to go for post-partum care. Since post-partum
attendance is much lower than it should be, the project will
conduct ethnographic research to determine barriers and
methods of reducing those constraints. A system will be
devised for CHWs to follow-up post-partum women.

4¢.9 Documentation The Project will use the
MOH Ante-natal/Post-natal Record to keep track of
maternal care provided. (See Annex.) When lost, the
mother is advised, and a new card is issued marked
“Second Card”.

Reference Materials

1. A Review of Maternal Care Messages and Curricula Used in
PVO Child Survival Projects.

Johns Hopkins University PVO Child Survival Support Program,
1995.

2. Assessing the Quality of Service. Module 6, User’s Guide.
Primary Health Care Management Advancement Programme,
Aga Khan Foundation, 1993.

3. Marshall MA, and Buffington ST. Life-Saving Skills Manual
for Midwives. American College of Nurse Midwives, 1991.

4. Morrow H, and Anderson F. Gold Standards in Maternal
Care Curricula for Use by PVO Child Survival Projects. Johns
Hopkins University School of Hygiene and Public Health, PVO
Child Survival Support Program, 1995.

5. MotherCare: Lessons Learned 1989-1993. John Snow, Inc.,
in collaboration with USAID.

Section D4.h - Family Planning

4h.1 Baseline Information Modern family
planning has not been widely accepted in the country as a
whole. The State of the World’s Children 1995 lists
Zambia’s contraceptive prevalence rate as 15%. In 1995,
Chadiza reported 851 new acceptors to equal 3616
participants, 20% of women of childbearing age. In
Chipata district there were 2696 new acceptors and 6328
continuing acceptors to equal 11% of women ages 14-49.
(Eastern Province MOH Statistical Office, 1995
cumulative report)

Contraception: When asked if they wanted to have
another child in the next two years, 52.3% said yes. 44.3%
said they did not know. Of the 125 non-pregnant women
who said they did not want to have a child in the next two
years or did not know if they did, 36.0% said they are
currently using any method to avoid/postpone pregnancy.
64.0% reported they are not using any method.

Of the 43 who are using some form of birth control,
62.8% took the pill. 27.9% used condoms. 11.6% had
tubal ligations. 4.7% used injections and also 4.7% used a
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barrier/diaphragm. No one said that they were using:
vasectomy, Norplant, IUD, foam/gel, exclusive
breastfeeding, rhythm, or coitus interruptus as a method.
Other methods not listed in the question were used by
18.6%.

Birth control usage is very low in the project area. Two
thirds of women not wanting another child in the next two
years (or not yet sure), use no birth control.

4h.2 Family Planning Objectives (a) Increase
the percent of mothers of children less than 24 months of
age who wish to delay their next pregnancy by two years
who use a modern birth control method from 26.4% to
40% in the target region.

4h.3 Current Family Planning Services and

Constraints All rural health centers and hospitals offer
family planning services. There are also several NGOs
which are providing family planning education and
commodities (Planned Parenthood Association of Zambia)
and working in close connection with the MOH. With the
exception of condoms, contraceptive devices/supplies are
not easily available, but health care facilities do offer a
modest range of choices. The Chadiza District pharmacy,
for example, makes available condoms, birth control pills;
Mwami Adventist Hospital has injectable contraceptives
(Depo-Provera) and can perform surgical sterilization
procedures, and health centers throughout the project area
have pills, condoms, and injectable contraceptives. The
constraints in the area of family planning are those related
to the difficulty of maintaining a sufficiently diverse,

“consistent, and geographically comprehensive system of
contraceptive distribution.

ADRA has a separately funded Family Planning Health
Services in Chipata District. 29 Community Based
Distributors operate in the project’s catchment area,
distributing contraceptives and providing family planning
education to couples in their respective catchment areas.
Also, CHWs have been responsible for some time for
family planning services at the community and
neighborhood level. Occasionally, NGO or other outside
donors have provided a larger array of family planning
alternatives but this has not been sustainable; once the
source of, say spermicidal jelly, “dries up”, the users of
that specific method tend to stop using contraceptives,
temporarily or permanently.

It also appears that, although condoms are widely
available, they are mainly used for STD protection, and not
in the family planning context, where men are reluctant to
take on contraceptive responsibilities and behaviors. Thus,
targeting men (at church, political gatherings, social
gathering places, village headmen meetings) in family
planning education seems absolutely imperative.

4h.4 Population Estimated beneficiary population
for women of childbearing age (15-49), all of whom will
be targeted for this intervention: 28,630.

Estimated beneficiary male population: 27,485

4h.5 Approach The project will be involved in
three aspects related to family planning services: training
of personnel (CHWSs and TBAs), motivating community
leaders, and improving access to services. Community
Health Workers and Traditional Birth Attendants, both
new and existing, will be trained in the main messages
related to family planning. They will meet with MOH and
project staff monthly to discuss what they have done and
how people are responding to their teaching. For content
of training in family planning, see Table D; CHW Manual
(Annex VI), page 66.

Since ADRA conducts a separately funded project in south
Chipata for Community Based Distribution of
contraceptives, collaboration between the two projects will
be close. CS can benefit from the successful experience of
the CBD project, using their methods and materials where
applicable. It is expected that most existing CBD agents
will be trained as CHWs to further strengthen the
connection between family planning and other aspects of
primary health care; at minimum, the CBD agents will be
included in monthly CHW/TBA briefing sessions at the
health centers.

Community meetings with elders, VHCs, teachers,
religious leaders, traditional healers, leaders of youth and
women’s groups will be held in each sector to motivate
families toward family planning and allay any of their
concerns about it.

4h.6 Health Education Messages To be
developed in collaboration with Zambia Family Planning
Project/John Snow. (See Annex.)

4h.7 Documentation CHWs will note on their
monthly report how many people they have advised/-
referred and how many health talks on the topic they have
conducted. CBDs report monthly to the ADRA Project
Manager. Monthly clinic records report on number of
women who used family planning services. Each female
acceptor has her own card. (See Annex.)

Reference Materials
1.Facts for Life: A Communication Challenge. UNICEF,

WHO, UNESCO, and UNFPA, 1993,
2 Family Planning Policy Guidelines and Standards,
Republic of Zambia Ministry of Health, November 1995.
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3.Kutengera Kalera Khomo Ndi Khomo. (Manual for
Community Based Family Planning Services), Malawi,
c.1993.

4.Potluri SKR, (ed.). Mannual for Community Health
Worker and His Training in Zambia. Office of Provincial
Medical Officer, Central Province, Kabwe, 1981.

Section D4.i - HIV/AIDS Prevention

4i.1 Baseline Information Rate of HIV
Infection: According to the 1995 data reported by Mwami
Hospital’s clinical officer for STD/AIDS, 18.3% (36 of
197) of asymptomatic blood donors tested positive. Of
new hospital patients suspected of being infected, 79.8%
(166 of 208) tested positive in 1995. The Chipata district
reported 4, 262 cases of AIDS during 1993 (According to
the 1993 district annual report).

4i.2 Knowledge and Practice Knowledge of
transmission: 58.7% of mothers mentioned sexual
intercourse as a method of transmitting HIV. 46.3% stated
that sharing blood contaminated razors/needles was a
means of transmission. 9.7% mentioned transmission from
mother to child. 5.3% said that sharing clothing/towels
could spread HIV. 3.0% reported that kissing was a means
of transmission. 2.0% stated that the following could
transmit HIV: shaking hands; mosquitoes; and eating
contaminated foods. 16.3% stated other methods of
transmission.

Knowledge of prevention: 30.0% of the mothers stated
that AIDS can be prevented by avoiding unsterilized
needles/razors. 29.0% mentioned abstinence as a method
of prevention. 23.0% listed use of condoms in prevention
of transmission. 11.4% mentioned mutual fidelity
between uninfected partners. 3.3% stated the avoidance of
unscreened blood transfusions. 49.5% reported that there
were others ways of preventing AIDS.

Knowledge levels regarding HIV/AIDS prevention are
relatively low. Only 11.4% of the women interviewed
mentioned mutual fidelity between uninfected partners as
methods of prevention. Only a little over half of the
women mentioned sexual contact as a way of transmitting
the HIV/AIDS virus, and less than 10% knew that it can be
transmitted from mother to child.

The spread of HIV infection is or may be facilitated by
several key factors, both cultural/social, and economic in
nature. The tradition of cleansing for example, dictates
that a newly widowed woman must sleep with or marry a
relative (often a brother) of her deceased husband in order
that she may be “set free” to remarry. If the husband died
of AIDS, the woman may infect the partner who “cleanses”
her, or she may become infected by her partner. This
practice is further complicated by the fact that it is often
concealed (i.e. because of the shame of an older woman

compelled to sleep with a boy, etc.), and not widely
discussed, due to its sensitive, sexual nature. Poverty is
also a factor in the spread of HIV, because it forces some
young women to become involved in commercial sex
work. Recreational drug use is rare in Zambia, so
knowledge of this as a means of transmission is low.

4i.3  Objectives for the prevention of HIV/-

AIDS a) Increase the percent of WCBA who know the
means of HIV/AIDS transmission: mother to child, from
9.7% to 40%; blood, 46.3% to 65%; sexually, from 58.7%
to 80%. (b) Increase the percent of youth who know the
means of HIV/AIDS transmission: unprotected sex with
infected persons, from 69.4% to 90%; dirty (bloody)
needles/instruments, from 37.2% to 70%; mother to child
from 2.8% to 40%. (c) Increase percentage of adult males
who used a condom during their {ast sexual intercourse
with a non-regular sexual partner from 29.1% to 55%. {d)
Increase the percent of youth who say they have changed
their sexual behavior to avoid getting AIDS from 42.7% to
75%.

4i.4 MOH Policies and Protocols and Other

Activities The goals of the MOH in this very sensitive
area are mainly focused on health behavior change. These
include efforts to educate the Zambian people regarding
existing misconceptions and misinformation about AIDS,
the close link between HIV/AIDS and other sexually
transmitted diseases, and the critical need for informed,
selective, and responsible sexual behavior.

It appears that condoms are widely available. However;
men are reluctant to use them for STD protection, since
they believe it hampers reproduction. Thus, targeting men
for education is imperative. The health centers in the
project area attempt to screen all mothers who come for
antenatal care for STDs. However, since laboratory
supplies are limited, the screening is done on the basis of
clinical symptoms alone. If pregnant mothers meet the
criteria for being diagnosed with STDs, treatment is
provided--if drugs are available. If drugs are not available,
they are referred with a prescription. Normally drugs are
delivered to the health centers by the DMO who gets them
from the regional MOH drug supply in Chipata. ADRA
Zambia will continue to educate mothers in the community
to attend antenatal clinic services at these heath centers, be
screened for STDs, and get prompt treatment for STDs if
required. Those women who have STDs will be
encouraged to refer their partner(s) for treatment. The
antenatal card monitored by the MOH requires that every
mother be checked for STDs.

4i.5 Approach HIV/AIDS intervention is a new
activity for this project. A constraint in implementing
HIV/AIDS interventions relates to the traditional
opposition to condom distribution activities both inside
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and outside religious circles in Zambia. This issue is non
negotiable as far as the official local Catholic and most
Protestant churches. However, ADRA/Zambia will try to
develop a system, whereby accessability for
contraceptives, especially condoms, is improved through
it’s family planning and child spacing intervention.
Inclusion of community groups, such as church
institutions, political committees, village elders groups, in
the education of the communities is imperative. Condom
accessability and distribution will be enhanced through
integrating the HIV/AIDS and FP activities in all the health
centers and health units, counseling and referral by CHWs
to health centers and other centers in the community where
condoms are available, by assuring the constant supply of
condoms, and by linking with other NGOs, such as the
Family Planning Association of Zambia, who are operating
in the region. In addressing HIV/AIDS, ADRA will target
Women of Child Bearing Age, adult males, and youth
ages 6-16. During the first two and a half years of the
project, 100 new and 50 current CHWs will be trained in
the project interventions. Each CHW, in turn, will
cooperate with the MOH, Mwami Hospital, and the project
in community health promotion activities. They will be
trained and assisted in promoting key messages to the
individual mothers, families, and community groups.

The TBAs both new and existing, will similarly be given
training in HIV/AIDS prevention. The training schedule
for Year One is: refresher course for 25 CHWSs and 10
TBAs; training for 20 new CHWs and 10 new TBAs. The
training schedule for Year Two is: refresher course for 25
CHWs and 25 TBAs; training for 60 new CHWSs and 30

.new TBAs. In Year Three, 20 CHWs and 10 TBAs will be
trained. For content of trainings in HIV/AIDS see Table
D.

Community thought leaders (elders; members of Village
Health and Development Committees; teachers; religious
leaders; traditional healers; leaders of youth, men and wo-
men’s groups) will be trained in the key messages of all
interventions so they may support the work of the CHW
and TBA. CHWs will be assisted in conducting health
education meetings with formal and informal community
group. Meetings will be conducted with combined groups
as well as with men’s and women’s groups separately.

Another component of the CS activities involves training
and facilitating Child-to-child health educators. This will
be a joint activity of the project and the MOE which
already has begun introducing this program into some
schools. MOE and ADRA staff will cooperate in all
aspects of project activities relating to Child-to-child.
Child-to-child leaders will be trained in the key messages
which they will communicate to school children as
appropriate to their age level; messages will be given to
other children through peer education. Anti-AIDS clubs
for youth 6-16 years old have also already begun through

the MOE; ADRA’s role will again be to facilitate. Schools
having a teacher already trained in either anti-AIDS club
objectives or in the Child-to-child program will be targeted
for this aspect of the AIDS intervention. It is anticipated
that 50 educators in 25 schools will receive further training
and support from the project. CHWSs will work with the
teachers to facilitate drama, story-telling and other health
education activities by children in their villages.

Specific activities of the AIDS prevention program
include:

. Training health center staff, CHVs, TBAs, on IEC
skills for HIV/AIDS
. Conducting community awareness campaigns

through CHVs, TBAs, community leaders during
their scheduled meetings.

. Developing outreach programs to youth through
child to child activities. (incorporate school sports
and other fun activities to keep youth busy and
away from trouble)

. Outreach to youth through teachers, and drama
clubs, (puppets, talks, skits, songs)

. Outreach to parents/men through CHVs and
drama clubs.
. Counseling and medical services to teenagers/men

needing care needing services.

. Condom availability to adolescents (11-16 years
old) who wish to use them with specific
instruction on appropriate use.

. Referral protocols for STD testing with treatment
at the health centers.

The strategy for pre adolescent AIDS prevention focuses
on the provision of specific key messages. The key
messages are:

“Be sexually abstinent until marriage”

“Resist having sex with ‘sugar daddies’ or ‘sugar
mommies’

“Looking after yourself makes you strong and
bright”

“Spend your time wisely and not sexually”

“Be active in sports and other club and
community activities”

“Discuss with your parents and teachers if you
have questions about sex”

“Avoid meeting boys/girls in secret locations for
sexual activity”

“If anyone forces you to have sex, report to
authorities”

The messages for adolescents are as follows:
“All the above key messages”
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“If you insist on having sex, use, but don’t rely
on, condoms”

“If you use condoms follow the correct
procedure”

“AIDS has no cure”

4i.6 Health Education Messages

“AIDS is an incurable disease. It is caused by a
virus which can be passed on by sexual
intercourse, by infected blood, and by infected
mothers to their unborn children.”

“People who are sure that both they and their
partner are uninfected and have no other sex
partners are not at risk from AIDS. People who
know or suspect that this might not be the case
should practice safer sex. This means either sex
without intercourse (penetration), or intercourse
only when protected by a condom.”

“Any injection with an unsterilized needle or
syringe is dangerous.”

“Women infected with HIV should not become

pregnant. There is a one-in-three chance that
their babies will also be born infected with HIV."”

These messages will be conveyed at health centers by
health center staff for WCBAs, in the communities by
CHWSs/TBAs for WCBAs. during anti-AIDS clubs

meetings in schools for youth, by teachers, by youth peer
groups/drama groups, and by CHWs for adult males.

Formative research will be conducted using WCBAs, adult
males and adolescents separately. The purpose of this
research will be to obtain information on sexual behavior
and use it to develop appropriate JEC messages for
promotion of family planning education and HIV/AIDS
prevention. This study would also help determine the
factors which influence the sexual behavior of youth from
the parents point of view.

4i.,7 Population Estimated beneficiary population
for women of childbearing age (15-49), 28,630.
Estimated beneficiary male population: 27,485
Estimated beneficiary youth (6-15): 7,000
Reference Materials

1. Common Questions and Answers on HIV/AIDS/STD/TB.
National AIDS/STD/TB/Leprosy Programme, MOH of Zambia,
and WHO 1995.

2. Facts for Life: A Communication Challenge. UNICEF,
WHO, UNESCO, and UNFPA, 1993.

3. Guidelines for the Clinical Management of HIV Infection and
AIDS in Adults and Children (v. 1 and 2). Zambia
National AIDS Prevention Programme and WHO, 1992.

4. Living with AIDS in the Community. WHO, 1992.

5. Mukonde CW. Too Young to Die. Zambia Educational
Publishing House, 1992.

6. The Malawi Prescriber’s Companion. MOH, Malawi, 1993.
7. Child-to-Child in Zambia Orientation Manual, UNICEF, 1993
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D.5 Schedule of field project activities

Table C: Field Project Schedule of Activities

Year 1 Year 2 Year 3 Year 4
1j23ftaf1f2f3fafrf2]3faf1]l2]3]4

1. Personnel in Position

a. Project Manager XIXIXIXIXIXPXIXIX{iX|XiXiX1x/xix

b. Technical/Health Coordinator X{XIXIX|XIXIXIX]XIXIXIX|XIX1X

c. Health Information System Manager XIXIXIXIXIXIX|IX]|X|XIXxiX|xlx

d. Community/Village Health Workers XXX XX |IXjX|X{X|X|X|X]|X|X

e. Other support XIXIXIXIX|{X|XIX|X|X]|XIX|X|X|X
2. Baseline Survey

a. Design/Preparation X X X

b. Data Collection and Analysis XX X X

¢. Feedback to Community X X X
3. Health Information System

a. Consultants/Contracts to Design HIS X

b. Develop and Test HIS XX

c. Implementation XXX X[ X|IXIX]X|X|X]|X|X|X|X

d. Peedback to Community XIXIXIX| XXX X]IX]XIX|X|X|X
4. Training

a. Design X1X X X X

b. Training of Trainers XIXIXIX|XIXIX|XIX]|X]IX|X|X]|X

c. Training Sessions XIXIXIX[|XIX|X|X|XIX|X|X]|X

d. Evaluation of Knowledge of Skills XIXIX|X)IXIX|XIX}IX|X]|X]|X
5. Procurement

a. Supplies

- Other X1 X X X X

b. Equipment XXX X
6. Service Delivery to be Initiated

i) CDD XIXIXIX|XIX]IX|X|XIX}IX|X]|X]|X

ii) MCH/FP XIX]IX|X|X]|XIX|X|X|X]|X]|Xx]|X|X

iii) Nutrition XIXIX|X|XIXIX|X|X|X}|X|X]|X]|X

iv) Immunization XXX X]X|IXIXIX|X{XIXIXIX|X

v) HIV/AIDS XIXIX{XIX|X]X|X|X|X]{X]|X]|X|X
7. Technical Assistance

a. Headquarters X X X X X X X X

b. Consultants
8. Progress Reports

a. Annual Reports X X

b. Mid-Term Evaluation X

c. Final Evaluation X
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Section E. HUMAN RESOURCES
E.1 Organizational chart

See Annex XII.

E2 Training and Supervision Summary

PVO/Country: ADRA/Zambia

Project Duration: Start Date October 1, 1995
Estimated Completion Date: September 30, 1999

DIP TABLE D: TRAINING AND SUPERVISION SUMMARY

CONTACTS

TRAINEE NO. OF HOURS
COURSE
JOB TITLE TITLE Per Month Supervisor INTERVENTION(S)
Monthly | In service
CHW/TBA GM 16 16 Lead Staff with Health correct method of weighing, checking accuracy of/recording date of birth, plotting weight by age and
EPI Center Staff connecting point to last point charted; interaction with mother: educational, informative, sensitive,
motivational; distinguishing problem cases and prompt referral for medical attention and/or nutritional
rehabilitation; asking/answering questions, giving appropriate counseling, explanations, recommendations.
cold chain function and maintenance; significance of the six immunizable childhood diseases:
consequences, benefits of vaccinating; key messages for parents and community; 1LD. of high risk
children and referral for vaccination at HC or promotion of immunization campaigns/outreach sessions
FP 32 48 Lead Staff with Health the essentials of male and female reproductive systems; the purpose and importance of family planning,
Center Staff and answers to commonly asked questions and potential conflicts; listening and observation skills; key
messages: both content and presentation are important; positive, non-inflammatory interaction with
couples/community; basic types of contraceptives available and easily accessible in the project area;
knowledge of correct use, possible difficulties (and solutions), and potential side effects and action to be
taken
CHW/TBA AIDS 20 10 Lead Staff with Health accurate inforration about transmission and prevention of HIV/AIDS; the connection between STDs and
Center Staff HIV infection (i.e.: STDs facilitate HIV infection); good interpersonal skills, listening, counseling;
positive, supportive, nonjudgmental rapport; presentation of key messages targeting men, women, and
youth; treatment of HIV/AIDS patients: good nutrition/hydration, rest, TLC, inclusion in everyday
activities as much as possible
CHW Nutrition/ { 40 20 Lead Staff with Health signs of malnutrition and specific deficiencies (marasmus, kwashiorkor, night blindness, anemis, etc.); key
Gardening/ Center Staff with messages and cooking demonstrations teaching balance, variety, sufficient amount in each meal, especially
Vitamin A Ministry of Agriculture for children and pregnant/lactating mothers; positive, respectful, interaction with families and community,
Staff listening skills; building on what people know, since food beliefs and thinking are deeply rooted, and
difficult to change; the basic elements of vegetables and legume gardening during the dry season; sources
of Vitamin A, and their inclusion in each meal
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TRAINEE

NO. OF HOURS

CONTACTS

COURSE Per
JOB TITLE TITLE Per Month Supervisor Month INTERVENTION(S)
Maternal 16 16 Lead Staff with Health 1 general health education targeting pregnant women (nutrition, rest, good hygiene, danger signs which
Care Center Staff require immediate medical attention etc.); promote early TT vaccination and refer to the nearest HC;
emphasize the critical need for timely and appropriate prenatal care, provided either by a TBA or at the
HC/MCH Clinics; educate the community on the importance of maternal health, and involve community
leaders, committees, etc. in ensuring the health of mothers, arranging a system for transporting obstetric
emergencies; key messages delivered to all WCBA and community; CHW should be a resource person
for ail mothers with questions or concerns
CHW Control of | 16 16 Lead Staff with Health 1 understand the spread of gastrointestinal microbes (fecal-oral route) and prevention; key messages on
Diarrheal Center Staff diarrhea prevention, treatment, and rehabilitation (MOH); promotion of ORS packets and home-available
Diseases fluids (rehydration is key); promotion of ORT/family health corners in HCs; know and teach on the
danger signs which mean child needs immediate medical attention; referral of severely dehydrated
children, or those with dysentery
TBA Prenatal 160 60 Lead Staff with Health 1 present key messages (timely and appropriate prenatal care, TT immunization); physical assessment of
Care/ Safe Center Staff pregnant woman take an obstetric/medical history; identifying high-risk mothers and referring;
Deliveries/ education/counseling on proper nutrition (iron-rich foods, adequate weight gain) and other pregnancy-
Post- related issues; education on danger signs/possible complications and when to access medical help
Partum immediately; preparation of the woman for labor and delivery; maintenance of a safe-birth kit
Care normal deliveries performed cleanly/safely; management of appropriate first-aid if needed; arranging for a
quick-response system (transportation, etc.) in the event of an obstetric or neonatal emergency; care of the
newborn and immediate initiation of breast-feeding; counseling mother on child care, immunizations,
exclusive breast-feeding; counsel and educate parents on family planning
Teachers/ GM/EPI/ 4 2 Lead Staff with 1 key messages promoting GM/EPI/Nutrition/Gardening/Vitamin A at community events, social gatherings,
Community Nutrition/ Ministries of Health, in schools through the Child-to Child program
Leaders/ Village Gf\rdeping/ Eduf:alion, and as needed, collaboration with the CHWs and TBAs in the community
Health_ Vitamin A { 8 4 Agriculture Staff education/communication/information on the above topics
committees
Teachers/ FP 4 2 Lead Staff with 1 key messages on FP delivered at community gatherings; educational activities on FP and HIV/AIDS which
Community AIDS 20 10 Ministries of Health, target men, specifically; support of the work of TBAs and CHWs
Leaders/ Village Education, staff motivational efforts to raise awareness of transmission and prevention of HIV/AIDS; listening skills;
Health sensitivity training
committees
Teachers/ Maternal 8 4 Lead Staff with 1 key messages on the importance of early prenatal care; promotion of the trained TBAs in the community;
Community Care Ministries of Health, obstetric emergency plan of action for the community; key messages on ORS/ORT corners in HCs;
Leaders/ Village DCM 4 5 Education, staff education on good hygiene in the home/community
Health
committees
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E.3 Training and supervision plan: The
project will train CHWs and TBAs in accordance with
MOH guidelines. With the exception of the training
coordinator, all trainers will be nationals, either project
staff or MOH/District Medical Office personnel. The
project will train 100 new CHWs and 50 new TBAs in six-
week training sessions. The trainees will spend about 20%
of the training time either in the field or in practice
sessions which will provide the potential for applying
newly acquired concepts and utilizing new skills.
Evaluation will take place throughout the training, with
trainers maintaining a performance checklist for each
trainee. MOH curriculum will be utilized to train CHWs
and TBAs, and mastery of specific concepts and skills will
be evaluated. Each CHW and TBA will be assigned a
catchment area; he/she will complete a report form which
will be turned in every month to the health center
responsible for overseeing his/her activities (see Annex).

Five project staff will function as supervisors of CHW and
TBA activities, and make unannounced supervisory visits
to assess the quality of care being provided. The ratio of
health workers to supervisors will be 10 TBAs and 20
CHWs to each supervisor. Also, these supervisors will act
as linkages in the Health Information System the project
plans to help implement. Once a month, CHW's will all
gather at their respective health center where they will
submit their report forms. Project supervisors and their
MOH/district office counterparts will tabulate the data,
which will then be included in the district and province
HIS, and also in the project’s evaluation of health workers’
activities.

E.4 Community health workers

The total num £, Community Health Workers in the
project will @lready trained semi-active CHWs
number 50. Onéhindred new CHWSs will be recruited and
trained. Recruitment will follow the MOH model of
presenting the qualifications needed to the community and
asking them to chose the person. The MOH defines
essential qualifications for a CHW: respected in the
community, long-term resident of community, literate, able
to communicate, having sufficient time to devote to CHW
duties.

CHW s work through the MOH hospitals/health centers and
with Mwami Hospital. Each CHW reports to a specific
health unit monthly. The ratio of CHWSs to households
will be 1:115 when all CHWs are trained.

Project staff will supervise individual CHWs quarterly
with MOH staff. CHWSs will meet monthly as small groups
at each health center with MOH and project staff for in-
service and monitoring of activities.

Very little dropout is expected for several reasons: a)
CHWs are chosen by the community who will have a level
of expectations for them; b) monthly meetings to discuss
activities will be an encouragement for continued work; ¢)
quarterly supervision in the field will sort out problems
before they become large; d) CHWs will have the
opportunity to save for a bicycle and purchase it at half
cost; the project will pay for the other half; €) community
meetings with thought leaders will affirm the work of the
CHW.

E.5 Community committees and groups
Project staff will work with leaders of most community
groups, training them in key messages for each
intervention and enlisting their support/cooperation for
project activities. CHWs will be encouraged to meet with
groups in their respective catchment areas. The project
field supervisors and MOH staff will coordinate and
strengthen the integration of CHWs into the groups where
they will deliver key intervention concepts. Project staff
plan to participate with CHWs in ten community group
meetings a month,

E.6 Role of country nationals Country nationals
have the positions of field supervisors and HIS
coordinator. In addition, the project has and will continue
to rely heavily on temporary and part-time nationals for
trainings and other field work. National staff have been
involved in the writing of the DIP. One staff member has
already spent ten days learning what her ADRA/Malawi
counterpart is doing. National staff will receive in-service
training in planning and personnel management from
expatriate staff. For upgrading other skills, they will be
sent for seminars/classes as the needs and opportunities
arise.

E.7 Role of headquarters staff The project will
have technical support and supervision from ADRA's
regional office in Harare, Zimbabwe. This office is under
the direction of Mr. Nick Brightman, MPH (Loma Linda
University) who will visit the project three times per year
for a period of three to four days per visit. The visits will
provide opportunity for project evaluation, strategy
planning and troubleshooting.

The ADRA/USA office will be represented by Mr. Milton
McHenry of ADRA International. He will visit the project
two times per year staying for one week per visit. His
visits will provide quality control and ensure that project is
following its design. At least two of his visits will coincide
with those of the regional officer in order to provide
opportunity for in-depth program monitoring and planning.
Dr. Mike Negerie, Assistant Health Director at ADRA/I
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is responsible for technical backstopping; he is expected to
visit the project yearly for two weeks each.

Section F. PROJECT MONITORING/
HEALTH INFORMATION SYSTEM

F.1 HIS plan Project progress will be monitored in
several ways. The existing system of Health Center data
collection will indicate trends in disease as well as use of
services such as nutritional rehabilitation, family planning
and pre-natal care. In addition, analyzing monthly
activities and services provided to and with beneficiaries
will indicate quantity of work done on project
interventions. Formal and informal evaluations after each
training will show training strengths and weaknesses.
Ethnographic studies will determine methods and materials
for health education on sensitive/difficult topics. Mid-term
and final cluster surveys will measure impact on the target
populations.

F.2 Data variables Data collection will begin with
the Community Health Workers who each have a
designated catchment area. The CHW monthly report will
contain data collected from community leaders as well as
that tabulated from their own records. Information
collected from the community includes the vital statistics
of births and deaths as well as number of children under
two and number of pregnant women. Vital statistics are
kept by the CHWs in exercise books which they maintain.
From their own records, the CHW will tabulate: a) how
~many people they advised/treated/referred according to the
situations for which they are trained; and b) how many
times they conducted health education, on which topics.

Also beginning at the community level is the data collected
by the Traditional Birth Attendants. (See Annex IV for
TBA reporting form.) Their monthly reports contain: the
numbers of pregnant women seen; pre-natal visits; home
deliveries; days of labor; status of new mother; maternal
deaths; health status of newborn; referrals to hospital.

CHWs and TBAs will turn in their reports at a monthly
meeting conducted jointly by project and MOH staff at the
Health Center to which the CHW or TBA is attached.
(This system is already in place but not formalized or
standardized. HC staff are encouraged, but not required, to
collect monthly data.) As is currently done, HC staff will
compile their monthly reports which are sent on to the
District and then to the Regional MOH. Project staff
assisted by MOH personnel will routinely, randomly check
on CHWs and TBAs to determine the validity of their data.
Project staff will also complete monthly reports of their
training, supervision, and monitoring activities.

With each training will be pre and post tests to determine
areas of need. Project and MOH staff will together devise
supervisory worksheets to determine levels of CHW and
TBA competency. Project and HC staff will be trained in
the use of these monitoring tools. Technical assistance
may be needed.

Since there is a shortage of health education/health
promotion teaching/learning aids, ethnographic research is
needed to discover what materials and methods would
work best. Certain aspects of AIDS prevention, family
planning and cooperation with Village Health Committees,
and nutritional habits need further study to find culturally
appropriate avenues of education. Project and MOH staff
along with a consultant will conduct the research.

Selected portions of the baseline surveys will be conducted
mid-project. All portions will be conducted for the final
evaluation. ADRA Headquarters will assist with these
evaluations.

F.3  Data analysis and use Data tabulation and
initial analysis will begin with the monthly meetings at
each Health Center when CHWs and TBAs bring their
reports. MOH and ADRA staff will do on-the-spot
tabulations to facilitate immediate feedback to the
participants. CHWs and TBAs can then take any con-
clusions/recommendations back to the Village Health
Committees for discussions at the community level. MOH
staff will put the data in their monthly report to be for-
warded to the District. District level staff compile all
reports and prepare a summary report which is sent to the
Regional office. Project staff will take the same data from
CHW and TBA reports plus selected information from
health center OPD records to prepare quarterly reports to
the local USAID mission and ADRA Headquarters.

ADRA will facilitate a quarterly meeting of all parties
involved in child survival activities in the catchment area,
both governmental and private voluntary agencies, to
discuss the reports. Weak areas will be noted and
arrangements made for strengthening them together. The
HIS will thus lead to improved and targeted programs.

¥4 Other HIS issues

Personal health data will not be kept by the project. In
most cases, it is kept by the individual or parent. The
project will assist the MOH in photocopying the new CHW
forms as they are put into place. The main material need is
logistical (transportation). Some health centers are remote
and do not have a system for getting records to the main
office in a timely fashion; the project will assist planning
sustainable solutions with the health centers.
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Training on the new CHW reporting form will begin in
March. All existing CHWSs should begin using it in April.
The problem is that the population base is not clear, so
percentages cannot be determined. Because each CHW
has a large territory to cover, it may take several months to
conduct a census. (As new CHWs are trained, the areas
covered by CHWSs will be smaller and more manageable.)
In cooperation with the Village Health Committees, CHWs
will develop household registers for their area to monitor
vital statistics as well as pregnant women and children
under two. For content of training in registry development,
see CHW Manual (Annex VI), pages 74-76.

SectionG BUDGET

Working Budget The following four pages are the
detailed working budgets for the program. The first two
sheets are the HQ costs and the field costs which are paid
and managed at HQ for currency and point of payment
reasons. The second pair of budgets are the actual costs
that are spent and managed in the field.
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ADRA ZAMBIA

CHILD SURVIVAL XI
' Headquarters budget
First Year Second Year All Years
\ID  ADRA SAID . ADRA USAID ADRA
A, Personnel
1 Direct Backstopping ‘
a  Grant Manager 1,56 ; 1,861 12,077 6,836
b  Health Advisor 6 13,014
¢ Financial Compliance 8,747
Subtotal direct backstopping 1,56 1,861 33,838 6,836
2 Technical support
a  Evaluation 298 4,200 1,094
b  Accounting 337 2,760 1,239
¢ Support staff 377 3,338 1,385
Subtotal technical support 1,012 10,298 3,718
Subtotal Personnel 2,41 | -0.06 2,874 44,136 10,554
E. Other HQ costs
1 Communication
a. Telephone 1,969
b Fax 1,094
¢ Mail/express 2,120
Subtotal Communication 5,182
2 Report Preparation 1,750
Subtotal other HQ costs 6,932
Total HQ. 2,41 2,711 2,874 51,068 10,554
Total HQ Field Costs 7,69 1,657 1,545 145,345 12,275
Total Field Costs 87,360 49,736 1 50,450 535,247 237,222

22,418
8,126

23 % Indirect Costs
4 % Unrecovered 1dC

12444 38760 12,620 168282 59,812
6686 - 6742 29,266

TOTAL PROGRAM 249887 128,014 237,142 73234 207,330 74231 899,942 349,129
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ADRA ZAMBIA FIELD EXTERNAL COSTS

~ First Year Second Year ~ Third Year Fourth Year All Years
USAID ADRA USAID = ADRA USAID ADRA  USAID = ADRA  USAID ADRA
C. HQ field costs SRR RN i e
1 Consultants
a. Health 268 8,844 984
b  Management 238 8,844 875
¢ Financial 7 8,844 24
d Training
e  Evaluation 21,200
f HIS 7,959
g A-133 Auditor 10,499
Subtotal Contractual 513 66,191 1,883
2 International travel/per diem E
a  Health : 10,699
b  Management 12,899
¢ Financial 10,699
d  Evaluation 13,362
e HIS 7,641
f. DIP wkshp 2,400
g Baseline surveys 3,100
h  Auditing 1,032 11,374 3,791
Subtotal travel/perdeims 1,032 72,174 3,791
Subtotal Consultants+Travel 1,45 1,545 138,365 5,675
3 Equipment
a. Computers 6,400
b  Printer 900
¢  Copier 1,300
d UPS 480
e Fax machine 1,200
f  Radio system 2,500
g Typewriter 600 200
h  Cold Chain equip.
Subtotal Procurement 6,980 6,600
4 Other costs
a. Baseline surveys
b. DIP orientation
Subtotal other costs
Total HQ Field costs 40,30 7,697 40,043 1,37 25,176 1,657 1,545 145,345 12,275
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ZAMBIA CHILD SURVIVAL XI FIELD COSTS

~ YEAR1 YEAR 2 YEAR 3 YEAR 4 ALL YEARS
ITEM USAID ADRA  USAID = ADRA ~ USAID ADRA  USAID ADRA  USAID  ADRA NARRATIVE
# Administrative :
a Regional Director - 3570 .. 3,784 4,011 4,252 15,617 1 pm/yr @ 3750/mo w/6% annual inflation
b Country Director .= = . 4,840 i B,130 5,438 . 5,765 21,173 4 pm/yr @ 1210/mo w/6% annual inflation
¢ CS Project Directo 7,000 S 7, i 30,622 14 pm/yr @$500/m w 6% annual inflation
Subtotal Administrative © 7,000 8,410 - 7,420 8,915 : 9,449 10,016 30,622 36,791

# Technical

a Cashier/bookkeep: " 1,750 S 1,85 .- 7,656 14 pm/yr @$125/m w 6% annual infl.
b Medical Advisor . 1,800 1,908 2,022 2,144 7.874 3pm/yr @$600/m w 6% annual infl.
¢ HIS Coordinator . 2,100 9,187 14 pm/yr @$150/m w 6% annual infl.
d Training Coordinat 5400 12,086 14 pm/yr @$150/m w 6% annual infl.
e Logistics manager 2,800 12,249 Vehicle, supplies, control
f Field Supervisors : 5950 22,967 3 x14 pm/yr @$125/m w 6% annual infl.
g Temporal Workers 7,000 " e 30,622 Workers on leave from MOH
Subtotal Technical +:24,300. 1,800 2,144 94,766 7,874
4 Support e
a Secretary/data cle. 2,800 12,249 2x14pm/y @$100/m w 6% annual inflation
b Watchmen . 840 3,675 1x14pm/y @$60/m w 6% annual infl..
¢ Driver _ , 400 6,124 14 pm/yr @$100/m w 6% annual inflation
Subtotal support . 5,040 22,048
Subtotal Salaries 136,340 10,210 12,160 147,436 44,665
B Fringe Benefits S
# Employe health 4,800 20,998 Health and ADD insurance
# Employe housing 6,840 29,922 Rent/utilities for 3 flats
# Expat allowance 19,200 0 16,165 17,135 18,163 57,403 66,713 Shipping, Homebase, allowances,
Subtotal Fringe 30,840 16,165 18,163 108,324 66,713

Total Personnel . 26,988 30,323 255,760 111,378
C. Travel
# Domestic :
a Country Director - 18,373 6 round trips Lusaka/chipata/year @$350
b Hotels/perdeim 4,725 Hotels/per deim for Director
¢ Training 16,472 Travel & perdiem for TOT and Trainers
Subtotal Domestic 39,5670
# Intermational .
a CS Lessons Learne 600 Regional exchhnge with CS IX in Malawi
b_PHC Conferences © 7,641 Administrative travel to CS conferences
Subtotal International - 600 02,400 : 2,697 8,241
Subtotal Travel C7,080 £9,269 116,477 114,985 . 47,811
42
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__YEAR1 YEAR2 ALL YEARS
ITEM . USAID =~ ADRA  USAID ADRA USAID ADRA NARRATIVE
D Equipment ; “ ; - v E i
# Vehicle (- 32,000 32,000 1 toyota landcruiser
# Bicycle 1,000 5000 1,000 11,000 300 bikes subsidized @$40/bike
# Fax line o 7,000 - 7,000 New phone and fax lines into office
# Voltage stabilizer 500 - 500 Electric equipment
# Desk, Table and Chaj 2,500 800 ¢ 3,000 800 _Office furniture
Subtotal equipment 3,500 45,300 | 4,000 51,300
E. Supplies S .
# Office Supplies o »-_"4,000'__5} 17,498 Routine Office Supplies, paper, identification sig
# Teaching aids 1‘._40_0 : 6,124 Teaching supplies
# Nutrition Supplies i 2400 2,000 6,000 6,000 Nutritional teaching supplies/seeds
# CHW/TBA supplies 3,800 8,200 Notebooks, pencils,scales, TBA supplies.
# Cold chain supplies 900 : 1,600 Thermometers, cold boxes, monitoring supplies
# Medical Supplies 900: 2,800 : 3,335 3,837 12,249 Basic supplies for referral hospital
Subtotal supplies 13,400 : 5,335 43,360 18,249
F. Contractual S
# a Kitchen gardening 500 3,800 Agriculture consultant/trainer from Governmesr
b Technical 6,100 Local water, SED, Literacy,
Subtotal Contractual 500 6,100 3,800
G. Other Direct Costs
# Training/services v |
a Administrative ser 3,‘60_9' ; 15,749 Country office supplies/monitoring
b MOH Trainers 11,760 10,787 11,434 58,800 41,996 10 training sessions @6 weeks each with 4 trair
¢ Formative researct = 2,800 2,800
d Staff training/ugra ‘3,000 10,053 Professional upgrading for CS staff
Subtotal Training 21,160 10,787 11,434 87,402 41,996
# Communications 2,100 9,900 Telephone, fax, express mail
# a Office Rental . 2,697 2,858 10,499 Office space at MAH @$200
b Equipment Insura 2,187 Insurance against loss of equipment
¢ _Utilities 787 Water/electricity
Subtotal Facilities 2,697 2,858 2,975 10,499
# a Vehicle fuel/oil 33,685 For one vehicle
b Vehicle rental 16,051 Fuel/km costs for additional transport
¢ Vehicle Maintenan 8,138 For project vehicle
d Vehicle Insurance 13,141 For project vehicle
e Shipping/Clearing 2,970 Customs and transport paperwork
f DIP/Baseline work 3,956 Costs related to in-country DIP preparation
Subtotal other 77,940
Subtotal Other Direct Cost 49,644 13,483 178216 52,495
TOTAL FIELD COSTS 143,404 49,736 535,247 237,222
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Section H

H1

SUSTAINABILITY STRATEGY

Sustainability goals, objectives, and activities

DIP TABLE E: SUSTAINABILITY GOALS, OBJECTIVES, AND ACTIVITIES

Sustainability Goals

Objectives

Activities Required

1. MOH continues health
promotion activities.

1. In the area of MCH, the MOH
will continue the provision of
quality training, supervision and a
system of incentives for TBAs and
CHWs.

2. Continued incentives for TBAs.

3. CHW dropouts become minimal.

1. In collaboration with the community,
devise a clear-cut, mutually adequate policy
of remunerating TBAs for their services.

2. Educate community regarding TBA
remuneration.

. Monitor TBA remuneration.
. Establish regular supervision of CHWs.

. Develop supervisory checklists.

2. Church-based family planning,
nutrition education and HIV/AIDS
education.

1. A transfer of primary health care
knowledge to various levels of the
PHC system.

2. Sharing effective supervisory/-
management strategies.

3. CS activities are integrated into

the MOH plan of action .

3
4
5. Train HC staff in supervisory checklists.
6
1

. Involve religious leaders in
planning/training aspects of activities.

2. Collaboration with MOH, other PVOs.

3. Ministry of Health will
collaborate with Ministry of
Education and the Ministry of
Agriculture in educational
activities and sensitizing the
community.

1. Collaborate with MOA/MOE to

teach children gardening techniques
and nutritional education which can
then be shared with parents.

2. Increase the desire for AIDS
education

1. Train teachers in collaboration with
MOH/MOE/MOA.
2. Educate schoolchildren on the

importance of a balanced diet (Micro
nutrients, variety); peer education

3. Drama groups, role play and other
methods for AIDS education.

4. Ministry of Agriculture and
local nutrition NGOs will
collaborate in continuing nutrition
education / rehabilitation
activities.

1. Increase preventive awareness at
the community level.

2. Help community attain food
security.

3. Show value of locally available
fertilizers/pesticides.

1. Educate CHWs, community.

2. Teach women improved methods of food
management, preparation, preservation.

3. Promote income generating activities .
4. Establish demonstration gardens.

5. Local NGOs will take over
family planning activities and
education, and incorporate them
into those already in progress.

1. Ensure a stable supply of family
planning commodities.

2. Conduct family planning
education.

3. Increase use of FP services.

1. Monitor supplies, assess logistical
problems and help to solve them.

2. Target men, women, and youth through a
variety of venues for FP education.

3. Cooperate fully with other projects at
every level.
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Sustainability Goals

e e e e e e e

6. MOH will continue the HIS
activities strengthened or initiated
by the Project, with the aim of
firmly integrating HIS in the

Objectives

1. MOH will see importance of
regular systematic reporting and
make plans based on data collected.

2. TBAs and CHWs will see value

CHWs.

activities.

Activities Required

1. Monthly meetings with HC staff, TBAs,

2. Quarterly meetings to review HIS/Project

national primary health delivery in the data they collect. 3. Establish method of community feedback
system. 3. Communities will benefit from from HIS.
the HIS.

4. Conduct meetings with community
leaders to explain how the HIS can help
them help themselves.

H.2 Sustainability plan: By the end of the CS
grant, the project expects to leave the following in place:
a) 150 Volunteer Community Health Workers and 85
Traditional Birth Attendants who are trained and
experienced in health promotion; b) church-based health
education through the Seventh-day Adventist and Catholic
churches; ¢) a strengthened working relationship between
the Ministries of Health, Education, and Agriculture in
areas of common interest; d) community expertise in food
security and nutrition for children and pregnant/lactating
women; e) expanded participation in family planing
services; f) a more accurate community-based Health
Information System.

To continue these activities it will be necessary to have
some regular financial and supervisory input from the
MOH as well as other organizations. As new information
arises, CHWs and TBAs will need training to update their
skills; the MOH will also need to continue the monthly
monitoring system with some form of tangible incentive
for these cadres. The MOH as well as PVOs will need to
include church health leaders in their activities planning
sessions. The Ministries of Health, Education, and
Agriculture will need to continue meeting together on a
regular basis to determine best methods of collaboration.
Community leaders need to be kept informed of local
markets and other issues affecting food security; families
need continued encouragement in the proper feeding of
their children. MOH and PPAZ need to ensure the
continued supply of contraceptive commodities. Regional
and district MOH need to facilitate the timely reporting of
HIS to and from the Health Center level.

MOH and PVOs have been a part of the project from the
time of the proposal writing. Mwami Hospital has a
history of collaboration with the MOH; in fact most of its
national medical personnel are MOH employees seconded
to the hospital. Mwami has also been working closely with
PPAZ in the supply of family planning commodities for
both the hospital and the ADRA CBD project. A broad
range of representatives from the MOH, MOE, MOA,

PVOs, religious organizations, and other government and
non-government entities with an interest in maternal/child
health participated in the five day Detailed Implementation
Plan Workshop. Collaboration has been there from the
planning stages and will continue throughout monitoring.
Key agencies are aware that the project has a limited life
span and that they must assume an increasing amount of
responsibility for activities if they are to continue.

H.3 Community involvement: The community
will be heavily involved in planning sustainability
strategies for CHWs, TBAs, food security, and the HIS.
Community members will select their own candidates for
CHW/TBA training and will be part of the process of
deciding how they can be maintained. Since the entire
community will benefit from their increased knowledge
and experience in nutrition and food security, it is expected
that they will continue to cooperate with appropriate
agencies such as home-craft and agricultural extension
workers. As community leaders participate in regular HIS
feedback sessions and see how that information is
beneficial, they will want to continue the same system even
after the project is over -- and they will retain the skills to
do so.

Information gathered from the community indicates that
general priorities center on access to clean water, food
security, and freedom from disease. Members appear
eager to have project activities in their villages and
willingly cooperated with baseline exercises. Project staff
will make concerted efforts to integrate felt needs with
project objectives and activities.

H.4 Phase-over plan: Most project activities will
be fully integrated with the MOH, MOE, and/or the MOA
from the beginning. For example, all training and
supervision of CHWs and TBAs will be done jointly with
the MOH. The role of the project is to organize, facilitate,
assist, and monitor; the MOH will actually continue to be
in charge of the CHWs and TBAs as they are currently.
While the basic MOH curricula will be followed, ADRA
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staff will ensure that all aspects of CS interventions are
thoroughly covered. Refresher courses in CS interventions
for existing CHWs and TBAs will also be conducted
jointly with MOH staff. Using this method, trained CHWs
and TBAs will be fully accepted by the MOH and the
community. Workshops for MOH staff in Quality
Assurance and supervision will ensure that their skills are
in place to continue all activities once the project has
ended.

The HIS is also a joint activity of the project and the MOH
but it will require more input from the project until the
system is functional. The project has initiated a revised
CHW reporting form which has been accepted by the
MOH at regional and district level. Project staff have
begun training CHWs and MOH staff at each health center.
Once data collection begins, project staff will meet with
CHWs, TBAs, and MOH staff at each health center
monthly. Together MOH and ADRA staff will summarize
and analyze the data before it is sent to the district office.
MOH staff as well as CHWs/TBAs will thus gain valuable
skills and experience in the Health Information System.,

As the HIS becomes functional, more and more

responsibility will be given to the MOH for collection,
tabulation and interpretation of the data. By the fourth
year, project responsibilities in this and other activities will
be in a supportive rather than an initiative role.

Another component of the CS activities involves training
and facilitating Child-to-Child health educators. This will
be a joint activity of the project and the MOE which
already has begun introducing this program into some
schools. MOE and ADRA staff will cooperate in all
aspects of project activities relating to Child-to-Child.
Anti-AIDS clubs have also already begun through the
MOE; ADRA’s role will again be to facilitate. Thus
phase-over has already begun. The activities really belong
to the schools, with ADRA simply assisting what they have
already started or had hoped to start.

H.5 Cost recovery: An experiment will be made
with the assembling and selling of birthing kits; MOH and
project staff will work together in the design of the kits and
strategy for introducing them to the community.
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ANNEX I. RESPONSE TO PROPOSAL REVIEW COMMENTS

Percentages of contribution by intervention have been slightly altered to reflect
information gained from the baseline survey and DIP workshop. The new percentages
follow: Immunization, 15%; control of Diarrheal Diseases, 15%; Nutrition, 25%;
Maternal Care/Family Planning, 25%; HIV/AIDS Prevention, 20%.

Objectives have been expanded and include baseline as well as target levels. See table B.

In consultation with Regional and District Management Teams, the monthly CHW
reporting form was revised. It now includes process indicators for number of referrals by
condition and number of educational sessions conducted by topic. CHW reports are
completed monthly and turned into the supervising health center together with a project
supervisor. HC staff will discuss individual and collective reports with CHWs and TBAs
in a regularly scheduled monthly meeting

Detailed maps of the project area have been included. See section C . 1
ase Management of Diarrheal Diseases

As described in MOH Guidelines, the fundamental strategy for diarrheal control is good
case management which includes four key components: fluids; feeding; appropriate drug
use; and referral. Child Alive will emphasize the components of fluids, feeding, and
referral.

Fluids used in home therapy vary according to Province. In the Project catchment area,
thin porridges made from maize meal, sorghum, and millet are appropriate. ORS will
also be promoted. Both methods of fluid treatment are necessary since ORS may not be
available in every circumstance.

The USAID Mission in Zambia has a Child Health Project with a CDD component. One
of their stated potential roles is to give long and short term technical assistance to the
MOH “in guideline development, district action plan review, new training strategy
development and implementation, training material development, and epidemic
preparedness”. Child Alive plans to be part of that process as it relates to Chipata and
Chadiza Districts.

Nutrition
An objective for improvement in nutritional status has been added: Decrease the percent of

_ children less than 24 months old who are underweight for age from 31% in Chadiza District to
20% and from 26% to 20% in Chipata South .

CHWs will be trained in general maternal/child nutrition as specified in the MOH
Training manual and the maternal Guidelines. Families needing specialized instruction
will be referred to Health Center staff who have been trained.




The issue of selling seasonal food for money will be addressed on both the educational as
well as the production level. CHWSs, TBAs, and communities will be taught the
importance of eating vegetables. CHWs and school teachers will encourage vegetable
growing and consumption in the Child to Child and SHARE programs. Teachers will be
encouraged to implement SHARE which develops students’ gardening skills.
Collaborating with local agricultural extension workers, farmers will be taught how to
grow vegetables year round instead of growing them only with their cash crops.

The problem of anemia will be addressed through good prenatal care. When women
come for prenatal care they are given iron supplements as needed. Prenatal visits from
the first trimester will be stressed as of great importance. Knowledge levels will be
raised through CHW/TBA training and community meetings. CHWs will individually
monitor visits of pregnant women in their areas.

Maternal Care and Family Planning

The project plans to improve both the recognition of high risk pregnancies as well as their
referral. HC staff are trained in both recognition and management, but many TBAs are
not. Since less than 30% of all births are attended by a licensed physician or nurse
(according to the Project Baseline), the training of TBAs in recognition of high risk
pregnancies will be emphasized.

An objective has been added to address early prenatal visits: Increase the percentage of
mothers who know a pregnant woman should first see a health professional during the
first trimester of pregnancy from 28.0% to 50%.

TBAs are active in the target area and have an important and accepted role in community
health. With 55 trained TBAs in Chadiza and 29 in Chipata South, the districts have
identified the need for an additional 50 in the catchment area. Each TBA is attached to a
health center for regular reporting, renewal of supplies, and upgrading. In 1995, Chadiza
TBAs assisted 533 deliveries. Chipata data were not available.

Currently only a few TBAs are trained in modern family planning; Project plans call for
upgrading the knowledge level and counseling skills of both old and new TBAs. With
the MOH curriculum TBAs have an initial training of six weeks. The Project plans
monthly updates with TBAs and Health Center Staff. Refresher courses will be
conducted semi-annually.

Modern family planning is very low in the Project area. A portion of Project resources
will be used to promote family planning through the Information Education Component.
.. CHWs, TBAs, and community groups will be sensitized regarding its benefits and
importance. ADRA has a separate Project for community based distribution of
contraceptives (CBD) in south Chipata with plans to expand into Chadiza. At present
there are 35 CBDs in south Chipata. The CBD project emphasizes service delivery as
well as acceptance .
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Following the strategy used in the ADRA/Malawi Child Survival Project, men will also
be targeted for family planning education. Trainings will be conducted with local leaders
who include Chiefs, Village Health committee members, elders, religious leaders, and
traditional healers - a majority of whom are male. CHWs and TBAs will work with both
men and women in the family unit.

HIV/AIDS Prevention
This intervention has been expanded to equal 20% of Project resources. See section
D.4.i.3 in the DIP for the new objectives.

Major strategies for both men and women are: a) educating CHWs/TBAs/CBDs; and
b) reaching youth in and out of school through the Child to Child program and anti-AIDS
clubs; ¢) training community thought leaders in key messages. (See section D.4.i.5 in
DIP)

Coordination
Each CHW is attached to a Health Center where s/he reports monthly. Existing CHWSs
are already integrated into MOH activities as will be the newly trained CHWs.

Health Information System

It was decided that an outside HIS consultant was not needed for two reason: a) the
MOH already had a structure in place; and b) two Project staff have education and
experience in HIS design.

The HIS was built around the existing MOH system. Additions were made to the CHW
reporting forms in collaboration with district and regional MOH Headquarters staff.

Sustainability
Since Project staff will be collaborating with the MOH in all activities, there will be little

need for hand-over or phase-out at the end. As ADRA lead staff supervise CHWs, they
will be assisted by MOH staff from the district office and/or the local health center. The
Project will simply be strengthening what the MOH has already started putting in place.

Village Development Committees are, admittedly, the weak link in the work of
community health in the Project catchment area. Even at national levels, MOH and other
organization are struggling to implement recently defined roles of the VDC. Project staff
will work closely with district level MOH to improve the skills of VDC members and
their acceptance by the CHWs and TBAs as supervisors. Ethnographic research should
reveal workable strategies.

-~




CONFINEMENT AND PUERPERIUM

MINISTRY OF HEALTH MF 19
ANTE - NATAL / POST NATAL RECORD

Date of confinement
date of discharge Health No. ] 1 1 11§ 1 | [ClinicNo.
Details of Delivery Name Age
Address Para.
Grav.
MOTHER
General condition on discharge Clinic
Breasts Werus Previous confinements:
BP Perineum ______ Date Pregnancy Delivery Weight | A, SB, D
Urine Other
BABY
Birth weight Discharge weight
Method of feeding
DATE FOR POST NATAL EXAMINATION Past illnesses
POST NATAL VISIT Date
Symptoms LMP EDD
Duration of red lochia General Heart
Method of feeding Examination; Lungs
EXAMINATION, General condition
BP Wrine Other
Abdomen Date Hb.  Antibodies Other
Vaginal examination Group
Cervix per speculum Rhesus
Treatment or advice WA
NOTE: TT1 must be given as early as possible during pregnancy TETANUS TOXOID (write the date) ,
TTzto be given at least 4 weeks after TT1 ™ T2 e
T TTa

TTs




Date

Pregnancy

Dates Fundus

Position
and
Prosentation

Engaged

Foetal
Heart

Pressure

Oudema

Weight

Urinalysis

Alb.

Sugar

Remarks

-




ANNEX 11
PROJECT AND AREA MAPS
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ANNEX 111

COMBINED MULTI-
COUNTRY BUDGET
SUMMARY




ADRA INTERNATIONAL CHILD SURVIVAL XI

Multi-Country Budget Summary
“Secon:d Year _ Thlrd Year ‘ » Fourth Year
USAID __ADRA _~ USAID __ADRA_USAID. __ADRA - -

All Years
ZUSAID:

First Year
"USAID  ADRA

ADRA

A. Salaries

1 Direct Backstopping
a  Grant Manager
b  Health Advisor
¢ Financial Compliance

3,461

2,006 7573

3,641 8221
2,101 7,948
913 .. 2,737

33,400
34,112
14,881

3,830
2,200

14,223
8,224
3,553

Subtotal direct backstopping
2 Technical support
a  Evaluation
b  Accounting
¢ Support staff

842
826

840

6329 I

6,654~ 18,905

564
884
868

3,976

2452

6998

82,402

11,075
9729
9,679

26,000

2,846
3,562
3,499

Subtotal technical support

2,507

2,316 = 8,875

30,483

9,908

Subtotal Personnel

B. Other direct HQ costs
1 Communication
a. Telephone
b  Fax
c  Mail/express

8,835

261
234 . 1,017

8970 27,780

273
245
462

1,069
623

112,885

5153
397
5445

35,908

1,070
960
1,801

Subtotal Communication
2 Report Preparation

932 )1
0708

980
202

3,082
1,395

5,183

3,830
1,144

Subtotal other HQ costs

Total HQ.

1,212

1

1,272 4,477

0,243

19,753

4,974
40,883

HQ field costs
F. Contractual
1 Health
2 Management
3 Financial
4 Training
5 Evaluation
6 HIS
7 A-133 Auditor

1,033
306

18500
S 4.150:

1,000 4664

10,047

1,106 . -
1,079
324

1030 -

1,156 5701
3,701
3,953

1128 .
343

26,108

1,061 .

32257

15,240

132,638

222319
22,319
15,625

1,208
1,178
364

49,858
9,459

1,093 19,248

4,528
4,419
1,336

4,184

Subtotal Consultants

3,397 . 41,164 3,539

3,687 46,703

3,843 138,827

14,467
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First Year Second Year Third Year Fourth Year All Years

USAID: ADRA ' USAID. ADRA USAID ADRA: USAID ADRA = = USAID ADRA

B International travel/per diem S . i . = b e
1 Health 6,600 333 343 354 364 28,007 1,395
2 Management 8,800 333 343 354 364 . 30,207 1,395

3 Financial 600 ' 23823

4 Evaluation 30,031

5 HIS 400 8641
6 DIP wkshp ,600. 400 L 6,600 400
7 Baseline o 4,800 800 824 849 - 1,700 874 7,500 3,347
8 Auditing 5280 27671 5, 2,903 3,046 6313 3,197 . 23,122 11,912
Subtotal travel/perdeims 40,080 4,633 40,165 4,413 4,602 45432 4,800 - 157,930, 18,448
Subtotal Consultants + Travel 63455 8,031 320 7952 8,289 92,135 8,642 296,757 32,915

C. Equipment S - o Lo |
1 Computers 14,600 i 14,600
2 Printer 1,300 900" 1,300

3 Copier 1,300

4 UPS 480

5 Fax Machine 1,200

6 Radio systems e 12,500
7 Typewriter . 2000 600 200
Subtotal Procurement 15,900 200 o 6,980 16,100

G. Other costs o .
a. Baseline surveys 2,400 o600 5 600 2,400

b. DIP orientation . ok s 450
Subtotal other costs 05,450 2,400 . 600 e 6,050 2,400
Total HQ Field costs 75885 26331 7952 59838 8489 92735 8642 . 309,787 51,415

Country Programs o G S 8,642 s
Honduras Country Costs 111,597 35,020 428 39,088 113,491 37,957 110,520 28,027 446,036 140,092
Yemen Country Costs 120459 100,140~ 163,820 44,257 143,126 22,798 140,521 24,166 - 567,926 191,361
Zambia Country Costs 143,404 87,360 1427725 49,676 130,989 49,736 118,129 50450 535247 237,222
Total Field Costs © 375460 222,520 416973 133,021 387,606 110491 369,171 102,643 © 1,549,209 568,675
TOTAL DIRECT COSTS 492,012 258341 528,370 151,021 477,089 129223 494,163 122388 1,991,634 660,972
21.00 % Indirect Costs 104,299 54,078 630 31,773 100,068 27,633 103,335 26,171 . 418,332 139,655
6.00 % Unrecovered IdC oo 28544 32030 . 28746 30,089 - 119,409
TOTAL PROGRAM 596,311 340,964 639,000 214,824 577,157 185,602 597,498 178,647 2,409,966 920,036

Match 27.63%
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ANNEX IV

HIS FORMS
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TEMI .RATURE MONITORING CHART

AL AR | v . . . ) ’
T.‘;‘ Responsible Officer l_ : ' I : Year | ) j
S ' S ' . Eléric  Paraffin
Refrigerator : ’
. Freczer L

2134 5/6|7]8 9110411 12113 114 )15 {16 117 |18 {19 {20 {21 {22 |23 {24 {2526 |27 |28

a.m. .
p.m.| &
a.m.|
p.m. | ,
March a.m.
p-10. "
April a.m.
p.m. "
May |la.m.
_ p.m. ,
June a.m.
: p-m. .
July a.m. - '
' p.-m.
August a.m.
: p-m.
: |September |a.m.
p.m. \
October |a.m.
p-m.

November |a.m.

RN . : pm' :
"..{December {a.m.|
coe o peml] J

. UCI Scoretariat, Ministry of Healtt, Zambia




MINISTRY OF HEALTH/CDD PROGRAMME

CDD/ORS MONTHLY RETURNS ‘

Health CenlrB i et it a e teee et teanennenn . !

15 B R o W o A e e e e e

AGE . CASES OF
| GROUPS | DIARRHOEA

AT
cog
. CASZE:S

BLOOD '
* STOOL CANTIBICTIC - WITE ORS

=
]
»
jan

Y TREATED 1 CNEATS : :
i NO.TREATED ' 0. DEATZE Il !
1[ T

Tu TREATED ‘

-t
e

*-
»

i P R L X ey : i

' 0-11 MTHS '

'1-2 YRS ' ‘ : L ‘ f

YRS !

3-3

Balance btrought forwarwd: ... .t ein . 20iChers

ORS Received this
Total balanCe . .. e ittt it ettt e et nennn satchets
ORS used this MONth: .. i e ittt st et tan e neeeens Sctchets
AMount wasted ...ttt it i ittt e, 5a5Chets

Balance in StOCk . ..ttt e e i e

F T T e I N

It

O T T T T T T S T T T S L T e Y

CcDh
MIXN

O
O

cc: THE PROVINCIAL MEDIINL QOFFICEZR.
cc: DISTRICT MILICAL CQFF.CEZX.
co: CGWN FILL




EPI SKILLS OBSERVATIONS

Khum Village Date_ [/ [

# of Vaccinators in Session Type of Session: Outreach
Door to door
Infirmary

Type of vaccinator

ORGANIZATION OF SESSION YES _NO

1. Village informed of session
2. Area clean/shaded/light
3. Session organized

COLD CHAIN/VACCINE CARE

.

Carrier temperature 0 C- 8 C

Vaccines within expiration date

Vaccines protected from water

BCG protected from light

DPT/TT protected from freezing

Vaccines kept cold during administration

*

Dilutent is cool

1
2
3
4
5.
6
7
8
=)

Carrier correctly packed

Openfunused vaccines destroved after session

STERILIZATION

Cooks for 5 min high heat/15 min low heat

Equipment cool before used

Washes hands

Uses spirits/cotton

Sterile technigue maintained

1 needle/syringe per patient

Syringe/needle irrigated & soaked in water

\D |00 |~ OV jUn | (Lo 00 =

Checks needles/syringes for damage

Disposal garbage

94



CASE MANA:SMENT UBNIHY ALLC,
Facility Nm: ..‘.-‘.-.n...-.o.;3¢c....c....
Name of the Worker: o.oio.oci;-oi.“OQOOO.oo

E‘USition, Title: .oon643‘.-.;;-....0.000&6.

1. ASSESMENT: Anawer YES or No to all questions
Does the health worker ask:-

a) How many days of diarrhoea
b} Blood in stools
c Does the child have other illness

Doas the health worker ask about:-

a) Number of watery stools in the last 24 hours

b)  Vomiting

c) Thirst

d] Urine

N - ) N :

) PO A A A R PR 06 B 0o
j e e

Al

Does the health wosker examines.

ag, Child's generzl condition

b) T,ars
c) Byes
d Mouth and Tongue

e Thirst, ability to drink
f Skin Pinch

g) Signs for cther illness Ar complications

TEMPERATURE  taken? ¢ )
Child is weighéd? ' ¢ )

Nutrition is assessed by:~

a§ Visual inspection g 3

b Veight for age

c Arm circumference ;
e T I PR Py of dehyd- ation:
No SOME QurewoT,
Is the assessment of dehyrdation correct? ( )
Ig correct treatment plan chosen? ( )

Is she the proffessor M. .orge's wife ( )

What step do you take firs: to treat a child with diarrhc:a who x has sign of
SOuw dobydratinm? ( Ti L ~11 vespomse given - DO NOT RE:..)

L
a Home with advice »r ORS home fluids
Home with packet of (.~

c Traet with ORS in +. cility
d 4dmit or refer fur . - adydration
e) Other answers ( specify)

........"I"IOIOOOQOCC..".Qlll‘..l.".....

How mucl ORS would you give a 8 mnuths old child weighigey 6 Kg wif.;h some
rellydration during thu first 4 hours?

’ I e— ael * L aAA e _‘1\



HoK ';.x muck IV fluid would you give a 8 months child “ieighing 6 Kg with severe
rehydration during: '

al  thei first hour? .\ iesessa.s { correct answer is 180 ml)

b)  the next 5 NOUrS? sececsssecesss ( COreect answer is 420 ml)
Were guideliness used td colculage the amount? YES or N _ )

When do you prescribe an antibiotic for a child with diarrhoea given -DO NOT READ)

a) Djarrhoea with blood ( )
b Suspected cholera o ( )
c Other answers Specifiy..-.a........-.....--...o.-.-.-...-..

When do you prescribe an antidiarrhoeal for achild with ciarrhéea? ( Tick all
responses given - DO KOT READ)

a Never v
b Other ( SPQCify) C00a68000000880e0Ras -1+ :-1050088

What are the best ways to prevent diarrhoea? ( Tick all esrrect responses giwen
- DO NOT READ)

Breast feeding ( )
Improved weaning practices :
Plenty of clean water
Hgond washing
Uge of }atrines .
Digpose faeces proper’y %
g Measles vaccination
Other answers (SPeCify) 000000800 00eessntstacretirscatotoasosstoscssdonstey

o
S

R Hoe A0 T

TMENT
Initisl treatment selew, { according to plan: {Tick the treatment selected) .

PLAN A
Home with no advice aout ORS/home flaid { §
Home with only advice about ORS/home fluid

c; Home with ORS (

d Other anawers ( uQQCifY) 0esseevrisssanssererssstectacsoncosionsancboceoe

PLAN B
Treat with ORS in the faeility { )

i A tar anguwera ( wpwedfy

840000 t0s00ssnsvivencssarnssarasgaretosacsenseste

a Admit for IV reBydration
b Refer for IV rehydration ’
¢ Traet with ORS in the fe.cillty ;

d) Other answers (SPGC1fy) »%0v 08 0008s 2000 c0ssnssesct0R

4re antibiotics pres«rn.bed/given, oW A smrwTiorl YIS or NO

g antibiotics are prescribed/givenm, wha* is the reasow
blood is stool

bg suspected cholcra ( )
il o] Other answers ( specify) teetesscergstscessssenson:
Is an antidiarrhoeal drug prsecr:.bed/ iven? TYES ,r NO

A R RN A NE R I NI I NN

Dose the health worker nomitor the progress of rehydrati n ehile in the facility?
YES or NO ( )

ADVICE 40 CARETAKERS

If ORS is given or recorrended to the caretaker, does the health workexr:

8 explain that ORS raplaces fluids losses

b explailr},/ demonstr -3 how to prevare ORS )
Q/

c expla:.n/aemnlstr . 2.0w much to give
d check to see Bf instructions are understood

4
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Whet to bring the child to a health
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HEALTH WORK INTERVIEW

Facllity N&me: P R N N N T N A I A N ]
Name of the health worker: eseateesatnicaciscsasaonnasonriessa st
Pogition, Title: S
1e Attitudes: answer YES or NO to each ef the questions, Are you satisfied with:

a ORS Supplied

b amount of supervision

¢ equipment avalinble )

d)  Clinical setting )

e record keeping duties )

f the way you are parceived by community ( )

- respect you g=t from internal supervision g

h time you have to spend with patients

ii way your knowledge/skills are used for diarrhoea %

(

j) treatment you give to children for diarrhoea

2. Knowledge : If a child has diarrhoea, what question do you ask about
the illness? { check all questionsresponses)

Blood in stools
Fever )
Presence of other illness )
Other answers (specify)

a) Number of days of diarrhoea ( %

o A0 0

® 04686 008 vt 0O PEILTAOPrse v s T

To decide if a child is dehydrated, what do you look for when you
examine the child? ( Check all resuonses)

General condition

Presence of tears

Sunken eyes

Dry mouyh and Tongue

Thirst. 2
f)  Skin Binck ‘

g) Other answers ( Spescify )

o A0 oR

ln...ic:ni---.o.o.-o-oo-i‘ib

Wpat treatment and =iviee do you gire the mother when you sea a child
WLt Tlrurtur»od et res Ashydratioed?

ag Agvice on ORS E g
b Advice on home fluids

¢) Advice to give extra food

after diarrhoes stors

dg Continue breast feeding

e Advice on proper weaning practices

f§ Advice on when to bring the child back ( )
£ asoe. . X v oxdpE ~ -

& Agvive on how to prevont diarrhoes (( )
h) Other answers ( Specify) '

A AR R X NN NN I N I R I SR R Y
-

Prepared by ORS/SSS

AP/anrn

PRIV ABTE WY



AS5458: . NT OF SUPPLISS AND FACILITIES

F&cility Name= !0"0-..0.0.on....aotcooo....--'..u..o-.-ooco--.oo-.coll..
4o Faeilities: Answer YES or M to each of the nuestions.

(g) Is there an ORI~ corner ()

(b) Is there adequate space for ORT treatment ( )

(e) Ia there snfficient furniture for ORT--treatmer . ¢ 3

(d) Are there facilities for mothers to wash hands ( )

(o) Ape there latrines for patients ¢ )
2. Equipment/ Supplies: Answer YES or NO to each of the questions

Va.) Have you run out of ORS during the last mongh . - ( )

b) Have you run cut of cups, arcons, maasuring
mixine utensihe? ( )

c) Sometimes dr.gs are used int the treatment of

diarrhoea, Heve you run out of these drugs? ( )
d) If facility gives IV. Have you run out of IV fluids

and Infusion sess (uring the last month? ( )
@) Have you run out of supplies for record keeping ( )
£) Is there a weighting scale that works? ( )

g) Ig there o management chart on the wall of the
ORT-corner or where the ghild is assessed and treated? ( )

h) Is ORS stored properly? ( )
{ go and look at storage) ¢ )

Se Staff: answer YES or NO to each of theb questions

a) Is there a sufficient number of staff to hamil
diarrhoea cases? ( )

AP/annr

BEST AVAILABLE COPY




Reasons for special care
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Encourage mather to give extra food, more often to help her
child to grow.
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Watch the direction of the line showing the child’s growth.

/.

[

GOOD

Means the child is
growing well

o ®

DANGER SIGN
Suggests feeding
the child at least
5 times each day

@

\ ®
VERY
DANGERQUS
May be ill needs
extra care

. In between meals:
Maize Mango

& Sweet Pctatoes @
—

Groundnuts Milk

These foods are good for children. Also use other
foods that are yrown where you live.

Groundnuts
Green leaves
Beans  fish
with *
Nshima or Porridge
Milk if available

Meals

-

o
£




Form: MF18 s

IMMUNISATION RECORDS

‘T Children’s Clinie Card

IMMUNISATION AGAINST TUBERCULOSIS (TB)

20 =1 — — ———
] 1. | INERN Clinic Child’s no. BCG Date: [ ]
. + ++ -+ + + 4+ 44+ L4+ 4+ 4 44— - —_— e —
19 - . {at birth) Scar ‘ —_]
FA‘-WLVT— ﬂ~—‘-J~ 1»——~—<>~—<——'——‘-——”—4——4'——<——“——“———~;7 .
I8 L Child’s name IMMUNISATION AGAINST POLIO
g ~
e T e o e ol o e e e o B T T J;V’i + 111 OPV 1 Date: ’_____ Mj
» . (at 2 months) -
|7 - BOY/G“" {: —“
L _ _ OPV 2 Date: -
hdss T TTTTTT ‘V%L Fr -ttt +t1+t+17 1T+ Mother’s name Registration No. (at least 4 weeks after OPV1) - .
16 o OPV3 Date: ]
// J (at least 4 weeks after OPV 2) —
T T T Y T T T I T T T T T T T 7 T T OPV Booster Date: E_‘— ]

(at least 1 year after OPV 3)

2 Father’s name Registration No.
T T T T T T T I I T P T ¢ 71711 ‘;37/“ IMMUNISATION AGAINST WHOOPING COUGH,
14 _ P TETANUS AND DIPHTHERIA
o o e e e ot o e o o o “;-/‘ ~r—t e o o e e o DPT 1 Date: rwh_ ]
13 1 e Date first seen Birthday-birthweight (at 2 months) T
1] 1Tl DPT 2 vate: ||
FT T Jr/Vr‘*r FrT T T T T (af least 4 weeks after DPT 1)
12 LA f L ? F:/TS t 4 weeks aft DPTZ)Date: E:—'—“’]
5>« N " S A U A S I Where the family live: address atieast 4 weeks aiter ——
] T T Y DPT Booster Date: ]
1 (at least 1 year after DPT 3) T
-+ L—q-——--—-b-—'-— - 4+ 4+ 4+ 4+ 4 1+ - --.L—-»— b —4- 4 = =
i i TT1 TT7 + IMMUNISATION AGAINST MEASLES
10 ‘ e
i anl 1 MEASLES Date: |
SEEEEEEEEE RN LR BROTHERS AND SISTERS (9 months of age or soon after) T
9
RN 'JF‘ i J 14 L JF IR Year of birth { Boy/Girl Remarks SCHOOL IMMUNISATIONS
8 F Date: - “____w__j
Date: -
36 38140 | a2 44 ) 46 | 4B | 50 | 52 54 56 | 58 | 60 Date:
Date:
OTHER IMMUNISATIONS
Date:
3-4years 4-5vyears Date:
Date:
L Date:
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TESTS DONE:

TYPE: ... DATE:. . .......... o I RESULTS: ...
TYPE: ... DATE: ... [ /... RESULTS:................... T
TYPE: ................ DATE:............... Lo lo. RESULTS: ...l
TYPE: ... DATE:............... I /... RESULTS: ...
TYPE: .. ... ..DATE:.............. Lo [ RESULTS: ................... ... .
SUITABILITY OF CONTRACEPTIVES (specify) ...
CLIENT’S CHOICE OF CONTRACEPTIVES: .. ...
CONTRACEPTIVE PRESCRIBED: ..o
INDICATIONS FOR METHOD PRESCRIBED: .............cooooiii
OTHER ACTION / COMMENTS: ...
EXAMINER’S SIGNATURE: ...................ccooi RANK: ...

CLIENT'S NUMBER: ... ..

DATE: .. ... /o /o

CLIENTS FULLNAME: ... ...

MARITAL STATUS: ... ..
SPOUSE'S FULLNAME: ...
ADDRESS OR RESIDENCE: ... ....... . ..

REFERED BY COMMUNITY BASED AGENT
CONTRACEPTIVES USED PREVIOUSLY: .

TOTAL NO. OF PREGNANCIES: ... .
DATE OF LAST DELIVERY: . . .. . [ /...
HAS CLIENT HAD CAESARIAN BIRTH?
PRESENTLY BREAST FEEDING

HISTORYOF P.ILD./STD. ... ..

ANY ABNORMALITY OF MENSTRUAL CYCLE?

MEDICAL HISTORY (circle if applies)

1. Severe persistent headaches

2. Jaundice

3. Goitre

4. Asthma

5. Tuber,g:ulosis

Is the clieht taking medicine now? (if so specify) .
| C

NAME OF CLINIC:

YEAROFBIRTH: ................ ...

PEST AVAILABLE COPY

ves [ No [

»
NO. OF LIVE CHILDREN:

ves [ No [
ves (1 No [
LMP.

DATE:

Heart disease
Renal disease
Thrombophlebitis
Diabetes

10. Epilepsy



FOLLOW - UP VISITS

FOLLOW - UP VISITS
NO OF
CONTRACEPTIVE
DATE BP Lmp TYPE / BRAND ﬁw_\m_u.mm\

REMARKS

TCB

SIGNATURE




Training and IEC Reporting Form

vﬁ%,

REPORTING PERIOD :
PIN Quarter Quarter Begin Date Quarter End Date
Titie Profect Year |Project Begin Date Project End Date
Grantee Grantee Number

Total Total  |Participants by Type N
Topic Hours/ Person | Number of Nurses/ cBD TOoT/ Mgrs/ Comm. | Policy
(see code) Course Hours _|Participants| Phys |[Midwives |[Workers TBA Trainers | Adolesc.| Superv. | Leaders | Makers | Other
TOTALS
INSTITUTIONAUSUPPORT:

T
R ’:':}‘ * ,w( &4)(

IEC For Adults Please dascriba results for this quarter
# Home Visits # Radio Spots/Talks 1
# Persons Visited # TV Appearances
# Meetings # Media Publlca!lons 2
# Mesting Participants IEC Material i 2001 Prod, Dist.
IEC For Adolescents # PamphlelslBrochures 3
# Adolescents Informed # Posters/Flyers/Flipcharts
"_# Teachers Informed # Audio Tapes 4
# Parents informed # Films/Videos
# Commerclals (RadIoITV) 5 - .
Other: '

# Manuals T

# Meeungs Sponsoredm
TR Par'iclqlr

# Other Technicei | -

Date

TTQTUN

-
=~

11z



COMMUNITY HEALTH WORKER REPORT
DISTRICT/EASTERN PROVINCE

{ Health Center . Villages:

¥

i Name of CHW Population: Under 2 years
Report for the month of _,year 2to5years
{ Date of writing report

Over5 years

Total Population:

1. Number of births during the month:
Male Female Born dead Total births

2. Number of deaths during the month:

Under 2 Years 2 to 5 years Over 5 years Total deaths

3, Number of Patients/Clients seen during month:

MALE FEMALE
Under 2 2-5 Over5 | Under2 25 Over5 Advised Treated Referred

Abdominal Pain

Cough

Diarrhoea

Famlly Planning

Fever

‘Headache

Injuries

‘Malnutrition
e

Pregnancy-related

Sore eyes

4, Health Education/Health Promotion:
Total number of health education/ promotion events Total participants at health education/ promotion events

Date ¢ Venue , Group Number of people Topic
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PHC service quality checklist
Immunization

This checklist is intended for use in the observation of service delivery for immunization,
Belore using it, the national treatment protocol should be reviewed in order to adapt the too:
to the local situation if necessary. It is also recommended that you review the checklis-
carefully before using it to be sure that you understand the questions and know how to use
the form. For observation of service delivery, mark “ves” if the service provider carries ou-
these activities during service delivery. For interview questions, mark "yes” if the responden:
answers correctly.

Health facility
Service provider
Observer/supervisor
Date

PN

ldentification of needed vaccinations
Did the service provider:

5 YES NO, Review health records to determine which immunizations are
needed today?
6. YES NO______ Review mother’s health record or ask mother whether she

has received tetanus toxoid immunization?
Review vaccination status of other children in the family?
NO_____ Recommend vaccination even if the child is sick?

7. YES NO,
8 YES

Preparation and care of vaccine
Did the service provider:
9. YES__NO__

Check the label for the correct vaccine and to be sure the
vaccine has not expired?

Load the syringe without contamination?

Keep the vaccine on ice and covered during the session?

10. YES NO.
11. YES NO

Vaccination technique
Did the service provider:

12. YES NO Prepare the area of injection?

13. YES____NO____ Use a sterile needle for each injection?

14. YES NO Use a sterile syringe for each injection?

15. YES NO_______ Apply the vaccine at the right level? (BCG = dermal layer,

measles = subcutaneous layer, DPT/TT = muscle)

16. YES NO______ Properly dispose of the needle and syringe?

17. YES_____ NO Was the child given all vaccinations needed today?

18. YES NO If the mother required TT, did the service provider vaccinate
her or arrange for vaccination?

Documentation

Did the service provider:

19. YES NO Record the vaccination on the child’s health card?

20. YES_____NO Record the vaccination in the appropriate health centre re-

cord(s)?

==

EPI education

Did the service provider:

21

22

23.
24,

25.
26.

27.
28

29.
30.

31

YES____NO

YES NO.

YES ____NO
YES NO,

YES___ NO___

YES_____NO

YES______NO

YES_ __ _NO____

YES NO

YES NO
YES NO,

Tell the mother which vaccinations were given during this
visit?

Inform the mother that side effects, such as fever and pain,
are possible?

For BCG vaccination, explain that a scab will form?

Tell mother where to go if she or the child should have a se-
vere reaction to the vaccination?

Explain the importance of completing the vaccination series?
1f DPT #3 has been administered, stress the importance of re-
turning for measles vaccination?

Explain that the child can be immunized even if she/he is ill?
Tell when to come back for the next immunization for
mother or child?

Ask mother to encourage other women and their children to
be vaccinated?

Verify that mother understands key messages?

Ask mother if she has any questions?

Maintenance of cold chain and supplies
Observe the facility or ask health worker to determine the following:

32.
33.

34.
35.

36.

37.
38.
39.
40.

41

YES_____NO______
YES____NO_____

YES_____NO_____

YES NO,

YES___ NO_____

YES NO

YES____ NO___

YES____ NO

YES_ ___NO______

YES NO,

Is the refrigerator working today?

Is there a thermometer or cold chain monitor in the refrigera:
tor?

Is there a temperature log?

Is temperature recorded regularly according to the local
schedule?

Was the registered temperature between 0 and 8 degrees (C)
at all times during the last month?

Are all vials in storage unopened?

Were vaccines sufficient during the last month?

Were needles and syringes sufficient during the last month?
Were vaccination cards sufficient during the last ronth?

For outreach sessions, were vaccines transported in cold
boxes with ice packs?

Exit interview with mother or caretaker
Mark "yes” if the respondent answers correctly:

42.
43.

YES NO____
NO_

YES

What immunization(s) did you or your child receive today?
When should you return to the health centre for your next
immunization?

Interview with service provider
Mark “yes” if the service provider answers correctly:

44,
45.
46.
47
48.

YES NO

YES_ ____NO_____

YES______NO
YES_____NO

YES____NO_____

At what age should a child receive BCG vaccine?
At what age should a child receive DPT vaccine?

At what age should a child receive Measles vaccine?
At what age should a child receive OPV vaccine?
Should you vaccinate a child if she/he is ill?
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IMMUNIZATION
What is immunity

When you have an infection, your body learns to make
antibodies against the microorganism (virus or bacteria) that
causes it. Those antibodies kill that organism and prevent it
from growing in your body again. You have become immune
against that particular infection (although not against others).

For the first months of life the baby is protected against many

infections by its mother's antibodies which came to the baby’s | : ) i
i have to wash instruments thoroughly if they have been in contact

with them.

body from the mother’s blood through the placenta.
Also in breast milk there are protective antibodies.

When we immunize, we give the child a vaccine, that is, a

weakened form of the microorganism which causes the disease.

The vaccine makes the child's body produce antibodies, but it
does not give him the disease. So the child becomes immune

without becoming ill.

For some vaccines it is enough to give one dose (ex. measles)
to get protection. For others the child needs three doses (polio
and DPT) to get good immunity. For certain vaccines one can
give another dose after some years to increase immunity again,
so called 'booster-dose’ (ex. polio, TT).

Children can be immunized against the following six diseases,
also called the ‘target diseases’: tuberculosis, diphtheria,

whooping cough, tetanus, poliomyelitis and measles.

The unborn child can be protected against neonatal tetanus if the
mother is immunized with tetanus toxoid.

Vaccines
Vaccines can be:

~ killed microorganisms (pertussis in DPT);

~ live but weakened - attenuated - microorganisms
(measles, polio, BCG);
-~ toxoids, i.e. harmless forms of toxins or poisons that

the bacteria produce (tetanus toxoid, diphtheria toxoid).

Vaccines have to be potent, that is, in good condition to make a
child immune. Vaccines lose their potency after a certain time
(expiry date) or if you do not look after them properly. Heat and

sunlight can damage them, especially the live ones. Freezing

damages the killed ones and the toxoid.

Disinfectants, soap, spirit and antiseptics kill live vaccines. You

L IMMUNIZATION SCHEDULE AND

POLICY
1. Target groups for immunization
- 0-24 months

- Pregnant women
- Women of childbearing age (15-45 years old)
- School children: grades I and VII

While the policy is that the target group for primary
immunization is 0-24 months, priority should be given to
children 0-11 months.

2. Immunization schedule

2.1 Strategy A - Static units

Immunization should be carried out at each health facility that
has a refrigerator and provides MCH services.

Immunization should be given to all target children at every
contact with a health facility.




N 2_, . Tereescoce el Ll L L PR,
] Vaccine Age at first dose No of doses  Minimum interval | Grade VII BCG, if no scar
between doses TT
BCG At birth 1 - 24 Strategy D - TT immunization
Polio 2 months 3 28 days |
DPT 2 months 3 28 days Strategy D provides immunization for pregnant women and
Measles 9 months 1 - i women of childbearing age (1545 years).
All women of childbearing age (15-45 Yyears old) should be given
2.2 Strategy B - Mobile units i TT immunization at every contact with a health facility for any
i reasons:
Strategy B provides health services to the population living | - at curative services;
outside 12 km radius from a health facility. 1t is carried out - when they bring children for immunization;
either by vehicle (ex. district MCH-teams) or on foot/by bicycle : - at family planning clinics;
(ex. by health centre staff). Schedule for outreach sessions | - at school health services.

should be planned in such a way as to cover the target
population within the target age period. The community should i TT schedule
be involved in the planning of the outreach programme, i

TT 1 At first contact or as early as possible during pregnancy

Age of child Vaccine (even during first trimester)
TT 2 At least 4 weeks after TT 1
Less than 2 months BCG : TT3 At least 6 months after TT 2 or during subsequent
. preguancy
' Above 2 months BCG, only if no scar TT4 At least 1 year after TT 3 or during subsequent
i Polio (3 doses) pregnancy
' DPT (3 doses) i TT5 At least 1 year after TT 4 or during subsequent
| pregnancy
' Above 9 months Measles
} Boosters 2.4.1 Ifa woman hasa documented history of 5 TT injections
; altogether, no matter how long the intervals, she does
© Booster doses of DPT and Polio should be given at 18 months not need additional TT immunization as 5 doses give
{*  of age or at least one year after DPT 3 and QPV 3, lifelong immunity.
H
23 Strategy C - School health services 24.2 Each TT dose given should be recorded on the
woman's TT immunization card,
) Age of child Boosters
{ 2.4.3  Dose(s) received during pregnancy are to be registered
i School entry BCG, if no scar both on the TT card and on the antenatal card. .
- Polio :
TT 2.4.4. Dose(s) received prior to actual pregnancy should be




2.4.5

2.4.6

2.4.7

3.1

3.2

33

3.4

3.5

4.1

4.2

transferred from the woman’s TT card to the antenatal
card.

If a woman reports having received at least two TT
doses during previous pregnancy(es), start counting the
doses from TT 3 even if there is no record of the two
doses.

Those women who have a documented record of !

having received 3 doses of DPT during childhood, can
be considered as having received 2 TT injections of the
required 5.

TT doses received through school health services
should be included in the required 5 doses.

Contraindications to immunization

Fever, respiratory tract infection, diarrhoea,

malnutrition and prematurity should not be considered

as contraindications.

Therefore all children should be immunized unless they

warrant hospitalization.

oral polio vaccine 1s administered.

measles can be given at the same time.

If the child has symptomatic AIDS he/she should not
: 4.6 Methods should be worked out to identify and follow up

receive BCG but should receive all the other vaccines.
General policies

Immunization card should be issued to every woman
and child in the target population.

Immunization status of both children and women of

childbearing age should be checked at each contact with the
health facility after which eligible vaccine(s) should be given.

Think of immunizing a child even when being seen
for another problem

4.3 Do not hesitate to open a vial even for a single eligible
No restriction on breast-feeding is necessary when !

child or woman.

4.4 Avoid false contraindications.
Multiple vaccines, for instance, BCG, DPT, OPV and

. 4.5 Before discharge from a clinic, check immunization

status and give eligible vaccine(s).

drop-outs (those who do not fulfil all doses).
4.7 Interrupted immunizations need not be restarted, i.e. the
remaining dose or doses can be given as if the

prolonged interval had not occurred.

4.8 There is no maximum interval between doses of




DPT,Polio and TT vaccines, only a minimum interval.
4.9 Immunization should be given with a sterile needle and
a sterile syringe (one needle and one syringe for each
child) in order to avoid abscesses and spreading
infections, such as HIV (that causes AIDS) and
Hepatitis B.
4.10  All open vials should be discarded after each
immunization session.

4.11 Health education to mothers about immunization should

include:

~ Which diseases they are being immunized against.

~ Information about why their children are being
immunized.

~ Why they have to bring back their children for more
injections.

~ What side effects they are to expect after vaccinations.

4.12
vaccines at the right age and at the right intervals.
Vaccines have to be given according to certain criteria
to be effective and to protect the child. Right age
means that the vaccine was given not earlier than the
recommended age for that particular vaccine (for
instance not before 2 months of age for DPT and
OPV, and not sooner than 9 months for measles).
Right interval means that the minimum interval has
been kept between doses (for instance the interval
between the 1st, 2nd and 3rd doses of DPT and OPV
have not been less than 28 days). The child should
complete all the vaccinations before one year of age.

Remember

All vaccines should be given with courteous, friendly service
50 as not to discourage mothers from returning.

A fully protected child is one who received all the

0 TARGET DISEASES AND CASE
DEFINITIONS

1. Measles

Measles that is caused by a virus, is one of the most contagious
diseases. It is spread from person to person by droplets from ,
nasal and pharyngeal secretions. Cases are infectious 1-3 days ,
before the appearance of a rash and up to 7 days after. '
The child has a cold, a cough and some fever. Within 3-4 days

a characteristic red blotchy rash begins usually on the face. Then

it spreads to the rest of the body lasting 4 to 7 days. Sometimes :
there is a fine peeling of the skin after the rash goes away. '
Conjunctivitis (red eyes covered with sticky yellow fluid) and l
bronchitis are commonly present.

Complications include otitis media (inflammation of the middle
ear), pneumonia, diarrhoea, blindness and encephalitis.

Measles is more severe among malnourished children. That is
why it is especially important to give immunization to
malnourished children.

1.2 Case definition of measles
1. History of a generalized blotchy rash lasting 3 |
or more days. ’
2. History of fever
3. History of any of the following:
~ cough
~ runny nose (coryza)
~ red eyes (conjunctivitis)
1.3 Aspects of measles vaccination and epidemiology

In order for measles vaccine to "take", the attenuated
(weakened) vaccine virus must multiply, causing the child to
make its own antibodies. When we measure an increase in




Whatachild needs

A child’s stomach is no bigger than its own fist.
No child can possibly eat enough NSHIMA 1o get
the calories and protein it needs each day. Cassava
has even less protein than mealic meal. EXTRA
PROTEIN AND CALORIE FOOD IS ESSEN-
TIAL.

A child can eat about 150ml four times per day,

a total of 600 ml. However 2,000 mi of bulky NSHI-
MA are needed to give the child enough calories
and protein.

Child needs HEPS provides

A onc year old DAILY 180 gm of HEPS
child requires with 60 mi oil

1180 Keal  ENLRGY  1260Keal
27 gms PROTEIN  35¢ms
500 mg CALCIUM  323img

What we should give & malnourished child de-
pends upon its condition and age and on the availa-
bility of mothers milk. Each child is an individual
and it is not possible to lay down one ration to suit
every child. However the example in the next sce-
tion will help to show the sort of quantity needed.

Use this
Size of spoon
{o measurce

HEPS and oil

Caution: Cups and spoons vary in size so it is
essential to do a trial with accurate scales and relate
to the implements being used by mothers

Howtocook and feed
HEPS

HEPS should always be fed to the chiid FIRST.
Relish and nshima can be used as a topup if the
child is still hungry.

A malnourished child mnst be ted at a difierent
time o the mother in hospital. Concentrate first
on feeding the child to get it to cat as much as
possible.

Feed child at least three and preferably four or
cven five times per day.

It s recemmended that @ malnourished child
approximately one year old, be given 180 gms
of HEPS WITH ADDED OIl  as a supplemen-
tary food cach day. If oilis pot availuble more
nshima and vegetables will be needed. This is in
addition to mothers milk if thi- is available.

Each feed should be prepared as follows:

Two large heaped spoons
of HEPS (60 gm) -/~

Onc small cup

of water (150mt) One large spoon

of oil (20 gms)

Boil water, sprinkle on the HEPS, mix the oil
really well into the porridge, wheri cool, feed direct
to child

o

Food Donation for
Malnourished
Infants and Mothers

The World Food Programme has been providing
special food for people with Protein Calorie Malnu-
trition to Zambia since 1988 and many thousands of
children and mothers have already bencfited. How-
ever there is still room for improvement in the use
being made of the donated food.

L] . . . . =
a Read this leaflet carefully as it contains new in-
= formation and guidance on what is available w

® and how to use it. n
n s -
= =

World Food Programme, United Nations
P O Box 31966, Lusaka
Telephone: 221343
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Who should benefit?

The food supplied by WFP is intended to:

Feed malnourished chiidren and underweight
pregnant or lactating mothers in hospitals.

Act as an incentive for women to bring children to
be weighed and inoculated at MCH Centres.

Provide a nutritional supplement for outpatient
children found to be seriously underweight.

Support the nutrition education programme being
run by the Ministry of Health and the National Food
and Nutrition Commission.

= W N -

Whyis HEPS needed
inZambia?

In Zambia more children dic of Protein Calorie
Malnutrition than of any other disease. Zambia now
has one of the highest rales of STUNTING in the
world. We are not only concerned with the death
rate, STUNTING, caused by malnutrition, affects
the growth of the brain as well as of the body. Half
of Zambia’s children do not develop properly due to
malnutrition.

Evaluationsofar

In patients

Approximately 60,000 malnourished children and
mothers in Zambia are receiving the WFP food each
month. In one hospital, the number of malnourished
infants dying was reduced from 10 per dayto less than
one per day.

However
Some hospitals are showing very poor results by incor-
rect mixng and badly supervised feeding.

Very few mothers are receiving the food.

Out-patients/MCH follow up

Foodshould be given to encourage mothers to bring
childrenback to MCH centres after discharge. More
effort should be put into this, because it is linked to
education. Far too many readmissions of previously
treated malnourished children are occurring. By
careful follow up, one hospital claims less than 5
percent readmissions while other hospitals are still
reporting over 50 percent. :

Whatis HEPS?

HEPS is made in Zambia and can be made at village
level. The amazing results achieved by proper feed-
ing with HEPS can be sustained in the long term.

HEPS consists of;

Cooked Soya
30%
(or groundnuts can
be used)

Mealie Meal 55%

Protein 20 gms per 100 gms

Energy 400 kcal per 100 gms

Prepared with oil 700 kcal per 100 gms

Vegetable oil should be added to HEPS to increase
its energy content. This also makes it more palatable
and less bulky,

Mothers should be encouraged to make foods simi-

lar to HEPS themselves by adding high protein/en-
ergy food to nshima
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Red palm oil is also a good source of
vitamin A.

Vitamin A Capsules

At times it may be difficult to eat
enough vitamin A rich foods. If a
child is sick with measles, diarrhoea
or malnutrition or has
nightblindness, they are in special
danger of vitamin A deficiency.
These children need vitamin A
quickly to help them recover. In
these cases it is possible to give
vitamin A in 3 capsule. These

capsules are given to children at the
clinic.

Mothers shouldalso receive vitamin
A capsules at the clinic within two
month after delivery to prevent
vitamin A deficiency.

Prevent Vitamin A Deficiency

To help prevent vitamin A
deficiency:

n Breastmilk the first few days
after delivery is very rich in

vitamin A. Therefore this milk
is very important for the
baby.

A baby should receive only
breastmilk for about the first
six months of age. At this
time breastmilk is - babies’
best and only food.

Vitamin A rich foods should
be given to a baby when it is
about six months old.

All babies shéu/d be breastfed

for up to two years.

Al children should be given

plenty of vitamin A rich
foods.

Some fat or oil should be
added to a child’s diet every
day. This helps the body use
vitamin A.

~ Vitamin A

Deficiency

= .- The ationai Food

: ?nd-'_bmiritéon Commissio




Vitamin A for Healthy
Eyes and Body

Healthy eyes are bright, imoist and
shining. We need healthy eyes to
see well. The foods we eat contain
a substance which keeps eyes
healithy. This substance is called
vitamin A.

Vitamin A is also needed for normal
growth and health. Vitamin A
protects the body against diseases
and infections.

Vitamin A and Nightblindness

If we do not eat enough of the
foods that contain vitamin A we get
vitamin A deficiency. This means
that the body does not have enough
vitamin A.

The first symptoms of vitamin A
deficiency may be infections and
inability to see well in dim light. This
last condition is known as night
blindness.

Many children in Zambia suffer from
night blindness. It is possible to cure

night blindness. It is possible to cure
night blindness if it is spotted early
and treated. If night blindness is not
treated the eyes can become dull,
dry and develop sores. They can
become soft and may burst. This
can lead to total blindness which
can not be cured.

Groups at Risk

Groups which are at special risk of
getting vitamin A deficiency include:

Winfants who are not breastfed:

Mchildren from 6 months to 6
years:

Mchildren who are malnourished,
have measles, diarrhoea or other
serious infections

Mpregnant and lactating women:

Vitamin A-rich Foods

Vitamin A is found in green, orange
and yellow fruits and vegetables and
in some animal foods.

Foods rich in vitamin A are:

Green leaves such as rape, pumpkin
leaves, cassava leaves, bean leaves,
sweet potato leaves.

Orange and yellow vegetables and
fruits like sweet potatoes, carrots
pumpkin, mango and pawpaw.

Lo D
o

Animal foods like liver, kapenta and
other small fish eaten whole, eggs
and milk. For babies breastmilk is a
very good source.
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Plant foods which are rich in iron are
cereals, beans, groundnuts, and dark
green leaves such as pumpkin
leaves, and cassava leaves.

Iron from animal foods is better used
by the body than iron from plant
foods.

Vitamin C helps the body to use the
iron from plant foods. Therefore
vitamin C rich foods like fresh fruits
and green leaves should be eaten
during or just after the meal.

Iron Tablets

Pregnant women should take iron
tablets especially in the second half
of the pregnancy in order to prevent
anaemia. Iron tablets can be
received through antenatal clinic.

Remember:

® Women should leave a gap of at
least two vyears between the
births of their babies to give their
bodies time to build up good red
blood stores between
pregnancies.

® All women and especially
pregnant and breastfeeding
women should make sure they
eat plenty of iron-rich foods.

® Pregnant women should receive
iron tablets through antenatal
clinic.

® [ron-rich foods should be given to
all babies when they are about 6
months old. Before this time
exclusive breastfeeding is babies’
best food.

All children need plenty of iron
rich foods.

B Everyone should be protected
from malaria, hookworms and
accidents. Malaria and
hookworms should. always be
treated quickly.

4
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Iron is Needed for
Healthy Blood

Healthy blood is bright red in colour.
We need healthy blood for our
bodies to work properly. The foods
we eat contain a substance which
keeps blood healthy and red. This
substance is called iron.

Iron and Anaemia

When a person’s blood looks pale
and thin, we say the person has
anaemia.

People with anaemia become weak,
out of breath and tired very quickly.
They often have headache and often
cannot think clearly.

Women Need lron

Anaemia is very common in Zambia,
especially in women.

Pregnancy and breastfeeding use up
iron in a women’s body, so women
who have many babies often suffer
from anaemia. A woman needs time
to build up stores of good red blood

after the birth of each baby.

During menstruation women lose
blood, with this blood they also lose
iron.

All women, and in particular,
pregnant and breastfeeding women
need plenty of iron.

Children Need Iron

Children can also suffer from
anaemia. Children grow very quickly
and new blood needs to be made.
fron is needed to make this new
blood. All children need plenty of
iron to keep healthy and grow
strong.

Other Causes of Anaemia

Malaria

Every time a person has malaria they
lose some iron from their blood. If a
person suffers from malaria often,
then this can lead to anaemia.

Hookworms
Hookworms suck blood from the
body. If a person has many worms

P

then they can lose a lot of blood.
This can lead to anaemia.

Blood loss

Blood can be lost because of an
accident or injury. If a lot of blood is
lost, then this can lead to anaemia,

Iron Rich Foods

Anaemia can be prevented by eating
plenty of iron rich foods.

Iron is found in both plant and
animal foods.

Animal foods which are rich in iron
are liver, red meat, eggs and fish.




FAMILY PLANNING

OPERATIONAL ISSUES

In order for family planning to be delivered in an effective and efficient manner, the
following operational areas need particular attention.

1. INFORMATION, EDUCATION AND COMMUNICATION

Information, education and communication (IEC) includes the sum total of
activities that are generated through health services and community to;

. raise the public's awareness and understanding of family planning rights and
options

. promote and facilitate informed decision-making and choices

» . advise about and promote prevention of high risk behaviour

All health workers, community based workers and volunteer groups shall create
awareness of the benefits of family planning at the individual, family and community
level and educate users about what to expect. Information should include:

The benefits of family planning on the health of the mother, child and
family.

a)

b)  The implications of large families on the economic status of families,
needs of individual members of the family and the nutritional status of

the family.

c) The implications of large communities on government in terms of
providing adequate and qualitative basic social services.
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d)  The advantages and disadvantages of available family planning methods,
common side effects and how methods are used.

e}  The rights of clients.
f) The rights of providers.
g) The availability of various service delivery points.

h)  Correcting myths and misconceptions of family planning methods.

i) Prevention and treatment of consequences of high risk behaviour
and practices such as those related to STIs and HIV /AIDS.

Health learning apprdaches and materials

Learning approaches and materials shall enhance the availability of
information about family planning to a wider audience, and will be targeted at

special groups such as the young adults, men and young mothers.

Messages for information, education and communication shall be determined
in consultation with target and interest groups through interviews and focus
group discussions. This will help ascertain:

i)  What is already known about family planning

ii)  Existing misconception

iii)  Potential ways of filling the gaps on information

iv)  Best types of IEC methods, approaches and materials to use

Messages shall be pre-tested with target and interest groups before they are
released to the public to ensure acceprability and clarity.

District Health Boards shall be responsible for developing prototype of IEC
materials to supply to all health institutions (government, military, mines,

mission, pharmacies and NGOs).

Health Reforms Implementation Team through the Health Education UMt,
shall at national level oversee the quality and appropriateness of materials
prepared by DHBs and others.

11
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These notes are in draft form. We welcome comments, suggestions and
criticisms on them so that they can be modified before a final
publication is prepared.

Please send your comments to_ The Communications Unit,
The National Food and Nutrition Commission
P.0. Box 32669, LUSAKA, Zambia,

Written by Sheran ":neker (FAO Nutrition Officer)
Prepared by The Na'.onal Food and Nutrition Commission
Published by The Ministry of Health,
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PREFACE

Educators muat teach both technical skills as well as
communication skills.

. The training techniques should use good teaching and
communication practices, Health workers will probably
use the same techniques in their own communities, If
you simply lecture to them they will do the same.

. The training should be action-orientated, Concentrate
on the practical aspects and avoid complicated theory.
At the end of the training the participants should know
what they are expected ta do in the cgmmunity.

. Training should jinclude practice in the community and
foster a commitment to commumity action. The partici-,
pants should feel confident about working in the
community,

To help you with the training of coﬁmunity health workers
in nutrition the material has been organised as follows. The
first page on each new topic suggests ways the topic could be
taught. The opposite page gives technical notes that could
help you with the teaching, The lesson plan is only a
suggestion, You should adapt it to sult your own area and
your own experience. :

Some of the lessons involve teaching a skill. You should
see that all the participants have mastered the skill and
provide extra training for those who take longer to grasp it.
It is not enough just to teach the lessons. You must be sure
that everyone is able to do what is being taught.

For many of these lessons your role is that of a discussion

leader. You will be giving people a chance to discuss their
own knowledge and understanding of certaln topics before
helping them to expand on that knowledge or gain new
understandings.




TRAINERS NOTES

Below are some important things to do or think about before you
begin the training. .

1.

[ ]

10.

11.

12,

It is important that you carefully read through in advance the
lessons you plan to use; a few require materials or special
planning.

The arrangements of the room influence the training. Since many
of these activities emphasize discussion and sharing of ideas,
arrange to have the group, including trainers, sit in a circle.

This training material has been written for a group of about
20 participants, It is difficult to manage a group larger than
this.

At the beginning of each lesson, always share with the group the
aims and objectives so that everyone is clear about what each
lesson is designed to do.

Use open-ended questions as much as possible instead of ones that
require a yes or no answer. Open ended questions lead to better
discussion, (see lesson 22)

Give the group time to develop confidence in discussing ide%hs openly.
This is a new learning technique for many field workers. When you
ask a question, wait until someone answers. Silence doesn’'t mean
that people have nothing to say. It often means participants are
thinking and you should give them a chance to respond. If
discussion remains slow, divide the group up into smaller groups

to discuss together before reporting back to the total group,

Help participants discover new information. Don't do all the
talking. Go slow; don't rush. A group given enough time can
usually find solutions to a problem without the trainer giving
the answer. It's the best way to learn. If you are like most
trainers you will tend to talk too much.

Take a break when the group is tired or becomes distracted.
Learning is difficult for the sleepy or disinterested.

Don't expect participants to sit still for long periods of time.
Let people move around and stretch from time to time. Group
ginging and simple games between lessons relax and renew
participants., This increases the chance that they will learn more
from the next activity.

If you are not very experienced with this type of training read
through the lessons on individual councelling and working with
groups at the end of the material. (Lessons 22, 23 & 24) You will
find other suggestions to help you.

PSBAT at the beginning of each objective means Participants
Should Be Able To. The objective tells you what each participant
should be able to do at the end of the lesson.

You can use the objective as a guide when testing or evaluating
the lesson - can the participants do what is expected of them.

Rememher, these training materials are guidelines. Change, adapt,
create your own activities based on them. Let us know how you use
and adapt the lessons. Good luck and good training.



1. INTRODUCTION TO NUTRITION

AIM To introduce nutrition concepts with emphasis on
those that relate to nutrition problems found in
Zambia.

OBJECTIVES PSBAT discuss what food does for the body.

energy
F growth
0 strong blood
healthy eyes
o
healthy skin
D strong healthy body .
warmth

The picture above lists the things food does, Bring up
any points that are not mentioned in the discussions. The
notes on the next page can help you.




ENERGY

GROWTH

STRONG
BLOOD

HEALTHY
EYES

HEALTHY
SKIN

STRONG
HEALTHY
BODY

All foods provide energy to the body. The more
active a person is the more food he must eat.
Extra food i3 stored as fat in the body., When a
person eats less than he needs he uses up this fat
and gets thinner and thinner and is no longer able
to work hard. In rural areas this happens during
the rainy season. There is a lot of work to be
done but food is often scarce.

Children who do not get enough to eat do not grow
well, They remain small and weak. They need
extra food for growth. Their stomachs are small.
They need to be fed more often than adults. They
also need a variety of different foods.

In Zambia many people suffer from anaemia. Their
blood is not strong enough, They feel weak and
tired. Young children and their mothers often
suffer from weak blood.

Some foods keep our eyes healthy. When people do
not eat enough of these foods they can not see
very well in the dark. At night they often bump
into things. Sometimes mothers notice this in
young children. Something should be done about
this as eventually the child could go blind.

Food keeps our skin healthy. It helps to keep it
smooth and shiny. It also helps cuts and wounds

to heal,

Food repairs our body and keeps it healthy. It
helps us to fight illness better. When a well

fed child gets measles they can recover better.
Well fed children also do not get sick as often.

Food helps children to be active both physically
and mentally. It helps children to concentrate
better at school.



2, FAMILY FOOD SUPPLY - ENOUGH FOOD

AINM To stress the major tamily nutrition problem in
Zambia

OBJECTIVES PSBAT underatand that many nutrition problems in
Zambla result from not getting enough food.

For good nutrition we do not only need a variety of food but
we also need to eat enough food.

DISCUSSION How many times a person eats a day can often tell
you something about how much he eats. How often
do most families in your area eat every day?

Ia there a difference at certain times of the year
or at certain times of the month,

It ig difficult for most people to get enough food unless they
eat at least three meals a day

DISCUSSION Snacks between meals also help people to get enough
food, What snacks do people eat at various seasons
of the year?

Snacks are important for people with special food
needs,

TALK ABOUT the family members that have special food needs.

THE VYULNERABLE GROUPS
these people have

extra needs

Nursing
mothersg.#¢

Young
children

Pregnant
mothers

\

School Age
children

Sick people
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ENOUGH FOOD

Everyone of course needs a variety of food. No one food will
keep us strong and healthy, But we also need enough food.

In many areas in Zambia the major problem is not having enough,
Families need more of the foods they eat now., Tiere are a few
specific variety of problems e.g. vitamin A and anaemia, that
will be discussed later in the course. There are also variety
of problems for small children, But for the members of many
Zambian families the biggest problem of all is not getting
enough food.

SEASCGNAL PROBLEMS

In many rural areas food becomes scarce during the rainy season.
The time of the year when there is most to do in the fields.
Not enough food together with a high incidence of disease and a
scarcity of food leaves many people weak and tired towards the
end of the season, In towns the food problems are greater
towards the end of the month for the lower income groups. At
these times families which normally eat only two or possibly

. three meals a day may be reduced to eating only once a day.

CASSAVA .

Cassava 18 the main staple in some parts of Zambia. It is an
important and necessary food. However because it does not
contribute as much to our nutrition as cereals (maize, sorghum,
millet) the variety of relish available in these areas is most
important. Having a variety and enmough relish is more of a
problem in cassava areas than in maize areas. In these areas
some cereal is also grown. If half their nshima came from
cassava and half from cereal this would also help variety
problems.

SPECIAL NEEDS

Some family members have special food needs. They are more
likely to suffer from nutrition problems. They are often known
as the vulnerable group.

Infants and young children - they are growing very rapidly
Schoocl age children ~ they are also still growing

Sick people ~ they need extra food to build themselves up
again when they start to recover

Pregnant and nursing mothers - they need extra for the baby
and for the breast milk. They need about one
fourth more food than they normally eat.

These people in particular have great difficulty getting enough
food if they only eat twice a day. They need three and sometimes
even more meals a day., They also need snacks between meals.

i



3. FAMILY FOOD SUPPLY - PROBLEMS
AIM To direct attention to food supply problems
OBJECTIVES PSBAT identlify specific problems of inadequate

food supply in their areas,.

Families need enough and a variety of foods.

SEASON HOT DRY RAINY HARVEST AND COOL

NSHIMA

RELISH

8NACKS

ACTIVITY Fill in the chart above., Fill in only food that
you think most families in the area have at that
time of the year.

DISCUSSION Look at the chart. Is there enough and a variety
of food available during the various seasons,

DISCUSSION What are the reasons for the problems?
Who could help to solve the food supply problems?

* In town areas instead of looking at the three seasons you
could divide the chart into two sections. Look at the
beginning and the end of the month., Look at the supply of
food for people in the lower income group.




FOOD VARIETY

NSHIMA is a most important food. A family without nshima is
a family without "food". Less highly refined cereals such
as roller meal contribute more nutrients than the highly
refined breakfast meal.

In cassava areas it is better to also eat some cereal.

RELISHES are made from many different foods. Without enough
and a variety of relish it 1s difficult to eat enough nshima,

Legumes such as beans and groundnuts are particularly valuable
especially where animal:foods are not available. Vegetables,
especially dark green leaves, supply special needed nutrients.

Oily foods such as cooking oil, palm oil, fat and groundnuts
supply a lot of energy and make food more tasty.

Animal foods, including fish, eggs, caterpillars, milk and meat,
are valuable even in small quantities but they should not be
over-emphasised in community nutrition education. They are

more important in cassava areas.

SNACKS can be important for good nutrition, especially for
the vulnerable group. Highly coloured fruits such as pawpaw
and mangoe supply needed nutrients, especlially vitamin A.

ACTIVITY

When filling in the chart list all the foods you think most
families have at that time of the year. When looking at the
chart look first to see the general variety available and if
you think there is enough food for three meals a day. Then
check also for the foods mentioned above.

SOLVING PROBLEMS

Helping to solve problems of food production is mainly the
responsibility of agriculture extension workers supported by
other workers that deal with things such as loans, supply of
inputs, marketing etc. Other people such as community develop-
ment workers, school teachers and local farmers are also
involved, advice and asgigtance to the community on family
food aupply problems should be sought from these people. PHC
workers can also help in advising on specific foods that should
be given to ensure an adequate variety.

In towns the general family food problems are usually related
to economics. How much money a family has, what they spend it
on and the cost of various foods. The availability of food
may also be a problem.

The reasons for food supply problems are many and varied. They
range from weather conditions to availability of labour and
time to poor agriculture practises and many more Let the
participants discuss the reasons and encourage them to discuss
food supply problems with other workers in their area.
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4, BREAST FEEDING

AIM To emphasize the importance of breast feeding a

child during the first two years of its life

OBJECTIVES PSBAT Explain the advantages of breastfeeding

and the problems with bottle feeding

Children should be breast fed for one and a half
to two years

ASK  What is good about breast feeding?

~ Costs very little

- gsafe from germs

- protects against disease

- closeness between mother & baby
~helps mother recover

~helps to space children

- saves time and fuel in preparation

ASK What are the problems of bottle feeding?

- costs a lot of money

- germs can get in the milk
- bottles can carry germs
- babies might not get enough
- takes time and fuel to make
- the milk might not be mixed
- properly

ACTIVITY Only use this activity in towns where bottle feeding

is common. Work out the cost of bottle feeding

babies by completing the table below

Age of baby cost per tin number of tins cost per month

2 months

4 months

6 months

To find how much it costs each month first find out the cost of
a tin in your area. Fill in the cost in the second colurm. Now

multiply the cost of a tin by the number of tins the baby needs
for a month., Put the answer in the last column.

Bottle feeding is dangerous. A mother who can not breast feed
must go to the clinic. At the clinic she will be taught to make

milk in a clean proper way. She will also be taught how to take
care of the bottle, Dirty bottles spread disease.

Do not use a bottle fur porridge and other food, Use a cup or a
bowl.




BREAST FEEDING

Breast milk is the best food for young infants. It contains
all the food a baby needs for the first few months.

There are things in the milk that help to protect the young
infant from infections.

It 1s cheap. The only cost is for the extra food the mother
needs for making the milk., You do not have to buy milk or
the fuel to prepare it.

It is always ready when the baby needs it, It does not take
any time to make,

It is good for the mother too. When a mother is breast feed-
ing, her body goes back to its normal shape quickly.

Belng so close together is a nice feeling for both the mother
and the baby. This is very good for the baby.

When a mother is breast feeding it takes longer for her

monthly periods to return. She is less likely to become
pregnant again during this time, Breast feeding therefore ¢
helps a mother to space her children.

BOTTLE FEEDING

Bottle feeding is expensive. You have to buy milk, bottles and
use fuel to prepare the food.

It takes a lot of time to clean bottles and make milk for a baby.

If you do not mix it properly the baby may not get enough food
and will not grow well.

If you are not careful when you make the milk and feed the baby
it may get germs and become sick.

A child is supposed to Be breast fed. Unfortunately this is not
always possible. When a baby has to be fed from a bottle the
mother should go to the clinic. Here she will learn how to make
the milk. She will learn how to make sure it is clean so that
it does not make the baby sick.

BOTTLES

Bottles themselves can be dangerous. If a bottle is not very
well cleaned or if flies or dirt get on the teat the baby can
become sick. Some women put porridge and other food in bottles.
This isa not a good idea. It is better to use a cup.
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AIM

OBJECTIVES

5. CHILDHEN -~ NUMBER OF MEALS

To foster an understanding of children's major
nutrition problem

PSBAT understand the need for children to be fed
more frequently than adults

Children need to be fed more often than adults. They need
extra food for growth, They need three or four meals a day.

ACTIVITY*

ASK

EXPLAIN

DISCUSSION

Tell participants to pretend they have just eaten
a good meal and feel full, Now someone places
another meal in front of them right away.

Would you like to eat again? How would you feel?

When children are fed only two meals a day you are
expecting them to eat more than they feel like at
each meal. .

A child needs a lot of food for growing.
His stomach is small.
Two meals a day are not enough

How do you know if young children are getting
enough to eat?

* If all participants are eating together you could introduce
this topic during a meal. When everyone has almost
finished eating and i1s feeling full bring out another
plate of food that you have kept aside., Ask how many people
would like to eat it now.




FEEDING FREQUENCY

One of the biggest nutrition problems for young children is
that they do not get enough to eat. A baby gains weight very
quickly. By the time he is two years old he should be almost
four times as heavy as he was when he was born. This means
that compared to their size they need a lot of food. Giving
them the right kind of food will not help them to grow unless
they also get enough food. Enough food means that they should
be fed at least three times a day and also be given snacks
Letween mezls,

HOW TO TELL I¥F A CHILD IS GETTING ENOUGH TO EAT

# Look at what the child does. 1Is he happy? Is he interested
in things? Is he active? A young child who is hungry may
cry a lot at first. Later on he loses interest in things
and does not cry very much., You may even think he is just
being "good" and is easy to take care of.

# Look at how often he is fed. If a young child is not being
fed at least three times a day with food other than breast
milk. You can be sure that he is not getting enough to eat.
Young children also need snacks between meals as well,

# Look at the child's road to health card. If the child is
weighed regularly at the clinic and his weight recordeu on
the card this can tell you a lot about the child's feeding.

# Measure his arm with an arm circumference strip. This tape
can be used to messure around the child's arm if the child
is between one and five years old. It is helnful in
deciding whether a child is too thin or not.

# Look at his skin and his hair. Nutrition problems can show
up in the skin and the hair. A poorly fed child may have
dull, light-coloured hair. The hair is often straighter.
His skin may be dry or rough or have light flaky patches.
Skin and hair problems show up in more severely malnourished
children.

1
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6. THE MID-ARM CIRCUMFERENCE STRI1P

AIM To praovide a simple method of screening for
mulnutrition that can be uscd in the community.

OBJECTIVES PSBAT make and use an arm circumference strip to
detect malnutrition in ciiildren between the ages
of 1 and 5 years.

Children who are under fed do not grow well. They are also
very thin,

MEASURING THINNESS

An easy way to tell if a child is tono thin is to
measure around their arm. The strip you will
make can be used on children between the ages of
one and five years. Do not use it for children
older or younger than this.

green colourless Red very
well thin at thin
fed risk . seriously
shoulder malnonrigied
asure .
ACTIVITY 1. Make arm circumference strips.
elbow 2. Check each participant’'s strip carefully to
gsee that the measurements are correct.
3. Practice using the strip on children between
one and five years of age brought into the
Jeft arm the clasgroom.
hanging loose 4. Arrange for the participants to go into the

community to measure the arm circumferences
of children. This activity could be combincd
with o more comprehensive survey later in the
course. They could collect information on
other health and nutrition problems at the
same time. Make sure that the results of any
community survey are properly recorded,

Discuss the results of the suarvey.




1cm<

It

135 cns

S |

Put the strip round the left arm
of the child which is hanging

by the child's side, half way
between the elbow and the
shoulder. It is very important
to make sure that the arm is
relaxed and hanging straight
down. (The muscle gets thicker
when the arm is bent and so would
give the wrong result.)

Put the pointed tip of the strip
through the hole (just like one
does in doing up a belt). Hold
the tip in one hand so that the'
strip is just around the arm
without squeezing the arm.

Note the colour of the strip
where the narrow end of the
section has been pulled through
the holw.

accurately,
acissors.
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HOW TO MAKE MID ARM CIRCUMFERENCE STRIP

is vital to measure the strip
Use a ruler and sharp

Detween the age of 1 to 3% years, the
width of a child’'s upper arm does not
change greatly. It is around 15 to
17 cms.

When & child is not eating enough
food, the arm circumference is less.

Children with M’C of 12.5 to 13.5 cms
are at risk of becoming malnourished.
Those whorfe MAC is less than 12.5 cms
are definitely malnourished.

This body measurement allows one to
see which children are at risk of
becoming malnourished; the necessary
steps can then be taken to prevent
these children from becoming severely
malnourished.

MATERIALS THAT CAN BE USED TO
MAKE THE MEASURING STRIP

Any material that does not stretch can
be used. For example: cardboard,
flexible plastic sheets, tapes, and if
available clear X-ray films.

1. If tape comes out of the hole in
the RED section
THE CHILD IS IN DANGER.

2. If the tape comes out of the hole
in the CLEAR section
the child 1a losing weight and
1f nothing is done; the child will
eventually become malnourished.
SOMETHING HAS TO BE DONE TO STOP
THE CHILD BECOMING MALNOURISHED.

3, If the tape comea out of the hole
in the BLUE/GREEN section the child
is growing normally. Parents
should be encouraged to continue
feeding their children as they are.



7. THE ROAD TO HEALTH CARDS

AIM To develop an understanding of the usefulness of
weighing children regularly and thus following a
child's growth pattern.

OBJECTIVES PSBAT interpret a road to health card in order to
use the information for family education.

Community health workers should check children's road to health
cardgs. A healthy child gains weight as he grows.

ACTIVITY Have the participants look at the road to hbalth
cards shown below. What do the cards show about
each of the three children. After studying the cards
have the participants discuss the gquestions shown

below,
:::::::::::::::::::::::::::::::::::::::::::::::—.—__‘_- JANET
[ Y
///"//",///::::::::::::::::::::::::::::::::"”’—"— CHINOZT
CECELIA

QUESTIONS ¥hich child is not growing?
Which child has continued to grow well all the time?

Which child lost weight during one month? What could
be the reason for this?




GROWTH PATTERNS

When looking at the road to health card it is important to
look at the child's growth pattern. Failure to gain weight is
a warning sign of ill health, A child's weight should follow
the direction of the road to health lines on the under five
card,

When a child gains weight from one month to the next .',——"'
the line will slope up the card

A line going across the card shows that a child has Pl
not gained any weight during the month,

A line going down the card shows that the child .\‘
has lost weight, .

In the first few months of life the baby gains weight very fast.
It should be easy to see by the scales each month whether a
child is growing or not. After six months of age growth is not
quite as fast. They no longer gain as much weight each month.

EARLY WARNING SIGNS OF GROWTH FAILURE

Children from birth to 6 months - failure to gain from one month
to the next.

Children from 6 months to 2 years - failure to gain weight for
two month running

Children of any age - losing weight from one month
to the next.

QUESTION ANSWERS

JANET has a problem and needs attention. She is still on the

road to health but for the last three months her growth line

has gone straight. But has not gained any weight. 1If this

early sign of growth failure is ignored the child could eventually
become seriously malnourished.

CHINQZI is small for his age but he has been gaindng weight month
by month. His growth pattern is following the road to health
line, If there are no signs of health or feeding problems it
simply means that he is a small healthy child. Although he is
below the line he is following the curve and growing well.

CECELIA is a larger child. She is above the line. This does not
mean that she is too fat. There are very few children in Zambia
that are too fat. You will notice that one moanth Cecelia's
growth line went down showing that she had lost weight. The

next month she had gained weight again. After that she continued
to gain weight each month., The weight loss was probably caused
by illness.

16
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AIM

8. CHILDREN - VOLUME OF FOOD

To demonstrate the difficulty of feeding children
with low density foods

OBJECTIVES PSBAT prepare the amount of porridge a six month

and one year old child would require to provide
enough energy for one day

From about four months of age children need other foods in
addition to breast milk

By six months of age they should be fed three times a day with
other foods,

ACTIVITY

DISCUSSION

ASK

EXPLAIN

Divide the participants into two groups and tell them
to do the following:

GROUP ONE Take one cup of mealie meal and use it all
to make porridge. The porridge should be
the right thickness for a six month old
baby. Measure how many cups of porridge
you have made, Divide the porridge into
three bowls. Make sure the group use
*good hygiene and cook the porridge well
enough to destroy germs.

GROUP TWO Do the same as group one except they are
to use two cups of mealie meal. Group two
are making porridge for a one year old
child.

Look at the amount of porridge in each plate and
discuss whether or not a child could eat this much
at one meal. What about if the porridge was divided.
into two meals instead of three?

Why does one cup of mealie meal make about three cups
of porridge?

When cereals or cassava flour are cooked they take

up a lot of water. The water increases the volume of
the food but does not increase the amount of energy
the food provides.

Mealie meal is not the only food children need. They
will not grow if they are fed only mealie meal. We
need to replace some of this porridge with other
foods. When you add other food to porridge you do not
need to add more water with them., When we take away
some of the porridge and replace it with other foods
we also reduce the volume




LOW DENSITY FOOD

Porridge 1s a low density food because it takes up so much
water when it is being cooked. You have to eat a larger amount
or volume of porridge than of a high demnsity food such as
groundnuts to get the same amount of energy. For a six month
old baby to get all the energy it requires it would have to

be breast fed and eat about a cup of porridge three times a day.
A one year old child would need about two cups at each meal.
Very few children could ever manage to eat this much at a meal.

ACTIVITY PREPARATION

For the activity see that you have ready the following:
*2 places to cook (charcoal burners & charcoal or wood for fires)

*3 pots *6 plates or bowls
*2 wooden spoons for stirring *Washing up bowl
*2 cups (mark each cup at 250 mls.) *Soap *Water

*Mealle meal (sorghum, millet, or cassava flour can also be used
depending on the staple in the area.)

THICKNESS OF PORRIDGE

If group A get more than 24 cups to 3 cups of porridge from their
cup of mealie meal the porridge is too thin. .
If group B get more than 5 to 5% cups of porridge from their two

cups of mealie meal the porridge is too thin,

If the porridge is too thin repeat the activity using less water,

HYGIENE

Children's porridge often carries germs that cause diarrhoea,.

It is very important to insist on good hygiene when preparing

food and feeding young children. Make sure that dishes and pots
are clean. Have participants wash their hands before starting to
prepare the porridge, Boil the porridge for at least ten minutes
to kill all the germs. Rest the wooden spoon on a clean plate when
it is not in the porridge. Do not let flies near the food.

CASSAVA

One problem with cassava is that if you boil the porridge very long
it becomes too stiff and sticky to eat., You can not boil it long
enough to kill germs. You should therefore make the porridge with
water that has been previously boiled for ten minutes, cooked and
stored in a clean covered container, Another way is to boil the
water for ten minutes, mix the cassava flour to a paste with a
little boiled cooled water and then stir the paste into the boiling
water.

Another problem with cassava is that it is not as good for young
children as cereals such as maize, sorghum or millet. In cassava
areas sncourage the mothers to give young children half cassava and
half cereals. They can give cassava porridge at some meals and
cereal porridge at others. They could also make a porridge that is
a mixture of both. Prepare a thin cereal porridge and cook it well.
When it is almost ready thicken it with a paste of cassava flour.

17
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AIM

OBJECTIVES

9. CHILDREN - VARIETY OF roop

To demonstrate that adding other food to children's
porridge not only provides the variety they need
but also reduces the volume they need to eat.

PSBAT prepare suitable meals for a one year old child
for one day and compare a good meal with that of
plain porridge,

For good health and growth children need a variety of food, They
also need to eat enough food. Young children need at least three
meals a day and snacks between meals.

ACTIVITY

Divide the participants into three groups. Each
group will make a different meal suitable for a one
year old.

For the basic porridge each group should use

1/3 cup mealie meal

13-2 cups water

To increase the energy each group should use one of these

2

teaspoons sugar

or 2 teaspoons fat or oil ' ‘
or 2 tablespoons pounded groundnuts
For growth and health each group should use one of these

relish

or
or
or
or

or
or
or

2

NN N

1
2
2

type foods

tablespoons powdered milk

tablespoons powdered groundnuts

tablespoons powdered kapenta

tablespoons cooked, skinned, mashed beans

large tablespoons chopped or pounded dark green
leafy vegetables

egg

tablespoons finely chopped cooked meat
tablespoons finely chopped fish

Make sure that good hygiene practices are followed and that
the porridge is well cooked.

Have each group measure how many cups of porridge they have

made

DISCUSSION

TALK ABOUT

Discuss the amount of food in each bowl of plain
porridge found in the previous lesson with that of
the mixed porridge each group has just made.

the importance of variety in children's diet for
Increasing energy

Improving growth and health

Improving appetite

A multimix porridge with more than one relish is very good.




VARIETY IS IMPORTANT FOR

Increasing energy

Oil, fat, sugar and groundnuts boost the energy content of porridge
without increasing the volume very much. O0il and groundnuts can

be added to the water and cooked with the porridge. Sugar can

be added towards the end of cooking. It does not usually carry
germs and if added early the porridge is more likely to burn.
Other edible nuts such as pumpkin seeds can also be used.

Improving growth and health

Breastfeeding is important for growth and health. However after
six months breast milk and plain porridge alone will not produce

a healthy child, The relish type foods listed should be used in
porridge. Most of these foods can be either added to the water or
added with the mealie meal. The egg however can be mixed up and
stirred into the porridge durlng the last five minutes. Other
relish type foods eaten by the family can also be mixed with
porridge. However make sure the relishes mentioned are also used
frequently. They are better than most other relishes,

Improving appetite

Adding different foods and not just the same food all the time
encourages children to eat, They can eventually get tired of the
same food all the time. Then they do not want to eat as much.
Adding oil sugar and groundnuts alsoc makes the food more tasty
as well as adding energy.

CASSAVA

Cagsava 1s not as good for young children unless you add more of
the relish type foods shown. In cassava areas stress the
importance of adding 1} to 2 times the amount., Instead of 2
tablespoons of beans use 3 or 4. Algso a multimix is a good idea
in these areas. A combination of cassava and cereal as was
mentioned in the last lesson is also good.

MULTIMIXES

A combination of relish type foods in the same porridge should be
encouraged especially with vegetable foods. A tablespoon of green
leaves and a tablespoon of groundnuts is better than two table-
spoons of green leaves.

ACTIVITY PREPARATION

For this lesson you will need three of everything listed for the
last lesson. In addition you will need tablespoons and teaspoons
for measuring, a small amount of the energy foods and a selection
of the relish type foods listed for this activity. Use foods that
are avallable in your area.

FO(© VOLUME

In the previous lesson the amount of plain porridge for a one year
old child came to almost two cups for each meal, The mixed porridge
for one meal should measure about a cup. This is a reasonable
amount for a child to eat at a meal.

SNACK

Snacks between meals add variety and help a child to get enough food.

Good snacks include pawpaw, banana, sweet potato, pumpkin porridge
and for slightly older children green mealies.

19
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10. CHILDREN - FEEDING MANAGEMENT

AIM To highlight the socio-economic and cultural problems
asgsociated with the feeding of young children.

OBJECTIVES

PSBAT advise mot'iers on feeding young children of

various ages and discuss feeding problems.

begin with thick porridge| thick
thin porridge extra energy porridge
then intro- vegetable all relish
duce extra relish extra energy
MEALS energy & Introduce family meals
vegetable other put cut in
relish relishes small pleces
introduce mashed fruit fruit, julce
SNACKS mashed fruit & julce and other
and juice other snacks snacks
Milk breastmilk | breastmilk breastmilk breastmilk
amount no additi-| increase to 4 to % cup 7 to 1 cup
of mixed| onal food | % cup at 3 to 4 times 3 to 4 times'
porridge each meal a day a day
mon ths birth - 4-6 6-9 9-12
3 or 4

FEEDING GUIDE FOR HEALTHY CHILDREN
Introduce means start with a small amount and give more when the
child is used to the food.

DISCUSSION 1.

Divide the participants into small groups of 4 to 6

people. Let them discuss the way young children in
their area are fed. Then find out what people do
which is different from what is shewn in the feeding
guide above.

2., Bring the groups back together and let each group
summarize their findings.

3. Discuss the problems noted by the groups and suggest
solutions to these problems,

Weaning from the breast usually begins towards the end of the second
year. This can be a difficult time for some children. See that
they get plenty of relish to replace the breastmilk.

DISCUSS Discuss ways to wean children from the breast and any
problems with weaning.
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INTRODUCING PORRIDGE

Start a child on porridge when he is about four months of age.
Introducing solid food earlier than four months means there could
be a risk of infection from the food. If a child younger than four
months fails to grow well he may have to be given other foods early,
He should also be checked at the clinic.

ADDING OTHER FOODS

As soon as a child is used to porridge start gradually adding other
do00d to it. They can start first with mashed fruit and juices and
with vegetable relishes,

Add only one new food at a time. Use a small amount (about a teaspoon)
at first. Once the child is used to a small amount you can add more,.
Some new foods may upset a child at first. If so stop giving that
particular food for a while. If a particular food upsets a child
when you stop giving it the upset will also stop. If it continues

it 13 caused by germs in the food and not the food itself.

FOOD AT DIFFERENT AGES

At six months the child will need half the amount of food needed by
a one year old. Use half the mealie meal, half the energy food and
half the relish type food used for a one year old in the previous
lesson. This will give about half a cup of food at each meal. Some
children may even be able to eat more than this. By nine months a
baby can eat about § of a cup.

FAMILY FOOD

The age at which a child shares the family food depends on the child

and its mother. Remember that they still need at least three meals

a day, When they start on nshima see that they get enough. It should

be in small pieces on a separate dish and have plenty of chopped up
relish, not just the soup. You could also take some of the family relish,
chop it small and add it to the porridge.

PROBLEMS

The most difficult time of the year for managing the feeding of young
children is probably during the rainy season, The mothers spend long
hours in the fields. Many families also have less food available
during this season. In towns food problems are greatest towards the
end of the month,

Families may not have enough of the extra energy foods all the time.
Instead they may have to feed young children more than three times a
day .

Mothers may feel that many foods are not sultable for children until
they have teeth. They do not realise that by six months you can
introduce almost all foods as long as they are mashed or finely
chopped.

WEANING FROM THE BREAST

Weaning from the breast should be done gradually even when a mother
becomes pregmant again, The milk of a pregnant mother is not poisonous,.
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AIM

OBJECTIVES

11. DIGESTION AND ABSORPTION OF FOOD

Introduce the topic of digestion and absorption of
food as a basis for understanding the changes that take
place in diarrhoea. ‘

PSBAT discuss what happens to food in the gastro-
intestinal tract undernormal conditions and compare this
to what happens during diarrhoea.

Digestion and absorption are about what happens to food once you put
it into your mouth and how it gets into the rest of your body.

Digestion

Food ground up and
nixed with fluld

Cpret
\ / Mouth

Absorption

Food goes into rest
of the body

S tomach
‘l
Small Intestine

Absorpiton
Fluid is taken back

Large Inteatine

P e
|
Excretion
e Rectum
Body discards e
waste _’—_,,r——f’”"

ACTIVITY Tell participants to take a pencil or a stick and trace
along the tube in the drawing above. Start at the mouth.

ASK What do you notice?

Although the tube twists and turns it starts at the mouth
and ends at the anus.

TALK ABOUT What happens to the food in this Tube. Point out that
water from the body is mixed with the food near the top
and and ig absorbed back into the rest of the body lower
down near the end.

ASK How long does it take food to pass all the way through the
tube until the waste comes out?

ASK What ig different when a person has diarrhoea?

During diarrhcea food passes quickly through the tube and the water
comes out and is lost from the body.




GASTRO INTESTINAL
TRACT

DIGESTION

ABSORPTION

EXCRETION

DIARRHOEA

This is like a long t. e going all the way
through the body from "he mouth to the anus.

Food is broken down at the top end of the
tube. It is mixed with fluid from the body
first in the mouth and then in the stomach.
This prepares the food for the body to be able
to use,

In the middle part of the tube the parts of the
food that the body can use cross through the
wall of the tube. From here it can be taken

to the rest of the body.

At the lower end of the tube the parts of the
food that the body can not use pass out in the
faeces., Before this happens all the fluid put
into the tube during diprestion is absorbed
back into the rest of the body again,

Most people pass out waste once a day. Some
people may take a little longer or a little
less time but most people defecate once a day
when they are in good health,

Various organisms can get into the tube and
irritate it. This causes diarrhoea and or
vomitting. (gasteroenteritus). During
diarrhoea the food passes quickly through the
tube. This means that the body does not get
time to take everything it needs from the food.
It probably only takes about half of what it
needs. The rest goes right through the tube
and comes out with the waste. It is important
to note that at least half of the food is

absorbed. This is why it is recommended to feed

patients that have diarrhoea even though some
of the food is lost. It is better that they
eat, Half of the food is better than no food.

The most serious thing about diarrhoea is that
the body does not get time to take back the
fluid. A lot of water and salt is lost in the
faeces. 1If this is not replaced it quickly
leads to dehydration.

23
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12, DIARRHOEA PREVENTION

AIM To emphasize the need for prevention of diarrhoea

OBJECTIVES PSBAT describe steps that can be taken to reduce the
incidence of diarrhoea.

ACTIVITY Read the following story to the participants.

Miriam was upset. Dmniel who was ten months old had
diarrhoea again. It was only one month ago that he
had it. He had become very thin then. He was still
thinner than he used to be. What would happen to him
now. Last time she went to the clinic. She was told
to boil his drinking water. She had been doing that
and now he had diarrhoea again,

ASK What else could Mirtam do to try to prevent diarrhoea?

There is no single answer to the prevention of diarrhoea.
An overall improvement in hygiene and sanitation is
needed, Answers should include the following,

FAECES Diarrhoea is spread from the feces of people ¢
and animals. All feces, even those of young
children should go into a toilet., Hands should
be washed after going to the toilet or changing
young children,

Water A plentiful supply of clean water is important.
Enough water is needed for personal hygiene and
household cleaning. See that water does not
become contaminated in the home. Boil children's

drinking water,

Food Food often causes diarrhoea. Wash hands before
preparing or eating food. Use clean dishes.
Cook food well. Serve food as soon as it is
ready. Wash raw fruit. Keep flies off food.

Feeding Healthy well fed children get diarrhocea less
often. When they do get diarrhoea they recover
better. Feed young children frequently with a
variety of clean food.

Diarrhoea is very common in the rainy season. Children between the
ages of six months and two years get diarrhoea often during this
season, Diarrhoea causes malnutrition especially in underfed
children.
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DIARRHOEA

Piarrhoea affects many people in Zambia. It is very common in the
rainy season. It occurs very often in children between the ages of
six months to two years. During the rainy season children in this
age group may have diarrhoea on an average for one week in evexy
month. Many deaths in this age group are almost certainly linked
with malnutrition and gastroenteritis.

It i3 unlikely that any single imput, such as boiling drinking water
for young children, can reduce the incidence of diarrhoea. A general
improvement in hygiene and sanitation standards is needed. Some of
the important points are shown below. Many of these pointsg are
discussed in greater detail during other parts of the health workers
training. It is important to also discuss them briefly here.

FAECES

Most germs that cause diarrhoea are passed on the faeco-oral route. In
other words small amounts of contaminated faeces from a person or
animal are passed on to another person who swallows it, often in water
or food, It is therefore important to:

. Build and use latrines

. Wash hands after using a latrine or after changing or cleaning
a child that has messed ¢

. Dispose of the faeces of young children carefully. This is
very important. They have diarrhoea more frequently than any
one else in the family and yet people are more careless with
their faeces.

Extra care should always be taken in disposing of the faeces of
someone who has diarrhoea.

WATER

A plentiful supply of clean water is also important. Simply having

a supply of good clean drinking water will not control diarrhoea.
Enough water 1s needed to clean hands, clothes, dishes etc. properly.
Many germs causing diarrhoea are known as water washed. This means
that hygiene is very important. People must use enough water to wash
themselves and household things well. It is better to have enough
reasonably clean water than a small amount of more pure water.

Reasonably safe water can become infected in the home. Store water
in a clean covered container. When you take water from this container
use something that is clean and do not put your hands in the water.

The drinking water for young children should be boiled. It should be
boiled for ten minutes and stored in a clean container.

FOOD

Diarrhoea is often passed on in food. Protect food from flies. They
carry germs to your food. Wash your hands before preparing or eating
food. Use clean dishes. Cook food well. If food such as relish is
left over from a meal cook it through again before eating it.

Take special care with the food for young children and see that it is
eaten soon after it is prepared. The longer it sits after it is
prepared the more germs it will contain.

FEEDING

Feeding children frequently with a varied diet is also important.

Diarrhoea is more frequent and more severe among children with malnutrition.
Mildly malnourished children can become seriously malnourished as a

result of diarrhoea.

i
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13. REHYDRATION FOR DIARRHOEA

AIM To encourage the early giving of fluids to prevent
dehydration (drying out of the body)

OBJECTIVES PSBAT prepare oral rehydration fluid and advise
mothers on how to use it at home for early treatment

It is important to add the right amount of sugar
and salt to the water,

ACTIVITY The participants will first learn how to measure the
salt, water and sugar. See that good hygiene is
practised.

1. Measuring salt
Let each participant take a 2 finger
pinch of salt and place it in a
teaspoon. Practise until 1t measures
one fourth of a teaspoon.

2. Measuring sugar

Let each participant measure 2
level teaspoons of sugar into

= the four finger scoop of their
hand.
Now let them try to measure the
sugar into their hand without a
spoon and then check to see if it

fits into two teaspoons.
@ 3. Measuring water

show the participants a collection
> of cups likely to be found in the
’ area, Measure 250 mls of water into
each cup. Let the participants see
where the water comes to in each one.

4, Preparation of oral rehydration fluid
Let each participant add a two finger pinch of salt and
a four finger scoop of sugar to 250 mils of boiled
water

5. Checking the solution
Too much salt is dangerous so check the solution by
tasting it., It should taste no saltier than tears,

TALK ABOUT how to store and use the oral rehydration fluid.
Store it for only 24 hours then make fresh fluid
Give it to the child to drink slowly after each diarrhoea
stool, continue to breast feed and encourage eating.
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PREPARING ORAL REHYDRATION FLUID

The salt and water are necessary to replace what is lest in the stools
and thus prevent dehydration., The sugar is added to help in the
absorption of the salt. Too much salt can be dangerous. Extra

sugar is also not good. It is not absorbed and instead carries more
water with it into the stoojs. Spend enough time on this exercise

so that all participants can make the solution properly.

Good hygiene is important. See that participants wash their hands
before beginning. Use clean dishes and spoons and taste carefully.
Use boiled water for preparing the solution. This is best. However
the unavailability of boiled water should not prevent rehydration
when a child is seriously dehydrated. Early replacement of fluid

im this situation outweighs the possible risk of using contaminated

water.

MEASURING

14

Teaspoons like cups vary in size. The teaspoon used here holds five
mls of water. 1If possible check the size of the teaspoon you are
using. The cup used here holds 250 mls of water.

STORING THE FLUID

The fluid should be stored in a clear container. After 24 hours
whatever is left should be tipped out and fresh lot made.

USING THE FLUID

How to diagnose dehydration and how to use the fluid for rehydration
therapy will be covered elsewhere in the course. Here the concern is
for early intervention and prevention of dehydration.

Greatest emphasis should be given to replacing the fluid lost in
diarrhoea as early as possible, These home made solutions are more
suceessful if used early before the appearance of dehydration.

As soon as a child has diarrhoea give him the fluid to drink. Let him
drink some slowly after every stool is passed. The amount to give is
shown., Giving the fluid and proper feeding and breastfeeding helps

a child gain weight and get better.

Age 0-3 mths | 3-12 mths | 1-3 yrs older children

. & adults
After every diarrhoea| } cup 4 cup %-% cups 1-2 cups
gtool give

VOMITTING

Keep giving the fluid in small sips even if the person vomits. Not all
the fluid will be vomited. Give one teaspoon full every five minutes.
If the child shows signs of dehydration continue with the fluid until

the child reaches the health centre.
POTASSIUM

Potassium losses from the body are high especially in infant diarrhoea.
This loss is known to affect appetite, muscles and kidneys. When using
this homemade solution you can recommend that the child be given the
foods listed below. They are higher in potassium.

bananas, groundnuts, beans, orange juice, dark green vegetables,
Prtassium is soluble in water. So give the soup as well as the food.

27
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l4. FEEDING CHILDREN DURING AND AFTER ILLNESS

- AIM To emphasize the relationship between disease and
malnutrition

OBJECTIVES ©PB8BAT advise families on feeding children who are
111 and on refeeding during recovery

continue breastfeeding
give plenty of drink
encourage eating

This applies to children with diarrhoea as well aa
other illnesses

DISCUSSION Getting a sick child to eat can be very difficult

ASK From your experience what do children like to
eat when they sre not feeling well.

ACTIVITY Look at the two road to health cards below. What
do they tell you about these children? ¢

Compare their welghts at birth and at one year of
age.

DAVID

MICHAEL

When children have just recovered from an illness they will often
be able to eat more than normal. Give them extra food at this
time so that they can gain back any weight they lost.
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BREAST FEEDING

Breast feeding should always be continued whatever the illness.
Diarrhoea is no reason to stop, It can even continue during
the rehydration of a seriously dehydrated child.

OTHER MILK

Milk other than breast milk may occasionally irritate a child
with diarrhoea. In this gituation it is often better tolerated
if a little is mixed in his food.

Most children - will however tolerate milk and it should only
be withheld for seriously dehydrated children during the initial
rehydration period (about 6 hours),

FLUID

When a child has diarrhoea give the oral rehydration fluid. In
addition other fluids should be given in between. When a child
has a fever he sweats a lot. Give him plenty to drink. Fruit
julces are very good although in measles they may hurt this
mouth. Boiled water can be used. Also other sweetened drinks.

ENCOURAGE EATING

Sick children usually have a poor appetite. They often like
softer foods at this time. Foods such as softer porridge or
the goup part of the relish with a 1little chopped up food in
it. They may prefer milder tasting food. Porridge with an
egg or grovundnuts rather than kapenta. They do not want

to eat very much at one time.

WHEN APPETITE RETURNS

When a child is starting to recover from an 1llness her appetite
returns. She will be able to make up for the food she could not
eat when she was sick. Feed her an extra meal a day until she
gains back the weight she lost. Another way to do it is to add
extra energy and relish foods to her porridge for a while,

ROAD TO HEALTH CARDS

David and Michael were the same weight when they were born. They
also had the same weight when they were six months old. By one
year however David was bigger than Michael,

Look at the charts of these children between six months and one
year of age. They both lost weight three times during this
period, probably because of sickness, After each illness David
was fed extra food until he caught up again., Michael did not
catch up properly before he got sick again, Each time he became
smaller for his age. The road to health cards of many children
in Zambia look like Michaels. They never fully recover from
illness and many slowly become more and more malnourished.
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15, PROTEIN ENERGY MALNUTRITION (PEM) - IDENTIFICATION
AIM To provide an understanding of the different types
of PEM placing emphasis on prevention.

OBJECTIVES PSBAT identify malnutrition cases requiring
hogpitalisation and those that can be rehabilitated

Marasmus Underweight

serious to
moderate

very
serious

DISCUSSION While people often believe that underweight is
related to feeding they seldom believe that kwashidrkor

and marasmus are. What do people in your community .
believe?

.

A few children suffer from kwashiorkor and marasmus. Many more .
children are underweight,

Children witﬁ-kwashiorkor or marasmus and those in the red zone of
arm circumference strip should be treated at a health centre.

In the community better feeding of underweight children can
prevent these more serious forms of malnutrition,.

FIELD TRIP 1If possible take the participants to visit a malnutrition
ward, Let them see seriously malnourished children
and those at various stages of recovery.




PEM

Kwashiorkor and marasmus are often thought to be the main types
of malnutrition among children in Zambia. This is not true.

They are the most serious types of malnutrition but more children
suffer from the less severe forms of malnutrition.

Since children with kwashiorkor and marasmus have infection and
other complications they need to be treated at a health centre.
Cases of moderate malnutrition, while they should be checked at
& clinic, can usually be treated in the community.

PREVENTION

Concern for only the children with kwashiorkor and marasmus will not
prevent more children from becoming seriously malnourished. We

need to find and refeed underweight children before their

gituation becomes serious.

For every one or two children suffering from kwashiorkor and
marasmus there are probably 20 or 30 children that are too thin,
On the arm circumference strip the serious PEM cases will be in
the red zone. Those at risk and needing refeeding to prevent
serlous PEM are usually in the colourless zone. You can also get
a good 1ldea by examining the children. The arm circumference
strip dees not work on children below one year of age.

BELIEFS

In many communities people do not believe that kwashiorkor and
marasmus are related to poor feeding. They do however usually
see thinness and fatness as having to do with food at least in
part. Build your teaching on what people know. Firmly held
beliefs are hard to change.

N
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16. PEM -~ REHABILITATION

AIM To encourage more rapid rehabilitation of
malnourished children

OBJECTIVES PSBAT advise families on how to feed children who
are recovering from PEM

At least four meals a day

Twice as much energy
foods in their porridge

Extra snacks

Malnourished children need to eat about twice as much
as healthy child of the same size

ACTIVITY 1, Explain that Laura is one year old, BShe is
malnourished. She weighs only 7 kg. This
means she is about the welght as a healthy
six month old baby

2. Divide the participants into 4 groups. Let
each group work out a suitable recipe for
one meal for Laura.

DISCUSSION Have each group report on their recipe and discuss
whether it is suitable for their area.

EXPLAIN Suppose Laura's mother says she can not get
0il or sugar and her groundnuts are finished.

ASK What would you advise Laura's mother to do?

A malnourished child will gain weight quickly if given
enough mixed good food. As they gain weight, they will need

more food at each meal.




REHABILITATION

Malnourished children will gain weight quickly if they are fed
enough food. They also have big appetites. They need twice

as much food as normal for their size. You could simply feed
them twice as often as a healthy child. This is difficult for
many mothers. Instead you can add extra energy and relish foods
to their porridge and feed one extra meal a day.

If the child has a poor appetite at first then you should coax
him to take small amounts of food throughout the day for a day
or two. After that you should find his appetite begins to
improve. You should soon be able to feed him as is suggested
above,

-THIN AND SHORT

If a child has been underweight for some time he will mot only

be thin he will also be short for his age. The important thing
is to overcome the thinness. When he becomes fatter his appetite
will return to normal. You can feed him like a normal healthy
child again, Shortness takas much longer to overcome. Once

they are fatter if you keep feeding them like most children will
eventually catch up some of their height again. ¢

It has been shown in hospitals that even the seriously malnourished
children can be rehabilitated in about 4-6 weeks 1f fed enough
food. In the community it may take longer but you can still

expect to see a fairly rapid recovery if the child is well fed

and has no other health complications.

ACTIVITY

Since Laura is the size of a six month old child first work out

a normal meal for that age, Refer to lesson on food variety.
For one meal take half the amount of basic porridge in the recipe
for a one year old. Since Laura needs twice as much energy and
relish food as normal instead of halving the amount shown in
lessgon leave it as it i3, The recipe should look something
like this '

1/6 cup (about 2 large tablespoons) mealie meal
1 cup water

2 Tablespoons pounded groundnuts

2 large tablespoons dark green leafy vegetables

As Laura gains weight you will have to make more porridge at each
meal. Where the energy foods suggested are not available and no
alternative such as other nuts can be found the only way to
provide enough food for rapid rehabilitation is to feed more often.
You may have to see if the family can feed the child at least six
meals a day.

33
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17, ANAEMIA

AIM- To create concern for identifying and treating
anaemia and an understanding of the role of
food in prevention

’”° OBJECI‘IVES PSBAT identify people with anaemia and ndvlsc,j{’):;‘rp.‘
dga??:\ n- "“.‘.“ on foods to eat for its prevention //

Y
t Andemia is the name glven to weak blood .
{ 2,
hel Eﬁﬁ

are the gums
pale?

/\>\'J
\\t);; the skin very are the fingernails

pale inslde the pale instead of
bottom eyelid? being pink?

ACTIVITY Have participantg check the eyes, fingernails and
gums of each other and then discuss what they find.

1f someone is seen to have anaemia they should be
sent to the clinic and also advised to eat foods
that are rich in tron.

DISCUSSION Has anyone had anaemia or known of someone who has?
How did they feel when they had anaemia? What
treatmant were thdy given?

Some foods contain more iron than others. Everyone needs to eat
gome of these foods to prevent anaemia, Women of child bearing
age and young children need to be careful to eat these foods.
They get anaemia more often.

All pregnant women should go to the clinic. It is difficult for
them to get enough iron from food. They will usually be given
special iron tablets to take.




ANAEMIA

TREATING
ANAEMIA

PREVENT
ANAEMIA
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Food contains something called iron. This is used
to make the red colouring in blood. Without enough
iron the blood is pale and weak. By looking at the
eyelids, fingernails and gums you can see 1if there
is enough of the red cnlour in the blood, If the
blood is weak they will be a pale-whitish colour.
Angemia makes you weak and tired, If it is very
serious the face and feet may swell, the heart beat
become rapid and the person may be short of breath.
Anaemic women run a greater risk of miscarriage

and of dangerous bleeding in childbirth,

If 1t is very bad you might be given a transfusion
where strong blood is put straight into your body.

You might be given more tablets or medicine with
iron in it to take. When someone is taking these
tablets their stools will be darker than normal.

Pregnant women are usually given tablets with iron
in them even when they are not really anaemic. They
need a lot of iron for the baby and it is difficult
for them to get enough from the food they eat.

Everyone needs iron but these people have special
needs.

- young children need iron because they are
growing

- pregnant and lactating women need iron for
the baby

- all menstruating women need iron to replace
what they lose each month.

THESE FOODS CONTAIN A LOT OF IRON

legumes (beans/peas)

dark green leaves both fresh and dried

eggs

liver

kapenta and other fish that are eaten whole
but not fish that are eaten without their
livers

red meat

Some worms use up blood as they live inside you. If the worms
stay there too long they can cause anaemia. Someone with worms
should go to the clinic for treatment.
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18, VITAMIN A IN FOODS

AIM To encourage preventative action against vitamin A
deficlency

OBJECTIVES PSBAT identify foods rich in vitamin A or Carotene
and evaluate the adequacy of the supply in their area.

Vitamin A is found only in sohe foods., A deficiency of these
foods can cause blindness. Not eating enough vitamin A foods is a
problem in some parts of Zambia.

Rain Harvesting Cold Hot ’
season season season season

Vit, A foods

in most homes

is there

enough?

What <ould r_ .

be done

ACTIVITY 1. The foods shown have a lot of vitamin A,

In the top part of the chart VITAMIN A FOODS
above list the foods that are

found in most homes at that time g::g:w
of the year, pumpkin

2, Answer the question is there a *dark green fresh
problem? and fill in the leaves
answer. If there is enough e.g. cassava leaves
for families to eat a vitamin A pumpkin leaves
food 2 or three times a week rape
the answer is yes. Otherwise spinach
put no. black Jack

3. For any season where you have sweet potato
answered no ask yourself what leaves
could be done? Choose foods ;:z:its
from the vitamin A food list

eggs

and fill in your solution at

* % th fish
the bottom of the chart. Kapenta and other s

eaten with the liver,
palm oil

TALK ABOUT The signs of vitamin A deficiency

When you see signs of vitamin A deficiency send the
person to the clinic.

* The leaves must be fresh to be counted as a vitamin A food
Leaves dried in the sun give us iron but not vitamin A,

*% Figh that are eaten without the liver do not supply vitamin A.
Kapenta is a vitamin A food but bream is not.
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VITAMIN A DEFICIENCY

Vitamin A deficlency is very prevalent in certain areas of the
country, e.g. Northern Province, North-Western Province, Luapula,
parts of Central Province and in Ndola Rural.

Vitamin A deficiency is seen more in voung preschool children
bewtween the ages of about two years and five years., It is often
found in children that are also either moderately or severely
underweight,

Vitamin A deficiency is of great concern. If it is not treated in
time it causes blindness. Once someone 1s blinded by vitamin A
deficiency they are blind for the rest of their life. It is

very tragic 1f a young child goes blind when it could have been
prevented.

Vitamin A is found in some foods in large amounts. In other foods
there is practically no vitamin A, The type of vitamin A found in
fruit and vegetables is known as carotene. Fruits and vegetables
with the most carotene are either dark green or orange. Light green
vegetables such as cabbage do not contain much carotene. When vege-
tables are dried in the sunlight almost all of the carotene is

lost. Although fresh leaves are high in carotene dried leaves are
not. 1In fish and animals vitamin A is stored in the liver. That

is why fish such as kapenta is a vitamin A rich food. It is eaten
together with the liver, Fish such as breams that have to be gutted
before they are eaten do not contain such vitamin A,

People also can store vitamin A in their livers, At some seasons
of the year people eat more vitamin A foods in Zambia - wild spinach
during the rainy seaons, mangoes in January. Some of this vitamin A
they will be able to store. It will last them for a while but it

will not last all year.

Encourage people to eat a vitamin A food at least twice but preferably
even three or four times a week throughout the year. When a child is
underwelght or malnourished pay attention to the vitamin A foods in its
diet and examine the child for any signs of deficiency.

SIGNS OF VITAMIN A DEFICIENCY

At first the child may have NIGHT BLINDNESS. He can not see as
well as other people in the dark.
. Later he develops DRY EYE. The white of the eye loses its shine
and begins to wrinkle.
. Patches of little grey bubbles may form in the eye.
As the disease gets worse the cornea also becomes dry and dull and
may develop little pits.
Then the cornea may quickly grow soft, bulge and even burst.
Usually there is no pain. At this point the child can quickly become
blind.

EXAMINE THE EYES OF ALL SICK AND UNDERWEIGHT CHILDREN

Vitamin A deficiency is often found in underweight children.
Vitamin A deficiency often gets worse when a child is sick with

another illness like diarrhoea, measles or whooping cough,.

O
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19. IDENTIFYING PROBLEMS - INDICATORS

AIM To summarise and review course content and prepare
participants for community programming.

OBJECTIVE: PSBAT list things can show community problems

{indicators) & describe ways the information can be
collected
ACIIVITY Ask participants to suggest information they could

collect to tell them about problems in the community.

Throughout the previous lessons you have talked about
many things you can find out about that will tell you
about nutrition. We call such things indicators.

DISCUSSION Tell the participants to think about when they

return to their area. What are some of the things
they could find out about that can tell them about

- Food supply and the family food

Malnutrition

Infant feeding

Health problems related to nutrition.

The first step in planning out your programme i1s to find
out about the problems,

DISCUSSION How could you gather information sbout the nutrition
problems in your area?




It is very important to collect information about the problems,

Even if you think you know the problems you still need information.

You need to show whether the problems affect many people or only
a few. Whether the problems are more common in one area than
another. Information can also be used to tell you whether

your efforts are helping to solve the problems - you can then try
to change your programme if it is not helping much. After you
have been working for a while you can collect more information

to see if the situation has changed. Below is a list of some of
the information you could look for.

Food Supply a Family Food

number of meals eaten
snack foods available
vitamin A foods available

Malnutrition

Arm clrcumference
signs of anaemia
observe children's behaviour

Infant Feeding

number of meals eaten
thickness of porridge
length of breast feeding

seaonal food problems
feeding of school children

Road to Health cards
night blindness

Snacks eaten
foods added to porridge
use of feed-ng bottles

Feeding of sick children use of ORT

Related Health Problems

Latrines and their use water supply
personal hygiene and hand washing cases of diarrhoea
death of children under two

Sources of information

. iFFrom written material such as reports and records, Even the
records the PHC worker keeps can provide useful information
e.g. cases of diarrhoea each month, where they come from and
ages of patients,

From local leaders and other field staff e.g. the agriculture
worker on the food supply situation; teachers on feeding of
school children; health inspectors and community development
workers on the environment; local leaders and Party officials.

By conducting a community survey. A survey can help to show
the extent of a problem. This not only helps you to develop
programmes but amalso to evaluate them.

From families. When working with a family you need to identify
and discuss their specific problems with them. You can not just
assume you know all about their problems.

. Group meetings. Group meetings are a good place to discuss

information you have collected to see if people in the area agree,

also to gather more information on a problem.

39
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AIM

OBJECTIVES

CASE STUDY

DISCUSSION

20. IDENTIFYING PROBLEMS - SURVEYS

To improve community programmes by building them on
clearly defined community problems.

PSBAT prepare a simple survey form that will help
to identify nutrition and nutrition related problems.

Mrs. Mwale was a very dedicated PHC worker. She had

been to a training course where they had learnt how

to identify nutrition problems. When she returned

home she designed a survey to collect information

on all the indicators they had discussed at the course.
The survey form was 20 pages long. She began
interviewing families whenever her schedule gave her time.
After six months she had interviewed all the families in
the area. She had filled in 500 questionnaires.

She spent the next six months analyzing the data she had
collected., She found that several questions often gave
the same information, She also found that some questions
did not seem to give correct information. She realized
that for a year she had spent most of her time on the
survey and had spent very little time on her improvement
programmes. .

Read out the case study to participants and then ask -
What would you do different to Mrs. Mwale.

Do not make a questionnaire too long,

Choose a sample of households to visit,

Do not ask leading questions that suggest an answer

Test the questionnaire on a few households first.

Too much information is as bad as too little. It costs time and
money to collect and analyze information,

ACTIVITY

Divide the participants into groups. Let each group
design a questionnaire no more than two or three pages
long., They should first decide on the purpose of the
survey e.g. Are they going to assess the general family
situation or the problems for young children etc.

Remind them to include some general information such as
the name of the village, the ages and sex of people in
the household etc.

When they have finished thelir questionnaire let them test
it on people from one of the other groups.
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LENGTH OF QUESTIONNAIRE

Too much time spent on collecting information means too 'ittle time
spent on programmes. Also people may be unwilling to an :iwer too
many questions.

Two or three questions telling the same thing can be useful. They
can be used to check if a family gives a similar answer each time.
However you should not do this for every topic in the survey.

If you think carefully about the purpose of the survey this will help
you to select only the indicators you are interested in.

SAMPLING

Sampling can help to reduce the number of families you have to visit,
The chart below gives a rough idea of how many families to include
in a sample.

Population size Sample size Percentage
1,000 households 100 households 10

500 " 50 " ' 10

200 " 30 1 15

100 " 20 " 20

3

In Mrs. Mwale's case to tell about an area with 500 families she only
needed to visit about 10% of them., That it she only needed to visit
50 families.

When you are choosing a sample you have to be careful about selecting
the families to visit, They have to be representative of the area.
Don't just choose people you know or families of better farmers.

In Mrs., Mwale's case she could have visited every 10th household in
every village. Another way is to choose a certain number of villages
and visit every house in these villages. To choose the villages you
could put the names of all the villages on pieces of paper. Shake
them up in a box and then draw out the names blindly.

LEADING QUESTIONS

Be careful not to use leading questions, These are questions that
suggest an answer. They can give you the answer people think you
want and not the true answer. Instead of asking '"Do you feed your
family three meals a day?" it is better to ask '"How many meals a
day does your family eat?"

TESTING THE QUESTIONNAIRE

It is well worth taking time to test a survey form on a few families
first. This can tell you whether families are willing to answer

a question or if it should be asked in a different way. You can
also find out if the questions are understood and give useful
information,

vh?
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21,

AIM

COLLECTING INFORMATION -~ INTERVIEWING

To demonstrate some of the mistakes an interviewer

can make when trying to obtain information.

OBJECTIVES

PSBAT 1identify interviewing problems that could affect

the information being collected.

ACTIVITY

Select one participant to be Mrs. Keri and one to be
Mrs.
to the group.

Have them read out the interview below
Now have them read it out again. This time

Mulenga.

stop at the lines and let the group discuss the
problems they notice before continuing.

Mrs. Mulenga:

Mrs. Keri:
Mrs. Mulenga:
Mrs. Keri:

Mrs, Mulenga

Good morning, the government needs information about
how you people feed your children, so I would like
to ask you some questions.

I'11 try to help you but as you can see I am rather
busy and I have to get ready to go off to the
market in a few minutes.

Well we'll have to do as well as we can., I am afraid
I must have this information today and I cannot call
back later.

What can I tell you, I'm only a humble person but
I'll do what I can.

Well, that's good of you. We really know what is
going on, but the government has to ensure that Its
information is confirmed from time to time so I should
like to ask you a few questions

Mrs. Mulenga:

Now I suppose you feed your children mainly on maize
porridge without anything added don't you?

Mrs. Keri:

Mrs, Mulenga:

Mrs. Keri:

Mrs. Mulenga:

Mra. Keri:

Well, we do what we can, but at this time of the year
there is hardly anything of any kind to be had
around here

I am sure there are some green things to be had
somewhere., But wait a minute while I write that down

0f course,

Perhaps you could
a high protein

I'm afraid I have very lttile time,
tell me what food you eat which has
content.

I 'm sorry, I don't understand what you mean,

Mrs. Mulenga:

Well never mind. How much money does your husband

earn every month?

ACTIVITY

Let the participants read and discuss the example of
a better interview shown on the next page.




INTERVIEWING PROBLEMS

The following are some of the mistakes that Mrs. Mulenga made.

No personal introduction was made and there was no attempt
to become acquainted.

She

amphasized that the Government wanted the information.

This scares people

" She
. She
She
She
she
. She

was uawilling to adapt her time to suit the mother.

was unwilling to admit that she needed help and information.
knew it all.

asked a leading question which led Mrs. Keri to answer as
expected.

showed no interest in Mrs. Keri's problems and seemed to

critisize Mrs. Keri for not trying hard enough.

. She

embarrassed Mrs. Keri by writing things down in her

presence rather than asking permission or waiting until later.

She was in too much of a hurry and used technical language which
Mrs. Keri could not understand.
. She asked very abruptly about confidential matters concerning
her husband's salary,
A BETTER INTERVIEW .
Let the participants read out the following interview,.

Mrs. Mulenga: Good morning Mrs. Keri. I wonder if you could help me.

I'm asking all the mothers in the village about the
food they use for feeding young children. Might I
ask you too?

Mrs. Keri: I'1l try to help but as you can see I'm rather busy

I have to go off to the market in a few minutes.

Mrs. Mulenga: 1 appreciate that you are busy Mrs. Keri with so

many fine children to care for, I'd gladly come back
at a more convenient time. Unfortunately I've got to
get this information today. The questions won't

take a minute.

Mrs. Keri: What can I tell you, I'm only a humble person.

Mrs. Mulenga: Well can I start by asking you what is the main food

you feed the young children.

Mrs. Keri: Maize Porridge.

Mrs. Mulenga: Thank you. And do you ever add anything to it?

Mrs. Keri: Well I do my best, but at this time of year there is

hardly anything to be found around here.

Mrs. Mulenga: I know it is a problem isn't? I've got two children

myself. Can you tell me if there are any other foods
that you regularly give to your young children?

Mrs. Keri: Yes. Red beans and pumpkin.

Mrs. Mulenga: Thank you very much indeed. That information was

all most useful. I'm very grateful. ©Oh, one final
question, Could you please tell me what job your

husband does?
....Excellent. Thank you again Mrs. Keri, I'll say
say goodbye now. Goodbye,

43
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AIM

OBJECTIVES

TALK ABOUT

ACTIVITY

ACTIVITY

22. WORKING WITH PEOPLE - QUESTIONS

To demonstrate how questions can be used to stimulate
learner interest and participation

PSBAT give examples of closed questions, open questions
and redirected questions,

the different types of questions that can be used to
stimulate discussion.

Read out each of the questions shown below. Ask the
group to say whether they are closed, open or redirected
questions. »

1. What do people in your area do when a child has
diarrhoea?

2. How can you manage to see that young children take
food to school?

3. How do you make oral rehydration fluid?

4. What is wrong with someone who has very pale fingerx
nails?

5. I see Mrs, Banda. You don't know how yuu can manage
to cook three meals a day for the baby. Does anyone
have any suggestions that could help

6. Do families in your area have enough food for their
families?

7. What are the food problems in your area?

8. Your young child does not like dark green leaves.
Mrs. Phiri do you have any suggestions that could
help Mrs, Banda with this problem?

Ask members of the group to give you their own examples
of the different types of questions,
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USING QUESTIONS

There are several ways to get people in a group or during
individual counselling sessions to participants. e.g. pictures,
games, problem dramas, case studies can help. However almost all
these depend on the effective use of questions to get people
involved.

The questions a field worker asks after showing a poster are very
important. They help people think about important points and talk
about their ideas.

A mix of different types of questions will usually stimulate a
good discussion.

CLOSED QUESTIONS

"At what age should a mother start feeding her baby porridge?"

This is an example of a closed question. It asks for a brief

and exact reply. Closed questions can help to focus discussions

on a specific point. They can help to check that people understana
or agree with a point. Closed questions can however limit
discussion. They do not encourage people to express their attitudes
and beliefs, .

OPEN QUESTIONS

"What do you find children like to eat when they are sick?" This
is an example of an open question. It allows for several different
answers, most of them long. It helps people to think and makes
them want to talk and give their opinions.

When working with people who are not used to discussing freely in a
group it may be ketter to use other ways to get people interested
before you start asking open questions. (e.g. role play, games
posters, closed questions)

REDIRECTED QUESTIONS (Used with groups)

"Mrs. Phiri says she is afraid of adding relish to the baby's
porridge. Her mother never used relish until a child was a year
old so why should she? That is a good question. Will someone
else answer it?"

When someone asks the field worker a question or makes a comment
she can ask other participants to answer., This allows the group
to think through problems rather than relying on the field worker
for all the answers. It also gets more people involved in the
discussion.

ACTIVITY

The following are the answers to the activity questions.

Closed questions 3,4 and 6
Open questions 1,2 and 7
Redirected questions 5 and 8

\’770\



23, WORKING WITH PEOPLE - INDIVIDUAL COUNSELLING

AIM To halp PHC workers to be more effective in their work
with individuals and families,

OBJECTIVES PSBAT conduct effective counselling sessions that
encourage people to change their behaviour.

TALK AEOUT councelling and the counselling steps and review the
points about counselling techniques.

ACTIVITY In this activity the participants will do role plays
of individual counselling sessions,

Divide the participants into groups of about six people.

Let the groups choose one person to be the PHC worker
and one person to be the mother, The other group
members are observers.

Describe the various roles. Suggested roles are given
below. Adjust or change these to suit your area.

Explain to the groups that the PHC worker is to
discuss about Mailasi with her mother and the observers
are to watch out for the points they have been given.

1 3

Let each group do their role play. The trainer should
move around and help each group get started.

After 15 minutes or so stop the groups and let them
discuss what happened noting the points the observers
were given to watch. Also let the "mother”" describe

how she felt towards the "PHC worker" and the PHC worker"
how she felt towards the "mother".

Let the groups change roles and try the exercise again.
Your can make up new roles if you like.

1f there is time you can try a longer role play or arrange
for the participants to try counselling mothers at a
nearby clinic.

PHC WORKER ROLE

Mailasi is twelve months old. When you look at her road to health
card you see that for the first 6 months she grew well. For the last
six months she has hardly grown at all. Mailasi is small and thin
for her age.

MOTHER (rural)

Your live in a small village. You grow your own food. The family
eat two meals a day. You cook porridge for Mailasi whey you are
preparing meals for the family. Mailasi also sometimes eats a
little with the family. She is still being breast fed.

MOTHER (urhan)

You live in a compound and your husband works as a messsenger in town.
You spend most of the day selling at the local market and take

Mailasi with you. She is still being breast fed. You give her
porridge in the morning before you leave home and she shares whatever
snacks you get during the day. £ eats nshima and relsih with the
family at night alhtough sometir s she is sleepy and doesn't eat much.

OBSERVERS
Two observers are to p attention to the counselling steps
to see 1f they are fol. 4 two observers are to watch

the councelling techniques,




WHAT IS COUNSELLING

Counselling means helping a person to understand a problem and
find their own solutions to it. It does not mean giving a
lecture and telling someone what to do.

In nutrition and health education we want people to change their
behaviour -~ to do something, not just to know what to do.

Lecturing is a good way to give out information. To help people
to know about something. Counselling 1is a good way to encourage
people to change their behaviour. To do something about their
problems.

THE COUNCELLING STEPS

There are several steps in counselling You have to go through all
the steps. Sometimes it takes many sessions or visits to help a
person solve a problem and sometimes only one or two. You should

not move on to the reasons or causes of the problem until the problem
itself is understood etc.

In councelling the client should
1. get to know the counsellor and trust her
2. be able to understand the problem
3. be able to discuss the reasons for the problem .
4. be able to discuss possible solutions
5. be able to select the best solution that they are able to
try and actually say what they are going to do.

COUNSELLING TECHNIQUES

In addition to working through the counselling process you have to
keep in mind the points that were discussed in the previous two
lessons.

Don't just talk listen. Through the use of questions get the
person to talk about their problems and what they intend to do,
Take an interest in what is being said.

Be pleasant and friendly. People seldom change their behsaviour
when they are treated sternly and criticised, Take time to get
acquainted.

Treat the person as an equal. Don't talk down to them or use
language they do not understand. Respect their feelings.

Do not try to cover too much. Keep the discussion focussed on
one or two points. e.g. don't try to cover number of meals, food
preparation, hygiene etc at one session.

THE ROLE PLAYS

This type of activity should not be treated in a personal way. No
one is expected to do it well the first time. During the discussions
remind the group that criticism is directed at the way the role

was played and not at the person playing the role. It is a learning
gituation. It is to help the whole group learmn. No one should feel
hurt by what is said. You can not learn councelling by just talking
about it, You have to do it. Doing it in a role play is one way

of leaming.

The trainer should move around and help each group. For the evaluation
discussions you could stop one group and help them get started before
moving on and stopping the next group.

47
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24, WORKING WITH PEOPLE ~ PEOPLE DISCUSSIONS

AIM To help PHC workers to be more effective in their
work with groups.

OBJECTIVES PSBAT lead a group discussion and guide the group to
make decisions about solving problems.

TALK ABOUT Group discussions and compare them to individual
counselling sessions.

DISCUSSION Let the group discuss what the leader could do in the
following situations

- If two or more members have an argument
~ When gensitive issues arise

- If quiet people don't participate

- If one person ig doing all the talking

ROLE PLAY Discussion with parents of primary school children
Select one person to be the PHC worker
one person to be the headmaster and introduce
the PHC worker
the rest of the group will be parents
Explain the situation given below
Start the role play

After 20-30 minutes stop the role play and lead a
discussion on what happened. Discuss both the steps
and the technique in a similar way to the last lesson.

The role play can be stopped earlier and started
again if you findtoo many mistakes being made at
first.

ROLE PLAY SITUATION

The village i1s a medium sized village about 20 kms from the
nearest township. (In urban areas nse a compound setting).

The parents of the primary school pupils are gathered for

a meeting. In the programme there is half an hour for the
PHC worker to discuss with them nutrition problems affecting
their children, especially the need for a breakfast before the
children go to school. Also the need to bring some food with
them to eat school,

Give every one a few minutes to think about the role they have

to play. The PHC worker has to work out how to introduce the
topic clearly. The introduction to the problem should take no
more than five or ten minutes. The PHC worker should not prepare
a long lecture.

The "parents" could think about a person they know and keep that
person in mind while they act out the role play. Women can even
take on men's roles or vice versa.
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GROUP DISCUSSIONS

Leading a group discussion is similar to discussing with an
individual. However it can be more difficult to lead a good
discussion. There are extra things to remember. Anyone can
sit in the middle of a group as its leader but you have to be
well prepared to lead a good discussion.

The discussion leader plays a quiet but very important role

in 8 discussion. He needs to know the subject well but

shopld not force his opinion on the group. Instead he encourages
the group members to talk and listens carefully,

He must guide the discussion and keep it going. Use guestions to
do this. He needs to keep the discussion focussed on the topic.
He should help the group through the steps that were discussed

in the last lesson. The steps are

- understand the problem

- discuss the reasons for the problem

~ discuss possible solutions

~ select the best solutions

~ consider together ways to bring about the solution .

WHEN PROBLEMS ARISE

If two or more members have an argument, the leader can redirect
the question to other members. The leader should however recognise
that there are different views. He can introduce information

that helps to clarify the situation.

When sensitive issues arise the leader should observe the general
feelings of the group. If he feels it upsets the group he can
always suggest that he can discuss it with anyone who wants after
the meeting.

When one person does all the talking, the leader should move his
eyes around the audience and encourage others to talk as well.

When quiet people don't participate you should try to encourage
them to talk. You could redirect a question to them or ask them
what they think about a point that has been made.
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SAFE DRINKING WATER SUPPLY AND SANITATION

The common sources of drinking water in rural areas are:=
L, Ponds,

.2 Wells,

De Rivers «~ Strcams

lf'c Lakes,

The above sources of water can be polluted in the following ways:-iﬁ

1, By people defaecating near or in the source,

2a By people bathing in the water

3e By people washing clothes and house hold utensils in or

near the water.

b, By washing the animals in or near water,

Se By building toilets or letting used water very near the

source of drinking water.

6. By using un-clean containers to draw the water,

The drinking water may also be polluted by storing it in unclean
or uncovered containers., Water polluted by human excreta can couse
geveral diseases such as cholera, typhoid, dysentery ctc.

The best way of making the drinking water safe from a pond, river
and or stream is by boiling it before drinking. People should not use

rond water if other sources are available,
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%&?A ANAB (6) Pedrle should not let dirt get into the well and should not

-

o
|
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If the source of drinking water supply is from a river, the pecple shouii
collcct water from it, before it rcaches the village and bathe in the
river, only where it leaves the village, and the animals be allowed to
drink the water only further down the river (Fig,l6)

If the the source of drinking water supply is from a spring, it
should be protected by properly (Figel6)

(1) Constructing a f?pge’all the way round it about 20 meters awc

{ from the spring;;and the gatévof the fence should be kegtb
L ; .
t 1

closcd when‘ﬁgf&ﬁhmﬁﬁe:wwu_ S e

_ . l‘) S —

[

(2) Torming a ditch round the spring fo let the rain water drain
$ - !
)

awaye i

]

(3) Constructing a 50cm high cemcnted stone wall round the spring §
} . .
L u
and by arranging a pipe in the wgl1ll through which water could §

i - . ‘ ‘
! : L
be collectede. i i

i 7

. '
If the source is from a well the following precautions are ¥o be
i R

]

token to make it safe, (Fig.l9) 5,' . .

L
i

(1) There should not be dny tgilet ér“rubbiéh heaﬁ:within 20 mgtr;;
of the well,

(2) It should be lined inside with stones, jointed widh mortar.

(3) It should be surrounded by a stone wall, which is about
EOCms high, .

(4) .There should be a plat form all round it with a diwoh for
the rain water and spiashed wvater to drain awaye.

(5) People should use a clean pucket on a pulley for drawing -

water.

wash in the well, Whter in an open well could be made safe b
Chlorination with addition of bleaching powder.

DISPOSAL WASIE WATER

SOAKAGE PIT (Fig.20) This is a pil 2 metres deep and le5 metres sBgUATE |
SOLRAGL PO 2

The used water in the houses can be safely disposed by letting it |

in to a soakage pit or into a kitchen garden.

ol
or 1,5 metres . . 14%*



the fumily to improve thelr nutritiou.’

- 4 -
diametars The lawest § portian is filled with stones, preferably ove

burnt bricks of i size., The middle % portion is filled with bricks o
% size ond the unper nost prortion with bricks of 4 size. This is
covered by a layer of earth. The opening is protected by a noranci
of 10cms height, to prevent rain water from entering the pit, The

house drain should join the soaknpe pit throupgh a pive opening into

r -

F

the middle of the pit after passiag throuph a basket filled with straw,

or leaves, which sorves ns a filter, After a certain period the
sonkage pit will start over flowing. Then the pit has to be eunticd
and the bricks washed and dried and réplacad; Soakape pits cannot be
uscd iu'wdtér logied areas nnd during rainy éeason.. The water in the
nit pradually sceps inte ‘the ground‘and this réduceé the danger of

pollutiny; wells and also prevents small surface collections of water

»

~

1

vhere mosquitoes mipght braeed, , N . ' e

If the household is small, the amount of watgr is limitcd‘gnd 
can be easily disposed 6ff by leading it into a ﬁitchbn parden,

vhere vegetables and fruits can be' grown, which <¢ould be used by

DISPOSAL OF SOLID %.STE (RUBRISH)

If waste is throwh cverywﬁere'it'Will lead.to fly breeding,
atbract dops and rots, bicome ﬁnsi@hty and cauce unpleasant sm}ilsf
llence people should throw the haétgs in places where neither tiey |
nor chiidren nor aniwals nor flies _can touch it;?:Refuse‘Should
not be qumpéd into thé drains to avoia?blockagéva drains and

B v

g

mosquite breeding,

81id hnusechold waste and anim:ls manure can be disposed
safoly by composting: which results in the formation of compost that
could be used as fertilizer., A4 compost nit can be constructed

in the following way:

(1) The pit should béfngapjthe house bLut away frowm the drinking

-

water sources,

(2) Diys a pit 4 metres x 3 hmétres x 1.5 metres or 3 meotres x 2
. wie P

‘

metres x 1 metre, ol

¢

(3) The pit should be fillcd with ldyers of rubbish and animal

manure in the ratio of 3:1 by volume until the whole

i
pon t

content of the nit reaches 3®cms above ground level,

BEST AVAILABLE cOPY



WHAT YOU SEOULD NOT DO

Do not throw waste

In the River

Fita -7
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(4) The pit should be covercd with a layer of carth of 2-3cns

thickness. -~ __.. . -
e o™ - .
(5) " It should be surrounded by a fence made of hranchcs.
(6) Legve the filled pit for six months aftsr which the cormno i

(contents) can Le used as fertilizer.

(7) When the pit is full, dig another pit.

Fhm-waste rubbish can also be disposced without animal r nure by,
burying or burning. The Qaste should not be dumped within 20 mcires
from 2 house, a river, a spring or a well, (Fig-21)(and(Fig. 17)

£11l the villagers topgether may use a common pit for dumping
rubbish, in which cnse it should be 100 metfes avay from a housc
or source of water supply,

DISIOS.L OF HUM.N EXCRET:

People should not defaccate juct anywhere, because faeces
carry discases. Improner disponsal of human excrete leads to discase
transmission through:~ (Fig-18) ﬂl | |

(1) Flies settling on food,

(2) Drinking polluted weoter,

(3) Enting contaminated raw vegetables.

(4) Walking bare foat,

_The human excrata can be properly disposed by use of a sanitary
latrinc,

i, sanitery latrine is one where the excreta is not exposed to
flies and other insects, and is not accessible tb animals, free of
any offensive odour and is not unsighty. Tit latrines should le
constructed and used for disynsal of human excreta.

PIT LATRINE (Fig-22)

(1) Should be located at least 20 metres away from a house,

and a source of watef sunply.

(2) A pit with H=6 metros decp and 1 metre oacross should bLe
dug.
(3) Cover the pit with a slab made of wood or concrete which

has a hole in the middle.
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A PROPEALY BUILT LATRINE

the siab over the latrine
awst be hept clean

DANGER
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WHAT You SHouwp NoT  po:

DANGER .

too near the house

DANGER

N, 3
' toa near the path

~ DANGER

A
100 near the river
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THIS 15 A GRAIN STORE WHICH

1S PROPERLY PROTECTED :
againet rats and other mmimaly //

ety :
food stored
in a protected place




TO RCAR ANIMALS
ONE  MUST LoOX AFTER THEM!

Fepd them
0ive them something to drink
Qive them shelter

TO "AYE THRDG
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(4%) The hole in the middle of the slab should be covered with

a 1id when not used. : o
(5) A pit should be covered by a roof and surrounded by a wall

made of branches for privacy and shelter from the sun, wind

and rain,
When the latrine pit is full, it should be covered with earth and ®

left for six months, after which the contents can be used as fertilizer.

A second pit can be dug a bit away from the first one and the same slab

can be used over the second pit,

CONTROL OF INSECTS, RODENTS AND STRAY DOGS

l. Some incects are responsible for causing certain diseases. Some of "
these are as follows:~ '
{1) Mosquitoes ~ Malaria, filariasis.
(2) Flies - Cholera, typhoid, dysentery, diarrhoea. ¢
(3) Fleas - plague d
It is necessary to prevent breeding of these insects in the
following ways. |
MOSQUITOES - by removing all stagnant water collections, by using
spraying of chemicals and larvicidal measuresa. : g
FLIES = by disposing of rubbish properly, by -7 using sanitaz."f latrines,
by constructing compost pits and by using insecticides.
FLEAS = by exposing bedding to sun light, keeping domestic animals and
poultry clean, prewenting rats from coming near human dwellings and by e
using insecticides.
11. Rodents - Beéides consuming and spoiling food, rats, carry serious
diseases such as plague, Rats breed very rapidliy. It is therefore
necessary to control the rat population by the following ways:-— 9

(1) Proper disposal of rubbish,
(2) BStore food and grain in rat proof containers.
(3) Poisoning, trapping or killing the rats.

111 Stray dogs -~ Are a hazard because they bite and they can carry rabies. g
There is no cure for rabies and therefore it is essential that stray
dogs are detroyed., Domestic animals should be prevented from coming

into contact.with stray dogs.
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i e Pet dogs should be got immunized against rabies,

EDUCATE THE COMMUNITY APOUT THE FOLLOWING:= (Fig-23)

(1

2

S

Safe drinking water

Ao

Be

Cs

De

E.

1f water from unprotected sources is consumed, it can lead
to diarrhoea diseases, Lyphoid, cholera. v :

Water collected from ponds, streams and rivers should be
boiled before drinking, especially during rainy seasone
Wells should be protected from contamination as already

de scribed,

Water should be stored in clean containers, and drawn in

a hygienic way,

It is the responsibility of the whole community to see that

the sources of the drinking water are ke?t clean,

Disposal of liquid wastes

Ae

Be
Ce

Water collections around the houses will lead to mosquito
breeding.,

Collection of waste water gives rise to unpleasant smell.
Liqﬁid waste can be safely disposed by constructing soakage

pit or by letting into kitchen garden.

Disposal of solid wastes

Ao

B,

D.

Indiscrimate collections of rubbish will lead to fly

-ﬁreeding, attract dogs and rats and a nuisance to sight

and smell,

Rul hish shonld not be dnmped Jin drains.

Pabhdah a1 1a [n'.,lv\_:i"l_\‘ ditigrerind Lge oo r ingm ].nn-'y:.uu

burning.

By composting we can get good fertilizer also.

HOME SANITATION

A clean home leads to good health and absence of diseases,

The characteristics of a healthy home are as follows:

A,
Be

Ce
D.
E.
Fo

It is well built with a proper roof.

The floors and walls are smooth and can be easily‘cleaned.
The housé iswell ventilated.,

There is sufficient natural lighf and sunshine

It has a sanitary latrine,

The gaste water leads to a soakage pit or kitchen garden.,



(5)

(7)

\&) There are hygienic arrangemencs 1910 Wacer LLorlgu.
(h) There is a compost pit or a place for burying or burning

rubbish.

(i} Pouliry and animnle are kept in a seperate nluce, away
from where the penpie iivc. (Fig-2h)

(j) The kitchen is free from smoke.

(k) Food and grain are stored Pronerly, so that insccts and
vcrmih cannot reach them,

(1) There is no ovaer crowdiné.
The house should be cleaned régularly and whité washéd

periodically.

KITCHEN GARDENS

They provide fruits and vegetables to improve nutrition of the
Tamily and is cheap to construct besides being useful for .
proper dispnsal ~f waste wuter from the house,

SANITARY LATRINGS

(a) Indiscriminate disposal of humﬁﬁ}excreta leads to dise;se
and fry bLreeding.

{b) A sanitary - lotrine is safe;and éiean way of disposing
of human excreta,

(¢) Sanitary latrine should be mqintﬁined in gooc¢. condition
Ly cleaning regularly aad by using sufficient water and
by not throwing rubltich in to it.

(d) The filled pit is left for six months after which it is
to be ecmptied ond the contents used as manurc.

FOOD SANITATION (Fig-25)

(a) Fond in Rural Areas is in short sunply. Its propér storage
is important to.protuct it [rom being eaten by rass and
from being contaminated by flies and other iusecté,

(b) Food should le s%ored inlu well ventilated place.i

(¢) Food, should be kept covefed or in a-fpod safz.

(d) Food, which is be eaten raw, such as frui:s end
vegetalbles shor d be washoed well vith clébn witer, before
ecating. "

(e) Cooked food should not be stored Jor too long, as iv Lreeds

discase germs, and con ceuse diarfchoea and vomiting.
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MATERNAL AND CHILD HEALTH SERVICES AND FAMILY SPACING.

LEARNING OBJECTIVES:

After completion of this topic the community health worker
should be able to:=~

1.

3

SCHEDULE

Tell the need for maternity and child health services.
Advise about the precautions to be taken by pregnant

women during pregnancy, delivery and after delivery.

To tell the signs and symptoms when pregnant women and

children should be referred to health centre

Tell milestones of development in children

Educate the community about how to keep mothers and

children healthy.,

Educate the community on the importance of family

spacing.

OF TEACHING

134 days - class-room

14 days - practical

3 days



)

MATERNAL, AND CHILD HEALTH SERVICKY
INCLUDING FAMILY SPACING

NEED FOR M,C,ll. SERVICES:

(a)

(b)

(e)

()

HUMAN _RESOURCES — If childven are to be born strong and

healthy, mothers will need to receive good care during
pregnancy and delivery. After they are born they need
spccially designed health services, so that their survival
and healthy growih are cnsured through proper nutrition,
protection againct communicable diceases and healthy
environmental conditions,

NUMBERS ATFLCTLD - 70% of the total population consists of
women of child hearing age and children under 15 years agec
20% of this group ove children under 5 years of aég

This means tha’ M,C,.H. Scrvices would reach almost § of the
pepulationa '

SPECIAL HEALTH NEEDS ~ Women and c¢hildren have the highest

health iisks in tewms of number of illnesses and deaths

INVESTHENT IN HEALTI - The early identification of health

problems and prompt ifreatwent of diseases among

mothers aund childica can yiecld life long benefits for the
individuals, their families and the community in which they
live,

Some of the aspects which relates to the health care of mothers
and shildren have becn describted al.owwheare under the hending

Nlltl’j tion and Teunond e fitoan .,

APVLSE TJ PREGNANT WOMEN_- Luring the home visits when ever a

pregnant wrmii is feund, emphasis 15 to be made on the following

points about the necd for specinl eave diving prognanay, A.divery

(1

(2)

Regular car2 during pregnancy by health centre staff or trained
Traditional Birih Attendant is important - for the health of
both the mother and her unborn baby.

Care during pregnancy cnsures the following:-

(a) Health problems of the woman are treated or che is

referrcd as early as possible,




(a)
(b)
(c)

S

Se
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Tetanus Toxoid is giveu well before the expected daﬁe,of delivery
Iron and Folic Acid Tablets are given .to those who are anaemic,
The woman receives the necessary information about how to look
after herself and how to preparé for delivery.
Proper care during delivery ensures the following:-
(a) Prevention of infection
(b) Prevention of complications caused by improper handling

during delivery,
(¢) EBarly referral when camplicétion arises.
During the'first week after delivery the mother and baby should
be seen by health centre staff or trained Traditional Birth -

"Attendant and subsequently both mother and child should attend

regularly the M.C,H. Clinic at the Health Centre.

Regular post-natal care ensures the followdng:-

(a) Health problems in the mother can be identified and treated
early.

(b) Health Problem in the baby can be identified and treated
early,

{c) If necessary the mother or baby can be referred iﬁ good time

(d) Iron and Folic Acid can be giwen if necessary.

(e) The baby can be given the necessary immunization

(f) The mother can be given family spacing advise.

(£f) The mother can be advised about infant care and proper

feeding,

ADVISE PREGNANT WOMEN TQO GET IMMUNIZED AGAINST TETANUS:

Tetanus germs are commonly found in Rural Areas because of the

close association between animal manure and human dwellings,

The use of unclean instruments during home delivery and the

improper care of the card stump after it has been cﬁt, can cause

tetanus in the new born. This usually causes death, The disease

can be avoided by the following measures:-

(a) Immunization of pregnant women with Tetanus Toxoid given
between 5, - 8 months of pregnancy in two doses at an

interval of 4 to 6 weeks.

025
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(b) If, for some reason, Tetanus Toxoid has not been given

during pregnancy, it is very important that special precautions
should be taken tp use sterile istruments and dressings in cuttingﬁ

and medicating the baby!'s.cord. fE

111 Educate the community about the avilability of maternal and child
care services at the Health Centre and by the Trained Traditional
Birth‘atténdéntsﬂ Encourage the community members to make use of

‘ these facilities, so as to promote maternal and child health,

1V Educate the community about how to keep mothers and children

- healthys. Some of fhe Topics which you should talk to peopie ape as
follows: - , .
(1) The value of pregant women attending M,C,H. Clinice regularly

and the need for examination after delivery of the mothers and
her baby. » o
(2). The need for delivery to be conducted by the Health Centre
Staff or a trained Traditional Birth Attendant and for
(3) The importance of having children examined and weighed at
"regular intervals to check that they are developing and

growiﬁé normally.
(4) The importance of good nutrition for the mother and the baby.

'(5).Thé?ﬁéed to protect pregnant women and children against
communicable diseases, by immunization.
(6)“LThe impdrtancé:bf‘pérsonal hygienefnndW6f“haﬁdWWSBﬁin&yb5dvte
".handling the baby and before preparing food for the baby.

(7) The need to make the environment in and around the home clean
and safe, so as to prevent children from getting diarrhoeal
diseases, worms and sore eyes.

(8) The need for ever&véhild to be a wanted child and to receive
love and affection. )

(9) The need to seek early treatment if either the mother or the
child is ill.

If any of the following signs and wympbouss are prewgent the
mother or child should be taken or referred to the health centre,

(a) 1IN PREGNANT WOMEN.

(1) Swelling of feet, fingers, face or genital organs.

(2) Blurring of vision
(3) Pallor
(4) General feelilng of weakness.



Be

1.

24

3.
b,

56

6

7o
Ce

1.

2o

3
b,

Se

6o
7
8.
9.

10

11

.

1.
2.
3
by
Se

Yellow eyes and highly coloured urine T .

Swelling and pain i-n l.'egs .

Vaginal bleeding or discharge. .

Fever ' .

Cough .

IN NEW BORN INFANTS: e .

(Within one week of Birth) ' ' .

Inability to suck milk o | ‘

-‘ leflculty 1npa531ng ur.‘ing‘.}; T ’ -

Stoois not passed

Jaundice - ;- ..

Diarrhoea’ ahd vomiting. : e

Fev.'er_, ) ) '

Discharge from cord stump. )

INFANTS: (up to ‘one year) N - :

.T:nability to éuck :or refusal of feeds + R

.ﬁigh fever o o 3 -

'Severe or pérsistant diai’rh’beé . I S

Vomiting ’ ' ®
‘ E?ccessive c;:}ingof':irritability and dreﬁking up legs on

abdomen o R T cd

Convui.‘si.c')ns: o .o Tl ®

Liétie ssnéss or drowsness : Lo L

Difficulty in breathing

Skin rash oot o o ’ e ®
« White Patches on tongue . o .
. Di.scha.:*ge‘ from ejes c:ur ears.

_ZQI___QI_I"LI.’.DREN (1 - 3 years). : . - i °

High fever -

Sever'e or persistait diarrhoea

Vomi-:ing

Passing wormns in the stools / ®

Ekin rash,
o N



6+ Convulsions,

7. Paralusis or weakness of muscles,
8. Stiffness of neck,

9« Pallor

10+ Dryness of eyes,

11, Shiney dry and scaly skin or wrinkled skin, == -

12, Not gaining weight and no't developlng for hls/her age.
13+ Poor mppetite. Y
14, Bowing of legs.

15, Discharge from eyes or ears, - ,

WATCH FOR THE FOLLOWING MILE STORES OF DEVELOPMENT IN CHILDREN.

1, WEIGHT - The - baby doubles his birth- weightﬁbj the end of
6 months and trebles by the end of one year.

2, NIGHT - The mid point of the boey is élnch above the umbilicus
at birth. At two years of age the mid point of the body is

v b [

slightly below umbilicus.
3« The soft portion on the head closes by 16 -~ 18 months age.
4y At 2 months baby smiles to himself and utters ¢ooing'§ounds.
5. At 3 months baby gains head control and recognises moy'her.

6o At 4 months gains hand control and grasps objects.
7+ At 5 months baby can roll over on abdomen dnd back.

8. At 6 months Baby sits up or tries to sit up and teeth starts

appearing. | i
9, At 10 month baby crawls. Starts to utter'féw'w&ras
* 10+ At one year - walks with little support .
11, At 14 -~ 16 months most children learn to walk
12, At 16 - 18 months can speak.a few definite words
13, At 3 yéars he feeds him self and doés not wet’bed;
14, At 4 years he repeats digits = 1, 2, 3 A
15, At 5 years he repeats sentences

If the above mile stones of development are not noticed in the

-

children during home - visits in the community, they should be

referred to the Health Centre. .
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FAMILY SPACING.

Family spacing is having the number of children you want and

when you want them. Many mothers and fathers have come to realise

that to have large faﬁily may bring serious problems, e.g. (1) with
many children it is harder to feed, cloth and educate themﬂgll yell.
(2) wWhen a mother has child after child withouf much space' be tween,
she often becomes weak. Her breasts broduces less milk, Her habies
are more likely to die., &4lso, after many pregnancies the danger‘is
greater that she will die in child birth, leaving many mothgpless
children, © o _ ..
There are methods which‘@llow a couplé to have a child only
when they wish to or to have no more children. These methc&é"éan‘

be used either by husband or by wife with out may harm to the Health,

Couples in the community should be encouraged to adopt family spacing

methods by referring them to Rural Health Centres and Hospitals.

\W
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IMMUNISATION

LEARNING OBJECTIVES:

After completion of this topic, the community health worker

should be able to:-

1. Define immunisation

2. Know the diseases against which imminisation is carried

out commonly.

3. Tell how to assist the health centre staff before, during .

and after immunisation programmes.

4, TEducate the community on the importance of immunisation.

TEACHING SCHEDULE:

1 day - class room

1 day ~ practical

EE:days
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IMMUNIZATIQON

3

IMMUNI ZATION: is a special procedure, which protects a person against

specific diseases. When germs attack the body or a va001ne, which is
made from the germs is introduced in to the body by 1mmunlzatlon,ant1—
bodies (Frotective substances) will be formed; which gives protection
against a specific disease or germ, To prevent some of the dipeases
caused by germs, Healthy people are given vaccines by infection or

mouth and this is called immunization,

The most commonly used immunizaticns'are those against the
following dieseases:~ R
(lj”Diptheria (2) Whooping Cough (3) Tetanus (4) Poliomyelitis
(5) Tuberculosis (6) Measles (7) Typhoid (8) Cholera (9) Meningitis

Usually these immunizations are given’tc selected groups 1l.c.
X . 4 D

pregnant women, new borns and children, However during epidemics
everyone in the community is immunized for cholera and,typhdid

Meningitis.
.

Community Health Worker will assist the ﬁealtthentre Staff in
arranging for immunization in his community in th;'following waysse..
1. Fidd out a sultable date ‘for 1mmun1zatlon from the leaders of the

v1llages and 1nform the health - centre staff.

24 Suggest to the Health Centre Staff a central shadey place for -
holding immunization clinic, so that it is easily accessible fo
all,

3o Get the communlty to prov1de "the following: Lt
(a) A table for equ1pment (b) Mats for seating
(¢) hdequate supply of drinking water, (d) Hand washlng

facilities,

»

b, Prepare a list of persons to be immunized according to instructin:

given by the lHealth Centre Staff.

Se Visit the homes on the day before the 'scheduled date for immuni— .

zation to remind families where and when to assemble.

Ee Greot those who come for immunization and see that they are

taken for immunization according to their turn.
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r i -
.Clean thie immunization site for cach individualj; as instructed by 8

‘the hcalth centrc staff.

Keep aside th »>se who are sick or who have a skin di. '3 80

"

that the health centre staff can examine them,

Follow up the persons immﬁgized according to .the instructions
given by the Health Centre Staff.

People generally refuse immunization be cau se of the reactions,
which may occur and whiéh méke them feel ill, The community
Health Worker should talk to the people, that this reactlon
occure because the body is developing r951stance to the dlsease.

The following points are to be emphasized while talking to the

i [

All children (O to 5 years shouid be ﬁgékectéd aga%hst.deéhtheria,
Whooping cough and tetanus by giving them three doese of DePsTs
vaccine by infectlon | |

After 5 years of age.or on entry to school, children should be
glven anothor.Booster dose for Tetanus. | .
All pregnant women should recieve tyo doses of Tetanus Toxoid,
SO.aB to prdtect them and their babies from Tetanus.

BeCeGs vaccination should be given to all chilarén as éoon after
ﬁBrth ag possible and again at fhe age of 12 yéars to protect them
agaiﬁst Tube;culosi;. o

All infants should be given three doses of polio vaccing at 4 to 6
weeks interval between the age of 3 and 6 months in the'form of
drops plnced in the mouth.. . , o .
Hanure (anlmal dung) carries Tetanus germs and therefore anyone

in the village who infures himself, should have an injection -
égainst Tétqnus; |

After D.P.Te Vaccination, there is usually slight fever and headaaie

for one or two days, which is relieved by panadol tablets.
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PERSONAL CLEANLINESS

LEARNING OBJECTIVES:

After completion of this topic, the community health worker

should be able to:~

1., Educate the community on peresonal cleanliness and

its importancee.

TEACHING SCHEDULE:

% day - clean - room
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PERSONAL CLEANTLINESS (HYGIENE)

1,
24

3

7

- 10,

Educate the comrmunity aboul the importance of personal clcanlinesse
(Figo15)

In ovder to remain healthy one must develop clean personal habits,
Always wash youT hands with nvap when you get up in the morning,
after 'aving a bewel icovamant and hafoze eating or preparing food.
Do nct noce mud cor clay uo wash hanés, This will prevent worm
infestaltion and Jdiarrhnea..

Bath ofvcn - everyday whon il weathar is hot. Bath after working
hazd or nweaiing, d#yaqueni bathing helps pravent skin infections,
dandrufy, pfwples, Z#ching and seochea, Sick persons including
babies chouald bo bavheld daiiy.

Usc foolt weaz we przvent heck worm infectiong .

.. S ]

Brurh your tecis evos.dnys and aliesr cach time youw eat sweets. |

O

If you d¢ noi: bavs Looth brush and tooth-paste, rub your teeth with
a powaey macz with squal novis of sall and bicarbonate of soda, If
there in not bigazbonatle of iodn use - 11y plain salt,

The haiz slerid be _onb2d cuce or twice everyday and must be washed
at least viuce a ucek in oxdnw to keep it clean and froe from lices
Lice can b2 rerovel lu wke foilowing way:-

(a) Cut the boir 7 voussible

(L) Wash thz haiv wirlh zoan aud hot watler,

(c¢) Apply to %hv wooip mercixn Swll stoongth or vinegar full
stzoneih o beogi! bannonee emulsion,

(d) Cover thr waola load wiih a can or scarf overnight

(¢) Next morning comb the hair wiih fiue Wsathed comb.

(£) Repcat the ypipcesn Lf the lice are not cleaned,

Clothes shnuld bLe vached frequently and dried in the hot sun.

Nails chould ba Ecpi chort and clean. This will prevent worm

infzetation and diarchoza.

Eye infections can bz pravenied by
(a) Avoiding conmon Wowels and handkerchiefs

(b) Not axiesingy the eycs to dust and flieso

(W]
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BASIC GUIDELINES OF CLEANLINESS

PERSONAL CLEANIINESS (HYGIENE):

!

1. Always wirsh your
hands with saap when
vou ye! up in the
morning, alter having a:
bowe! muvement, and
Lelore eating or prepanry

food. Do not use mud or clay to wash hands.

2 Bathe often every day wien Iht: weulluzr is hul Bathe
aller working hard or sweating. b reguent bathing helps
prevent skin infections, dandeaff, pimples, itching, and
rashes Sick persons, including balues, .hnuld he
bathed daily.

3. tnareas where hookworm is camimaon, du not gn baretoot
or allow chitdren tu do . Houkworn infuction vauses
severe anermnia. These worms enter the budy through the YES
soles of the feet {rea p 195) .

) 4. Brush your teeth every d-ly and after each
time you eat sweets, | you do not have a
‘f” Z; toathbrush and toothpaste, rub your teeth
T with sait and baking soda (see p 274)
Q_ANLIN. SSIN THE HOME:

1. Do not let pigs come into the house

- 2. Do not let dogys lick children ar
| ) , climb up on beds. Dogs, tuu, can
- spread disease. .

YA
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(e) Not allowing the flies to settle on the face and eyes.
Spiltting indiscriminately and coughing or sneezing without
covering the nose and mouth are not only dirty habite but are

dangerous because trey can cause the spread of tuberculosis,

They should, therefore, not be done,

It is dangerous to poke sticks into the ears to remove was this
can cause injury or infection of the ears. This habit should

be avoided.

A4
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REGI STRATION OF VITAL EV ™ 3

LEARNING OBJECTIVES:

After completion of this topic, the Community Health Worker

should be able to:-; e

Tell the impprtance of registering vital events
|

1.
) 4
and what are vital events. .
2, Tell in what form, birth and death should be registered,
3 Educate the community on the importance of registering
vital events, . :
f :
o SCHEDULE OF TEACHING: : '

1 day - class~room o o

% day - practical

1 day

Ted T

«\
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VITAL EVENTS

Vital events refer to events which affect life such as births
and deaths,

Reporting of births and deaths in villages is done by village
leaders, All births and deaths in the area are to be recorded

by making

enquiries during the visits to homes., Then births and deaths are

to be reported to the rural health centre for necessary further

action,

Births may be recorded in the following forms

Date of Name of Sex Name and Name and Child
Birth Child M/F “place of person born
: residence assisting| alive
"of parents { birth "
with full
address Yes| Mo

Deaths may be recorded in ghe followin. form:

Date of Name of Sex |Age |Suspected| Name of | Place of
death pereon dead | M/F cause of person death
with address death reporting
death

Educate the community about the importance of registering all

births and deaths

It is important to report and record all births and deaths

becausge =

(1)

(2)

Information about births occurring in a village helps the:
health staff to plan for the provision of servicec to the new
born babies and their mothers both at home and at health centre,
such as immunizations, under-five clinics, ante-natal and
post-natal

lakhel SHONEE L NN

Information on deaths is necessary becaume it can help %5 find

- out whether any deaths have been due to communicable diseases

g0 that neeessary measures can be taken to prevent furtber

deaths.
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Recording of deaths will also help to identify and investigate
those deaths occurring during pregnancy and within 40 days of
delivery as well as deaths occurring in the new born i.e, within
28 days after birth, This information can be used to plan

improvements in maternal and child health services,

Recording of births and deaths is also necessary in order to

assess tlLe birth rate, the death rate, the ‘growth of population
and the age distribution of population (how many old, children,
gduln etcs) This information helps in planning for the needs
of the population in terms of education, health care, food,

housing, employment and social welfare.

BLE COPY
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ANNEX VII
TBA TRAINING MANUAL
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MINISTR OF HEALTH

- INYRODUCTION

An attempt has been made in the i::oliate past to train Traditional
Birth attendants (TBAa) in Zambia. 7Y exercisme had to be suspended
in 1976 because the results were (enérally unsatisfactory. This
pilot exercise was undertaken by .7 -oject SHS ON1 at the request
of the Ministry of health with the rollwoing terms of reference:

1. To study the feasibility of tr: l1:ing the traditional birth
attendants (TBAs) as part of the riural health team;
2. 10 plan an appropriate trainin- ,rogramme for adoption in the

[

various provincesg

-3, To make recommendations on thév - debloyment and roles training

within the national heglth service.

The collaborative effort: to assembl. the candidates selected on thae
basis of community acceptabilifi ir :le performance of Midwifery,
Maturity, educabilivy and leadersh: . wus made by the Depariment of
Community Development, Ministry of .abour and Sociél Servicesiand
the Public Health Nursing staff of “*= Provincial Medical Officer’s
Unit, Kabwe, Central Province,

A Prelimanary programme conducted ' . the Demonstration Zone in 1975
had indicated that:
1. The TBAs had considered family .. community commitments which

prevented them from staying for too .ongy at a stretch from their
villages. There was thus a need to oreak up the progfammed cour
courge into 'peckages' of not more ‘.an a Week at a time.

2. The participants were appreciative of the programmes but would
like some formal recognition;

3. They were willing to be associui=d witbt and indeed integrated
into the community health system enc: they have the racognitionj

4., Lengthy and didactic lectures c .‘used them. Their primary aim

was t ""vrove their practice of midsiferys In 1988 training workshop

has been made to re-organise the pro ~aime .nd will be avaluated at the
end of this year, - " '

BEST AVAILABLE COPY
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Specific Objectives of the Workshop.

1. 7The aim is to improve the tralnimp of the TBAs.
2. The other objectives are:=
(2) Formulation of ayllabus sr ourri.ulus f£or taining.
)  Formulation of a pretraining quec- .onnaire. ' ;
(c¢) oOutline the functions of the TBA,
(d) Agree on the selection and traisings period.
(e) Design assessment and avaluation f.rms for TRAs subervisors.
(f) Discuss'pogsibilities of having a lecal TBA Kit and suggest
the contents of the Kit including .::zple drugs which could
be used by TBA. o ‘
(e Work out implementation strategles. i f

() Design a reporting system, ",

General Objectives of TBA lraining Pregramme.

At the end of the programme the participants will be able to:
1. Provide care and advice to methers d.ring the ante-natal period,
2« Skillfully provided care to a woman during labour.
3. To provide care to a woman after delivery.
4, To provide care to a newbern baby immediately following delivery.
5. To provide appropriate care to a mother du}ing”the puerperium,
€. To Provide assistance and adyice to a family on the care of the
pre~school child,
7. To identify common childhood ailments and provide practical
advice to the family,‘
8. To provide advise on the importance of family planning.
9. Creat awareﬁess among the community on the danéers and prevention
of HIV/AIDS,
In 196z an evaluation of the programme was done by the Traditional
Medicine and during the 1984 EPI/MCH/PHC evalua?i@n the WBA activities
wur. lezke' di¥re  In both evalyation repo-ts it was found out that there was
need t: strengthen tho vrogramme in a numb .r of areds, it was also found out that
vhat about 60% of all total deliveries still take place in homes.
Up.%o date there has been no figures to show the impact of the 1'BAs on the
Maternal and Child Health Services, The p 2sent figures show that there is
a high percentage of mothers attending ante natal clinics in health institu-
tions but only about 40% of these deliver in hagalth institutions.

3/.....-...,.

\
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The other problem which was observz=1 during EPI/MCH/PHC evaluation
was that the staff who actually supervise the TBA are not trained

in training and supervision of the 7iAs hence the need to review

the programme.

SELECPION
Te Te 92?5??2&-593 Selection,

The trainees should be sel - ed on the basis of:

1. Community acceptability in the performance of midwifery.

2. Maturity - preferably between 30" - 45 years of age and above.
3. Parity of 3 or more

Lk, Educability

5 Jeadership

6. Should be a practicing .BA.

1 2. The trainee should be selected in collaboration wi th community
organizations like the vill.ge productivity committee, health
centres staff, community development, department and the Mini~
siry of Labour and Soeigl $=rvicess

TRAINING PERIOD

Dﬂnnaimnn

6 weeks theory training which c.r. be broken into modules or can
be continuous until the TIBA qua_ifies. In between the training

the trainer shguld observe the %84 conducting at least one dellvery.E

FUNCTIONS OF A.T.B.A.

3. 1. Ante-natal Care.

1. Health edugation on the importance of early antenatal
care,

2. History taking

3, Idetifieation g; high mothers and making appropriate
referal,

4. fAvice.og I'+vition during pregnancy.

S. Examination of antenatal mothers.

&. Advise and prepare mothers for delivery.

u’..chl"'--'
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3. 2. +Intra - partum Care ~ Natal

1. Monitoring and condu(:'si‘ng‘normal delivery. ¢
2. Preparation of equipmy'nt before delivery and maintenance
of TBA Kit.
5. Identification and refersl of high risk mothers.
3. 3. Post-natal Care. ¢
1. Conduct post-natal ex:mination of mothers énd infant.
2., Health education.
3, Advise on'nutrition rfter delivery and during breast ®
feeding, f ,
4. To identify and refer ccmplicated post-natal cases.
5. #. Child Care.
1. Health education on im:ortance of immunizati‘on. o
2. Health edugation on ckild nutrition.
5. Health education on th: contfol uf diarrhoeal
deseages.
4, Teach and demgnstrate how to manage a diarrhoea case ®

at home, using heme madle ORS.
5. Health education *n the six preventable childhood
diseases and #her gommunicable diseases.

5. 5. Hygiene. | _ | . ®
1. Adivisz en: .
~ Persenal hygiene.
- Env.iromen't “Health,
3., 6. Family Planning.‘:

i ®
1. Mptivai;j_ng and case finding.
26 Advis'_,e motheré on available methods of family planning.
. | | °
i i\ QRS eagveENTASN
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PROPOSSED T.B.A, TRAINING SYLLABUS

5. Ante-Tartum Period. |
wenersl Objective: To enable the TBA to Provide safe and effective care to the pregnant mother.
e e+ i e _ | _
ZECTFIC OBJECTIVES SUB-OBJZCTIVES CONTENT METHOD | LIARNING ! VISUAL
_ _ - | __BYPERIENCE | ATDS
The TBs will be able 1. 1. The TB4 will - External ! Lecture : Demonstration ! Pelvis
t ! [}
to: ' be able to: ! genitalia discussion i on a pelvis 5 Board:Chall
1. To briefly descri- i Name the parts ;oo internal ! demonstration s ¢ Flip Charts
be i stomy and | of the remcic giniczlia i ;
Vinos oo ldl, G no g repreductive . - Vagine : | ,
rexale reproductive system. A lervix : |
system. ! -Uterus '
| - Faligpien g’
: ‘ tubes ;
X ;= Pedvas !
———— e e —— g e e e § } E
2. f#zplain the import- !2. 1. Give reasons ~Inpertanee Leeture i explain ‘
ance of early ante . - why it is . of artenatal? | discussion verbally. :
natal care to the ) important to ] Clinic., ! role play. ! :
mother. i start early 1 ! ! i
{ antenatal : ! !
I care(3-4 : i . :
: months) : ﬁ {
e e v vt v+ e n e s e b a e aves me——a - e n a s 4 i | L
. Perform a géneral o e e . SIS Bt R " ’
phy sical eiamina- : The T34 will +  -—inlargement | demonstration; Demonstration Pregnant
ticn of a mother ?eqabl}?_tif } of the Abdo-." role play ¢ on a pregnant. woman
zné¢ salect mothers Zete QESCTL= DS 8mMenorr—- Discussion ,  woman ., Foetal
fior relarinl Lo CLonE Fo foesireast £ . scope.
e 2 okl siinies s1 s 0 chuanges . !
T, yiaGE Al e £ . I [} .
Tod et oy mormal, mOTMINL. | | ' *‘
o BEST AVAILABLE COPY
® o o e o o ® ® o ® @




BEST AVAILABLE COPY
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sntepartur Period continued
Genral Objective: To enable the TBA to provide safe and effective care to the pregnant mother
- - Lo N
SPECIFIC OBJECTIVE SUB-0BJECTIVES CONTAENT J1aTHC LESRVING VISUAL
o i SEPSRISNCE ATIDS
The IBA will be -Jill measure ‘Lecturc ~nd Demonstration 5 feet
able to 3.2. Assess mothers -t denonstraztion; and practice string or
height and the danger against a wall . of measuring stick.
i of short stature mark of 5 feet | by each TBA
' (telow 5 feet). -; ‘
— e e Z.%. “Hecognise an | -pPallor of face. L.cture: ond Show ensemic 2 Pregnant
aneemic mother and conjunctive iDemonstration and non-ana-— Mothers
from a non-anzemic ! =—shortn2ss of | mic noth:r '_
and refer to ths hea~ @ r. oL [ st = 00, ;
Lih centro. Towr ™ ons !
~genzral weak {
ness §
~oedema !
- - Z. k. Recognise an Limping and TLecture Role | Explain™
¢ abnormal gaint rickets, play Discu Verbally
i by observing the ssion, ' and i
general walking Demonstra- :
pattern. ‘ tion.
2. 5. Differentiate I = Tnstructions ! o
between a well nouri- of good eating ! Demons-~
| shed and a poorly habits. i tration of
: nourished mother. - A varied diet ’ { limping ]
~Alternative : mother.
: i Cheap sources ef; i Identifi- Flannel
i { proteins .
: i : ! ! cation of graphs
: -General signs N ! Soster
of poor nutri- | _on posters, ) posters
! o
: tion. ' , flannel § of foods
‘ { ' granhs ‘end znd rezl
: g t real foods. tocd,



=EEte-e-rou _beriod.

)

—SEASIFR OBJECTIVE SUB-OBJECTIVE. ~CONTENT T MEMOD T T T S —
- SXPERIENCE AIDS
The TBA will be able ~Checking of ecture and emonstration Pregnan:
to: 3.6. Advise on breasts Hemonstrati- n pregnant mother
general care of bre- -Cleanliness pns. Discu others
breasts. of breasts ssion.
3’3‘ Recgggisg fia’c (daily bath) Demonstration Prignant
and inverted nipples - . . of rolling and | mother
and advise methods aggg:ggl?: it {.{gggﬁﬁirﬁgm pulling of
to improve condition inereasinf in nipple.
of nipples. size
. ° . . Lecture and .
3.8, Bxamine the -Palpitation to Jemonstration Demonstration Pregnant
abdomen and deter- determine lie, 4 practice ! mother
mine the progress presentation and p Foetal
of pregnancy of need and fundal Lecture and Scope
for resegral. height. dzrenstration
The TR will B, 1. solent ihose Torsnloneanss
e Swle to s oS with sours oo o®
status aud defor- ~Dangers of Lecture Demonstration | Pregnant
mities. oedema. demonstration jand practice nether.
. - examination Rele Flay i
Identify "at 4.2, Identify at of oedematous ) ggdrgg‘gljer with
risk® mothers rlgh gozhjezrg gid legs to show Lecture :
and explain and obsterric ittin dema i scussion
the importance . history. p g & | Discuss Explain |
of earl; referal. b
Identification of Identification of] iver ally ]
deformities. deformities 3
- Grand multipara
~ Prolonged labour ;
- Postpartum i . .
haem. ! |Explain
- Operative jverbally. '
delivery ' ]
- Neonatal death |
~-stillbirth ' l ;
-alortion '
RIS XAR IR L) Hhe 13 :
“Priuic cviva i ' '
e
® | i
> ° ° ¢
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« Protective
foods
~ Plenty of
fluids

- Emphasize on
varied diet

® L o e ® @ @ o ® L -
=
- 9 - -
Ante-nartum Period
SPECIFIC OBJECTIVE |SUB-OBJECTIVE CONTENT METHOD LEARNING EXPERIENCE | VISUAL AIDS
7+ Create an aware- Review the type of Danger of Role Play Explanation Actual
ness of the danger| traditional medicingd traditional Medi cine
of traditicnal in use. medicine with e
medicine given in 7.1. Discourage the specific T
labour use of traditional examples if availa-
medicine during ble
labour
Post partum Period
8. The TBA will to The TBA will be ablel - body building | Discussions - Verbal Real Foods
able to: to advise the mother] foods Locture explanatisns
und-rstand the on the importance - fuerygy miving | - Cooc'ing
iry ortence of of Lalonce dic. foods ' "demonstration

Family Spacing: Thg

The TBA should be
able to:

1. Explain the
importance of
child spacing

TBA should be able t

1.1+ The TBA

should be able to
explain the
advantages of child
spacing

o

give advice on child spacinge

- Prolonged
breast feeding
~ Prevention of
unplanned
pregnancies
~ Promotion of
Family Health,
RHCsy Hospital
Traditional,
Lrtificial,
Ilatural methods

Discussions -

Demonstration visit
to a Family Flanning
Clinic

Pills,
Condoms e
IUD.



Intra-Partam Feriod

&ecneral Cbjectives:

and healthy mother.

The TBA should be able to conduct a safe and clean delivery of a live infant

LEARNING

VISUAL
SHE CITIC GBJECTIVES SUB-OBJECTIVE CONTENT METHCD EXPERI ENCE AIDS
The TBA will be able to| 1.1. Identify boiling instrul Lecture Naming and explaine-| Actual
1. Frepare instrumentg instruments she ments bowls, Discussion ing of the use of instruments
and materials for will use during SCissors, Demonstra- instruments
delivery delivery and be etc. cord ties| tien
able to use them. Sloves
1.2, Wash instru- sterilising by Lecture Sterilisin
ments and sterili boiling method{ Demonstra- boiling usgngy Actual.Instru
se them by boiling tion ment fire

method

traditional fire
for 30 minutes

2, Deliver her patients

) 4

2e1. Exzlain the

~ advantnges of

Piscuszziom

4

N - .. o A rractise in dail; brogmy dustar
in a ?l:f?zt?ﬁYf_l | 1ﬂy0*tfﬁﬁf vf «lean room Ideal nome sweeping and dusiing watZr$for .
welj v??\}k s n.nd fr? BIICU o with windows visit TBALe of room where TBA -sprinklineg on
el 15t e, inteeticn - sweeping Demonstrae training takes the flow :to.
~dusting tion place
3. Keep herself ?1ean 3.1. Always be TBA daily bathﬂ Lecture Wash hands Soaps bowl of
when in attencance presentable - wash clothes | and Demons- | water clean
to the mother and ~ emphasis on tration on hand cloth
baby . hand washing on hand
- Look for washing
a¥a9m1§ coi:ur Demonstra~ |Examine and differe-
o dcongunc Ve | tion Discu~ |ntiate between
oecema, ssions, normal and abnormal
g:ﬁ;::rgogn observation =take his tOI‘y and
interpre
pitting (ANC ward)? rprets
k, Take a labour history 4, 1. Examine the signs symptoms ,
on mothers who come | pother for ansemia ! 2nd observationk ) TBA explains
irn labour and identid .54 cedema | of bleeding | Observation | yerbally to the
£y the Mat risk" k.2 .3 S : tand Lecture group ,
mothers “or refernal cceliG-organise
motne enrly signs of oxteracl blecdine
® L @ o ® L ® ® e ®



2rue and false labour

signs and symptoms
of true labour

true labour
by feeling

mtrength and

gquestions and

answers Discu-

ssiong

labour

I
|
] symptoms of true
]

Mother in

| labour

e ® @ ® o o @ @ | @
R ]
. - 11 -
Fntra Partum Period —
| LEARNING
SPECIFIC OBJECTIVES SUB-OBJECTIVES CONTENT METHOD EXPERTENCE VISUAL AIDS
4.3. Recognise Signs of Discussion TBA Explain Doll with big
early signs of obstruction | Lecture verbally to the head Pelvis
obstructed labour . | grouyp
, -importance Lecture -
of severe l ’
| abdominal ! i
pDain not | !
related to i
labour cont—' -
ractions
A — 1 —_
%. Distinguish between 5.1+ Recognise - signs of ! Lecture | State signs and
i
|

y frequency

nf contrac-~

' tions e

-~ Show or
rupture of

!
}
|
|
|
]
|
!
I
!
!
|

membranes .
6. Demonstrate understaq 6,1. Encourage the —=eéncourage Discussion Provide water Soaps water
»ding of c}eanllness mother to have a bath of Observaticn and bathroom razor blade
during delivery bath before deliveryy patient Explanation
and shave -prowide '
water
7. Management of normal| 7.1, Understand -~ reason for! lLocture Discu-
labour the care of bladdet] frequent | ssion
7+2. Recognise th g?ﬁ;g::g of
progress of normal Discussion Practising Pregnant
labour by strength | -=descent of Observation feeling for Mothey in
of contractions and) head by Demonstration constraction and labour
descent, abdominal

palpitation.

!
i

descent of head




intra Partum Period

, LEARNING '
SPECIFIC OBJECTIVES | SUBJECTIVES CONTENT METHOD EXPERIENCE l VISUAL AIDS
- i
7.3. Recognise, | -First stage Discussion Expla@;of '
the stages of not to let sun Lecture differe stages
' labour and set twice of labour and when
normal duration second stage to refer i
£ h st - '
o each stage not more than
one hour
7.4. Instruct —third stage-
the mother not
not more than
to push before .
R . 30 minutes |
full dilation .
or time TBA
and be able
takes to
reasure the receive and
mother throughouq beb
labour 3 vrap baby i
’ i =4th stogeoe | I
7.7 . "rovide and | oksecrve ! i
M, LITnTe Lo e T N : {
siothor to take baby for one i
porridge and hour Watch a delivery Mother in 2nd
fluids during - dangers of | Lecture stage
first stage of pushing beford Piscussion Role
labour full dilata- | Play
zzzgi:f Discussion
(second stage)
8. Recognise 8.1. Recognise -encourage
Obstructed labcur complications light diet e.pg
and refer the porridge and
mother to any sweet
hospital early drink during :
Need to review first stage -
the stages of of labour -
labour -explain
verbally :
| reasons for i
i giving ;
worridge "
° ° ° ° ° ° o ® . . ¢
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Bra-Partum Period
LEARNING
SECIFIC OBJECTIVES SUB=-OBJECTIVE CONTENT METHOD EXPERIENCE VISUAL AIDS
12.5. Refer - signs of bigcussion Explaining
retained placenta| retained wuestions and verbally
if not delivered placenta Answers

after 30 minutes

- dangers of
retained
‘placenta or
membranes.

~ importance
of rofernal

/1!



P

The TB4 will
to:

1. Tdentify aneemia

= e w—

in the post-partum
period.

2. Detect breast

3, Diflerentiate
o well cantractad uterus
fror unconi racted uterus

under-
involu-
uterus.

4, Acquire
stending of
tion of the

Tva.TBA will be
able to:

1.1, recognise
normal colour of
conjuctiva and
tongue

2.1, Recognise
breast engorge-

| ment.
engorgement.

2.2. Recognise
cracked nipples

PRI

weil contracted
uterus by palpa-
ting on abdomen

4.1, TBA should
reecognise and
zdvise mother on
normal colour
amount and odour
of lochiz and
duration.

4 2. TBA s.ould
recognise and

« advise mother on
i abnormal lochisa.

4,3, TB. should
recognise change

-

in =zize of uterus.

e s

v fereemram—— . s

N N P R e i

- normal colour of

conjunctiva and
tongue.
abnormal colour
of conjunctiva
and tongue
oedema

breast examina-
tion.

signs and symp~
toms of treast
engorgement

cleaning nipples

treatment of cra~!

o:d nioples
CTee Sn il
te - .. .- 1r

treatment.

uncontracted
uterus
contracted
uterus.

normal colour,
amount odour
of lochia,

abnormal lochia
need for referral

change in sigze of

involuting utsrus.

ecture and
‘Demonstration

iLecture
,Discussion
‘and Demonstra-—
tion,

|

e

|

!

‘Discussion and
ilecture

s wane wm— e

Lecture and

— -
T T e W e gy — Pt

Lecture and
Demonstration

- Classroon

Demonstration

and Practice
(postnatel
ward)

Demonstratian
patient with a
septic postnatal
natal ward.

discussion
a ;
\ i
g
; :
5ESTAVAMABLECOPY
° ° Py

i
!

watox
s0aP,
Clean
cloth
mother.

mother if
avzailable

PRt

.
1 .
s
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Intra=Partum Period - 12 -
LEARNING
SPECIFIC OBJECTIVES SUB-OBJECTIVE CONTENT METHOD EXPERIENCE VISUAL AIDS
10,5 Instruct the mothey reasons for instru | pijgcussion Practice
to push with a contrac-| cting mother to Demonstration
tion wash with soap Role play
contraction and
and encouragement
to relax in betweenf
contractions.
~ 10.6 Support the dangers of Discussion Practice
pad during crowning unassisted Demonstration
of head cover the delivery
sums
10,7 Receive the dangers of Discussion Practice doll +
baby on a clean asphyxiation Demonstration clean eloth
¢loth and c¢lcan thd and infeetion
e vy :
10,0 _'(ie; the ceord cu‘ts the cord Discussion E o
;. with two sterilc .1""1’1% sterile Demonstration ractic !‘::}xt::;:;
ligatures and but scissors or Role Flay
the cord between razor blade
ligatures with after applica-
sterile geissors tion of storile
or razor blade. ligatures or
' sisal.bark,
cotton thread
or material .
10.9 Keep the ba Lk
warm immediatelyby g:;ytzoﬁzep the ;:cture. Practice }dolly small
after delivery - scussion blanket
encourage skin to 1 Demonstration
skin contact .
11. Determine placenta 11.1 Recognise the signs of separaflecture Verdbdal warm clothing
suparation signs of placental | tion of placenth Discussion explanaticn
separaticn by feeling the jQuestions and
firmness of. the| Answers,
uterus, leng- Observaticn

Y



LEARNING
SPECIFIC OBJECTIVES SUB-OBJECTIVE CONTENT METHOD EXPERIENCE VISUAL AIDS
cord and tricke
ling of blood
12, Manage the blood 12.1 Deliver the - delivery of Lecture i Practice Placenta
stage of normal labouﬁ placenta and the placenta Discussion i
membranes by and membranes Demonstration i
maternal effort by maternal
and examine for effort and
completeness examination of .
the placenta
for complete=
nces
12.2., Assess the - Assess the Discussion FPractige ectima~! Receiver
amount of blood amount of Denonstration i ticn by using
loss blood less by { g~1lirct fron
R REE RN SO delivery kit .
amount in cups
and conditicn
.of the patient
12.3 Control P.P.HL~have patient Discussion Practice
void Demonstration
.~ control of
FPH by rubbing
up the uterus
for a contrace-
tion and immedip
ate referral
= Fut baby to
. breast Lecture
12.4 Inspect the ~ deseription .
perineum for tears;of tearspfor g;:ctz::ion Practice on a
and refer the referral Observation ] sponge
extensive ones i
~ danger of |
| ‘unrenalirac ) .



\ﬂ%

POST PiKTUM PERIOD SV )
SPECIFIC OBJECTIVES . SUB~OBJECTIVES 4 CORTENT METHOD - LE/RNING : VISUAL
EXPERIENCE AIDS
5. Proviis approprite 5.1. Appreciate Cord care: Discussion Practice Soap, water
cord care during post- danger of appying - dangers & lecture and cleaning clean wool
natal period. medicines on the cord. applying Demonstration cord=-post spirit salt
' local medi~ netal Ward baby.
6. Having adequate ©.7. Keep the baby cines. _
knowledge of care of warm by wrapping in Discussion Demonstra- doll, water
premature baby dry linen. ~ Characteri- lecture and tion of cloth soap.
: . stics of a Demonstration. | premature
6.2. Identify premature baby.
y premature baby for baby. :
i referral §
| - problems of !
! premature : "
t 7.1, Differsntiate baby ., i !
- s Aonti e +h- tlem| & horm... boby from : i
e ,ﬁd“&t"lyoﬁg"pf? ' fooAirth inguvy, L Discuseion !Demonstra—
LR de e e T i and lecture tian
during thc post purtum . _ S N i . .
. i : symptoms of ™~ Observation
period aﬁgnrigigsggr;?SpT 7. 2. Recognise cerebral Leeture
tal as w ' Jaundice in baby injury. discussion
!
) 7+3. Detect the
presenee of infe- + high pitehed
ction in a baby { cry signs and !
{ symptoms " i
7.4. Recognise baby i jaundice.
with neonatal tetanus, ! }
! W failure to . ;Demonstration

.t —

suck, fever
continuous
crying,
convulsions,

gigns and
symptoms of
tetanus,

1
[
H

i

|




—\g —

Sea—

! .
a0 CIFIC OBJ..CTIVES SUB~OBJ&5CTIVES CONTENT [ ETHOD LEARNING + VISUAL IDS
SXPERIENCE,

¢ '
®. will be able to: i 1.1. Give reasons ! Functions of the Lecture and Demonstration: Posters on
4. Understand the X for sncouraging Children's Clinic¢ field trips sxplanation + Children's
Eporteace of imnmuni- . mothars to attend Types of immuni- ecture i Clinic.
rtion. : Children's Clinic. zations and immu- Discussion Demonstrapioni

: nization SChedule'Demonstration and practice :
2. Identify Children ' 2.7. Describe a Signs and symptonms Explanation - Posters on
mith melnutrition and ! well nourished of malnutrition. ; cggkin 10 ' malnourished
give nutritional advi- and & poorly i Demons%rationé children
ez based on zvailable i nourished child ~ Rreast feeding | :
foods in *he community. ! and select thossa - Weaning foods ! !
&lucate 13.: on the use ! for referral €.g. semi s~1id i - . » Food real
of erm ciruferrence as i nutritions food; 5§£%gggggg?ong cooking
z guideliane for child i 2.2, ldvise on ~ porridge with ! Utensils
srowthe ! £00U Weduilig Swvuandnuts. i . Poster:z,

: urretices, ) .

. 1 , ) - i_-r_._u.'.ll:_;g;

¥. o onglise eariy i : Ce B 1tad . :
md late signs of ] T cr Tood and ut Explanation .

. . %3.1. Know the nsils . P
dehydration and advise : dangers of Demonstratlonf gater_
sthers oL how to res- | dehydration ~ signs @ dehy- i Salt
tore fluids. ‘ T dratieq* ' Sugar

- sunken”fonta- Cup.
3.2. Recognise nelle, !

e B AR S ———— are

et e

severity of
dehydration and
know when to
refer.

~ sunken eyes

- dry mouth, tongue
etc.

- making of oral
fluids.

- safe water.

!
|
!
H
i
1
]
!

B —yn— 4w



CHILD, CiRE

SPSCIFIC OBJECTIVE

4, I¢entify cnild-
kcod illness and
r-ke jroper refer~
rals

-

Te ad’!se on preve-
n.ion of home acci-
Zenbs.

W —— - - bm i @ P

Tt e s fvavamen A 3 e

0

. ey — . —
SUB-OBJECTIVES : CONTENT —T MEZTHOD | LEARVING VISUAL
: i i ZXPSRISNCE AIDS
: L P T
4.1. Advise -signs of ‘ Lecture Demonstration | Posters
mothers on care fever, ! Discussions if
of children with diarrhoes ,  Demonstration availabl
common illnesses vomitting H :
of childhood. Otitis ;
madia worms,
skin diseases !
¢ conjuctivitis l !
5.1, Should be ' geasles etc. i Lecture i Explain Broken
obla +to mention : Eﬁ?ff. _ - Discuasion | Varbally bottles,
z6m2 of the coamon ; PRVE-LLD 3 end ~oins,
e cordden. . ? pot T OIANE ’ practice: Jlastic
f 0 Loy ks, | bag etc
and injuries } %8 ete.
fracture
swallowing ’
tablets.

L T TSP

. d et e -
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€INER.L OEJEICTIVE:

w 20 -

The TBA will understand the principles of personal hygiene and enviromental
sanitation and appreciate their importance in maintaining health.

—— - o ——

SPECLFIC OBRJECTIVIS

—— M W LT

fhe TB. will be able to:
" 4. Demonstrate good
persoral bygiene and ne
gble to advise ntherrn

2. Jemonctrate good
sanitary practices
on bsr owr environ-
ment.

- e s Facnet € e 2

.
l

. SUB=-OB™LCTIVES

——— - s .

1.1,

and her family.

2,.1. Bxplain to

. e ——

RO

P P

mothers how to
prevent the
spread of dise-
ases.

Instruct a
i mother on clean-
! liness of her self

-

-

CONTENT ; METHOD
. 3 S
i
- general ' Lecture
hygiene | Discussions
measures ! Demonstrations
- safe water 3
~ proper hand-
ling of food
- proventicil.
- prevention Lecture
of diseases Discussion

by use of
pit latrine

- refuse pits

~ filling of
cracks where
bugs enter.

- sweeping

- separate
houses for
animals

TN e P S b B AN S G e A A

+ o—~——

field trips

———— L . ——— i, - i s 5 tararend

]
[

o ro— ot e

i sweeping of

PO P w

e

LELRVWING
IXPERTENGE

TEACHING
ATDS

Demonstration,
Sxplanation on
the importance ;
of boiling - -
water, washing
hands before |}
meals and after

S0ap,
jWater.

visiting, tuilet.

BExplanation of |
the importance
of having toi-
ilet Bnd re-

fuse pits and
proper care &and

the house
surroundings.

Fe mtia A e, mErm s Wy



ANNEX VIII :
LETTERS OF SUPPORT

ADRA/Zambia CS XI Detailed Implementation Plan - April 1996 (}\q ®
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GENSP.T, ¢ BJICTIVA: . The TBA will appreciate the existence and role of ot ;
" community and be able to wo% hand in hand with them?er F.H.C. workers in her

 nanali - - "““"‘""]'-" rirm 1t e e e e ot ot e s £on g e et e e g+ b vmmems sers e smes o i
PR ITO X 5 ! = g T . ; r -
SPANIAIC OBJACTIVAS : SUB~QBJZCTIVES ‘CONTERT ;NETHOD i L3 RITIN i VISUAL
R R SO BT - .} _ZXPERIZKCE | AIDS
The -Bas will be able ; 1.1. Understand the : . ! :
to: i duties of others. - duties of PHIC, [Lecture fxplanation %
4. Idanti’y her role , CH# FHN,PHls, etcj@nd Field !  of the duti-
in tme health team | 1.2, Utilize the ltrip, Dis- |  es of health j
and her relation to \ health resources - Health cen@rgslv-‘31on, team
other primary health ] for referral {in hospitals CiW i ;
care worker. ! 1
3 Identify people i15~45 Years iLgacture TBA explains |
Genersl Objective ! et high risk. i occupational rishDiscuss~ - ;  the high rish:
O ; : - ;800131 Rish etec. §10nu ! groups ;
Sae M shonld b : Kpo . #hn AROTHAACE |y iiigine b ife : f
i1 -0 eovice u.wers o. provention op | oUSTHAZing by - octure i ) :
on tr2 prevention of 1 infection. boiling methods. Discuss- Sterilizing !
HIV infection ‘and _ ‘ _ 1011 by boiling |
- correl of ATIDS. Demonstra- i
: ! tion. .
The TBA should be able ; : i" L
to explain HIV:AIDS. i } ; Seissor
She saould know the I I bowls real
mode of transmission. i i | instruments
: ] | e.t.C.
.s i s
i ! )
| | . |
) .
i ' ’ !
} : . : !
| ' ‘ f
1 ; é
l ] ‘ ’
! ; i :
' i 5 :
! 1 . ; ‘ §



In reply please guote:

AI/ER/101/1/13

All correspondence should be addressed to
Provincial Medical Officer

Telephone: 22304/5

Tclegraphic Address: PROMEDICO
Fax: 21513

REPUBLIC OF ZAMBIA

MINISTRY OF HEALTH

OFFICE OF THE PROVINCIAL MEDICAL OFFICER
P.O. BOX 510023
CHIPATA

17th January, 1996.

The Project Director,
ADRA-Zambia Child Alive Project,
Mwami Adventist Hospital,
Private Bag 5,

CHIPATA

Dear Dr. Joyce Cook,

ADRA-ZAMBIA CHILD ALIVE PROJECT FOR CHADIZA AND CHIPATA DISTRICTS

Reference is made to your letter dated 11th January, 1996 through which
you requested me to write you a letter in support of the project
referred to above.

The objectives of the Project proposed by your organisation are in line

with what the Ministry of Health in the Province and in particular what
Chipata and Chadiza Districts are also trying to address. It is in view

of this that I wish to assure you of our desire to work with you so that

the objectives out-lined by your organisation are achieved. The achievement
of the objectives outlined in the project document will greatly benefit

the residents of both Chadiza and Chipata Districts.

In line with the Ministry's policy of Decentralisation I wish to request
you to work closely with the District Health Management Teams of the
districts involved. Close co-orperation between the project staff and the
officers in the two districts will enhance the overall benefits of the
residents from the project.

Lastly, kindly accept our sincere thanks and appreciation for initiating
the project in the two districts.

Yours faithfully,

Dr. G. C. Chishimb
PROVINCIAL MEDICAL OFFICER

EASTERN PROVINCE

c.c. The District Director,
CHIPATA

.......... 2.



The District Director,
CHADIZA

c.C.

The Permanent Secretary,

Eastern Province,
P.0. Box 510019,

CHIPATA

C.C.
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Telephone: 51175/51189
fax: 51179
Telegrams:

Telex: 7ZA 40436

In replv please quote

REPUBLIC OF ZAMBIA

MINISTRY OF HEALTH

P.O. BOX 52603
CHADIZA

15TH JANe 1996«

The Director,
ANDRA ZAMBIA CHILD ALIVE PROJECT,
MWAMI HOSPITAL,

P/BAG 5,
CHIPATA.

Dear Sir/Madam,

RE: ACCSPTANCE OF ANDRA ZAMBIA CHILD ALIVE PROJECT BY CHADIZA
DISTRICT HEALTH MANAGEMENT TEAM

The above subject rafersy .

This serves to ifnrm you that Chadiza District Health Management
Team zas whole heartedly accepted the coming of the above under lined
Project to Chadiza Districte The District Health anagement Team is ready
t0 work side by side with ANDRA to improve the HeHlth status of Children
as well as Mothers in the Districte The Distrioct Health Managementi Team
is more than ready %o see to it that the Project is implementd as
gsoon as poasiblas

Yours Faithfully,
fire =X
We Mo SILILO

ACTING DIRECTOR OF HEALTH.
for/DISTRICT DIRECTOR OF HBALTH.

CHADIZA.

cec  The Provincial Medical Officer,

CHIFPATAo

cec The Council Secretaryi
P.0 BOX 510001,
CHADIZA.

cec  The District health management Tean,
_CHADIZA. v

ay



In reply please quote:

Telephone: 22535 ) ) N v e
=t
REPUBLIC OF ZAMBIA

MINISTRY OF HEALTH

CHIPATA DISTRICT HEALTH MANAGEMENT TEAM
P.O. Box 511205

CHIPATA

5th January, 1996.

The Project Director,
ADRA Child Alive,

Mwami Adventist Hospital,
Private Bag 5,

CHIPATA.

Dear Madam,

Re: CHILD ALIVE PROPOSAL

I acknowledge receipt of the above mentioned document. This
office would be most grateful to support the child Survival
Programme. On the ORT Corners, we suggest the establishment

of Family Health Corners because CDD has been intergrated to
Family Health Programme.

Wish you the best in all the activities.

Yours faithfully,

ETRICT DIRECTOR OF HEALTH,
CHIPATA DISTRICT.

BM/gb.
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All correspondence should be addressed to 1 TERY predse quofe:

Provincial Medical Officer
Telephone: 22304/5

Telegraphic Address: PROMEDICO
Fax: 21513

REPUBLIC OF ZAMBIA

MINISTRY OF HEALTH

OFFICE OF THE PROVINCIAL MEDICAL OFFICER
P.O. BOX 510023
CHIPATA
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All correspondence should be addressed to
Provincial Medical Officer

Telephone: 22304/5
Telegraphic Address:
Fax: 21513

PROMEDICO

REPUBLIC OF ZAMBIA

MINISTRY OF HEALTH

In reply please quote:

OFFICE OF THE PROVINCIAL MEDICAL OFFICER

Zambiz
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MWAMI ADVENTIST HOSPITAL

PRIVATE BAG 5, CHIPATA . ZAMBIA. AFRICA
TELEPHONE: (062) 21080 FAX: (062) 21080

March 11, 1996

Dr. Joy Cook

Project Manager .
ADRAZambia Child Alive Project
Private Bag 5

Chipata, Zambia

Dear Dr. Cook:

This is to verify our support of the ADRA\Zambia Child Alive Project which is
based at the Mwami Adventist Hospital. The aims and objectives of the project
are in full harmony with the public health focus and community health outreach
activities of the hospital.

it will be our intention to support and enhance the activities of the project so as to
maximize the impact of the selected interventions in the field. The Mwami
Adventist Hospital enjoys the confidence of the community and it is hoped that
as a result of our association together that the project will be readily accepted in
the Chipata and Chadiza Rural Health Districts where it is working.

Yours truly

Allen Fowler CHE
Administrator




CHIPATA DORCAMO FAMILY PLANNING PROJECT,‘

MWAMI ADVENTIST HOSPITAL,
PRIVATE BAG 5,
CHIPATA

29th December, 1995.

The Director ADRA,
Child Alive Programe,
Private Bag 5,

CHIPATA

Dear Sir/Madam,

Ref: GOOD WORKING RELATIONSHIP

This letter serves to inform you that we are looking forward to work
with you. Chipata Dorcamo Family Planning Project is very willing
to render all the help you will need from time to time.

We wish to inform you that we are looking forward to a warm and smooth
working relationship. We also believe that your Mission is a good

one to render the services to the need people of the Rural Zambia.

May the almighty Good Bless you as you work for his people.

Yours sincerely,

4‘-\‘
i RE;U‘BP?\\‘
S S|
\-/V\ J\ECAL Q{.CP'S
Kamajibindu Eliaby - ﬁh“""““*--__~
PROJECT CO-ORDINATOR § Jan 1995
FAMILY PLANNING PROJECT ?\
t :c,- fDVENTC' HCSET ;
- - rJIpA.. ’ f,J 1vA AL i
\\.M\\ - ;
QEST AVAILABLE COPY
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SAFE DRINKING WATER AND SANITATION

LEARNING OBJECTIVES:

After completion of this topic, the Community Health Worker

should be able to:-

Se

6o
7

9.

10.

Tell different sources of water supply for drinking

Tell how water may be polluted

Tell how drinking water could be made safe from various
BOoUurce s, ‘

Tell how to dispose waste water and

Tell why the rubbish should be disposed safely and
methods of disposal,

Tell the danger of human excreta

Tell proper disposal of human excreta,

Tell the dangers of insects, rodents and stray dogs to
health,

Tell how to control insects, and rodents and stray dogs.
Educate the commgnity about sufe Qrinking water, ;iquid

and solid wastes, home sanitation, kitchen garden, food

sanitation,

SCHEDULE OF TEACHING.

3 days -~ class room

2 .days - practical

P
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SAFE DRINKING WATEZR SUPPLY AND SANITATION

The common sources of drinking water in rural areas ares-

1,

POHds.
Wells,
Rivers - Strecams

Lakes,

The above sources of water can be polluted in the following ways:-ﬁﬁ

1.
=

3e

6.

By people defaecating near or in the source.

By people bathing in the water

By people washing clothes and house hold utensils in or
near the water.

By washing the animale in or near water,.

By bioilding toilets or letting used water very near the
source of drinking water.

By using un-clean containers to draw the water,

The drinking water may also be polluted by storing it in unclean

or uncovered containers. Water polluted by human excreta can couse

several discases such as cholera, typhoid, dysentery ctc.

The best way of making the drinking water safe from a pond, river

and or stream is by boiling it before drinking. People should not use

pond water if other sources are available,




A broperly Protactaqd Spring
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If the source of drinking water supply is from a river, the people should
collcet water from it, before it reaches the villapge and bathe in the
river, only where it leaves the village, and the animals be allowed tfo
drink the water only further down the river (Fig.l6) .

If the the source of drinking water supply is from a spring, it
should be protected by properly (Fig.l10)

(1) Constructing a f?p¢efall the way round it about 20 meters away

from the sprina,;and the gate of the fence should be kegt

S T {
closcd when nothﬁn”ﬁ%éQHMW;,‘ ot

—~

(2) Torming a ditch round the spring fo let the rain;waﬁéi drain
§ - !

)
1

awaye i

1
(3) Constructing a S0cm high cemcntcd stone wall round the spring
i

and by arranging a pipe in the wéll through which water could
{ " . ‘

] - S
be collected. i g

- T

.
If the source is from a well the following precautigons are %o be

i

taken to make it safe., (Figel9) P e

(1) There should not be dny tgilet gr'ruﬁbiéh heag:within 20 metres
of the well,

(2) It should be lincd inside with stones, jointed widh mortar.

(3) It should be surrounded by a stone wall, which is about
EOcms high, ‘

(4) .There should be a plat- form all round it with a ditah for
tﬁe rain water and splaghed water to drain away.

(5) People should use a clean pucket on a pulley for drawing

water.
(6) Pedrle should not let dirt get into the well and should not

wash in the well. Water in an open well could be made safe by
Chlorination with addition of bleaching powders

DISROSAL WASTIE WATER

The used water in the houses can be safely disposed by letting it

in to a soakage pit or into a kitchen garden.

SOLKAGE PIT (Fig,20) This is a pib 2 metres deep and 1.5 metres sqUATO
SOLfAaL FL o

or 1.5 metres . '
M
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ANNEX VIII
LETTERS OF SUPPORT
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Aiametsrs Tha Tawnat 3 portinn is £911.ed vith stones, preferabnly over -

burnt bricks of # size. The middle % rortion is filled with brickes aj

1 . - . . - ’ . ] s
z sizc ~nd the upper nost portion with bricks of ¢+ size. This is

covered by a layer of carth. The opening is protected by a noraned
of 10cms height, to prevent rain water from entering the pit. The

house drain should join the sonkage pit through a pive opening intko

the middle of the pit after passiag through a basket filled with straw,

or leaves, which serves as a filter, After a certain period the

soakape pit will start over flowing. Then the pit has to be euptied

and the bricks washed and dried ond repliced, Soakape pits cannot be

uscd in water logged aress and during roiny seasen, The water in the

nit pradually sceps into ‘the ground and this reduces lhe danger of
polluting; wells and also prevents small surface collections of water

where mosquitoes wmipght breed,

If the household is small, the amount of water is limited and
can be easily disposed 6ff by leading it into a kitchbn rarden,

vhere vepetables and fruits can be vrown, which <dould be used by

“the fumily to improve their nutritiou.’ A

DISPOSAL OF SOLID %/ STE (RUBGISI)

If waste is thrown cverywﬁero‘it'will lcad}to fly breeding,

atbract dogs ond rots, become unsiphty and cause unpleasant smolla,”

lfecnce neople should throw the wastes in places where neither they

] - .
nor children nor animnls nor flies can touch it.’ Refuse should

not be dumped into the drains to avoid ‘blockage of drains and

v

wosquito breeding.

" aag.

861id lhnuschold waste and nnim:ls manure can be disposed
safely by composting: which results in the formation of compost that
could be used as fertilizer., A compost nit can be constructed

in the following way:

(1) The pit should bé{heapjthe house Lut away f{rowm the drinking

) o
-

water sources,

(2) Diy a 1it 4 metres x 3 metres x 1.5 metres or 3 mctres x 2

metres x 1 metre.

(3) The pit should be filled with ldyers of rubbish and animal

manure in the ratio of 3:1 by volume until the whole

.ot 3

content of the nit reaches 30cms albove jround level,

BESTAMAMABLECOPY | élv]
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i
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In reply please quote:

Telephone: 22435

REPUBLIC OF ZAMBIA

MINISTRY OF HEALTH

CHIPATA DISTRICT HEALTH MANAGEMENT TEAM
P.O. Box §11205

CHIPATA

5th January, 1996.

The Project Director,
ADRA Child Alive,

Mwami Adventist Hospital,
Private Bag 5,

CHIPATA.

Dear Madam,

Re: CHILD ALIVE PROPOSAL

I acknowledge receipt of the above mentioned document. This
office would be most grateful to support the child Survival
Programme. On the ORT Corners, we suggest the establishment

of Family Health Corners because CDD has been intergrated to
Family Health Programme.

Wish you the best in all the activities.

Yours faithfully,

STRICT DIRECTOR OF HEALTH,
CHIPATA DISTRICT.

BM/gb.



Telephone: 51175/51189 In reply please quote

Sax: 51179

Telegrums:

Telex: ZA 40436

it

CHIPATA.

MINISTRY OF HEALTH l
P.O. BOX 52603

CHADIZ A

15TH JAN 1996

The Director,
ANDRA ZAMBIA CHILD ALIVE FPROJECT,
MWAMI HOSFPITAL,

P/BAG 5,

Dear Sir/Madam,

RE: ACCEPTANCE OF ANDBA ZAMBIA CHILD ALIVE PROJECT BY CHADIZA
DISTRICT HEALTH MANAGEMENT TEAM

The gbove subject refers,

This serves to ifarm you that Chadiza District Health Management
Team izas whole heartedly accepied the coming of the above under lined
Project to Chadiza Districte The District Health anagement Team is ready
to work side by side with ANDRA to improve the HeRlth status of Children
as well as Mothers in the Districte The District Health Management Team
is more than ready to see to it that the Project is implementd as
goon as possiblas

Yours Faithfully,
e -
We M. SILILO
ACTING DIRECTOR OF HEALTHe

for/DISTRICT DIRECTOR OF HEALTH,
_ CHADIZA,

cec The Provincial Medical Officer,
CHIPATAo

cec  The Council Secretary,
P.0 BOX 510001,
CHADIZA.

cec  The District health management Team, |
CHADIZA, \6( j
[ adpygmduninl. ’V |
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Al correspondence should be addressed to

Provincial Medical Officer
Telephone: 22304/53
Telegraphic Address:
Fax: 21513

PROMEDICO

REPUBLIC OF ZAMBIA

MINISTRY OF HEALTH

« o= - .
L e - b

In reply please quote

/‘“\/‘I

= . T

OFFICE OF THE PROVINCIAL MEDICAL OFFICER

P.O. BOX 510023
CHIPATA

22rd

Tsbrusry,

Jambiz Uhill .livs Froject,
G:0 Trvemi Hospital,
- 3 -~ 14
lx’
Degr Zir:tledzm,
Re: 500 JXNLD FCL TUNLI TC CARRY CUT .. 2:PID [3833IiET OF
P OTAD FUTRITICN BTDUDTLN ITU OTHT FRCICT Laik.

Q "~ - am - 1ol men T, s 7

Since 1991 chsro hes oesn the on roing Liutriltiln Surveillznce
‘\Tx' - 3 I A - m o =

progroone (IN3F) (weight for age indicctor). Thersiore we are
requesting for ruads o &ssess She nutrition situztion in the
sgrea before 1“t;v;u01nﬁ n2. progrimiues.
The objectives ¢f ths =csessment are az follous:-

- To build up enough reliable information on
so thot the manszerznt gt district lzvel
tc %thes protvlenm ¢f undernutrition.

- To fini out au what extend the present cl
gurveillcnce werk a3 been implemsnted at
through ur_*nln« non-professiornals tc be
chillren who are pcorly nouricshed.

-~ To Zini out the rsascns for pocr nutritic
end hat possivle soluticns thare srs.

- To coubine ztat moticm
food procucticn, reinfzll, food storage,
incomes desthe, illnes

- YO as.zeéss

“eseees

nutrition

the magnitude

]

nutrition status
n wlzn solutions

Py

ic tased
mrmunity level
1= to identify

including IIZP.

sh fizures of
Wages ,

prices &nd

of the protiem ani distribution.
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CHIPATA DORCAMO FAMILY PLANNING PROJECT,
MWAMI ADVENTIST HOSPITAL,

PRIVATE BAG 5,

CHIPATA

29th December, 1995,

The Director ADRA,
Child Alive Programe,
Private Bag 5,
CHIPATA

Dear Sir/Madam,

Ref: GOOD WORKING RELATIONSHIP

This letter serves to inform you that we are looking forward to work
with you. Chipata Dorcamo Family Planning Project is very willing
to render all the help you will need from time to time.

We wish to inform you that we are looking forward to a warm and smooth
working relationship. We also believe that your Mission is a good

one to render the services to the need people of the Rural Zambia.

May the almighty Good Bless you as you work for his people.

Yours sincerely,

X REM
@R /—\) MiINISTRY g; EAniBiA
v w =
Kamajibindu Eliaby

PROJECT CO-ORDINATOR § JAN 1995
FAMILY PLANNING PROJECT siwa,

! & 3 (..i‘."p,.‘ TA'v"rHCS.‘:I[,;'L j
T A
— j

27



MWAMI ADVENTIST HIOSPITAL
PRIVATE BAG 5, CHIPATA . ZAMBIA. AFRICA
TELEPHONE: (062) 21080 FAX: (062) 21080

March 11, 1996

Dr. Joy Cook

Project Manager

ADRAWambia Child Alive Project
Private Bag 5

Chipata, Zambia

Dear Dr. Cook:

This is to verify our support of the ADRA\Zambia Child Alive Project which is
based at the Mwami Adventist Hospital. The aims and objectives of the project
are in full harmony with the public health focus and community health outreach
activities of the hospital.

it will be our intention to support and enhance the activities of the project so as to
maximize the impact of the selected interventions in the field. The Mwami
Adventist Hospital enjoys the confidence of the community and it is hoped that
as a result of our association together that the project will be readily accepted in
the Chipata and Chadiza Rural Health Districts where it is working.

Yours truly

Allen Fowler CHE
Administrator




In reply please gquote:
All correspondence should be addressed to n reply ptease g

Provincial Medical Officer IMH/EP/1O1/1/13 ®
Telephone: 22304/3
Telegraphic Address: PROMEDICO
Far: 21513
REPUBLIC OF ZAMBIA °®

MINISTRY OF HEALTH

OFFICE OF THE PROVINCIAL MEDICAL OFFICER
P.O. BOX 510023
CHIPATA

17th January, 1996.

The Project Director,

ADRA-Zambia Child Alive Project, ®
Mwami Adventist Hospital,

Private Bag 5,

CHIPATA

Dear Dr. Joyce Cook,

®
ADRA-ZAMBIA CHILD ALIVE PROJECT FOR CHADIZA AND CHIPATA DISTRICTS
Reference is made to your letter dated 11th January, 1996 through which
you requested me to write you a letter in support of the project
referred to above. o

The objectives of the Project proposed by your organisation are in line

with what the Ministry of Health in the Province and in particular what

Chipata and Chadiza Districts are also trying to address. It is in view

of this that I wish to assure you of our desire to work with you so that

the objectives out-lined by your organisation are achieved. The achievement

of the objectives outlined in the project document will greatly benefit ®
the residents of both Chadiza and Chipata Districts.

In line with the Ministry's policy of Decentralisation I wish to request

you to work closely with the District Health Management Teams of the

districts involved. Close co-orperation between the project staff and the

officers in the two districts will enhance the overall benefits of the P
residents from the project.

Lastly, kindly accept our sincere thanks and appreciation for initiating
the project in the two districts.

Yours faithfully,

®
Dr. G. C. Chishimb
PROVINCIAL MEDICAL OFFICER
EASTERN PROVINCE

®
c.c. The District Director,
CHIPATA

.......... 2.



The District Director,
CHADIZA

c.C.
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Dr. S. Ngoma

Attention:
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ANNEX IX
JOB DESCRIPTIONS

ADRA/Zambia CS XI Detailed Implementation Plan - April 1996



IS
s

b

JOB TITLE: DIRECTOR, CHILD SURVIVAL PROJECT
PRINCIPAL DUTIES AND RESPONSIBILITIES:

1. Staff supervision, including hiring, firing, training, and development
a. Develop job descriptions for all staff
b. Provide orientation and continuing education as necessary
c. Staff evaluations at [east once a year

2. Budget accountability
a. Pay for project expenditures as budgeted
b. Maintain a record of expenditures,
c. Financial statement produced on a monthly basis

3. Administer programs
a. Overall program planning and implementation
b. Program reporting and evaluation

4. Liaison activities
a. Establish and chair Child Survival Advisory Committee
b. Build supportive network with MOH, PVOs, and other pertinent officials

KNOWLEDGE, SKILLS, AND EXPERIENCE REQUIRED:

Graduate degree in health or related fields, business administration or related fields.
experience working in a developing country.

At least three years




JOB DESCRIPTIONS

JOB TITLE: LOGISTICS MANAGER

BRIEF SUMMARY:

The logistics Manager will manage all movements of people and supplies, and make all purchases for the
ADRA Child Survival project.

PRINCIPAL DUTIES AND RESPONSIBILITIES:

Do NN R W

S

Keep all vehicles in good working order.

Handle all purchasing for the ADRA Child Survival Project.

Help all the movement of people.

Make deliveries as required.

Assist in organizing of seminars and conferences.

Keep bicycles in good working order,

Estimate requirements for supplies and equipment in advance and make arrangements for purchases.
Assist in the procurement and distribution of payroll.

Keep ADRA Country Director informed of all accidents and major repairs.

Maintain established department policies, procedures, objectives, quality assurance, and safety at all
times.

. Maintain appropriate records and reports.

Ensure security of all property belonging to ADRA.

. Detect fraud and abuse. then report to ADRA Child Survival Manager.

Perform other duties as directed.

WORKING CONDITIONS:

Field living and driving will be tiring and hot at times.

KNOWLEDGE, SKILLS, EXPERIENCE REQUIRED:

Must have a valid drivers license. Must have a minimum of a Secondary School education and/or prior
management experience.



JOBTITLE: TRAINING COORDINATOR

BRIEF SUMMARY:

Coordinate all training sessions for/by project statf, CHWs, TBAs, MOH personnel.
PRINCIPAL DUTIES AND RESPONSIBILITIES:

1. Technical Support
a. Plan/assist with planning baseline surveys
b. Assist with analysis, interpretation, and reporting of data
¢. Assist project director with project design and writing of the Detailed Implementation Plan

2. Liaison functions
a. Assist Project Director in establishing a support and collaboration network with the MOH,
government agencies and other NGOs working in the project area

b. Monthly meetings with CHWs and Heaith Center staff, at which monthly reports will be
collected, and the data tabulated as part of the HIS

3. Training

a. Schedule, organize training sessions for CHWs and TBAs, and support MOH personnel/project
staff with training

b. Train interviewers to conduct surveys
KNOWLEDGE, SKILLS, EXPERIENCE REQUIRED:

Graduate degree (or candidate, using this position in fulfillment of field practicum/internship requirement) in
Public Health.

One year of international experience minimum.




JOB TITLE: FIELD SUPERVISOR (NUTRITION, CDD, AND EPI COORDINATOR)

BRIEF SUMMARY:

Provide supervision and support for the project’s nutrition, CDD and EPI training and interventions.

PRINCIPAL DUTIES AND RESPONSIBILITIES:

L

2.

To collect, maintain, and use demographic data and assess the health status of the community.
If needed, to facilitate the referral of patients.

To plan, organize, implement, supervise, and evaluate preventive and health promotive programs in the
project area.

To participate in the training and supervision of CHWs and TBAs (as pertaining to their work on CDD,
EPI, and nutritional matters).

To function as an effective and efficient team member of the Child Alive project team.

To maintain high professional competence through participation in seminars, workshops, refresher
courses, clinical meetings, as appropriate.

To collaborate and cooperate in activities with workers engaged in community development,
agricuitural extension officers, teachers, local leaders, and others involved with the project on any level.

To conduct regular visits to villages to ensure the optimal functioning of the rural health team (CHWs
and TBAs).

KNOWLEDGE, SKILLS, AND EXPERIENCE REQUIRED:

Must have completed professional health training (nursing, medical assistant, etc.).

Should have extensive clinical and professional experience, and be familiar with the MOH and district health

officials he/she will work in collaboration with.



JOBTITLE:  FIELD SUPERVISOR (MCH/FP COORDINATOR)

BRIEF SUMMARY:

Supervision of and support for the trained Traditional Birth Attendants (TBAs) and Community Based
Distributors (CBDs) in the project area.

PRINCIPAL DUTIES AND RESPONSIBILITIES:

1. To collect, maintain, and use demographic data and assess the health status of mothers and children
community.

2. If needed, to facilitate the referral of patients.

3. To plan, organize, implement, supervise, and evaluate preventive and health promotive programs in the
project area.

4. To participate in the recruitment, training, and supervision of TBAs and CHWs (as pertaining to their
work on MCH/FP matters).

5. Meeting with and training church leaders, CBDs, community and religious leaders on Family Planning.
6. To function as an effective and efficient team member of the Child Alive project team.

7. To maintain high professional competence through participation in seminars, workshops, refresher
courses, clinical meetings, as appropriate.

8. To collaborate and cooperate in activities with other agencies/projects involved in Family planning,
especially the CBDs of the ADRA/Mwami Family Health Services project.

9. To conduct regular visits to villages to ensure the optimal functioning of the rural health team (CHWs
and TBAs).

10. To prepare the MCH component of monthly, quarterly, and annual reports.
KNOWLEDGE, SKILLS, AND EXPERIENCE REQUIRED:
Must have compieted professional health training (nursing, medical assistant, etc.).

Should have clinical and professional experience in the area of maternal and/or child health, and be familiar
with the MOH and district health officials he/she will work in collaboration with.

KNOWLEDGE, SKILLS, AND EXPERIENCE REQUIRED:

Must be a registered nurse with maternal/child health experience
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JOB TITLE: DRIVER

BRIEF SUMMARY:

Drive and care for ADRA vehicles and passengers
PRINCIPAL DUTIES AND RESPONSIBILITIES:

Obtain specific authorization from Manager for each trip.
Insure that vehicle log and other required forms are completed for each trip.
Value, and drive in such a way as to maintain comfort and well-being.
Drive in a manner and at a speed that is reasonable and prudent under existing conditions.
Before moving vehicle, check all fluid levels, tires and safety equipment for condition. Make necessary
conditions before driving,
Be attentive to any mechanical irregularities and stop vehicle if any threat to vehicle and/or occupants.
Report mechanical difficulties to Mechanic. Do not drive if vehicle is unsafe, unlicensed or insured.
7. In case of accident, do not admit any fault. Refer the matter to the ADRA country and complete the
Motor Vehicle Accident Report Form.
8. Report any vehicle damages immediately to ADRA Country Director.
9. Transport only ADRA employees and property of ADRA unless specific permission is granted by
the ADRA Country Director.
10. Help load and unioad supplies and equipment from vehicle.
11. Keep vehicle clean whenever the vehicle is no in use.
12. Maintain established department policies, procedures, objectives, quality assurance, and safety
at all times.
13. Perform other duties as requested.

w BN -
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WORKING CONDITIONS:
Generally good working environment
KNOWLEDGE, SKILLS, EXPERIENCE REQUIRED:

Posses a valid drivers license. familiar with automotive mechanics, General attitude of carefulness, safety,
helpfulness, and honesty at all times. Must have previous experience and a good driving record.



JOB TITLE: FIELD SUPERVISOR (HIV/AIDS COORDINATOR) (Part-time position)
BRIEF SUMMARY:

Provide supervision and support for the project’s HIV/AIDS-related training and interventions.
PRINCIPAL DUTIES AND RESPONSIBILITIES:

1. To collect, maintain, and use demographic data and assess the rates of HIV/AIDS in the project area,
and acquire a good grasp of the HIV/AIDS-related knowledge, attitudes and practices in the same area.

2. To plan, organize, implement, supervise, and evaluate preventive and health promotive HIV/AIDS
programs in the project area.

3. To participate in the training and supervision of CHWs and TBAs (as pertaining to their work on
HIV/AIDS and STDs).

4. To function as an effective and efficient team member of the Child Alive project team.

5. To maintain high professional competence through participation in seminars, workshops, refresher
courses, clinical meetings, as appropriate.

6. To collaborate and cooperate in activities with workers engaged in community development,
agricultural extension officers, teachers, local leaders, and others involved with the project on any level.

KNOWLEDGE, SKILLS, AND EXPERIENCE REQUIRED:
Must have completed professional health training (nursing, medical assistant, etc.).

Should have extensive clinical and professional experience, preferably in the area of HIV/AIDS/STDs, and
be familiar with the MOH and district health officials he/she will work in partnership with.
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Certificate in the Control of STDs
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Lusaka University Teaching Hospital
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Medical Assistant Certificate
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Chainamo School of Sciences, Lusaka, Zambia

Medical Assistant Certificate
Malamulo Adventist Hospital Medical Assistant Training School

Enrolled Nurse Certificate
Mwami Adventist Hospital School of Nursing

Clinical Officer/TB/Leprosy Control Officer
Mwami Adventist Hospital

Medical Assistant/TB/Leprosy Control Officer
Fiwila Mission, Zambia

Medical Assistant
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AIDS s an incurable disease. It is caused by
a virus which can be passed on by sexual
intercourse, by infected blood, and by
infected mothers to their unborn children.

People who are sure that both they and their
partner are uninfected and have no other sex
partners are not at risk from AIDS. People
who know or suspect that this might not be
the case should practise safer sex. This
means either sex without intercourse
(penetration), or intercourse only when
protected by a condom.

Any injection with an unsterilized needle or
syringe 1s dangerous.

Women infected with HIV should tl
carefully about having a baby - and :
advice. There is a one-in-three chan

their babies will also be born infecte
with HIV.

All parents should tell their children
is spread.




ijection with an unsterilized needle or syringe is dangerous.

1eedle or syringe can pick up small amounts of blood from the
1 being injected. If that person’s blood contains HIV, and if the
needle or syringe is used for injgcting another person without
sterilized first, then HIV can be injected.

ose who inject themselves with drugs are therefore particularly at
om AIDS. So are people who have sex with those who inject drugs.

‘njecting is in itself dangerous. But because of the additional risk of
10se who do inject drugs should never use another person’s needle
nge or allow their own needle or syringe to be used by anyone else.

tional child immunization programmes use needles which are
.ed between each use and are therefore safe. All infants should be
for a full course of immunizations in the first year of life.

1er injections are often unnecessary, as many useful medicines can
2n by mouth. Where injections are necessary, they should be given
y atrained person using a sterilized needle and syringe.

~piercing, dental treatment, tattooing, facial marking and
acture are not safe if the equipment used is not sterilized. It is also
e to be shaved by a barber using an unsterilized razor.

n infected with HIV should think carefully about having a
and seek advice. There is a one-in-three chance that their
will also be born infected with HIV,

men with HIV infection have about a 30% chance of giving birth to a
‘ho will also be infected with HIV. Most babies infected with the
ill die before they are three years old.

ome countries, HIV tests are available to couples who are

ned that one or both of them might be infected. The results can
em decide whether to have children. Even if only the man is

d, the woman may become infected through sexual intercourse
ftempting to conceive, thereby putting herself and her baby at risk.

&S

All parents should tell their children how HIV is spread.

Apart from protecting yourself and your partner, you can also help to
protect your children against HIV by making sure they know the facts
about how to avoid getting and spreading the infection.

© Children also need to know the facts about how HIV does not spread.
They need to be reassured that they run no risk of getting the virus from
ordinary social contact with HIV-infected children or adults. Children

should be encouraged to be sympathetic towards people who are
infected with HIV.

O Everyone can help in the worldwide effort to stop HIV from spreading
to the new generation.
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)S is an incurable disease. It is caused by a virus which can be
ssed on by sexual intercourse, by infected blood, and by
acted mothers to their unborn children.

AIDS is caused by a virus known as the human immunodeficiency
1s (HIV). HIV damages the body’s defence system. People who have
)S die because their body can no longer fight off other serious

28ses.

People infected with HIV usually go for many years without any signs
lisease. They may look and feel perfectly normal and healthy for all of
t time. But anybody infected with HIV can infect others.

AIDS is the late stage of HIV infection. It takes an average of 7 to 10
rs to develop - from the time when a person is first infected with HIV.
)S is not curable, although some medicines have been developed to
'p people with AIDS healthier for longer.

Anyone who suspects that he or she may be infected with HIV should
tact a health worker or an AIDS testing centre. It is vital for those who
e the virus to learn how to avoid passing it to others, and to receive
ice about how to take care of their own health.

/ can only be passed from one person to another in a limited number
vays:

by sexual intercourse, during which the semen or vaginal fluid of an
scted person passes into the body of another person. HIV can be

sed in this way from man to man, man to woman, and woman to man.
yrldwide, nine out of ten infections in adults have been passed on
ough sexual intercourse

by the use of unsterilized needles or syringes for injecting drugs
by blood transfusions, if the blood used has not been tested for HIV

by an infected woman to her unborn child.

'''' PERC L

are a common cause of death in babies, not breastfeeding is a much
greater risk. Without safe water, sterile bottles and teats, and enough
milk- powder, bottle-fed babies are much more likely to become ill and
malnourished, and to die, than babies who are breastfed. In such
conditions, it is safer for the child to be breastfed even if the mother is
infected with HIV.

O Ttis not possible to get HIV from being near to or touching those who
are infected with the virus. Hugging, shaking hands, coughing and
sneezing will not spread the disease. HIV cannot be transmitted by toilet
seats, telephones, plates, glasses, spoons, towels, bed linen, swimming
pools, or public baths.

O A person infected with HIV is not a public health danger.
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People who are sure that both they and their partner are
uninfected and have no other sex partners are not at risk from
AIDS. People who know or suspect that this might not be the case
should practise safer sex. This means either sex without
intercourse (penetration), or intercourse only when protected by
a condom.

O Mutual fidelity between two uninfected partners protects both people
from HIV.

O The more sex partners you have, the greater the risk that one of them
will be infected and can infect you. The more partners your partner has,
the greater the risk that he or she will be infected and can infect you.

O People who have genital sores, ulcers, or inflammation, or a discharge
from the vagina or penis, are at greater risk of becoming infected with
HIV and of passing it to others. Prompt treatment for all genital infections
is therefore very important.

O Unless you and your partner have sex only with each other, and are
sure you are both uninfected, you should reduce your risk of HIV by
practising safer sex. Safer sex means kissing, caressing and otherkinds
of non-penetrative sex (where the penis does not enter the mouth, vagina
or anus), or using a condom (a sheath or rubber) every time you have
intercourse.

O Even if a condom is used, anal intercourse (in which the penis enters
the rectum or back passage) is much more risky than vaginal or oral
penetration.

O The only way to avoid any such risk is to abstain from sex.
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Fmmunization protects ngainst several dangerous discases. A child
who is not immunized is more likely to become undernourished, to
become disabled, and to die.

O Immunization protects children against some of the most dangerous
diseases of childhood. A child is immunized by vaccines which are
injected or given by mouth. The vaccines work by building up the child's
defences. If the disease strikes before a child is immunized,
immunization is (oo late.

O A child who is notimmunized is very likely to get measles and
whooping cough. These diseases can kill. But even children who survive
these diseases are weakened by them. They may not grow well. And
they may die later from malnutrition or other illnesses.

O Measles is also an important cause of malnutrition, poor mental
growth, and blindness.

O An unimmunized child will almost certainly be infected with the polio
virus. And for every 200 children who are infected, one will be crippled
for life.

O Telanus gernns grow in dirfty cuts and kill most of the people who
become infected - if they are not immunized.

O Breastfeeding is a kind of natural immunization against several
diseases. Some of the mother’s resistance to disease is passed to the child
in her breastmilk, and especially in the thick yellow milk (called
colostrum) which is produced during the first few days after the birth.

Inmunization is urgent. Al inmiunizations should be completed i
the first year of (he child's life.

O ltis vital to immunize children early in life. Half of all deaths from
whooping cough, one third of all cases of polio, and a quarter of all deatl
from measles, occur before the age of one year.

O ltis vital for infants to complete the full course of immunizations,
otherwise the vaccines may not work. Some vaccines need to be given
only once. Others have to be given three times, with a gap of at least fou
weeks between each dose.

O The important thing for parents to know is that a child should be tak
for immunization five times in the first year of the child's life:

O at birth, or as soon as possible afterwards, babies should be
immunized against tuberculosis

O in countries where polio is still a problem, newhorn babies can also |
given a dose of polio vaccine. This is in addition to the three doses giver
at the ages of 6, 10 and 14 weeks

O atthe age of 6 weeks, parents should bring their babies for a first
immunization against diphtheria, whooping cough, and tetanus. These
three vaccines are given together in a single injection called DPT. The
first of three doses of polio vaccine should also be given at this time

QO atthe ages of 10 and 14 weeks, parehts should retum for their infant
to complete the full course of DPT and polio vaccines

O as soon as possible after the age of nine months, parents should brin
their babies for immunization against measles.

O Measles is one of the most dangerous of all childhood diseases. For
the first few months of life, the child has some natural protection agains!
measles. This natural protection is inherited from the child's mother. It
may prevent measles vaccination from doing its job. But after about nine
months, natural protection comes to an end. The child is now at risk fro1
measles and can and should be immunized. So it is vital to take a child fc
measles vaccination as soon as possible after the age of nine months.

O If for any reason a child has not been fully immunized in the first yea
of life, it is vital to have the child immunized as soon as possible.



dangerous diseases. A child who is not 44 should be fully immunized against
immunized is more likely to become tetanus.
undernourished, to become disabled, and

to die.

1 Immunization protects against several ' Every woman between the ages of 15 and

Immunization is urgent. All immunizations
should be completed in the first year of the

child’s life.

3 It is safe to immunize a sick child. )

\
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Breastmilk alone is the best possible food
and drink for a baby. No other food or
drink is needed for about the first six months

of life.

Babies should start to breastfeed as soon as
possible after birth. Virtually every mother
can breastfeed her baby.

Breastfeeding causes more milk to be
produced. A baby needs to suck frequently
at the breast so that enough breastmilk is
produced to meet the baby’s needs.

Breastfeeding helps to protect babies and
young children against dangerous diseases.
Bottle-feeding can lead to serious illness
and death.

Avariety of additional foods is necessary
when a child is about six months old, but
breastfeeding should continue well into the
second year of a child’s life and for longer if
possible.

Bregstfeeding gives a mother 98% protection
against pregnancy for six months after giving
birth - if her baby breastfeeds frequently, day
and night, ifthe baby is not regularly given
other food and drink, and ifthe mother’s
periods have not returned.



I >>>>>> —_%/ Inﬁmmization schedﬁié for infani:s—é‘ Y

AGE DISEASE TO BE IMMUNIZED AGAINST
Birth . Tuberculosis (and polio in some countries)

6 weeks rDiphtheria, whooping cough, tetanus, polio

10weeks | Diphtheria, whooping cough, tetanus, polio
14 weeks | Diphtheria, whooping cough, tetanus, polio

9months | Measles (12-15 months in industrialized countries
and polio in some countries)

*National immunization schedules may differ stightly from country to country,
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O One of the main reasons why parents do not bring their children for
immunization is that the child has a fever, a cough, a cold, diarrhoea, or
some other mild iliness on the day the child is to be immunized. Evenif
the child with a case of mild illness or malnutrition is brought for
immunization, health workers may advise against giving the injections.
‘This is wrong advice. It is now known that it is safe (o immunize a child
who is sulfering from a minor illness or malnutrition.

QO Afteran injection the child may cry, develop a fever, a rash, or a small
sore. As with any illness, a child should be given plenty of food and
liquids. Breastfeeding is especially helpful. If the problem seems serious
or lasts more than three days, the child should be taken to a health centre,

4
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O In many parts of the world, mothers give birth in unhygienic
conditions. This puts both mother and child at risk from tetanus, a major
killer of the newbormn. If the mother is not immunized against telanus,
then one baby in every 100 will die from the disease.

D Tetanus genns grow in dirty cuts. This can happen, for example, if an
unclean koife is used to cut the umbilical cord or ilanything unclean is
puton the stump of the cord. (Anything used to cut the cord should first
be cleancd and then boiled or heated in a flame and allowed to coal))

-

If the tetanus germs enter the mother's body, and if she is not immuni:
against tetanus, then her life will also be at risk.

O All women of child-bearing age should be immunized againsttelan
All women who become pregnant should check to make sure they ha
been immunized against tetanus. In this way. both mothers and their
new-born babies will be protected.

O Ifawomanis not already immunized, a first dose of telanus vaccine
should be given as soon as she becomes pregnant. The second dose ¢
be given four weeks after the first. This second dose should be given
before the last (wo weeks of the pregnancy.

A third dose should be given 6 to 12 months after the second dose, or
during the next pregnancy.

These three tetanus vaccinations protect the mother, and her newbon
baby, for five years. All infants should be immunized against tetanus
during the first year of life.

O Ifagirl or awoman has been vaccinated five limes against letanus.
then she is protected against the disease throughout her years of
child-bearing. Any children she may then have will also be protected
the first few weeks of life.




: ( O Mothers employed outside the home need adequglte maternity lea.ve,
breastfeeding breaks during the working day, and créches where their
babies can be looked after at the workplace. So emp]oygers and trade
unions also have a part to play in supporting breastfeeding.

O Husbands, famﬁies. and communities can help to protect the health of
both mothers and babies by making sure that the mother has enough
food and by helping with her many tiring tasks.

O Breastfeeding can be an opportunity for a mother to take a few minutes
of much-needed rest. Husbands or other family members can help by
encouraging the mother to lie down, in peace and quiet, while she
breastfeeds her baby.
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Breastfeeding causes more milk to be produced. A ba_by fleeds to
suck frequently at the breast so that enough breastmilk is
produced to meet the baby's needs.

O From birth, the baby should breastfeed whenever he or she wantsto-
often indicated by crying. Frequent sucking at the breast is necessary to
stimulate the production of more breastmilk.

O TFrequent sucking helps to stop the breasts from becoming swollen
and painful.

O 'Topping up’ breastmilk feeds with mitk-powder solutions, infant '
forinulas, cow’s milk, water, or other drinks, reduces the 21_1110th of milk
the baby takes from the breast. This leads to !_ess breastmilk being
produced. The use of a boltle to give other drinks can cause the baby to
stop breastfeeding completely. It can also confuse the bab)'/ because the
sucking action of bottle feeding is very different from sucking at the
breast. Babies who are confused belween sucking at Lh_e breast and
sucking at the bottle may drink less breastmilk. This will cause less

breastmilk to be produced.
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Breastfeeding helps to protect babies and young children against
dangerous diseases. Bottle-feeding can lead to serious illness and

death.

O Breastmilk is the baby's first ‘immunization’. It helps to protect the
haby against diarrhoea, coughs and colds, and oll_\er common illnesses.
The protection is greatest when breastmilk alone is given to the baby for [
about the first six months. :

O Cows milk, infant formulas, milk-powder solutions, maize gruel and
other infant foods do not give babies any special protection against
diarrhoea, coughs and colds, and other diseases.

O Bottle-feeding can cause illnesses such as diarrhoea unless the water
is boiled and the bottle and teats are sterilized in boiling water before
each feed. The more often a child is ill, the more likely it is that he or she
will become malnourished. That is why, in a community without clean
drinking water, a bottle-fed baby is many times more likely to die of
diarrhoea than a baby fed exclusively on breastmilk for about the first st
months.

O Mothers should be helped to breastfeed their babies. If for any reaso
a mother does not breastfeed, then she should be helped in other ways
give her baby good nutrition and protection against disease.

O The best food for a baby who, for whatever reason, cannot be
breastfed, is milk squeezed from the mother’s breast. It should be given
in a cup that has been very well cleaned. Cups are safer than bottles and
teats because they are easier to keep clean.

O The best food for any baby whose own mother’s milk is not available
is the breastmilk of another mother.

O If non-human milk has to be used, it should be given from a clean cuj
rather than a bottle. Milk-powder solutions should be prepared using
water that has been boiled and then cooled.

O Cow's milk, infant formula, or milk-powder solutions can cause poor
growth if too much water is added in order to make them go further.

O Cow’s milk and milk-powder solutions go bad if left to stand at room
temperature for a few hours. Breastmilk can be stored for at least eight
hours at room temperature without going bad.

O Inlow-income communities, the cost of cow's milk or powdered milk
plus bottles, teats, and the fuel for boiling water, can be as much as 25-5¢
of a family’s income,

D

A variety of additional foods is necessary when a child is about si
months old, but breastfeeding should continue well into the secon
year of a child's life and for longer if possible.

O Although children need additional foods after about the first six mont
of life, breastmilk is still an important source of energy and protein, and
other nutrients such as vitamin A, and helps to protect against disease
during the child's second year of life.



Breastmilk alone is the best possible food and drink for a baby. No
other food or drink is needed for about the first six months of life.

O From the moment of birth up to the age of about six months,
breastmilk is all the food and drink a baby needs. It is the best food a child
will ever have. All substitutes, including cow's milk, infant formuta, milk-
powder solutions, and cereal gruels, are inferior.

O Evenin hot, dry climates, breastmilk contains sufficient water for a
young baby's needs. Additional water or sugary drinks are not needed to
quench the baby's thirst. They can also be harmful. If the baby is also
given water, or drinks made with water, then the risk of gelling diarrhoea
v and other illnesses increases.

O Other foods and drinks are necessary when a baby reaches the age of
aboult six months. If monthly weighing shows that a child under six
months of age is not growing well, then the child may need more frequent
Lreastfeeding. Il the child is already being breastfed frequently, then lack
ol weight gain shows either that the child has an illness or that other
foods, in addition to breastmilk, are now necessary.

O Until the age of nine or ten months, the baby should be breastfed
before other foods are given. Breastfeeding should continue well into the
second year of life - and for longer if possible.
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Babies should start to breastfeed as soon as possible after birth.
Virtually every mother can breastfeed her baby.,

O Mothers and newbomn babies should not be in different rooms. The
baby should be allowed to suck at the breast as often as he or she wants.

O If a mother gives birth in a maternity unit, then she has aright to
expect that her newborn baby will be kept near her in the same room,

24 hours a day, and that no other food or drink will he given to her bab
excepl breastinilk.
O Starting to breastfeed immediately after birth stimulates the

production of breastmilk. Breastfeeding should begin not later than o
hour after the delivery of the baby.

O The thick yellowish milk (called colostrum) that the mother produ
in the first few days after birth is good for babies. It is nutritious and he
to protect them against common infections. The baby does not need a
other food or drink while waiting for the mother's milk to ‘come in’. In
some countries, mothers are acdvised not to feed this colostrum to thei
babies. This advice is wrong.

O Many mothers need help when they begin (o breasteed, especiall
the baby is their first. An experienced and sympathetic adviser, such z
woman who has successfully breasted, can help a mother avoid or so
many common problems.

O The position of the baby on the breast is very important. A bad suc
position is the cause of problems such as:

O sore or cracked nipples

2 nol enough milk

O refusal to feed.

O Signs that the baby is in a good position for breastfeeding are:
9 the baby’s whole body is turned towards the mother

9 the baby takes long, deep sucks

O the baby is relaxed and happy

> the mother does not feel nipple pain.
O Almost all mothers can produce enough milk if:
O the baby takes the breast into his or her mouth in a good position

O the baby sucks as often, and for as long, as he or she wants, includ
during the night.

O Crying is not a sign that a baby needs artificial feeds. It nommally
means that the baby needs to be held and cuddled more. Some babie
need to suck the breast simply for comfort. If the baby is hungry, mor
sucking will produce more breastmilk.

O Mothers who are not confident that they have enough breastmilk -
give their babies other food or diink in the first few months of life. B
means that the baby sucks at the breast less often. So less breastmilk
produced. To stop this happening, mothers need to be reassured thal
they can feed their young babies properly with breastmilk alone. They
need the encouragement and practical support of their families, the cl
father, neighbours, friends, health workers and women's organizatior
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Children from birth to the age of three years
should be weighed every month. If there is
no weight gain for two months, something
is wrong.

Breastmilk alone is the best possible food for
about the first six months of a child's life.

By the age of about six months, the child
needs other foods in addition to breastmilk.

A child under three years of age needs food
five or six imes a day.

A child under three years of age needs a small
amount of extra fat or oil added to the family’s
ordinary food.

breastmilk, green leafy vegetables, and

6 All children need foods rich in vitamin A~
orange-coloured fruits and vegetables.

After an illness, a child needs one extra meal
every day for at least a week.



O A mother can continue to breastfeed her child for as long as she
wishes, but it is best for her own and her children’s health if she avoids
becoming pregnant again until her youngest child has reached the ageof .
two years. Most methods of avoiding pregnancy - including condoms,
[UDs, and voluntary sterilization - do not affect breastfeeding. ‘Minipills’
and injectable coptraceplives also have no effect on breastmilk providing
that they contain no oestrogen. But conventional contraceptive pills can
reduce the amount of breastmilk.

i
| !
O Babies get ill frequently as they learn to cra_wl, walk, and play. A child |

who is ill needs breastmilk. It provides a nutritious, easily digestible food
when the child loses appetite for other foods.

O Between the ages of one and two, a baby benefits from breastmilk as
well as needing family foods. Breastfeeding is good for the child as part

of a meal, or between meals, or whenever the child feels hungry. But at
this time, alt children need other foods. In the second year of life,
breastieeding should be an addition fo, nota substitute for, normal meals. -

O Breastfeeding also comforts a child when he or she is frightened, hurt,
angry, or tearful.

6

Breastfeeding gives a mother 98% protection against pregnancy

for six months after giving birth- if her baby breastfeeds l
frequently, day and night, if the baby is not regularly given other
food and drink, and if the mother's periods have not returned. |

O 1t is now known that the sucking of the baby on the mother’s breast
causes a delay in the return of the mother's fertility. For some women,
breastfeeding delays the return of menstrual periods for up to 12 months-
or even longer. For other mothers, menstrual periods return only three
or four months after giving birth.

O How often the baby sucks at the mother’s breast is the most important
fact in deciding how long it will be before the mother's periodsretwn.

If a baby sucks very frequently at the breast (whenever the baby wants {o,
including at night) then the return of the mother’s periods will be delayed
for much longer. But if breastfeeding is restricted toa regular roufing,
then the mother’s periods will retumn much more quickly. Or if a mother
gives other food or drink to a baby who is less than six months old, then
the baby may suck less often at (he breast and the mother’s periods are
likely to return much sooner.

O The return of menstrual periods lets the mother lcnow that she can
become pregnant again.

O ltis possible far a mother to become pregnant again before her
monthly period returns. This becomes more likely when six months have |
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passed since the birth of the baby. A woman who wants to be protected
against another pregnancy should choose another method of family
planning if any of the following apply:

O herbaby hasreached the age of six months
o her monthly periods have returned

O thebaby iséstarﬁng to take other food and drink in addition to
breastmilk.

O Whetherornota mother intends to breastfeed a newborn child,

parents should be provided with advice on family planning at the
maternity unit or hospital where their child has been born. If the childis
born at home, trained birth attendants can also give advice on family
planning.
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O Ifthe child is already being breastfec frequently, then failure to gain
weight shows that other foods in addition to breastmilk are now
necessary.

O For an infant who continues to grow well, additional food may not be

necessary untitseven or even eight months, After that, all children need
other foods in addition to breastmilk.

O The baby should be breastfed pefore being given other foods so that
the mother will have more breastmilk for a longer period.

O Boiled, peeled and mashed vegetables should be added to a young
child's gruel or other weaning food at least once each day.

O The greater the variely of foods the child eats, the better,

4

A child under three years of age needs food five or six times a day.

O Achild's stomach is smaller than an adult’s, so a child cannot eat as
much as an adult at one meal. But its energy needs, for its size, are

greater. So the problem is how to get enough ‘energy food’ into the child.
The answer is:

O feed the child frequently - five or six times a day

© enrich the child’s gruel or porridge with mashed vegetables and a little
oil or fat.

O Achild’s food should not be left standing for hours. Germs can grow
in it which may make the child ill. As it is usually not possible to cook
fresh food for a child five or six times a day, dried foods or snacks should
be given in between meals- fruits, bread, patties, biscuits, nuts, coconut,
bananas or whatever clean food is easily available. Breastinilk is also an
ideal ‘snack’ and is always clean and free from germs.

D

A child under three years of age needs a small amount of extra fat
or oil added to the family's ordinary food.

O The family's normal food needs to be enriched to meet the special
energy needs of the child. This means adding mashed vegetables and
small amounts of fats or ojls - butter, ghee, vegetable oil, soya oil, coconut
oil. cormn oil, groundnut oil, or crushed nuts,

O Breastmilk also enriches a child's diet, and breastfeeding should
continue, if possible, until well into the second year of a child's life.

6

All children need foods rich in vitamin A - breastmitk, green leaf
vegetables, and orange-coloured fruits and vegetables.

i i have

O Over 200,000 children go blind each year because they do not
enough vitamin A in their bodies. Vitamin A may also protect children
against other illnesses such as diarrhoea. It should therefore be a part «
every child’s daily diet.
QO Vitamin A comes from breastmilk, dark green leafy vegetables, and
from orange or yellow fruits and vegetables such as carrots, papayas, a
mangoes.

i i itami i lost from t
O Ifachild has had diarrhoea or measles, vitamin A will be
child’s body. It can be replaced by breastfeeding more often, and by
feeding the child more fruit and vegetables.

7

After an illness, a child needs one extra meal every day for at le
a week.

ne of the most important skills of a parent is'the skil.l of stopping
gnfgses from holding back a child's growth. In times ofx.llness, and
especially if the illness is diarrhoea or measles, the appetite falls and le
of the food that is eaten is absorbed into the body. If this happens seve)
times a year, the child’s growth will be held back.

O Soitis essential to encourage a child who i; i_ll to eat and drink. Thi:
be difficult if the child does not want to eat, so it is important to kqep
offering food the child likes, usually soft, sweet (oods, alittle at atime a
as often as possible. Breastfeeding is especially important.

i i i that the ch
O When the illness is over, extra meals shpuld b'e given so
catches up on the growth lost. A good rule is to give a child an extra m
every day for at least a week after the illness is over. The child is not fu
recovered from an illness until he or she is at least the same weight as
when the illness began.

O Ifillness and poor appetite persist for more than a few days, the chi
should be taken to a health worker.

O ltis also important to protect a child’s growth by preventing illness:

O give a child breastimilk alone for about the first six months of life.
Then introduce other foods, and continne to breastfeed

O make sure your child is fully immunized before the age of one year

O always use latrines and keep hands, food, and kitchens clean.
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Children from birth to the age of three years should be weighed
every month. If there is no weight gain for two months, something
is wrong.

O Regular monthly weight gain is the most important sign of a child's
overall health and development. It is the child's own weight gain which is
important, not how the child compares in weight to other children.

O ltis therefore important to weigh young children every month. If a
child does not gain weight over a lwo-month period, then parents and
health workers should act. The child is being held back either by illness,
or poor food, or lack of attention. The following paragraphs cover the
most likely causes of poor growth, and the most important actions
parents can take to keep a child growing well.

O Breastfeeding helps protect a baby from common illnesses and ensure
its growth for the first few months of life. A full course of immunizations in
the first year of life is also essential - it protects against diseases which
cause undernutrition.

O When additional foods are given, the risk of infection increases. From
now on, it is specially important to check that the child is putting on
weight regularly from one month to the next. If a child under the age of
three is not gaining weight, and if the child has good food, these are the
10 most important questions to ask:

O s the child eating frequently enough? (a child should eat five or six
times a day)

2 do the child’s meals have too liltle energy in them? (small amounts of
oif or fats should be added)

2 s the child frequently ill? (needs medical attention)

'3 has the child been refusing to eat when ill? (needs tempting to eat
whenill and extra meals to catch up aflterwards)

O isthe child getting enough vitamin A? (needs dark green vegetables
every day)

O jisthe child being bottle-fed? (bottle and water may not be clean,
sugary drinks may be being used instead of milk)

O are food and water being kept clean? (if not, child will often be ill)

O are faeces being put into a latrine or buried? (if not, child will often
be ill)

O does the child have worms? (needs deworming medicine from heab
centre)

O isthe child alone too much? (needs more stimulation and attention)

Recording the child's weight with a dot on the child's ‘growth chart’ anc
joining up the dots after each monthly weighing gives a line which
enables a mother to see her child’s growth. An upward line means the
child is doing well. A flat line is a cause for concern. A downward line is
sure sign that all is not well with the child. A child who is given only
breastmilk will almost always grow well in the first few months of life.
Seeing this good progress on a growth chart helps give the mother
confidence.

2

Breastmilk alone is the best possible food for about the first six
months of & child's life.

O From the moment of birth up to the age of about six months,
breastmilk is all the food and drink a baby needs to grow well. In these
early months, when a baby is most at risk, breastmilk helps to protect
against diarrhoea and other common infections.

O Breaslmilk is the best food a child will ever have. If possible,
breastfeeding should continue well into the second year of life and for
longer if possible.

3

By the age of about six months, the child needs other foods in
addition to breastmilk.
O At the age of aboul six months, most infants need other foods in

addition to breastmilk. Before the age of six months, an infant who is n
gaining enough weight may need more‘frequent breastfeeding.




Diarrhoca can kill children by draining too much liquid from the
body. So it is essential to give a child with diarrhoea plenty of
liquids to drink.

O Diarrhoeais dangerous. Roughly one in every two hundred children
who get diarrhoea will die from it

O Most often, diarrhoea kills by dehydration. This means that too much
liquid has been drained out of the child's body. So as soon as diarrhoea
starts, it is essential to give the child extra drinks to replace the liquid
being lost.

O Suitable drinks to prevent a child from losing too much liquid during
diarrhoea are;

2 breastmilk

2 gruels (mixtures of cooked cereals and water)
D osoups

O rice waler

O Aresh fruit juices

D weak teas

O green coconut water

O water from the cleanest passible source (if possible, brought to the bo|
and then cooled) !

9 aral rehvdration salts solution.

O Inalmost all countries, special drinks for children with diarrhoeaare |
available in pharmacies, shops, or health centres. Usually, these come in
the forn of packets of oral rehydration salts (ORS) to be mixed with the
recommended amount of clean water (see box). Although ORS1s i
especially made for the reatment of dehydration, it can also be used to !
prevent dehydration. I

]

Do not add ORS to liquids such as mitk, soup, fruit juice or soft drinks.

O IfORSis not available, dehydration can be treated by giving the child
drink made from four level teaspoons of sugar and half a level teaspoon
salt dissolved in one litre of clean water.

This is less salt and less sugar than recommended in the first edition
of Facts for Life. In practice, too much salt and sugar have sometimes
been used because spoon sizes differ and because parents
sometimes add more salt and sugar in the belief that this will make
the treatment more elfective, But too much sugar can make the
diarrhoea worse and too much salt can be harmful to the child.
Therefore a more dilute formula is now recommended. If the
mixture is made alittle too dilute, no harm can be done, and there is
very little loss of effectiveness.

O To replace the liquid being lost from the child's body, one of these
drinks should be given to the child every time a watery stool is passed:

O between a quarter and a half of a large cup for a child under the age
of two

O between a half and a whole large cup for older children.

O "The drink should be given directly from a cup or by a teaspoon - not
from a feeding bottle . If the child vomits, wait for 10 minutes and then
begin again, giving the drink to the child slowly, small sips at a ime.

O Extraliquids should be given until the diarrhoea has stopped. This
usually take between three and five days.

ORS - a special drink

A special drink for diarrhoea can be made by using a packet of oral
rehydration salts (ORS). This drink is used by doctors and health
workers to treat dehydrated children. But it can also be used in the
home to prevent dehydration.

9 Dissolve the contents of the packet in the amount of water
indicated on the packel. If you use too little water, the drink could
make the diarrhoea worse. If you use too much water, the drink will
be less effective.

O Stir well, and give to the child to drink in a cup or feed with a spoon




much liquid from the body. So it is essential
to give a child with diarrhoea plenty of liquids
to drink.

1 Diarrhoea can kill children by draining too

2 A child with diarrhoea needs food.

When a breastfed child has diarrhoea, it is
important to continue breastfeeding.

needs an extra meal every day for at least two,

1 A child who is recovering from diarrhoea
weeks.

serious than usual, if it persists for more than

5 Trained help is needed if diarrhoea is more
| two weeks, or if there is blood in the stool.
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Medicines other than ORS should not be used
for diarrhoea, except on medical advice.

Diarrhoea can be prevented by breastfeeding,

by immunizing all children against measles,

by using latrines, by keeping food and water

?lezén, and by washing hands before touching
ood.
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Diarrhoea can be prevented by breastfeeding, by immunizing all
children against measles, by using latrines, by keeping food and
water clean, and by washing hands before touching food. ‘

!

O Diarrhoea is caused by germs from faeces entering the mouth. These
germs can be spread in water, in food, on hands, on eating and drinking
utensils, by flies, and by dirt under fingernails. To prevent diarrhoea, the
germs must be stopped from entering the child’s mouth.

O Poverty and lack of basic services such as clean drinking water mean |
that many families find it difficult to prevent diarrhoea. But the most
effective ways are to:

O give breastmilk alone for about the first six months of a baby’s life
(breastmilk helps to protect babies against diarrhoea and other illnesses) |

'
|
+
i

O at the age of about six months, introduce clean, nutritious, well- mashed
semi-solid foods and continue to breastfeed '

O ifa milk-powder solution or cow’s milk has to be used, give it to the cluld
from a cup rather than a bottle X

O use the cleanest water available for drinking (water from wells, spnngs
or rivers should be brought to the boil and cooled before use)

O always use latrines to dispose of faeces, and be sure to put children’s
faeces in a latrine immediately (or bury them). (Children’s faeces are even
more dangerous to health than those of adults)

O wash hands with soap and water immediately after using the latrine
and before preparing or eating food

O cover food and drinking water to protect it from germs

O if possible, food should be thoroughly cooked, and prepared just beforg ‘
eating. It should not be left standing, or it will collect germs

O bury or burn all refuse to stop flies spreading disease.

O Measles frequently results in serious diarrhoea. Immunization against
measles therefore also protects a child against this cause of diarrhoea.
There is no vaccine to prevent ordinary diarrhoea. :




2

A child with diarrhoea needs food,

O Itis often said that a child with diarrhoea should not be given any food ;

or drink while the diarrhoea lasts. This advice is wrong. Food can help to
stop the diarrhoea. Also, diarrhoea can lead to serious malnutrition un-
less parents make a special effort to keep feeding the child during and
after the illness.

O A child with diarrhoea usually has less appetite, so feeding may be
difficult at first. But the child should be tempted to eat - as frequently as
possible - by offering small amounts of his or her favourite foods.

O After the age of about six months, all children need extra food in
addition to breastmilk. They should be given soft, well-mashed mixes of
cereal and beans, or cereal and wellcooked meat or fish. Add one or two
leaspooniuls of oil to cereal and vegetable mixes if possible. Also good for
the child are yoghurt and fruits. Foods should be freshly prepared and
given to the child five or six times a day. This diet should be continued if

the child has diarrhoea.

When a breastfed child has diarrhoea, it is important to continue l
breastfeeding.

O Mothers are sometimes advised to give less breastmilk if a child has
diarrhoea. This is wrong advice. Breastfeeding should continue - and if
possible the child should be fed more often.

O Ifthe child is being fed on milk-powder solutions or cow’s milk, then
feeding should continue as usual.

4

A child who is recovering from diarrhoea needs an extra meal
every day for at least two weeks.

i

O Extra feeding alter the diarrhoea stops is vital for a full recovery. At

this time, the child has more appetite and can eat an extra meal a day for
at least a week. This will help the child to catch up on the food ‘lost’ while|
the child was ill and the appetite was low. A child is not fully recovered
from diarrhoea until he or she is at least the same weight as when the

iliness began.

;O Breastfeeding more frequently than usual also helps to speed up
i recovery.

5

Trained help is needed if diarrhoea is more serious than usual, |
it persists for more than two weeks, or if there is blood in the st

(l) lParents should seek help from a health worker without delay if the
child:

O has a fever
O isextremely thirsty

will not eat or drink normally

’s)

O vomits frequently

O passes several watery stools in one or two hours
o)

passes blood in the stool (a sign of dysentery)
O ifthe diarrhoea persists for more than two weeks,

O Ifachild has any of these signs, qualified medical help is needed
quickly. The doctor or health worker will give the child a drink made w
special oral rehydration salts (see bax). In the meantime, keep trying to
make the child drink liquids.

6

Medicines other than ORS should not be used for diarrhoea,
except on medical advice.

O Most medicines for diarrhoea are either useless or harmful. The
diarrhoea will usually cure itself in a few days. The real danger is usuall
not the diarrhoea but malnutrition and the loss of liquids from the child
body. ’

O Do not give a child tablets or other medicines for diarrhoea unless
these have been prescribed by a trained health worker.

O Antibiotics should be given - after seeking medical advice - if a child
diarrhoea with blood in the stool. Other drugs should not be used,




The risks of childbirth can be drastically
? 1 reduced by going to the nearest health

worker for regular check-ups during
pregnancy.

2 A trained person should assist at every birth.

childbirth, all families should know the

3 To reduce the dangers of pregnancy and
warning signs.

All pregnant women need more rest.

and avoiding pregnancies below the age of 18
or above the age of 35, drastically reduces the
dangers of child-bearing.

5 Spacing pregnancies at least two years apart,

é’(,

1 All woman need more food during pregnancy.

Girls who are healthy and well fed duxing their
own childhood and teenage years have fewer
problems in pregnancy and childbirth.

If a woman who is pregnant smokes, or takes
alcohol or drugs, her child may be damaged in
the womb.
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Ilinesses can be prevented by washing
hands with soap and water after contact
with faeces and before handling food.

Illnesses can be prevented by using latrines.

Illnesses can be prevented by using clean
water.

Illnesses can be prevented by boiling
drinking water if it is not from a safe piped

supply.

Raw food is often dangerous. It should be !
washed or cooked. Cooked food should be
eaten straight away - not left to stand.
Warmed-up food should be thoroughly
reheated.

6
7

Illnesses can be prevented by keeping food
clean.

Illnesses can be prevented by burning or
burying household refuse.
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Warning signs developing during pregnancy: Y
O failure to gain weight (at least 6 kilos should be gained in pregnancy)
O paleness of inside eyelids (should be red or pink)

O unusual sw%llhug of legs, arms, or face.

Four signs which mean get help Immediately:

O bleeding from the vagina during pregnancy

o severe. headaches (sign of high blood pressure)

O severe vomiting

o]

high fever.

O Dangerous problems can arise during the process of giving birth. In
at least half of all cases, there are no warning signs in pregnancy.
Therefore all couples should know - in advance - where the nearest
hospital or maternity unit is to be found and how to get there. In case
problems arise during labour, the father-to-be should make advance
arrangements for moving the mother-to-be to the nearest hospital or
maternity unit. In particular, transport should be arranged in case it is
needed.
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Al women need more Tomd during pregianey. Al pregnant women
1

need more rest.

. O The husband and family of a pregnant woman should ensure that she

has a variety of extra foods every day - starting as soon as pregnancy is
confirmed. She should also have more rest than usual during the daytime,
especially in the three months before the birth.

O A pregnant woman needs a variety of the best foods available to the
family: milk, fruit, vegetables, meat, fish, eggs, pulses, and grains. There is
no reason to avoid any of these foods during pregnancy. :

O If possible, a woman should be weighed as soon as she knows that shej
is pregnant. It is important to gain weight every month during pregnancy,
and to try to gain a total of 810 kilos before the baby is born.

5

Spacing preguancies at least Gvo years apart, and avoiding
pregnancies below the age of 18 or above the age of 35, drastica
reduces the dungers ol child-bearing,

O One of the most effective ways of reducing the dangers of pregnanc
and childbirth - for both mother and child - is to plan the timing of birth
The risks of child-bearing are greatest when the mother-to-be is under
or over 35, or has had four or more previous pregnancies, or when the: -
is a gap of less than two years since the last birth.

O Avoiding'binhs by having an unsafe abortion can be very dangerou
Lllegal abortions carried out by untrained persons kill between 100,00
and 200,000 women every year.

6

Girls who are healthy and well fed during their own childhood
teenage years have fewer problems in pregnancy and childbirth.

O nge and successful childbearing depends most of all on the health ;
readiness of the mother-to-be. So special attention should be paid to the
health, feeding, and education of adolescent girs. The first pregnancy
should wait until at least the age of 18.

7

I a woman who is pregnant smokes, or Gikes aleohol or drugs, h
child may be damaged in (he wombh.

O. A pregnant woman can damage her unborn child by smoking tobac
drinking alc.ohol, and using narcotic drugs. It is particularly important r
to take medicines during pregnancy unless they are absolutely necess:
and prescribed by a trained health worker.



The risks of childbirth can be drastically reduced by going to the
nearest health worker for regular check-ups during pregnancy.,

O Many of the dangers of pregnancy and childbirth can bg avoided.if
the mother-to-be goes to a health centre as soon as.she believes she is
pregnant. A health worker will help ensure a safe birth and a healthy

baby by:

O checking the progress of the pregnancy so th if problems are likely
the woman can be moved to a hospital for the birth

O checking for high blood pressure, which is a danger to both mother
and child

O giving tablets o prevent anaemia (‘thin blood’)

O giving the lwo injections which will protect the mother and her
newborm baby against tetanus

O checking that the baby is growing properly
O giving anti-malarial tablets where necessary

© preparing the mother for the experience of childbirth and giving
advice on breastfeeding and care of the newbormn

O advising on where to go or how to get help if problems arise during
childbirth

O advising on ways of delaying the next pregnancy.
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A trained person should assist at every birth,

O A trained birth attendant will know:

O when labour has gone on for too long (more than 12 hours) and a
move Lo hospital is necessary

O how to keep the birth clean and reduce the risk of infection

© how to cut the cord cleanly and safely

O whatto doif the baby is being born in the wrong position

O whatto do if too much blood is being lost

O whatto do if the baby does not begin breathing straight away

O how to help the mother to start breastfeeding immediately after the
birth

O how to dry and keep the baby warm after delivery
© how to help the mother prevent or postpone another birth.

O If serious problems arise during childbirth, a trained birth attendant

will know when medical help is needed and how to getit.

3

To reduee the dangers of pregoaney and childbicth, all Familjes
should know the wiarning signs.

O With any pregnancy, it is important to ask the advice of a health
worker about where the baby should be born and who should attend the
birth, If a family knows that a birth is likely to be difficult or risky, it may
be possible to have the baby in a hospital or maternity clinic. Or it may be
possible to move, temporarily, closer to a clinic or hospital so that the
mother is within reach of medical help.

O Soitisimportant for pregnant women, their husbands, and other
family members to know the signs which indicate that extra care, and
regular visits to a health worker, are needed.

Watning signs before pregnancy begins:

O aninterval of less than two years since the last birth
O mother-to-be is less than 18 or more than 35 years old
O mother-to-be has had four or more previous children

© mather-to-be has had a previous baby weighing less than 2 kilograms
at birth

O mother-to-be has had a previous difficult or Caesarian birth
mother-to-be has had a previous premature birth
mather-to-be has had a previous miscarriage, abortion or stillbirth

mother-to-be weighs less than 38 kilograms befoure pregnancy

C 0 ¢ ©

mother-to-be is less than 145 cm in height.
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Becoming pregnant before the age of 18, or after the age of 35,
increases the health risks for both mother and child.

QO Every year over half a million women die from problems linked to
pregnancy and childbirth, leaving behind over 1 million motherless
children. Most of these deaths could be prevented by acting on today’s
knowledge about the importance of planning pregnancies.

All givls should be allowed the time to become women before becoming
mothers. In societies where many girls marry at an early age, couples
should delay the first pregnancy until at least the age of 18.

O For health reasons alone, no girl should become pregnant before the
age of 18. A woman is not physically ready to begin bearing children until
she is about 18 years ol age. Babies born to women younger than 18 are
more likely to be born too early and to weigh too litde at birth. The birth
itselfis likely to be more difficult. Babies born to mothers who are too
young are also much more likely to die in the first year of life. The risks to
the mother's own health are also greater.

| O After the age of 35, the health risks of pregnancy and childbirth begin

(o increase again. Il a woman is over the age of 35, and has had four or
more previous pregnancies, then another pregnancy is a serious risk to
her own health and that of her unborn child.

2

The risk of death for young children is increased by about 50% if
the space between births is less than two years.

O TFor the health of both mothers and children, parents should wait until
their youngest child is at least two years old before having another baby.

O Children bom too close together do not usually develop as well,
physically or mentally, as children born at least two years apart.

O One of the greatest threats to the health and growth ol a child unde
the age of two is the birth of a new baby. Breastfeeding stops too
suddenly, and the mother has less lime to prepare the special foods a
young child needs. Also, she may not be able to give the older child the
care and attention he or she needs, especially during illness. As a resul
the child often fails to grow and develop properly.

O A mother's body needs two vears to recover fully from pregnancy a
childbirth. The risk to the mother's health is therefore greater il the ne
birth follows too closely upon the last. The mother needs to give herse
time to get her strength and energy back before she becomes pregnan
again.

O Ifa woman becomes pregnant before she is fully recovered from
bearing a previous child, there is a higher chance that her new baby w
he born too early and too light in weight. Low-birth-weight babies are |
likely to grow well, imore likely to fall ill, and four tmes more likely tod
in the first year of life than babies of normal weight.

3

Having more than four children inereases the health risks of
pregnancy and childbirtl.

O After a woman has had four children, further pregnancies biing
greater risks to the life and health of both mother and child.

Especially if the previous births have not been spaced more than two

years apart, a woman's body can easily become exhausted by repeate¢
pregnancy, childbirth, breastfeeding, and looking after small children.
Further pregnancies usually mean that her own health begins to suffes

O Alter four pregnancies, there is an increased risk of serious health
problems such as anaemia (‘thin blood’) and haemorrhage (heavy loss
blood). The risk of giving birth to babies with disabilities, or with low
birth weight, also increases after {our pregnancies and after the mothe
reaches the age of 35.

4

There are many sale and acceptable ways of avoiding pregnanc
Family planning services can give couples the knowledge and th
means to plan when to begin having children, how far apart to b
them, and when to stop.

O Most health clinics can offer different methods of family planning s
that all couples can choose a method which is acceptable, safe,



after the age of 35, increases the health risks of avoiding pregnancy. Family planning

for both mother and child. services can give couples the knowledge‘
and the means to plan when to begin having
children, how far apart to have them, and

2 The risk of death for young children is . when to stop.

1 Becoming pregnant before the age of 18, or 1 There are many safe and acceptable ways

increased by up to about 50% if the space
between births is less than two years.

Having more than four children increases
the health risks of pregnancy and childbirth.
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{ convenient, and effective. Couples should ask advice about the most
suitable means of family planning from the nearest trained health worker
or family planning clinic.

Some methods of family planning, such as condoms and contraceptive
pills, may also be available from pharmacies and other shops.

O Family planning is the responsibility of men as well as women. All men
should be aware of the health benefits of family planning - and of the
different methods now available.
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JOB TITLE: DIRECTOR, CHILD SURVIVAL PROJECT
PRINCIPAL DUTIES AND RESPONSIBILITIES:

1. Staff supervision, including hiring, firing, training, and development
a. Develop job descriptions for all staff
b. Provide orientation and continuing education as necessary
c. Staff evaluations at least once a year

2. Budget accountability
a. Pay for project expenditures as budgeted
b. Maintain a record of expenditures,
c. Financial statement produced on a monthly basis

3. Administer programs
a. Overall program planning and implementation
b. Program reporting and evaluation

4. Liaison activities

a. Establish and chair Child Survival Advisory Committee
b. Build supportive network with MOH, PVQs, and other pertinent oﬁ'l(:lals

KNOWLEDGE, SKILLS, AND EXPERIENCE REQUIRED:

Graduate degree in health or related fields, business administration or related fields.

experience working in a developing country.

At least three years




JOB DESCRIPTIONS

JOB TITLE:  LOGISTICS MANAGER

BRIEF SUMMARY:

The logistics Manager will manage all movements of people and supplies, and make all purchases for the
ADRA Child Survival project.

PRINCIPAL DUTIES AND RESPONSIBILITIES:

WA N
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Keep all vehicles in good working order.

Handle all purchasing for the ADRA Child Survival Project.

Help all the movement of people.

Make deliveries as required.

Assist in organizing of seminars and conferences.

Keep bicycles in good working order.

Estimate requirements for supplies and equipment in advance and make arrangements for purchases.
Assist in the procurement and distribution of payroll.

Keep ADRA Country Director informed of all accidents and major repairs.

Maintain established department policies, procedures, objectives, quality assurance, and safety at all
times.

. Maintatn appropriate records and reports.

Ensure security of all property belonging to ADRA.

. Detect fraud and abuse, then report to ADRA Child Survival Manager.
. Perform other duties as directed.

WORKING CONDITIONS:

Field living and driving will be tiring and hot at times.

KNOWLEDGE, SKILLS, EXPERIENCE REQUIRED:

Must have a valid drivers license. Must have a minimum of a Secondary School education and/or prior
management experience.



JOB TITLE: TRAINING COORDINATOR
BRIEF SUMMARY:

Coordinate all training sessions for/by project staff, CHWs, TBAs, MOH personnel.
PRINCIPAL DUTIES AND RESPONSIBILITIES:

1. Technical Support
a. Plan/assist with planning baseline surveys
b. Assist with analysis, interpretation, and reporting of data
c. Assist project director with project design and writing of the Detailed Implementation Plan

2. Liaison functions
a. Assist Project Director in establishing a support and collaboration network with the MOH,
government agencies and other NGOs working in the project area
b. Monthly meetings with CHWs and Health Center staff, at which monthly reports wilf be
collected, and the data tabulated as part of the HIS

3. Training
a. Schedule, organize training sessions for CHWs and TBAs, and support MOH personnel/project
staff with training
b. Train interviewers to conduct surveys

KNOWLEDGE, SKILLS, EXPERIENCE REQUIRED:

Graduate degree (or candidate, using this position in fulfillment of field practicum/internship requirement) in
Public Health.

One year of international experience minimum.




JOBTITLE: FIELD SUPERVISOR (MCH/FP COORDINATOR)
BRIEF SUMMARY:

Supervision of and support for the trained Traditional Birth Attendants (TBAs) and Community Based
Distributors (CBDs) in the project area.

PRINCIPAL DUTIES AND RESPONSIBILITIES:

1. To collect, maintain, and use demographic data and assess the health status of mothers and children
community.

2. Ifneeded, to facilitate the referral of patients.

3. To plan, organize, implement, supervise, and evaluate preventive and health promotive programs in the
project area.

4. To participate in the recruitment, training, and supervision of TBAs and CHWs (as pertaining to their
work on MCH/FP matters).

5. Meeting with and training church leaders, CBDs, community and religious leaders on Family Planning.
6. To function as an effective and efficient team member of the Child Alive project team.

7. To maintain high professional competence through participation in seminars, workshops, refresher
courses, clinical meetings, as appropriate.

8. To collaborate and cooperate in activities with other agencies/projects involved in Family planning,
especially the CBDs of the ADRA/Mwami Family Health Services project.

9. To conduct regular visits to villages to ensure the optimal functioning of the rural health team (CHWs
and TBAs).

10. To prepare the MCH component of monthly, quarterly, and annual reports.
KNOWLEDGE, SKILLS, AND EXPERIENCE REQUIRED:
Must have completed professional health training (nursing, medical assistant, etc.).

Should have clinical and professional experience in the area of maternal and/or child health, and be familiar
with the MOH and district health officials he/she will work in collaboration with.

KNOWLEDGE, SKILLS, AND EXPERIENCE REQUIRED:

Must be a registered nurse with maternal/child health experience

o1\



JOB TITLE: FIELD SUPERVISOR (NUTRITION, CDD, AND EPI COORDINATOR)
BRIEF SUMMARY:

Provide supervision and support for the project’s nutrition, CDD and EPI training and interventions.
PRINCIPAL DUTIES AND RESPONSIBILITIES:

1. To collect, maintain, and use demographic data and assess the health status of the community.

2. If needed, to facilitate the referral of patients.

3. To plan, organize, implement, supervise, and evaluate preventive and health promotive programs in the
project area.

4. To participate in the training and supervision of CHWs and TBAs {as pertaining to their work on CDD,
EPI, and nutritional matters).

5. To function as an effective and efficient team member of the Child Alive project team.

6. To maintain high professional competence through participation in seminars, workshops, refresher
courses, clinical meetings, as appropriate.

7. To collaborate and cooperate in activities with workers engaged in community development,
agricultural extension officers, teachers, local leaders, and others involved with the project on any level.

8. To conduct regular visits to villages to ensure the optimal functioning of the rural health team (CHWs
and TBAs).

KNOWLEDGE, SKILLS, AND EXPERIENCE REQUIRED:
Must have completed professional health training (nursing, medical assistant, etc.).

Should have extensive clinical and professional experience, and be familiar with the MOH and district health
officials he/she will work in collaboration with.
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JOB TITLE: FIELD SUPERVISOR (HIV/AIDS COORDINATOR) (Part-time position)
BRIEF SUMMARY:

Provide supervision and support for the project’s HIV/AIDS-related training and interventions.
PRINCIPAL DUTIES AND RESPONSIBILITIES:

1. To collect, maintain, and use demographic data and assess the rates of HIV/AIDS in the project area,

and acquire a good grasp of the HIV/AIDS-related knowledge, attitudes and practices in the same area.

2. To plan, organize, implement, supervise, and evaluate preventive and health promotive HIV/AIDS
programs in the project area.

3. To participate in the training and supervision of CHWs and TBAs (as pertaining to their work on
HIV/AIDS and STDs).

4. To function as an effective and efficient team member of the Chifd Alive project team.

5. To maintain high professional competence through participation in seminars, workshops, refresher
courses, clinical meetings, as appropriate.

6. To collaborate and cooperate in activities with workers engaged in community development,

agricultural extension officers, teachers, local leaders, and others involved with the project on any level.

KNOWLEDGE, SKILLS, AND EXPERIENCE REQUIRED:

Must have completed professional health training (nursing, medical assistant, etc.).
Should have extensive clinical and professional experience, preferably in the area of HIV/AIDS/STDs, and
be familiar with the MOH and district health officials he/she will work in partnership with.



JOB TITLE: DRIVER

BRIEF SUMMARY:

Drive and care for ADRA vehicles and passengers

PRINCIPAL DUTIES AND RESPONSIBILITIES:

SRS

8.
9.

10.
1.

12

13.

Obtain specific authorization from Manager for each trip.

Insure that vehicle log and other required forms are completed for each trip.

Value, and drive in such a way as to maintain comfort and well-being.

Drive in a manner and at a speed that is reasonable and prudent under existing conditions.

Before moving vehicle, check all fluid levels, tires and safety equipment for condition. Make necessary
conditions before driving.

Be attentive to any mechanical irregularities and stop vehicle if any threat to vehicle and/or occupants.
Report mechanical difficulties to Mechanic. Do not drive if vehicle is unsafe, unlicensed or insured.
In case of accident, do not admit any fault. Refer the matter to the ADRA country and complete the
Motor Vehicle Accident Report Form.

Report any vehicle damages immediately to ADRA Country Director.

Transport only ADRA employees and property of ADRA unless specific permission is granted by

the ADRA Country Director.

Help load and unload supplies and equipment from vehicle.

Keep vehicle clean whenever the vehicle is no in use.

. Maintain established department policies, procedures, objectives, quality assurance, and safety

at all times.
Perform other duties as requested.

WORKING CONDITIONS:

Generally good working environment

KNOWLEDGE, SKILLS, EXPERIENCE REQUIRED:

Posses a valid drivers license. familiar with automotive mechanics, General attitude of carefulness, safety,
helpfulness, and honesty at all times. Must have previous experience and a good driving record.




ANNEX X
RESUMES

ADRA/Zambia CS XI Detailed Implementation Plan - April 1996



Education:
1988

1983

1970

Experience:

Dec. 1995-
Present

July 1992 -
Nov. 1995
1988-1992
1985-1988

1984-1985

1583-1984

Joyce A. Cook

Ed.D., Health Education
The University of Tennessee, Knoxwille, TN

Masters of Health Education
University of Florida, Gainesville, FL

Bachelor of Arts, Religion
Southern College of Seventh-day Adventists, Collegedale, TN

Project Director, Child Survival

Adventist Development and Relief Agency, Zambia
Project Manager, Child Survival

Adventist Development and Relief Agency, Malawi
Assistant Professor, Health Education

University of Nebraska at Omaha

Graduate Teaching Associate, Health Education
The University of Tennessee, Knoxville, TN

Elementary School Teacher
Japan Overseas School, Yokohama, Japan

Elementary School Teacher
Korean Union Foreign School, Seoul, Korea




Education:

1977-1982

Experience:

1985 -1986

1985

1982 - 1984

1982

RUTH (KAMWENDO) WIAFE, RN, RM

RN, Registered Midwifery Certificate
Maluti Adventist Hospital, Mapoteng, Lesotho

Mwami Adventist Hospital, Chipata, Zambia
Yuka Adventist Hospital, Kalabo, Zambia
Malamulo Hospital, Makwasa, Malawi

Maluti Adventist Hospital, Mapoteng, Lesotho

At



Education:

1996

1993

Experience:

1995-1996

1993-19%94

1991-1993

1991-1992

1991

ALINA B. BACIU

M.P.H., International Health (candidate)
Loma Linda University School of Public Health, Loma Linda, California

B.A., English
Pacific Union College, Angwin, California

Secretary
Epidemiology Department, Loma Linda University School of Public Health

English Teacher
International Teacher Service, Moscow (Russia) English Language Schools

Desk Clerk
Women'’s Residence Hall, Pacific Union College, California

Reader/Secretary
Pacific Union College English Department, California

Tutor, English-as-a-Second Language
Library Learning Center, Pacific Union College, California




Education:

1995

1985

1983

1963

1967

Experience:

1982-present

1976-1982

1967-1976

1967

MAXWELL MWENITETE

Completed Workshop on the Elimination of Leprosy
Ministry of Health, Zambia

TB/Leprosy Control Officer
Mvome Hospital, Mvome; Kabwe Leprosarium, Zambia

Certificate in Opthalmological Assisting
Chainamo School of Sciences, Lusaka, Zambia

Medical Assistant Certificate
Malamulo Adventist Hospital Medical Assistant Training School

Enrolled Nurse Certificate ,
Mwami Adventist Hospital School of Nursing

Clinical Officer/TB/Leprosy Control Officer
Mwami Adventist Hospital

Medical Assistant/TB/Leprosy Control Officer
Fiwila Mission, Zambia

Medical Assistant
Kabwe Hospital, Zambia

Medical Assistant
Yuka Adventist Hospital, Western Province, Zambia
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Education:

1994

1992

1972

1970

Experience:

1970-present

JEROME MUSANGO KAYUMBA

Certificate in the Control of STDs
Chainamo Hospital, Lusaka, Zambia

Certificate of Specialized Training in STD/AIDS
Lusaka University Teaching Hospital
Zambia Ministry of Health, in conjunction with WHO, USAID, UNICEF

Medical Assistant Certificate
Tanga Medical Training School, Tanzania

Medical Assistant Certificate
Malamulo Adventist Hospital, School for Medical Education, Malawi

Medical Assistant/Registered Clinical Officer
Mwami Adventist Hospital
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AIDS is an incurable disease. Itis caused by Women infected with HIV should tt

avirus which can be passed on by sexual carefully about having a baby - and

intercourse, by infected blood, and by advice. There is a one-in-three chan

infected mothers to their unborn children. their babies will also be born infecte
: with HIV.

People who are sure that both they and their |

partner are uninfected and have no other sex All parents should tell their childrer
partners are not at risk from AIDS. People is spread.

who know or suspect that this might not be

the case should practise safer sex. This

means either sex without intercourse

(penetration), or intercourse only when

protected by a condom. /\

Any injection with an unsterilized needle or
syringe is dangerous.
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7S is an incurable disease. It is caused by a virus which can be
ssed on by sexual intercourse, by infected blood, and by
ected mothers to their unborn children.

AIDS is caused by a virus known as the human immunodeficiency
us (HIV). HIV damages the body’s defence system. People who have
S die because their body can no longer fight off other serious
1esses.

People infected with HIV usually go for many years without any signs
{isease. They may look and feel perfectly normal and healthy forall of
1t time. But anybody infected with HIV can infect others.

AIDS is the late stage of HIV infection. It takes an average of 7 to 10
ars to develop - from the time when a person is first infected with HIV.
DS is not curable, although some medicines have been developed to
ep people with AIDS healthier for longer.

Anyone who suspects that he or she may be infected with HIV should
ntact a health worker or an AIDS testing centre. Tt is vital for those who
we the virus to learn how to avoid passing it to others, and to receive
wice about how to take care of their own health.

[V can only be passed from one person to another in a limited number
ways:

by sexual intercourse, during which the semen or vaginal fluid of an
fected person passes into the body of another person. HIV canbe
1ssed in this way from man to man, man to woman, and woman to man.
Torldwide, nine out of ten infections in adults have been passed on
irough sexual intercourse

by the use of unsterilized needles or syringes for injecting drugs
by blood transfusions, if the blood used has not been tested for HIV
" by an infected woman to her unborn child.

|

are acommon cause of death in babie., not breasteed. g 1S a4 [l
greater risk. Without safe water, sterile bottles and teats, and enough
milk- powder, bottlefed babies are much more likely to become ill and
malnourished, and to die, than babies who are breastfed. In such
conditions, it is safer for the child to be breastfed even if the mother is
infected with HIV.

O Itis not possible to get HIV from being near to or touching those who
are infected with the virus. Hugging, shaking hands, coughing and
sneezing will not spread the disease. HIV cannot be transmitted by toilet
seats, telephones, plates, glasses, spoons, towels, bed linen, swimming
pools, or public baths.

O Aperson infected with HIV is nota public health danger.

2

People who are sure that both they and their partner are
uninfected and have no other sex partners are not at risk from
AIDS. People who know or suspect that this might not be the case
should practise safer sex. This means either sex without
intercourse (penetration), or intercourse only when protected by
a condom.

O Mutual fidelity between two uninfected partners protects both people
from HIV.

O The more sex partners you have, the greater the risk that one of them
will be infected and can infect you. The more partners your partner has,
the greater the risk that he or she will be infected and can infect you.

O People who have genital sores, ulcers, or inflammation, or a discharge
from the vagina or penis, are at greater risk of becoming infected with
HIV and of passing it to others. Prompt treatment for all genital infections
is therefore very important.

O Unless you and your partner have sex only with each other, and are
sure you are both uninfected, you should reduce your risk of HIV by
practising safer sex. Safer sex means kissing, caressing and other kinds
of non-penetrative sex (where the penis does not enter the mouth, vagina
or anus), or using a condom (a sheath or rubber) every time you have
intercourse.

O Even if a condom is used, anal intercourse (in which the penis enters
the rectum or back passage) is much more risky than vaginal or oral
penetration.

O The only way to avoid any such risk is to abstain from sex.




injection with an unsterilized needle or syringe is dangerous.

v\ needle or syringe can pick up small amounts of blood from the
on being injected. If that person’s blood contains HIV, and if the
e needle or syringe is used for injecting another person without
g sterilized first, then HIV can be injected.

‘hose who inject themselves with drugs are therefore particularly at
from AIDS. So are people who have sex with those who inject drugs.

g injecting is in itself dangerous. But because of the additional risk of
, those who do inject drugs should never use another person’s needle
ringe or allow their own needle or syringe to be used by anyone else.

{ational child immunization programmes use needles which are
lized between each use and are therefore safe. All infants should be
n for a full course of immunizations in the first year of life.

)ther injections are often unnecessary, as many useful medicines can
iken by mouth. Where injections are necessary, they should be given
by a trained person using a sterilized needle and syringe.

.ar-piercing, dental treatment, tattooing, facial marking and
wncture are not safe if the equipment used is not sterilized. It is also
;afe to be shaved by a barber using an unsterilized razor.

aen infected with HIV should think carefully about having a
v - and seek advice. There is a one-in-three chance that their
ies will also be born infected with HIV.

Vomen with HIV infection have about a 30% chance of giving birth to a
rwho will also be infected with HIV. Most babies infected with the
s will die before they are three years old.

1some countries, HIV tests are available to couples who are

-erned that one or both of them might be infected. The results can
them decide whether to have children. Even if only the man is

ted, the woman may become infected through sexual intercourse

2 attempting to conceive, thereby putting herself and her baby at risk.

0

All parents should tell their children how HIV is spread.

Apart from protecting yourself and your partner, you can also help to
protect your children against HIV by making sure they know the facts
about how to avoid getting and spreading the infection.

® Children also need to know the facts about how HIV does not spread.
They need to be reassured that they run no risk of getting the virus from
ordinary social contact with HIV-infected children or adults. Children
should be encouraged to be sympathetic towards people who are
infected with HIV.

O Everyone can help in the worldwide effort to stop HIV from spreading
to the new generation.
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dangerous diseases. A child who is not 44 should be fully immunized against
immunized is more likely to become tetanus.
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to die.

1 Immunization protects against several 4 Every woman between the ages of 15 and

should be completed in the first year of the
child’s life.

3 It is safe to immunize a sick child. _ 6&
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2 Immunization is urgent. All immunizations



lmmunization protects against several dangerous diseases. A child

who is not immunized is more likely to become undernourished, to

beeome disabled, and to die.

O Immunization protects children against some of the most dangerous
diseases of childhood. A child is immunized by vaccines which are
injected or given by mouth. The vaccines work by building up the child’s
defences. If the disease strikes before a child is immunized,
immunization is too late.

O A child who is not immunized is very likely to get measles and
whooping cough. These diseases can kill. But even children who survive
these diseases are weakened by them, They may not grow well. And
they may die later from malnutrion or other illnesses.

O Measles is also an important cause of malnutrition, poor mental
growth, and blindness.

O An unimmunized child will almost certainly be infected with the polio
virus. And for every 200 children who are infected, one will be crippled
for life.

O Tetanus gerins grow in dirfly cuts and kill most of the people who
become infected - if they are not immunized.

O Breastfeading is a kind of natural immunization against several

diseases. Some of the mother’s resistance to disease is passed to the child

in her breastmilk, and especially in the thick yellow mitk (called
colostrurn) which is produced during the first few days after the birth.

2

Tmmunization is urgent. All immunizations should be completed i
the first year of the child's life.

O ltis vital to immunize children early in life. Half of all deaths from
whooping cough, one third of all cases of polio, and a quarter of all deatl
from measles, occur before the age of one year.

O ltisvital for infants to complete the full course of immunizations,
otherwise the vaccines may not work. Some vaccines need to be given
only once. Others have to be given three times, with a gap of at least fou
weeks between each dose.

O The important thing for parents to know is that a child should be tak
for immunization five times in the first year of the child's life:

O at birth, or as soon as possible afterwards, babies should be
immunized against tuberculosis

O in countries where polio is still a problem, newhorn babies can also t
given a dose of polio vaccine. This is in addition to the three doses giver.
at the ages of 6, 10 and 14 weeks

O atthe age of 6 weeks, parents should bring their babies for a first
immunization against diphtheria, whooping cough, and tetanus. These
three vaccines are given together in a single injection called DPT. The
first of three doses of polio vaccine should also be given at this time

O atthe ages of 10 and 14 weeks, parents should return for their infant
to complete the full course of DPT and polio vaccines

O as soon as possible after the age of nine months, parents should brin
their babies for immunization against measles.

O Measles is one of the most dangerous of all childhood diseases. For
the first few months of life, the child has some natural protection against
measles. This natural protection is inherited from the child's mother. It
may prevent measles vaccination from doing its job. But after about nine
months, natural protection comes to an end. The child is now at risk froi
measles and can and should be immunized. So it is vital to take a child
measles vaccination as soon as possible after the age of nine months.

O If for any reason a child has not been fully immunized in the first yea
of life, it is vital to have the child immunized as soon as possible.
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AGE DISEASE TO BE IMMUNIZED AGAINST
Birth . Tuberculosis (and polio in some countries)

6 weeks Diphtheria, whooping cough, tetanus, polio
10weeks | Diphtheria, whooping cough, tetanus, polio

" 14 weeks Diphtheria, whooping cough, tetanus, polio
9months | Measles (1215 months in industrialized countries

and polio in some countries)

*National immunization schedules may differ slightly from country to country.

3

O One of the main reasons why parents do not bring their children for
immunization is that the child has a fever, a cough, a cold, diarrhoea, or
some othér mild illness on the day the child is to be immunized. Even if
the child with a case of mild illness or malnutrition is brought for
immunization. health workers may advise against giving the injections.
‘This is wrong advice. It is now known that it is safe to immunize a child
who is suffering from a minor illness or malnutrition.

O After an injection the child may cry, develop a fever, a rash, ora small
sore. As with any illness, a child should be given plenty of food and
liquids. Breastfeeding is especially helpful. If the problem seems serious

or lasts more than three days, the child should be taken to a health centre.

4

Uy e e een e apes o U and 83 shouhd bee ool

TR IR LI A R TT IR

O In many parts of the world, mothers give birth in unhygienic
conditions. This puts both mother and child at risk from tetanus, a major
killer of the newbom. If the mother is not immunized against tetanus,
then one haby in every 100 will die from the disease.

) Tetanus genus grow in dirty cuts. This can happen, for example, if an
unclean knife is used to cut the umbilical cord or if anything unclean is
put on the stump of the cord. (Anything used to cut the cord should first
be cleaned and then boiled or heated in a flame and allowed to cool.)

If the tetanus germs enter the mother's body, and if she is not immuni
against tetanus, then her life will also be at risk.

O All women of child-bearing age should be immunized against tetan
All women who become pregnant should check to make sure they hav
been immunized against tetanus. In this way, both mothers and their
new-bom babies will be protected.

O If awoman is not already immunized, a first dose of letanus vaccine
should be given as soon as she becomes pregnant. The second dose ¢
be given four weeks after the first. This second dose should be given
before the last two weeks of the pregnancy.

A third dose should be given 6 to 12 months after the second dose, or
during the next pregnancy.

These three tetanus vaccinations protect the mother, and her newbon
baby, for five years. All infants should be immunized against tetanus
during the first year of life.

O Ifagirl or awoman has been vaccinated five times against tetanus,
then she is protected against the disease throughout her years of
child-bearing. Any children she may then have will also be protected f
the first few weeks of life.



Breastmilk alone is the best possible food
and drink for a baby. No other food or
drink is needed for about the first six months

of life.

Babies should start to breastfeed as soon as
possible after birth. Virtually every mother
can breastfeed her baby.

Breastfeeding causes more milk to be
produced. A baby needs to suck frequently
at the breast so that enough breastmilk is
produced to meet the baby’s needs. '

Breastfeeding helps to protect babies and
young children against dangerous diseases.
Bottle-feeding can lead to serious illness
and death.
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A variety of additional foods is necessary
when a child is about six months old, but
breastfeeding should continue well into the
second year of a child’s life and for longer if
possible.

Bre_astfeed'mg gives a mother 98% protection
against pregnancy for six months after giving
birth - if her baby breastfeeds frequently, day
and night, ifthe baby is not regularly given
other food and drink, and ifthe mother’s
periods have not returned.
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Breastmilk alone is the best possible food and drink for a baby. No
other food or drink is needed for about the first six months of life.

/)

O From the moment of birth up to the age of about six months,
breastmilk is all the food and drink a baby needs. Itis the best food a child
will ever have. All substitutes, including cow’s milk, infant formula, milk-
powder solutions, and cereal gruels, are inferior.

O Even in hot, dry climates, breastmilk contains sufficient water for a
young baby's needs. Additional water or sugary drinks are not needed to
quench the baby's thirst. They can also be harmful. If the baby is also
given water, or drinks made with water, then the risk of getting diarrhoea
and other illnesses increases.

O Other foads and drinks are necessary when a baby reaches the age of
about six months. If monthly weighing shows that a child under six
months of age is not growing well, then the child may need more frequent
breastfeeding. If the child is already being breastfed frequently, then lack
of weight gain shows either that the child has an illness or that other
foods, in addition to breastmilk, are now necessary.

O Until the age of nine or ten months, the baby should be breastfed
before other foods are given. Breastfeeding should continue well into the
second year of life - and for longer if possible.

2

Babies should start to breastfeed as soon as possible after birth.
Virtually every mother can breastfeed her baby.

O Mothers and newborn babies should not be in different rooms. The
baby should be allowed to suck at the breast as often as he or she wants.

O 1f a mother gives birth in a maternity unit, then she hasarightto
expect that her newborn baby will be kept near her in the same room,

24 hours a day, and that no other food or drink will bhe given to her bah
except breastmitk.

O Starting to breastfeed immediately after birth stimulates the
production of breastmilk. Breastfeeding should begin not later than o
hour after the delivery of the baby.

O The thick yellowish milk (called colostrum) that the mother produ
in the first few days after birth is good for babies. It is nutritious and he
to protect them against common infections. The baby does not need a
other food or drink while waiting for the mother’s milk to ‘come in’. In
some countries, mothers are advised not to feed this colostrum to thei
babies. This advice is wrong.

O Many mothers need help when they begin (o breasteed, especiall:
the baby is their first. An experienced and sympathetic adviser, such
woman who has successfully breastfed, can help a mother avoid or so
many common problems.

O The position of the baby on the breast is very important A bad suc
position is the cause of problems such as:

O sore or cracked nipples

0 not enough milk

O refusal to feed.

O Signs that the baby is in a good position for breastfeeding are:

> the baby’s whole body is turned towards the mother

> the baby takes long, deep sucks

O the baby is relaxed and happy

O the mother does not feel nipple pain.

O Almost all mothers can produce enough milk if:

O the baby takes the breast into his or her mouth in a good position

O the baby sucks as often, and for as long, as he or she wants, includ
during the night.

O Crying is not a sign that a baby needs artificial feeds. It nonmally
means that the baby needs to be held and cuddled more. Some babie
need to suck the breast simply for comfort. If the baby is hungry, mor
sucking will produce more breastmilk.

O Mothers who are not confident that they have enough breastmilk
give their babies other {ood or drink in the first few months of life. Bui
means that the baby sucks at the breast less often. So less breastmilk
produced. To stop this happening, mothers need to be reassured that
they can feed their young babies properly with breastnilk alone. 'They
need the encouragement and practical support of their families, the cl
father, neighbours, friends, health workers and women's organizatior



O Mothers employed outside the home need adequate maternity léa.ve,
breastfeeding breaks during the working day, and créches where their
babies can be looked after at the workplace. So emp]oyg:rs and trade
unijons also have a part to play in supporting breastfeeding. -

O Husbands, families, and communities can help to protect the health of
both mothers and babies by making sure that the mother has enough
food and by helping with her many tiring tasks.

O Breastfeeding can be an opportunity for a mother to take a few minutes
of much-needed rest. Husbands or other family members can help by
encouraging the mother to lie down, in peace and quiet, while she
breastfeeds her baby.

3

Breastfeeding causes more milk to be produced. A ba'by peeds to
suck frequently at the breast so that enough breastmilk is
produced to meet the baby's needs.

O From birth, the baby should breastfeed whenever he or she wants to-
often indicated by crying. Frequent suckir}g at the breast is necessary to
stimulate the production of more breastmilk.

O Frequent sucking helps to stop the breasts from becoming swollen
and painful.

O ‘Topping up’ breastmilk feeds with milk-powder solutions, infant '
formulas, cow's milk, water, or other drinks, reduces the amount of milk
the baby takes from the breast. This leads to less breastmilk being
produced. The use of a bottle to give other drinks can cause the baby to
stop breastfeeding completely. It can also confuse the baby because the
sucking action of bottle-feeding is very different from sucking at the
breast. Babies who are confused between sucking at the breast and
sucking at the bottle may drink less breastmilk. This will cause less
breastmilk to be produced.

4

Breastfeeding helps to protect babies and young childr_en against
dangerous diseases. Bottle-feeding can lead to serious illness and

death,

O Breastmilk is the baby’s first ‘immunizaton’, It helps to protect the
baby against diarthoea, coughs and colds, and other common illnesses,

The protection is greatest when breastmilk alone is given to the baby for ;

about the first six months.

O Cow’s milk, infant formulas, mitk-powder solutions, maize gruel and
other infant foods do not give babies any special protection against
diarrhoea, coughs and colds, and other diseases.

O Bottlefeeding can cause illnesses such as diarrhoea unless the wate;
is boiled and the bottle and teats are sterilized in boiling water before
each feed. The more often a child is ill, the more likely it is that he or she
will become malnourished. That is why, in a community without clean
drinking water, a bottle-fed baby is many times more likely to die of
diarrtl;]oea than a baby fed exclusively on breastmilk for about the first st
months.

O Mothers should be helped to breastfeed their babies. If for any reaso
amother does not breastfeed, then she should be helped in other ways1
give her baby good nutrition and protection against disease.

O The best food for a baby who, for whatever reason, cannot be
breastfed, is milk squeezed from the mother’s breast. It should be given
in a cup that has been very well cleaned. Cups are safer than bottles and
teats because they are easier to keep clean.

O The best food for any baby whose own mother’s milk is not available
is the breastmilk of another mother,

O If non-human milk has to be used, it should be given from a clean |
rather than a bottle. Milk-powder solutions should be prepared using
water that has been boiled and then cooled.

O Cow's milk, infant formula, or milk-powder solutions can cause poor
growth if too much water is added in order to make them go further.

O Cow’s milk and milk-powder solutions go bad if left to stand at room
temperature for a few hours. Breastmilk can be stored for at least eight
hours at room temperature without going bad.

O In low-income communities, the cost of cow's milk or powdered milk
plus bottles, teats, and the fuel for boiling water, can be as much as 25-5C
of a family’s income.

D

A variety of additional foods is necessary when a child is about si
months old, but breastfeeding should continue well into the secon
year of a child’s life and for longer if possible.

O Although children need additional foods after about the first six mont
of life, breastmilk is still an important source of energy and protein, and
other nutrients such as vitamin A, and helps to protect against disease
during the child’s second year ofife.
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O A mother can continue to breastfeed her child for as long as she
wishes, but it is best for her own and her children’s health if she avoids
becoming pregnant again until her youngest child has reached the age of
two years. Most methods of avoiding pregnancy - including condoms,
TUDs, and voluntary sterilization - do not affect breastfeeding. ‘Minipills’
and injectable cohtraceptives also have no effect on breastmilk providing |
that they contain no oestrogen. But conventional contraceptive pillscan .
reduce the amount of breastmilk. !
|
]

O Babies get ill frequently as they learn to crawl, walk, and play. A child
who isill needs breastmilk. It provides a nutritious, easily digestible food
when the child loses appetite for other foods.

O Between the ages of one and two, a baby benefits from breastmilk as
well as needing family foods. Breastfeeding is good for the child as part

of a meal, or between meals, or whenever the child feels hungry. Butat
this time, all children need other foods. In the second year of life,
breastfeeding should be an addition to, not a substitute for, normal meals. *

O Breastfeeding also comforts a child when he or she is frightened, hurt,
angry, or tearful.
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Breastfeeding gives a mother 98% protection against pregnancy

for six months after giving birth - if her baby breastfeeds ’
frequently, day and night, {f the baby is not regularly given other
food and drink, and if the mother’s periods have not returned. ;

O ltis now known that the sucking of the baby on the mother’s breast
causes a delay in the return of the mother’s fertility. For some women,
breastfeeding delays the return of menstrual periods for up to 12 months-
or even longer. For other mothers, menstrual periods return only three
or four months after giving birth.

O How often the baby sucks at the mother’s breast is the most important |
fact in deciding how long it will be before the mother’s periods return.

If a baby sucks very frequently at the breast (whenever the baby wants to,
including at night) then the return of the mother’s periods will be delayed
for much longer. But if breastfeeding is restricted to a regular routine,
then the mother’s periods will return much more quickly. Or if a mother
gives other food or drink to a baby who is less than six months old, then
the baby may suck less often at the breast and the mother’s periods are
likely to return much sooner.

O The return of menstrual periods lets the mother know that she can
become pregnant again.

O ltis possible for a mother to become pregnant again before her
monthly period returns. This becomes more likely when six months have

passed since the birth of the baby. A woman who wants to be protected
against another pregnancy should choose another method of farnily
planning if any of the following apply:

O her baby has reached the age of six months

O her monthly periods have returned

O the baby is starting to take other food and drink in addition to
breastmilk.

O Whether or not a mother intends to breastfeed a newborn child,
parents should be provided with advice on family planning at the
maternity unit or hospital where their child has been born. If the child is

born at home, trained birth attendants can also give advice on family
planning.



Children from birth to the age of three years
should be weighed every month. If there is
no weight gain for two months, something
iswrong.

Breastmilk alone is the best possible food for
about the first six months of a child’s life.

By the age of about six months, the child
needs other foods in addition to breastmilk.

A child under three years of age needs food
five or six times a day.

A child under three years of age needs a small
amount of extra fat or oil added to the family’s
ordinary food.

All children need foods rich in vitamin A -
breastmilk, green leafy vegetables, and
orange-coloured fruits and vegetables.

After an illness, a child needs one extra meal
every day for at least a week.
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Children {rom birth Lo the age of three years should be \Qeiglled

every month, If there is no weight gain for two months, something
is wrong.

A

O Regular monthly weight gain is the most important sign of a child's
overall health and development. Itis the child's own weight gain which is
important, not how the child compares in weight to other children.

O Itistherefore important to weigh young children every month. Ifa
child does not gain weight over a two-month period, then parents and
health workers should act. The child is being held back either by illness,
or poor food, or lack of attention. The following paragraphs cover the
most likely causes of poor growth, and the most important actions
parents can take to keep a child growing well.

O Breastfeeding helps protect a baby from common illnesses and ensure
its growth for the first few months of life. A full course of immunizations in
the first year of life is also essential - it protects against diseases which
cause undermutrition.

O When additional foods are given, the risk of infection increases. [From
now on, it is specially important to check that the child is putting on
weight regularly from one month to the next. I a child under the age of
three is not gaining weight, and if the child has good food, these are the
10 most important questions to ask:

O is the child eating frequently enough? (a child should eat five or six
times a day)

o do the child’s meals have too little energy in them? (small amounts of
oil or fats should be added)

O is the child frequently ill? (needs medical attention)

> has the child been refusing to eat when ill? (needs tempting to eat
when ill and extra meals to catch up afterwards)

gl

O isthe child getting enough vitamin A? (needs dark green vegetables
every day)

O isthe child being bottle-fed? (bottle and water may not be clean,
sugary drinks may be being used instead of mitk)

O are food and water being kept clean? (if not, child will often be ill)

O are faeces being put into a latrine or buried? (if not, child will often
beill)

- O does the child have worms? (needs deworming medicine from heal

centre)
O isthe child alone too much? (needs more stimulation and attention)

Recording the child’s weight with a dot on the child's ‘growth chart’ an
joining up the dots after each monthly weighing gives aline which
enables a mother to see her child’s growth. An upward line means the
child is doing well. A flat line is a cause for concern. A downward line is
sure sign that all is not well with the child. A child who is given only
breastmilk will almost always grow well in the first few months of life.
Seeing this good progress on a growth chart helps give the mother
confidence.

2

Breastmilk alone is the best possible food for about the first six
months of a child's life.

O From the moment of birth up to the age of about six months,
breastmilk is all the food and drink a baby needs to grow well. In these
early months, when a baby is most at risk, breastmilk helps to protect
against diarrhoea and other common infections.

O Breastmilk is the best food a child will ever have. If possible,
breastfeeding should continue well into the second year of life and for
longer if possible.

3

By the age of about six months, the child needs other foads in
addition to breastmilk.

O Atthe age of about six months, most infants need other foods in
addition to breastmilk. Before the age of six months, an infant whoisn
gaining enough weight may need more‘frequent breastfeeding.



O Ifthe child is already being breastfed frequently, then failure,to gain
weight shows that other foods in addition to breastmilk are now
necessary.

O For an infant who continues to grow well, additional food may not be

necessary untif'seven or even eight months, After that, all children need
other foods in addition to breastmilk.

O The baby should be breastfed before being given other foods so that
the mother will have more breastmilk for a longer period.

O Boiled, peeled and mashed vegetables should be added to a young
child’s gruel or other weaning food at least once each day.

O The greater the variety of foods the child eats, the better.,

1

A child under three years of age needs food five or six times a day.

O A child's stomach is smaller than an adult’s, so a child cannot eat as
much as an adult at one meal. But its energy needs, for its size, are

greater. So the problem is how to get enough ‘energy food’ into the child,
The answer is:

O feed the child frequently - five or six times a day

O enrich the child’s gruel or porridge with mashed vegetables and a little
oil or fat.

O Achild's food should not be left standing for hours. Germs can grow
in it which may make the child ill. As it is usually not possible to cook
fresh food for a child five or six times a day, dried foods or snacks should
be given in between meals - fruits, bread, patties, biscuits, nuts, coconut,
bananas or whatever clean food is easily available. Breastmilk is also an
ideal ‘snack’ and is always clean and free from germs.

D

A child under three years of age needs a small amount of extra fat
or oil added to the family’s ordinary food.

O The family’s normal food needs to be enriched to meet the special
energy needs of the child. This means adding mashed vegetables and
small amounts of fats or oils - butter, ghee, vegetable oil, soya oil, coconut
oil, corn oil, groundnut oil, or crushed nuts.

O Breastmilk also enriches a child’s diet, and breastfeeding should
continue, if possible, unti] well into the second year of a child’s life.

All children need foods rich in vitamin A - breastmilk, green leaf
vegetables, and orange-coloured fruits and vegetables.

ildren go blind each year because they do not have
Slo?xgir\?imgx mek%odjes. Vitamin A may also protect children
against other illnesses such as diarrhoea. It should therefore be a part
every child’s daily diet.
O Vitamin A comes from breastmilk, dark green leafy vegetables, and
from orange or yellow fruits and vegetables such as carrots, papayas, a
mangoes.

O Ifachild has had diarrhoea or measles, vitamin A will be lost from £
child’s body. It can be replaced by breastfeeding more often, and by
feeding the child more fruit and vegetables.
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After an illness, a child needs one extra meal every day for at le
a week.

ne of the most important skills of a parent is.the skil'l of stopping
gl)nc?sses from holding back a child's growth. In times ofl_llness, and
especially if the illness is diarrhoea or measles, the appetite falls and le
of the food that is eaten is absorbed into the body. If this happens sevei
times a year, the child's growth will be held back.

O Soit is essential to encourage a child who is i_ll to eat and drink. Thi:
be difficult if the child does not want to eat, so it is important to ke‘ep
offering food the child likes, usually soft, sweet (oods, alittleatatimea
as often as possible. Breastfeeding is especially important.

i i i that the ch
O When the illness is over, extra meals shpuld bp given so
catches up on the growth lost. A good rule is to give child an extram
every day for at least a week after the illness is over. The child is not fu
recovered from an illness until he or she is at least the same weight as
when the illness began.

O Ifillness and poor appetite persist for more than a few days, the chil
should be taken to a health worker.

O ltis also important to protect a child's growth by preventing illness:

- O give a child breastmilk alone for about the first six months of life,

Then introduce other foods, and continue to breastfeed
O make sure your child is fully immunized before the age of one year

O always use latrines and keep hands, food, and kitchens clean.
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much liquid from the body. So it is essential
to give a child with diarrhoea plenty of liquids
to drink.

1 Diarrhoea can kill children by draining too

2 A child with diarrhoea needs food.

When a breastfed child has diarrhoea, it is
important to continue breastfeeding.

needs an extra meal every day for at least two

4 A child who is recovering from diarrhoea
weeks.

serious than usual, if it persists for more than

5 Trained help is needed if diarrhoea is more
f
two weeks, or if there is blood in the stool. |

Medjcines other than ORS should not be used
for diarrhoea, except on medical advice.

by im.munizi.ng all children against measles,

by using latrines, by keeping food and water

cf:lea(ljn, and by washing hands before touching
ood.

7 Diarrhoea can be prevented by breastfeeding,




Diarrhoea can kill children by draining too much liquid from the
hody. So it is essential to give a child with diarrhoea plenty of
liquids to drink.

O Diarrhoea is dangerous. Roughly one in every two hundred children
who get diarrhoea will die from it.

O Most often, diarthoea kills by dehydration. This means that too much
liquid has been drained out of the child’s body. So as soon as diarrhoea
starts, it is essential to give the child extra drinks to replace the liquid
being lost.

O Suitable drinks to prevent a child from losing too much liquid during
diarrhoea are;

9 breastmilk

2 gruels (mixtures of cooked cereals and water)

D soups

O nice water

O fresh fruitjuices

2 weak leas

O green coconut water

O water from the cleanest possible source (if possible, brought to the boi
and then cooled) !

9 oral rehydration salts solution.

O In almost all countries, special drinks for children with diarrhoeaare |
available in pharmacies, shops, or health centres. Usually, these come in
the form of packets of oral rehydration salts (ORS) to be mixed with the :
recommended amount of clean water (see box). Although ORSis
especially made for the treatment of dehydration, it can also be used to
prevent dehydration.

Do not add ORS to liquids such as milk, soup, fruit juice or soft drinks.

O IfORSis not available, dehydration can be treated by giving the child
drink made from four level teaspoons of sugar and half a level teaspoon «
salt dissolved in one litre of clean water.

This is less salt and less sugar than recommended in the first edition
of Facts for Life. In practice, too much salt and sugar have sometimes
been used because spoon sizes differ and because parents
sometimes add more salt and sugar in the belief that this will make
the treatment more effective. But too much sugar can make the
diarrhoea worse and too much salt can be harmful to the child.
Therefore a more dilute formula is now recommended. If the
mixture is made a little too dilute, no harm can be done, and there is
very little loss of effectiveness.

O To replace the liquid being lost from the child’s body, one of these
drinks should be given to the child every time a watery stool is passed:

O between a quarter and a half of alarge cup for a child under the age
of two

O between a half and a whole large cup for older children.

O The drink should be given directly from a cup or by a teaspoon - not
from a feeding bottle . If the child vomits, wait for 10 minutes and then
begin again, giving the drink to the child slowly, small sips at a ime.

O Extra liquids should be given until! the diarrhoea has stopped. This\
usually take between three and five days.

ORS - a special drink

A special drink for diarrhoea can be made by using a packet of oral
rehydration salts (ORS). This drink is used by doctors and health
workers to treat dehydrated children. But it can also be used in the
home to prevent dehydration.

) Dissolve the contents of the packel in the amount of water
indicated on the packet. If you use too little water, the drink could
make the diarrhoea worse. Il you use too much water, the drink will
be less effective.

> Stir well, and give to the child to drinkina cup or feed with a spoon
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A child with diarrhoea needs food.

O Itis often said that a child with diarrhoea should not be given any food ;

or drink while the diarrhoea lasts. This advice is wrong. Food can help to
stop the diarrhoea. Also, diarrhoea can lead to serious malnutrition un-
less parents make a special effort to keep feeding the child during and
after the illness.

O A child with diarrhoea usually has less appetite, so feeding may be
difficult at first. But the child should be tempted to eat - as frequently as
possible - by offering small amounts of his or her favourite foods.

O After the age of about six months, all children need extra food in
addition to breastmilk. They should be given soft, well-mashed mixes of
cereal and beans, or cereal and well-cooked meat or fish. Add one or two
teaspoonfuls of oil to cereal and vegetable mixes if possible. Also good for
the child are yoghurt and fruits. Foods should be freshly prepared and
given to the child five or six times a day. This diet should be continued if

the child has diarrhoea.
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\When a breastfed child has diarrhoea, it is important to continue
breastfeeding.

O Mothers are sometimes advised to give less breastmilk if a child has
diarrhoea This is wrong advice. Breastfeeding should continue - and if
possible the child should be fed more often.

O If the child is being fed on milk-powder solutions or cow’s milk, then
feeding should continue as usual.
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A child who is recovering from diarrhoea needs an extra meal
every day for at least two weeks.

O Extra feeding after the diarrhoea stops is vital for a full recovery. At
this time, the child has more appetite and can eat an extra meal a day for
at least a week. This will help the child to catch up on the food ‘lost’ while
the child was ill and the appetite was low. A child is not fully recovered
from diarrhoea until he or she is at least the same weight as when the

illness began.

O Breastfeeding more frequently than usual also helps to speed up
recovery.
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Trained help is needed if diarrhoea is more serious than usual, |
it persists for more than two weeks, or if there is blood in the st:

?ﬂ lFc’lanents should seek help from a health worker without delay if the
child:

has a fever

is extremely thirsty

will not eat or drink normally

vomits frequently

passes several watery stools in one or two hours

0 0 0 O 0 0

passes blood in the stool (a sign of dysentery)
O ifthe diarrhoea persists for more than two weeks.

O Ifachild has any of these signs, qualified medical helpis needed
quicl_dy. The doctor or health worker will give the child a drink made w
special oral rehydration salts (see bax). In the meantime, keep trying to

" make the child drink liquids.

6

Medicines other than ORS should not be used for diarrhoea,

-except on medical advice.

Q Most medicines for diarrhoea are either useless or harmful. The

diarrhoea will usually cure itself in a few days. The real danger is usuall

ggéthe diarrhoea but malnutrition and the loss of liquids from the child
y.

O Do not give a child tablets or other medicines for diarrhoea unless
these have been prescribed by a trained health worker.

O Antibiotics should be given - after seeking medical advice - if a child
diarrhoea with blood in the stool. Other drugs should not be used.



Diarrhoea can be prevented by breastfeeding, by immunizing all |

children agaifist measles, by using latrines, by keeping food and !
water clean, and by washing hands before touching food. l

O Diarrhoea is caused by germs from faeces entering the mouth. These
germs can be spread in water, in food, on hands, on eating and drinking
utensils, by flies, and by dirt under fingernails. To prevent diarrhoea, the |
germs must be stopped from entering the child’s mouth.

O Poverty and lack of basic services such as clean drinking water mean |
that many families find it difficult to prevent diarrhoea. But the most
effective ways are to:

O give breastmilk alone for about the first six months of a baby’s life
(breastmilk helps to protect babies against diarrhoea and other illnesses) |

O at the age of about six months, introduce clean, nutritious, well-mashed,
semi-solid foods and continue to breastfeed |

O ifamilk-powder solution or cow’s milk has to be used, give it to the child
from a cup rather than a bottle X

O use the cleanest water available for drinking (water from wells, springs :
or rivers should be brought to the boil and cooled before use) '

O always use latrines to dispose of faeces, and be stire to put children’s
faeces in a latrine immediately(or bury them). (Children’s faeces are even
more dangerous to health than those of adults)

O wash hands with soap and water immediately after using the latrine
and before preparing or eating food

O cover food and drinking water to protect it from germs

O if possible, food should be thoroughly cooked, and prepared just before .
eating. It should not be left standing, or it will collect germs

O bury or burn all refuse to stop flies spreading disease.

O Measles frequently results in serious diarrhoea. Immunization against
measles therefore also protects a child against this cause of diarrhoe
There is no vaccine to prevent ordinary diarrhoea. -
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2

3
4

Illnesses can be prevented by washing
hands with soap and water after contact
with faeces and before handling food.

Tllnesses can be prevented by using latrines.

Illnesses can be prevented by using clean
water.

[linesses can be prevented by boiling
drinking water if it is not from a safe piped

supply.

Raw food is often dangerous. It shouldbe
washed or cooked. Cooked food should be
eaten straight away - not left to stand.
Warmed-up food should be thoroughly
reheated.

Illnesses can be prevented by keeping food
clean.

Illnesses can be prevented by burning or
burying household refuse.

</



reduced by going to the nearest health
worker for regular check-ups during
pregnancy.

1 The risks of childbirth can be drastically

2 A trained person should assist at every birth.

childbirth, all families should know the

3 To reduce the dangers of pregnancy and
warning signs.

All pregnant women need more rest.

4 All woman need more food during pregnancy.

Spacing pregnancies at least two years apart,

5 and avoiding pregnancies below the age of 18
or above the age of 35, drastically reduces the
dangers of child-bearing.

Girls who are healthy and well fed during their
own childhood and teenage years have fewer
problems in pregnancy and childbirth.

If awoman who is pregnant smokes, or takes
alcohol or drugs, her child may be damaged in
the womb.
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The risks of childbirth can be drastically reducefl by going to the
nearest health worker for regular check-ups during pregnancy.

O Many of the dangers of pregnancy and childbirth can bg avoided_if
the mother-to-be goes to a health centre as soon as.she believes sheis
pregnant. A health worker will help ensure a safe birth and a healthy

baby by: .
O checking the progress of the pregnancy so t}lat if problems are likely
the woman can be moved to a hospital for the birth

O checking for high blood pressure, which is a danger to both mother
and child
O giving tablets to prevent anaemia (‘thin blood’)

O giving the two injections which will protect the mother and her
newborn baby against tetanus

O checking that the baby is growing properly
O giving anlimalarial tablets where necessary

O preparing the mother for the experience of childbirth and giving
advice on breastfeeding and care of the newborn

O advising on where to go or how to get help if problems arise during
childbirth
O advising on ways of delaying the next pregnancy.

2

A trained person should assist at every birth.

O A trained birth attendant will know:

O when labour has gone on for too long (more than 12 hours) and a
move to hospital is necessary

how to keep the birth clean and reduce the risk of infection u:g?
how to cut the cord cleanly and safely

what to do if the baby is being born in the wrong position

what to do if too much blood is being lost

O 0 O ©0 0O

what to do if the baby does not begin breathing straight away

O how to help the mother to start breastfeeding itnmediately after the
birth

O how to dry and keep the baby warm after delivery
O how to help the mother prevent or postpone another birth.

O [f serious problems arise during childbirth, a trained birth attendant
will know when medical help is needed and how to get it

3

To reduce the dangers of pregnaney and childbivth, all Families
should know the warning signs.

O With any pregnancy, it is important to ask the advice of a health
worker about where the baby should be born and who should attend the
birth. If a family knows that a birth is likely to be difficult or risky, it may
be possible to have the baby in a hospital or maternity clinic. Or it may be
possible to move, temporarily, closer to a clinic or hospital so that the
mother is within reach of medical help.

O Soitisimportant for pregnant women, their husbands, and other
family members to know the signs which indicate that extra care, and
regular visits to a health worker, are needed.

Waining signs before pregnancy begins:

O aninterval of less than two years since the last birth
O mother-to-be is less than 18 or more than 35 years old
O mother-to-be has had four or more previous children

O mother-to-be has had a previous baby weighing less than 2 kilograms
at birth

O mother-to-be has had a previous difficult or Caesarian birth
mother-to-be has had a previous premature birth

(@)
O mother-to-be has had a previous miscarriage, abortion or stillbirth
O mother-to-be weighs less than 38 kilogruns before pregnancy

o

mother-to-be is less than 145 cm in height



Warning signs developing during pregnancy: s

O failure to gain weight (at least 6 kilos should be gained in pregnancy)
O paleness of inside eyelids (should be red or pink)

O unusual swelling of legs, arms, or face.

Four signs which mean get help immediately:

O bleeding from the vagina during pregnancy

O severe headaches (sign of high blood pressure)

O severe vomiting

O high fever.

O Dangerous problems can arise during the process of giving birth. In
at least half of all cases, there are no warmning signs in pregnancy.
Therefore all couples should know - in advance- where the nearest
hospital or maternity unit is to be found and how to get there. In case
problems arise during labour, the father-to-be should make ad\{ance
arrangements for moving the mother-to-be to the nearest l}ospltal or
maternity unit. In particular, transport should be arranged in case itis
needed.

4

Al women need wore tood during preganey. Al preguant women
need more rest.
O The husband and family of a pregnant woman should ensure that she

has a variety of extra foods every day - starting as soon as pregnancy is
confirmed. She should also have more rest than usual during the daytime,

especially in the three months before the birth.
O A pregnant woman needs a variety of the best foods available to the

i

family: milk, fruit, vegetables, meat, fish, eggs, pulses, and grains. There s

no reason to avoid any of these foods duﬁng pregnancy.

O If possible, a woman should be weighed as soon as she }mows that she
is pregnant. It is important to gain weight every mon?h during pregnancy,
and to try to gain a total of 810 kilos before the baby is born.

Spaeing pregnancies at least two years apaet, and avoiding
pregnancies below the age of 18 or above the age of 35, drastica
reduces the dangers of child-bearing.

QO One of the most effective ways of reducing the dangers of pregnanc
and childbirth - for both mother and child - is to plan the timing of birth
The risks of child-bearing are greatest when the mother-to-be is under
or over 35, or has had four or more previous pregnancies, or when the -
is a gap of less than two years since the last birth.

O Avoiding births by having an unsafe abortion can be very dangerou
Ilegal abortions carried out by untrained persons kill between 100,00
and 200,000 women every year.

6

Girls who are healthy and well {ed during their own childhood w
teenage years have lewer problems in pregnancy and childbirth.

O Safe and successful childbearing depends most of all on the health:
readiness of the mother-to-be. So special attention should be paid to tht
health, feeding, and education of adolescent girls. The first pregnancy
should wait until at least the age of 18.

7

If o woman who is pregnant smokes, or Gakes aleohol or drugs, I
child may be damaged in the womb,

O A pregnant womnan can damage her unborn child by smoking tobac
drinking alcohol, and using narcotic drugs. It is particularly important r
to take medicines during pregnancy unless they are absolutely necessz
and prescribed by a trained health worker.
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1 Becoming pregnant before the age of 18, or

after the age of 35, increases the health risks
for both mother and child.

increased by up to about 50% if the space

2 The risk of death for young children is
between births is less than two years.

Having more than four children increases
the health risks of pregnancy and childbirth.

There are many safe and acceptable ways
of avoiding pregnancy. Family planning
services can give couples the knowledge
and the means to plan when to begin having
children, how far apart to have them, and
when to stop.

7



Becoming pregnant before the age of 18, or after the age of 35,
increases the health risks for both mother and child.

O Every year over half a million women die from problems linked to
pregnancy and childbirth, leaving behind over 1 million motherless
children. Most of these deaths could be prevented by acling on today’s
knowledge about the importance of planning pregnancies.

All girls should be allowed the time to become women before becoming
mothers. In societies where many girls marry at an early age, couples
should delay the first pregnancy untl at least the age of 18.

O For health reasons alone, no girl should become pregnant before the
age of 18. A woman is not physically ready to begin bearing children until
she is about 18 years of age. Babies born to women younger than 18 are
more likely to be born too early and to weigh too little at birth. The birth
itselfis likely to be more difficult. Babies born to mothers who are too
young are also much more likely to die in the first year of life. The risks to
the mother's own health are also greater.

O After the age of 35, the health risks of pregnancy and childbirth begin
to increase again. If a womnan is over the age of 35, and has had four or
more previous pregnancies, then another pregnancy is a serious risk to
her own health and that of her unborn child.

2

The risk of death for young children is increased by about 50% if
the space between births is less than two years.

O For the health of both mothers and children, parents should wait until
their youngest child is at least two years old before having another baby.

O Children bom too close together do not usually develop as well,
physically or mentally, as children born at least two years apart.

O One of the greatest threats to the health and growth of a child unde
the age of two is the birth of a new baby. Breastfeeding stops too
suddenly, and the mother has less time to prepare the special loods a
young child needs. Also, she may not be able to give the older child the
care and attention he or she needs, especially during illness. As a resul
the child often fails to grow and develop properly.

O A mother's body needs two vears to recover fully from pregnancy a
childbirth. The risk to the mother's health is therefore greater if the ne
birth follows too closely upon the last. The mother needs to give herse
time to get her strength and energy back before she becomes pregnan
again.

O Ifa woman becomes pregnant before she is fully recovered from
hearing a previous child, there is a higher chance that her new baby w1
be bormn oo early and too light in weight. Low-birth-weight habies are |
likely to grow well, more likely to fall ill, and four imes more likely to d
in the first year of life than babies of normal weight.

3

Having more than four children increases the health risks of
pregnancy and childbirth.

O After a woman has had four childven, further pregnancies biing
greater risks (o the life and health of both mother and child.

Especially if the previous births have not been spaced more than two

years apart, a woman's body can easily become exhausted by repeated
pregnancy, childbirth, breastfeeding, and looking after small children.
Further pregnancies usually mean that her own health begins to suffer

O Atfter four pregnancies, there is an increased risk of serious health
problems such as anaemia ('thin blood’) and haemorrhage (heavy los:
blood). The risk of giving birth to babies with disabilities, or with low
birth weight, also increases after four pregnancies and afler the mothe
reaches the age of 35.

1

There are many sale and acceptable ways of avoiding pregnanc
Family planning services can give couples the knowledge and th
means to plan when to begin having children, how far apart to b
them, and when to stop.

O Most health clinics can offer different methods of family planning s
that all couples can choose a method which is acceptable, safe,
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convenient, and effective. Couples should ask advice about the most
suitable means of family planning from the nearest trained health worker

or family planning clinic.

Some methods of family planning, such as condoms and contraceptive
pills, may also be available frorh pharmacies and other shops.

O Family planning is the responsibility of men as well as women. All men
should be aware of the health benefits of family planning - and of the
different methods now available.
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ipecifig Objgpfixgs of the WOrkgggg.

1. The aim is to improve the traininp 2f the TBAs.

2. The other objectives are:~-

(2) Formulation of ayllabus a2v surri.ulut far taining.

Y Tornmulation of a pretraining quecz. .onnaire. ‘ :

(c¢) Outline the functions of the 1BA,

(d) Agree on the selection and traimins period.

(¢) Design assessment and avaluation firms for TBAs supervisors.

(£) Discuss'pogsibilities of having a lecal 1TBA Kit and suggest
the contents of the Kit including .:wple drugs which could
be used by 1BA. _

L Work out implementation strategles.

() Design a reporting system,

General Objectives of IBA lraining Programme.

At the end of the programme the participents will be able to:
1. Provide care and advice to methers d.ring the ante-natal period.
2. Skillfully provided care to a woman during labour.
3. To provide care to a woman after delivery.
4. To provide care to a newborn baby immediately following delivery.
S. Yo provide appropriate care to a mother du}ing“the puerperium,
€. To Provide assistance and advice to a family on the care of the
pre~school child,
7. To identify common childhood ailments and provide practical
advice to the family,
8. To provide advise on the importance of family planning.
9. Creat avareness among the community on the danéers and prevention
of HIV/AIDS,
In 19Gz an evaluation of the programme was done by the Traditional
Medicine and during the 1984 EPI/MCH/PHC ev;lua@i@n the WBA activities
wur o ezke 3ntr. In both evalyation repo-ts it was found out that there was
need t: strengthen the vrogramme in a numb.r of areds, it was also found out that
that about 60% of all total deliveries still take place in hnmes.
Up to date there has been no figures to show the impact of the 1BAs on the
Maternsl and Child Health Services, The p ~sent figures show that there is
a high percentage of mothers attending ante natal clinics in health institu-
iions but only about 4O% of these deliver in health institutions.

3/---------.0




2

- ) -

The other problem which was observs! during EPI/MCH/PHC evaluation

was that the staff who actually supervise the TBA are not trained

®
in training and supervision of the 13As hence the need to review
the programme.
SELECTION
®

1. 1. Criteria for Selection.
The trainees should be sel 'ed on the basis of:
1. Community acceptability in the performance of midwifery.
2. Maturity - preferably between 30 ~ 45 years of age and above.
3. Parity of 3 or more
L, Educability
5. Jeadership . »
6. Should be a practicing UBi. _ o
1. 2. The trainee should be selected in collaboration with community
organizations ltke the vill.ge productivity committee, health
centres staff, community development, department and the Mini-
stry of Lkabour and Soeial S-«rvicess ®

TRAINING PERIOD

Diinpafang

6.w.eek's -theory training which c.r. be broken into modules gr <‘:an .
be continuous until the TBA qua_ifies. In between the tralning

the trainer shguld observe the %B: conducting at least one delivery.

FUNCTIONS OF A.T.B.A.

5. 1. Ante-natal Care. ¢
1. Health edugation on the importance of early antenatal
care. |
2. History taking L
3. Idetifieation gf high mothers and making appropriate
referal.

4. i4vicc.og I’ +vition during pregnancy.
5. Examination of antenatal mothers. ®
. Advise and prepare mothers for delivery.

Beeoaveraces : ,.)}bgt
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3. 2, +Intra - partum Care ~ Natul

1. Monitoring and conducsing,normal delivery.
2. Preparation of equipmgnt before delivery and maintenance
of TBA Kit.
3, Identification and referal of high risk mothers.
3. 3. DPost-natal Care.

1. Conduct post-natal ex:mination of mothers énd infant,
2, Health education.
3. Advise on'nutrition ¢fter delivery and during breast
feeding., # ‘
4, To identify and refer ccmplicated post-natal cases.
3, 4. Child Care.

‘ [N

1. Health education on imzortance of immunization.

2. Health edugation on child nutrition.

3. Health edugation on th: control ¢f diarrhoeal
deseages.

4, Teach and demgnstrate hov to manage a diarrhoea case
at home, using heme made ORS.

5. Health education *p the six preventable childhood
diseases and gher gemmunicable diseases.

5. 5. Hygiene.
1. Adiviss en: 4
~ Persenal hygiene.
- EnfirOment“ﬁealtb.
3. 6. Family Rlanning,.

b

1. Mptivating and case finding.
2, Advi§e mothers on available methods of family planning.
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Ante-fartum Period,

PROPOSSED T.B.A. TRAINING SYLTABUS

wenerel Objective: To enable the TBA to Provide safe and effective care to the pregnant mother.
——————— &5 o eem e at b m— v e ¢ i ...T... ——— | —
*ECTIFIC OBJACTIVES |SUB—-OBJSCTIVES CONTENT METHOD LEARNING ' VISUAL
_ N _ | BYPERIENCE |  AIDS
The 1B will be able j1. 1. The TBL will - External Lecture ! Demonstration 3 Pelvis
to: : be able to: | genitalia discussion on a pelvis 5 Board:Chal
1. To briefly descri- Name the parts , - internal demonstration ,i . Flip Chart
te ¢iix anatowy and | or the rlemorc gznitzlia i ,
a LiLos LDy, Lo T .: reproductive . = Vagine d | !
; ierale repreductive l system. i - lervix : |
s system. I { =Uterus j
> | - Faligpien i
™ ' ’ tubes !
3 f ;= Pelvas ;
S e r——— g e I ——t — ‘
= J M ) H
. . i . ) . - !
2. fBzrlain the import- 2. 1. Give reasons ~Impertanee Leeture ' explain ,
ance of early ante . - why it is : of artenatal ! discussion { verbally. ;
natal care to the important to | Clinie. = ! role play. ! :
mother. ; start early ! : ' !
! antenatal ! !
| care(3-4 ; ' :
; months) : . :
—— o ""”".""‘;' v eme s - .é—.-m~ e 4 a Aty s - ‘:q-... . ....,- ) : srm e sma s v s £ i —— . e C e Paes - ———— e — — + — ——
> gﬁ?gggglaeiagiggi The TSA will .  -dnlargement ! demonstration!  Demanstration Pregrnant
%*?:n of a mother be able to: i of the Abdo-;" role play : on a pregnant. woman
r--" ~7 2 "‘.."r Lhapco 5"’!" d‘?’scrl_ : m=n amenorr_: DiSCUSSiOn 1 woman . FO"‘BtSl
zn¢ szlect mothers N i Lo Shes ] ;
io1 reiuroal Lo Cooue ’ noesireast : . zcope.
BB b 2 B aomei  Chonees . y |
wide the 1160 normal, mornj~- | = : -
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Antepsrtun_Period continued
Genral Objective:

To enable the TBA to provide safe and effective care to the pregnant mother

]
SPECIFIC OBJECTIVE SUB-0BJECTIVZS CONTZNT J1iaTHC LELRNING VISUAL
o ] ) — 1 SZIPZRIINCE AIDS
The IBA will be -4ill measure 'Tecture =nd Demonstration : 5 feet
able ta 3.2. Assess mothers -4 denonstration | and practice | string or
height and the danger | against a wall I of measuring | stick.
i of short stature mark of 5 feet | by each TBA |
! (below 5 feet). !
putenmende %73, “Hécognise an | -Pallor of face. L.eture  end | Show ansemic ; 2 Pregnant
o anzaemic mother and conjunctive iDemonstration | and non-ana- | Mothers
b from a2 non-aneenic i -shortnass of ! ! mic =othir ;
and refer to thz hea- : »r. Tl S v ;
5 Lih coentro, e wE oS !
-genzral weak !
. ness !
3 -gedema !
QT T T 3.0, Recognise an Timping and Tecture Role | BExplain~
2 ¢ abnormal gaint rickets. play Discu | Verbally
i by observing the ssion. ' and i
general walking Demonstra- ;
pattern. . tion,
I
35, Ditterentiate — I = Tnstructions | -
tetween a well nouri- of good eating | Demons-
shed and a poorly habits. i tration of
: nourished mother, - A varied diet ’ limping _
~Alternative : | mother. '
W i Cheap sources oL, i Identifi- Flannel
™ ! } proteins ' ;1 cation of sraphs
v : | =-General signs ' o Dostars ' S E o
N : of poor nutri- . On POStaTs, \ poste
< 1 * tion. | . flannel ! of foods
é i : { ' granhs'‘end { end reel
N : i { Teal fcods. ' tord,
2 | '
™m
o
S S

|
|
i
|
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Ante~-p.rtur Period.
—EPACIFR OBSECIIVE SUB-OBJECTIVE T TONTERT FETHOD ~ T TTLEIRNINGT T TVIB: T
_ - SXPERIENCE AIDS
The TBA will be able ~Checking of ecture and emonstration Pregnau:
to: 3.6. Advise on breasts lemonstrati~ bn pregnant mother
general care of bre- ~Cleanliness pns. Discu jnothers
breasts. of ]‘)reasts ssion.,
iﬂg'insgggggii? fiag (daily bath) Demonstration | Pregnant
d advi 1PDLE ~Determine if Lecture and of rolling and | mother
and advise methods abdomen is demonstration [PY+1ing of
te improve condition | inorasinf in | nipple.
° size.
3.8, Examine the ~Palpitation to ggggggir:%gon Demonstration Pregnant
abdomen and deter- determine lie, . ! mother
mine the progress presentation and practice Foetal
of pregnancy of need and fundal Lecture and ! Scope
for re.ovral. h'“::Lght._. dzmenstravion
The T3% will B, 1, solent thosc ~Fignifeants ' ‘
. owls to W oS with sooss VR i
;;2;22 @14 defor- ~Dangers of Iecture ‘ Demonstration Pregnant
° oedemar ] demonstration |gng practice mether.
Identif: "at 4,2, Identify at ;fexaglnatlon Rele Flay. on mother with
risk" mothers rish mothers bad 1 oedemaLous |oedema .
and explain and obstebrical egs to show Lecture |
C . itting eedema Discussion :
the importance history. P ; Explain |
of eaI’l: I’eferal. Vegball :
Identification of Identification of] : y
deformities. deformities ' ‘
- Grand multipardl | '
- Prolonged labour ¢ ;
e - Postpartum L ‘ _ t
] haem. ! |Bxplain
; - Operative jverbally. ’
s delivery ! !
= - Neonatal deaph . |
2 ~stillbirth i ' ;
S -atortion !
a S TAR S TRl A T :
Q o
3 ~Frimig cviea i * '

o
IS



Ante-nartum Period

SPECIFIC OBJECTIVE

SUB~OBJECTIVE

CONTENT METHOD LEARNING EXPERIENCE VISUAL AIDS
7. Create an aware- Review the type of Danger of Role Play Explanation Actual
ness of the danger| traditional medicind +traditional Medicine
of traditicnal in use. medicine with (Traditio-
medicine given in 7+.1. Discourage the specific nal)
labour use of traditiomnal examples if availa-
medicine during ble
labour
Post partum Period
8. The TBA will to The TBA will be able - body building | Discussions ~ Verbal Real foods
able to: to advise the mother] foaods Locture explanati~-ns .
uncorstand the on the importance - cuergy ~iving | - Coclting
ir‘".‘. ";:ti"ngg of of Lalonce dio. foods ) ’ démonstration
h 1 ~co dint

= Protective
foods

- Plenty of
fluids

- Emphasize on
varied diet

Family Spacing: The

The TBA should be
able to:

1. Explain the
importance of
child spacing

t
m
0
ﬂ
2
>
; '
oo
r\
™m
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-
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TBA should be able tb

1.1. The TBA
should be able to
explain the

advantages of child
spacing

give advice on cH

- Prolonged
breoast feeding
~ Prevention of
unplanned
pregnancies
- Promotion of
Family Healthy
RHCsy Hospital
Traditional,
Artificial,
Hatural methods

H.1d spacinge

Discussions

Demonstration visit

to a Family Flanning
Clinic

Pills,
Condoms y
IUD,
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Intra-Partam Feriod

general Objectives: The TBA should be able to conduct a safe and clean delivery of a live infant

and healthy mother.

LEARNING VISUAL
SHE CITIC GBJZCTIVES SUB-OBJECTIVE CONTENT METZXCD EXPERIENCE AIDS
The TBA will be able to| 1.1. Identify boiling jinstrul Lecture Naming and explaine-| Actual
: 1. Prepare instrumentp instruments she ments bowls, Discussion ing of the use of instruments
and materials for will use during scissors, Demonstra- instruments
delivery delivery and be etc. cord ties| tiecn
able to use them. gloves
1.2, Wash instru- s‘terilising by _Lecture Sterilisin
ments and ste;i}i boiling method{ Demonstra- boiling usfngy Act:a%ilnstru
se them by boiling tion traditional Ffire men ire

method

for 30 minutes

2. Deliver her patients! 2,1, Exglain the

- advontoges of

Yiscusziom

rractise in daily

broemsy dustar

in a clezny 4 imsertance of 14 . 1 3 - .
weil v“u;i’rteiyind 1 i:kc ”f?;; ot ¢ -gan room Ige?l Jome | sweeping and dusting water for
roll ]_-: € ‘_.'._-...y_vl. i;l;'ec.‘t’:ié]l‘ i} with wincows visit TBA’ of room where TBA sprinkling on
. - sweeping Demonstra- training takes the flow eto.
~dusting tion place
3. Keep herself clean 3.1. Always be TBA daily bathg Lecture Wash hands Soaps bowl of

when in attendance presentable

- wash clothes

and Demons-

water clean

tobthe mother and - emphasis on tration on hand cloth
baby. hand washing on hand
- Lock for washing
a?aemlg coizur Demonstra~ [Examine and differe-
o dcongunc Ve | tion Discu~ {ntiate between
oedema, ssions, normal and abnormal
pressure on | Zoionsy - |nermal and ebnorn
! € interprets >
pitting (ANC ward)? rp m
‘ - ——
4, Take a labour history 4,1. Examine the signs symptoms ) %
on mothers who come | npother for ansemia | 2nd observations . TBA explains é
in labour and identi< .4 cedema of bleeding Observation verbally to the >
fy the "zt risk" . . and Lecture group @
. " b.2.Re-organise : ~
mothers “or refernal ) . . | o
early signs of oxteora-l HDlecdineg 8
h]
<

LGN

AN
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#ntra Partum Period

) | LEARNING
SPECIFIC OBJECTIVES SUB~OBJECTIVES CCONTENT METHOD EXPERTENCE VISUAL AIDS
4.3. Recognise rgigns of Discussion TBA Explain Doll with big
early signs of obstruction | Lecture verbally to the head Pelvis
obstructed labour . | grouxp
-importance Lecture |
of severe | | i ;
| abdominal | i |
i pain not I |
related to | |
labour cont—‘ - }
ractions | I
B A — —_— -
5. Distinguish between | 5.1. Recognise - signs of | Lecture ; State signs and | Mother in
true and false labour signs and symptoms | true labour ! questions and i symptoms of true ' labour
of true labour by feeling | znswers Discu-  labour ‘
strength and; ssions !
| ,frequency | . !
: of contrac~ i |
" tionse : [
~ Show or
rupture of
membranes ¢
&. Demonstrate understad 6,1. Encourage the | =encourage Discussion Provide water Soape water
mding of cleanliness mother to have a bath of Observaticn and bathroom razor blade
during delivery bath before delivery patient Explanation
and shave -prowvide :
water
7. Management of normal | 7.1. Understand - reason for! Lecture Discu~
labour the care of bladder frequent | ssion
7+2. Recognise the nggglns of
progress of normal a er Discussion Practising Pregnant
labour by strength | ~descent of Observation feeling for Mother in
of contractions and} head by Demonstration constraction and labour
descent, abdominal ! descent of head
palpitation.;
|
l 3
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intra Fartum Period _ L
SPECIFIC OBJECTIVES | SUBJECTIVES CONTENT

Y
H

METHOD

LEARNING
EXPERIENCE

VISUAL AIDS

8. Recognise
Obstructed labkcur

AdOD 318V TIVAY LS38

7+.3. Recognise ,

the stages of
labour and

normal duration

of each stage

7.4, Instruct
the mother not

to push before

full dilation
and be able
reasure the

mother throughouf
I labour

!

Y. "rovide and |}

SATY

siotheor to take
porridge and
filuids during
first stage of
labour

8.1. Recognise
complications
and refer the
mother to
hospital early
Need to review
the stages of
labour

~-First stage
not to let sur
gset twice

-second stage
not more than
one hour
-third stage-
not more than
3C minutes

or time TBA
takes to
receive and
wrap baby

~Lth stagae |
obkscrve !

B Vel 1

baby for one
hour

- dangers of
pushing before
full dilata-
tion of
cervix
(second stage)

-encourage
light diet e.d
porridge and
any sweet
drink during
first stage
of labour
-explain
verbally
reasons for

giving
norridge

Discussion
Lecture

Lecture
Discussion Role
play

Discussion

diffe ) stages

of labour and when
to refer

Watch a delivery

Mother in 2nd
stage



Intra~Partum Period

14 -

LEARNING
SPECIFIC OBJECTIVES SUB=-OBJECTIVE CONTENT 3ETHOD EXPERIENCE VISUAL AIDS
10.5 Instruct the mothey reasons for instru | pigcussion Practice
to push with a contrac~| cting mother to Domonstration
tion wash with soap Role play
contraction and
and encouragement
to relax in between|
contractions.
~ 10.6 Support the dangers of Discussion Practice
pad during crowning unassisted Demonstration
of head cover the delivery
sums
10.7 Receive the dangers of Discussion Practice doll +
baby on a clean asphyxiation Demonstration clean cloth
cleth and clcan thd and infeection
ey :
10,8 fies the cord § ¢uts the cord Discussion Fractic. All items
: with two sterilc ‘with sterile Demonstration mentioned
ligatures and but scissors or Role Flay
the cord betweaen razor blade
ligatures with after applica=~
sterile secissors tion of sterile
or razor blade. ligatures or
» sisal.bark‘
cotton thread
or material s
10.9 Keep the baby W
warm imnediately g;bytzoﬁgep the g::zzzsion Practice }dolls small
after delivery A D trati blanket
encourage skin to , emonstiration
skin contact _
11. Determine placenta 11.1 Recognise the signs of separaflecture Verbal warm clothing
suparation signs of placental | tion of placenth Discussion explanaticn

separaticn

by feeling the
firmneass of. the
uterus, leng-

thening ¢l the-

Questions and
Answers,
Observaticn




[
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LEARNING
SPECIFIC OBJECTIVES SUB-OBJECTIVE CONTENT METHOD EXPERIENCE VISUAL AIDS
cord and tricke-
ling of blood
12, Manage the blood 12.1 Deliver the - delivery of Lecture i Practice Placenta
stage of normal labouri placenta and the placenta Digcussion |
membranes by and membranes Demonstration i
maternal effort by maternal
and examine for effort and
completeness examination of
the placenta
for complete-
nces
12.2, Assess the - Assess the Discussion Fractige ectima-! Receiver
amount of blood amount of ' Demonstration ¢ ticn by using
loss blood loos by . { e~llirct fronm
R W TS delivery kit
amount in cups
and conditicn
.of the patient
12.3 Contrel P.P.Hh~have patient Discussion Practice
void Demonstration
= control of
PPH by rubbing
up the uterus
for a contrac-
tion and immedip
ate referral
- Fut baby to
. breast Lecture
12'? Inspect the - deseription Lecture Practice on a
perineum for tears) of tears for Discussion
and refer the referral Observation sponge

AGOD FIBVUVAY Lo

Yo

ke

extensive ones

~ danger of
‘uancenanirew

NS

Sy
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Nlra-Partum Period
LEARNING
SECIFIC OBJECTIVES SUB-OBJECTIVE CONTENT METHOD EXPERIENCE VISUAL AIDS
12.5. Refer -~ signs of Discussion Explaining
retained placenta| retained wuestions and verbally
if not delivered placenta knswers

after 30 minutes

- dangers of
retained
‘placenta or
membranes,

~ importance
of rofornsl

o
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S2ECIk1C 0BJ 2CTIVIS
The TRA
to:

will be able

1. Tdentify anzemia
in the post-partum
period.,

2. Detect breast
engorgement.

- e e

3. Diflerentiate
o welld caniractad uterus
fror uncontracted uterus

under-
involu-
uterus.

4, LiAcguire
standing of
tion of the

© e —— ¢ o— - —

®
SUB~OBJECTI . .3

Tra.TBA will be
able to:

1.17. Tecognise -
normal colour of
conjuctiva and
tongue

2.1. Recognise
breast engorge-
ment.,

2.2. Recognise
cracked nipples

wéil cdﬁtradiéd
uterus by palpa-
ting on abdomen

4,19, TBA should
recognise and
advise mother on
normal colour
amount and odour

: of lochizs and

duration.

4 2. PB4 s.ould
recognise and

advise mother on
abnormal lochisa.

4.3, TB. should
recognise change

in =zize of uterus.

BEST AVAILABLE COPY

CONTENT }

. - e vo—f——

normal colour of

15THOD

Lecture and

conjunctiva and IDemonstration
tongue.

abnormal colour

of conjunctiva

and tongue

oedema !

breast examina~ [Lecture

tion. Discussion
signs and symp- ‘and Demonstra-
toms of treast

ition.
engorgement ;

cleaning nipples !
treztment of cra-~|
1223 nivplen |

fee o i

.o,

Ce
treatment.

uncontracted
uterus
contracted

PR . i \
.'
‘Discussion and
lecture

uterus. i
g

normal colour,
amount odour
of lochia,

ebnormal lochia

t
."_
|

!Lecture and

need for referralfdiscussion

change in size of!
involuting uterusl

/
i
|
i

\ramamn Smar st et cnamrtm——

e - ——

¢

3

. LEARNING [VISUAL

| _SXPERIENCE AIDS
Lecture and :
Demonstration
- Classroom
Demonstration
and Practice

| (postnatal

iward)

i ;

- ;

|- l

§ st

‘ s0ap, Vi

i clean .

cloth o~

i mother.

i

!

¢

’.

i Demonstration

! patient with a

i ceptic postnetal )
natal ward. mother if

available

e



POST PiRTUM PERIOD

-~ 177 -

suck, fever
continuous
crying,
convulsions,

signs and
symptoms of
tetanus,

|

SPECIFIC OBJECTIVES . SUB~-OBJECTIVES { CONIENT -METHOD - LE:RNING ! VISUAL
. LEXPERIZNCE AIDS
5. Provile approprite 5.1. Appreciate Cord care: Discussion Practice Soap, water
cord care during post- danger of appying - dangers of lecture and cleaning clean wool
~nmatal period. medicines on the cord applying Demonstration cord-post spirit salt
local medie nmetal Yard baby.
6. Having adequate 6.1. Keep the baby cines, :
knowledge of care of warm by wrapping in Discussion Demonstra=- doll, water
premature baby dry linen. - Characteri- lecture and tion of cloth soap.
: : stics of a Demonstration, | premature
6.2. Identify premature baby.
y bremature baby for baby. :
: referral i )
I ~ problems of | f i
premature : " |
7.7. Differentiate baby. ! ! ,
- dontif the otlem| @ NOrrme.. boby from . i ‘
g; .1“”&tflgogg"5f\ irth injury. ] Discussion !Demonstra~
Lo Yn e TR T - si and lecture tian
Jduring the post pqrtgm : _ ilgns an e : .
. i symptoms ofs- =4 Observation
{:{lgg Sﬁgnrﬁgigsggrg?SpT 7. 2. Recognise cerebral Leeture
! Jurundice in baby injury. discussion
!
} 7.3. Detect the
i pbresenece of infe- + high pitehed
ction in a baby | cry signs and .
i ) ! symptoms " ;
i 7.4. Recognise baby l Jjaundice. i
i with neonatal tetanus., ! !
! T failure to . .Demonstration
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P

Vet ohoT Vousurlvsl e e WLLlL De aole TO advise mothers on the appropriate care of 2
' ck 4 and recognise conditions foi ~aeferral.
—\Z —
_ — — T ‘
@ CIFIC 0BJ.CTIVES SUB-OBJLCTIVES CONTENT [METHOD LEARNING + VISUAL ~IDS
SXPERIEBNCE. o
- i ;
MW.. will be able to: i 1.7. Give reasons Functions of the Tecture and Demonstration: Posters on
4. Understand the , for sncouraging Children's Clinic ifield trips sXplanation ¢ Children's
#wporteace of immuni- : mothars to attend Types of immuni- ecture | Clinic.
wtion. 3 Children's Clinic. zations and immu- Discussion Demonstration!
: nization SChedule'Demonstration and practice ‘
2. Identify Children . 2.1. Describe a Signs and symptoms Explanation - Fosters on
mith melnutrition and ! well nourished of malnutrition. : oab SNEVION 1 malnourished
give nutritional advi- X and 2 poorly i Demons%rationé children
€z bas=@ on &vailable ] nourished child ~ 2reast feeding ;
foods in *he community. ! and select thosa ~ Weaning foods 2 5
Alucate 1'3.. on the use ! for referral €.8. semi s~1id: - . » Food rezl
of zrm ciruferrence as % nutritions food | ﬁggéigiizggonf cooking
£ guideliane for child H 2.2. [‘dvise on ~ porridge with! | Utensils
srowti, X E00ou wedilng cwoundnute, i . Postar-.
Lrceticas, : '
. - , ) L oD Lmontlangd :
¥, o cowvliss eariy i Lo hod :
md lete signs of 3.1. Know the ;éiigOd and ur bxplanetion i
dehydration and advise ' d;neers of Demonstration ! Water
tore fluids. ; - dratie t Sugar
; ~ sunkenfonta- | Cup.
! 3.2. Recognise nelle. |

severity of
dehydration and
know when to
refer.

~ sunken eyes

- dry mouth, tongue
etc.

- making of oral
fluids.

- safe water,

— - —

- —— s



CHILD, GARE
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STAGIiFIC OBJECTIVE SUB-OBIECTIVES . CONTENT | mzrHOD | LZARNTNG | VISUAL
; f i IXPAZRIINCE AIDS
——— e e - e - , —_ =-) — e
4, Ic¢entify cnild- 4.1. hdvise ! -signs of ‘ Lecture Demonstration | Posters
kood illness and mothers on care fever, ! Discussions if
r-ke jroper refer- | of children with diarrhoes y Demonstration availabl
rals | common illnesses voritting :
5 of childhood. Otitis i
- madia worms, |
skin diseases !
'E,.' ) ; ¢ conjuctivitis i !
Tc advise on preve= | 5.1 Should be ,- mezsles etc. I - .
<. S e i ecture | Bxplain Broken
nvion of home acci : abls to menhion ' bfﬁ?if. _ - Discussion b Varbally bottles,
SeMTE . ; 2622 0f the eummon ?“ifﬁnigv ; end ~oins,
! W oo coridens . boobot ODARE : actica" .Lasti
; v ¢rid | s eaks. ; pract.ca Baisetg
} and injuries ‘ o SN
i fracture
[ swallowing ‘ i

v P B e v et

B Y

i i Aaa e b ey - #e

tablets.
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P

€IMER.I OFJECTIVE:

The TBA will understand the principles of personal hygiene and enviromental
sanitation and appreciate their importance in maintaining health.

— e e e

on b2r owr environ-
nent.

Y

o

e e —— A

spread of dise-
ases.

— . = m sy

B LI TPy ey

PN

pit latrine

refuse pits
filling of
cracks where
bugs enter.

sweeping
separate
houses for
animals

CTBLES v ma Pt md S . S | b T s A s AL M v A b

+ e

| |
SruC;rIC OBJECTIVAS i SUB-0L™CTIVES CONTZENT ; METHOD
: ] H
e it t —  me . R, .‘__.4.__._.,.:.‘. e 5. b A, we ot Ao ¢ -g m——— o  ene -i S—
the TBL will be able to: ; 1.1. Instruct a ; - general l_Lecture
" 4. TDemonstrate good | mother on clean- | hygiene | Discussions
persoral bygiene and ne i liness of her self! measures ! Demonstrations
eble to advise nthere . anil her family. ! -~ safe water )
; } -~ proper hand- ,
? i ling of food
.= preventicn.
. . : .
2. woemonctrate good 2,1. Explain to i — prevention Lecture
sanltary [ractices mothers how to ¢ of diseases Discussion
prevent the by use of field trips

| 2
i
i
|
i

o —— g 4 L A4 —— V! " A o Y b Mgt i * v,

cioun A e e o =

LE/RVING TEACHING
SXPERTENCE AIDS
Demonstration, Soap,

Zxplanation on
the importance
of boiling - .
. water, washing
hands before

meals and after
visiting, teilet.

Water.

Explanation of |
the importance
of having toi-
ilet and re-
fuse pits and
proper care and
sweeping of
the house
surroundings.

e e avea it san i as mtme e WS me



IETE3F 3 TORLL CO-CRER.TION

GENLP.T ( BJICTIVS: . The TBA will appreciate the existence and role of other P.H.C. workers in her
- community and be able to wo*k hand in hand with them.

e e oo e e e R e
SPAAIAIC OBJECTIVAES ' SUB-0BJLCTIVES { CONTENT !ﬁETTOD i L:.RIING Z VISUAL
. ! . 2
The :Ras will be able ! gﬁéiesUgieiigigg.the - duties of PHC, ELecture sxplanation !
%0z o { CH4 FHK,PHls, etc,and Field of the duti- -
1. TIdantily her role | s ltrip, Dis- i es of health i
in toe health teanm ! 1.2. Utilize the -~ Health centresic: 'sion. team
and* her relation to | health resources !in hospitals CHW [ :
other primary health i for referral ! - !
care worker. i . 15-45 Years iLecture T84 explains |
: s i ;den?lfy people occupational rishiDiscuss~ - | the high rish
Genersl Objective ! et high risk. ' Social Rish etc. fon. ' groups
M YL ghenld T 5 Kr=-., v+~ im?orthce ffce“ ing by ah ctura ; i
31 T eTVLCce hu wel'S ' V. pruycntlon ot b0111ng.methods. ‘Dlscuss- - Sterilizing f
on tra prevention or infection. . lion by boiling i
HIV infection ‘and . _ o Demonstra- §
- corrwl of ATDS. | ! tion. I
] .
The TBA should be able ,‘ | geissor
to explain HIV:AIDS. : ! bowls real
She saould know the i instTuments
mode of transmission. | e.t.cC.
f
!

v hrn — - %
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