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Section A. FIELD PROJECT SUMMARY 

DIP Table A: Field Project Summary 

Cooperative Agreement No: #PAO-0500-A-OO-5025-00 
Project Duration (mm1dd/yy): 

Start Date - October 1, 1995 
Estimated Completion Date - September 30, 1999 

1. Percent of total USAID contribution by intervention 

Immunization 

Diarrhea Case Management 

NutritionlVit AlGM 

Micro nutrients 

Pneumonia Case Management 

Maternal CarelFP 

Malaria Prevention & Management 

HIV/AIDS Prevention 

Total 

2. Size of the Potential Beneficiary Population 

15 

15 

25 

25 

20 

100% 

$134,991 

$134,991 

$224,986 

$224,986 

$179,988 

$899,942 

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 

6 

Increase the percent of children 
12-23 months of age who are fully 
immunized from 77.8% to 8S%. 

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 
DPT!. [Survey] 
Percent of children 12-23 
months who received 
DPTI. [Survey] 
Percent of children 12-23 
months who received 
measles vaccine. [Survey] 
Percent change between 
DPTI 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 

1. Training for 100 new CHWs. 
2. Refresher course for existing 
CHWs. 
3. Training for SO new TBAs. 
4. Refresher course for 3S 
existing TBAs. 
S. 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. 
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1. 100 CHW strained. 
2. SO CHWs retrained. 
3. SO TBAs trained. 
4. 3S TBAs retrained. 
S. 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 

I. Training Report. 
2. Training Report. 
3. Training Report. 
4. Training Report. 
S. Monthly Supervision 
Report. 
6. Training Report. 
7. Monthly Supervision 
Report (Daily cold chain 
temperature monitoring 
report). 
8. Observation. 
9. Quarterly Activity Reports. 
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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% 

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 teachingllearning 
materials and strategies based 
on results of research .. 
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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. Teachingllearning 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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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] 

y 

1. Training for 100 new CHWs. 
2. Refresher course for existing 
CHWs. 
3. Refresher course for HC 
staff. 
4. Monitoring Vit. A 
distribution 
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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%. 

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 

education. 
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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. 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 CHWsI­
Community leaders. 
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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 
modem 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 
modem birth control 
method. 

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. 
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1. 100 CHWs trained. 
2. 50 CHW s 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 HClproject staff. 

_. 

1. Training Report. 
2. Training Report. 
3. Training Report. 
4. Training Report. 
5. Training Report. 
6. Monthly supervision 
Report; Quarterly Report. 
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Increase the percent of WCBA 
who know the means ofHIV/­
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 

Percent ofWCBA 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] 

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. 
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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 
MeetinglReport. 

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 M wami 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 8911000 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 12011000 (Zambia Country Programme 
Report, GRZlUNICEF, 1990). 

The government of the Republic of Zambia's National 
Plan of Action reports that "during infancy, respiratory 
infection, diarrheal di~es, and malaria account for just 
over 30% of deaths."t 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 
20211000 in 1992 (ZDHS). Nationally, the major causes of 
morbidity and mortality for children between the ages one 
to five years are malnutritiogJcontributing between 20-30 
percent of pediatric admissions, and accounting for 40% of 
hospital pediatric deaths), and diarrheal disea~ 
(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. 

Maternalmortality, based on hospital data. is estimated at 
2021100,OWlive births (Zambia Country Programme). 
Tile major underlying causes of maternal mortality are 
reported as young age at first pregnancy (average 17.9 
y.ears), la~f birth spacmg, l~ knowledge about h~gh 
fisk pregnancies on the part 0 oth service providers and 
users, high numbers of deliveries supervised by untrained 
p~!2.~I-,_ poor1y equrppecl-neatt:h faclhtles, 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 CHW s 
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 illness 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 CHW s, 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 CHW s 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.I Summary of Overall Project Design 
This project is designed primarily as a support to the 
existing or planned services ofMwami 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 Mwarni 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 MOR curricula will be followed, ADRA 
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 joint­
ly 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: 

Nutrition 
Improvement 

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

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
solid foods). 
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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. 

6. Management of Diarrheal Diseases: Continued Fluids. Percent of infants/children 
«24 months) with diarrhea in the past two weeks. 

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. 

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. 

10. Immunization Coverage (Card): EPI Access. Percent of children 12-23 months who 
received DPTl. 

11. Immunization Coverage (Card): EPI Coverage. Percent of children 12-23 months who 
received OPV3. 

12. Immunization Coverage (Card): Measles Coverage. Percent of children 12-23 months 
who received measles vaccine. 

13. Immunization Coverage (Card): Dropout Rates. 
(a) Percent of 'drop-outs' between DPTI and DPT3. 
(b) Overall dropout rate: Percent of 'dropouts' between BCG and measles. 

14. Maternal Care: Maternal Card. Percent of mothers with a maternal card. 
15. Maternal Care: Tetanus Toxoid Coverage (Card). Percent of mothers who received 

two doses of tetanus toxoid vaccine. 
16. Maternal Care: One or More Prenatal Visits. Percent of mothers who had at least one 

prenatal visit. 
17. Maternal Care: Modem Contraceptive Usage. Percent of mothers who desire no more 

children in the next two years, or are not sure, who are using a modem contraceptive 
method. 

Recommended Knowledge Indicators 

1. Mother's Literacy. Percent of mothers who are literate. 
2. Immunization Knowledge: Timeliness of Measles Vaccine. Percent of mothers who 

know measles vaccine should be given at nine months. 
3. Immunization Knowledge: Tetanus Toxoid Protection. Percent of mothers who know 

that tetanus toxoid protects both the child and the mother. 
4. Maternal Care Knowledge: Timeliness of Ante-Natal Care. Percent of mothers who 

know that pregnant women should start prenatal care before the third trimester. 

... i~aseIine SUry'ey ,. 
) . Results % .. .. 

56.1% 

52.6% 

35.1% 

81.1% 

96.5% 

87.5% 

84.7% 

10.8% 
12.2% 

46.0% 

33.7% 

40.0% 

26.4% 

33.6% 

25.0% 

27.4% 

97.7% 

Project interventions by percentage of activity are: 
NutritionlVitamin A, 25%; Maternal CarelFamily 
Planning, 25%; HIVIAIDS Prevention, 20%; 
Immunization, 15%; Diarrheal Control, 15%. 

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

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 messages 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 

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 pro'ect and t amily Planning Association of 
Zambi (funded by John Snow, nc.) ~ave been involved in 
project pan . g . YcuntinUeTobe 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; S1. 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 HISIIEC 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.l 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 MOR Statistical Office, 1995 
cumulative report) [The lower Chadiza figures may be 
more an under-reporting error than an actual difference in 
incidence rates; Chadiza has more logistical challenges 

4a.2 Baseline Coverage Estimates 

NoBCG YesBCG 

# % # % 
8 5.6 137 94.4 

# % # % 

139 96.5 132 91.7 
... ~. 

33 

4a.3 MOR Policies 

See Annex N for MOH Immunization schedule and 
policies. 

# 

than Chipata in terms of location, transportation, and 
communication between health centers and the district 
office.] 

% DO Freq DO 
Rate 

124 86.1 15 10.8 

4a.4 Knowledge & Practice Reported 
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 (IT) 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. 
Know/edge of number of tetanus toxoid vaccinations 
necessary for protection:. 53.4% stated that a pregnant 
woman needs more than two IT injections to protect the 
new born infant from tetanus. 15.4% said that a pregnant 
woman needs two IT, 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 least two IT 
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 IT vaccinations. 15.2% 
had one IT 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 o/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 
dist'lnces 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 playa 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, IT 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-natallPost-natal card to record 
IT. In collaboration with the MOH, the project will assess 
the best place to record IT 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 measles 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. 
CHW sand 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 stiiff 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.l Nutritional Improvement 

4b.la 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.lb Current Knowledge and Practice 
Prevalence and persistence of breastfeeding: 94.7% of 
mothers reported that they are currently breast~ 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 development. E. t t 0 be a cause of 
epilepsy, and meat is withheld so a accustom 
c Ildren to it. When children are sick, mothers usuaIIy 
~rridge made of cornmeal or of HEPS, (High­
Energy Proteil1. SupQ.@ment ma@_of mainly sgyflour). 
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 ofMOR 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 pregnantJIactating women. 

4b.lc 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.ld 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 CHW sand 30 new TBAs. In Year Three, 20 
CHW sand 10 TBAs will be trained. For content of 
training in nutrition, see Table D; CHW Manual (Annex 
VI), pages 1-9, 16-21. 

CHWs 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 ajoint 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.le 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.2c 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 
everyone 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 CHW s in growth 
monitoring skills and knowledge. The CHW s 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 programslhome 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 
continuedlbetter 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.). CHWs 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 
of children: 

0-11 months 
12-23 months 

Estimated beneficiary population 

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 o/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 CHWs and TBAs (trained or 
untrained)jrom 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 
HealthlDevelopment 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 
communities 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 c1inicslhospitals 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 needfoodfor growth and repair of our body, 
to regulate the body and for energy to do work." 
"We need to eat a variety offoodsfor good 
health. " 
"Foods rich in energy, protein, iron and vitamin 
A, should be included in the diet every day. " 
"Children need plenty offood 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 Factsfor 
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.l Baseline Under the direction of Dr. B. Wiafe, 
Mwami Adventist Hospital conducted research on the 
prevalence of xerophthalmia in 1991. ~, 
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. 

4c.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: in.fan~ 
not breast-fed, children between 6 months and 6y~ars of 
---;-.....-;.-~ ~ ----

age, children who are malnourished. have me~ 
diarrhea or other serious infections,/al~~.rpregnantJ1actating 
~ 

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-natallPost-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 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 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 
pregnantJlactating 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 pregnantJlactating woman requires one 

>dose, for a total of 6,519 visits (8,239 women x 1 visit x 
80%). 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.l 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 andlor 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 to 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: weaknessltiredness, 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 hospitallhealth 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 interventions 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. 

W:Jth 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-saIt 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 CHWs 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 ORTlFamily 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 CHWs 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 CHW s 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", 
"Continue 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.l0 Population Estimated beneficiary population 
of children: 

0-11 months 
12-23 months 
Total under two 

4,967 
4,166 
9,133 

Each mother will have at least four contacts/home visits by 
CHWs, TBAs, project staff andlor hospitallHC 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 area 
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 mayor 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 offer~:!a' 'ties include one 
or more of the following~vltamin and iron 
supplementation, tetanus t~.r.H IOns, weight 

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 DeliverylEmergency 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 
difficulty 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 kIn 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 carelhealth 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 wiIl 
be targeted for this intervention: 28,630. 

4g.8 Approach TBAs wiIl 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 CHWs 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. CHWs 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 kits 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 ofthe 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. 

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

4g.8c DeliverylEmergency/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 MOR office to the hospital in Chipata. 
The project will explore the feasibility of procuring 
stretchers to be kept by Village Health Committees or 
CHWslTBAs 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 CHWITBA 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. 
TRAs 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. 

4g.9 Documentation The Project will use the 
MOH Ante-natallPost-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 
PYO Child Survival Projects. 
Johns Hopkins University PYO 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 PYO Child Survival Projects. Johns 
Hopkins University School of Hygiene and Public Health, PYO 
Child Survival Support Program, 1995. 
5. MotherCare: Lessons Learned 1989-1993. John Snow, Inc., 
in collaboration with USAID. 

Section D4.h - Family Planning 

4h.l 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, 
temporari~y 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 (CHWs 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 CHW s 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 CHWITBA 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 
l.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.Potiuri 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.l 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 I 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 I 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 ofWCBA who know the 
means of HI VIA IDS 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 last 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, ADRAlZambia 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 NOOs, 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 CHWs and 10 
TBAs; training for 20 new CHW sand 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 CHW sand 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. CHW s 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 ha~s 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. CHWs 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 lEC 
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 locationsfor 
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 
CHWstrBAs 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 IEC 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/STDrm. 
National AIDS/STDrmlLeprosy Programme, MOH of Zambia, 
and WHO 1995. 
2. Facts for Life: A Communication ChaIIenge. UNICEF, 
WHO, UNESCO, and UNFP A, 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 CWo 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.S Schedule of field project activities 

Table C: Field Project Schedule of Activities 

Year! Year 2 Year 3 

1 2 3 4 1 2 3 4 1 2 3 

1. Personnel in Position 

a. Project Manager X X X X X X X X X X X 

b. Technical/Health Coordinator X X X X X X X X X X 

c. Health Information System Manager X X X X X X X X X 

d. CommunityNilIage Health Workers X X X X X X X X X 

e. Other support X X X X X X X X X X 

2. Baseline Survey 

a. DesigniPreparation X X 

b. Data Collection and Analysis X X X 

c. Feedback to Community X X 

3. Health Information System 

a. Consultants/Contracts to Design HIS X 

b. Develop and Test HIS X X 

c. Implementation X X X X X X X X X 

d. Feedback to Community X X X X X X X X X 

4. Training 

a. Design X X X X 

b. Training of Trainers X X X X X X X X X 
, c. Training Sessions X X X X X X X X 

d. Evaluation of Knowledge of Skills X X X X X X X 

5. Procurement 

3. Supplies 

- Other X X X X 
b. Equipment X X X X 

6. Service Delivery to be Initiated 

i) CDD X X X X X X X X X 

ii) MCHIFP X X X X X X X X X 

iii) Nutrition X X X X X X X X X 

iv) Immunization X X X X X X X X X 
v) HIV/AIDS X X X X X X X X X 

7. Technical Assistance 

a. Headquarters X X X X X 

b. Consultants 

8. Progress Reports 

a. Annual Reports X 

b. Mid-Term Evaluation X 
c. Final Evaluation 
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Section E. HUMAN RESOURCES 

E.1 Organizational chart 
See Annex XII. 

E2 Training and Supervision Summary 

DIP TABLE D: TRAINING AND SUPERVISION SUMMARY 
PVO/Country: ADRAIZambia 

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

------------- -----

TRAINEE NO. OF HOURS CONTACTS 

COURSE Per 
JOB TITLE TITLE Per Month Supervisor Month INTERVENTION(S) 

Monthly In service 

CHWffBA GM 16 16 Lead Staff with Health 1 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 andlor 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; LD. of high risk 
children and referral for vaccination at HC or promotion of immunization campaigns/outreach sessions 

FP 32 48 Lead Staff with Health 1 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 

CHWffBA AIDS 20 \0 Lead Staff with Health 1 accurate information about transmission and prevention of HIV/AIDS; the connection between STDs and 
Center Staff HIV infection (Le.: STDs facilitate HIV infection); good interpersonal skills, listening, counseling; 

positive, supportive, nonjudgmental rapport; presentation of key messages targeting men, women, and 
youth; treatment of HI VIA IDS patients: good nutritionlhydration, rest, TLC, inclusion in everyday 
activities as much as possible 

CHW Nutrition! 40 20 Lead Staff with Health 1 signs of malnutrition and specific deficiencies (marasmus, kwashiorkor, night blindness, anemia, etc.); key 
Gardening! Center Staff with messages and cooking demonslfations teaching balance, variety, sufficient amount in each meal, especially 
Vitamin A Ministry of Agriculture for children and pregnantllactating 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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CHW 

CHW 

TBA 

Teachers/ 
Community 
Leaders/ Village 
Health 
committees 

Teachers/ 
Community 
Leaders/ Village 
Health 
committees 

Teachers/ 
Community 
Leaders/ Village 
Health 
committees 

Total 

36 

COURSE 
TITLE 

Maternal I 16 
Care 

Control of I 16 
Diarrheal 
Diseases 

Prenatal 160 
Carel Safe 
Deliveries/ 
Post-
Partum 
Care 

GMIEPU 4 
Nutritionl 
Gardening! 
Vitamin A 8 

FP 4 

AIDS 20 

Maternal 8 
Care 

DCM 4 

348 

NO. 

Per Month 

16 

16 

60 

2 

4 

2 

10 

4 

2 

210 

Lead Staff with Health 
Center Staff 

Lead Staff with Health 
Center Staff 

Lead Staff with Health 
Center Staff 

Lead Staff with 
Ministries of Health, 
Education, and 
Agriculture Staff 

Lead Staff with 
Ministries of Health, 
Education, staff 

Lead Staff with 
Ministries of Health, 
Education, staff 

1 

1 

1 

Per 
Month 

CONTACTS 

general health education targeting pregnant women (nutrition, rest, good hygiene, danger signs which 
require immediate medical attention etc.); promote early IT 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 
HClMCH 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 all mothers with questions or concerns 

understand the spread of gastrointestinal microbes (fecal-oral route) and prevention; key messages on 
diarrhea prevention, treatment, and rehabilitation (MOH); promotion of ORS packets and home-available 
fluids (rehydration is key); promotion of ORT/family health comers 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 

present key messages (timely and appropriate prenatal care, IT immunization); physical assessment of 
pregnant woman take an obstetric/medical history; identifying high-risk mothers and referring; 
educationlcounseling on proper nutrition (iron-rich foods, adequate weight gain) and other pregnancy-
related issues; education on danger signs/possible complications and when to access medical help 
immediately; preparation of the woman for labor and delivery; maintenance of a safe-birth kit 

normal deliveries performed cleanly/safely; management of appropriate rust-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 

key messages promoting GMIEPUNutritioniGardening/Vitamin A at community events, social gatherings, 
in schools through the Child-to Child program 

as needed, collaboration with the CHWs and TBAs in the community 

educationlcommunicationlinformation on the above topics 

key messages on FP delivered at community gatherings; educational activities on FP and HIV/AIDS which 
target men, specifically; support of the work ofTBAs and CHWs 

motivational efforts to raise awareness of transmission and prevention of HlV/AIDS; listening skills; 
sensitivity training 

key messages on the importance of early prenatal care; promotion of the trained TBAs in the community; 
obstetric emergency plan of action for the community; key messages on ORS/ORT comers in HCs; 
education on good hygiene in the home/community 
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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 MOHlDistrict 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 hislher activities (see Annex). 

Five proj ect 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 
MOHIdistrict 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 nu~mcommunity Health Workers in the 
project will e 150. lready trained semi-active CHWs 
number 50. One undred new CHWs 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. 

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

Project staff will supervise individual CHWs quarterly 
with MOH staff. CHWs 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) 
CHW s 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; c) 
quarterly supervision in the field will sort out problems 
before they become large; d) CHW s will have the 
opportunity to save for a bicycle and purchase it at half 
cost; the project will pay for the other half; e) community 
meetings with thought leaders will affirm the work of the 
CHW. 

E.S 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 CHW s 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 ADRAIMalawi 
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 (Lorna 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 ADRAIUSA 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 ADRAII 
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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.l 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 educationlhealth 
promotion teachinglIearning 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. 

F.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 CHWs 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 CHWs 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. 

Section G 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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a 

A. Personnel 
1 Direct Backstopping 

a Grant Manager 
b Health Advisor 
c Financial Compliance 

Subtotal direct backstopping 
2 Technical support 

a Evaluation 
b Accounting 
c Support staff 

Subtotal technical support 
Subtotal Personnel 

E. Other HQ costs 
1 Communication 

a. Telephone 
b Fax 
c Mail/express 

Subtotal Communication 
2 Report Preparation 

Subtotal other HQ costs 

Total HQ. 

Total HQ Field Costs 

Total Field Costs 

23 % Indirect Costs 

4 % Unrecovered IdC 

TOTAL PROGRAM 

A'DRAZAMBIA 
CHILD SURVIVAL XI 

Headquarters budget 
First Year 

uSArb;"t~ ADRA 
Second Year 

us'Xfi:fS:;'E{ ADRA 
Third Year 

itJSAID:;;:; ADRA 
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2,711 

1,657 

49,736 

12,444 

6,686 

73,234 
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. 298: 
.236: 

J.07Q 
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10.,611 

. 39.821 

207,330 

1,861 

1,861 

298 
337 
377 

1,0.12 
2,874 

2,874 

1,545 

50.,450. 

12,620. 

6,742 

74,231 
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All Years 
USAID ADRA 

12,0.77 
13,0.14 
8,747 

33,838 

4,20.0. 
2,760. 
3,338 

10,298 
44,136 

1,969 
1,0.94 
2,120 
5,182 
1,750. 
6,932 

51,0.68 

145,345 

6,836 

6,836 

1,094 
1,239 
1,385 
3,718 

10.,554 

10.,554 

12,275 

535,247 237,222 

168,282 59,812 

29,266 

899,942 349,129 
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ADRA ZAMBIA FIELD EXTERNAL COSTS 
First Year Fourth Year All Years 

ADRA USAID ADRA 

C. HQ field costs 
1 Consultants 

a. Health 225 J;815 239 253 2,107 268 8,844 984 

b Management 200 '.1,875 212: 225 2,107 238 8,844 875 

c Financial 6 .J;~75 6 6 2,107 7 8,844 24 

d Training 
e Evaluation ···10,000 21,200 

f HIS 2;500 "2,650 7,959 

g A-133 Auditor ·2,400 :' .• ·2;544 10,499 

Subtotal Contractual 13,?25 431":20,819 456 •• ••• 513 66,191 1,883 
2 International travel/per diem 

a Health 2,544 10,699 

b Management 2,544 12,899 

c Financial 2,544 10,699 

d Evaluation 6,292 13,362 

e HIS 2,409 ····2,544 7,641 

f. DIP wkshp 2,400 2,400 

g Baseline surveys 2Aocf 3,100 

h Auditin~ '.' 2,600 867'· 2;756 919 2,921 1,032 11,374 3,791 

Subtotal travel/perdeims 19;800 867 .. 19,22~ 919 13,708 974 1,032 72,174 3,791 

Subtotal Consultants+ Travel ., 33,325' 1,297 '40043 ..... , ". ," 
1,375 .25,176. 1,457 1,545 138,365 5,675 

3 Equipment 
a. Computers 6,400 6,400 

b Printer ··900 900 
c Copier "1,300 1,300 

d UPS 480 480 
..... 

e Fax machine 1,209 1,200 

f Radio system 2,500 2,500 
g Typewriter 600 200 600 200 
h Cold Chain eguiE. 

Subtotal Procurement .6.,9?9 6,400 ." 6,980 6,600 
4 Other costs 

a. Baseline surveys 

b. DIP orientation 

Subtotal other costs .'''''"'. : ... : .. : .. :: .... : .. 
," ':::: ... :: ...... ::;:.::::.:;;:;:::::::. 

Total HQ Field costs 40,305 7,697 ' 4<J,04j' 1,375,'. '25;176 1,657 39,821 1,545 145,345 12,275 
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~~ o~ ~O_ -""'"~~~_~_~ __ ~~ _ ~ ____ ~'"'" _ ~~~~_~_~~_~~.,...~~~~~ __ ~_~_~~ ___ ~ __ ~_. ___ ~o~ _~_O~ ~~~~_~ __ 

ITEM 

A. Salaries 
# Administrative 

ZAMBIA CHILD SURVIVAL XI FIELD COSTS 
YEAR 1 

USAID ADRA 
YEAR 2 

USAID ADRA 
YEAR 3 

USAlD ADRA 
YEAR 4 ALL YEARS 

USAID ADRA USAID ADRA NARRATIVE 

a Regional Director 3.570 3.784 4.011 4.252 15.617 1 pm/yr @ 3750/mo w/6% annual inflation 
b Country Director 4.B40 5,130 5.438 5.765 21.173 4 pm/yr @ 121O/mo w/6% annual inflation 
c CS Project DirectOJ 7.000 7,420 7.865 30.622 14 pm/yr @$500/m w 6% annual inflation 

Subtotal Administrative 7.000 8,4107,420 8.9157.865 9,449 8,337 10.016 30.622 36.791 
# Technical 

a Cashier/bookkeep' 1,750 1,855 .1,966, "2,084 7.656 14 pm/yr @$125/m w 6% annual infl. 
b Medical Advisor I.BOO 1.908 2.022 2.144 7.874 3pm/yr@$600/m w 6% annual infl. 
c HIS Coordinator 2;100 2,226 2;501: 9.187 14 pm/yr @$150/m w 6% annual infl. 
d Trainin~ Coordinal 5.400 2.100 2.226 2.36q 12.086 14 pm/yr @$150/m w 6% annual infl. 

'2;800 3.146 3.335 • e Logistics manager 2.968 12.249 Vehicle. supplies. control 
f Field Supervisors 5,250 5,565 5,899 22,967 3 x14 pm/yr @$125/m w 6% annual infl. 
g Teml20ral Workers 7.000 . 7,420 -7;865 30.622 Workers on leave from MOH 

Subtotal Technical 24.300 I.BOO 22.134 1,908 2.022 2.144 94.766 7.874 
# Support 

a SecretaIy / data cle: 2,800 ...3,335. 12.249 2xl4pm/y @$100/m w 6% annual inflation 
b Watchmen 840" ··944 .ii;O()9 3.675 lxl4pm/y @$60/m w 6% annual infl .. 
c Driver 1.513 1.661' 6.124 1412m/yr @$100/m w 6% annual inflation 

Subtotal support ;;:5,663 6;003: 22.048 

Subtotal Salaries 10.823 i . 36.990 11.472 12.160 147,436 44.665 

B Fringe Benefits 
# Employe health 4.800 5,088 5.393 5.717 20.998 Health and ADD insurance 
# Employe housing 6,840 . 7,250 '. 7,6858,14:7 29.922 Rent/utilities for 3 flats 
# Expat allowance 19.200 15.250 .•..... 12.000 16.165 i 12.720 17.135 : 13,483 18.163 57,403 66.713 Shipping. Homebase. allowances. 

Subtotal Frin~e 30.840" 15.250 ·:"'24.338 16.165 '25.799 17.135 -27.347 18.163 108.324 66.713 
Total Personnel 67.180 25.460 ·.59.235 26.988>.62.789 28.607 r66,556 30.323 255.760 111.378 

. . . '" .... ... ". ", .' {., .", ....... ,".' 

C.Travel 
# Domestic 

a Country Director 
b Hotels/perdeim 

Subtotal Domestic 
# International 

a CS Lessons Learn~ 
b PHC Conferences 

Subtotal International 
Subtotal Travel 7.080 
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2,544 
16,477 14.985 

18,373 
4.725 

600 
7,641 
8.241 

47,811 

6 round trips Lusaka/ chipata/year @$350 

Regional exchange with CS IX in Malawi 
Administrative travel to CS conferences 
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ITEM 

D Equipment 
# Vehicle 

# Bicycle 

# Fax line 

# Voltage stabilizer 

# Desk, Table and Chai 

Subtotal equipment 
E. Supplies 

YEAR 1 
USAlD ADRA 

32,000 : 

1,000 5,000 

YEAR 4 ALL YEARS 
ADRA USAID ADRA NARRATIVE 

1,000 

3,000 

4,000 

32,000 1 toyota landcruiser 

11,000 300 bikes subsidized @$40/bike 

7,000 New phone and fax lines into office 

500 Electric equipment 

800 Office furniture 

51,300 

# Office Supplies 

# Teaching aids 1,400 

2,400 

3,800 

17,498 

6,124 

6,000 

8,200 

1,600 

3,937 

Routine Office Supplies, paper, identification sit 

Teaching supplies 

2,000 2,000 6,000 Nutritional teaching supplies/seeds # Nutrition Supplies 

# CHW /TBA supplies 

# Cold chain supplies 

# Medical Supplies 3,146 3,335 

Notebooks, pencils, scales, TBA supplies. 

Thermometers, cold boxes, monitoring supplies 

12,249 Basic supplies for referral hospital 

Subtotal supplies 5,146 5,335 43,360 18,249 

F. Contractual 
# a Kitchen gardening 

b Technical 
1,800 500 500 

6,100 
3,800 Agriculture consultant/trainer from GovemmeI 

Local water, SED, Literacy, 

Subtotal Contractual 
G. Other Direct Costs 

# Training/sennces 
a Administrative seI"" 3,60() .. 

1,800 500 500 6,100 3,800 

Country office supplies/monitoring 
b MOH Trainers 11,760 9,600. 10,787 11,434 

15,749 
58,800 41,996 10 training sessions @6 weeks each with 4 traiT 

c Formative researcl2,800 . ...•....... '.' 2,800 
d Staff trainin,g/u,gra3,OOO __ __ :3,371 '. _502 . JO,053. _Professional up,gradin,g for CS staff 

Subtotal Training 21,160 9,600 10,176 10,787 11,434 87,402 41,996 
# Communications 2,100 9,900 Telephone, fax, express mail 
# a Office Rental 2,400 2,697 2,858 10,499 Office space at MAH @$200 

b Equipment Insurru 500562 2,187 Insurance against loss of equipment 
c Utilities 180 ·············202; 787 Water/electricity 

Subtotal Facilities .. 680 2,400 2,544 764'/ 2,697 2,858 2,975 10,499 
# a Vehicle fuel/oil 7;700 33,685 For one vehicle 

b Vehicle rental <,.6:500 . ....•..•.•... . ......... 16,051 Fuel/km costs for additional transport 
c Vehicle Maintenan)4,pOO ···.:J;37~i 8,138 For project vehicle 
d Vehicle Insurance 3,004 :·3:~75~ 13,141 For project vehicle 
e Shipping/Clearing '. 2,O()0,47q, 2,970 Customs and transport paperwork 
f DIP/Baseline work .. 2,_5.QO i3j50a,956 Costs related'to in-countzy DIP preparation 

Subtotal other '25,704 16,146.: 17.70518.385 77,940 
Subtotal Other Direct Cost 49.Q44 12,000q!!?4;3; 12.7201l:(),?45i 13,483 ·.·.·.····?6.!5f34; 14,292 178,216 52,495 
TOTAL FIELD COSTS 143,404 87,360 142~725 49,676 130,989; 49,736·' 118.129 ,,50,450 535,247 237,222 
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Section H SUSTAINABILITY STRATEGY 

H.t Sustainability goals, objectives, and activities 

DIP TABLE E: SUSTAINABILITY GOALS, OBJECTIVES, AND ACTIVITIES 

Sustainability Goals 

1. MOH continues health 
promotion activities. 

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

3. Ministry of Health will 
collaborate with Ministry of 
Education and the Ministry of 

, Agriculture in educational 
activities and sensitizing the 
community. 

4. Ministry of Agriculture and 
local nutrition NGOs will 
coIIaborate in continuing nutrition 
education I rehabilitation 
activities. 

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

Objectives 

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. 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. 

1. Collaborate with MOAIMOE to 
teach children gardening techniques 
and nutritional education which can 
then be shared with parents. 

2. Increase the desire for AIDS 
education 

1. Increase preventive awareness at 
the community level. 

2. Help community attain food 
security. 

3. Show value of 10caIIy available 
fertilizers/pesticides. 

1. Ensure a stable supply of family 
planning commodities. 

2. Conduct family planning 
education. 

3. Increase use of FP services. 

Activities Required 

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. 

3. Monitor TBA remuneration. 

4. Establish regular supervision of CHWs. 

5. Train HC staff in supervisory checklists. 

6. Devel~ s1!2.erviso!y checklists. 

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

2. CoIIaboration with MOH, other PVOs. 

1. Train teachers in collaboration with 
MOHIMOEIMOA. 

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. 

1. Educate CHWs, community. 

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

3. Promote income generating activities. 

4. Establish demonstration gardens. 

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 fuIIy with other projects at 
eve!ylevel. 
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Sustainability Goals Objectives Activities Required 

6. MOH will continue the HIS 1. MOH will see importance of 1. Monthly meetings with HC staff, TBAs, 
activities strengthened or initiated regular systematic reporting and CHWs. 
by the Project, with the aim of make plans based on data collected. 2. Quarterly meetings to review HISlProject 
firmly integrating HIS in the 2. TBAs and CHW s will see value activities. 
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. 

H.2 Sustain ability 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; c) 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 pregnantllactating 
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. 

M9H 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 
PP AZ 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, 

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

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 fTB A 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 CHW sand 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 CHWsrrBAs 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.S 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 
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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 CarelFamily 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 CHW sand TBAs 
in a regularly scheduled monthly meeting 

Detailed maps of the project area have been included. See section C . 1 

Case 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. 
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The issue of selling seasonal food for money will be addressed on both the educational as 
well as the production level. CHW s, TBAs, and communities will be taught the 
importance of eating vegetables. CHW s 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 CHWffBA training and community meetings. CHWs will individually 
monitor visits of pregnant women in their areas. 

Maternal Care and Family Plannini 
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 modem 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. 

Modem 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. 

.~ CHW s, 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 . 



Following the strategy used in the ADRAJMalawi 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. CHW sand 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 
DA.i.3 in the DIP for the new objectives. 

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

Coordination 
Each CHW is attached to a Health Center where slhe reports monthly. Existing CHWs 
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 andlor 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 
wiii '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. 

i ' 

i I ~ i. 



CONANEMENTANDPUERP~UU 

Date of confinement _________ _ 

dale of dscharge _________ _ 

Details of Delivery ______________ _ 

IIOTHER 

Genaral oondtion on dscharge ___________ _ 

Breasts ________ _ ~erus ________ _ 
BP __________ __ 

Perineum 

~----------------
Other _______ __ 

BABY 
Birth weigtt Discharge weight _______ _ 

Method of feeding _________________ _ 

DATE FOR POST NATAL EXAMINATION _______ _ 

POST NATAL VISIT Ome ________ _ 

Sym~oms ____________________________ _ 

OlM'alion of red lochia _____________ _ 

Method of feeding ___________________ _ 

EXAUINAnoN, General condition __________ . 

BP Urine __________ _ 

Abdomen ___________________ _ 

vaginal examination ______________ _ 

~pMs~wn __________________________ __ 

Treatment or advice ________________ _ 

NOTE: rr, must be ~ as ea1y as possible during pregnancy 

TTz to be given at least" weeks after TT, 

MINISTRY OF HEALTH MF 19 

ANTE - NATAL I POST NATAL RECORD 

Health No.1 I J I J I J J I I J I I Clinic No. 

Name Age _________ _ 

Addr... Par •• ______ __ 

Grav. 

Clinic _________________ _ 

Previous conftnements· 

Ome I Pregnancy Delivery Weight I A. SB, 0 

Past illnesses _________________ _ 

UMP EDD _______ _ 

General 
Heart ________________ _ 

Examination: Lungs _______________ _ 

Other ____________ __ 

Date Hb. Antibodies Other 

Group --__ 
Rh9SU!l _____ _ 

WR ___ _ 

TETANUS TOXOID (write the date) 
rr, _______ _ TTz . = !r 
TTa _______ _ TT4 ______ _ 

TTl 

-,-" 
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ANNEX II 
PROJECT AND AREA MAPS 
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ANNEX III 
COMBINED MULTI­
COUNTRY BUDGET 

SUMMARY 
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ADRA INTERNATIONAL CHILD SURVIV AL XI 
Multi-Country Budget Summary 

Second Year Third Year Fourth Year All Years 
USA-II) ADRA ' . ·USAID ADRA USAID ADRA USAID ADRA 

A. Salaries 
1 Direct Backstopping 

a Grant Manager 9,876; 3,291 .: 7,475 3,461 7,8J8: 3,641 8,221 3,830 33,409 14,223 
b Health Advisor 11,375 1,9167/217 2,006 . 7,573: 2,101 7,948 2,200 34,112 8,224 
c Financial ComEliance 7;126 812::2,436:: 861 > . 2,582: 913 2,737 967 14,88r 3,553 

Subtotal direct backstopping 28,376: 6,020 17,128 6,329 17,993' 6,654 .' 18,905 6,998 .82,402 26,000 
2 Technical support 

a Evaluation 1,550 517 2,850. 840 2,699 564 3,976: 926 11,075 2,846 
b Accounting 2,725: 908 ... 2,2:24 842 2;333' 884 2,447: 928 9,729 3,562 
c SUEEort staff 2;675 892 ..•.••.... . •. "2;220:. 826· •• · . 2,333' 868 2,45i 914 '. .9,679 3,499 

Subtotal technical sUEE0rt ...... 6,950 2,317 ." ..... ••• 7,294 2,507·., 7,364, 2,316 . 8,875 2,768 ." 30,483· 9,908 
Subtotal Personnel ~5,326. 8,3361.:24,421.: 8,835 .' 25,357 8,970 . 27,780 9,766 112,885 35,908 

B. Other direct HQ costs . ""~ 

1 Communication 
a. Telephone l,180 250 1,260 261 1,323 273 1,390 285 5,153 1,070 
b Fax 920 22J:, "967 234 1,017 245 1,069' 257 3,973 960 
c Mail/exEress . 2,041'·· 414 ····2,159 437 .. 622 462 623: 488 5,445 1,801 

Subtotal Communication 4,141' 887 4,386: 932 2,961 980 3,082 1,030 ' .. 14,570 3,830 
2 ReEort PreEaration 1,200 267' •...... 1;262 279 1,326: 292 1,395 306 5,183 1,144 

Subtotal other HQ costs 5,341 1,154 5,648 1,212. 4,288 1,272 4,477 1,336 19,753 4,974 

Total HQ. 40,667 9,490 30,069 10,047 29,645 10,243 32,257 11,102 132,638 40,883 

HQ field costs 
F. Contractual 

1 Health 6,025 1,058 ., 5;166 1,106 5,42T 1,156 5,701 1,208 22,319 4,528 
2 Management 6,025 1,033 5,166 1,079 5,427' 1,128 5,701. 1,178 22,319 4,419 
3 Financial 4,425 306 , 3,518 324 3,729 343 3,953 364 15,625 1,336 
4 Training 
5 Evaluation 18,500 5,250 26,108 49,858 
6 HIS 2,500 4,150 2,809 9,459 
7 A-133 Auditor 4,400 1,000 .4,664' 1,030 4,944 1,061 5,240 1,093 19,248 4,184 

Subtotal Consultants 23,375 3,397 ' 41,164 3,539 27,585 3,687 46,703 3,843 138,827 14,467 

ADRAIZambia CS XI Detailed Impementation Plan - April 1996 
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First Year Third Year Fourth Year All Years 
US AID ADRA USAID ADRA USAID ADRA USAID ADRA 

B International tr~veVper diem 
I Health 333·· ·6;754·· 343 7,128 354 7,524 364 28,007 1,395 
2 Management 333 ··6754 

.: ... " .. J ..... " .... : 343 7,128 354 7,524 364 30,207. 1,395 
3 Financial 5;724 6,067 6,431 23,823 
4 Evaluation .Jl;7~2: 4,300 15,939 30,031 
5 HIS 2,400 3,544 2,697 8,641 
6 DIP wkshp ·.·6,600 400 6,600 400 
7 Baseline 4800 . , 800 824 1,000 849 1,700 874 7,500 3,347 
8 Auditin~ .5;280 2,767 5,933 3,046 6,313 3,197 23,122 11,912 

Subtotal travel/perdeims 40,080 4,633 32,253 4,602 45,432 4,800 157,930 18,448 
Subtotal Consultants + Travel 63,4.55 8,031 59,838 8,289 92,135 8,642 296,757 32,915 

C. Equipment 
I Computers 14,600 14,600 

2 Printer 900 1,300 900 1,300 

3 Copier 1,300 1,300 

4 UPS 480 480 
5 Fax Machine 1,200 1,200 
6 Radio systems 2,500 2,500 

7 Tn~ewriter 600 200·· 600 200 
Subtotal Procurement 6,980 15,900 200 6,980 16,100 

G. Other costs 
a. Baseline surveys 5,00() 600 5,600 2,400 

b. DIP orientation ·450 450 

Subtotal other costs 5,450 600 6,050 2,400 

Total HQ Field costs 7,952 59,838. 8,489 92,735 8,642 309,787 51,415 

Country Programs 8,642 

Honduras Country Costs ·111,597 110,428 39,088 113,491 37,957 110,520 28,027 446,036. 140,092 

Yemen Country Costs 120,459 100,140 .. 163,820 44,257 143,126 22,798 140,521 24,166 567,926 191,361 

Zambia Countr~ Costs 143,404 87,360 .. 142,725 49,676130,989 49,736 118,129 50,450· 535,247 237,222 

Total Field Costs 375,460 222,520 .416,973 .. 133,021 387,606 110,491 369,171 102,643 1,549,209 568,675 

TOTAL DIRECT COSTS 492,012 258,341 528,370 151,021 477,089 129,223 494,163 122,388 1,991,634 660,972 

21.00 % Indirect Costs 104,299 54,078 110,630 31,773 100,068 27,633 103,335 26,171 418,332 139,655 

6.00 % Unrecovered Ide 28,544 32,030 28,746 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% 

v' 
~ 
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TEM~: .RATURE MONITORING CHART 
- ".' 

ealth Facility 
. ". .. I 1-~~b1~~' 

I Refrigerator 
., Frec;r,er .. 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 

January a.m. , 

p.m. 
February a.m. 

p.m. 
-

March 
, a.m. 

p.m. - -

April· a.m. 
I 

p.m. 
May a.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: 

p.m~ . 
. pecember: a.m. ; 

. .. . p.m . . . 

: . 
. ," : .. r.' Del S~rdariat, Ministry. of Hc:altli, Zambia . . . ..-"'. -. 

Year ~-_~ 

~ 
"-...r 

mEl· 8m :8, 
( 

23 24 25 26 27 28 29 30 31 

i 

I 

-

.1 

I 

I~ 

, . 
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MINISTRY OF HEALTH/CDD PROGRAMME 
CDD/ORS MONTHLY RETURNS 

Heal th Centre: ................................. . 

District: ...................................... . 

Province: ...................................... . 

AGE 
GROUPS 

0-11 MTHS 

1-2 IRS 

3-5 YRS 

! C.'\SES OF ; C.\S2S \r~TE i ;:J.TFL\TEJ 
i DL\.R3HOE.\ .BLOOD 1:\ 

, STOOL . .;'::<T IB rOTI C . ',ETr: ORS 

, DEAT:: 

Balance trought i·o:·warw(~: ...................... ::':::~c:;t:~s 

ORS Received this month: ....................... S&Lchets 

Total balance: ................................. .:;:ltchets 

ORS used this month: ........................... Sctchtts 

Amount wasted: ................................. .::oat:..hets 

B a 1 an c e ins toe t: .............................. ::, iCc t C::1 e : s 

CO~ME;.l"T S: ....................................... - . _ ......... - . - . -

Reported j::: ..... - ........ _ ........... _ .. "" ................... . 

DESIG:,ATIOX: ...................... . D.\T£ C::- ~~::::,~?~!:::.;_.,. - ...... " 

~!I::ISTF,Y 'J: 
OLD :V1E~) 1 C/IL 
30X .30:0::. 
LCSAL', . 

~7(,~1... (.. 
.... .. ,.' .. ~.-. o..J ~ 

cc: TEE PROV::-':CU:" :,·1:::01=:,:" 0??~C:::F:. 

cr' DISTRICT ~EL!CA~ OF~:CE~. 
c:::: OW~..; F: L:" . 



EPI SKILLS ODSERVATIONS 

Khum, _______________ village--------------------------Date--I--I--

# 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 organiz.ed ________________________ _ 

COLD CHAIN/VACCINE CARE 

1. carrier' temperature 0 c- 8 C 
2. Vaccines within expiration date 
3. Vaccines protected from water 
4. BCG protected from light 
5. DPT/TT protected from freezing 
6. Vaccines kept cold during administration 
7. Dilutent is cool 
8. Carrier correctly packed 
9. Open/unused vaccines destroyed after session 

STERILIZATION 

1. Cooks for S min high heat/1S min low heat 
2. Equipment cool before used 
3. Washes hands 
4. Uses spirits/cotton 
5. sterile technigue maintained 
6. 1 needle/syringe per patient 
7. syringe/needle irrigated & soaked in water 
B. Checks needles/syringes for damage 
9. Disposal garbage 

94 

• 



7acilit.Y Name: •••••.•• 0 •••••••••••••••••••• 

Name of t~~ Worker: •••••••••••• ~ •••••••••• 

EJ0sition, Title: •••••••••••••••••••••••••• 

1. J.SSESSME,]1: Answer YES or ~o to all questions 
Does the health worker ask::-

aj' How many da;ys of diarrhoea 
hi Blood in stools 
c Does the child have other illness 

Does the health worker ask about:-

~l'· 
Number of watery 
'IlomiUng 

stools in the last 24 hours 

c I 

d. 
I 

, ) 

Thirst 
Urine 
, ,":, '~-n .. 

, , . 
a.. -".. , 1 

',' • ! '" ........ , , 

Does the health wo~ker examinel-

a), 
b), 

c) 

~l 

Ohild's general condition 
'l!ears 
Eyes 
Xou th and TOl\,ooue 
Thirst, ability to drink 
Skin Pinch 

g} Sigp.s for ether illness 'ir complications 

1DIPERAjJJRE taken? ( 

Ohild is we ighd!d~ ( 

Nutrition is assessed by:-

Visual inspection 
vTeight for age 
Arm circumference 

) 

) 

I 

-~- -_ •. _--' ' .. ' .. , •. " ............ "ll'>D"I"Q.,Q o£ dehyd~::ltior..: 

NO SOME i:I~utJ1;', 

Is the assessment of dehyrdat:i.on correct? ( ) 

Is correct treatment plan chosen? ( ) 

Is she the 'proffessor Ml .angers wife ( ) 

1 
, ) 

( ) 

What step do you take L:"s' to treat a child with di.a:rrhc:9. who K has sign of 
SOll:a ~lo1>.J"drQ.H.nn? ( 'l':i i. ;,11 l.'esponse given - 00 NOT REi.. I) 

Home with advice OT. ORB home fluids 
Home with packet of 0.': 
Traet with ORS in';'>, .. : .cility 
.Admit or refer fc..r :::,' ~dydration 
Other answers ( specify) 

1 1 ........ ~ ......•..•.....•..............• ~ .. 
How muclt ORS would. yO!... give a R. l"(\uthl3 olel ehiln w!'dghjl)e 6 Kg with sO!.'!e 
reIiydration during thJ first 4 hours? 

i I: I' I 

! 

i I 

, ) 

, i, 
, I 

: II, 

; I ',t 
, i 
; j 

I , I 
, i" 
, ! 



lio'ltt ': ':;t much IV fluid :lould you give a 8 months child 'ieighi~ 6 Kg with severe 
rehydration during: 

thei first hour? ~ ... ~ ....... . 
b) the next 5 hours? •••••••••••••• 
Were guideliness used tb c;J,lculaie the 

( correot answer is 180 !l!l) 

( coreect answer is 420 ml) 
al!lount? YES or R) ( ) 

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

Diarrhoea with blood ( ) 
Suspected cholera ( ) 
Other answers specifiy ••••••••••••••••••••••••••••••••••••• 

When do you prescribe an antidiarrhoeal for schilll with c iarrh-tea,? (Tick all 
responses given - DO lW'I' Rl!lAD) 

Never 
Other 

( 
( Specify) 

) 
t '" •• ... •• •• • •• •• • • • •• • .......... . 

What are the best w~s to prevent diarrhoea? 
- DO NOT READ) 

Tick all C1rrect responses giwn 

Breast feeding 
Improved weaning practices 
Plen~ of clean water 
Hand washing 
Use of ~atrines 

) 

Dispose faeces l'rOpel'>V 
Measles vaocinati,n 
Other answers ( cpec-.fy) ••••••••••••••••••••••••••••••••••••••••••••••• 

U4'.IME~ 
Initial treatment se16(, ~::l according to plan: (Tick the treatment selected). 

PLAN A 
;O-Home with no adYiC'.;l aL-out ORS/h01lle f'11i.id ( l 
b) Homw with only advice about ORS/home fluid ( 
c) Home with ORS ( 
d) Other answers (specify) •••••.•••••.•••••••••••••••••••••••••••••••••• 

PLAN B 
~eat with ORS in t.b& f;:l."dlity () 

h~ "~I"'\"" ,,",n~,.4'P.''''~ ( c,;I.E-'~ '-.Ji:ry) " " • ~ .............. " •••••••• ......... .,. ••••••••••••• 

PLAN C 

Admi t for IV reBydration 
Refer for IV rehydration 
Traet with ORS in the facility 
Other answers ( specify) 

» ~ ......... . .........••....••• 
Are antibiotics prescribed/given, ,: ,; ,:,! .. ':::"'_>:::;;::::_":'~: YLJ or NO 
Ia! antibiotics are preacribed/givenm, wha~ is the reaso~ 

) blood is stool ( ) 

,~~) g~~~~C!~d ~hol,,(,;ra if) () 
) sw rs spec y • • • • • • • • • •• • • • • • • • • • • • • • •.• • 

Is an antidiarrhoeal drug prSeCribed/given? YES or NO ••••• ( ••••• j .... 

Does the heel tIl worke::, ~I')ni tor the progress of rehydrati' n shile in the facility? 
YES or NO ( ) 

AnVI CE ':CO CARETAKERS 
If ORS is given .. or recor:',ended to the caretaker, 
a~ explain that ORS replaces fluids losses 
b~ exp~amyde1l1onstr' '3 how to preyare ORS 
!)I ~ 

c explain!demonistr, ~(, :.ow much to give 
d) check to see ilf i!'lS'tl'11otions are uIXierstood 

does 

~ 
~ 

tho hehlth worker: 
) 
) 

~ 



3 

Food to give during and after diarrhQBa 
Wheb to bring the child to a health 
l'l'orker f or care 
Using clean water 
Proper hygiene (eg. use of latrines) 
Breast feeding 
Improved weaning )ractices 
Handwashing 
Me-asl.es vaccim. ti em 

( ) 

( ) 

f ~ 
1 l 
( ) 

Other answers (~pecify) .................................. 

I an", 

I 

41 
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HEALTH \'fORK INTERVI CW 

Faci li ty Name: ................................. " .. 
Name of the health worker: ..................................... 
Position, Title: ••••••••••••••••••••••••••••••••••••• Go • 

1. AttHutie..m.. anS .. Ter YES or NO to each .f the questions. Are you satisfied wi th: 

2. 

ORS Supplies 
amount of super-rision 
equipment avali.1.ble 
Clinical settir::; 
record keeping duties 

\ ) l 
~ ~ 

the ~iay you are perceived by ComT"Uni ty 
respect you ~9t fro~ internal supervision 
time you have to spend with patients 
way your knowledge7skills are used for diarrhoea 
treatment you give to children for diarrhoea 

( 

! 
( 

If a child has diarrhoea, "That question do you ask about 
the illness? (check all questionsresponses) 

Numl:er of days of diarrhoea 
Blood in stools 
Fever 
Presence of 'Other illneS3 
Other ans"Ters ( specify) 

( 

1 .................................... ' .. 

To decide if a child is dehydrated, uhat do you look for wh"n you 
examine the child? (Check all res1)onses) 

;l 
General condition 

\ 
Presence of tears 
Sunken eyes 
Dry mouj;h and ':'oDgue 
Thirst, ~ f) Skin i.!nch 

) 

~ 
) 
) 

g) Other answers ( Sp i3cify ) , .... ~ ...•........... ... , .... 
What treatment and r:ivi<s.:e do you git·'490 1:.1= 1'I!'01-~t' wben y-ou BeB A. .Lrllild 
'1'11 tn Ul',: •• ','.I,'!U-s. l.It.t ,,, .. (1.Qhvti't:-:o..t:;'nttl 

Advice on ORS 
Advice on home fluius 
Advice to giVe extra food 
after diarrhoea stors ! l 
Continue breast feeding 
Advice on proper w0aning practices 
Advice on when to bring the child back 
L~ O. • .~_ .• ~/~;alJ)E: ~,':'" ) 

i£Q:TJ."0 •• n h..-.w r.n i'J.V"f'ont. ti,i~rl.·h<>ea 

( 

« 

) 

) 
Other answers ( Specify) ................................. 

Prepared by ORS/SSS 

AP/an", 



Facili ty Name: .........................................................
 .. 

1. Facili ties: AnSl'Ter I!§. or 1£ to each of the nuestions. 

(~) Is there an ORT- corner ( ) 

(b) Is there adequate space for ORT treatment 

(0) IF!. theT.'9 ::mffjdent.. f'u!'nitll1'e. for 0R7' .. trAA.t.mer. 

(d) Are there facilities for mothers to wash hands 

(e) Are there latrines for patients 

( 

( 

( 

( 

2.. Equipmen1!Supplies: Answer YES or NO to each of the questions 

a) Rave you run out of ORS du'i'ing the last inon,ih. 

b) Have you run Ctl t of cups, fl.I"'n-na,. l1\S.I'lSUrilJg 
m:i::r:i lUI" U toUR; :n~.? 

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

diarrhoea. Havo you run out of these drugs? 
., ( 

d) If facility gh'efJ IV. Rave you run out of IV fluids 

and infusion so ~c (,-';,ring the last month? ( 

e) Have you run out of supplies for record keeping ( 

f) Is there a vleightiDg, scale that works? ( 

( 

( ) 

) 

) 

) 

) 

g) Is there a management chart on the wall of the 

ORT-corner or where the d:hild. is assessed.aJJd: treated? ( ) 

h) Is ORS stored properly? ( ) 

~ go and look at storage) 

'3. Staff: answer YES or NO to each of theb questions 

a) Is there a sufficient number of staff to hanil 
diarrhoea Ca...'>9fl'; 

AP/an,. , 

BEST AVAILABLE COpy 

( ) 

( ) 

) 

) 

) 

) 

) 

• i I 

! I 

: I 
: I 

; , 

i 
i 

, I~ 
1,,'II1II 

! 
I 
i 
~ 
I 

I 
i • 
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Reasons for special care Kg 1-2 years (---I---f_- ~·-2 '3, ~ ~I -.-f_--o- --f_--I 
15 15 1:- ,e4~r!~ 1! 

. I---I---I------------I---f---r .. -I-- - 1---1---1-- '-.- --I---'---f---t:.:.:~- r1 
14 , " , 14 ' , ~ " 1 

B- th 1 I --f_.----,--------f_--fr-.. ~-fr-,.-I--- r---f_-+--f_.,-r-- ~.;~~ .. I--'7""I---I---:-f-''7'-'---~- I Ir - year r ,', 1----' .. '; ",' ~. , 
13 ::J.?-"=" -- 1 

- - - -I- .. - r- - I_ - -I- - -I_ - - . - - -'- - -f_ - -t- --I- .. - - -I- - t -. ---I- . -f_' - -f- --p~ - -+ --I- - -I- - L-. - - -I- -,-I- . -I- - - -. - - -I- - -I- - -I~~t 
12 i t-- 12 ' 12 i't.1;". , 1.-..... I 1 ~ ' .. '" .....-f:1'I 

- - . -I- - - -. I- - f_ - - -. - - ... - - -- - -I- - -~ - ··t' - . - '- - - .. ~. .' ~I- - - -. . t- - - -. - . - - - - .. t- ----t- -1-. - - -. - - . -' - --:- . - - - -I- . - - . ;~;,~~; 
I ! --- "?" 

11 ' 11 r--:_ 1,«:i';" 
:~, ...- I I _ ';l.,. ... ~ *' ~ ! ! ~ ·~:'·,\'i 
~ !--_,-,_,_, f--------- ---. ----.- --- . ·f -+-- - -.-- ---.- ______ } _____ -1 __ I-~--. b-::-':: ___ I-- __ I- -_._-- I?;:, 

Kg ~ .: .. ~ I 1 _I ~- -. \", 
- .-........ t-"" r-- " " 

10 @ V ~ ,10> 
l - -I- - -, - - - - -I- - -'- - - - - - -_" ! - ,..£ - " . - - . - -'-. -I- .. t ,. - -- -f_ . - - - - -' - - - - c-_~~r- -+ --I- - - - - - - -~ .. -f-. - -t- . - ~ - -I- - -I- -. - - - - - -I ; 
I /~ I __ ---- , 9" 

9 . ./ I 9, ; f--"- , 9 , I 
l_ - - --I- - - - - - - - -, . --Vc. -. ,. --l- - - ··1·· -, -.- ~~I- - - L- - -I- . - - - - - -. I- - - - _L - -I- - - -. I- - -I- - -I- - + . -L - -f- . -I- - - - - - ~ - .J I 'I~~ I i I,·, o .....- ,,. 

8 I / V"I 8! 8 I I, 

~ - - - - -I- - - - - - - .; >/- -I- .. -I- - . . -vP"" ...... r - -1- --I- - .. I- - - - . -I- - - - - -'-- - -1,- - - '-- - -I-- - . I- - -f--+ --I- - - _. I- - -I- - -I- - -'- - -I- - -t- - -I- - - - - - r- --I 
7 V "" 7 ,7 7 
~ - -f_ - -f_ . -I-/f_ - - - - -'- -..,/- - t --I- - - - +. r ., .. -,. - -.oJ... -+ --'- --,'- -----'-. -.. -',- -+ --- ----1-. - - - -;- - - . -, - +--+ --I- - - - - -f 
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Meal Meal Meal 

Encourage mother to give extra food, more often to help her 
child to grow. 

Maize 1 n belween ~:~s~o ~GrOUndnuts IbMi'k 
Sweet Pctatoes ~ .,.,. .• . ., ,. 
~ ";.f'!Ji:a·~.: ~. 

• / .-. • 
GOOD DANGER SIGN 
Means the child is 
growing well 

Suggests feeding 
the child at lea~t 
'5 times each day 

. ........... • VERY 
DANGEROUS 
May b~ ill needs 
extra care 

These foods are good for children. Also use other 
foods that are yrown whe~ you I.ive. r:2 t:? 

GroundnU1S Meals C'9,S>;P ~ 
Green leaves ~ r. ~'.;)c!J 
Beans fish ....:a...: ~ ~ 

with ~ -
Nshim. or Porr'dge ~ 

Milk if available 
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3-4 years 4-5 years 
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Children's Clinic Card 
Clinic Child's no. 

Child's name 

Boy/Girl 

Mother's name Registration No_ 

Father's name Registration No. 

Date first seen Birthday-birthweight 
, 

i 
J 

Where the family live: address 

I 

BROTHERS AND SISTERS I 

Year of birth Boy/Girl Remarks 

,. 

• 

IMMUNISATION RECORDS 

• 
r-::P 

...£:> 

IMMUNISATION AGAINST TUBERCulosiS ~B) .. j-
BCG Date: [ ______ .... __ J 
(at birth) Scar [-------J 

IMMUNISATION AGAINST POLIO 

OPV 1 Date: 
(at 2 months) 

OPV 2 Dale: 
(at least 4 weeks after OPV1) 

OPV 3 Date: 
(at least 4 weeks after OPV 2) 

OPV Booster Date: 
(at least 1 year after OPV 3) 

l ______ J 
C J 
C---~---] 

L_ ] 
IMMUNISATION AGAINST WHOOPING COUGH. 

TETANUS AND DIPHTHERIA 

OPT 1 Date: 
(at 2 months) 

OPT 2 Date: 
(at least 4 weeks after OPT 1) 

OPT 3 Date: 
(at least 4 weeks after OPT 2) 

OPT Booster Date: 
(at least 1 year after OPT 3) 

C-----'---J 
----_. __ ._-

I---------J 
~-----.-----

C J 
c=--=-_~ 

IMMUNISATION AGAINST MEASLES --~ 

MEASLES Date: L____ ] j 
(9 months of age or soon after) ________ _ 

----
SCHOOL IMMUNISATIONS 

-- r-.--------

Date: 
- - -- -----

Date: 
f------

Date: 

Date: 

OTHER IMMUNISATIONS 

j 
Date: 

~ Date: 

Date: 

Date: 
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B.P. I. mmHg WEIGHT: 

ANY ABNORMALITY ON PHYSICAL EXAM (see desk list) 

ANY ABNORMALITY ON PELVIC EXAM? (see desk list) 

TESTS DONE: 

.... DATE: . I. RESULTS: . TYPE: . 

TYPE: DATE: . I. . ..... I .. ... RESULTS:. 

TYPE: .. DATE: ...... ..... 1 

TYPE: ............... DATE: ....... .... 1 

TYPE: .. DATE: ... 1 

/.. . . RESULTS: .. 

... /.. . . RESULTS: . 

..... /.. . .. RESULTS: 

SUITABILITY OF CONTRACEPTIVES (specify) 

CLIENT'S CHOICE OF CONTRACEPTIVES: 

CONTRACEPTIVE PRESCRIBED: .......................... . 

INDICATIONS FOR METHOD PRESCRIBED: 

OTHER ACTION 1 COMMENTS: ....... . 

EXAMINER'S SIGNATURE: .... . ... RANK: . 

REPUBLIC '* OF ZAMBIA 

FAMILY PLANNING CARD 

CLIENT'S NUMBER: . 

DATE: . ..... l. .l 

CLIENT'S FULL NAME: 

MARITAL STATUS: 

SPOUSE'S FULL NAME: . 

ADDRESS OR RESIDENCE: . 

REFERED BY COMMUNITY BASED AGENT 

CONTRACEPTIVES USED PREVIOUSLY: 

CLIENT'S COMMENTS ABOUT PREVIOUS USE: 

NAME OF CLINIC: 

YEAR OF BIRTH: 

YES 0 NO 0 

TOTAL NO. OF PREGNANCIES: 

) 

NO. OF LIVE CHILDREN: 

DATE OF LAST DELIVERY: ...... . 1 ..... J 

HAS CLIENT HAD CAESARIAN BIRTH? 

PRESENTLY BREAST FEEDING 

HISTORY OF P.I.D. 1 STD. 

ANY ABNORMALITY OF MENSTRUAL CYCLE? 

MEDICAL HISTORY (circle if applies) 

1. Severe persistent headaches 

2. Jaundice 

3. Goitre 

4. Asthma 

5. Tuber,pulosis 

Is the client taking medicine now? (if so specify) 

YES 0 
YES 0 

L.M.P. 

DATE: 

6. Heart disease 

7. Renal disease 

8. Tttrombophlebitis 

9. Diabetes 

10. Epilepsy 

• I ·1 

NO 0 
NO 0 
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Training and IEC Reporting Form 

R~eQRT!NG!.:pEafQp~t;f;.j~;~'HU[~I~%Hm%\,;~*j.*ww:@wn~1Hf%,:§ ;'~;J:'} ..•. 
Quarter I Quarter Begin Date I Quarter End Dale 

Project Year IProject Begin Date Project End Date 

Grantee Number 

Total Total Participants by Tree. 

Hours! Person INursesJ CBO 1 TOTI J Comm. 
Course Hours Phys Midwives Workers TBA Trainers Adolesc. Leaders 

Policy 
Makers Other 

TOTALS I I~ 

II PartlC!2.:~ 

.' 
IN.SlrttrtJo.NAU.:$UReQF1n~f{L@@iWtH:m:}::(Nt:·/r)b.:'; 
Please describifreSults (or thIS quarter· ... 
1 

2 

3 

4 
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COMMUNITY HEALTH WORKER REPORT 
_______ DISTRICfjEASTERN PROVINCE 

r·HealthCenter··········· .............. .. .................................................... ······························V-illages:··············· ...................................................... ".. . .......................................................................................................... ····························-1 

: Name of CHW Population: Under 2 years i 
! Report for the month of , year __ 2 to 5 years i 
I Date of writing report Over 5 years i 
: 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 
Under2 I 2-5 Over 5 I Under 2 I 2-5 lOver 5 Advised Treated Referred 

Abdominal Pain 
... 

Cough 
·-1 

Diarrhoea 
·······1··;······················+ ......................... -\-............... + ........................ , ........................ +........ .. -- ........ --, 

Family Planning 

Fever 

Headache 

·······1· ······i ... ·.····················i···························+·········· ... --· ... i.··· ·······+·······················-1·········· 

···i ........................ + .. ·······i··· ..... j. 

......•... 

....... i ......................... + ................... !.... ·············i ...................... J ... . 

.j. ... 

··+······-1 

····1 
Injuries 

Malnutrition 

Other 

·····1··· .... !.- ....................... ,...... ..... ··t······· ............... ,! . ·············t······· .......................... ~......... . ....... ! .. - ·····_······t 

Pregnancy-related 

Sore eyes 

STDjHIV / AIDS 

..... 

..... , .............. . 
I··· 

·····1···························;···· 

4. Health EducationjHealth Promotion: 

I·· .. ~. ..... . i· 

I·· ······i . .....•.. j ..• 

... ;. .... j •.•.......•...... ! ..... 

Total number of health education/promotion events ____ _ Total participants at health education/promotion events ____ _ 

G~()~P .. ... L. ..... Nu~_b.ff ~ peopie -'_.. _.... ..... ~OPk~~~~_-:1 
...................... . ... -...................... . 

Date 

_._ '_ ...... t-" 
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PHC service quaJity checklist 
. Immunization 

This checklist is intended for use in the observation of service delivery for immunization 
Before using it, the national treatment protocol should be reviewed in order to adapt the toa: 
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 "yes" if the service provider carries au: 
these activities during service delivery. For interview questions, mark "yes" if the responden: 
answers correctly. 

1. ___ _ 
2. ___ _ 
3. ___ _ 
4. ___ _ 

Health facility 
Service provider 
Observer/supervisor 
Oate 

Identification 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? 
7. 
8. 

YES ___ NO Review vaccination status of other children in the family? 
YES ___ NO Recommend vaccination even if the child is sick? 

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? 
10. YES ___ NO Load the syringe without contamination? 
11. YES ___ NO Keep the vaccine on ice and covered during the session? 

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, OPT /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

cordis}? 

~ 

EPI education 
Did the service provider: 
21. YES ___ NO Tell the mother which vaccinations were given during this 

visit? 
22. YES ___ NO ___ Inform the mother that side effects, such as fever and pain, 

are possible? 
23. YES ___ NO For BCG vaccination, explain that a scab will form? 
24. YES ___ NO Tell mother where to go if she or the child should have a se­

vere reaction to the vaccination? 

85 
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25. YES ___ NO ___ Explain the importance of completing the vaccination series? 
26. YES ___ NO If OPT #3 has been administered, stress the importance of re­

turning for measles vaccination? 
27. YES ___ NO ___ Explain that the child can be immunized even if she/he is ill? 
28. YES ___ NO ___ Tell when to come back for the next immunization for 

mother or child? 
29. YES ___ NO Ask mother to encourage other women and their children to 

be vaccinated? 
30. YES ___ NO Verify that mother understands key messages? 
31. YES ___ NO 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. YES ___ NO Is the refrigerator working today? 
33. YES ___ NO Is there a thermometer or cold chain monitor in the refrigera· 

tor? 
34. YES ___ NO Is there a temperature log? 
35. YES ___ NO ___ Is temperature recorded regularly according to the local 

schedule? 
36. YES ___ NO Was the registered temperature between 0 and 8 degrees (C) 

at all times during the last month? 
37. YES ___ NO ___ Are all vials in storage unopened? 
38. YES ___ NO ___ Were vaccines suffiCient during the last month? 
39. YES ___ NO ___ Were needles and syringes sufficient during the last month? 
40. YES ___ NO Were vaccination cards sufficient during the last month? 
41. YES ___ NO 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. YES ___ NO ___ What immunization{s) did you or your child receive today? 
43. YES ___ NO ___ 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. YES ___ NO ___ At what age should a child receive BCG vaccine? 
45. YES ___ NO At what age should a child receive OPT vaccine? 
46. YES ___ NO At what age should a child receive Measles vaccine? 
47. YES ___ NO ___ At what age should a child receive OPV vaccine? 
48. YES ___ NO 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 
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, m. 

1 

Children can be immunized against the following six diseases, 
also called the 'target diseases': tuberculosis, diphtheria, 
whooping cough, tetanus, poliomyelitis and measles. l 

The unborn child can be protected against neonatal tetanus if the 1 

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, especial\y the live ones. Freezing 
damages the killed ones and the toxoid. 

Disinfectants, soap, spirit and antiseptics kill live vaccines. You 
have to wash instruments thoroughly if they have been in contact 
with them. 

I. IMMUNIZATION 
POLICY 

SCHEDULE 

1. Target groups for immunization 

- 0-24 months 
- Pregnant women 
- Women of childbearing age (15-45 years old) 
- School children: grades I and VII 

AND 

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 

mother is immunized with tetanus toxoid. I 2.1 Strategy A - Static units 

Vaccines l Immunization should be carried out at each health facility that 

Vaccines can be: 

killed microorganisms (pertussis in DPT); 

I has a refrigerator and provides MCH services. 

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

............ _ ................... _ .................. _ ............................................. __ ......................... .i ............... _ ......... __ ................................................... _ ............. __ .......................................... . 
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Vaccine Age at first dose .No oC doses 
• Minimwn interval 

between doses 

BCG At birth 
Polio 2 months 
OPT 2 months 
Measles 9 months 

I 
3 
3 
I 

28 days 
28 days 

2.2 Strategy B - Mobile units 

Strategy B provides health services to the population living 
outside 12 km radius from a health facility. It is carried out 
either by vehicle (ex. district MCR-teams) or on footlby bicycle 
(ex. by health centre staft). Schedule for outreach sessions 
should be planned in such a way as to cover the target 
popUlation within the target age period. The community should 
be involved in the planning of the outreach programme. 

Age of child 

Less than 2 months 

Above 2 months 

Above 9 months 

Boosters 

Vaccine 

BCG 

BCG, only if no scar 
Polio (3 doses) 
DPT (3 doses) 

Measles 

Booster doses of OPT and Polio should be given at 18 months 
of age or at least one year after OPT 3 and OPV 3. 

2.3 Strategy C - School health services 

Age of child 

School entry 

Boosters 

BCG, if no scar 
Polio 
IT 

2 

Grade VII BeG, ifno scar 
IT 

2.4 Strategy D - TT immunization 

Strategy D provides immunization for pregnant women and 
women of childbearing age (15-45 years). 

All women of childbearing age (15-45 years old) should be given 
IT immunization at every contact with a health facility for any 
reasons: 

TT schedule 

at curative services; 

when they bring children for immunization; 
at family planning clinics; 
at school health services. 

IT 1 At first contact or as early as possible during pregnancy 
(even during first trimester) 

IT2 
IT 3 

At least 4 weeks after IT 1 

At least 6 months after IT 2 or during subsequent 
pregnancy 

IT 4 At least 1 year after IT 3 or during subsequent 
pregnancy 

IT 5 At least 1 year after IT 4 or during subsequent 
pregnancy 

2.4.1 If a Woman has a documented history of 5 IT injections 
altogether, no matter how long the intervals, she does 
not need additional IT immunization as 5 doses give 
lifelong immunity. 

2.4.2 Each IT dose given should be recorded on the 
woman's IT immunization card. 

2.4.3 Dose(s) received during pregnancy are to be registered 
both on the IT card and on the antenatal card. 

................................................................................................................................................................................................................................................................................... 
2.4.4. Dose(s) received prior to actual pregnancy should be 

~ 
.~ - -:..-
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transferred from the woman's IT card to the antenatal 
card. 

2.4.5 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. 

2.4.6 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. 

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

3. Contraindications to immunization 

3.1 Fever, respiratory tract infection, diarrhoea, 
malnutrition and prematurity should not be considered 
as contraindications. 

3.2 Therefore all children should be irnmwlized unless they 
warrant hospitalization. 

3.3 

3.4 

No restriction on breast-feeding is necessary when 
oral polio vaccine is administered. 

Multiple vaccines, for instance, BCG, DPT, OPV and 
measles can be given at the same time. 

3.5 If the child has symptomatic AIDS he/she should not 
receive BCG but should receive.all the other vaccines. 

4. General policies 

4.1 

4.2 

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

Immunization status of both children and women of 

3 

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

4.3 

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

Do not hesitate to open a vial even for a single eligible 
child or woman. 

4.4 Avoid false contraindications. 

4.5 

4.6 

4.7 

4.8 

Before discharge from a clinic, check immunization 
status and give eligible vaccine(s). 

Methods should be worked out to identify and follow up 
drop-outs (those who do not fulfil all doses). 

Interrupted immunizations need not be restarted, i.e. the 
remaining dose or doses can be given as if the 
prolonged interval had not occurred. 

There is no maximum interval between doses of 



4.9 

4.10 

4.11 

4.12 

DPT,Polio and IT vaccines, only a minimum interval. 
y 

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. 

All open vials should be discarded after each 
immunization session. 

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. 

A fully protected child is one who received all the 
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. 

Reme11lher 

'G; 

AU vaccines should be given with courteous, fmndly service 
so as not to discourage mothers from returning. 

-.-
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1. 

TARGET DISEASES 
DEFINITIONS 

Measles 

AND CASE 

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 
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 

1.3 

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) 

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 



Whata child needs 

A child's stomach is no bigger than its own fist. 
No child can possibly eat enough NSHIMA to get 
the calories and protein it needs each day. Cassava 
has even less protein than mealie meal. EXTRA 
PROTEIN AND CALORIE FOOD IS ESSE]\;­
TlAL. 

A child can cat about 150ml four times per day, 
a total of 600 ml. However 2,000 ml of bulky NSHI­
MA are needed to give the child enough calories 
and protein. 

Child n~~d!> 
A one year old 

child requires 

1180 Kcal 
-~-----~ 

DAILY 

ENERGY 
27 gms PROTEIN 
51)()mg-------- CALd(iM 

HEPS provides 

It-lll gm of HErS 
with 60 ml oil 

12{'() KcaL_ 
35 !!m~ 
325mg 

\Vhat we :,hould give a m;!lnnurished child de­
pends upon its conditiun and age and on the availa­
bility (If mothers milk. Each child i~ an individual 
and it is not possible to lay down one ration to suit 
evcry child. However the example in the next sec­
tion will help to show the sort of quantity needed. 

Usc this 
Size of spoon 

to mcasul C 

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 

How to cook and feed 
HEPS 
1 }lEI'S should always be fed tll the child FIRST. 

Rcli~h and nshima' can he used as a top up if the 
child is still hungry. 

2 A malnourished child In'Jst be fed at a different 
time to the mIlt her in hllspilal. Concenlrak first 
on fecdin)! the child to gt:! it tll cat as much a, 
possihle. 

3 Feed child at least three and prderahly fl.ur or 
even five times per day. 

4 It is rccemmcnded that a malnourished child 
approximatdy one year old, be given );-;0 gm~ 
of IIEPS WITH ADDED Oil. a~ a suppkmen-
tarv food each (by. If oil is 111.1 <Jvailabk more 
nshima and vc)!etables .. vill he needed. This is in 
addilion to l1111thers milk if thi· is avaibhk. 

Each I'~~d should be prt'jJan'd a~ 1'0110\\,,: 

Two large hCJped spoons 
of HEI'S (60 gm) 

One small cup 
of water (150ml) One large spoon 

of oil (20 gms) 

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

if' 
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Food Donation for 
l\lalnourished 
Infants and 1\1others 
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The World Food Progr-dmlllt' has been providing 
special food for people with Protein Caloric Malnu­
trition toZamhia since 1985 and many thousands of 
children and mothers have already benefited. How­
ever there is still room for improvement in the use 
being made of the donated food. 

• ••••••••••••••••••••••••• 
• • 
: Read this lea net carefully as it contains new in- : 
• formation and guidance on what is available • 

• and how to use it. • • • 
• • •••••••••••••••••••••••••• 

World Food Programme, United Nations 
POBox 31966, Lusaka 
Telephone: 221343 
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Who should benefit? 

The rood supplied by WFP is intended to: 

1 Feed malnourished children and underweight 
pregnant or lactating mothers in hospitals. 

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

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

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

Why is HEPS needed 
inZambia? 
In Zambia more children die of Protein Calorie 
Malnutrition than of any other disease. Zambia now 
has one of the highest rates of STUNTING in the 
world. We arc not onlv 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. 

t 
Evaluationsofar 
In patients 

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

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

Very few nwthers are receiving the food. 

Out-patients/MCH follow up 

Food should be given to encourage mothers to bring 
children back to M CH 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. ': 

WhatisHEPS? 

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

HEPS consists of: 

Cooked Soya 
}O% 

(or grnununuI; Cdn 
be u,cu) 

:v1ealie 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 blilky. 

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 vito,nin A 
quickly to help them recover. In 
these cases it is possible to give 
vitamin A in a 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 pre~ent 
vitamin A deficiency. 

Prevent Vitamin A Deficiency 

To help prevent vitamin A 
deficiency: 

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

• 

• 

• 

• 

• 

1, 

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 bab y when it is 
about six months old. 

All babies should be breastfed 
for up to two years. 

All children should be given 
plenty of vitamin A rich 
foods. 

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

'Vitamin,A>---
;.::.:; ..... . 

lQe fi c i,~pC,>';}~~i~ 

Produced by 

, ' Tt.I~ ;~tlt)n~' t=OQd 

and -- Nutrition Commission": 

,":. 
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Vitami'1 A for Healthy 
Eyes and Body 

Healthy eyes are bright, moist and 
shining. We need healthy eyes to 
see well. The foods we eat contain 
a substance which keeps eyes 
healthy. 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: 

.infants who are not breastfed; 

.children from 6 months to 6 
years; 

.children who are malnourished, 
have measles, diarrhoea or other 
serious infections 

.pregnant and lactating women; 

Vitamin A-rich Foods 

Vitamin A is found in green, orange 
and yellow fruits and ve~etables 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. 

Animal foods like liver, kapenta and 
other small fish eaten whole, eggs 
and milk. For babies breastmilk is a 
very good source. 

~fj 
O~ 
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Plant foods which are rich in iron are 
cereals, beans, ground nuts, 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. 

2 

Remember: 

• Women should leave a gap of at 
least two years 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. 

• Iron-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. 

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

~ 

-~ ~ - ~ ~~ ~-.. ~ ~ 



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 Iron 

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 gravy very quickly 
and new blood needs to be made. 
Iron 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 

4 

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 Ri'ch 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. 

o 
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FAMJLY PLANNING 

OPERATIONAL ISSUES 

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

1. INFORMATION, EDUCATION AND COMMUNICATION 

Information, education and communication (lEe) 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: 

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

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. 

10 
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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 IAlDS. 

Health learning approaches and materials 

a. 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. 

b. 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 ascenain: 

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 material~ to use 

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

d. District Health Boards shall be responsible for developing prototype of lEe 
materials to supply to all health institutions (government, military. mines, 
mission, pharmacies and NGOs). 

e. Health Reforms Implementation Team through the Health Education Unit, 
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, 

Written by 
Prepared by 
Pub.1ished by 

The National Food and Nutrition Commission 
P.O. Box 32669, LUSAKA, Zambia. 

Sheran n' 'leker (FAO Nutri tion Officer) 
The Nfl: . unal Food and Nutri tion Commission 
The Ministry of Health. 
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PREFACE 

Educators must 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 tu do in the community. 

" 
• Training should include practice in the community and 

foster a commitment to community action. The partici-, 
pants should feel confident about working in the 
community. 

To help you with the training of community 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 suit your own area and 
your own exper!ence. 

Some of the lessons involve teaching a skill. You should 
see that all the partiCipants have mastered the skill and 
provide extra t~aining 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 certain topics before 
helping them to expand on that knowledge or gain new 
mlderstandings. 

I.f 
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TRAINERS NOTES 

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

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

2. The arrangements of the room influence the training. Since many 
of these acti vi ties emphasize discussion and sharing of ideas, 
arrange to have the group, including trainers, sit in a Circle. 

3. This training material has been wri t ten for a group of zbout 
20 participants. It is difficult to manage a group larger than 
this. 

4. 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. 

5. Use open-endp.d questions as 
require a yes or no answer. 
discussion. (see lesson 22) 

much as possible instead of ones that 
Open ended questions lead to better 

1 

6. Give the group time to develop confidence in discussing idehs 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 smallp.r groups 
to discuss together before reporting back to the total group. 

7. Help particip~ts 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 leaIn. If you are like most 
trainers you will tend to talk too much. 

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

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

10. 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. 

11. PSBAT at the beginning of each objectl ve 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. 

12. Remember, 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. 



2 

• >. 

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 

0 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 • 
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ENERGY 

GROWTH 

STRONG 
BLOOD 

HEALTHY 
E~S 

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 is 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. 

3 
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AIM 

2, FAMILY FOOD SUPPLY - ENOUGH FOOD 

To stress the major family nutrition problem in 
Zambia 

OBJECTIVES PSBAT understand that many nutrition problems in 
Zambia result from not getting enou~h foo~. 

For good nutrition we do not only need a variety of food but 
we also nee~ 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? 
Is there a difference at certain times of the year 

or at certain times of the month. 

It is 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 sp~ial food needs. 

THE VULNERABLE GROUPS 
~be8e people have 
extra needs 

Young 
children 

Pregnant 
mothers 

School Aee 
ch.ildren 

i 
! I 



• 

• 

• 

• 

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. T.lere 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. 

SEASONAL 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 seasono In towns the food problems are greater 
towards the end of the month for the lower income groups. At 
those times families which normally eat only two or possibly 
three meals a day may be reduced to eating only once a day. 

CASSAVA 

Cassava is 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 enough 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 

School 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 • 
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3. FAMILY FOOD SUPPLY - PROBLEMS 

AIM To direct attention to food supply problems 

OBJECTIVES PSBAT identify specific problems of i'\adequate 
food supply in their areas. 

SEASON 

NSHIMA 

RELISH 

SNACKS 

* 
AcrIVITY 

Families need enough and a variety of foods. 

Har DRY RAINY HARVEST AND COOL 

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 

NSHlMA is a most important food. A family without nshima is 
a family wi thout "food". Less highly refined cereals such 
as roller medl contribute more nutrients than the highly 
refined breakfast meal. 

In cassava ar~as it is better to also eat some cereal. 

RELISHES arp, made from many different foods. Without enough 
and a variety of relish it is 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 nutri tion education. They are 
more important in cassava areas. 

SNACKS can be important for good nutri tion, especially for 
the vulnerable group. Highly coloured fruits such as pawpaw 
and mangoe supply needed nutrients, especially vitamin A. 

AcrIVITY 

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 
invol ved, advice and assistance to the communi ty on family 
food supply 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 breast feeding 
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 1i ttle 
- safe 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? 

ACTIVITY 

- 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 

Only use this activity 1n 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 colucu. 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 tau~ht 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 f,'r 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 is 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. 

Being 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 FEE DIN G 

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 Rot 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. 

BarrLES 

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 is not a good idea. It 1s better to use a cup. 
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5. CHILDREN - NUMBER OF MEAI.S 

AIM To foster an understanding of children's major 
nutrition problem 

OBJECTIVES PSBAT understand the need for children to be fed 
more frequen tly 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. 

AGrIVITY* 

ASK 

EXPLAIN 

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 

DISCUSSION 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 is feeling full bring out another 
plate of food that you have kept aside. Ask how many people 
would like to eat it now. 

• I 
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FEEDING FREQUENCY 

One of the biggest nutrition problems for young childrsn 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 
between meals. 

HOW TO TELL U' A CHILD IS GETTING ENOUGH TO EAT 

# Look at what the child does. Is 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. 

i¥ Look at how often he is fed. I f 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. 
can be used to measure around the child's arm if 

This tape 
the child 

is between one and five years old. It is helpful 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. 

11 



12 

AIM 

6. TilE MID-ARM C:IHCUMfERENCE STHlP 

To provido a simple method of screening 1'0" 
mkluutrition that cnn be usod in the community. 

OBJECTIVES PSBAT make and use an arm circumference strip to 
detect malnutrition ln c •• ildren between the ages 
of 1 and 5 years. 

Children who are under fed do not grow well. Thev are also 

very thin. 

MEASURING THINNESS 

shoulder 

asure 

An easy way to tell if a Chilel is too thin is to 
measure around their arm. The stdp you will 
make can be used on children between the ages of 
one and f1 ve years. Do not lise it fnr children 
older or youngur than this. 

groen 
well 
fed 

Rod very 
thin 
seriollsl), 
malnohrish.!u 

1. Make arm circumference strips. 

2. Check each participant's strip carefully to 
see that the measuremen ts are correc t. 

3. 

4. 

Practice using tho strip on chlld)"on between 
one and five years of age brought into tho 
the c1 ass room. 

Arrange for tho partIcipants to go into the 
community to measure the arm circumferences 
of children. This acti vi ty could be comhined 
with a more comprehensive survey later in the 
course. They could collect information ull 

other health ancl nutrition problems at the 
same time. Make sure that the resul ts of any 
community survey are properly recorded. 

Discuss the resul ts of the s· ... rvey. 

I 
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HOW TO MAKE MID ARM CIRCUMFERENCE STRIP 

It is vital to measure the strip 
accurately. Ulle a rule:!" and sharp 
scisllors. 

L{) 

C"I .-

B 
L{) 

M .-

, 
• ________________ J 

Put the strip round the left arm 
of the child which is hanging 
by the child's side, hal! 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 painted tip of the strip 
through the hole (just lIke one 
does In doing up a belt). Hold 
the tip in one hand so that th~ 
strip ia just around the arm 
without squeezing the arm. 

Note the colour of the atrip 
where the narrow end of the 
section has been pulled through 
the hal .... 

Detween the age at I to ~ years, the 
wiclth of a child's upper ann does not 
change greatly. It is around 15 to 
17 cms. 

When a child is not eating enough 
food, the arm circumference Is leS8. 

Children with MlC of 12.5 to 13.5 cms 
are at risk of becoming malnourished. 
Those who Fe MAC is less than 12.5 cms 
are definitely malnourished. 

This body ~ea8urement allows one to 
see which children are at risk of 
becoming malnourished; the necessary 
steps can then be taken to pr~vent 
these children from becoming severely 
malnourished. 

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 
1n the CLEAR section 
the child is losing weight and 
if nothing is done; the child will 
eventually become malnourished. 
SOMETHING HAS TO BE DONE TO STOP 
THE CHILD BECOMING MALNOURISHED. 

3. If the tape comes 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. 
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7. THE ROAD TO HEALTH CARDS 

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 

cards. 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 questions shown 

below. 

JANET 

CHINOZI 

CECELIA 

QUESTIONS Which 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? 

I' 

, !J 
i I' 
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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 
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 

QUESTION ANSWERS 

- losing weight from one month 
to the next. 

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. If this 
early sign of growth failure is ignored the child could eventually 
become seriously malnourished. 

CHINOZI 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. 
mean that she is too fat. 

She is above the line. This does not 
There are very few children in Zambia 

that are too fat. You will notice that one mOl1th 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. 

15 
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AIM 

8. CHILDREN - VOLUME OF FOOD 

To demonstrate the difficulty of feeding children 
with low density foods 

OBJEGrIVES 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 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. 

DISCUSSION Look at the amount of porridge in each plate and 
discuss whether or not a child could eat this much 

ASK 

EXPLAIN 

at one neal. 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 

I 
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LOW DENSITY FOOD 

Porridge is 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 density 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 
*Mealie meal (sorghum, millet, or cassava flour can also be used 

depending on the staple in the area.) 

TEICKNESS OF PORRIDGE 

If group A get more than 2! 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 
prepa~ 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 ki 11 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 wi th 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 encourage 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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9. CHILDREN - VARIETY OF rOOD 

AIM 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. 

OBJECTIVES 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 
1!-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 type foods 

2 tablespoons powdered milk 
or 2 tablespoons powdered groundnuts 

tablespoons powdered kapenta or 2 
or 2 
or 2 

or 1 
or 2 
or 2 

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 Discuss the amount of food in each bowl of plain 
porridge found in the previous lesson wi th that of 
the mixed porridge each group has just made. 

TALK ABOUT the importance of variety in children's diet for 
Increasing energy 
Improving growth and heal th 
Improving appetite 

A multimix porridge with more than one relish is very good. 
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VARIETY IS IMPORTANT FOR 

Increasing energy 
Oil, fat, sugar and groundnuts boost the energy content of porridge 
without increasing the volume very much. Oil 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 during 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 appeti te 

Adding different foods and not just the same food all the time 
encourages children to eat. They can eventually get tired of th~ 
same food all the time. Then they do not want to eat as much. 
Adding oil sugar and groundnuts also makes the food more tasty 
as well as adding energy. 

CASSAVA 

Cassava is not as good for young children unless you add more of 
the relish type foods shown. In cassava areas stress the 
importance of adding l~ to 2 times the amount. Instead of 2 
tablespoons of beans use 3 or 4. Also 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 wi th vegetable foods. A tablespoon of green 
leaves and a tablespoon of groundnuts is better than two table­
spoons of g~een 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 available in your area. 

F()('I) 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. 
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10. CHILDREN - FEEDING MANAGEMENT 

AIM To highlight the socio-economic and cultural problems 
associated wi th the feeding of yotii-t g children. 

OBJECTIVES PSBAT advise mot'lers on feeding young children of 
various ages and discuss feeding problems. 

begin wi th thick porridge thick 
thin p',rridge extra energy porridge 
then intro- vegetable all relish 

duce extra relish extra energy 

MEALS energy &: In troduce family mealS 

vegetable other but cut in 

relish relishes small pieces 

in traduce mashed fruit fruit, juice 

SNACKS mashed fruit &: juice and other 
and juice other snacks snacks 

Milk breastmilk breastmilk breastmilk breastmilk 

amount no addi ti- increase to i to i cup 1 to I cup 
of mixed onal food ! cup at 3 to 4 times 3 to 4 times' 
porridge each meal a day a day 

months 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. 

I 

DISCUSSION 1. Di vide the partiCipants in to small groups of 4 to 6 
people. Let them discuss the way young children in I 

I;, .• their area are fed. Then find out what people do 
wh.ich is different from what is shown in the feeding , i 

gui de abo ve . 

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 diffir.ult time for some children. See that 
they get plenty of relish to repl ace 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 
<food 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 is 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 foo~ 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 
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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 field.;. 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 suitable 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 pregnant again. The milk of a pregnant mother is not poisonous. 

I 
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AIM 

11. DIGESTION AND ABSORPTION OF FOOD 

Introduce the topic of lligestion and aiJsorption of 
food as a basis for understanding the changes that take 
place in diarrhoea. 

ODJECTIVES 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 ~ ....... ~ Mouth 

Food ground up and 
mixed with fluLd 

Absorption 

Food goes into rest 
of the body 

Absorpiton 
Fluid is taken back 

Excretion 
Body discards 
waste 

ACTIVITY 

ASK 

Stomach 

Small Intestine 

Large In tea tine 

Rectum ---
Tell participants to take a pencil or a stick and trace 
along the tube in the drawing above. St art at the mouth . 

What do you notice? 
Although the tube twists and turns it starts at the mouth 
And ends at the anus. 

TALK ABOlJr What happens to the food in this Tube. Point out that 
water from the body is mixed wi th the food near the top 
ruid ruld is absorbed back into the rest of the body lower 
down near the end. 

ASK 

ASK 

How long does it take food to pass all the way through the 
tube until the waste comes out? 

What is different when a person has diarrhoea? 

During diarrhoea food passes quickly through the tube and the water 
comes out and is lost from the body. 

! i 
I I, 
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GASTRO INTESTINAL 
TRAer 

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 
firs t in the mouth and then in the stomach. 
This prepares the food Jor 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 di r:estion 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 d~y 

when they are in good heal th . 

Various organisms can get into the tube and 
irritate it. This causes diarrhoea and or 
vomittiDg. (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. If 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. 

ASK 

Miriam was upset. Daniel who was ten months old had 
diarrhoea again. I t was only one month ago that he 
had it. He had become very thin then. He was still 
thinne r 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. 

What else could Miriam 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 yOWlg 
children should go in to a toilet. Hands should 
be washed after going to the toilet or changing 
yOWlg children. 

Water 

Food 

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 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 diarrhoea less 
often. When they do get diarrhoea they recover 
better. Feed yOWlg children frequently with a 
variety of clean food. 

Diarrhoea is very common in the rainy season. Children between the 
ages of six mon ths and two years get diarrhoea often during this 
season. Diarrhoea causes malnutrition especially in underfed 
children. 
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DIARRHOEA 

Diarrhoea 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 eve~y 
month. Many deaths in this age group are almost certainly linked 
with malnutrition and gastroenteritis. 

It is unlikely that any single input, 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 points 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. I t is the re fore impo rt ant 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 is 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 
themsel ves 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 wi th 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. 

25 

Diarrhoea is more frequent and more severe among children with malnutrition. 
Mildly mn.lnourished children can become seriously malnourished as a 

result of diarrhoea. 
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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 

ACTIVITY 

It is import an t to add the right amollll t of sugar 
and salt to the water. 

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 sal t and place it in a 
teaspoon. Practise until it 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 che ck 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 tne 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. 

i 
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PREPARING ORAL REHYDRATION FLUID 

The salt and water are necessary to replace what is lost in the stools 
and thus pre veil t 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 stoo~s. 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 unavailabili ty of boiled water should not prevent rehydration 
when a child is seriously dehydrated. Early replacement of fluid 
iltl this situation outweighs the possible risk of using contaminated 
water. 

MEASURING 

Teaspoons 1 H~e cups vary in size. The teaspoon used here holds five 
mId of water. If possible check the size of the teaspoon you are 
using. The cup used here holds 250 mls of water. 

STORING '!'HE FLUID 

The fluid should be stQred in a cleM. container. After 24 hour9 
whatever is left should be tipped out and fresh lot made. 

USING THE FLUID 

How to diagnose dehydration and how to uoe 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 fee dinLan d breas tfeeding helps 
a child gain weight and get better. 

-
Age 0-3 mths 3-12 

After every diarrhoea ! cup ! 
stool give 

VOMITTING 

c 

--- - --.-- -------, 
mths 1-3 yr:-s 01 de r chil dren 

& adul ts 
- --- ---1---------1 

up A-i cups 1-2 cups 

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 th~ health centre. 

I'OTASSIUM 

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. 

Pf.tassium is soluble in water. So give the soup as well as the food . 
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14. FEEDING CHILDREN DURING AND AFTER ILLNESS 

. AIM To emphasize the relationship between disease and 
malnutri tion 

OBJECTIVES PSBAT advise families on feeding children who are 
ill and on re eeding during recovery 

continue breastfeeding 
give plenty of drink 
encourage eating 

with diarrhoea as well aa 

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 weights 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. 

CYrHER MILK 

Milk other than breast milk may occasionally irritate a child 
with diarrhoea. In this situation 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 
juices 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 soup part of the relish with a little chopped up food in 
it. They may prefer milder tasting food. Porridge with an 
egg or groundnuts 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 illness 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 mon.ths and one 
year of age. They both lost weight three times during this 
period, probably because of sickness. After each illness David 
WBS fed extra food until he cmught 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. 

29 
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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. 

OBJECflVES PSBAT identify malnutrition cases requiring 
hospitalisation and those that can be rehabilitated 
in the community. 

~"') Marasmus Underweigb.t 

-a-

'Very 
serious 

serious to 
moderate 

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 underweieht . 

.. 
Children with 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 If possible take the participants to visit a malnutrition 
ward. Let them see seriously malnourished children 
and those at various stages of recovery . 
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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 
a 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 
situation becomes serious. 

For everyone 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 
serious PEM are usually in the colourless zone. You can also get 
a good idea by examining the children. The arm circumference 
strip does 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 hald 
beliefs are hard to change • 
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16. PEM - REHABILITATION 

AIM To encourage more rapid rehabilitation of 

malnourished children 

OBJE('?flVES PSDAT advise families on how to feed children who 

are recovering from PEY 

At least four meals a day 

Twice as much energy 

foods in their porridge 

Ext ra sn acks 

Malnourished children need to eat about twice as much 

as healthy child of the same size 

ACfIVITY 1. Explain that Laura is one year old. She is 

malnouri~hed. She weighs only 7 kg. This 

means she is about the weight as a healthy 

six month old baby 

2. Di vide the participan ts into 4 groups. Let 

ench r,roup work out a suitable recipe for 

one meal for Laura. 

DISCUSSION Have each eroup report on their reCipe and discuss 

whether it is suitable for their area . 

EXPLAIN Suppose Laura's mother says she can not get 

oi 1 or sugar and her groundnuts are f!nished. 

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. 

i 
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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 n~t 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 CWl feed him like a normal healthy 
child again. Shortness tak4S much lon~er to overcome. Once 
they are fatter if you keep feeding them like most children ~ill 
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 if 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. 

AcrIVITY 

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 
lesson leave it as it is. 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 availmble 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. 
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AIM' 

17. ANAEMIA 

To create concern for identifying and treating 
anaemia and an understandinr. of the role of 
food in prevention 

~; EBJEcrIVES PSUAT Identify people wi th onaemlo and aUV1SC:;;~?,~~~ 
dh:~fr.~ .. ·~'~ .. ?n foods to eat for its prevention p;' ~ - .~ .... 
'?l.1~ 'I, f~j An~em~,a is the name given to weak blood' • 

~~h' :~I 1, 7 ~ (qjf 
'~t"· ~ (fjV . . ~ 

~ 

ACTIVITY 

~ 
are the flnRcrnails 
pale instead of 
being pink? 

Have participants check the eyes. fingernails and 
gums of each other and then discuss what they find. 

If someone is seen to have anaemia they should be 
sent to the clinic and also advised to eat foods 
that are rich in iron. 

DISCUSSION Has anyone had anaemia or known of someone who has? 
How did they feel when they had anaemia? What 
treatment were they given? 

Some foods contain more iron than others. Everyone needs to eat 
some of these foods to prevent anaemia. Women of chi ld 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. 

gums 
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ANAEMIA 

TREATING 
ANAEMIA 

PREVENT 
ANAEMIA 

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 if there 
is enough of the red colour in the blood. If the 
blood is weak they will be a pale-whitish colour. 
Anaemia 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 it 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 
Ii vers 

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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AIM 

18. VITAMIN A IN FOODS 

To encourage preventative action Qgainst vitamin A 
deficiency 

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 some foods. A deficiency of these 
foods can cause blindness. Not eatin~ enough vitamin A foods is a 
problem in some parts of Zambia. 

Rain Harvesting Cold Hot 
senson season season season 

Vito A foods 
in most homes 

-
is there 
enough? 

-~--- 1------1---

What <tould 
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 
of the year. 

2. Answer the question is there a 
problem? and fill in the 
answer. If there is enough 
for families to eat a vitamin A 
food 2 or three times a week 
the answer is yes. Otherwise 
put no. 

3. For any season where you have 
answered no ask yourself what 
could be done? Choose foods 
from the vitamin A food list 
and fill in your solution at 
the bottom of the chart. 

man eo 
pawpaw 
pumpkin 

*dark green fresh 
leaves 
e.g. cassava leaves 

pwnpkin leaves 
rllpe 
spinach 
blackjack 
sweet potato 

carrots 
liver 
eggs 

leaves 

**Kapenta and other fish 
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. 

** Fish 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 deficiency is very prevalent in certaiu areas of the 
cOWltry, e.g. Northern. Province, North-Western Province, Luapula, 
parts of Central Province and in Ndola Rural. 

Vitamin A deficiency is seen more in VOWlg preschool children 
bll.,tween the ages of about two years and five years. It is often 
found in children that are also either moderately or severely 
underweight. 

Vi tamin A deficiency is of great concern. I f it is not ~:r.e~.ted}n 
time it causes ulindness. Once someone is blinded by vitamin A 
deficiency they are blind for the rest of their life. It is 
very tragic if 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 
~egetables such as cabbage do not contain much carotene. When vege­
tables nrc dried in the sunlight almost all of the carotene is 
lost. Al though fresh leaves are hi gh in carotene dried leaves are 
not. In fish and animals vi tamin A is s tared 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 
underweight or malnourished pay attention to the vitamin A foods in its 
diet and exnmine 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 AJ.~D UNDERWEIGHT CHILDREN 

Vi tamin 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 . 
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19. IDENTIFYING PROBLEMS - INDICATORS 

AIM To summarise and review course content and prepare 
particlpants for community programming. 

OB,rnCfIVE: PSBAT list things can show communi ty problems 
(indicators) & describe ways the information can be 
collected 

ACTIVITY 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 nutri tion, 

The first step in planning out your programme is to find 
out about the problems. 

DISCUSSION How could you gather information about the nutrition 
problems in your area? 
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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 txy 
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 in forma tion you could look for. 

Food Supply a Family Food 

number of meals eaten 
snack foods available 
vitamin A foods available 

Malnutrit ion 

Arm circumference 
signs of anaemia 
observe children's behaviour 

Infant Feeding 

number of meals eaten 
thickness of porridge 
length of breast feeding 
Feeding of sick children 

Related Health Problems 

Latrines and their use 
personal hygiene and hand washing 
death of children under two 

Sources of information 

seaonal food problems 
feeding of school children 

Road to Health cards 
night blindness 

Snacks eaten 
foods added to porridge 
use of feed-ng bottles 
use of ORT 

water supply 
cases of diarrhoea 

JFrom 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 helo to show 
the extent of a problem. This not only helps you to develop 
programmes but also 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. 
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20. IDENTIFYING PROBLEMS - SURVEYS 

AIM To improve community procrammes by building them on 
clearly defined community problems. 

OBJEcrIVES PSBAT prepare a simple survey form that will help 
to identify nutrition and nutrition related problems. 

CASE STUDY Mrs. Mwale was a very dedicated PHC worker. She had 
been to a training C0urse 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 in formation. 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. 

DISCUSSION 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. 

00 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 pu~pose 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 their 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 little time 
spent on programmes. Also people may be unwilling to an :wer too 
many questions. 

Two or three ques tions telling the same thing can be useful. TJ+ey 
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 

1,000 households 
500 " 
200 
100 

" 
" 

Sample size Percentage 

100 households 10 
50 " 10 
30 " 15 
20 " 20 

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 
fami 1 y 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 . 
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AIM 

21. COLLECTING INFORMATION - INTERVIEWING 

To demonstrate some of the mistakes an interviewer 
can make when trying to obtain information. 

OBJECTIVES PSBAT identify interviewing problems that could affect 
the information being collected. 

ACTIVITY Select one partiCipant to be Mrs. Keri and one to be 
Mrs. Mulenga. Have them read out the interview below 
to the group. Now have them ~ead it out again. This time 
stop at the lines and let the group discuss the 
problems they notice before continuing. 

Mrs. Mulenga: Good morning, the government needs information about 
how you people feed your children, so I would like 
to ask you some questions. 

Mrs. Keri: I'll 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. 

Mrs. Mulenga: 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. 

Mrs. Keri: What can I tell you, I'm only a humble person but 
I'll do what I can. 

Mrs. Mulenga Well, that's good of you. We really know what is 
going on, but the government has to ensure that ~ts 
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: 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 

Mrs. Mulenga: I am sure there are some green things to be had 
somewhere. But wait a minute while I write that down 

Mrs. Keri: Of course. 

Mrs. Mulenga: I'm afraid I have very lttile time. 
tell me what food you eat which has 
con tent. 

Perhaps you could 
a high protein 

Mrs. Keri: 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. 

i I' , , 
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INTERVIEWING PROBLEMS 

The following are some of the mista.'d:es that Mrs. lItulenga made. 

No personal in troduction was made and there was no attempt 
to become acquainted. 

She (;,.'phasized that the Government wanted the information. 
This scares people 

She was u,lwilling to adapt her time to suit the mother. 
She was unwilling to admit that she needed help and information. 
She knew it all. 
She asked a leading question which led ~~rs. Keri to ans.ver as 
she expected. 
She showed no interest in Mrs. Keri's problems and seemed to 
critisize Mrs. Keri for not trying hard enough . 

• She embarrassed Mrs. Keri by wri ting things down in her 
presence rather than asking permission or wai ting 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 INTERV1:EW 

Let the participants read out the following interview. 

Mrs. Mulenga: 

Mrs. Keri: 

Mrs. Mulenga: 

Good morning Mrs. Keri. I wonder if you 
I'm asking all the mothers in the village 
food they use for feeding young children. 
ask you too? 

could help 
about the 
Might I 

I'll try to help but as you can see I'm rather busy 
I have to go off to the market in a few minutes. 

I appreciate that you are busy Mrs. Keri with so 

me. 

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 

Mrs. Kerf: 

Mrs. Mulenga: 

Mrs. Keri: 

take a minute. 

What can I tell you, I'm only a humble person. 

Well can I start by asking you what is tIle main food 
you feed the young childr~n. 

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. Mu1~nga: 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. 
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22. WORKING WITH PEOPLE - QUESTIONS 

AIM To demonstrate how questions can be used to stimulate 
learner in terest and participation 

OBJECTIVES PSBAT give elCamples o·f closed questions, open questions 
and redirected questions. 

TALK ABOUT the different types of questions that can be used to 
stimulate discussion. 

ACTIVITY Read out each of the questions shown below. Ask the 
group to say whether they are closed, open or redirected 
questions. 

ACTIVITY 

1. What do people in your area do when a child has 
diarrhoea? 

2. How can you manage to see that young children take 
f.ood to school? 

3. How do you make oral rehydration fluid? 

4. What is wrong wi th someone who has very pale finger", 
nails? 

5. I see Mrs. Banda. You don't know how yvu 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- cl\ild ~aes not like dark green leaves. 
Mrs. Phi ri 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. 

I 
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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 better 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 wi th 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 
Open 
Redirected 

questions 
questions 
questions 

3,4 and 6 
1,2 and 7 
5 and 8 
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23. WORKING WITH PEOPLE - INDIVIDUAL COUNSELLING 

AIM To help PIlC 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 PRC worker is to 
discuss about Mailasi with her mother and the observers 
are to watch out for the points they have been given. 

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 hap~ened noting the points the observers 
were gi ven to watch. Also let the "mother" describe 
how she fel t towards the "PRC worker" and the PHC worker" 
how she fel t towards the "mother". 

Let the groups change roles and try the exercise again. 
Your can make up new roles if you like. 

If there is time you can try a longer role play or arrange 
for the partiCipants to try counselling mothers at a 
nearby clinic. 

PIlC WORKER ROLE 

Mailasi is twelve months old. When you look at her road to heal th 
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 (urban) 

You Ii ve in a cDmpound and your husband works as a msssenger in town. 
You spend most of the day selling at the local market and take 
Maile.si wi th you. She is still bein~; breast fed. You give her 
porridge in the liorning before you 1 eave home and she shares whatever 
snacks you get during the day. P' eats nshima and relsih with the 
family at night alhtough somet;r ti she is sleepy and doesn't eat much. 

OBSERVERS 

Two observers are to r 
to see if they are fol. 
the councelling techniques. 

attention to the counselling steps 
J. two obse rve rs are to watch 

i 
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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 is 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 alid 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 ~ 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 behaviour 
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 ~ 
was played and .!!E.! at the person playing the role. It is a learning 
situation. It is to help the whole group learn. 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 learning. 

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. 
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AIM 

Z4. WORKING WITH PEOPLE - PEOPLE DISCUSSIONS 

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 sensitive issues arise 
- If quiet people don't participate 
- I f one person is doing all the talking 

ROI£ 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 hap~ened. Discuss both the steps 
and the technique in a similar way to the last lesson. 

The role play can he stopped earlier and started 
again if you find too many mistakes being made at 
first. 

ROLE PLAY SITUATION 

The village is a medium sized village about 20 kms from. the 
nearest township. (In urban areas lise a compound se tting) • 

The parents of the primary school pupils are gathered for 
a meeting. In the programme there is half an hour £or 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 everyone a few minutes to think about the role they have 
to play. The PIIC 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. 

i I 
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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 
si t 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 a discussion. He needs to know the subject well but 
should 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 i t~. Use questions 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 leadel' 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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SlIFE DRINKING W!ITSR SUPPLY AND SANITATION 

The common sources of drinking Vlater in rural areas are:-

1. Ponds. 

,2. Wells. 

3. Rivers - Streams 

l~. Lakes. 

The above source S 0 f water can be polluted in tho fol1olrling ways:-

1. By people defaecating near or in the source. 

2s By people bathing in the water 

3. By people WElshing clothes and house hold utensils in or 

neElr the lrlnter. 

4. By washing the Elnimals in or nenr water. 

5. By building toilets or letting used water very near the 

source of drinking water • 
• >. 

6. By using un-clean oontainers to draw the water. 

The drinking water may also be polluted by storinc; it in unclean 

or uncovE:red containers. \'later J?olluted by humEln excreb. C'an couse 

several disoases such as cholera, typhoid, dysentery ate. 

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 wuter if other sources are available. ,4 
Ii, 
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If tho sourco of drinking water supply is from a river, the people shou 

collect \oJ[1.ter fl'om it, uoforo it reaches the villetco etnd bathe in the 

river, only where it leave s thc villaGc 1 and the Etnimals be EtllovlOd to 

drink the wate r only further down the river (Fig.16) 

If the the source of drinkinG wetter supply is from 11 spring, it 

should be protected by properly (Fig.16) 

(1) 

,. 
\ 

(2) 

Constructinlj a fen.6a'·all tho Wety round it about 20 meters awa 
I' J .• ' 

, I 

from the sl1rin~,;' and the gate 0 f 

....... "' '\.,". . i· 
the fence should be ke~t 

cl0 se d when no t' ii1.""U'se .'~" .• '. I 
\ ... 

Forming n ditch round the 

away. 

Constructing a ;ocm high 

I .':'~"_R" 

spring to let the rain;wnf~~ dretin 
} 
) 

i , 
f 

cemented stono \VD.ll round the spring 
i 

nnd Ly etrranc;inc a pipe in tho w~ll th;rough which w~tcr coul<l 
i 
! 
t, bo collected. .' 

.·.f 

If the Source is from n well the fol~owing precautiqns are to be 

taken to mnke it safe. (Fig.19). 
.) 

(1) There should not be any tqilet b:r-'rubbi'sh heap ~/ithin 20 matr 

of the wolle 

(2) It should be lined inside with stones, jointed wi'ih mortar. 

It should bo surrounded by n stone ·lt1all, v/hich is about 

;Oems high., 

(4) .There should be a plat· forJjl all round it with a di-Joh for 

the rain \-Inter and spletshed vlnter to drain away. 

(5) People should use a clean bucket on a pulley for drm-ling 

water. 

(6) Peoplo should not lot dirt c;et into the vlell etnd should. not 

wash in the well. Whte;' in an open well could be made snfe b 

Chlorination vii th addition 0 f bleachinc; pov/dor. 

DI sm SILL Wfl.S'l'E W/,TER 

The used water in the houses can ~e safely disposed by lottinG it 

in to a soakage pit or in'~o [\ kitchen gnrden. 

SOAKAGE PIT (Fig.20) '1'11is is a pi!; 2 motres deep and 1.5 metres square 

or 1.5 metres 

! Ii 
I: 
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rl'i, .... ril"j·"r·. 'rh,' In,.,,'sr. j, llorti()n if' fill,,(\ ,,,it.h :~tones.! pr'QfcT"('\i'Jly o';,)r 

burnt bricks of j~' siz~. Tho middle } ~'()l'(;i')Il is fillo<.1 with 1)l'icl~0 01' 

,~ nizo ,':'nu the u~lI'cr, r.l0st l'ortion with bricks of 7l: size. This in 

covered by a l:,lye!' of carth. The o.lcning is protecL:d by n ;l~',r~~,lei; 

of 10cms J10icht 1 to llr(~v0n t r'.lin vJC'. tel' from entcrinG the pit. The 

hotlGC druin should join tho socckacc F'it throuGh 0. pipe openinr.; into 

the middle of the ),it nrter p-"';sr.inr; throuch a bn,sket filled i'lith straw, 

or 1e~v0s, which SOrV0B ns n filter. ~ft0r a certuin period the 

so['\ktq~e pit "Jill start:)Var flo\JinC. Then the pit h::1.8 to be er.lpticd 

~:nd the bricks i-JE\shod ::1.nd dried ~nd replcced. ,,sonko.t;c pits crUl!1O t bo 

uS0d in water lOGGed areus nnd durinG r~iny sonsQn. Tho water in the 

l'it c;raduCllly seers intrJ the i;:round' ccnd this r'.)ciuccs tha dancer r') f 
of '. 

, , 

po11utinf; \'1:2118 ,:tnd D.1~o l,rcvents srno.ll stirfnco collections of water 

Ilhol'C 1110 squi to'3S H1if.~ht br,~ed. 

It'the household is sw.ul, the nm'Jullt of, loJatqr is limited' nnd 

c~'.n hI) oasily disposed off by load~nG it into n l-.;itchen C[lrden, 

\/horc vef.~,)to.bles nnd fruits can bq' lrown, WhiCh'~~U~d be "U'S0~ by 

the Ltmily to improve th<1ir nutri~ioll. 

DISPOSILL OF SOLID ':Il.sri (lW13DISn) 

If \<Jnste is thr~i-IU overywl'tere it· ;"ill 1e.::td', to fly breedinc;, 
.,.' t: 

at.tr·,~l.ct d0C.s [':,nd r:',L,s, irE-come ul,1!"iChty and C<1.UGC unplenr.ant sm,~llG.·' 

Il()ncl~ people] should tht'f)\v the ... mritof; in plnccs wher') neither tiley 

nor children nor nni'rtnls nor flieS cnn touch it>; Refus~ 'should 

not be ~uml')ell into th1 drains to nvoiClblockaGe of drQ.ins nnd' 
.- I"' 

mosquito breedinc. 
" ' 

Solid h,)uscholdwnstc and <1.nim: 1s manure cnn be dis]") sed 

, ~,' . 

8['..£'01y by COllll'ostinr,: \\fhich results in the f8rmntion of com]'oc;t th:;.t 

could be used as f~rtilizer. 

in the followinG WD.Y: 

A compost rit c:::tn be con3tructod 

(1) The pit should b6i near' the house but mmy frotll the drinldnG 
I ','-

wa te,r SO urce s. 

(2) Die; n r,it 4 r~ctrcs x3, tnetrcs x 1.5 metres or 3 m~trcs 2: 2 
~ ,1:" 

ml~tre s X 1 metre. '. " 

en Tho pit' should be fi1lsu. Hi t,h' l~yers 0 f rubbish and, cl.ni~lal 

manure in the ratio of '3: 1 by volume until the loJhole 

content ,of' the pit renchcs 3~cms ntove [;round level. 

BEST AVAILABLE COpy 

! ~ '.. ' 

r, 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 
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• 

• 

• 
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• 

• 

• 

• 

• 
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U (0":0 ULD HOT DO 
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t throw war:te Vo no 

In the River 

r r a spring nea 0 

f,c,,·ll 
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(It) The rit "hould ue cov.~rcd 1·/ith.'). 1~~y0r of e~rth of 2-3cr.1f3 

thickn~§;S. - -
.~-.~~ - ~ 

I ---

(5)' It should be surrounded by a fenca made of bronches. 

(6) Lcqvu the filled pit f0r six lnonths a[t.::r vilLich the co [1;)0 ,t 

(contents) can be UG8d as fertilizer. 

(7) \/hen the pit is full, diZ another pit. 

'-~----'f'tro--i'msto rublJish c<'.n .')1::;0 be disposed without animal nl nure l,y 

burying or burnin~. The wnste should not be dumped within 20 mctr0S 

frot,l a house, a river, a sprinr or D. well. (Fir;-21)(l\nd(Fig. 17) 

All the villaeers tOGether may usc a common pit for dumpinG 

rubhish, in which c.:'.8e it should be 100 metros u,/ay from Cl house 

or source of water supply. 

DISi'OS:.1 OF HUH!, N J:;XCRE'ri. 

Peorle should not defnoc~te ju~t anywhere,'bccauEe facces 

carry disGases. Improper dir;pn[;nl of human excrete. leads to disease 

transmission throuGh: - (F'ir;-18) 

(1) Flies settlinG on food. 

(2) Drinking polluted water. 

(3) Eatinc c?ntnminnt~d raw vegetables. 
,> .. 

(4) Walking bar~ foot. 

The human excr·_~i;;.l enn bo] properly disposed by use of ,'J. sanitary 

latrine. 

I. srmite.ry lntrine is one vlhero tho ;~y.cretn is not 9xposed to 

flies and other insects, and is not nccesGible tb animals, frea of 

any offensive odour and is not unsighty. ~it lntrines should Le 

constructed nnd us,;d for di6:r'osal of human 0xcretn. 

PIT L:~'rRn!E (Fir;-22) 

(1) Should be locnt,~d nt lear,t 20 metren mmy from n house, 

and a source of -,-later 6Ul"lply • 

• (2) It rit \1ith :;-6 metr~!:::; deop and 1 l!lotre across should to 

(3) Cover the ~it with n slnb mnd0 of wood or concrete which 

• has n hole in the middle. 
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(4) The hole in the middle of the slab should be covered with 

a lid when not usod. 

(5) A pit should be covered by a roof and surrounded by n wall 

made of branches for privacy and shelter fro~ the sun, wind 

and rain. 

• 

• 

When the latrine pit is full, it should be covered wi th earth and • 

10ft for Bix monthR, after which the contents can be used as fertilizer. 

A second pit eRn be dug a bit away from the first one and the Bame slab 

can be used over the second pit. 

CONTROL OF INSECTS, RODENTS Mm STRAY OOGS 

1. Some inoects are responsible for causing certain diseases. Some of 

t;he se are as fo llow s: -

(1) Mosquitoes - Malaria, filariasis. 

(2) Flies - Cholera, typhoid, dysentery, diarrhoea. 

0) Fleae plague 

It is necessary to prevent breeding of these insects in the 

following ways. 

~PSQUITOES - by removing all stagnant water collections, by using 

spraying of chemicals and larvicidal measures. 

~IES - by disposing of rubbish properly, by -', '.~ using aanita:Y' latrines, 

by constructing compost pits and by using insecticides. 

~~ - by expo sing bedding to sun light, keeping dome stic animals and 

poultry clean, prewenting rats from coming near human dwellings and by 

using insecticides. 

11. Rodents - Beeides consuming and spoiling food, rats, carry serious 

diseases such as plague. Rats breed very rapidly. It is therefore 

• 

• 

• 

• 

necessary to control the rat popUlation by the following l-1ays:- • 

(1) Proper disposal of rubbish. 

(2) store 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 •• 

There is no curD for rabies nnd therefore it is essential that stray 

dogs are detroyed. Domestic anim::J.ls nhould be prevented i'rom coming 

into contact~with Ilftray dogs. 

• 

• . \s'\ 
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The wRter in a pOnd 

Do not: bathe in it:. 

Alwayr. boil the water boro 
you dr:f nk it. 
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l. I . ~. :." Pet dogs should be got immunized against rabies. 

EDUCATE THE COHMUHITY AEOU'l' THE FOLLOWpIG:- (Fig-23 ) 

(1) Safe drinkin~ wuter 

A. If wnter from unprotocted sources is consumed, it can load 

to diRrr'hoaa diseases, typhoid, cholera. 

B. water collected from ponds, streams and rivers should be 

boiled b8fore drinking f especially during rainy sassano 

C. Wells should lJ~ protectad from contamination as already 

de scribed o 

D. water should bo stored in clean containers, and drawn in 

D. hygienic wayo 

E. It is the responsibility of the whole community to see that 

tho source S 0 f the drinking wa te r nre kept clGlln~ 

Disposal of liquid wastes 

A. water collections around the houses will l'laa.d to mosquito 

brecdillg~ 

B. 

C. 

Collection of wasto water gives rise to unpleasant smell. 

Liquid vlaste cnn be safely dispo sed by constructing soakage 

pit or by l~tting into kitchen garden. 

3. Disposal a f solid waste s 

4. 

A. Indiscrimato coliections of rubbish will lead to fly 

'breeding~ attract dogs and rats find a lluie;ance to sight 

and smell" 

burning" 

D. By cOllllJostiug \v(') ('!:cn get good fertilizer also. 

HOME SANITATION 

A clean home leads to good health and absence of diseases. 

The characteristics of a healthy home arc as follows: 

A. It is well built with a proper roof. 

B. The floors and \'lalls are smooth and can be es,sily cleaned. 

c. The hou Ge i swell ventilated. 

D. There is sufficient natural light and sunshine 

E. It has a sanitary latrine. 

F. The O'~ste \vater leads to a soakage pit or kitchen garden. 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 
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(h) There ir, ,:1. e:Jlnro,st pit or a pIneo f0r buryinC 0r lJurnin .. ; 

rtlul J i c,lt. 

(j) The kitchen is freo from smoke. 

(k) Food and crain nr0 stored Fr?,erly, so that inE~cts and 

(1 ) 

vermin c.:tnnot roclf-;h them. 
t 

ThE:rc is no OViJr erowdin~. 

The house should be cleaned regularly ~nd white washed 

periodically. 

'( 5~ KITCHEN GARDENS 

They provide fruits and vOGetables to improv..:: nutrition of the 

family and is cheap to construct besides ~einu useful for 

proper dispf)sc.l'f wnr-:te wl.(ter from the house. 

(n) Indiserimin['.te disposal of humnri .. 8xcreta leads to clisecs8 

nnd fiy breeding. 

(b) A sani tory - lc~ trin.:: is anfo nnd e10nn way 0 f dis.~)o sine 

of human excreta • 

(c) Snnito.ry Intrine should bo maint·:lined in cooc. condition 

Ly cleaninG reGularly nnd by usinG sufficient vat0r and 

by not throwing- rubl.::i.::;h in to it. 

Cd) '1'110 fill2d pit in luft for six months t'.fter \.,rh:.cYl it is 

to be emptied nnd the contents used os manure. 

(7) FOOD S/LNITI.TION (Fif,-25) 

(a) FI)f)d in Rural Areas is in short su:)ply. It s proper SbH.-tGU 

is importnnt to :rrot;~ct it [rom beinrs eaten by ra~s nnd 

from beine; contaminated lly flies ~1l1d other i',sects, 
i 

(b) Food should lle stored illr.t well ventilated pl1.ce. 

(c) 

( d) 

Food, s~)uld llc kapt cover0d or in a food snf3. 
". 

Food, which is be ea te'n r::n1 I sn ch as ,Frui:; '1 2.nd 

eating. 

(e) Cooked f00d should. not be storod :01' too 1011[;, ,-Hl i~; In'ol:!<ls 

disons(~ [;erms I (Ind cr'n c~'use aia': :h00<:-' .:1nd vorn:. tine. 

, i 

". 

'i I 
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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. Tell the neen fo r maternity and child health service s~ 

2. Advise about the precautions to be taken by pregnant 

women during pregnancy, delivery and after delivery. 

3. To tell the signs and symptoms when pregnant women and 

children should be referred to health centre 

l~. Tell mile stone s 0 f davelo pment in children 

5. Educate the community about how to keep mothers and 

children healthy. 

6. Educate the community on the importance of family 

spacing. 

SCHEDULE OF TEACHING 

l~ days - class-room 

l~ days - practical 

3 days 

• 

• 

• 

• 

• 

• 

• 



• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

MATEHNAL AND CHILD HEIILTH Sfo;nVLCJi:..::! 

INCLUDING FAHILY SPllCINQ, 

NEED FOR M.C~II. SEHVICES: 

(a) !l.~RJ~SOVl-<c.;,g:~ - If cld ldt"en are to uo horn s(;rong nnd 

henlthy, motll",rR \'lill Ilcecl to receive good cnrc during 

pregnancy And deliverYn llfter they are born they need 

(b) 

sr,·: cia11y de cit~no(l health cervice B, so that their survival 

nnd lwnlt:1jt O'ul':::h Dxe cncu>:ed through proper nutrition, 

protcci;5,oll Hc"j,n:::d; conununicnblo dioee.sos and heaJ.thy 

env~~onmontal conditions~ 

.!iY]j13F.?~_~r.'.-E~:!'f:~.12 .. " 7()~6 of the totnl population consists of 

,,,..,mcn 0; chile: beal'ing age and ohildren under 15 years age (; 

20% 0 f thi I) G~'-Ol1P 0.1.'0 children unde r 5 years 0 f ag~ 

This n:onus chcl'~ t'I.C.Ho Scririccs woultl reach almost -So of the 

pcp'.llationn 

(c) §l.:~gIf\~E,\J/fl[ NE~DS - i-lornen nnd children have the hiGho 131; 

( (1) 

hoalth j,·id'G in ',;(n:mr; of llumuor of' illnC3sses and deaths 

INVESTl'1ENT IN HEATmI .• 1'110 oa:r-ly identification 0 f health -----
problems and prompt tX'eatrnent of diseases among 

mothers Ol.ucl childj'-C::J. can yield life J.ong benefits for the 

indi "iQllnl:..~; 1;1101 r f.::..milie s und tae community in ",hich they 

live ~ 

Somo of th,~ nspcc;-f;o "Thich rcJ.ntrH: to the health O3.re of mothers 

APV1Sl!: 'l'J PRF;!J{IIJ\Nl' WO;-lEtr_ - DurinG the home vidts when ever a 

pregnant O:."":"vq·.~ is fcund= omphasis iG to be made on the follol-ling 

points nl'oll'~ t;hc nooel. fo}.' ~;lJ6(;iI11 r.;1L'(> n11t'intS l.J.<Jt.:nnll"y. ,l.,1;·,·"",v 

and after clcli·J,)ry:·· 

(1) Regular ccu.':o durinG pregnnncy by health centre Btaff or trained 

Tradi tion[l.l Birth J\'i;tendant is important - for the heuli:h of 

both the mother nnd ller unborn babYn 

(2) Caro dllrine p:::,ognnncy cncmrel3 the following:-

(a) He~lth problems of the woman are treated oj,' she is 

re ferre d as early as po ssible" 
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(n) 'l'etl1.nll.s Tox:oi.ri is givell wall beforA the expected date .of de~ivery 

(b) Iron nnd Folic Acid Tablets are given .to those who are anaemic. • 

(c) The woman receives the necessary information about how to look 

after herselt and how to prepare for delivery. 

3. Proper care during deli very ensure s the following:-

(a) Prevention of infection • 

4. 

(b) Prevention of complications caused by improper handling 

during delivery. 

(c) Early referral when complication 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 followiIi.g:-

(a) Health problems in the mother can be identified ~d treated 

early. 

(b) Health Problem in the baby can be identified and treated 

early. 

(c) If necessary the mother or baby can be referred in good time 

Cd) Iron and Folic Acid can be given if necessary. 

(e) The baby can be given the necessary immunization 

(f) The mother can be given family spacing advise. 

(f) The mother Cnn be advised about infant care and proper 

feeding. 

11 ADVISE PREGNANT WOl'-lEN TO GET IMMUNIZED AGAINST TETANUS: 

Tetnnus germs are commonly found in Rural Areas beonusa of the 

close association between animal manure and human dwellings. 

The use of unclean instruments during horne delivery and the 

improper care of the cnrd stump after it has been cut, can cauSG 

tetanus in the new born. This usually causes death. The disease 

can be avoided by the following measures:-

(a) Immunization of pregnant women wi th Tetanus Toxoid given 

between 51 - 8 months of pregnancy in two doses at an 

interval of 4 to 6 weeks. 

• 

• 

• 

• 

• 

• 

• 

• 
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(b) If, for some reuson, Tetanus Toxoid has not been given 

during pregnancy, it is very important that special precautions 

should be taken to use sterile istruments and dressings in cuttinf\1 

and medicating the babY'a.cord, 

111 Educate the community about the avilability of maternal and child 

care services at the Health C~ntre and by the Trainod Traditional 

Birth attendants. Encourage tho community members to make use of 

these facilities, So as to promote maternal and child healtho 

IV Edu6ate the community about how to keep mothers and children 

healthy. Some of the Topics which you should talk to people aBe as 

follows:-

(1) The value of pregant women attending M.C.H. Clinics regularly 

'and the need for examination after delivery of the mothers and 

her ballq. 

(2) The need for dolivery to bo 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 developine and 

growing normally. 

(4) The importance of good nutrition for the mothe.r and the baby. 

(5) The need to protect pregnant women and children against 

communicable diseases. by immunization. 

(6) ".:.Tha importance '0 f personal hygiene:B.t1d'·djf' hatid\/\fABftillg~)b~frG' 

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, EO" as to prevent children from getting diarrhoeal 

diseases, worms and EOre eyes. 

(8) The need for every child 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 ~ are pre~ent the 

mother or child should be taken or referred to the health centre. 

(a) IN PREGNANT vIOHEN. 

(1) Swelling of feet, fingers, face or genital organa. 

(2) Blurring of vi sion 

(3) Pallor 

(4) General feelling of weakness. 
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5. YelloVl eye s and highly coloured urine 

6. Swelling and pain in legs 

7. Vaginal bleeding or discharge. 

8. Fever 

9. Cough 

B. IN NEW BORN INFANTS: 

(Within one week of Birth) 

1. Inability to suck milk 

2. Difficulty in passing uring. 

3. stools not passed 

4. Jaundice .j; .. 

5. Diarrhoea' and 'Vomiting. 

6. Fe~er 
.1 - .. 

7. Discharge from cord stump. 

c. INFANTS: (up to;orle year) 

1. Inability to suck orrifusal of feeds 

2. High fever 

3. Severe or persistant diarrhoea 

4. Vomiting 

5. Excessive crying or irritnhility' and drawing up legs. on 

abdomen 

6. Convulsions . . : ... 

7. ListIe sane ss 0 r draw sne ss 

8. Difficulty in breathing 

9. Skin rush 

10. White Fa tche s on tf)ngue. 

11. Discha~ge from eyes or ears • 

. D. IN ClItLDREN· (1 - .J years) 

1. High fever 

2. Sove:'c or persista."lt diarrhoea 

3. Vomi·;ing 

4. Pass:l1g wor:ns in the stools 

'5. Skin rash. 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

/­
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6. Conv.ulsions. 

7. Paralusis or weakness of muscles. 

8. stiffness of neck. 

9. Pallor 

10. Dryne Sl5 0 f eye 6. 

11. Shiney dry and scaly skin or, wrinkled skin, 

12. Not gaining weight nnd not developing for his/her,age. 

13. Poor appetite_ 

14. Bowing of legs. 

15. DischarSG from aYAS or ears. 

WATCH FOR THE FOLLOIHNG }lILE STORES OF DEVELOPMENT IN 8HILDREN. 

1. WEIGHT - The - baby doubl~~ his birth' weightbi the end of 

6 months and trebles by the ,a,nd of one year. 

2. NIGHT·· The mid point 0 f the" boey i s ~inch apove the umbilicus 

at birth. At two years of age the mid po in t 0 f the body is 

3. 
4. 

.• 1." 

sli£5htly Lclow umbilicus. 

The soft portion on the head closes by 16 - 18 months aee. 

At 2 months baby smiles to himself and utters cooing sounds. 
. . .'. 

5. At 3 months baby gains head' control and recognises mother. 

6. At 4 months gains hand control and grasps objects. 

7. At 5 months baby can rollover on abdomen and ba.ck. 

8. At 6 months Baby sits up or. tries to sit up and to'eth" start s 

a.ppearing. 

9. At 10 month baby crawls. starts to utter few' wordEi 

10. At one year - walks with lit~le suppo'rt' 

11. At 14 - 16 months most children learn to walk 

" 
12. At 16 - 18 months can speak, a few definite wo):-ds 

13. At 3 years he feeds him self and does not wet 'bed. 

14. :At 4 years he repeats digits - 1, 2, 3 

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 shou'ld °be ,(' 
r' 

referred to the Health Centre. , I 
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FAMILY SPACING. • 
Family spacing is having the number of children you want and 

when you want them. Hany mothers and fathers heve come to realise 

that to have large family may bring seriou.s problems. e.g. (1) with • 
many children it is harder to foed, cloth and educate them all 'dell • . .... 

(2) When a mother has child after child without much space between, 

she often becomes weak.' Her breasts produces less milk. Her babies • are more likely to die. Also, nfter many pregnancies the danger is 

grente r that ,she will die in child birth, leaving many mo therless 

children. '. • 
There are methods which allow a couple to have a child only 

.. , ... .. - .... " .-... 
when they wish to or to have no more children. These metnbifs 'can 

be used either by husband or by wife with out may harm to the 11ealth. 

• Couples in the community should be encouraged to adopt family spacing 

methods py re ferrinG them to Rural Health Centre sand Ho spi tals. 

• 
", 

• 

• 

• 
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IM!-1UNI Sf\. TION 

LEARNING OBJECTIVES: 

After completion of this topic, the community health worke"r 

should ge able to:-

1. :"Define immunisation 

2. Knovl the diseases against which immunisation is carried 

out commonly. 

3. Tell how to assist the health centre staff before, during 

and after immunisation programmes. 

4. Educnte the communit.y on the importance of immunisation. 

TEACHING SCHEDULE: 

~ day - class room 

1 day 

Edays 

practical 
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IMMUNIZATION 

IMMUNJ. ZATION: is a speciCll procedure, which pro tect s a person aGainst 

~pecific dise~ses. When germs attack the body or a vaccine, which is 
• 

'made from the Cerms is introduced in to the body by immunization,. anti-

bodies (Protectivo substnnccs) will be formed; which Gives protection 

a.gninst 11 spe cific di sease 0 r germ.' To prevent some of tho di{3ease s 

causod by Berms, Healthy people are given vaccines by infection or 

mouth and this is cFllled immunization. 

The mo st commonly used immunizations are tho se against the 

following dieseases:-

(1) Diptherin (2) Whooping Cou{jh (3) Tetanus (4) Poliomyelitis 

(5) Tuberculosis (6) Measles (7) Typhoid (8) Cholera (9)'Meningitis 

Usually the se immunizC'..tions are given· to selected groups i.e. 
4. • :.~ 

procnctnt women, new borns and children'~ However during epidemics 

everyone in the community is immunized for cholera and. typhoid. 

MeninGitis. 

" Community Health Worker will assist the Health Centre Staff in 

flrrnnging for immunization in his community in the' following ,ways:-; 

1. Find out a suitable date 'for 'immunization fronl the leaders of the 

village sand inf.o rm the health· celltre stuff • 

2. 

3. 

Sugge st to the Ir'edl tp Centre Staff a central shadey place for ,. 

holdinl::, immunization clinic, 50 that it is easily acce ssiblo to 
,-. 

all. 

Get the community to prov~de the followinG: :'0 

(a) II table for equipment (b) Mats for seating 

(c) IIdequa te supply 0 f drinking water. ( d) Hand washinc 

facili tie s. 

I.. Prepare a list of persons to be immunized according to instructin: 

given by~he liealth Centre Staff. 

5. Visit the haines on the day before the !scheduled date for immu~i­

zntion to remind familie s where and when to assemble. 

6. Greot those who corne f.:,or immunization nnd see that they are 

taken for immunization accordinG to their turn. 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 
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• 

• 

• 

Keep aside th )1'50 who are sick or who have n. "kin d;i. 

thttt the henlth contre 'staff can examine them •. 

,. SO " ... 

8. Clean.tLe immunization site for each' individual, as inatructed by 

·1 the heal th cen tro staff • 

Follow up the persons immunized 1;l.ccording to ,the instructions 

given by the Henlth Ceqtre Staff. 

People Generally refuse immunization because of the reactions, 

which may occur and which make them feel ill. The community 
.. 

Health Worker .should talk to the people, that this reaction 

occure bocause the body is developing resistance to the disease, 

The followinG points are to be emphasized while t~lkine to the 

community. 
, ~ . 

1. All children (0 to 5 yenrr-; should be protected against .de~htheriat 

Whooping cough and tetanus by giving them three doese of D.P.T • 
, 

vaccine by infectiOll 

'2. After 5 years of ac;eor on entry to school, children sh~uld b~ 

given ano th,)r.Boo ster do se for Tetanus • 

3. All pregnant women should recieve tl"o doses of Tetanus Toxoid, 

so aa to protect them and their babies from Tetanus •• 

B.e.G. vacc i.nation should be given to all children as soon after 

13ilrth a.s possible and again a.t the age of 12. yoars to protect them 

ag~inst Tuberculosis. 
: , 

All infants p,!lOuld be given three doses of polio vaccinl:l at 4< to 6 

weeks interval between the age of 3 and 6 months in the form of 

drops placed in the mouth. 

Nsnure (animal dung) .carries Tetanus eerms and therefore anyone 

in the village Who infu~e s himself, qhould have an inje cHon . 
L 

a.gain st Te tanu s •. . . 

After D.P.T. Vaccination, there is usually aliGht fever and hoadaa~e 

for one or two day~, which is relieved by panadol tablets • 
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PERSONAL CLEANLINESS 

• 
LEARNING OBJECTIVES: 

• 
l\fter completion of this topic, the community henlth worker 

should be able to:-

1. Educate the community on per~nD.l clea.nline 55 and '" • 

its impo rtance • 

TEACIlI NG SCHEDULE: 

~ da.y - clean - room 

/ 

• 

• 

• 

• 

• 

• 

• \ ,A. 
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PERSONAL CLEANT,I NESS (H YGI~~.!..F~~ 

EducD. to the c0mr;uni. ty about the importance 0 f personal cloanline SSe • 

(Figo15) 

I" In orelr}):' to l'emrt:i.n hC~11tl1Y onc must develop clean personal habitso 

21/ Alv.TaJs .1,,3;1 YO:'.'.' hn.'1rj::; v!j ::~l ;;vClp Wh0,! you get up in the morning, 

af~;erl.<".illG n h"'\1(':I. ;r.('V.JIJ;.~'l:: und b:do:'''; oEttinG' or preparing food o 

Do net 1).C(; Illud Or' ~).ny '.:0 \·:nGh hanG':>, Th~.5 \-Till prevent worm 

3,. Bath 0[;;:11 - 87Gry,~a:y' Hl'''n 'i;'~';J 'ilcath.,x- ;i.D hate l3ath after wO:i.'king 

hnl.·d or Gwc'lcJ.nGo ~i!.:.~\lt~'mL bathinG helps }1l''3\'ent skin j,nfections~ 

cl'lndrEf ... '~ i.l~llIi~l('C:J ::i~r)1ill'"~ and ::"['.[.'1100') ,sick persons inGll1'L.n~ 

ba!.lic:l eha ./1« i).J b.l.:;;10 J auiJ.:;, 

6., 

Usc f.oo t \/0 C.:' 'i:rJ :r::3··:.~!lt i1l'ck worr.t infectiol1 p .. 

Brur:h J0L.':' ~';';': ';1., C\'J:', '~:l.r qnd 0.,:'1;<;1' cach time you eat sv/eetsr, 

If yoH (~C noi. I'~':: l.:(1'J:;~1 b:>;,unh and {;O(ltrl-p,::t,J~e7 rub your t0etll with 

n P()v/f~01' IJr::.t::- ii:i. tl! -:1U.:1:~ :IJ:)l ::c of S31, 'I: and biearbonato of £loda o If 

there in W1i.. h~C·1::b0nn.',(' of ;.'::,,2'.:).::::e ;- lJ.y llln:i,n saIto 

The hai::- PoI'et'.r n. :.c JoJl;I'.l.:d 0:1(;(' or t~ri.co everyday and must be washed 

at lonc':; u"l~'C n '.v:01~ i~, .;::U:l~~ to kec pit clean and froe from J.ice;, 

7. IJice can b') :"(,,!,,'.·:.1 _~i! ":lJ~ lo:1.1o\"Iing way:-

(0) Apply \;0';:\,; :":·.~~.n:::0.j:C:.~:'.: J\:.11 s'i:;:"0n[r~h or vinega.r full 

(c) N€Jc~ InO rninc: (~() mb tlw lH..ti~:, \·d i:h fi:19 'i~;;othe d comb. 

(f) Rcpoa'~ '~ll(: F·.'.)':l!Jr. ~,l .;;~1O lice ['.':;-0 not clc[lned o 

8
0 

Cloth,)G dl();]lJ 1.,(, ~"aL:l")d ireqllE:ni;ly and dried in the hot sun" 

90 Nails choulc. hf) !~.;:.pi; s!l()r(; and cJ.eun.. This Hill prevent worm 

10 0 Eye infe<:"i;iollz C(lll b~ p::-;:nentod by 

(a) Avoiding con';;JO:1 ';:o,{ols and handkerchiefs 

(b) Not 1):l'::x;.:;:ti.\G~"'; tile nycs to dust and flies o 

BEST AVAILABLE copy 

• 

• 

• 

• 

• 

• 

• 

• 
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BASIC GUIDELINES OF CLEANLINESS 

PERSONAL CLEANLINESS (HYGIENE): 

1. AlwdY" Wil~l\ ylllir 

hands wi t h ~-" hlp Wlll:ll 
'IOU ylll IIp in tllf~ 

morniny, al Icr hiiVillY ii' 
bowel mllVl~llltml, ;)Ild 
IJeiure eatlnq or prepanrg 

food Do not use mud or cla'i to wash hands, 

/. B.J(he rifl!!11 1!\II:r y dol" WIIl'II Itll) wf!a!llI)(jJ lUll rhlh,! 
afler workirl!J hiUd or :,wI:dl;11H t It!qtrf:n! [)dt/lIll!! III'lp'; 
prP.Vt!nl 'ikill i,II':1 li'"I!" dalldrldr, pimplr";, ildlirl!}. ;Jnd 
ra!ih('~ Sick fll:r:JIlO';, inclIJrflllfj OitllluS, :;hnlJld 1,1..' 
bath",j ""ilV \ 

3. In area,> whu((! hookworrn it; C'lITHIIIH1, dl) rllJ! lin IJJrf'jl){)1 I / NO 
or allow ehtluret! tu dl) ',c). ~k)l)kwl>rrll irlfl~cti(Jfl l.dU'iCS ~ 
severe anernic]. ThuSi! wnrm'; enler thr' uudy Ihrouflh thE:: YES I 

solos 01 thel .. t '""ap ,nol ~-

(.'~~i~ __ ~ 
---.--------~ 

CLEANIJ .. Ntr.S IN TH'il:!.QM[i: 

4.l3ndl your 1p.F!th every dilY and afler each 
time you eat sweets, If you do not hiJVtj a 
tf)()lhbru!>h and toothpa:>tu, ruu your teeth 
with salt and baking soda (see ~ 274) 

BEST AVAILABLE COpy 

I' 

1 I 

_ .. _. "----'-'--_ .. _._--------------_ ...... _--------... 
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(e) Not allowinG the flies to settle on the face and eyes. 

• 11. Spitting indi scriminntely and coughing 0 r sneezing wi thout 

covering the nose and mouth are not only dirty habite but nre 

dangerous because tr8y can cause the spread of tuberculo sis. 

• They should, therefore, not be done. 

12. It is dangerous to poke sticks into the ears to remove was this 

can cause injury or infection of the ear. This habit should 

• be avoided. 

• 

• 

• 

• 

• 
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REGISTRATION OF VITAL Er··· g 

LEARNING OBJECTIVES: 

After completion of this topic, the Community Health Worker 

should be able to:-. 

1. Tell the imwrtance of re gi ate ring vital events 
I 
I 

and what are vital event s. , 

2. Tell in what florm, birth and death should be registered. 

Educate the community on the importance of registering 

.vital events •. 

SCHEDULE OF TEACHING: 

i day - class-room 

i day - practical 

... .' 

... - .. ( 

". -" 

';':;) '''':'' 

.-. . 

I 
i 

.. 

, 
j 
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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 dea~hs are 

to be reported to the rural health centre for necessary further 

action. 

Births may be recorded in the following fOl'lll':'. 

Date of Name of Sex Name and Name and Child 
Birth Child M/F .. place of person born 

residence assisting nl.ive 
of parents birth 
with full Yes No a'ddre os , 

Deaths may be recorded in .~he followin. form: 

Date of Name of Sex Age Suspectea Name of Place of 
death person dead M/F cause of person death 

with address death reportin 
death 

Educate the community about the importance of registering nll 

births and deaths 

It is important to report and record all births and deaths 

becauae:-

(1) Information about births occurring in a village help~ the 

health staff to plan for the provision of servicec to the new 

born babies and their mothero both at homo and at hQalth centre, 

such as immunizations, unde~-fiVQ clinics, ante-natal and 

pol5t-natlll 

--.-, __ ...:- 'T"",. 

(2) Inform~tion on deaths is neOQesa~y becaune it can help ~v find 

out whethe~ any deaths have been due to communicable diseases 

eo that ne~ssary measures can be taken to preyent ru~th~r 

deaths. 

• 

• • 

• 

• 

• 

• 

• 
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• RecoruinG of deaths will also help to identify and investigate 

thosc deaths occurrine durinc pre~nancy and within 40 days of 

delivery as well as deaths occurrinG in the new born i.ea within 

• 28 days after birth~ This inflJrmation can be used to plan 

improvementn ill m:1tern:J.l and child hcnlth services. 

4.. RecordinG of births and deaths is also necessary in order to • n88ess ';:tc birth rate, the death rate, the 'growth of ptJ'pulnticn 

and tho age distribution of population (how many old, childrcn~ 

{td.u.1.~~!"1' otc.) This information helps in planning for the needs • of the population in terms of education, health care, food~ 

housing, employment and social welfare. 

• 

• 

• 

• 

• BEST AYtJ.-ILABLE COpy 
" e,., V:1fLABL£ COpy 
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TBA TRAINING MANUAL 
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ADRNZambia CS XI Detailed Implementation Plan - April 1996 
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MINISl'R': OF HEALTH 
. -' .... .....,--------....... 

IN'llRODUCll 10 N 
. -----._ ................. - ---
An attempt has been made in ths L=~~J1Hte past to train Traditiorial 

Birth attendants (TBAs) in Zambia. ~~'t,,: exercise had to be suspended 

in 1976 because the results were C;fl~'!e:rally unsatisfactory. 1'his 

pilot exercise l{aS undertaken by " ~ ··oject SHS 001 at tha request 

of the Hinietry of health with the i'al1woing terms of reference: 

,1. 'l'o study the feasibility ot t'r:,.:.~:rHg' the traditional bir'ch 

attendants (l'BAa) as part of the r:;""al hel!ll th team; 

2. 1'0 plan 8n appropriate trainin: /ro~1"llmme for adoption in the 

various provinces, 

'3. !L'o make recommendations on the':'" daployment and roles training 

within the national h •• lth service-
!L'he collaborative eftort:, to .'.sembl. the candidates selected on the 

basis of community aceeptab1l:1 ty ir. ;~.c performance ot ~1id\orifery • 
Maturity, educatli,l:i'y' and leadfr:sh:: .. :::.\$ made by the Department ot 
communi ty Development. Ministry of .a,bout" and Social Services and 

the Public Health Nursing staff of -. ~ .?rovincial Medical Otficer's 

Unit, Kabwe. Central Province. 

A Prelimanary progr.i:tmme aonduct'&d .. thl) Demonstration Zone in 1975 
had indicated that: 

1. ~lhe 1'BAs had considered family "community commitments, which 

prevented them from staying tor too, lonG at a stretch from their 

villages. There Was thus a need to jreak up 'the programmed cour 

couree in to 'peckages' of not mOl"fl ',::an a week at a time. 

2. 'l'hepartieipants were app,...ciaiioleof the programmes but would 

like some formal recognition; 

3. They were 1-/illing to b. aS8oO!a!:'<:d wit.!' and indeed integrated 

into the community health Rystem ~nl ~ th~f have the recognition, 

4. Lengthy and didactic l.etu:res c .:'u3ed them. Their primary aim 

was t., '" !'rove their practice of mid.Fifery. In 1988 training workshop 

has been made to re .. organise tbe pre' :~&,i1m9 ~nd will be avaluated at the 

end of this year. 

t~/ -, •.• " •. 
BEST AVAILABLE COpy 
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1. 'l'he aim is to improve the t.,..ainingd the 'l'BAs. 

2. 'l'he other objectives are:-

C:,) Formulation of ayll'lbu."3 ",. ()urJ"i .::.llt.n r...,r taining. 

(c) 

(d) 

(d) 

(f) 

For~ulat1on of a pretraining quec·.-onnai""e. 

outline the functions of the 'l'EA. 

Agree on the selection lind trai3i~I':' pe.,..iod. ." 

Design assessment and /iv.luation £,::"''115 faT' 'l'Ms supervisors. 

Discuss'possibilities of having a l~cal TEA Kit and suggest 

the contents of the Kit including _~~ple drugs which could 

he used by l'BA. 

(L Work out implementation strategies. 
(11) Desit91 a 'reporting system. " ~ . 

.00~!!2!E.~. 9}Jj~.c.t~Y=~~~.1!!!~~!!~~~~~.· 

I~t the end of the programme the particip'mts will be able to: 

1. Provide care anti advice to mothers d.:-ing the ante-natal period. 

2. Skillfully provided. care to a WOlllan during labour. 

3. 'l'o provide care to a woman afte~ delivery. 

4. To provide cal'e to a newborn baby immediately following delivery. 

5. 'l'o provide appropriate care to • motAer during the puerperium. 
,I 

6. To Provide assistance and adTic~ to a f~mily on the care of the 

pre-school child. 

7. To identify common childhood ailments and pT'ovide practical 

advice to the family. 

8. To provide advise on the importanc8 of family planning. 

9. Creat a\ofareness among the community on the dangers and prevention 

of HIV/AIDS. 

In 19G2 an evaluation of the p~ogramme was d0ne by the Traditional 

r·fedicine and during the 198/• EPI/MeH/PIre ev.:"lua~ion the ~i.'BA activities 

• 

• 

• 

• 

• 

• 

• 

• 

·.:·.cr. L;;k,,~ 1;:1::.. In both evall.lation ""epo·-ts it was found out that there was • 

nced t·~ strengthen tho programme in a numb -r of areas, it Was also found out that 

r,h.1t about 60~:' of all total deliveries Bti~.l take place ill homes. 

Up to date there has been no figurel!! to sho~1 the impact of the 'l'BAs on the 

~1atcrnal ant\ Child Health Services. The p' ':sent figures show tha~ there is 

a high percentage of mothers ~ttending ante natal clinics in health institu­

tions but only about 40% of these deliv~ in ~alth institutions. 

3/ ••..... • ••• 

• 

• 
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The other problem which was obse,·'.'s 1 during EPI/MCH/PHC evaluation 

Was that the staff who actually zupervise the TBA are not trained 

in training and supervision of the T ;:;As hence the need to revie\-I 

the programme. 

SELEC1'ION --....-_-. -.. '-

1. 1. Criteria for Selection. -_ . ........ ..-.......... --.. ~ 

1. ~. 

The trainees sho~ld be se! . ·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 

4. Educabil:l.ty 

.5 • .Leader ship 

6. SholU,d be a pract;Lc~ng~·!3/' ..• 

'l,'he trainee should be selse ted in collaboration with community 

organizations Itke the vill..,ce productivity. committee. health 

centres staff. community d¢velopmentt department and the Hini­

stry of Labour and Soeial ~~rv~ces. 

THAI NING PERIOD 
~.---~ ..... -........ 
DOnne.tm~ 

6 weeks theory training whicn C,.T~ be broken into modules or can 

becontinu01:1s until the TBA qua~ .~.::·ies. In between the training 

the trainer sh.~ld observe the ~.~~ conducting at least one delivery. 

FUNCTIONS OF A.T.B.A. ---- . 
3. 1. Ante-natal Care • ._._'4 _,, __ ,---,. ___ _ 

1. Health education on the importance of early antenatal 

care. 

2. History taking 

3. Idetifi.ation ~ high mothers and making appropriate 

referal. 

4. I 04.vi . .GI3_ ~ r · .... ition dlL.:':'ng pregnancy. 

5,. Examination of antena~p.l mothers. 

6.. Advise and prepare mort·h!.:lrs .for delivery. 

4 ..... ., ...... . 

, I 

i ,. 
, 
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1. Monitoring and conduc~j.l1g normal delivery. 
20 Preparation of equipm{,':l!: before delivery and maintenance 

of 'l'BA Kit. 
30 Identification and rei'eral of high risk mothers. . 
Post-natal Care. _._, ... -~-- .• ~- ... -.... 

10 Conduct post-natal ex;.oipatioIl of mothers and inf8nto 

20 Health education. 

• 

• 

30 Advise on!nutrition rfte:- delivery and during breast • 
feeding. U 

4. To identify and refer ccmplic.ated post-natal cases. 
30 40 Child Care. _._---

10 Health education on irr:-.:ortanc e of immunization. 
2. Health education on ch~ld nutrition. 
30 Health education on th,J control uf diarrhoeal 

deseases. 
4. Teach and dem~nstrate ho." to manage a diarrhoea case 

at home, using h~me mal2 ORS. 
5. Heal tn education in th~ ;3ix preventable childhood 

diseases and4IPher.~rnunicable diseases • 

.Hygiene. 

Adivise ~n: ~ : 
- Perse.nal hygiene. 

'. . ··;'i· . 

Enviroment Health. 

3. 6. Family Pi.~M.' 
.~: 

1. Mptivating and case finding. 
~ 

2. Advi~.e mothers ori available methods of family planning • . , 

5 : a • a 0 0 '"H \ 'l \ '" ~S 

/ 
/ i 0 2i\ ~ e.. C\.~,,\ C; ~ ~ \-0 'rY\CJ~Q{;S ~A~ ~~ 

~C5I"~~ . c5f \r \ 'l ,\",V''-~ CJ~ Q."'-~ \\ '\'\)s 

ClI 'H {~\\:-. ~ toJri. ~""-- C5Y\... 
6f ~\~ 7' 

• 

• 

• 

• 

• 

• 
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PRoro.S.;EJ)_T a J?.._~.!- .~RAINING SII!!0-1ill§ 

Ante-Iartum Period. 
~-""'."''''--' ..... -.'-
~ener£l Objective: To enable the TBA to Provide safe and effective care to the pregnant mother. 

s:eCIFIC OBJ~CTIVZS IsU;-OB;EC;I~~S 'CON;ENT I HETHOD LEARNING VISUAL -

.---- -. i. Ex::e.l:!::~nENCB AIDS 
Tt ... e -lIEj: will be able 110 1. The TBll. wlll External: Lecture Demonstration Pelvis 

! I 

to: be able to: genitalia discussion on a pelvis ,'Board:Chall 
1. To briefly descri- Name the parts - internal demonstration : Flip Chartf; 

be (,t._:- an~l.tQIIIY and of the J,.·21,,':":.LC 

2 .. 

. . 
... ! ~ ~J ... ; ... :i?L ... :'..1 ",'.!. 

l:eIT ale reprQducti ve 

system .. 

reprGduc"t-ive 
system. 

f :ni ~ ::.l.ia 

- Vagine 

- lervix 

-Uterus 

- Fall.,ian 
tubes , .. 

j - Pelv~s 
....... _. --'--'1- ---.--- --.-.~ ,--._, ___ _ 

I , 

ExI: lain the import­
<me e C"lf early ante 
natal care to the 
mother. 

!2. 1. Give r~asons -~t~e 
why it is or ar·tenat.u 
important to Olinic. 
start early 
antenatal 
careC3-4 

.. -. 
Le.ture 
discussion 
role p.lay. 

I 

I , 
i 

. i 6 I __ ~I __________ _ 

I e~l~:- f 
f verbally. i , 

months) 
--3-o·--·peI form" a 'general" .. --:. .. -_.-.... _. - "-' ... "---' 

ph) sical examina- The I':S":1. will 

. 
. I .. _-.-._-•. -. ~ .--... "'- .. "'- f-' 

-.l!Jnlargement ; .. demonstration: 
of the Abdo-: role play 

...... --~--.-... ---..---------. 

• 

ticn of a mother be able to: 
~mc s2lect so !:;hers 301 0 d~5cri-
.. : 01 T'~:~ :JI" ': 1 L', 1·, tile 
. ~ Iii -2.... .. t '-. 1 .·1; r ~ (' ~ 
I\.~j P,-C2 w'a.-i~e~ug 

si yc, of 
normal .,pJ,~~ .. the 118 of 

'., 

• • • • 

m~n amenorr-: Discussion 
hOE:si]rcast 
chD.nges 
mornj ......... 
~ .. ~ G.!j.l~l,.:.,;~;~ 

Demonstration 
on a pregnant, 
woman ' 

BEST AVAILABLE COpy 

• • • • • 

Pregnar..t 
.,.,'oman 
Foetal 
scope • 

' . 
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6 

• • • • • 
~ 
~ 

:§p-1!.ep'l:1!'~ ~~~.=i:£d continued 
Genral Ob~ective: To enable the TBA to provide safe and effective care to the pregnant mother 

SPECIilC OBJECTIVE r '-~UB-OBJECTIV3S r" C~;T~;---" --l~"TilOD 1 ~~:ltNI;G" VISUi.L 

-----_.- --.-.-- .-!---. I i I 3XPERI3NCE AIDS 
-Nill measure !~ecturc ~nd Demonstration 5 feet 

-------""'" "#" - ..... - -.--~ - -, 
I 
I 
j 

The rEA will be 
able to 302. Assess 
height and the danger 
of short stature 
(below 5 feet). 

mothers . l d<:!r.lonstrr.:.tion I and practice string or 
against a wall I of measuring stick. 
mark of 5 feet by ea.ch 'I'EA 

, I 
3:'3". --RecogniSe--an-1'--PaTl0r-:-0f '-;f'o:"",?-~c-e~~ '.L';cturt1~-c,n~IShOwc.ilsemic 
.co anaemic n mo~her I and ~~~~~ct:ve IDemoastrat~on I a.r:d ~on:~na-
.!.rom a non-anc.emlC I -s1:.0_ ,,_",0 • .,8 or I , rn~c ::'()"t: __ r 

~ -f' ' th '. '" "" -'-1 . I , ., t '':; ." an·.c re .. er"[.o ~"9 n~L_- r. - "" I ' __ ~ .. ,'0 
I l~l! c..;fltr~,o _r ""'.; . ; ion..:; 

-gc:n3r&1 WE:ak 
ness 

-Qedema I 
I , 

'2Pre'guant 
Mothers 

.-~ .. - -'-' - 3'040-!reco-gnJ ~mplng an 
rickets. 

ILecture Role-'i·-EXpIain------,------
abnormal gaint 
by observing the 
general walking 
patterno 

--- " 30 50 Difi'erentiate--

I between a well nouri­
shed and a poorly 
nourished mother. 

IPl~ Discu. Verbally • 

" 

SSH>n 0 and i 
Demonstra-, 
tion. i 

Instructions ~ '\1 

of good eating t Demons-
habits. j tration of 1 
- A varied diet , i limping , 
-AI ternative! i mother o ! 

. I • 

Cheap. sources Elf: i Identifi- 1 
protelns , , cation of 
-General s~gns I 

o~ poor nutri- : ~~a::r~rs, 
t~ono ! graphs 'end 

I real foods 0 

BEST AVAILABLE copy 

Flannel 
graphs 
posters 
of foods 
c.nd reC'.l 
:t'Or'r1 0 



mt~.-:R~tur..R:;i(Jd.. u( 

> ... .. . Z!}B .-

• 

(\i 
oL' S?ZJrn'l't oroErrrrIvE"- Stm=;:;ECTIV E - ---rroNTENT 

"XPERIENCE Th~ will be abIe~-+--~~~~~~~--·-t~e~c~t~ur~e~an~~--~e~m~o~n~s~t~r~a~t~~~o-n--~~~~-

'rhl T~'~ \~i::"l 
:.-.; ..::..':"'1":: to 

Identi~ "at 
risk l' mothers 
and explain 
the importance 
of earl~ referal. 

• 

I 
I 

• 

to: 3.6. Advise on emonstrati- n pregnant 

breasts. 
general care of bre- Discu fathers 

3,70 Recognise flat i ®emonstration Pregnant 
d ' t d . 1 . I f 11' d mother an ~nv~r e n~pp es -Determine if ILecture and 10 r<;> J.Dg an 

and ,adv~se meth?d~ abdomen is ,demonstration lPl:llll.ng of 
to ~~prove cond~t~on increasinf in - ~~pple. 
of n~pples. size I 

'th Palo. t t' t ILecture and 3.8. Exam~ne e - p~,a ~o~ 0 demonstration 
abdomen and deter- determ~ne l~e, I 
mine the progress presentation 
of pregnancy of need I an~ fundal Lecture an<:l 
for r",,_,'-~~-ral. I h ... ~ghto d:;:"'c!ls-:ra~:::m 

40 10 'l .... ~er.~ ·(,~~)8(, 

.li,,' \".";:::"-'.., -'f ~ th b. :v:'~-: 

, -~ib!!~:-;,can~3 
.:.: '. ~ " C. '-'...2 ' I 

j 

emonstration 
d practice 

S-Gutus 2.:1d deror­
mitieso 

4.2. Identify at 
rish mothers bad 
and obste:brical 
history. 

-Dangers of 
oedema. 
- examination 
of oedematous 
legs to show 
pi tting ~dema 

I Lecture
t 
'IDemonstration 

',' demonstration and practice 
Rille Play. )'on mother with 

Identification of 
deformities. 

• • 

i ,oedema. 
I Lecture 
! Discussion 
i 

Identification OJ' 
deformities 
- Grand multipara 
- Prolonged labouF 

Postpartum j , 
haem. . 
Operative 
delivery ! 

- Neonatal death 
-stillbirth .. I 
-P.'V)J,tj on 
•. .J~'';'; t~ -: -:r. "'JG~· 

. t. _ .• 

-l"1'iuiC'< 'vi"ll 

• • • 

I 

,lExPlain 
verbally 
i 
i 
I 

i 
I Explain 
lverbally. . 

• • 

Pregnant 
mother 

I 
Foetal 
Scope 

I 

I 
1 

f 
t 

I 
f 
• 

Pregnant 
m.ther. 

• 
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Ante-?artum Period 

nENT SPECIFIC OBJECTIVE ISUB-OBJECTIVE _______ ~----~---CON 

7. Create an aware­
ness of the danger 
of traditicnal 
medicine given in 
labour 

8. The TBA will to 

Review the type of 1 Da 
~raditional medicin tr 
~n use. me 
7.1. Discourage the sp 
use of traditional. ex 

~:~~;ne during + 

• 

)£ 
)nal 
! with 
~ 

I 

.. _., 

Pos t ~:~::--P-e-r-l.-· O-d--1-'I· -Th-e-~BA ~i~l-be abl~ . 

!~ ~~:i~:p!~~a:~!he I ~o~~~rcr .~i -.ring 
I G f ~:\ 1_: '1.C C d i '- _ : foods 

able to: 
un(>-·~-,·: t:::nc. the 
iF":!- ·.j~-ti::1.Ce· (·f 
b -1 .. ··.CQ ~~_!~t I - Protective 

. foods 

I -Plenty of 
fluids 

• 

. 
METHOD 

Role Play 

fo---

L('cture 

• • 

LEAR}IING EXPERIENCE -
Explanation 

ex plan.:. t1 r:ns 
- Coo':ing 

. demons tra ti on 
- Emphasize on 
varied diet 

• • ~ ;;;: 
~ 

VISUAL AIDS 

Actual 
Medici;l.& 
(Traditio-
nal.) 

if availa-
ble 

- .. 

Real foods 

Family Spacing: Th; TBA should be able tp give advice on c~ld spacing. 

The TBA should be 
able to: 
1. Explain the 
importance of 
child spacing 

I 

1.1. The TBA 
should be able to 
explain the 
advantages of child 
spacing 

._- !.. __ . --

- Prolonged 
broast f'eeding 
- Prevention of' 
unplanned 
pregnancies 
- Promotion of' 
Family Health, 
RHCs, Hospital 
Traditional, 
J..rtificial, 
Batural. methods 

Discussions . Demonstration visit 
to a Family Flanning 
Clinic 

Pil1.s, 
Condoms. 
IUD. 

- --- --'.-- ~ __ .w ___ - ..... __________ - • .- • __ • ___ ._. __ ... _0"0_ 
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Intra-Partam Period 
Seneral Objectives: The TBA should be able to conduct a safe and clean delivery of a live infant 

and healthy mother. 

-----------------------+-------------------1---------------r-----------1I-L~E~~~ING 
SFECITIC OBJ~CTIVES SUB-OBJECTIVE CONTENT METHCD EXPERIENCE 

VISUAL 
AIDS -_._. , -------4------ -----+--

The TBA will be able to 1.1. Identify boiling 1nstru Lecture Naming and explain- Actual 
: 1. Prepare instrument instruments she ments bowls, Discussion ing of the use of instruments 

and materials for will use during scis~orsf Demonstra- instruments 
delivery delivery and be etc. cord ties tien 

2. Deliver her u~tients 
in Cl clc::n, - dry, I 

well v·:'nti.'.· t,~(~ -_ad 1 

:.r~l: 1< t : · .... 'l 'rh .. 

able to use them. gloves 

1.2. WQsh instru­
ments and sterili 
se them by boiling 
method 

2.1. Explqin the 
i::1;Jcrtanc(' ':)f' 
n!'""("1 -:~~ i. 011 ,·r 
in:!.'eeticll 

sterilising byl Lecture 
boiling methodj Demonstra­

tion 

- ;::.dv:'.:1. t:-. gc S 0 

,laan room 
with windows 
- sweeping 
-dusting 

!Jiscu.-.;.:;i ··1;l. 
Ideal homo 
visi t TBP •• 
Demonstra­
tion 

sterilising by 
boiling using 
traditional fire 
for 30 minutes 

lr~act~se. in daily 
sw~eping and dustin 
of' room \i"here TBA 
training takes 
place 

Actual Instru 
rnent fire 

bro~m~ dU3 tQr 
water for 

. sprinkling on 
the f"l.ow etc). 

c::f:::;. 

-----++----. --_._- --;---------'11-----------+--.:------
3. Keep herself clean 

when in atteneance 
to the mother and 
baby. 

3.1. Always be 
presentable 

TBA daily bath! 
- wash clothes 
.. empbasis on 
hand washing 
.. Look for 
ana entia. colour 
of conjunctive 
oedema, 

t pressure on 

Lecture 
and Demons­
tration on 
on hand 
washing 

Demons1;ra­
tion Discu­
ssions, 
observation 
(ANC ward>? 

Wash bands 

Examine and dif'f'ere~ 
ntiate between 
normal. and abnormal 
.. -take his tory and 
interprets 6 

ankles for 
pitting 

e .~ lab;ur hist;- 4.1. Examine the signs symptoms t 
on mothers Who.comO. j mother for ancemia and observation . TBA explains 
in labour and J..IientJ.. I and oedeoa of bleeding IObservatJ..on verbally to th~) 
fy the "at risk" ! I and Lecture 
motilors " or refer:lal I 4.2 o He-organise I 

I'::rly sisns nf ::>"'<tcl·~t.·.l hle.:di!1~ 

group 

~ 

• • • • • • • • • 

Soap, bowl. ot: 
water clean 
hand cloth 

• • 
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intra Partum Perio~ ----------~----------------~tr;L.~E~A~R~N~I;:N;G----------~------------~-----
SPECIFIC OBJECTIVES 

i 
I 
I 

I 

SUB-OBJECTIVES CONTENT METHOD EXPERIENCE 

4.3. Recognise ~ignS of I Discussion TEA Explain 
early signs of obstruction i Lecture verbally to the 
obstructed labour I groun 

-importance I Lecture -
of severe 
a bdor.1inal I 
pain not i 
related to i 
labour cont-j 

_-----.1- ____ 0____ ractions! -t------_ .. - -----f 

5. Distinguish between 
~rue and felse labour 

I. Der.lonstrate understa· 
ading o~ cleanliness 
euring delivery 

7. Management of normal 
1abour 

5 .. 1 .. Recognise 
signs and symptoms 
of true labour 

signs of 
true labour 
by feeling 
r,trength ant::! 1 
frequency 
c r c:r:.'~'1trn("'-

, tions. 

- Show or 
rupture of 
membranes 

6.1. Encourage the+-encourage 
mother to have a bath of 
bath before delive patient 
and shave -proyide 

water 

Lecture I State signs and 
questions and I symptoms of true 
answers Discu- I labour 
ssionG 

Discussion 
Observation 

Provide water 
and bathroom 
Explana tion 

7.1. Understand l - reason for~ Lecture Discu­
the care of bladde~ frequent I ssion . j emptying of 7.2. Recogn1se th bladder 
progress of normal 
labour by strength -descent of 
of contractions an head by 
descent. I abdominal I 

palpitation. I 
! 

Discussion 
Observation 
Demons tr~ ti on I 

I 
l 

Practising 
fee1ing for 
cons traction and 
des cent of head 

VISUAL AIDS 

Doll wi th big 
head Pelv-is 

~;other in 
labour 

Soap. water 
razor blade 

PTegnant 
MotheJ" in 
1abour 

~ 



... ~ .. ~ 

Intra Fartum Period _.--_._-_. 
SPECIFIC OBJECTIVES 

8. Recognise 
Obstructed labcur 

• • 

-~- ~ 
~ .. 

SUBJECTIVES 
-------.- ~ _._- I VISUAL 

CONTENT METHOD 
LEARNrNG 
EXPERIENCE AIDS 

7.3. Recognise/, 
the stages of 
labour and 
normal duration 
of each stage 

7.4. Instruct 
the mother not 
to push before 
full dilation 

I 
I 

and be able . I 
reasure the 
mother throughou~ 
Ino0ur 

7.~ -rovid0 and 
• ~l1 \.: , :- ~~"": c ~:~ :. ..... 
;;i0t!1·.)r to take 
porridge and 
fluids during 
firs t stage of 
labour 

I 
I 8.1. Recognise I complice.tions 
j and refer the 
Imother to 
. hospital early 

Need to review 
the stages of 
labour 

• • 

-First stage 
not to let s 
set twice 

-second stage I 
not more than' 
one hour I 
-third stage­
not more than 
JO minutes 
or time TBA 
takes to 
receive and 
"lrop b.:1.by 
-4.-th ~t:~S(: 
observe 
..'t·'t-:~ -.. 

baby for one 
hour 
- .dangers of 
pushing befor 
f'ull dilata­
tion of 
cervix 
{second stage 

-encourage 
light diet e •. "1_ 

porridge and 
any sweet 
drink during 
first stage 
of labour 
-explain 
verbally 
reasons for 
giving 
~)orric.ge 

Discussion 
Lecture 

Lecture 
Discussion Role 
play 

Discussion 

• • • 

Explanat 
differeil 
of labour 
to refer 

r-~-

.;,,()f I 

stages ; 
and when I 

I 

I 
I 

Watch a delivery 

. I 

• • 

Mother in 2nd 
stage 

• • 



• • • 

:Mra-Partum Peri'od 

sacIFIC OBJECTIVES ---------_._ .. 

~ .. 

• • • • - IS-

-13 -

- - -·----···-·-·--L· 
SUB-OBJECTIVE I CONTENT f METHOD 

12.5. Refer 
retained placenta 
if not delivered 
after )0 minutes 

- signs of' 
retained 
placenta 

- dangers of' 
retained 
placenta or 
membranes. 

- import:1ncc 
()f .~f.:::rn~~l 

Discussion 
~uestions and 
Answers 

• • 
\ 

~" 10'. 

LEIo..RNING 

EXPERIENCE 

Explaining 
verbally 

• 

VISUAL AIDS 

• 
C 
<::s' 



--- -~~-... ..- ~ ... .; .... - .. -
::rhe TBA will be able 
to: 

1. Idcontif;, anaemia 
in the post-partum 
period. 

2. DEtect breast 
engorgement 0 

3. Di.f:er(ntiate 
~ weI! con1r~cted uterus 
frQ~ uncon1ract v d uterus 

4. Acquire under­
standing of involu­
tion of the uterus. 

• • • 

:;!; ~--- - -.~-'~~CONTENT-- ---~~-- t-.1l!;THOn- - - - : LEARJUNG 
. 1 EXPERIENCE - .... -~-. ...- .. -...... , ...... ,._-- ..... - ~- _.,..----- -",-,~,,--.,-.--, .. - .... 

To •• TEA will be - normal colour of ~ ecture and i Lecture and 
able to: conjunctiva and ~emonstration i Demonstration 

101. recognise 
normal colour of 
conjuctiva and 
tongue 

20 1 • Recognise 
breast engorge­
ment. 

202. Recognise 
cracked nipples 

T~ : 

~vel.l contract·O!..i 
uterus by palpa­
ting on abdomen 

• 

t 
t 

abnormal colour 
tongue. I 
of conjunctiva I - Classroom 
and tongue I 
oedema ~ I 
breast examina- /Lecture .,' Demonstration 
tion. .Discussion and .. Practice 
signs and symp- land Demonstra-, (postnatal 
toms of breast Itiono i ward) 
engorgement i I 

- cleaning nipples ! ! 
treatment of cra-l ~ 
.• 1 ... ' Li 7oL::; I 1 ~ 

~ ce " . ·Jil 
C(; __ • .' 1" .t, 

treatment. 

uncontracted 
uterus 
contracted 
uterus. 

i • • 
'D1SCUSSlon 
!lecture 

I 
and I 

I 

lVISUAL 
~IDS, .. __ 

~ 
i 
I 

I 
I 

I 
I 
W8..t~·r 
soap, 
clean 
cloth 
mother. 

4.1. TBA should 
reeognise and 
advise mother on 
normal colour 
amount and odour 
of lochia and 
duration. 

f 
normal colour, 
amoun t odour 
of lochia o 

I I 
r t I 

I • ~ DeIIIonstration t 

~ 

t. .. , 
~,., 

4 .2. TEA s.~ould 
recognise and 
advise mother on 
abnormal lochie, 0 

abnormal lochia !Lecture and 
need for referralfdiscussion 

I patient with a ~ 
; septic postnatal r 
i natal ward. Imot~er if 
\ ava~lable 

4030 TR:. should 
recognise change 
in ~ize of uterus o 

• • 

change in size of' 
involuting uterusJ 

• • 

j 

i 
! 

I 
! 

d£ST AVAILABLE CorY 

• • • • 



• • • • • • • • • • • 
1'" -Intra-Partum Period ----4 -' ----. .---......J-.-----..f-------_ 

SPECIFIC OBJECTIVES SUB.OBJECTIVE CONTENT METaOD 
-----------1-·--- I' 

10.5 Instruct the mothe 
to push wi tb a contrac­
tion 

11. Determine placenta 
suparation 

roasons Cor instru 
cting mother to 
wash with soap 
contraction and 
and encouragement 
to relax in hetweeD 
contractions •. 

Discussion 
Demonstration 
Rol.e play 

Practice 

. - 10.6 Support the 1 dangers 01' 
pad during crowni unassisted 
oC head cover the delivery 
sums 

Discussion 
Demonstration 

10.7 Receive the J dangers or 
baby on a clean asphyxiation 
~lf'th .. n.l1r1 clc. .. ;n th and inf'ection 
:: -'- ~ ";J.Y' 

Discussion 
Demonstration 

10.C £i03 the cord 
with two steril~ 
ligatures and but 
the cord between 
ligatures with 

I sterile seissors 
or raZor blade. 

10.9 Keep the baby 
warm ilDaledia te~y 
aCter delivery 
encourage skin to 
skin contact 

11.1 Recognise the 
signs of placental 
separation 

cUb the cord 
with sterile 
scissors or 
razor blade 
acter applica­
tion ot 8t~rile 
ligatures or 
sisal,bark. 
cotton thread 
or material 

Discussion 
Demonstration 
Role Play 

How t!=> keep 
baby lrorm 

;. .: 

tbelLecture 
DiscuBsion 
Demonstration 

signs 01' separahecture 
tion oC placent Discus~ion 
by Ceeling the Questions and 
firmness oCthe Answers, 
uterus, leng- Observ~tivn 

thening cf the.· 

LEARNING 
EXPERIENCE 

Practice 

Practice 

Fractic ... 

Practice 

Verbal 
explanation 

VISUAL AIDS 

doll + 
clean cloth 

All :items 
mentioned 

doll. small 
blanket 

warm clothing 

~ --



, "0 

.... u. \,.J. ,,-- Q..L "" ..... u..a .~.&. .... .....,"""" ~ 
. I •• t LEARNING ~ 

SPECIFIC OBJECTIVES 

12. Manage the blood J 
stage of normal l~bou I 

• • 

SUB-OBJECTIVE CONTENT 

cord and trick­
ling of blood 

12.1 Deliver the 
placenta and 
membranes by 
maternal effort 
and examine for 
completeness 

12.2. Assess the 
amount of: blood 
loss 

- delivery of 
the placenta 
and membranes 
by maternal 
effort and 
examination of 
the placenta 
for complcte-

I nces 

. - Assess the 
amount cf 
blood. 1n8'::; ~-'V , -

: , .. ~ 1:.ll~l: ' .... _ ~.~ ~ 

12.) Control l
amount in cups 
and condition 

. of the patient 

P.P.H -have patient 
void 

'.- control of 
PPH by rubbing 
up the uterus 

! for a contrac- r 
tion and immedi 
ate referral 

- Fut baby to 
breast 

12.4 Inspect the 1_ deseription 
perineum for tearsl of tears for 
and refer the referr?l 
cxtensi ve ones 

• • 

. - danger of 
! un:'e-)a~_::ec 

-::.;:- :. 

• • 

I 

I 
I , 
I 
i 

METHOD 

Lecture 
Discussion 
Demonstration 

Discussion 
DCI7K'!lS h~:!tion 

Discussion 
Demonstration 

Lecture 

Lecture 
Discussion 
Observation 

• 

EXPERIENCE VISUAL AIDS 

Practice Placenta 

Practiea estima-t Receiver 
ticn by usin~ 
.'"S~ lliJ'ot fr0M 
delivery It-it 

Practice 

Practice on a 
sponge 

• • • • 



ruST PJ·J{rlJlVl_~.GRIOD 
.... If-

OOltTENT SPECIFIC OBJECTIVES. METHOD ---1 LE.tir~ING---' VISUAL 
_____ . ___ .. _. 4 1- I . I EXPERIENCE , AIDS 

SUB-OBJEC'rIVES 

5. Provj..i1 9 appropri te 
cord care during post­
natal period. 

6. Having adequate 
knowledge of care of 
premature baby 

5.1. Appreciate - jCOrd care: 
danger of appying - dangers i£ 
medicines on the cord applying 

local medi­
cines. 

i 

Discussion \ Practice 
lecture and cleaning 
Demonstration cord-post 

\ metal Ward 

Discussion Demonstra-
lecture and i tion of 

. 6.1. Keep the baby 
I warm by wrapping in 
\ dry linen. 

! 6.2. Identify 

I- Characteri­
stics of a 
premature 
baby. 

\ Demonstration. I premature 

I \ baby. \ premature baby for 
. referral 

I 7.·1. Differentiate 

I- problems of 
premature 
baby. 

" 
~ 
I 0 

- .~ I a l1orL'~, .... , be by i'rom 
. 1-'1'+;1-'- th·: pror,181u 'T'-'-!'l ~.,...,':'u..L-,,,. lC.L .LL<._.. , 1 .. I.... 1 __ .l.1..' J 0 

',. 0· .. ··1 1 1, \ 
,) :.' .,Jd· ....... 

Discussion 
J.uring 
period 
tal as 

~lL "v !.!.. 1 ... L.-. - ... 

the P03t p~rtum l 
~ signs und lecture 

I symptoms of"""~'" and refer to hosp-r 7. 2. Recognise 
when necessary. ~ jaundice in baby 

7.3. Detect the 
presenee of infe­
ction in a baby 

1 
• 7.4. Recognise baby , 

with neonatal tetanus.; 

cerebra! . Leeture 
injury. l discussion 

high pit!hed 
cry signs and 
symptoms 
jaundice. 

failure to. t;· 
suck, fever ,. 
continuous 
crying, 
convulsions. , 

signs and 
symptoms of' 
tete,nus. 

.. 

I I • 

i 

! D.;}ffio:"stra­
i tioo 
\ ObServation 

1 , 
I 

I 

I 
I , 
I 
I 

l Demonstration I 
I . 

i I , 
i 

I 
i 

I 
I 
i 

, 

Soap, Yater 
clean wool 
spirit salt 
baby. 

doll, water 
cloth soap. 

• 

~ 
~ 

I I 
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;:;~~'~~'~ClrIVES 1 
____ . ___ - i. 

ilL will be able to: 
1. Understand the 
:ii;portL-lce of immuni­
mtion. 

2.. Ident;.fy Children 
iRth mElnutrition and 
&ive nutritional ~dvi­
~ bas80 on available 
roods in ~he community. 
&uca te l'lL on the use 
ef arm ciruferrence as 
~ guidelL18 for child 
;:·O;·;ttlo 

:. ~'. (,0~~~.i8·::; ee.riy 
:md Ie. te dig;ns of 
iehy.:1ratj on and advise 
ethers ,)IJ. how to res­
tt>re fluids" 

-- .. ~-~~~. -. 
=--.,---ch .d and recognise conditions 

eI's-~dn-tne appropriatG care of e . 
.:t3ferral • 

- \~-

SUB-OBJ;';CTIVES ~ CONTENT NgrnOD 

for encouraging 
mothers to attend 
Children's Clinic. 

201. Describe a 
well nourished 
and a poorly 
nourished child 
and select those 
for referral 

2,,20 ;'.dvise on 
@:oou weciliiI!E:, 
-' .. :,.~ ('tiG2~3 0 

3010 Know the 
dangers of 
dehydration 

3.2. Recognise 
severity of 
dehydration and 
know when to 
refer. 

I • 
! Children's Clinic E~ield trips 
I Types of immuni-

zations and immu- ~cture. 
nization schedule.D1SCusslon. Demonstratlon 
Signs and symptoms 
of malnutrition. . 

Ereast feeding I 
Weaning foods ! 
e.g. semi s"lid j 
nutri tions food I 
- porridge with! 

·I.,-,undm::.t:::-. • . 

._. '-- ~ L:. =_._ t,. ~_lll16 ~ 
vi food and ut~J 
nsils 

signs • dehy­
drati.e~ 
sunken'- fonta­
nelle':' 
sunken eyes 
dry mouth, tongue 
etc. f 
making of oral I 
fluids. 
safe water. 

, 
i 
i , 

LEARNING 
3XPERIENCE. 

Demonstration 
D'xplana tion 

Demonstration 
and practice 

VISUAL LIDS 

Posters on 
Children's 
Clinic. 

Explanation Posters on 
cooking ~ malnourished 
Demonstration! children 

. Food real ~xplanation t cooking 
Demonstrationj Utensils 

Poster-;: .. 

Explanation 
Demonstration water 

Salt -
Sugar 
Cup. 
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~ 

<5' .,.,..., 

SUB-oBJECTIVES -- . CONTENT r Ml!.""'THOD ._'-'--1' w~TiNG-'t:1 VISUfJJ 
! i ZXP.6RID;NCE AIDS .. -----:-~ ---_ .. -. - .-- - ---7----- '- . __ . __ .1--- - ----- -- -~ .. -- -.~" I 

entify cnild- 401. Advise -signs of I Lecture i Demonstration Posters 
heod illness and mothers on care fever, . Discussions I '. if 
~~~e lroper refer- of children with dicrrhoee Demonstration availabl' 
l'als common illnesses vorni tting I 

of childhood. Oti~is I 
.,... 

·re adi'r~~ on preva­
n'~ion of home acci-
·: ..... .:.:nts. 

madJ.a worms, , . 
skin diseases 
conjuctivitis 

5010 Should be meesles etc. 
~b13 to mention burn~f' 

~ [' ·l"..... _ 
:0 .... ..,.,.., 0 " -i-h" cn"··on· P -' .- .. In '_'\~:,~_. .... \.' \",i -J.I..:..&..U.l • • .-

11("' ,.,.". ;d .. ~ . ! r1l11 ' !)Ul.!! e: 
......... L ..... ~H'. . i C 4£..,).L' ~. 

I
' and in jurie s 

fracture 
swallowing 
tablets. 

i , 

Lecture 
Discu2sion 

• 

I I 

Explain 
V-::rbally 
<:.:->.d 
pr:-ac t.~CG" 

I Broken 
. bottles, 
I ""oi'1.S 
i ".' .+-.~ 
I _J.as ... J.C 

bag etc. 

t . 
I 
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~~TER1~ OEJ3CTIVE: The TBA will understand the principles of personal hygiene and envi~omental 

sanitation and appreciate their importance in maintaining health. 

~;~~J.~;; OB~Ec'rIVZS i SUB-OD:~'~TIVES "l-"-~~~EN~-'---i M~OD ----!L~~~NING 
. " ,,,. ..,----.---.~-" "-_-0-' -.-- -".-. -- -.J---.~---... ---·t-~·--·"---.I ~X~~IAI'J9E r'~~~ 

.. ~.-~-----.-,,-. 
, i I -

• 
I 

1.1. Instruct a ! - general J Lecture I Demonstration, 
Ifhe TEL will be able to: 
10 remonstrate good 
persor-al bygiene and ne 
able" to advise ntherr. 

2., ~€mcn~trate good 
sqnitary Iractices 
~n b~r OWl. environ­
ment. 

mother on clean- 1 hygiene Discussions i l!.xplanation on iUater. 

liness of her self I measures Demonstrations i the importance i 

ani! her family. ! - safe water' , of boiling' - I_ 
f proper hand- ; water, washing 
\ ling of food r hands before 

-V""""T'~ntica 0 
J moals und c:;.fter 

j' 2_ 1. Explain to 
mothers how to 
prevent the 
spread of dise-
ases. 

prevention 
of diseases 
by use of 
pit latrine 

refuse pits 
filling of 
cracks where 
bugs enter .. 

sweeping 
separate 
houses for 
animals 

. , 
i 
! 
! 
I 

.. \ 

Lecture 
Discussion 
field trips 

: vi;:;~ting. tvilet. 
. 

Explanation Of; 
t he importance i 
of having toi- I 
ilet and re- I 
fuse pits and 
proper care and 
sweeping of I 
the house I 
surroundings. , 

~-

----
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""-T-~.f~"'J~TORi~LC-o::.:c PER;~ TION ~\~J~,c .... ~_ ... , .. ~ ~ __ 

G£'J.\!..l'D . .2J ( BJZCTIV.d:: .. The· TEA will appreciate the existence and role of other P.H.C. workers in her 

. c'ommuni ty and be able to w~. ~ hand in nand with them. 

"",,' 

• 

---~.- " .. --... _ .. "'" " .. '-"-r-'~ "~"-" '" .... '~" . -. -~~"1~"-~'''''-'''--'-~--'- --. 
SP2riI3IO OBJ~CTIV.J;S ' SUB-OB.r.GCTIVES I CONTEFT . -l;~"~;LJ-OD-' .. _ .. 'j' ..... _ -.• ~.~'.. '---'--'T-~--"--'---

I 
i" HJ"",.1.~~ i L.i::i '..RI • .LtJG : V"'''''UAL 

I 
I . -, ,.1.0 

_ .•. _-.•. -•...•. - ' . ,.. , .. '-.' -'-'-1-- ,-~--. . ... -.--- ... ' ' .. __ ..... __ .. . -r I ';"KP"'RT'7't'C'" I AIDS 

f ' .... ~ ....... --.. - ... ~------ .. - ... ----...... - f - -....;.::!. r __ :? __ ~ '~-~~--,L-: __ 

The .;..£8 will be able : 1. '1. Understand the. ' ,. l 

to:. I duties of others. -. dut~~s _ o~ PHC,C, !Lectu~e Explanation i 

1 a Idant~.::.~y her role I CR,v FBI~, .t'HI,s, etc iand F~eld _ of the duti- I 

in tne hl=al th . team I 1.20 Utilize the !triP! Dis- i es of health 

and" ~er =7elat~on to , health resources -: Heal ~h cen~r:s r . 's~ono 1 team 

other pr~mary health I for referral i ~n hosp~ tals C:qW , I 
care workero : I 

Identify people , 15-45 Y~ars . iL~cture 'TBA explains 

e.t high risk.. ! occ':lpat~(:mal r~sh !~~scuss- . the high rS:sh 
Gener,..!.l 9~jee.tiy.~ 

.~ ~1<~ I'" . Fhc'11d ,. , 
,.il -c' cc:v~c~ !Lou, .leI'S 

ontt iJ prevention Of 

HIV infection 'and 
'COI:':~ of AIDSo 

Th.e 'rEA should be able 
to explain HIV:AIDS .. 
She sjould know the 
mode of transmission. 

• • • 

I 

I 
\ 
j 

J 
I 
I , 

I 
f 

- ! Soc~al R~sh etc ~ :lon. r groups 
I 

Kr ' .. ~.j...., im"")ortrlnC':; 
\.L i.n·~V(;I~tion 01' 

infection. 

• • 

: Sterilizing by . j boiiing .methods. 

I 
I 
I 
I 

I 

; 

• • 

iL- .'" '-tl' roO::' 
....... \..t ...... v 

i~iscuss-
,~on 

IDemonstra­
,tion. 
i 

• 

I 
I 
~ 
I 

I 

Sterilizing 
by boiling 

• • 

Scissor 
bowls real 
instrum~ts 
e-.t.c. 

• 
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All· carrespolldellce should be addressed to 

Provincial Medical Officer 
Telephone: 22304[5 

Telegraphic Address: PROMEDICO 
Fw.: 21513 

REPUBLIC OF ZAMBIA 

MINISTRY OF HEALTH 

In reply ple~e quote: 

!&lli/~PI.1.9J!U.1 ~ 

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 .. 
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c.c. The District Director, 
CHADIZA 

c.c. The Permanent Secretary, 
Eastern Province, 
P.O. Box 510019, 
CHIPATA 

c.c. The Permanent Secretary for Health, 
P.O. Box 30205, 
LUSAKA 

Attention: Dr. S. Ngoma 

mjm: • 

1»' 



Telephone: 5/175151189 I" reply please qU(I(e 

• ~ax: 51179 

Telegrams: 

Telex: 7...4. 40436 

REPUBLIC OF ZAMBIA 

MINISTRY OF HEALTH 

The Director, 
ANDRA ZAKBIJ. CHILD ALIVE FROJECT, 
MWAMI HOSPITAL, 
P/BAG 5, 

CHlPATA. 

Dear Sir/Madam, 

No .......................... . 

P.O. BOX 520031 
CHADIZA. 

15TH JANe 1996. 

Ri: ACCEPTANCE OF ANDRA ZAMBIA CHILD ALIVi PROJECT BY CHADIZJ. 

DISTRICT lmALTH :r.L\NAGmmNT TEAM 

The above subject refers, 

This serves to ifnrm you that Chadiza District Health Management 
Team ip"S whole heartedly accepted the cOming of tlae above under lined 
Project to Chadiza District. The District Health anagement Team is ready 
to work side by side with ANDRA to improve the HeSlth status of Children 
as well as Mothers in the District. The District Health Management Team 

is more than ready to see to it that the Projeot is implementd as 
soon as possible. 

You~ Fai thfully. 

/lite -j! 
w. M. SILILO 

ACTING DIRECTOR OF HEALTH. 
for/DISTRICT DIRECTOR OF HEALTH. 

CHADlZA. 

0.0 The Provincial Medical Officer, 
CBIPATAo 

o.c The Counoil Secretary, 
P.O BOX 510001 t 
CHADlZA. 

0.0 The Distriot health management Team, 
CHADIZA. ---



r.ltl,none: 22liJ5 

In reply please quo,,: 

No ................................................. .. 

REPUBLIC OF ZAMHlA 

MINISTRY OF HEALTH 
CHIPATA DISTRICT HEALTH MANAGEMENT TEAM 

P.o. Box 511205 

5th January, 1996. 

The Project Director, 
ADRA Child Alive, 
Mwami Adventist Hospital, 
Private Peg 5, 
CHIPATA. 

Dear M:l.dam , 

Re: CHILD ALIVE PROPOSAL 

CHIPATA 

I acknowledge receipt of the above mentioned document. This 
office would be most grateful to support the child Survival 
Programme. On the ORT Corners, 1.Je 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, 

• Musukwa, 
ic ealth Nurse, 

fo D TRICT DIRECTOR OF HEALTH, 
CHIPATA DISTRICT. 

BM/gb. 

14 
I I. 
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All oorrespondence should be addressed co 
Provincial Medical Officer 

In reply plea:.e quote: 
': • r 1-" ,A • :::: • 

. -~ -. _.... . . .-. 
No . ...................... . 

Telephone: 22304{5 

Telegraphic Address: PROMEDICO 
FfA: 21513 

REPUBLIC OF ZAMBIA 

MINISTRY OF HEALTH 
OFFICE OF THE PROVINCIAL MEDICAL OFFICER 

P.O. BOX 510023 
CHIPATA 

J~tl£ ~~C~_'I~" =i=':;~~or, 
:_,J_-_~_ , 
~aoti:: ,-,:-_i~_. __ li":,:-·: _=.:::Cj2Ct, 
(;:0 :=',~~::ii =~C:::::·:..~,-.~, 
.2::7 i \r~. -: ~ __ -"C 1/1 

~='::I:':= __ ~_a 

-::~ ~ y •• , -~.,- '"T" 

...:..:.. ............ - -'-"- , 

-.:... :- -, " --" .. - -- .-' 

3inc 2 1 'j::;' '; ~ .. 12r::' :~~3 ~;,3 2~ ~::. ~ 0:1 ;'0 :.n'"-.~ ~~u l:'~i -:-i ~:: :; ... :::"'"",iI3i l~ S.n8e 

prCI~;2:~,~:~! .. ::(:"~~._::) (-"reiS2t ~J~-' :::~:; i:::'ic~~':<::,). ~~~~8!."':-:~·or2 Tde &r-e 

~he 

To 

.~~ - -... _." . .., ··1 r-:' - -- -- ....... _ ......... -

~l!.ou;;h reli:.ble infor:::e::=-on or: :-.u"~:7ition status 
::-:2.ns.;;e;..:::;r:-: c.~ ,ii.3'::I~i:-s ~~.~.t~.:... ~C.n )Len solutions 

-=:0 fi:::_ IJtl-: o.t ~ .... ha:- 'J:-:te:,_C!. th2 ?~~3S:::~ clinic -~'2_.s2C~ 
,:~~"'l:;i.~_:.nc;e '.:cr~: c..2 b2en i~'~:~p.l.2":42r:..-:;ed :J.~ c8::-.. :~L::..:i 'tj'" :evel 
~h~o'_:.~~h ::2:'_ =-:-.ir:;; n.-=n-~rc=2s:Jior:o.l~ +:"c 89 c.-c12 "to iC_entify 
chil~£3~ ~~o are pearly l!.GUri2hed • 

]00::' r_l~t::':" tiC11 

':::':1'2 ,:.r=_ 
~;,:i ill health 

To co~;..bir...e nutri ticn 3tc.. tus i~:f')=_'·=s:ti·:;::. '·.-i ~~! ~i~11~e3 o:f' 
foc--i ;':c'o~ucticn, raif1_~:...2..1, ~ood =~O:.:'US'3, ~:J?age=, prices 2.nd 
inco:=:2S 'ie::':"l;~_s, i:1112SS etc_ 

]0 aS~832 ~h2 ~agnitu~e of the ~=ot~em ani di=t~itution. 

? - ..... 

BEST AVAILABLE COpy 
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In th::; ~~.~e 3.. 

--; - .... -. .,.. 

. " " Tj • 

........... --

-; - ~,'" - -:""'"";7( ... -.. ~ ... , 
---~- ....... ---.... ..... --- - ....... ~ .. .. 

ill C.~ 

'-." . t-_ u • 

BEST AVAILABLE COpy 
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-All oarre!pondence should be addressed to 
Provincial Medical Officer 
Telephrme: 22304/5 
Telegraphic Address: PROMEDICO 
FfA: 21513 

REPUBLIC OF ZAMBIA 

MINISTRY OF HEALTH 

In reply plea.!c qrlOte: 
.... c. ~ (\/] . r-: • ,'I 

:. ........ __ ..L... oJ ~ • -' • --:--

No . ....................... . 

OFFICE OF THE PROVINCIAL MEDICAL OFFICER 
P.O. BOX 510023 

CHIPATA 

The ~roj?c: =i~2c~or, 
kD?.L, 
Zambi2. ",hiLe ".li '."? ':::"'0 j2 C t, 
C:O I'>.'<::.mi Eospit::..l, 
l.-'ri"i!:::.~t.::: _e.b 11, 
0:-: I? ~ .. ~ l\:·'~ • 

De 3.l:' .Sir: I''-:c:.:iam , 

He: _-~.-: ~_~.~:. :~C· ... ·_ :U:~:2 ,re 1~~··~.3.n'! 07~'I' ... ... =?~~?ID .~_3333;~I:~·~T OF 
O~' 'J\~:- ~·~T]T\:~-"TjI~~I,: ;3I'r:-: __ '!'I::~: =~': .-r~~ 3CJ_~·.:!-;-1 .~'-..... :~t_. 

Since 19S'-: :;:1sr:; :-:'<.;.,3 '~>22n tte on .:.:oinS :7u ~::::i ::L:::3'..:.rveiL.snce 
probr:::"r:J.".:e(~~:;~E) ('!'reight :'02:' G.;;e ir.d.ic:.. tc.r). There:ore 'tie 5.re 
requestir:.z:: :0::: '::'U:-1G.3 to &.ssess ::n,= nu-:;ri "'.:;ion 8i t'J.:,tion in the 
area before ir.trcl~~ci::1.g n8~.: profjr _m::las. 

The otjecthTes of tr"s s.ssess:;,ent are C.3 f::llc'.:3:-

To build. 'J.p enough reli3.ble inforr:J.e.tion or.. ::mtri tion status 
so that t::~e r.:anager::::::r:t e.t d.istrict l:~v81 ::c:.n plan solutions 
to the procler.: of uniernl.ltrition. 

To fL::::' out at l;Jhat eztend. the presen-':: alinic 'c'ased 
surv2iL,c.nce ';!crk as been i~ple~:-.ented at ccmrr:UI2.i ty level 
thrOl..lGh tr:.:ining non-i.Jrofessiona12 to be 2.018 to identify 
chilC!.ren ',,:ho are poorly nourished. 

To :ini out the reaS2ns for poor n'~tri tien =..t."1d. ill health 
and hat possi':::l,;: solutions th2re ITe • 

To co[,lbine nutri ti...:m :::tc. tus i:c.f-:>:.-:::.:.tior:. ;'i. t~ fi;;ures 0:7: 
food prod.uction, rainf~ll, food storage, '"Jages, prices and 
inco~es dea~ts, i!lness etc. 

70 as~ess the magnitude of the p::::oblem ani distribution. 

2 ••••• 

REST jJ!/lf/lABLE COpy 
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Id.entif;:r ",=h2 -=-:-pe of: info:..':-:::.:.tic:: "':"h:'.t r..2e:::~c be collected 
in th3 2..rea. 

Jeci1e ho~,'! such ',ill be colL~c ted. 

Develop a check li3t of thing3 to b2 looked at. 

Your cOGperc~ion ."ill be hibhly ap9recia~ed. 

N • ;fr~ (I·:r. ) 
NutritiO:::list 
for: E::O~/·I~~ ]I_':;'; ~ 3DIC_~~~ J~?IC=3. 
~;.~.C\~:(~~ .~-;J '~i~~ ..;",-;", • 

BEST AVAILABLE COpy 
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1"1\'1'/ Jr.\j'i\l Jr.\!) \/ E i'rr I s~r rIO s p rr Jr.\t 
PRIVATE BAG 5, CHIPATA . ZAMBIA. AFRICA 

TELEPHONE: (062) 21080 FAX: (062) 21080 

March 11,1996 

Dr. Joy Cook 
Project Manager 
ADRA\Zambia 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 

t!!iJ 
Allen Fowler CHE 
Administrator 



CHIPATA DORCAMO FAMILY PLANNING PROJECT, 1 

MWAMI ADVENTIST HOSPITAL ,.1 

PRIVATE BAG 5, 

29th December, 1995. 

The Director ADRA, 
Child Alive Programe, 
Private Bag 5, 
CHIPATA 

Dear Sir/Madam, 

Ref: GOOD WORKING RELATIONSHIP 

CHIPATA 

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. 

I~ 
: I 
: ' 

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. I i, 
May the almighty Good Bless you as you work for his people. 

Yours sincerely, 

Kamajibindu Eliaby 
PROJECT CO-ORDINATOR 
FAMILY PLANNING PROJECT 

BEST AVAILABLE cOpy 

I I 
I. 
II 
I· 
I' 
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Sfl.FE DRINKING \"J~TER AND SJ'.NITfl.TION 

LEARNING OBJECTIVES: 

After completion of this topic, the Community Health \'lorker 

should be able to:-

1. Tell different sources of \'/Cltor supply for drinking 

2. Tell 110\'/ water may be polluted 

3. Tell how drinkinG water could be made safe from various 

source s. 

4. Tall how to dispose waste water and 

5. Tell why the rubbi sh should be dispo sed safely and 

methods of disposal. 

6. Tell the danger 0 f human excreta 

7. Tell proper disposal of human excreta. 

8. Tell the dangers of insects, rodents nnd stray dogs to 

health. 

9. Tell haw to control insects, nnd rodents and stray dogs. 

10. Educate the community about safe ~rinking water, ~iquid 

and solid wastes, homo sanitation, kitchen garden, food 

sanitation. 

SCHEDULE OF TEACHING. 

3 days - class room 

2.days practical 
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SllFE DRINKING vl!\TZR SUPPLY ,'\ND SANITATION 

The common sources of drinkinG i/ater in rural areCl.s are:-

1. Ponds. 

,2. Wells. 

J. Rivers - .streams 

It. Lakes. 

The above sources of water can be polluted in the follov/ing ways:-

1. By people de faecating near or in the source. 

2s By people bo.thing in the water 

3. By people washing clothes o.nd house hold utensilc in or 

near the vl.:tter. 

4. By washing the animals in or near water. 

5. By b*ilding toilets or letting used wo.ter very noar the 

source of drinking wo.ter. 

6. By using un-clean conto.iners to draw the water. 

The drinking ivo..ter mo.y also be polluted by storinc it in unclean 

or uncov€:red containers. \·Jo.ter ~.101luted by human excret.:t ('o.n couse 

sever.:tl diseases such as cholera, typhoid, dysentery etc. 

The best ivo.y of makinG the drinkinG wo.ter safe from a pond, river 

and or streo.m is by toilinG it before drinking. People should not u,se 

pond water if other sources are nvnilo.ble. 

I 
't 
i 
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FIG - 16 
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If the source of urinkinG wo.ter supply is from 0. river, the people should 

collect \-Intor from it, lwforc it reaches the villetcc etnd bathe in tho 

river, only W!lCre it leaves the villetge, .::tnd the nnimals be o.110vlCd to 

drink the wnter only further down the river (Fig,16) 

If the the Gourcc of drinkinG wetter supply is from a sprinG, it 

should be protected by properly (Fig.16) 

(1) 

,. 
\ 

(2) 

Constructin~ 0. fenc·e· 0.11 the i-Jny round it nbout20 mcters nwo.y 
, . ) ... 

I 

from the sprin~,:o.nd the gate of the fence should be ke,t 
!" i 

cIa se d w 11 e n' 'no'~'~' 'til"" ti'sJ .• '" .... , i , " 

, ,. 
i .. ':'''_~'' 

ForminG n ditch round the sl,rinG po let the r.::tin;wntcr dretin 
! 

away. ) 

i 
i 

Co nstruc tine; a 50 em high cemen te d sto ne \'10.11 round the spring 
, 

nnd Ly etrranc;inC n pipe in tho wAll th;rou(jh which w~tcr could 

be collected. 
.i 

" ,r 
1 

If the Source is from a well the follovling precautiqns are to be 

taken to metke it safe. (Fig.19) I ., 

(1) There should not be any tqilet br-'rubbi'sh heap vlithin 20 metres 

(2 ) 

0) 

(4) 

of the wolle 

It should be lined inside with stone s, jointed \vi"ih mortar. 

It should be surrounded by et stone "10.11, I-Ihich is o.bout 

.There should be a plat· forril all round it with .::t di~:lh for 

the rain vlater and splashed Ho.ter tu drain awo.y. 

(5) People should use a clean bucket on 0. pulley for dra\ving 

wa to r. 

(6) Pf3c1.:rlo should no t let dirt eet into the vlell o.nd should not 

wash in the well. Water in o.n open well could be mo.de so.fe by 

Chlorinntion vrith addition of bleachinG pav/der, 

DISRJSfili Hfl.S'l'E Wt.TER 

The used wnter in the houses cetn ~e safely disposed by lettinc it 

in to n BoakCtGc pit or int:o n. kit:clwll garden. 

SOf.I<AGE PIT (Fig.20) This is a pH 2 mOGrc[J deep and 1.5 metres f:.iqunro 

or 1.5 metres 
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rli,"rn"j"'r'. 'rh., 1",.,,,,.,/: ). l'f')rtinn i.r: r·i1.1,,(\ \Jith :;toncs.1 pt't.:L~r'~i)ly o',':!r 

burnt bricks of ,;. SiZ·d. Tilo l1Iiddle3- :'()l'l;:j,)!! is filleu with lJl'ich..- 0.i' 

~. dzc ..... nel the U~l!'cr. r.lost rortion with bricks of i.: size. This in 

co vcr-cd by n 1:.1Ye}r' 0 f ct\rtlt. The a ,~enin[~ is pro tec L:'d by n :~~,r:;~.)<: i; 

of '10cms heicht, to pr.)vcnt r'J.in \'J2.tor from enterinG the pit. Tl:e 

hou::;() dr.:1in silould join the} so:ck,t(;c r-it thrnuch n pi:.c openinc inl;o 

the middle () f the lti t ::J. [tor p-";ssinc; throur~ll n bn Gke t filled ;,Ii th GI~raw, 

or le::.v0s, which s2rv .... 'G :;s n filU:r. l,fter 0. ccrt:J.in lloriod the 

GO"k(:'I;e pit \'Jil1 .stort'Jv·3r flo\JinG' Thr~n the rit h:cs to be cr,l}.:;ticd 

~:l1d the brick~ I-Iashcd 2.nU dried nad rl]:llcccd. ,Soako.(;c pits c ...... a!1ot be 

used ill i~o.tcr lot;ccd nrei.:S ,",nd duriuG rc.iny seaSOll. The wnter in the 

,~lit LrnduCllly scers inLo tho ::round'::'.nd this r0duces llw dancer 0f 
" . 

pollutin!; \'ll"lls ::md al~o ~lravent3 smo.ll surfnco collectbns of ~lntcr 

Ilhero 1ll0SQUitO'3S liIif.~ht br0ed. ' . .' . 

If'the household is 8);]< .. 111, the nm:Hltlt of, \·mtqr is limitcd :md 

c~'..n l)c OD.sily disposed off by leadinG it into <:t ,kitchen Cc~rden, 

vherc vCf~·)tQblas nnd fruit.s can bo' tJOWl1., which CQI/ld be us01 by 

the fwnily to impl'ove thvir nutri~io1!.' 

DISPOSfLL OF SOLID ':/j,STE (HUDIlISI[) 

If wnste is thruwu cverywn~re it· will lc~d~ to fly breedinG, 
, , 

.:It 1:1' .. \c1; d0G8 (:nrl r~·,t,s, toE. :;nml] ull~i(~,hty .'lnd C<lU,C unplc[tsant c.m,'llG. 

IIencl~)leopl'] should thro\1 the \o1(1St0 S in pli'1.ce s vJherc- nci thor they 
• • I • •. 

nor children nor nnirtl:l,ls nor flies.,cnn touch it.:' ~efus~ should 

not be ~um}.ieu into thEf drnins to [tva ic1. :tlo ck~~Ge 0 f tlr0ins ",nd 
, ' ,', 

Solid h·)usehold waste ::tnd "nim: Is m<:tnur0 c[tn be dis),'Jscd 

sr-foly by COll1I'ostin~: ,,,hichrcGultr-; in the fJrmation of cOn1}'or;t tll,:,t 

could be u~ed as fertilizer. A compost ::cit c,::tn be cOl1structt)d 

in th~ follOWing way: 

(1) The pit should be'i ne(lr' the hous0 but n\'iny frow the drinldng 
I .:-

wate,r sources. 

m,?trcs x 1 metre... 

C)) The pit should be fillsd Hith'l<1:Y2rs of rubhish ,:md nuir.lo.l 

manure in tiw ratio of 3: 1 by volume until tho \oIholo 

contollt of' the rJit reClchcs 3()crr.s o.l:ove [;round l,]vel. 

BEST AVAILABLE COP" 

,. 
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REPUBLIC OF ZAMBIA 

MINISTRY OF HEALTH 

In reply pltast qUOIt: 

No .................................................. . 

CHIPATA DISTRICT HEALTH MANAGEMENT TEAM 
P.O. Box 511205 

5th January, 1996. 

The Project Director, 
ADRA Child Alive, 
Mwami Adventist Hospital, 
Private Bag 5, 
CHIPATA. 

Dear Ms.darn, 

Re: CHILD ALIVE PROPOSAL 

CHIPATA 

I acknowledge receipt of the above mentioned document. This 
office would be most grateful to support the child Survival 
Programme. On the ORT Corners, l<J'e 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, 

• Musukwa, 
ic ealth Nurse, 

fo D TRICT DIRECTOR OF HEALTH, 
CHIPATA DISTRICT. 

BM/gb • 
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Tdephone: 51175151189 Tn r~ply "lease qU(lft! 

-"a..t: 51179 

TdeJJrams: 

Tele.c: ZA.40436 

No . ......................... . 

REPUBLIC OF ZAMBIA 

MINISTRY OF HEALTH 
P.O. BOX S2003l 

CHADIZA " 

i , 
I' 15TH JAN. 1996' ,. 
! I: 

The Director. 
ANDRA UMBIA CHILD ALIVN PROJECT, 
MWAMI HOSPITAL, 
P/BAG 5, 

CHIPATA. 

Dear Sir/Madam, 

liB: ACCEPTANCE OF ANDRA ZAMBIA CHILD ALIVE PROJECT BY CRADIZA 

DISTRICT HEALTH r.IANACJm.IE'NT TEAM 

The above subject refers, 

This serves to ifnrm you that Chadiza District Health Management 
Team h·.as whole heartedly accepted the coming of t1:J:e above under lined 
Project to Chadiza District. The Distriot Health anagement Team is ready 
to work side by side with ANDRA to improve the He~lth status of Children 
as well as Mothers in the District. The Distriot Health Management Team 

is more than ready to see to it that the Project is implamentd as 
soon as possible. 

You~ Pai thfully, 

/#te -e 
w. M. SILILO 

ACTING DIRECTOR OF HEALTH. 
for/DISTRICT DIRECTOR OF HEALTH. 

CHADIZA. 

The Provincial :Medioal Officer, 
CHIPATAo 

The Council Secretary, 
P.O BOX 510001, 
CHADlZA. 

0.0 The District health management Team, 
CHADIZA. --- , 

II 
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-All correspondence should be addressed fO 

Provincial Medical Officer 
Telephone: 22304/5 
Telegraphic Address: PROMEDICO 
Fen.: 21513 

REPUBLIC OF ZAMBIA 

MINISTRY OF HEALTH 

In reply pteQ.)e quole: 

~ ~-::. : _.: : /' i~ ~ : S· : 4-
No . ....................... . 

OFFlCE OF THE PROVINCIAL MEDICAL OFFICER 
P.O. BOX 510023 

CHIPATA 

l.ph~ :'::!:oj;(;: =i:..--a.2C::or, 
t~D:-"~~ , 
'7am'h l"'" . h~l,': ,l~v,'" ::"OJ·-:.ct .:.J .......... '- • ...I .... ..J..:::_ .. __ .~ •. " __ c; , 

C:O ~~..,.'(;.ml t:.03;f:.."C~~l, 
l)..!'i~T::.tg .... 2.i 11, 
,~=-:I? .. · ... ll..:':.. • 

Des:!: ,Sir: ~'·:si3.m, 

He: _-~~,~,_,~,~= .. :?C,.:~ =-1J:~~~ 're C;~~~h~ C:::;'I _ ... :.?~·~.?ID :_3S33.:i:~·~T OF 
O~~ "l';.~ l·~~}IT!::1. - ~7 '~I'I' .:32: 'l'~" _ .. :-!1I·=·:~ :~'T TL'~ ~ Be·:._.:; 2} ~'_ ... :~j._. 

• 

• 

• 

• 

• 
Since '~99: "::1sr8 ~:c.3 -::"t~en tte on ~'~oin6 :7u "S::,i -:i.::: :~-..:rv8il:5nGe 
probr::..r:Jr:.:e(I::U:C) ('J'reight !:o:!' 0.';8 ir:ii(;:.: tor). T~er=::ore ':Ie 5.re 
reciue.stil:~:: :'o:!' .:::U:1G.S to 5.32e8S -:h'2 D.u-c-ri "':ion si ta:.tion in the • 
a.rea be fore i:.:: trc;i",.1ci:lg n2:.,· prosr.2:::.es. 

To buil::' up enough reliable infor::J2tion or.. :mtri tion status 
so thc..t t~-~e r::e.na.gei::8r..t c:.t district ::'2vol 8sn plen solutions 
to tl12 procler:: of ur~.:ierm::.tri tion. 

To fi~! out at what exter..d the preser..t rrlinic based 
~urv2il~cnce ':lor]:. 8.S been i;;:ple~:-anted at cC::J.I"w::i ty level 
-:::hro1..~sh tr..;iniD.g non-;.Jroi'essior..a12 to be 2..012 to identify 
chil~ren ~ho are peorly nourished. 

To ~ini out ~he reaSCD.s ~or poor r..~triticn ~nd ill health 
s.nd hat po.ssi-:::-le solutions th2re c:.rs. 

To co:;.~bine nutri t~·.Jn ::tc.tus ir:f'J~~=-_::.tiol-: <~:!..~~ fi61l~es of 
food proc.ucticn, rain':::;..ll, '::ood s-:::o:::,age, 'dage:;, prices 2..nd 
inco::;es des. 'Cc.s, illness etc. 

'~o as .. :2SS the magnitude of the proclern an'i distribution. 

2 ••••• 

rp1J 

• 

• 

• 

• 

• 
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• 

• 

• 

• 

• 

• 

• .... :j 

? 

Identify ~h~ ~~pe of info~~~ti~~ ~h~.t neei ~c be col19cted 
in th3 =.rea. 

Deve~op a check li:t of thing3 ~a b? leaked ~t. 

Your cccperc~ion ."ill ~e hi6hly fP9recia~ed. 
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29th December, 1995. 

The Director ADRA, 
Child Alive Programe, 
Private Bag 5, 
CHIPATA 

Dear Sir/Madam, 

Ref: GOOD WORKING RELATIONSHIP 

CHIPATA DORCAMO FAMILY PLANNING PROJECT, 
MWAMI ADVENTIST HOSPITAL, 
PRIVATE BAG 5, 
CHIPATA 

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, 

Kamajibindu Eliaby 
PROJECT CO-ORDINATOR 
FAMILY PLANNING PROJECT 



J'I\'I'I f\J'I\) f\D'/Ei'rr)S~r i-IOSprr f\l 
PRIVATE BAG 5, CHIPATA. ZAMBIA. AFRICA 

TELEPHONE: (062) 21080 FAX: (062) 21080 

March 11, 1996 

Dr. Joy Cook 
Project Manager 
ADRA\Zambia 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 

I 

II 
I 
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All carrcspondence should be addressed to 

Provincial Medical Officer 

Telephone: 22304/' 
Telegraphic Address: PROMEDICO 
Fa;..: 21513 

REPUBLIC OF ZAMBIA 

MINISTRY OF HEALTH 

In reply plewl' quote: 

~1.~PI.1.0.J.U/.1. ~ 

OFFICE OF THE PROVINCIAL MEDICAL OFFICER 
P.O. BOX 510023 

CIDPATA 

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. 
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c.c. The District Director, 
CHADrZA 

c.c. The Permanent Secretary, 
Eastern Province, 
P.O. Box 510019, 
CHIPATA 

c.c. The Permanent Secretary for Health, 
P.O. Box 30205, 
LUSAKA 

Attention: Dr. S. Ngoma 

mjm: . 
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JOB TITLE: O[RECTOR, CHrLD SURVrVAL PROJECT 

PRINCIPAL DUTIES AND RESPONSIBILITIES: 

I. 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, PVOs, and other pertinent officials 

KNOWLEDGE, SKILLS, AND EXPERIENCE REQUIRED 

Graduate degree in health or related fields, business administration or related fields. At least three years 
experience working in a developing country. 



t~-. 

-;-:-

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: 

I. Keep all vehicles in good working order. 
2. Handle all purchasing for the ADRA Child Survival Project. 
3. Help all the movement of people. 
4. Make deliveries as required. 
5. Assist in organizing of seminars and conferences. 
6. Keep bicycles in good working order, 
7. Estimate requirements for supplies and equipment in advance and make arrangements for purchases. 
8. Assist in the procurement and distribution of payroll. 
9. Keep ADRA Country Director informed of all accidents and major repairs. 
10. Maintain established department policies. procedures. objectives. quality assurance. and safety at all 

times. 
1 I. Maintain appropriate records and reports. 
12. Ensure security of all property belonging to ADRA. 
13. Detect fraud and abuse. then report to ADRA Child Survival Manager. 
14. 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. 

• 
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JOB TlTLE: TRAINfNG COORDfNATOR 

BRlEF SUMMARY: 

Coordinate all training sessions forlby project staff, CHWs, TBAs, MOH personnel. 

PRINClPAL DUTlES AND RESPONSIBILITIES: 

I. 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 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 offield practicumJinternship requirement) in 
Public Health. 
One year of international experience minimum. 



JOB TITLE: FIELD SUPERVISOR (NUTRITION. COD. AND EPI COORDrNATOR) 

BRIEF SUMMARY: 

Provide supervision and support tor the project's nutrition. COD and EPI training and interventions. 

PRINCIPAL DUTIES AND RESPONSIBILITIES: 

l. 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 ofCHWs and TBAs (as pertaining to their work on COD, 
EPI, and nutritional matters). 

5. To function as an effective and efficient team member of the ('hild 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 (MCHlFP COORDINATOR) 

BRlEF 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: 

I. 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. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

To plan, organize, implement, supervise, and evaluate preventive and health promotive programs in the 
project area. 

To participate in the recruitment, training, and supervision ofTBAs and CHWs (as pertaining to their 
work on MCHlFP matters). 

Meeting with and training church leaders, CBDs, community and religious leaders on Family Planning. 

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 other agencies/projects involved in Family planning, 
especially the CBDs of the ADRAfMwami Family Health Services project. 

To conduct regular visits to villages to ensure the optimal functioning of the rural health team (CHWs 
and TBAs). 

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 

I 
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JOB TITLE: DRIVER 

BRIEF SUMMARY: 

Drive and care for ADRA vehicles and passengers 

PRINCIPAL DUTIES AND RESPONSIBILITIES: 

I. Obtain specific authorization from Manager for each trip. 
2. Insure that vehicle log and other required forms are completed for each trip. 
3. Value, and drive in such a way as to maintain comfort and well-being. 
4. Drive in a manner and at a speed that is reasonable and prudent under existing conditions. 
5. Before moving vehicle, check all fluid levels, tires and safety equipment for condition. Make necessary 

conditions before driving. 
6. Be attentive to any mechanical irrebrularities 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 unload 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. 

WORKING CONDlTIONS: 

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 HIVI AIDS-related training and interventions. 

PRINCIPAL DUTIES AND RESPONSIBILITIES: 

I. To collect, maintain, and use demographic data and assess the rates ofHIV/AlDS in the project area, 
and acquire a good grasp of the HIVI 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 ofCHWs 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 ofHIV/AIDS/STDs, and 
be familiar with the MOH and district health officials he/she will work in partnership with. 
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Joyce A. Cook 

i d 

! I: 

• Education: 
1988 Ed.D., Health Education 

The University of Tennessee, Kno:\'"'\.ille, TN 

1983 Masters of Health Education 

• University of Florida, Gainesville. FL 

1970 Bachelor of Arts, Religion 

Southern College of Seventh-day Adventists, Collegedale. TN 

Experience: 

• Dec. 1995- Project Director, Child Survival 
Present Adventist Development and Relief Agency, Zambia 

July 1992 - Project Manager, Child Survival 
Nov. 1995 Adventist Development and Relief Agency, Malawi 

• 
1988-1992 Assistant Professor, Health Education 

University of Nebraska at Omaha 

a 
1985-1988 Graduate Teaching Associate, Health Education 

• The University of Tennessee, Knoxville, TN 

1984-1985 Elementary School Teacher 

Japan Overseas School, Yokohama, Japan 

• 1983-1984 Elementary School Teacher 

Korean Union Foreign School, Seoul, Korea 

• 

• 

• 
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RUTH (KAMWENDO) WIAFE, RN, RM 

Education: • 
1977-1982 RN, Registered Midwifery Certificate 

Maluti Adventist Hospital, Mapoteng, Lesotho 

• 
Experience: 

1985 -1986 Mwami Adventist Hospital, Chipata, Zambia 

1985 Yuka Adventist Hospital, Kalabo, Zambia • 
1982 - 1984 Malamulo Hospital, Makwasa, Malawi 

1982 Maluti Adventist Hospital, Mapoteng, Lesotho • 
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ALINA B. BACIV 

• Education: 

1996 M.P.H, International Health (candidate) 

Lorna Linda University School of Public Health, Lorna Linda, California 

1993 B.A., English 

• 
Pacific Union College, Angwin, California 

Experience: 

1995-1996 Secretary 

Epidemiology Department, Lorna Linda University School of Public Health 

• 1993-1994 English Teacher 

International Teacher Service, Moscow (Russia) English Language Schools 

1991-1993 Desk Clerk 

Women's Residence Hall, Pacific Union College, California 

1991-1992 

• 
Reader/Secretary 

Pacific Union College English Department, California 

1991 Tutor, English-as-a-Second Language 

Library Learning Center, Pacific Union College, California 
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Education: 

1994 

1992 

1972 

1970 

Experience: 

I 970-present 

• 

JEROME MUSANGO KA YUMBA 

Certificate in the Control ofSTDs 
Chainamo Hospital, Lusaka, Zambia 

Certificate of Specialized Training in STDI 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 



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 

TBfLeprosy 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 OfficerffBlLeprosy Control Officer 
Mwami Adventist Hospital 

Medical AssistantITBlLeprosy Control Officer 
Fiwila Mission, Zambia 

Medical Assistant 
Kabwe Hospital, Zambia 

Medical Assistant 

Yuka Adventist Hospital, Western Province, Zambia 
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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 practise safer sex. This 
means either sex without intercourse 
(penetration), or intercourse only when 
protected by a condom. 

Any injection with an un sterilized needle or 
syringe is dangerous. 

• • 

4 

5 

• • • 

W 0I11en 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 infectt 
with HIV. 

All parents should tell their children 
is spread. 



• 
uection with an unsterilized needle or syringe is dangerous. 

leedle or syringe can pick up small amounts of blood from the 
1 being injected. If that person's blood contains HN, and if the 
needle or syringe is used for inj~cting another person without 
sterilized first. then HN can be injected. 

ose who inject themselves with drugs are therefore particularly at 
Jm AIDS. So are people who have sex with those who inject drugs. 

. njecting is in itself dangerous. But because of the additional risk of 
lose who do inject drugs should never use another person's needle 
l1ge 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. 

ler injections are often unnecessary, as many useful medicines can 
en by mouth. Where injections are necessary, they should be given 
j a trained person using a sterilized needle and syringe. 

'-piercing, dental treatment. tattooing, facial marking and 
lcture are not safe if the equipment used is not sterilized. It is also 
e to be shaved by a barber using an un sterilized 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 HN 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. 

orne 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 
ttempting to conceive, thereby putting herself and her baby at risk. 

~ 

~ 

011 
All parents should tell their children how HIV is spread. 

o Apart from protecting yourself and your partner, you can also help to 
protect yoUr children against HN by making sure they know the facts 
about how to avoid getting and spreading the infection. 

o Children also need to know the facts about how HN does not spread. 
They need to be reassured that they run no risk of getting the virus from 
ordinary social contact with HN-infected children or adults. Children 
should be encouraged to be sympathetic towards people who are 
infected with HN. 

o Everyone can help in the worldwide effort to stop HN from spreading 
to the new generation. 

83 
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)S is an incurable disease. It is caused by a virus which can be " 
,sed on by sexual intercourse, by infected blood, and by 
3cted mothers to their unborn children. 

AIDS is caused by a vilUS known as the human immunodeficiency 
IS (tHy). HIV damages the body's defence system. People who have 
)S die because their body can no longer fight off other serious 
~sses. 

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 of7 to 10 
rs to develop -from tlle time when a person is first infected with HIV. 
)S is not curable, altllough some medicines have been developed to 
'p people \Vitll AIDS healtllier 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 VllUS to learn how to avoid passing it to others, and to receive 
i.ce about how to tal(e care of tlleir own health. 

I can only be passed from one person to another in a limited number 
vays: " 

by sexual intercourse, during which tlle semen or vaginal fluid of an 
:cted person passes into tlle body of another person. HIV can be 
sed in this way from man to man, man to woman, and woman to man. 
lrldwide, nine out of ten infections in adults have been passed on 
cmgh sexual intercourse 

by the use of ul1stelilizecl needles or sYlinges for injecting dlUgs 

by blood transfusions, if tlle blood used has not been tested for HIV 

by an infected woman to her unborn child. 
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are a common cause of deatll in babies, not breastfeeding is a much 
greater risk. WiUlout safe water, sterile bottles and teats, and enough 
mill(- 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 It is not possible to get HIV from being near to or touching those who 
are infected with the vilUS. Hugging, shaldng hands, coughing and 
sneezing will not spread the disease. HIV cannot be transmi tted 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. 

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 
fromHIV. 

o TIle more sex partners you have, Ule 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 infianlffiation, 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 lisky than vaginal or oral 
penetration. 

o TIle only way to avoid any such risk is to abstain from sex. 

, 
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1 
Immunizatioll prolrcls agaillst several dangerous diseases. A child 
II'ho is l101 imJllunized is Illore' likely to become undernourished, to 
heconl(' disabled, and to die. 

o lnullllnization protects children against some of the most dangerous 
diseases of childhood. A child is immunized by vaccines which are 
injected or given by mouth. TIle vaccines work by building up the child's 
defences. If the disease strikes before a child is immunized, 
immuni7.<1tion is too late. 

o A child who is not immunized is very likely to get measles and 
whooping cough.TIlese diseases can kill. I3ut even children who survive 
these diseases are weakened by thern.l1ley Illay not grow well. And 
they fllay die later from malnutrition or other illnesses. 

o ivleasles is also an imporiant cause of fllalnuuition, poor Illental 
growth. and blindness. 

o An unirnmunized child wi.1l almost certainly be infected with the polio 
vinrs. And for every 200 children who are infected, one will be crippled 
for life. 

o Tetanus gerllls grow in diriy cuts and kill most of Ule people who 
become infected· if !Jley are not inunwlized. 

o Breastfeeding is a kind of natural immurll2ation against several 
diseases. Some of Ule moUler's resistance to disease is passed to the child ' 
in her breastmilk, and especially in the Ulick yellow milk (called 
colostrum) which is produced during the fIrst few days after Ule birth. 

2 
ImJ1\unizatiol1 is urgellt. All immul1izatiol1s should be ('ompleted i 
the first yenr of the child's Ii/'e. 

o It is vital to inummize children early in life. Half of all deaUls from 
whooping cough, one third of all cases of polio, and a Quarter of all deaU 
from measles, occur before the age of one year. 

a It is vital for infants to complete the full course of immunizations, 
oUlerwise U1e vaccines may not work. Some vaccines need to be given 
only once. OUlers have to be given Ulree times, with a gap of at least fou 
weeks between each dose. 

a TIle important tiling for parents to know is that a child should be tak 
for immunization five times in tile fIrst year of the child's life: 

o at birth, or as soon as possible afterwards, babies should be 
immunized against tuberculosis 

o in countJies where polio is still a problem, newborn babies can also! 
given a dose of polio vaccine. ills is in addition to Ule Ulree doses giver 
at Ule ages of 6, 10 and 14 weeks 

o at the age of 6 weeks, parents should bring their babies for a first 
immunization against diphUleria, whooping cough, and tetanus. TIlese 
three vaccines are given together in a single injection called D PT. TIle 
fIrst of tilree doses of polio vaccine should also be given at Uus time 

o at the ages of 10 and 14 weeks, parents should retum for Uleir infant! 
to complete Ule full course ofDPTand polio vaccines 

o as soon as possible after the age of nine months, parents should brin 
theii' babies for immunization against measles. 

a Measles is one of Ule most dangerous of all childhood diseases. For 
Ule fIrst few monUls of life. tile child has some natural protection against 
measles.1l1is natural protection is inherited from the child's mother. It 
may prevent measles vaccination from doing its job. Uul after about nilH 
monUls, natural protection comes to an end.l1le child is now at risk fror 
measles and can and should be immunized. So it is vital to take a child f( 
measles vaccination as soon as possible after the age of nine 1ll0ntils. 

o If for any reason a child has not been fully immunized in tile first yeat 
of life, it is vital to have Ule child immunized as soon as possible. 
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1JllIU,\lJ\izati 01\ · --e ~essages 

1 

2 

Immunization protects against several 
dangerous diseases. A child who is not 
immunized is more likely to become 
undernourished, to become disabled, and 
to die. 

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. 

--.. - -IIIIA-

4 Every woman between the ages of 15 and 

44 should be fully immunized against 
tetanus. 
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~reastfeeui1\g , · ~-e ~essageS 

1 

2 

3 

4 

Breastmilk alone is the best possible food 
and drink for a baby. No other food or 
clIink is needed for about the first six months 
of life. 

Babies should start to breastfeecl as soon as 
possible after birth. Vuiually every mother 
can breastfeed her baby. 

Breast-feeding causes more m11k 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. 

5 

6 

- . -... -.. -.. - ---_ ... _----_ .. 

A variety of additional foods is necessary 
when a child is about six months aIel, but 
breastfeeding should continue well into the 
second year of a child's life and for longer if 
possible. 

Breastfeecling gives a mother 98% protection 
against pregnancy for six months after giving 
birth -If her baby breastfeeds frequently, clay 
and night, lfthe baby is not regularly given 
other food and drink, and lfthe mother's 
periods have not returned. 
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Inmumization schedule for infants* '!. 

AGE DISEASE TO DE IlIfM.1JNIZED AGAINsr 

Birth . Tuberculosis (and polio in some countries) --
6 weeks • Diphtheria, whooping cough. tetanus, polio 

10 weeks Diphtheria, whooping cough, tetanus, polio -_. 
14 weeks Diphtheria. whooping cough. tetanus, polio 
9 months ivleasles (12-15 months in industrialized countries 

I 
and polio in some countries) 

• N ntionaJ Immunimtlon JChcdul.,. ITlIO' di1Jer fIlWrtly from rounlIy 10 countJy. _._-

3 
o One of the main reasons why parents do not bring their children for 
immunization is tJlat tJle child has a fever. a cough. a cold. diarrhoea, or 
some olher mild illness on llle day tJle child is to be imlllunized. Even if 
the child \ ... ;lh a case of mild illness or malnutrition is brought for 
immunization. health workers may advise against giving tJle injections. 
'Illis is wrong ndvice. [( is now knO\vn that it is safe to imlllunize a child 
who is suffering fmlll a minor illness or malnutrition. 

\.) After nn 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. BreastJeeding is especially helpful. If tJle problem seems serious 
or lasts Illore than three days, the child should be taken to a healtJl centre. 

4 
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o [n many paI1s of the world, 1ll0tJlers give bill1l in unhygienic 
conditions. 'Ill is puts both mother and child at tisk from tetanus. a major 
killer of Ull' newboll1. If the mother is not immunized against tetaIlus. 
then one baby in every 100 will die frolll the disease. 

',) Tl'l;uIlIS gCllllS grow in c1it1y cuts. 'Illis can happen, for exalllp[e, if all 

unclean knife is lIsed to nit the umbilical cord or if ,Ulything unclean is 
put 011 the stump of the cord. (Anything used to cut the cord should first 
1)(' cll'alled ;llld tl1('11 boiled or heated ill a name nnd allowed to cool.) 

U tJle tetanus genns enter Ule mother's body, and if she is not iIllmuni: 
against tetanus, Ulen her life will also be at risk. 

o All women of child-bearing age should be inullunized against tetan 
All Women who become pregnant should check to make sure they ha\ 
been immuni7,ed ag-ainst tetanus, In this way, both mothers and their 
new-bom babie~ will be protected. 

o U a woman is flot already imlllunized. a first dose of tetanus vacciflf 
should be given as soon as she becomes pregnant. TIle second dose c 
be given four weeks after the first TIlis second dose should be given 
before Ule last two weeks of Ule pregJl(Ulcy. 

A third dose should be given 6 to 12 months after Ule second dose, or 
during the next pregnancy. 

l1lese tJlree tetanus vaccinations protect the moUler, and her newbon 
baby, for five years. All infants should be immunized against tetanus 
during tJle first year of life. 

o If a girl or a woman has been vaccinated five times again~t tetanllS. 
then she is protected against Ule disease Ulroughout her years of 
child-bearing. Any children she may then have \vil! also be protected fl 
the first few weeks of life. 
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o fvlothers employed outside the horne need adequate maternity leave, 
breastIeeding breaJ(s dllling the working day, and creches where their 
babies can be looked after at the workplace. So employers and trade 
unions 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 lllany tiring tasks. 

o I3reastIeeding can be an opportunity for a mother to taJ(e a few minutes 
of much-needed resL 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 he produced. A baby needs to 
slick frerlllcnlly nl the hrellsl so that enough breastmilk is 
produced to meet the baby's needs. 

o From hi/ih, the baby should breastfeed whenever he or she wants to­
often indicated by crying. Frequent sucking at the breast is necessary to 
stimulate the production of lllore breastmilk. 

o frcquent sllcking helps to stop the breasts from becoming swollen 
and painful. 

o 'Topping up' bre;lstmilk feeds WiUl milk-powder solutions, infant 
fonllulas, cow's milk, w<lter, or other drinks, reduces the amount of milk 
the baby lakrs frollltlw breast. 'Illis leads to less breastmilk being 
prodllced-nle lise of a bottle to give other drinks can cause Ule baby to 
slop bre;lstfeecling cOlllpletely.lt can also confllse Ule baby because the 
slicking action of bOllldeeding is very different from sucking at the 
brcast. Babies who arc confused between slicking at Ule breast and 
slicking at the bottle Illay drink less breaslmilk. 11lis will cause less 
breastmilk to be produced. 

4 
Ilrraslfecding helps to proted babies and young children against 
dangerolls diseases. Bottle-fecding can lead to serious illness and 
death. 

C) HI eastmilk is Ihe haby's first 'immunizalion'. It helps to protect the 
baby against ciianhoea, coughs and colds, and other common illnesses. 
'nle protection is greatest when breastmilk alone is given to Ule baby for 
;J\Joullhe first six monlhs 

o Cow's milk, infant [omlulas, milk-powder solutions, maize gmel and 
oUler 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 wate. 
is boiled and the bottle and teats are sterilized in boiling water before 
each feed. TIle more often a child is ill, the more likely it is Ulat he or slH 
will become malnourished.TIlat is why, in a community without clean 
drinking water, a bottle-fed baby is many times more likely to die of 
diaJThoea than a baby fed exclusively on breastrnilk for about the first si: 
months. 

o MoUlers should be helped to breastfeecl their babies. If for any reaso 
a mother does not breastfeed, tllen she should be helped in oUler ways 1 
give her baby good nutrition and protection against disease. 

o TIle best food for a baby who, for whatever reason, cannot be 
breastfed, is milk squeezed from the maUler's breasl It should be given 
in a cup that has been very well cleaned. Cups are safer than bottles and 
teals because Uley are easier to keep clean. 

o TIle best food for any baby whose own maUler'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 prepareclusing 
water Ulat has been boiled and then cooled. 

o Cow's milk, infant formula, or milk-powder solutions can cause poor 
growtll if too much water is added in order to make them go fllrther. 

o Cow's milk and milk-powder solutions go bad ifleft to stand at room 
temperature for a few hours. I3reastrnilk can be stored for at least eight 
hours at room temI~rature without going bacl. 

o In low-income communities, the cost of cow's milk or powdered milk 
plus bottles, teats, and Ule fuel for boiling water, can be as much as 2S-5C 
of a family's income. 

5 
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 Jlossible. 

o Allhollgh children need additional foods after abolltthe first six man I 
of life, breastmilk is still an important source of energy and protein. and 
other nutrients slIch as vitamin A, and helps to protect against disease 
during the child's second year of life. 
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Brcastmilk alolle is the best possible food and drink for a baby. No 
olher food or drink is needed for about the first six months of life. 

o From ~le Illoment 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 formula, milk­
IX)wder solutions, and cereal gruels, are inferior. 

o Even in hot, dry climates, breastmilk contains sufficient water for a 
}'ourlg bab}"s needs. Additional water or sugary drinks are not needed to 
quench the baby's thirst. 'nley can also be hannful. If the baby is also 
hriven \\'ater, or drinks made with water, then the risk of gelting dialThoea 
alld other illnesses increases. 

o 011]('1' (oods ;Jlld drinks are necessary when a baby reaches lhe 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 freqllen~y, then lack 
of weighl gairl shows either that the child has an illness or that other 
foods, in addition to breastmilk, are now necessary. 

o lIntilthe age of nine or ten months, ~le 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 shollid start to breaslfeed as soon as possible after birth. 
Virtually erel')' llIot.her can brell,~t.reed her hahy. 

o MOlhers amlnewbom babies should not be in different rooms. 'Ille 
bahy should be ;Jliowed to Slick at the breast as often as he or she wants. 

o If a mother gives birth ill a maternity unit, tilen she has a right to 
expect that her newbolll baby will be kept near her in the same room, 

2'1 hOlirs a day, and Ih'll no oiller fnod or (hinl{ \\illl)(' j.!ivpnlo her bab 
except breastmilk. 

o Starting to breastfeed immediately after birth stimulates the 
production of breastmilk. Breastfeeding should begin not later than a 
hour after the delivery of the baby. 

o 111e thick yellowish milk (called colostrum) that the mO~ler produ 
in the first few days after birth is good for babies. It is nutritious and h€ 
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'. [n 
some countries, mothers are advised nol to feed this colostnrm to thei 
babies. 'Illis advice is wrong. 

o Many tnO~lers need help whcnlhey begin lu breaslfeed, especiall~ 
the baby is their first. An experienced and sympathetic adviser, sllch 2 

WOIllan who has successfully breaslfed, can help a mother avoid or so 
many COIllmon problems. 

o 'Ille position of the baby on the breast is very importanl A bad SlIC 
position is the cause of problems such as: 

o sore or cracked nipples 

() not enough milk 

o refusal to feed. 

o Signs lhat the baby is in a good position for breastfeeding are: 

() Ihe baby's whole body is tumed towards the mother 

l) the baby takes long, deep SliCks 

l) the baby is relaxed and happy 

l) 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 

I) the baby Slicks as often, and for as long, as he or she wants, includ 
dllling the night. 

o Crying is not a sign that a baby needs artificial feeds. It nonnally 
means that the baby nceds to be hPid fUld llJ(ldled more. Some bahie 
need to suck the breast simply for comfort. If the baby is hungry, Illor 
sucking ,vill produce more breastmilk 

o Mothers who are not confident that they have enough breastmilk· 
!,rive their babies other food or orillk in the first few months of life. BUI 
means that the baby sucks at the breasl less often. So less breastmilk 
produced. To stop this happening, mothers need 10 be reassured that 
~ley can feed their young babies properly wilh brcasllllilk alone. '/lley 
need the encouragement ancI practical sUPlxlIi of their families, the cI 
fatller, neighbours, fIiends, 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 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. 

6 

7 

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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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, 

IUDs, and voluntary sterilization -do not affect breasUeeding. 'Minipil1s' 

and injectable coptraceptives also have no effect on breastmilk providing 

that they contain no oestrogen. But conventional contraceptive pills can 

reduce the amount ofbreastmilk. 

o Babies get ill frequently as they learn to crawl. walk. and play. A child 

who is ill needs breastrnilk. It provides a nutritious. easily digestible food I 

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 

ti)is time, all children need other foods. In the second year of life, 

breasUeeding should be an addition to, not a substitute for, nonnal meals .. 

o Breaslfeeciing also comforts a child when he or she is frightened, hurt, 

angry, or tearful. 

6 
OreasLfeeding gives a mother 98% protection against pregnancy 

for six months after giving birth - if Iter baby breastfeeds 

frequently, day and night, if the baby is not regularly given other 

food find drink, and if the mother's periods have not returned. 

o It is now known that the sucking of the baby on ti1e mother's breast : 

causes a delay in the return of the mothers fertility. For some women, I 
breilstfeeding delays tlle return of menstrual periods for up to 12 months­

or even longer. For other mothers, menstrual periods return only three 

or fOllr monUls after giving birth. 
! 

o How often the baby sucks at tlle mother's breast is the most important 

fact in deciding how long it will be before the mother's periods renun. 

If a baby sucks very frequently at the breast (whenever the baby wants to, 

including at night) tJ)efl tile return of the mother's periods will be delaYed 

for much longer. Out if breastfeeding is restricted to a regular rounne, 

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 bClby may sllck Jess often at the breast and the mother's periods are 

likely to return much sooner. 

o 'nH~ return of menstnwl periods lets the mother know that she can 

bC{:ome pregnant again. 

o It is possible for a mother to become pregnant again before her 

monthly period retulllS. 'f11is becomes more likely when six months have I 

-.. 
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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 Ule 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 bom. If the child is 

born at home, trained birth attendants can also give advice on family 

planning. 
. 
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o If the child is already being breastfed frequently, then failur~,1o gain 
weight shows that other foods in addition to breastmilk are now 
necess<uy. 

o For an infant who continues to grow well, additional food may not be 
necessary untih~even or even eight months. Mer tha~ aU children need 
other foods in addition to breastmilk. 

o TIle baby should be breastfe<1 be/ore being given other foods so that 
the mother will have more breastmlll< 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 TIle greater the variety of foods tlle child eats, the better. 

4 
A child under three years of age needs food live or six times a day. 

o A child's stomach is smaller than an adult's, so a child canna! 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. 
TIle answer is: 

() feed the child frequently. five or six times a day 

o enrich the child's gnJel or 1)Qllidge Witll mashed vegetables and a little 
oil or fat. 

o A child's food should not be left sta.nding 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 -fnJits, 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. 

5 
A child under three years of age needs a small amount of extra fat 
or oil added to the famlly's ordinary food, 

o '111e family's n0I111<11 food needs to be enriched to meet the special 
energy needs of the child.ll1is means <1c1ding mashed vegetables and 
SIll<lll <1mOllnts of fats or oils -butter, ghee, vegetable oil, soya oil, coconut 
oil. com oil, gToundnut oil. or crushed nuts. 

o Breaslmilk also enriches a child's diet, and breastfeeding should 
continuc, if possible, until well into the second year of a child's life. 

----- --- -~- ---- ----

6 
All children need foods rich in vitamin A - breastmilk, green leaf 
vegetables, and orange-coloured fruits and vegetables, 

o Over 200,000 children go blind each year because they do not have 
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. 

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 If a child has had diarrhoea or measles, vitamin A will be lost from t 
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 Ie 
a week. 

o One of tlle most important skills of a parent is tlle skill of stopping 
illnesses from holding back a child's growth. ln times of illness. and 
especially ifthe illness is diarrhoea or measles, the appetite falls and Ie­
of the food tllat is eaten is absorbed into the body. If this happens seve, 
times a year, the child's growth will be held back. 

o So it is essential to encourage a child who is ill to eat and drink.llli: 
be difficult if tlle child does not want to eat, so it is important to keep 
offering food the child likes, usually soft, sweet foods. a little at a time a 
as often as possible. Breastfeeding is especially important. 

o When tlle illness is over, extra meals should be given so that the ch 
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 tlle same weight as 
when tlle illness began. 

o If illness and poor appetite persist for more tllan a few days, the chil 
should be taken to a healtll worker. 

o It is also irnpot1ant to protect a child's growth by preventing illness: 

o give a child breastrnilk alone for about the first six months ofHfe. 
Then introduce otller foods, and continue to breastfeed 

o make sure your child is fuUy immunized before tlle age of one year 

o aly.rays 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 
('\'ery month. If there is no weight gain for two months, something 
is wrong. 

o I~eglliar month Iy weigh t gain is the most important sign of a child's 
overall health and development. It is Ule child's own weight gain which is 
illlfX,lrtant, not how the child compares in weight to other children. 

o It is therefore important to weigh young children every month. If a 
child does not gain weight over a two-month period, then parents and 
health workers should acL TIle child is being held back eiUler by illness, 
or poor food, or lack of attention. TIle following paragraphs cover the 
most likely Gluses of poor growUl, and the most important actions 
parents can take to keep a child growing well. 

o Breastfeecling helps protect a baby from common illnesses and ensure 
its growth for Ule first few months oflife, A full course of immunizations in 
the first year of life is also essential - it protects against diseases which 
cause unclemutrition. 

o When additional foods are given, Ule risk of infection increases. From 
now on, it is specially imfX,lrtant to check that Ule child is putting on 
weight regularly from one monUl to Ule next If a child under the age of 
three is not gaining weight, and if Ule child has good food, these are the 
10 most illlfX,l11ant questions to ask: 

,) is the child eating frequently enough? (a child shoulcl eat five or six 
times a clay) 

~) do the child's meals have too little energy in Ulem? (small amounts of 
oil or fats should be <ldcled) 

',) is the child freqllciltly ill? (needs medical attention) 

'J has the child been refusing to eat when ill? (needs tempting to eat 
when ill and extra meals to catch lip afterwards) 

.. -,.. 

o is the child getting enough vitamin Ai (needs dark green vegetables 
every day) 

o is the 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 dewomling medicine from heal! 
centre) 

o is the child alone too much? (needs more stimulation and attention) 

Recording the child's weight witi1 a dot on the child's 'growth chart' anI 
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 C<1l1Se for concem. A downward line is 
sllre sign Ulat all is not well with the child. A child who is given only 
breastmilk will almost always grow well in Ule first few months oflife. 
Seeing this good progress on a growth chart helps give Ule moUler 
confidence, 

2 
Breastmilk alone is the best possible food for abollt the tirst six 
months or a child's lift'. 

o From Ule moment of birth lip to Ule 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 Ule 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 ahout six lIlollths. lIH~ child IH'('ds oth('r foods in 
addilioll to breastlllilk. 

o At the age of about six mOllth s, most infants need other foods in 
addition to breastrnilk. Before the age of six monUls, an infant who is n 
gaining enough weight may need more'frequent breastfeeding. 
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1 
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 Dian-hoea is dangerous. Roughly one in every hvo hundred children 
who get diarrhoea will die from it 

o Iviost often, dialThoea kills by dehydration. TIus means that too much 
liCJuid has been drained out of the child's body. So as soon as diarrhoea 
st;lJ1S, 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 liqtlid during 
dian-hoea are: 

,) breastmilk 

) !"TJ1IeiS (mixtures of cooked cereals and water) 

) soups 

l) lice water 

o fresh fnlit juices 

,) weak teas 

o green coconut water 

o water from the cleanest possible source (if possible, brought to the boij 
,md then cooled) i 

i , 
.) oral rehydr~tioll salts solution. 

o In almost all cOlJlluies, special drinks for children wiUl diarrhoea are I 

available in ph,Ulllacies, shops, or health centres. Usually, Ulese come in : 
the fOJln of packets of oral rehydration salts (ORS) to be mixed with tJlC 
recommended amount of clean water (see box). AltJ101lgh ORS is 
especially made for the treatment of dehydration, it can also be uscd to 
preVf'nt dehydr'ltj(JJl. 

Do not add ORS to liquids such as milk, soup, fnlit juice or soft drinks. 

o If ORS is not available, dehydration can be treated by gi\1ng the child 
drink made from four level teaspoons of sugar and half a level teaspoon I 

salt dissolved in one litre of clean water. 

TIlis is less salt and less sugar than recommended in the first edition 
of Facts/or LI/e. 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 
Ule treatment more effective. But too much sugar can make the 
dianhoea worse and too much salt can be hannful to the child. 
'I11erefore a more dilute fonl1ula is now recommended. If the 
mixture is made a little too dilute, no hann 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 qUaJier and a half of a large cup for a child under tJle age 
of two 

c) between a half and a whole laJ-ge Clip for older children. 

o 'Ille drink should be given directly from a cup or by a teaslX)on -not 
from a feeding bottle. If the child vomits, wait for 10 minutes and then 
begin again, giving tJle drink to tJle child slowly, small sips at a time. 

o Extra liquids should be given until the dianhoea has stopped. This \ 
usually tal<e between tJlree and five days. 

ORS - a special drink 

A special drink for dianhoea CaJ1 be made by using a packet of oral 
rehydration salts (ORS). TIlis drink is used by doctors and health 
workers to treat dehydrated children. But it can also be used in the 
horne to prevent dehydration. 

I) Dissolve the contents of the packet ill the amount of water 
indicated on the packet. If YOllUSC too little water, the drink could 
lllru<e the dialTllOea worse. If you use too much water, lile (hink will 
be less effective_ 

I) Stir well, aJl(l give to tJ1C child to drink in a cup or feed WiUl a spoon 
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1)iarrl\oea i~ Nlessages, 

Diarrhoea 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. 

A child with diarrhoea needs food. 

When a breastfed child has diarrhoea, it is 
important to continue breastfeeding. 

A child who is recovering from diarrhoea 
needs an extra meal every day for at least two: 
weeks. i 

Trruned help is needed if diarrhoea is more 
seIiolls U1aIl usual, if it persists for more than i 
two weeks, or if there is blood in the stool. I 

'- .. 

6 
7 
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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 Ineasles, 
by using latrines, by keeping food and water 
dean, and by washing hands before touching 
food. 

• • ~----.. "\ .. \ 
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Diarrhoea can be prevented by breastfeeding, by inununlzing 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 genns from faeces entering the mouth. These 
genns 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 
genns 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 I 
o if a milk-powder solution or cow's milk has to be used, give it to the child 
from a cup rather than a bottle : 

o use the cleanest water available for drinldng (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 sure to put children's 
faeces in a latrine inunediately(or bury them). (Children's faeces are even 
more dangerous to healUl Ulan 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 genns 

o if possible, food should be thoroughly cooked, and prepared just befor, 
eating. It should not be left standing, or it will collectgenns 

o bury or bum 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 
lllere is no vaccine to prevent ordinary diarrhoea 
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A child with diarrhoea needs food. 

o It is often S<lid that a child with diaJThoea sliould not be given any food 
or dIink while the diarrhoea lasts. TIus advice is wrong. Food can help to 
stop tlle diarrhoea Also, diarrhoea can lead to serious malnutrition un­
less parents make a special effort to keep feeding the child during and 
after tlle illness. 

o A child \vith diarrhoea usually has less appetite, so feeding may be 
difficult at firsl 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, weI/-mashed mixes of 
cereal and beans, or cereal aJ1d welkooked meat or fish. Add one or hvo 
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 tlle child five or six tinles a day. This diet should be continued if 
tlle child has diarrhoea 

3 
When a bre/lStfed child has diarrhoea, it is lnlportant to continue 
hrcltsL[cewng. 

o 1\ lothers are sometimes advised to give less breastmilk if a child has 
diarrhoea TIlis is wrong advice. I3reastfeeding should continue -and if 
I)()ssible 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. 

4 
A child who is recovering from diarrhoea needs an extra meal 
evcry day for nt IC/lSt two weeks. 

, 

I 
o Extra feeding after the diarrhoea stops is vital for a hIli recovery. At ,: 
this time, the chilli has more appetite and can eat an extra meal a day for 
at least a week. 'Illis Wl11 help tlle child to catch up on the food 10st' 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. 

_~~ ________________ ~_ ..... _~~ _________ = ___ 0- ~_~_~~_C_C ________ O~C" 

o Breastfeeding more frequently than usual also helps to speed up 
recovery. 

5 
Trained help Is needed if diarrhoea is more serious than usual, I 
it persists for more than two weeks, or if there is blood in the s(;J 

o Parents should seek help from a health worker without delay if the 
child: 

o has a fever 

o is extremely thirsty 

() will not eat or drink normally 

o vomits frequently 

o passes several watery stools in one or two hours 

o passes blood in the stool (a sign of dysentery) 

o if the diarrhoea persists for more than hvo weeks. 

o If a child has any of these signs, qualified medical help is needed 
quickly. The doctor or health worker will give the child a drink made \\ 
special oral rehydration salts (see bar). In the meantime, keep trying 10 
make tlle child drink liquids. 

6 
Medicines other than ORS should not be used for diarrhoea, 
except on medical ad\lce. 

o Most medicines for diarrhoea are either useless or hamlhd. TIle 
diaJThoea will usually cure itself in a few days. TIle real danger is usuall 
nol 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 
diaJThoea with blood in the stool. Other drugs should not be used. 
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TIle risks of childbirth can be drastically 
reduced by going to the nearest health 
worker for regular check-ups during 
pregnancy. 

A trained person should assist at every birth. 

To reduce the dangers of pregnancy and 
childbirth, all families should know the 
wal111I1g sIgns. 

All woman need more food duting pregnancy. 
All pregnant women need more rest. 

Spacing pregnancies at least two years apart, 
and avoiding pregnancies below the age of 18 
or above the age of 35, drastically reduces the 
dangers of child-bearing. 

6 
7 

Girls who are healthy and well fed duting 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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TIlnesses can be prevented by washing 
hands with soap and water after contact 
with faeces and before handling food. 

TIlnesses can be prevented by using latrines. 

TIlnesses can be prevented by using clean 
water. 

illnesses can be prevented by boiling 
dIinking 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 

lllnesses can be prevented by keeping food 
clean. 

lllnesses can be prevented by burning or 
burying household refuse. 



'7:":. 
~ 

Warning signs de\'cloplng during pregnancy: .. 

o failure to gain weight (at least 61dlos should be gained in pregnancy) 

o paleness of inside eyelids (should be red or pink) 

o unusual sw~llillg of legs, rums, or face. 

Four signs which mean get help Immediately: 

o bleeding from the vagina dwing 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, tJlere are no warning signs in pregnancy. 
11lerefore all couples should know - i1l adva1lce - where the nearest 
hospital or maternity llIlit is to be found and how to get there. In case 
problems arise dwing labour, the father-to-be should make advance 
arrangements for moving tJle mother-to-be to the nearest hospital or 
maternity unit In particular, transport should be arranged in case it is 
needed. 

4 
. \11 IIOIIIPi! 111'I'd 11111/"1' I'Il"II dlll'ill!! PI'l'gll:tIl(',\', All Pl'l'gll:!lIt \\'01111'11 

1I1'I'd 1111111' n·.;!. 

; 0 1lle husband and family of a pregnant Womrul should ensure tJlat 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 tJle tJlfee montJls 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. 111ere is 
no reason to avoid any of tJlese 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'1 
and to try to gain a total of 8-10 kilos before the baby is born. 

5 
Hpadllg pl'l'gllalld(~s allt'asl 1.1\'0 .\'1' a 1'." aparl, alld awilling 
prcgnllncics hclow lhe agc or IH or allo\'t' thl' age or :Hi, dmsliru 
redll('es lhe dllllgnl's or ('hild·lll'arillg, 

o One of the most effective ways of reducing the dangers of pregnane 
and childbirth - for both mother and child - is to plan the timing of birth 
TIle risks of child·beating are greatest when the mother·to-be is under 
or over 35, or has had four or more previous pregnancies, or when thel . 
is a gap ofless than two years since the last birth. 

o Avoiding births by having an unsafe abortion CaJ1 be very dangerou 
llIega! abortions carried out by untrained persons kill between 100,00( 

and 200,000 women every year. 

6 
Girls who are healthy ullCill'cll rcd during lheir own childhood HI 
t.eenage ycars havc rewer prolllt'ms ill pn'j.{lIaIH',\' and C'hildhirlh. 

o Safe and successful childbearing depends most of all on the health i 
readiness of the mother-to-be. So special attention should be paid to till 
health, feeding, and education of adolescent girls. TIle first pregnancy 
should wait until at least the age of 18 . 

7 
II' a \\'oJIIllnwho is Jll'l~gllant smokes, or lal,,'s akohlllllr drllj.{s, II 
child lIIay he dumagl'd in the wOJllh. 

o A pregnant womaJ1 CaJ1 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 necesS( 
and presaibed by a trained health worker, 
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1 
The risks of childbirth cm] 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 be avoided if 
the mother-to-be goes to a healtll centre as soon as she believes she is 
pregnanl A health worker will help ensure a safe birth and a healthy 
baby by: 

o checking tllC progress of tlle pregnancy so tllat 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 boili mother 
arld child 

o giving tablets to prevent arlaemia CtJlin blood') 

o giving the two injections which will protect the mother and her 
I1cwbolll baby against tetanus 

o checking thal tile baby is growing properly 

() giving anti· malarial tablets wherc necesSaIY 

o pre paling the motiler for tlle expeJience of childbirt1l illlci giving 
advice on breastfeeding and care of the newbol11 

o advising on where to go or how to get help if problems arise during 
childbiliJl 

o advising on ways of delaying the next pregnancy. 

2 
/\ traiJll'rl,Jl')"SIlJl should assist at every hirth, 

o A trained birth attendant will know: 

o when labour has gone on for too long (more tllaIl 12 hours) and a 
move Lo hospital is necessary 

,. ... 

o how to keep the birth clean and reduce the risk of infection 

o how to rut the cord cleanly and safely 

o what to do if the baby is being bom in the wrong position 

o what to do if too much blood is being lost 

o what to 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 

o how to help the mother prevent or postpone another bilth. 

o [f serious problems arise dwing childbirth, a urtined birth attendant 
will know when medical help is needed and how to get iL 

3 
To n'(itwl' !.Ill' dang('rs or /In'gllan('.\" afld (,hildllirlil. all ralllilies 
should kllow fhp lI"HrJlillg signs. 

o With any pregnancy, it is impor1ant to ask the advice of a health 
worker about where tJle baby should be bam arId who should attend the 
birth. If a family knows that a birth is likely to be diffiC1.llt or risky, it may 
be possible to have the baby in a hospital or matemity clinic. Or it may be 
possible to move, temporarily, closer to a clinic or hospital so that tlle 
mother is \vithin reach of medical help. 

o So it is important for pregnant women, their husbands, arld otller 
family members to know the signs which indicate that extra care, and 
regular visits to a healili worker, are needed. 

Wllhling signs before pregnrulCY begins: 

o an interval of less than two years since tile last Oilth 

o Illotller-to-be is less UUill 18 or more than 35 years old 

o motller-to-be has had four or more previous children 

o moilier-to-be has had a previous baby weighing less than 2 kilograms 
at birth 

o moUler-to-be has had a previolls difficult or Caesarian birth 

o mother-hbe has had a previous premature birth 

o rnotller-to-be has had a previous miscarriage, abortion or stillbirth 

o mother-to-be weighs less than 38 kilogrhms before pregnancy 

o motller-to-be is less Ulilll 145 cm in heighL 
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1 
Becoming pregnant hefore the age of 18, or after the age of 35, 
increases the health risks for both mot.her and child. 

o Every year owr 1""[ a million women die from problems linked to 
pregnancy and chilclbilih.leaving behind over 1 million motherless 
children. i'.'lost of these cleaths could be prevented by acting on Loday's 
knowledge about the iJJlIXll1ance of planning pregnancies. 

All ~~r1s should be allowecl Ule time to become women before becoming 
lIlothers. [n societies where many girls many 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 pregn,mt before Ule 
<lge of 18. A wOlllan is not physically ready to begin bealing children until 
she is about 18 years of age. Gabies bom to women younger UlaIl 18 are 
lIlore likely to be bom too e<lriy ancl to weigh too litUe aL birth.111e birth 
itself is likely to be more difficult. Gabies born to 1110thers who are too 
young <Ire also Illuch more likely to die in the first year of life.111e risks to 
the mother's own health are also greater. 

o After the age of 35. the healUllisks of pregnancy and childbilih begin 
to increase ag'lin. If ,I woman is over the age of35. and has had four or 
1110re previolls preg11i1ncies. Ulen another pregnaI1C)' is a serious lisk to 
her 01\11 health and Ulat of her unb01l1 child. 

2 
Thr risk of (\rath for young ehil(lren is increased by about 50% if 
the space hetweel\ births is less than two years. 

o For lile hc~\th of both mothers and children. parents should wait until 
their YOllngest child is allc;]st two years olel before having another baby. 

o Children bOIll too close together do not usually develop as well. 
physically or menIally. as children bom alleast two years apali. 

o One of the greatest threats to the health ,Uld growth or a child unde 
the age of two is Ule bilih of a new bahy. BreasLfeeding stops lou 
suddenly. and the motiler has less time to prepare the special foods a 
young child needs. Also. she Illay not be able to brive the ulder chilcltht 
care and attention he or she needs. esp('cially dllJing illness. A", a resul 
Ule child often fails to grow and develop properly. 

o A moUler's body needs two years to recover fully frOl11 pregnancy a 
chilclbiJill. 'nle risk to the moUler's healUI is therefore greater if the ne 
bilill follows too closely upon the last. 111e mother needs to give herse' 
time to get her strength and energy back before she becomes pregnan 
again. 

o If a wOlllan becomes pregnant before sl\(' is flilly recovered frolll 
healing a previolls child. there is a higher chalIce th<lt her new baby \\1 

be hom too early and too light in weight. L[)w·birth·weight babies are I. 
likely to grow well. more likely to fall iU. and four tillles 1110re likely to d 
in the first year of life tllan babies of nOJlnal weight. 

3 
Having more (hall 1'0111' childn'n incrl'as('s the hpalth risks of 
pregnancy and childhirth. 

o Arter" WOIIJ,1I1 has had [our l'ilildn·lI. (111111('1' prt')..!'II;Jllci,·s blillg 
greater lisks to the life and he<tltll of both Inother and child 

Especially if Ule previous birtlls have 110t been spaced mOll' thall two 
years apali,' a woman's bouy can easily become exhausted by repeated 
pregllaI1C)'. childbirth. breastfeeding. ancllooking after small children. 
further pre!,rnancies usually l11ean tllat hel own health begins to suffel 

o After fOllr pregnaIlCies. Ulere is all increased lisk of selious health 
problems such as anaemia ('thin blood) and haenlOlThagc (heavy los~ 
blood). 'nle lisk of giving bilill to babies with disabilities. or with low 
buill weight. also increases after foul' pregnancies and after the moUle 
reaches the age of 35. 

4 
There are many sal'e and aC(,l'ptahle ways 01' avoiding pregnanc., 
Family planning sen'lees can givc couples the knuwlcdge and th, 
mcans to plan whcn to hegin haring children. how far apart to Ii 
thelll, and \\'hen to stop. 

o Most healUl clinics can offer different ll1('thods of famil}' planning s 
Ulat all COli pies can choose a method which is accept;JlJle, "Ifl'. 
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rruuillg ~irthS deS 
· --e M-essar, 

Becoming pregnant before the age of 18, or 
after the age of 35, increases the health risks 
for both mother and child. 

TIle risk of death for young children is 
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. 

J, 

4 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. 

-------"-------
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convenielJ~ and effective. Couples should ask advice about the mOet 
suitable means of family planning from the nearest trained health worker 
or fanlily planning clinic. 

Some methods of family planning. such as condoms and contraceptive 
pills. may also be available from pharmacies and other shops. 

o Family piaruting 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. 

=~U~----=~ __ ~_ _ _______ . ________ ,___ _ ____ ~ .. ~ ___ ~_<_. __ ., ___ .__ _ ____________ ,__________ _ ______ ===--~_=___== __ .~~_==_~~~_._~_= ~_~___==_ __ ._ • 

... ~~~-~.. ... ._ -0. 
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Alina Baciu 

Training Coordinator 
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Dr. Boateng Wiafi 
Medical Director 

Field Supervisors (3) 

~ Temporal Workers 
(Temporary MOH Workers) 
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Organizational Chart 

Dr. Joyce Cook 
Project Director 

-' 

Maxwell Mwenitete 
HIS Coordinator 

I 

Gorge Borr i sow 
Logistics Manager 
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[Driver II Custodial/watchmen 

Secretary 
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JOB TITLE: DIRECTOR, CHILD SURVIVAL PROJECT 

PRINCIPAL DUTIES AND RESPONSIBILITIES: 

I. 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, PVOs, and other pertinent officials 

KNOWLEDGE. SKILLS. AND EXPERIENCE REQUIRED: 

Graduate degree in health or related fields, business administration or related fields. At least three years 
experience working in a developing country. 

1 
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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 RESPONSIBILlTIES: 

1. Keep all vehicles in good working order. 
2. Handle all purchasing for the ADRA Child Survival Project. 
3. Help all the movement of people. 
4. Make deliveries as required. 
5. Assist in organizing of seminars and conferences. 
6. Keep bicycles in good working order. 
7. Estimate requirements for supplies and equipment in advance and make arrangements for purchases. 
8. Assist in the procurement and distribution of payroll. 
9. Keep ADRA Country Director informed of all accidents and major repairs. 
10. Maintain established department policies, procedures, objectives, quality assurance, and safety at all 

times. 
11. Maintain appropriate records and reports. 
12. Ensure security of all property belonging to ADRA. 
13. Detect fraud and abuse, then report to ADRA Child Survival Manager. 
14. 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 . 
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JOB TITLE: TRAINING COORDfNATOR 

BRIEF SUMMARY: 

Coordinate all training sessions for/by project staff, CHWs, TBAs, MOH personnel. 

PRINCIPAL DUTIES AND RESPONSIBILITIES: 

I. 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 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 offield practicurnlinternship requirement) in 
Public Health. 
One year of international experience minimum. 

I i 
" 
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JOB TITLE: FIELD SUPERVISOR (MCHlFP 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. 

4. 

S. 

6. 

7. 

8. 

9. 

lO . 

To plan, organize, implement, supervise, and evaluate preventive and health promotive programs in the 
project area. 

To participate in the recruitment, training, and supervision ofTBAs and CHWs (as pertaining to their 
work on MCHIFP matters). 

Meeting with and training church leaders, CBDs, community and religious leaders on Family Planning. 

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 other agencies/projects involved in Family planning, 
especially the CBDs of the ADRAIMwami Family Health Services project. 

To conduct regular visits to villages to ensure the optimal functioning" of the rural health team (CHWs 
and TBAs). 

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 
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JOB TITLE: FIELD SUPERVISOR (NUTRITION, COD, AND EPI COORDINATOR) 

BRIEF SUMMARY: 

Provide supervision and support for the project's nutrition, COD and EPI training and interventions. 

PRINCIPAL DUTIES AND RESPONSmILITIES: 

I. 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 ofCHWs and TBAs (as pertaining to their work on COD, 
EPI, and nutritional matters). 

5. To function as an effective and efficient team member of the (,hild 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 RESPONSmILiTlES: 

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 ofCHWs and TBAs (as pertaining to their work on 
mY/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 ofHIV/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: 

I, Obtain specific authorization from Manager for each trip. 
2. Insure that vehicle log and other required forms are completed for each trip. 
3. Value, and drive in such a way as to maintain comfort and well-being. 
4. Drive in a manner and at a speed that is reasonable and prudent under existing conditions. 
5. Before moving vehicle, check all fluid levels, tires and safety equipment for condition, Make necessary 

conditions before driving. 
6. 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 unload 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 alI times. 
13. 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 alI times. Must have previous experience and a good driving record. 
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Joyce A. Cook 

Education: 
1988 Ed.D., Health Education 

The University of Tennessee, Knoxville, TN 

1983 Masters ofHblth Education 
i I 

tJniversity of Florida, Gainesville. FL " ,I:. 
, I' 
I !: 
! . 

1970 Bachelor of Arts, Religion 
Southern College of Seventh-day Adventists, Collegedale, TN 

Experience: 
Dec. 1995- Project Director, Child Survival 
Present Adventist Development and Relief Agency, Zambia 

July 1992- Project Manager, Child Survival 
Nov. 1995 Adventist Development and Relief Agency, Malawi 

I 
II 
! 

1988-1992 Assistant Professor, Health Education 
University of Nebraska at Omaha 

.>. 

1985-1988 Graduate Teaching Associate, Health Education 
If The University of Tennessee, Knoxville, TN 
j, 

I, 

1984-1985 Elementary School Teacher 
': 

Japan Overseas School, Yokohama, Japan 

1983-1984 Elementary School Teacher 
Korean Union Foreign Schoo~ Seou~ Korea 

, 

:~ , 



RUTH (KAMWENDO) WIAFE, RN, RM 

Education: 

1977-1982 RN, Registered Midwifery Certificate 
Maluti Adventist Hospital, Mapoteng, Lesotho 

Experience: 

1985 -1986 Mwami Adventist Hospital, Chipata, Zambia 

1985 Yuka Adventist Hospital, Kalabo, Zambia 

1982 - 1984 Malamulo Hospital, Makwasa, Malawi 

1982 Maluti Adventist Hospital, Mapoteng, Lesotho 

• 

• 

• 



Education: 

1996 

1993 

Experience: 

1995-1996 

1993-1994 

1991-1993 

1991-1992 

1991 

ALINA B. BACIU 

M.P.H., International Health (candidate) 
Lorna Linda University School of Public Health, Lorna Linda, California 

BA, English 
Pacific Union College, Angwin, California 

Secretary 
Epidemiology Department, Lorna 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 
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Education: 

1995 

1985 

1983 

1963 

1967 

Experience: 

1982-present 

1976-1982 

1967-1976 

1967 
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MAXWELL MWENITETE 

Completed Workshop on the Elimination of Leprosy 
Ministry of Health, Zambia 

TBlLeprosy 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/TBlLeprosy Control Officer 
Mwami Adventist Hospital 

Medical Assistant/TBlLeprosy Control Officer 
Fiwila Mission, Zambia 

Medical Assistant 
Kabwe Hospital, Zambia 

Medical Assistant 
Yuka Adventist Hospital, Western Province, Zambia 



Education: 

1994 

1992 

1972 

1970 

Experience: 

1970-present 

.. :0 .• 

JEROME MUSANGO KA YUMBA 

Certificate in the Control of STOs 
Chainamo Hospital, Lusaka, Zambia 

Certificate of Specialized Training in STOI AIDS 
Lusaka University Teaching Hospital 
Zambia Ministry of Health, in conjunction with WHO, USAlO, UNICEF 

Medical Assistant Certificate 
Tanga Medical Training School, Tanzania 

Medical Assistant Certificate 
Malamulo Adventist Hospital, School for Medical Education, Malawi 

Medical AssistantlRegistered Clinical Officer 
Mwami Adventist Hospital 
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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 practise safer sex. This 
means either sex without intercourse 
(penetration), or intercourse only when 
protected by a condom. 

Any injection with an un sterilized needle or 
syringe is dangerous. 

. ., ... -~-
-~ 

4 

5 

Women infected with HIV should t1 
carefully about having a baby - and: 
advice. There is a one-in-three chan 
their babies will also be born infectE 
withHIV. 

All parents should tell their childrer 
is spread. 
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)S is an incurable disease. It is caused by a virus which can be 

'!sed 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). HN damages the body's defence system. People who have 

1S die because their body can no longer fight off other serious 

lesses. 

People infected with HN usually go for many years without any signs 

:lisease. They may look and feel perfectly normal and healthy for all of 

It 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 HN should 

ntact a health worker or an AIDS testing centre. It is vital for those who 

tve the virus to learn how to avoid passing it to others, and to receive 

lvice about how to take care of their own health. 

IV 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. HN can be 

Issed in this way from man to man, man to woman, and woman to man. 

r orldwide, nine out of ten infections in adults have been passed on 

lrough sexual intercourse 

by the use of un sterilized 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' a-common cause vf death in babic.,v, not breastleec. .,g IS a rUUU! 

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, itis safer for the child to be breastfed even if the mother is 

infected with HN. 

o It is 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 HN is not a 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 

fromHIV. 

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. 

\. 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. 

bose 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 
,'Tinge or allow their own needle or syringe to be used by anyone else. 

~ational child inllmmization 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 
!ken 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 
JUncture are not safe if the equipment used is not sterilized. It is also 
;afe to be shaved by a barber using an unsterilized razor. 

!len infected with HIV should think carefully about having a 
V - and seek advice. There is a one-in-three chance that their 
les will also be born infected with HIV. 

Vomen with HIV infection have about a 300,,6 chance of giving birth to a 
r who will also be infected with HIV. Most babies infected with the 
; will die before they are three years old. 

1 some countries, HIV tests are available to couples who are 
'emed 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 
~ attempting to conceive, thereby putting herself and her baby at risk. 

~ 
-~ 

-, -

{) 
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 HN-infected children or adults. Children 
should be encouraged to be sympathetic towards people who are 
infected with HIV. 

o Evetyone can help in the worldwide effort to stop HIV from spreading 
to the new generation. 

--(l.Y 
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Immunization protects against several 
dangerous diseases. A child who is not 

immunized is more likely to become 
undernourished, to become disabled, and 

to die. 

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. 

4 

----~---. ------~ 

Every woman between the ages of 15 and 

44 should be fully immunized against 
tetanus. 
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1 
Illllllunization protects against several dangerous diseases. A child 
who is not immunized is morc likely to become undernourished, to 
hrcolII(' disahled, and to die. 

o Immunization protects children against some of the most dangerous 
diseases of childhood. A child is inununized by vaccines which are 
injected or given by mouth. The vaccines work by building up the child's 
defences. UUle disease strikes before a child is immunized. 
immuni7..ation is too late. 

o A child who is not immunized is very likely to get measles and 
whooping cough. l1lese diseases can kill. But even children who survive 
Ulese diseases are weakened by Ulem. They may not grow well. And 
Uley may die later from malnutrition or other illnesses. 

o Measles is also an important cause of malnutrition. poor mental 
growth. and blindness. 

o An un immunized child will almost certainly be infected with the polio 
vims. And for every 200 children who are infected. one will be crippled 
for life. 

o Tet.anus genns grow in dirty cuts and kill most of Ule people who 
become infected - if tJley are not inunwlized. 

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 
colostnun) which is produced dwing the first few days after the birth. 

... 

... _-_._--

2 
Immunization is urgent. All imlllunizations should be ('ompleted i 
the nrst year of the child's life. 

o It is vital to inununize children early in life. Half of all deaths from 
whooping cough. one Ulird of all cases of polio. and a quarter of all deatl 
from measles. occur before the age of one year. 

o It is vital for infants to complete the full course of immunizations. 
oUlerwise the vaccines may not work. Some vaccines need to be given 
only once_ Others have to be given Urree 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 tal< 
for inununization 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. newborn babies can also I 
given a dose of polio vaccine.1h.is is in addition to the three doses giver 
at the ages of 6. 10 and 14 weeks 

o at the age of 6 weeks. paren ts should bring their ba bies for a flrst 
immunization against diphtheria. whooping cough. and tetanus. These 
three vaccines are given together in a single injection called 0 PT.llle 
first of three doses of polio vaccine should also be given at tJlis time 

o at the ages of 10 and 14 weeks. parents should retum for their infant! 
to complete the full course of OPT and polio vaccines 

o as soon as possible after the age of nine monUls. parents should brin 
their babies for immunization against measles. 

o Measles is one of Ule most dangerous of all childhood diseases. For 
Ule first few monUls of life, the child has some natural protection againsl 
measles. l1lis natural protection is inherited from the child's motJler. It 
may prevent measles vaccination from doing its job. But aIter about nim 
months. natural protection comes to an end.l1le child is now at risk fror 
measles and can and should be inununized. So it is vital to take a child f( 
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 year 
of life, it is vital to have the child immunized as soon as possible. 
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Immunization schedule for infants* It 

AGE DISEASE TO BE IMMUNIZED AGAINSf 

Birth ~ Tuberculosis (and polio in some countries) 
-- -

6 weeks Diphtheria, whooping cough. tetanus, polio 

10 weeks Diphtheria, whooping cough. tetanus, polio -_. 
14 weeks Diphtheria, whooping cough. tetanus. polio 

9 months Measles (12-15 months in industrialized countries 

I. _. 

and polio in some countries) 

• Notional bnmunimllon tchedules IIlI\Y di1kr ~ from COWltJy to country. 

3 
o One of the main reasons why parents do nol bring their children for 
immunization is that the child has a fever. a cough. a cold, diarrhoea, or 
some olher mild illness on the day the child is to be immunized. Even if 
lhe child wilh a case of mild illness or malnutrition is brought for 
iI111l1lIl1iz<1tion. health workers may advise against giving the injections. 
'n,is is wrong advice. It is now known tilat it is safe to inUllUnize a child 
who is suffering from a minor il~,ess or malnubition. 

U Nter an injection tile child may Cly, 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 tile problem seems serious 
or lasts more til<Ullhree days, tile child should be lakenlo a healtil centre. 

4 
L ITI ","IIl:l!1II I 'I',I"I'1I111I' iI~',I'~; It! I:; :llId i 1 ~ltlllil,l!". lilli" 

iCl!l!lI!ii/I'd !":;ill.1 1.'f::IIII'" 

o In many parts of the world, motilers give birth in unhygienic 
conditions. 'Illis puts bOtil mother and child at risk from letanus. a major 
killer of tile newbolll. If tile mother is not immunized againsttetallus, 
tilen one baby in every 100 will die frolllthe disease. 

o Tl'ttulliS gCt111S w·ow in dil1y cuts, 'Illis can happen, for example, if an 
lInclC'anl<nifl' is lIsec1to cut tile umbilical cord or if ,Ulything lIndc,Ul is 
put onlhe stu III I' of the cord. (Anything used to cut the cord should first 
1)(' cleaned and tilen boiled or heated in a flame and allowed to cool.) 

If ti1e tetanus genns enter the mother's body, and if she is not immun~ 
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 ha\ 
been immuni7..ed aRainst tetanus. In this way. both mothers and their 
new-bam babies will be protected. 

o If a woman is not already immunized, a first dose of tetanus vaccinE 
should be given as soon as she becomes pregnant. TI,e second dose c 
be given four weeks after the firsL This second dose should be given 
before tJle lastlwo weeks of tJle pre!,'lICUll),. 

A tJlird dose should be given 6 to 12 months after U,e second dose, or 
during the next pregnanl),. 

These three tetanus vaccinations protect the moti,er, and her newbon 
baby, for five years. All infants should be imlllunized against tetanus 
d1ll1ng ti1e first year of life. 

o If a girl or a woman has been vaccinated five limes againsltetanus, 
then she is protected against the disease throughout her years of 
child-bearing. Any children she may then have \vill also be protected fl 
the first few weeks of life. 
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2 

3 

4 

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. 

Breast-feeding 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. 

... . .~ -

5 

6 

.... -. --_.- . -... 

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. 

Breastfeeding gives a mother 98% protection 

against pregnancy for six months after giving 

birth - tf her baby breastfeeds frequently, day 

and night, tfthe baby is not regularly given 

other food and drink, and i/the mother's 
periods have not returned. 
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1 
Brcastmilk alonc is the bcst possible food and drink for a baby. No 

other food or drink is needed for about the first six months of life. 

o r rom 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 formula, milk­

powder solutions, and cereal gruels, are inferior. 

o Even in hot, dry climates, breastmilk contains sufficient water for a 

YOUllg baby's needs. Additional water or sugary drinks are not needed to 

q ul'llch the baby's thirst. TIley can also be harmful. If the baby is also 

["rivell water. or drinks made with water, then the risk of getting dialThoea 

alld ulher illnl'sses increases. 

o Other fooels and (hinks 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 flot growing well, then the child may need more frequent 

breastfeeding. If the child is already being breastfed frequently, tllen lack 

of weight gain shows either that the child has an illness or that other 

foods, ill addition to breastmilk. are now necessary. 

o Until tlle age of nine or ten montlls, tlle 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 
Babics should sta.rt to breastfeed as soon as possible after birth. 

Virtually cyery 1ll0tJlCr can breastfeed her baby. 

o Mothers and newb01l1 babies should not be in different rOOl11s.111e 

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 a right to 

expect that her newbom baby will be kept near her in the same room, 

r 
21 houI" a clay, and that IlO otlH'r fnocl or (hilll< will 1)(' J,.rivpn tn her bab 

except breastmilk. 

o Starting to breastfeed immediately after birth stimulates the 

production of breastmilk. Breastfeeding should begin not later than 0 

hour after the delivery of the baby. 

o 111e thick yellowish milk (called colostrum) that tlle mother produ 

in the first few days after birth is good for babies. It is nutritious and IH 

to protect them against common infections. The baby does not need a 

other food or dlink while waiting for the mother's milk to 'come in'. In 

some cOllntries. mothers are advised not 10 feed this colostf1Jll1 to thei 

babies. This advice is wrong. 

o Many mothers need help when they begin to breastfeed, especiall: 

the baby is their first. An experienced and sympathetic adviser, such c 

woman who has successfully breastfed, can help a mother avoid or so 

many conunon 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 

() not enough milk 

o refusal to feed. 

o Signs that the baby is in a good position for breastfeeding are: 

f) the baby's whole bocty is tumed towards the mother 

,) the baby l<J<es 10llg, deep Slicks 

~) the baby is relaxed and happy 

l) tJle mother does not feel nipple pain. 

o Almost all mothers CCU1 produce enough milk if: 

o the baby lal<es the breast into his or her mouth in a good position 

r) the baby Slicks as often, and for as long, as he or she wants, includ 

duting the night. 

o Crying is not a sign tllat a baby needs artificial feeds. It nonnally 

means that the baby needs to be held anel L1.Hldlec\ more. Some banie 

need to suck tlle breast simply for comfort.. If the baby is hunglY, mar 

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. 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 tJleir young babies properly with breastmilk a/OIJe. 'Illey 

need tlle encouragement and practical suppoI1 of their families, the cJ 

father, neighbours, friends, health workers and women's organizatior 
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o Mothers employed outside the home need adequate maternity leave, 
breastfeeding breaks during the working day, and creches where their 
babies can be looked after at the workplace. So employers and trade 
unions also have a part to play in supporting breastieeding .. 
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 baby needs 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 sucking 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 Eeeds with milk-powder solutions, infant 
fonnulas. CO\\IS milk. water. or other drinks, reduces the amount of milk 
the baby takes from tJle breast 'mis leads to less breastmilk being 
prodllced.1l1e use of a bottle to give other drinks can cause the baby to 
stop breastfeeding completely. It can also confuse the baby because the 
Slicking action of bottle-feeding is very different from sucking at the 
breast. Babies who are confused behveen sucking at the breast and 
sucking at tJle bottle may drink less breastmilk. This will cause less 
breasbnilk to be produced. 

4 
Ureastfeeding helps to protect babies and young children against 
dangerous rliseases. llottle-feecUng can lead to serious illness and 
death. 

o Breastmilk is the baby's first ·immunization'. It helps to protect tJ1e 
baby against diarrhoea, coughs and colds, and other common illnesses. 

ll1e protection is greatest when breasbnilk alone is given to the baby for 
about tJle first six months. 

• • • ~iin 

o Cow's 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 watel 
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 sh{ 
will become malnourished. ll1at 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 si: 
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 I 
give her baby good nutrition and protection against disease. 
o ll1e 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 TIle best food for any baby whose own mothers milk is not available 
is the breasbnilk of anotJler mother. 

o If non-human milk has to be used, it should be given from a clean CUI 
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 witJlOut 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 2S.5C 
of a family's income. 

5 
A variety of additional foods is necessary when a child is about si 
months old, but breastfeeding should continue well into the seeon 
year of a child's life and for longer if possible. 

o Although children need additional foods after about the first six monl 
of life, breastmilk is still an important source of energy and protein. and 
other nutrients such as vitamin A, and helFJs to protect against disease 
during the child's second year ofllEe. 
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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, 
IUDs, 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 pills can 
reduce the amount of breastmilk. 

o Babies get ill frequently as they learn to crawl, walk, and play. A child 
who is ill needs breastmilk. It provides a nutritious, easily cligestible food I 

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, 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. 

6 
Breastfeeding gives a mother 98% protection against pregnancy 
for six months after giving birth - ifher baby breastfeeds 
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 It 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, I 
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 1lle return of menstrual periods lets the mother know that she can 
become pregnant again. 

o It is possible for a mother to become pregnant again before her 
monthly period returns. This becomes more likely when six months have I 

._--_._-- -----. 

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 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 
breai;tmilk. 

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. . 
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Child Growth e_-e "eSsages 

1 

2 
3 
4 
5 

Children from birth to the age of three years 
should be weighed every month. If there is 
no weight gain for two months, something 

1S 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 breastrnilk. 

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. 

6 

7 

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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1 
Children ('rom 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 It is therefore important to weigh young children every month. If a 

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 month s of life. A full course of immunizations in 

the first year of life is also essential- it protects against diseases which 

cause undemutrition. 

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 nexlIf 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: 

() is the child eating frequently enough? (a child should eat five or six 

times a day) 

() do the child's meals have too IiLtle energy in them? (small amounts of 

oil or fats should be added) 

I) is tlle 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) 

o is the child getting enough vitamin A? (needs dark green vegetables 

every day) 

o is the 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 heal! 

centre) 

o is the child alone too much? (needs more stimulation and attention) 

Recording the child's weight with a dot on the child's 'growth chart' anI 

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 concem. 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 foorl for about the first six 

lIlonths or u chilrl'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 t.he age of' ubout six months, the child llel'ds oth('r foods in 

addition to breastmilk. 

o At the age of about six 1110nths, most infants need otller foods in 

addition to breastmilk. Before the age of six months, an infant who is n 

gaining enough weight may need more'frequent breastfeeding. 
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o U tile child is already being breastfed frequently, then failure,to gain 
weight shows tllat other foods in addition to breastrnilk are now 
necesSaIy. 

o For an infant who continues to grow well, additional food may not be 
necesSaIy until'seven or even eight months. After that all children need 
otiler foods in addition to breastmilk. 

o The baby should be breastfed be/ore being given other foods so that 
tile mother will have more breastmiIk 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 TIle greater tile variety of foods the child eats, the better. 

4 
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 tile child frequently. five or six times a day 

o enrich tlle child's gruel or porridge witll mashed vegetables and a little 
oil or fat. 

o A child'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, cIried foods or snacks should 
be given in between meals· fruits, bread, patties, biscuits, nuts, coconut, 
bananas or whatever clean food is easily available. Breastrnilk is also an 
ideal 'snack' and is always clean and free from germs. 

5 
A child under three years of age needs a small amount of extra fat 
or oil added to the family's ordinary food, 

o TIle family's normal food needs to be enriched to meet the special 
energy needs of the child.lllis means adding mashed vegetables and 
small amounts of fats or oils· butter, ghee, vegetable oil, soya oil, coconut 
oil, com oil, groundllut oil, or crushed nuts. 

o BreaslrniIk also enriches a child's diet, and breastfeeding should 
continue, if possible, until well into tlle second year of a child's life. 

- _. ~ -
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6 
All children need foods rich in vitamin A . breastmilk, green leat: 
vegetables, and orange-coloured fruits and vegetables, 

o Over 200,000 children go blind each year because they do not have 
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 

o VItamin A comes from breastmiIk, dark green leafy vegetables, and 
from orange or yellow fruits and vegetables such as carrots, papayas, a 
mangoes. 

o If a child has had diarrhoea or measles, vitamin A will be lost from f 
child's body. It can be replaced by breastfeeding more often, and by 
feecling the child more fruit and vegetables. 

7 
After an illness, a child needs one extra meal every day for at Ie 
a week. 

o One of tlle most important skills of a parent is the skill of stopping 
illnesses from holding back a child's growth. In times of illness, and 
especially if the illness is diarrhoea or measles, tlle appetite falls and Ie 
of the food that is eaten is absorbed into the body. If this happens seveJ 
times a year, the child's gr0wt11 will be held back. 

o So it is essential to encourage a child who is ill to eat and drink. Thi: 
be difficult iftlle child does not want to eat, so it is important to keep 
offering food the child likes, usually soft, sweet foods, a little at a time a 
as often as possible. Breastfeeding is especially important 

o When the illness is over, extra meals should be given so that the ch 
catches up on the growth lost A good rule is to give a child an extra ffii 
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 If illness and poor appetite persist for more than a few days, the chil 
should be taken to a health worker. 

o It is also important to protect a child's growth by preventing illness: 

o give a child breaslrnilk alone for about the first six montils ofllfe. 
Then introduce other foods, and continue to breastfeed 

o make sure your child is fully immunized before tile age of one year 

o always use latrines and keep hands, food, and kitchens clean . 
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Diarrhoea e M.essages 

Diarrhoea 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. 

A child with diarrhoea needs food. 

3 When a breastfed child has diarrhoea, it is 
impOliant to continue breastfeeding. 

4 A child who is recovering from diarrhoea 
needs an extra meal every day for at least two; 
weeks. ' 

5 Trained help is needed if diarrhoea is more 
serious than usual, if it persists for more than i 
two weeks, or if there is blood in the stool. I 

, 

6 
7 

. - -_ .. -.- -

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 
clean, and by washing hands before touching 
food. 
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1 
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 Dian-hoea is dangerous. Roughly one in every two hundred children 
who get diarrhoea will die from il 

o Most often, diarrhoea kills by dehydration. Ths means that too much 
liquid has been drained out of the child's body. So as soon as diarrhoea 
sUuts, it is essential to give the child extra drinks to replace the liquid 
being losL 

o Suitable drinks to prevent a child from losing too much liquid during 
dian-hoea are: 

l) breasbnilk 

.) gruels (mixtures of cooked cereals and water) 

. ) soups 

\) rice water 

o fresh fnlitjuices 

I) weak teas 

o green coconut water 

o water from tlle c1e,mest possible source (if possible, brought to the boU 
and then cooled) i 
:) oral rehydration salts solution. 

o In almost all countries, special drinks for children ~tll diarrhoea are I 
available in pharmacies, shops, or health centres. Usually, these come in : 
the fonn of packets of oral rehydration salts (ORS) to be mixed with the 
recommended amount of clean water (see box). Although ORS is 
especially made for the treatment of dehydration, it can also be used to 
rrevent dehydration. 

~~~ .. ~~--~~-~ •. ~~.~~, .. -~-.~~~ .. ~--.---.~ .. --.-~-~~.-.~--~.~--~-,.~ ~---.-.---. --~-~.~. 

Do not add ORS to liquids such as milk, soup, fruit juice or soft drinks. 

o If ORS is not available, dehydration can be treated by giving the child 
drink made from four level teaspoons of sugar and half a level teaspoon I 

salt dissolved in one litre of clean water. 

Ths is less salt and less sugar than recommended in the first edition 
of Facts/or 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 \\~ll make 
the treatment more effective. But too much sugar can make the 
diarrhoea worse and too much salt can be harrnful to the child. 
Therefore a more dilute forlDula 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: 

<) 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 TIle 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 time. 

o Extra liquids should be given until the diarrhoea has stopped. This \ 
usu,Jly 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 (0 RS) . l1lis drink is used by doctors and health 
workers to treat dehydrated children. But it can also be used in the 
horne to prevent dehydration. 

() Dissolve the contenL" of the packet in the amount of water 
indicated on the packet. If you use too little water, the drink could 
mal<e tl1e diarrhoea worse. If you use too much water, lhe drink will 
be less effective. 

,) Stir well, and give to the child to drink in a cup or feed \~th a spoon 
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A child with diarrhoea needs food. 

o It is often s!id that a child with diarrhoea should not be given any food I: 

or ruink 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 I 
aIter the illness. 

o A child with diarrhoea usually has less appetite, so feeding may be 
dillirult at firsL But the child should be tempted to eat -as frequently as 
possible -by offering small amounts of his or her favourite foods. 

a Mer 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 

3 
When a breastfed child has diarrhoea, it is important to continue 
brellslfeeding. 

o Mothers are sometimes advised to give less breastmilk if a child has 
diarrhoea 1l1is is wrong advice. Breastfeeding should continue -and if 
possible the child should be fed more often. 

a If the 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 after the diarrhoea stops is vital for a full recovery. At :1 

this time, the child has more appetite and can eat an extra meal a day for 
at least a week.1l1is will help the child to catch up on the food 10st' 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. 

5 
Trained help is needed if diarrhoea is more serious than usual, I 
it persists for more than two weeks, or if there is blood in the stA 

o Parents should seek help from a health worker without delay if the 
child: 

o has a fever 

o is extremely thirsty 

() will not eat or drink normally 

o vomits frequently 

o passes several watery stools in one or two hours 

o passes blood in the stool (a sign of dysentery) 

o if the diarrhoea persists for more than two weeks. 

o If a child has any of these signs, qualified medical help is needed 
quickly. The doctor or health worker will give the child a drink made" 
special oral rehydration salts (see box).ln the meantime, keep trying to 
make the child drink liquids. 

6 
Medicines oUter than ORS should not be used for diarrhoea, 
except on medical ad\1ce. 

o Most medicines for diarrhoea are either useless or hanllfl.ll. 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. 
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Diarrhoea can be prevented by breastfeeding, by inununlzing all 
children agaiilst 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) : 

o at the age of about six months, introduce clean, nutritious, well-mashed,: 
semi-solid foods and continue to breastfeed I 
o if a milk-powder solution or cow's milk has to be used, give it to the child 
from a cup rather than a bottle : 

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 sw-e to put children's 
faeces in a latrine inunediately(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 befor, 
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 

~~_~~" • ~_u~_~Cn~_~'~~ __ • ___ ~~ ______ ~~_~ ___ ,""C~C~ _____ ~~~_ ~~~_ 
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TIlnesses can be prevented by washing 
hands with soap and water after contact 
with faeces and before handling food. 

lllnesses can be prevented by using latrines. 

3 lllnesses can be prevented by using clean 
water. 

4 
5 

TIlnesses 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. 
Wanned-up food should be thoroughly 
reheated. 

6 
7 

lllnesses can be prevented by keeping food 
clean. 

lllnesses can be prevented by burning or 
burying household refuse. 
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The risks of childbirth can be drastically 
reduced by going to the nearest health 
worker for regular check-ups during 
pregnancy. 

A trained person should assist at every birth. 

3 
To reduce the dangers of pregnancy and 
childbirth, all families should know the 
warning signs. 

4 All woman need more food during pregnancy. 
All pregnant women need more rest. 

5 Spacing pregnancies at least two years apart, 
and avoiding pregnancies below the age of 18 
or above the age of 35, drastically reduces the 
dangers of child-bearing. 

. 0___" ._ 

6 
7 

Girls who are healthy and well fed during 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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1 
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 be avoided if 
the mother-to-be goes to a health centre as soon as she believes she is 
pregnanL A health worker will help ensure a safe birth and a healthy 
baby by: 
o checking the progress of the pregnancy so that 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 ,viII protect the mother and her 
newborn baby against tetanus 

o checking that the baby is growing properly 

o giving anu-malalial 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 
i\ trained person should assist at every hirth. 

o A trained birth attendant wiII knOw. 
o when labour has gone on for too long (more Ulan 12 hours) and a 
move to hospital is necessary 

o how to keep the birth clean and reduce the risk ofinfection 

o how to cut the cord cleanly and safely 

o what to do if the baby is being born in the wrong position 

o what to do if too much blood is being lost 

o what to 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 delivelY 

o how to help the mother prevent or postpone another bhill_ 

o If serious problems arise dtuing childbirth, a trained birth attendant 
will know when medical help is needed and how to get iL 

3 
To /'('dll('p the d:lllg('rs 0(" pn'gll:lll(,.\' alld ('hil!lhirlh. all I'aillilit's 
should kllow the warnillg siglls. 

o With any pregnancy, it is important to ask the advice of a health 
worker about where the baby should be born and who shall Id attend tlle 
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 So it is impoJia!lt for pregnant women, their husbands, and oUler 
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 an interval of less than two years since the last birth 

o moUler-to-be is less than 18 or more thall 35 yeal-s old 

o moUler-to-be has had four or more previous children 

o mother-to-be has had a previous baby weighing less Ulall 2 kilograms 
at birOl 

o moUler-to-be has had a previous difficult or CaeSa!ian birth 

o mother-to-be has had a previous premature birth 

o moUler-to-be has had a previous miscal-nage, abortion or stillbirth 

o mother-to-be weighs less tllall 38 kilogr'ams before pregnancy 

o mother-to-be is less than 145 cm in heighl 

.c, 
~ 



Warning signs de\'cloping during pregnancy: 

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 s'-*elling of legs, rums, or face. 

Four signs which mean get help immediately: 

o bleeding fromthe 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 unilln particular, transport should be arranged in case it is 

needed. 

4 
;\11 \\OIl\('lt tt('('d III (I \'(' rO(ld c!llrilll( pn'!.(llal\('Y. All pn'~:llnlll \\"OI\H'1I 

IIl,t'd 111111"1' /"I-.a. 

o TIle 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 

confinned. 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 she \ 

is pregnanllt is important to gain weight every month during pregnancy, j 
and to try to gain a total of 8-10 kilos before the baby is bom. 

• 

5 
SllndllJ.! Il1'I'gllalldl~s al "'ilst 1.11'11 ,wars Hpar!, alld a\'l)iililll! 

pregnllncies helow L1w IIge of' 18 or' abort' lhp aJ{~ or 35, drnsli('ll 

reduces tlw dlll\l-!(~I'S of' rhild-\>('arillg, 

o One of the most effective ways of reducing the dangers of pregnane 

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 thel . 

is a gap of less than two years since the last birth. 

o Avoiding births by having an unsafe abortion can be very dangerou 

illegal abortions camed out by untrained persons kill between 100,00( 
and 200,000 women every year, 

6 
Girls who arc healthy and well fed during their own childhood 111 

t.eenage years have fewer prohlelll,li ill IlJ'('f.{ltall(,~- alld childhirt h. 

o Safe and successful childbearing depends most of all on the health 1 

readiness of the mother-to-be, So special attention should be paid to thl 

health, feeding, and education of adolescent girls. The lirst pregnancy 

should wait until at least the age of 18. 

7 
If a wOlllan who is IH·(·.J.!nlllll slIlOkt·S, or lakt,s nlt-ohol 01" df'll/Js, II 

dlild llIay he damagl'd ill the \\'olllh. 

o A pregnant woman can damage her unborn child by smoking lobac 

drinking alcohol, 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, 

Q 
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3 

Becoming pregnant before the age of 18, or 
after the age of 35, increases the health risks 
for both mother and child. 

The risk of death for young children is 
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. 

4 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. 
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1 
Becoming pregnant before the age of 18, or aft.er the age of 35, 
increases the healt h risks for both mother and child. 

o Ever)' year over half a million women die frolll problems linked to 
pregnancy and childbiIth, leaving behind over 1 million motherless 
children. Most of these deaths could be prevented by acting on today's 
knowledge about the imp0rianCe of plruming 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 until at least the age of 18. 

o For health reasons alone. no girl should become pregnant before Ule 
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 Ulan 18 are 
more likely to be bom too eru-Iy and to weigh too IitUe at birih. l1le biIih 
itself is likely to be more difficult. Babies born to mothers who are too 
young are also much more likely to die in Ule first year of life.l1le risks to 
Ule maUler's own healUl are also greater. 

o Nler the age of 35. Ule health risks of pregnancy ruld childbirOl begin 
to increase again. If a WOlllrul is over Ule age of35, and has had four or 
more previous pregnancies, then another pregnancy is a serious risk to 
l1f'r 0\\11 healtJl 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 POI' the healOl of both mothers and children, parents should wait until 
tJleir youngest child is at least two years old before having another baby. 

o Children bam too close tog eUler do not usually develop as well. 
physically or menIally, as children born at least two years apart. 

~~~ ______ "II!I!'_ -__ .~~~~~~~ __ ~~~_cc~~~ ____ .. 'IIIIIIII'~~~~_~~~~_.~~ 

o One of the greatest Ulreats to the healtJl <md growth of a child unde 
the age of two is Ule birth of a new baby. Breastfeeding stops too 
suddenly, and the maUler has less time to prep;u-e the special foods a 
young child needs. Also, she may not be able to f,rive the older child UJ{ 
care and attention he or she needs. especially dLlling illness. A'i a resul 
tJle child often fails to grow ruld develop properly 

o A motJler's body needs two years to recover fully from pregnancy" 
childbiIth.l1le risk to Ole motJler's healtJl is Ulerefore greater if Ole ne 
birth follows too closely upon the last. 11le motJler needs to give herse 
time to get her strengtJl and energy back before she becomes pregnan 
again. 

o If a woman becomes pregnant before shr is fully recovered from 
heruing a previolls child. there is a higher chance that her new baby W1 
be bom too early ru](1 100 lighl in weigh!. Ij)\v-birih-weighl babies are 1, 
likely to grow well, more likely to fall iU. amI four lillles 1l10re likely to d 
in the first year of life Ulan babies of normal weight. 

3 
H:n~ng more t.han four ehildr('n inrfl'asl's Ihe hralth risks of 
pregnaney and childbirth. 

o After a WOll1al1 has had four childr(,n. furil WI' pn'I-!'I1;lJrci('s blillg 

greater risks to the life and healtJl of both moUler and child 

Especially if tJle previous bir01S have not been spaced more thall Iwo 
years aprui, a woman's body can easily become exhausled by repeated 
pregnancy, childbirth breastfeeding, and looking after small children. 
FurUler pregnancies usually mean that her own health begins 10 suffer 

o Nter fOllr pregnaJ1cies. tJlere is an increased risk of serious healtJl 
problems such as anaemia ('tJ1in blood) and haelllolThage (heavy los~ 
blood) .11le risk of giving birOl to babies with disabilities. or with low 
birth weight, also increases after four pregnancies and after tJle moUle 
reaches Ule age of 35. 

4 
There arc many safe and acceptahle ways of a\'oiding pregnanl'! 
Family planning services ean give couples the knowledge and th' 
means to plan when to begin having children, how far apart to h 
them, and when to stop. 

o Most healUl clinics can offer different methods of family planning s 
tJlat all couples can choose a method which is acceptable. !'-:lfe. 

;:§, 
" 
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convenien~ and effective. Couples should ask advice about the mo~t 
suitable means of family planning from the nearest trained health worker 
or family planning clinic. 

Some methods of (anlily planning, such as condoms and contraceptive 
pills, may also be available from pharmacies and other shops. 

o Family plaruling 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. 

-~ ~ - ---~---- ~ -~--.. - -- --- ~ -- - - -- -~-- - -- - - - - ---..... c.. 
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Alina Baciu 

Training Coordinator 

~~ 

• • 
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Field Supervisors (3) 

~ Temporal Workers 
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1. 'llhe aim is to improve the trainbe ) f the 'l'BAs • 

2. ~he other objectives are:-

CA) Formulation of oyll~bu8 ~~ our~i;Jl~' f~r taining. 

t' For~ulat10n of a pretraining que=".onnaire. 

(c) Outline the functions of the TBA • 

(d) Agree on the selection ~nd trai~i~~ period. 

(a) Design assessment and 9v.lua tion f,::""11]5 for 'lIMs sup~rvisor5. 

(f) Discuss possibilities of having a lGcal ~BA Kit and suggest 

the contents of the Kit including _~~ple drugs which could 

be used by 'l'BA. 

(L Work out implementation strategies. 

(11) Dcsirrn a reporting system • 

11 t 

1 • 

2. 

3· 
1+ • 

5· 
6. 

7. 

8. 
9 . 

the end of the programme the par~icipqnts will be able to: 

Provide care and advice to mcthers d':"ing the ante-natal period. 

Skillfully 

~o provide 

To provide 

'l'o provide 

'l'o Provide 

provided care to a WQman during labour. 

care to a woman a!te~ delivery. 

care to a newborn baby immediately following del{very. 

appropriate care to a mother during the puerperium. 
" 

assistance and advice to a f~mily on the care of the 

pre-school child, 

~o identify common childhood gilments and provide practical 

advice to the family. 

To provide advise on the importanc~ of family planning. 

Creat awareness among the community on the dangers and prevention 

of HIV/AID3, 

In 19v~ an evaluation of the progr~mme was d~ne by the Traditional 

Medicine and during the 1981~ EPI/MCH/PHC ev:::luation the ~i.'BA activities 
'\ ' 

',,",r 1· :;J.:;;;", :t:tj. In both eval~ation ""epo'ts it Was found out that 'chere was 

need t': strengthen tho !,rogra.mme in a numb 'r of are1is, it Was also found out that 

r.h.1J:; about 60~~ of all total deliveries 8ti~,l take place ill hl)mes. 

Up to date there has been no figuree to sho"J the impact of the 'l'BAs on the 

~1ntcrnal ant\ Child Health ServiceeJ, ~he P 'Jsent figures show that there is 

a high percentage of mothQrs ~ttending ante natal clinics in health institu­

tions but ooly about 40% of these deliv&r in haalth institutions. 

3/ · .. - . " . · .• · 
I 

1th1 



'l'he other problem which was obser":s I Juring EPI/MCH/PHC evaluation 

was that the staff who actually zu?ervise the TBA are not trained 

in training and supervision of tile ~L' 2As hence the need to revieH 

the programme. 

SELEC1'ION --- ......... -

1. 1. Criteria for Selection. ___ "'11 .. ..-__ ~_, _____ 

The trainees should be se: 'ed on the basis of: 

1. Co~munity acceptability in the performance of midwifery. 

2. I~turity - preferably b~tween 3D' - 45 years of age and above. 

3. Parity of 3 or more 

4. Educability 

,. .Leadership 

6. Should be a practic~ng :'Bt .• 

1.~. The trainee shouLd be seleGted in collaboration with cO~lunity 

organizations ltke the vill_~e productivit~ committee, health 

centres staff, community d~velopment, department and the Hini­

stry of Labour and Soeisl ~~rv~ces~ 

TRAINING PERIOD 
~.---~~ .... -----
OOmr.e.t rllD.~ 

• 

• 

• 

• 

• 

• 
6 weeks thecry training whicn C .. l_ be broken into modules or can 
be continuo':ls until the TBA qua~ .~/ies. In between the training • 

the trainer sh.~ld observe the ~.~\ conducting at least one delivery. 

FqNC!IO~~OF A.T.B.A • 
• 

1. Health education on the importance of early antenatal 

care. 
2. History taking 
3. Idetifi.ation it high mothers and making appropriate 

refersl. 
4. I <1.V;;".O(L Off r ....... H;ion dt:.':·:'ng pregnancy. 

5. Examination of antana~al mothers. 

6.. Advise and prepare mat~~rs £or delivery. 

4 •• 0 •••••••• 

• 

• 

• 

• 



• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• > 
.' 

/. 
-I 

10 Monitoring and conduc V:i.J.1pS . normal deli very. 

2. Preparation of equipm{.':1 I: before deli very and maintenance 

of !J.'BA Kit. 

3. Identification and rei'eral of high risk mothers. 
3. 3. Post-natal Care. -.-. --. __ .. ·_.4_ .... 

1. Conduct post-natal ex,.oino.tion of mothers and inf8nt. 

2. Health education. 

3. Advise on:!nutrition (fte::.' delivery and during breast 
feeding .. if 

4. To id.entify and refer ccmplic.ated post-natal cases. 
3. 4. Chi;Ld C_~r.!.. 

1. Health education on irt-,:ortance of immunization. 

2. Health education on ct~ld nutrition. 
3. Health education on tb_' control uf diarrhoeal 

deseases .. 

4. 'reach and dem9nstrate no ... to manage a diarrhoea case 

at home, using h~me m~12 ORS. 
5. Heal ttl education ~ th~ ;:;ix preventable childhood 

diseases and ,her .~municable diseases • 

.IW"giene. 

1 ~ Adivise ~n: t : 
- Pereenal hygiene. 

" . '. ~'. 

Enviroment Health. 
3. 6.. Family Pi.~.Eg •. 

.i.r, 

1. Mptivating ang case finding. 

2. Ad,vii,e mothers on available metIhods of family planning. 
'; 

5 : • 0 0 0 0 14 \ 'I \ ~ \\JS 

1 
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6f \\" 'Y \ ~t \..\--\: (,)""" 

ClI H ~o-.\ \'c- ~ c.oJ\i ~""-~ 
~ \\ ,'9 7' 



:J 

PROFO.S3p_T •. ~ •• ~.!... .T_RAINING SIJ.!.&~BUS 

5. Ante-Iartum Periodo 
~- ... -.~.""" .--- . __ .... _-
uenerEl Objective: To enable the TBA to Provide safe and effective care to the pregnant mother. 

--'- .. -, .. --' .. _-- .. ' -"-, ---_._-...--.. - - . ----

ll:I 
n, 
(I) -.. 
~ 

~,~ 

li 
~ 
~ 
OJ 
t­
n, 

S:eCTFIC OBJ~CTIVZS ISUB-OBJ3CTIVES 

- .. -----. I 
Tr.e ·rBJ.: will be able 11. 1. The TB.l,. will 

to: 
1. To briefly descri-

ce ~;._:. an~l.t()!11Y and 

~j ~j). ~:.:J ("1. 

lerrale reproductive 

sYEtem. 

be able to: 

Name the parts 

or the .i:':i,,':'; l.e 

.L'eproduct-ive 

system. 

CONTENT 

External 

genitalia 

internal 
~':ni ': ~.l.ia 

- Vagine 

- lervix 

-Uterus 

- Falltl>ian 

tubes 

I - Pelv:'ts 

I HETROD I LEARNING VISUAL 

I EXPERIENCB AIDS 
--------------~I---

" Lecture i Demonstration Pelvis 
• , I I discussion 1 on a pelvis I' Board: Chal 
! demonstration I : Flip Chart , . 

("') 
o 
l;-.... - ....... _. --.-- 1- - -' .--- ------ +-- -_. 1 -'--'--

2. 
I 

ExIlain the import- ;2. 1. 
qnce nf early ante 
natal care to the 
mother. 

Give r~asons 
vlhy it is 
important to 
start early 
antenatal 
care(3-4 
months) 

--3-:-"Eeiiorm' a gen-~raI .. ~- - --·-· .. ·Th~- ·I'~;\· ~iil" 
ph}sical eXa~lnG- be able to: 

~ 

~ 

tien of a mother 
~n6 s21ect ~o~hers 
, r 1 1'''' .. ' " -. .' 1 I· 

':~., l-"'t,---*' "'1 i l, :'("l'" 

F~:l pLea' tr'o.-l'frCvg 
.p.:i,Q.~. the IH'! of 

- .., ? 0 10 c1..?.::icri-
1·", +-1:1-2: 

si I"~ of 
normal 

'., 

-Trnp*rtaru:e 
of: ay·tenata.:l 
Clinic. 

.... '. 
Le.ture 
discussion 
role p.lay. 

I 
f 

. 
i . '. -'~--"-~"-'-'-'-' '--.. '.'-' "- r' 

-~nlarGement demonstratio~ 
of the Abdo-.~ role play 
ID'3n am€norr-: Discussion 
hOE:siJreast 
ch(;..nges 
mOrnj.,... .... 
Loo,.";'" G.!i.l:l • .::.4'!S::': 

I". 

explain 
verbally. 

._--------_._-------------_ . 
Demonstration 
on a pregnant: 
woman ' 

\' 

PregEaEt 
';.'0 man 
F09tsl 
scope. 
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AP.:~ep.C1!',~2~.r.:!.~<2.d continued 
Genral Ob~ective: To enable the TEA to provide safe and effective care to the pregnant mother 

SPECI.v'lC OBJECTIVE t
'· . __ .- - --_.' 

SU:S-OBJECTIV~S 

-----_.- --'-'-- ,~--
The :2BA will be 
able to 3.2. Assess 
height and the danger 
of short stature 
(below 5 feet)" 

. .".--- . --'---- I 
~ I 

3:"3'. --RecognlsEt--an'-
anaemic mother 

from a non-anaemic 
ann re~er to th~ h6a-
1 ~.)~ c _~r>.tr:_. 0 

, I 
i 
I 

i 
~ I 
.: -.-~-.- -'·--,---Y.4.-Reco-giilse an 

til 
n, 
(J) 
-1 
b 
§ 
r=:: 
b 
ttl r-

, ~ 
~ n 
...._-- 0 
~ '" "<. 

-. 

abnormal gaint 
by observing the 
general walking 
pattern. 

'\ 30 5. IhTIerentiate-

I between a well nouri­
shed and a poorly 
nourished mother .. 

-~-- ---.-,:. 

- ---r- ~ 

! i i,~T!1CD I L3.~.maNG VISUAL 
I 3XPiRI.3NCE AIDS 

r-- C~;T~; 
-.Viil measure 
mothers 
against 
mark of 

':'ecturo ::...r.d I Demonstration 5 feet 
,l d~::'lonstrc..tion I and practice strl.ng or 

a ~all I of measuring stick. 
5 feet by each TEA 

, I 
. - -Pa1.1or oTTace~ 

'-- t =-- 1 __ ·_ • . ~._ • __ .......... _ 

.L,jcture~ c,n~ I ;Show ansemic 2 Pregnant 
I ~ne ~~~~~ct~ve 

8",0_ , .. " ... .,S 01 
IDemo~stratl.on I a~d ~o~:~na- Mothers 
) file :0,: __ r 

~>'r _'::l. 
'i.on..; 

-g2n:;ral W'2ak 
ness 
-~edema 

lmplng an 
rickets. 

I " .., t- ''; '. f ..... 'J ~ •• 0 

I 
\ 

Itecture Role-'i'-EXpfa:Ei-' 
Iplay Discu Verbally 
jssion.. and 

I Demonstra-
tion .. 

'--=- Instructions '~ t--'-. 
of good eating I Demons-
habits. i ' tration of 
- A vaI·ied diet 1 i limping 
-Alternative: . mother. 
Cheap,sources sfi Identifi-
protel.ns 
-General signs 
of poor nutri­
tiona 

. , . 

cation of 
on post.~rs, 
flannel 
graDhsi ' c.nd 
real feod So 

i_~ _____ _ 

'-1 
I 

i 
I 
I 

Flannel 
graphs 
posters 
of foods 
&nd re2.1 
i"or"! • 



• • • • • 
~~::P..':£.t..Uf..R~~ • 

S.<'OPItllBJ"ErrT1'iE" S:ll=~TIVE 
T e will be able 
to: 3.6. Advise on 
general care of bre­
breasts. 

£~ 
.}~\ 

'rht. T~'~ hill 
:.'" ..:.'-,_1...:: to 

Identi~ "at 
risk" mothers 
and explain 
the importance 
of' earl: referal. 

:0 
rr, 
0) 
--l 
b. 
§ 
r:: 
b. 
\l:) 
r-­
n, 
(') 
a 
"'0 

"" 

3,7.. Recognise flat 
and inverted nipples 
and advise methods 
to improve condition 
of nipples. 
3.8. Examine the 
abdomen and deter­
mine the progress 
of pregnancy of' need I 
fo£ r":;_"'~.L·ral. ! 
4. 1. ,_ ~ e r. ~ .~:- ~ 18'~ 
41~\...· 1'1 ..... :. .... --, 1" ~ th b .. !v=-.... -; 

S'cutus .J..:.ld de.for­
mitieso 

4.2. Identify at 
rish mothers bad 
and obste:brical 
history. 

Identification of 
deformities. 

7 

. ---rroNTENT 

! 

- - --n:EJORNING-
rmon ~XPERIENCE 

ecture an 
emonstrati­

Discu 

emonstrat\,on 
n pregnant 

rothers 

-Determine if 
abdomen is 
increasinf in 
size .. 
-Palpitation to 
determine lie, 
presentation 
and fundal 
h"'ight. 
-Pi::)l!lfi.cans 8 

ILe c ture and 
,demonstration 

~Demonstration 
lof rolling and 
~Ulling of L ipple. 

(: ~ : : C .-~: . 

-Dangers of 
oedema. 
- examination 
of oedematous 
legs to show 
pi tting ~dema 

i 
ILecture and 
demonstration !Demonstration 

jand practice 
ILecture and 
cl,,::~'cns-:r[l:-: 8n r 

I 
I 
I 

Lecture I 'Demonstration 
demonstration and practice 
R~e Play. ,'on mother with 

,oedema. 
Lecture i 
Discussion I 

Identification oJ' 
deformities 
- Grand multipara 

I 
Explain 
verbally 

I 
- Prolonged labour 
- Postpartum ; 

! 
I 

haem. ! 
Operative 
delivery I 

- Neonatal death 
-stillbirth • I 
-AL'Jl'tj on 

)~' ~ ~'.:;'~ '2:[ "')G:· 

;~.:;. . 
-}rEllC ·~·r:L.o. 

\ Explain 
lverballyo 

~ ~ 

I 
t 

t 
! , 

l>L' 

egna:u t 
mother 

Pregnant 
mother 

Pregnant 
mother 
Foetal 
Scope 

Pregnant 
m.ther. 



- 9 -
Ante-?artum Period 

CONTENT T SPECIFIC OBJECTIVE ISUB-OaJECTIVE _____ ~--~---

7. Create an aWare­
ness of the danger 
ot: traditicnal 
medicine given in 
labour 

Review the type of 
traditional medicinE 

Danger 
tradit 

in use. medici 
7.1. ~iscourage the specif 
use of traditional exampl 

~:~~~;ne during+1 

Post ~~r=--p-e-r-i-o-d--+-i---·--- ---.. ---

able to: to advise the mothe~ food~ 

of 
,onal 
le with 
,c 
!S 

.. --.-

8. The TBA will to II The TBA will be ablJ _ body 

un~>-' "" L';lC. the on the importance I - c:ner;::f 
ir!~ ·.j~-ti::-:.ce (·f I vf ~:ll_!'lce di~ _ : foods 

.~i-~in~ 

r.·1 ". CIJ ~ i. ': -t I _ Protecti va 
. foods 

I -Plenty of 
fluids 

-
METHOD 

Role Play 

I----

Lecture 

Family Spacing: Tht TBA should be able tp give advice on c~ld spacing. 

The TBA should be 
able to: 
1. Explain the 
importance of 
child spacing 

1.1. The TBA 
should be able to 
explain the 
advantages of child 
spacing 

- Prolonged 
breast feeding 
- Prevention oE 
unplanned 
pregnancies 
- Promotion of 
Family Health, 
RHCs, Hospital 
Traditional, 
J..rtifi ci al , 
natural methods 

Discussions 

LEARNING EXPERIENCE 

Explanation 

"xplC!n.? tJ. ':ns 
- Cov':ir..g 

. demonstration 
- Emphasize on 
varied diet 

Demonstration visit 
to a Family Flnnning 
Clinic 

, . 

VISUAL AIDS 

Actual 
Hedici:lE.: 
(Trnditio-
nal) 

if avnila-
ble 

_._--

Real foods 

Pills, 
Condoms. 
IUD. 

... --~--- - .... --------- --.- -- .--- .- ..... -~ 

'l" . . . . -_.. .. 



• • 
Intra-Partam Feriod 
Scneral Objectives: 

• 

2. Deliver her p~tients 
1" n ~ c 1 I' 0' on ,.., ry I ~ 1..4 _ ... -.. ,u , 

well v:'utio'.o to.j(~ ',ad I 

'1\]1: 1: t ~·~·~)r:l_ 

• 

2.1. Exr;lqin the 
ia0crtp-nc.l' ':)f 
~ .• !"'("\ ~~~ i r·li (·r 
inLoecticIl 

• • 
- 10 -

- ;:::dv2.:1.to-:.gcs 0 
, l.;;an room 
with windows 
.. sweeping 
-dusting 

.. ~~rn~CD 

tion 

~:lsCU.-:;o-:;i 001). 

Ideal home 
visit TBI' •• 
Demonstr::l.­
tion 

sterilising by 
boiling using 
traditional fire 
for )0 minutes 

I;~act~seo in daily 
sweeping and dustin 
of room where TBA 
training takes 
place 

Actual Instru 
ment fire 

bro~rn .. dU3to..r 
water lor 
sprinkling on 
the flow eta. 

------t-I ------_. J ~--------t--~-----). Keep herself clean 
when in nttencance 
to the mother and 
baby. 

).1. Always be 
presentable 

TBA dailY bath, Lecture 
- wash clothes and Demons-

Wash hands 

- emphasis on tration on 
hand washing on hand 
- Look for washing 
anaemia colour Demon8~ra- Examine and differe­of conjunctive tion Discu- ntiate between 
oedema, ssions, normal and abnormal 

Soap, bowl of 
water clean 
hand cloth 

pressure on observation -take history and ~ ankles for (ANe ward) 1 interprets f10r pitting 
_~ 

b. ---

. ___ 0. 
§ 4. Take a labour histo 

on mothers who como 
in labour and irlenti 
fy the 11e. t risk" f 
mot"ilors 00 or rcfcraal \ 

4.1. Examino the 
mother for an~emia 
and oede!":!;:! 

signs symptoms 
and observation~ TBA explains 

verbally to th .. 1 
r::: 
A 
~ 
", 
C") 

~ 

of bleeding I Observation 
I and Lecture I. 2 .) . . 't. oJ,e-organlse I 

I'~:rly 5io~!l!3 nf' ~"'{tcLI °ool ~)le.::di!1r; 

group 

'< 
~ 

v"'-. 
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4 

futra ?art --- Peri.od -- -. -------
SPECIFIC mJECTIVES SUB-OBJECTIVES 

4.3. Recognise 
early signs of 
obstructed labour 

i 
I 
I 

I 

- 11 -

-.-

CONTENT METHOD 

Signs of Discussion 
obstruction i Lecture 

1 Lecture -importance 
of' severe 
abdol"!1inal I 
pain not i 

I related to i 
labour cont-j 

I ractions 

I 
I 
I 

I 

LEAR 
EXPE 

NING 
R!ENCE 

Explain 
bally to the 
up 

VISUAL AIDS 

Doll with big 
head Pelvis 

__ 1 ______ _ 
between I 5.1. Recognise 

L .. _ .. _ . __ .1 ---- -t-------.. - --- --1--' 
in .5. Distinguish 

true and false labour signs and symptoms 
- signs of 
tru.e labour 
by feeling 

Lecture I State signs and I Xother 
questions and symptoms of true i labour 

I. Dewonstrate understa­
_ding of cleanliness 
.turing delivery 

1. Management of normal 
1abour 

I of' true la bour 
f~ trength ape 1 
frequeucy 
(;~ '::Q!ltrnr-

. tion!:!. 

- Show or 
rupture of' 
membranes 

6.1. Encourage thei-encourage 
mother to have a bath of 
bath bef'ore delive patient 
and shave -provide 

water 

an~wers Discu- labour I 
SS10nG I 

Discussion 
Observatien 

Provide water 
and bathroom 
Explanation 

I 

7.1. Understand I - reason 
the care of bladde~ frequent 

for! Lecture Discu­
I ssion 

7.2. Recognise thj ~~p!~ing of 
progress of normal a er 
labour by strength -descent of 
of contractions an head by 
descent. I abdominal I 

palpitation. I 
I 

I 

Discussion 
Observation 
Demonstr~tion 

Practis:i..ng 
feeling for 

I cons traction and I descent of head , 
~. 

Soap, water 
razor blade 

Pregnant 
Mother in 
labour 

_-•. o~_-.~.~ .• ~.~ __ ••. -_-_ .. ~-__ ~~~-~~. __ ~"~~_.~~~_~~_~_, __ ~_._-.~~-~~~~_o_.o_-:---~ "_.~_~_- ... ~~"O~~~---~ _~_=~ .. ~_._~~ .. ~_"_ .. _. ___ ~o.~~". __ ,~.~.~_ ... ~o"~ .. ""o"_~o__ __~"~_O_~_"~~_~'_" 
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Intra Par tum Period -_. ___ ._0 

SPECIFIC OBJECTIVES 

8. Recognise 
Obstructed labcur 

I!ll» 

~ 
""'I 
h 
§ 
r:: 
}:. 
to 
r­
I'll 

~ 
""" 

• • 

SUBJECTIVES 

7,). Recognise/ 
the stages of 
labour and 
normal duration 
of each stage 

7.4. Instruct 
the mother not 
to push before 
full dilation 

I 
I 

and be able I 
reasure the 
mother throughou~ 
In ::)rJUr 

.;. r.· • roviu(' .:lnd 
;~'1 \..1 _ : ... .:"::c ~ .. '. __ 
;;iot!1·..Jr to take 
porridge and 
fluids during 
first stage of 
labour 

I 
, 8.1. Recognise I c ompli ce. ti ons 
i and refer the 
Imother to 

I hospital early 
Need t a review 
the stages of 
labour 

• • 
- 12 -

" j. 

CONTENT 
.- -. _. LEARNING I 

EXPERIENCE VISUAL METHOD AIDS 

-First stage 
not to let s 
set twice 

-second stage I 
not more than' 
one hour I 
-third stage­
not more than 
30 minutes 
or time TBA 
takes to 
receive and 
Hrnp b.:lby 
-~ -th ~ t.::[;\.: 
ohsc:.i:"'.'c: 
~~\c -: ;, 

baby for one 
hour 
- dangers of 
pushing befor 
full dilata­
tion of 
cervix 
(seeond stage 

-encourage 
light diet e •. ~. 
porridge and 
any sweet 
drink during 
first stage 
of labour 
-explain 
verbally 
reasons for 
giving 
l~orric.2;e 

Discussion 
Lecture 

Lecture 
Discussion Role 
play 

Discussion 

'i': 

I-~ 

of labour 
to refer 

.:''01 I 

stages : 
and when' 

I 
I 
I 
I 

Watch a delivery 

. I 

, . 

Mother in 2nd 
stage 



,~ 

"'" -.J 

Intra-Partum Period 

SPECIFIC OBJECTIVES 

10.5 Instruct the mothe 
to push with a contrac­
tion 

11. Determine placenta 
suparation 

1'1 ------+ -' ---. ---.......f---.-,-----+---------_ 
LEARNING 

SUB-OBJECTIVE CONTENT MET:aOD I EXPERIENCE VISUAL AIDS 
_._. I'" 
reasons for instru 
cting mother to 
wash with soap 
contraction and 
and encouragement 
to relax in between 
contractiolUl. 

Discussion 
Demonstration 
Role play 

Practice 

- 10.6 Support the ~ dangers of 
pad during crowni unassisted 
of head cover the delivery 
sums 

Discussion 
Demonstration 

10.7 Receive the J dangers o£ 
baby on a clean asphyxiation 
('.If'i:.h .nl1n c1 •. :-;n th and infection 
,:~ ~"Cly 

Discussion 
Demonstration 

10.~~ [i03 the cord 
with two sterile 
ligatures and but 
the cord between 
ligatures with 

, sterile seissors 
or razor blade. 

10.9 Keep the baby 
warm immediatel,y 
a:f'ter delivery 
encourage skin to 
skin contact 

11.1 Recognise the 
signs of placental 
separation 

CUb the cord 
with sterile 
scissors or 
razor blade 
af'ter applica-
tion oC 8t~rile 
ligatures or 
sisal,bark, 
cotton thread 
or material 

biscussion 
Demonstration 
Role Play 

How tp keep thelLeeture 
baby ~orm Discussion 

l . Demonstration 

signs oC separa~ecture 
tion of placent Discus~ion 
by feeling the Questions and 
firmness oC the Answers, 
uterus, leng- Observutivn 
thening cf the-

Practice 

Practi.ce 

Fractic~ 

Practice 

-----------

doll + 
clC' un cloth 

All 1tems 
mentioned 

dol1 9 small 
blanket 

Verbal I warm clothing 
explanaticn 

~ . 

t8 -w • • • .. 



• • 
.... .1.1 lr.L. '" -- a.L .... u.u.. • t.;.;.L ..... l.Iu. 

SPECIFIC OBJECTIVES 

12. Manage the blood 1 
stage of normal lnbou 

, .-
/Q 

~.~., .. , 

. ., 
·-ri 
ij) 
~ 

~ .­,'" 
<t::'JJ 

r~ 
~ 
C{) 
r­
fl'J 

8 
'<'l 
'< 

• • 
SUB-OBJECTIVE 

12.1 Deliver the 
placenta and 
membranes by 
maternal effort 
and examine for 
completeness 

12.2. Assess the 
.:!mount of blood 
loss 

e_ ,'-(_ • 
CONTENT 

cord and trick­
ling of blood 

- delivery of 
the placenta 
and membranes 
by maternal 
effort and 
examination of 
the placenta 
for complcte-

i nces 

. - Assess the 
amount C:= 

blood If's:::; !"'Y 
... ~ I ... i.:j.' ~ -- .:!. ~-

1~.) Control ~
amount in cups 
and conditicn 

. of the pn tient 

?P.H -have patient 
void 

'.- control of' 
PPH by rubbing 
up the uterus 

, for a contrac- ~ 
tion and immedi 
ate referral 

- Fut baby to 
breast 

12.4 Inspect the 1_ deseription 
perineum for tears/ of tears for 
~nd refer the referral 
extensive ones 

- danr;e.!" of 
un::e~.)a~.:.'cc 
.~ . ...!:- .. 

I 

I 
I 
I 

I 
i 

METHOD 

Lecture 
Discussion 
Demonstration 

Discussion 
Den':"!1.!.' t.r"! ti O!1 

Discussion 
Demonstration 

Lecture 

Lecture 
Discussion 
Observation 

,~" 

LEARNING 

EXPERIENCE 

Practice 

VISUAL AIDS 

Placenta 

Practice estimn-l Receiver 
tier! by usin;; 
!?;~lli~ot fr r • ., 

deli "ery ki. t 

Practice 

Practice 
sponge 

on a 

" 



~a-Partum Per10d 

sacIFIC OBJECTIVES 

~ • 

'-'I 

- 1.)'-

-13 -

- - -.----... -.-.---C. 
SUB-OBJECTIVE r CONTENT I METHOD 

12.5. Refer 
retained placenta 
if not delivered 
after )0 minutes 

- signs of' 
retained 
placenta 

- dangers of' 
retained 
placenta or 
membranes. 

- import:l.nco 
()f r-~f~rn::l 

Discussion 
~uestions and 
Answers 

~': 

~ ... ··W ···0- ...•. .• S·· . . .• .• 
•••• • •••• • 

\ 
\." \ .... 

LEJ.-RNING 
EXPERIENCE 

Expl.aining 
verbally 

VISUAL AIDS 

l' 



• • • • .-l..-.. . 
S?:2XJIlt.Lr.: 0:02 BCTIV ZS ~I SUB-OBJ"~CTI. ~ j I CONTENT t1\l~THOD : LEARNING -+ ; 3XPERIENCE 

'1:h";-Tit\ will'be' ':;bl'e- "TIo'":'I$A ~iil"-;.;-I-~- n~;~~{ c~iour""-o;- :~~u:: :nd-:-;ect:;'~ . ~~. 
to: able to: I conjunc ti va and !Demonstration ~ Demonstra.tlon 

1. IdcntifJ anaemia 
in the post-partum 
period .. 

2. DEtect breast 
engorgement .. 

i tongue. I ; 
1.10 recognise ~ I - abnormal colour i . 
normal colour of of conjunctiva ; - Classroom 
conjuctiva and and tongue I i 
tongue - oedema I . 

201. Recognise 
breast engorge­
mento 

2.20 Recognise 
cracked nipples 

I • • 

- breast examina- jLecture .,' Demonstra~1on 
tion. .Discussion and .. Pract1ce 
signs and symp- land Demonstra- (postnatal 
toms of breast Ition. i ward) 
engorgement I I 
cleaning nipples ! , 
treatment of crn-l ! 
.. 1 ''"~ r~i )pL.':: I 1 ~ 

I " cr:. i .. J i.1 

C(. i' l' 

lV"ISUAL 
~ID.§.,. __ 

~ 

,';-21.1 contract,~J. 

uterus by palpa­
ting on abdomen 

treatment .. \ 
ws. t ~'I 
seal', 
clean 
cloth 
mother. 

I. 

3. Dif7erEntiate 
~ wel~ coo1r~cted uterus 
fro~ uncon1ract~Q uterus 

4. i.cquirr: under­
standing of involu­
tion of the uterus. 

4.1. TBA should 
reeognise and 
advise mother on 
normal colour 
amount and odour 
of lochia and 
duration .. 

4 .2. TBA s .. auld 
recognise and 
advise motber on 
abnorrllal locnie, 0 

4.3a TB: should 
recognise change 
in ~ize of uterus. 

BEST AVAILABLE COpy 

~ 

- uncontracted 
uterus 

- contracted 
uterus. 

normal colour, 
amount odour 
of lochia. 

!Discussion and I 
!lecture I 

i 
1 

abnormal lochia !Lecture and 
need for referralfdiscusSion 

; Demonstration 
patient with a I 

septic postnatal! 
natal ward. Imother if 

change in size of' 
involuting uterusJ , 

I." 

i 
r 

available 

~ ~ 

,.,.., 



mST Pl"I{':rlJIli_~ERIOD .... 't-

SPECIFIC OBJECTIVES, 
'---.-_._-----, OORTENT METHOD ---l LEiillN ING 

I EXPERIENCE 

SUB-OBJECTIVES 

5 • Provi·~ 9 appropri te 
cord care during post­
natal period. 

6. Having adequate 
knowledge of care of 
premature baby 

5.1. Appreciate 
danger of appying 
medicines on the cord 

. 6.1. Keep the baby 
I warm by wrapping in I dry linen. 

! 6.2. Identify 
; premature baby for 
. referral 

; 
i 

!"l l' (1 "l't' -; r~'- +-h" pr'" '-1 " .. ~ I ( 0 '.\"": ~ ._ \ \... CJ L.'_ 1--.... 111 

7.1. Differentiate 
a !10rL~", .. , b,- b;y !':rom 

irth ~,:1\.~Ul';Y· • • ) :.' ~, .1.... :1,- "'I -'·,0 l' i1 .... ,L.-..l os.' 

J~ring tho PO?t p~rtum 
period and refer to hosP4 
tal as when necessaryo 7. 2. Recognise 

jaundice in baby 

7.3. Detect the 
presence of infe­
ction in a baby 

Cord care: 
- dangers "1;r 

applying 
local medi­
cines. 

I- Characteri­
stics of a 
premature 
baby. 

f- problems of 
premature 
baby. 

Discussion 
lecture and 
Demonstration 

Discussion 
lecture and 
Demonstration. 

" 

DiscussiCln 
~ signs und lecture 

Bymptoms of-too. ,,~,,-

cere bra11 ' Le.ture 
injury. discussion 

I 

! high pit!hed 
cry signs and 
symptoms 
jaundice. 

, 
7.~. Recognise baby I 
with neonatal tetanus.; " 

gg§r AVAILABLE cbpy 

failure to 
suck, fever 
continuous 
crying, 
convulsions. 

signs and 
symptoms of 
tete.nus. 

,'­
I 
I 

.,.I __ ._ ~ .. ul... .Pi .... .... • ·u· • ' . 

Practice 
cleaning 
cord-post 

I metal 'rlard 

Demonstra­
tion of 
premature 
baby_ 

! D.:::mo:J.strJ.­
I tioo 
. Observation 

I 

I 

1 Demonstration I 
I ' 

i I 
! : 
I 

., . 

VISUAL 
AIDS 

Soap, 'ofater 
clean wool 
spirit salt 
baby. 

doll, water 
cloth soap. 



• v ~LLLJ.u V.~_t, • • • • • IJDJ:I .IlnJJ V._.l<J.:jV.l.J..v,,:,; THe TJj" WLLl. ae aOJ.e "GO adVlse mothers on the approprlat0 care of e. 

ai'.:'~~·;~JcrrIV~S I 

ilL will be able to: 
~. Und0rstand the 
~port~ce of immuni­
r.ction. 

2. Ident;.fy Children 
Kith QElnutrition and 
~ve nutritional ~dvi­
C2 base0 on available 
loods in ~he community. 
&luce. te 1'.:3,_ on the use 
ef ~m cirufe~rence as 
;: guideli.12 for child 
;:"O"dt~! 0 

-: 0 .'. r')~~~_is·:; eari;y 
~d late digns of 
ilehydratj I')n and advise 
athers .)11 how to res­
tore fl u:i.ds 0 

J-

, B~sr 4V41l4BlE COPy 

~ 

ch .d and recognise conditions fOl _'0ferral. 

- \~-

SUB-oro;';CTIVES ~ 

for encouraging l 
mothers to. attend I 
Children's Clinic. 

201. Describe a 
well nourished 
and 2. poorly 
nourished child 
and select those 
for referral 

2020 .".dvise on 
frOOU weCiLlll:'e:, 
i ':'r\.~ (' ti (! -: ~~ 0 

301. Know the 
dangers of 
dehydration 

3.2. Recognise 
severity of 
dehydration and 
know when to 
refer. 

CONTENT IETHOD 

i 
Functions of the Lecture and 
Children's Clinic ~field trips 
Types of immuni- L ctur , . . lLe e 
Z~010~S and lmmu- Discussion 
nlzatlon schedule.Demonstration 
Signs and symptoms 
of malnutrition. . 

:Breast feeding I 
Weaning foods ! 
e.g. semi s"lid I 
nutri tions food I 
- porridge \vi th ; 

I.,.:undn~.~ ts . . 

~_ ..... ~ L:.::.._' tll..llb ~ 

0! food and ut~J 
nsils 

- signs ~ dehy­
drati.eq.." 
sunken" fonta­
nelle':' 
sunken eyes 

- dry mouth, tongue 
etc. 

- making of oral 
fluids. 
safe water. 

LEARNING 
3XPERIENCE. 

Demonstration 
.0xplanation 

Demonstrationi 
and practice . 

VISUAL j'~IDS 

Posters on 
Children's 
Clinic. 

Explanation Posters on 
cooking malnourished 
Demonstration~ children 

. Food real 
~xplanatio~ ! cooking 
Demonstratlonl Utensils 

Poster':: ~ 

Explanc::.tion 
Demonstration ~ater 

Salt 
Sugar 
Cup. 

l' 



" . .':> 
~ c-

- 19 -

CHILD CARE -.-.---

SF6C~FIC OBi~CTIVE-' SUB-OBJECTiVES" .' CONTENT 1- M.:!.""'THOD --'----T LiUu'JING--,' VISUAL-

I 
! 1 ZXFZRI~rcE AIDS 

- _._-----+- -'--" ~ - ... -.----1----- ,----.-.~---- ----- --'-r-" _ -.'-. I 

4Q I~8ntify cnild- i 4.1. Advise 1 -signs of I L~cture, i Demonstration ~osters 
~God liiness and I mothers on care I fever, . DlScusslons " . lf 

Jf-:-~e I roper refer- I of children with I dic.rrhoe& Demonstration availabl 

l'als i common illnesses vomitting , 

I of childhood. Oti ~is I 

·re ad~~~ on preve­
n~ion of home acci-
·-:.·.:;nts, 

5.10 Should be 
c.b13 to mention 
.3G:-!l::- 01: tho C'_)f~on 

11(' •... C.L ··ld·...::::, . , 

madl~ worms, ,. 
skin diseases 
conjuctivitis 

I meE.sles etc. 
burns 
p;; l'c:-<.'fin­
rJ <'" ; . !)Uinc:, 
I" j.u0J.· ~. 

" 

and in jurie s 
fracture 
swallowing 
tablets. 

I , 

I:"~ 

.. 

Lecture 
Discu2sion 

I 
j 

Explain 
V~rbally 
[.::d 
pract.~C;G" 

, ~ 

Broken 
. bottles, 
! ""oi:-l.S) 
1 _,lastic 

bag etc. 

f 
I 

I 
I 
t 
I 
I 
I 

i' iLl' _ ua .• n .• 1. •. ..b. L 
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GllIER.'.L 0 EJ 3GTIVE: The TBA will understand the principles of personal hygiene and envi~omental 
sanitation and appreciate their importance in maintaining health. 

~;~~~~;; OB~ECTIVZS-- :SUB-OD;"~'~TIVES ~l-'-~~EN~-'---i M~OD --- I ~~;~lING _ ~EACHING 
. • ..... "_ .. _. ___ •. L_. r.r_· •... _. __ .-." -- -I ---.------.-. ----.t--.. -... -----I ~X~ERIAt!9~~P:;;.;S~ __ -..-.----- -- _._ .. _. . it· I • 

1.1. Instruct a : - general I Lecture ! Demonstration, poap, 'he TBL will be able to: 
10 Demonstrate good 
persor.al bygiene and ne 
able' to advise ntherp. 

2. ~Emon~trate good 
sqUitary Iractices 
~n C?I owr. environ­
ment. 

.-;. 
~-"'> 

~." 

mother on clean- I hygiene Discussions I ~xplanation on Water. 
liness of her self I measures Demonstrations j the importance, 
anI]. her family. i safe water I of boiling' 

i" 2_1. Explain to 
mothers how to 
prevent the 
spread of dise-
ases. 

i proper hand- water, washing 
\ ling of food h~nds before 

. r;;"">'-'''0fltica 0 moel S 2nd ,-":.fter 
vi~i.ting. tvilet. 

prevention 
of diseases 
by use of 
pit latrine 

refuse pits 
filling of 
cracks where 
bugs entero 

sweeping 
separate 
houses for 
animals 

'!.f~ 

p 

Lecture 
Discussion 
field trips 

, 

Explanation of : 
the importance i 
of having toi- I 
ilet and re- I 
fuse pits and 
proper care and 
sweeping of ! 
the house I 
surroundings. , 

i 

, ~ 



:HT~ ... 3F .. )TOR;~L CO-oPZRLTION _ .... . ,. ... ,.-.- ........... - ... _-
G£'t...lv.2> ( :sJ~CTIVt: .. The TBl;.wi~l appreciate the existence and role of other P.H.C. workers in her 

. community and be able to w~i'_¥: hand in .hand with them. 
• 

---. --- "- • J .--. -., '. ,,- .'-. '-"r-'- ., ... - .. ,..,. --~' .... ·----·1-··--... ·,--.. ·--.-----
SP",i'1113IO OBJ~GTIV1iS I SUB-O:aJ~CTIVES , CONTErTT ., -'.-- 'Tr':~~T-~OD-' '--": _ _ __ ·--··~·T·-·-··-----, 

I I" '1..:1 -~ I L.::.;1li • .LNG : VT..,U.\" 
I 

J • - • .J..D rt.JJ 

--.'-"" •.. -.. '. . . ... , , ' .. "~"-1" . __ ._. .,. -.--.- ..... , ._-..... --_._.. -t I ·;"x.pli'RP'T,7C'" ! AIDS 
I ... - - - --... ,.~---- -. -'- ----.- I - -....;~ ._7.'~_..;::!._\. -~~-.i-: , __ _ 

The ~BAs will be able I 1. '1. Understand the. . f' l 

'to:. I duties of others. -~ dutl.~s _ o~ PHC,C, fect;!~e Explanation I 

1. Idantl..::'Y her role I OH,';! FHh, l:'ffi:s t etc land ~l.eld . of the duti- I 

in ,toe h(~al th. team I 1.2. Utilize the !t~~p 1 Dis- es of health 

an~ ~er relatl.on to , health resources ~ Heal~h centreslc . Sl.on. team 

othe~ primary health I for referral i l.n hosp1.tals CSW . 

care \;'orker. I' 
Gener . ..l.l p.Rjee.ti.v.'? 

.::~1<~ _,-::. Fho'lld 1- . 
.. ;1 -c· i. 'C:V1C~ Ii,v del'S 

on tt-.:) prevention 01' 

HIV infection 'and 
. cOI:':~ of J'JDSo 

The 'rEA should be able 
to explain HIV:AIDS. 
She sjould know the 
mode of transmission. 

~ 

I 

Identify people 115-45 Years iLecture 

2t high risk. : occ~pati~nal rish!~iscuss­

Kr '; :.1-" im!ortflnc;c 
<..:1~ !...'l-~ v(:l!tion ot' 
infection .. 

I Soc.Lal R1.sh etc ~ :lon. 
i 

: 8t~ri.lizing by 

.1 boHmg methods. 

I 
I 

I . 

I , 

:12CI;UI-8 

i~iscuss-
.lon 
IDemonstra­
,tion. 

i 

I 
f 
I 

j 

'TB!. explains i 
the high r~sh ; 
groups 

Sterilizing 
by boiling 

'1 

Scissor 
bowls real 
instr~e,ots 
e-.t.c. 

n. 

2L .1. II 

1 .. _ :.. . d_ An 


