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EXECUTIVE SUMMARY

A knowledge, practice and coverage (KPC) survey was carried out in the Bergville District of the
Northern Drakensberg Region, in the province of Kwazulu/Natal, Republic of South Aftica,
between January 29th and February 2, 1996. The survey was completed with the guidance of Ms.
Anne Henderson of WVRD, and with the cooperation of the Kwazulu/Natal Department of Health,
and World Vision of South Africa.

The Baseline KPC survey was carried out with the specific objective of obtaining population-
based data for use in defining and prioritizing the project's activities, goals and objectives based on
areas of identified need. The data is especially valuable in that it was gathered from households
rather than based on national figures or the observations of a few individuals within the project
area. The KPC survey results were discussed by community leaders, DOH clinic, mobile clinic
and hospital staff, and project personnel in order to provide background information for the
development of the project plans as outlined in the Detailed Implementation Plan.

World Vision Relief and Development (whose headquarters are in Washington, D.C.) and World
Vision of South Africa are supporting the implementation of Bergville District Child Survival
Project, a Child Survival XTI Project. The project received a USAID grant from the Child Survival
and Health Office of the Private and Voluntary Cooperation Bureau for Food and Humanitarian
Assistance, to implement a Child Survival Program for a potential beneficiary population of
130,000, from October 1, 1995 to September 30, 1999.

The questionnaire contained 50 questions and was used to collect information from mothers of
children under 24 months of age. The questions were based on a standardized survey format
recommended and provided by USAID Child Survival Support Office. The project managerment
of Bergville Child Survival Project, in collaboration with World Vision's Regional Health Support
person, customized the standardized survey questionnaire to adapt the instrument to the project's
needs in regard to project interventions and objectives for the project area. A selected team of 30
DOH staff and project people participated in a three day tramning program in the “30 cluster
sample" survey methodology, enabling them to competently conduct this type of survey and
measure the projects progress. Six teams of 3-4 interviewers each and a supervisor conducted the
30 cluster Baseline survey. Each cluster yielded 10 household interviews of mothers with children
less than two years of age. A total of 306 interviews were completed and 297 were used in the
results.

Some of the major findings of the survey include: 73 .4 % of mothers started solids before 4

months and only 11% knew to use colostrum; 31% of mothers with children with diarrhea in the
previous two weeks gave less fluids or stopped fluids, and only 12.5% knew that signs of
dehydration are cause for referral; 82.4 % of non-pregnant mothers did not want another pregnancy
within the next two years and of these 72% are using a modern method of contraception; 93.6%
had heard about AIDS but many adhere to myths about transmission, and 57.2% of mothers felt
that they were personally at risk for AIDS.
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PHC Primary Health Care

PNMR Perinatal Mortality Rate
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PVO Private Voluntary Organization
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STD Sexually Transmitted Disease
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*NOTE: The Upper Thukela /Bergville Child Survival Project (UT/CSP) as titled in
the proposal, is now known as the Bergville District Child Survival Project
(BDCSP) for the purpose of this Detailed Implementation Plan. Both refer to
the same project and project area. BDCSP more accurately reflects the
change from a fragmented community into what is now one geographical
unit.
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L. INTRODUCTION

A. Background

World Vision Relief and Development, whose headquarters are in Washington, D.C. and World
Vision/South Afiica are supporting the implementation of Bergville District Child Survival
Project, a Child Survival XI Project, based in the Northern Drakensberg area of KwaZulu/ Natal
Province, Republic of South Africa. The project received an USAID grant from the Child
Survival and Health Office of the Private and Voluntary Cooperation Bureau for Food and
Humanitarian Assistance, to implement a Child Survival Program from October 1, 1995 to

September 30, 1999.

The project area situated in the northern Drakensberg of KZN, encompasses 40 communities,
with a predominately black population of 130,000. This site was chosen because: (1) The
maternal/child morbidity and mortality rates of this predominately black, rural population are
higher than the national average; (2) The District Department of Health has a strong interest in
improving linkages with the community and developing a community-based primary health care
approach; and (3 )WVSA has a 15-year history of partnership with the community and clinics in
this area with nutrition education/rehabilitation programs, community health workers' training,
youth education (health, sexuality and AIDS education), training of preschool and creche
educators, income generation, revolving loans, community-based rehabilitation of the mentally
and physically disabled and the formation of a Christian Development Association which
facilitates the involvement of local churches in development activities.

Current perinatal mortality rate(PNMR) and infant mortality rates (IMR) are not available for
KwaZulu/Natal(KZN), the province in which the project is located. However, a 1994 study in the
project area showed a PNMR of 45/1000, and an IMR of 36/1000 births. A 1988 estimate of
PNMR in KZN was 41 deaths/1,000 births. The most frequent causes of perinatal deaths in the
region are associated with pre-term labor, infections, stillbirths, hypertension, and abruptio
placentae. Physicians in the Bergville District report congenital syphilis as being a major
contributor to stillbirths, A 1990 government estimate cites KZN's IMR of 44.7 deaths/1,000
births as being the third highest in the country. Although childhood morbidity due to diarrhoeal
disease and ARI has decreased considerably since 1976, conservative estimates suggest that
25,500 children in RSA still die each year from these preventable causes.

The focus of the Bergville District Child Survival Project (BDCSP) is to reduce maternal, infant
and child morbidity and mortality by improving the technical and management capacity of the
Kwazulu/Natal DOH and Bergville District Health Forum to deliver effective Child Survival
interventions, and to facilitate genuine community involvement in health care delivery.

B. Project Objectives:

1. To enhance the delivery of EPI, growth monitoring, nutrition, antenatal care and family
planning, CDD, ARI and HIV/AIDS messages and services to infants, children under 5 years of
age and women of child bearing age in the project area through the following activities:
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a.  Updating the technical skills of the DOH personnel to deliver CS interventions.

b.  Improving management skills of the DOH to plan, deliver, monitor and evaluate their CS
activities

c.  Assisting the underserved and previously unreached communities, through PRA exercises,
to nominate and organize health promoters and educators who will encourage the
utilization of CS messages and services at the household and community levels.

2. To facilitate the integration of the community resources with the DOH infrastructure and
programs to establish a sustainable and cost effective delivery system for CS interventions.

3. To enhance the capacity of WVSA to improve child survival-related program activities in the
context of its development activities.

The program interventions along with the percent of time that the project will dedicate to each
area are as follows:

Maternal and child care and family planning 15%
Nutrition and Breastfeeding 25%
Immunization (EPI) 10%
Acute respiratory infection (ARI) 15%
HIV/AIDS/STD 20%
Control of diarrhoeal disease (CDD) 15%

USAID requires PVOs with new FHA/PVC Child Survival grants to conduct a 30-cluster baseline
survey using a standardized questionnaire developed by JHU. As part of this required process, a
WVRD regional support person, Ms. Anne Henderson, who has undergone the CSSP/ KPC
Survey Training of Trainers course and implemented several KPC surveys in the past, came to the
project site to train staff in the organization of the standardized questionnaire, the purpose of each
question, as well as adaptation of the questionnaire to program objectives. The project staff were
trained to conduct a standard WHO 30-cluster survey, and in tabulation, analysis, and
development of a report from the completed survey questionnaires.

C. Survey Objectives:

The Baseline KPC Survey was carried out as a component of the project start-up with the specific
objective of obtaining population-based data which could be used to further define and prioritize
the project's activities, goals and objectives based on areas of identified need. The information
obtained is especially valuable as it was gathered from the project area's households rather than
based on national figures or on the observations of a few individuals within the area.

The questionnaire used in the survey was targeted towards obtaining information which is related
to health status and health indicators which contribute towards increasing child survival and health
among women of child bearing age. The information collected included:

L Mothers' education level, income generation activities and the presence of
caregivers.
L Knowledge of mothers of children under two years of age about:

breastfeeding/infant feeding practices;, management of diarrhea episodes and acute
respiratory illness; the immunization schedule; need for prenatal care and
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assistance with high-risk pregnancies; and transmission and prevention of
HIV/AIDS.

® Actual practices of mothers in regards to breastfeeding, nutrition, growth
monitoring, immunization, treatment of diarrhea and acute respiratory infection,
use of family planning methods, and drinking water source.

L Target groups for health education messages.

L For children aged 12-23 months: the coverage rates of BCG, DPT-3, OPV-3,
measles vaccines and drop-out rates.

As the project will focus on changing mother's knowledge and practices regarding some basic
preventative health practices, the survey will provide useful information for the planning,
managing and evaluation of progress towards objectives.

The information is to be shared with health committee groups and various healthcare supervisors
working within the Ministry of Health, and will serve as a vehicle to link the health sectors with
the communities they serve as they learn more about the knowledge and practice status of the

women and children in their service areas.

D. Schedule of Activities

Nov. 17-19, 1995 Meeting with Core Group regarding survey preparations and KPC
survey methodology

Jan. 22 - 24, 1996 Training of supervisors and interviewers

Jan. 25 Field training exercise and discussion

Jan. 29 - Feb. 2 Conduct of survey interviews

Jan. 30 - Feb. 3 Analysis of Survey Results (EPI-INFO)

Feb. 5 Group discussion of results and implications; preparation for

community feedback session

. METHODOLOGY

A. The Questionnaire

The questionnaire contained 50 questions and was used to collect information from mothers of
children under 24 months of age. The questions were based on a standardized survey format
recommended and provided by USAID Child Survival Support Office. The project management
of Bergyville Child Survival Project, in collaboration with World Vision's Regional Health Support

-
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person, Ms. Anne Henderson, customized the standardized survey questionnaire to adapt the
instrument to the project's needs in regards to project interventions and objectives for the project

area.

The first two questions ask the age of the mother and her youngest child (< 24 months); questions
3 - 5 collect data regarding mother's literacy, employment, and who cares for the child when the
mother is away from home; questions 6 - 11 deal with breastfeeding and other infant feeding
practices; questions 12 - 15 ask questions concerning the child's attendance at growth monitoring
sessions, possession of a growth monitoring card, and immunizations received; questions 16 - 18
refer to the mother's knowledge regarding measles and tetanus vaccine; questions 19 - 28 refer to
diarrheal disease and management of the child with diarrhea; questions 29 - 30 inquire about
drinking water and latrine facilities; questions 31 - 35 ask about prevalence and management of
the child with acute respiratory infection;, questions 36 - 43 ask about knowledge and practices
related to pre-natal care, delivery practices and family planning; questions 44 to 48 are related to
HIV/AIDS transmission and prevention; and finally, questions 49 and 50, ask about leaders and
organizations present within the community.

The questionnaire was originally written in English and then translated by project staff into Zulu
and then translated back into English. (Annex Sample English and Zulu questionnaires)

B. Determination of Sample Size

The sample size was calculated with the following formula:
n = Z(pq)/d*

where: n = sample size
z = statistical certainty chosen
p = estimated prevalence/coverage rate/level to be investigated
q=1-p
d = precision desired

The value of p was defined by the coverage rate that requires the largest sample size (p = .5),
seeing that many different variables were being looked at. The value d which depends on the
precision, or margin of error, desired was set at d =.1. The statistical certainty was chosen to be
95% (z = 1.96). Given the above values, the following sample size (n) needed was:

n=(1.96 x 1.96}(.5 x .5)/(.1 x .1)
n = (3.84)(.25)/.01
n =96

It would be a very time-consuming and expensive exercise to randomly select an identified
individual from the survey population, and then perform this selection 96 times to identify a
sample of n = 96. It is also important to note that lists of every individual in the population were
not available. In order to save time and resources, a 30 cluster sample survey in which several
individuals within an area (cluster) are selected to reach the required sample size was chosen.




Surveying in a cluster creates a bias as individuals who live near each other are more likely to be
similar to one another. In order to compensate for this bias, experience has shown that the sample

size should be doubled.

Given the values of p, d, and z as stated above, a minimum sample of 210 (7 per cluster) is
required (Henderson, et. al., 1982). In general, when using a 30 cluster sample survey, the sample
size used should be approximately double the value n, when: n = (z x z)(pq)/(d x d). In this case,
a sample size of 300 (10 per cluster) was selected so as to ensure that sub-samples (sets of
questions related to diarrhea and respiratory infection which will not be answered by all mothers)
would be large enough to obtain useful management source information. A number which was
divisible by 30 was chosen to facilitate the process.

C. Selection of the Sample

The sample consisted of 300 women with children (0-23 months) living in the communities of the
Bergville Districts in the province of KwaZulu/Natal, South Africa. Ten mothers with children (0
- 23 months) from different households were selected in each of the 30 randomly selected cluster

sites.

The district was divided into clusters based on primary school sites. This method was used since
the area does not naturally fall into villages or communities; individuals are dispersed throughout
the districts and many live on farms. The modified cluster sampling method recommended and
tested by Peter W. Kok from the Medical Research Center, Kenya Medical Research Institute,
was designed for areas with dispersed populations and can be used in areas where over 70% of
children have access to and attend educational institutions. It was felt that the 54 primary
schools located in Bergville district clearly covered all areas of the district and when randomly
chosen clusters were marked on the map, a very wide range of areas was included. School
attendance for the district is estimated to be greater than 75%.

It should be noted that due to tribal violence in the Ngoba Area, it was considered unsafe to do
interviews in this area. The three primary schools situated there were withdrawn from the
sampling frame. This left 51 primary schools from which the clusters were selected. It was felt
the exclusion of the Ngoba area would not adversely affect the results, as this area is not distinct
from the rest of the Bergville District.

Verbal and written permission was obtained from the school superintendent for the district and all
school principals were informed of the purpose and objectives of the KPC Survey and what
involvement would be needed. The cooperation of the school principals and teachers
throughout the survey process is to be highly commended. In schools where clusters were
randomly selected, a number between zero and the number of SSA (primary class) children was
chosen from the random number table. The children in the SSA class were then lined up mixing
boys and girls and were counted off until the random number was reached. This child was then
removed from the line. In larger schools where two clusters were selected, a second child was
also taken aside, counting off from the point at which the first child was selected. It was
necessary to choose two clusters from two of the schools during the survey, but all other schools
randomly selected only required one. The child removed from the line was taken aside along with
his teacher to explain that his home would be used to identify a starting point for the survey. If
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the child had an older sibling in the same school, that child was called for instead and the younger
child was returned to his class.

With the permission of the child and teacher, the child was taken to his home where an
explanation was given to his mother. The child was then returned by the driver to the school.

The survey team followed a protocol whereby the child's house itself was never used as the actual
starting point for the survey. A possible bias could have arisen by choosing homes with children
privileged enough to be in school. The first house in the cluster was instead the house closest to
the home of the child selected from the school. If there were a mother with a child (0 - 23
months) in the home, and if she granted him permission, the first interviewer was left at this
house to begin his questionnaire . The rest of the team then continued to the next house to see if
there were a mother with a child (0 - 23 months). This process was repeated until ten households

with mothers of children (0 - 23 months) had been interviewed. The same process was conducted
for each cluster.

Each of the six survey teams was made up of one supervisor and three interviewers. The
supervisor was responsible for selecting children from the primary school and for selecting each
subsequent household where interviews were conducted. The supervisor was also responsible for
observing at least one interview per interviewer per day and for reviewing and signing each
questionnaire for its completeness and accuracy before leaving the cluster area. The interviewers
were responsible for following the supervisor's instructions as to which household to interview,
for conducting the interview and for reviewing it for completeness before handing it over to the

SUpPETViSOr.

The team is to be highly commended for their persistence and effort throughout the week the
interviews were conducted. Since it was rainy season and flooding had been occurring in the
area, much time was spent getting cars out of the mud. Also, great distances had to be covered
on foot across muddy, swampy fields, up mountains, and through rivers, because most of the
homes were inaccessible by car.

D. Training of supervisors and interviewers

The Bergville Child Survival Project Management Team selected supervisors and interviewers for
training. The supervisors selected were Ministry of Health officers involved in district community
health services who will be involved in project activities over the next 4 years. The interviewers
included Sexuality Education Motivators, who are project staff, the nutrition "mother", who is
part of a community project in Bergville;, and village health workers, who are paid by the Tribal
Authorities. All of these individuals will collaborate with the project in the future.

The training of the core team took place in November, 1995 over a three-day period and included
the project director and manager, and four community health district supervisors. Topics covered
included: KPC methodology, objectives and purpose of the survey, preparation for the survey
including division of the population for cluster selection, criteria for the selection of supervisors
and interviewers, preparation of the questionnaire in coordination with proposed indicators and
objectives set in the proposal, translation of the questionnaire, selection of dates for the survey,
and logistical requirements. Also present for the core team training were two UNICEF-sponsored

6




individuals from the Nutritional Task Force who had previously conducted a survey in
neighboring districts using primary schools for cluster selection. They were given the opportunity
to explain their methods and share their experiences and "lessons learned", which was helpful and
greatly appreciated.

The training for the KPC survey supervisors and interviewers took place over a four-day period
just before the survey. The first day of training for the core team and supervisors covered the
topics of purpose and objectives of the KPC survey, rapid KPC survey methodology, choosing of
clusters using primary schools, household selection, role of the supervisor and interviewer, review
of questionnaire, interviewing principles, filling-in of the questionnaire, practice interviews and
feedback, and materials needed. Four of the supervisors prepared "good" and “bad" interview
role-plays for use in training interviewers the following day.

The next two days of training included both supervisors and interviewers. Topics covered during
day two included: brief description of the child survival project and review of its goals and
objectives; purpose and objectives of the KPC survey; randomness in selecting a sample; protocol
for conducting surveys; role of supervisors and interviewers; interviewing principles; review of
the questionnaire; and a role play on interviewing. On day three, the following topics were
covered: review of interviewing principles; obtaining consent and emphasis on confidentiality;
practice interviews and feedback in groups of two and three with supervisors monitoring; cluster
and household selection; practical exercises in calculating ages of children and filling out
immunization data from the health card; and review of the process of a field survey in preparation
for the field exercise.

Day four of the training was the actual field/pilot test day at which time the teams went to a
primary school (a school from where a cluster was not selected), spoke with the principals and
teachers, and then randomly chose a child from the SSA class. They then when to his home. The
process of using the next closest house for the first and following interviews was followed. Every
interviewer conducted at least one interview. At the end of the day, the teams met in their small
groups and then came together as a large group to share their experiences and "lessons learned".
There was then a review of the key components of interviewing in preparation for the actual
survey. These included: materials needed; cluster sites; cluster and household selection; sample
to be interviewed; obtaining consent; filling-in of the questionnaire; review of questionnaires for
completeness by the interviewer and supervisor before leaving cluster area; and turning in of
questionnaires to survey coordinator for review at the end of each day.

E. Conduct of the Interviews

The survey was conducted over five consecutive days: January 29 - February 2, 1996. Thirty
survey areas (clusters) were randomly selected using the process described in Section C above.
The survey coordinator (who is also the Project Manager) along with the core team then assigned
each team to the various clusters/areas.

The supervisors of each team were responsible for taking each randomly-selected child to his
home and using the next closest house as the starting point for that cluster of ten households. The
supervisor then instructed the team to continue proceeding to the next closest house until ten
households with mothers of children (0 - 23 months) had been interviewed. The supervisors
observed at least one complete interview by each surveyor each day. Each questionnaire was
checked for completeness before the survey team left the survey area, so that in the case of
missing or contradictory information, the mother could be visited again the same day.

Very few difficulties were encountered in determining the child’s age as almost all the children had
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a Road to Health card or some type of identity card indicating the birth date. Difficulties was
encountered in establishing the ages of some mothers, who were unable to supply adequate

information.
A consent form was read to each mother before commencing with the survey. The consent form

covered essential issues including: the mother was not obligated to participate in the survey, and
no consequences or biases would arise if she chose not to participate; all information would be
confidential and would be used to help health workers plan health activities which would help
better meet the needs of the community; she could end the interview at any point; she should not
be alarmed by the interviewer writing down her responses.

F. Method for Data Analysis

The data was analyzed using EPI - INFO 5.1, developed at the Centers for Disease Control
(CDC) in Atlanta, and designed specifically for the analysis of health surveys. The program is
inexpensive, easy to learn, and "user-friendly". The questionnaire structure was entered into the
computer by the administration/finance manager and reviewed by the WVRD regional support
person and the project director who is also a physician within the department of health. The
structure was tested using the questionnaires completed on the field test day. This was also used
as an opportunity for the three data enterers to practice and become familiar with the process.
During the actual survey week, completed questionnaires from each day were entered into EPI-
INFO 5.1 the next day by a team of three data enterers. At the end of each day they performed
record by record checks of each others' entries. The questionnaires were completely entered by
Saturday, February 3rd, 1996, the day following the last survey day. Three questionnaires were
discarded because the child in each case had turned 24 months within five days of the interview
date. This left a total of 297 questionnaires. An additional six questionnaires were completed
during the survey but were not counted in the analysis.

For the first feedback session, when the survey team began to work with the KPC results and
prepare presentations for community/ hospital/ clinic feedback, frequency distributions for each of
the questions and a few key cross-tabulations in relation to child survival indicators were
presented.

Immunization coverage was analyzed for children (12-23 months). By restricting the sample to
children of these ages, the percentage of children fully immunized within the first year of life can
be estimated. To further explain, a child only three months old has not yet had sufficient time to
receive his full course of immunizations, therefore it would not be correct to include this age
group. By using the group of children (12-23 months) as those who should be fully immunized,
the assumption can be made that the percentage of children in the project area who receive the full
set of immunizations by the age of 12 months is equivalent to the percent of the 12-23 month
olds. Specific age groups of children in the survey were used as indicated in the definitions of key
child survival indicators, for example, with exclusive breastfeeding, the introduction of solid foods
and the continuation of breastfeeding.

Three days after the survey, when the frequency tables and cross-tabulations were finalized, the
survey team met with supervisors from the clinics, hospital and community health committees to
discuss the results of the survey. During this five-hour session, general results were reviewed.
The group was then divided into 6 teams, with each team focusing on a different intervention; the
task was to review the survey results and address some key issues, such as implications relating to
program planning. Each team prepared a presentation sharing results and conclusions with the
group. Dramas and posters were used to share the survey results. [t was a verv profitable
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exercise in furthering the survey team's understanding of child survival interventions. The basic
material developed will serve as a basis for the presentations to follow at the various clinic and

community sites.
OI. RESULTS

Identification Module
Ql. The mean age reported by mothers surveyed was 27 years. 5.0% of mothers surveyed (15 out of

297) were under 18 years of age. 12.9% or 38 mothers surveyed were over 35 years.

Q2. 65 (or 22%) of children in the survey were under four months of age. 69% (205 out of 297)
children in the survey were under the age on one year; children 0-11 months. 31% (101 out of
297) of the children in the survey were 12-23 months of age. The mean age of children in the

survey was 9.0 months.
AGE CHILD | Freq Percent Cum.
+

0 | 18 61% 6.1%

1 | 18 61% 12.1%
2 | 19 64% 18.5%
3| 10 34% 21.9%
4 | 27 91% 31.0%
5 | 20 67% 37.7%
6 | 18 6.1% 43.8%
7 | 16 54% 49.2%
8 | 13 44% 53.5%
9 | 12 40% 57.6%
10 | 12 40% 61.6%
11 | 13 44% 66.0%
12 | 9 30% 69.0%
13 ] 12 40% 73.1%
14 | 7 24% 754%
15 | 8 27% 78.1%
16 | 18 6.1% 84.2%
17 | 6 20% 862%
18 | 12 40% 90.2%
19 | 6 20% 923%
20 | 6 20% 943%
21 | 5 1.7% 96.0%
22 | 5 1.7% 97.6%
23 | 7 24% 100.0%

..I_

Total | 297 100.0%

Mother's Education and Qccupation Module

Q3. In sum, 30.6% of mothers said they could not read. Of the 206 mothers who said they could, §7
(42.2%) could read only at the primary level.



Level of Education % Breakdown
No formal education 63 (21.2%)
Primary school, cannot read 28 (9.4%)
Primary school, can read 87 (29.3%)
Secondary school or higher 119 (40.1%)
Q4. Income generating activities

Income generating Activity

% Breakdown

No income generating work 218 (73.4%)
Hawkers 28 (9.6%)
Handicrafis 25 (8.6%)
Casual laborers 4 (1.4%)
Selling home-prepared foods 6 (2.0%)
Domestic worker 4 (1.4%)
Shopkeeper 1(0.3%)
Salaried 7 (2.4%)
Baby sitter 1 (0.3%)
Traditional healer 2 (0.6%)




Qs. Details of the child's caregiver.

Details of Caregiver Percentage Breakdown
Child's Mother 117 (39.4%)
Child's Grandmother 131 (44.1%)
Older Children 25 (8.4%)
Husband/Partner 1 (0.3%)
Other relations 15 (5.1%)
Neighbors/Friends 8 (2.7%)

Breastfeeding/Nutrition Module

Qs. 84.2% (250) mothers reported they were breastfeeding their child. Of those mothers with
children (20-23 months), 15 mothers (65.2%) were still breastfeeding their child (out of 23).

Q7. Of the 47 mothers who were not breastfeeding their child, 10 (21.3%) mothers reported they had
never breastfed in the past.
aies e Q8 Initiation of breastfeeding

Breastfeeding Practice % Breakdown
During first hour 139 (48.6%)
Between 1 - 8 hours 89 (31.1%
More than 8 hours 46 (16.1%)
Could not remember 12 (4.2%)

Q9. Of the children 0, 1, 2 and 3 months of age (65 children), 24 children (36.9%) were being

exclusively breastfed; in other words, they were not being given any of the food/fluid categories
listed in question 9 (9.1-9.13).

Of the children 5, 6, 7 and 8 months of age (67 children), 89.6% had been introduced solid or
semisolid foods; in other words, they were being given at least one of the non-fluid categories
listed in question 9.



Q10. Sustained breastfeeding in the child's first four months of life.

Sustainability of breastfeeding % Breakdown
No knowledge 127 (44.4%)
Breastfeed as soon as possible 32 (11.1%)
Care of breasts 40 (14.0%)
Frequent sucking 37 (12.9%)
Exclusive breastfeeding 52 (18.2%)
Relactation 3 (1.0%)
Intake of extra fluids 8 (2.8%)
Eat well 17 (5.9%)
Other 13 (4.6%)
Qll. Introduction of solids. In sum, 84.8% (252) did not know that mothers should give their children
food in addition to breastmilk between four and six months of age.
_______ Introduction of Solids % Breakdown
Before 4 months 218 (73.4%)
Between 4 - 6 months 45 (15.2%)
After 6 months 9 (3.0%)
Did not know 25 (8.4%)

Immunization Module
Q12 93.3% of mothers said their children had received at least one immunization, and 87% had an

immunization card for their child.

Growth Monitoring Module
Q13. 86.9% of mothers (258 of 297) in the survey had a growth monitoring card for their child.
Eighteen (6.1%) said they had lost it, and 21 (7.1%) said they never had one.

Q14 83.7% of the mothers (216 of 258) whose child had a card said their child had been weighed in
the four months prior to the survey.




Q15. The immunization status for children (12-23 months) is based on the immunization card actually
seen by the interviewers. There were 101 children in the survey (12-23 months). The following
are coverage figures for BCG, HBV, OPV, DPT, and measles:

BCG Status (N=101)

NO BCG YES BCG
19 (18.8%) 82 (81.2%)
HBV Status N=101
HBV 1 HBV 1,2 HBV 1,23 Drop Out
10 (9.9%) 8 (7.9%) 5 (5%) 5 (50%)
OPV Status (N=101)
OPV 1 OPV 1,2 OPV 1,23 Drop Out
94 (93.7%) 80 (79.2%) 70 (69.2%) 24 (25.5%)
DPT Status (N=101)
DPT 1 DPT 1,2 DPT 1.2,3 Drop Out

76 (75.2%)

73 (72.3%)

58 (57.4%)

18 (17.8%)

Measles Status (N=101)

NO MEASLES

YES MEASLES

29 (8.7%)

72 (71.3%)

Fully lmmunized Status

(BCG +OPVI123 + DPT123 + Measles)

Fully
Immunized

Not fully
Immunized

54 (53.5%)

47 (46.5%)




Qle. In sum, 92.9% of mothers did not know that a child should receive the measles vaccine at nine months of

age.
Measles Immunization % Breakdown
9 months 13 (4.4%)
6 months 21 (7.1%)
Other than above 263 (88.5%)
Q17. 211 mothers (71.0%) did not know why a pregnant woman should receive the TT vaccine, and 5.1%
offered combinations of the categories listed.
Reason for Tetanus Toxoid % Breakdown
Protect mother & infant 45 (15.2%)
Protect mother 1(0.3%)
Protect infant 25 ( 8.4%)
Did not know 211 (71.0%)
Q18 In sum, 31.7% of mothers stated that a pregnant woman needs at least two TT injections to protect the

newborn infant from tetanus.

No. of Tetanus Toxoid % Breakdown
Injections Required

Two 42 (14.1%)
More than two 52 (17.5%)
Did not know 203 (68.4%)

Diarrheal Disease Module
Q19. 57.2% (170 of 297) of the mothers surveyed stated that their child had diarrhea within the two weeks

prior to the survey.




Q20. Of the 170 children with diarrhea during the two weeks prior to the survey, 146 were still being

breastfed.
Breastmilk during Diarrhea % Breakdown
More breastmilk given 21 (12.4%)

e Same as normal 78 (45.9%)
Less than normal 47 (27.7%)
Stopped breastfeeding 7(4.1%)
Q21. In sum, 54.1% of the 170 children were being given fluids other than breastmilk more or the same

amount as usual during the diarrheal episode.
Other Fluids given % Breakdown
More fluids than normal 45 (26.5%)
Same as usual 47 (27.7%)
Less than usual 47 (27.7%)
Stopped giving fluids 6 (3.5%)

Q22. In sum, 69.4% of the children were being given foods more or the same amount as usual and 41.8% gave

less food or stopped giving food completely during their child's diarrheal episode.
Solids or semi-solids given % Breakdown
More than usual 14 ( 8.2%)
Same as usual 41 (24.0%)
Less than usual 63 (37.1%)
Stopped giving food 8 (4.7%)




Q23. Of the 170 children with diarrhea during the two weeks prior to the survey: 127 children (74.7% of 170) were
iven at least one of the ORT categories listed in question 23 (23b-23¢).

ORT solutions administered % Breakdown
Sugar salt solution 68 (40.0%)
ORS sachets 51 (30.0%)
Cereal based fluids 8 (4.7%)
Medicine 15 (8.8%)
Other treatment 15 (8.8%)

Q24. Of the 170 mothers of children with diarrhea during the two weeks prior to the survey, 111 (65.3%)
sought advice or treatment for their child's diarrhea.

Q25. The following were contacted for advice.

Source of Treatment Yo
Breakdown

Hospital 15 (13.5%)
Clinic 68 (61.3%)
Doctor 20 (18.0%)
Pharmacist 6 ( 5.4%)
Other 11 (9.9%)

Q26. The signs & symptoms which would cause a mother to seek advice are as follows.
Signs & Symptoms associated with %
Diarrhea Breakdown
Dehydration 37 (12.5%)
Tiredness & weakness 76 (25.6%)
Fever 94 (31.6%)
Prolonged Diarrhea 92 (31,0%)
Vomiting 58 (19.5%)




e dapddl

Q27.

Q28.

Q29.

Q30.

Q31.

Q32.

Q33.

Blood in stools 42 (14.1%)

Loss of appetite 85 (28.6%)

Continual crying 19 (6.4%)

Other 48 (16,2%)
Important actions to be taken in the event of diarrhea.

Action taken with Diarrhea Cases % Breakdown

Proper mixing & administration of (8SS) 137 (46.1%)

Seek medical help 184 (62.0%)

Smaller frequent feeds 7 (2.4%)

Initiate fluids rapidly 25 ( 8.4%)

More to drink 7 (2.4%)

More to eat 7 (2.4%)

Other 26 ( 8.8%)

147 mothers (49.7%) said they gave smaller but more frequent feeds. Five mothers indicated they try to
supplement the child's feeding with high protein, nutritious meals including fruit. 48.6% of the mothers did

not know.
203 (68.4%) mothers responded positively to the question on whether they have a toilet in their homes.

167 (56.4%) mothers indicated they source their water supply from boreholes, 7 (2.4%) from rivers, 28
(9.5%) from protected springs, 55 (18.6%) from unprotected springs and 2 (0.7%) from dams. 10.9% had
to make use of multiple sources.

Respiratory Illness
108 mothers (36.4%) indicated that their child had been ilf with a cough or experienced difficulties in
breathing in the last two weeks.

86 mothers indicated that their child had experienced rapid and difficult breathing (dyspnea), while 1 mother
did not know.

73 (84.9%) of the 86 mothers indicated above sought medical assistance
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Q34. 71.2% (52 mothers) sought assistance from a hospital or clinic, 15 (20.3%) from a doctor and 9 (12.3%)
from traditional methods.

Q35. Symptoms of ARI
Symptoms of ARI %
o Breakdown
Dyspnea 124 (41.8%)
Loss of appetite 54 (18.2%)
Fever 72 (24.2%)
Coughing 60 (20.2%)
Groaning 44 (14.8%)
Wheezing 54 (18.2%)
Other 45 (15.2%)
Maternal Care
Q36. Ante-Natal visits
e Ante-Natal visits Yo
Breakdown
Three or more 240 (80.8%)
Between one & two 21 (7.1%)
Zero 12 (4.0%)
Could not remember 24 ( 8.1%)
Q37. Nine mothers (3.3%) said they were pregnant or were not sure.
Q38. Of the 288 mothers who said they were not pregnant, 48 (16.7%) said they wanted to have a child in the next

two years. 240 mothers (83.3%) either did not want to have a child in the next two years, or were undecided.

Q39. Of the 240 mothers who either did not want to have a child in the next two years,' or were undecided, 173
(72.1%) stated they were using a contraceptive method. The remaining 67 (28%) mothers were not.
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Q40. Of the forms of contraception used, 173 mothers were using some contraceptive method; 168(95.4%) were
using a modern method; in other words, they indicated one of the first five methods listed in question 40.

—
Form of Contraception used % Breakdown
Contraceptive injections 124 (71.7%)

........ The pill 30 (17:3%)
Other 19 (11.0%)

Q41. When asked how soon a woman should see a health professional after she knows she is pregnant the
following results were obtained.
First Ante-Natal visit % Breakdown
First Trimester 232 (78.1%)
Second Trimester 33 (11.1%)
Third Trimester 7 (2.4%)
Did not know 25 ( 8.4%)
Q42. When asked what signs would indicate the need for referral the following was answered.

Important signs in pregnancy % Breakdown
Bleeding 130 (43.8%)
Swelling of hands or feet 64 (21.6%)
Headaches 45 (15.2%)
Vulval sores 16 ( 5.4%)
Decreased fetal movement 75 (25.3%)
Urinary problems 44 (14.8%)
Early contractions 50 (16.8%)
Discharge of fluids 41 (13.8%)
Other 38 (12.8%)
Did not know 37 (12.5%)




Q43. When asked who tied and cut the cord at the child's delivery the following responses were obtained.

Who tied the cord % Breakdown

Health professional 215 (72.4%)

Family member 55 (18.5%)

Other 27 (9.1%)
HIV/AIDS

Q44. 278 of the 297 mothers (93.6%) interviewed had heard of HIV/AIDS.

Q44.1 On the question of where knowledge of HIV/AIDS was acquired, the following was learned.

Where was knowledge of HIV/AIDS % Breakdown
acquired
Radio 146 (52.5%)
Clinics 99 (35.6%)
Other media 11 (4.0%)
Friends 12 (4.3%)
o Other 10 (3.6%)
Q4s. In inquiring about mothers' knowledge of contracting HIV/AIDS transmission, the following results were 5
recorded. The question read... "in which of the following ways can you contract HIV/AIDS"
Question Yes Don't
Know
Kissing 37.7% 15.9%
(112) 47
Handshaking 21.6% (64) 20.6%
(61)
Question (cont'd) Yes (cont'd) DK
(cont'd)
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Toilet seat 35.5% 16.2%
(105) (48)

Sexual intercourse 93.2% 3.0% (5
@77

Sex with a condom 8.4% (25) 12.5%

67

From mother to fetus 87.2% 7.4% (22)
(259)

From breastmifk 64.0% 22.2%
(190) (66)

From multiple pariners 93.3% 3.4% (10)
@)

From husband 87.5% 4.4% (13)
(260)

Eating with AIDS patient 32.8% (98) 16.9%

(50

From insect bites 50.3% 24.7%
(149) (73)

Scarification 78.6% 12.9%
(233) (38)




el Dootenino L

Q46.

Q47.

Q48.

The question included an opportunity for the respondent to enter her own ideas. The following is a summary K; 1
of these other methods of contracting HIV/AIDS. |

Other Frequency
Contact with sufferer's blood or body fluid/shared 22 (7.4%)
injections
Sharing utensils, clothing, bedding 5 (1.7%)
Other 4 (1.4%)

Of the mothers interviewed, 170 (57.2%) felt they were personally at risk for HIV/AIDS and 58 (19.5%) |
didn't know. |

When asked how mothers could protect themselves from the risk of aids the following was answered.

Other %
Breakdown
Monogamy 122 (42.2%)
Use a condom 77 (27.3%)
Don't know 56 {19.4%)
Abstain from sex 2 (0.7%)

212 mothers (71.4%) believed HIV/AIDS was not curable and 64 (21.5%) did not know.

IV. DISCUSSION AND RECOMMENDATIONS

Age Distribution:

Of the mothers surveyed 5% were under eighteen and 13% were over 35. These age groups are at greater | |
risk for complications during pregnancy and delivery, and will be a special target group for MCH §
interventions in the area. For example, they will receive special prenatal and delivery attention and will be

targeted for family planning interventions.

Sixty-nine percent of the children in the survey were under one year of age. These data could be due to the
fact that mothers with younger infants are more likely to be at home, whereas it is common for mothers with

older infants to use creche services. Also, if the youngest children in the home were closely spaced (for §

example, if there were two children under two) it may have biased the survey results.

The project will seek to educate mothers regarding the importance of adequate child spacing (at least 2 years 1
between pregnancies) and avoiding pregnancies for women under 18 or over 35. ’
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Education/Occupation:
Thirty percent of the mothers interviewed could not read and of the 70% who could read, 29% could

read only at the primary level. In order to reach all mothers, an inductive/participatory educational model
including the presentation of poster designs, dramas, and songs will be used to educate mothers regarding
preventative health practices. Time is available on the local radio station for communication of health
messages. Community projects are currently implementing adult literacy programs and the project
collaborates with these groups.

Sixty percent of the mothers leave their children with someone else when they are doing work outside the
home. The majority of mothers leave their children with the grandmother or with an older sibling. Nine
mothers mentioned leaving their child with their partners, neighbors or friends. Given these findings, the
project will target grandmothers and older siblings along with mothers for health education activities,
which will be conducted at churches and schools as well as in the villages.

Thirty six percent of mothers reported being involved in some type of income generating activity. Some
common ones were: handicrafts, selling vegetables, selling prepared foods, and performing domestic
work. Eight percent of the mothers had full time paying jobs. Mothers are limited in their ability to pay
for health services or buy items such as fruits and vegetables. Other projects in the area are assisting
mothers with income generation and the project will collaborate with these groups.

Breastfeeding/Nutrition:
The project will promote exclusive breastfeeding for the first 4 - 6 months of life and will instruct mothers

to introduce foods between 4 and 6 months. Mothers will be encouraged to breastfeed their infants
immediately after birth and to continue breastfeeding their child until 2 years of age.

Of the 65 children (0-4 months) 37% were being exclusively breastfed. Of the 67 children (5-8 months)
89.6% had been given solid or semi-solid foods. About 84% of mothers did not know that children
should be introduced to foods other than breastmilk between four and six months of age; of these, 73.4%
indicated an age for food introduction earlier than four months. This issue of the introduction of
foods/fluids other than breastmilk will be a major focus of health education. The project will also
emphasize the benefits of exclusive breastfeeding during the first four to six months of life by establishing
consistent health education messages targeted at mothers, fathers, grandmothers, and TBAs in the project

area.

According to the survey, 80% of mothers breastfed their child within the first eight hours after birth. The
project will promote health education among WCBA and pregnant mothers which emphasizes the
benefits of early initiation of breastfeeding and the use of colostrum. Health workers and TBAs will be
trained in the delivery of these key health education messages.

Ten children (3.4%) in the survey had never been breastfed. At the time of the survey, 84.2% of the
children were still being breastfed. Of the 23 children in the 20 - 23 month age group, 65.2% were still
being breastfed. Mothers will be encouraged to continue breastfeeding up to 24 months of age. The
project will convey health education messages which will reinforce the benefits of prolonged
breastfeeding. TBAs and Health workers at ali levels will be trained in the delivery of these messages
which will be targeted towards WCBA, male partners and grandmothers.



To encourage early initiation and continuation of breastfeeding until 2 years of age health education
should include the following messages which help mothers ensure a regular supply of breastmilk:
breastfeed as soon as possible after birth; care for breasts/nipples; allow frequent sucking to stimulate
production; breastfeed exclusively for the first four months of life; avoid bottle feeding; take in
adequate food/fluid; and to attempt to relactate if she had stopped breastfeeding. Of these actions,
13.8% of mothers knew to care for breasts/nipples; 12.8% knew to allow frequent sucking to stimulate
production; 11.1% knew to use the colostrum; 10.1% knew to exclusively breastfeed during the first few
months; and 8.1% knew to avoid using a bottle. Six percent of the mothers mentioned eating well. Very
few of the mothers mentioned relactation. Forty-four percent of the mothers did not know how to ensure
a good supply of breastmilk. Given this current lack of knowledge among mothers in the project area,
health education will be vital. TBAs and health workers at all levels will be used to bring this message
both to mothers and the community as a whole.

It appears that over 60% of the mothers are giving their children foods enriched with calories, protein,
vitamin A and iron. It is not clear from the survey, however, the quality and quantity of foods given to
the children. The project will work with health care providers and community educators in establishing
and promoting key messages related to infant feeding practices which encourage the provision of
adequate foods of good nutritional value. Emphasis will also be placed on educating mothers regarding
the need for additional nutritional food intake, both in terms of quality and quantity during the period
when the child is recuperating from an illness.

Growth Monitoring:
Eighty-seven percent of the mothers in the survey had a growth monitoring card for their child. Eighty-

four percent of those children had been weighed in the four months prior to the survey. The goal of the
project will be to address the issue of the quality of the growth monitoring services being provided.

Many of the cards observed had not been filled in properly or completely and the DOH staff state that
very little nutrition counseling accompanies growth monitoring services. Health workers and community-
based volunteers providing growth monitoring services will be trained in evaluating the direction of the
growth curve and using methods for identifying appropriate nutritional education to mothers of children
who are growth faltering or who are underweight.

In order to promote retention of the Road to Health cards, the project will train health workers at all
levels in education messages to help mothers understand that the card is more than just a place to record
vaccinations. A new card is now being introduced into the healthcare system and the project will help
promote understanding of how the card is to be filled in and utilized.

Ilmmunization:
Eighty seven percent of mothers had an immunization card for their child. Ninety-three percent said their

child had received at least one immunization (verbal report).

For the 12 - 23 month group, antigen-specific immunization coverage rates based on information from
the immunization card were as follows: BCG, 81.2%; DPT123, 57.4%; OPV123, 69.2% and Measles,
71.3%. The fully immunized coverage rate for children 12 - 23 months of age was 53.5% (includes
BCG, DPT123, OPV123 and Measles). A 1990 vaccine survey completed for the KwaZulu/Natal
Region recorded the following immunization coverage rates: DPT-3, 60%; OPV-3, 62%; and Measles,
56%. In comparison, the 1996 KPC Survey showed a slightly lower DPT-3 coverage rate than in 1990,
but higher rates for Measles and OPV-3.
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Project objectives are to increase DPT-1 coverage to 90% (Baseline, 75%) (represents access to vaccine
services); increase Measles coverage to 90% (Baseline, 71%); and increase OPV-3 coverage to 80%
(Baseline, 69%) (compliance). The overall goal of the project is for 80% full immunization coverage for

children 12 - 23 months.

The survey revealed a difference of 25.5% between OPV-1 and OPV-3 and a difference of 17.8% for
DPT-1 to DPT-3 in the 12 to 23 month group. Project objectives include: to reduce the drop-out rate,
focus on health education regarding the immunization schedule and vaccine-preventable diseases;
promote a policy whereby health workers take advantage of all opportunities to vaccinate children
(reducing missed opportunities). Only 4.4% of the mothers knew that the measles vaccine should be
administered at 9 months of age, so there is much need for greater understanding and education regarding
the immunization schedule. The objective is for children to complete their immunization schedules before
the end of the first year of life.

It was not possible to measure TT coverage among mothers since it is recorded on the antenatal card
which is kept at the clinic. Thirty-two percent of the mothers interviewed knew that 2 doses of TT are
needed before delivery to protect against neonatal tetanus. Presently, DOH policy is to only vaccinate
pregnant women and not routinely vaccinate all WCBA. The project will promote health messages aimed
at increasing the mother's knowledge regarding the need, purpose and number of TT injections required
to prevent neonatal tetanus. '

Diarrheal Diseases:

The key concern for children suffering from diarrhea is fluid loss and the resultant dehydration. The
project will help establish key health messages and train health workers regarding the importance of
increased fluids and continued feeding during the diarrheal episode and catch-up feeding after. Of the
children included in the survey who had suffered from diarrhea in the two weeks prior to the survey, 58%
were given more or the same amount of breastmilk during the diarrheal episode; 54% were given more
or the same amount fluids; and 32% were given more or the same amount of food. Fifty percent of the
mothers interviewed knew that a child recovering from diarrhea should receive additional food calories
and nutrients. Community promoters and health workers at all levels will be trained to promote messages
that emphasize the importance of additional fluids and continued feeding during diarrheal episodes.

Seventy-five percent of the mothers gave ORT to their children during the diarrhea episode. Nine
percent of the mothers gave their children medicine for the treatment of diarrhea. Of the mothers who
administered ORT, 40% gave sugar/salt solution; 30% used the ORS sachet to prepare ORT; and 4.7%
gave cereal-based fluids. The project will promote health messages through health workers and
community promoters for the administration of cereal-based ORT for children suffering from diarrhea and
will discourage the practice of using medicines to treat diarrthea. ORS sachets will still be available at

clinic sites and pharmacies.

When mothers were asked what signs would cause them to seek advice for their child suffering from
diarthea, 12.5% stated signs specifically related to diarthea. Other signs and symptoms mentioned by
mothers included, fever (31.6%), weakness or tiredness (25.6%), vomiting (19.5%), loss of appetite
(28.6%) and blood in the stool (14.1%). UNICEF's Facts for Life messages state in order of priority the
following symptoms as indicators for referral: dehydration, fever, loss of appetite, vomiting, passing
several watery stools in one or two hours, and blood in the stool. The project will promote health
messages stressing signs indicating the need for referral, both related to dehydration and other symptoms.
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In terms of diarrhea prevention in relation to water and sanitation issues, the survey revealed that 68% of
the households had a latrine or toilet facility. The majority of the mothers (56%) obtain their drinking
water from a borehole, 18.6% from a unprotected spring, and 9.5% from a protected spring. The project
will be involved with delivering health messages regarding the importance of clean drinking water and
utilization of latrines, but will coordinate with other projects in the area to seek technical assistance in
latrine construction and safe water supply.

Acute Respiratory Infection:
Thirty-six percent of the children in the survey sample had been ill with a cough or had difficulty

breathing in the two week period prior to the survey. Eighty percent of these mothers whose children
had been ill with a cough reported their child had rapid or difficult breathing and of this group, 85%
sought medical treatment. The majority of these mothers (70%) sought treatment from a hospital or
clinic, 20% sought treatment from a private doctor and 11% from traditional healers. Forty one percent
of all mothers in the survey indicated that dyspnea would lead them to seek medical treatment for their
child. Other symptoms which would lead them to seek assistance included: fever (24%), loss of appetite
(19%), coughing (20%), and wheezing (18%). The project objective for ARI will be to provide training
for health workers at all levels, including community promoters, in providing key messages that will help
mothers promptly recognize and seek treatment for ARI. Training in a standard treatment protocol for
ARI based on the WHO model will also be provided to health workers.

Maternal Care:
The South Africa MOH system does not use a maternal health card, so it was impossible to assess actual

TT coverage for WCBA. The immunizations are recorded on the antenatal card which is kept at the
clinic sites. Eighty one percent of the mothers had made three or more antenatal visits during their last
pregnancy. Seventy eight percent of the mothers knew that they should see a health professional for an
antenatal consult during the first trimester of their pregnancy. The mothers were also asked about high
risk signs that would lead them to seek medical assistance. Forty-four percent of mothers said that
bleeding would lead them to seek assistance; 25.3% said decreased fetal movements; 22% said swelling
of the hands or feet; 15.2% said headaches; 16.3% said early contractions; 14.8% said urinary problems
and 13.8% said discharge or fluids.

While the percentage of mothers attending prenatal consults is high, knowledge regarding high risk
indicators is not as high. The project will focus on the quality of antenatal consults being provided, by
improving health education messages about high risk signs and the need for prenatal care. The project
will also work with the health care system to strengthen the referral system for high risk pregnancies.

Seventy-two percent of the deliveries were assisted by a health professional and 18.5% were assisted by a
family member. The project plans to establish four additional rural health/community meeting centers in
underserved areas to increase access to women who are not presently being assisted by health
professionals for their prenatal and delivery care needs.

Eighty-three percent of the mothers interviewed did not want another child in the next two years or were
not sure._Of these, 70% were using a modern form of contraception. The most common method of
contraception was Depoprovera injections (71%) followed by oral tontraceptives( 17%). The project
will focus on the. quality of family planning services, specifically health education, in order to increase
continued utilization rates and reduce the drop-out rate. Also given the number of young mothers
encountered during the survey, efforts will be made to work with young WCBA to delay the age of their

first pregnancy.
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HIV/AIDS:
The project will include an HIV/AIDS intervention, as the rate of infection is extremely high in the

KwaZulu/Natal Region. Ninety four percent of mothers interviewed said they had heard of HIV/AIDS.
The majority said they had obtained their information from the radio (53%) or from the clinic(36%).
Eighty-seven percent of mothers knew that HIV/AIDS can be transmitted through sexual intercourse
with an infected individual; and 87.2% knew that HIV/AIDS can be passed from aun infected mother to
her fetus. Knowledge regarding transmission was fairly high, but the survey revealed that myths
regarding HIV/AIDS transmission are also common. For example, some respondents mentioned kissing,
shaking hands, sitting on toilet seats, and insects bites as possible ways to contract HIV/AIDS. Fifty-
seven percent of mothers felt they were personally at risk for contracting HIV/AIDS. Forty two percent
of the mothers believed they could protect themselves from AIDS by practicing monogamy and 27%
stated by using a condom. Seventy one percent of the mothers knew that AIDS is not curable.

Project interventions will focus on reaching high risk groups for HIV/AIDS infection, especially those
suffering with STDs. Education activities will also be directed at youth in the schools and will focus on
relationship and communication skills as well as issues of sexuality. Education for WCBA and their male
partners will also focus on relationship and communication skills so that individuals can learn how to
negotiate safe sex or choose to abstain from sex if they so desire.
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Appendix A

BERGVILLE DISTRICT CHILD SURVIVAL PROJECT

KPC BASELINE SURVEY BUDGET

(22 January thru 3 February 1996)

DESCRIPTION AMOUNT US §
Meals/Refreshments $306
Manpower 3,994
Vehicle Costs 563
Stationery 388
Utilities 41
TOTAL $5,292
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Appendix: C

Comparison of Proposed Project Objectives
and Revised DIP Objectives

Proposal Objectives

DIP Objectives

1. 85% of infants (< 24 months) will be breastfed
within 24 hours of birth.

2. 30% increase in the number of infants (< 6 months)
who are exclusively breastfed.

3. 25% increase in the number of infants ( 5- 9 months)
who are given solid or semi-solid foods.

4. 60% of infants ( 20 - 24 months) are still
breastfeeding and receiving solid or semi-solid food.

1. Increase to 65% the number of children (0-3 months)
who are exclusively breastfeeding (Baseline, 50%.)

2. 75% of children ( 20-23 months) will be breastfeeding
(Baseline, 65%.)

3. 80% of children (0-23 months) will have been weighed in
the last 3 months.

5. 25% increase in infants/children (< 24 months) with
diarrhea in the past two weeks whowere given the same
or more breast milk.

6. 25% increase in infants/children (< 24 months) with
diarrhea in the past two weeks who were given the
same or more fluids other than breastnulk.

7. 25% increase in children (0- 24 months) with
diarrhea in the past two weeks who were given the
same amount or more food.

8. 20% increase in infants/children (< 24 months) with
diarrhea in the past two weeks who were treated with
ORT.

4. Increase to 80% (Baseline, 60%) children (0-23 months)
with diarrhea in the past 2 weeks who receive the same or
more breast milk.

5. Increase to 80% (Baseline, 55%) children (0-23 months)
with diarrhea in the past two weeks who receive same
amount or more fluid.

6. Increase ta 50% (Baseline, 32%) children (0-23 months)
with diarthea in the past two weeks who receive same
amount or more food.

7. Increase to 75% children (0-23 months) recovering from
diarrhea who are given an extra nutritious meal/day
(Baseline, 50%.) ’

9. 20% micrease in the number of mothers who sought
medical treatment for their children (< 24 months) with
cough or rapid, difficult breathing in the past two
weeks.

8. Maintain at 85% the number of mothers who sought
medical treatment for children (< than 24 months) with
cough and rapid breathing in past two weeks.

9. Increase to 50% the number of mothers who know 2 or
more referral signs for pneumonia.




Joarye ]

10. 15% increase in the number of children (12 - 23
months) who received DPT-1.

11. Increase to 80% the number of children (12 - 23
months) who have received OPV-3 (Baseline, 63%,
1990.)

12. Increase to 90% the number of children (12 - 23
months) who have received measles vaccine {Baseline,
56%, 1990.)

13. 20% reduction in the number of children (12 - 23
months) who defaulted between DPT-1 & DPT-3

doses.

14. Maintain at 93% mothers with a maternal card for
the birth of the youngest child (< 24 months.)

15. 96% of mothers will have received two doses of
tetanus toxoid vaccine before the birth of their
youngest child (<24 months.)

10. Increase to 90% the number of children (12 - 23 months)
who receive DPT-1 (Baseline, 75%.)

11. Increase to 80% the number of children (12 -23
months) who receive OPV-3 (Baseline, 69%, 1996.)

12. Increase to 90% the number of children (12 - 23 months)
who receive measles vaccine (Baseline, 71%, 1996.)

13. Reduce by 20% the number of children (12 - 23 months)
who defaulted between DPT-1 and DPT-3 doses (96-5%;
97-10%; 98-15%; 99-20%) (Baseline, 24%.)

14. Addition of 10 sentinel surveillance sites areas in
hospital, farms and isolated communities.

16. Maintain at 93% number of mothers who had at
least one antenatal visit (card) prior to the birth of
their youngest child (< 24 months.)

15. 50% of pregnant mothers will know 2 or more danger
signs for referral.

16. 85% of mothers will have 3 or more antenatal visits.

17. Strengthen referral systems in 4 outlying areas by
establishing rural health/community meeting centers.

18. Increase awareness, implementation and documentation
on antenatal cards of high risk protocols.

19. Mothers to retain maternal and Road to Health cards.

17. Increase by 20% the number of mothers of children
(< 24 months) who desire no more children in the next
two vears or are not sure, who are using a modern
contraceptive method.

20. Increase to 80% the number of mothers of children (< 24

months) who desire no more children in the next 2 years
or are not sure,who are using a modern contraceptive
method (Baseline, 70%.)
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Appendix D
POPULATION DATA

SIZE OF POTENTIAL BENEFICIARY POPULATION

Population Age Group Number of
Beneficiaries
W———j
Infants (0 - 11 months) 5,500
Children (12 - 23 months) 5,000
Children (24 - 59 months) 8,500
Children and Adolescents (5 - 19 years) 40,000
Females (15 - 49 years) 30,000
Total Beneficiaries 89,000

Estimated total population for the Bergville District and the Project Area is 130,000,




Appendix E
CLUSTER # HOUSEHOLD # RECORD#

ALL QUESTIONS ARE TO BE ADDRESSED TO THE MOTHER WITH A CHILD LESS THAN 24 MONTHS OF AGE

Interview date

/__ /9 (dd/mm/yy)
Reschedule intexrview
__/_ /9  (dd/mm/yy)

Interviewer
Community
Supervisor

BEGIN WITH INTRODUCTION AND CONSENT FORM

1. Name and age of the mother
Name

Age (years)

1.1 Name and age of caregiver (if not the mother)} and his/her relationship to
the mother.
Nawme
Age (years)
Relationship

2. Name and age of the child less than 24 months of age

- Name
Birth date / / (8d/mm/yv)
Age in months

Mother‘s Education/Occupation

- 3. What is the highest level of education passed?

- g L <L 2 = []
b. primary does mot read. ... ... ... e e e {1
C. PriMAYY L A . o o ittt it ittt ettt et et et et e et et [
d. secondary & high school or above. ... .. .. .. ... it []
e. MAatric.and BDOVeE. . ... i e e e e e e e e e e e e []
® 4. Do you do any “income generating work®?
(multiple answers possible; record all answers)
= S o L O {1
D VS . e [1
4.1 If yes, what work are you doing?
A, hawker. .. e e {1
® b. handicraft, Weaving, TUGS, €T . ... ...ceuiuianunennman .. {1
c. Amathogo (temporary Work) ... ...ttt et e e {1
d. selling own vegetables or own foods........ .. ..o in e nnnn.n. {1
e. domestic work for others (part - time).........conuniineen. .. [1]
L. shop Keeper. ... .. e e s [1
g. salaried worker (regular salary) ...... ... imuitnninteeuninannennn. {13
h. government MainCeNanCe. - . .. .t ittt et e e it e ie et a e e e e e L1
i. disability pension for the mother. ... .. ... ...t [13
’ Jj. other(specify) {3
®
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5.Who takes care of (name of child) while you are away from home? (multiple answers
possible; record each one)

a. mother takes child with her. ... ... . ...ttt ittt eaeaenanaan. [1
b. gogo {(grandmother) (.. . ..ttt e et ittt e te e et ee e et [1]
C. Older Childrer. @ ...ttt i it ettt et i et aaaaeanseeeaaneseraaessaeenananns [1
d. MALA / DAY . v i ittt ittt et et et aaceoaaaeae et e [1
LT o & 1=V U= {1]
f. Neighbor/friends. oo ittt it et iieetseroeeneeanaasasaseoaenesaneean {1
o IR SRET=YoT-t ¢ Vo 74 o= o s o1 {1
B« ISR o % o8 & = < [ 1
R =3 - e - - 2 [ 13

Breastfeeding/Nutrition

6. Are you breastfeeding (name of child)?

o TS+ o TR {go to 9)[ ]
8. After the delivery, when did you breast-feed (name of child) for the first time?
a. during the first hour after delivery......ciiuiiniein it anenannnnn [1
b. from 1 to 8 hours after delivery. ... ..t iin ettt i iiiaaaannan. [ 1]
c. more than 8 hours after delivery. . ... ...ttt iiieenanannann {1
(o o T T s ToS wllih o= 111 111 oY b [ 1

9. What kinds of foods are you giving (name of child)?
9.1 Are you giving (name of child) cow’s milk, goat’‘s milk or formula?

= P = = [

o T L {
9.2 Are you giving (name of child) soft foods such as porridge?

F ST = {

o SR ¢ Yo T f

L T Y [

T = U [
9.4 Are you giving (name of child) fruits?

L S - [

o 5 [
9.5 Are you giving (name of child) carrot, or pumpkin?

Y {

T o T O {

9.6 Are you giving (name of child) dark green leafy vegetables, such as
spinach, pumpkin leaves or wild spinach?

T T [

o £ T T {
9.7 Are you giving (name of child) meat, chicken or fish?

L T {

o 5 {

9.8. Are you giving (name of child) peanuts, soya, peanut butter or beans?




.
H
1
H

H

9.9 Are you giving (name of child) eggs or maas?

E Y - N {1

o T 7T T [1
9.10 Are you adding sugar to (name of child) ‘s meals?

B = T Cheteaeaes At [1]

o S T T {1
9.11 Are you adding holsum, rama, peanut butter or oil to {(name of child) ‘s
meals? :

= = O [ 1]

< O <L T [ ]
9.12 Are you adding iodized salt to (name of child)’'s meals?

= T T N 1

o J0 =Y 2 [3

Lo TN c Ta YY1 v SR SR o =T [ 1

9.13 Are you adding dark green leafy vegetables, such as spinach, to (name
of child)‘s food?

10. What can a mother do in the baby‘s first four months of life to keep on breastfeeding?

{(multiple answers possible; record all answers)

A. OB L KIOW. . ottt ittt i ittt [1
b. breastfeed as soon as possible after delivery (don’t discard colostrum)..[ ]
c. care of breasts, NIPPles. . ... ittt ittt ettt et e [1]
d. frequent suckling to stimulate produCtion...........ieiiueeeunneivennn [ 1]
e. exclusive breastfeeding during the first four months.................. [1]
f. avoid bottle feeding of baby. ... ...l e e [ ]
g. relactation (if had to stop, mother can resume breastfeeding again)...[ ]
h. take extra Eludd. .. ... ... e {1
i. depoprovera (Injectiom) .... ... ...ttt ittt e i e {1
J. other (specify) . ... e e e [}
11. When should a mother start adding foods to breastfeeding?
a. start adding earlier than 4 months of age.......... ... ... .. ... {1
b. start adding between 4-6 months of age..... ... ... ... ... L. [1
c. start adding about 6 months of age. ... ... ... ... ... . i e {13
d. start adding later than 6 months of age....... .. ... ..ttt {1
€. doesSn’ L KIOW. . . L. e e e e e et {1
Immunizations

12. Has (name of child) ever received any immunizations?

= T - {1
< T 5 o ]
C. OB £ KIIOW. & Lt i i e e e e e e e e e e e e e e e e []
Growth Monitoring
13. Does (name of child) have a Road to Health card?
= S (must see card) | 1
o T o T T (go to 16) [ 1
Lo N T o o (go to 16) [ 1
14. Look at the growth monitoring card of the child, and record the following
information: has the child been weighed in the last four months?
T 4 =T {1
5T < e [
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15. Look at the vaccination card and record the dates of all the immunizations in the
space below {dd /mm / yv):

BCG st /[
2nd _ /[

BCG scar Yes [ ] No [ ] (Check both arms)

poLIO 1ist __ /[ HBV 1ist ___ /[
2nd _ /.  / 2nd  __ / /-
3vd ____ [/ [/ 3xva ___ /[
4th _ /[

DPT st _ /] Measles 1t /[
2nd /[ 2nd /[
3x«d /[
4th /___ /___

16. At what age should (name of child) receive the first wmeasles vaccine?
a. specify in MONERS. . L.ttt e i e it e [ / 1
b, oSN € KIOW. i i ittt it tsianessaenosacesesasseossaesnnnenesnsonasacssnns {1

17. Can you tell me the main reason why pregnant women need to be vaccinated with tetanus
toxoid vaccine?

a. to protect both mother/newborn against tetamus.............c.vuuuouo.. [1]
b. to protect only the woman against tetanus............ ... ... ... .. ... {1
c. to protect only the newborn against tetanus..............c.ooii.... [1]
[ o T Y= =5 I oR o o Lo 3% 2 [1
=« o 1= ol [ ]

18. BHow many tetanus toxoid injections does a pregnant woman need to protect the newborn
infant from tetanus?

= T o o 1Y [ 1]
TR 7o G [ 1]
C. MOre thal EWO. . .. e it e e et et et et e e e e e . []
Lo SRS <Y U [1]
LI < ToT=¥ = o T o U [ 1]

Diarrheal Diseases
19. Has (name of child) had diarrhea (three watery stools in a day & night ) during the

last two weeks?

Y= [ 1]
o J o (go to 26)[ 1
C. doesn’t KIIOW. . .t e e e e e et {go to 26)[ 1]

20. During {(name of child)‘s diarrhea did you breast-feed (READ choices 1-5 to the

mother)

a. More Lham USUALl 2. . .ttt it e e e e e e e e e e e e e e e [ 1
b. same as USUaLlZ . . ... . e e e e e e e e e e e e e e [ ]
C. less than UsUal P . .. . i et e et e e e e e e e e [1
d. stopped completely . o .. et ettt e e [}
e. child not breastfed. .. ... . i i e et e [ 1

21. During (name of child)’s diarrhea, did you provide (name of child) with fluids other
than breast-milk? (READ choices 1-5 to the wmother)

a. more than UsUal 2. . ... it e e {]
D. same as UsUBL 2. . ... i it ettt et e e i {1
c. less than usual 2. . .. e e e e e e [ 1
d. stopped complebely . . ... e e e e e [1
e. exclusively breastfeeding®. . .. ... ... e e {1

s




22. During (name of child)‘’s diarrhea, did you continue to provide {(name of child) with
solid/semisolid foods? (READ choices 1-5 to the mother)

a. MOoYe than USUal?. ...t ittt ittt ieinereanonsasosassosaseanacnannsenonnas [1]

b. Same a8 U8UALY. ...t iriiiitienetiiieeacasascasanossasnanansnnsonnnnons {1

C. less than USUaL 2. . ittt ittt ieneesasasanesaranasunasanosnnscennsnans {13

d. stopped ComPletely P . . v vt n ittt etensaeaaasscssaansencacnanansasensns [1

e. exclusively breastfeeding?. ... v i ieii ettt ennetsancansnsoesnans {1

23. When (name of child) had diarrhea, what treatments, if any, was given?

(multiple answers possible; record all answers)

=SS + U’ of o T T« (50 {1

b. ORS sachet {eg. SOROL) (from the clinic)....c.uiiiuinneenreinennennannn {1

c. sugar-salt solution (home prepared) .......c.cocuiiinaieaeansrancaanaoacan {1
d. rice, liquid porridge or Oral rehydration treatment................. {1
e. other home available fluids, i.e.tea........c.iiin ittt nannnnnn. [1]
f. anti-diarrhea medicine or from chemist.......vouieimeeeieeoeneennann. {1
g. herbal medicines OF @NEMAS. .« o v ueureeneeceaennseoenesesssnoanaeennenan- {1
WS == ol B oo 1 [1]
1. othey SpeCify. . e ettt [1

24 .When (name of child) had diarrhea, did you seek advice or treatment for the diarrhea?
= Y T [1]
o S « T SR (go to 26) [ 1

25. From whom did you seek advice or treatment for the diarrhea of (name of child)?
(multiple answers possible; record each answer) ’

26.

‘l‘-'?’?'l—l-i-“B'LQ Hho L oM

What

child) ‘s

27. What are important actions you should take if (name of child) has diarrhea?

de

M D ~0 00w

[T} o I oF- T O
health center/clinic/mobile ClinicC. ... .. u ittt ittt e e eeaenn.
coprivate dOChoOr. L .. e e e e
. pharmacy {chemist) ... ... e
community health worker. . ... . ... e
Isangoma (WitCh dOCtor) .. ittt it i ittt et et e et ettt i
Inyanga (herbalist) ... ... ...t e

Umthandazo (faith healer) ... .. .. ...ttt iiaaan
Ukhiphainyoni {(removing the bird)............ ... ...,
gogo (grandmother) ... ... ... e et

relatives & friends. ... ...ttt it it e e e e et

other (specify)

—

signs/symptoms would cause you to seek advice or treatment for (nmame of the
diarrhea? (multiple answers possible; record all answers) do not read answers.

oSN € KIOW. . .. e e e e e e e e e e e e [1
VOMAEAIIG . o o ottt st e e e e e e e e e e e e 1]
= ol {1
dry mouth, sunken eyes, sunken fontanelle, decreased urine output

BNt o bz R uik K> o 1) [ ]
diarrhea of prolonged duration (at least 14 davs).........ciuumeeean.. {1
blood and/or mucous in StoOl. . ... ittt it e et ettt {1
loss of appetite. ... e e e 1]
weakness Or Ciredness. ... ..t it i e e it e e e [1]
other (specify) et [1

(multiple answers possible; record all answers)do not read answers.

o UR

doeSI € KIIOW. . . L e e e e e e e e e e e e e
initiate fluids Xapidly. .. ittt e e e et
give the child more to drink than usual... ... . ... ...ttt
give the child smaller more frequent feeds............. ... ... ..o ...

proper mixing and administration of Oral rehydration solution

-
) b L) Lt e
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27. (continued)

f. take child to the hospital/health clinic........ ..., {1
g. feed more after diarrhea episode so that child can re-gain weight..... {1
h. withhold £luids. .uuueeeeeeinnreenecueneseesceaoanasssaasasessnanessana 1
d. Withhold £OOAS. cn vt s s i it v aeeetaeeacasaaanaenssasssaneneacassscssansnnnan {1
J. other (specify) e eeiisietcsecasecraeasenaa [1]

28. What are important actions a mother should take when a child is recovering from
diarrhea? (multiple answers possible; record all answers)

B. AOCEN' L KIOW. . o ittt in et taaecossaansaesnasoneesaassosssasssnssesnans {1
b. give the child smaller more frequent feeds............ oo, [1
. other (specify) e e e (]

29. Do you have a toilet at home ?

30. Where do you collect your water from?

=T o Yo 3 ol =1 « Vo 1 I = S0NY 1
o T = [1]
e T - (e [1
d. protected SPring....... it iieit it ereiaeitnteeeeaaiea e {1
e. unprotected SPring. ... ...t iit ittt it et i et e e [1
BB =W B T - % ol [1]
g. other (specify) e et [ 1]
BRI Respiratory Illness

31. Has {(name of child) been ill with cough or difficult breathing in the last two weeks?
= S 4 = - U 1
TS 2 S (go to 35)[ ]

32. Did (name of child) experience rapid (fast) and difficult breathing (dyspnea) when ill?
E S =T - {1
o JPE 7o T {(go to 3S)[ ]
C. doeSn’' € KIOW. o ittt ittt ittt e et e e et e {(go to 35)[ ]

33. Did you seek treatment when {(name of child) was ill with these respiratory problems?
S = T 1
o SR (go to 35) [ 1

34. From whom did you seek treatment for (name of child) when ill with rapid and difficult
breathing? (multiple answers possible; record all answers)

a. hospital. . ... e e e e e e {1
b. health center/clinic/mobile ClinicC. ... ... .. ittt et ia i [ ]
C. Private QOCL 0T . o ittt et e e e e et [ 1]
d. community Health WOTKeT . . .. ... it ittt e ettt e e e [1]
e. Isangoma (WitChGoChor) (.o it it i ittt ittt itetaisaneansnn []
f. Inyanga (herbalist) o ... ...ttt i it et i e {1
g. Ukhiphathambo (traditional chest specialist)...........iiiieninnen.. {1
h. Umthandazo {(faith healer) ... .. ... . . i i i i i iiiaaan [1]
i. gogo (grandmother) @ ...t i i e e e e e e e e e 1
J. relatives & friends. . ... . i e e e e e e e e e e e {1
k. other (specify) ... ... e e e {1




35.What are the signs/symptoms of respiratory infection that would cause you to take (name
of child) to a health facility? (Multiple answers possible; recoxrd all answers) do not read

answers.)

A. QOESI L KIOW. . -ttt ittt it ettt et caneesaseeasaeaeanancaseassneanasanansan {1
b. fast or difficult breathing.......c. ittt neieianeenacnnnanan. {1
C. chest InArawing. .. ..ttt eineeeeaeeeecassasecesneaasonasoasasassnnees {1
d. loss of appetite. . .uit ittt i i e attteaae et [1
B, FOVEY . i ittt ittt et et ieeeeaesaaasaoassenanasasasaassacansnsanssnnnnaa {1
G SR o 1 b U J < T {1
L B = o = o T = [1]
h. wheezing or noisy breathing....... ... ittt inieienaneaana. [1
1. other (sSpecify) e e ettt et [ 13

MATERNAL CARE

36. How many ante-natal visits 4id you have during your last pregnancy?

TR o ¢ 7T [1
o T vt 2 []3
C. Lhree OF MoK . .. it it it ittt e seneeaneaanaaeasacaassacasacseassanesnensaen [1]
o IR + o = = YU [1
€. does NOL YemMemMbeY . . . .. it ittt it e ieeaneseeeaennoneasancsoesennaannnnas [1

37. Are you pregnant now?

= B =

o TS+ T TN {

Lo & Lo Y= = o R wl T o Lo 3 {1
38. Do you want to have another child in the next two years?

B VB i i it ittt e (go to 41)1 ]

o R # T Tt []

C. dOoESn & KNOW. L o L e e e e e e e e e {1

39. Are you or your husband/partner currently using any method to avoid/postpone
getting pregnant?

vl
G
(]
0
—

. ]
«J o Lo {(go to 41} { 1]

40. What is the main method you or your husband/partner are using now to avoid / postpone
getting pregnant?

a. tubal 1igation OF VAasSeCLOmMY . . .. it ittt ot tetaea et oaaaseaaaaeanannn [ 1 .
o TS o T =Yool X o o = 00 N [1]
Lo o 0 I [1
I IR 1 0 5 T (0 o o« 3 [ 1]
€. CONMAOM. .« v it et e e o e e et e e e e e e e e e e e e e e e e [1]
f. lactational amenorrhea method (exclusive breast-feeding).............. {13
g. rhythm / natural method. ... ... .. ... e {1
B ST < 7= ol 15 o = o U2 < R {1
i. coitus interruptus/withdrawal. ... ... . ... . . e {1
j. ukusoma (external SeX) .. ... ... ... e ]
k. cord around the Walsh .. .. ..ttt e et e e e e {1
1. other(SpPeCify) @i e e e et e e []

41. When should a pregnant woman first see a health professional (doctor, nurse, midwife)
(PROBE FOR MONTHS)

a. first trimester, 1-3 MONCRS. . ... . .t it ittt et e e e [1
b. middle of pregnancy, 4-6 months. .. . ... .. e {1
c. last trimester, 7-9 months. .. . ... ... .. e e e {1
d. no need to see health wWorker. . . . . .. .. . it ot et e e e e e e e e a e et e [ 3
€. dOeSN € KIIOW. . o i ottt ittt e e e e e e e e e e e e e e e e e e e e e e e e e e e e {1



42. What are the danger sigmns that would cause you to go to the clinic or hospital,
during pregnancy? Multiple answers possible; Record all answers

a. spotting with blood or bleeding. ... ... ... .. .. i, [ 1]
b. swelling hands & face.. ... ... ittt i iiiesaeeieeancanna, [1
(o JOR s T=¥- T - Vo Y= = {1
d. vulval sores Or Gischarge. . ... c ittt e it ieeenansncaasaceeneeeasnannna [1
e. decreased fetal movement . ... .. ... .. .ttt ittt ittt e et {1
f. Urine ProblemS. ... ..ottt it e it eaeeeaoananaesecnaaoasoaenaconennnens [1]
Fo JRR-T- b ok P oTov s U ob =T ol '’ o = P [1
h. previous caesarian section or abortion....... ...t {1
i. discharge of any fluid other than urine (ruptured membrane).......... [}
J. other (SpPecify) ..o it it ittt ettt e e {1
43. At the delivery of (name of child), who tied and cut the cord?
o L ==Y I [1]
b, family member. « vttt it i et ittt i e 1]
c. traditional birth attendant....... ..ottt iettineecneeaetoanannnnnnn [1]
d. hospital midwife/ QoCtor. ... ittt ittt ettt e e [1]
€. clinic MIAWIiTE/QOCtOr . i vttt ittt ittt it ettt ettt ts et [1
f. other (specify) e e e {1
L B ot T=5 o R oA < + L [1
HIV/AIDS
44. BHave you heard of HIV/AIDS?
T = G [ 1]
< TR T PR {13
[ 6 To =¥ -1 o TR Bl 1< o e ) {1

44.1 If yes, from where and/or whom

Sl 45. In which of the following ways can you contract HIV/AIDS ?
{READ OUT CHOICES, MULTIPLE ANSWERS POSSIBLE)
a. Kissing
T T T {1
S o Lo [ ]
1dd. AOBSI L KIIOW. . . it e e e e e e e e e e e e e e e e e [ ]
b. Handshaking
= A [ 1]
e T o L [ ]
11d.doesn t KIOW. . .o e e e e e e e e e [ 1]
c¢. From a toilet seat
Y - [ 1
5 2T 2 []
1ii. doesnt KInOW. . . .. . e e [ 1
d. Sexual intercourse
T {1
75 T o s [ 1]
1ii., doe8n 'L KNOW. . .. e e e e e [ ]
e. Sexual intercourse without a condom
T {1
e 5 T = To [1
11d. doESm 't KIOW. . o i ittt e e e e e e e e e e e e e e [ ]
f. From pregnant mothers to unborn children
B YT [1]
10 T« o 2 [1
1id. doesntt KIOW. . L.t e e e e e [ 1
g. Breastmilk
T = {1
s T o T 3 [1




h. Multiple partmers

did. GOESI 't KIOW. o Lttt ittt eeaenenacaensanenaacaecnosoesnasnsnnnns
m. Other specify cen

46. Do you think that you personally can get HIV/AIDS ?

‘ [N e "o TCT =% o TAR oS o o\

47. What can you do to protect yourself from getting HIV/AIDS?

48. Do you think HIV/AIDS can be cured ?

49. List the organizations that are in your community. (Do not read answers)

L2 b o) < 1
ESFoRTA B aTe =T o 3 U1 o 3R
ot b = =TT e = A
. WOMEI'S GTOUD . « « ot v v e e ta e et o n o mas aaeaeoe st onaeanaaeae e eesaneenn
development CoOmMMitE@E. L . ... ..ttt et et et et e ittt
other (specify) e e e
[ Tt o N o o T

\urmo ua oo

are the important leaders in your community?( Do not read answers)
headmaml. . . ... e e e e e
52 = o
PrainCapal . o . e e e e e
]+ 0
other (specify) e
L Lot = B o « Lo

50.

=

mm@oumg

**%% END OF QUESTIONNAIRE ***%
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Usuku lwemibuzo

Usuku oluhlelwe kabusha

obuzayo
Umphakathi
umaaphi
1. iQama neminvaka vobutala xamama.
iO’H’*"iF .
Featl] )V?!w L
1.1 lgama neminyaka vobudala bomagapheli womntwana uma kungesive umeama,
nobudlelwane, ubuniobe bakhe kumntwana.
Igama
Iminyaks
Ubudlielwane
2. igama nobudala bomntwanza cngengaphezuiu kweminyaka emibili 24 wezinvanga.
lgama
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5. Ubani OD?.\,ka (tgama lengane) uma wena ungekho ekihaya? (izimpendulo
zingavela, zibhale zonke)
a. umama uthi uhamba MOMNTWaANA .. {1
D. UGOTO WaAKNEC. ..o [ ]
C. 1ZINGANE CZINABAIBNA .. et e aeaean {1
A, UMNGANE WaKNIC ..o e e eae e {1
e. ﬂc:imushiva CNKUIISA. e e {1
0 0m2ihelwane [ abanGane. e e L
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L eI 2N O O e |1
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[

§.5. Uvamupha (igamsz lengane) izigathi noma ithanga?
B YO O e e i

L O OO P N

9.6. Uyamuphaz (igama lomntwana) izitshalo ezingamacembe njenge sipinashi
imifino, noma okunvye?
a. yeho.. ... e e e e

T N T Nl - - | . 4 - - - - ~ i -~ T
/ cocivpdindg llgan 3 GminTwana) :’&"(lr\n‘), ‘IIZ'\ LonoIhng ey
L. H

A VB D e il

~ [l 1

0 08 1 = B USROS SS SO 1

9.8. Uyaimupha (igama lomniwana) amantongomane, imang, iDhciela iams-

.O.
ntongomane noma ubhontshisi?
. VD O e [
D ORI e 11
9.9, Uvamupha tigama lomniwana amaganda noma aimasi?
23 Vit H

I
S
e
3
i-
(RS

1
3
H
]

na ibele

peke naoky
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Appendix F

BDCSP Random Cluster Sample Data  04/08/96

School | Randomno.507 |  No.of Total Accum, No. of
Ref. no Name of School SSA's pupils Pupils Total Clusters
1 |[Crowfield 121 376 376 hoocoooatonnnox
2 |Dukuza 318 1,657 2,033 142
3 |Ebhethani 238 1,327 3,360 3
4 |Ebusingatha 104 699 4,059 4
S |Emmaus 105 739 4,798 S
6 |Bzinyonyana 144 683 5,481 Kactr0nooaX XXy
7 |Gloeckner Memorial 154 951 6,432 6
8 |Hambrook 94 792 7,224 7
9 [Hoffenthal 222 773 7,997 8
10 |Indanyana 83 674 8,671 9
11 {Insukangihlall 150 669 9,340 keocootonaonaoa
12 {[ntumbane 171 732 10,072 10
13 [Kwamiya 174 920 10,992 11
14 {Langkloof 93 398 11,390 hooooaecooaxxx.
15 |Madela 56 425 11,815 12
16 [Malotta's Kraal 42 473 12,288 Koooaoooosaaaost
17 {Mamponjwana 154 806 13,094 13
18 {Masumpa 153 1,043 14,137 14
19 |Mondisa 70 461 14,598 15
20{Nogaga 146 931 15,529 hoooooooonconaon
21 {Mokopela 47 262 15,791 16
22 [Nomtshilo 102 618 16,409 booooooooooooaak
23 |Nsetheni 115 738 17,147 17
24 |Obonjaneni 176 1,083 18,230 18
25|0gade 385 1,521 19,751 19+20
26 |Okhombe 282 844 20,595 21
27 |Rheibokspruit 68 475 21,070 Koooxaoaonooconx
28 |Rooihoek 6l 392 21,462 Kxo0000000onson
29 Rookdale 72 432 21,894 22
30 {Sbavana 131 774 22 668 23
31 i{Somtseinu 109 665 23,333 pooos0000omKxRX
32 | Vukuzithathele 118 750 24,083 24
33 {Vulamehlo 118 611 24.694 25
34 |Woodford 123 754 25,448 poooooooaaonoxx
35 {Manduluza 390 1,005 26,453 26
36 |Ezinelethn 74 381 26,834 27
37 |Mlimeleni S0 315 27,149 hxXOnXONNnNsNy
38 |Tonylana 82 350 27,499 28
39 [Ididima 65 559 28,058 NOOUDDODEXNNNNNXN
40 [Kholokazana 38 71 28,129 hoonD0oUOnaNRXXX
41 {Ngunjini 72 157 28,286 KXODDOODNNXXXNNNX
42 |Sibanisezwe 28 134 28,420 K000000000XKNXX
43 |Skraalhoek 27 100 28,520 29
44 |Scheeperspruit 10 37 28,557 Bor0naeaononaa
45 {Impandwini 9 25 28,582 boComol00aouaax
46 {Intaba 20 116 28,698 hoconononsoaaio
47 |Oppermanskraal 37 162 28,860 pooonoonocodtaX
48 {Acton Homes 54 406 29,266 porixxXo00aeaK
49 |Eqqumaweni 47 224 29,490 30
50 {Bergville 31 231 29,721 RoCODOOOTHOINNNXX
51 {Vicklands (Berwm) 63 221 29,942 RoOmODUOmNXNNY
Totals 5,836 29,942
Avge per school 114 587
No.s per cluster 195 998
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Appendix G

KPC SURVEY TRAINING

Monday. January 22, 1996

Supervisors
8:00

8:30

9:00

10:30

10:45

12:15

13:30

14:30

16:00

16:30

Devotions/Introductions/Review of Day's Agenda

KPC Survey - Purpose & Objectives

Rapid KPC Survey Methodology

15 Minute Break

Choosing of Clusters using Primary Schools/Household Selection
Lunch

Role Supervisor/Interviewer

Review Questionnaire

Interviewing Principles/Filling in of Questionnaire

Practice Interviews and Feedback

3



es anuary 23, 1996

Supervisors and Interviewers

8:00 Devotions/Introductions/Review of Day's Agenda

8:30 Brief Description of the Bergville Child Survival Project
9:00 KPC Survey - Purpose & Objectives

9:30 Role of Supervisors/Interviewers

10:15 15 minute break

10:30 Interviewing Principles

12:15 Lunch

13:30 Review Questionnaire

15:30 Interviewing Demonstration




eI el

Wednesday, January 24, 1996

8:00

8:30

8:45

10:15

10:30

11:00

12:15

13:30

14:30

15:30

Devotions/Administrative Issues/Day's Agenda
Brief review of interviewing principles

Practice Interviews/Feedback

15 minute break

Group discussion on practice interview experiences
Practice Interviews/Feedback

Lunch

Review of Cluster Selection Process

Household Selection Process

Preparation for Field Exercise

3



hursda

8:00

anuary 25, 1996

Field Exercise - Departure for the Field

Opportunity to practice using primary schools for cluster selection and
selection of households within the cluster itself.

Each interviewer to complete at least one interview observed and
reviewed by the supervisor.

Lunch in the field

At the end of each exercise, supervisors will have debriefing sessions with their groups to share
positive and negative observations, and to discuss any mistakes made in filling out the questionnaire.
Supervisor will turn in completed questionnaires for review by the Survey Coordinator. Each team
will share observations in the group session the next morning

Friday, January 26, 1996

8:00

8:30

10:30

10:45

11:15

12:45

13:30

Devotions/Administrative Issues

Group Review of Field Exercise/Problems encountered/Unsettled Issues
Break

Finalize any Modifications Needed on Questionnaire

Review of Schedule for Survey Implementation and Team Assignments for
up coming week.

Lunch break
Core group to meet to discuss any loose ends.

We can also use this time to look at analysis on Epi-Info/data entry
process
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Abstract = The WHOUED cluster samoling methed

|
for immunizavah coverage survays is part of the

€aurte for manaprment trainig in EP! s-ogrammis, The applicatan of this. method."bised o a

Ccamework of villsges is ampracucal in Jregerried o6

pulations comnton i MAAY Chrguteics 0 Atacx. to

reabe the methad work undes thate ¢ircumerances leads to unaccepabie bias. whith tends to overestimaie
the real coverage cate, A madificd random clusrer sampling methad foe Eispersed populatians it presented.
1

INTRODVICHINN .

The shaics of an approprnts method of survedlance
and evaluation tefore implementing an immuaize
ation progiamms is essential 1o cnsure that the very
senrce resources available to patioaal programmes
are uged to its maximal g‘um

Sasmaple surveys at certain intervals ars wgually
cheaper aad tnore rehable than setting up and main.
tiging & canttnuous sucveiliancs svseem. 8 as there-
fore imporant to have a critical fook at the sampling
methods vsed. Various wavs of downg 2n immu-
nization fdarvey Hv.ctustze samphag in 1te Cosmmnnite:
are vxed,

fdeativ cne sheuld candeaaly (12, hy clince alone,
select 2ach sample unit seprrately and ind4pendantly,
A <ample gnit ¢casld be 2 houschold, & pregnant
meihRes of. asin aar example. the under 2 child. This
would need a complete numencal inventoey of all
sampling uaits concernsd within a defined gecpeapn-
ical area. This ‘v wsually impractical in developing
countrizs as an m\"nlorv of all ynitz ina Cvmmum()
does net exist, while the ¢osts of making suth an
invenory could be protubitive.

For this serion, clustec sampling has become 2
popular methed 10 perform immunization cosverage
surveys {1], even to the extent that averamplification,
of sound mrthodolorical principles has octurzed. ’

CRITIOUE REGARNING £ SAMPLING
SETHON

Tte chuster <amrpling echad as used in Weodd -
Health Qreanization’s Expanded Proerismme on (- |
munizacea (tFI 01} and Breattesding Soarvevs [2) as
applied in Fervt and ather Aficaa couniocs, sulffars’
from cerioms e and presrnte practioni oebloms,

The mam lirm@adan in usiae the FRL clider w3
pling method s that the cangsling (ramew~sioas Lased
on the atiumed presence of ecographicadr moce of
icss distingt wiflages and tpwes,

Hoveve:r, in muay maete of Afdira, aod Kenva in'
parizalar. the ponulatian it oot living wn dis-
tnguishubic vlifaees, bat lives eather digpecsed ‘,‘
arert ahith e et couly dodned geatoaphids

T Keaysn, the «allnzs as sampte laame tos e
ceplaced by Ceablocatest as the smadlete o mmsf
trative unit for wiach populanicn duta are avadatie,
The WHOEDM aathod of taking M clestses ef 2
chilifren cach. rlcaicrs being selected from a camy-

i

1

: ‘ '

lative village popul..tmn lm hiag besn chzugen 1 the
seinction of 30 clusters from 4 cumuiative subiccaticn
list, lhus c’:surmg a proporuonal represzntatoa of
clusters in 2 given arex, usnatly a district, So fac ihere
it ne problem._ ibut the nzxt stape of seleenng the first
houschold 1o ibe visited is vers difficult. In the
WHQIEST villige maodels the instruction requites the
ficld *worker toigo to the “cemtre’ of the \n“ap- edlect
randon:dy & dlr{‘(’hﬂﬂ and count the number of hnu«m
Setwazn “centrd” and the xiltage boundary, and seles

" from this aumber of househatds randamly the firsc1a

be visited. If the villags is large and heteenganequs. o
grossiy uncqtnl inits dimensions, this procadur may
tead 10 bias in sefecting the 6r3t housdhoid, 1% the
chanze In orc direction of baiag celerted cun f2 pasesn
as big 3% in dny othtr dirsenod, of 3t least des
proocrucaats. ‘Counting of howsrs in atger cHlages
ot townd i offsn o0 difficuit axd thns Saniuming
v the cose! of progortonal seleciicn af ‘mb
focations instedy of viitages, those probdisfas e =y 1
bigeer as distafices are usu.xllx greater while toend.
arics are lass c'purty defined in the field siuatza. As

_the “centre” ¢f & sublocstion i usugliviaken 1o ke cuc

of the srading gentrss. with the chanse taat the aten s
immuaization dentre s at the sanis place (biag 11 und
ta avoid the problem of counting afl kausehalds fram
the “centre” 10" the boundarcy of the satiocatian, 1t
first household 15 rancamty selecizd ratenydr the ot
10 houwholds counted (rom the  Tentvo, n-
tentionally excinding’ tﬁc Mainsiiy of the hayssliedds
{tom co«nclc -hclunon a0 ihe 'dmplc 1ihias )

At the haunng e ¢orraedn e Wyhas
the “centre’. the mcthad of 127.ng the nest '.r\:”'

_house” g3 the systematic sam: - ng method, rdds the
third bias of being centrip

1. vali 3 gond chaare ol
stz of 1t choesen

encing yp in apd uro‘.ﬂnd
village or trading canire, wasie (he (000 €7 0n03
and transnort sitgation 'l‘w adler S
oyilying partz af ihe sublocannn ot
an mtrcsu'ndu’on “mayt cctur of the num_atmu
caverage. i 1

¢ To.deadfly and o epare 1tz ulliges a0 frading

. conties, execnstve aod very expInaive precutieg foa

dis:rict health Worker 13 gsusly seac o the X nyae
(ll‘llll(‘

MODGER CHUSTIR Savriis g

The WHOE LT clustcr srapling mcihed was thees-
fore tnodificd i such @ way a5 {0 emove (0 3 large
.
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exicat the thice sources of hias menticaed before, and  Table f. Cumutative botiag v'::mlx_ Machutes Oittmet. Kenya,
ci~atly reducad the ot by simplifying peepatateses i 3 - -
i ehe Getd, The methed proved (o be Loy witabde in tmenc L;::'\ ;::;::“ :*s'c:::;:.;
surverng dispersed rural popalations in Kenva, 20d Setvoutl Enen : -
cauld be p:\rﬁch!!\fh‘ wseful in an urbhan suuacon, i 1';.0g.m, ‘:;‘;i ';‘:: ;.g
The hasic of this sampding inethed s the assump- by :,‘::::;:“ ot 1929 Jor
tion, aad therefors also i Hmuadea, that the Stan- & 00 00 oy 2451 196
dard { peimary schoot child ©s the most candomiy and 5 1agee 2063 3105 E3}]
prapactonalty distribited regittered sampling upitin ‘ o a1

the community. Thie randou selectlon of W Sandacd
1 chuldren out of she towal Standard § school popu-
latina for the selection aof 30 stasting points (house-
holdalin a given area is a celatively simple pracedure.

In Keaya, good census data arez aveilable trom
the Centeal Rureau of Siatistics (CBS), for district,
divicion, locatlon and subjocatfon.

Frog the Ministey of Education or from the
Dum? Education Officer (DEOY a list of all primary
schen’s with the number of pupils at each school can
be abtained. On the basie of thesa two sets of data.
a simple sample (cxmewark can be designed.

The astumption made before has 10 be tened,

becauss if the schooling Jevel s, arbitrarity, below
“0% and cartgin arcas are excluded from wchootine,
the sampling method would be defective, If that were
the case. not every child of Standacd 1 school-sgs
would have the tame chance of being included in the
survev, The levet of schooling can be estimated by
dmdmz the primary school population 23 obtained
from the DEO with the 5-14 Yéar age group obtained
from the CBS census data, The distribution of schonl
stteadance 1ates beuwveen divisions sathin the disirict
230 bs assessed in the same way, As in the WHOEPL
samping methiod. instead of making a cumulative fist
of <illuge populations. 1 cumulative ist of school
populations it mads,
hiz totat school pepulation is then divided by che
aumher of clusters needed {30) 1o determine the
sampting interval {0). Likewise 2 random aumber (a})
is selected within (hc size of sampling interval, The
first school sefectad is the one autended by the ath.
chiid, the 1acond school is the one attanded by the
nth = g child, the third by the ath + 20 etc., ull 30
s«chinals bave been identified.

On ths (school) day of the survey the mvtsmznuon
temim. preforably with added local membars of he
community, visits the school. examinegs the auten-
dange tist of Standard | kene by the headmaster of the
scheol, and randomiy chacses 2 Standard § chitd
fiam amonese all the listed Standacd | etildzen, This
child a1 his elder sibling diteets the teaum 1o bis or her
house. To remote the dias ‘hausehold with schont
chibd | the next nearest houschaodd is the stacing potnt
fer vempling bouseholds Gl 2t leaet 7 chifdren in the
desired ape wroup have besa surveyrd.

lilusteiniag jrom Machakos Disicer, Kesva
An Uniunrltion coverags study carried out in

“lazhakos District in Kenva TMze Serve A% 1 £x-

smgit. The populatisn estimate ((‘Ql Ywas 1091
and e number of childron 5-14 was 127.000 (CBS).
A st o sehuds with the number of chil:en wy vacit
weard? was oftatnsd fram the DEQ, shawing a pui-
A choal populaton of 14600 chitdien in 762
sehanlt. The praposion af <hildien aurMmg schoet
Further

s cotmated  as 304600177 () = Y44

R

analysis of the distribution rate by gaceraphical
division showed that da division bad a tchoot aiten-
dance (ate of below B0%, In view of the increasing
drop-aut rate with increasing grode in schaoling, the
Standard T child wad wken 3 the bws for aur
catendations.

Anahysis far the .\(nchake' Distrint shiowed that
the mean propartion of Standacd 1 schood children in
the taeal echool age poputation (CBS) by 'division was
13.5% wath 2 sandaql deviation of 1.5%

the assumption therefore that the Standard 1
school ctuld is randorily and proportionaliy distrib-
uted in Machakos Difecict seems valid.

The 788 schoois int the Machakos District werr
fisted. with the numbcr of pupils attending, and
il availuble, the numbct of Standard { children
{Table t)

The sampling intercql for Standard 1 pupils was
obtairad by dividing the total aumber at childien
{40220 b the mmwf of clusters (30). giving 2007,
Mewt 3 szadom numbdr botween 0000 aad 1007 was
chosen. in our example 0404, representing the fiest
child. This 104ch child was adendiag schaol Mo, o
Kaumoni. The 2econd schoal wag abtainzd by adding
the sample intesval b the first andom aunber,
0414 2. 2007 = 2411, This rchaat at which the 241 [th
child was attending coiild be identified {rom che list.
This process was repduted (il all 30 schaols were
idemtificd, A list of théte:schonlt and theic addresg
wiag compiled. and the twuevey could siart. Each
scheei was subszquerdily: visited, the Sqandard |
school attendance ist \as obtained from the head-
master, and from (mj tist 2 child was randomly
chosen. Permission wis ohiained for tha child of
eldzt sibling to bring the 1eam 10 the pupil's house,
from wwhere the next néarest hause way t2ken a3 the
starting powa for the {luster sucvey. The child was
then retuened o the schoot,

Tetde 1 Teheof Juendance fres in some distnets wn Fonva, 1983
s -
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Clyster sampling for

FROBLEUS Ak LIMITATIONS

The suapfing methiod is dependent an the cchoal,
and thereface tanngy be donc Juring school holidavs
and weekenda, (a case the ¢choal attaedance fist lae
the wear i wiich the sarvey takes place is nat vet
availahle, the schoo fist of the pravidus vear could te
v3ed 10 identily whaofs, as it might be expented that
changes in the aumber and relative attendance of

schoaols are small over such a timfted period. The .

acwuaf child is always selecicd physically at the schaol
dyting the sucvey,

A special enge is the hoarding schoal with popils
fiom very {ar awav. Their wWider disuibution and
mcrlap of ther schoots might not dicurb the ropue.
sentivencss if the nurber it small. A limit 2< 1a the
distance fram the school & pupil is living can i fixed
baforchand. depanding on the nature and papdation
depsities of the area 1o br surveved.

This method vting the schaole as sxnpling (1ame-
work is widsly applicable in Kenya as sl aoten-
dance rates are geperally high (Tahle 2\

The aszsumption of tandon: proportional distribu-
tinn af 2chaool childicn in the communit could not
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tie wade ceallily in the (pacdally felamict Conseai
Diatricts of Kenya us less thaa the arditeary 7095 a1
the childeen Wete paing ta <chatl, howaver furiheg
examinntion tevcaled that a surbng discrepancy 1
schaol aticndlance satet betwetn boys and 2wl
existed: less than $0% of the duris were gnng ta
schogl, while welt aver 70%% At (e baye were attred.
ing. The sampling methoed uting sehools could gtilt b
used, taking for the cumularive fist of schaol auen-
dances only the rumber of hays per schoo),
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{ H The nudritional status of black South African preschool
1 CO mmun lty based Survey children from rural and peri-urban communities has beea
{ H H ascessed in numecous previous cross-seclional ;
[ VefS us Sent’ n el Site anthropometric surveys. [n studies spanaing the past 10 4
! sam l in in d et erm i n i n years and conducted in different social seftings.** a | -
W oad ‘ p g g cansistent finding has been the presence of a high |
. th e nutriti Onal St atu S Of - prevalence of height-fof-age (HFA) deficits or stunting 25 - §
47%), a significant but lower prévatence of weight-tor-age |
H : (WFA) deficits (5 --14%) and a low prevalence of weigit-far-
rural children height (WF) deficls o wastig (06 - 35%1 Since young B¢
L . children are, for biological reasons, especially vulnerable 10 !
implications for nutritional surveiilance the efiects of food Insufficlency, nutritional status
and the development of nutritional assessments in this age group provide a useful window an
programmes m‘e wider c?n.\mumt).(. This picture of high levels of stunting
with onty minimal evidence of wasting suggests that ihe
G. C. Solarsh, D. M. Sanders, C. A. Gibson, E. Gouws nain pfoh‘k.am n tTne?e c ommnunities is chronic "
¢ undernutrition. This is likely to be a resuit of long-standing
! A dietary inadequacy reflecting socic-economic deprivation.
A study of the anthropometric status of under-5-year-olds rather than acute nutritional shose caused by severe fo
was concducted in the Ngutu districl of KwaZulu Ly means tack or serious illness.
of a representative community>based sample and tn 1991, following the presantation of the annual budget in
concurrent samples from primary health care clinics, which a new valua-added tax was announced, the South
preschools and primary schools. African government made R220 million available for a
The first objective of this exercise was to determine the nationwide poverty relief programme. This programme,
extent of acute nutritional stress in the district as an which rapidly took the form of a food aid programme, was
indication of the approgriateness of food relief efforls in thought to be a necessary step to support the ‘poorest of
the region. The absence of wasting and the high the poor’ at a li@e ?f.severe econo_mic recession and high
prevalence of stuating (37,5%) in the community-based unemployment. Anticipated crop failures as a result of a
sample suggested thaf the maia problem is chrouic socia- severe drought were expected to aggravate household '(’Od
! . msecun(y {urther. . PEPRUS
. aconoic underdevelogpment, rather than a sevece or
: . R . - From the prograrmmme’s inception the absence of any
i immediate lack of (oo, The fact that fewer than 20% of readily available and up-to-date nutritional data made it
""""""" i households are in any way reliant on domestic production difficult 1o confiem that recent socio-econormic and climatic
: for their inaize requirements explains why the recent conditions had indeed resulted in acute nutritional stress. a
; droughit has not had a greater impact on the nulritional usual preconditian for emergency food refief.-Even if an
" stalus of this vuinerable group. This study confirma that acute deterioration in nutritional status was assumed on the
the mare recent emphasis of the Nalional Nutrition and basis of prevailing conditions, the absence of a surveillance
Sociat Development Programme on social developmént is - system designed to identify specific at-risk groups made
appropriate. ' targeted nutritional interventions impossible.
An equally irnportant objective of this study was to This in-depth study of the nutritional status of children in
evaluate the usefulness of clinics, preschools and schools the Nqutu district was undertaken as part of a broader stidy
H as sites far the collection of anthropometric data and the to delermine the presence of acute nfjtfnhon?; stress in \
¢ development of nutritional grogrammes. This preliminary Natal/KwaZutu, and Yvas intended to inform _e reglona‘ .
: i . refief efforts of whal is now known as {he National Nutrition
i atlemipt Lo develop the methodalogy for district-based .
i nutrition s i ted teat all U itos ha and Social Developmenl Progranune (NNSDP}.
3 Hirtion survetiance suggested tnal all these sties have Al the samie time this study was seen as an opportunity 10
limitations both in respect of dota collection and . investigate some of the methodological issues involved in
! community access. The implications of using these siles setling up a national nutritional sucveiliance system. In this
and the developments needed to improve their uselulness regard there was special interest in answering the following
in a future nulrition surveiliance system are discussed. questions: () does an assessment of nudritional status at
S Af Mad J 1994 84: 747-752 different sentinel sites in a community {e.g. ¢linlcs,
preschools, schools) vary significantly from that obtained
~ g from a cross-sectional survey In the same comimunity?
(#) how do the sentinet sites differ from each other both as
Oepartment of Paadialrics and Child Health, and Centre for Soclal sites for data collection and in their po‘lenﬁa! fot programme
and Ocvelopment Studins, University of Natal, Durbaa implementation? (i) what are the implications of these
G. C. Solarsh s (1(r1, (e ve @ ay £0 1 maf (11 DAQEU differences for nutritional surveillance and programme
D. M, Sa0ders 4 Cred eARCE 00 aonitng DR aenn; development? and (v} what would be the most appropriate
C. A. GIDSON WA 1xnmiary o s anthropomeatric indicator of nutritional status In a proposed
) survelliance sysiem?
institute of Biostatislica, Medicat Raxaarch Councit, Duchan . .
E. Gaaws g1 swer
SAMI Velus SO Ne (1 Navewber 1997 Rrdey Sty
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Methods

The study was conducted over a 6-week prriod belween 12
October and 27 NMovember 1992,

Area of study

The Mot magisterial distict, situated in the hifly intand
7one of conteal KwaZulu, has an estimated population of
200000 people. This district has been the site of at feast ?
previaus autritional status assessments in children under the
age of § years, The first, performed in 1974, showed that
39% of children were stunted and 27% were significantly
undnrweight for age {IWFAL' A sacond survey in 1983,
asing WEH o determinn whnthar a sevete droughit diing
e quavious year had tesultad in acute nutritional sttess.,
fatnd no evidence of wasting.'

Although na district is likely to be representative of the
whale region, the presence within the Ngutu district of deep
wural populations typical of a large number of central
KwaZulu districts, togelher with faidy large formal and
infounal fownships, suggests that the findings in this distict
will be applicable o populations in other parts of the reginn
and possibly other homeland areas.

Cluster survey

Kok's madification® of the standard World tHealth
rganisation cluster survey method™™ was used {or the
communily -hased survey. This method uses the class
primmary schaool papuiation rather than the total popudation,
T« dia A’ a hiasis far cliuster selection vl 1o define random
stading poinis far aach cluster. Pro-condilions {or ifs use nie
aptinary school attendance rate In the early classes of af
lrasl 70%. and the knowledge that a significant proportion
of children are not atlending schools outside the district.
Both these conditions werg considered to be fulfilled in the
Naquty district. A detailed description of this method is
provided efsewhere.™ Stratification into urban-rural .
subsarnples required that the usual 30 x 7 cluster sample be
increased to 40 x 7.

All clusters around the central market town of Nqutu and
thasn in the {arge northern township of Mondlo were
calegatised as urban. The remaining clusters were regarded
as nual and further classified as rural (accessible) when the
staling point was reached from a road on the public
tanasport route, and rural (inaccessible) when the siarting
roint was from a raad that was off the public transport
mouta,

The following data waee collected for each child between
the ages of 6 months and 59 months: sex, date of birth,
nuher of clinic attendances in the previous 12 months,
waight, length and mid-upper-arm circumfereace (MUAC).
Oates of birth and the details af clinic visits were classified
as documented if present on a Koad-ta-Health card (RTHC),
as reported {f provided by the biological mother and as
doubtfud if neither of the above sourcas applied,

I each houschald respondents were asked to indicate
whal propoction of the maize eaten hHy househotd maemboos
f1d heen arown at hame, Le. nonn, less than half, mome
than half, or afl, This question was intended (0 measure the
exinnt to which the population surveyed refied on
suhsistence agricultural production, and 1o identify groups at
sk of mtdtional stress as a direct result of the drought

Vatiwese 84 Ne 11 Nevember 1991 SAMY

)
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Sentinel site sampling

A representative sample of 140 chitdeen was alained duing
the samo 6-werk petiod from each of the following sentunt
sites, viz. primary health carn {PHC} clinics, preschools add
prisnary schnals {class 1).

A flist was comipiled of afl 1he existing fixed and mobile
clinics, preschools or crechins, and primary schaools in the
Megutu distiict. i ench categary a cumutative tolal of
altendances or enrofinents, hased an figuees frons the
previous year {for schools) and previous quarter (for
preschnols and clinics), enablad a snpling intervat 1o e
calculated and a sample that was proportional 1o its size 1o
hn diavwn rom each gite Oln the day in question we
relectad the childieon wequited lom eachy sila by taking the
(irst arrivals at clinics, and Dy using raadom nurmbier tabins
to select childfeen from atteance bats in tha case of
preschools and schoals.

As in the cluster survey, sex, date of birth and
measurernents of weight, length and MUAC were abtained
fram aach child. Since the age ranggas of childian at the
differeat sites worn not kiowa hefare the study, MUACs
weare measured on afl chiltdren, but only analysaed in thosa
hatween the ages of 1 and 5 years. 1lates of bitlh or ages
were obtained and tecarded At clinics in the same way as
for the survey. At preschools and schaols ages wese
nitained rom the sclioal registers. Althaugh this informatioa
is said 10 be obhlained from ATHCS or birth ceddificafes, the
reliability of these data was not specifically vafidated.

Anthropomelric measurements

In the communily-based survey tie measurements waore
taken by 4 1eams each comprising a senior PHC ywuse, o
stafl nurse, a health assistant and a commwnily health
worker. Data callection in the field was preceded by a 1-day
training workshop during which each leam member
pedormed multiple measurernents under the supervision of
the field work co-ordinator {C.A.G ). {ollowed by a trial
cluster in the community under full field conditions.

All the data from the sentine! sites were collecled by the
field work ca-ordinator and a trained assistant.

Weightls were measured 1o the nearest 0.1 kg with Salter
hanging scales in the survey and at the clinies, aond platioee
‘hathroom® scales al the preschools and primary schools
Scales wern calibrated each marning against a knowna
weight. Infants and toddlers were weighed nnclothed and
oldar childien were weighed in undenvear onty A partabile
plywood board, mounted an a right angled base and iitted
with a metal lape measure and sliding headbond, was tsedd
10 measure recumbent fength in childeen tess than 2 years of
age and the upright height of childrea 2 years or older.
Standard lecthinique was used and lengihs cecorded to the
nearest 8.1 em. Plastic tape measures were used 1o ieasta:
MUAC and these ware ailso recordad ta the neatast 0.1 am

Data analysis

7-scotas for the ttree aatlrapronnetie wdwes vz WEAL IfA
and W, warn calculated asing Antlaea®™ public domain
saflware desigaed by the Centers for Disnase Contiol. 7
scores are recommended by the WHQ for monitaritig qrovgs
of chifdren for public health and research puiposes " Since
7-scores are comparahle across ages aod indices, a

—

H-5

BEST AVAILABLE COPY

™~



[T YPIOPR

padticular score reflects an equivatent deviation from the
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meclian for children of any age, in respect of HFA or WFH as

well as WFA."

The chi-square les! was used for the comparison of
anthropometric indices between the community-based
sample and each of the sentinel site samples in turn.
Pearson’s correlation coefficient was calculated for the
association between MUAC and WFH.

Results

The final sample size, gender breakdown and mean ages for
he survey and each of the sentinel sites are shown in Table 1.
The larger preschool sample is explained by the fact that 2
unlisted preschools were discovered after data collection had
already commenced, and rather than redraw the whole
sample we simply added the extra preschools to the sample.

Table If. WFA by sampling site

ARTIEICLES

Table I. Sex and mean sge by sampling site

Male Female Mean Age (SD)
Site No. No. % No. % {months)
Survey 300 135 450 165 550 37,1 (22,0-522)
Clinic 138 66 478° 2 522 140 (55-22.95)
Preschoot 171 90 526 81 474 64,3 (533-759)

Schaol 133 67 504 66 496

66 921 (77.3- 106.9)
Totat 742 358 482 -384 518

479 (187 - 77.1)

A small number of children, for whom details of age or sex
were not available or in whom anthropometric indices with
significantly outlying Z-scores (greater than 6,0 or less than

' -6,0) were recorded, were excluded from all further

calculations based on anthropometric Indices. This explains
the differance between the final sample sizes and those
presented In the data analysis.

Survey Clinics

Preschools Schools Total
No. No %o No. No % Mo, No % No.- No % No. No %
Z-score Z-score 2-scote Z-scora 2Z-score
Age (months} <-2,0 «-20 <« -20 <-20 <-2,0
6.0-1199 1 o 4 62 6 9.7 o] 0 63 6 9.5
12.0- 23.99 67 7 10,5 58 11 18.9 0 0 125 18 14,4
24041799 138 10 73 13 2 154 8 0 0 159 - 12 476
48,0 -71.99 a5 S 5.2 0 as i2 126 3 o} 0 183 17 93
720 - 9599 0 0 as 5 132 83 16 19.3 122 21 7.2
=~ 96,0 ¢} [y] 0 a7 10 270 37 10 270
{otal 291 22 7.56 i;‘J 19 14.3 141 17 121 123 26 3.8 689 84 122
95% C1 {4.52; 10.60} (8,28; 20,1) (4,46;19,7) {13,94; 28.34) (9.75; 14,63)
Pvalue 0,032 0,126 ’ < 0,0001 0,001
Table 1. HFA by sampling site
B Survey Clinics Preschools Schools Totat
No. No % No. Mo % « No. No % No. No % No. No %
Z-score Z-score Z-score Z-scoig Z-score
Age (months) <-20 <-2,0 <=20 <=-20 <20
60-1199 1 0] 0 62 5 8.1 0 0 63 5 7.9
12.0 - 23.99 67 27 403 S8 17 293 0 [¢] 125 44 352
24.0 - 47,99 138 43 348 13 2 154 8 2 25 0 159 52 327
1R.0 - 7199 85 32 377 [s] a5 13 13.7 3 ¢] 0 183 45 246
72.0 - 9599 0 0 38 11 289 83 17 205 122 29 238
- a6.0 ¢} 0 0 37 12 324 37 12 324
Totat 291 107 368 133  2¢ 180 141 26 184 123 29 236 689 187 271
9% Gl {(31.23.12.31 {12.06; 25.2G) {12,04; 24,84) {16,08; 31,08) (23.84; 30.44)
P.value < 0,0001 < 0,0001 0,009 < 0,0001
Tabte V. WFH by sampling site
Survey Clinics Preschools Schools Total
No. No %o No. No Y% No. No Y No. No %o No. No %
Z-score Z-score Z-scote Z-scorg Z-score
Age (months) <-20 <=-2,0 <20 <-2,0 . <-20
6.0 - 1199 1 0 0 62 2 3.2 0 0 63 2 3.2
12.0 - 23.99 67 0 ] 58 { 1,7 0 0 125 1 0.8
24,0 - 4799 138 o iy i3 Q0 4] 8 0 0 0 159 0 0
48,0 - 71,99 a5 0 0 0 95 9 95 3 0 0 183 g 49
720 -95.99 0 0 38 2 53 83 7 84 122 9 74
=~ 960 [¢] 0 0 37 2 54 37 _2 5.4
Totat 291 6 0 133 3 2.2 41 11 78 123 9 1.3 689 23 334
95% Ci (0. 0) (0;4.74) (3.37; 12,23) (2.72; 11,92) (2.0; 4.68)
Povalue 0,031 < 0,000t < 0,0001 < 0,0001
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In the community-based sample. dates of birth or ages
were docutnented in 63,3% of children and obtained {rom
mothers lollowing a careful interview in a further 27.7% of
cases. Only in the remaining 9% were ages considered
doubtiul. in the clinic sample 97,1% of dates of birth or agnz
were documented. Attendance ai clinics in the previous 12
months, assessed in the community-based sample only,
was either documented or reparted by the mother in 87,7%
of cases,

The percentage of children with Z-scores of less than ~2.0
for WFA in the survey was compared with the corresponding
percantage at clinics, schoals and preschools. White clinics
and preschools had a substantially higher percentaiid ul
chiletren who were underweight than did the survey, it was
only in the school children that this difference achieved
signdicance (Table #l). Similar comparisons in respect of
other antfiropometric indices showed a highly significant
difference between the survey and each of the sentinel sites
in the case of HFA (Table Il) and, in the case of WFH (Table
W), a significant difference between the survey and schools
and preschools.

The stratification of anthropometric status ia the
communily-based sample into urban, rural accessible and
ural maccessible groups reveals very fittle difference in WFA
deficils between these strata, but shows that there is a
progressive increase in slunling rates from urban. 1o rueal
accessible. 1o rural inaccessible groups (Table V).

Tatile V. Anthropometric indices by urban or rural steata

Z-seores incs than -2.0

Urban Ryrat ﬂur:;l‘ ’

Aathropamaotiic accessible inaccessible
ndices (V= 49) (W= 182) {N = GO)
No < Na. % No %

WFA 4 82 14 7.7 4 6.7

HiA 14 286 64 352 29 483
WEH (¢} ] 0 0 0 0

One hundeed and sixly of 174 households sampled during
the connnuity-based survey provided information about
domeslic maize production and the proportion 6f maize from
this source consumed by the household each year. Of
households thus sampled, 81,72% wece campletely
dependont on bought maize (Table V1)

Tatie VI Household maize consumption

Praportivn of maize that cones Households

from domestic production No b
None —*‘m_mo 812 B
< hatt 7 4.4
> half 20 125
Alf 3 19
Total l_G(S {36

Clinic altendance in the 12 months preceding the sucvey
was analysed by year of age from the community-based
sample (Fig.1). Tlus shaws that 80% of children aged 17 -
23 months attended a PHC clinic on one or more 0ccasions
during this period but that there was a dramalic fall-off in
attendance thercafller, Whon 3 o mioe visils WO used o

Vadtme S5 N 1 Nwpoddoce juay

SAant

the cut-off poiat, only 50% of children in the 12 - 23 monit
group, 12% in the 24 - 35.month group. 1% w1 the 36 - 42.
;‘non(h group and 2% in the 48 - 59.1manth group were

included.
100% 1 K ecaceted
! ?/%
eSS i
750 1 -
v [
i *
s 50% ;
i H
1 i T,
s 1
i
25% § -
H
I
0%
12-23 24-35 36-47 48 - 59
Months
oy o L6 n

Based on communlty-based survey

Fig. 1. Clinic visils in under-5s by year of age.

WFH was compared with MUAC i 353 chuldren from the
cambined sample between the ages of 1 and § years (Fug 2
A Pearson’s correlation coelficient of 0.43 suggested onty a
moderate carrelalion belween these lwo measwements of
wasting. Although WFHSs with Z-scares of -~ 2.0 ¢ and
MUACs of ~13.5 cm identdied s
sample (1.13% and 2.83%. respechively) as wasied. ddleent
clildien were identified with 1he two measaces

vl progytoas of o

[l Y
BRI At

= X Y

NI

Weight lor Height (Z scores)

P

12 i3 14 15 16 7 i8 19 20 21
MUAC {cm)
Fig. 2. WFH versus MUAC.
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Discussion

This survey of nutritional status in black South African
under-5s las again shown that, in spite of extreme socio-
economic and climatic adversity. there is a relatively low
prevalence of wasling and therefore fitlie evidence of
signilicant azute autritional stress in this population. The
ain problem:continues to be one of stunting which, at a
favel of 37 5%, suggests severe and fong-standing socio-
economic underdevelopment. Stunting rates were found to
bie significantly higher in fural than In urban children and this
diflerential was particularly obvious in children from
inaccessible rural areas. In the ~bsence of wasting, the
percentage of children who are underweight-for-age (UWFA)
should be mare or less equivalent to the percentage of
children who are ‘underheight’-for-age {UHFA).* The fact
that much fower degrees of UWFA than UHFA haveé been
recorded suggests that the children in the Nqutu district are
elatively overweight for height. This picture, which has also
emerged frotn many previous South African studies, has
aeven bean exgplained and roqures {urther elucidation, It also
has implications for the use of WFA as an indicator of
nutritional status. :

Wasting rates of 7.8% and 7,2%, respectively, have
wlentified accessible groups for immediate nutritional support
at preschools and schools. The reason for a higher wasting
rate at these two sentinel sites than in the community-based
survey or at clinics is not immediately clear.

The substantial differences in the anthropometric indices
oblained in the community-based survey, compared with
those obtained from each of the seatine! sites, confirm that
<eatinet site samples. for a number of possible reasons, are
anl Ltuly representative and therefore of limited value in a
nne-off assessment of the nutritionat status of a population.

A camparison of the mean ages of childien sampled at
each of the sentinet siles reveals that these siles capture
children from very different age groups and that none of
them has satisfaclory access to children between the ages
ol 2 years and 4 years., when protein energy malnutrition is
likely to be most prevalent. This disparity in age is one
possible cause of the difference in anthropometric status
Delween survey and sentinel site samples.

The fact thal the people in this district are minimally reliant
on domestlic food production for their basic nutritional needs
suggests that the recent drought is untikely to have had a
duect or rapid adverse cffect on nutritional status. This may
nat be the case in districts where people are known to be
more dependent on local food production; separate
assassments are needed in those areas.

Nuteitional surveillance is a system of routine data
coliection to monitor changes in nutritional indicators over
time. to give warning ol impending crises, to identify at-risk
popuiations and (o monifor the effecliveness or
ineffectiveness of existing programmes and policies."
Different types of data may be used for these varied
applications but the essential features are {hat the data are
collected over time, as in repeated cross-sectional surveys
ar in regular reporting of clinic-based WFA data, and that the
data collection and analysis are linked fo decision-making.

Cross-sectional surveys have the advantage of producing
carefully conteolled and thus accurate data over a short

period of titne, but they are complex and expensive
excrcises, often cause disruption by taking staff away from

) BEST AVAILABLE COP
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olher activities, are usually planned centrally and therefore
deprive peripheral workers of the opportunity to evaiuate
their own work, and need to be repeated on a regular basis
i they are to produce trend data.

Although sentinel site data are unlikely lo provide the true
prevalence of undernutrition in the community, this is fess of
a problem if a rend rather than an absolute prevalence is
required. Since these data are collecled continuously,
artangements can be made 1o report more or less frequently,
thereby producing short-, medium- or long-temmn {rends,
depending on the needs of the programme. This focus on
sentine! sites also offers a structural link betweendata
collection and implementation by involving people working
at the sentine! sites In the collection of data necessary for an
informed programmatic response. :

In view of the numérous benelits offeréd by sentinel site
data lor continuous monitoring, a mote detailed comparison
of different sentinel sites is required, bolh In lerms of the
accuracy with which ey reflect the size and nature of the
problem, and the access to nutritional and social
development programmes thal they provide for at-risk
paopulations. .

PHC clinics appear to be naturat siles {or both data
collection and programme implementation and thus
appropriate units at which to develop a nutsitional
surveilance system. These data can be used to generate
{rends simply by including the percentage of children who
are below the defined cut-off point in the quarterly clinic
statistical returns. Another, and perhaps more useful,
alternative is for clinic staf{ to keep a separate RTHC or so-
called master card, on which the indices of all children seen
that month are plotled, to provide a graphic month-by-
monih comparison of the anthropometric status of all clinic
altenders.

WFA assessments are already perforimed on aft children as
part of routine growth moniloring at clinics. and the staff are
well versed in the relatively simple tasks of weighing and
plottind. The high percentage of RTHC carriage in children
attending clinics means that reliable ages are usually
available. WFA is a composite measure of all tissues and
therefore reflects both wasting and stunting. While rapid
deterioration in WFA slatus over a short period invariably
indicates wasling, a more gradual change over a longer
period may indicate either stunting, wasting or a
combination of the two, and it will be necessary to
distinguish between these diflerent processes if coherent
interventions are to follow. it is suggested that the additional
measurement of MUAC in all children aged 1 - 5 years at 6-
monthly intervals will provide specific evidence of the extent
of wasting and help to interpret the longer-term WFA trends.
Although this study has only shown a moderate correlation
between WFH and MUAC in individual children, the
identification of similar proportions of children as wasted, by

the two methods, justifies the use of MUAC as a broad
intuitive measure of wasting and circumvents the more
complex task of helght measurement. This finding accords
with several other studies and recommendations.

Since stunting is a marker of chronic underdevelopment
and poverty, improvements in HFA status will take many
years. It is therefore suggested that HFA measurements not
be included in a sentinel site surveillance system and that
stunting be monitored In periodic community-based cross-
sectional surveys. -
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A mean age of 15 months among clitic altenders and the
demonstration ia the communily-based survey that there is
a rapid fafl-off in clinic attendance alter the age of 2 years
suggest that nutritional programmes based at the clinics are
uniikely 10 reach most children over the age of 2 years. 1f the
clinics are to funclion as sites for both nutritional
surveilfance and interventions, coverage of the under-5s in
theic catchment areas will need to be improved.

Although preschools should theoretically offer access to
the 2 - S-year age group, the finding in this study of a mean
age of 64 months at preschools indicates that the
preschiools in the Nqulu disteict cater lor a much older age
group. Furthermore, the small number of preschooals, their
refatively small enrolments and their concentration in the
more urbanised parls of the district suggest that they are
particularly unrepresentative and provide limited coverage

) even within their narrow age band. The fact that dates of
(‘ birth, transcribed from birth cerlificales and RTHCs, are

avaifable for most children {rom the preschool register,
suggests that ages are accurate and that age-dependent
anthrepometiic indices can theeefore be uysed. The use of
preschoals as sites for nutritionat surveillance and
interventions will require the developrnant of a more
extoasive network of preschools, the estension of their
coverage o a younger age group, the formalisation of their
retationship 1o the health seclor and the assistance of
personuet in their tasks of dala collection and programime
development.

Supplementary feeding programmes have been used
clsewhare to develop a network of {eeding points for
presclwal chitdren in which mothers and other commurnity
members have been involved in the identification of at-risk
children through simple anthropometric measurements, the
ieeding of children and the devetopment of gardens around
the feeding points."* Such an organisatianal structure could
bie used 1o develop a more permanent preschool network |
with the instilutional capacily for long-term nutritional
surveiffance.

Primary schools offer a higli coverage in the 6 - 8-year
age groun, a well-developed and well-distribuled network of
schaols throughout the district, and the potential capacity to
handle arthropometric surveiliance and the supervision of
nutdtional programmes. Although ages are available from
the school register, a spot clieck in a previous survey
suggested that birh certificates and RTHCs on which these
ages are based, had i many cases been obtained long afler
birth fo satisfy school entry requirements.™ There is therefore
some doubt about the vaiidity of age-dependent
anthropomelric indices in this group.

Primary schools share with tha ottier sentinel sites an
inability to access preschool children directly. School-based
nutritional activities nwst either settle for surveillance and
interventions confined to this captive poputation, e.g. schoof

: {eeding or nutrition edication programmes, or Lhe use of
school-based anthcopometsic trends as a proxy for the
aulritional status in preschoolers, to launch an outreach

. jndliative of soma kind to undaer-5s. Experience from

i alsewhere” again suggesls that primary schools may be
successfufly used in the screening of the community for
nutritionally at-risk chitdren and in trringing these children to
their schools or other centres where nutrilional programines
are beinq run — sa-called ‘child-lo-child” programmes.

b
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The recenl movement of lhe Siate into the area of
audritional support and social development hias highlighted
the need for systematic data coflection to guide this process
and the necessity for data collection to be closely linked 10
programme imptementation. Against this background this
paper has altempled to explore the relative place of
communily-based surveys versus senlinel sites in the

“provision of informational support {or these programmes.

The finding that there is little evidence of acute nutritional
stress in the Nqutu district indicates that the recent shifl in
focus by the NNSDP from food aid to social development is
not only appropriate in terms of its emqhasis on the process
of empowenment, bal correctly identfies poverty, with its
complex antecedents, as the target for its atlention.
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