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Preface to this training guide

This training guide is to be used by Master Trainers (MT) when they train Health Workers (HW) & Health Extension Workers (HEW) in the regions before the introduction of Community Based Nutrition (CBN) activities. There will be separate training guides for the refresher trainings to be conducted periodically. 

This training guide is to be used only after the Master Trainers have received their training to be trainers of HWs/HEWs. During their training, every Master Trainer must understand this guide and prepare himself/herself for handling each one of the sessions.

Master Trainers who are responsible for this training must plan before they start the training to make it well organized and effective. There are a total of 7 training hours per day, which does not include lunch and tea breaks. The trainers will have the flexibility of deciding the starting and closing times as well as the lunch and tea breaks depending on local conditions. 

Comments from Master Trainers and other Regional Staff who use this training guide are welcome. These comments may be passed on to the CBN focal point in the region who will compile and share this with Federal staff. This will help to improve the training guide before expansion into new areas. 
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HEW TRAINING

Summary of Session Plan for HEW training
Suggested time allotment:
Morning 
First session: 1 ½ hours 

Tea Break : ½ hour
Second session: 2 hours
Lunch Break: 1 hour

Afternoon 
First session: 2 hours

Tea Break: ½ hour

Second session: 1 ½ hours

Training Time: 7 hours per day

Total training time = 70 hours

Morning Recap sessions and conclusion: 6 hours

Effective Training Time: 64 hours

Day 1

	No.
	Session
	Time 

	1 
	Registration
	30m

	2 
	Welcoming, Objectives and Introduction
	35m

	3 
	Knowing participants’ expectations
	10m

	4 
	Training time ground rules
	15m

	5 
	Pre-test
	30m

	6 
	Visioning                                                                                                                                            
	30m

	7 
	Understanding malnutrition through metaphors                                                                                                                                                             
	40m

	8 
	Causes and effects of malnutrition in the community                                                                                                                  
	50m

	9 
	Preventing Malnutrition – What must be done?
	1hr

	10 
	Presentation of CBN Framework, Key Activities and Approach 
	1hr

	11 
	Triple-A Cycle Approach - Guiding principle for CBN
	30m

	12      
	Introducing the CHW training guide and planning for classroom training practice sessions
	30m

	
	Total
	7 hr


Day 2

	No.
	Session
	Time 

	
	Recap
	30m

	1 
	Facilitation Skills
	1hr 30m

	2 
	Understanding Community Conversation and its place in CBN Triple-A
	1hr 

	3 
	CBN activities at community level                                                                                                                                       
	1hr 15m

	4 
	Community mapping and household inventory
	1hr 45m

	5 
	Facilitation of community conversation on child and maternal nutrition – storytelling as an assessment and analysis tool
	1hr

	
	Total
	7 hr


Day 3
	No.
	Session
	Time 

	
	Recap
	30m

	1 
	Breastfeeding
	1hr 20m

	2 
	Complementary feeding and key caring practices
	1hr 40m

	3 
	Common childhood illnesses and prevention
	20m

	4 
	Feeding and care of sick child
	30m

	5 
	Essential newborn care
	30m

	6 
	Environmental hygiene and sanitation
	40m

	7 
	Maternal Nutrition
	30m

	8 
	Growth Monitoring and Promotion
	1hr

	
	Total 
	7hr


Day 4 
	No.
	Session
	Time 

	
	Recap
	30m

	1 
	Growth Monitoring and Promotion (continued)
	5hr

	2 
	Role play on counselling for antenatal care
	1hr

	3 
	Recap of conditions that need referral services for children and mothers
	30m

	
	Total
	7hr


Day 5













	No.
	Session
	Time

	1 
	Preparation for field practice                                                                                                                                      
	45m

	2 
	Field Practice - Initial community mobilization at gotte level
	3hr

	3 
	Reflection and discussion on field practice 
	2hr 30m

	
	Total
	6hr 15m

	
	Travel to field and back
	1 hr


Day 6
	No.
	Session
	Time

	1 
	Preparation for GMP field practice
	30m

	2 
	Field Practice – Organizing Growth Monitoring and Promotion at community level
	3hr

	3 
	Discussion of field work and compilation of data 
	2hr 30m

	
	Total 
	6hr

	
	Travel time to communities and back to training venue
	1hr


Day 7

	No.
	Session
	Time

	
	Recap
	30m

	1 
	Daily calendar 
	1hr

	2 
	Identifying positive & negative practices affecting the well being of children and mothers and their underlying causes
	45m

	3 
	Referral facilities available in the area
	15m

	4 
	Counselling for caregivers of children with severe malnutrition
	30m

	5 
	Establishing baseline through various community tools 
	30m

	6 
	Reporting and analyzing CBN data
	3hr

	7      
	Instructions for trainer skill presentations and CC field practice
	30m

	
	Total 
	7hr


Day 8

	No.
	Session
	Time

	1 
	Field Practice – Community Conversation
	3 hr

	2 
	Reflections and discussion on field practice
	1hr 30m

	3 
	Developing a tentative agenda for the next 6 gotte-level CC sessions
	1hr 30m

	
	Total
	6hr

	
	Travel time to communities and back to training venue
	1hr


Day 9

	No.
	Session
	Time

	1 
	Community Health Days 
	1hr 10m

	2 
	Linkages with other programs to address various causes of malnutrition 
	1hr

	3 
	Supportive supervision and review meetings
	2hr 15m

	4 
	Trainer skill presentations
	2hr 30m

	
	Total 
	6hr 55m


Day 10

	No.
	Session
	Time

	1 
	Trainer skill presentations (continued)
	2hr

	2 
	Post-test
	1hr 30m

	3 
	Developing HEW’s work plan
	1hr

	
	Conclusion and administrative matters
	2hr

	
	Total 
	6hr 30m


DAY 1

Session 1-1:  Registration

Time:  ( 30 minutes

Materials:
· List of trainees who have been invited for training

· Registration form

· Training package to be given to trainees

· Pens, pencils, notebooks for trainees

· Badges/name tags for trainees

Activities:
· Arrange a comfortable place for trainees to register using the sample form given. 

Sample Registration Form 

	S.No.
	Name
	Kebele
	Badge received
	Training package received
	Notebook/pen/pencil received

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Session 1-2: Welcoming, Objectives and Introduction

Objectives:  At the end of the session, participants will:
· Understand the purpose of the training and what their role will be in the program
· Know each other and have laid the foundation for relationship building

· Understand what is expected from them

· Feel comfortable and understand the approaches and principles of the training
Time:  ( 35 minutes

Materials:

· Flip charts and markers

· A small ball

Activities:
1. Welcome

· Welcome participants to the training.
· Explain who is participating/provide participant profiles.
· Explain that you will now do an exercise to introduce yourselves:

· The facilitator starts throwing the ball to someone in the circle.

· The one who receives the ball will introduce himself and share the following information:

· Name and address (Gotte or kebele)

· Previous participation in community volunteer activities

· Things you like and dislike -OR- Events or incidents that moved you with regard to child health and nutrition

· Continue catching and throwing the ball until all participants have a chance to share their personal information with the group.
Note: Any other introductory game that the trainer is familiar with can also be used provided it can be done within the allotted time of 10 minutes. 

2. Training objective and key features of training approaches
· Briefly explain the preventive Community Based Nutrition approach:

· Focus on preventing malnutrition using a non-food-based approach

· Uses GMP to make malnutrition visible so that it can be addressed

· Engages the community to assess, analyze, and act on factors impacting the nutrition and health of its children

· Implemented by HEWs and CHWs through the HEP structure

· Present the training objectives to participants:
· Provide an overview of the CBN program and approach
· Provide key knowledge related to maternal and child health and nutrition, as well as related topics such as hygiene and sanitation

· Introduce and allow participant to practice key skills such as individual counselling and facilitation

· Provide an understanding of and ability to implement the key activities of CBN

· Enable HEWs to train CHWs on CBN
· Emphasize the nature of the training: that it is action oriented and designed to improve knowledge, skills and attitudes of participants

· Ask for participants’ reflections on the training approach.
3. Other announcements
· Make housekeeping announcements about lodging, food, tea breaks, etc.
Facilitator's Note 1 – Objectives and key features of the training

Objectives of the training

At the end of this training, HEWs will:

· Have the skills needed to mobilize communities for preventing malnutrition in young children.

· Have the skills and attitudes needed to implement community based nutrition (CBN) activities and strengthen the nutrition package under HEP.

· Have trainer skills needed to train CHWs in the CBN approach and activities.

Key features of the training

The training, which includes both classroom sessions and field work, is based on the following adult learning principles:

· People cannot be developed; they develop themselves.

· New knowledge does not automatically lead to action or behaviour change—Individuals first need to understand and internalize the importance of change.

· Learners are a rich and diverse source of information and knowledge about the world.

· Collective reflection and experience sharing are powerful tools for learning and change.

· The learner is active.
· The learning is practical, flexible, and based on the real needs of the learner.

· The purpose is to improve the life of individuals and the community, rather than teaching isolated knowledge and skills.
· The training emphasizes trust and respect while encouraging questioning and reflection.

· Facilitators and participants are partners in learning.
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Session 1-3: Knowing participants’ expectations

Objective:  At the end of the session, participants will have:
· Shared their expectations of the training and created a common understanding of the scope of the training.

Time:  ( 10 minutes

Materials:
· Pieces of paper and tape
· Marker 

Activities:  

· Ask participants what they expect from the training.
· Write their expectations on a flip chart and post it on the wall.
· Reflect on their expectations and the nature of the training. 

Session 1-4: Training time ground rules

Objective:  At the end of the session, participants will have:
· Agreed on training time rules
· Created a common understanding, responsibility, good relationship and good training atmosphere
Time:  ( 15 minutes

Materials:
· Flip charts

· Marker 

Preparation:
· Write the objective of the session and instructions for the group work on a flipchart.
Activities:  

1. Session objective

· Present the objective of the session.  
2. Group work

· Divide participants into small groups of 6-8 people and ask each group to discus and come up with training time rules.

· Each group should produce a diagram/picture for every ground rule developed.
· Allow groups to present their ideas in plenary, and tape the rules which are agreed upon on the wall.

3. Assign responsibility for time keeping and recap each day

4. Overview of the sessions

· Hand out the training schedule

· Reach consensus on the time table:
· Starting time

· Tea and lunch breaks

· Closing time

5. Day 1 agenda

· Go over the agenda for the first day of training.
Session 1-5: Pre-test

Objective:

· To assess the current level of knowledge of trainees

Time:  (  30 minutes

Materials:  Pre-test questionnaire 
Methodology:  Classroom test
Activities:
· Make participants comfortable by explaining the objective of the pre-test: 

1. For the trainers to know what information the participants already have and build on participants’ knowledge.

2. For participants to know the gaps in their information and use this training to improve their knowledge.

· Distribute the pre-test and let trainees know that they have 30 minutes to complete it. 

Session 1-6:  Visioning

Objectives:  at the end of the session, participants will be able to:

· Help communities visualize what change they want to happen to their children in the future

Time:  ( 30 minutes

Materials:  

· Cards/pieces of paper

· Marker 

Methodology:  Visioning 

Activities:

· Divide participants into 4 groups.  
· Ask participants to sit comfortably and think about a change that they want to see happening for the benefit of their children.

· Allow participants to share their personal vision with their group members.

· Ask the group to come up with a shared vision and present to the plenary.  Ask them to think of a metaphor to illustrate their vision.  

· Lead plenary discussion to develop a shared vision for all participants and post on the wall.  Choose one metaphor to use throughout the training to help illustrate and understand malnutrition.  

· Remind them that they can improve their vision during the training time.

· Explain the importance of visioning, referring to Facilitator's Note 2.

Facilitator's Note 2 – Why is visioning important?

Visioning is important because it allows us to start on a positive note in the community. We do not start with the problem that the community has but look for a bright future. Then it is possible to discuss the present conditions and how we can go from the present condition to a bright future for the children.  Using metaphors or pictures can help community members understand the issues more clearly. The first time the community does visioning, it need not come up with a perfect vision for the future. Tell trainees to build on what community members come up with as their vision, and this can be improved further during monthly community conversation meetings.

Session 1-7:  Understanding malnutrition through metaphors

Objectives:  at the end of the session, participants will be able to:
· Describe infant and young child  malnutrition 

· Explain the invisible malnutrition in their community

Time:  ( 40 minutes

Materials:

· Flip charts and marker 

· Posters/pictures of healthy and malnourished children

Methodology:

· Reflection on personal experience
· Presentations
Activities:

· Ask participants to reflect on their real experience with regard to child health and nutrition problems. 

· Ask them whether they have seen or heard of a malnourished child.  If so, describe how they were able to identify it.

· Ask them to put the problems identified on pieces of paper/cards. 

· Show them the prepared poster/picture. 

· Facilitate discussion to help them relate the picture/poster with their real experience.

· Present the atir metaphor (see Facilitator's Note 4) that depicts invisible malnutrition in the community.

· Facilitate plenary discussion and ask whether they have a better way of symbolizing invisible malnutrition.  Stimulate discussion on why nutrition actually matters for children's life. 

Facilitator's Note 3 - Visible malnutrition

Here is a picture that you can use while starting discussions on malnutrition among children.[image: image54.wmf]Only
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Facilitator's Note 4 – The Atir Metaphor for Malnutrition

It is often too late when malnutrition becomes severe and visible.  Emphasize the invisibility of malnutrition by showing the metaphor below:
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1. A well-nourished and healthy child is like the first picture.  S/he is well-protected from disease, with an invisible fence, such as the fence shown in the picture.

2. When a child has moderate malnutrition, his/her body’s protection is weak, like the fence shown in the second picture.  S/he is more vulnerable to diseases.

3. When a child is severely malnourished, s/he is very weak and has little protection from diseases.  It is as if his/her body’s fence has been destroyed.  
Session 1-8:  Causes and effects of malnutrition in the community

 Objectives:  at the end of the session, participants will be able to:
· Identify the causes of malnutrition specific to their communities

· Explain the effects of malnutrition on children 

Time: (  50 minutes

Materials:  Cards/flip charts and marker 

Methodology:

· But why 5 times
· Causal diagram
· Presentations
Activities:

· Explain the purpose of the session and how to use the two tools - But Why 5 Times and the causal diagram.

· Divide participants into small groups. Ask them to identify causes and effects of malnutrition, draw a causal diagram and present to the plenary. 

· In plenary, reach a consensus on major immediate, underlying, and basic causes of malnutrition. Show how these causes fit in the conceptual framework of malnutrition.

Facilitator's Note 5 - Causes and Effects of Malnutrition

'But Why 5 Times' helps us in this process of identifying root causes.  Participants of the discussion should keep asking each other 'But why (is that happening)?' for each of the causes of malnutrition they identify. This will help them list a number of causes, understand what causes what, and reach a certain set of very root causes that are often common to different types of problems (e.g. lack of knowledge) and thus need to be addressed seriously.

Once we have discussed the various causes, we can draw a causal diagram to illustrate the problem of malnutrition. Each of the problems and causes should be represented on the ground by a symbol. Arrows are used to represent the cause and effect relationships between these different problems and causes. Through discussion, further problems and their causes and effects might be added to the diagram. 

Example:  Problem – child malnutrition and death
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Session 1-9:  Preventing malnutrition – What must be done?

Objectives:  at the end of the session, participants will be able to:
· List actions that can be taken to prevent each of the causes identified in the previous exercise.
· Explain which actions can be taken at HH level and which need community interventions.
Time:  (  60 minutes

Materials:

· Causes identified from the previous exercise

· Paper and markers

Methodology:  
· Group work

· Presentation and plenary discussion

Activities:

· Ask participants to continue working in the same groups.

· The group has to identify at least one solution for each of the causes they have identified. 

· Ask groups to discuss at what level these actions need to be taken.

· Explain that for some of the root causes, solutions have to be from more than one level. For example, if the community has to find a safe water source it may need support from the community itself and perhaps from the kebele/woreda also.

· Lead plenary discussion to reach consensus on a list of doable actions to tackle the problem of malnutrition at the community and household levels.  

Session 1-10:  Presentation of CBN Framework, Key Activities and Approach 
Objectives: At the end of the session, participants will be able:
· To list the objectives of CBN activities and approach
· To list the roles and responsibilities of HEWs and CHWs in CBN activities
Time:  (  60 minutes

Materials:
· Paper and markers

· Flip chart to be prepared by facilitator on Figure 1 from Facilitator's Note 6
Methodology:  Presentation
Activities:
· Referring to Facilitator's Note 6, explain in simple terms the current nutrition situation in Ethiopia.   

· Present the CBN framework, clearly explaining the following:

· Focus on prevention rather than treatment by doing growth promotion
· Close to community and household levels
· Focus on doable Essential Nutrition Actions at HH and community levels
· Linkages to health referral services 
· Other linkages to address food security and other causes of malnutrition
· Explain the role of CHWs and HEWs in CBN activities.  
Facilitator's Note 6 – Description of CBN purpose and activities

Nutrition and Health of Our Children

We want the best for our children, but what is the reality?

We all want a good future for our children because they are our future! We want them to be intelligent and healthy. We pray for them every day. 

[image: image56.emf] 
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But in our country, it is common to see children die when they are very young. 

· One out of two deaths in children under five is related to malnutrition.

· One out of two children under two is malnourished. 

We can easily recognise a severely malnourished child. But we cannot so easily recognise the mild or moderate forms of malnutrition which affect most children. Figure 1 helps us to understand this fact. 

Community Based Nutrition is now being introduced in our country to detect malnutrition early and also prevent children from becoming malnourished.  

Malnutrition is low when children are born. But malnutrition increases very fast until they are two years old. This means that we need to focus on this age group if we want to prevent malnutrition. 

What causes malnutrition? 

The immediate causes of malnutrition are often related to inadequate dietary intake and diseases or infection in children.

The immediate causes are often caused by other underlying causes which can be broadly grouped into three: non-availability of and lack of access to adequate food at the household level; inadequate care, especially of women and children, at the household level; and poor health services and poor environmental hygiene and sanitation. 

Other socioeconomic and cultural factors, called basic or root causes, affect all of the above mentioned causes. 

What are the most important actions to prevent malnutrition?

· The provision of a complete package of nutrition-related services to children under two years of age and pregnant and lactating women. These actions for children start with promoting regular growth (Growth Monitoring and Promotion or GMP) for young children and taking actions as soon as a growth problem or a trend towards this problem is found. 

· The community and family members must be fully involved in knowing what every family and the community can do to prevent malnutrition. 

· Thus, CBN will follow a community-based approach and provide the services.

· As malnutrition has many causes and some of the solutions are provided by different ministries, CBN will have to make the necessary linkages to other services and programs. The actions are summarised in Table 1. 

Table 1. Services that will be provided/linked under CBN

	
	For whom? 
	What will be done?

	1
	All children under 2 years of age
	Monthly Growth Monitoring and Promotion (to find out if weight gain is sufficient and if not, taking action to improve feeding and caring practices).

Promoting full immunization, optimal breastfeeding and adequate complementary feeding.

Children who are severely underweight, who are not gaining weight for two months, or with other health problems will be identified and advised to go to a health facility for treatment.

Vitamin A will be provided once every six months.

	2
	All children under 5 years of age 
	Once in every three months, all children will be screened for Mid Upper Arm Circumference (MUAC) and following the CHD criteria, malnourished children will be sent to therapeutic feeding or targeted supplementary feeding. Vitamin A supplementation and de-worming will be done once every six months.

	3
	Pregnant and lactating women
	Mobilization for antenatal care, safe delivery, postpartum care, exclusive breastfeeding and family planning services.

Screening as per CHD criteria once in three months and targeted supplementary food. 

Providing iron-folate supplements for all pregnant women and follow up.

	4
	All households
	Promotion of iodized salt when available, checking the utilization using rapid test kits; insecticide treated nets and monitoring of use; treating water at household level; proper hand washing practices; and mobilization to improve household sanitation. 

Interpersonal and small group communication to focus on improving caring practices.


	5
	Community
	Community conversations conducted regularly every month to assess malnutrition among children, analyze causes and plan for actions.


How will these activities under CBN be organized?
CBN implementation structure
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The overall responsibility lies with Woreda Health Office with 2-3 supervisors, from the WoHo and HEW supervisors, assigned to monitor, supervise and provide technical support to the implementation, with support from the respective Regional Health Bureau.  Under the Woreda Health Office, two HEWs per kebele will supervise and support 10 to 12 Community Health Workers (CHWs) each. CHWs are community volunteers (preferably female; one per 50 households) who help HEWs communicate health promotion messages and mobilize community members for actions at family and community levels. CHWs are selected by community members themselves based on a set criteria and procedures supported by the Regional Health Bureaus.  While community members are the central actors for community-level Triple-A processes, CHWs help facilitate community discussion and growth monitoring sessions and provide follow-up support for families in need. Women’s groups (5-10 women per group) will assist the CHWs in community mobilization, discussions and follow-up actions. HEWs will provide technical and managerial support in these activities, in addition to delivering some of the outreach services for women and children taking advantage of the community gathering. 

As part of the National Nutrition Programme, CBN was begun in 2007 in 39 woredas, will be expanded to an additional 54 woredas in 2009, and with reach a total of 150 woredas by 2010.  The program is implemented in all kebeles of  the selected woredas.  

Roles and responsibilities of HEWs and CHWs

CBN will use the Health Extension Program (HEP) to deliver all the preventive packages. HEWs will work with volunteers who are selected from about 50 households. CBN will follow the HEP model and call these volunteers Community Health Workers (CHW). These CHWs will be providing the community level services. 

Health Extension Workers are responsible for:

· Training CHWs in their kebele.

· Sensitizing kebele and gotte leaders, as well as other key allies in the kebele, about CBN.

· Carrying out gotte-level meeting, mapping, and community conversation during the first 6 months.  During this time, they will build the capacity of CHWs to conduct these activities.  

· Providing regular supportive supervision and on-the-job training for CHWs. 

· Collecting monthly reports from CHWs, compiling the data, and submitting the HEW monthly report to the Woreda Health Office.  

· Holding monthly review meetings with all CHWs in their kebele to discuss monthly activities and GMP data. 

· Assessing children referred by CHWs and taking follow-up actions (or referring to the health center/hospital).

· Implementing quarterly Community Health Days

Community Health Workers are responsible for:
· Mobilizing her community to participate in CBN activities and conducting community assessment activities
· Conducting monthly GMP sessions for all children under 2 in her community

· Facilitating monthly Community Conversation sessions to assess the nutritional situation of children under two years, analyze the problems and take action at household and community levels (triple-A cycle)
· Referring children and women needing referral services to HEW 

· Following-up children who have been referred to OTP or other services

· Reporting GMP and CC data to HEW and attending HEW-CHW meetings every month
· Mobilizing her community to participate in quarterly Community Health Days
What training and support will be provided to HEWs and CHWs to be able to do all of these activities?

HEWs will receive a 10-day initial training from Master Trainers.  There will also be regular refresher trainings to reinforce skills and introduce new topics.  During implementation, WHO will provide supportive supervision for HEWs.  

CHW will receive training from HEWs who will also provide supportive supervision.  For the first 6 months, HEW will conduct community conversation at gotte level;  during this period, CHWs will get further hands-on training on conducting CC so that they are able to continue at the 50-household level after the first 6 months.  There will also be regular refresher training for CHW based on the needs identified periodically.

After orientation and sensitization for Kebele and Gotte leaders, they can also support HEWs and CHWs in mobilizing community support for CBN. 

Session 1-11:  Triple-A Cycle Approach – Guiding principle for CBN

Objectives: At the end of this session, participants will be able to:

· Explain the Triple-A Cycle Approach at individual, family and community levels for all actions to prevent child malnutrition
Time:  (  30 minutes

Materials:  Paper and markers

Methodology:  Plenary discussion

Activities:

· Recall the sessions on understanding malnutrition, analyzing causes and deciding on what can be done. 

· Help trainees recognize that we use Assessment and Analysis before deciding on the best Actions in most of our decision-making processes. 

· Explain how this happens for CBN at individual level counselling; at household level discussion when we include other members of the family; and at community level through Community Conversation in all CBN meetings. 

Facilitator's Note 7 - Framework for Community Change Process through Triple-A Cycle

The Triple-A Cycle of assessment, analysis, and action is a process that can be used to drive participatory community change.  Through Triple-A, communities can identify their own needs and plan their own actions to address those needs.  This helps to foster ownership and sustainability of the actions taken.  

ASSESSMENT:  Using a variety of tools such as growth monitoring and community mapping, the community can clarify the current situation and identify their most pressing concerns.  

ANALYSIS:  Using tools such as “But why 5 times,” communities can analyze the issues raised and work to understand the root causes of the problems and concerns identified.  

ACTION:  Once priorities have been identified, actions need to be planned well.  Communities should decide “What to be done,” “How,” “By whom,” “When” and “Where.”  They should also identify available resources and plan how they will follow up the agreed actions.  

The Triple-A Cycle is indeed a cycle.  Thus, after actions have been decided upon and implemented, communities should begin assessment again, first reviewing and reflecting on the actions carried out and then re-assessing the situation.  
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Session 1-12:  Introducing the CHW training guide and planning for classroom training practice sessions

Objectives: At the end of this session, participants will be able to:
· Explain the CHW training schedule and have a plan for practicing training sessions
Time:  (  30 minutes

Materials:
· CHW training guide – one copy per participant 

· HEW training schedule indicating classroom training practice sessions

Methodology:  Plenary discussion

Activities:

· Form small groups.  Ask trainees to read through the six day schedule and come up with any doubts or questions. 

· Ask the groups to identify the sessions that have been covered in Day 1 of their HEW/HW training and also that will be covered in Day 2. As homework, ask trainees to read the session plan of these sessions. 

· On Day 2, during the recap session, let them discuss if they have enough materials to conduct the same sessions for CHWs. 

· This exercise has to be repeated everyday so that a part of the recap session is used for checking the session plan provided for CHW training. If the trainees need any additional support, the Master Trainers must provide this during the HEW/HW training.

Facilitator's Note 8 – Building trainer skills

One of the objectives of this training is to develop the skills of HEWs to function as trainers of CHWs for carrying out CBN activities at community level. A lot of preparation is needed for this. Hence, the CHW training guide is being distributed on Day 1. This will help all HEWs and HWs to familiarize themselves with the training they have to conduct and prepare themselves as trainers.  
DAY 2

Session 2-1:  Facilitation Skills

Objective:  At the end of the session, participants will able to:

· Understand key facilitation skills necessary for conducting community meetings and community conversation

· Know how to handle difficult participants

Time:  ( 1hour 30 minutes

Materials:  None

Methodology:  Presentation, discussion, and role play

Activities:
· Referring to Facilitator's Note 9, present and discuss key facilitation skills necessary for conducting community meetings and community conversation.  
· Divide participants into small groups and provide each group with one of the following most common behaviors observed in groups (see Facilitator's Note 10).
· Ask each group to discuss based on the following questions:

· Have you ever come across this kind of person/behaviour?

· What happened?

· Discuss in your groups how to handle these participants’ behaviours during facilitation.

· Allow each group to present and discuss in plenary.
· Divide participants into groups of 5 people.  Each group should prepare a role play of how they would facilitate visioning with the community.
· Allow each group to present and discuss in plenary.    

Facilitator's Note 9 - Key facilitation skills

Facilitation involves a variety of tasks and roles.  Some of the most important ones include:

Coordinating the activity

· Making sure that activities are clear, and that all participants have understood and accepted them

· Raising critical and decisive questions, identifying and designing better strategies to bind the whole process together

· Encouraging the participants to respect what can and cannot be done

Directing the learning process

· Creating a clear picture of the process and helping participants to reach a consensus on the process

· When necessary, being able to look at the process from a different vantage point

· Creating a favourable situation for participants to express their opinions and feelings without being told what is right or wrong

· Providing opportunities that allow participants to gather/summarize ideas/information, carry out a situation analysis, and make their own decisions

Encouraging and motivating active participation

· Ensuring full participation, allowing all opinions to be expressed, and encouraging mutual learning among participants

· Encouraging participants to contribute different ideas

· Reflecting behaviors and conduct that are acceptable to the participants

· Being a model by respecting the feelings of participants

· Indicating clearly that mocking, blaming, or belittling others is not allowed

Facilitator's Note 10 – Common behaviors observed in group discussions
	Animal
	Common behaviour
	How to handle

	The Chameleon
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	Who changes colour according to the people he/she is with. He/she’ll say one thing to this group and something else to another. 
	· Ask these persons first to know their idea (stand). Otherwise they change their stand according to the group they join.



	The Ostrich
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	Who hides his or her head in the sand and refuses to face reality or admit there is any problem at all.
	· Try to show data or the reality.

· Make the data clear and show the facts.



	The Monkey
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	Who foots around, chatters a lot and prevents the group from concentrating on any important issue.
	· Try to focus on specific issues.

· Remind the person of the topic of discussion so that you do not lose focus.



	The Elephant
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	Who simply blocks the way, and stubbornly prevents the group from continuing along the road to their desired goal.


	· Conduct sensitization

· Prior discussion with these people and convince them

· Include model families in the conversation and let them share their experience

	The Tortoise
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	Who withdraws from the group, refusing to give his or her ideas or opinions. 


	· Encourage participation by asking these persons to share their ideas



	The Lion
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	Who gets in and fights whenever others disagree with his/her plans or interfere.


	· Refer and show the ground rules (e.g. Respect each other, respect one’s idea, …)



	The Peacock
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	Who is always showing off, competing for attention ‘see what a fine fellow I am.’ 


	· These people want to be recognized by the discussants. They have something to show. It can be knowledge or other talent. Therefore, recognize them. 

· Give them a chance to show their talent (it can be sharing of their broad experience, or ...). They may help the facilitator a lot if their talent is used.

	The Mouse
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	Who is too timid to speak up on any subjects. 


	· These people are very smart when they do something alone. But they are shy to do it in front of people.

· Encourage them to participate and ask them to share their ideas, raise questions, … 


Session 2-2:  Understanding Community Conversation and its place in CBN Triple-A

Objectives:  At the end of the session, participants will be able to:

· Explain and describe the concept, objectives and guiding principles of Community Conversation
· Conduct a practical training on how to facilitate the phases/steps of Community Conversation
Time:  ( 1 hour
Materials:  Newsprint and markers
Activities:
· Make a presentation on objectives and guiding principles of CC, referring to Facilitator's Note 11.
· Ask participants to reflect on their own local context.
· Make the connection between social change, community conversation, the triple-A approach and the objective of Zero Malnutrition. Discuss why earlier programs addressing malnutrition have largely failed or have not been sustainable, and why social change and community conversation must be central to this new approach in CBN. 
Facilitator's Note 11 - Community Conversation
Objectives of Community Conversation

The main objective of CC is to generate a response to social/communal problems/issues that integrates individual and collective concerns, values and beliefs, and that addresses attitudes, behaviours, practices and other underlying factors embedded in social systems and structures.

As shown in the figure below, CBN is a catalyst for social impact.  Through community conversation, collective action is organized and carried out.  This collective action produces social change and individual change, thereby contributing to wider social impact.  
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Guiding Principles of Community Conversation
The following key principles are fundamental to the methodology:

· Sensitivity to local, family and community experiences, beliefs, cultures, values, etc.
· Voluntary participation – working by invitation and commitment, not imposition

· Facilitation/dialogue rather than intervention of ‘experts’

· Trust the processes

· Gender sensitivity and a focus on the participation and inclusion of women and girls

· Mutual learning (facilitators with community, community with facilitators, community with community, among community members, organization to organization)

· Participatory approaches with space for listening, inclusion, agreement and expressions of concerns, especially the active participation of those underprivileged, unheard, and affected by the issues.

· Team formation at organizational and community levels for implementation

· Respect for differences, mutual trust

· Belief that communities have the capacity to identify needed changes, ‘own’ these changes and transfer change to other communities

· Facilitation of Community Conversations as spaces for interaction, change and transfer 

Session 2-3:  CBN activities at community level 

Objectives:  At the end of the session participants will be able to:

· List the steps in community mobilization and other activities for CBN
· Explain the purpose and activities of each step in the community capacity building process
Time:  ( 60 minutes

Materials:  
· Flip charts and marker 

· CBN flow guide

Methodology:  Case study

Activities:

· In plenary, ask participants to share stories of successful community mobilization in their community.

· Ask them to reflect on why the story was a success, what makes it successful, who participated, and what their role was. (Total 10 min) Display Facilitator's Note 12 and explain that before starting CBN activities, mobilization should be done at kebele, gotte, and 50 household levels.  Emphasize that HEW’s role is mobilization at the kebele and gotte levels, and ensuring that CHWs mobilize their communities.  

· Present the steps in the CBN program using the CBN flow guide and Facilitator's Note 13.

Explain that our way of working in the community is like a staircase—we take steps together with the community, learning together, moving towards our goal. The process is based on the beliefs and values of dialoguing – that communities have capacity to make their own decisions, and that our role is to facilitate by participating in the change process.
Facilitator's Note 12 – Steps for Mobilisation at the start of CBN activities
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Regional/Zonal Level:

Woreda Level:

Kebele Level:

Gotte Level:

50 Household Level:

Facilitator's Note 13 – CBN activities at the community and gotte levels

Note:  Master Trainers should use these notes to explain and elaborate on the CBN Flow Guide, which is to be distributed to and used by HEWs and CHWs. 

Step 1: Making key allies

Inform and work with influential and significant community members including religious and gotte leaders.

Step 2: Sensitization meeting at 50 household level

CHW and community should collectively select about 15 people to participate in gotte-level activities, making sure that women and marginalized community members are represented.  The representatives are responsible for informing their neighbors of issues discussed during gotte-level activities, and they should agree to support the CHW in implementing any changes agreed upon at gotte level.  

Step 3: Conduct gotte-level activities

The gotte leader calls a meeting of representatives from all communities.  

· HEW leads the community in visioning – a simple exercise on what positive changes the community wants to see for its children. She uses metaphors to explain the invisibility of malnutrition and helps the community understand that GMP can help them visualize and prevent malnutrition in their children.  

· The community representatives agree to support CHWs in organizing and conducting monthly GMP sessions in their communities.  They take responsibility for ensuring that all children under 2 attend the GMP sessions.  The representatives from each community decide on a date and time for the first GMP session in their community.  They agree to inform all mothers of children under 2 about the session.  

· The community representatives decide on a date and time for holding monthly Community Conversation sessions.  CC will take place at the gotte level, facilitated by HEW, for the first six months of CBN, while HEWs work with CHWs to help build their capacity to facilitate CC in their own communities (50 household level) after 6 months.  

· The HEW, gotte leader, and CHWs help the community members to create a community map of the gotte using sticks, stones, ash, leaves, and other available materials.  They identify factors that positively and negatively affect child growth and health (wet and dry grasses), and they also identify the households with children under 2 or pregnant/lactating women.  The HEW records the map on paper.  After 6 months, community mapping will also be done at 50-household level.
Step 4:  Household inventory

The CHW does a household inventory of the 50 households in her community to learn about key household practices that influence child health and growth.  She compiles this information so that HEW can use it in the first and subsequent CC sessions.  

Step 5: GMP session (at 50-household level)

Before the first GMP session, CHW makes a weighing basket from locally available materials, and the community decides on an appropriate location for weighing the children.  The first GMP session is conducted for all children under two—the children are weighed, mothers/caretakers receive individual counselling, and referral is done as needed. 

The HEW compiles the data from the GMP sessions in all communities in the gotte into a community growth chart for presentation at the first and subsequent CC sessions.  

Step 6: Gotte-level CC

Based on data from the community growth chart, community mapping, and household inventory, HEW leads community members in assessing the nutrition situation in the gotte, analyzing the causes (But why 5 times), and deciding on actions to take. The community also decides how it will monitor the progress in the actions and whether the actions are having the desired effect.  CHWs assist HEW in facilitating discussion to build their own facilitation skills to conduct CC.  CC participants return to their communities and share what was discussed with their neighbors.
The community growth chart should be used quarterly, as changes in nutrition status will be small from month to month.  Therefore, during the second and third months of each quarter, CC should focus more on following up the issues discussed and actions decided on in the previous months.  
Step 7: Follow up

CHW, with the support of the 15 community representatives, should follow up the agreed community and household level actions to ensure that they are implemented as planned.  CHW also does follow up on children who were referred to health center to see if they are progressing. 

Step 8:  Reporting and monthly meeting

Each month, CHWs should fill out the GMP report form and give it to the HEW.  HEW and CHWs meet to discuss the month’s activities.  HEWs should then fill out their report form and give it to the Woreda Health Office.
Step 9: The assessment, analysis and action cycle is repeated every month. 

Session 2-4:  Community mapping and household inventory

Objectives:  At the end of the session, participants will be able to:
· Introduce the mapping tool to identify community concerns in their own areas

· Help community members better understand the surrounding/community environment in which they live

· Use strategic questions to draw out community concerns using a map

· Help community members distinguish the community strengths and weakness (wet and dry grasses), opportunities and threats, potential resources, etc. of their local realities

· Explain how to use the household inventory to collect key information about the individual household level environment surrounding children in a participatory manner

· Compile information from HHI for use in community conversation

Total Time:  (  90 minutes
Activity 2-4a:  Introduction and household inventory (30 min)

Activity 2-4b:  Community mapping (60 min)

Materials:  HH inventory practice sheets; collection of different size of stones, sticks, leaves, etc.; ash, white chalk powder or lime powder to mark map boundary; paper and pen/pencil for documenting the community map;  rapid test kit for salt iodization

Activity 2-4a:  Introduction and household inventory

Give an introduction to community mapping and HH inventory. Ask participants to share their experience if they have done any of these activities before. 

Explain the information to be collected in the HH inventory register and how to use this information, as outlined in Facilitator's Note 14. Divide participants into groups of 5-6 and ask them to practice filling out the form by interviewing each other and answering as though they are mothers/caretakers. 

Also demonstrate how to use the rapid test kit to test for salt iodization.  Emphasize that salt should be tested for iodine in every household if the test kits are available.  

Then they should compile the data for the group in the compilation sheet and discuss how they can use the information in community conversation. 

Facilitator's Note 14 - Guidance Note for HH Inventory Exercise

HH Inventory is to be used by Community Health Workers for two purposes: 

1. To collect information and discuss with family members various aspects of the household environment that positively or negatively affect children. This will help the household realise the need for change to minimize risks for children.

2. To use data compiled from HH inventory in community conversation to facilitate community level and household level actions to reduce malnutrition and promote child growth.

While collecting information from HHs, ask HEWs to follow these simple steps:
1. Explain to family members that you are collecting some information to help the family and community to care for their children better. Explain that this is not to find/point out any faults.  

2. Fill in the name of the household head and date the first inventory was done.

Fill in the data regarding child care, maternal care, water and sanitation, and malaria. Where practices are not ideal, negotiate with the family to make changes.  Work with them to commit to improving a few key practices, and mark these on the HH inventory.  Agree with them to do the inventory again in six months to see what changes they have made and whether they faced any issues/constraints.

3. Sample Page from Household Inventory Register
	Head of Household ………......………..………...…      Date of Inventory …..…...……..…

	1
	 Household conditions

	1.1
	Total number of people in the household?
	 

	1.2
	How many children?  Under 5?  Under 2?
	Total:
	U5:  
	U2:  

	1.3
	Pregnant woman? (Yes/No)
	 

	 
	
	
	Existing Situation:
	
	Agreed Activities to Improve and Status/Progress:

	2
	Water, Sanitation and Hygiene
	
	Yes
	No
	
	Agree (√)
	Status after 6 months
	Status after 12 months

	2.1
	Cattle & human rooms separated? (observe)
	
	 
	 
	
	 
	
	

	2.2
	Ventilation/window in the kitchen? (observe)
	
	 
	 
	
	 
	
	

	2.3
	Is latrine available? (observe)
	
	 
	 
	
	 
	
	

	2.4
	Is the latrine used and kept clean? (observe)
	
	 
	 
	
	 
	
	

	2.5
	Do you always wash your hands at critical times (before cooking/feeding, after defecating)?
	
	 
	 
	
	 
	
	

	2.6
	Is a clean water source available? (observe)
	
	 
	 
	
	 
	
	

	2.7
	Is storage and handling of drinking water hygienic? (observe)
	
	 
	 
	
	 
	
	

	3
	Children under 2 years
	
	Yes
	No
	
	Agree (√)
	Status after 6 months
	Status after 12 months

	3.1
	Breastfeeding?
	
	 
	 
	
	 
	
	

	3.2
	Exclusively breastfeeding if <6 months?
	
	 
	 
	
	 
	
	

	3.3
	Receiving immunization as per schedule?
	
	 
	 
	
	 
	
	

	3.4
	Received Vitamin A Supplementation in the last 6 months?
	
	 
	 
	
	 
	
	

	4
	Maternal Health
	
	Yes
	No
	
	Agree (√)
	Status after 6 months
	Status after 12 months

	4.1
	Receiving antenatal care?
	
	 
	 
	
	 
	
	

	4.2
	Taking iron/folate supplements every day?
	
	 
	 
	
	 
	
	

	4.3
	Reduced workload?
	
	 
	 
	
	 
	
	

	4.4
	If not pregnant:  Using contraceptive methods?
	
	 
	 
	
	 
	
	

	5
	Use of iodized salt
	
	Yes
	No
	
	Agree (√)
	Status after 6 months
	Status after 12 months

	5.1
	Is the salt you are using iodized? (test)
	
	 
	 
	
	 
	
	

	6
	Malaria and Insecticide Treated Net (ITN)
	
	Yes
	No
	
	Agree (√)
	Status after 6 months
	Status after 12 months

	6.1
	Are there any mosquito breeding spots around the household? (observe)
	
	 
	 
	
	 
	 
	

	6.2
	Does your family have ITN? (observe)
	
	 
	 
	
	 
	 
	 

	6.3
	Did your child(ren) sleep under ITN last night? 
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Activity 2-4b:  Community mapping (60 minutes)
1. After discussing the mapping exercise in class (using Facilitator's Note 15), trainees should practice it as a role play in the training venue, but outside the classroom.  The activity will be repeated in the community during field practice on Day 5.
2. For this activity, trainees should choose one HEW’s community to map.  She should guide the others by describing what is in her community and where things are located.
3. Trainees first choose a flat ground for drawing the map and start drawing a rough outer boundary of the community/area. Then the different houses are marked. All of the following information can be marked in the map with the participation of the community members. 

· Representative houses 

· Farms and food items/sources

· Water points

· Health services

· Market places

· Schools

· Roads 

· Waste disposal

· Mothers’/caretakers’ gathering points

· Factors that affect the protection or mental, emotional or physical growth and welfare of the child

· Any other information the community thinks is important

4. After all important information has been marked, the facilitator can record the map on paper.  The map should then be used to support discussion during Community Conversation.

Facilitator's Note 15 - Community Mapping

Community mapping is an assessment tool that can help communities identify and understand the real situation in their communities that positively or negatively impact child and maternal nutrition. This also leads to analysis of the situation and what can be done to improve the environment and caring practices at community level. 

Purpose of mapping: It helps to 
· identify target households, water points, health services, gathering places, and other positive factors (strengths) for children health and nutrition  in a community. 
· identify areas of open defecation, dirty areas, unprotected drinking water sources, and other negative factors (risks) against children health in an environment.
· conduct community conversation and subsequently bring communal action

The mapping exercise is done with the participation of community members and helps us to explore and visualize the community environment. Mapping can be repeated once every 6 months to help community members see the changes that have taken place over time in the community environment.  
For the first six months, community mapping and conversation are to be done at Gotte level with the involvement of Gotte leaders. At the Gotte level, some issues that are common to a group of CHWs can be solved with the involvement of the Gotte leader and elders.  During this time, the CHWs will get more experience by participating in this activity. After the first refresher training, it is hoped that CHWs will be able carry out mapping and community conversation at the 50 household level. The Gotte level CCs can continue with reduced frequency if decided by the communities and HEWs.

Here are some simple steps that the facilitator should explain to trainees:
· For doing mapping on the ground, we have to first choose a place where most of the community members can participate. 

· We can prepare the ground the previous day by clearing the ground and levelling it if needed. It can also be sprinkled with water to make drawing with sticks easier. 

· We can use ash to mark roads, pathways etc. We can use different stones, sticks, leaves, etc. to mark various places. 

· We can involve the community members in collecting these materials so that there is more ownership of what we are doing. 

· We will first draw the roads within the community and mark important resources like water sources, ponds, shops, markets, schools, and health services. We will also mark how waste is disposed in the community.
· We will also be marking all of the households in the Gotte (as members from all CHW areas will be participating).

· Then we will identify or mark households that have children under two years old and pregnant and lactating women. This helps CHWs to identify the target children and mothers when they start the GMP session. 

· When mapping at the 50 household level:  After most of the information available has been mapped, we can invite the community members to form groups and go in different directions and validate the information in the map or come back with new observations if any. This is called transect walk through which, we observe our environment very critically. We look in every direction of our village to learn which positive(e.g. Areas of vegetables and fruits,) and negative factors (e.g areas of open defecation, dirty, disgusting and bad smelling areas,...) exist in the community and locate the exact place of the factors. When community members come back, we discuss with community members and finalize the community map.   

· We can repeat the community mapping once every six months to see if the changes we decided to bring about in the environment have been done and if it is having any impact on children’s health and nutrition status.

· The next important step is to document this map so that the valuable information is not lost and can provide a benchmark for community conversation to decide on what actions need to be taken and what effect the actions are having on the environment. We can use different colours – red to mark areas which currently pose a danger to children and green to mark areas which are positively contributing to the well-being of children. 
·  At the first session of Community Conversation, the map should be presented so that members of the community can clearly see what their environment looks like and existing resources. In the subsequent CC sessions, when related issues are raised the map will be referred to and discussed:  What affects health and nutrition of the children and why? How can things be changed? Who will do it and what resources are needed? We will decide on actions and responsibilities through Triple-A process.

Session 2-5:  Facilitation of community conversation on child and maternal nutrition - Storytelling as an assessment and analysis tool

Objectives:  At the end of the session, participants will able to:
· Use storytelling to help community members think through/reflect on the way their behaviours and values, as well as those of their families and neighbours, affect the lives of others
· Use storytelling to help community members think through situations by imagining themselves in the same situation
· Use storytelling to raise the curiosity of the wider community

Time:  ( 1 hour
Materials:  Flip chart papers, markers, cards/paper, stories on children’s issues

Methodology:  

· Short briefing
· Plenary discussion
· Illustration using examples
· Practice
Activities: 

· Explain briefly to participants about the meaning, advantages and nature of storytelling as well as how it can be applied in exploring child-related concerns. During the explanation, use question and answer method to encourage discussion.

· Ask participants to create a story on a selected child-related issue, or use the story provided. 
The facilitator should remember the following during storytelling and analysis sessions: 
· Get participants to continue developing the story by using the pronouns ‘I’ and ‘my’ instead of using the pronoun ‘they.’

· Participants should continue reflecting on the incident and thinking about some possible story lines.  The facilitator should pose questions that people will want to answer so as to generate interest, even suspense, and give impetus to the process of starting to work out what would happen.
Let trainees understand that analysis of a role play or a story can be done as part of CC. This helps to kindle the thinking of the community members, individually and collectively. HEWs should keep a record of all community issues analysed, and the issues can be discussed further during subsequent CC sessions. They should not force all members to agree on a solution within one CC session. Action should come as part of the change taking place in the individual or community. We have to allow sufficient time, but carefully follow up on the process. 

Facilitator's Note 16 – Storytelling

In the process of exploring and analysing concerns, stories can be useful for identifying the causes of these concerns. Stories are about people and what they do. They are ways of understanding social life, its dynamics, its influences and its impact. Stories touch listeners in ways that theoretical presentations or statistics often may not. People enjoy watching plays, drama or reading creative works as narrating the events in the story give a much better depth and complexity of understanding in ways that take much longer by other means. This implies that one can appeal to the interest of the community more strongly using stories than other mediums involving the use of statistical figures. This approach can easily evoke discussion within the community group.
Facilitator's Note 17 – The Story of W/ro Aregash

W/ro Aregash lives in one of the villages of Shebedino woreda. It has been sixteen years since she married her husband, Ato Ararso. They have seven children together, among whom only the eldest has had a chance to go to school. Currently, he has dropped his schooling and is helping his father in farming. The income of the family could not cover its food expenses, let alone finance the education of their children. 

The youngest son of W/ro Aregash is currently sick and not getting better. Since he was not well nourished when he was an infant, his body weight and height is below normal for his age. The child is sleeping by one side of the wall on a bed made up of stone and mud. The home is totally dark except the light that is shining from the fire. You can identify the presence of the child only by the sound of his cough. Otherwise, in the darkness, it is impossible to find him. 

W/ro Aregash is trying to keep the fire on and also in the meantime looking at her poor baby as he is coughing. Because she does not have money, she cannot take her baby to the health facility. 

As she is immersed in her deep thoughts, she is reminded of her teacher who told her that in order to be happier, we have to plan our family. For this, there are services at the health centre. 

“Is my problem a problem of large family?” she asks herself, but she hesitates to accept it. She again thinks - but it is right. I cannot afford to feed and educate all of my children. I cannot even take them to the health facility. Finally, the truth comes to her mind. She is again reminded of what her teacher taught her: “Children shall have a right to live, get food, go to the health facility and go the school.”
In the meantime, she hears some unusual sounds from the area where her baby is sleeping. As she runs to him to find out what is the matter, there is no response from the child. Sadly, he has already passed away.

It was one month after Tariku had died.

According to her husband, Ararso, fate decides their future. So he is careless about childcare. Meanwhile, he wants to have another child. But w/ro Aregash refuses to do so.

“God created, god took. Therefore, we should not interfere in God’s deeds,” says Ato Ararso.

But w/ro Aregash does not agree to have another child that she cannot afford to feed. She learned from the death of Tariku. She knows the available services for family planning, but how can she tell Ato Ararso about the issue? She knows that he will never accept.

She wants to use the medicine secretly, but what if Ato Ararso finds out that she is using contraceptive secretly? If she ceases giving birth, Ararso may get married to another woman to get more children. W/ro Aregash is in a dilemma.

What would you do if you were w/ro Aregash? 
DAY 3
Session 3-1:  Breastfeeding

Objective:  at the end of the session, participants will be able to:

· Describe the benefits of breastfeeding for the infant, the mother, the family, and the community. 

· Explain current breastfeeding practices in the community

· Explain optimal breastfeeding practices 

· Explain the importance of each practice

· Demonstrate proper positioning and attachment

· Understand common breastfeeding difficulties in their community
· Take appropriate preventive and therapeutic actions

Total Time:  ( 1 hour 20 minutes
Activity 3-1a:  The benefits of breastfeeding (10 min)

Activity 3-1b:  Optimal breastfeeding practices (20 min)

Activity 3-1c:  Proper positioning and attachment (20 min)

Activity 3-1d:  Breastfeeding difficulties (30 min)

Materials:

· Flipcharts, markers, masking tape

· Flip chart with Benefits of Breastfeeding 

· Large pictures of mothers breastfeeding with proper and improper positioning

· Family Health Card
Advance preparation:

· If possible, make arrangements in advance to have breastfeeding women present to demonstrate proper positioning and attachment.

Activity 3-1a:  The benefits of breastfeeding

Time:  ( 20 minutes
Methodology:  Brainstorming and plenary discussion

Activities:
· Brainstorming session on the benefits of breastfeeding for the infant, the mother, and for the family and community.
· Lead plenary discussion and write their reflections on a flip chart.

· Post on the wall the flip chart with Benefits of Breastfeeding and compare with the participants’ answers.

Activity 3-1b:  Explain the optimal breastfeeding messages  
Time:  ( 20 minutes
Activities:
· Ask the participants to reflect breastfeeding practices in their community. 

Present the key optimal breastfeeding messages (see 

· Facilitator's Note 19
 and Facilitator's Note 20) and lead plenary discussion. 

· When presenting breastfeeding messages, show the participants where they can also find the illustrations in the family health card.  Have them locate the pages and repeat which messages go with which pictures. 

Activity 3-1c:  Proper positioning and attachment
Time:  (  20 minutes
Methodology:

· Group work

· Demonstration

Activities:

· Post the flip chart with signs of proper positioning and attachment and explain. 

· Divide the participants into four small groups. Give two groups a picture of a mother breastfeeding with incorrect positioning and attachment, and give the other two groups a picture that demonstrates proper positioning and attachment.

· Ask the participants whether the picture demonstrates proper positioning and attachment, and if so, to list the signs of proper positioning and attachment. If not, list the signs that show it is incorrect positioning and attachment.  

· If any breastfeeding mothers are present in the village, ask the participants to practice assessing positioning and attachment and give group feedback.

· Feedback and discussion.

Activity 3-1d:  Breastfeeding difficulties
Time:  (  30 minutes

Activities:
· In plenary, ask the participants to reflect on common problems of breastfeeding.

· Ask them to select three breastfeeding difficulties from the list and suggest what action to take.
· At the end of the discussion, share with participants key points from Facilitator's Note 22.
Facilitator's Note 18 – Benefits of Breastfeeding

BENEFITS OF BREASTFEEDING FOR THE INFANT/YOUNG CHILD

Breastmilk:

· Saves infants’ lives as it contains antibodies that protect against diseases, especially against diarrhoea and respiratory infections.

· Is a whole food for the infant, as it contains balanced proportions and sufficient quantity of all the needed nutrients for the first 6 months.

· Promotes adequate growth and development, thus preventing stunting.

· Is always clean.

· The infant benefits from the colostrum, which protects him/her from diseases. The colostrum acts as a laxative cleaning the infant’s stomach.

· Is always ready and at the right temperature.

· Protects against allergies. Breastmilk antibodies protect the baby’s gut, preventing harmful substances from passing into the blood.

· Contains enough water for the baby’s needs (87% water and minerals).

· Frequent skin-to-skin contact between mother and infant leads to better psychosocial development of the infant.

BENEFITS OF BREASTFEEDING FOR THE MOTHER

· Breastfeeding is effective as a contraceptive method during the first 6 months, provided that breastfeeding is exclusive and amenorrhea persists.

· Putting the baby to the breast immediately after birth facilitates the expulsion of the placenta because the baby’s suckling stimulates uterine contractions.

· Reduces risk of bleeding after delivery.

· Immediate and frequent suckling prevents breast engorgement.

· Reduces the mother’s workload (no time is involved in boiling water, gathering fuel, preparing milk).

BENEFITS OF BREASTFEEDING FOR THE FAMILY AND COMMUNITY
· No expenses in buying formula, firewood or other fuel to boil water, milk or utensils. The money saved can be used to meet the family’s other needs.

· No medical expenses due to sickness that formula could cause. The mothers and their children are healthier.

· Improves child survival because it reduces child morbidity and mortality.

· Healthy babies make a healthy community.

· Protects the environment (trees are not used for firewood to boil water, milk and utensils, thus protecting the environment). 

Facilitator's Note 19 - Optimal Breastfeeding Messages

	Optimal Breastfeeding Messages (first 6 months of life)
	Pictures from Family Health Card
	Additional Information

	1. Put your baby on the breast immediately after birth, even before the placenta is expelled, to stimulate your production of milk 
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	· Colostrum contains many important factors which will protect your new baby from disease.

· Immediate breastfeeding within one hour of birth will help to expel the placenta and reduce post-partum bleeding.

	2. Feed your baby only breast milk for the first six months, not even giving water, for it to grow healthy and strong 
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	· Feeding the baby only breast milk provides the best nourishment possible for the baby and will protect it from diseases such as diarrhea and respiratory infections.

	3. Breastfeed your baby on demand, at least 10 times day and night, to produce enough milk and provide your baby enough food to grow healthily 
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	· Frequent breastfeeding helps the milk to flow. 

	4. Mother, empty one breast first before switching to the second for your baby to get the most nutritious hind milk to grow strong and healthy
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	· Foremilk quenches thirst because it is more watery. Hind milk is richer and satisfies the baby’s hunger so that it will not cry as much.

	5. Father, ensure that your wife who is breastfeeding has 2 extra meals a day to maintain her health and the health of the baby
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	· Breastfeeding more during illness will help your baby to fight the sickness and not lose weight.  Sick mothers can continue to breastfeed their baby.

	6. During illness and for at least 2 weeks after illness, increase the frequency of breastfeeding for your baby to recover faster.
	[image: image20.png]



	

	7. Continue to breastfeed your baby until two years and beyond.
	
	


Facilitator's Note 20 - Key Messages for Ethiopia on optimal breastfeeding (0 to 6 months)
	1. Mother
	Give the first yellow milk made especially for the new born as it will protect your baby from illness.

	Supporting information
	· This first yellow milk (colostrum) is the mother’s natural butter and will help to expel your baby’s first dark stool.

· Colostrum contains many important factors which will protect your new baby from disease.

	2. Mother
	Put your baby on the breast immediately after birth, even before the placenta is expelled, to stimulate your production of milk. 

	Supporting information
	· Immediate breastfeeding within one hour of birth will help to expel the placenta and reduce post-partum bleeding.

· Pre-lacteal feeds (such as sugar water, water, butter, ersho) are not necessary and may interfere with establishing good breastfeeding practices during the first days of the baby’s life.

	3. Mother
	Feed your baby only breast milk for the first six months, not even giving water, for it to grow healthy and strong.

	Supporting information
	· Feeding the baby only breastmilk provides the best nourishment possible for baby & will protect it from diseases such as diarrhea and respiratory infections.

· Giving the baby water or other liquids may make your baby sick with diarrhea.

· If the baby takes water or other liquids, its appetite for breastmilk may decrease meaning it sucks less on the breast leading to poor growth.

· Even during very hot weather, breastmilk will satisfy all of your baby’s thirst for liquids during the first six months.

	4. Mother
	Breast feed your baby on demand, at least 10 times day and night, to produce enough milk and provide your baby enough food to grow healthy

	Supporting information
	· Frequent breastfeeding helps the milk to flow.

· Increases bonding between mother and child.

· Ensure proper positioning and attachment of the baby on the breast so it gets adequate breastmilk and also to avoid breast problems such as sore and cracked nipples. 

· Advise mothers with nipple and breast problems to seek immediate care from a Health Worker.

	5. Mother
	Empty one breast first before switching to the second for your baby to get the most nutritious hind milk to grow strong and healthy

	Supporting information
	· Foremilk quenches thirst because it is more watery.

· Hind milk is richer & satisfies baby’s hunger so that it will not cry as much.

	6. Husband
	Ensure that your wife who is breastfeeding has two extra meals a day to maintain her health and the health of the baby

	Supporting information
	· To maintain their health, breastfeeding women need to eat a wide variety of foods, particularly animal products (meat, milk, eggs, etc), fruits and vegetables.

· Ripe papaya, orange, carrot, pumpkin, mango and liver are especially good for the mother.

	7. Mother
	During illness, increase the frequency of breastfeeding for your baby to recover faster.

	Supporting information
	· Continue to breastfeed during diarrhea, even increasing the frequency, to replace the liquid lost.

· Breastfeeding more during illness will help your baby to fight the sickness and not lose weight.

· Breastfeeding also provides comfort to a sick baby.

· Sick mothers can continue to breastfeed their baby.

	8. Mother
	After each illness increase the frequency of breast feeding for the baby to regain health and weight.

	Supporting information
	· Each time a baby is sick, it will lose weight so it is important to breastfeed as often as possible. 

· Your breast milk is the safest and most important food you can offer your baby to regain its health and weight.

	9. Mother 
	Take Vitamin A supplementation within 45 days of delivery for the baby’s health and strength. 

	Supporting information
	· Ask a Health Worker for Vitamin A supplementation after birth.

· Taking a Vitamin A capsule will enrich the mother’s breastmilk with important nutrients to keep the baby healthy and strong.

	10.All family 
	Sleep under an insecticide-treated net (ITN), especially pregnant women and children, to prevent getting malaria.

	Supporting information
	· Malaria causes anemia which will make members of your family unwell and very tired.

· Family members with fever need to be taken to a health facility for immediate treatment. 

	Additional nutrition message for infants 0 to 6 months on Vitamin D

	Mother and father
	Expose your baby to sunlight for 20 to 30 minutes daily to ensure it grows well

	Supporting information
	·  Exposure to sunshine will help ensure your baby has adequate Vitamin D which is important for bone growth and good health.


Facilitator's Note 21 – Proper breastfeeding positioning and attachment

· Proper positioning and good attachment are important to enable the infant to suckle effectively, to remove milk efficiently, and stimulate an adequate supply.
· Poor attachment results in incomplete removal of milk, which can lead to sore nipples, inflammation of the breast, and mastitis.
Preparation and how to breastfeed (signs of proper positioning) 

· The mother must be comfortable

· Hold the infant in such a way as to have his/her face at the mother’s breast level (The infant should be able to look up at the mother’s face, not flat to her chest or abdomen)
· The infant’s stomach should be against the mother’s stomach

· The infant’s head, back, and buttocks are in a straight line

· The infant needs to be close to the mother

· The baby's whole body should be supported, not just the head and shoulders
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The mother should hold her breast with her fingers in a C shape, the thumb being above the areola and the other fingers below. 

Demonstration of different breastfeeding positions
Sitting position 

· Usual position of Ethiopian mothers

· Make sure infant’s and mother’s stomachs are facing each other
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Side-Lying 

· This position is more comfortable for the mother after delivery and it helps her to rest while breastfeeding.

· The mother and infant are both lying on their side and facing each other.
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Signs of proper attachment 
Tease the infant’s lower lip with the nipple, in order for the infant to open wide his/her mouth

· The infant’s mouth covers a large part of the areola (there is more areola showing above rather than below the nipple)

· The mouth is wide open 

· The infant’s chin touches the breast

· Both lips are turned outwards
Facilitator's Note 22 - Prevention and management of common breastfeeding difficulties
	Difficulty or Condition
	Prevention
	Solutions

	Engorgement


	· Correct positioning and attachment

· Breastfeed immediately after birth

· Breastfeed on demand (as often and as long as baby wants) and day and night.

· Allow baby to finish first breast before switching to the second breast
	1. Apply cold compresses to breasts to reduce swelling; apply warm compresses to “get milk flowing.”

2. Breastfeed more frequently or longer

3. Improve infant positioning and attachment

4. Massage breasts

5. If no improvement in 1-2 days, refer to health facility 

	Sore or Cracked Nipples


	· Correct positioning of baby

· Correct attachment 

· Do not use bottles, 

· Do not use soap on nipples 


	1. Make sure baby is positioned well at the breast

2. Make sure baby latches on to the breast correctly

3. Apply drops of breastmilk to nipples and allow to air dry

4. Remove the baby from the breast by breaking suction first

5. Begin to breastfeed on the side that hurts less

6. Do not stop breastfeeding

7. Do not use bottles

8. Do not use soap or cream on nipples

	Insufficient Breastmilk (Mother thinking she does not have enough milk)


	· Breastfeed more frequently at least every 3 hours

· Exclusively breastfeed day and night

· Breastfeed on demand 

· Correct positioning and attachment  of baby

· Avoid bottles 
	1. Withdraw any supplement, water, formulas, tea, or liquids

2. Feed baby on demand, day and night

3. Increase frequency of feeds

4. Wake the baby up if baby sleeps throughout the night or longer than 3 hours during the day

5. Make sure baby latches-on to the breast correctly

6. Baby takes fore and hind milk.

7. Reassure mother that she is able to produce sufficient milk

8. Explain the growth trend using the growth chart


Session 3-2:  Complementary feeding and key caring practices
Objectives:  At the end of the session, participants will be able to:
· Describe key messages pertaining to child feeding from 6 to 24 months

· Explain the importance of each message

· Describe the care practices for children 6 to 24 months

· Demonstrate how to prepare complementary food from local foods
Total Time:    ( 100 minutes 

Activity 4-5a:  
Key complementary feeding and care practices from 6-24 months (40 min)

Activity 4-5b: 
Demonstration of preparation of complementary food from local foods (60 min)

Materials:

· Flipchart paper, markers, masking tape
· Family Health Card
· Copies of the recipes selected from the book: Complementary Feeding Recipes for Ethiopian Children 6-23 Months Old: A Practical Cooking and Feeding Guide. August 2006.

· Stove, kerosene, cooking pot, spoon, cups: each 6 in number

· Locally available foods

Advance preparation:

· Purchase food items or ask the participants to bring foods based on the recipe selected.  

Activity 5a:  Key complementary feeding and care practices from 6–24 months
Time:    ( 40 minutes
Activities:
· Divide the participants into 6 groups and discuss the feeding practices for children aged 6-24 months in their community.

· Ask each group to post each practice, on a prepared flip chart, under either positive, negative or neutral practices.
· Post the key complementary feeding messages. Discuss with the participants and compare with their answers.

· When presenting messages, show the participants where they can also find the illustrations in the Family Health Card.  Have them locate the pages and repeat which messages go with which pictures.  Refer to Facilitator's Note 23.
Activity 5b:  Demonstration of preparation of complementary food from local foods

Time:   ( 60 minutes
Activities:

· Form four groups and ask each group to prepare a nutritious complementary food for different age groups (6-9 months, 10-12 months, and 12-24 months).

· In plenary, ask each group to do a simulation of how they would do the demonstration for community members/mothers/caregivers in an interesting way and with proper messages.  Allow the audience to ask questions and correct any misinformation.

· Emphasize the importance of energy density, consistency, food hygiene and feeding of warm foods, and feeding frequency in relation to children’s nutritional requirements.

Facilitator's Note 23 - Key Messages for Ethiopia on Complementary Feeding with Breastfeeding (6 to 24 months)

	1. Mother and father
	Introduce complementary foods at six months of age, such as soft porridge 2-3 times a day, for your baby to grow healthy and strong. 

	Supporting information
	· Porridge can be made from many different types of cereals and tubers (e.g. potatoes, enset).

· The consistency of the porridge should be thick enough to feed by hand.

· Thicken the porridge as the baby grows older, making sure that it is still able to easily swallow without choking.

· Thin gruels made with water are not healthy for your baby as they do not provide enough of the nutrients it needs to grow strong and healthy.

· When possible use milk instead of water to prepare the porridge.

· Foods given to the child must be stored in hygienic conditions to avoid diarrhea and illness.

Types of complementary foods, such as porridges, found in different regions that can be used to feed babies 6 to 12 months of age include:

SNNPR: 

- musifa (Sidama)

- bulla, genfo (Gurage/Cheha)

- uncha shandra (N. Omo/Konta)

- boru-de-libajun (Bench and Majil/Menit)

- boru-de-wedida (Bench and Majil/Menit)

Oromia:

- shuro (E. Hararge/Kersa Jarso)

- merka (E. Wellega)

Amhara:

- genfo

	2. Mother
	Continue to breastfeed your child on demand, at least 8 times, day and night, until two years and beyond to maintain its strength.

	Supporting information
	Breast milk still contains proteins, vitamins and minerals that are helpful for the child, therefore breast feed children up to two years or longer


	3. Mother and father
	Enrich your baby’s porridge with 2 to 3 different types of foods at each meal (such as butter, oil, peanuts, meat, eggs, lentils, vegetables and fruits) for it to grow and get strong.

	Supporting information
	· From 6 months onwards, feed your child 2-3 types of different enrichment foods with the porridge at each meal, in addition to breastmilk.

· Try to feed different foods each time. 

· Mash and soften the enrichment foods so the baby can easily chew and swallow without choking.

· Cow’s milk can be offered to your child in addition to the enrichment foods given, however, not to replace the enrichment foods.

· Add butter and oil every time.

· Animal foods (meat, liver, fish, eggs) are especially good for your baby and will keep it healthy and strong.

· Ripe orange/yellow fruits (papaya, mangos) and vegetables (carrots) are good sources of Vitamin A.

· Dark green leaves (kale, chard, shiferaw) and legumes contain important nutrients such as iron and will help your baby grow strong.

Types of enrichment foods that can be given with the porridge include:

· Oil and butter

· Meat and fish

· Eggs

· Peanuts, beans, peas or lentils

· Ripe papaya or mangoes

· Carrots 

· Avocados

· Dark green leafy vegetables




	4. Mother and father
	From 6 to 12 months of age, in addition to the 2-3 servings of enriched porridge, also feed your baby 1-2 other solid foods (mekses) each day to ensure healthy growth. 

	Supporting information
	· Babies have small stomachs and can only eat small amounts at each meal so it important to feed them frequently throughout the day.
· By 8 months the baby should be able to begin eating finger foods such as pieces of ripe mango & papaya, avocado, banana, other fruits & vegetables, fresh & fried bread products, boiled potato, sweet potato, kita (unleavened bread), etc.

· Feed these finger foods as snacks (mekses) at least 1-2 times each day.

· Foods given to the child must be stored in hygienic conditions to avoid diarrhea and illness.

	5. Mother and father
	From 12 to 24 months of age, feed your child at least 3-4 times a day using family foods, along with 1-2 other solid foods (mekses) each day to ensure healthy growth.

	Supporting information
	· It is very important that the family’s meals are also enriched with a variety of foods and that the child eats a variety of foods. 

· Young children have small stomachs and can only eat small amounts at each meal so it important to feed them frequently throughout the day.

· Other solid foods (mekses) can be given as many times as possible each day and can include ripe mango & papaya, avocado, banana, other fruits & vegetables, fresh & fried bread products, boiled potato, sweet potato, kita (unleavened bread), etc.

· Foods given to the child must be stored in hygienic conditions to avoid diarrhea and illness.

	

	6. Mothers and fathers
	As your baby grows older, feed more food at each meal in order to ensure that they are eating enough to maintain healthy growth.

	Supporting information
	The following are examples of different foods & their amounts that can be fed to infants & young children.  Change these recipes each day using a variety of different foods remembering to encourage your child to eat more at each meal as they get older:

Each day a 6 to 8 months old baby can eat: 

· 2 full ‘buna’ cups of cooked soft sorghum porridge enriched with 1 teaspoon oil and 1 teaspoon of pea flour (shiro) [If two meals are fed to baby each day, feed 1 ‘buna’ cup of  enriched porridge at each meal] and
· 1 full ‘buna’ cup of milk (either given to baby in a cup or used to cook porridge instead of water) and
· 3 teaspoons of mashed ripe mango as mekses and
· juice of one small orange as mekses and
· iodized salt to cook enriched porridge

Each day a 9 to 11 month old baby can eat: 

· 3 full ‘buna’ cups of cooked enset porridge enriched with 2 teaspoons oil, 3 leaves of kale,  1 teaspoon of pea flour (shiro) and 1 egg [If three meals are fed to the baby each day, feed 1 ‘buna’ cup of enriched porridge at each meal] and
· 1 full ‘buna’ cup of milk (either given to baby in a cup or used to cook porridge instead of water) and
· 1/2 mashed ripe mango as mekses and
· 1 piece of cooked sweet potato as mekses and 
· iodized salt to cook enriched porridge

	
	Each day a 12 to 24 month old child can eat: 

· 4 full  ‘buna’ cups of fitfit  made with: 1/3 injera circle, 2 teaspoons oil, 1 Tablespoon pea flour (shiro), 1 small onion, 1 potato and 3 leaves of kale.  [Feed child this amount over 3-4 meals during the day]  and
· 2 big ‘buna’ cups of milk (either given to baby in a cup or sed to cook fit fit instead of water) and

· mashed papaya as mekses and
· 1 avocado as mekses and

· iodized salt to cook the fitfit 

 

	7. Mother and father
	Be patient and actively encourage your baby to eat all its food in order to grow healthy.

	Supporting information
	· At first the baby may need time to get used to eating foods other than breastmilk so have patience and take enough time to feed them, even using play to help them eat.  Make the time for eating special.

· Use a separate plate to feed the child to make sure it eats all the food given. 

· Forced feeding will discourage babies and young children from eating. 

· As they are too little to feed themselves, babies need to be fed directly to make sure they eat all the food given to them.
· Even when older, young children should be supervised during mealtime to make sure they eat all the food put on their plate.

	8. Mother and father
	During illness, increase the frequency of breastfeeding and offer additional food to your child to help it recover faster.

	Supporting information
	· Fluid and food requirements are higher during illness.

· Take time to patiently encourage your sick child to eat as their appetite may be decreased because of the illness.

· It is easier for a sick child to eat small frequent meals so feed the child foods it likes in small quantities throughout the day.

· It is important to keep breastfeeding and feeding complementary foods to your child during illness to maintain its strength and reduce the weight loss.

	9. Mother and father
	When your child has recovered from an illness, give it one additional meal of solid food each day during the two weeks that follow to help it recover quickly.

	Supporting information
	· Children who have been sick need extra food and should be breastfed more frequently to regain the strength and weight lost during the illness.

· Take enough time to actively encourage your child to eat this extra food as they still may not appear hungry due to the illness.

	10. Mother and father
	Feed your baby using a clean cup and spoon, never a bottle as this may cause your baby to get diarrhea.

	Supporting information
	· Nutritious porridges for children should be thick enough to be fed by hand.  Porridge that is too watery and can be fed with a bottle will not help your baby to grow.

· Bottles are very difficult to keep clean and can make your baby sick with diarrhea.

· Cups can be used to feed your baby, are easy to keep clean and are cheaper to buy than a bottle.

	11. Mother and all family members
	Wash your hands with soap and water or ash before preparing food, before eating, and before feeding young children to avoid diarrhea.

	Supporting information
	· Touching food with unclean hands can cause diarrhea.   

· Utensils for feeding the baby also have to be clean.

· Use a cup to feed a baby or a young child never a bottle which can cause diarrhea.

· Foods given to the child must be stored in hygienic conditions to avoid diarrhea and illness.

	12. Mother and father
	When your baby is 6 months old, make sure it receives Vitamin A supplementation every six months to make it strong.

	Supporting information
	· Ask a Health Worker to give Vitamin A supplementation two times a year to your child between 6 to 59 months of age. 

· Vitamin A is important for your child’s eyesight as well as will help your child fight illness.

· Be sure to bring your child to Vitamin A supplementation sessions during Community Health Days.

	13.Mother and father
	Find ripe orange/yellow fruits and vegetables or liver to feed your child to keep it healthy.

	Supporting information
	· These foods are good sources of Vitamin A and other nutrients that will help your child grow strong and healthy.

· Children should eat these foods as often as possible.

	14.Mother and father
	When your child is two years old, it has to receive de-worming medicine every six months to maintain healthy growth.

	Supporting information
	· Ask a Health Worker for de-worming medicine to be given two times a year to your child between the ages of 2 to 5 years.

· Intestinal parasites cause young children to become anemic which will make your child unwell and tired.

	15.All family members
	Sleep under an insecticide treated net (ITN), especially pregnant women and children, to prevent getting sick with malaria.

	Supporting information
	· Malaria causes anemia which will make members of your family unwell and very tired.

· Family members with fever need to be taken to a health facility for immediate treatment.

	16. Mother and father
	Ensure that all family food is cooked using iodized salt so that family members remain healthy.

	Supporting information
	· Iodized salt is not available everywhere, but should be used when available.

· Pregnant women need to use iodized salt to ensure the health of their new baby.


	Additional Nutrition Message for Children 6 to 12 months on Vitamin D



	Mother and father
	Expose your child to sunlight for 20 to 30 minutes daily to ensure it grows well

	Supporting information
	Exposure to sunshine will help ensure your child has adequate Vitamin D which is important for bone growth and good health.


Session 3-3:  Common childhood illnesses and prevention

Objectives:  At the end of this session, participants will be able to:

· Understand the major causes of illness and death of children

· State the family and household practices that can help to prevent childhood morbidity and mortality in Ethiopia 

Time:  ( 20 minutes

Materials:  

· Flip chart and marker

· Picture that shows causes of child illness and mortality in Ethiopia (Error! Reference source not found.)

· Flip chart with key C-IMCI household and community practices (Facilitator's Note 25)

Activities:  
· In plenary, discuss the major causes of child morbidity and mortality in Ethiopia and in the participants’ woredas. 

· Present the diagram and data (Facilitator's Note 24).

· Discuss the danger signs of illnesses in infants and children.

· Discuss the reasons for illness and what practices can reduce illness and child death.

· Present the C-IMCI messages for Ethiopia (Facilitator's Note 25) and compare with the participants’ answers.

· Check if all trainees know how to prepare and give oral rehydration solution. If some trainees are in doubt, make arrangements for a demonstration during lunch break.

Facilitator's Note 24 - What are children dying from in Ethiopia?
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What are children dying from in Ethiopia?




Facilitator's Note 25 – Community IMCI

Community IMCI is an integrated child care approach that aims to improve key family and community practices that are likely to have the greatest impact on child survival, growth and development.

C-IMCI:

· Addresses important causes of childhood morbidity and mortality: diarrhea, pneumonia, malaria, and malnutrition.

· Empowers caregivers with key family practices

· Promotes linkages between communities and services

· Improves availability of supplies/commodities at community level

· Encourages multi-sectoral support

C-IMCI key family and community practices are: 

· Documented and have the greatest impact on mortality

· Feasible to implement in developing countries

· Cost effective

· Focused on major problems of child health, nutrition, and development

· Focused on behaviour change 

C- IMCI key family and community practices include: 

1. Proper disposal of faeces, including children's faeces, and  washing hands  with soap after defecation, before preparing meals, and before feeding children.

Key messages

· Dispose faeces, including children’s faeces in latrines. If there are no latrines, bury the faeces.

· Wash hands with soap and water after contact with faeces, before preparing meals and before feeding children.

2. Protect children and pregnant and lactating women in malaria-endemic areas by ensuring that they sleep under insecticide-treated bed nets (ITN) and promote mosquito source reduction.

Key messages

· Sleep under ITN every night.

· Bed nets should be dipped in insecticide every six months.

· Mosquitoes multiply in swampy areas; thus, draining those areas will reduce the amount of mosquitoes.

3. Promote use of safe water

Key messages
· Drinking water should come from pipe water, protected springs and protected wells.

· Drinking water should be kept in clean utensils

· Boiling makes drinking water safe.

· After boiling, use clean utensils to drink.

4. Take children as scheduled to complete a full course of immunization.

Key messages

· Take children for immunization to prevent illnesses, disability and death.
· Let children finish the full course of immunization; otherwise, it is not completely effective.

· Immunization schedule starts at birth.

· It is given at birth, at 6, 10 and14 weeks and at 9 months.

· There are no contraindications for immunization.

· Immunization is safe and can be given to all children.

· Children with diarrhea, cough and fever can be given immunization.

5. Continue to give appropriate food and offer more fluids, including breast-milk, to children when they are sick.

Key messages
· Increase fluid intake when the child is sick to replace the lost energy and fluid.

· Continue feeding the child during illness to replace the lost energy.

· Continue frequent breastfeeding. 

· Do not stop giving breastmilk or complementary foods when children develop diarrhea.
6.  Give sick children appropriate home treatment for illness.

Key messages

· When your child has diarrhea, give the child extra home based fluids or ORS.

· When a child has cough, soothe the throat using safe remedies. Tea with honey and gruel can be used as safe remedies.

· If children living in malarious areas develop fever, they should be given antimalarial drugs.

· Recognize when a sick child needs further care, and promptly seek appropriate outside care from a trained provider. 

Source: Ethiopia Child Survival Situation Analysis 2004

Facilitator's Note 26 - How to Make Oral Rehydration Solution:

· Wash your hands with soap and clean water

· Clean a half-liter container. (A soda bottle is approximately 1 liter.)

· Put a half-liter of water into the container.

· Then add a “pinch” of salt (using three fingers to make a “pinch”).

· Add a “fistful” of sugar.

· Stir the water with a clean spoon so that there is no remaining sediment.

· Taste the prepared solution. Correctly prepared solution tastes like tears.

· The solution can be left at room temperature for up to 6 hours. However, if the solution has been left at room temperature for longer than this, it should be discarded and new home-based ORS should be prepared.

Facilitator's Note 27 - How to Give Home Based Oral Rehydration Solution

· If the child is under two years of age, give a teaspoonful every 1-2 minutes.

· If the child is two years or older, give frequent sips from a cup.

· If the child vomits, wait 10 minutes. Then give the solution more slowly (for example, a spoonful every 2-3 minutes).

· Keep giving the solution until diarrhea stops.
Session 3-4:  Feeding and Care of Sick Child

Objectives:  At the end of the session, participants will be able to:

· Counsel on child feeding during and after illness

· Explain the reasons for these practices

· Recite the danger signs to refer a child to a health facility

· Describe the home management of a sick child
Time:    ( 30 minutes
Materials:

· Flipcharts, markers, masking tape

· Family Health Card

· Prepared flip chart of diagram in Facilitator's Note 28
· Posters on danger signs for immediate visit to health facility

Activities:
· Display the diagram of the relationship between illness of a child and various feeding issues and discuss in plenary. 

· Ask participants to reflect on the sick child feeding practices in their communities.

· Compare their answers with the feeding messages for a sick child detailed in Facilitator's Note 29 and discuss. 

Facilitator's Note 28 - Relationship between illness and feeding
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Content
A sick child usually does not feel like eating. But he/she needs even more strength to fight the sickness. Strength comes from the food he/she eats. If the child does not eat or does not breastfeed during sickness, he/she will take more time to recover. The child will run a chronic state of sickness and malnutrition and may end up with a physical or intellectual disability related to malnutrition. The child takes more time to recover, sometimes the child’s condition worsens and he/she might even die. Therefore, it is very important to encourage the sick child to eat during sickness, and to eat even more during recuperation in order to quickly regain strength.

Facilitator's Note 29 - Feeding of a sick child
1) Advice on feeding a sick child during illness:

Child under 6 months: 

If the baby is sick, particularly with diarrhea, the mother should increase breastfeeding frequency and continue exclusively breastfeeding to avoid dehydration and malnutrition.

· Breastmilk contains water, sugar, nutrients, and salts in adequate quantities, which will help the baby recover quickly from diarrhea.

· If the baby has severe diarrhea, the mother should continue to breastfeed and go to the health centre for advice and treatment. If dehydrated, the baby will need ORS.

Child older than 6 months: 

If the young child is sick, the mother should breastfeed frequently to avoid dehydration and malnutrition. She should also offer the baby’s favourite foods (even if the baby is not hungry).

· If the baby has severe diarrhea and shows any signs of dehydration, the mother should continue to breastfeed and go to the health centre for advice and ORS treatment.
2) Advice on feeding sick child after illness:
Child under 6 months: 

Continue to breastfeed exclusively, and breastfeed more frequently for at least 2 weeks after illness.

· Breastmilk contains all the nutrients needed to help the baby regain strength and regain lost weight.

Child older than 6 months: 

The mother should breastfeed more frequently, and offer an extra meal or snack every day for a period of 2 weeks.

Session 3-5:  Essential Newborn Care

Objectives:  at the end of this session, participants will be able to:

· Help/advise families and mothers on home care of newborns

· Identify low birth weight babies and know what actions to take

· Identify newborn babies who need referral services

Time: ( 30 minutes

Activity 3-4a:
Reflection on newborn care in the community and introduction to essential newborn care 

Activity 3-4b:
Definition and problems of LBW newborns and special care for LBW babies 

Materials:  Flip chart, marker
Activity 3-4a:  Reflection on the newborn care in the community and introduction to essential newborn care 

Activities:  

· Present the importance of providing care for newborn babies, referring to Facilitator's Note 30.

· Ask the participants about the current practices of newborn care in their communities.

· Explain the essential newborn caring practices and show them the pictures in the Family Health Card associated with each practice.  Refer to Facilitator's Note 31.

· Compare each practice with the current practices in the community, and ask what they think about each caring practice.

Facilitator's Note 30 - Neonatal death and low birth-weight

· 24% of all under-five deaths in Africa occur during the neonatal period.

· About half of these neonatal deaths occur during the first 24 hours of life.  

· Neonatal mortality is 2.5 to 7 times greater for non-breastfed babies than for breastfed babies.

· Low birth weight, which is associated with increased infant mortality, is directly related to the health and nutritional status of the mother before and during pregnancy.

Facilitator's Note 31 - Essential Newborn Care

	Messages
	Pictures from FHC
	Additional Information

	Mother/Father:  Ensure that you have the following three necessary clean items ready in the house before your baby is born to protect yourself and your baby from infection.  The three clean items are:

1. Soap for the delivery attendant to wash her hands

2. A clean surface you will lie on when you deliver

3. A new, clean razor blade and a clean cord to cut and tie the umbilical cord
	
[image: image22.png]




	

	Mother/Delivery Attendants:  Cut the umbilical cord with a clean razor and tie it with a clean tie to protect the baby from infection.
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	Mother/Delivery Attendants:  Cover the umbilical cord with a clean cloth and avoid putting butter, dung, etc. on it to protect the baby from infection.
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	Mother/Delivery Attendants:  Delay bathing the baby for at least one day after delivery to protect the baby from exposure to cold
	
	Newborns can become cold very quickly, so it is important to keep the baby warm.

	Mother/Delivery Attendants:  Dry the baby with a clean cloth to protect the baby from exposure to cold.
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	Mother:  Put your baby on the breast immediately after birth, even before the placenta is expelled, to stimulate your production of milk.
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	· Colostrum contains many important factors which will protect your new baby from disease.

· Immediate breastfeeding within one hour of birth will help to expel the placenta and reduce post-partum bleeding.

	Mother/Delivery Attendants:  Hold the baby close to your body to protect him/her from cold and keep him/her warm.
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	Newborns can become cold very quickly, so it is important to keep the baby warm.  

	Mother/Husband/Delivery Attendants:  Dress the newborn baby warmly and wrap the baby’s head and feet with cloth to protect him/her from cold and keep him/her warm.
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	Father/Grandmother/Mother:  If your baby has difficulty in breathing, refuses to breastfeed, has fever, or is too cold, immediately take him/her to the nearby health facility to receive proper check up and treatment from health workers.  
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	In the presence of danger signs, newborns require special medical care.  In that case, caretakers should immediately seek medical care. 


Activity 3-4b:  Definition and problems of LBW newborns and special care for LBW babies 

Activities:
· Present the definition of LBW, how to identify LBW babies, and common problems of associated with LBW, referring to Facilitator's Note 32.  

· In plenary, ask the participants about the appropriate home care for LBW babies.  Present each of the care practices listed in Facilitator's Note 33.

Facilitator's Note 32 - Identification and management of low birth weight babies

Identification of a LBW baby:

· Definition:  Low birth weight means less than 2,500 grams at birth; very LBW means less than 1,500 grams.

· LBW babies are thin and have very little fat under the skin.

Common problems observed in LBW babies:

· Breathing problems

· Low body temperature

· Low blood sugar

· Feeding problems

· Infections

· Yellow discoloration of eyes and body (jaundice)

· Bleeding problems

Refer all newborns with the following danger signs to health facility:

· Breathing problems

· Feeding difficulties or not sucking

· Feels cold

· Fever

· Red, swollen eyelids and pus discharge from the eyes

· Redness, swelling, pus, or foul odor around the cord or umbilicus

· Convulsions/fits

· Jaundice/yellow skin

Facilitator's Note 33 - Care of Low Birth weight Babies

· Initiate breastfeeding immediately after birth. 

· Dry the baby with a clean cloth to protect the baby from exposure to cold.

· Delay bathing the baby for 1-2 days to protect the baby from exposure to cold.

· Keep the baby in continuous skin-to-skin contact with the mother. This helps the baby maintain a good temperature, improves the baby’s breathing and strengthens the love and bonding between a mother and her baby.

· Cover the head of the baby with cloth and make sure the baby is warm.

· Refer all LBW babies to HEW.

· HEW should refer all Very Low Birth Weight (VLBW) babies and those LBW babies with the following problems to the Health Center:

· blue tongue and lips

· breathing problems

· not feeding or sucking well

NB: Optimal feeding is key for LBW newborns

The mother’s breastmilk is best for the low birth weight baby:

· It has more protein so the baby can grow.

· It protects the low birth weight baby from infection.

· Giving a bottle increases the baby’s risk of getting an infection or diarrhea. 

Low birth weight babies get tired easily and have a small stomach, so they cannot feed for a long period of time. The low birth weight baby needs to be breastfed very often.

· Express a few drops of milk onto the nipple first.

· Give the baby short rest periods during breastfeeding.

· If the milk comes too fast for the small baby and the baby gags or spits, take the baby off the breast; hold the baby upright for a few minutes and then put the baby back on the breast after the letdown of milk has stopped.

· If the baby does not have a strong suck or energy to suck, express breastmilk and feed with a cup.

Session 3-6: Community Led Total Sanitation (CLTS)
Objectives: At the end of the session, participants will be able to:

· understand the basic concepts and terms of CLTS
· internalize the guiding principles of CLTS
· understand different tools of CLTS, their use and how to apply them in CLTS
Time: ( 40 minutes
Activity 3-6a: Elements of CLTS

Activity 3-6b: Guiding Principles in CLTS Approach

Activity 3-6c: Tools

Activity 3-6a: Elements of CLTS

Objective: By the end of this session participants will be able to understand the basic concepts related to and definitions of SHAME; DISGUST; and FEAR and their relationship to CLTS as basic elements

Methods to be used

· Self-Reflection;

· Small Group discussion; and 

· Plenary discussions. 

· PP-Presentation; 

Activities:

· Ask the participants to close their eyes, concentrate to organize their knowledge and thought about concepts related to “Shame”, “Fear”, and “Disgust” reflect/write down their thought on their notes.

· Form small groups (7-12 individuals in one group) and share everyone’s thought to the group members and refine their thought about the concepts according to the group’s consensuses.

· Ask the group representatives to present, using flipchart, the consensus reached by the group to the participants for plenary discussion

· Present concepts related to “Shame”, “Fear”, and “Disgust” using power point slides.
Shame:

Shame is a painful sensation excited by a consciousness of guilt, or of having done something which injures reputation. 

In the beginning, there was no shame. Genesis tells us that Adam and Eve ‘were both naked, the man and his wife, and were not ashamed.’ Having eaten the forbidden fruit, however, they knew of their nakedness and sought to hide it. Shame thus came into existence, along with mortality, physical toil, and the pains of childbirth. In the Bible, shame is intrinsically connected with both the body and wrongdoing, or more precisely with self-consciousness of one's body and awareness of wrongdoing. Once they had disobeyed God, Adam and Eve became ashamed of their nakedness and disobedience and took cover.

Through proper management and careful manipulation, sham has been deemed crucial in pedagogical practice and theory, especially in times when physical punishment was thought inefficacious or aberrant. John Locke (1693) urged parents to stop from beating their children and encouraged them to use the softer, but more effective, ways of shame to teach their children

Fear

Fear is an emotional response to tangible and realistic dangers. Fear should be distinguished from anxiety, an emotion that often arises out of proportion to the actual threat or danger involved, and can be subjectively experienced without any specific attention to the threatening object.

Fear can be described by different terms in accordance with its relative degrees. Personal fear varies extremely in degree from mild caution to extreme phobia and paranoia. Fear is related to a number of emotional states including worry, anxiety, terror, fright, paranoia, horror, and panic (social and personal).

Disgust
Repugnance to what is offensive; aversion or displeasure produced by something loathsome; loathing; strong distaste; -- said primarily of the sickening opposition felt for anything which offends the physical organs of taste; now rather of the analogous repugnance excited by anything extremely unpleasant to the moral taste or higher sensibilities of our nature; as, an act of cruelty may excite disgust.
Activity 3-6b: Guiding Principles in CLTS Approach

Objective: By the end of this session participants will be able to internalize the guiding principles of CLTS and their relationship to CLTS.

Methods to be used

· PP-Presentation

· Role Play

· Plenary discussion

Activities:

· The participant select one among them and assign him/her to act as good facilitator
· Group of people are selected from the participants and act as the community members who are willing to make discussion among themselves with the help of the facilitator

· The remaining participants are assigned as observers, they are provided with check list which indicate good qualities of a facilitator. 

· The facilitator facilitates the discussion among the community members on the sanitation situation of their village.

· Using the check list provided observers observe the strength and weakness of the facilitator while he/she is facilitating the discussion

· Observers provide their feedback to the facilitator during the plenary discussion time.

· Finally PP presentation will be made on the basic guiding principles in and major shift mad by CLTS approach.
Guiding Principles:

· To facilitate not to dictate;  

· Let people design toilets not rely on just the “engineers”;  

· Push less money or hardware; (Capacity building, follow-up motivating by reward, etc) 

· Be culturally insensitive and do not use nice words about “shitting in the bush”;  and

· Let people Monitor  and follow the progress towards the state of open defecation 
· Use Open Defecation status (as opposed to number of latrines and other indicators) as key indicator. 
Major Shift Made by CLTS 

Major shifts needed from the traditional sanitation approach to CLTS are shown in the following table:

	Areas of major shift
	Traditional Sanitation
	CLTS approach

	Latrine designers are:  
	Outsiders; professional engineers. 
	Insiders and community engineers 

	Indicators for measurement of changes 
	Number of latrines built 
	Number of ODF communities 

	Major inputs 
	Sanitary hardware, subsidies those are expensive 
	Software/ training and capacity building 

	Outsider’s role 
	Teaching, advising, prescribing and supplying hardware 
	Facilitating a process of change and empowerment 

	Major emphasis given on 
	Toilet construction 
	Empowerment of people 

	Mode of learning
	Verbal
	Visual/by doing

	Role of community
	Passive recipient of ideas, technologies and subsidies 
	Active analysts and innovators 

	Outsider’s attitude, motive and intention towards insiders 
	Helping, donating, philanthropic 
	Agents of triggering local empowerment and initiators of collective local action 


Activity 3-6c: Tools

1. Transect Walk

Objective:

By the end of this session participants will underst what transect walk is; its use and how to apply it in CLTS. 

Transect walk (CLTS Photo 122-124)

Transect walk is Walking with community members through the village from one end to the other, observing, asking questions, and listening to each other. For more detail look at Facilitator’s Note 15, page 28.

2. Sanitation Mapping (Community mapping)

Objective:

By the end of this session participants will understand what Village Sanitation Mapping is, its use and how to apply it in CLTS. 

Sanitation Mapping (Community mapping)

Sanitation mapping is a simple drawing of the village showing households, latrines, sites for open defecation under normal condition and in case of emergencies, resources and institutions in the village.  It is used to stimulate discussion among the villagers and to make all community members involved in the process. For more detail look at Facilitator’s Note 15, page 27.
3. Shit Calculation

Objective:

By the end of this session participants will understand what shit calculation is; its use and how to apply it in CLTS. 

Shit calculation

How much human excreta is being generated per individual, per day, per week, per month, and per year, etc in each household and in the village at large. Households can use their own methods and local measures for calculating how much feces they are contributing to the problem in the village. 

Purpose: 

· Calculating the amount of feces produced in a village can help the villagers to illustrate the magnitude of the sanitation problem they are living in. To visualize the mountain made of feces.

· Appreciate the family who produces more shit

· Encourage the community to announce the amount of shit produced together

4. Flow Diagram:

Objective:

By the end of this session participants will have the knowledge about what is happening to the calculated amount of shit in the village and how it is contaminating their food, drinking water and the air they are breathing.

Flow Diagram

 Where does all the calculated shit go? (Air pollution, food and water contamination, etc) 

Purpose:

· To discus the role of running water, chicken and birds, flies, people, cattle and other animals, wind, etc. in contaminating the surrounding air, food and drinking water in the households.

· What are the possible effects of having so much shit on the ground, mixed with their food and drinking water? 

5. Glass of Water Exercise 

Objective:

By the end of this session participants will understand what Glass of Water Exercise is; its use and how to apply it in CLTS. 

Methods:
· PP-Presentation; 

· Role-play and 

· Field practice

Process in Glass water exercise: 

· Ask a glass of water (preferably use your own glass or plastic bottle) fro one of the households near by.

· Ask somebody to drink (Usually they drink it with out refusing)

· Using a single hair take little amount of shit and mix it with  the water brought and ask the same person to drink again (usually they are not willing) 

· Ask why he/she refused to drink

· Relate the calculated amount of shit and the flow diagram (the role of flies) and how it is contaminating their food and drinking water. 
Purpose:

· To let the community know, in a concrete way, that they are eating and drinking each other’s shit.

Major Activities during Triggering/Ignition using PRA tools: 

1. Defecation area transect 

2. Sanitation mapping (defecation area mapping) 

3. Collective calculation of shit and drawing and discussing flow diagrams

4. Visual tools for accumulation and spread of feces through different agents/vehicles

5. Planning for collective and household action and implementation

Considering children as agents of change
Session 3-7:  Maternal Nutrition and Iron Supplementation
Objectives:  At the end of this session, participants will be able to:

· Describe the malnutrition cycle

· Reinforce the importance of maternal nutrition to break the cycle of malnutrition 

· List key messages on maternal nutrition

· Know the roles of HEWs and CHWs in iron-folic acid supplementation

Time:  ( 30 minutes

Activity 3-7a:
Maternal Nutrition (20 min)
Activity 3-7b:
Iron-Folic Acid Supplementation (10 min)
Materials: 

· Prepared flip chart with the diagram from Facilitator's Note 34
Methodology:  Brainstorming and plenary discussion

Activity 3-7a:  Maternal Nutrition 

· Brainstorm with the participants with the two questions: 

1. “What are the periods in a girl’s life cycle that affect the nutritional status of women?”

2. “Why is it important to promote adequate nutrition of adolescents and pregnant and lactating women?”

· Write the answers on the flip chart and discuss.

· Present the intergenerational malnutrition cycle, referring to Facilitator's Note 34 and the prepared flip chart.

· Ask the participants to reflect on the feeding and care practices of pregnant and lactating women in their community.

· Present the key messages on women’s nutrition in Facilitator's Note 35.  Ask participants to refer to the FHC and repeat key maternal nutrition messages. 
· Ask participants to brainstorm and discuss the barriers to practicing the key nutritional behaviors and how to overcome these barriers.
Activity 3-7b:  Iron-Folic Acid Supplementation
· Present the roles of CHWs and HEWs in iron-folic acid supplementation:

1. CHWs should mobilize pregnant women to go to the health post to get iron-folic acid supplements during the last 6 months of pregnancy.  They should also follow up with women to make sure that they take the supplements daily.  

2. HEWs are responsible for distributing the supplements through the health post.  They should provide pregnant women with 30 pills each month during the last 6 months of pregnancy.

Facilitator's Note 34 - Intergenerational cycle of malnutrition
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The cycle of malnutrition is perpetuated across generations. When a woman is malnourished, the next generation may also suffer from malnutrition and poor health. 

· Girls are low birth weight at birth.

· Girls become underweight and stunted during infancy.

· Some girls have their first pregnancy during adolescence.  Many women are undernourished, have close spaced pregnancies, and have heavy workloads during pregnancy and breastfeeding periods. 

· Undernourished women often have low birth weight babies, thus continuing the intergenerational cycle of malnutrition.

Therefore, good nutrition is needed in all stages of life - infancy, childhood, adolescence, and adulthood, especially for girls and women - to break the cycle of malnutrition.

Facilitator's Note 35 - Key Messages for Ethiopia on Women’s Nutrition

	

	1. Husband

Ensure that your pregnant wife has one additional meal every day to maintain her strength.

Supporting information
· Pregnant women need to eat a variety of foods, particularly animal products (meat, milk, eggs, etc), plus fruits & vegetables.

· Ripe papaya & mango, orange, carrot & pumpkin are especially good.

· Pregnant women need to eat more food than usual rather than decrease their intake.

2. Husband

Make sure your pregnant wife gets iron/folate tablets to maintain her strength during the pregnancy.

Supporting information

· Ask a Health Worker for iron/folate tablets to be given to your pregnant wife over a six month period.  

· Pregnant women have increased needs for iron.

· Iron/folate pills are important to prevent anemia in a pregnant woman and will help to keep her and the new baby healthy.

· Liver is also a good food source of iron for pregnant women.
3. Husband

Make sure your pregnant wife gets de-worming pills once in the second or third trimester of pregnancy.

Supporting information

· Ask a Health Worker for mebendazole (500 mg) to be given once to your pregnant wife in the second or third trimester of pregnancy.

· Intestinal worms can cause anemia which leads to tiredness and poor health. 
4. Husband

Ensure that your wife who is breastfeeding has two extra meals a day to maintain her health and the health of the baby.

Supporting information
· To maintain their health breastfeeding women need to eat a wide variety of foods, particularly, animal products (meat, milk, eggs, etc), fruits and vegetables.

· Ripe papaya & mango, orange, carrot, and pumpkin are especially good for the mother.

5. Mother 

Take Vitamin A supplementation within 45 days of delivery for the baby’s health and strength. 

Supporting information

· Ask a Health Worker for Vitamin A supplementation after the birth of the baby.

· Taking a Vitamin A capsule will enrich the mother’s breastmilk with important nutrients to keep the baby healthy and strong.

6. All family members

Sleep under insecticide treated net (ITN), especially pregnant women and children, to prevent getting malaria.

Supporting information

· Malaria  causes anemia which will make members of your family unwell and very tired




Session 3-8:  Growth Monitoring and Promotion

Objectives:  At the end of the session, the participants will be able to:
· Explain GMP and the importance of monitoring the weight of children less than two years of age

· Use the family health card and child growth chart 

Total Time:  ( 1 hour
Activities:  

Activity 3-8a
Importance of growth monitoring and promotion (15 min)

Activity 3-8b
Importance and use of Family Health Card (15 min)

Activity 3-8c
The child growth chart for boys and girls (15 min)

Activity 3-8d
Assessing right age using local events calendar (15 min)

Activity 3-8a - Importance of growth monitoring and promotion
Time:   ( 15 minutes
Materials:  Flip chart, markers, masking tape
Activities:

· In plenary, ask the participants, “How do you know if your child is growing well or not?”

· Explain the purpose and importance of GMP, referring to Facilitator's Note 36 and Facilitator's Note 37.

Facilitator's Note 36 - Growth Monitoring and Promotion Concept and Purpose

Considering the huge number of children affected by mild-to-moderate malnutrition, which is often invisible, great benefits can be expected from GMP.

GMP is a simple and powerful tool to: 

· Monitor the growth of children

· Detect growth faltering early (before it becomes too late!)

· Assess and make the growth pattern of  a child visible to the parents and the community

· Help parents and community to analyze causes of malnutrition/growth faltering in their own context

· Encourage parents and community to take appropriate and doable actions to improve the growth of a child

GMP includes: 
· Monthly measuring of weight

· Plotting the weight on a growth chart to make abnormal growth visible. 
· Where growth is abnormal, caretakers/family/community take action, with support from health professionals and other technical resources.  

· It is not the position of the child on the growth chart (above or below the red/black line), but the direction of growth (gaining or not gaining sufficient weight) that is important.

· As a result of these actions, the child's nutrition improves.

Target is children from birth up to 2 years of age because:

· The first two years are a period of rapid growth and development (both physical & brain development take place) 

· It is a period of vulnerability to malnutrition and infection

· Nutritional insult during the first two years will end up in far reaching consequences, that are difficult to reverse, such as:
· Irreversible stunting (reduced height)

· Decreased productivity 

Facilitator's Note 37 - GMP and the Triple-A Cycle

Growth monitoring and promotion embodies a cyclic process called the “Triple-A Cycle.”

1. Assessment:  weighing of children on a regular basis and assessing children’s growth by comparing current month’s weight to previous month’s weight and growth.

2. Analysis:  identification of the causes of good or poor growth of the child and possible solutions that could be sought.

3. Action:  counselling the mother/caregiver about possible causes and making suggestions about the relevant actions. Ideally these actions are feasible and taken by the caregiver and the household. After some time, the child is weighed again, and re-assessment is made followed by a new analysis and a new action as necessary.
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Activity 3-8b - Importance and use of Family Health Card 

Time:   ( 15 minutes 

Materials:  Flipchart, marker, Family Health Card
Methodology:

· Provide a Family Health Card to each participant. Explain its importance, the information that should be filled out, and what it contains, referring to Facilitator's Note 38.

· Ask for questions.
Facilitator's Note 38 - Importance of Family Health Cards for children's health and nutrition

Child growth charts are found in the Family Health Card which is given to every newborn.  The Family Health Card has the following benefits:

· It helps in counselling and monitoring growth.

· It contains age-appropriate key feeding messages and danger signs.

· It contains actions that caretakers can easily carry out for their babies and the mother.

Key information included in the FHC include:

· Growth charts for boys and girls

· Age-appropriate feeding messages

· Danger signs that require referral

· A place to record immunizations received


CHW should advise the mother to:

· Keep this chart in a safe place and bring it with you whenever you bring your child for growth monitoring.

· Try to share the information in the Card with other family members.

When a mother receives a Family Health Card for her child, CHW should write the following information on first page of the FHC by asking questions of the mother and reviewing any relevant documents that the mother may have, such as a birth certificate:

· Child’s name, sex

· Date of birth

· Birth weight (if known)

· Family name

· Household no.

The mother and/or father should also sign the FHC as a sign of commitment to their child.  

To help CHW follow up actions from session to session, she can use the following method:
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Each key message in the FHC 

is identified by a number in a box.  

When CHW counsels the mother 

on a message for the first time, 

she should mark the box.  
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The second time she counsels on 

this message, she should mark 

again.  
And finally, when the mother has 

adopted the behaviour indicated, 

CHW should shade in the box.  

Activity 3-8c – The child growth chart for boys and girls
Time:  ( 15 minutes

Materials:  Family Health Card
Activities:

· Ask participants to turn to the growth charts for boys and girls in the Family Health Card.  Describe its different parts and how to use it.  (Remind participants that use of the growth charts is covered in more detail later.) 

· The growth chart shows the age along the bottom and the weight along the left.  Each month, CHW should plot the weight and age of the child.  This weight will be compared to the growth curves shown on the chart to determine the child’s nutrition status.

· Each month, CHW will also assess whether the child has grown sufficiently.  Above the months, on the bottom axis, there are circles which are used to track whether there is sufficient growth from month to month.

· Also explain what information a CHW should provide to mothers/caregivers during their first GMP visit:

· Growth charts for boys and girls are found in the Family Health Card.

· Depending on the sex of the child, the boy’s or girl’s growth chart should be used.  

· The chart is used to record your child’s growth and health.  Every month when you come for GMP, your child will be weighed, and the measurements will be recorded on the growth chart.  

· It helps you to assess whether your child is growing well or not.  You want your child’s weight to be above the lower red line.

· Keep this chart in a safe place and bring it with you whenever you bring your child for growth monitoring.

· Ask for questions.

Activity 3-8d - Assessing right age using local events calendar
Time:  ( 15 minutes

Materials:  Paper and markers
Methodology:

· Plenary discussion

· Developing local events calendar

Activities:

· Tell participants the importance of assessing the right age of children being weighed:  The right age must be known, or the nutritional status of the child may be wrongly classified.  
· Ask them how they would find out the age of a child.
· Discuss the following:
· Parents may not know the age of their children.
· Therefore, CHWs must figure out the correct age by questioning the mother about when the child was born.  
· If the mother does not know the birthdate, then CHWs must estimate the correct age of the child.  This can be done by asking about the significant events/holidays which occurred around the time the child was born.  
DAY 4
Session 4-1:  Growth Monitoring and Promotion (continued)
Objectives:  At the end of the session, the participants will be able to:
· Use the family health card and child growth chart 

· Use and maintain the weighing scale

· Demonstrate how to properly weigh a child

· Plot the weight on the child growth chart
· Explain how to prepare a weighing basket
· Interpret weight for age data

· Assess weight gain between two successive weight measurements

· Analyse possible causes of underweight or abnormal growth trend

· Counsel care providers and negotiate for doable actions

· Explain criteria for referral

Total Time:  ( 5 hours 
Activities:  

Activity 4-1a
Weighing of a child and recording weight in the GMP register (30 min)

Activity 4-1b    Preparation of weighing baskets (30min)

Activity 4-1c 
Learn how to plot on growth chart/classify nutritional status (30 min)

Activity 4-1d
Practice on weighing children and classifying nutritional status (30 min)

Activity 4-1e 
Demonstrate how to assess weight gain or growth trend (30 min)

Activity 4-1f 
Analyzing possible causes of undernutrition or abnormal growth trend and counselling and negotiating for action (1 hr 20 min)

Activity 4-1g
Review the GMP data needed for monthly reporting (10 min)

Activity 4-1h    Take actions after interpreting weight gain and nutritional status (60min)

Activity 4-1a: Weighing of a child and recording weight in the GMP register

Time:  ( 30 minutes

Materials:

· Weighing scale and basket

· GMP register

· Sharp pencil 
· GMP Step-by step guide
Activities:

· Explain to the trainees how to fill in and use the GMP register.  (Refer to Facilitator's Note 39 for detailed steps.)

· Demonstrate to the participants the proper steps of weighing a child. (Ask the HEWs to refer to the GMP Step-by-step guide.)

Facilitator's Note 39 - How to fill in the GMP register

After community mapping and identification of children under two years of age, CHW has to list all children under 2 in the GMP register. The register is designed for about 30 children to cover the number of children under 2 years expected in 50 households, including new births within one year. If the number exceeds this, she can use a second register.  The trainees can fill the register using the following steps.

For the first month,

1. Fill the name of the Region, Woreda, Kebele, Gotte.

2. Fill the name of the sub-gotte if there is a name. 

3. Fill CHW’s name and Date, Month and Year of the weighing session.

4. Fill Names of all children under two years of age who have been identified.

5. Fill HH number (as given during Community Mapping or following HH number if CHW has already given each HH a number).  

6. Fill in the date of birth if available for all children

7. Fill in age in months - Calculate completed months.

8. Make sure that weight of the child is recorded in the right girl or boy column. 

9. After assessing the nutritional status using the growth chart, record this in the register. 

10. Total the number of children. 

11. Total the number weighed, number normal weight, number underweight and number severely underweight for boys and girls separately. 

12. Fill in the reporting of growth monitoring, tear it at the dotted line, and give it to HEW 

For the second month,

1. Turn page after the tear away reporting format has been submitted to HEW. 

2. Add any child newly born to the register. Fill HH register. 

3. If any family with children under 2 have moved in to the community, add these children and HH number.

4. Remove children who have completed 24 months, children who have moved from the community. This is done by just circling the corresponding child number.

5. Similarly circle the child number if there has been any child death in this age group.

6. Now do a fresh total. 

7. Record the age in month. For children for whom this was calculated last month, just add one more month and record. For new children, find date of birth and calculate age in months and record.

8. Weigh children and record weight.

9. Assess nutritional status using chart and record in the register in the right column. Use a √ mark or X mark.

10. Assess weight gain and fill the circle following the same instructions as for filling the circles in the chart.

11. Count the number of children weighed, number Normal, number Underweight and number severely underweight for boys and girls separately. 

12. Count the number of children with no weight gain or weight loss and fill the appropriate column.

13. Fill in the reporting of growth monitoring to be given to HEW.
Facilitator's Note 40 - Steps for proper weighing of a child during growth monitoring

1. Hang the weighing scale from a tree branch or ceiling beam strong enough to withhold up to 25 kg.

2. Attach the weighing basket to the scale and adjust the scale to zero by moving the knob at the back of the scale. Then remove the basket from the scale.

3. Welcome and explain to the mothers the purpose of the weighing session, for example, to see how the child is growing, or how the child is responding to changes that have been made in his feeding or care.

4. Start calling the mothers one by one.

5. Ask the mother to help you remove the child’s heavy clothes and shoes.

6. Ask the mother to hold the child and place him/her in the basket.

7. Make sure the hook holds the strap firmly and gently lower the child and allow the basket with the child to hang freely. 

8. Wait for the needle to stop moving and read the weight to the nearest 0.1 kg. Read the weight loud enough for the mother to hear.  Hand the child back to the mother or caregiver.  If the child is struggling, try to calm the child with the help of the mother. If the child becomes very upset, give the child to the mother and wait for few minutes. 

9. Register the weight on the GMP register, in the appropriate columns for boys or girls.

NB:  Don’t round off the weight to 0.5 or 0.0. This can change the assessment completely. For example, if the weight read is 6.2, do not register it as 6 or 6.5; rather, register it as exactly 6.2. 

Activity 4-1b – Preparation of weighing baskets
Time:  ( 30 minutes

Materials:

· One 50 kg sack

· 2 m rope

· Needle and thread

· Small scraps of fabric

Activities:
· Explain to trainees which materials can be used for weighing baskets and which materials should not be used.

· Explain why communities should make their own weighing basket and not depend on outside supplies.

· Demonstrate how to prepare the basket.  

· Inform all trainees that they must buy the materials and prepare a weighing basket as homework. All trainees must have the weighing basket ready by Day 6 when they practice GMP in the field.

Activity 4-1c - Learn how to plot on the growth chart and classify for nutritional status
Time:  ( 30 minutes

Materials:

· Pencil with eraser

· FHC
· Plotting exercise (6 case studies)

Activities: 
· Demonstrate to the participants how to plot the weight of a child and classify the child’s nutritional status using the two case studies in Facilitator's Note 43 below.
· Divide participants into 6 small groups and provide the data from the 6 case studies from weighing session 1 (Facilitator's Note 44). Each group member (individually) should fill out the FHC, plot the points, and classify the weight status.  The information should also be recorded in the GMP register.  

· When done, compare and discuss the answers within each group. 
Facilitator's Note 41 - Plotting the weight

· Plot on the appropriate growth chart (pink for girls and blue for boys) in the Family Health Card.

· Look at the bottom axis of the child growth chart to locate the column corresponding to the current age of the child in years and months, and write down the month of the growth monitoring session.

· In the same column, count each big square for each kg and the small square for each 0.2 kg to locate the point corresponding to the weight of the child and mark a dot.
Facilitator's Note 42 - Classify for weight-for-age or nutritional status

· If the dot falls anywhere between the two red lines of the growth chart, the child is of normal weight (NW).

· If the dot falls anywhere between the between the lower red and black lines of the growth chart, the child is underweight (UW).

· If the dot falls anywhere below the lower black line of the growth chart, the child is severely underweight (SUW).

· Record the child’s nutritional status on the GMP register.
Facilitator's Note 43 – Sample case studies 

1. Abera is a 1 year and 1 month old boy who weighs 7.5 kg during the first weighing session. Plot his weight on the growth chart and decide his nutritional status.

2. Martha is a girl who was brought for the GMP session at the age of 7 months, and her weight is 5.2 kg. Plot her weight on the growth chart.  How would you classify her weight-for-age?

Facilitator's Note 44 - Case studies for plotting and classifying nutritional status and weight gain/growth trend

	
	Bekele (m)
	Abebech

(f)
	Chala

(m)
	Aregash (f)
	Mohamod 

(m)
	Sara

(f)

	Date of birth
	04 Jan 08
	29 Sept 07
	02 Apr 08
	10 Dec 06
	01 May 

07
	27 May 07

	Weighing Session 1 

(01 Jul 08)
	7.0 kg
	6.8 kg
	4.6 kg
	9.0 kg
	7.6 kg
	9.0 kg

	Weighing Session 2 

(01 Aug 08)
	Absent
	6.4 kg
	5.0 kg
	Absent


	7.9 kg
	Absent

	Weighing Session 3 

(01 Sept 08)
	7.1 kg
	Absent
	5.3 kg
	9.8 kg
	8.1 kg
	8.2 kg

	Weighing

Session 4 

(01 Oct 08)
	7.2 kg
	6.5 kg
	5.6 kg
	10.1 kg
	8.3 kg
	8.0 kg


Listed below are sample issues to raise for each case.  Although there are no “right” answers for the case studies, facilitators may need to probe participants to fully analyze the cases, rather than jumping to simple conclusions.

1. Bekele:  He was normal weight at 5 months, but growth was inadequate at 7 and 8 months.  CHW should recognize that this is around the time when complementary feeding should begin.  Key questions to ask:  what is he eating, how often, etc.  Has he been sick? (Beginning complementary feeding may also increase frequency of diarrhoea if food is not prepared hygienically.)

2. Abebech:  Weight loss.  Key question to ask is whether she has been sick.  Showed some growth at Session 4.  Look for root causes:  It is possible that she is beginning to crawl, and this can make her sick more frequently.  CHW should discuss environmental hygiene around the household.  She should also counsel on appropriate feeding during illness, and extra feeding for catch-up growth.  

3. Chala:  He was normal weight at Session 1 and underweight at Sessions 2, 3, and 4. There is growth, but insufficient growth, each month.  As the child is under 6 months, questions should be targeted towards breastfeeding:  Is the infant being breastfed?  Exclusively breastfed?  How often?  There may be issues related to time/mother’s workload involved.  CHW should also check on proper breastfeeding technique and ask about any illnesses.  

4. Aregash:  Child is normal weight and growing sufficiently every month.  Counselling should focus on encouraging the mother to continue the good practices.  Ask about what the child is eating—recommend good complementary foods to ensure that the child is not only eating enough but also getting enough nutrients.  

5. Mohamod: Child is consistently underweight, but is growing sufficiently each month.  CHW should ask the mother about care and feeding practices.  If they seem appropriate, encourage the mother to continue giving appropriate foods.  There may be underlying stunting that is causing consistently low weight-for-age.  Encourage the mother to feed more often/more food, as the child is still young and stunting may still be able to be corrected.  

6. Sara:  Though the child is consistently within the normal weight range, she clearly lost a lot of weight from Session 1 to Session 3, and the weight loss is continuing, though not so significantly.  Ask about recent or chronic illnesses and feeding habits.  There could be problems of insufficient complementary foods/feeding frequency, or there may be illness, perhaps related to the hygiene of the household environment or food.  

** Weight loss at each session indicates that she needs to be referred.  

Activity 4-1d: Practice on weighing children and classifying nutritional status

Time:  ( 30 minutes

Materials:

· Weighing scale and basket

· GMP register

· Sharp pencil 
· GMP Step-by step guide
· FHC
Advance Preparation:

The facilitator should arrange for a few mothers with children under 2 to bring their children to this session for weighing.  

Activities:

· Assign the participants to work in pairs. Each pair should measure the weight of at least two children. In each pair:

· One person weighs the child/records in the register, while the partner should check her steps against the instruction list (Facilitator's Note 40).  

· After the process is completed, point out if any mistakes were made.

· Take turns and repeat until both can follow the proper steps without any confusion/mistakes.

· Ask participants to record weight in the GMP register, plot the weight on the appropriate growth chart (boy or girl), and classify the nutritional status of the child.

Activity 4-1e – Demonstrate how to assess weight gain or growth trend 

Time:  ( 30 minutes

Materials: 

· FHC

· The same 6 case studies used for plotting

Activities:

· Demonstrate how to assess weight gain or growth trend using the enlarged plotted growth charts with different growth trends and nutritional status.  Ask the participants to refer to the GMP step-by-step guide.  

· Divide participants into 6 small groups and provide Case Studies 1 to 6. The groups should practice interpreting weight gain or growth trend and give group feedback. 

Facilitator's Note 45 - Importance of weight gain

Emphasize that it is not the position of the child on the growth chart (above or below the line), but the direction of growth or weight gain (gaining sufficiently, gaining but not sufficiently, not gaining, or losing) is the most important. 

Facilitator's Note 46 - Interpretation of weight gain or growth trend

On the second and subsequent weighing sessions, check for weight gain. Weight gain or growth trend is assessed by connecting the current dot and the previous dots on the growth chart with a line and looking at the direction of the line.  The weight gain status is recorded in the circle at the bottom of the growth chart (above the month), as well as in the GMP register.  

If the line is directed horizontally or flat (see Fig 1), it indicates there is no weight gain.  Leave the circle blank. This shows that there are factors negatively affecting the normal growth of the child. Discuss with the mother using Triple ‘A’ to analyze possible causes of the problem and provide careful counselling.

If the line is directed downward (see Fig. 2), it indicates weight loss. In this case also, leave the circle blank. This pattern is very dangerous and immediate actions are needed. If appropriate action is not taken, the child’s survival, growth and development will be at risk. Discuss with the mother using Triple ‘A’ to analyze possible causes of the problem and provide careful counselling.

If the line is directed upward, it indicates that the child is gaining weight. You have to assess whether the weight gain is sufficient or not. For this, you need to compare the direction of the child’s growth curve (the line you drew connecting the weight for the current month with the weight for the last weighing session) with the standard growth curve above the child’s growth curve in the chart.

· If the distance between the two lines is wider this month than in the previous month, or if it is equal both months, there is insufficient weight gain.  Have the mother fill in half of the circle on the chart. (see Fig. 3).  Discuss with the mother using Triple ‘A’ to analyze possible causes of the problem and provide careful counselling.

· If the distance between the two lines is equal or narrower this month than in the previous month, there is sufficient weight gain.  Have the mother fill in the whole circle on the chart (see Fig. 4).  Encourage her and discuss any health/nutritional/feeding problems or concerns that she has.

   Fig 1: No weight gain 


         Fig. 2: Weight loss
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   Fig 4: Insufficient weight gain                  Fig 3: Sufficient weight gain                      
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Activity 4-1f - Analyzing possible causes of undernutrition or abnormal growth trend, and counselling and negotiating for action
Time:    ( 1 hour 20 minutes

Materials: 

Flip chart with the 8 steps of analyzing causes and counselling (Facilitator's Note 47) 
Activities:
· Using the GMP Step-by-step Guide, present the actions to take after the growth chart is filled out during GMP.  

· Present the steps for analyzing the causes of weight loss, no weight gain, and inadequate weight gain/counselling, referring to the handout.  

· Explain the purpose of each step so that the trainees do not blindly ask questions but understand why these questions are asked and in what sequence these questions need to be asked. They can slightly modify the question, but the question should serve the same purpose. Sometimes you have to simplify and know what the local terms are. 

· Ask participants to read the notes many times so that they are familiar with the information that they have to get from the mother, and how to involve the mother in finding solutions.  
· Provide the handout with 3 role plays to the participants.  Divide the participants into 3 groups.  Ask them to read the role plays and prepare to present.
· Allow each group to present, and lead plenary discussion on observations from the role plays.  

Facilitator's Note 47 - Steps of analyzing causes and counselling
1. Tell the mother the current weight of the child and his/her growth trend. Explain whether the child is gaining weight or not and then if the child is malnourished or not.
2. Discuss with the mother/caregiver through the following steps to identify the possible causes.

Step 1: Find out if the child is currently ill
Step 2: If not ill, initiate investigation of causes

Step 3: Ask about any recent changes in eating and/or breastfeeding

Step 4: Discuss age-specific questions about the child’s feeding

Step 5: Ask about recurrent illnesses

Step 6: Assess possible underlying social and environmental causes

Step 7: Jointly with the caregiver, identify causes

Step 8: Counsel

Step 1. Determine whether the child is currently ill or has a chronic disease that could be a cause of undernutrition.
If yes, 

· Treat the child’s illness, or refer the child for treatment.

· Advise the mother to feed the child according to recommendations for his/her age

· Wait to investigate other possible reasons for undernutrition when the child returns for follow-up.

If no, go to Step 2.

Step 2. Explain that there are many possible causes of undernutrition. 
You are going to ask the mother some questions in order to better understand her child’s situation and, with the mother’s help, determine the likely causes of the problem.
Step 3. Ask “Has the child been breastfeeding or eating less than usual?”
If yes, ask why. Then:

· If the child has been sick, advise the mother on feeding during illness: Feed the child according to the recommendations for his age group and also give more fluids (breastfeed more for a breastfed child). Encourage the child to eat soft, varied, appetizing, favourite foods. After illness, give food more often than usual and encourage the child to eat more.

· If the child has experienced trauma (for example, death in the family, change in caregiver), understand that this may be a contributing factor to loss of appetite. Assess the situation and decide whether to investigate causes of undernutrition with the person who has brought the child, or to wait until another time. If you will wait, give an appointment for a return visit, or if there is a home follow-up programme, plan a home visit.

If no, go to step 4

Step 4. Ask the questions about feeding according to the child’s age group
Birth to 6 months of age:  “How are you feeding your baby?”

If breastfeeding, 

· How many times does the baby breastfeed during the day?

· Do you also breastfeed during the night?

· Do you give any other fluids besides breast milk? If yes, why?

· Do you give the baby any semi-solid or solid foods?

· Do you have any problems breastfeeding?

· If possible, assess breastfeeding practice
− Assess attachment and suckling
− Look for ulcers or white patches in the baby’s mouth.

If not breastfeeding,

· What formula or other milk is given? How much?

· How frequently do you feed the baby?

· How do you prepare the milk?

· What do you use to feed the baby?

6 months to 1 year:
· Do you breastfeed your baby?

· If yes, how many times do you breastfeed the baby in 24 hours?

· Do you give any other fluids besides breast milk? What fluids?

· Has the baby begun eating semi-solid or solid foods?

· What foods does she take?

· How many meals does she eat each day? 

· How much food does she eat at each meal?

· What do you use to feed the child?

· Does the child receive her own serving?

· Who feeds the child and how?

If the baby is fed formula or any other milk, ask:

· What formula or other milk is given? How much?

· How frequently do you feed the baby?

· How do you prepare the milk?

· What do you use to feed the baby?

1 to 2 years:
· Do you breastfeed your child?

· What foods does the child eat?

· Does the child eat meat, fish, or poultry? Eggs, milk and milk products? Legumes and nuts?

· What staple food is the child given (for example, cereal, porridge, cooked grains)?

· Is the staple food thick or diluted?

· Does the child eat fruits and vegetables?

· Are there any foods that the child is allergic to or does not eat?

· How many times does the child eat each day?

· How much does the child eat at a meal?

· What do you use to feed the child?

· Does the child receive her own serving?

· Who feeds the child and how?

Step 5. Ask: “Does your child often seem tired or sick, such as with diarrhea, cough, or fever?”
If no, go to Step 6 below.

If yes, ask the mother questions to learn about her situation:

· Does the family use a latrine or toilet?

· What is the family’s water source?

· Do you boil or treat your drinking water?

· How is water stored in your home?

· How do you keep food safe and clean? (Are utensils washed with clean water? Is food storage clean? Are left-over foods handled safely?)

· Has the child been de-wormed recently?

Step 6. Assess possible underlying factors (social and environmental) that may have adverse effects on the child’s feeding and care.  Ask:
· With whom does the child live?  Do the child’s mother and father live with the child?

· How many people live in the household?  How many children under age 5 years live in the household?

· Are the parents in good health?

· Does the father spend time with the child and help with his/her care? 

· Is there usually enough food to feed the family?  If not, what is the main cause of this problem?

Step 7.  With the mother, identify the most likely causes of the child’s undernutrition.
Ask the mother’s opinion on the causes of the child’s undernutrition.  Listen to her answer carefully so that you know which causes she recognizes.

“From the information you have given me, it seems that the child’s undernutrition could be caused by a number of things, but is probably caused by 


.”

Step 8. Counsel the mother on how to address the causes of undernutrition.
· Ask:  “What do you think that you can do to help the child, given these causes?”

· Discuss with the mother what is feasible to do and who can provide help and support.  

· Acknowledge her situation and encourage her to take action towards improving growth for her child.  With the mother, set goals for a few (2-3) actions that she can take.

· Ask checking questions to ensure that she knows what to do.

· Give the child’s growth chart to the mother.

· Remind the mother to come for the next growth monitoring session.  

Activity 4-1g: Review the GMP data needed for monthly reporting

Time:  ( 10 minutes
Materials: 

· GMP reporting form

Activities:

Review the following monthly reporting procedures:
· After each GMP session (every month), CHWs should fill out the reporting form in the GMP register.  They will need to include:

1. number of children (boys/girls) under 2 in their community

2. number of children (boys/girls) weighed

3. number of children (boys/girls) normal weight

4. number of children (boys/girls) underweight

5. number of children (boys/girls) severely underweight

6. number of children (boys/girls) who did not gain or who lost weight (starting from the second GMP session)

· In assuring the accuracy of the data:

· The number of children weighed should be equal to or less than the number of children under 2 in the community.

· The number of children weighed should equal the number of NW + UW + SUW children.  

· CHWs should give the completed report form to their HEW monthly.  

Each month, HEWs should compile the data from all CHWs in their kebele.  They should send the compiled report to the woreda.
Activity 4-1h:  Take actions after interpreting weight gain and nutritional status 

Time: ( 60 minutes
Materials:

· GMP Step-by-step Guide
· Referral Guide 
· Case studies 

Activities: 

· Using the Referral Guide and Facilitator's Note 48, explain which conditions require referral.  

· Ask the participants to discuss in groups what actions they should take for the six case studies from Session 4-1f. Use the Referral Guide and determine which children should be referred.

· Summarize and discuss all the steps of the GMP session, referring to the GMP Step-by-step guide.  
· Ask participants to role play a GMP session in the community.
Facilitator's Note 48 - GMP and referral

After interpreting the child’s weight gain and nutritional status, share the chart with the mother and discuss the actions that need to be taken:

· If the weight is below the lower black line (severe underweight) ( Refer immediately 

· If gaining sufficient weight ( praise the mother and discuss any health/nutritional/feeding problems 

· If gaining weight, but insufficiently ( provide careful counselling, including health problems 

· If growth faltering once ( provide careful counselling, including health problems 

· If growth faltering for two consecutive months (3 weighing points) ( Refer immediately 

· If any health problems are identified ( Refer immediately 

· Record the reason for referral and actions taken in the GMP register

Session 4-2:  Role play on counselling

Objectives:  At the end of this session, participants will be able to:

· Have the skills necessary to counsel mothers, husbands and family members on key aspects of antenatal care and child nutrition
· Have the skills necessary to train CHWs in providing appropriate counselling for antenatal care and child nutrition using ENA messages

Time:  ( 1 hour
Materials:  

· Case studies (Annex 1, Facilitator's Note 49, Facilitator's Note 50, and Facilitator's Note 51)

Methodology:  Group work and role play based on the case studies provided
Activities:

· Ask participants to form small groups and pick one case study each. Give the groups time to prepare a role play based on the case study chosen.

· Ask each group to present their role play.  After each presentation, lead discussion to check if all key points relevant to the case were covered.

· Draw attention of participants to the need to first learn all key messages and choose appropriate ones for counselling. Emphasise on the steps in counselling for behaviour change/negotiations.

Facilitator's Note 49 - Practice Case Studies on Women’s Nutrition

1. You visit Tesfa who is 4 months pregnant. Tesfa has not yet visited the health clinic.

2. Hana is a young woman of 18 years who has recently married. You talked to her about the need to eat adequately.

3. Tigist is 35 years old and has 5 children. She is breastfeeding her youngest child who is 18 months.

4. Meseret is in her last month of pregnancy and does not know where she will give birth.

5. Kidist tells you that she has 3 daughters between the ages of 12 and 16. What themes will you try to negotiate with Kidist?

Facilitator's Note 50 - Practice Case Studies on children 0 to <6 months

1. You visit a new mother, Tesfa, who has a new born son. She is breastfeeding and her mother-in-law insists that she gives water to her grandson.

2. You visit Meseret, who has a 2½ months little girl. Meseret is breastfeeding and has decided to give her daughter some gruel to get her used to eating food.

3. Hana’s baby is 4 months old and Hana thinks she does not have enough milk. Hana and her husband are seeking your advice on what whey should give their baby.

4. Mahlet has a 3 months old son. She works very hard in the day and doesn’t always have time to breastfeed him, but she does breastfeed her son at night. 

5. Tigist says she is only breastfeeding her 4 months old daughter, but you see her give the daughter some water. When you mention to Tigist that she is not exclusively breastfeeding, she says that water is not food or milk.

Facilitator's Note 51 - Practice Case Studies on children 6 to 24 months

1. You visit Tiruwork whose baby is 6½ months old. Tiruwork tells you that her baby is too young for food because the baby’s stomach is too small and that she will just continue to breastfeed him until he is old. Her husband and mother-in-law agree with her.

2. Kidist has a 9-month-old daughter who is eating some gruel once a day. You talked to Kidist about the need to add other foods to the porridge and to give fruit everyday.

3. Tesfa’s baby is eating porridge every day. The baby is 7 months old. Tesfa is not giving anything else to the baby. 

4. Tigist’s baby is 12 months old and she gives the baby bites of adult food at meal times only.

5. Mahlet’s daughter is 11 months old and Mahlet gives her porridge 2 times a day and bits of soup with whatever the family is eating that day.

Session 4-3:  Recap of conditions that need referral services for children and mothers

Objectives:  At the end of the session, participants will be able to:

· List all conditions that need referral based on GMP

· Explain to mothers/families simple danger signs that need to be recognized in children and referred

Total Time: ( 30 minutes

Activity 4-3a:  Recap of conditions requiring referral (10 min)

Activity 4-3b:  HEW actions for referred children (20 min)

Materials

· Referral Guide

· Family Health Card
Methodology:  Recall and plenary discussion 
Activity 4-3a:  Recap of conditions requiring referral
· Ask participants to recall the referral guidelines shown on the Referral Guide and in the FHC.  

· Fill in any gaps in information.

Activity 4-3b:  HEW actions for referred children

· When CHWs refer children to HEW, HEW should act depending on the reason for referral.  

· For severely underweight children, HEW should screen for OTP admission using the MUAC tape.  If the child qualifies for OTP, he/she should begin treatment.  If the child does not qualify, HEW should counsel the mother and plan with CHW to closely follow up the child.
· For children with weight loss/no weight gain for two consecutive months, the child should be referred to the health center or hospital for further follow-up on underlying causes of growth faltering.  
· For children with oedema, the child should be enrolled in OTP (or TFU if other complications exist).  
· For children with health problems requiring referral, HEW should refer the child to the health center or hospital for evaluation and treatment.  
DAY 5
Session 5-1:  Preparation for field practice
Objectives:  At the end of the session, the participants will be able to:

· List number and purpose of field practice sessions in this training 

· Explain their role in community mobilization, community mapping, and HH inventory

· Conduct the first field practice in a manner that it results in improving their skills
Total Time:  ( 45 minutes
Materials:  

· Papers and markers

Activities:

· In plenary, explain the number of field practice sessions and the purpose of each, referring to Facilitator's Note 52.  Make a flip chart for each of the field visits and paste them in the training venue for trainees to read and understand.

· Divide participants into groups for the first field work. At least two Gottes must be selected for field practice. The HEWs whose areas have been chosen for field work must be informed earlier and their help taken to mobilize Gotte leaders and identify members from each CHW area to attend the Gotte level community mobilization, visioning, mapping, GMP and community conversation sessions.

· Ask each group to recall the steps in initial community mobilization, mapping, and household inventory. Recall the role of HEWs and that of CHWs during the initial six months of CBN activities. Recall the facilitation skills needed to work with communities.

· Master Trainers should explain that field practice will include:

· Community mobilization and organization of first community meeting covering one Gotte. (Facilitators have to recall how members from each CHW area have to be selected for participation in Gotte-level mapping and community conversation.)

· Visioning with community on the future of their children. Briefly explain the preventive approach to malnutrition and what you will be doing.

· Conduct community mapping and transect walk. Collect information using HH Inventory (each trainee should do at least two or three households).

· Master Trainers should sit with each group and help them to role play the community situation so that all HEWs are confident during field practice. 

Facilitator's Note 52 – Overview of field practice sessions

Explain that starting from Day 5, trainees will be making field visits to practice the skills they are learning in training. They will be doing the following: 

Visit 1 (Initial community meeting, community mapping, household inventory): 

· Visioning with community (at Gotte level) for the future of their children.

· Community mapping and sample household inventory.

· Make appointment for next field visit on Day 6, explaining the purpose of GMP. Explain once again that this is not for distribution of food but for preventing malnutrition.

After returning from the field, 

· Consolidate data and identify target groups and community resources.

Visit 2 (Growth monitoring and promotion):

· At 50 HH level, organize a Growth Monitoring and Promotion session.  Explain the purpose and weigh all children under two following all steps.

· Assess nutritional status. 

· Counsel parents/caretakers.

· Refer children as needed.

· Make appointment to return during the next field practice day when they will present the information to the community (at Gotte level) and help them to analyse the information and decide on actions.

After returning from the field, 

· Discuss field work and compile data.

· Prepare community growth chart.

· Prepare any other tools that the group wants to use for community conversation.

· Practice community conversation. What information will they provide, how will they help the community members to interpret it, and how will they guide the community to decide on actions. 

· Discuss who will take what role among trainees so that the meeting is not dominated by trainees, as they are a large number. 

Visit 3 (Community conversation):

· Conduct community conversation using the prepared tools. 

· Keep the interest and motivation of the community high. Help them to assess the real situation. 

· If data shows that malnutrition increases from six months onwards, help them see the point. 

· Explain exclusive breastfeeding and the need to practice this for six months. 

· Explain that appropriate complementary feeding has to be introduced, and help communities understand the importance of frequency, amount, improving nutrient density and active feeding. 

· Emphasise the importance of reducing infections. Any issues regarding environmental sanitation and hygiene that came up during community mapping can also be raised. 

· Motivate the fathers and male members of households to take interest in the growth of small children. 

· Make the connection between brain development and appropriate feeding and health care during the first two years of life. 

· The meeting should lead to definite actions that individual families and the community as a whole will take within a reasonable time frame. Decide who will follow up on the actions and when the community will meet next after the second GMP session.

After returning from the field, 

· Record community decisions and ask the HEW(s) who are responsible for the community visited to follow up now that CBN activities have been launched in these communities.

Session 5-2: Field Practice - Initial community mobilization at gotte level

Objectives:  At the end of the session, participants will be able to:
· Improve their skills in community mobilization

· Use visioning as a tool in community mobilization to help communities see a bright future for their children and the gap between their vision/dream and the present reality

· Improve skills in conducting community mapping with involvement of community members

· Practice collection of information using HH inventory

Time:  ( 3 hours 

Materials:

· Local material like stones and ash to do mapping at community level

· Paper and markers

Methodology:  Field work

Activities:

The trainees will do the following in the field:

· Community mobilization and organization of first community meeting covering one Gotte. (Facilitators have to recall how members from each CHW area have to be selected for participation in Gotte-level mapping and community conversation.)

· Visioning with community on the future of their children. Briefly explain the preventive approach to malnutrition and what you will be doing today so that the participants can focus on the well being ad development of young children.

· Conduct community mapping and transect walk. Collect information using HH Inventory (each trainee should do at least two or three households).

· Make appointment for Day 6 for GMP session, explaining the purpose of weighing at the 50 HH level. Explain once again the purpose of CBN activities, and if the issue of food is raised, explain that this is not for distribution of food but for preventing malnutrition.

· Explain to the community members that although this exercise was carried out as part of HEW training, the CBN activities will be continued by the HEWs of the kebele.  Thank community members for helping to learn together.  

· Transfer the community map onto paper and bring it back to the training centre for baseline data consolidation and identification of target group children. 

· Remember to return this copy to the HEW and CHWs who are responsible for all regular CBN activities so that they can use it in the future. 

· Handle any unforeseen situation or conflict in the field with sensitivity, and do not allow small incidents to be blown out of proportion.

Session 5-3:  Reflection and discussion on field practice

Objective:  At the end of the session, participants will be able to:

· List lessons learned from field practice

· Have a plan for improving their skills on training CHWs on community mobilization, visioning, mapping, and conducting HH inventory

· Explain how the next field practice on GMP will be organized

Total Time:  (  3 hours

Materials:  Flip charts, paper for group work
Activities:
Activity 5-3a: 
Reflections from field practice (45 min)

Activity 5-3b: 
How to use information collected during field practice to provide baseline for the community (45 min)

Activity 5-3c: 
Plenary discussion based on group work (60 min)

Activity 5-3d: 
Instructions for GMP field practice (30 min)

Activity 5-3a:  Reflections from field practice

· Divide participants into groups of 5-6 people. Ask the groups to discuss the following: 

· What went well, what did not go well and what lessons were learned?

· What were the tough questions raised by the community?

· How can HEWs train and support CHWs to do these tasks in her community?

· During field practice, only some of the trainees can take leadership roles. How can the group make sure that every HEW has played the role of a facilitator for initial community mobilization during this training so that she is comfortable and effective in doing visioning, mapping, and HH inventory in her community after training?

· Ask groups to present their group work along with Activity 5-3b on baseline information.

Activity 5-3b:  How to use information collected during field practice to provide baseline information for the community


Materials:  Community maps and HHI from field practice
Activities:

· Ask groups to consolidate the information they have collected in mapping and HH inventory and present. (HHI compilation sheet has already been discussed.)

· Mapping should show information such as the quality of the environment, water sources, sanitation (e.g., open defecation) and risks for young children. It can also show the presence or absence of food stores or resources, health clinics, etc. Groups should discuss how data collected on the maps will be presented to the community during the CC session. The groups can prepare for this by making different graphic presentations (graphs/bar diagrams, or more innovative ways of communicating to rural communities) and deciding on who will present what during the community conversation session. 

Facilitator's Note 53 – Baseline information from community map and household inventory

· Sessions on baseline data and use of data at various levels are important. The facilitator should ensure that each trainee has the skill to use the different tools and forms and understands their purpose. Provide for repeat exercise if any of the trainees are not sure about the tools and data collection. 

· Discuss the purpose of data collection and identify with trainees what information is to be collected to establish the baseline.

· Discuss how the baseline data can be useful for community conversation, recalling the community mapping, household inventory, and community growth chart tools. 
· Emphasise the need to ensure that data collected is properly recorded, shared with the community, stored and communicated to the Kebele.
Activity 5-3c: Plenary discussion based on group work

· Ask groups to come back to the plenary and present their work. Discuss and finalise lessons learned from field work.  Plan for improving facilitation skills.

Activity 5-3d: Instructions for GMP field practice

· Inform trainees when they will be making their next field visit and what is to be done. GMP sessions will be held at 50 HH level, so they will need to divide into groups. Inform trainees that they will be learning about GMP, infant and young child feeding, and ENA from the next day, and they will have opportunities to improve their GMP skills, especially counselling. They also need to improve their trainer skills to be able to train CHWs on GMP and counselling. 

· Check that all trainees have finished making their weighing baskets.  This has to be completed as they will be using this on Day 6 during GMP sessions in the field. 
DAY 6
Session 6-1:  Preparation for GMP field practice
Objectives:  At the end of the session, participants will be able to:
· List how they will organize GMP sessions in the community

· List services that they will provide for women and children under two years during GMP sessions

· List the roles and responsibilities of each trainee during field practice
Time:  (  30 minutes 

Activities:

· Explain to the trainees that during their field practice session on GMP, they will be doing the following at 50 household level. Divide the trainees into groups to cover the entire gotte. They will need to:

· Organise a GMP session, weigh all children under 2 and assess nutritional status.

· Provide counselling and negotiate on improved child caring practices, referring children as needed. 

· Identify pregnant and lactating mothers and find out who received what services and who did not and why?

· Make an appointment to return on Day 8 for Community Conversation.

· Decide on roles for all group members so that the field practice session will be well organized and efficient

· Ask trainees to read the steps in weighing, plotting and interpreting, as well as the steps in counselling again. Make small groups so that when one trainee is counselling, the others observe. Inform trainees that the trainers will be observing the counselling and intervene only if necessary.

· Select a few well-made weighing baskets to use for field practice.

· Remind trainees that after they return from the field, they will need to:

· Discuss the field work and compile the collected data

· Prepare a community growth chart

· Prepare any other tools that the group wants to use for community conversation

Session 6-2:  Field Practice – Organizing Growth Monitoring and Promotion at community level
Objectives:  At the end of the session, participants will be able to: 

· Identify children for weighing

· Explain the purpose of Growth Monitoring and Promotion to parents and community members

· Weigh children and assess nutritional status
· Counsel parents/care providers based on current nutritional status and emphasize the importance of regular growth monitoring to assess weight gain
· Do referral as needed
Time:  ( 3 hours 

Materials:

· Weighing scale, basket, and rope

· Family Health Cards
· Pencils

· Sample pages from GMP Register

Methodology:  Field practice 

Activities:

Trainees will do the following during field practice:
· Organize a session for all children under 2 and their caretakers. 

· Once the target participants have arrived:

· Welcome caretakers and appreciate their participation.

· Explain the purpose of Growth Monitoring and Promotion.

· Open the Family Health Card and child growth chart and briefly explain how they are used.

· Weigh all the children under two following the steps learned in the previous sessions.

· Record the weight in the GMP Register, plot on the growth chart in the FHC, and assess the nutritional status. 

· Advise mothers on when they should be seeking immunization, Vitamin A supplementation, and deworming.

· Counsel parents/caretakers on Infant and Young Child Feeding practices according to the age of the child.
· Refer children to a health facility as needed.

· Check if pregnant and nursing women are utilizing antenatal care services and if not, find out why.

· Ask the mothers to attend the community conversation session on Day 8 where facilitators will present the Community Growth Chart and other information to analyse the situation together and decide on actions to be taken.

Session 6-3:  Discussion of field work and compilation of data
Objectives:  At the end of the session, participants will be able to:
· Know their strengths and weaknesses observed during field practice

· Explain what data will be presented at the gotte-level CC session on Day 8
· Have a clear understanding of each person’s role in the CC session on Day 8
· Prepare the tools (community map, community growth chart, HHI compilation sheet) for helping communities assess, analyze and discuss actions to prevent malnutrition during community conversation
Total Time:  (  2½ hours 

Activity 6-3a:  Discussion and reflection on field work

Activity 6-3b:  Introducing the community growth chart

Activity 6-3c:  Compilation of data

Activity 6-3d:  Community conversation role play

Materials:

· Two community growth charts with sample data plotted, as shown in Facilitator's Note 55
· GMP data collected during field practice

· Blank community growth chart for each group

· Community map and HHI data from previous field practice sessions

Methodology:  Group work, presentation and plenary discussion
Activity 6-3a:  Discussion and reflection on field work

Time:  (  20 minutes

Activities:

· In plenary, lead reflection on the field practice session.  Focus on the following:

· Did all trainees have the necessary skills for weighing, plotting and interpreting?  If not, where did mistakes happen? How can this be corrected?
· How was counselling done? Did everyone negotiate an action to be implemented within agreed timeframe? Was the agreed action appropriate?
· How did trainees handle comments from mothers like: “I have no food at home” or “I have no milk”?
· Discuss how trainees can further improve their counselling skills.

Activity 6-3b:  Introducing the community growth chart

Time:  (  20 minutes

Activities:

· In plenary, present the concept of the community growth chart and explain how to use it, referring to Facilitator's Note 54.

· Then, discuss how community growth charts can be compared to previous months’ charts and the issues that should be analyzed when comparing charts from two months, referring to Facilitator's Note 55 and the prepared community growth charts.  

Activity 6-3c:  Compilation of data

Time:  (  50 minutes

Activities:

· In the groups used for field practice, ask trainees to compile the GMP data they collected and prepare a community growth chart for use in community conversation on Day 8.  

Activity 6-3d:  Community conversation preparation and role play

Time:  (  60 minutes

Activities:

· Ask trainees to work in the two groups that will be doing CC in two Gottes on Day 8. 
· Let groups discuss what information they will present, how they will help the community members to interpret, and how they will guide the community to decide on actions. 

· Let them decide on roles for each trainee (e.g. 1-2 facilitators, 1-2 note-takers, and the rest observers) so that the meeting is not dominated by trainees as they are a large number.  They can also rotate, as some can facilitate the assessment process and others can facilitate the analysis process.
· When preparations have been completed, allow a few group members to role play how CC will be conducted.  (In order to allow more trainees to have a chance to facilitate, those who are role playing here should not be the same as those who will facilitate during field practice.  

· After the role play is completed, groups should discuss strengths and weaknesses and make suggestions for how to improve the CC during field practice.  They should pay particular attention to the points outlined in Facilitator's Note 56.  
Facilitator's Note 54 - Use of Community Growth Chart
The community growth chart is a tool which helps the community to visualize the nutritional status of their children under two years of age and compare it with the baseline and past months (to see the trend). It also helps to see if there is any difference in the nutritional well being of boys versus girls. 
Community growth charts will be printed and supplied to all CHWs.  They have the boys’ and girls’ growth charts side by side on one large sheet. The CHW uses one chart per month and plots the weight of each boy or girl in the community just as she does in the individual growth chart. As there will only be about twenty children in each community, and roughly half of them girls and the other half boys, the chart will not be very crowded, and the points can easily be seen in a community meeting.

There is also an option of just displaying the number of children in ‘Normal weight,’ ‘Underweight’ and ‘Severe underweight’ categories without plotting individual children. The decision at this stage can be left with the communities, depending on which of the methods makes the nutritional status of their children more clear to them. Please note, however, that an option without plotting would not allow the community members to see patterns, e.g. many children may be coming closer to the lower red line, even if they are not categorised as ‘underweight’ yet.

The community growth chart should be used as the central discussion point during CC.  Other data from the HHI and community map can also be used to support the discussion that arises from the community growth chart.  Discussion can revolve around topics such as how many children are severely or moderately underweight and what can be done at family and community levels to change this. In the case of families with extreme difficulties, community members may also decide to mobilize support for these families so that improved care can be provided for these children. The support can take the form of support to reach and stay at the health facility if required, support for feeding the child if the mother is sick or away for some reason, or helping the family to access various other programs and services to improve household access to food and other resources.
Although the community growth chart may be used every month, it is preferable to use it quarterly, in order to allow time for more significant changes in nutritional status to occur.  Therefore, during the second and third months of each quarter, CC should focus more on following up with the previous discussion and agreed actions.  However, when nutritional status is raised, CHWs can refer to the community growth chart discussed previously.
Facilitator's Note 55 - Comparison of community growth charts from 2 months
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When comparing community growth charts from two consecutive months, many issues of interest can be found.  

Using the two charts shown above, trainees should discuss their observations.  If needed, facilitators can probe on some of the following issues, but do not dominate the conversation.  Let them look carefully and discuss.  Also, do not stop at the assessment/analysis steps.  Encourage them to come up with concrete actions.

Some observations you can keep in mind and probe on:

· 5 out of 10 girls (half!) were malnourished in the previous month.

· This month, only 3 are malnourished.

( Because the severely malnourished child didn’t come!

( Also the 2-year old one was almost on the line but graduated (need some more follow-up?).

· Almost all of the malnourished children are above 1 year.  Better nourished ones are below 6 months.

( Any age-related issues?

· While a few more children are closer to the green line (median weight) in this month, most of the normal weight children are still very close to the red line (cut-off for underweight).  

( They need a careful attention not to fall below the line!

· There was one newborn and her weight was taken in the first month.  This is a good sign.
Facilitator's Note 56 - Checklist for the group doing observation 

Provide points for observation to the team that is expected to observe and reflect on the presentations. The observation should include at least the following: 

General

· Did the facilitator greet and engage the community members in some general talk at the beginning of the session?

· Did the facilitator encourage the community members to express their views?

· Did the facilitator encourage non participants to participate?

· Was the conversation like a question answer session with the facilitator asking questions and the community members answering or did was it really conversation among the community members facilitated by the CHW?

· Did the facilitator capture a good point made by the community member and try to build on it? 

· How did the facilitator handle any conflict or difficult situation?

There is no definite line between Assessment, Analysis and Action. It is a dynamic process. Sometimes when we do analysis we may have to go back and further discuss a point that came up during the initial assessment. Or when we finalize action we may have to go back and look at something we analysed already. 

There are some specific points to observe during the Triple-A cycle:
Assessment 

· Did the facilitator explain the situation clearly?

· Did community members (those who are playing the role of community members in the exercise) raise any issue that cannot be addressed by CBN – like construction of road or hospital? And if so, how did the facilitator deal with it? Did the answer satisfy the community?

· Did the facilitator link the assessment to the vision that the community developed for their children? For instance, if the community had mentioned that they want all children to be educated, did the facilitator help community see the connection between environmental sanitation, illness and malnutrition or school attendance?

Analysis 

· Did the facilitator help community members to think and discuss why something is happening and how can to prevent or improve the situation?

· Did the facilitator use “But why 5 times” to probe further and identify root causes?

Action

· Did the solutions come from the community members? Or did the facilitator decide the solutions?

· If one member suggested a solution, did the facilitator consult others? 

· When too many solutions were offered, how did the facilitator help the community make the choice?

· Did the community decide on a time frame, roles and responsibilities for different members?  Did they decide:

· what exactly we can do, 

· how can it be done,

· who will do it, 

· who will take primary responsibility, 

· who will monitor, 

· when will it be done or completed etc. 

· Was there consensus on when to meet next?

DAY 7

Session 7-1:  Daily Calendar 
Objectives:  At the end of the session, participants will be able to:

· Understand the time burdens of women, men, and children in the community
· Facilitate the daily calendar activity during CC sessions
Time: ( 60 minutes

Materials:  Flip chart paper and markers
Activities:

· Lead participants in carrying out the daily calendar activity, as outlined in Facilitator's Note 57.  
· Discuss the purpose of the activity, and how it can be used during CC. 
· The activity is good for making visible the daily responsibilities of men, women, and children.  Where women are much busier than men, this exercise can help all community members acknowledge the imbalance in time burden.  

· In CC, if the mother’s lack of time is raised as a factor in malnutrition, this activity can be used to identify how she can utilize her time more effectively, or how men and children can her with child care and feeding.   

Facilitator's Note 57 – Conducting the Daily Calendar Activity

· Divide participants into two groups—one for men and one for women.  If there are school-aged children in attendance, they can also form a third group.  

· Provide each group with a piece of flipchart paper and a marker.  Explain that in each group, participants should create a calendar of their daily activities.  They can do it by time, or by just dividing the day into morning, afternoon, and evening.  

· They should list the tasks that they do on a normal day.  These should include all activities, such as waking up, cooking, taking care of the children, collecting water, etc.  

· After each group has finished, the groups should come back together and present the calendar that each has produced.

· Then lead plenary discussion on what is observed—does one group have more responsibilities than the others?  Does one group have more free time than the others?  Etc.
· From the conclusions drawn, discuss the implications on child health and nutrition:  Is time a critical factor in good care and feeding practices?   What can be learned from the daily calendar to improve care and feeding practices?  

Session 7-2:  Identifying positive and negative practices affecting the well being of children and mothers and their underlying causes 
Objectives:  At the end of the session, participants will be able to:

· Differentiate positive and negative practices and explain their underlying causes
· Understand how these negative practices (household specific and community specific) can be resolved through Community Conversation and HH visits and counselling

Time: ( 45 minutes

Materials:  Flipchart and markers
Methodology:  Group work and brainstorming
Activities:  
· Divide participants into two groups.
· Ask them to brainstorm on practices that affect children’s and mothers’ well being.  One group should work on negative practices and the other group on positive practices.
· Allow each group to present and then lead plenary discussion.
· Identify and reach consensus on the most common negative practices in the community.
· Analyse a few of the behaviours to see if they are individual or societal/community behaviours, or both.

· Analyse further to see what value (intention or attitude) held by the individual causes the behaviour or action. In the case of societal or community behaviours, it will be the community norm or value that causes the action. If we want individuals, families, or communities to change their behaviour, we need to help them understand the benefits of a changed behaviour. Only when they decide to change can a sustainable change in behaviour occur.
· The groups should come up with solutions for the underlying factors in order to stop the negative practices.
· In plenary, discuss how these negative practices (household specific and community specific) can be resolved through Community Conversation and HH visits and counselling. 
Session 7-3:  Referral facilities available in the area

Objectives:  At the end of the session, participants will be able to:

· List referral facilities available in the woreda and know what services are provided there

· Inform families/communities about services available in the area, and the process involved in accessing those services

Time:  (  15 minutes

Materials:  Paper, markers
Methodology:  Mapping and discussion
Advanced Preparation:  Facilitators should prepare a list of all facilities in the woredas from which the trainees are coming. These facilities can include TFUs, CTCs, OTP, regular health clinics, hospitals, etc. In addition, any facilities for children with special needs (handicaps), if available, should also be listed so that CHWs are aware of these facilities.

Activities:

· Divide participants into two groups. Let each group draw a rough map of the woreda and kebeles. 

· Then let each group locate health referral facilities – government as well as those run by religious organizations or NGOs. 

· The groups should also list the services available and how to access these services.

· The groups can also include facilities located in nearby areas but not within the same woreda. 

Session 7-4:  Counselling for caregivers of children with severe malnutrition
Objectives:  At the end of the session participants will be able to:

· List key actions families should take after the child is discharged from the Therapeutic Feeding Program.

· Counsel families that are defaulting in the treatment schedule prescribed for the malnourished child.

Time:  ( 30 minutes

Materials:  Paper and markers
Methodology:  Group work and plenary discussion

Activities:

· Ask groups to list the role of HEWs and CHWs when they identify a severely malnourished child or a seriously ill child and advise the parents/care providers to take the child for treatment.

· Ask groups to brainstorm and come up with a list of actions and points for counselling.

Facilitator's Note 58 – Follow-up counselling

In some cases, HEW/CHW should conduct house visits in order to do an in-depth analysis of causes of malnutrition.  The Household Inventory checklist can be used to identify causes in the household environment and practices contributing to malnutrition/illness (e.g. food hygiene, sanitation etc.). She should conduct house visits:

· When she identifies a child as severely underweight

· When a child is enrolled in OTP

· Following discharge from an in-patient TFU

· If the family has not taken the child for treatment or has not done follow-up treatment.

The key points to emphasise in counselling are: 

· Sanitation and hygiene practices to be improved to prevent further infections in the child.

· Reduce sharing of supplementary food or Ready-to-Use Therapeutic Food given to the malnourished child. 

· Active feeding (with age appropriate stimulation) to be practiced so that the child does not lose the appetite once again.

· Report to the treatment centre as advised.
Session 7-5:  Establishing baseline through various community tools

Objective:  At the end of the session, participants will be able to:

· List the purpose and types of information to be collected, and the tools to be used

Time:  (  30 minutes

Materials:

· Community map (one of the maps produced by trainees)

· Household inventory
· GMP register

· Community growth chart

Methodology:  Plenary discussion

Activities: 

· Discuss the purpose of data collection, and identify with trainees what information needs to be collected to establish the baseline conditions.

· Recall the tools used:  community mapping, HH Inventory, and GMP register. Many more tools can be used as CBN activities stabilize. 
· Emphasise the need to ensure that data collected is properly recorded, shared with the community, stored and communicated to the kebele. Relate this to what data or information has been collected during field practice, how this will form the baseline, and how change can be monitored by collecting this data periodically.
Facilitator's Note 59 – Session on baseline data
The sessions on baseline data from various activities and use of data at various levels is very important. The facilitator should ensure that each trainee has the skills necessary to use the different tools and forms and understands the purpose of each. Provide for repeat exercise if any of the trainees are not sure about the tools and data collection.

Session 7-6:  Reporting and analyzing CBN data
Objectives:  At the end of the session, participants will be able to:

· Recognize types of data to be collected and be able to properly record data on registration and reporting forms
· Recognize common mistakes that may occur while filling in forms/registers and correct these to achieve Zero Error in reporting
· Calculate and graph trends in GMP participation rates
· Do simple analysis of data at community and kebele levels to find out trends
Total Time:  ( 3 hours
Activity 7-6a:
 Reporting and checking monthly GMP and CC data (1 hr)
Activity 7-6b:
 Calculating and graphing GMP participation rates (1 hr)
Activity 7-6c:    Calculating and graphing UW and SUW percentages (30 min)
Activity 7-6d:    Analyzing monthly data (30 min)
Methodology:  Plenary discussion, group work and exercises

Activity 7-6a:  Reporting and checking monthly GMP and CC data

Time: (  1 hour
Materials:

· Filled CHW GMP register for one month (ANNEX 2)
· Blank CHW report form

· 2 filled CHW report forms with common errors (ANNEX 3)
· 10 filled CHW report forms (ANNEX 4)
· Blank HEW report form

Activities:

· Explain to participants the importance of timely reporting of CBN data.

· It helps to show successes and problems in program implementation.

· It can tell HEWs where more attention needs to be focused (either certain CHWs or certain issues, such as GMP participation).  

· It helps CHWs, HEWs, and communities to track progress in reducing malnutrition.  

· Emphasize that data quality is critical.  Therefore, HEWs must check the quality of data they receive from CHWs and address any problems encountered.  Otherwise, the data will be difficult to interpret and use.  

· Distribute filled sample GMP registers for the first month.  Let participants fill in a CHW report form based on the data.  

· In groups, discuss and make sure that all participants are comfortable with filling in the report form, as they may need to help CHWs in filling out their report forms.  (See Facilitator's Note 60 for the correctly filled report form.)
· Distribute filled sample CHW reports for months 2 and 3.  Ask participants to check the reports for errors.  Then, in groups, ask them to discuss how they would correct these errors.  (See Facilitator's Note 61 for suggested answers.)
· Distribute 10 filled sample CHW reports.  Ask participants to fill out an HEW report form using this data. 

· In groups, ask participants to check their answers and compare the performance of different CHWs. Let participants make their review points and present. Review may be simple – covering the following points:

· Participation

· No. of children SUW, UW, and NW

· Any difference between girls and boys

Participants should also discuss how they would identify and address the poor-performing CHWs, as well as how they could utilize the best-performing CHWs to improve overall CHW performance.  (See Facilitator's Note 62 for filled report and suggested discussion points.)
· Ask each trainee to plan tentative dates for collecting reports, holding review meetings, and submitting reports to the WHO.  Emphasize that HEWs should submit their CBN reports to the WHO along with their other HEP reports.  
Facilitator's Note 60 – Filled CHW report form
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Facilitator's Note 61 – Errors in report forms
January 2009

Total No. children:  girls + boys ≠ total

No. UW children:  girls + boys ≠ total

For girls and total children:  No. children weighed ≠ No. NW + No. UW + No. SUW

February 2009 

For girls and total children:  No. children weighed > Total No. of children

For boys:  No. children weighed ≠ No. NW + No. UW + No. SUW

For boys:  No. children weighed = No. NW + No. UW + No. SUW + No. children who lost or did not gain weight 

CC Number of participants:  male + female ≠ total

How to correct the observed errors:

· HEW should ask to see the CHW register and recalculate the totals;  at the same time, she should work with CHW to understand the error, to know how to correct it, and to ensure that the mistake is not repeated again the next month.  
· If the number of children weighed is greater than the total number of children under 2, HEW must discuss with the CHW to see why this is so.  There may be an error in the reported number of children under 2, in which case the number should be correct.  It could also be that children over 2 are included, in which case they should not be included in the next month.
· CHWs and HEWs should understand that losing or not gaining weight and nutritional status (NW, UW, or SUW) are distinct—each child must be classified as NW, UW, or SUW, but may also be classified as losing or not gaining weight.  The number of children weighed should not equal No. NW + No. UW + No. SUW + No. children who lost or did not gain weight unless there are no children who lost or did not gain weight.  
Facilitator's Note 62 – Filled HEW report and suggested discussion points
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Suggested discussion points:

Errors that should be corrected:

· Group IV – for girls, NW + UW + SUW ≠ total weighed

· Group X – reported only totals, no boys and girls

· Other analysis:  

· Group II – high participation, low underweight (maybe GMP is working)
· Group III – low participation, no CC (need to work on mobilizing community)
· Group VI – high participation, high UW, no CC (CC is important for addressing causes of UW)
· Group VIII- participation is fairly low 

· Group IX – low participation, all normal weight (data should be questioned—are only the NW children participating?)
· In all groups, participation rates and nutritional status of boys and girls appear similar.  

· Group II seems to be doing particularly well—HEW should allow this CHW to share her experiences with the other CHWs to encourage improvements for the other CHWs

Activity 7-6b:  Calculating and graphing GMP participation and SUW rates
Time: ( 1 hour
Materials:

· Flipchart showing a blank graph of trends in GMP participation rate (see Facilitator's Note 64) 

· Sample filled HEW reports for 6 months (ANNEX 5) 
· Flipchart and markers (black, red, and blue) for each group

Activities:

· Explain the importance of GMP participation rates.  

· High participation is imperative for GMP to be effective in reducing malnutrition.

· High participation is necessary for GMP data to be accurate and usable—participation rates must be considered when analyzing trends in UW and SUW.

· Participation rates are one key indicator that HEWs and CHWs can track from month to month, and addressing participation is direct and can be done by CHW.  

· Participation rates can also reveal gender biases.  

· Explain how to calculate participation rates:

· Participation rate = (No. children weighed/Total No. children under 2) x 100

· This should be calculated separately for girls, boys, and total children.

· Emphasize that the total must be calculated in the same way as for girls and boys—you cannot simply add the percentages for girls and boys.

· Remind participants that the total number of children under 2 should reflect all children in the kebele, not those in the communities where CHWs have reported.

· In groups, ask participants to calculate the participation rates for Kebele 021 during the last 6 months.  In plenary, present the answers and make sure that all groups understand and are able to correctly calculate percentages. (See Facilitator's Note 63 for the calculated participation rates.)  

· Explain how to graph monthly trends in participation rates.  

· Draw the axes and label the left axis as participation rate and the bottom axis as months.  Make a legend for boys and girls.  Title the graph.  

· Show the example from Facilitator's Note 64.  

· For each month, graph girls’ and boys’ participation rate separately.  Above the appropriate month, make a dot corresponding to the participation rate for that month.  Do this for both boys and girls.  The next month, repeat this, and then connect the current month’s dot to the previous month’s dot.  This will help to show the month-to-month trend in participation rates.  

· In groups, ask participants to graph (on flipchart paper) the trend in participation rates over 6 months (previously calculated).  Ask groups to discuss what trends they see.  

· In plenary, allow each group to present their graph and observations.  Discuss if there are any issues needing clarification.  (See Facilitator's Note 65 for the correct graph and suggested discussion points.)
Facilitator's Note 63 – Participation Rates

	Participation Rates

	 
	Girls 
	Boys
	Total

	Jan
	74
	77
	76

	Feb
	82
	82
	82

	Mar
	83
	82
	82

	Apr
	75
	68
	71

	May
	87
	82
	84

	Jun
	88
	86
	87


Facilitator's Note 64 – GMP participation rate graph
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Facilitator's Note 65 – Correct GMP participation graph and suggested discussion points
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Suggested discussion points:  

· General trend of participation is increasing 

· Decline in participation in April--need to find out why

· From April to June, girls' participation is higher than boys'--why?

· Participation is reaching almost 90%--this is good

· Should now focus on maintaining high participation and finding out who is not participating and why

Activity 7-6c:  Calculating and graphing UW and SUW percentages
Time: (  30 minutes
Materials:

· Flipchart showing a blank graph of trends in SUW rate (see Facilitator's Note 64) 

· Sample filled HEW reports for 6 months (distributed in Activity 7-6b)
· Flipchart and markers (black, red, and blue) for each group

Activities:

· Explain the importance of calculating percentages for UW and SUW.  

· Percentages are important for comparing data from month to month.

· Percentages also allow for comparison between different communities. 

· This is because calculating percentages helps to take into account the number of children being weighed in the community.   

· Explain how to calculate percentages for UW and SUW.

· % UW = (No. children UW/No. children weighed) x 100

· % SUW = (No. children SUW/No. children weighed) x 100

· These should be calculated separately for girls, boys, and total children.

· Emphasize that the total must be calculated in the same way as for girls and boys—you cannot simply add the percentages for girls and boys.  

· In groups, ask participants to calculate the UW and SUW rates for Kebele 021 during the last 3 months.  In plenary, present the answers and make sure that all groups understand and are able to correctly calculate percentages. (See Facilitator's Note 66 for the calculated percentages.)  

· Explain that HEWs should graph the percentage of SUW each month, for girls and boys separately.  This is done in the same way that they graph participation rates.  

· Show the example of a blank graph from Facilitator's Note 67. 

· In groups, ask participants to graph (on flipchart paper) the trend in SUW over 6 months (previously calculated and provided).  Ask groups to discuss what trends they see.  

· In plenary, allow each group to present their graph and observations.  Discuss if there are any issues needing clarification.  (See Facilitator's Note 68 for the correct graph and suggested discussion points.)
Facilitator's Note 66 – UW and SUW Percentages

	Percent UW

	  
	Girls 
	Boys
	Total

	Apr
	32
	33
	33

	May
	23
	22
	23

	Jun
	17
	19
	18


	Percent SUW

	 
	Girls 
	Boys
	Total

	Apr
	5
	4
	5

	May
	5
	2
	3

	Jun
	2
	1
	2


Facilitator's Note 67 – Severe underweight graph
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Facilitator's Note 68 – Correct GMP participation graph and suggested discussion points
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Suggested discussion points:  

· General trend of SUW is decreasing—It appears that CBN activities are working

· Percentage of girls severely underweight is consistently higher than for boys—Why?  And what can be done?

Activity 7-6d:  Analyzing monthly data
Time: (  30 minutes

Materials:

· Sample filled HEW reports for 6 months (distributed in Activity 7-6b)
Activities:

In groups, ask participants to review the sample HEW reports provided, along with the participation and SUW graphs created earlier, and analyze the following: 

· GMP and CC participation

· Trends in number of UW/SUW children, and in number of children with weight loss or no weight gain

· Differences between girls and boys

· Reporting rate and review meeting participation
Although the GMP participation and SUW percentage graphs were analyzed earlier, they should be discussed again, this time in conjunction with the other data.  This may allow for more informative assessments of why certain trends are seen.  
Each group should make a plan for how they would address the issues identified. 

Facilitator's Note 69 – Data analysis points

· GMP and CC participation

· GMP participation—see analysis from Session 7-6b

· CC participation is good—first 3 months more males than females

· Actions should focus on maintaining high participation, finding out who is not participating and why, and working to help these people participate

· Trends in number of UW/SUW children, and in number of children with weight loss or no weight gain

· Number of UW children decreasing in last 3 months

· Number of SUW children, children with weight loss/no weight gain also decreasing over the 6 months

· Actions should focus on continuing to improve nutritional status and weight gain.  CHW should use positive trends to motivate the community and increase support for and participation in CBN activities.

· Differences between girls and boys

· Differences between girls and boys are not significant for UW
· For SUW, girls consistently have higher percentage than boys

· Actions should focus on determining why more girls are SUW and making special efforts in counselling and follow-up of SUW girls
· Reporting rate and review meeting participation

· Reporting rate dropped in April—may account for low GMP and CC participation rates seen

· Review meeting held all but the first month

· Review meeting participation good in most months—also dropped in April

· Reporting rate, review meeting participation, and GMP/CC participation rates are all related

· Actions should focus on helping CHWs who are not reporting or attending review meetings to do so.  If reporting rates are good, HEWs should focus more on improving data quality and utilization of data at community level.  

Session 7-7:  Instructions for trainer skill presentations and CC field practice 

Objectives: At the end of this session, participants will be able to:
· Explain the purpose of the trainer skill presentations and who will be required to demonstrate the training skills
· Have a good plan for conducting community conversation in the field on the following day

Total Time: ( 30 minutes

Activity 7-7a:
 Instructions for trainer skill practice sessions (15 min)

Activity 7-7b:
 CC field practice preparation (15 min)
Activity 7-7a:  Instructions for trainer skill practice sessions
Time: ( 15 minutes

Materials:  Flip chart prepared with the topics for trainer skill presentations (Facilitator's Note 70)

Activities:  

· Group the trainees according to kebele. Assign the Health staff from Nucleus Health Centres to the kebeles they will join for CHW training. 

· Present the prepared trainer skill practice topics to the teams. 

· Ask them to prepare for the topics using the CHW training guide and the training they have been receiving. 

· Encourage trainees to ask for clarification if needed. 

· Explain that trainees will present their topics on Day 9.
Activity 7-7b:  CC field practice preparation

Time: ( 15 minutes

Activities:  

· Allow participants to work in the groups that will be doing field practice together.

· Let groups discuss if they want to modify any of their plans for field practice based on what they have learned in the last two days. Let groups finalize their preparation.

Facilitator's Note 70 - Topics for trainer skill presentations
The following topics are suggested for trainer skill practice and presentations. There are two scenarios which are covered by the topics given below: 

· HEWs training CHWs
· CHWs doing CBN activities at community level
Both situations need practice.  Make sure that each team gets time to present. 

Starred topics are of primary importance and must be done.  Other topics should be covered if time permits.

** Topic 1: Visioning and setting objectives in the community
Role play how this will be done in one of the Gottes in your Kebele. 
Topic 2: Understanding malnutrition
Demonstrate how you will conduct this session during CHW training.
Topic 3: Causes and effects of malnutrition in the community                                                                                                              

Role play how you will conduct this session during CHW training. Your presentation should cover the role of CHWs in helping communities to analyse the causes and effects of malnutrition using triple-A.
** Topic 4: Explain the steps in community mobilization for CBN                                                                                                                                   

Demonstrate how you will train CHWs to understand the steps.
Topic 5: Community mapping                                                                                                                            

Demonstrate how you will train CHWs to do this during CHW training. Demonstrate classroom instruction, mapping and follow-up discussions.

Topic 6: Common childhood illnesses and prevention

Demonstrate how you will conduct this session during CHW training and discuss the role of CHW in coverage for immunization and other preventive health services.

Topic 7: Optimal breastfeeding practices

Role play how CHW will counsel a group of mothers who have children under 6 months but are not exclusively breastfeeding.

** Topic 8: The importance of growth monitoring and promotion and how to assess sufficient weight gain
Demonstrate how you will conduct this session during CHW training.

** Topic 9: Organizing GMP sessions

Role play on organizing a GMP session and training parents and care providers to get involved in personally monitoring the growth of their children.

** Topic 10: Filling out the community growth chart and using the data for community conversation

Demonstrate how you will teach CHW to fill out the community growth chart and then use the information, in conjunction with other information collected, in community conversation.

** Topic 11:  GMP data

Demonstrate how you will train CHWs on recording, reporting, and reviewing GMP data.  

** Topic 12: Identifying positive and negative practices that affect the well being of children and mothers and their underlying causes 

Demonstrate how CHW will do this with her community members as part of a CC session. Remember points for strategic questioning.

Topic 13: Community conversation on water and sanitation
Demonstrate how CHW can focus on water and sanitation issues in the community during one of the community conversation sessions.

Topic 14: Linkages to other services
Demonstrate how you will train CHW to identify services that impact the nutritional status of children and how families can access these. Relate to the causes of malnutrition they have identified earlier.

** Topic 15:  Monthly Review Meeting

Role play how HEWs will conduct monthly review meetings with CHWs.  

** Topic 16:  Community Health Days

Role play how HEWs and CHWs will organize and carry out CHD in their kebele.  

DAY 8

Session 8-1:  Field Practice - Community Conversation
Objectives:  at the end of the session participants will be able to:
· Strengthen their community conversation skills and practice triple A sessions at community level.

· Use key tools for generating discussion on malnutrition.

· Strengthen their skills to help communities identify doable actions at HH and community level.

Time: (  3 hours 

Materials:  Tools (community map, HHI compilation sheet, community growth chart) prepared on previous days
Activities:

1. Welcome the community. Introduce yourself and your group. Let the participants introduce each other. 

2. Explain the CC process, purpose, and principles, and briefly mention the activities that have been carried out already (HHI, community mapping, GMP—but do not go into detail about the data collected). 

3. Present the community growth chart. (Trainees should note that during subsequent CC sessions, past decisions and implementation should be discussed, and GMP data should be compared to previous months’ community growth charts.) 

4. Lead the community in discussing what they see through these tools and data. When topics arise, use supporting information from the HHI and community map to lead the community in analyzing the causes of malnutrition by using the “But why 5 times” technique.  
· Be sure to keep the interest and motivation of the community high. Help them to assess the real situation. 

· Focus the discussion on numbers of malnourished children and positive and negative factors influencing malnutrition.

· If data shows that malnutrition increases from six months onwards, help them see the point. 

· Encourage discussion on exclusive breastfeeding. Explain the need to practice this for six months (but do not dominate the conversation by giving a long, one-way lecture!). 

· Encourage discussion on appropriate complementary feeding and its timing for introduction. Help communities understand the importance of frequency, amount during each food, improving nutrient density and active feeding (again, do not give a long, one-way lecture!). 

· Encourage discussion on the importance of reducing infections. Any issues regarding environmental sanitation and hygiene that came up during community mapping can also be raised. 

· Motivate the fathers and male members from households to take interest in the growth of small children (explain how to read the growth chart).

· Make the connection between brain development and appropriate feeding and health care during the first two years of life. 

· Everyone wants their children to be intelligent and do well in school later!

5. Lead the community in identifying and prioritizing 1-2 actions to take to address malnutrition: what is most important to change, and what can be done most feasibly? The meeting should lead to definite actions that individual families and community will take within a reasonable time frame. Decide:

· How will they act?

· Who will do the actions?

· When will they do them?

· Who will follow up on the actions? 

Session 8-2:  Reflections and discussion on field practice

Objectives:  at the end of the session participants will be able to:
· List the strengths and weaknesses observed during the field practice sessions

· List areas in need of improvement and how they plan to improve them
· List ways in which they can improve skills for facilitating community conversation focused on preventing infant and young child malnutrition
Time: (  90 minutes

Materials:  Papers and markers

Methodology:  Plenary discussion

Activities: 

After returning from the field, trainees should record community decisions from the CC sessions.  Do not forget to agree with the HEW(s) who are responsible for the particular community/communities you visited that they make follow-up visits and continue the dialogue. The trainees have now started the CBN activities in these communities, and these activities need to be continued.

· Ask the observers to present their observations, referring to the points outlined in Facilitator's Note 56.
· Discuss if they feel they have motivated the community sufficiently.

· Discuss how to deal with too many expectations of the community.

· Discuss how important it is to strengthen linkages with other programs and how progressively, we can involve other sectors in community conversation without losing focus on reducing/preventing malnutrition.

· Discuss how the trainees can continue to improve their skills for facilitating community conversation focused on preventing infant and young child malnutrition.
Session 8-3:  Developing a tentative agenda for gotte-level CC sessions for the next 6 months
Objectives:  At the end of the session, participants will be able to:

· List possible discussion/talking points for CC sessions for the next six months to be organized by HEWs and supported by CHWs
· Strengthen their planning and training skills

Time:  (  90 minutes

Materials:  
· Paper and markers

· Handout on Sara’s Story

Methodology:

· Brainstorming

· Group work followed by presentation 

· Plenary discussion

Activities:
· In the groups used for field practice, have trainees brainstorm on next steps in the community they visited. What would be the logical agenda for discussion during the next meeting if they were to continue their work in the same area? And what is expected of the CHW and HEW of the community they visited for field practice?
· Distribute the handout on Sara’s Story.  In plenary, present Sara’s Story and review the major activities that should be carried out by HEW and CHW as part of CBN.  (See Facilitator's Note 71 and Annex 6 for more information on Sara’s Story.)  

· In groups, trainees should prepare a tentative plan as to what tools HEWs and CHWs can use to help communities collect information or reflect on the situation. Let them also discuss how to mobilize the entire community and keep them motivated.

· Ask trainees to discuss how they will work with CHWs in their kebele to conduct gotte-level community conversation.  Each group should also develop tentative talking points for each CC session. 

Facilitator's Note 71 – Sara’s Story

To help trainees understand the steps in community mobilization and the importance of each step, a story is presented here—the Story of Sara, a CHW—on how she works with HEW to carry out CBN activities in her community. By using the storytelling methodology to create interest, Sara’s Story can help trainees to internalize the CBN process. 

Sara’s Story takes us up to the second round of GMP in the community and CC following the GMP session. Other topics get introduced at CC meetings slowly depending on the assessment and analysis done by the community. These will be discussed in more detail during refresher trainings.

DAY 9

Session 9-1:  Community Health Days

Objectives:

· To review WHO/supervisor, HEW, and CHW roles in vitamin A supplementation, de-worming, and MUAC screening

· To review the targets and dosing schedules for vitamin A supplementation and de-worming

· To review procedures for measuring MUAC and criteria for referral

· To review the implementation process of CHD

Time:  (  1 hour 10 minutes

Materials:  EOS Quick Reference , MUAC tape, Vitamin A capsules, de-worming tablets, Vitamin A and de-worming  tally sheet, screening tally sheet, EOS/TSF registration book, scissors, towel

Methodology:  Presentation, demonstration

Activities:

1. (20 min)  Present the following with a flip chart  and review CBN/CHD procedures (vitamin A, de-worming, and acute malnutrition  screening): 

· The targets of Community Health Days are:

· Children 6 months to  5 years

· Pregnant and lactating women (PLW)

· Minimum CHD packages

· Provision of Vitamin A every 6 months for Children 6-59 months

· Provision of De-worming every 6 months for Children 2-5 years

· Nutritional Screening for acute malnutrition every 3 months for children from 6 to 59 months and pregnant and lactating women

Actions: 

In Non-TSF CBN woredas: 
· Identify severe SAM only (edema or MUAC<11 cm)

· Provide appointment for OTP service  or refer to TFU if it is complicated SAM

· Screen all PLW

· Identify severe only (MUAC<17 cm)

· OTP or referral to TFU

In TSF woredas:

· Moderate = MUAC 11-11.9 cm

· Response = give ration card for TSF

· Severe = edema or MUAC<11 cm.

· Response = Provide appointment for OTP service  or refer to TFU if it is complicated SAM

· and ration card for TSF

· Organization of CHD

· Prepare Kebele map for CHD (display the example below—see Facilitator’s Note 18)

· Each kebele will have 5-6 CHD outreach sites

· Explain the role and responsibility WHO, HEWs, and CHW

· Explain  the CHD outreach site organization (see figure in Facilitator’s Note 18 below): CHD posts should be organized in such a way that clients flow in a simple and  fast way

· The roles and responsibilities of the Woreda Health Office include:

· Organizing Community Health Days in agreement with HEWs 

· Timely distribution of supplies (Vitamin A capsules, Albendazole, reporting forms)

· Supervision of activities

· Woreda level Compilation of reports on coverage of VAS and de-worming, and reporting to zonal office

· The roles and responsibilities of Supervisors (staff of the WHO, HEWs supervisor) include:

· Management/logistic support: assist HEWs and VCHWs in organising activities in a good work flow, replenish supplies, assist transportation and facilitate community mobilisation in collaboration with community leaders
· Technical support: closely observe application of standard procedures of anthropometric measurements (bilateral oedema, MUAC measurement techniques); recording and interpretation of anthropometric data; Vitamin A capsule administration practices; and take corrective measures accordingly on spot

· Collect reports and check for completeness, consistency and validity of records, and take corrective actions when required

· Compile and submit the reports compiled by kebele, and filled supervisory checklists  to the woreda coordinator
· HEWs are responsible for:

· Agreeing with the Woreda Health Office on a date for the Community Health Days. 

· Prepare map and movement plan

· Collect the necessary supply form the WHO and avail at CHD outreach sites. Note: it is already available at the WHO for this CHDs

· Lead the CHD team and monitor the overall activity in the outreach post 

· Administer Vitamin A and De-worming tablet 

· Do nutritional screening (MUAC and oedema) and decide to treat SAM cases as OTP or refer to TFP

· Provide ration card for TSF in TSF woredas

· Make sure that the tally sheets are complete

· Compile report and submit to supervisor
· VCHWs are responsible for:

· Mobilizing children under 5 and pregnant and lactating women in their 50 households to attend the Community Health Days.  

· Make sure that all eligible children and PLW in her/his respective village has got the services

· During the CHDs,

· One VCHWs (Crowd controller)
· Welcome the parent/ caretaker and the child

· Verify (using a wooden stick of 110 cm) that the child is within the target group for CHD (6-59 months)

· Screen women obviously pregnant and mothers lactating a less than 6 months old baby

· Send  the child to the next  services 

· Monitor that children do not come twice to receive the same service (remember that receiving 2 doses of vitamin A in a short period can be dangerous)

· Provide key information on CHD services 

· Two VCHWs (Recorders)

· One VCHW recorder tally  vitamin A and deworming provided on the vitamin A and deworming  tally sheet

· The other VCHW tally the nutritional screening on the screening tally sheet

2. (10 min)  Ask each HEW to prepare her own kebele CHD map. Tell them to name the CHD posts. 

3. (40 min)  Orient the participants their role as HEW and CHW. Have participants conduct role play on the actual organization and provision of all the CHD services.  Facilitators should check to ensure that it is done correctly (organization, actual provision of vitamin A, de-worming, and registration) and provide feedback.

Facilitator's Note 72 - Organization of CHD
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CHD outreach site organization
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Session 9-2:  Linkages with other programs to address various causes of malnutrition

Objective:  At the end of the session, participants will be able to:

· List services related to causes of malnutrition in their communities and help families to access those services

Time:  (  60 minutes

Materials:  Paper and markers

Methodology:

· Where possible, invite other sector staff to participate and inform trainees of programs in their sectors

· Group work 

· Plenary discussion

Advanced Preparation:

Prepare a chart showing the available food security interventions, water and sanitation services, education services, welfare measures, income generating programs, NGO interventions, etc., whom to approach, and eligibility criteria and procedure. 

Activities:

· Ask participants to work in groups and do the following:

· Recall the causal diagram and the immediate and underlying causes of malnutrition.

· Recognize nutrition/health problems families may encounter that may be helped by food security or other interventions operating in the community.

· List what types of services are available in the kebele and woreda that impact food security, caring practices and household resources. 

· Discuss the eligibility criteria for each of these services and how families and community members can access these services and interventions. This should cover NGO interventions, if any. 

· Ask participants to present and lead discussion.  Allow them to compare their group work with the chart prepared by the facilitator and fill in any gaps.

· Clarify the roles of HEWs and CHWs. HEWs, as a members of the kebele food security task force and Kebele Council, have the ability to help families access services from other sectors. HEW/CHW must also discuss these points during Community Conversation.

Session 9-3:  Supportive supervision and review meetings

Objectives:  At the end of the session, participants will be able to:

· Understand the purpose of supportive supervision

· Be familiar with the issues that should be addressed during supportive supervision
· Understand the importance of monthly HEW-CHW review meetings
· Know which topics should be addressed during review meetings
Total Time:  (  2 hours 15 minutes

Activity 9-3a:
 Supportive supervision (30 min)
Activity 9-3b:
 Monthly HEW-CHW review meetings (1 hr 30 min)

Activity 9-3c:    Recap of reporting and review responsibilities of HEWs (15 min)

Methodology:  Presentation, plenary discussion, role play

Activity 9-3a:  Supportive supervision

Time:  (  30 minutes

Materials:

· Supportive supervision checklists for HEWs
· Supportive supervision checklist for WoHO

Activities:

· Explain to participants the purpose of supportive supervision.  

· To monitor the progress of CBN activities

· To observe CHW and HEW capacity and provide support and on-the-job training where needed

· To foster a sense of collaboration between CHWs, HEWs, and WoHO and to motivate actors at all levels
· Distribute the supportive supervision checklists for HEWs to use when supervising CHWs.  Go over each item to ensure a common understanding of issues that should be observed and assess during supportive supervision.  

· Emphasize that during supervision, HEWs should not simply ask CHW if there are any problems—they should observe activities and review reports, registers, and community maps to see how the activities are actually being carried out.  Individual problems should be addressed immediately with CHWs;  problems that are common among many CHWs should also be addressed during HEW-CHW monthly review meetings.

· Distribute the supportive supervision checklist for WoHO to use when supervising HEWs/CHWs.  Go over each item as was done for the HEW checklists.    

· Remind participants that the purpose of supportive supervision is not fault finding, but rather helping to improve program implementation.  
· Stress the importance of establishing a good working relationship between CHWs, HEWs, and WoHO.  
· A supportive relationship is essential to helping build CHW and HEWs capacity and to ensure that CBN activities are carried out as expected and with good quality.  

· Emphasize that providing sufficient support in the early months will help CHWs/HEWs gain the capacity to work independently, with less support from HEWs/WoHO, and in the end this will make the job of easier at all levels and will also make for a more effective program.  

Activity 9-3b:  Monthly HEW-CHW review meetings

Time: (  1 hour 30 minutes

Materials:  None

Activities:

· Explain the purpose of holding monthly HEW-CHW review meetings:

· A chance for all CHWs and HEW to share experiences and learn from each other

· Provides a forum for analyzing and discussing kebele-level CBN data

· Provides timely feedback and action based on previous month’s performance

· Explain that each month, the HEW is responsible for organizing and conducting the review meeting.  Before the meeting, she should be sure to:

· Inform all CHWs about the date, time, and location of the meeting

· Remind CHWs to bring their monthly CBN report

· Plan the topics to discuss

· Analyze data from the previous month

· During the review meeting:
1. Share and analyze data from the CHW activities of the previous month (data reported during the last review meeting):

· Share GMP participation and SUW graphs.

· With CHWs, jointly analyze kebele-level data including:

· GMP and CC participation

· Trends in percentage of UW/SUW children, and in number of children with weight loss or no weight gain

· Differences between girls and boys

· Communities with abnormally high/low malnutrition, growth faltering, or participation—why and how to address

· Reporting rate and review meeting participation

· Discuss appropriate actions for the issues raised.  

Also review actions that were raised the previous month:  Were the actions carried out as planned?  How was the community’s response?  What effects have been seen?  
2. With CHWs, discuss challenges and successes faced during the last month.  Allow CHWs to share:

· Lessons learned

· Questions and suggestions for other CHWs

3. CHWs should also share their action plan for the next month, including GMP and CC dates, mobilization activities they are planning, and other activities that they will carry out (HHI, other follow-up activities, etc.).

· CHWs should discuss any support they need from HEW during the next month, and HEW should make a tentative plan for when she will visit CHWs.  
· HEWs should ensure that all CHWs attend the review meetings.  These are an essential part of helping to build CHW capacity and to improve program implementation.  

· In groups, and using the data analyzed in Activity 7-4c, ask participants to prepare a role play of a review meeting.  In plenary, allow groups to present and discuss ways to improve.    

Activity 9-3c:  Recap of reporting and review responsibilities of HEWs

Time: (  15 minutes

Materials:  Handout on reporting and review responsibilities of HEWs

Activities:

· Distribute the handout and review the reporting and review responsibilities of HEWs.  Supporting information is provided in Facilitator's Note 73, Facilitator's Note 74, and Facilitator's Note 75.

· Assure that all participants understand the purpose and importance of the items listed, and allow for questions and clarifications.  

Recording, review, and reporting of GMP data and other data can be broadly divided into three parts:

1. Checking of data quality and correction of errors.

2. Analysis of data for the month and comparison of data over time at community level.

3. Analysis of data for the month and comparison of data over time at kebele level.

Facilitator's Note 73 - Checking of data quality and correction of errors

Checking data quality is best done at the source where it is generated. This means that every month CHW has to check that while reporting total number of children in her community, she has: 

· Added new births.

· Removed names of children who have completed 24 months.

· Added names of children under two years from any family that has newly moved into the community.

· Removed names of children under two years from families that have moved out from the community.

· Removed names of children who have died. 

While she adds new registration at the end of the list in the GMP register, she can circle the child number to mark that the child is not to be counted in the total. So she arrives at a new total number registered whenever there is any addition or deletion. She also has to check that the total number of boys and girls does not exceed the total in the register. Small errors can happen and need to be corrected at CHW level. Once the data is aggregated, HEW will find it difficult to correct these mistakes.

The number weighed cannot be more than the number registered at any month. CHW has to check this. Similarly, the total number of children who are normal weight, underweight and severely underweight should equal the total number weighed for boys or girls, or the total. 

CHW also has to check for simple arithmetic errors. This may be difficult for CHWs with lower grades of school completion but overtime they can learn and also get help from any community members or school children in their communities. 

When submitting the report form, CHW should make sure that her name and the month and year of the weighing session are included.

Facilitator's Note 74 - Analysis of data for the month and comparison of data over time at community level

CHWs are not required to work out percentages. But as the number of children will not vary very much between months, the number of children who are ‘Normal weight,’ ‘Underweight’ or ‘Severely underweight’ can give a fair idea of the trend. The questions CHWs have to ask include:

· Are all children under two years in her community being weighed? If not, who is not attending the weighing sessions and why? If the family continues to default, how can she convince them or make other influential members convince the family about the need to weigh children every month and monitor weight gain?

· Is the number of children who are severely underweight or underweight going down when compared with the previous month/months? Or is the number going up? (In the beginning, as SUW children start to recover, the number of UW children is likely to go up, but with sustained action from all families, this will gradually come down.) If not, how can she improve the feeding and caring of underweight children?

· If there is any increase, does it reflect seasonality and can the community anticipate and take action?  For instance, if the diarrhoea/fever is increasing after rains, can they check if they are following recommended hygiene and sanitation practices at household and community levels? 

· Are girls more malnourished than boys? If so, how can this issue be raised during community conversation? (Role plays and stories to draw attention of the community members to the neglect of girl children?)
· Which of the children need follow-up visits? CHW has to plan to make these follow-up visits to SUW children and children who have been referred to HEW or advised to go to health clinics. She has to also visit homes of children who have not gained enough weight or lost weight so that feeding problems can be discussed and addressed.
· Is CHW able to organize community meetings regularly and is it attended by all families?

· How many households are using adequately iodized salt?  Is there a problem of loss of iodine in the salt due to improper storage or use?  And if so, how can she bring this to the attention of the community in the meeting?

· Are local religious leaders and other elders supporting her? If not, how can she make this happen? 

Facilitator's Note 75 - Analysis of data for the month and comparison of data over time at kebele level

At kebele level, the HEW has to check all information using the same review checklist provided above for each CHW she is supervising. She also has to:

· Analyse and compare the data over time for the whole kebele

· Ensure at least 90% weighing coverage for each of the communities

· Analyse problems in depth and cover the specific communities during her visits

Her key role also relates to ensuring intersectoral linkages for food security programs as well as other interventions that impact the nutritional well being of children and mothers.

Session 9-4:  Trainer skill presentations
Objectives:  At the end of the session, participants will be able to:
· Strengthen their training skills
· Strengthen all planning, doing and communication skills related to CBN roles and responsibilities
Time:  (  2 hours 30 minutes
Materials:  
· Topics for trainer skill presentations 
· Papers, markers and any other materials the trainees want to organize for their presentation
Methodology:  Presentations and plenary discussion
Activities:

· Ask teams to present their topics one by one. 

· Invite comments and questions from other trainees.  In plenary, discuss if all key points were covered, if the interest of the trainees/communities was sustained, and what improvements can be made when training CHWs. 

Facilitator's Note 76 – Trainer skill presentations
All trainer skill presentations can be done either by theme (GMP, breastfeeding, complementary feeding, community mobilization, etc.), or by randomly selecting some of the topics distributed earlier among the training teams.  
Schedule 3 to 4 presentations for each hour available for this activity.

DAY 10

Session 10-1:  Trainer skill presentations (continued)

Time: ( 30 minutes   

Activities:

· Continue the trainer skill presentations from Session 9-4.

Session 10-2:  Post-test
Time: ( 30 minutes   

Materials:  Post-training test (same as pre-test)
Methodology:  Classroom written test

Activities:

· Distribute the post-test to trainees.

· Inform them that they have 30 minutes to complete the test.  

Facilitator's Note 77 – Evaluating the post-test
· Quickly mark the tests during tea and lunch breaks.

· Compare pre-test and post-test scores for each trainee.

· If you have scored the trainees’ improvement in skills as well, you can present this along with the pre-test vs. post-test scores.

Before the end of training, take 5-10 minutes to:

· Present what the improvements have been and what trainees can do to continue to improve their skills, knowledge and attitudes.
· Quickly go through the correct answers to the test.

Session 10-3:  Developing HEW’s work plan
Objective:  At the end of the session, participants will be able to:
· Have a clear understanding of their role in CBN activities

· Develop a work plan that includes the community conversation, supportive supervision and monitoring that they have to do for CBN
· Allocate time to effectively support CHWs, engage with communities and bring critical issues to the attention of local authorities
Time: (  1 hour
Methodology: Group work, presentation and plenary discussion
Activities:

· Divide into small groups.  Decide on tentative training dates for CHW training and develop a CHW training plan for the woreda.  

· Discuss specific roles HWs/HEWs should play in the processes of Community Mobilisation, GMP and counselling, Community Conversation at Gotte level (for six months) and 50 household level and other CBN activities. 
· Based on the discussion on HWs/HEW’s role, prepare a work plan for the first month of CBN activities (after CHW training is completed) – when they will do sensitization/mobilization at the kebele and gotte levels, conduct the initial community meeting, conduct CC, etc.  (Actual dates, however, will have to be decided with the community members.) Emphasize the importance of initial mobilisation activities, such as talking with influential community members.  
· Also, make sure that trainees discuss how to integrate CBN activities into their existing work routines (including reporting), as well as how to utilize existing activities and opportunities, such as home visits, EPI outreach, model family training, etc., to enhance CBN activities.  Let them also discuss how they will encourage coordination/collaboration with other sectors.  

· In plenary, allow each group to present.  Lead discussion to clarify and exchange ideas.
ANNEX 1: Counselling Case Studies
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’Ñ\ ¾J’¨< uÅu<w ¨KA µ” nK< ¨[Ç ›^u< kuK? ’¨<:: ወ/ሮ ዘሪቱ ¾7 ¨` ¨”É MÏ Ã³ K�ÉÑƒ ¡ƒƒM �“ U²“ S×‹:: ¾uÔ ðnÉ ¾TIu[cw Ö?“ c^}—ª ወ/ሮ ዘሪቱን ሰላም ብላ Ié’<” ŸS²’‹ u%EL ¡wÅ~” u�ÉÑƒ ¡ƒƒM S´Ñw LÃ êó u�ÉÑƒ SŸ�}Á ‰`ƒ LÃ uƒ¡¡M ›cð[‹:: በሁለት ተከታታይ የምዘና ጊዜያት Ié’< በቂ ክብደት አልጨመረም፡፡ eK²=I ¨Ç=Á¨<’< �“ƒ¾¨<” SUŸ` ËS[‹::

¾uÔ ðnÉ Ö?“ c^}—: MÏi K�ÉT@¨< እንደT>Ñv¨< ¡wÅƒ እየጨመረ አይደለም:: Ÿ}KÁÁ �IM �“ Ø^Ø_ ¾}²ÒË Ñ”ö uk” ŸG<Kƒ �eŸ feƒ Ñ>²? SÓu=¨<:: በተጨማሪም ¾›ÅÒ UM¡„‹” (ƒŸ<dƒ' ƒ¨<Ÿƒ' S”²õ²õ' É¡U¡U TKƒ �“ UÓw ›KS¨<cÉ) "¾i u›ó×˜ ¨Å Ö?“ }sU KU`S^ Ã²i¨< H>Í=::  

ወ/ሮ ዘሪቱ: �g=

¾Ö?“ ›?¡e‚”i” c^}—ª Ié’< KU” በቂ ¡wÅት እንዳልጨመረ U¡”Á~” KT¨p S}”}” �”ÇM}c^ eK}[Ç‹ ^dD Ÿ�“ƒ¾¨< Ò` S¨ÁÁƒ ËS[‹:: ¾uÔ ðnÉ c^}—ª”U ›c^\” uÅ”w �”É�Ö?” ’Ñ[†ƒ::

¾Ö?“ ›?¡e‚”i”: (¾u?}cw Ö?“ "`Æ” �Ád¾‹) MÏi በሁለት የምዘና ጊዜያት የጨመረው ¡wÅት በቂ አይደለም፡፡ vKñƒ 15 k“ƒ ¨<eØ �V ’u`;

�“ƒ: ›Ã ›M�SSU::

¾Ö?“ ›?¡e‚”i”: MÏi” Ö<ƒ �Öu=ªKi;

�“ƒ: ›­

¾Ö?“ ›?¡e‚”i”: እያጠባሽ መሆኑ ጥሩ ነው፡፡ uk” e”ƒ Ñ>²?;

�“ƒ: feƒ �“ ›^ƒ Ñ>²?.:: u›w³—¨< c=ÁKpe ’¨< ¾TÖv¨<::

¾Ö?“ ›?¡e‚”i”: Ó” KU” feƒ �“ ›^ƒ Ñ>²?. w‰;

�“ƒ: ue^Â U¡”Áƒ w²< Ñ>²? Ÿu?ƒ ¨<ß ’¨< ¾U¨<K¨<::

¾Ö?“ ›?¡e‚”i”: }ÚT] UÓw ËU[iK�M;

�“ƒ: ›­

¾Ö?“ ›?¡e‚”i”: U” ¯Ã’ƒ UÓw ËS`iKƒ;

�“ƒ: u›w³—¨< Ñ”ö ’¨<:: Æo~” ŸÑwe' ŸuqKA' ŸTiL �“ ŸvoL ’¨< Á²ÒËG<ƒ:: ð×]  

      ÃSeÑ” & ¾UÓw ‹Ó` �”"E” ¾Kw˜U:: 

¾Ö?“ ›?¡e‚”i”: ተጨማሪ ምግብ መጀመርሽ u×U Ø\ ’¨<::  uk” e”ƒ Ñ>²? ’¨<  

      ¾UƒSÓu=¨<;

�“ƒ: ›”È ¨ÃU G<K‚

¾Ö?“ ›?¡e‚”i”: Ó” KU” ›”È ¨ÃU G<K‚ w‰;

�“ƒ: Ñ”ö¨<” �’@ ›²ÒÏ“ �LLp �Iƒ“ ¨”ÉV‡ “†¨< ¾T>ÁuK<ƒ:: �’c< ÅÓV Ã²’ÒK<::

¾Ö?“ ›?¡e‚”i”: �^ei KU” ›ƒSÓu=¨<U;

�“ƒ: ’ÒÈ eKJ’Ÿ<– w²< Ñ>²?Â” u?ƒ ¨<eØ ›MJ”U:: u›p^u=Á Ÿ}V‹ feƒ ª“ ª“ ¾ÑuÁ 

      k“ƒ ›K<::K”ÓÉ e^Â ¨Å’²=Á Ÿ}V‹ �H@ÇKG<:: �²=I u— Ÿ}T ÅÓV Ñ<Mƒ ›K::  

      udU”ƒ G<Kƒ ¨ÃU feƒ k” Ñ<Mƒ �kS×KG<:: eK²=I w²< Ñ>²? Ÿu?ƒ ¨<Ü ’˜::  
 u?}cw eLK˜ Ñ”²w ÁeðMÑ—M:: Ÿ�`h¨< ¾U“Ñ–¨< Ñu= ÅÓV u?}cw KTe}ÇÅ` um ›ÃÅKU:: }ÚT] Ñ”²w Tግ–ƒ ¾ÓÉ ’¨<::

¾Ö?“ ›?¡e‚”i”: Ku?}cw S}ÇÅ]Á ¾T>J” Ñ”²w KTÓ–ƒ ¾Ñu= TeÑ— e^­‹” u×U   

      Ö”¡[i መስራትሽ ጎበዝ ’ሽ:: J•U Ó” MÏi” uÅ”w KS”ŸvŸw Ñ>²? ›d×i:: uu?ƒi  

      G<K<U ’Ñ` ›Ki:: U”U ¾ÔÅKi ’Ñ` ¾KU:: ጊዜ ግን የለሽም፡፡ Ó” KU” ÃSeMhM  

      MÏi በደንብ ¡wÅት ያልጨመረው;

�“ƒ: ue^Â U¡”Áƒ U”U Ñ>²? ¾K˜U:: Ÿu?‚ ¨<ß ’¨< ¾U¨<K¨<:: eK²=I በቂ ምግብ እና  

      እንክብካቤ እያገኘ አይደለም:: �LLq‡” ddÉÓ ÃI” e^ ›MËS`Ÿ<U ’u`:: eK²=I Ö<ƒ  

      uÅ”w Öw}¨< UÓwU uÅ”w uM}¨< ’¨< ÁÅÑ<ƒ::

¾Ö?“ ›?¡e‚”i”: uÅ”w ›e}¨<KhM:: ለ²=I ነው MÏi uቂ ¾Ö<ƒ ¨}ƒ �“ }ÚT] UÓw  

      ያላገኘው እና በቂ ክብደት ያልጨመረው:: 
�“ƒ: e^Â” Se^ƒ ¾ÓÉ ’¨<:: Ó” MÎe; ይህን ነገር እንዴት ላስተካክለው እችላለሁ;  

¾Ö?“ ›?¡e‚”i”: vKu?ƒie;

�“ƒ: �c< Ñu_ ’¨<:: ¾�`h Ñ>²? eKJ’ ›G<” ¨Å Td¨< H@ÇDM::

¾Ö?“ ›?¡e‚”i”:  ¾�`h e^ uTÃ•`uƒ ¨pƒ U” Ãc^M;

�“ƒ: ¾�`h e^ uTÃ•`uƒ ¨pƒT U”U ›Ãc^U::

¾Ö?“ �¡e‚”i”:  �’@ S†U ŸvKu?ƒi Ò` SS"Ÿ` ¾}hK ÃSeK—M:: ¾¨KÅ¨< ልÌ Ÿe„  

       T¾ƒ ¾T>ðMÓ ›vƒ ¾KU:: MÏ” uS”ŸvŸw e^ KUdK? uSSÑw' ÑL uTÖw �“  

       uK?L K=ÁÓ´i Ã‹LM:: KT”—¨<U Ó” ልÌ” uS”ŸvŸw e^ �Ñ³ �”É�Ñ–> �e+  

       vKu?ƒi” Ñ<Ç¿”  uÅ”w ›ªÃ¨<::

�“ƒ: �g=:: vKu?‚ MÐ‡” u×U Ã¨ÇM:: �c< uT”—¨<”U ’Ñ` K=ÁÓ²˜ ðnÅ— ’¨<:: �“i  

       �I‚”U �’@ Ò LS×ƒ �‹LKG<:: ³_ ¾’Ñ`i˜” G<K< �’Ó[¨<“ ›”É ’Ñ` �“Å`ÒK”::    

       G<K<U ’Ñ` �”ÅT>e}"ŸM ›U“KG<:: 
¾Ö?“ ›?¡e‚”i”: SM"U:: Ÿfeƒ k” u%EL u?ƒ SØŠ ›ÃhKG<::

Ÿ²=Á u%EL ¾Ö?“ ›?¡e‚”i“E ¾Ié’< ›SÒÑw �”Å �ÉT@¨< �”Èƒ SJ” �”ÇKuƒ ¾u?}cw Ö?“ SS]Á "`É uSÖkU  �“ƒ¾¨<” ›e[Ç‰ƒ:: 
¾Ö?“ ›?¡e‚”i”: KT>kØK¨< U²““ ¡ƒƒM SU×ƒ �”Çƒ[g=:: ÅI“ G<˜::

�“ƒ: �g= uÃ ÅI“ G<˜::

                                     ተውኔት 3
                              “ልጄ ታማለች”
u›a_d ¨[Ç ¨ÃK? SÒÊ kuK? ¾Uƒ•ረው አበባ ¾13 ¨` �ÉT@ ÁLƒ c?ƒ Mጇን ሳራን Ã³ K�ÉÑƒ ¡ƒƒM S×‹:: ¾Ié“E ¡wÅƒ 9.3 Ÿ=KA uSJ’< ¾�ÉÑƒ G<’@�ª K�ÉT@ª ŸT>Ñvƒ ´p}— ¡wÅƒ �”ÇLƒ እና ካለፈው ወር ምዘና ጀምሮ ክብደት እንደቀነሰች ÁSK¡�M:: ¾uÔ ðnÉ ¾TIu[cw Ö?“ c^}—ª ሁኔታው ለምን አንደተከሰተ U¡”Á~” KT¨p Ÿ�“ƒ¾ª Ò` }¨Á¾‹:: 

¾uÔ ðnÉ Ö?“ c^}—: MÏi ¡wÅƒ ቀንሳለች፡፡ በተጨማሪም ክብደቷ K�ÉT@ª ŸT>Ñvት u�‹  

      ’¨<:: ባለፈው እንደተባባልነው በደንብ እያጠባሻት ነው? 

�“ƒ: አዎ      

¾uÔ ðnÉ Ö?“ c^}—: }ጨT] UÓwስ እየሰጠሻት ነው;

�“ƒ: ›­

¾uÔ ðnÉ Ö?“ c^}—: ምን ዓይነት ምግብ ነው የምትሰጫት?
�“ƒ: ያው ቤት የምንበላውን ነው የምሰጣት፡፡ በተጨማሪም እንቁላል፣ የላም ወተት እና ፍራፍሬ  

      ብርቱካንና ሙዝ እሰጠታለሁ፡፡ ካለፈው ሳምንት ጀምሮ ግን ደህና አይደለችም፡፡   

¾uÔ ðnÉ Ö?“ c^}—:  በጣም ጥሩ ነው እያደረግሽ ያለሽው፡፡ vKñƒ ›e^ ›Ueƒ k“ƒ ¨<eØ  

      �T ’u`;

�“ƒ: አዎ፤ ተቅማጥ ከጀመራት ይኸው ዛሬ ሰባተኛ ቀኗ

¾uÔ ðnÉ Ö?“ c^}—ዋ ¾›ÅÒ UM¡„‹ ›KS•^†¨<” ›[ÒÑÖ‹::

¾uÔ ðnÉ Ö?“ c^}—: ለተቅማጡ ምንድን ነው እየሰጠሸት ያለሽው;

�“ƒ: ምንም፤ ምን እንደሚሰጥ አላውቅም::

¾uÔ ðnÉ Ö?“ c^}—: መጸዳጃ ቤት አለሽ? ተጠቃሚስ ነሽ?
�“ƒ: ›­ 

¾uÔ ðnÉ Ö?“ c^}—: ውሃ ከየት ነው የምትቀጂው?
�“ƒ: አንድ ምንጭ አለ ሁሉም ሰው የሚጠቀምበት፡፡ ከዛ ነው የምቀዳው
¾uÔ ðnÉ Ö?“ c^}—: ውሃውን ታፈይዋለሽ? ወይም ታክሚዋለሽ?
�“ƒ: አይ፤ ሁላችንም እንዳለ ምንም ሳናደርግ ነው የምንጠቀምበት
¾uÔ ðnÉ Ö?“ c^}—: ግን ለምን አታፈይውም ወይም አታክሚውም?
�“ƒ: ብዙ ስራ አለብኝ፡፡ ውሃ እንዴት እንደሚታከምም አላውቅም፡፡
¾uÔ ðnÉ Ö?“ c^}—: ሳራ ለምን ክብደት የቀነሰች ይመስልሻል?
�“ƒ: በደንብ እየበላች አይደለም፤ በዛ ላይ ተቅማጥ ይዟታል፡፡ የበላችው ሁሉ ይወጣል፡፡
¾uÔ ðnÉ Ö?“ c^}—: ልክ ነሽ፡፡ ግን ለምን ተቅማጥ ያዛት?
�“ƒ: እንግዲህ ወይ ውሃው ንጹህ አይደል ይሆናል፡፡
¾uÔ ðnÉ Ö?“ c^}—: ትክክል
�“ƒ: ታዲያ ለተቅማጡ እና ለውሃው ምን ማድረግ አለብኝ?
Ÿ²=Á ¾uÔ ðnÉ Ö?“ c^}—ª  የቤተሰብ ጤና ካርድ በመጠቀም ለታመመ ህጻን እንዴት መመገብ እንደሚገባ እና ተቅማጥ በቤት ውስጥ እንዴት እንደሚታከም ምክር ሰጠቻት፡፡ u}ÚT]U ለTGu[cw ¨<ÃÃƒ እንድትመጣ እና በቤት ውስጥ ውሃን እንዴት ንጹህ ማድረግ ይቻላል የሚለውን ጉዳይ u¨<ÃÃቱ LÃ �”É�’d ›eÑ’²u‰ƒ::
ANNEX 2: Filled CHW GMP Register for One Month

[image: image46.emf]
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ANNEX 3: Filled CHW Report Forms With Common Errors

Errors in CHW Report Forms (Facilitator’s Note 61)

January, 2009

	Report on Growth Monitoring
	Girls
	Boys 
	Total

	1
	Total No. o children in the group
	12
	10
	24



	2
	No of children weighed this month
	11
	10
	20

	3
	No. of normal weight children (between red and lower green line)
	7
	8
	15

	4
	No. of underweight children (below the lower green line)
	3
	1
	3

	5
	No. of severe underweight children (below the lower black line )
	0
	1
	1

	6
	No. of children who lost or did not gain weight
	1
	1
	2

	Report on CC



	7
	Was a CC session held?
	 Yes

	8
	No of participants
	Female
	Male
	Total

	
	
	22
	18
	40


	Report on Growth Monitoring
	Girls
	Boys 
	Total

	1
	Total No. o children in the group
	12
	16
	28



	2
	No of children weighed this month


	14
	16
	29

	3
	No. of normal weight children (between red and lower green line)
	8
	10
	18

	4
	No. of underweight children (below the lower green line)
	5
	4
	9

	5
	No. of severe underweight children (below the lower black line )
	1
	1
	2

	6
	No. of children who lost or did not gain weight


	2
	1
	3

	Report on CC



	7
	Was a CC session held?


	 Yes

	8
	No of participants
	Female
	Male
	Total

	
	
	28
	32
	62


February, 2009

ANNEX 4: 10 Filled CHW Report Forms
Misreta Group I
	Report on Growth monitoring for CHW
	Girls
	Boys
	Total

	1
	Total No. of children in the group
	10
	12
	22

	2
	No. of children weighed this month
	6
	7
	13

	3
	No of normal weight children (between the two red lines)
	4
	6
	10

	4
	No. of underweight children (Between the lower red and black lines)
	0
	1
	1

	5
	No. of severe underweight children (below the lower black line)
	2
	0
	2

	6
	No. of children who lost or did not gain weight
	1
	2
	3

	Report on CC

	7
	Was CC session held?
	

	
	Yes
	Male
	Female
	Total

	
	
	10
	12
	22


Misreta Group II

	Report on Growth monitoring for CHW
	Girls
	Boys
	Total

	1
	Total No. of children in the group
	15
	14
	29

	2
	No. of children weighed this month
	14
	14
	28

	3
	No of normal weight children (between the two red lines)
	12
	11
	23

	4
	No. of underweight children (Between the lower red and black lines)
	2
	2
	4

	5
	No. of severe underweight children (below the lower black line)
	0
	1
	1

	6
	No. of children who lost or did not gain weight
	0
	1
	1

	Report on CC

	7
	Was CC session held?
	

	
	Yes
	Male
	Female
	Total

	
	
	16
	18
	34


Misreta GrouP III
	Report on Growth monitoring for CHW
	Girls
	Boys
	Total

	1
	Total No. of children in the group
	15
	15
	30

	2
	No. of children weighed this month
	7
	8
	15

	3
	No of normal weight children (between the two red lines)
	4
	6
	10

	4
	No. of underweight children (Between the lower red and black lines)
	2
	1
	3

	5
	No. of severe underweight children (below the lower black line)
	1
	1
	2

	6
	No. of children who lost or did not gain weight
	2
	1
	3

	Report on CC

	7
	Was CC session held?
	

	
	NO
	Male
	Female
	Total

	
	
	
	
	


Misreta Group IV
	Report on Growth monitoring for CHW
	Girls
	Boys
	Total

	1
	Total No. of children in the group
	12
	11
	33

	2
	No. of children weighed this month
	9
	8
	17

	3
	No of normal weight children (between the two red lines)
	6
	4
	10

	4
	No. of underweight children (Between the lower red and black lines)
	0
	3
	3

	5
	No. of severe underweight children (below the lower black line)
	2
	1
	3

	6
	No. of children who lost or did not gain weight
	1
	0
	1

	Report on CC

	7
	Was CC session held?
	

	
	Yes
	Male
	Female
	Total

	
	
	10
	8
	18


Misreta Group V

	Report on Growth monitoring for CHW
	Girls
	Boys
	Total

	1
	Total No. of children in the group
	12
	10
	22

	2
	No. of children weighed this month
	12
	9
	21

	3
	No of normal weight children (between the two red lines)
	9
	7
	16

	4
	No. of underweight children (Between the lower red and black lines)
	3
	1
	4

	5
	No. of severe underweight children (below the lower black line)
	0
	1
	1

	6
	No. of children who lost or did not gain weight
	1
	2
	3

	Report on CC

	7
	Was CC session held?
	

	
	Yes
	Male
	Female
	Total

	
	
	15
	12
	27


Misreta Group VI

	Report on Growth monitoring for CHW
	Girls
	Boys
	Total

	1
	Total No. of children in the group
	10
	12
	22

	2
	No. of children weighed this month
	10
	12
	22

	3
	No of normal weight children (between the two red lines)
	5
	5
	10

	4
	No. of underweight children (Between the lower red and black lines)
	4
	4
	8

	5
	No. of severe underweight children (below the lower black line)
	1
	3
	4

	6
	No. of children who lost or did not gain weight
	3
	2
	5

	Report on CC

	7
	Was CC session held?
	

	
	No
	Male
	Female
	Total

	
	
	
	
	


	Report on Growth monitoring for CHW
	Girls
	Boys
	Total

	1
	Total No. of children in the group
	18
	16
	34

	2
	No. of children weighed this month
	20
	14
	34

	3
	No of normal weight children (between the two red lines)
	14
	10
	24

	4
	No. of underweight children (Between the lower red and black lines)
	3
	3
	6

	5
	No. of severe underweight children (below the lower black line)
	3
	1
	4

	6
	No. of children who lost or did not gain weight
	2
	0
	2

	Report on CC

	7
	Was CC session held?
	

	
	No
	Male
	Female
	Total

	
	
	
	
	


Misreta Gp VII

Misreta  Gp VIII

	Report on Growth monitoring for CHW
	Girls
	Boys
	Total

	1
	Total No. of children in the group
	18
	22
	40

	2
	No. of children weighed this month
	12
	16
	28

	3
	No of normal weight children (between the two red lines)
	10
	12
	22

	4
	No. of underweight children (Between the lower red and black lines)
	1
	2
	3

	5
	No. of severe underweight children (below the lower black line)
	1
	2
	3

	6
	No. of children who lost or did not gain weight
	1
	1
	2

	Report on CC

	7
	Was CC session held?
	

	
	Yes
	Male
	Female
	Total

	
	
	12
	15
	27


Misreta Group IX

	Report on Growth monitoring for CHW
	Girls
	Boys
	Total

	1
	Total No. of children in the group
	12
	11
	23

	2
	No. of children weighed this month
	3
	4
	7

	3
	No of normal weight children (between the two red lines)
	3
	4
	7

	4
	No. of underweight children (Between the lower red and black lines)
	0
	0
	0

	5
	No. of severe underweight children (below the lower black line)
	0
	0
	0

	6
	No. of children who lost or did not gain weight
	0
	0
	0

	Report on CC

	7
	Was CC session held?
	

	
	Yes
	Male
	Female
	Total

	
	
	10
	8
	18


Misreta Group X

	Report on Growth monitoring for CHW
	Girls
	Boys
	Total

	1
	Total No. of children in the group
	
	
	28

	2
	No. of children weighed this month
	
	
	

	3
	No of normal weight children (between the two red lines)
	
	
	

	4
	No. of underweight children (Between the lower red and black lines)
	
	
	

	5
	No. of severe underweight children (below the lower black line)
	
	
	

	6
	No. of children who lost or did not gain weight
	
	
	

	Report on CC

	7
	Was CC session held?
	Yes

	
	Yes
	Male
	Female
	Total

	
	
	10
	8
	18


ANNEX 5: Sample filled HEW reports of six months

CBN Activity Report of January
	GMP
	Girls
	Boys
	Total

	1
	Total number of <2 children
	126
	128
	254

	2
	Number of children weighed
	93
	99
	192

	3
	Number of children NW
	66
	72
	138

	4
	Number of children UW
	18
	20
	38

	5
	Number of children SUW
	9
	7
	16

	6
	Number of children who didn’t gain or lost weight
	-
	-
	-

	CC

	7
	Number of CHWs conducting CC
	4

	8
	Number of CC participants
	Male
	Female
	Total

	
	
	88
	28
	136

	Reporting and Review

	9
	CHW Reporting Rate
	Total No. trained CHWs
	No. CHWs reporting

	
	
	12
	12

	10
	Monthly HEW-CHW Review Meeting
	Held this month?
	No. CHWs attending

	
	
	Yes
	12


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

CBN Activity Report of February
	GMP
	Girls
	Boys
	Total

	1
	Total number of <2 children
	120
	130
	250

	2
	Number of children weighed
	98
	107
	205

	3
	Number of children NW
	65
	88
	153

	4
	Number of children UW
	24
	21
	45

	5
	Number of children SUW
	9
	8
	17

	6
	Number of children who didn’t gain or lost weight
	13
	15
	28

	CC

	7
	Number of CHWs conducting CC
	6

	8
	Number of CC participants
	Male
	Female
	Total

	
	
	132
	78
	210

	Reporting and Review

	9
	CHW Reporting Rate
	Total No. trained CHWs
	No. CHWs reporting

	
	
	12
	11

	10
	Monthly HEW-CHW Review Meeting
	Held this month?
	No. CHWs attending

	
	
	Yes
	11


CBN Activity Report of March
	GMP
	Girls
	Boys
	Total

	1
	Total number of <2 children
	122
	132
	254

	2
	Number of children weighed
	101
	108
	209

	3
	Number of children NW
	75
	82
	157

	4
	Number of children UW
	21
	22
	43

	5
	Number of children SUW
	5
	4
	9

	6
	Number of children who didn’t gain or lost weight
	8
	12
	20

	CC

	7
	Number of CHWs conducting CC
	9

	8
	Number of CC participants
	Male
	Female
	Total

	
	
	225
	135
	360

	Reporting and Review

	9
	CHW Reporting Rate
	Total No. trained CHWs
	No. CHWs reporting

	
	
	12
	9

	10
	Monthly HEW-CHW Review Meeting
	Held this month?
	No. CHWs attending

	
	
	Yes
	10


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

CBN Activity Report of April
	GMP
	Girls
	Boys
	Total

	1
	Total number of <2 children
	125
	125
	250

	2
	Number of children weighed
	94
	85
	179

	3
	Number of children NW
	59
	54
	113

	4
	Number of children UW
	30
	28
	58

	5
	Number of children SUW
	5
	3
	8

	6
	Number of children who didn’t gain or lost weight
	8
	7
	15

	CC

	7
	Number of CHWs conducting CC
	10

	8
	Number of CC participants
	Male
	Female
	Total

	
	
	270
	140
	410

	Reporting and Review

	9
	CHW Reporting Rate
	Total No. trained CHWs
	No. CHWs reporting

	
	
	12
	10

	10
	Monthly HEW-CHW Review Meeting
	Held this month?
	No. CHWs attending

	
	
	Yes
	10


CBN Activity Report of May
	GMP
	Girls
	Boys
	Total

	1
	Total number of <2 children
	126
	128
	254

	2
	Number of children weighed
	110
	105
	215

	3
	Number of children NW
	79
	80
	159

	4
	Number of children UW
	25
	23
	48

	5
	Number of children SUW
	6
	2
	8

	6
	Number of children who didn’t gain or lost weight
	5
	4
	9

	CC

	7
	Number of CHWs conducting CC
	10

	8
	Number of CC participants
	Male
	Female
	Total

	
	
	250
	150
	400

	Reporting and Review

	9
	CHW Reporting Rate
	Total No. trained CHWs
	No. CHWs reporting

	
	
	12
	10

	10
	Monthly HEW-CHW Review Meeting
	Held this month?
	No. CHWs attending

	
	
	Yes
	10


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

CBN Activity Report of June
	GMP
	Girls
	Boys
	Total

	1
	Total number of <2 children
	130
	132
	262

	2
	Number of children weighed
	114
	114
	228

	3
	Number of children NW
	93
	91
	184

	4
	Number of children UW
	19
	22
	41

	5
	Number of children SUW
	2
	1
	3

	6
	Number of children who didn’t gain or lost weight
	6
	8
	14

	CC

	7
	Number of CHWs conducting CC
	10

	8
	Number of CC participants
	Male
	Female
	Total

	
	
	230
	150
	380

	Reporting and Review

	9
	CHW Reporting Rate
	Total No. trained CHWs
	No. CHWs reporting

	
	
	12
	10

	10
	Monthly HEW-CHW Review Meeting
	Held this month?
	No. CHWs attending

	
	
	Yes
	10


ANNEX 6: SARA STORY
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Sarais a Community Health Workerin Chelenkolola
village of Meta Woreda. Recently she had six days of
training on CBN by Aregash , the HEW in herkebele

Sarawentback to her neighbors and consulted

Relationship key community members (influential people,
Building model families, etc.) on what she has been

(community -

sensmza[on)‘- :;%\

trained and what shewouldliketo do. Some
were a bit skeptical, but the Gotte leader was
very interested. Sara and Aregash encouraged
himto call a meetingwith members of the Gotte
to share ideas.

Sara called a meetingin her community (50 R
Selecting households)to select about 15 community
community members to participate in Gotte-level activities,
representatives making sure that women and marginalized
community members were represented. )
At thefirst Gotte-level meeting, Aregash \

encouragedthe people to talk about whatthey
wish fortheir children's nutrition and health status
andalsointroduced ametaphor to help make
invisible problems visible tothem. Shehelped
themunderstandthat GMP could helpthem
visualize and preventmalnutrition. Saraandthe
other CHWs from the Gotte helped Aregash with
the discussion.

Visioning
Metaphor

1[Fare meane aome

e mra
Consensus| 1

i N
on GMP! The representatives from her community decided

to support Sara in organizing and conducting
monthly GMP sessions in their community. They
agreed to inform all mothers of children under 2
aboutthefirst session.

Aregash , with the Gotte leader,

Community Sara, andthe other CHWSs, ledthe
Mapping selected community members in

HH Inventory mappingthe community.

Sara conducted a household
inventory to learn about health
andhygiene practicesin the
householdsin her community.





[image: image49.png]15* Round of GMP and CC/Triple-A

Initiation of
Community A S-
Growth

Promotion

The community found an
appropriate place and
Saramade a basket for
weighingthe children.

(Triple A Cycle)

A
\l:/

ASSESSMENT
B
E

1stweighing
session was well
attended, but it took
sometime. Sara
gave counselingon
reastfeedingand

i age-appropriate
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Filling Individual
FHC/GMP Triple A Cycle N
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AAN A the mothers to take
Counseling theFHC home and
v discuss with their
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Referral One childwas severely malnourished.
Saratold the mother wherethe nearest
health facility was and advised herto

take the childimmediately.

Community Growth Chart
. Commumty
Compiling G Triple A
Community Cycle
Growth Chart

ACT ION ANALYSIS

Afterthe GMP
session, Saralooked
atthe GMP Register,
andwith Aregash and
the other CHWs in
the gotte, compiled
theinformation in the
Community Growth
Chart.
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ACTION time with girls even when the
Resource motheris busy. Based on

Aregash's suggestion, they
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environmental hygienein the
nextCC. For the severely
malnourished child, they asked
Saraand Aregash to follow up
closely and some neighbors
offered helpwheneverneeded.
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GMP session

Individual out that it was because of the
Filli Triple A long waiting time. Sara
EHO/GMP " decided to discuss it in the CC
Register ysession.
C. li Bhe asked mothers if they shared
sodnseling the FHC. Most of them did and
enjoyed the family conversation.
The severely malnourished child did not come.
Referral & Neighbors told her that the child had a fever. Sara
follow-up decided to visitthe house with Aregash. The
(home visit) parents told them that they had taken the child to the
health facility, but that they could not admit her for
treatment because they needed to take care of their
4 other small children at home.

Aregash, with Sara and the other
CHWs in the gotte, compiled the
information in the Community
Growth Chart. During the next CC
session, they could compare this

Community  Community
Growth unn smm. Chart
M ENT

gom Compiling g D D Communit,
ommunity Triple A month's growth chart with last

Growth Chart Cycle month's.

CTION ANALYSIS

Inthe next CC session, there was
no severe underweight on the
Community Growth Chart. Sara
explained that the severely

. J

ﬁgﬂ-" le-A underweight child from her

o b community did not come, and
%‘l Aregash helped them discuss why
{gotte level some children were absent. They
(gotte level) agreed that it was due to the

waiting time. Aregash then led
ANALYSIS IS discussions on water and
Participation environmental hygiene and found
rate that most of them don't wash
hands and don't have latrines.

Some children were not gaining sufficient weight
because of frequent diarrhea so Sara advised on the

Resource

identification SSESS use of ORT to prevent dehydration

- MENT

ACTION To reduce the waiting time, the community chose one

person to help Sara with the weighing and recording.

i i Comm,
nggtllnFamlikliZs Triph = They decided to improve hand washing

N‘&AEY'S'(AﬂerAregash and Sara negotiated and the model
family offered to help take care of the other 4 children,
the parents of the severely malnourished child took her
to the health center for treatment
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_1297683084.xls
Chart8

		Neonatal

		Malaria

		Pneumonia

		Diarrhea

		AIDS

		Measles

		Other



Attributable mortality

0.25

0.2

0.28

0.2

0.01

0.04

0.02



Mortality

		

		Key intervention		Antenatal care*		TT 2+ doses*		Skilled delivery*		Prevention of MTCT		Birth int. 
>36 mos**		EBF 
at 6 mos**		Comp. feed 
at 6 mos**		Cont'd BF at 2 yrs**		Vitamin A supp.***		Measles vacc.***		DPT 3 vaccine***		Fever taken to provider***		ARI taken to provider**		Diarrhea received ORT**		Safe  drinking water*		Adequate sanitation*		Treated bednet**

		Coverage (%)		27%		24%		9%		1%		43%		38%		34%		72%		56%		51%		56%		19%		16%		19%		28%		12%		1%

		* FDRE MOH Health Indicators, 2002-03.

		** Ethiopia DHS, 2000.

		*** Immunization Coverage Survey, 2001

		**** RBM Baseline Survey, 2001

				Neonatal mortality		Infant mortality		Under-5 mortality

		1986-1990		63		70		84

		1991-1995		68		62		81

		1996-2000		49		48		69

		Period		Percentage

		First month of life		29%

		First month to first year of life		29%

		First year to fifth year of life		42%

		Region		Neonatal mortality		IMR-NNR		U5MR-IMR				Infant mortality		Under-5 mortality

		Tigray		68		36		65				104		169

		Afar		46		83		100				129		229

		Amhara		60		52		71				112		183

		Oromia		61		55		78				116		194

		Somali		60		39		85				99		184

		Ben-Gumuz		65		33		100				98		198

		SNNPR		49		64		79				113		192

		Gambella		57		66		110				123		233

		Hareri		54		64		73				118		191

		Addis Ababa		43		38		33				81		114

		Dire Dawa		42		64		70				106		176

		National		49		48		69

		Year		Model U5MR		DHS U5MR

		1960		369

		1965		254

		1970		239

		1975		226

		1980		213

		1985		201

		1990		190		217

		1995		179		211

		1996		177

		2000				166

				<2 years		2 years		3 years		4+ years

		Under-5 mortality rate		272		186		137		96

		"Ethiopia - can Ethiopia achieve its child mortality MDG?

		Briefing for Anne Peterson

		dk 10-31-2003																																																						traget

																																																								107

						90		91		92		93		94		95		96		97		98		99		00		01		02		03		04		05		06		07		08		09		10		11		12		13		14		15

		Under 5 mortality				193		193		193		193		193		183		183		183		183		183		183		172		173		173		173		173		173		173		173		173		173		173		173		173		173		173

		Estimated decline in <5 mortality				1.04%										1.00%																estimated reduction to 2015

		trend based on target				193		193		193		193		193		183		183		183		183		183		183		172		173		173		173		173		173		173		173		173		173		173		173		173		173		65

																				% reduction needed to reach target												8.3076923077		points per year

		Notes:		Data available for 1990, 1995, 2001 and 2002

				Mortality rates estimated besed on an annualized decline in <5 mortality between periods when data are available.

																																																s

				Maternal causes

		Haemorrhage		10%

		Sepsis		12%

		Hypertension		9%

		Obstructed labor		22%

		Abortion		32%

		Other		15%

				Newborn causes

		Infections		32%

		Birth asphyxia		29%

		Prematurity		24%

		Other		15%

				b

						NMR		IMR		U5MR				neonatal deaths		postneonatal deaths		child deaths				neonatal deaths		postneonatal deaths		child deaths

				1986-1990		63.4		133.0		216.5				63.4		69.6		83.5		216.5		29.3		32.1		38.6

				1991-1995		68.3		129.8		211.4				68.3		61.5		81.6		211.4		32.3		29.1		38.6

				1996-2000		48.7		97.0		166.2				48.7		48.3		69.2		166.2		29.3		29.1		41.6

		Condition		Attributable mortality		Attributable deaths		Preventable proportion		Preventable deaths

		Neonatal		25%		118,000		38%		44,840

		Malaria		20%		94,400		89%		84,016

		Pneumonia		28%		132,160		65%		85,904

		Diarrhea		20%		94,400		88%		83,072

		AIDS		1%		4,720		48%		2,266

		Measles		4%		18,880		100%		18,880

		Other		2%		9,440		20%		1,888

		Total		100%		472,000		68%		320,866

		Determinant		Under-5 Mortality Rate		Increased risk of mortality

		Wealth

		Richest 20%		114		1

		Poorest 20%		150		1.32

		Maternal education

		Secondary school		89		1

		No school		197		2.21

		Residence

		Urban		149		1

		Rural		193		1.3

		Region

		Addis Ababa		114		1

		Gambella		233		2.04

		Affar		229		2.01

		Region		Population		Population

		Tigray		4006008		4,006

		Afar		1301001		1,301

		Amhara		17669006		17,669

		Oromia		24395000		24,395

		Somali		4002000		4,002

		Ben-Gumuz		580000		580

		SNNPR		13686002		13,686

		Gambella		228002		228

		Harari		178000		178

		Addis Ababa		2725002		2,725

		Dire Dawa		357000		357
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Attributable deaths

Preventable deaths

How Many Lives Can be Saved?



		Residence		ARI		Care-seeking for ARI *		Taken to trained provider*		Taken to trained provider		Not taken to trained provider*

		Child’s age

		<6 months		23		16

		6-11 months		33		20

		12-23 months		29		19

		24-59 months		22		13

		Residence

		Urban		0.16		41		0.41		0.07		0.09

		Rural		0.25		14		0.14		0.04		0.22

		Total		0.24		16		0.16		0.04		0.20

				Diarrhea		Taken for care		Taken to trained provider		Not taken to trained provider*		Received ORS		Received ORS or RHF		No treatment		Received ORS		Received ORS or RHF*		No treatment

		Child’s age

		<6 months		15		12						9		18		52

		6-11 months		39		17						16		21		45

		12-23 months		37		14						13		18		40

		24-59 months

		Residence

		Urban		0.17		43		7%		10%		47		59		23		0.47		0.59		0.23

		Rural		0.25		11		3%		22%		10		15		40		0.1		0.15		0.4

		Total		0.24		13		3%		21%		13		19		39		0.13		0.19		0.39

				Children with fever		Taken to a provider*		Taken to a shop**		Not taken		% taken to provider		remaining %

		Residence

		Region

		Tigray		37%		14%		2%		84%		5%		32%

		Afar		44%		23%		5%		72%		10%		34%

		Amhara		23%		13%		6%		81%		3%		20%

		Oromia		27%		20%		8%		72%		5%		22%

		Somali		31%		44%		11%		45%		14%		17%

		Ben-Gumuz		30%		34%		4%		62%		10%		20%

		SNNPR		34%		16%		7%		77%		5%		29%

		Gambella		35%		40%		16%		44%		14%		21%

		Harari		26%		48%		3%		49%		12%		14%

		Addis Ababa		21%		60%		3%		37%		13%		8%

		Dire Dawa		25%		38%		12%		50%		10%		16%

		Urban		25%		51%		13%		36%		13%		12%

		Rural		29%		15%		7%		78%		4%		25%

		National		28%		19%		8%		73%		5%		23%

		Age in months		Height-for-age		Weight-for-height				Height-for-age		Weight-for-height		Weight-for-age

		<6		11%		4%				11		4		7

		6-11		29%		14%				29		14		37

		12-23		57%		20%				57		20		56

		24-35		56%		9%				56		9		55

		36-47		61%		6%				61		6		50

		48-59		60%		8%				60		8		50

		Age in months		Height-for-age		Weight-for-height				Height-for-age		Weight-for-height		Weight-for-age

		Tigray		0.55		0.11				55		11		48

		Affar		0.48		0.13				48		13		51

		Amhara		0.57		0.1				57		10		52

		Oromiya		0.47		0.1				47		10		42

		Somali		0.46		0.16				46		16		44

		Ben-Gumuz		0.41		0.14				41		14		42

		SNNP		0.55		0.12				55		12		54

		Gambela		0.37		0.18				37		18		39

		Harari		0.37		0.06				37		6		27

		Addis Ababa		0.27		0.04				27		4		14

		Dire Dawa		0.31		0.11				31		11		31

		Urban		0.42		0.06				42		6		34

		Rural		0.53		0.11				53		11		49

		Total		0.52		0.11				52		11

		Diagnosis		Percentage		Percentage

		Malaria		10.8		0.108

		Acute URI		9.3		0.093

		Gastroenteritis		8.1		0.081

		Dysentery		7.5		0.075

		Bronchopneumonia		7.4		0.074

		Influenza		5.8		0.058

		Other pneumonia		4.8		0.048

		Helminths		4.6		0.046

		Hypertrophy of tonsils		4.1		0.041

		Infections of skin		3.2		0.032
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Taken to trained provider

Not taken to trained provider*

Percentage of Children with Symptoms of ARI in Preceding 2 Weeks



		Region		Within 1 hour of birth		Within 1 day of birth		Within 1 day of birth original		Within 1 hour of birth		Within 1 day of birth

		Residence

		Urban						69		47

		Rural						76		52

		Tigray		0.31		0.27		58		31		27

		Afar		0.33		0.45		78		33		45

		Amhara		0.32		0.19		51		32		19

		Oromia		0.63		0.21		84		63		21

		Somali		0.55		0.16		71		55		16

		Ben-Gumuz		0.53		0.17		70		53		17

		SNNPR		0.62		0.32		94		62		32

		Gambella		0.49		0.17		66		49		17

		Harari		0.65		0.21		86		65		21

		Addis Ababa		0.55		0.28		83		55		28

		Dire Dawa		0.48		0.37		85		48		37

		National		0.52		0.23		75		52		23

		Age in months		Not breastfeeding		Exclusive breastfeeding		Complementary foods		Any breastfeeding		Exclusive breastfeeding		Complementary foods		Any breastfeeding

		<2		1		0.78		0		0.99		78		0		99

		2-3		1		0.49		0.04		0.99		49		4		99

		4-5		2		0.38		0.1		0.98		38		10		98

		6-7		1		0.16		0.34		0.99		16		34		99

		8-9		1		0.08		0.54		0.99		8		54		99

		10-11		2		0.04		0.75		0.98		4		75		98

		12-13		4		0.02		0.82		0.96		2		82		96

		14-15		8		0.02		0.82		0.92		2		82		92

		16-17		7		0.02		0.84		0.93		2		84		93

		18-19		9		0.01		0.84		0.91		1		84		91

		20-21		19		0		0.78		0.81		0		78		81

		22-23		28		0		0.71		0.72		0		71		72

		Tigray		Afar		Amhara		Oromia		Somali		Ben-Gumuz		SNNPR		Gambella		Harari		Addis Ababa		Dire Dawa				Urban		Rural				National

		0.12		0.27		0.28		0.37		0.16		0.44		0.18		0.49		0.28		0.38		0.33				0.41		0.26				0.28

		12		27		28		37		16		44		18		49		28		38		33				41		26				28

				Tigray		Afar		Amhara		Oromia		Somali		Ben-Gumuz		SNNPR		Gambella		Harari		Addis Ababa		Dire Dawa				Urban		Rural				National

		Received Vitamin A supplementation		0.67		0.26		0.66		0.54		0.47		0.49		0.43		0.57		0.78		0.82		0.83				0.72		0.54				0.56

				67		26		66		54		47		49		43		57		78		82		83				72		54				56

		Consumed Vitamin A-rich foods		0.32		0.24		0.28		0.42		0.31		0.48		0.45		0.66		0.48		0.57		0.43				0.5		0.37				0.38

				BCG				DPT1		DPT2		DPT3				Polio0		Polio1		Polio2		Polio3				Measles				All		None

		Urban		71				70		60		51				42		94		81		60				63				42		5

		Rural		43				41		28		17				9		81		61		32				22				11		18

		Total		46				44		32		21				12		83		63		35				27				14		17

		Total		58								56										56				51				32

		This last is 2001 survey

				BCG				DPT1		DPT2		DPT3				OPV1		OPV2		OPV3				Measles				Fully		Fully by 1 yr

		Total		58				70		64		56				69		64		56				51				32		28

				Urban		Rural		Total										Urban (DHS)		Rural (DHS)		Total (DHS)

		Unprotected water source*		24%		80%		72%

		No sanitation facility**		50%		96%		88%

		Source of drinking water

		Protected		76		20		28										86		14		25

		Unprotected water source		24		80		72										14		86		75

		Type of sanitation facility

		Any		50		4		12										70		8		18

		No sanitation facility		50		96		88										30		92		82

		Antigen		Tigray		Afar		Amhara		Oromia		Somali		Ben-Gumuz		SNNPR		Gambella		Harari		Addis Ababa		Dire Dawa				National

		DPT3		89		20		62		41		5		28		55		37		75		73		67				50

		Measles		84		23		50		34		6		28		47		37		63		65		59				43

		Fully by 1 yr		60		2		21		25		4		4		26		12		37		85		37				28

		Measles		82		7		49		51		22		29		55		33		67		93		71				51

		these last two are from 2001 coverage survey

		Months		Urban		Rural		Total				Urban		Rural		Total

		7-23		0.2		0.2		0.2				20		20		20

		24-35		0.34		0.38		0.38				34		38		38

		36-47		0.16		0.25		0.24				16		25		24

		48+		0.3		0.17		0.19				30		17		19

				0		0		0

				Urban		Rural		Total		Total (MOH)

		Antenatal care visits

		4+						10		27

		3-Feb						10

		1						6

		Any ANC						26

		No ANC						74		73

		Antenatal care provider

		Health professional		67		22		27

		TBA, all types		1		<1		<1

				Urban		Rural		Total

		Tetanus toxoid

		2+ doses		41		14		17		28

		1 dose or no TT		59		86		83

		1 dose		17		8		9

		None		42		78		74

		Place of delivery

		Delivery in facility		32		2		5

		Delivery at home		68		98		95

		Postnatal care timing

		Within 2 days of birth*		38		4		8		8

		3-7 days after birth		2		1		1

		8+ days after birth		3		1		1

		Any PNC		43		6		10

		No PNC		57		94		90		92

		Postnatal care provider

		Health professional		12		2		3

		TBA, all types		3		3		3

		Assistance during delivery		Tigray		Afar		Amhara		Oromia		Somali		Ben-Gumuz		SNNPR		Gambella		Harari		Addis Ababa		Dire Dawa				Urban		Rural				National

		Health professional		0.05		0.06		0.03		0.05		0.07		0.09		0.05		0.24		0.26		0.69		0.34				0.35		0.02				0.06

		Trained TBA*		0.06		0.03		0.03		0.04		0.1		0.04		0.04		0.04		0.11		0.06		0.12				0.1		0.04				0.04

		Untrained TBA		0.26		0.74		0.26		0.31		0.8		0.14		0.15		0.1		0.55		0.09		0.49				0.27		0.26				0.26

		No assistance**		0.63		0.17		0.68		0.6		0.03		0.73		0.76		0.62		0.08		0.16		0.05				0.28		0.68				0.64

		Health professional		5		6		3		5		7		9		5		24		26		69		34				35		2				6

		Trained TBA		6		3		3		4		10		4		4		4		11		6		12				10		4				4

		Untrained TBA		26		74		26		31		80		14		15		10		55		9		49				27		26				26

		No assistance		63		17		68		60		3		73		76		62		8		16		5				28		68				64

		Ideal number of children		Urban		Rural		Total

		Women 15-19 years old		3.3		4.4		4.2

		All women		4.1		5.6		5.3

		Unmet need		Urban		Rural		Total		Urban		Rural		Total

		For spacing		14		23		22		0.14		0.23		0.22

		For limiting		11		14		14		0.11		0.14		0.14

		Total		25		37		36		0.25		0.37		0.36

		Table 2. EPI Coverage Survey (12-23 months old children) Result by region , Ethiopia 2001

		Indicator		Oromia				Addis Ababa				Tigray				Dire Dawa				Harari				Gambella				Somali				Ben-Gumuz				Afar				Amhara				SNNPR								Total

				No.		%		No.		%		No.		%		No.		%		No.		%		No.		%		No.		%		No		%		No		%		No		%		No.		%						No.		%

		Number of clusters		41				30				30				30				30				30				30				30				27				41				39								358		100

		Number in cluster		400		100		305		100		298		100		323		100		300		100		330		100		307		100		330		100		284		100		290		100		398		100						3565		100

		Card yes		235		59		301		99		258		87		195		60		206		69		105		32		61		20		123		37		22		8		151		52		186		47						1843		52

		BCG Card		232		58		300		98		259		87		193		60		201		67		98		30		60		20		103		31		24		8		150		52		179		45						1799		51

		BCG card&hx		316		79		300		98		285		96		281		87		281		94		168		51		150		49		172		52		47		17		216		74		307		77						2523		71

		BCG scar		256		64		272		89		229		77		221		68		244		81		126		38		135		44		137		42		31		11		155		53		253		64						2059		58

		DPT1 card		226		57		299		98		254		85		189		59		186		62		92		28		48		16		113		34		26		9		146		50		170		43						1749		49

		DPT1 card &Hx		311		78		300		98		284		95		287		89		277		92		155		47		137		45		176		53		40		14		211		73		307		77						2485		70

		DPT2 card		202		51		297		97		251		84		172		53		193		64		71		22		45		15		83		25		25		9		131		45		158		40						1628		46

		DPT2 card&Hx		280		70		298		98		279		94		271		84		268		89		124		38		117		38		138		42		38		13		181		62		276		69						2270		64

		DPT3 card		164		41		285		93		243		82		158		49		178		59		60		18		37		12		56		17		23		8		103		36		137		34						1444		41

		DPT3card&Hx		225		56		296		97		266		89		252		78		241		80		102		31		92		30		104		32		36		13		153		53		237		60						2004		56

		OPV1 card		223		56		300		98		256		86		186		58		187		62		91		28		46		15		110		33		25		9		143		49		169		42						1736		49

		OPV1 card &Hx		305		76		300		98		283		95		289		89		273		91		151		46		130		42		183		55		39		14		207		71		304		76						2464		69

		OPV2 card		201		50		298		98		251		84		172		53		191		64		68		21		46		15		82		25		24		8		130		45		156		39						1619		45

		OPV2 card &Hx		277		69		299		98		278		93		274		85		266		89		119		36		112		36		147		45		38		13		181		62		273		69						2264		64

		OPV3 card		165		41		286		94		240		81		156		48		176		59		58		18		36		12		58		18		23		8		103		36		135		34						1436		40

		OPV3card&Hx		225		56		288		94		263		88		251		78		241		80		100		30		91		30		116		35		36		13		154		53		235		59						2000		56

		Measles card		138		35		280		92		213		71		135		42		133		44		57		17		18		6		58		18		11		4		97		33		124		31						1264		36

		Measlescard&Hx		204		51		285		93		244		82		230		71		202		67		110		33		69		22		96		29		19		7		141		49		219		55						1819		51

		Fully immu		121		30		268		88		188		63		126		39		118		39		61		18		13		4		26		8		9		3		78		27		114		29						1122		32

		Fully immu.before one year		101		25		260		85		179		60		121		37		111		37		38		12		12		4		13		4		6		2		62		21		103		26		1006		28

		Drop out rate

		BCG-Measles		41				7				18				30				34				42				70				44				54				35				31				30

		DPT1-DPT3		27				5				4				16				4				35				23				50				12				29				19				17

		BCG -DPT3		29				5				6				18				11				39				38				46				4				31				23				20

		DPT1-Measles		39				6				16				29				28				38				63				49				58				34				27				28

		DPT3		Tigray		Afar		Amhara		Oromia		Somali		Ben-Gumuz		SNNPR		Gambella		Harari		Addis Ababa		Dire Dawa				National

		1998-99		76		5		62		34		9		27		32		17		59		65		41				42

		2000-01		79		3		55		39		6		19		31		40		53		57		40				42

		2001-02		89		4		65		53		4		21		38		36		66		71		58				52

		2002-03		89		20		62		41		5		28		55		37		75		73		66				50

				Tigray		Afar		Amhara		Oromia		Somali		Ben-Gumuz		SNNPR		Gambella		Harari		Addis Ababa		Dire Dawa				Urban		Rural				National

		Delivery in facility		4		4		3		4		6		8		4		23		25		67		31				32		2				5

		Percent		0.04		0.04		0.03		0.04		0.06		0.08		0.04		0.23		0.25		0.67		0.31				0.32		0.02				0.05

		Dec 1997		June1998		Dec 1998		May 1999		Dec 1999		May 2000		Dec 2000		June 2001		Dec 2001		May 2002		Dec 2002		Year 2003

		35%		56%		70%		83%		82%		65%		0		0		0		0		57%		60%
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Vitamin A Supplementation Campaigns



		Drug		Health center		Health station		Health center		Health station

		ORS		90		83		0.9		0.83

		Cotrimox adult		85		40		0.85		0.4

		Cotrimox pediatric		5		17		0.05		0.17

		Cotrimoxazole syrup		45		35		0.45		0.35

		Amox tablet		35		30		0.35		0.3

		Amox syrup		45		13		0.45		0.13

		Sulfa-Pyrimeth		80		70		0.8		0.7

		Vitamin A 100,000		35		26		0.35		0.26

		Vitamin A 50,000		5		17		0.05		0.17

		Nalidixic acid		5		4		0.05		0.04

		Chloramphenicol, inj		25		17		0.25		0.17

		Quinine, injectable		50		26		0.5		0.26

		Year (GC)		Capital Expenditure		Recurrent Expenditure		Capital Expenditure		Recurrent Expenditure

		1987-88		68		88		0.68		0.88

		1988-89		66		71		0.66		0.71

		1989-90		66		75		0.66		0.75

		1990-91		66		81		0.66		0.81

		1991-92		60		94		0.6		0.94

		1992-93		98		96		0.98		0.96

		1993-94		32		86		0.32		0.86

		1994-95		53		92		0.53		0.92

		1995-96		59		92		0.59		0.92

		1996-97		71		92		0.71		0.92

		1997-98		78		104		0.78		1.04

		1998-99		214		95		2.14		0.95

		1999-00		49		98		0.49		0.98

		2000-01		40		95		0.4		0.95

		2001-02		47		95		0.47		0.95

		2002-03		58		52		0.58		0.52

		Region		Population		Budget allocation (000’s, Birr)		Expenditures (000’s, Birr)		Expenditure per capita		Budget US$		Expenditure US$		Exp/cap US$		Budget US$ 000's		Expenditure US$ 000's		Budget - Expenditure

		Tigray		4006008		95600		74900		18.7		11116279.0697674		8709302.3255814		2.2		11,116		8,709		2,407

		Afar		1301001		60100		16200		12.5		6988372.09302326		1883720.93023256		1.4		6,988		1,884		5,105

		Amhara		17669006		263700		93500		5.3		30662790.6976744		10872093.0232558		0.6		30,663		10,872		19,791

		Oromia *		24395000		542800		143300		5.9		63116279.0697674		16662790.6976744		0.7		63,116		16,663		46,453

		Somali		4002000		53100		27500		6.9		6174418.60465116		3197674.41860465		0.8		6,174		3,198		2,977

		Ben-Gumuz		580000		27100		16100		27.8		3151162.79069767		1872093.02325581		3.2		3,151		1,872		1,279

		SNNPR		13686002		186000		54100		4		21627906.9767442		6290697.6744186		0.5		21,628		6,291		15,337

		Gambella		228002		20300		13600		59.6		2360465.11627907		1581395.34883721		6.9		2,360		1,581		779

		Harari		178000		15500		11400		64		1802325.58139535		1325581.39534884		7.4		1,802		1,326		477

		Addis Ababa		2725002		149800		78500		28.8		17418604.6511628		9127906.97674419		3.3		17,419		9,128		8,291

		Dire Dawa		357000		18900		11800		33.1		2197674.41860465		1372093.02325581		3.8		2,198		1,372		826

		National		69127021		1538000		824400		11.9		178837209.302326		95860465.1162791		1.4		178,837		95,860		82,977

		Region		Population		Pediatricians		Public Health Nurses		Pediatricians/1,000,000 pop		Public Health nurses/1,000,000 pop		Nurses and Health Assistants		Nurses and Health Assistants per 100,000 pop

		Tigray		4006008		3		15		0.7		3.7		2107		53

		Afar		1301001		0		6		0.0		4.6		275		21

		Amhara		17669006		1		170		0.1		9.6		2813		16

		Oromia		24395000		6		298		0.2		12.2		4646		19

		Somali		4002000		3		14		0.7		3.5		439		11

		Ben-Gumuz		580000		0		30		0.0		51.7		298		51

		SNNPR		13686002		3		150		0.2		11.0		2787		20

		Gambella		228002		0		21		0.0		92.1		197		86

		Harari		178000		1		19		5.6		106.7		263		148

		Addis Ababa		2725002		9		27		3.3		9.9		1208		44

		Dire Dawa		357000		2		0		5.6		0.0		204		57

		National		69127021		28		750		0.4		10.8		21016		30

		Region		Population		Health Posts		Population per Health Post

		Tigray		4006008		121		33,108

		Afar		1301001		56		23,232

		Amhara		17669006		410		43,095

		Oromia		24395000		326		74,831

		Somali		4002000		54		74,111

		Ben-Gumuz		580000		44		13,182

		SNNPR		13686002		306		44,725

		Gambella		228002		42		5,429

		Harari		178000		7		25,429

		Addis Ababa		2725002		46		59,239

		Dire Dawa		357000		20		17,850

		National		69127021		1432		48,273

		Region		Population		Private Clinics		Average Population per Private Clinic by Region

		Tigray		4006008		28		143,072

		Afar		1301001		2		650,501

		Amhara		17669006		178		99,264

		Oromia		24395000		482		50,612

		Somali *		4002000		2		2,001,000

		Ben-Gumuz		580000		4		145,000

		SNNPR		13686002		154		88,870

		Gambella		228002		7		32,572

		Harari		178000		18		9,889

		Addis Ababa		2725002		339		8,038

		Dire Dawa		357000		15		23,800

		National		69127021		1229		56,247

		Region		Population		Public and NGO outlets		Private outlets		Ave. pop. per public/NGO outlet		Ave. pop. per private outlet

		Tigray *		4006008		2		237		2,003,004		16,903

		Afar *		1301001		0		50		8,000,000		26,020

		Amhara		17669006		14		296		1,262,072		59,693

		Oromia *		24395000		0		813		8,000,000		30,006

		Somali *		4002000		1		41		4,002,000		97,610

		Ben-Gumuz *		580000		0		34		8,000,000		17,059

		SNNPR		13686002		20		535		684,300		25,581

		Gambella		228002		1		17		228,002		13,412

		Harri		178000		1		17		178,000		10,471

		Addis Ababa		2725002		11		174		247,727		15,661

		Dire Dawa		357000		3		16		119,000		22,313

		National		69127021		53		2230		1,304,283		30,999

		Region		Outpatient visits per capita

		Tigray		0.74

		Afar		0.49

		Amhara		0.24

		Oromia		0.26

		Somali		0.09

		Ben-Gumuz		0.53

		SNNPR		0.16

		Gambella		0.1

		Hareri		0.84

		Addis Ababa		0.54

		Dire Dawa		0.33

		National		0.29

				Urban		Rural		Total

		Television

		Women		22		<1		4

		Men		36		3		8

		Radio

		Women		36		6		11

		Men		64		17		24

		No mass media		Urban		Rural		Total		Urban		Rural		Total		Urban		Rural		Total

		Women		54		94		86		0.54		0.94		0.86		0.46		0.06		0.14

		Men		27		80		73		0.27		0.8		0.73		0.73		0.2		0.27

		Region		Population		Nurse Midwives		per 100,000 population

		Tigray		4006008		188		4.7

		Afar		1301001		29		2.2

		Amhara		17669006		172		1.0

		Oromia		24395000		228		0.9

		Somali		4002000		37		0.9

		Ben-Gumuz		580000		26		4.5

		SNNPR		13686002		228		1.7

		Gambella		228002		17		7.5

		Harari		178000		22		12.4

		Addis Ababa		2725002		83		3.0

		Dire Dawa		357000		6		1.7

		National		69127021		1036		1.5
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Health station

Drug Availability in SNNPR
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Nurses and Health Assistants per 100,000 pop
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Average Population per Health Post
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Average Population per Private Clinic by Region
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Ave. pop. per public/NGO outlet

Average Population per Public/NGO Drug Outlet
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Capital Expenditure
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National Capital and Recurrent Expenditures as Percentage of Budget Allocation
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per 100,000 population

Nurese Midwives per 100,000 Population



		

		Key intervention		ANC		TT 2+		Skilled delivery		PMTCT		Birth int. 
>36 mos		EBF 
at 6 mos		Comp. feed at 6 mos		Cont'd BF at 2 yrs		Vitamin A supp.		Measles vaccine		DPT 3 vaccine		Fever taken to provider		ARI taken to provider		Diarrhea received ORT		Safe  drinking water		Adequate sanitation		Treated bednet

		Coverage (%)		27%		24%		9%		1%		43%		38%		34%		72%		56%		51%		56%		19%		16%		19%		28%		12%		1%
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Coverage of Key Child Survival Interventions
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Only 1 in 5 malnutrition-related 

deaths is due to severe malnutrition

Severe malnutrition

Mild &

Moderate malnutrition

Figure 1. Underlying Causes 

of Child Mortality in Ethiopia 

Other causes
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