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FACTS FOR LIFE/HEALTH EDUCATION INITIATIVE

IMPLEMENTATION PLAN

1. BACKGROUND

facts tor Lite was a joint WHU/UNlUfct'/UNESUu initiative with the purpose
of making the most important, lite-saving messages available to a large
audience worldwide. It called a 'Communication Challenge' meaning that
it should be a challenge to ail countries to find the most effective ways
and means to communicate these messages to their populations.

The first copies of the English version of Facts for Lite reaching Tanzania
were distributed to some key ministries and institutions tor comment. The
response was immediate and unison: this booklet, translated to Swahiii and
adapted to the conditions in the country, would be an extremely valuable
guide to the people in their efforts to improve their own situation and
that of their families. The work to translate and to adapt the booklet
was thus initiated and completed by a Task Force of Government health and
communication experts.

At about the same time as the Facts for Lite booklet was being reviewed
and translated, the Ministry of Health recognized that there was an urgent
need to communicate to the Primary Health Care (PHC) committees, to health
staff and to extension workers in general how they should go about
organizing health services and conducting health education in the
communities. The control strategies tor a number of the most important
disease factors had been revised and even the PHC policies and health
education approaches had been reviewed on basis of experiences gained.
All this information needed to be communicated to the groups mentioned,
and it was agreed to try to launch a comprehensive and integrated
retraining exercise rather than to conduct a series of individual vertical
seminars. This effort came to be called the Health Education Initiative.

in order to prepare tor the Health Education Initiative, the first step
was to identity the problem areas, i.e. disease factors, to be included
in the training package. The following were selected: Safe Motherhood
issues, Family Planning, Nutrition, lmmunicable diseases (Measles, Polio,
Whooping Cough, Uiptheria, Tetanus, Tuberculosis) Uiarrhoeal diseases, AIDS
and Hygiene/Sanitation issues. Malaria and AKI. For each of these problem
areas, a Task Force developed the necessary background information and
guidelines tor control. All the materials from the Task Forces was then
put together into two manuals: one for district and ward PHC committee*
and one tor extension workers and community as wall. These manuals were
pre-tested and modified before final printing. It was also agreed that
a tew new posters were needed to be produced to support the health
education activities at community level.

Approaching the tlnal implementation of tbf Facts tor Lit* and th« Health
Education Initiative, it became clear that these two should be integrated
fully. An lntersectoral Coordinating Committee (ICC) was thus set up
comprising Ministries of Health, Education and Information, the Department



of Community Development and the social Services Secretariat or the Party.
This implementation plan is a result ot tne worn or tne ILL,

2. OBJECTIVES >

The Facts tor Lite/Health Education initiative is an attempt to assure that
the most recent and relevant Knowledge and experiences are .being applied
in peoples1 ettorts to control some or the most serious public health
problems in Tanzania. These include maternal health problems, ramiiy
planning, lmmunicaDie diseases, AIDS, malnutrition and diseases related
to water and environmental sanitation.

The strategy to reach tnis overall objective is to:

Ensure that all people have access to the most important lniormation
and advice on how to protect themselves and their children against
these disease ractors.

Ensure that extension start from various sectors, political cadres
and primary nealtn care committee members are aDle to ellectively
communicate such mrormation and advice and also able to recognise
their role in reinforcing and supporting errorts by people and
communities.

Ensure that Party, Government, Religious and other leaders are tully
in support ot the initiative and provide leadership and guidance as
required.

3. METHODOLOGY

The existing Party and Government systems tor mass mobilisation, education
and lniormation nave proved in the past to t>e very ettective and will be
utilized as fully as possible tor tne fta/HKi. This means that apart rrom
'proressionai' healtn educators, tne Party (particularly social service
Secretariat), the tiducation Sector, community Development workers and Media
representatives will play a leading role in its implementation.

At the same time, the initiative aims at strengthening the multisectoral
collaboration at ail administrative levels within a PHU rrameworK. it win
thus constitute a tirst major attempt to establishing District Training
Teams (DTT) and to support decentralised health education actions - albeit
this first time with centrally produced learning materials and guidelines.

To pursue these general principles, it has been recognised that tour major
types of activities need to be carried out at relevant administrative
levels:

Establishment ot Training Teams;

Advocacy meetings;



. Communication and information;

. Education.

3.1 ESTABLISHMENT OP TRAINING TEAMS These teams should be able to:

Train PHC committee Members on their duties in general and
regarding the FFL/EH1 in particular.

U u i d e p o t e n t i a l 'health e d u c a t o r s on
communication/mobilisation techniques and how to organise and
implement the FFL/HK1 in their respective areas of
responsibility.

Assist in advocacy/information meetings for Party/Government
leaders.

- Train Training Teams who shall be able to carry out the above
assignments at lower administrative levels.

It has been proposed that these types of Teams need to be established
at the following levels:

National (NTT)
Regional (KIT)
Uistrict (UTT)
ward (W/PHC)

3.1.1 PARTICIPANTS

National Trainers (NIT):

Regional Trainers (RTT):

District Trainers (OTT):

6 Zonal Continuing Education
Coordinators for Health Staff;
3 Party Members;
3 Education;
3 information;
3 Health <MUH);
Total • IB. To be divided into 3 teams
of 6 each.

3 Health (HMO and 2 other medical
personnel);
1 Farty;
1 Education (KEU. etc.);
1 Information;
1 community Development;
Total V per region.

1 UNOs;
1 UHU/NCHC;
1 Party;
1 Education;



Ward Trainers (WTT):

1 Community Development;
Total approx. 5 trom each district.

Ward Primary Health Care Committee
Members (about Id trora each ward).

3.1.a TRAINING ITERATIONS

National Level;

Zonal Level

Training ot three National Training Teams (NTT)
will be conducted in Uar es Salaam. (This has
already been done in March,

The NTT will then proceed to 6 Zonal continuing
Education Centres where the training of zO Regional
Training Teams {involving 14U Regional Trainees)
will take place as follows:

14/5 The Northern Zone:
Kilimanjaro and Tanga.

Arusha, Singida,

21/5 The Southern Zone: Mtwara and Lindi. (Might
be postponed due to the floods).

14/5 The fcastern Zone: Morogoro, Coast, Uar es
salaam and Uodoma.

21/5 m e we.st.Hrn /one: Kigoma, Tabora and Mpanda.

14/5 Tho Lake Zone: Mwanza, Kagera, Mara and
Khmyanga.

21/5 itio southern Highlands Zone: Mbeya. iringa,
Ruvuma and Rukwa.

Reg ltm aJL_ L e v ei_:

District Level

Village Level:

Note: Underlined towns will host the zonal
workshops.

The Hl'T's will conduct training ot the District
Training learns at each regional headquarter or
other location depending on the convenience of
each region. This training session should be
compJeted belore end ot June 199U.

Training ot 17,192 Ward FHC committee members, who
are the key changing agents will be conducted
gathering 3-5 wards at a time depending on
ReiiKraphical convenience. The training will be
conducted by the DTT and completed before end ot
July layu.

This tinal stage will be carried out by ward HHC
committee teams in each ot the villages in their



ward. It will start by educating village p.H.c.
coawittees, followed by Village Health Education
•eeting starting with the Most pressing problea
at that particular area. By the end of August,
1990. each village in the ward should have been
visited at least once and the PPL/HB1 Materials
submitted to the village health comittee.

3.1.4 PRIORITY TOPICS

Advocacy
Strategy tor Health Education
Educational Methodology

- Safe Motherhood Initiative
- Nutrition

lMunization
water and Environmental Sanitation
Specific disease factors:

Diarrhoea .
Malaria
AIDS
Acute Respiratory Infection (AR1)

This topics were discussed in detail during the training of the
National Training Team (NTT). The NTT came up with a nuaber of
recommendations regarding key issues to be emphasized, communication
methodologies, time plan for training sessions, etc. These
recommendations are included in this plan as Annex 1.

3.2 ADVOCACY MEET1NUS

3.2.1 Strategy

There Mill be advocacy/information meetings organized at National,
Regional, District and Village levels. These meetings will be
organized by the NTT, the DTT and Ward PHC teams respectively, but
it is strongly recommended that resource persons froa higher levels
participates in these meetings.

3.2.2 National Level

On the National Advocacy occasion day (date to be fixed), the guest
of honour will be a national leader (to be known later). This leader
will launch the book 'UKWbLl KUHUSU MAISHA1, and the HE1.

I

i 3.2.3 Regional and District Levels

At Regional and District levels, the advocacy Meetings will be
conducted as seminars tor high Party and Government officials and
relevant NUOs. They may then leave the seminar to the technical



staff to finalize or they may remain to provide their recommendations
to the implementation planning.

Guests of honour at these seminars will be Party distinguished and
Government officials of the specific levels and they will open and
close the seminars alternately.

3.2.4 Village Level

The meetings at village level will have a duration of up to four
hours, except when they take the form of Village Health week/day
whereby various health activities are undertaken. At these meetings
a call tor popular participation will be made. The first meeting
in each village will be supported by HE1 funds, but it is anticipated
that similar meetings should be organized regularly using FFL/HEI
materials as inputs.

3.2.5 Methodology

At the National level, the programme shall accomodate space
tor inaugural speech of the (Juest of Honour and distribution
of a few copies ot UKWEH KUHUSU MAlbHA to some special guests
immediately. Later, more copies may be available tor
distribution to people identified as suitable communicators
for the purpose ot Fact for Lite/Health Education Initiative.
There will be other education materials such as posters and
brochures tor display and distribution.

The launching of the book will be celebrated in the regions
to tit the national programme (date to be announced).

The one day advocacy/information meeting at village level shall
be action oriented.

3.3 COMMUNlCATlON/lNFOkMATlON

Facts tor Lite - Health Education initiative is basically a
communication/information undertaking, information which has world-
wide scientific consensus is presented in simple language for
everyone to understand. Secondly the materials and information is
basically practical, low-cost and promotes a family based approach
ot solving day to day health issues. With this in mind,
communication and information will therefore strive to meet the
lolloping challenges:

TO build alliances tor children and women through the promotion
ot FFL and HEi.

To disseminate messages on sustainable basis using a multimedia

approach.



To transform the messages using conventional a* well a*
traditional Mtltoda of coMunlcatlon into practical actions.

The immediate need therefor* is to strengthen the existing channels
of communication and intonation by promoting the alliances which
exist within the Government, Fart. Private Voluntary Organisations
and the Masses.

These alliances might be specific as in the case of working with the
Media Institutions, or looser and more general as in attempts to
•obilise diverse channels through traditional Media, songs, ngonjeras

or through meetings, public rallies or in more conventional means
of using the Press and the electronic media.

In order to initiate action the following activities are proposed
tor the promotion of Facts tor Life/Health Education Initiative.

Media Briefings.

Traditional Media.

Feature Articles and other Support Publications.

Radio and TV spots.

3.3.1 Media Briefings

There will be briefings by Media personnel at National level to go
hand in hand with FFL/Hfcl training programme.

The first National Media briefing (date to be accounced) will act
as a coordinating forum for Media personnel and incorporate other
traditional and alternative media.

3.3.2 Traditional Media

Support to traditional media will take the form of competitions in
established institutions such as schools and Teacher Colleges. Adult
participants will be encouraged to form Health Brigades and Primary
Health uare committee Drama Uroups and story tellers. Traditional
Lurth Attendants can torm themselves into tolk groups. Support will
be in the form of emoluments tor awards to best groups, transport
support to terry groups, funds for recording songs and for video
shooting and presentations.

a.3.3 Feature Articles and' Other Support Publications

Feature articles and other support communications will be based upon
"what is working in the field" and studies of actions undertaken.
Articles will appear in both the major dailies and weklies and also
in Rural Press newspapers. Support will be extended to journalists
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who will show interest ana dedication in documenting efforts taken
by committees in taking care or their neaith. Village
correspondences will be encouraged to contribute in tneir respective
area Dased newsletters where available, utner support publications
will include promotional leaflets to go with the Kiswahiii version
of Facts ror Lite brochures on specific themes wnicn were otherwise
lacking in Pacts tor Lire such as iodine uerriciency Disorders,
Vitamin A uetriciency and other specific themes whicn will come to
light in later days.

3.3.4 Radio Programmes and TV spots

Journaslists from the Electronic Media such as Kadio and Television
will be encouraged to record and document programmes related to
children and women's weiibeing. Support will be extended to realise
the said programmes. Kadio spots will also be utilised during the
world Heaitn Day tor promotional purposes of tne t'Vh and Hiii
publications. TV spots for TV Zanzibar can also be arranged.
Journalists will be supported to taKe these undertakings.

3.4 EDUCATION

The Ministry of Education has several programmes being implemented
and which can be explored further in supporting tms initiative.

3.4.1 Teacher Education Department

Through its unit of MTUU (Special programme - UKT, UNESCO and UNlt'Ef
collaboration). The unit has trained 42 itenary Teacher Educators,
2u inspectors and other educationists who in turn trained luuo
teachers rrom luuu scnoois in twenty districts in Tanzania.

Teachers are potential multipliers to knowledge and information and
will act as facilitators or fr'FL and HEi.

The planned itenary teacher training programme in June and December
19yO will utilize ftb and the two health education booklets.

3.4.2 Adult Education

Informal and non-formal educational channels with the Adult Education
programme has prepared 3 books:-

(1) Jiandae kupata mtoto.
(2) Malezi ya mtoto.
(3) Haki za mtoto.

Literacy classes and post literacy follow of programmes will need
to utilize tb'L and HEl materials.



3.4.3 The Institute of Curriculum Development

The institute could explore Hfcl/FFL contents and seek possibilities
of incorporating it in the primary school curriculum.

The Institute is also involved in preparing a programme tor
introducing the teaching of AIDS in schools.

3.4.4 The uttice ol the Commissioner

The office of the commissioner at present is conducting the following
programmes:-

The Family Lite Education:

This programme is run on a pilot project basis. The general aim of
the whole project is to try to bring about better quality of life
to the learners and ultimately to the whole society when the project
takes off. Some of the topics included in the syllabuses are topics
which are related to Facts tor life Education.

The AIDS Programme:

AIDS is a threat to everybody. It is particularly a threat to pupils
in schools. In an attempt to tight this problem; the mmitry of
education in collaboration with minitry of health is conducting a
speciaJ programme whereby booklets will be prepared and teachers will
be trained to help conduct a campaign to enlighted pupils on the
dangers and spread ot AIDS. Such programmes are relevant on the
implementation ot the FFL/HE1 and can be strengthened.

Over and above the activities mentioned, the Ministry for a long time
has been using a curriculum which is somehow related to Facts for
Life Issues. The Home Economics curriculum provides most of the
issues raised m Facts tor Lite at ail education cycles.

4. MATERIALS

The training and learning materials to be used during the FFL/HE1 are the
toiiowing:

Ukweii Kuhusu Maisha (Facts tor Lite, swahili translation). 8u,000
copies ot this booklet is being printed and will be distributed to
training teams, extension staff and other potential 'health
educators'. It is planned that about halt of these copies will be
distributed at village level (6 per village).

Health Education Manual for District PHC members. 20,000 copies
produced primarily for use by District PHu committee members.
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Health Education Manual tor Extension statt. 40,000 copies to be
produced and will be Riven to extension staff to enable them to
effectively communicate key health messages and to provide other
necessary support to key disease control strategies.

Fosters, Uo.oOO copies of 8 types of posters will be printed to
support health education activities primarily at village level.
(Distribution list tor these materials is given in Annex 3).

All these materials will be used in the training process as resource
materials for trainers and trainees including consolidation and
reinforcement of the main important messages to the communities. They have
been produced and will be made available to all regions and districts
according to the distribution plan inclosed as Annex 3.
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6. IMPLEMENTATION STRATEGY

In order to maximize the utilization of the limited resources available
in an effective way, it is necessary to integrate and to coordinate all
tour *ajor activities at all levels. All these activities should again be
integrated to other ongoing activities financed by the Government, donor
agencies and non-governmental organizations in the regions and in the
districts. In the areas currently implementing csD programmes, for example,
it is suggested that the FFL/HEI is coordinated with planned training of
ward and village health committees.

The general outline and principles for the integrated implementation plan
of the PFL/HE1 are summarized in the chart of page 2 of this document, and
the detailed guidelines tor each consecutive step are described below.

At National Level

Training of three national training teams, who will then be
responsible tor training regional teams on zonal basis.

One day mass media seminar on FFL/HEI objectives and plans to solicit
full media support and participation in implementation.

. Launching of the FFL/HEI is expected to take place around June 1,
iy9U.
This will mark the beginning of a major advocacy undertaking which
is expected to be picked up by most leaders media institutions in
the country.

At Zonal Level

The three National Training Teams will conduct the training of the
2U KegionaJ Training Teams at six designated zonal headquarters.
Media representatives will also be invited to participate in these
sessions, which will not onJy cover the contents of the FFL/HEI,
but also discuss how to establish implementation plans tor the
regions and districts within the zone.

At Regional Level

Just after the National launching of the FFL/HEI (preferably the day
after), regional advocacy/intormation meetings should be held
involving regional leaders in order to inform them about the purpose
and the content ot the FFL/HEI and to solicit their full support and
their recommendations tor the implementation in the region. These
will be half to one day meetings.
Kegional strategy meetings: Immediately after the advocacy meeting,
a smaller group should sit down and work out an implementation
strategy for the region. This group should comprise the RTT headed
by the HMO with a tew additional, selected members from the regional
PHU committee, from the Party and from the other key sectors
identified as crucial in the implementation of the training and
advocacy process. This group will develop the detailed plan for the
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training, including identification of District Training Team members,
sites tor training and tine-table and budget, logistics and
distribution plan tor training materials. In addition, the group
should caretully plan how the Party organization, the Education
sector, the Community Development staff and local media should
participate in the turther planning and implementation of the FPL/HEI
activities in the region. They will also identify specific roles for
themselves including allocation ot districts in which each member
will be responsible tor support and follow up. The HMO may appoint
one member of the KIT to act as a focal point for supervision,
monitoring and accounting of the activities in the region on his/her
behalf.

Training of the District Training Teams. This should be done as soon
as possible (before the end of June) at one or two training sites
depending on convenience and number of DTT members to be trained, j

At District Level

After the training of the DTT, each district team together with the
KTT member(s) responsible tor the tollow up in that district will
conduct an advocacy/information meeting tor district leaders to
inform them about the purpose and contents of the FFL/HEI and to
solicit their support and participation. This will be a half day or
one day meeting.

Just like tor the regional level, the next step is to conduct a
district strategy meeting where the specific implementation plan tor
the district is established. This plan should include a careful
listing ot how many persons per ward that should be trained, which
wards that could be trained together and where this can be done.
Logistics and distribution lists for the training materials need to
be worked out, and all activities matched against the funds allocated
to the district. It should be noted that the number of persons to
be trained in each ward is estimated to be on average eight, whichJ
means that only 3-4 wards can be trained during one 3-day seminar."
It a district has about 2b wards, V-8 seminars need to be conducted
by the DTT. it is thus suggested that the DTT divide themselves into
two groups to cover the whole district as quickly as possible. The
district strategy meeting also needs to consider how various resource
persons and institution in the district (including non-governmental
organizations) could be involved in the'FFL/HEI and in the continued
health education activities. The DMO may also appoint one member of
the DTT to act as a focal point tor the coordination, monitoring and
accounting of the FFL/Htii in the district on his/her behalf.

At Ward Level

The seminars tor wqrd staff will in practice be a combination of
advocacy/intormation and strategy meetings and training ot a Ward
Training Teams. This is in many respects the most important step of
all within the FFL/HKi. These WTT s, together with the Village Health
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Workers who they supervise, are the ultimate change agents" with
a direct access to the communities. It is thus extremely important
that these seminars for ward staff are very carefully executed,
ensuring that these staff afterwards are not only able to communicate
certain messages, but also able to mobilize, to guide and to support
the communities in their efforts to improve their health situation.
These WTT's are indeed the proper FHC committees at ward level and
it is anticipated that the FFL/HK1 will help to better establish the
role of these committees for the important work that they have to
carry out in the future it the goal of health for all' is to be
achieved. It is further suggested that during the ward seminars,
members of the WIT are assigned to individual villages within the
ward with a clear responsibility to initiate the FFL/HEI in these
villages as well as for continued follow up of the health
developments.

The District Teams should try to complete the training of ward staff
by end of July in order to allow these to able to initiate the
FFL/HE1 in all their villages before the end of August.

At Village Level

On the day when the FFL/HEl is introduced in the village, it is
suggested that the WIT members first hold a half-day meeting with
the village PHC committee plus selected community leaders to explain
the i/.'rpose and the contents of the initiative, and to hand over
the teaching materials. They then select one of the topics and
jointly conduct a village health education meeting on this topic for
the whole community. They then inform the community about the health
education resource materials now available in their village, and
propose that regular village health days be held from that day
onwards. Besides health education, these village health days should
m the future include certain health services like immunizations,
growth monitoring, etc, if practical and possible.

The WIT member(s) responsible tor each village should then come back
to their village as often as possible, but definitely on the
regular health days (once per month).

The village level activities should also be supported by various
local advocacy actions such as choirs, ngoma, ngon.iera, etc.

Funding

Special funds for initiating the FFL/HEI will be provided by UN1CEF. The
funds for each activity have been standardized according to Annex 2.
Individual regions and districts or villages may decide to add to the
activities proposed by soliciting or contributing funds from other sources,
but these UNiuEF funds have to be used tor the purpose defined in the
Annex.
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The RMO s will be accountable tor these funds and they will be advanced
after completing the training of the KTT. It is proposed that these funds
be entered into the AIDS Control Account of the RMO to facilitate
utilization and accounting. The HMO will then advance the funds needed in
each of the districts to the respective UMO according to the requirement
of each district. After completing district implementation and before the
dead-line (see below), the DMO s will then account back to the RMO, who
in turn will submit the total accounts for the region to UN1CEF.

Materials

Ail materials prepared for the FFL/Hfcl will be distributed to the regional
headquarters to be in place at the time of initiating the regional
activities, i.e. by the end of June. The KTT will then be responsible for
distribution to the districts, the l)TT for distribution to the wards and
the WTT, finally, tor distribution to the villages; at every step according
to the distribution plan given in Annex 3.

Dead-lines

Dead-lines have been established tor completing the introduction of the
t'FL/HEi initiative at regional, district, ward and village.level according
to this implementation plan. It is of utmost importance that these dead-
lines are kept,not only to ensure that the important messages reaches out
as quickly as possible, but also for monitoring and accounting purposes,
jf some districts or regions deJay implementation, It will not be possible
to evaluate and to initiate follow up activities as required. It is
understood that some regions or districts may face implementation
constraints and not be able to complete all planned activities on time,
in such cases, the UMO or the HMO should complete the accounts tor the
activities actually carried out, return any remaining funds, and submit
a new implementation plan with a budget for how to cover remaining
activities. Provided that ail previous activities have been performed
satisfactory, all such requests will be honoured.
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6. MONITORING AND EVALUATION

In order to ensure effective implementation and toliow-up of the FFL/HEI,
and also to provide a firm foundation for future health education actions,
it is essential to establish a clear monitoring and evaluation system tor
the whole exercise. The proposed system has tour main components:

1. implementation monitoring. Special forms have been designed (Annex 4
- 6) tor reporting by the RMU, the DMO and the WTT (on village
implementation), respectively, covering the most important activities that
are planned to be performed at each of these administrative levels. This
form should be completed by the person who has been assigned to carry out
the activity concerned and then submitted to the person coordinating the
HBi at that level. The coordinator is normally the Regional or the District
Medical Officer, but he/she may assign one staff member to coordinate the
HEi on his/her behalf. The DMO thus ensures that the district advocacy and
the district strategy meetings take place and the training of ail the ward
PHC committees are carried out and that the forms are filled out
accordingly. The DMO then waits tor the ward PHC committees to complete
their introductory training and advocacy meetings in all their villages
and ensures that the forms are collected before the final payments to the
ward staff is done. The DMO shall then compile a final report from the
district with all the forms filled out and with full accounts of the
expenditures completed (see below). This report is then submitted to the
KMO, who complies the reports from the individual districts, and adds the
reports and accounts tor the activities carried out at the regional level.
This final and complete report from the region is then submitted to the
zonal coordinator, who compiles the reports from the regions in that zone
and submits it to the national coordinator, i.e. the Ministry of Health.

It will be extremely important that the implementation plan and dead-lines
are followed at ail levels to avoid lengthy delays in the reporting and
accounting. If any of the planned activities have not been carried out
before the dead-line, the coordinating officer should report and account
tor everything implemented and return the balance of the advances received.
A special plan tor how to complete the remaining activities within the
region or district shall then be prepared and funded through a new advance
as explained in section b.

a• Accounting. Funds to carry out all activities as defined in this plan
will be forwarded to the Regional Medical Utticers through their special
A1US Control accounts. The RMO s will then issue similar advances to the
DMo s in the region according to the estimates done based on Annex Z .
The RMO then receives the accounts from the UMO s and prepare a final
account trom the region as a statement of accounts using the form in
Annex 7. The RMO thus do not need to submit all the particulars of the
expenditures but only this form. The particulars remain in the RMO s
accounts section tor future verification if required. The zonal
coordinators) finally, receive thee accounts trom the RMO 8 and submits
these to the Ministry ot Health.

3. Impact monitoring. An attempt will be made to assess the direct impact
ot the HKl/PtL on people s knowledge, attitude and practices (KAP). This
will be done by conducting a baseline survey in statistically selected
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areas in May/June, and then to do a toliow-up survey later in the year and
try to measure changes in KAF and the extent to which these are related
to activities carried out by the Hfcl or local actions initiated Irom it.
This evaluation will be carried by a separate national institution.

4- Internal evaluation. The importance or the FFL/HEI for the future
development of health education actions in the country is emphasized in
section 7 below, in order to try to document the experiences sained during
the initiative as fully as possible, the coordinators at each level (down
to the districts) will be requested to wright a report and submit it to
the national coordinator. This report shall not only include a report of
how the specific HE1 activities were carried out, but also, and more
importantly, how the coordinator view the ettectiveness and appropriateness
of factors such as:

the teaching materials

the teaching methodologies

appropriateness of priority topics included in the HEI

appropriateness of messages

problems of planning, implementation and follow up

views on how to establish effective and continuous health education
actions in the communities and what support that would be crucial
tor such actions to be sustained in his/her area.



7. LONG-TERM DEVELOPMENTS

The Health Education Initiative as described above is planned not as a
"Campaign", but it is intended as a starting point rather than an end in
itself. The idea is to put up-dated, relevant materials into the hands
ot potential health educators at all administrative levels as quickly and
as effectively as possible. The success ot this effort, however, will
wholly depend on what these health educators, themselves, actually do with
the material that they receive. This has to be carefully considered in
the planning and in the implementation ot the initiative at all levels,
but most importantly at the district and sub-district levels.

The planning of how to implement the HE1 in the districts and in the wards
should thus not only cover details on how to conduct the various training
and advocacy activities described above, but it should also clarity the
supervisory, supportive and follow-up actions that will be necessary to
ensure that health education becomes a permanent action in all the
communities.

it should also be known that a new national Health Education Programme is
being prepared with much more emphasis than before on decentralized, local
level actions within the emerging primary ehalth care structures and
procedures This new programme will help to facilitate health education
initiatives and also production of education materials according to local
situations and teit priorities. This programme will be put into place
towards the end of 199U and early 1991, and will thus provide an
opportunity for support for extension and further development of activities
established by the current Hfcii.

For the purpose ot long-term planning and development of health education
activities in Tanzania, it is thus important to ensure that there is an
effective teed-back from the Health Education initiative, ' not only
regarding the extent to which the messages promoted by the HE1 and the
Facts for Life are properly understood and applicable, but also regarding
other important factors that need to be addressed in order to achieve
'Health for Ail by the Year 2VVW .

8. PHASING

The specific activities arising from the methodology described above are
listed below in the chronological order they are expected to be
implemented.

8.1 National seminar and training of NTT.

8.2 Briefing ot national mass media regarding FFL/HEI.

8.3 Training of HIT. This will take place at zonal level by the NTT and
other important zonal coordinators and media staff will also be
invited. This is expected to be completed by 18th May.

8.4 National Launching. This is expected to be on 3Uth May, 1990.
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8.5 Regional Advocacy/information Meetings. To be carried out by the
HIT in ail regions on halt to one day.

8.6 Regional Strategy Meetings. To be done by RT'f in conjunction with
8.b.

8.7 Training of DTT. To be done by KIT for selected DTT members. This
will be done at regional level covering ail the expected DTT's by
the end of June.

8.8 District Advocacy/Information Meeting. To be done by DTT with
support individuals from KIT.

«.y District Strategy Meetings. To be done in conjunction with 8.8.

8.10 Training of Ward PHC members. This will be done by DTT at divisional
level covering 4-b wards in each seminar. This is expected to be
completed by July 1990. '

8.11 Advocacy/information Meeting at village level. To be done by ward
PHC team.

8.1a Training of Village HHC members. To be done by W/PHC team in
conjunction with 8.11. By the end of August, all villages need to
be contacted in the first round.

8.13 Monitoring and recovery of advances from regional and district
medical officers. To be done by National trainers.

8.14 1st Evaluation on the FFL/HEl materials and its initial impact.
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9 . HUE t-KAHt hOK PHASING

I M | A | M | J U | N

I
|1.
I
|Z.
I
[i.

I
|4.

I

I
|6.

I

!

I
J9.
I
|1U.
I
111.
I
I
113.

NAIlUNAL iKAlNlNti

NAI1ONAL MASS MtUIA HEtllNG

KtblUNAL IKAINJNG Uf- 101

(a) NOKlHtKN ZONE 4 KfcGS.
(fa) SOUlHtKN ZONt .; KtUS.
Oc) tAbltKN iONt 4 KfcliS.
(d) WtSltKN ZUNt i; KtbS.
16) LAKt ZUNt 4 Kt(iS.
(f) SOUIHtKN H'LANDS 4 KfGS.

NAIlUNAL LAUNCHING

KtlGONAL AUVOIACY/INHJKMAIION

KtGlONAL SlKAltGY MttliNlib

uisvKicr rKAiNiNa oc rot's

UISIKICI ADVOCACY/1NKUKMA11UN

UiaiKlCI SlKAffctiY HttllNGS

1KA1N1N6 HAKl) PHC MtHBtKS

VlLLAlit ADVOCACY

VILLAGE HEALTH £0. MEETINGS

NONilOKlNG AND KECOVtKY Ul-
ADVANCEb

114. EVALUATIONS (1ST)



20

1 0 . BUDGET SUMMARY

10.1 TRAlNlNb/AUVOCACY

(a) National trainers 489,000

(b) Regional trainers 4,471,200
(c) District trainers 14,049,200
(d) Ward trainers 50,161,550
(e) Village health education meetings 8,978,000

10.2 COMMUNICATION 1,431,700 ^

10.3 EDUCATION 2,000,000

10.4 MONITORING AND EVALUATION 1,000.000

81,378,250

Further details ot the budget are given in Annex 2(A-C).

11. ZANZIBAR

The implementation ot the Health Education Initiative/Fact tor Lite in
Zanzibar will be organized as r> follow up to the country-wide nutrition
programme campaign that was conducted January - April 1990. it is planned
that the community level seminars will concide with the next round of
Community Health Days scheduled tor June 19yo. A separate implementation
plan ror Zanzibar is being prepared.



ANNEX 1

TEACHER/LEARNER INSTRUCTIONS

The Teachers/Learners Instruction is aimed at guiding or suggesting to the user
on what is expected to be covered in each subject. This guide may be expanded
or modified to suit particular type of audience provided that the main objective
is covered.

1. ADVOCACY

Objective:

At the end of this session the participants should be able to:

(i) Describe the role of advocacy as a key to programme acceleration.

(ii) Identify specific ways and means of obtaining the necessary
information.

(iii) Describe communication channels which can make an impact on health
education.

(iv) List a range of media and non-media communication activities that
can be used for advocacy on good health.

(v) Draw basic factors to be used in designing messages and disseminating
them.

Teaching/Learning Methodology

Participants should be exposed to various communication channels,
social mobilization strategies for tv isi to design appropriate messages that
can be effectively disseminated to .he target audience.

References: a) Pacts for Life
b) Social Mobilization Training Manual
c) Handouts

Detailed Content:

Subject ' Duration CcTnfenT Evaluation

(i) Programme acc«ie- - Basic product Question/
ration - Political will Answer/feed-

- Muitisectoral app~ back
roach

• -. Sustainability



Subject Duration Content Evaluation

(ii) Information ga-
thering

(iii) Communication
phannels

(iv) Media and non-
media communica-
tion activities

(v) Message design
and dissemina-
tion

Language to be used Question/
Mass media Answer/feed-
Communication agents back
Communication resource
available

-Horizontal
- Vertical
~ Parallel

- Mass media
- People based
- Other media, materials

- Service strategy
- User audience needs
- Programme communica-
tion strategies

Group
Observation

Production of
examples

Exercutes
and presenta-
tion

2. STRATEGY FOR HEALTH EDUCATION

Objectives:

Participants should, by the end of this session, be able to;

(i) Draw out points in favour of inter-sectoral coordination in health
education.

. ;.:»i:itiry roles of various sectors and institutions.

(iii) List health education methodologies used in disseminating
information, educating the community and communicating with target
audience.

(iv) List advantages and disadvantages of decentralization of health
education activities.

Teaching/Learniru;, Methodologies

Participants must be told new strategies for health education
delivery, organizational set up, counselling, health education in PHC
context, roles of various sectors and institutions and health education
material production, storage and distribution.

References: a) Health Education Initiative manuals
b) The National PHC Strategy .
c) Handouts



Detailed Content:

Subject Duration Content Evaluation

(i) Intersectoral
coordination

30 mins - Integrated training
programmes

Question/
Answer/
feedback
mechanism.

(ii) Roles of key
sectors and
institutions
dealing with H/Ed.

(Ill) Information,
Education and
Communication

(iv) Decentralization
of Health Educ.

- Multisectoral
committee formation

- Health delivery
systems

30 mins - A clear definition
of these roles for
health, community
development, educa-
tion, Party, Infor-
mation, etc.

- Identification of a
focal point for H/Ed.

30 mins - Methods used in
information disse-
mination, educating
communities, communi-
cating with target
audience.

- Use of change agents
in the community

30 mins - -Centralization vs
decentralization

Health Education
structures at
national, zonal,
regional, district,
ward and village
levels.

Committment
by individual
sector/inst.
to carry out
these roles.

Attitudinal
change in
society.

Organizational

structure for
H'tducation

Focal point at these
levels



Subject Duration Content Evaluation

(v) Role of women 30 mins - Household level
- Community level
- Institutional level

KEY LEARNING POINTS

1. Health Education is a dialogue between two parties, an information
exchange on health issues wheregy each of the parties has a say. 4k

2. The intension of the Ministry of Health is to decentralize health
education activities in terms of personnel and establishing minature
Health Education Units at Regional and District Levels.

3. The present health education strategy emphasizes on a multisectoral
approach, community oriented in solving health problems e.g.
Involvement of the Party, Ministry of Education, Health, Information,
Community Development, etc.

4. The role of women in health education must be clearly reflected at
both decision making level as well as the implementation level e.g.
in committee formation there should be a deliberate effort to have
higher women representations.

3. EDUCATIONAL METHODOLOGY

Objectives: 4fe

By the end of this session, participants should be able to:

(i) Organize a training programme.

(ii) Demonstrate willingness to train others with the knowledge and skills
\ gained in this session.

(iii) Be a good example of the methods on health education that are
demonstrated to the audience.

(iv) Monitor and evaluate health education programmes effectively.

Teaching/Learning Methodologies

Participants will be exposed to principles of curriculum development,
lesson planning, monitoring and evaluation. They will further be given
topics of their own interest related to health to work on and present to
fellow participants evaluation of this presentation will modify the
behaviour of individual participants.



References: a) Training curricula
b) Handouts

Detailed Content:

Subject Duration Content Evaluation

(i) Organization of
a training progr.

(ii) Knowledge, skills
and attitudes

(iii) Health Education
activities

Audience needs and
the environment
Objective setting
Training strategies

Knowledge
Skills
Attitude

Continuous assess-
ment
Examinations
Motivation
Certification
Career prospects

Group exer-
cises and
presentation

Examples

Examples

KEY LEARNING POINTS

1. The techniques using a wide range of teaching/learning methodologies
make a great difference in participants' comprehension of a
topic/issue if we compare one presenter from the other.

t. Trainers should as much as possible be a model of what they are
advocating for participants to initiate such examples.

3. A curriculum must aim at transforming theoretical information into
practice with a change in behaviour of the individual under training.

4. It is important to evaluate a participant according to the originally
stated objectives of the training.

9APE MOTHERHOOD INITIATIVE AND FAMILY PLANNING

Objectives:

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

(i) Sensitize a number of key people on safe motherhood issues during
formal and informal meetings.

(ii) Explain the magnitude of maternal health problems in the country to
the community.
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(ill) Identify roles of sectors and other organizations on safe motherhood
initiative.

(iv) Analyse contraceptive methods available in the country with a view
of increasing the use rate.

(v) Make plans of action at their respective areas to reduce maternal
deaths.

Educational Methodology
• • • . t

Participants will use their experience in analysing maternal
mortality, maternity complications, exessive fertility, high risk
pregnancy, socio-economic and political structures using the conceptual
framework for situation analysis of maternal health.

References: a)
b)
c)

Detailed Conten

Subject

Facts for Life
Health Education manuals
Handouts

t:

Duration Content Evaluation

(i) Sensitization of
decision makers

(ii) Maternal health
problems in the
Country

(iii) Roles of Sectors
and other organi-
zations

- Situation analysis on Question/
SMI Answers/

- Policies on SMI responses
- Their role in mass
mobilization

- Maternal mortality Analysis of
rate (MMR) conceptual

- Morbidity factors e.g framework for
- Maternity fertility for jnaternal
- Excessive fertility health
- High risk pregn.
Mftternity services

- Socio-economic
development

- Political and ideo-
logical factors

Sectors and their
roles
Organizations and
their roles

Group exer-
cises and
presentation

(iv) Contraceptive
methods

Organizaiton of
family planning
delivery system
Types of contracep-
tives



Subject Duration Content Evaluation

(v) Reduction of
maternal deaths

- Indications and
contraditions

- Potential users
- Use rate

- Plan of Action
- Integration with
other PHC activi-
ties

Exercises
and presenta-
tions

KEY LEARNING POINTS

1. A lot has been done in improving the health services of children
through MCH Services at an extent of neglectting mothers who take
care of those children.

2. Maternal mortality in Tanzania is increasing. It is estimated to
be in the order of 2 to 4 deaths per 1000 live births.

3. Maternal death is defined as death of a woman while pregnant or
within 42 days of termination of pregnancy, inrespective of the
duration and the site of the pregnancy, from any cause related to
or aggravated by the pregnancy or its management but not from
incidental or incidental causes.

4. Maternal mortality is a result of maternal complications due to:

Excessive fertility;
High risk pregnancy;
Traditions and customs e.g. early marriage; food taboos; gender
roles (heavy workload); traditional birth practices;

5. Safe motherhood therefore mus' domprise of:

Raising of the status of women to have an ecoaomic power and
power of decision;

Family health education and service provision e.g. family
planning.

- Strengthening community based care with good referral system
e.g. training TBAs; pregnancy monitoring;

Strengthening district hospitals to enable them to perform all
essential maternity functions.
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5. NUTRITION

Objectives:

Participants should, at the end of this session, be able to:

(1) Describe the main causes of child deaths associated with nutrition.

(ii) Draw attention to the importance of frequency of feeding a child at
least 5 times per day using locally available foods.

(iii) Describe the 6 rules of thumb for feeding a child.

(iv) Orgnaize a village based nutrition rehabilitation scheme together
with the community.

(v) Monitor the nutritional status of children in a given area.

(vi) Use the available information to take action on problems identified.

Educational Methodology

Participants will be exposed to the new concept of nutrition and its
application at all levels especially the household level using a 'triple
A1 cycle. Emphasis must be made on the need for frequent feeding of a
child more than 5 times a day with the locally available food. The use
of germinated power flour to reduce dietary bulk will need to be
demonstrated to participants. Emphasis also on hygiene, continued
breastfeeding, enough quantitities with the required nutrients will have
to be made. Finally exercises on the organization of a village base<|A
nutrition rehabilitation scheme with a monthly monitoring of the
nutritional status of children willhave to be demonstrated.

References: a) Health Education
b) Facts for Life
c) MCH growth cards
d) Handouts

Detailed Content:

Subject Duration

(i) Causes of child
deaths associated
with nutrition

i) Information utili-
zation

Content

- Child deaths due to
immediate, under-
lying basic causes.

- In assessement,
analysis and
action on problems
identified.

Evaluation

Analysis of
causes

Analysis of
actions



Subject Duration Content Evaluation

(iii) 6 rules of thumb

(iv) Village based
nutrition rehabi-
litation scheme

(v) Nutrition Status
of children

(vi) Nutrition and
Health Campaign

Feeding frequency of
more than 5 times.
Adequate nutrient
content
Hygiene
Adequate amount
Food free from
dietary bulk
Continued breast
feeding

Community mobiliza-
tion for food
availability
Day care systems
Day care attendants
Nutritional status
monitoring system

Monitoring system
Village registers
Health Days
Report writing
Feedback, followup
and supervision

Pre-requisite to the
Campaign
Campaign day
Post campaign followups

Question/
Answer
response

Exercises and
responses

Exercise and
responses.

KEY LEARNING POINTS ,

1. We have to change from the traditional description of nutrition using
food tables to the importance of stressing for the frequency of
feeding a child 5 times a day with the locally available food.
Eating more of what is available is the principle.

2. Health factors associated with food deficiencies are:

2.1 .Protein Energy Malnutrition
2.2 Anaemia
2.3 IDD
2.4 Vitamin A deficiency

(PEM)

Because a child has to eat half of the adult food with a frequency
of 5 times per day in order to grow well, this is not an easy task.
Therefore in reality practically all children are affected with PEM.
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4. Proteins are important but they are being emphasized too much at an
expense of other foods.

5. The growth of a child can be effectively monitored using a growth
card.

6. The 6 rules of thumb on child feeding are:

6.1 Frequency of feeding a child 5 times per day with locally
available food

6.2 Adequate amounts of food e.g. half the adult food per day
6.3 Observe hygiene
6.4 Food must be nutritious
6.5 Food must be free from dietary bulk e.g. use power flour to

reduce dietary bulk
6.6 Continue breastfeeding even when the child has diarrhoea.

6. IMMUNIZATION

Objectives:

Participants must be able, at the end of this session, to:

(i) Describe symptoms and signs of 6 immunlzable diseases,

(ii) Describe the immunization sc^dule for these diseases.

(iii) Identify roles of each sector on sustainability of the immunization
programme.

(iv) Organize effective Health Days in their respective areas.

Educational Methodology

Participants will have to be exposed to MCH clinics/wards for a
practical exercise on immunization.) They will also work in groups to
entify roles of each sector, institution in the immunization programme as
well as come up with an organization of a 'Health Day1.

Referer Je*s: a) Facts for Life
b) Health Education manual
c) MCH cards
d) Handouts

Detailed Content:

Subject Duration Content Evaluation

(i) 6 Immunizable - Tuberculosis Question/
diseases - Measles Answer/

- Diphtheria responses
- Polio
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Subject Duration Content Evaluation

(ii) Immunization
Schedule

(iii) Roles of each
Sector

(iv) Health Days

Tetanus
Pertussis

Immunization Exercises
schedule

Individual roles
Multisectoral Exercises
collaboration
Coordinating
committees
Sustainability

Village register and
its organization
Major activities Exercises
Report writing
Followu-up

KEY LEARNING POINTS

1. The 6 immunizable diseases are:

Tuberculosis
Polio
Pertussis
Diptheria
Tetanus and

- Measles

2. Immunization Schedule for children

Age

At birth

4 weeks
8 weeks
12 weeks
9 months

Antigen

BCG, Polio
DPT, Polio
DPT, Polio
DPT, Polio
Measles

Immunization against tetanus for women:

Doses Period

First
Second
Third

Any time
After 4 weeks
After 6 months or
another pregnancy

Protection

None
3 Years
5 years
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Fourth After a year or 10 years
another pregnancy

Fifth After a year or 20 years
another pregnancy

3. Effective health days must include:

Effective outreach programme
Demarkated catchment area/health facility

- Community mobilization
Integrated activities e.g. weight taking, immunization, health
and nutrition promotion, feeding demonstration, family
planning, etc.

7. WATER AND ENVIRONMENTAL SANITATION

Objectives: 4|

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

(1) Analyse various sources of water pollution and poor environmental
sanitation and their outcome.

(li) Describe advantages of a Ventilated Improved Pit Latrine (VIP).

(ill) Mention factors to be observed in order to ensure the availability
of safe water supply.

(iv) Identify the responsibilities of a community in ensuring a clean
water supply and the environment.

Educational Methodology

Participants will have to visit a number of water sources and observe
the environment in that area. A description of a VIP will have to be
and the communitys' responsibility on cleanliness will be analyzed.

Detailed Content:

Subject Duration Content Evaluation

(i) Sources of Water - Sources
- Relationship with
diseases

- Control measures

(ii) Ventilated Improved - Advantages e.g.
Pit Latrine (VIP) permanent, fly free,

smell free, appro-
priate technology,



Subject Duration Content Evaluation

(111) Safe Water Supply

(Iv) Community involve-
ment in safe water
supply

reasonable cost.
Construction of a
low-cost VIP.

Factors for consi-
deration
Relationship with
Nutrition

Mass Mobilization
Water Committee for-
mation with domina-
tion of potential
users.
Self reliance for
income generation/
human above

KEY LEARNING POINTS

1. Water borne and faecal oral diarrhoeas, cholera, typhoid, biacillary
dysentry, amoebic dysentry, poliomyelitis, hepatitis A, worm
infestations e.g. ascariasis, trichuriasis.

2. Amount of water required for domestic purposes per individual is 25
litres per day.

3. Preventive measures include:

3.1 Proper disposal of human excreta using latrines (VIP)
3.2 Safe water supply
3.3 Washing hand with soap/ash before food handling and after

latrine use

3.4 Simple soakage pits, garbage pits or domestic wastewater and
garbage disposal

3.5 Proper housing
3.6 Proper animal husbandry
3.7 Health education on personal and food hygiene, home and

environmental cleanliness, etc.

8- SPECIFIC DISEASE FACTORS

Objectives:

At the end of this session, participants will be able tot
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(i) Describe control measures of the top endemic diseases of public
health importance such as:

a) Diarrhoea
b) Malaria
C) AIDS
d) Acute Respiratory Infections (ARI)

(ii) Design communication messages suitable to target audience on control
of these diseases.

(iii) Describe symptoms and signs of manifestations of these patients.

(iv) Assess the magnitude of these diseases in the country
epidemiologically.

Educational Methodology

An exposure to patients suffering from these diseases will be vital
for an on the spot glance of symptoms and signs. Detailed description of
control measures and the epidemiology of these diseases will have to be
provided by the resource persons.

References: a) Facts for Life manual
b) Health Education Initiative manual

; c) Posters ?
d) Handouts

Detailed Content:

Subject Duration Content Evaluation

(i) Diarrhoea

(11) Malaria

(iii) AIDS

(iv)^Acute Respiratory
Infections (ARI)

Causes
Epidemiology in
country
Symptons and signs
fcontrol measures
Design of effective
communication message
to the public on
control of the disease

- do -

- do -

Experimental
feedback in
a session
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KEY LEARNING POINTS

DIARRHOEA

1. Correct Case Management at health facility includes:

Correct assessment of child
Correct rehydration therapy using ORS or under critical
conditions I.V. fluids
Feed children staying over 4 - 6 hours
Correct use of antibiotics
Correct advice on home case management

* • . • • • . •

2. Correct Home Case Management includes:

Timely ORT
a) Correctly prepared
b) In increased volumes

Continued feeding
a) Quantity
b) Apprioriate foods

Know when to refer

3. Prevention of diarrhoea includes:

Breast feeding
Improved weaning practices

- Clean water
Hand washing
Latrine use preferrably a VIP
Stool disposal

- Measles immunization

MALARIA

1. Malaria is a number one killer of under-fives in Tanzania.

2. Control measures must include the following:

Apppropriate treatment of diagnosed cases;

- Chemoprophylaxis of pregnant women with the recommended
antimalarial;

Use of personal protection measures, e.g. empregnated mosquito
bed-nets;

Microscopic diagnosis of the infection particularly in
pregnancy;
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Proper environmental sanitation to minimise breeding sites for
mosquitoes.

Recommended anti-malarial drugs are:-

Chloroqulne (with a lot of resistant Cases);
Quinine;
Sulfadoxine/pyrimethamine (fansidar);
Sulphametopyrazine/pyrimethamine (metakelfin);
Mefloquine.

It is essential to reduce the temperature to below 39C degrees before^|
giving any injectable antimalarial by tepid sponging or use of
antipiretics e.g. Acetyl salicylic acid.

ACQUIRED IMMUNODEFICIENCY SYNDROME (AIDS)

1. The first AIDS suspects in Tanzania were reported in 1983 in one
region (Kagera) and the condition has spread to involve all the
mainland regions by 1986.

2. The number of AIDS cases has doubled each year except for 1989.

3. Infections among blood donors and pregnant mothers indicate an upward
trend.

4. The main mode of transmission of HIV in Tanzania is heterosexual
contact.

5. The number of children without parents (orphans) is rapidly growing.
A concern on their care is becoming crucial.

6. Preventive measures for AIDS are mainly:

Change of behaviour towards sexual intercourse.
Screening blood for transfusion.

Avoid trans-placental transmission of HIV.
Use of condoms when necessary.

ACUTE RESPIRATORY INFECTIONS (ARI)

1. Acute Respiratory Infection is one of the 4 common cause of morbidity
and mortality among under-f ive children in Tanzania. Other diseases
are diarrhoea, malaria and malnutrition.

2. ARI consists of a group of diseases/conditions such as Pneumonia,
coughs, colds, diptheria, pertusis, measles, tuberculosis.
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3. Effective control measures require:

3.1 Recognition and treatment of pneumonia
3.2 Immunization against diptheria
3.3 Use of appropriate drugs

Antimicrobal drugs of choice are:
3.3.1 Co-trimoxazole

Procaine benzylpenieillin
AmoxycilXin
Ampicillin

A community health worker can be allowed to use co-
trimoxazole which is the cheapest of them all.

3.4 Prenatal care for encouraging breastfeeding, proper nutrition,
increase in birth weight, protection against chills and
reduction Indoor air pollution (including smoking).
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PROPOSED S DAY-TRAINING TIME TABLE

Day Time Topic Responsible

THIRD

IOTE:

08.30 - 09.30 Opening Ceremony
FIRST 09.30-10.00 Advocacy

10.00 - 10.30 Nutrition Break
10.30-11.00 Discussions
11.00 - 12.00 Facts for Life
12.00-13.00 Discussions
13.00 - 14.00 Lunch Break
14.00 - 15.00 Health Education Strategy
15.00 - 16.00 Discussions and exercises
16.00-16.30 Nutritional break

- 16.30 - 17.00 Administrative procedures

SECOND 08.00-08.30 Educational Methodology
08.30 - 09.30 Exercises and discussions
09.30 - 10.00 Safe Motherhood Initiative
10.00 - 10.30 Nutrition Break
10.30 - 11.30 Discussions
11.30-12.00 Immunization
12.00 - 13.00 Discussion
'13.00-14.00' Lunch Break
14.00 - 15.00 Specific disease factors

e.g. Diarrhoea, Malaria,
AIR, AIDS

15.00 - 16.00 Discussions and
Demonstrations

16.00 - 16.30 Nutritional break
16.30 - 17.00 Administrative Procedures

08.00 - 08.30

08.30
09.30
10.00
10.30

09.30
10.00
10.30
11.30

Guest of honor
lEC/CCM/Comm Dev.
Secretary

IEC Person

Health Ed. Person

Education Person

Health Person

EPI Person

Health Person/IEC

11.30 - 13.00

13.00
14.00
16.00
16.30

14.00
16.00
16.30
17.00

Water and Evironmental
Sanitation
Discussions and Exercises
Nutrition
Nutritional break
Discussions and exercise
Zonal/Regional/District/Ward
Village training workshop
Organization
Lunch break
Presentations/discussions
Nutritional break
Addresses by Party/Govt.
Leaders

Water/Health
Person

Agric./Health person

Participants

This is a proposed 3 day training timetable. The Training team can
draw a programme to be used locally depending on the proposed number
of days and trainers available.
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I
|18 NATIONAL IKAlNtKS

UAYS | COS!!) TSH3

|1KA1NINU NAI1ONAL
(IKAlNtfffi

NAHONAL

3.days |Lunch allw. 1b x Ishs. 900 x 3d
|Lunch allw. 3 drivers x 900 v. 3d
(USA - 8 people x b,800 x b d
)travels - 8 x Ishs. 10,000
jlransp. - bOI/d x 3 cars x 3d x Ishs. 120
|Hah - fshs. 10,000/d x 3d
(Stationary - Ishs ;_• UU/p x 12
| lea/Coffee Ishs. 30U/personx 23 x 3d x 2

j 40,500
| ^ 100
I 232,000
j SO .OtJt)

I 30.0E0
j 2,400
| 42,000

NATIONAL (O1AL 189,GUQ j

fc KfclilONAL
ON ZONAL

(BASIS

(18 l-AClLllAIOkS

i
)1bO KtG. IRAlNfcKS
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(IKAVtLLING |18 NAi. 1-AUlLllAlOkS

4 days (Lunch a! is. Host Rc>. :

|8p x bKfl. x Ishs. bUO x 4d j 11t»,20t!
|USA.- 8p x HKtj, x ishs, 2,900/p x bd | 2,620,800
(travels - ishs. :• DUl'/p >. !12 j 224,U00
(Halls - Ishs. b,' :./d x 4d x a j 120,U00
jlea/Cottee - particip. ishs. 200/p x 1bOp x 4d j 12S,000
(lea/Cottee - taciht. l^hs. 200/p x 12p x b sess. x 4(i j b'i.bOO
(Stationary - Ishs. 200/p x ibOp ( 3,200
(USA 18 tac. x 12/d x IShs. 3,900 j 842,4U0
jiransport approx. IShs. 20,000/d x 18 j 3bU,000

I ZONAL iOIAL

lj 0ISIH1U!
S

1(8 PtN O1SIK1CI)

j
|1b0 (•AfiLIIAIUKS j

i!
i
|824 PiSIKlCI IKAINtKo

KfceiONAL

4 days (Advocacy - 17 PHC x 20Kq. x bUU
(Lunch allw. - Ibu tac. in 1b0 people trom
jHost district in the Keq.
(320p x Ishs. bOO X 4d
(USA - bb4 x Ishs. 3,100 x bd
jlravel - bb4 x ishs. 1,000/p

- (Hall - Ishs. 2,000 x 7 rep. x 4d

4,471,200

170,000

! 10,292, til-.:

i !
i i

jlKAINJNli WAKU PHC (824 fAClLl CAlOKS
(cOMMIIIfct MtMUfcKS j

• i i
«AKU (IKAlNtKS IN IHt (

|OJblKlCI CAN SPL1I j
(IN IWU GKUUPS j
i 1 ••

jlea/Cottee - Ishs. 200/p x 984 x 2 | 1,b74,40!)
j Ishs. 2,000 x 13 reg. x 4d x. 1 \ 208,00J
ISationary - ishs. 200/p x 8^4 j 1b4,800 (
(Petrol - Ifi/is. 120/1 x 801 x 20 . | 192,000 '

I KtGIONAL IOIAL j 14,049,200

3 days (Advocacy to distr, leaders - Is KHC x 103d x ishs. 3bO/p| b4O,7bO |
(Lunch allw. tor host ward - 4,944p x IbO/p x 3d ( 2,224,800 j
jOSA - 12,24ttp x Ishs. 800 x 3d |29,i!)b,20U |
(USA - 824 tac. x Ishs. 1,300 x 3d x 3 sess. j S,b40,800 j
(USA - 2 dnvers/d x 103 x Ishs. 800 x 9d | 1,483,200 |
(Petrol - 20lt/ward x Ishs. 120 x 2,149 j bt1b7,b00 j
(Stationary - Ishs. 100/p x 17,192 j 1,719,200 j

| WAKO IOIAL |bO,1b1,bbO j
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ANNtX 2A

| iONtS

| NUKlHtKN

| SOulHtKN

j tASItKN

| SOUlHbKN HIGHLANUS

| KtlSlUNS

IAKU5HA

j

1
|KlLlMANJAKU
j
|IANGA

j
jMlHAKA
j
j
IL1NU1
j

|

IMOKUbUKO

I
ICUASI

1
|OAK tS 3ALAAM

1
jUUUOMA

!

inner*
1
IIKINliA

I
|KUVUWA

i
jKUKWA

I

1
I Lunch Host
IUSA
| travels
| lea/tottee

IHall
(Stationary

I
1

I Lunch Host
IUSA
| travels
|lea/Cottee
IHall
(Stationary

( .

I Lunch Host
|USA
11 rave Is
|1ea/Cottee
IHall
|3tationary

I

!

(Lunch Host
|USA
|irave Is
jlea/Cot tee
IHall
(Stationary

I
1

Kq-

Rfl.

Kg.

Kg.

COS)

8p x ishs. bOO x 4d
24p x Ishs. 3.UUU x bd
ishs. 2,0U0/p x 24p
ishs. 200/pd x 38p x 4d
Ishs. b,00U/d x 4d
Ishs. 200/p x 22p

8p x Ishs. bOO x 4d
8p x Ishs. 3,900 x bd
Ishs. 2,000/p x 8p
Ishs. 200/pd x Up x 4d
Ishs. b,00O/d x 4d
Ishs. 200/p x Ibp

8p x Ishs. bOO x 4d
2dp x Ishs. 3,900 x bd
Ishs. 2,000/p x 24p
Ishs. 200/pd x 38p x 4d
Ishs. b.OOO/d x 4d
Ishs. 200/p x 22p

8p x Ishs. bOO x 4d
24p x Ishs. 3,900 x bd
Ishs. 2,UU0/p X 24p
Ishs. 200/pd X 38p x 4d
Ishs. b,OOO/d x 4d
ishs. 200/p x lip

| I Lunch Host Kg. 8p x Ishs. bOO x 4d

j HfcSltKN
IKIGOMA

i
|1ABUKA

1
1

I

IUSA
| (ravels
|.'lea/u>tfM
|Hall
(Stationary

I

8p x Ishs. 3,900 x bd
Ishs. 2,0OU/p x 8p
(she. 20U/pd x 22p x 4d
Ishs. 4,000/d x 4d
ishs. 200/p x 1bp

fSHS. |

19,200 |
561,600 |
48,000 |
30,400 |
20,000 |
6,400 |

19,200 I
18?,200 |
1b,000 |
17,600 |
20,000 I
3,200 |

2b1,200 |

19,200 |
bbi.bOl) |
48,000 |
30,400 |
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b,400 |

btsb.bOO {

19,200 !
Sbi.bOO |
48,000 |
30,400 i
20,000 |
b,400 |

bBb.bOO |

19,200 |
187,200 j
1b,000 |
17,600 |
20,000 |
3,200 1

2b3,200 j
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24p x
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OH x td |
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3.2M.S00 |
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KttilUNAL WJIWtl XUUCAI1UN

| KtlilONS

1
1
|0OWJMA
|AKUSHA
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1

4

I 8
b
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13b
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I
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39b
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227
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3,12b,UUU
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ANNEX 2C

COMMUNICATION/INFORMATION BUDGET

1. MEU1A BRIEFINGS

National

Two National Brietings will be held in 1990 - one during the NTT workshop
on 15th aiarch, 1990 and one in December 1W90 tor appraisal and continuity
in advocacy.

Lunch allowance 22 participants 19,800
9UU X ^ 19,000

Sott drinks and bites 180 x 22 3,300
Transport and incidentals s.ooo

28,100
Two meetings 28,100 x 2

Sub total 56,200

2. SUPPORT TO TRADITIONAL MEU1A

- USA and Honoraria to groups 200,000
- Certificate or Awards to performing Artists loo,000
- Recordings and studio Charges 50,000
- travel 200,000

Sub total &5Q,OOP

3. FEATURE ARTICLES AND OTHER SUPPORT PUBLICATIONS

1. Production of Promotional Brochures
!>u x lo,ooo brochures bo0,O00

2. Travel tor 3 Journalists b.OUO x 3 4b,000
3. 3 Journalists x 3 days x 3,luu x 3 trips 83,700

Sub total 620.000

4. RAU1U AND TV SPOTS

1. Radio and TV, Studio & Production1 charges 70,000
2. LISA and Travel for 2 Journalists USA - 3,100 X 2 X 4 24,800

Travel - 5,000 x 2 10,000
3. Video Production 100,000

Sub total 204 f800

SUMMAKV U1-' BUUOKT

1. Media bb.aou
2. Traditional Media Support 5b0,000
3. feature Articles and Publications 620,700
4. Kadio and TV Production 2U4.800

Grand total 1,431,700



TRAINING KAftKlALS
ANNEX 3

I REGIONS
JPHC MtNUtKS

JD1S!R1CTS| HARDS |VILLAtifcS| W .

.+
jOOOOMA
(AKUSHA
(KILIMANJARO
jlANUA
jMUKUtiUKU
JCOAS1
|OAR tS SALAAM|
JLINOI
JHIHARA
|KUVUMA
j1K1NGA

ISINtilOA
|IABORA
jRUKWA
IKIbOMA
(SHlNYANtiA
IKAbtKA
IMWANiA
(MAKA

ib

4
8
b
b

. b
b.
3
b
4
4
b
7
4
b
4
4
b
b
b
b

(M)

121
141
113
138
134
70
52
114
y/
84
113
135
8b
134
b8
81
118
111
1b9
8U

(V) |

4b1 |
b12 j

m |
bbb j
48!) |
301 |

cr.

3b 1 |
483 |
324 j
b3ti |
63b j
34b |
410 j
3b4 j
227 1
74b |
S2B j
bb4 |
333 |

1

HtALTH tOOC. PHC
(YtLLO**)

HtALTH tlXJC. COMN|l*OSri:KS|
(«LU£) |(EACH)

|b2,7t)t) 18,310 38,b»b j1b,9



ANNEX 4
Monitoring and Evaluation

Reporting fonn tor Regional Medical officer.

(To be submitted to Zonal Coordinator latest 20/9/90)

1. Activities performed.

Regional Advocacy Meeting: Date....

Regional Strategy Meeting: Date....

No of participants.

No of participants.

Training of District Training Teans:
District Date No of Part.

Materials Distributed:
K M HEI1V) HEI(B) Post.

2. District Reports Received by 10/9/90.
District No of wards
Name uovered Not Cov.

No ot villages
Covered Not Cov.

Funds (T.Sh)
Advanced Returned

Totals:

Signed; Date:

(UNJCKP statement ot account torn plus follow up plan tor the region to be
attached)



Monitoring and Evaluation ANNEX S

Reporting Fora for District Medical Officer.

DISTRICT. REGION
Note; This report should be submitted to the RMO latest 10/9/90

1. Activities Performed

1.1 Advocacy Meeting: Date No of participants

1.2 Strategy Meeting: Date No of participants

1.3 Training of Ward PHC Committees:

Training site 1... date No of wards.... No of part...,

'Training site 2 date..... No of wards.... No of part....

Training site 3 date No of wards No of part....

Training site 4 date No of wards •... No of part....

Training site 5 date..... No of wards.... No of part....

Training site 6..... date No of wards.... No of part....

Summary: Number of wards covered by 31/8.., Not covered.

1.4 Village Meetings/Training:
Number of village return forms received

Number of villages still to be covered...,

2. Summary of Accounts.

Uosts incurred: District advocacy meeting

District strategy meeting

Ward FHu seminars

Village meetings/training

Total costs

Advance received

Balance (to be returned to RMO)

Signed: Date:



ANNEX 6

TUMEEL1MJKA KIAFYA

Jina la Ki.ii.ii: ,,..,., .'.' ^ ^ Waliohusika kutoa Elinu;

1.

• . • ' . • • ' •• • •• ' 2 . ' ' ! : ' ' ' ' ' '" ' • •'

Uongozi wa ki.ji.ii unatlubitisha kwamba, mafunzo kuhusu Elimu ya Atya na Ukweli

kuhusu Naisha yanetolewa kwa Kaaati ya HAN ya kiji.ii tarehe

Mwezi , 199U na wanaki.ti.ii wote katika mkutano wa hadhara tarehe

,... nwezi 1990.

Fia tumetiubitisfta kupokea vltabu vituatavyo kwa a.nii ya maktaba/ofisi ya CCN

ya ki.ii.ji.

Ukweli kuhusu Maisha - Jumla ya vitabu ( )

Ujumbe Muhimu kwa .lamii - Jumla ya vitabu ( )

Mwenyekiti wa ki.ii.ii:

sahiiii.

Katibuwaki.7i.ti:

sahihi

Hwalimu Mkuu:

sahihi

Nakala:

Mwenyekiti wa kijiji < ) ,

Katibu kata ( >

Mpanga Nkuu wa wilaya ( )

ikiwn kazi inetanyika vizuri na kuthibitishwa lpasavyo tomu hii itakuwa ni

ushahidi wa kutoa nalipo kwa wale waliohusika kutoa eliau hiyo.



ANNEX 7

Representative

F-0. 3c:; 4CTo ,

PAR ES SALAAM.

CERTIFICATE OF ggENDITCKZ

This is certify that the advance of Tshs provided by

UNICEF for vide V'our letter Ref No.
dated has been expended as follows:

..' Tshs

Tshs

Tshs

Tshs

Tshs

Total Tshs

Less: Advanced as above Tshs
Overexpenditure/Balance due UNICEF Tshs

We hereby certify the expenditures have been in accordance with Government

financial rules and regulations and that all supporting documentation

(vouchers, receipts, payrolls, etc) are available at

for scrutiny by UNICEF as/if required.

Signed: Signed:

Head of Dept. (Responsible Officer) Accountant


