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Abstract

Positive Deviance/Hearth Nutrition Program is a home-based and

neighborhood-based nutrition program for children who are at risk
for protein-energy malnutrition in developing countries. The program
uses the “positive deviance” approach to identify those behaviors
practiced by the mothers or caretakers of well-nourished children from
poor families and to transfer such positive practices to others in the
community with malnourished children. The “Hearth” or home is the
location for the nutrition education and rehabilitation sessions. This
resource guide explains in detail how to identify at-risk children, conduct
a Positive Deviance Inquiry to identify positive practices, conduct Hearth
sessions, and set up a monitoring and evaluation system. Specific field
examples and useful tools are provided.
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OVERVIEW of POSITIVE
DEVIANCE / HEARTH

Who Should Read this Guide?

his resource guide is designed for program managers interested in
mobilizing communitiesto sustainably rehabilitate malnourished children.

How to Use this Guide

hapter One will help you decideif Positive Deviance/Hearth istheright

approach for your community. Subsequent chapters contain useful
exercises, tips and lessons learned by non-governmental organizations
successfully implementing PD/Hearth around theworld. Practical information
and materials guide you through a series of steps to implement an effective
Positive Deviance (PD)/Hearth program. We recommend that you read the
entire guide before starting implementation, as a thorough understanding of
the processwill simplify your program planning.

Remember that local adaptation is a must. Include the essential elements
listed in thischapter and then be creative and experiment. Thereareamultitude
of variations that can be made to adapt the approach for your project. Each
individua project design is dependent on available resources and the process of
combining them. Asyou carry out your own PD/Hearth program, you will learn
many lessons from your particular experience. Document your experience to
share around the globa Hearth. The globa Hearth isfueled and kept warm by
people such as you, who are looking for workable solutions to the problem of
malnutrition.

What is PD/Hearth?

D/Hearth is a successful approach to decrease malnutrition. The

Positive Deviance/Hearth approach has enabled hundreds of communities
to reduce current level s of childhood malnutrition and to prevent malnutrition
years after the program’s compl etion.
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The PD/Hearth process
taps into local wisdom
for successfully treating
and preventing
malnutrition and
spreads that wisdom
throughout the
community.

Positive Deviants all
demonstrate certain
behaviors and practices,
which have enabled
them to successfully
solve problems and
overcome formidable
barriers.

Goals of a PD/Hearth Program

1. To quickly rehabilitate malnourished children
identified in the community;

2. To enable families to sustain the rehabilitation of
these children at home on their own; and

3. To prevent future malnutrition among all children
born in the community by changing community norms in
childcare, feeding and health-seeking practices.

PD/Hearth combines two approaches proven to successfully reduce child
mal nutrition and promote the normal development of the child at the community
level.

The Positive Deviance Approach

Positive Deviance is based on the premise that some solutions to community
problems already exist within the community and just need to be discovered.
Because behaviors change slowly, most public health practitioners agree that
the solutions discovered within acommunity are more sustainable than those
brought into the community from the outside. The PD/Hearth process taps
into local wisdom for successfully treating and preventing malnutrition and
spreads that wisdom throughout the community.

Positive Deviance is a “ strength-based” or “asset-based” approach based on
the belief that in every community there are certain individuals (“Positive
Deviants’) whose special, or uncommon, practices and behaviors enablethem
to find better waysto prevent malnutrition than their neighborswho share the
sameresources and face the samerisks. Through adynamic processcalled the
Positive Deviance Inquiry (PDI), program staff invites community membersto
discover the unique practicesthat contribute to a better nutritional outcomein
the child. The program staff and community members then design an
intervention to enabl e familieswith malnourished children tolearn and practice
these and other beneficial behaviors.

In every community, beit the inner cities of the United States, the slums of
Manila, Addis Ababa, Cairo, or impoverished rural villagesin Myanmar or
Nicaragua, there are Positive Deviants. These Positive Deviants all demon-
strate certain behaviors and practices, which have enabled them to success-
fully solve problems and overcome formidable barriers. The Positive Devi-
ance approach has been used extensively in fighting malnutrition, but isalso
being used in other areas such as maternal and newborn care and condom
use among high-risk groups.
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The Hearth Approach

In the Hearth approach, community volunteersand caregivers of malnourished
children practice new cooking, feeding, hygiene and caring behaviors shown
to be successful for rehabilitating malnourished children. The selected practices
come from both the findings of the Positive Deviance Inquiry and emphasis
behaviorshighlighted by public health experts. Volunteersactively involvethe
mother and child in rehabilitation and learning in acomfortable home situation
and work to enablethefamiliesto sustain the child’senhanced nutritional status
at home. TheHearth session consistsof nutritional rehabilitation and education
over atwelve-day period followed by homevisitsto the caregiversby volunteers.

The Hearth approach promotes behavior change and empowers caregiversto
take responsibility for nutritional rehabilitation of their children using local
knowledge and resources. After two weeks of being fed additional high-calorie
foods, children become more energetic and their appetitesincrease. Visible
changesin the child, coupled with the “learning by doing” method, resultsin
improved caregiver confidence and skillsin feeding, child care, hygiene and
health-seeking practices. Improved practices, regardless of mothers' education
levels, enhance child growth and development. This approach successfully
reduces malnutrition in the target community by enabling community members
to discover thewisdom of Positive Deviant mothersand to practicethiswisdom
inthedaily Hearth sessions.

Positive Deviance/Hearth is an effective community mobilization tool,
galvanizing communities into action by involving different strata of the
community to work together to solve a problem and discover the solution
fromwithin. It focuses on maximizing existing resources, skillsand strategies
to overcome aproblem and makes extensive use of participatory methodol ogies
and the Participatory Learning and Action process.

While PD/Hearth must be locally adapted and many of the implementation
stepsareflexible, there are severa essential elementsthat must beincludedin
order to maintain the effectiveness of the PD/Hearth approach.

Experience has shown that all effective programs:

¥ Conduct a Positive Deviance Inquiry in every target
community using community members and staff

¥ Utilize community women volunteers to conduct the Hearth
sessions and the follow-up home visits

¥ Prior to Hearth sessions, de-worm all children and provide
needed micronutrients

¥ Use growth monitoring/promotion to identify newly
malnourished children and monitor nutritional progress

¥ Ensure that caregivers bring a daily contribution of food
and/or materials to the Hearth sessions
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Beneficial practices need
to be reviewed in the
cultural context of the
community in which the
PD/Hearth is
implemented.

¥ Design Hearth session menus based on locally available
and affordable foods

¥ Have caregivers present and actively involved every day of
the Hearth session

¥ Conduct the Hearth session for 10-12 days within a two
week period

¥ Include follow-up visits at home for two weeks after the
Hearth session to ensure the average of 21 days of
practice needed to change a new behavior into a habit

¥ Actively involve the community throughout the process

Beneficial Behaviors and Practices Promoted by PD/Hearth

The beneficial household practices at the core of the PD/Hearth program are
dividedinto three or four main categories: feeding, caring, hygiene and health
seeking.

Feeding practices: Good practicesincludefeeding young children over
six monthsavariety of foodsin small amountsthroughout the day inaddition
to breast milk, actively feeding, feeding during illness and recovery, and
managing children with poor appetites.

Caring practices: Positiveinteraction between achild and primary and
secondary caregivers fosters emotional and psychologica development.
Positive practicesinclude frequent verbal interaction with the child, giving
attention to the child and demonstrating affection, division of labor to
allow for proper supervision and childcare, and active participation of
fathers in childcare. These and other childcare practices are critical to
normal child development and are often overlooked.

Hygiene practices (sometimesincluded in caring practices): Body, food
and environmental hygiene play animportant rolein keeping achild healthy
and preventing diarrheal diseasesand worm infection. Onesinglehygienic
practice, washing hands with soap before eating and after defecating, has
become the focus of the World Health Organisation’s campaign to reduce
theincidence of diarrheal diseases.

Health-seeking practices: Besidesproviding the childwithafull course
of immuni zations before his/her first birthday, timely treatment of childhood
illnesses and timely seeking of professional help play animportant rolein
keeping the child healthy.

These practices need to bereviewed in the cultural context of the communities
inwhich the PD/Hearth isimplemented. Program staff collaborate with local
partners to select the key priority behaviors in each community. Chapter 4
includes examples of beneficial practicesdiscoveredin different communities
through the PD/Hearth approach. It isalso useful to look at the sixteen key
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family practicesadopted by WHO and UNICEF for Household and Community
I ntegrated M anagement of Childhood I1Iness(IMCl) to decreasethe main causes
of child mortality and morbidity.

LIRS KEY COMMUNITY IMCI FAMILY PRACTICES

Physical Growth &
Mental Development
v Breastfeed infant exclusively
for six months
v Starting at about six months of
age, feed child freshly
prepared energy- and nutrient-
rich complementary foods,
while continuing to breastfeed
up to two years or longer
v Ensure that child receives
adequate amounts of micro-
nutrients (Vitamin A and iron,
in particular), either in diet
or through supplementation
v Promote mental and social
development by responding to
child’s needs for care through
talking, playing, and providing

Disease Prevention

v Take child as scheduled to
complete the full course of
immunizations (BCG, DPT,
OPV, and measles) before the
first birthday

v Dispose of feces, including
child feces, safely; wash hands
after defecation, before
preparing meals, and before
feeding

v Protect child in malaria-
endemic areas by ensuring
sleep under insecticide-treated
bednet

v Adopt and sustain appropriate

behaviors regarding prevention

and care for H\V/AIDS affected

Sixteen key family
practices significantly
reduce child illness and
mortality.

a stimulating environment people, including orphans

Appropriate Home Care Seeking Care

v Continue to feed and offer v Recognize when sick child
more fluids, including breast- needs treatment outside the
milk, to child when sick home and seek care from

v Give sick child appropriate appropriate providers
home treatment for infections |v Follow the health worker’s

v Take appropriate actions to advice about treatment, follow-
prevent and manage child up, and referral
injuries and accidents v Ensure that every pregnant

v Prevent child abuse and woman has adequate antenatal
neglect and take appropriate care including at least four
action when it has occurred antenatal visits with an

v Ensure that men actively appropriate health care
participate in providing child- provider, Tetanus Toxoid
care and are involved in the vaccination and support from
reproductive health of the family and community in
family seeking care at the time of

delivery and during the post-

partum and lactation period

Source: Presented at The
Inter national Workshop on
Improving Children’s Health
and Nutrition in Communities,
Durban, June 20-23, 2000 (1)
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In traditional programs
that rely on external
food resources and paid
health providers, the
children often relapse
into their previous
malnourished state as
soon as the feeding
sessions are over.

PD/Hearth vs. Traditional Nutrition Programs

Traditional nutrition interventions include growth monitoring, counseling
and the provision of supplemental foods and micronutrients, such as
VitaminA.

Growth monitoring, an important component of any nutrition intervention
serves a number of functions. While its primary purpose is to identify
malnourished children, it can also enable caregivers to monitor their child's
growth, encourage those with healthy children to maintain their children’shealth
and identify children with underlying diseases and refer them for treatment. It
is also used to monitor a target group’s nutritional status over time and to
provide a quantitative impact measuring tool, as well as a sustained impact
measuring tool.

For at | east the past two decades, local health workers have mobilized millions
of villagestoregularly weigh their childrenin an effort to address mal nutrition.
Salter scales, market scales and bathroom scales throughout the developing
world have been used to monitor the weights of children under five yearsold.
National ministriesof health have produced Growth Monitoring Cardsonwhich
the weights of children are plotted.

But what happens after the weighing? Has the growth of individual children
improved? Hasthe nutritional statusof children inthe community improved?
Doesweighing itself improve nutritional status? Often, when monthly growth
datafor al childreninacommunity istabulated and trends are reviewed over
ayear, it becomes clear that the growth monitoring sessions have produced
little change in nutritional status. As one prominent public health doctor
exclaims, we are literally “weighing children to death.” (2) Plotting afalling
growth curve of a child whose weight eventually falls in the severely
malnourished zone, often leaves a volunteer health worker unfazed. Pleased
that she was able to plot the weight correctly, she misses the important next
step — interpreting the meaning of the weight change. Child growth is a
dynamic process. A focus on achieving adequate weight gain each month
shifts attention to those children with a current problem. A child' sfailure to
gain weight is often thefirst sign of an underlying problem.

Counseling isakey component of anutrition program, providing the caregiver
with information on how to changethe child’snutritional statusand positively
impact therate of growth. Even when the community health volunteer interprets
the plotted information properly, however, she may talk with the mother about
proper foodsto feed achild during the noisy, busy growth monitoring session.
There may not be enough time to cover breastfeeding, home care of illness,
health referral or other topics contributing to malnutrition. Thus, the caregiver
often departs from the session without knowing or remembering the practical
steps she can take at home.
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For decades, relief and development organizations all over the world have
provided therapeutic and supplemental feeding programs for those children
classified as malnourished and have succeeded in rehabilitating many children.
However, since the programs are based on providing external food resources,
most often in centers with paid health providers, rather than on achieving
behavior change in families, the children often relapse into their previous
malnourished state as soon as the feeding sessions are over.

Thetraditional approachesto nutrition interventionstend to look for problems
in the community that need to be solved. The PD/Hearth approach looks for
the positive behaviors and strengths that exist in the community and can be
built upon. Looking at the questions typically used in these two approaches
showsthedifference.

J=IN=N0 8 TRADITIONAL vs PD/HEARTH APPROACH

Traditional Approach PD/Hearth Approach
What are your needs? What are your strengths?
What is wrong? What is working here?
What can we provide? What are your resources?
What is lacking in the community? What is good in your community?
What is missing here? What can we build on?

Advantages of the PD/Hearth Approach

here are a number of advantages to the PD/Hearth Approach. PD/
Hearthis:

Quick - The approach provides a solution that can quickly address an
immediate problem. Children need to be rehabilitated now, which iswhy
supervised feeding isheld during aHearth session. Caregiversthen
implement the same practices at home and report on their experiences at the
Hearth sessions. Follow-up support at home is provided to the caregivers
and volunteers.

Affordable - PD/Hearth is affordable and families are not dependent on

outside resources to practice the new behaviors. PD/Hearth is much more
cost effective than staffing anutrition rehabilitation center or investingina
hospital ward. In Vietnam, the program cost was approximately US$2 per
child. The cost per child participant in the Hearth is one level of cost. The
next level to factor into the equation are the costs saved when better home
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Hearth not only changes
the behaviors of
individual families, but
also changes how a
community perceives
malnutrition and their
ability to change the
situation.

practices mean the younger sibling do not suffer from malnutrition. And
thereisyet athirdtier. If malnutritioniseliminated in acommunity, many
children yet to be born will aso benefit from the Hearth. Thus, the cost per
beneficiary becomes exponentially miniscul e considering the number of cases
in which malnutrition, and oftentimes death, is prevented.

Participatory — Community participation isavital ingredient in the success
of the PD/Hearth approach. The community plays an important role
throughout the PD/Hearth process, from discovering successful practices
and strategies within the community to supporting the caregiver after the
Hearth sessions are over.

Sustainable - The PD/Hearth approach is sustainable because new
behaviors areinternalized and continue after the Hearth sessionsend. The
caregiversare not simply trained to rehabilitate their malnourished children,
but to sustain that rehabilitation at home. The skills practiced at the Hearth
become habitual behaviorsand younger siblingsreceive nutritional benefits
from the Hearth sessions without ever having to attend one. Hearth not
only changesthe behaviorsof individual families, but also changeshow a
community perceives malnutrition and their ability to change the situation.
It instills positive norms across many familiesfor healthy childcareand
feeding practices. Best of all, communities gain the skillsto sustain PD/
Hearth, if necessary, with only local inputs.

Indigenous - Because the solutionislocal, progressis made quickly,
without alot of outside analysis or resources. The approach can be broadly
applied, aspositive deviantsexist in almost all communities.

Culturally Acceptable —Because the Hearth is based on indigenous
behaviorsidentified within the social, ethnic, linguistic and religious context
of individual communities, itisby definition, culturally appropriate.

Based on Behavior Change (not primarily knowledge acquisition) -
Three steps of the behavior change process are included in this approach:
1. Discovery (Positive Deviance Inquiry)
2. Demonstration (Hearth sessions)
3. Doing it (Hearth sessions and home)

Save the Children/US in Vietnam

When Save the Children was invited by the government
of Vietnam in 1990 to create a program to enable poor
villagers to solve the pervasive problem of malnutrition, it
seemed an enormous challenge. In order to find a long-
term solution to childhood malnutrition at the grass roots level, it was
necessary not only to rehabilitate children, but more importantly, to find
a way to ensure that their families could sustain this improved status.

EXAMPLE]
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Save the Children sought a new approach that would identify solutions
to community problems within the community. This search led to the
use of the Positive Deviance Approach. Although the concept had
been known for years, its application had been primarily limited to
academic studies except for a few NGO projects implemented in Haiti
and Bangladesh (3). Save the Children began applying this approach
with four very poor communities in Northern Vietnam. Although
malnutrition in these villages affected more than 70% of all children
under three, about 30% of the population managed to have well-
nourished children.

Utilizing a Positive Deviance Inquiry, trained local villagers identified
those very poor families with well-nourished children — the Positive
Deviants — and went to their homes to learn what unique behaviors
enabled them to out-perform their neighbors. It was discovered that in
every poor family with a well-nourished child, the mother or caregiver
was gathering sweet potato greens and would travel to the rice paddies
to collect tiny shrimps and crabs, adding these to the child’s diet.

Although readily available and free, the conventional wisdom held
that these foods were inappropriate, or even dangerous for young
children. Along with the discovery of the use of these foods, the inquiry
revealed that there were other positive deviant feeding and caring
practices such as breastfeeding, active feeding, hand washing, and
providing adequate foods and fluids to children when ill. Based on
these findings, a nutrition education and rehabilitation program was
developed. Mothers or caregivers of malnourished children were invited
to attend a two-week session where they would practice new ways of
feeding and caring for their children.

The program provided locally available foods such as rice, tofu, fish
and fat, in order to rehabilitate the children. However, in order to achieve
the more difficult goal of enabling the families to sustain their children’s
improved status after rehabilitation, Save the Children required all
caregivers to bring a handful of shrimps, crab and greens (the “positive
deviant” food) as their “price of admission” to the nutrition session. It
was hoped that by requiring the mothers to collect the shrimps, crabs
and greens and feed them to their children for the 14 days of the
program, they would continue the practice after their children were
rehabilitated.

Ultimately, successful results were witnessed as a result of the PD/
Hearth program. A cohort of 700 children, all with second or third degree
malnutrition, participated in the Hearth program. Follow-up two years
later showed that of these same children, only 3% were still second
and third degree malnourished. Fifty-nine percent of all Hearth
participants were rehabilitated to normal and 38% to first-degree
malnutrition. This initial level of improvement was observed 14-23
months after participation in the Hearth.
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The PD/Hearth
program in Vietnam
presents a wonderful
example of how the PD/
Hearth approach can
have astonishing results
and be scaled up to a
national program.
Starting in 1991 with
four villages and a total
population of 20,000, the
program was adopted by
the Ministry of Health
and in 1998 reached over
256 villages with a total
population of 1.2 million.
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“We are guilty of many
errors and faults, but our
worst crime is
abandoning the children,
neglecting the fountain
of life. Many of the
things we need can wait.
The child cannot. Right
now is the time his
bones are being formed,
his blood is being made
and his senses are being
developed. To him we
cannot answer
“Tomorrow.” His name
is Today.”

‘The Child’s Name

is Today’

by Gabriele Mistral
Nobel Prizewinning Poet
from Chile

Save the Children/Vietnam data showed a dramatic impact in
preventing future malnutrition. In 1991, 3% of children under three were
severely malnourished, 12% were moderately malnhourished and 26%
were mildly malnourished. By 1995, two years after initial implementation,
third degree malnutrition had been completely eliminated. Only 5% of
the children were moderately malnourished while 21% were mildly
malnourished. The program reduced second and third degree
malnutrition by 80%. Caregivers were able to sustain enhanced
nutritional status as long as two years beyond their participation in the
program. The younger siblings of these children, and other children in
the community born after the Hearth ended, enjoyed the same enhanced
nutritional status as Hearth program participants (4).

The PD/Hearth approach is not just about shrimps, crabs or greens. Nor isit
a“model” insofar as a model implies something that isfixed. Rather, itisa
flexible approach, which reliesonlocal, culturally acceptable practiceswithin
agiven community.

Why is Malnutrition a Problem?

alnutrition is implicated in more than half of all child deaths

worldwide. It is slow acting, persistent, and often not diagnosed.
Malnutritionisasilent emergency that imperils children, women and families,
and ultimately, the viability of the whole society. This crisis is real and its
persistence has profound implications on the future of theglobal village. While
malnutrition leads to death and disability of children on a vast scale, it has
much larger implications. By impairing physical and mental development,
malnutrition robs children of their full potential as human beings. For many
children, chronic hunger has become away of life. Even amildly underweight
child hasanincreased risk of dying, according to the World Heal th Organi zation.

Some malnourished children will have thin and reddish hair or be listless,
apathetic, and not interested in play, food or interaction. Others may seem
withdrawn and hesitant. Still others may appear normal, yet turn out to be
much older thanthey look. Thenthere arethe marasmic and classic kwashiorkor
children who exhibit severe malnutrition in its full-blown state, and require
immediate medical referral. Because of itsgradual onset and high prevalence,
caregivers, families, communities and governments often ignore malnutrition.
Yet every malnourished child should raise ared flag that signals the need for
family and community support. It pointsto aproblem in which lack of food,
inappropriate distribution of available food, poor breastfeeding and weaning
practices, lack of early childhood stimulation, inadequate caregiving practices,
compromised water and sanitation, and disease may all havearole.

10/ Overview of PD/Hearth



Figure O.1 depictstheinteractions between underlying and immediate causes
of malnutrition. Positive Deviance/Hearth focuseson the underlying behavioral
causesof malnutrition at the household level, such asinadequate maternal and
child care practices, in order to address the two direct causes of malnutrition:
inadequate dietary intake and disease.

HlelV/a{=NeoNE CAUSES OF MALNUTRITION

Causes of Malnutrition

Inadequate Disease
Dietary Intake

Insufficient Insufficient Insufficient
Household Maternal & Health Services &

Security Child Care Unhealthy Environment

Inadequate Education

Resources & Control
Human, Economic & Organisational

Political & Ideological Structure

Economic Structure

Potential Resources

Source: UNICEF 1990 (6)

The consequences of mild malnutrition should not be underestimated. The
malnourished child’slow resistancetoillnessunderminesall public health efforts.
It diminishesthereturn of the cons derabl e resources spent to ensurethat families
have access to immunization, oral rehydration therapy (ORT), sanitation,
treatment for acute respiratory infection (ARI) and malaria, and HIV/AIDS
education. It has been shown that 83% of malnutrition-related child mortality
is due to complications of mild to moderate, as opposed to severe, forms of
child malnutrition (7). When malnutritionisreduced, all public health efforts
are rendered more successful.
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“Inappropriate feeding
practices and their
consequences are major
obstacles to sustainable
socioeconomic
development and
poverty reduction.
Governments will be
unsuccessful in their
efforts to accelerate
economic development
in any significant long-
term sense until optimal
child growth and
development, especially
through appropriate
feeding practices, are
ensured.”

WHO Global Strategy on
Infant & Young Child
Feeding

Report of the Secretariat
55t World Health

Assembly, April 2002(5)



While poverty is a e el CONTRIBUTION OF MALNUTRITION TO DEATHS IN
tremendous factor CHILDREN UNDER 5, DEVELOPING COUNTRIES, 2000

. .. Perinatal &
affecting nutritional Newgom 2204

status, some
impoverished families
have demonstrated that
this can be overcome. Pneumonia
The PD/Hearth 20%
approach involves the
community to identify
the behaviors that Malaria 8%
contribute to good ,
nutrition and the healthy Measles 5% N HIV/AIDS 4%

development of children Diarzlr0 hea
and mobilizes 12% Source: EPI/WHO 2001 data (8)

communities to Malnutrition has long been recognized as a consequence of poverty. It is

sustainably rehabilitate  increasingly clear that it isalso acause. When malnourished, children become

malnourished children. significantly weaker, thereby making learning difficult or impossible and
infringing ontheir full development and future earning potential. Lack of certain
nutrients also results in lower mental capacity or lower resistance to illness
thereby further decreasing productivity.

All Other
Causes
29%

Key Steps of the PD/Hearth Approach

he stepsto implementing an effective PD/Hearth program will be described
in detail in the following chapters. In brief, the key steps and results are:

STEP 1 Decide whether the PD/Hearth approach
is feasible in the target community: Chapter 1
RESULT Assessment of the key components for effectiveness

within the community and implementing organization and an
informed decision on whether to initiate the PD/Hearth approach

Begin mobilizing the community and select and train community
STEP 2 _
resource persons: Chapter 2

RESULT Support of the community through identification and
involvement of decision makers and influential individuals,
formation and/or strengthening of a Village Health Committee,
and the identification and training of PD/Hearth resource
personnel including supervisors, trainers, project managers, and
Community Health Volunteers
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Prepare for a Positive Deviance Inquiry: Chapter 3

RESULT Awareness of current, normative practices that affect
the nutritional status and development of children, a wealth
ranking of families, and a nutritional baseline assessment on all
children in the target group to identify the malnourished and
Positive Deviant (PD) individuals in the community

Conduct a Positive Deviance Inquiry: Chapter 4

RESULT ldentification of key feeding, caring, hygienic and health-
seeking behaviors to be taught in the Hearth sessions based on
home visits to PD families

Design Hearth Sessions: Chapter 5 STEP 5

RESULT A schedule of twelve home-based sessions with healthy
menus and effective health education messages

Conduct the Hearth sessions with malnourished children and
their caregivers: Chapter 6

RESULT Recovery of malnourished children and improved
knowledge and practice of new behaviors among caregivers

Support new behaviors through follow-up visits: Chapter 6

RESULT Participants practicing new behaviors at the household
level

Repeat Hearth as needed: Chapter 6

RESULT Majority of children rehabilitated and growing well

Expand PD/Hearth program to additional communities:
Chapter 7

RESULT Additional communities rehabilitating
malnourished children

Sustainability needsto be built-in and planned from the start and not tacked on Monitoring and

asan af_ter thought at t_heend of aHe_arth prpject. Chapter 7 includes ad_i scussion Evaluation is important
of thisissue and how it can be considered in the early phases of planning aPD/
Hearth program. Each chapter begins with a depiction of the nine steps and to all steps _Of PD/ ]
highlights the step being covered so that you can follow your progressionin  Hearth. It is covered in
the process. detail in Chapter 8.
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Positive Deviance/
Hearth Terms

“A hearth is a home
fireplace / kitchen

suggesting feelings of
warmth, coziness, home,

and family.”

DEFINITIONS

Caregiver The person who is most directly involved in the care of the child.
The caregiver may be a mother, grandmother, father, or older sibling. While
this manual sometimes refers to the mother instead of the caregiver, it is
important to realize that the caregiver can beanyoneinthechild'slife, anditis
this primary caregiver who should beinvited to the Hearth sessions.

Deviant A person or behavior that departs from the traditional way of doing
things. A change of course which turns aside from the current path and takes
anew path. Usually theterm “deviant” isconsidered negative; however, it can
be negative or positive sinceit isonly adeviation from the norm.

Hearth A home fireplace/kitchen that usually suggests feelings of warmth,
coziness, home, and family. Term used to describe the setting for the nutrition
education and rehabilita-
tion sessions.

Hearth Session (or
Hearths) A 12-day
series of sessions
designed to rehabilitate
malnourished children
and teach Positive
Deviant practices and
behaviors. Located in a
home setting, caregivers
and volunteers prepare
an extra energy-rich/
calorie-dense supplemental meal or snack to feed the malnourished children.
Caregivers prepare Positive Deviant foods and practice other positive childcare
behaviors.

Positive Something that is working or something that people are doing right.
A positive behavior isutilizing locally available resources, instead of “ special”
resourcesthat areunavailableto al inthecommunity. Finding positive behaviors
focuses on identifying successinstead of failure.

Positive Deviance Approach in Development A development approach
that helpsacommunity and its membersfind existing, sustainabl e solutionsto
a community problem by understanding the behaviors of positive deviant
individual swithin the community.

Positive Deviant Behavior or Practice An uncommon and demonstrably
successful practice.
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DEFINITIONS

Positive Deviant Family Family memberswho practice uncommon, beneficia
practiceswhich result in having ahealthy, well-nourished child.

Positive Deviant Food A specific, nutritiousfood that isused by the positive
deviantsin the community. Thisfood isaffordable and availableto al.

Positive Deviancelnquiry (PDI) A survey tool used to discover the positive
deviant person’ssuccessful or desired practices. A community’sself-discovery
process in which they witness practices of neighbors with healthy and well-
nourished children. An observation of those children that thrive under common
and ordinary conditions. Includes observation of these children’sfamiliesand
their positive coping mechanismsthat can be replicated within the community.

Positive Deviant Inquiry Team (PDI team) The team that conducts the
PDI. This team may include community members, project staff, health
personnel, and individuals outside of the health sector.

Positive Deviant Person A person whose special practices or behaviors
enable him/her to overcome aproblem more successfully than his/her neighbors
who have access to the same resources and share the samerisk factors. Inthe
context of malnutrition, a PD child isawell-nourished child who is part of a
poor family (according to village standards).

Note: These terms must be transated into common wording in
thelocal language beforethetraining of the community and Hearth
volunteerstakesplace. For example, in some countries, apositive
deviant person is called a “role model person” or a “maman
lumiere.”
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Common Nutrition
Terms (9)

DEFINITIONS

Anemia Reductioninred blood cells, caused by iron deficiency. Inchildren,
anemia can be caused by loss of blood, parasites (such as hookworm), and
other vitamin and mineral dietary deficiencies such asVitamin A, Vitamin C,
Vitamin B-12, and folic acid.

Kwashiorkor Severe, acute malnutrition characterized by thin, sparse hair
that fallsout easily, swelling of both feet (edema), dry scaly skin especially on
the arms and legs, apuffy face and swollen abdomen.

Malnutrition Failure to achieve nutrient requirements, which can impair
physical and mental health. Generalized inadequate nutrition demonstrated by
stunting, underweight, and wasting in individuals;, and deficiencies of
micronutrients, suchasVitamin A, zinc, iodine, iron, and folicacid. Manutrition
isdefined by the World Health Organi zation using Weight-for-Age standards
for children under-5 yearsold.

Marasmus Severevisiblewasting requiring urgent medical attention. Child
looks thin (skin and bones), with little fat and muscle; outline of ribs clearly
vishle.

Stunting Chronic undernourishment resulting in failure of achild to grow to
his or her normal height for age.

Underweight Undernourished child seriously below normal weight for hisor
her age. Thisisthe measure most commonly used in PD/Hearth programs.

Wasting Acute undernourishment resulting in a child seriously below the
normal weight for height. Requires medical attention.

Z-scores Also caled astandard deviation score. A measurement of how far
andinwhat direction achild’snutritional status deviatesfrom the mean onthe
internationally recommended reference population of other children with the
same age or height. Weightsthat are one standard deviation below the norm
(<-1 Z scores) are considered mildly malnourished, two standard deviations
(<-2 Z scores) are moderately malnourished and three standard deviations (<-
3 Z scores) are severely malnourished.
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CHAPTER ONE
Step 1. Determine If
PD / Hearth is for You

Decide whether the PD/Hearth approach is
feasible in the target community by
considering:

A. General conditions

B. Community commitment

C. Implementing agency commitment

he decision to implement a PD/Hearth program requires careful

consideration based on anumber of variablesincluding genera conditions,
community commitment, and implementing agency commitment. Itisnot an
intervention to be taken lightly, simply as an add-on to an existing program.
Thefollowing criteriashould be carefully considered in deciding whether the
PD/Hearth approach is appropriate for your situation.

A. General Conditions
Thereare certain general characteristics associated with successful PD/Hearth
programs.

Malnutrition Prevalence in the Community

There should be acritical mass of malnourished childrenin order tojustify the
PD/Hearth effort. PD/Hearth is most effectivein communitieswhere at |east
30% of children are malnourished (including mild, moderate, and severe
malnutrition). Since the approach requires afairly high level of community
participation, it may not be the best use of resources where the preval ence of
malnutrition islessthan 30%. The method used to determine malnutrition is
based on standard weight-for-age measurements used by most Ministry of
Health Growth Monitoring Cards.

If your initial malnutrition rates seem low, consider the possibility that not all
children may be registered. Door-to-door registration and weighing are
important to ensure an accurate assessment of malnutrition rates. Registries
from local health centers are often in need of updating to includeimmigrants
or children borninthe past year. You may also want to consider children who
are not yet malnourished, but whose growth cards reveal growth faltering
(weight loss) for more than two months. Intervening with these children can
prevent subsequent malnutrition. (1)
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Local, affordable food
must be available in
order for the community
to sustain the feeding
behaviors.

Although the majority of
PD/Hearth projects
have been implemented
in rural settings, urban
projects exist in a
growing list of countries.

Availability of Affordable Local Foods
Local, affordable food must be available in order for the community to
sustain the feeding behaviors. PD/Hearth is not recommended in areas of
prolonged periods (more than three months) of household food insecurity
or where relief-feeding programs are the main food source. To find out
about the availability of affordable food:
¥ Conduct aninformal market survey
¥ Visit local markets and shopsto check food availability and prices
¥ Inquire about seasonality of foods
¥ Assessavailability of family food stores, including food grownin
kitchen gardens or fields and livestock or poultry

Geographic Proximity of Homes

PD/Hearth works best when houses are relatively close together because
caregiverswill be ableto attend daily sessionswithout spending additional
hours walking. The proximity will also make it easier for volunteers to
frequently visit the homesof participating families.

Urban vs. Rural Settings

Experience showsthat PD/Hearth can beimplemented successfully in both
urban and rura settings. In urban communities, food is purchased. In
most rural areas, fruits and vegetables are grown and people can fish or
raise livestock. The PDI will reveal the coping mechanisms that some
families have found to work within their situation. Additionally, urban
areas are more densely populated, which means short distances between
homes for Hearth visits. Although the majority of PD/Hearth projects
have been implemented in rural settings to date, urban projects exist in
Haiti, Ethiopia, Guinea, Madagascar, Indonesiaand India.

Existence of Food Aid (Title Il, Food for Work, World Food
Programme, etc.)

PD/Hearth is meant to tap into local knowledge and resourcesin order to
combat malnutrition. Providing food from the outsidein theform of charity
or food-for-work complicatesthe goal of using indigenous, availablefoods.
However, in countries that are receiving food aid it is important to find
creativewaysto utilizethesefood sourcesin amanner that doesnot diminish
the Hearth program’s impact, nor jeopardize its major tenets.

A PDI may reveal that some families are making use of the food
contributions better than others. They may be preparing it in a palatable
way or selling it to buy other foods. When the food aid ends, a new PDI
should be conducted to find solutions to malnutrition not dependant on
food aid inputs.

One way food aid may be integrated into the Hearth is through the
contribution of the staple food and oil over alimited period of time, in
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order to help with the rehabilitative objectives of the program. Caregivers
would still be required to bring the Positive Deviant food to the Hearth
session and practice other active feeding, hygiene and caring behaviors.
Another ideawould beto usefood aid asanin-kind incentivefor thetrainers/
supervisors who conduct the Hearth sessions. In any case, it must be
understood that food aid is time-limited and not sustainable, so aplan to
wean the community off food aid must be built into the Hearth design.

Internally Displaced Persons and Refugees

PD/Hearthisnot the best approach for projectsinvolvinginternally displaced
and refugee populations. However, the PD approach can be an effective
tool to identify unique coping strategies and skills some individuals or
families use to face these situations.

Landless Populations or Squatter Communities

This type of community is unstable, but, nonetheless, positive deviants
exist. A combined strategy with an income-generating component to
support household food security would be necessary.

Existence of Complementary Public Health
and Development Programs
There are severa public health programs that work synergistically with
PD/Hearth to improve the health and nutritional status of children. Itis
important to assess the present status of these programs and make any
decisionsinlight of program goals and available resources. Although PD/
Hearth can beimplemented in communitieswithout health services, aproject
in Myanmar found that young children’s nutritional gains in the project
were set back by the high tuberculosis rate and a measles outbreak. As
possible, programs should consider implementing complementary health
activities or partnering with other organizations who can provide:

¥ Immunization program

¥ Micro-nutrient supplementation

¥ De-worming

¥ Referral systemtolocal health facilitiesfor ill children

Nutrition efforts can be integrated into a variety of existing programs
including agriculture, food security, economic development, and water and
sanitation. Where Integrated Management of Childhood IlIness (IMCI)
exists, PD/Hearth can complement health education messages and benefit
from IMCI’scommunity assessment, classification, treatment and referral
mechanisms. Additionally, malnutrition isboth acause and effect of many
other public health problems and cannot be treated alone. PD/Hearth
programs fit well within child survival programs and, if properly
implemented, can have dramatic effects on other public health indicators
such as the incidence of diarrheal disease and the mortality rates from
pneumoniaand malaria.
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Commitment on behalf
of the community is
vital to the success of
the PD/Hearth effort: if
community leaders are
not invested in the
process, the effort
should not be
undertaken.

Systems for Identifying and Tracking Malnourished Children
The following programs are beneficial in a community committed to
implementing PD/Hearth and sustaining lower childhood mal nutrition rates.
While their existence characterizes an optimal situation for PD/Hearth
implementation, their lack in agiven community should not automatically
eliminate the community from consideration. It is important to assess
whether these monitoring programs exist and at what level. Onemust then
make a decision based on the other criteria, program goal's, and resources
availablewhether to continuewith implementationin their absence, to work
on strengthening one or all of these items, or to partner with other
organizations who can bring in needed resources or expertise.

v Willingness to Start or Continue Growth Monitoring Promotion
Programs

Growth monitoring isthe meansfor monitoring nutrition status of children
over time. It will identify malnourished children who require the Hearth
sessions and children who do not maintain adequate growth after their
participation in Hearth has ended.

v Registration of Every Child in Target Group

A population-based registration is necessary to reach every child in the
prioritized age group (0-3yrs), and obtain community-wide nutritional status
information. This enables the clear definition of the target community of
malnourished children and their caregivers.

v Vital Events Reporting to Capture New Births, Deaths and
Migration

In order to track each child, and enroll new membersinto the community,
either through birth or migration, it is necessary to collect vital events
information. If thisisnot yet being done, villageleaders should bewilling
to set up or organize systems to collect this basic data.

B. Community Commitment

Commitment on behalf of the community isvital to the success of PD/Hearth.
Contributions from the community are expected, are essential to success, and
reflect their level of support. Contributions from individual caregivers who
attend the Hearth, contributions of the Hearth volunteers who host and
implement PD/Hearths, community leaders and health committeesthat provide
both moral and material support are all invaluable assets. Though difficult to
guantify and count, these are the contributions that really fund the program
and determineits success or failure:

Presence of Committed Community Leadership

Upon meeting with community formal and informal |eaders, health personnel
andreligiousleaders, assessif thereisaconcern for health in the community
and adesireto reduce malnutrition. 1f community leadersare not invested
in the PD/Hearth process, the effort should not be undertaken.
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Presence of a Committed Village Health Committee
Assess the presence and functionality of a Village Health Committee. If
this committee does not exist, it must be formed. The role of a Village
Health Committeeisto:

¥ Manage and coordinate health activities at the local level

¥ Set criteriafor and select and supervise community volunteers

¥ Collaborate with the organi zation implementing the Hearth program
and with district health staff

Availability of Potential Volunteers in the Community

The key human resource for Hearth is the Hearth volunteer. One to two
volunteer women are needed from each Hearth site. The volunteersconduct
the Hearth sessionsin their homes, preparing food, supervising caregivers,
demonstrating active feeding and conveying simple messages to other
mothers. Their commitment to the programisfor aminimum of two months
and during that time, they are expected to provide significant time and
effort towards achieving the project goals. PD/Hearth programs can recruit
current Community Health Workers (CHWS) where they exist. More
information on the job description, recruitment and training of Hearth
volunteersis provided in Chapter 2.

C. Implementing Agency Commitment

Thenational director of thelead implementing agency must havefull buy-into
the project. Unless management and staff are committed to focusing on this
methodology, it isnot recommended. It hasbeen proven that successful Hearth
programs are those that have the full commitment of the implementing agency
at both the national and international levels. Given the intensity of human
resource needs, the program can suffer without the will of top management
behindit. Thelargestinvestment in PD/Hearth isthe hard work and commitment
of staff and volunteers. The program does not rely on large investments in
infrastructure or tangible inputs but on process and launching a concept into
motion. Therefore, human resources are extremely critical and need to be
considered before starting this effort. Table 1.1 on page 22 illustrates the
staffing needsfor supporting apopulation with sixty malnourished children.

Hearth Project Manager and/or Lead Trainer

One project manager is needed to oversee the entire project including
training staff; overseeing the process; planning menus; coordinating with
community leaders, the Ministry of Health, and other partners; monitoring
and evaluating the results; etc. Different organizations make different
decisions regarding hiring alocal project manager or an expatriate. The
sample budget at the end of this chapter includes a Project Manager, who
phases over responsibility to the local lead trainer after the first year.
International Hearth consultantsare availableto set up PD/Hearth programs,
train staff, trouble-shoot when aprogramisfacing difficultiesand evaluate
Hearth programs. One option isto use a PD/Hearth consultant to help get
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Not all organizations
have found it necessary
to employ external
knowledge --- many
successful projects have
been run by local
program managers and
drawn on external
assistance only when
needed.

the program started, assess the program six months to one year later to
ensure the program isworking optimally and provide recommendationsto
streamline the approach and plan for expansion. One must note however,
that not all organizations have found it necessary to employ external
knowledge. Many successful projects have been run by local program
managers and drawn on external assistance only when needed.

Supervisors/Trainers

Supervisors/trainers are needed for every ten to twenty volunteers. These
individuals are paid by the project and serve to train the volunteers and
supervise the Hearth process.

Food Resources

By design, food costsfor aPD/Hearth project are minimal sincethe project
is based on low-cost, locally available food, mainly contributed by the
community. The responsibility of gathering basic materials for Hearth
sessions should be shared among the community, theimplementing agency
and the caregivers. In the beginning, the implementing agency may have
to contribute more food, especially food for rehabilitation. Once the
community understandsthe value of Hearth sessionsand sees children who
weresickly and lethargic become active and healthy, the perceived value of
the program increases and the community ismorewilling to bear the costs.
The demonstration of the power of the community’s resources and
resourcefulness is only possible if external inputs are minimized. It is
important to consider the available resources of the caregivers, community,
and organization in this stage.

IACIR=N N SAMPLE STAFFING NEEDS FOR 60 CHILDREN

Staffing Total Calculation Comments
Health 10 With 5 to10 Volunteers often
Volunteers to children/site, 10 prefer to work in

20 Hearth sites pairs, resulting in 2
needed for 60 volunteers per

children. With 1 Hearth site
to 2 volunteers
per Hearth site,

10 to20
volunteers
needed
Supervisor/ |1 1 for each Due to distance,
Trainer to 10 to20 rural supervisors
2 volunteers can generally
support 10
volunteers while
urban supervisors
can support up to
20 volunteers
Hearth 1 1 for project
Manager /
Lead
Trainer
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Other Project Costs

Other project costsinclude materials, travel, equipment, communications,
and housing. A budget worksheet itemizing costs over athree-year time
periodisincluded at theend of thischapter. Thelargest financia investments
are at the beginning of the program, but are generally not recurring. Costs
will be lower for an agency or health department with an existing office
than for an NGO that will haveto cover costsfor office space, shared staff,
communications, etc.

A PD/Hearth Program Involves Various Actors

Often, an international NGO or the Ministry of Health takes the
lead. Their role is to orient and train local health staff or local
NGOs to implement PD/Hearth at the community level. To
assure quality implementation, the lead agency must devote
special attention to monitoring and supporting the quality of
mobilizing, training and supervision carried out by the local
implementing agency and assure that they adhere to the
fundamental principles of the approach.

The local agency is responsible for mobilizing the community,
providing guidance in the formation of a Village Health
Committee and selection of Hearth volunteers, training these
groups or individuals and monitoring the day-to-day
implementation of Hearth during the initial rotations. They may
also assist the community in implementing a growth monitoring
program and providing complementary health services.

Eventually, the Village Health Committees, with support of their
local leaders, assume full responsibility for managing Hearth
and for repeating the program, if needed, at some future time.

@ Case Study: Sample Project Staffing / Beneficiary
WXL Y calculations

0"
EXAMPLE} Project Site: Urban Area of Jakarta, Indonesia

¥ Eight supervisors/trainers will work directly with Hearth
volunteers

¥ Each supervisor/trainer will oversee between four and ten
pairs of volunteers

¥ Approximately one hundred sixty volunteers will be trained

¥ Eighty Hearth sites are planned over the length of the project
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Eventually, Village
Health Committees
with support of local
leaders, assume full
responsibility for
managing Hearth and
for repeating the
program.



O'?e h un_dr e‘_’ twenty-six (case study continued)
children "_7 eighty ¥ Five to ten malnourished children and their caregivers will be
Hearth sites means assigned to a volunteer pair at any given time (These children will
approximately 10,000 rotate after approximately two months of participation in the
malnourished children Hearth sessions)
will be reached during ¥ Forty-two children will be served at each site in a year with
the three years of the seven different malnourished children rotating in every other
Jakarta project. month (7 x 6) o _
¥ One hundred twenty-six children will be served at each Hearth
site over the three years (42 x 23)
¥ One hundred twenty-six children in eighty Hearth sites yields
approximately 10,000 malnourished children reached during the
three years of the project
¥ Fifty thousand family beneficiaries will be reached in three
years (assuming three children and two caregivers per family).
Sample Staffing Needs for 60 Malnourished Children
60 CHILDREN

10 HEARTH SITES

10 to 20 VOLUNTEERS

SUPERVISOR/TRAINER

HEALTH MANAGER / LEAD TRAINER
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A =18 =W PD/HEARTH BUDGET WORKSHEET

Budget Item

PERSONNEL

Year 1

Year 2

Year 3

TOTAL

Health professional (expatriate or national)

Lead trainer (national)

Supervisor/trainers

Office administrator/manager/support staff

Country Director (%0)

Finance Manager (20)

Drivers

Senior Health Program Officer (HQ based)

CONSULTANTS

Headquarter technical assistance visits

Consultant visits

MATERIALS

T-shirts/hats/badges for volunteers

Pots of each Hearth

Spoons & cooking utensils

Oil & rice

Soap

Buckets

Vitamin A*

Anti-helminth medications*

Growth Monitoring Cards*

Calculators

Office supplies

Monitoring tools: registers & forms

Training materials

Production: Hearth lessons learned

Training supplies

TRAVEL

Vehicle rentals: cars/motorcycles

Cross training visits for supervisor

Cross training visits for lead trainer

EQUIPMENT

Weighing scales

Food scale

Computers & printers

Office furniture

COMMUNICATIONS

Internet fees

Phones/faxes

HOUSING

Office rent

EVALUATION

External team

TOTALS
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* The Hearth program can
often obtain these free from
the Ministry of Health or,
preferably, refer children to
the MOH for these services.



26 / Chapter One:Design Hearth Sessions



CHAPTER TWO
Step 2: Mobilize, Select & Train

Begin to mobilize the community
and select and train resource persons

STEP 2

A. Mobilize the community
1. Meet with key community leaders
2. Orient local health personnel
3. Organize or strengthen a Village Health
Committee

B. Select and train resource persons
1. Write job descriptions
2. Conduct a task analysis
3. Develop participant selection criteria
4. Recruit staff and volunteers
5. Conduct a training needs assessment
6. Select course content
7. Develop training strategy
8. Establish training methodology
9. Set up training evaluation strategy
10. Prepare training and evaluation

materials

11. Conduct training

Once you have decided that a PD/Hearth program is feasible for your
geographic and cultural situation, you can begin Step 2.

A. Mobilize the Community
PD/Hearth is a community-run program requiring active community
participation. Sincethe processdemandscommunity self-discovery and action,
animplementing agency cannot successfully run aPD/Hearth program without
community participation and support.

Although animplementing agency may initiate the PD/Hearth processthrough
training community members, it is up to the community, from the start, to
learn to manage and supervise the project. It requires an intense initial
investment to transfer these management skillsto the community, whichisan
underlying principle of the PD/Hearth approach.
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WHERE ARE YOU?

STEP 1
Decide if this
program is
right for you

STEP 2
Mobilize
community;
select and
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Expand
PD/Hearth
Programs




1. Meet with Key Community Leaders, including:

¥ Loca hamlet leadersor chiefs

¥ Informal health sector representatives such astraditional healersand
birth attendants and local medicine vendors

¥ Religiousleaders

¥ Tribal or caste leaders

¥ Grandmothers

¥ School directors/teachers

¥ Loca groups, clubs, associations

¥ Decision makers, opinion leaders, local heroes

¥ Businessleaders

For PD/Hearth to work, Discussthe health situation inthe community, especially for children under
the whole village must I A lenclrs about he eve of malnutition i thelr
b_e excited abo_u t getting community. Isitahigh priority? Which children’s age groups are most at
rid of malnutrition. risk of malnutrition? The Under 5s? Under 3s? Under 25? Do people
consder it aproblem? Do they understand thelost potential of malnourished
children? Try presenting thesethemesusing drawingsor picturesand asking

Involve influential community leadersto discusswhat they see and itsrelation to the situation
eonle in the PD/ in their own community. Providing local health and nutrition datain an

people 1 understandable format is often a good motivator for action.

Hearth process —

especially those who

might raise barriers if Providing Data in an

they are not brought in. Understandable Format

EXAMPLE| In Mali, CARE staff prepared big bar graphs to
show the average nutrition status of children in a
community in comparison to those of children from other
villages. When the charts were explained to the village
leaders, one exclaimed, “I'm embarrassed that the children
here are more malnourished than those in other places. We
must do something about this now!”

2. Orient Local Health Personnel

Formal and non-formal health resources need to beidentified and involved
in order to coordinate effortsfor Hearth. Health facility staff can identify
availableresources and servicesfor ill children and severely malnourished
children. Children identified at Growth Monitoring Promotion (GMP)
sessions as suffering from third degree malnutrition or a variety of other
illnesses need to be referred to alocal health clinic. Decisions regarding
universal de-worming, protocolsfor Vitamin A distribution and appropriate
content and reinforcement of health messagesat Hearth sessionsall require
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close linkage with health services. Roles for health center staff include
treating malnourished children with underlying diseases such aspneumonia,
measles, night blindness, tuberculosis, or malaria; coordinating outreach
activities for Growth Monitoring Promotion sessions; increasing and
mai ntai ning immunization coverage; facilitating the distribution of iron and
Vitamin A supplements for pregnant women, and Vitamin A and de-
worming medication for children; and participating inthereview and anaysis
of Hearth results.

3. Mobilize the Village Health Committee

The management of Hearth restswith the community. Building the capacity of
alocal village health committee is necessary to transfer skills and to create
ownership. If such acommittee does not exist, one needs to be created from
theinitial meetings of the community leaders. |deally, thecommitteeiselected,
but villageleadersmay also appoint it. Criteriafor effective membersinclude,
a concern for improving health and nutrition status in their community, time
available to devote to this effort, good teamwork skills, and the respect of
others. It is good to have formal and informal community leaders on the
committee. Formal leaders, or those close to the formal leadership structure,
can influence community decisions, prioritization and resource allocation.

Theactivitiesof the Village Health Committee may start with Hearth, but once
they have experience, they may move on to address other issues in the
community. A good training curriculum for staff working with Village Health
Committeesand involved in other community mobilization effortsisreferenced
in the resource section of this manual.

Through the Village Health Committees, communities can be

empowered to:

¥ Supervise community health workers

¥ Manage Hearth sessions

¥ Plan and evaluate results

¥ Monitor vital events

¥ Produce visual score boardsthat illustrate the measurable impact of
Hearth and share these with community members and leaders

¥ Manage growth monitoring and promotion

Capacity building of the local community begins with the initial meeting to
discuss an intervention in nutrition. Subsequently, the Committee learns the
skills needed to manage Hearth and growth monitoring through their
involvement in implementation. Establishing a partnership starts from day
one, followed by monthly or bi-monthly meetingsthat use UNICEF s* Triple
A" cycle of assessment, analysis and action to support community training.

Thesethree activities, Assessment, Analysisand Action becometheframework
for managing the program.
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Program management is
carried out in
partnership with the
community using the
“Triple A” cycle of
assessing a problem,
analyzing its causes and
taking action based on
this analysis.

The “Triple A” cycle
consists of:

ASSESSMENT

Collecting both
quantitative and
qualitative current
information on key
indicators

ANALYSIS

Interpreting the
information, making sense
of it, identifying areas of
success, and areas that
need improvements

ACTION

Developing strategies or
action plansto solve
identified problemsand
improveimplementation
activities



The positive deviance
approach, at the core of
Hearth, is based on the
belief that answers to
community problems
already exist in the
community. This
requires a role-reversal
from teacher to learner,
from trainer to trainee.

B. Training Development Process

Training is at the heart of the PD/Hearth approach. Staff, Hearth volunteers,
and the Village Health Committee all need to be prepared to carry out the PD/
Hearth process in order to have an impact on childhood malnutrition. The
Hearth session with mothersisitself atraining workshop to involve mothersin
rehabilitating their children and learning new behaviorsto keep their children
healthy.

The approach to training is one
of Hearth’s biggest challenges.
The positive deviance approach,
at the core of Hearth, isbased on
the belief that answers to
community problems already
exist in the community. This
requires a role-reversal from
teacher tolearner, fromtrainer to
trainee. Hearth volunteerslearn
from the PD caregivers and staff
learnsfrom the Hearth volunteers.
This reverses the traditional
paradigm of how to teach poor
familiesin developing countries.

Each Hearth is a “training
workshop,” which embodies
concepts of adult learning
techniques: active participation,
demonstration, practice and
reinforcement. The process begins by capturing the training messagesthrough
the PDI, then moves on to designing a training content, planning training
logistics, and training the Hearth volunteers to carry out the Hearth session.

Preparing appropriate training sessions for staff, Hearth
volunteers, and the Village Health Committee involves the
following steps:

1. Write Job Descriptions

Job descriptions|ist out the roles, responsibilities and activities that need
to be carried out by each actor. Written job descriptions help the
different individuals know what is expected of them and guidesthe
development of training to prepare them to take on that role. Sample
job descriptions are provided at the end of this chapter.

2. Conduct a Task Analysis

A task analysisisaquick review of the job description to identify the
knowledge and skillsan individual will need to haveto successfully take
ontheir role. Consider what someone will need to know and what he/
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she will need to be ableto do. Look at areas such as reporting and
record keeping, interpersonal skills, communication skills, etc. Thetask
analysisisaso atime to consider what cannot be taught. Arethere
certain attitudes or skillsthat people need to have initially that cannot be
easily taught?

3. Develop Selection Criteria for Staff and Volunteers
From the task analysis, determine the selection criteria for staff and
volunteers. These criteriawill guide your recruitment efforts.

For staff selection, criteria should include:
¥ Eager to learn, open to new ideas
¥ Excellent interpersonal skillsand good listening skills
¥ Strong interest inworking in thefield
¥ Willingnessto learn from less educated individuals

For Hearth volunteers,
Criteriafor volunteerswill vary by country, but generally include: guide the Village Health

¥ Willing to work as avolunteer Committee in

¥ Married woman with childrenliving inthevillage developing the criteria
¥ Respected and trusted by the community and selecting the best
¥ Eager to learn, open to new ideas volunteers.

¥ Literate (In countrieswherefemaleliteracy islow, anilliterate
volunteer can be paired with aliterate volunteer)

Animportant criterion for avolunteer ishaving children who arerelatively
healthy and well nourished. During the nutrition assessment, however,
some Hearth volunteers have discovered that their children are not well
nourished and have subsequently become even more effective volunteers.

Priority is often given to existing community-based health volunteers,
however this must be carefully considered. Do they have significant
additional timeto devoteto Hearth? Havethey beeninthedidactic “teacher”
rolefor solong that they will have adifficult time accepting that they must
learn from other community members? This may be especially difficult
when the community members are poorer and have | ess status.

4. Recruit Staff and Volunteers
Involvethe Village Health Committee in selecting Hearth volunteers.

5. Conduct a Training Needs Assessment

Thenext stepisto identify the skillsand knowledgethat thetrainees already
possess. The existing educational level for each position should guide the
development of appropriate training, but al training should model good
adult learning techniques. Compare the trainee’s knowledge and skillsto
thetask analysisto determine the gapsthat need to beincluded in training.
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The educational level
critical for each position
should guide the
development of
appropriate training, but
all training should model
good adult learning
techniques.

Many Groups Need to
be Oriented to Hearth

Given the intensity of
community participation
required for a PD/
Hearth program, there
are many community
groups that will need to
be oriented to the
general concepts of PD
and Hearth. These may
include: local health
providers, religious
leaders, shopkeepers,
traditional healers and
birth attendants, street
vendors, fathers,
grandmothers, and
siblings. Each should
understand their role in
supporting Hearth and
the caregivers who
participate.

COMMON EDUCATIONAL LEVELS FOR
TABLE 2.1 KEY PD / HEARTH POSITIONS

Position Existing Educational Level
PD/Hearth Manager University Degree
Supervisor/Trainer At least to 8th Grade
Hearth Volunteer Literacy helpful, but not essential
Village Health Committee | Varied, one or more members able to write

6. Select Course Content

The course content will bedifferent for each group and needsto beinformed
by the preceding steps. Following are guidelinesbased on previous Hearth

programs.

Thecommunity leaders, Village Health Committee members,
implementing agency staff, and Hearth volunteersall need to be
oriented to Hearth. They will need to under stand:

¥ The positive deviance concept

¥ Thebasisfor the menus (the PD family practices and food for
rehabilitation)

¥ Why Hearth lasts two weeks

¥ Basic nutrition concepts (variety, protein/calorie, frequency,
amounts)

¥ Basic early childhood development concepts

The Hearth volunteerswill need specialized training in:

¥ Growth monitoring and promotion activities (weighing, plotting,

counseling)

¥ Basic nutrition and nutrients, use of food composition table

¥ Simplified 24-hour diet recall

¥ Marketplace food survey

¥ Homevisiting skills

¥ Food values: three or four food groups

¥ How tovisit the “Positive Deviant” child and learn about the
“three goods’ (good feeding, health seeking, and caring)

¥ Principles of home-based treatment of malnutrition

¥ Understanding of the cycle of nutrition and infection

¥ Vaccination schedules

¥ Preventing and treating dehydration during diarrhea

¥ Recognizing thesignsof acuteillness, including pneumonia,
malaria, and severe diarrhea, that need referral

¥ Child development milestones

¥ Early childhood stimulation techniques
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The Supervisors-trainerswill need to under stand:
¥ All thetopicsfor volunteers (listed above) plus:
¥ Supervisory skills
¥ Information system
¥ Monitoring and evaluation skills
¥ Use of food composition tables and planning menus

The team conducting the Hearth sessions will need to under stand:
¥ PD/Hearth approach
¥ Planning asession
¥ Scheduling
¥ Setting up aHearth session
¥ Gathering materials
¥ Purchasing and preparing Hearth foods
¥ Recording results of Hearth
¥ Health education messages
¥ Hearth daily protocol
¥ Hearth resultsinterpretation
¥ Follow-up to Hearth (home visits and criteriafor repeating Hearth)

7. Develop Training Strategy

Depending on the information to be covered, develop the overall training
strategy for the project. Training should be sequenced over time so as not
to overload the participants and to ensure that the skill can be directly
applied at the time. Some of the training, such as the philosophy of the
PD/Hearth approach, will begin very early on. Other aspects will not be
taught until after information from the Positive Deviance Inquiry (PDI)
has been collected. Training on conducting the Positive Deviance Inquiry
and on conducting the Hearth sessions should be carried out during the
appropriate steps. Training for the volunteers and supervisorsin the health
education messagesto be presented during Hearth sessions cannot be done
until after the PDI is completed. Table 2.2 on the next page provides an
idea of the amount of training required for each position.

8. Establish Training Methodology

Using a variety of training tools makes the training more interesting and
fun. When designing the training sessions, be sure to use warm-ups, role-
plays, value clarification games, practice, and demonstration exercises. It
IS very important to train staff in the same way that you expect them to
teach volunteers and mothers. Health education during Hearth sessions
cannot be donein alecture-stylemode. Instead, participating mothersare
gently guided through a series of experiences (learning how to feed their
children in an ideal setting with support) for several weeks, and then

Positive Deviance/Hearth Manual / 33

Specific skills will also
be needed for different
steps. Training topics
for the PDI team are
listed in Chapter 3.

TRAWNING
PATES
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Training should be
sequenced over time so
as not to overload the
participants and to
ensure that the skill can
be directly applied at the
time.



It is very important to
train staff in the same
way that you expect

them to teach volunteers

and mothers: health

education during Hearth

sessions cannot be done
in a lecture-style mode.

DO AS
WE SAY

e

It is tempting for staff
members (especially
those who are health
professionals, nurses,
educators, or
nutritionists) to try to
push their own
nutritional messages,
menus and theories.

followed up at home asthey practice these new food preparation and feeding
behaviorsintheir own kitchens. Hence, training of the volunteersfollows
the same pattern of being guided through experiences and supported by
supervisorsasthey apply their new skillsin conducting the PDI and Hearth
sessions.

IA=18=2 TRAINING TIME REQUIRED BY POSITION

Position Training Required Timing
Hearth One week of training Prior to deciding to
Manager and orientation to PDI |implement PD/Hearth

and Hearth
Supervisor/ Two to three weeks of | Before
Trainer training implementation of
PD/Hearth
Hearth Five days of training During Step 3
Volunteer (two to three (preparing for PDI),

hours/day) during PDI, before

setting up Hearth site

Refresher training As needed

Village Health
Committee

Periodic training on
management of
Hearth, GMP and
monitoring and
evaluation

Ongoing - four
hours/month

Learning isprimarily asocial process. Peoplelearn through observations
and interactions. Individualslearn how to act by modeling their behavior
on that of others and social support systems reinforce the learning.

The Hearth learning methodology isone of Practice, Attitude, Knowledge
(PAK) instead of thetraditional Knowledge, Attitude, Practice(KAP). The
focus is on changing behavior in order to change thinking rather than
changing thinking in order to change behavior. PD/Hearth starts
immediately with practicing the desired behavior. It is after the practice
that acaregiver’sattitude beginsto change as her child beginsto “brighten.”
After she witnesses the change in her child, she begins to understand the
causesfor the change and know what it took to rehabilitate her child. Her
knowledge then changes, as sheis convinced of the new belief that she can
heal her own child through simple new practices.

It is tempting for staff members (especially those who are health
professionals, nurses, educators, or nutritionists) to try to push their own
nutritional messages, menus and theories. The program staff must put
themselvesinto therole of learners, and then intentionally communicate to
Hearth volunteers (and Hearth volunteers to participating mothers) that
the wisdom of village mothers is what they are teaching and practicing
during Hearth sessions.
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IDEA

Adult learning principles differ from traditional teaching methods and the
way that most of usweretaught in school. Adult learnersbring considerable
life experienceto the training session and are not simply “empty vessels”’
to be filled with knowledge. Their life experiences should be respected
and built upon. Participatory discussionswheretraineesare ableto discover
the concepts and apply their own experiences are much more effective
than lectureswith flipcharts. Adultsarehighly involved learnersand want
to seeimmediate, useful applicationsto the information they arelearning.
L earning comes from doing and discovering.

Good training skills
¥ Present new information slowly
¥ Provide aguided and supportive learning atmosphere where staff
and caregivers can feel successful with their participation
¥ Repeat and reinforce information
¥ Ask participantsto repeat or explain the information back to you
¥ Engage participantsin active and “ hands-on” leaning
opportunities. people learn best by doing
¥ Alwaysallow timefor question or discussion
¥ Interact with al the volunteers or caregivers not just those who are
already actively participating
¥ Keep your training sessions short and ssmple
¥ Begin by reviewing what was learned and discussed in the previous
session
¥ Usevisual aids and demonstration as much as possibleto involve
al sensesin the process

Responsive Discussion

Responsive discussion is an effective methodology for involving learners
indiscovering information. Thismethod can be used for avariety of topics.
Each question guides learners into a greater depth and clarity. Compare
the type of discussion and learning this method creates to the same
information presented in alecture mode.

Sample Responsive Discussion

Q: Who is responsible to keep children healthy after
rehabilitation?

A: Parents / caregivers.

@

V)

Q: What can even poor families do on their own?
A: Use PD practices.

Q: How can families learn to keep their children healthy?
A: By changing habits; by learning new habits that are accessible to
all.
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Blind Exercise

Divide participants into
pairs and explain that
one member of each pair
will be ‘blind’ and the
other will lead them
around the room. The
blind person may not
open their eyes (remove
blindfold). There can be
no talking. After three
minutes, instruct them to
switch roles.

v Ask participants how
they felt when they were
blind and how they felt
when they were leading
the blind person.

v Ask them why they
think this game is
relevant to PD/Hearth.

In the PD/Hearth
approach, experts
experience a role
reversal from being the
leader/expert “leading the
blind, i.e. the villagers”, to
being blind and being led
by the villagers. This
exercise can lead to
interesting discussions
on issues such as control
and power.



REMEMBER:

“If I hear it, I forget it.
If I see it, | remember it.
IfI doit, I know it.

If I discover it, I use it.

Q: How can we learn new habits?
A: By practicing them every day. By bringing food every day.

Q: What kind of food? Just any food?

A: By bringing PD foods daily; food that other poor families feed their
7 young children.

Q: If caregivers bring food every day to the Hearth, what do you think
they will do at home?

A: Continue the practice learned at the Hearth and bring it home.

Probing Questions

Probing questions are similar to responsive questions but are used with
posters depicting good or bad practicesor situations. Thediscussion starts
with general questions about the picture and then moves to more probing

guestions which relate the picture to the learner’s own experience.

Probing questions are
similar to responsive . .
ti b f d Qm Sample Probing Questions Related to
%i; [I)%Zierg di;ficeltilig IDEA Food and Body Hygiene
good or bad practices or Poster Opening Question Probing Question
situations.

Woman washing
her hands

What do you see in
the picture?

Why is the woman
washing her hands?

How often do you
wash your hands?
When do you wash
them?

Woman washing
vegetables

Why is this woman
washing vegetables?

Do you usually wash
vegetables before
cooking? Why? Why
not?

Child playing on the
ground OR child
using a latrine or
defecating on the
ground

What is the child
doing? Why?

What can happen if
the child does not
wash his/her hands
before eating?

Woman covering
prepared food

Why is this woman
covering the food?

Why is it important to
cover food? What
can we use to cover
food?

Can you practice
these habits at
home? Why? Why
not?

How often should you
practice these
habits? Why?
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Role-Plays

Role-plays can be adapted for many different situations. Aninstructor can
role play asituation and then lead the group in discussing what they saw,
how they felt, what they would have done differently, etc. Similarly, the
instructor can involve severa students in acting out a situation and then
lead the “actors’ and group in the subsequent discussion.

With role plays, al participants can perform in small groups to practice

new skills. Skills such as conducting aPDI visit can be practiced in asafe

environment. Thevolunteershavethe opportunity to become comfortable

with thevisit, receive feedback on their style, and learn to anticipate some

of the different questions or issuesthat may arisein ahomesituation. The

program staff hasthe opportunity to provideimmediate feedback and ensure
the quality of the future interactions.

Sample Role Play for Counseling Caregivers

1. Ask three participants to come to the front of the
room to play three different mothers: one with a child
who gains enough weight and graduates from Hearth;
one with a child who gains some weight, but not enough
to graduate; and one with a child who does not either gain or lose
weight in the Hearth session.

2. As the trainer, play the role of a Hearth volunteer interacting
with each of the “mothers” and counseling them on the care of their
child.

3. After the role play, ask the participants for feedback and
comments about the exercise. What did they see? How did the
“volunteer” act? What did he/she say and do? How did the
“mothers” respond? What might the mothers have been thinking?
Will the counseling be effective?

4. After the three role plays, divide the participants into groups of
three. The participants will alternate playing the roles of the Hearth
volunteer, the mother, and an observer. Each participant will play
the role of a Hearth volunteer for one of the three situations. The
observer watches the role play and comments at the end.

5. At the end of this exercise, ask participants to give feedback
and comments.

Storytelling

Storiesprovide afun, interesting way of learning. Stories can be adapted,
told and then discussed to teach important lessons. Chapter 6 providesan
example of the story “Stone Soup” used to demonstrate the strength of
many small donations within acommunity. Most cultures have folktales
passed down by elders and wise people. Try to probe into indigenous
stories. Look for storiesthat portray messages supportive of good nutrition
practices or that can be adapted to teach a certain message. Look for
guotes from religious books and scriptures that advocate health and
nutrition.
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In a role-play, volunteers
have the opportunity to
become comfortable with
PD visits, receive
feedback on their style,
and learn to anticipate
some of the different
questions or issues that
may arise in a home
situation.

Skills within the
PD/Hearth
Program that can
be Adapted for

Role Plays
v Conducting the PDI
visit
v Conducting a Hearth
session
v Providing health
education during the
Hearth session
v Providing nutrition
counseling to
grandmothers and
fathers in the home
v Presenting Hearth
results at a health
committee meeting
v Counseling
caregivers at the end
of the Hearth session



This story can be used
to communicate that
sometimes, the answers
are right in front of us!

Songs and dances can
make important
messages easier to
remember in addition to
providing a fun,
interactive exercise.

Sample exercises
adapted to Hearth
are provided at the
end of this chapter.

Sample Story

Nasirudin, the great Sufi mystic, appears in different
guises in different stories. In one story, he is an
acknowledged smuggler. Every evening when Nasirudin
arrives at the customs house, the inspectors feverishly
search the contents of his donkey baskets to discover what he is
smuggling. But each day, their efforts go unrewarded. No matter
how thoroughly they inspect, they find nothing but straw.

The years go by and Nasirudin grows richer and richer. The
customs officials vainly continue their daily search, more out of habit
than hope of actually discovering the source of his wealth.

Finally, Nasirudin, now an old man, retires from his smuggling trade.
One day he happens to meet the customs chief, now retired as well.
“Tell me, Nasirudin,” pleads his former adversary, “now that you
have nothing to hide, and I, nothing to find, what was it that you
were smuggling all those years?”

Nasirudin looks the customs chief in the eye, shrugs his shoulders,
and replies, “Donkeys, of course”.

Songs and Dances

Songs and dances can make important messages easier to remember in
additionto providing afun, interactive exercise. Usinglocal songs, change
thelyricsto incorporate nutritional messages. In Mozambique, the Hearth
volunteers created a song about the Hearth. In Myanmar, the volunteers
made up achildren’s song, which is sung during Hearth sessions.

9. Set Up a Training Evaluation Strategy

It isimportant to know how much people are learning and what skills may
be causing difficulty sothat you can adjust thetraining asneeded. Observing
the participants during the role plays and asking questions to assess
knowledge areinformal evaluation techniques.

10. Prepare Training and Evaluation Materials

Finalize the training design and determine who will be responsible for
developing each part of the training. Develop the curriculum for each
training session along with any visual materials and training aids. Two
sample modules for training Hearth volunteers are provided at the end of
this chapter.

11. Conduct Training
Thefinal step isto conduct and evaluate the actual training sessions.
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SAMPLE JOB DESCRIPTIONS

1. Sample Job Description for
HEARTH MANAGER / LEAD TRAINER

Duties

¥ Train Supervisor trainersto train
volunteers

¥ Lead the PDI process and
facilitate analysisof results

¥ Responsiblefor the development,
selection and use of all
educational materials used at the
Hearth, at Village Health
Committee meetings, and at
homevisits

¥ Anayze nutrition dataand
provide feedback to the
community

¥ Interact with villageleadersand
health facility personnel to
introduce and evaluate the
program

Qualifications
¥ University graduate

¥ Field experiencein community
nutrition

Key Competencies

¥ Adult education principles

¥ Participatory assessment skills
(ex. PLA, PRA)

¥ Supervisory skills

¥ GMPtechnical ability: use of
anthropometric methods

¥ Basicnutrition principles

¥ Community mobilization

¥ Concept of PD

v

v

<< € <€

Coordinate with Ministry of
Hedlth

Network with NGOs, universities
and international organizations
(UNICEF, etc.)

Oversee the process and outputs
of PDI

With team and volunteers, plan
menus and cal cul ate cal oric and
protein content of the menus
Assumeresponsibility for overall
management of all Hearth
sessions

Set up community-based
monitoring system

Community organizing/

devel opment experience
Experience with participatory
adult learning

Use of food value tables
Marketplace surveys

Menu planning to meet the
calorie and protein requirements
Early childhood stimulation and
development techniques
Community-based monitoring
and evaluation techniques
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This “Sample Job
Descriptions” section
provides ideas to be
adapted for your local
area

1. Hearth Manager/
Lead Trainer

2. Supervisor/
Trainer

3. Village Health
Committee

4. Hearth Volunteer

Qualifications are the
same as selection
criteria

Key competencies
identify the knowledge
and skills needed to
successfully do the job -
these are identified in
the task analysis.



SAMPLE JOB DESCRIPTIONS

2. Sample Job Description for
SUPERVISOR / TRAINER

Duties
¥ Assistin selecting community ¥ Create monthly plan (agenda/
volunteers itinerary) for implementing
¥ Trainvolunteersto facilitate Hearth in given geographic area
caregivers learningandconduct ¥ Assureimplementation of Hearth
PDI and Hearth sessions protocol (wash hands, snack,
One of the Hearth v Identify positivedeviant families cooking and feeding, and
Supervisor/ Trainer’s and assist in conducting PDI training)
duties is to train ¥ Interact with villageleaders, ¥ Understand nutrition sufficiently
volunteers to facilitate health facility personnel, and to substitute menus (added fruit,
caregivers’ learning and community health committees replace vegetables, identify
conduct PDI and ¥ Supervisemultiple Hearth seasonal food cal endar)
Hearth sessions. sessions during same period v Assstvolunteerstolead
¥ Assist volunteersto mobilize caregiversin cooking process so

food is palatable, tasty, and
appropriate for young children.

reserved mothers so that all
participating mothers have

practicewith all the behaviors ¥ Conduct follow-up home visitsto
¥ Procureingredients for Hearth participant homes along with
volunteers

menus and teach volunteers and
mothers to assume this

responsibility

Qualifications
¥ Liveswithintarget communities ¥ Eighth gradelevel education

¥ Relateswell with women and (minimum)
groups of women ¥ Community health experience
¥ Humble desirable

Key Competencies

¥ Adult education principles ¥ Useof food valuetables

¥ Supervisory skills Marketplace surveys

¥ GMPtechnical ability: use of ¥ Menu planning to meet the calorie

<

anthropometric methods and protein requirements
¥ Basicnutrition principles ¥ Early childhood stimulation and
¥ Community mobilization devel opment techniques
¥ Concept of PD ¥ Community-based monitoring and

evaluation techniques
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SAMPLE JOB DESCRIPTIONS

3. Sample Job Description for
VILLAGE HEALTH COMMITTEE

Duties
¥ Anayzecommunity health ¥ Collaborate with the organization
situation and share concernswith implementing the Hearth
therest of thevillage program and with district health
¥ Participateinidentifying staff
malnourished childrenthrougha ¥ Track vital events and report to
nutritional assessment or through community leaders, MOH and One of the Village
Growth Monitoring community at large Health Committee’s
¥ Participateinidentifying positive ¥ Manage Growth Monitoringand  guties is to train
deviant familiesand conducting Promotion volunteers to participate
PDI v Promote participationinHearth jn program design and
¥ Participatein program design v Collect and interpret Hearth data  goal setting.
and goal setting and Growth Monitoring data and
¥ Advocate for resources from sharethiswith community
community leadersfor Hearth leaders, community membersand
and Growth Monitoring and health workers
Promotion programs ¥ Create and regularly update
¥ Manage and coordinate Hearth community Visual Scoreboards
activitiesat thelocd level, ¥ Evaluate results of Hearth and
including scheduling, determine graduation criteria
procurement of needed supplies ¢ | ocate other support, as needed,
and equipment, selection of for Hearth familiesincluding
part!c! pantsand ensuring food aid, employment, credit,
participant attendance agricultural inputs, etc.
¥ Set criteriafor selection, select,
and supervise Hearth volunteers
Qualifications
¥ Concernfor improving health ¥ Timeavailable to devote to effort
and nutrition statusin the ¥ Good teamwork skills
community ¥ Respected by others
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One of the duties of a
Hearth Volunteer is to
supervise caregivers in
processing food, cooking
meals, and feeding
children during Hearth.

SAMPLE JOB DESCRIPTIONS

4. Sample Job Description for
HEARTH VOLUNTEER

Duties

v

v

Weigh children, plot weightson
growth chart and counsel
mothers

Participate actively in conducting
PDI

Invite children and caregiversto
Hearth sessions

Buy additional food stuffsand
prepare according to set menu
Motivate mothers to attend and
bring food contributions
Encourage activefeeding

Qualifications

v

v
v

Willingnessto volunteer
substantial time and her own
home

Married with children

All her children are healthy and
well-nourished

v

<

Supervisecaregiversin
processing food, cooking meals,
and feeding children during
Hearth

Teach simple nutrition, food
safety, and hygiene messages
during Hearth activities
Monitor attendance, progress,
and food contributions

Report to Village Health
Committee

Provide intensive support to the
mothersin their homesfor two
weeks following the Hearth

Respected and trusted
Basic minimum literacy, if
possible

Eager to learn
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EXERCISES ADAPTED FOR HEARTH This section is on

1. VILLAGE BUILDING

Contributed by Dr. Tarig, Regional Health Advisor, Save the Children

Purpose: Toillustratethe concept of Positive Devianceusinga“3-Dimensiona
tool” and to generate a discussion among the group

With whom: Anassembly of community members, men’sgroup and women's
group

When to use: At orientation meeting, as the first step of the PDI, or at a
feedback session about the PDI findings

Materials: Something to represent houses (small cardboard houses, different
Size stones, bricks or mud balls); chalk, stick, or magic markers; 3-5 small
picturesof healthy children; 10-15 small picturesof unhealthy children. If you
do not have pictures, you can use intact leaves to represent healthy children
and torn leavesto represent malnourished children.

Time needed: 20 to 30 minutes

Steps
1. Draw a boundary of afictitious village. Ask participants to place the
boxes or stoneswhere the homes should be and to draw in other significant
landmarks (road, river, bridge, religious building, schooal, etc.)

2. Place pictures of children face down under some “houses’ making sure
that several poor houses get a picture of awell-nourished child.

3. Explainto the community membersthat thisisavillage where most people
share similar socio-economic conditions. Say that in each of these houses
(pointing to the ones with a piece of paper) live children who are under
three yearsold. Most of them suffer from malnutrition.

4. Ask volunteersto pick-up the stones or bricksto see what they find there.

5. Ask each one what they have found in their house. They will say awell-
nourished or malnourished child.

6. Have the volunteer count the number of malnourished children and the
number of well-nourished ones. Then say: “How many malnourished
children do we havein thisvillage? How can we solve this problem?’
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Exercises Adapted

for Hearth

Many different
exercises can be
adapted and used for
Hearth. Identify the
main message or skill
that needs to be
conveyed and then
develop an effective
way of conveying the
message or skill using
adult learning
principles.

Following are several
examples of exercises
created or adapted for
Hearth. Review
books of adult
learning activities for
other ideas and be
creative.



NOTE ON

MATERIALS P>

The giant color-coded
growth chart can be
prepared with the
community after the
nutrition baseline
assessment and the wealth
ranking survey toidentify
the PD children (see
Chapter 3). Using each
child’sweight, place astar
or figurine on the chart at
the appropriate place for
each child. Useablack
star or figurinefor children
from *poor” familiesand a
yellow star for children
from“well-off families.”

EXERCISES ADAPTED FOR HEARTH

7.Listen to villagers suggestions. You want to hear them say, “We can
learn from the families who have well-nourished children what they do
TODAY to keep their children healthy to make the other malnourished
children healthy aswell!” If you hear thisresponse, reinforceit. 1f youdo
not, then make the suggestion after allowing for discussion.

8. Invite villagersto make comments and guide the discussion to help them
realize that the same principle can be applied to learn how to keep children
healthy intheir village.

2. POSITIVE DEVIANCE BEHAVIORS

Contributed by Dr. Hien, Dakrong District Health Services,
Save the Children/Vietnam

Purpose: Todevelop*“community ownership” and enable community members
to identify immediately accessible solutionsto childhood mal nutrition.

With whom: Parentsof children lessthan three yearsold (or other target age
group); men and women from formal or informal networks; health cadre; village
leaders; etc

When to use: During the community meeting to provide feedback on PDI
findings and conduct action planning

Materials: Giant color-coded growth chart prepared at earlier meeting with
the community; flip chart paper; magic markers; strips of paper; 4 picturesof a
healthy child; 4 pictures of an unhealthy child; tape

Time needed: 2 hours

Steps
1. Before the meeting,

A. Placeapicture of ahealthy childin the center of thefirst poster and a
picture of an unhealthy childinthe center of the second poster. Repeat so
that each group has both posters.

B. Write or illustrate the behaviors/practices related to health seeking,
caring, feeding and hygiene practices found during visitsto PD and non-
PD families on separate strips of paper (one practice per strip of paper).
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EXERCISES ADAPTED FOR HEARTH

2.Ask the villagers to review the significance of the giant growth chart
previously prepared. Have them come up to the chart and point out the
different channels. Reinforce the fact that although most of the children
from poor families were malnourished, there were several poor families
whose children were well nourished.

3. Divide participantsinto four groups. Give each group two flip chart size
papers (onewith apicture of awell-nourished child and onewith apicture
or a malnourished one). Give each group a set of the paper strips with
health seeking behaviors/practices written on them (Group 1: health
seeking; Group 2: caring; Group 3: feeding; Group 4: hygiene). The
facilitator carefully explains that the behaviors/practices written on the
strips were taken from familiesin their community.

4. Ask the groupsto review the behaviors and tape each behavior on theflip
chart with either the well-nourished or the malnourished child. Behaviors
they consider to be good should be placed on the chart with the well-
nourished child and behaviors considered to be bad should be placed on
the chart with the malnourished child.

5. After 10-15 minutes, ask all four groupsto return to the bigger group and
share their findings. For example, the group whose packet of strips
contai ned behaviors/practicesrelated to feeding (such as, use of colostrum,
non-use of colostrum, immediate breastfeeding after delivery, or initiation
of breast feeding after four days, etc.) should explain why they decided to
put each behavior on one chart or the other.

6. After each group presents, ask all participantsto discussthefindings, and
either agree, disagree or amplify. Allow for lots of animated discussion.
Using the experience and wisdom of the entire group is an excellent way
to correct the few errors made.

7. After everyone has presented, re-emphasize that “all of the practicesyou
listed have comefrom familiesin THIS community!”

8. Ask one person from each group to come up to the chart with the picture
of thewell-nourished child and the selected “ good practices.” Havethem
place ablack “X” under those practices apoor family could do/useand a
red “X” under those practices that rich families could do/use.

Note from Vietnam This was not a perfunctory exercise as the
groups identified a few behaviors which ONLY rich families could
do/use, such as the use of soap for washing clothes, and providing
ample warm clothes for the child in winter. All the other behaviors/
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« Tip for Step 2
Thefacilitator can have
severa people come up to
the chart and repeat the
explanation in order to
confirmthat everyone
really understandsit.

EXAMPLE]

4 Example for Step 6
Onegroup initialy
identified using colostrum
asanegative practice, (i.e.
placed it on the chart with
the malnourished child).
After discussion, theentire
group decided that it was a
good practice and moved
it to the chart with the
well-nourished child.




Note from
Vietnam

| brainstorming
EXAMPLE] from
participants focused on
getting poorly nourished
familiestovisit well
nourished onesand learn
what they were doing to have
well-nourished children.
With prompting, villagers
added that it was more useful
to get villagersto
PRACTICE or DO new
behaviors, than to just hear
about them. Thefull meeting
took two hours and was a
brilliant demonstration of
how the collectiveideas,
experience and knowledge of
acommunity can be tapped
and utilized to solveitsown
problemswith existing
resources.

Thefacilitator repeatedly
referred to the fact that the
weighing of the children, the
creation of thelarge growth
chart and the discovery of the
fact that it was possible for a
poor family to have awell-
nourished child wereall done
by the community. Similarly,
the discovery of good
behaviors enabling even poor
familiesto havewell
nourished children, wereall
based on behaviors/practices
discovered in the homes of
members of their community!
Thehighlighting of these
factsresulted in atrue sense
of “community ownership”
for defining the problem and
identifying strategiesto
overcome malnutrition,
which were demonstrably
accessible TODAY to
everyonein the community.

EXERCISES ADAPTED FOR HEARTH

practices were identified with both a black and a red “X” signifying
that they were accessible to everyone in the community.

9.1n order to create aplan of action, ask the participants what they want to
do about the malnourished children in the community. Hopefully, they
will al agree that they want the malnourished children to become well
nourished. Ask the participants how they can usethe newly created charts
of behaviors leading to a “well nourished” child to improve the health/
nutritional statusof all childreninthe community.

3. BUILDING TO THE SKY

Purpose: Toillustrate the concept of sustainability

With whom: Group of community members (leaders, teachers, decision
makers, men, women) and trainees

When to use: During the community meeting to provide feedback on PDI
findings and conduct action planning; at the training of trainers in the PDI
concept

Materials: Four objects of similar size (ex. bricks, books, telephone books,
dictionaries)

Time needed: 5 minutes
Steps
1. Divide the participants into a minimum of three teams. Ask each team to
stand together away from the other teams.
2. Explain that each team needs to build the highest structure they can, in a
short amount of time, using objects available intheroom. The team that
buildsthe highest structure wins.

3.To make it more difficult, hand each team an object of the same size (a
brick or book) and ask them to build on this base.

4. Allow three minutes for the construction.

5. When three minutes are up, congratul ate the winning team. THEN
TAKE A PAUSE.

6. Proceed to remove the bases provided to build the structures and watch
them tumble down.

46 | Chapter Two: Mobilize, Select & Train



EXERCISES ADAPTED FOR HEARTH

7. Ask the participants what happened.
8. Guide the discussion to explain how this shows the need to build on a
base that involves community partnersfromday 1. Thisisafun game

and powerful exerciseto illustrate the concepts of building on existing
resources and using asset-based approaches.

4. LIGHTING THE CANDLES

Contributed by the Save the Children
Afghan Refugee Camp field staff

Purpose: To illustrate how individuals can learn from each other and
disseminate new practices throughout the community

With whom: Group of community members (leaders, teachers, decision
makers and other men and women)

When to use: During the community meeting to provide feedback on PDI
findings and conduct action planning; on the last day of the Hearth session

Materials: 25 to 30 candles and a box of matches
Time needed: 3to5 minutes

Steps
1. Distribute candles to everyone in the group.

2. ldentify two or three active community members from the audience and
light their candles.

3. Ask each identified community member to light the candles of their
neighborson either side.

4. Ask these individualsto light the candles of others around them, and so
on.

5. Ask participants to explain what the activity means.

6. Guide the discussion to illustrate the impact of participants
commitment to disseminate what they have learned to others (rel atives,
friends, etc.). Thisactivity can alsoillustrate theidea of progress“from
darknessto light,” especially if carried out in the evening.
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Variations
on
“Lighting
the Candle”
Exercise

#1: lllustration of PD
Concept in Advocacy
Instead of having the
facilitator strike the match
and light afew candles,
have two or three
individualsinthe audience
carry candles and matches
(representing PD
individualswith PD
behaviors). Each of them
light their own candlesand
then turn to their
neighborsto light theirs.

# 2. Comparison of
MOH Outreach and
Community-Based
Systems (Use during
training) Theidentified
outreach worker lights her
candle then proceeds to
light each candlein the
audience. Theexerciseis
then repeated using the
original version described
above. Discussthe
differencesinthe
experience and in the total
amount of time needed.




Fold the papers so small
that only one group is
able to stay within the
bounds of their piece of

paper.

EXERCISES ADAPTED FOR HEARTH

5. COPING MECHANISM

Purpose: To illustrate that some people are better at coping in situations

with little (or decreasing) resources than their neighbors may be
Materials: Several large pieces of paper / cloth
Time needed: Approximately 10 minutes

Steps

1. Divide participants into groups of three or four and give each group an
identically-sized pieceof paper or cloth. (Idedly there should beaminimum
of three groups for this exercise.)

2. Explainthat each team will need to arrange themsel ves so that all members
are standing on the piece of paper with no parts of their bodies touching
the floor. The group that manages to do so will win.

3. Once the teams successfully complete the exercise, congratulate them.
Then, ask them to step off, fold each of their papersin half and ask them
to repeat the exercise. Repeat thisstep until the papers grow so small that
only one group is able to stay within the bounds of their piece of paper.
Congratul ate the winning group.

4. Ask participantsto explain therelevance of the exerciseto thetopic under
discussion. For example: How do people manage when resources are
dwindling? What coping skills do someindividuals or groups develop to
face acrisis? What are the characteristics of a PD behavior?

6. SMALL GROUP EXERCISE

Purpose: Improve understanding of the Positive Deviance approach
Materials: None

Time needed: 30 minutes (15 minutesin small groups; 15 minutesfor
large group discussion)

Steps
1. Divide participants into three groups. Assign each group one of the
following questions or statementsto discuss.
2. Ask each group to report back to the whole group on their discussion.
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EXERCISES ADAPTED FOR HEARTH

Group 1. Answer thefollowing question “ How does the Positive
Deviance Approach differ from traditional development problem-
solving tools?” Provide flipcharts with two columns (one for
traditional tools and one for PD) and ask participants to record their
answers in the appropriate column.

Group 2: Discussthe statement “ The PD approach isatool for
ensuring sustainability of a development project.”

Group 3: Discussthe statement “ Positive Deviance = finding
solutions to community problems within the community.”

7. ASSUMPTIONS

Purpose: Identify causes of malnutrition; challenge preexisting
assumptions

Materials: Flip chart; markers
Time needed: 20 to 30 minutes

Steps
1.?6\sk participants to write down what they believe to be five causes of
malnutrition. People usually assume
that with increased
income, nutrition
improves, but people

2. Compilethedifferent lists and write the most commonly listed itemsin
order on aflip chart.

3. Challenge the group to identify which causes are “ assumed” and not with increased income
necessarily true. may purchase other
4.Di h alnutrition is not directly correlated to economic status luxury items instead of
. Discuss how malnutrition i irectly | us. 7 .
People usually assume that with increased income, nutrition improves. ?aunt‘lr'l ItIOUS foods for their
Iy.

People with increased income may purchase other luxury itemsinstead
of nutritiousfoodsfor their family. Thisiswhy visiting awell-to-do
family with amalnourished child is sometimesincluded in the positive
devianceinquiry.
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Variation
on “Costs
of PD
EXAMPLE ' Behaviors”
Exercise

Demonstrate the cost
benefits of the PD/Hearth
approach by asking
participants to compare
and discussthefollowing
costs and methods of
rehabilitating a
malnourished child:

¥ Cost of hospital
admission: $100

¥ Cost of admission to
anutrition
rehabilitation
center: $35

¥ Cost of participating
in aHearth: $4

EXERCISES ADAPTED FOR HEARTH

8. COSTS OF PD BEHAVIORS

Purpose: Build awareness of the inexpensive behaviors and practices that
can reduce malnutrition even among those in poverty

Materials: None
Time needed: 15 to 20 minutes

Steps
1. Ask participants how much it coststo:

¥ Uselocal vegetables
¥ Use a Positive Deviance food that can be gathered
¥ Breastfeed
¥ Wash their hands
¥ Practice personal hygiene
¥ Carefor achild
¥ Interact with achild
¥ Stimulateachild
¥ Prevent dehydration

2. Explain that although most people point to poverty as the main cause of
mal nutrition, there are good nutrition practicesunrelated to incomewhich
areinexpensive, and sometimeseven free
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EXERCISES ADAPTED FOR HEARTH

9. TRADITIONAL MEALS

Purpose: Demonstrate the value of traditional meals and the use of meal
planning tools

Materials: Drawing of the food square

The Food Square

cereals fats
(growth) - (energy)

LSt

eI,

proteins
vegetables (animal
(vitamins, minerals) products for bones,muscles)

Time needed: 30 minutes

Steps
1. Go around the room and ask each participant to describe her/hisfavorite
traditional meal or dish that their grandmother used to prepare.

2.Use the food square method (covered in Chapter 5) to analyze the
nutritional value of thetraditional meals.

3. Discuss how traditional meals are usually well-balanced and nutritious
and how in modern times we may forget some of our ancestor’s wisdom.
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Lead participants
through a quick 24-hour
dietary recall of
everything they have
eaten.

EXERCISES ADAPTED FOR HEARTH

10. FOOD CHOICES
Purpose Teach the principles of good nutrition
Materials None (flip chart or paper optional)
Time 15 to 20 minutes
Steps
1. Lead participants through a quick 24-hour dietary recall of everything

they have eaten.

2. Discuss their food choices and how nutritious they are.
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SAMPLE TRAINING OUTLINE FOR VOLUNTEERS

MODULE ONE

Participants: Hearth volunteers selected by villagersfrom different
villages

Duration / Time Frame: 2 days (Day 1: 6 hours; Day 2: 6 hours)

Training Objectives: After thistraining, participants will be able to:

1. Explain the two goals of the project to mothers and other
caregivers

2. Convince mothers and family membersto bring their daily
contribution of “specia” food to the PD/Hearth session

3. Set up and carry out a PD/Hearth session in their home or other
community member’shome

4. Teach mothersand family memberstheir rolesand responsibilitiesin
order to make the PD/Hearth successful using avisual aid (poster)

5. Create and use the PD/Hearth book

DAY 1 (6 hours)

Outline

|. Review

A. Greeting/Introduction

B. Review of thefindingsfrom PDI (Flip charts on PD findings)
C. Review “Whom do we want to help?’ (Poster of GMP results)
D. Objectives of the PD/Hearth training (Flip chart 1)

I. Information on PD/Hearth

A. What are the two goals of the PD/Hearth? (Flip chart on objectives)

B. What isaHearth session? When to carry out the Hearth (Flip chart /
calendar)

C. Who will work together to rehabilitate the malnourished children and
what isthe role of each person?

D. Role of the volunteer

E. Admission criteriato attend the Hearth session

F. Individual family food contribution to the joint rehabilitation of
mal nourished children

G. Exercise 1 — Making Posters for the two objectives and family food
contribution

H. Role play with posters
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This section
contains a
volunteer Training
Outline used by
Save the Children,
Myanmar

Materials:

¥ Flip chart, flip chart
paper, white board, duster
and marker pens.

¥ Poster on village tract
GMP results

¥ Posterson PD findingsin
thevillagetract

¥ Food Square Chart

¥ Foods from four food
groups, especially PD foods
¥ Picturesor illustrations
of PD foods for poster
making

¥ 350 grams each of
uncooked and cooked rice
¥ Local measuring tools
(tin cups, spoons, local
weights, balance, etc.)

¥ Menu visual aid and PD/
Hearth menu sheet.

¥ Monthly calendar poster
¥ One model PD/Hearth
book for each group

¥ Modéd of aposter about
the purpose of the PD/
Hearth messages for each
Ste

¥ Color pensand large
papers (two papers for each

group)



SAMPLE TRAINING OUTLINE FOR VOLUNTEERS

[11. Making Menusfor the PD/Hearth
A. Food square analysis
B. Making the Hearth menu
C. Making aspecia menu: the menu of poor familieswith well-
nourished children
D. Calculating each portion per child with home measurements
E. The Hearth menu schedule
F. Cooking lunch together and giving the project alocal name
G. Inventory of one song for the PD/Hearth, role play

Make a special menu of
poor families with well-
nourished children

DAY 2 (6 hours)

|. Review from Day 1
A. Role play with poster on goals of PD/Hearth and family
contribution
B. Review of beneficial household-based feeding, caring, hygieneand
heal th-seeking behaviors (including PD practices)

I. Protocols
A. What is aHearth book?
B. Exercise 2: Making a Hearth book
C. Tools needed for a Hearth session
D. Procedures and tasks for day one of the Hearth session

[11. Logistics
A. Preparation for the first Hearth session
B. What to say to the family of malnourished children (role play)
C. Practice of interactive song
D. Completion of the day’straining
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SAMPLE TRAINING OUTLINE FOR VOLUNTEERS

MODULE TWO Module two is carried
out after the first week
Participants: Hearth volunteers selected by villagersfrom different of a Hearth session and
villages before the second week.

Duration / Time Frame: 2 days (Day 1: 4 hours, Day 2: 6 hours)

Training Objectives After thistraining, participants will be ableto:

1. Usethevisual aidseffectively

2. Carry out focus group discussion with caregivers of malnourished children
on different topics during daily Hearth sessions

3. Assessindividual children’s progressand counsel caregiversaccordingly

at the end of the Hearth session

4. Report on the outcomes of the Hearth session to the Village Health
Committee (VHC)

DAY 1 (4 hours)

I. Review of current Hearth
A. Greeting and introduction; Objectives of the Hearth training
B. Review of the Hearth goals (flip chart)
C. Feedback on week 1: lessons learned (flip chart)
D. Review Hearth menu (food squares—flip chart & handouts)
E. Role of fathers (optional)

Il. Topics for discussion at Hearth and focus group discussion
A. Overview
1. Review feeding, caring and heal th-seeking practices
2. Presentation of the four visual aids
3. Explain the schedule of basic messages (flip chart & handout)

B. Topic One: Food and body hygiene
1. Facts (flip chart and soap)
2. How to present the visual aid (questions)
3. Trainer role play of facilitating afocus group discussion
4. Volunteers' role play of facilitating afocus group discussion
and feedback

C. Topic Two: Breastfeeding
1. Facts (Flip chart, questions, and demonstration)
2. Review of how to have afocus group discussion with questions
on breastfeeding
3. Volunteersrole play focus group discussion on topic two and
feedback
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SAMPLE TRAINING OUTLINE FOR VOLUNTEERS

DAY 2 (6 hours)

Warm-up Two children’s songsinvolving movements (body and flies)
|. Review Day 1

Il. Hearth topics
A. Topic Three: Prevention and treatment of sickness

1. Facts (flip chart — home based ORS)

2. Review guestionsfor focus group discussion

3. How to check young children’s breathing rate and make ORS
at home (practice with children)

4. Volunteersrole play afocus group discussion on topic three
and feedback

B. Topic Four: Caring for the young child
1. Facts (flip chart and interactive games/song)

Review Hearth topics

such as the prevention 2. Review questions for focus group discussion
and treatment of 3. Volunteersrole play afocus group discussion on topic four and
sickness facts using a feedback
flip chart showing home o
C. Topic Five: Last day message “ What we can we do at home by
based ORS. .
ourselves?

1. Poster on variety of food and PD inquiry findings

lll. Procedures for last day of Hearth
A. Proceduresand tasksfor day 12 of the Hearth session

B. Counseling the mother s and family membersat the end of the
Hearth session

C. Usingroleplay to practice counseling the mothersand family
members

D. Creatingareport of Hearth
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CHAPTER THREE

Step 3: Prepare for a Positive
Deviance Inquiry

3=k Prepare for a Positive Deviance Inquiry:

Determine the target age group

Conduct a nutrition baseline assessment
Conduct a situational analysis

Conduct a wealth ranking survey

Meet with community for feedback on
baseline nutrition survey, introduction of
PD concept and setting of goals and
objectives

F. Identify Positive Deviants

G. Train and prepare the PDI team

moowy

A Positive Deviance Inquiry (PDI) is a community-specific survey tool
used to discover the positive deviant caregiver’s successful or desired
practices that can be replicated by others in order to address a community
wide problem. In PD/Hearth programs, the focus is on practices to reduce
childhood malnutrition.

Beforethe PDI can be conducted, steps A through G, listed above, need to be
carried out. Theprocessismost commonly carried out in oneto three weeks.
Since children’s nutritional status can deteriorate quickly, there should be a
minimum of delay between the nutrition assessment, wealth ranking and
identification of PD families. The best results are achieved when a multi-
disciplinary team conducts these steps as each individual brings a different
perspective to the study.

1 Day lor2Days 1to 3Days 1/2 Day 1 Day
identify conduct conduct meet train &
target group  baseline Situation analysis  with prepare
in community  nutritional & wealth community  PDI
survey ranking team
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If there are too many
children under five to
include them all,
consider inviting
children between the
ages of seven months
and three years to the
Hearth --- research
indicates that this
period is the time when
children are most
vulnerable nutritionally.

Guidelines for weighing
and measuring children
are provided at the end
of this chapter and
Weight for Age
standards are listed in
Table 3.5.

A. Determine the Target Age Group

In many cases, your funding source may determinethetarget age group for the
PD/Hearth effort. If it doesnot, involvethe community in making thisdecision.
Will you focus on al children under three years of age? All children under
five? Since children should not be given complementary food until six months
of age, the youngest child targeted should be seven months old. If there are
too many children under five to include them all, consider inviting children
between the ages of seven months and three years to the Hearth. Children
under three years of age grow faster than at any other age, are the most
vulnerable to disease, wasting and stunting, and respond best to immediate
intervention. Additionally, research indicatesthat this period isthe timewhen
children are most vulnerable nutritionally. If thereiswidespread malnutrition
within acommunity and the numbersarelarge, it would bewiseto concentrate
your health efforts on seven to twenty-four month olds.

B. Conduct a Nutrition Baseline Assessment
The nutrition baseline assessment identifies malnourished children and serves
asacommunity mobilizationtool. Itisimportant to weigh every childinyour
target agegroup. Weight for height isapreferable measure for assessing acute
malnutrition, or wasting. However, since weight for age isthe most sensitive
to change, it isthe method used in most PD/Hearth programsto assess children
who are underweight.
W Each underweight
W child must be
classified by
weight-for-age
standards into
mild, moderate or
severe malnu-
trition status.
Guidelines for
weighing and
measuring
children are
provided at the
end of thischapter
and Weight-for-
age standards are
listedin Table3.5.

When growth monitoring and promotion (GMP) aready existsin acommunity,
the nutritional assessment can begin at the growth monitoring sessions, but
data used must be from the current month. If growth monitoring does not
exist, consider starting GMP concurrently with PD/Hearth on aregular basis
to identify and monitor individual children’sgrowth status.
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It isimportant to notice who does not get weighed. Itisrarethat 100% of
the target group will be participating in the monthly GMP weighing sessions
and it isusually the malnourished children who are the first to skip or missa
growth monitoring session. The children regularly attending are usually self-
sel ected and from already motivated, health-consciousfamilies.

Where growth monitoring isnot in place, or where children are being missed,
project staff and volunteers should go house-to-house, identifying all children
in the target age group as a census and weighing them. This process ensures
no children are missed and the stress and chaos of group weighing are avoided.

Analyze the Data

Individua child dataisrecorded on aGrowth Monitoring Card that ismaintained
by the caregiver. Thisdataisimportant to the caregiver, and graphically shows
over timewhether achild isgrowing well or isgrowth faltering, and in need of
specialized counseling. OnaGrowth Monitoring Card therearetypically three
paths, which indicate the nutritional status of the child. In some countries,
these are colored as shown in Table 3.1 below.

I IRSCR N GROWTH MONITORING CARD

Lines on Graph Malnutrition Color

Status (most common)
Top line Normal Green
2nd line Mild Light Yellow
3rd line Moderate Yellow
Below the 3rd line Severe Red

Road to Health Card
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When children are not
getting weighed, it is
usually due to one of
the following reasons:

Weighing is not
available in their
village

or

Weighing is present,
but:

¥ The family is
unaware of the
weighing;

¥ The family is
unmotivated to attend;
¥ The family is
embarrassed to come
because their child is
underweight;

¥ The family has had
previous bad
experiences at
weighing sessions;

¥ Previous sessions
haven't had any
perceived benefits or
meaningful follow-up;
or

¥ The family believes
that weighing is
harmful to their child.



r

Do a crosscheck to see
if you identified all the
children in a particular
age category
(remember that it is
likely that not all
children were weighed).

Crosscheck
Children

Some general rules of
thumb in developing
country situations:
¥ If you targeted the
under-fives, they
should equal
between 16-20% of
the total population

¥ If you targeted the
under-threes, they
should equal 10-14%
of the population

Other more sophi sticated standardsexist for assessing achild snutritiona status.
Table 3.5 provides weights for age standards for boys and girls aged 0-60
months. Thesetablesare often availablethrough the country Ministry of Health
Nutrition Office. Weights that are one standard deviation below the norm or
median are considered “ mild malnutrition”; two standard deviations below the
norm indicate “moderate malnutrition”; and three standard deviations below
the norm are “severe’. Standard deviations from an international norm are
commonly referred to asZ-scores. A comparison of thesethreetypesof terms
can be seen below. Research studies often use Z-scores in order to provide
information that is comparable across different countries.

MALNUTRITION LEVELS BY STANDARD
TABLE 3.2 DEVIATIONS OR Z-SCORES

Malnutrition Standard Deviation Z-Score Notation
Status (SD) below the norm
Normal Median Median
Mild 1 <-1 Z-scores
Moderate 2 < -2 Z-scores
Severe 3 < -3 Z-scores

For the remainder of this resource guide, we will use the terms normal, mild,
moderate and severe malnutrition. Check with your Ministry of Health for the
standard in your country. Regardless of the method used, it isimportant to be
ableto track the change in the child’sweight over time.

Eachindividua child’ sweight or nutritional status can begraphically portrayed
on a community scoreboard to help the community understand the overall
nutritional statusof childreninthe community. When large numbersof children
are malnourished, this graphic representation is often a motivator for the
community to takeaction. To avoid embarrassing somefamilies, the scoreboard
should only show marks or symbols, not names of children.

Using thetotal number of children under three (or under five) inthe community,
tabulate how many children arein each nutritional status category. Useatable
similar to Table 3.3. When all children are weighed, the nutritional assessment
is based on 100% registration of the target population. The total number of
under-threes (or under-five's) provides the denominator for the proportion of
malnourished children in the community. Next, figure out the percentagesthat
fall into each category of malnutrition. Takethetotal number in the category,
multiply it by 100, and divide by the total target population.
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PERCENTAGE OF TARGETED CHILDREN
USEHS e BY NUTRITIONAL STATUS

Nutritional Status Number Percent

Normal

Mild malnutrition

Moderate malnutrition

Severe malnutrition

Total

Graphically Prepare the Results

This initial assessment serves as an important baseline for the intervention.
The community needsthisinformation. It belongsto them and must be shared.
There are several waysto present the data so that it can be easily understood
and the community can seethe extent of the problem. Theinformation should
be shared with local health workers, the village health committee, community
leaders and any other community groups. Thisisthe start of creating visual
scoreboards to track progress towards combatting malnutrition. The initial
pie chart (or other visual aid) represents the baseline data. Subsequent data
would be compared to this.

PieChart

Pie charts are useful for showing the proportion of children falling into each
nutritional status. Staff can show community members how to make a pie
chart using proportions of well-nourished, mildly malnourished, moderately
malnourished and severely malnourished children. For pie charts, a powerful
illustration isto show only two groupsin the pie chart: those who suffer from
all levelsof malnutrition, and those who are well-nourished.

Colored Stick
A stick can be painted different colors according to the
percentage of children in each category of malnutrition.

Stick Figures

Stick figures can be used to demonstrate the percentage of children in each
category. When you useten stick figures, each figure representsten percent of
the population. If thirty percent of the population were malnourished, three
out of the ten stick figures would be painted red.

L argePoster

Each child’sweight-for-age can be plotted on aposter or giant flip chart version
of the Growth Monitoring Card. This depiction shows the frequency of
mal nutrition among the children and the extent of the program in addition to
improving the understanding of the community.
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Emphasize the
importance of
community-based
scoreboards that are
understood by the
community, so that they
can see the impact of the
Hearth approach on
their community
statistics and overall
health.
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In parts of Mozambique,
it is believed that a
“spirit sitting on the
child” causes marasmus.
Only a witch doctor can
exorcise, or lift, the bad
spirit from the child.

The child normally stays
with the witch doctor for
two weeks. The
improvement in a child’s
condition while
attending Hearth
sessions starts to show
within two weeks.
Mothers felt
comfortable with the
two-week sessions since
it was familiar in their
cultural context as a
“healing period.”

C. Conduct a Situational Analysis
Good program planning is based on having acomprehensive understanding of
the current situation in a community. In addition to the nutrition baseline
assessment, important information to gather includes:
General health situation: immunization coverage; incidence and case
management of Acute Respiratory Infections (ARI), especially
pneumonia, diarrheal disease, malaria, and worms in young children;
Vitamin A deficiency; family planning acceptance; and accessto materna
and child care.

L evelsand causesof under -fivemortality: including medical causes
(diagnose) and system causes (late care-seeking, low quality care, etc.).

Current behaviorsand beliefs: household feeding, caring and health-
seeking behaviors, commonly held beliefs surrounding food and health,
including taboos and norms; and availability of clean water.

To planthe Hearth, staff will need to fully understand local beliefsand practices.
Evenif they arefrom the area, they may not have paid much attention to child
feeding or caring practices, particul arly those of lower socio-economic groups.
Since PD/Hearth aims to change the conventional wisdom and guide the
community in adopting ways to prevent and eliminate malnutrition, it is
important to articul ate and document the preexisting community-wide norms.
Clarifying thenorm allowsfor easier identification of the positive deviantsand
serves as a qualitative baseline against which changes in feeding, caring and
heal th-seeking practices can later be compared.

There are anumber of different methodologiesfor collecting information and
assisting acommunity totell itsown story. Itissuggested that severa different
methods be used to validate information, commonly called “triangulation” of
information. The project team should use both quantitative and qualitative
information. Quantitativeinformation canincludewritten documents, such as
government records or health facility datathat will help the project team and
the communities understand key causes of childhood death and disease. If
these data are not available, then the project team may need to conduct a
Knowledge, Practice & Coverage (KPC) survey of the areato better understand
the extent of the childhood nutrition and disease problem. The KPC survey
consists of a predetermined set of questions posed to a randomly selected
group of respondents. References for more detailed information on carrying
out a KPC survey can be found in the Resource section at the end of this
manual.

The quantitative data need to be complemented by qualitative information that
providesin-depth information on thelocal beliefsand practicesin avariety of
settings. Many useful toolscomefrom social anthropol ogy; the most commonly
used tools for PD/Hearth are those known as Participatory Rural or Rapid
Appraisal (PRA) and Participatory Learning and Action (PLA). The PLA

62 / Chapter Three: Prepare for a Positive Deviance Inquiry



applies a community development, problem-solving approach in which A [ist of sample focus
facilitatorswork with communitiesto help them analyze causes of a problem, group discussion
identify solutions, and develop and implement a plan of action. questions can be found

in the Information
Gathering Mehods at
the end of this chapter.

PD/Hearth volunteersand program staff often start aPL A or PRA by conducting
key informant interviewswith women leaders or focus group discussionswith
women and other decision makers to understand breastfeeding practices,
weaning practices, mother’ sworkload, child care concepts, beliefsabout child
rearing, environmental hygiene practices, and perceptions about causesof child
malnutrition. Interviewsand focusgroup discuss ons should be complemented
by other information gathering methodol ogiesto better understand the various
factors that contribute to malnutrition. The notes collected by staff and
volunteers can later be compared and discussed to identify the behaviors or
beliefstargeted for change.

Focus group discussions in one project area identified a
weakness in getting food from the field to the child. Fathers
are generally absent, working in another country, and are
unable to help the mothers with household chores or provide
moral support in raising a child. The mother labors almost all
day in the fields in order to bring the food into the household.
When she returns home, she then starts fetching water and
cooking the food. It is difficult for her to find enough time or
energy to properly sit down and patiently feed her children. As
a result, children must fend for them-selves, often eating out of
a common plate with older siblings. The faster, stronger and
older children get the largest portions.

While it is common for women to breastfeed for two years, Itis difficult for many
mothers who become pregnant before that time is up, abruptly M others to find enough
wean the child. This practice is strongly encouraged by time or energy to
mother-in-laws who strictly prohibit breastfeeding during properly sit down and
pregnancy. Once a child is prematurely deprived of breast patiently feed her

milk, growth starts to falter. children.

A survey of daily eating patterns among children
in Sri Lanka found the typical meal to be:

Breakfast: Biscuits and tea

EXAMPLE]

Lunch: Rice or yams with green leaves and coconut,
dried fish and vegetable curry

Between Meals: Cup of plain tea

Dinner: Bread or string hoppers with curry

Positive Deviance/Hearth Manual / 63



Table 3.4 at right lists a
number of information
gathering methodologies
that can be used, and the
types of data that each
provide. These methods
should be used as
needed to gather the
information required.

An asterisk (*) indicates
directions for carrying out
the methodology can be
found at the end of this
chapter.

BVAV-IR =Sl INFORMATION-GATHERING METHODOLOGIES

Methodology/Tool

Information Collected

A. Single Informant Interview

Standardized Closed-Ended
Interviews of Key Informants

Comparable results across households helps
determine reported and actual childcare
behaviors

24-hour dietary recall

Mother's inventory of child's food intake for the
preceding 24 hours; focus should be on types
of food rather than quantity; frequency and
types of snacks (a type of close-ended
interview)

Standardized or Semi-
Structured Open Ended
Interviews of Key Informants

Elicits more participation from households and
increases understanding of childcare
behaviors and their context, e.g. household
roles governing child care, decision making,
etc. (Commonly used in PD/Hearth programs)

B. Group Interviews

Focus group discussions*

Provides contextual information for feeding,
childcare, hygiene and health-seeking
reported behaviors

Community mapping*

Provides locations of poor and wealthy
houses, health centers, water pumps, agri-
cultural fields, schools, religious buildings, etc.

Trend lines*

Visual depiction of major trends in malnutrition
status, food availability, economic situation,
population growth, etc. over the last five to ten
years

Seasonal calendar*

Visual depiction of food availability, workload,
and disease prevalence due to seasonal
changes

Time use

Visual depiction of how women spend their
time

Time lines (local history)

Changes in food usage and practices over
time

C. Systematic Interviewing

Ratings / Ranking of health-
seeking practices

To whom community members go when
children are sick

Pile Sorts of linesses

Perception on most common causes of
childhood illness and malnutrition

D. Direct Observation

Home visits

Actual food preparation, feeding, caring and
health-seeking behaviors through participant
observation

Continuous Monitoring

Changes in actual feeding, caring and health -
seeking behaviors in various home contexts
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Several beliefs and customs discovered in one
gualitative study were subsequently used to
shape PD/Hearth messages in the project:

EXAMPLE]

¥ Children need protein and should not avoid meats
and eggs

¥ Fathers and grandparents help feed the children and
should be involved in the PD/Hearth program

¥ Since the mother decides what can or can not be eaten by
a child, decision-making messages about food should be
targeted at the mother

¥ Complementary foods such as smashed orange, papaya,
congee and coriander can be given at weaning time instead of Fathers and others who

waiting for a child to turn lyear of age help feed the children
should be involved in the

¥ Additional messages are required about proper feeding PD/Hearth program

when a child is ill since sick children are often only fed

porridge

¥ Messages about caring for the child during episodes of
acute respiratory infection should be built into the PD/Hearth
since the most common illness is ARI

¥ The family is most concerned about diarrhea and
convulsions and wants to better understand both prevention
and care

¥ Mothers are typically more concerned about the taste of
food rather than the nutritional content; basic food pyramid
messages will be important

¥ Mothers spend too much time cooking foods which do not Wealth ranking can be
pay back in terms of good nutrition; nutritious recipes will be conducted while the

helpful during the PD/Hearth nutritional assessment

D. Conduct a Wealth Ranking Survey is taking place, while
Devel op wealth-ranking criteriawith the community and work with community  results of growth
members to classify households by socio-economic status. This can be as monitoring are being
simple as differentiating poor households and wealthier households. Hearth tabulated, during the
volunteersand village health committee memberswho have close contact with . . .
situational analysis or

the community are best positioned to design thewealth ranking sincethecriteria -, .
arevery culturally specific. immediately afterwards.
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Questions to Guide
Wealth Ranking
Criteria:

¥ How would you
describe poor and
wealthy households?

¥ Where do poor and
wealthy families live?
What are their homes
like?

¥ What do they wear?
¥ What types of food
do they eat?

¥ What do they do for
recreation?

¥ Who are the main
caregivers for the
children?

¥ How much do they
spend on health care in a
year?

¥ What types of work
do the men do?
Women? Children?

The main goal of a
nutrition rehabilitation
project using the PD/
Hearth approach is
sustained rehabilitation
of poorly nourished
children.

Wealth ranking criteria for a community in Mali:

Richest Family owns donkey(s) and a cart
Middle Family owns one or more donkeys
Poor Family does not own donkey

EXAMPLE]

Wealth ranking criteria for a community in Guatemala:

Richest Children wear leather sandals/shoes that cover toes
Middle Children wear plastic sandals or boots
Poor Children wear no shoes/sandals

E. Meet with the Community

Organize a meeting with the community to provide feedback on the baseline
nutritional survey, introduce the PD concept and collectively set goals and
objectives. A typical agendafor this meeting may include:

¥ Interactive sharing of
baseline nutritional

survey with graphic

presentation

¥ Review of
signs of
malnutrition
(physical and
psychological)

¥ Exploration of
e bY short-term and
f}wfz‘ﬂ I long term
T effects of
malnutrition

¥ Review of some causes of malnutrition (incorporate information from
focus group discussionsand PLA activities)

¥ Setting goals and objectives
¥ Introduction of the PD concept (see Chapter 2 for sample exercises)
Set Goals and Objectives

During the community meeting, guide the group to develop formally stated
goalsand objectivesfor the program. The main goal of anutrition rehabilitation
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project using the PD/Hearth approach is sustained rehabilitation of poorly
nourished children. Itismuch larger than smply rehabilitating children currently
suffering from malnutrition. It extendsto: children who are younger siblings,
those not yet mal nourished in the community, and future children, not yet born.
All these groups are affected because the PD/Hearth approach is focused on
changing behavioral norms in the community, thereby preventing future
mal nutrition.

Set clear objectives, stated in measurable terms for the program as a whole
and with each specific community. Hearthsaretime-limited in nature; the Hearth
sessionswill only run 8-12 monthstotal, and then hopefully be no longer needed.
If they are running properly, they should accomplish their goal of sustained
behavior change to prevent future malnutrition in that amount of time.

&

Sample Process for Guiding Community
in Setting Goals & Objectives

Staff leads the community group in a discussion
using the following questions:

Q: What is the problem we want to solve?

A: Malnutrition

Q: What do we want to do to solve the problem?
A: Answers should include “rehabilitate all malnourished
children.”

Q: Is it enough to rehabilitate the children?
A: No, there is also a need to keep children well nourished
after Hearth sessions.

Staff shows the community a flip chart with the following
objectives:

¥ Rehabilitate children

¥ Sustain the rehabilitation

¥ Prevent future malnutrition

Subsequent discussion leads to community commitment

to following through with their role in supporting each of

the objectives:

¥ Provide adequate food to malnourished children; attend
Hearth sessions

¥ Bring food/fuel contribution to each Hearth session; share
appropriate feeding and caring practices

¥ Support mother/caregivers in their home setting to use new
foods and feeding and caring practices
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Discussions should lead
the community to
understand their role in
v rehabilitating
children
¥ sustaining
rehabilitation
v preventing future
malnutrition



General criteriafor
selecting PD families:

¥ Poor family (low
income)

¥ Normal nutritional
status of child

¥ Minimum of two
children (must be close to
averagefamily size)

¥ Family should be
representative of
geographical and social
groupslivinginthevillage
¥ No severe health
problems

¥ PD family must belong
to “mainstream
community”

¥ Head of household
should have same
occupation as the majority
of villagers

¥ Must have accessto
same resources as others
inthe community

¥ Family isfoundinthe
identified minority (if the
program targets minority
communitiesonly)

¥ Gender of PD child can
be acriterion in gender-
biased cultures

F. Identify Positive Deviants

After the community-wide meeting, villageleaders and Hearth volunteerswork
together with staff toidentify the positive deviantsby listing the children found
to bewell-nourished and identifying those who come from poor families. Table
3.4 represents asimple chart for thisinformation.

MATRIX OF NUTRITIONAL STATUS AND
U & SOCIO-ECONOMIC STATUS

Number in Number in
Poor Wealthier
Households Households
Well-Nourished # Children # Children
Children (Positive Deviants)
Poorly-Nourished # Children # Children
Children (Negative Deviants)

Thevolunteers assessthe positive deviant children for other factorsthat might
make them special, such as being the only child, having wealthy grandparents,
etc. Thesefamilieswould beeliminated. Thosefamiliesthat remain sharethe
same risks asthe average household. These arethe Positive Deviant families
and from them, PD children and households are selected. It isimportant to
remember that the community needs to be large enough to find a Positive
Deviant and it helpsif the demographic make-up of the community issomewhat
homogenous. Therewill be
some variability in the
criteria for selecting PD
families based on culture.
Some issues such as
average family size in the
area and gender bias need
to be taken into account.
The PDI should be
conducted as soon as
possible after the Positive
Deviantsareidentified.

A PD child cannot:

¥ Beabig baby who islosing weight now

¥ Beachild with abegging or scavenging background

¥ Bealfirst-born or only child since it may receive specia care
¥ Haveany severely malnourished siblings

¥ Haveany severe or atypical socia or health problems

v

Have afamily enrolled in asupplementary feeding program (this
will skew results)
¥ Beavery small, low-weight baby who is now growing well
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G. Train and Prepare the PDI Team

Asthe Positive Deviance Inquiry (PDI) is at the heart of the Hearth Program
design, itisessential that the PDI team bewell trained and prepared. Thiswill
usually take up to two days.

The following topics should be covered:

¥ Overall concept of PD approach

¥ Purpose of PDI

¥ Review of feeding, caring and heal th-seeking behaviors

¥ Introduction to the two tools for gathering PDI information:
Observation Checklist and Semi-structured Interview Guide
(discussed in greater detail in Chapter 5)

¥ Information-recording protocols

¥ Normsand guidelinesfor homevisits

In thetraining, the most important skillsto belearned are:
¥ Accurate identification of household practices which do or do not
contribute to good nutritional status of local children, and
¥ Good observation and interview skillswith an emphasis on probing
and listening skills

These can be taught and practiced through role plays.
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Guiding the team
through practice
interviews using role
plays is a good
opportunity to learn as
well as adapt the PDI
tool as needed. Pay
attention to confusion
on terms in the local
language and the need to
add more space to the
form or rearrange
questions based on the
interview flow.
Information about
training and several
sample training
exercises are included in
Chapter 2.



This section provides
sample questions for
Focus Group
Discussions.

Select the questions
that will be most useful
in your situational
analysis and lead the
group through a
participatory discussion
around the given topic.

NOTE: Precede
fact-finding questions
with expressions
“usually ...,” or
“normally ...,” and

“in your village ...”

Precede attitudinal
guestions with
expressions

“in your opinion ...,"

or “according to you ...”

INFORMATION GATHERING METHODS

1. FOCUS GROUPS (Sample Questions)

I. Questions for Mothers of Young Children

BREASTFEEDING PRACTICES

1. What would be good to give newborns at birth? Why?

2. How much time after birth isanewborn given breast milk? Why?

3. What do you call the first milk that comes out of awoman’s breast
after having her baby?

4. Would it be good to give your babies thisyellow liquid (name) that
comes out in thefirst hour after birth? Why?

5. Up to what age does a mother give only breast milk to a baby?
Why?

6. Until what age would it be good to give ababy only breast milk?
Why?

7. Why isit that some mothers don’t give only breast milk during the
first six months?

8. What else do they givetheir babiesto eat or drink?

9. What are some of the problems that mothers have that prevent
them from using only breast milk for thefirst six months?

10. What are things that you think can make a mother’s breast dry
up?

11. What can a mother do to produce more milk?

12. How do mothers and babies benefit from breastfeeding?

13. What ilInesses do babies have that cause them to stop
breastfeeding?

14. When mothers stop breastfeeding, what foods and drinks do they
givetheir children and in what containers?

15. Until what age do the mgjority of mothers breastfeed the child?

COMPLEMENTARY FEEDING HABITS

1. At what age are food or liquids other than breast milk introduced?
Why?

2. What isthefirst weaning food made of? How long isit used?

3. What foods are considered healthy for young children?

4. What foods should not be given to young children?

5. How many times aday are children offered something to eat (meals
and snacks)?

6. Until what age does a child eat this number of times? Why?

7. In what container do you give your children food when they are
first beginning to eat?

8. Who feeds the child and how does the child eat (hand, spoon,
chewing)?

9. Do other people also feed the child?
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10. What problems do you have feeding your young children?

11. When a child does not want to eat, what do you do?

12. When achild isrecovering fromillness, do you give him/her
different foods?

13. Who decides what the child can or cannot eat in the household?

MALNUTRITION
1. What isamalnourished child?
2. What ismalnutrition?
3. How do you recognize malnourished children?
4. How does malnutrition affect children in the future?
5. What causes malnutrition in children?

CARING PRACTICES
1. How often are young children bathed? Hands washed?
2. How much time do mothers usually spend with their children daily?

HEALTH-SEEKING PRACTICES

1. Do you feed the children when they are sick? What do you give
them?

2. When achildissick, what foods should be avoided?

3. When achildissick, from whom do you seek help first?

4. When your children have diarrhea, what do you do? Do you feed
him/her same, more or lessfood and liquids? Why?

5. Do you buy food for the child outside? If yes, what food? (snacks,
fresh food) How often?

6. From whom (specific food stall vendor) and why?

7. For lactating mothers only: What do you do when you are sick?

[I. Questions for Community Informants

CARING PRACTICES

1. In your community, how do you prepare food for your children?

2. Normally, how often do you wash your hands and when?

3. How often are children bathed?

4. How often are children’s hands washed?

5. How many hours are you apart from your children during the day?

6. Who watches your children other than you?

7. Do you encourage your child to play with other children? Why?
Why not?

8. When do you play with your child? What do you do with him/her?

9. What do you think isthe most important thing a child needs?

10. What does your husband do for the children in the househol d?
Siblings? Grandparents?
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Tips for
Conducting
Focus
Group
Discussions

¥ Chooseaninformal
Setting

¥ Create acongenial
atmosphere

¥ Respect the group’s
ideas, beliefsand values

¥ Listencarefully and
show interest in
participants’ responsesand
exchange

¥ Encourage everyone to
participatein the
discussion

¥ Beobservant and notice
participants' level of
comfort or discomfort

¥ Ensure that everyone
can voicetheir ideas or
opinions

¥ Do not let one person
dominate the discussion —
acknowledge that person’s
contribution to the group
and then stress the need to
learn and hear from
everyone.
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Health-Seeking Practices
1. What illnesses most concern parentsin your community?
2. What other illnesses do children suffer?
3. How do you know your child issick? (signsof sickness)
4. \Whom do you consult first? Then whom?
5. Who decides what to do when there is a severe health problem at

home?

6. What are the remediesto cure sick children?
7. What do you do to protect your children from illnesses?
8. What do you use water for?
9. Arechildrenimmunized here?

lll. Questions for Older Sibling Caregivers
1. Do you go to school ?
2. What do you do besides ook after your younger siblings?
3. What do you do with your younger sister/brother?
4. What do you do when he/she cries? When he/she gets hurt or sick?
5. What do you do when the child is naughty?
6. What things do you like to do with your younger brother/sister?
Why?
7. What things do you not like to do? Why?
8. Doyouinvolve him/her in your games? Why?
] 9. How do you feed the child (probing)?
Questions for older 10. Who decideswhat you will feed the child?
sibling caregivers 11. Who decides when you will feed the child?

include, “who decides
what and when you will
feed your younger
brother or sister?”
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2. COMMUNITY MAPPING

Purpose: Identify locations of poor and wealthy neighborhoods, health
centers, water pumps, agricultural fields, schools, religious buildings, etc.

With Whom: Community members and leaders

Materials: Loca materials (stones, sticks, leaves, colored powder, etc.) or
flip chart paper, magic markers, colored pens, and scotch tape

Time: Approximately 1 hour

Steps:
1. Find a suitable place where alarge group of people can assemble.

2. Ask the community leaders to draw (either on the ground or on piece
of paper) their village track, asit would look to abird flying over it.

3. Encourage participants to mark (with pens or local materials) various
landmarks such asdifferent villages, main roads, important buildings,
efc.

4. Use the probing questions at right to encourage participants to
provide more detail and add their suggestions and ideas. Ensure that
the community guides the map devel opment and that the resulting map
isthe community, as the group perceivesit.

5. Create alegend for symbols used and encourage participants to use
color-coding and other symbolsto identify types of resources (e.g. red
for health facilities, yellow for market, blue for schools, etc.

6. Task a staff member with recording participants comments as they
progress through the activity and drawing a small replica of the map
that can be used by the team in subsequent planning efforts.
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PROBING
QUESTIONS

Homes. Whereisyour
home?

Health: Where do the
TBAslive? How many are
there? Where are the
traditional healerslocated?
Recreation: Whereare
the video shops, liquor
stores, tea shops, places
children play, associations,
and administrative
buildings?

Schools: Where are the
schools? How many
children areenrolled?
How many children are
not in school ? Why?
Food: Where are the
markets, food stalls, snack
shops, and vendors?
Occupation: Where do
poor people live? What
are the main occupations
inthe community?
Ethnic: How many
different ethnic groups are
there? Where do they live?
Religious: Where are the
mosques, churches,
pagodas and/or temples?
What are the different
religious groups? What
arethereligious holidays?
Children: Do children
work?What do they do?
Men: Where do men go
for recreation? Isdrinking
aprobleminyour village?
Women: Where do
women get together?




Infrastructure: Arethere
more shops, more roads,
easi er access, electricity?

Socio-economic: Are
there more jobs, more
businesses, more money?

Population: Arethere
more or less people,
children, youth? Why?

Housing: Ishousing
better? How? (e.g. water,
electricity, etc.)

Health: Are there better
facilities, accessto
medicine, and treatment?
Isthereless disease?

Education: Arethere
more schools and
teachers?

Food: Is more food
available, morecrops,
more harvest, etc.?

Religion: Arethere more
religiousleaders?

INFORMATION GATHERING METHODS

3. TREND LINES

Purpose: Develop visua depiction of magjor trendsin malnutrition status,
food availability, economic situation, population growth, etc., over the last
fiveto ten years

With Whom: Eldersfrom different parts of the community
Materials: Flip chart paper, magic markers, and pictures/symbols
Time: Approximately 1 hour

Steps:

1. Explain to participants that they will be exploring together what has
happened in the last ten yearsin the community, what caused the
different changes and which changes were positive and which were
negative.

2. Ontheflip chart paper, draw two columns. Label thefirst “ten years
ago” and the second “ now.”

3. Ask participants to talk about what was the village like ten years ago
and compare their observationsto the current situation. Use the
probing questions at left to guide this discussion. Record the
answers in the appropriate columns.

4. Review/summarize the results of thisactivity with participants.

5. Optional discussion question: “What would you like to see ten years
from now? What are your dreamsfor your children?’

10 YEARS AGO
Jegs

ﬁ-—-
—
cump—
E! —
—

WOUSES
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4. SEASONAL CALENDAR

Purpose: Develop visua depiction of food availability, workload and
disease prevalence due to seasonal changes.

With Whom: Cross-section of the community, including women, leaders,
and providers

Materials: Flip chart paper, colored pens, avail able objects, flash cards
with drawing, beans, etc.

Time: Approximately 1 hour

Steps:
1. Explain the purpose of the activity to participants.

2.Guide participantsin drawing acalendar divided by months.
3.Usethe probing questions at right to solicit changes across the year.

4. Encourage community membersto record their observations on the
calendar.

5. Task a staff member with recording participants comments as they
progress through the activity.

6. Review/summarize the findings with participants.
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PROBING
QUESTIONS

Food: What
are the seasons
for different fruitsand
vegetables? How long do
seasons last? When do the
plants grow? When are
they harvested? What are
the seasons for eating
different meats or seafood?
How doesfood availability
change through the year?
Aretheretimeswhenit’s
hard to find food?

Weather: What isthe
weather like at different
times of theyear?

Events: When are
religiousevents/festivals?

Migration: Isthere any
seasonal migration of
people? Of animals?

School: When arethe
childrenin school ?

Disease: What diseases do
children get at different
times of theyear? Why?

Workload: |sworkload
thesameall year long?

Games. Arethereany
gamesthat are played only
at certain times of the
year? What are they and
who playsthem(i.e. boys/
girls)?




NUTRITION BASELINE ASSESSMENT

This section provides 1. Weight for Age Standards Table

Sandarcs for BOYS GRLS

WG ElTlelie. months | Median | <5 | S5 | SD | months| an | SD | SD | SD

To weigh and measure 0 33| 29| 24| 20 0 32| 27| 22| 18

children, see Guidelines 1 43| 36| 29| 22 1 40| 34| 28| 22

beginning on page 78. 2 52| 43| 35| 26 2| 47| 40| 33| 27
3 6.0/ 50| 41| 3.1 3 54| 47| 39| 32
4 6.7| 57| 47| 3.7 4 6.0/ 53| 45| 3.7
5 73| 63| 53| 43 5 6.7| 58| 50| 41
6 78| 6.9| 59| 4.9 6 72| 63| 55| 4.6
7 83| 7.4| 6.4| 5.4 7 77| 68| 59| 50
8 88| 7.8| 69| 5.9 8 82| 72| 63| 53
9 92| 82| 72| 63 9 86| 76| 6.6| 57
10 95| 86| 7.6| 6.6 10 89| 79| 6.9| 59
11 99| 89| 79| 6.9 11 92| 82| 72| 6.2
12 10.2| 9.1 81| 7.1 12 95| 85| 74| 6.4
13 10.4| 9.4| 83| 7.3 13 98| 87| 7.6| 6.6
14 10.7| 9.6| 85| 7.5 14| 10.0| 89| 7.8| 6.7
15 109| 9.8| 87| 7.6 15| 10.2| 9.1| 8.0| 6.9
16 11.1| 10.1| 88| 7.7 16| 10.4| 93| 82| 7.0
17 11.3| 10.1| 9.0| 7.8 17| 106| 95| 83| 7.2
18 11.5|10.3| 91| 7.9 18| 10.8| 9.7| 85| 7.3
19 11.7| 10.5| 9.2| 8.0 19| 11.0| 98| 86| 75
20 11.8| 10.6| 9.4| 8.1 20| 11.2|10.0| 88| 7.6
21 12.0/10.8| 95| 83 21| 11.4|102| 9.0| 7.7
22 12.2|109| 9.7| 8.4 22| 115|103| 9.1| 7.9
23 12.4| 11.1| 9.8| 85 23| 11.7|105| 9.3| 8.0
24 12.3| 11.2| 10.1| 9.0 24| 11.8/106| 9.4| 83
25 12.5| 11.4| 10.2| 9.0 25| 12.0(108| 96| 8.4
26 12.7| 115/ 10.3| 9.1 26| 12.2|11.0| 9.8| 85
27 12.9| 11.7|10.4| 9.1 27| 12.4|11.2| 99| 86
28 13.1| 11.8| 105| 9.2 28| 12.6|11.3| 10.1| 8.8
29 13.3/12.0|/10.6| 9.3 29| 12.8|11.5| 10.2| 89
30 135| 12.1/ 10.7| 9.4 30| 13.0|11.7| 10.3| 9.0
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Weight for Age Standards Table (continued)

BOYS GIRLS
Age in : "1] 2| "3 Agein . "q |2 | "3
months | Median | s5 | 55 | sp | months | Median | sy | sp | sp
31 13.7| 12.3| 10.9| 9.4 31 13.2| 11.9| 105| 9.1
32 13.9|12.4| 11.0| 95 32 13.4| 12.0| 10.6| 9.2
33 14.1]12.6| 11.1] 9.6 33 13.6|12.2| 10.8| 9.4
34 14.3|12.7| 11.2| 9.7 34 13.8] 12.3| 10.9| 95
35 14.4|12.9| 11.3| 9.7 35 13.9]/ 12.5| 11.0| 9.6
36 14.6|13.0| 11.4| 98 36 14.1| 12.6| 11.2| 9.7
37 14.8|13.2| 11.5| 9.9 37 14.3| 12.8| 11.3| 958
38 15.0| 13.3| 11.7| 10.0 38 14.4|12.9| 11.4| 9.9
39 15.2| 13.5| 11.8| 10.1 39 14.6| 13.1| 11.5| 10.0
40 15.3| 13.6| 11.9| 10.2 40 14.8| 13.2| 11.6] 10.1
41 15.5|13.8| 12.0| 10.3 41 14.9|13.3| 11.8] 10.2
42 15.7|13.9| 12.1| 10.4 42 15.1| 13.5| 11.9| 10.3
43 15.8| 14.1| 12.3| 105 43 15.2| 13.6| 12.0| 10.4
44 16.0| 14.2| 12.4| 10.6 44 15.4|13.7| 12.1] 10.5
45 16.2| 14.4| 12.5| 10.7 45 15.5| 13.9| 12.2| 10.6
46 16.4| 145 12.6| 10.8 46 15.7| 14.0| 12.3] 10.7
47 16.5|14.6| 12.8| 10.9 47 15.8| 14.1| 12.4| 10.8
48 16.7| 14.8| 12.9| 11.0 48 16.0| 14.3| 12.6| 10.9
49 16.9| 149 13.0| 11.1 49 16.1| 14.4| 12.7] 10.9
50 17.0| 15.1| 13.1| 11.2 50 16.2| 14.5| 12.8] 11.0 _
NOTE: Data for this table
51 17.2| 15.2| 13.3| 11.3 51 16.4|14.6| 12.9| 11.1| ome from two different child
52 17.4|15.4|13.4| 11.4 52 16.5| 14.8| 13.0| 11.2| populations. In the case of
53 175| 155| 135| 11.5 53|  16.7| 14.9| 13.1] 11.3| L€ age grouping from 0-23
months (above) the data is
54 17.7|15.7|13.7| 11.6 54 16.8| 15.0| 13.2| 11.4| based on Fels Research
55 179|15.8| 13.8] 11.8 55| 170/ 15.1] 13.3] 11.5| [nstitute, Yellow Springs,
Ohio studies. The 24-60
57 18.2| 16.1| 14.0| 12.0 57| 17.2|15.4| 135 11.6| Page) draws from National
Samples of the National
58 18.3|16.3| 14.2| 121 58 17.4|155| 13.6| 11.7| Center for Health Statistics.
59 18.5| 16.4| 14.3| 12.2 59 17.5| 15.6| 13.7| 11.8| This accounts for minor
60 18.7| 16.6| 14.4| 12.3 60 17.7| 15.7| 13.8| 11.9| nconsistencies at the point
of overlap (1).
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INITIAL

PREPARATION:

Ensure that the mother/
caregiver understands what
ishappening. M easurement
of weight and length can be
traumatic; participants
need to be comfortable
with the process. Keep
equipment cool, clean and
safely secured. Work out
of direct sunlight sinceit
can interferewith reading
scales and other equipment
and ismore comfortable
for people.

Two Trained People
Required: When possible,
two trained people should
measureachild’sheight
and length. The measurer
holdsthe child and takes
the measurements. The
assistant helps hold the
child and records
measurements. If thereis
only an untrained assistant
such as the mother, the
trained measurer should
also record the
measurements.

NUTRITION BASELINE ASSESSMENT

2. GUIDELINES FOR WEIGHING AND MEASURING CHILDREN

Instructions for Weighing a Child
Using a Salter-like Hanging Scale

1. Measurer or assistant: Hang the scale from a secure place like the
ceiling beam. You may need a piece of rope to hang the scale at eye level.
Ask the mother to undressthe child as much as possible.

2. Measurer: Attach apair of the empty weighing pants to the hook of the
scale and adjust the scale to zero, then remove from the scale.

3. Measurer: Have the mother hold the child.
Put your hands through the leg holes of the pants (Arrow 1).
Grasp the child'sfeet and pull the legs through the leg holes (Arrow 2).

Make certain the strap of the pantsisin front of the child.

Put hands
through
leg holes

These guidelines are adapted from How to Weigh and Measure Children:
Assessing the Nutritional Status of Young Children in Household Surveys,
UN Department of Technical Cooperation for Development and Statistical Office,
1996 (2) and Anthrometric Indicators Measurement Guide, Bruce Cogill, Food
and Nutrition Technical Assistance Project, 2001 (3).
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4. Measurer: Attach Assistant

the strap of the pants to with ij;g’;er

the hook of the scale. questionnaire scale at

DO NOT CARRY THE @ eye level (¢
CHILD BY THE

STRAP ONLY. Gently
lower the child and allow
the child to hang freely
(Arrow 3).

5. Assistant: Stand
behind and to one side of

the measurer ready to Child
record the measurement. ~ ‘ Prirc]a Igys
Have the form ready o

(Arrow 4). ..

/I\\
7 \\\\

oo

6. Measurer and
Assistant: Check the
child’sposition. Make
surethechildishanging
freely and not touching
anything. Repeat any (
steps as necessary.

7. Measurer: Holdthe ‘)

scale steady and read the
weight to the nearest 0.1 kg
(Arrow 5). Call out the
measurement when the child
isstill and the scale needleis stationary. Even children who are very active,
which causes the needle to wobbl e greatly will become still long enough to
take areading. WAIT FOR THE NEEDLE TO STOP MOVING.

8. Assistant:
measurer.

Immediately record the measurement and show it to the

9. Measurer: Asthe assistant records the measurement, gently lift the
child by the body. DO NOT LIFT THE CHILD BY THE STRAP OF THE
WEIGHING PANTS. Release the strap from the hook of the scale.

10. Measurer: Check the recorded measurement on the form for
accuracy and legibility. Instruct the assistant to erase and correct any errors.
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When to Weigh and
Measure: Weigh and
measurethe child only
after collecting all verbal
information. Thiswill
allow you to become
familiar with the members
of the household and help
the mother and child fedl
more comfortable before
the measurements begin.

Weigh and Measure
One Child at a Time:
Complete any questions
and measurementsfor
childrenone at atime. Do
not weigh and measure all
the children together. This
can easily cause confusion
and will create agreater
chance for errors such as
recording onechild's
measurements on another
child’'sform.

Control the Child:
When weighing and
measuring children, keep
them ascalm aspossible.
A child who isexcited or
scared can makeit difficult
to get an accurate
measurement. Befirm yet
gentle with children. Your
own sense of calm and self
confidencewill befelt by
the mother and child.

Recording
Measurements: Record
all measurementsin pencil
so that if amistakeis
made, it can be corrected.
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Instructions for Measuring Height
for Children 24 Months and Older

1. Measurer or assistant: Place the measuring board on ahard flat
surface against awall, table, tree, staircase, etc. Make sure the board cannot
move.

2. Measurer or assistant: Ask the mother to remove the child’s shoes
and unbraid any hair that would interfere with the height measurement. Ask
her to walk the child to the board and to kneel in front of the child.

Headpiece firmly

on head
Tell the child to look
straight ahead at the Me?(surer
mother who should be on xnees
already kneeling in front [[ @
of the child.
Hand on chin ¢
Shoulders level !p

Left hand

on knees;
together¢ ‘

against

Child’s hands and
arms at side (~—
N

\ A\ ]

)
a 5
= L Right hand

on child’s

N shins
Assistant Questionnaire and pencil on
on knees clipboard on floor or ground
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3. Assistant: Place the form and pencil on the ground (Arrow 1). Kneel
with both knees on the right side of the child (Arrow 2).

4. Measurer: Kneel onyour right knee on the child’sleft side (Arrow 3).
Thiswill give you maximum mobility.

5. Assistant: Placethe child sfeet flat and together in the center of and
against the back and base of the board. Place your right hand just above the
child’'sankles on the shins (Arrow 4), your left hand on the child's knees
(Arrow 5) and push against the board. Make sure the child’'slegs are
straight and the heels and calves are against the board (Arrows 6 and 7).
Tell the measurer when you have completed positioning the feet and legs.

6. Measurer: Tell the child to look straight ahead at the mother who
should be already kneeling in front of the child. Make surethe child’sline of
sight islevel with the ground (Arrow 8). Place your open left hand under
the child’schin. Gradually close your hand (Arrow 9). Do not cover the
child’s mouth or ears. Make sure the shoulders are level (Arrow 10), the
hands are at the child’s side (Arrow 11), and the head, shoulder blades and
buttocks are against the board (Arrows 12, 13, and 14). With your right
hand, lower the headpiece on top of the child’shead. Make sure you push
through the child’s hair (Arrow 15).

7. Measurer and assistant:
Check the child’'s position (Arrows 1-15).

Repeat any steps as necessary. E

8. Measurer: When the child’'s position

iscorrect, read and call out the measurement

to the nearest 0.1 cm. Remove the headpiece

from the child’s head and your left hand from !p
thechild’schin.

9. Assistant: Immediately record the
measurement and show it to the measurer. [;y

10.Measurer: Check the recorded
measurement on the form for accuracy
and legibility. Instruct the assistant to
erase and correct any errors.

=
D
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Make sure the shoulders
are level, the hands are
at the child’s side, and
the head, shoulder
blades and buttocks are
against the board
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Instructions for Measuring Length
for Infants and Children 0 — 23 Months

1. Measurer or assistant: Placethe measuring board on a hard flat
surface, i.e., ground, floor, or steady table.

2. Assistant: Placethe form and pencil on the ground, floor, or table
(Arrow 1). Kneel with both knees behind the base of the board if it ison the
ground or floor (Arrow 2).

3. Measurer: Kneel on theright side of the child so that you can hold the
foot piece with your right hand (Arrow 3).

Measurer 4. Measurer and assistant: With the mother’s help, lay the child on the
on knees board by supporting the back of the child's head with one hand and the trunk
of the body with the other hand. Gradually lower the child onto the board.
5 Assistant
on knees
= 7 \ 24
o
) = .
- 2
(e \
=
)
~
NG Hand on comfoﬁgrt?lfl ’
knees or ‘
shins; legs stralght¢ S
straight
——, I

@ 2

Child’s Child flat Hands cupped over ears;
feet flat on board head against base of
against board
footpiece

Questionnaire and pencil on
clipboard on ground
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5. Measurer or assistant: Ask the mother to kneel close on the
opposite side of the board facing the measurer asthiswill help to keep the
child calm.

6. Assistant: Cup your hands over the child’s ears (Arrow 4). With your
arms comfortably straight (Arrow 5), place the child’s head against the base
of the board so that the child islooking straight up.

The child’sline of sight should be perpendicular to the ground (Arrow 6).
Your head should be straight over the child’'shead. Look directly into the

child'seyes.
Line of sight perpindicular to base of board ¢' \

SN The child’s line of sight
£ 2\ should be perpendicular

X _TF N\ |} totheground. Your
TN\ R = head should be straight

- ) 300 over the child’s head.

1 4

7. Measurer: Make surethe childislying flat and in the center of the
board (Arrows 7). Place your left hand on the child’s shins (above the
ankles) or on the knees (Arrow 8). Pressthem firmly against the board.
With your right hand, place thefoot piecefirmly against the child’s heels
(Arrow 9).

8. Measurer and assistant: Check the child’sposition Repeat any
steps as necessary.

9. Measurer: When the child’s position is correct, read and call out the
measurement to the nearest 0.1 cm. Remove the foot piece and release your
left hand from the child’s shinsor knees.

10. Assistant: Immediately release the child’'s head, record the
measurement, and show it to the measurer.

11. Measurer: Check the recorded measurement on the form for accuracy
and legibility. Instruct the assistant to erase and correct any errors.
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CHAPTER FOUR

Step 4: Conduct a
Positive Deviance Inquiry

STEP 4

Conduct a Positive Deviance Inquiry

Plan PDI Logistics

Conduct home visits

Compile the findings

Share results with the community

oow>

Positive Deviance Inquiry (PDI) isatool used to discover the Positive

Deviant’s successful or desired practices. It iskey to the acceptance of
the behaviorsthat will be uncovered and then taught in aHearth. 1f community
members do not seefor themselveswhat their fellow community membersare
currently doing to prevent malnutrition, then they will not believe that there
are some good local practices that they can learn and follow to achieve the
sameresults. The PDI provides the information needed to design the menus
and health education content of the Hearth Sessions covered in Chapter 5.

The PDI israpid and carried out by community members, Hearth volunteers
and supervisorswho conduct home visitsand observe the behavior of families
and caregivers. The PDI and analysis of the results can be completed in less
than a week.

There are three or four basic categories of behaviorsthat are observed:

1. Feeding practices: useof aparticularly nutritious food, feeding
frequency and amounts

2. Caring practices: waysfamily membersand child interact
(psycho-socia care) and early childhood stimulation

3. Hygiene practices: includes body, food, and environmental
hygiene (hygieneis sometimesincluded with caring practices)

4. Health care practices: preventive health practices, home
management of illnessand use of health services
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The PDI processis:
¥ A new way of looking at old problems; looking for ways that work
today
¥ A way of observing the obvious: all around us are people practicing
behaviorsthat are possible for others
¥ Looking for uncommon but good, culturally
acceptabl e behaviors which can be made common
¥ Based on successful, healthy behaviors, not
 failures
¥ Based on self-discovery by the volunteerswho
\ represent their community
J ¥ Immediate and quick, not a drawn-out process
with lots of dataentry and analysis
¥ Based on asmall sample (four to six home

B! ;

4 &‘\. ) vigits) rather than alarge sasmple size

‘ i__',a QJ " 6?\\\}\77 A 2o \ 4 chused on obsgrvi ng ways that work in a

’ ) - particular community
The PDI process is ¥ Not passive, observers use al the senses
based on successful, ¥ A process that mobilizes the community to solve aproblem
healthy behaviors, not
failures. A. Plan PDI Logistics

1. Timeline

The PDI consists of training, home visits to positive deviant families and
the synthesisof the PDI information into acomposite of successful practices
that can be taught at Hearth sessions. These activities can be done within
one or two weeks:

1. Training for participating community members 2 days

2. Homevisits (6) in each community 1 or 2 days

3. Consolidation and compilation of PDI findings 1 day

2. Materials Needed
for a PDI

¥ Flip chartsfor consolidating findings

¥ Clipboards

¥ Nutritional information summaries per family
¥ Observation Checklist

¥ Semi-structured Interview Guide

¥ Family home Visit Findings Report

Prior to conducting home visits, volunteers should collect and compile
the nutritional status data on each family using information from family
registration cards (if available), the nutrition baseline assessment, and the
families’ wealth ranking. Useaform similar to the onein Table 4.1 to
compilethisinformation.
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BVAVCIN=W R Nutritional Information Summaries by PD Status

Family Name Weight Malnutrition Socio- Age
(kg) Status economic status of
(Normal, 1st, (Not poor, Poor, child
2nd or 3rd Very poor)
degree)

PD

PD

PD

PD

ND

ND

Not PD

Not PD

PD = Positive Deviant ND = Negative Deviant Not PD = Poor and Malnourished

The Observation Checklist includes:

¥ Observation of household members (selected child, primary
caregiver/mother, secondary caregivers, siblings, father, and other
family members)

¥ Observation of practices (hygiene, feeding, interactions,
breastfeeding, food preparation, and water usage)

¥ Observation of food availability (quantity, variety, source, storage,
preservation and processing)

¥ Observation of household environment (living quarters, home
garden, water sources, latrines, and animals)

The Semi-structured I nterview Guidelinesinclude:

¥ General questions about thefamily

¥ Questionsfor mothers on feeding practices, caring practices, health-
seeking practices

¥ Questionsfor older sibling caregivers, fathers, and grandmothers

2. Assignment of Teams

The PDI team is made up of community leaders, Hearth volunteers, and
local health center staff. The team is divided into sub-teams of two or
three persons each to conduct home visits and should include a good mix
of types of team members. More than three people on a team makes the
home visit seem too intrusive and intimidating. Each sub-team member
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The Observation
Checklist and a
Semi-structured
Interview Guide

are included at the end
of this chapter and
should be adapted and/
or translated into the
local context and
language before use.

Information from these
two tools is compiled in
the Family Home Visit
Findings Report

(see format on pages
104-105).



The team may find that
during the closer
analysis of a home visit,
a family initially
identified as a positive
deviant does not meet
the criteria.

should take on one role: interviewer, observer, or recorder. If only two
members are on the team, then either theinterviewer or observer must aso
record.

In total, the PDI team will visit at least four poor families that have well-
nourished children (positive deviants) and at |east two familiesthat are not
poor but have under-nourished children (negative deviants). If theteamis
unableto visit the richer families, select poor families with malnourished
children (non-positive deviants). Wherethe community islarge (over 3000
population), more visits may be needed. Sometimes the team may find
that during the closer analysisof ahomevisit, afamily initially identified as
apositive deviant doesnot in fact meet the criteria. Reasonsfor thisinclude
inaccurate weighing or special circumstances such asfinding out that the
childisan only child or the family isnot as poor as originally thought.

The home visits should be divided so that each sub-team visitsavariety of
positive deviant, non-positive deviant, and negative deviant families. Itis
also important to choose familieswith children under one year, oneto two
years, and two to three years to ensure that a variety of age-appropriate
feeding and caregiver practicesarefound. Set up aschedule of homevisits
so each team knowswhom they are visiting and when. Table4.2 provides
asample of PDI team assignments.

IV =IN=W: % Sample PDI Team Assignments

Team Interviewer Recorder Observer Type of families
interviewed
Hearth Field Supervisor/ |1 PD, 1 Not PD
Volunteer project staff | trainer
Hearth Health Nurse 1 PD, 1 NotPD
Volunteer Committee
member

Hearth Community | Nurse 1PD,1ND
Volunteer leader
Hearth Hearth Supervisor/ (1 PD, 1 ND
Volunteer Volunteer trainer

Total interviews: 4 Positive Deviant Families,

2 Non-Positive Deviant Families, 2 Negative Deviant Families

Families visited should not be informed of their PD, Not PD or Negative
Deviant (ND) status. Thevisit should be presented assmply aninformation
gathering and observation visit in which the team is completely non-
judgmental. PDI team members should be reminded to be polite, respectful
and friendly, to go not asteachers, but aslisteners, and to use open-ended,
instead of yes-no, closed, or leading questions. Always keep in mind the
purpose of the visit; to learn about nutrition habits in the community.
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B. Conduct Home Visits

Plan the home visits during times meals are prepared and eaten to ensure that
you will be able to observe actual practices. The home visits should take no
more than two hours. Be sure not to overstay your welcome.

C. Compile the Findings

Once the home visits have been conducted, selected members of the project
team review all the Family Home Visit Findings Reports. They look for
commonalitiesamong the PD families behaviorsthat might positively
impact achild’snutritional status. From these behaviors, the team compiles
amaster list of the beneficial household practices. Theteam can usea
matrix (Table 4.3) to compare PD practices across households.

GooD ‘

GooD Goop f
FEEDING CARING HEALTH
SEEXING

AN Rl Sample Matrix to Analyze PD Findings

Good Child
Care

Good Health
Care

Good Foods
Good Feeding

Household

The team can then circle those PD practices that are accessible to all in the
community. Thislist serves asthe basisfor the design of the Hearth sessions
and the messagesfor the health education presented there. Notethat the positive
behaviors and messages are acomposite of best practicesfrom severa families.

Positive Deviance/Hearth Manual / 89

A Step-by-
Step
Process for
Conducting
Home Visits
1. Introduce team
members to household
members and state the
purpose of your visit and
the length of time you
wish to stay.

2. Get the family’s
approval to join in their
daily routine and offer to
help out around the
house.

3. Befriend the family
members. Interact with
family members by
touching, playing, etc.

4. Visit the kitchen,
latrine, sleeping quarters,
animal sheds and eating
area.

5. Use a casual
conversa-tional style for
the interview of the
current or primary
caregiver.

6. Learn about the family
history, financial situation,
and caregiver’s hopes for
the children’s future.

7. After the home visit,
record observations in
the observation check
list.

8. Summarize information
from observations and
interviews on the Family
Home Visit Findings
Report at end of this
chapter.

9. Within one day, write a
story about this family
with a focus on the
caregiver(s) and the
children under five years
using quotes from family
members.




These sample practices
represent some of the
beneficial behaviors

“discovered” during the

PDIs in several
countries.

A =IN=W W/l Examples of Foods Identified in Various Projects

Country PD Food Accessibility
Vietnam Shrimps, greens Free; Collected in the rice paddies
Mozambique | Marula nuts Free - grow wild on trees and

collected off the ground

Nepal Wild berries, snails, | Free
frogs
Sri Lanka Soybean meat Low cost; available

Sample food and feeding practices:

v

v

Introduction of appropriate complementary feeding around six
months
Freguency of feeding

¥ Variety inthefood
¥ Amount and consistency (thickness) of food

v

No gender bias regarding eating order, amount and kind of food

¥ Continued frequent breastfeeding
¥ Appropriate management of child with poor appetite
¥ Supervision during feeding (active feeding)

Sample child caring practices:

v

v

<< € <€

Division of labor and childcare among caregivers so that an
adequate amount of timeis spent with each child

Caregiver(s) practice situational learning (interactive and
stimul ating activitieswith child while performing smpledaily
chores)

Use of traditional stimulation (massage)

Use of songs (Iullabies)

Positive interaction between child, primary and secondary
caregiversand older siblingsthat fosters emotional and cognitive
development (attention and signs of affection, frequent verbal
interaction)

Positive interaction between child and other family members
fostering child’s socialization (use of positive reinforcement/praise,
patience, modeling good behavior)

¥ Supervision at al times
¥ Appropriate stimulation and play for overall child development,

v
v

fostering child’s experimentation with environment and allowing
discovery

Use of age appropriate homemade toys and games

Father providing attention and affection

¥ A safeenvironment
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Sample hygienic practices:
¥ Food, body and environmental hygiene (washing face, hands and
feet with water before eating)

Sample preventive health practices:
¥ Completeimmunizations
¥ Regular weighing of child (if available)
¥ Useof mosquito netsin malaria-endemic

areas
¥ All family members use latrine or other
toilet facilities

¥ Regular de-worming of child and family
membersin endemic areas

Sample care of the sick child practices:

¥ Appropriate home treatment of the sick child

during illnessand recovery

¥ Appropriatediet and liquid during ilInessand

recovery period

¥ Appropriate home treatment of minor illnesses

and injuries (colds, cough, fever, ear ache, eye

inflammation, cuts, burns, bites, bruises, rash, etc.)

¥ Continued feeding of breast milk and appropriate

liquids and foods during diarrhea episodes; extra

foods given to child after adiarrhea episode

¥ Useof ORS or homeliquids to prevent
dehydration during diarrheal episodes

¥ Timely care-seeking of professional help for treatment of diseases
andinjuries

Sample household factors affecting child nutrition status:
¥ Accessto sufficient water
¥ Accessto safe drinking water
¥ Smokein the house
¥ House and animal sheds separate
¥ Cashincome
¥ Use of cash or other assets
¥ Parental substance abuse
¥ Domestic violence or child abuse

¥ Age and knowledge of the person who is caregiver in the mother’s
absence
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Note on De-worming:
Worm infections have a
large, negative impact on
the growth and
development of children
less than 24 months of
age. Young children were
previously excluded from
de-worming programs,
but new WHO guidelines
recommend that, in
endemic areas, all
children one year of age
and older should be
included in systematic
de-worming programs.
Check with the Ministry
of Health in your country
for the national policy.
Source: Allen 2002 (1)

EXAMPLE | Madagascar

Catholic Relief Services
conducts Hearth in an
urban environmentin
Madagascar. The PDI
found that mothers of
malnourished children
purchased firewood and
then had only enough
money left to buy riceto
feed their children. PD
mothers went outside the
city to collect fallen sticks
for firewood and, while
there, harvested wild
greens to add to therice
they bought for their
children. They used the
money saved from not
buying firewood to buy
other healthy foods.




The examples in Tables
4.5, 4.6 and 4.7 show
observations of positive
deviant, negative
deviant and non-positive
deviant families in
Bangladesh.

Not all of the negative
deviant and non-positive
deviant family behaviors
are poor; there is often a
mix of good and bad
practices. The
differences may be stark
or they may have to be
teased out. It takes
specific observations
and the use of a
“magnifying glass” to
detect the particular
behavioral differences,
but, it will gradually
become apparent which
behaviors matter most
to the well-being of the
child.

A 1MW R Positive Deviant, Bangladesh

General
information

Still breastfed
Well-nourished
5-member family
Grandmother -
secondary
caretaker
Father - day
labor, home
every 20 days
Environment
clean

Mother runs
small shop

No latrine
Presence of
soap and water
Drink tube well
water

Feeding
practices

Yesterday's diet:
rice, dhal, egg,
fish, biscuit

Fed 4 to 5 times
a day

Fed egg twice a
week
Complementary
feeding started
at 8th month
Fed biscuits
when appetite
poor

Caring
practices

Good mother-
child interaction
Mother plays
with child
Father always
ensures that
food is available
for his family
Child eats by
herself

Good
grandmother -
child interaction
Plays with clay
toys and a doll
Neighbors are
helpful

Health-seeking
practices

Child immunized
(no card)

Home
management of
diarrhea with
ORS

Cooling head for
fever

Wash hands
with soap
Regular bathing
House
environment is
clean

All food is
covered

IVACIN=W Nl Negative Deviant, Bangladesh

General
information

Breastfed,
malnourished

9 member family
Father:
agricultural
farmer,
landowner, hire
day labor
People and
cattle sleep
together (fear of
theft)

Big house, ClI
sheeting

No latrine

No vegetable
garden

Feeding
practices

Yesterday's diet:
cow's milk, rice,
fish, meat, sag
& pulse

When child not
hungry, not fed
Fed 3 or 4 times
a day

No active
feeding

During illness,
only breast milk
Mother is
careless about
feeding

Mother does not
have extra food
to supplement
her diet while
breastfeeding

Caring
practices

Father is not
close to child
Mother does not
show affection

Health -seeking

practices

No toilet/latrine

No washing hands
Immunization
completed (no card)

to child, does Mother does not
not interact know about home
Husband/wife management of
relation illnesses, or
aggressive diarrhea

Mother does not
care if children
play or not

Child displays
no interest in
strangers

Child is not
clean, muddy
Child is
unattended

Clean kitchen
utensils in the pond,
then put to dry on
cow dung
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LA IN=Y. %@ Non-positive Deviant, Bangladesh

General
Information

Malnourished,
delayed physical
development
10-member
family

5 sisters & 2
brothers

Only 1 child
goes to school
Father is farmer,
only earning
member
Courtyard not
clean

No vegetable
gardening

Open latrine

Feeding
Practice

Still breast-
feeding

Cow's milk
given from the
2nd month
Feeding twice a
day

Force feeding
Provide physical
punishment for
not eating

Diet: usually
feeds rice and
milk

Caring
Practice

Child
unattended

No toys

No stimulation
Elder siblings
get no guidance
from parents
No picture on
the wall

Sharp knife kept
within child's
reach

Delayed
communication
development
No practice of
social reward
Use physical
punishment.
Parents quarrel
in front of
children
Mother was
passive, shy,
and sick

Health
Practice

Mother knows
ORS
preparation and
uses it

Child is
immunized
Child suffers
from worm
infestation
Confusing
statement
regarding
deworming
Goes to village
doctors when
the child is sick

D. Share Results with the Community

Have team members make a poster to illustrate the successful practices that
enable even apoor family to haveawell-nourished child. Work withthe Village
Health Committee to think of creative ways to spread this information

throughout the community.

A feedback session with the community may include:
¥ A review of the activities carried out to date
¥ A review of the goals and objectives

¥ Aninteractive presentation of the PDI findings (see sample
exercises at the end of Chapter 2)
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The Village Committee
helps find creative ways
to spread positive
practices throughout the
community.

Make a poster to
illustrate the successful
practices that enable
even a poor family to
have a well-nourished
child



PDI QUESTIONS AND ANSWERS

Do you actually tell people they are “Positive” or “Negative”
Deviants?
A family should never be told that they are either positive or negative
deviants. They should be informed that they are being observed and
interviewed in order to hel p the community find solutionsto the malnutrition
problem. Referring to peopleasPD or ND stigmatizesthem. Pointing out
Never tell people they aperson’s negative practices could mean social suicide. Insomecultures,
are positive or negative so could pointing out the positive. When _the_whole cor_nmunlty_ knows
deviants: the aim of PDI who these mr_)thers are, there can be a rgjection _of their behaw_ors for
unrelated social reasons such as caste or economic status. In Vietnam,

Is to not to find “role many of these motherswere even poorer than thenorm. Aswith community

models,” but to find health workers, when someone is put in a “role model” position, it can

“model behaviors.” arouse jealousy in others. “Why is she better than us? Look, she doesn’t
even...” Theaimof PDI istonot to find “rolemodels,” but to find “model
behaviors.”

Can you use another term besides “Deviant?”
The word “deviant” itself sounds somewhat derogatory. Choose a more
culturally appropriate word. In Guatemala, PD mothers were called
“informant mothers” or “study cases.” Inthe Philippines, the PD mothers
werecalled “ coping mothers’ since successful mothers’ implied that others
withwell-nourished children were not successful. InHaiti, they arecalled
“Maman lumieres.”

What if during the PDI there is not a particular PD food that
stands out? What if the process results in a limited number of
foods that are not necessarily nutritious or accessible, yet are
used by PD families?
It may not become clear from the PDI that a particular food is *unique”
and can belabeled aPositive Deviant food. Infact, aspecific PD food that
isfound may not be necessarily nutritiousor accessible. Althoughitisnice
to be able to identify a particular PD food, this is not always possible.
Other characteristics such asfrequency of feeding and volume of food may
be equally important. Manner of food preparation may be the behavior
that makes the difference. For example, if vegetables are boiled until
overdone and depleted of nutritional value, then the proper way of cooking
may be a Positive Deviant behavior. In one PDI it was discovered that
when thevegetableswerefinely chopped, the children actually ate vegetables
and found them palatable. Families with malnourished children did not
chop large vegetables and the children did not eat them. Thisisan example
of food preparation making the crucial difference.
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PDI QUESTIONS AND ANSWERS

What happens when food availability changes with the sea-
sons?

The Positive Deviance Inquiry needs to be done in different seasons to see
how people cope under the different conditions. The menu must change to
adapt to thefood that isavailable and affordable during that time of year. Ina
“hunger season” or “dry season”, food scarcity will probably drive up prices.
Fruits and vegetables may be unavailable at certain times of year.

Do other issues need to be addressed?

Upon analyzing the PDI results, other issues may surface. Perhapsthereis a
need for an income-generating component. Thisisan opportunity to discussa
larger devel opment plan, whichisholistic and integrated with nutrition activities.
The Hearth program design is determined by the need to make an immediate
impact on malnutrition, beforewaiting for other causal factorsto be addressed,
such aswater supply, sanitation, and structural poverty. Hearth however, also
opens up the opportunity to look at larger issues and make long-term plansto
enhancethe quality of lifefor women, children and their families.

Does the PDI need to be conducted in every community?

It isessential to conduct aPDI in every community. Community participants
discover that solutions do exist in their own community. This process of
discovery empowers and motivates the community to accept new practices
and to participatein the Hearth sessions. An exceptionisasituation where no
PDsarefound in onecommunity but areidentified in aneighboring community
whichisclosely linked by familial relationships and culture and has the same
economic profile. In this situation, it is
possible to involve the community
members from the first community in
conducting the PDI aong with members
of the second community. This strategy
was applied successfully among the tiny
villagesin the Guatemalan highlandsand
inMali.

How do you overcome gender bias
within a household?

During the PDI, ook for Positive Deviant
behaviorsrelated to maleinvol vement that
can be promoted. The role of men in
supporting nutrition activities, such asthe
Hearth, cannot be understated.
Considering the power they usualy hold,
itisimportant that fathers understand the
value of good nutrition and allocating
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The Positive Deviance
Inquiry needs to be done
in different seasons to
see how people cope
under the different
conditions.

“I didn’t know anything
about nutrition, but now
when my wife asks for
money for food, | give it to
her right away. The
children eat well now.”
Testimony from
a Hearth father



PDI QUESTIONS AND ANSWERS

limited resourcestowards nutrition and health. After amother hasbeen trained
through the Hearth, she needs to have the ability to practice new behaviors at
home. If ahusband doesn’t support a mother’s actions, then she may not be
abletotry her new practices. The sameissuesapply to influential mothers-in-
law and grandmothers.

Itishelpful for the supervisor/trainer to hold ameeting with the fathers and/or
mothers-in-law midway through the 12-day Hearth session to explain the PDI
findings and key messages. In Guinea, men came for the first two Hearth
sessions. When the women subsequently asked for more money for the market,
the men understood and agreed.

Mothers with many closely-spaced children often wean abruptly.
How do you overcome this practice?

Promote child spacing and assure access to contraceptives. Look for positive
deviant behaviors demonstrating exclusive breastfeeding and good weaning
practices in the community. Children of mothers who stop breastfeeding
abruptly or prematurely (before six months) are much more likely to be
undernourished. The number of reasonsfor thisinclude poor hygiene practice,
diluted formula, insufficient food offered, and unclean water which leads to
diarrhea. Sometimes, even children who are older than six months have not
yet learned to eat well. Breast milk ensures adequate nutrition until achild can
consume and digest enough food on his’/her own. Breast milk also contains
antibodies to help children ward off illnesses. Educational messages should
stress that breastfeeding is critical to good health. When a child is ready to
wean, messages should focus on the importance of nutritious complementary
foods. Use qualitative research techniques to develop appropriate messages.

Can the PDI be used for problems other than malnutrition?

The Positive Deviance Inquiry is a low-tech, culturally appropriate tool for
problem-solving. For the purposes of thismanual, it isapplied to the problem
of malnutrition. However, once the process is learned, it can be applied to
other content areas, including advocacy.

Examples of Positive Deviance applied to breastfeeding, maternal and newborn
care, and birth outcome are provided on the next two pages.
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PDI QUESTIONS AND ANSWERS
APPLYING PDI APPROACH TO OTHER ISSUES

Breastfeeding in Vietnam

While breastfeeding is common in Vietnam, exclusive
| breastfeeding is not. Since 1990, Save the Children has
EXAMPLEJ implemented nutrition programs using the PD approach
to reduce severe childhood malnutrition. In 1999, Save the Children,
Emory University, and the LINKAGES Project recognized that while
efforts to rehabilitate malnourished children had been successful, PD
could also be used to prevent malnutrition through support for optimal
breastfeeding. They conducted a cross-sectional quantitative and
gualitative assessment of mothers’ breastfeeding knowledge,
attitudes, and practices.

They found that most mothers were aware of the appropriate
behaviors, including early initiation of breastfeeding and exclusive
breastfeeding, and recognized milk sufficiency. However, most
women returned to agricultural work shortly after delivery and
women who worked outside the home were less likely to exclusively
breastfeed than mothers who did not. Nonetheless, there were rare
PD mothers who worked outside the home yet exclusively
breastfed, generally interrupting their workday to return home to
breastfeed. Efforts are underway to develop programs informed by
these findings and other negotiated strategies. This departs from
previous PD programming in that it targets pregnant women and
mothers of infants less than six months of age and focuses on
breastfeeding to maintain good nutrition rather than on
complementary feeding to restore good nutrition.

Maternal and Newborn Care in Pakistan

In February 2001, Save the Children, in collaboration with
the Pakistan/Afghanistan Field Office, applied the PD
approach for the first time to newborn care. The team
conducted the PDI with both Afghan refugees and local Pakistanis in
Haripur District in the Northwest Frontier Province. In both settings,
the PDI revealed Positive Deviant practices, such as clean delivery,
warm delivery setting, cord cut with a clean razor blade, and mother-
in-law promoting exclusive breastfeeding.

EXAMPLE]

PD-informed interventions included hosting gatherings of pregnant
women facilitated by local health volunteers where women stitched
receiving blankets, assembled clean delivery kits, and promoted and
practiced maternal and newborn emphasis behaviors. This work
continues as more communities become involved and the process is
refined.
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Three examples of Save
the Children’s
experience in applying
the PD approach to
other health issues are
provided here. (2)



PDI QUESTIONS AND ANSWERS
APPLYING PDI APPROACH TO OTHER ISSUES

Birth Outcome in Egypt

| A Save the Children/Tufts University team carried out a
EXAMPLE pregnancy-related PDI in two rural, socio-economically
divergent communities in Al-Minya, Upper Egypt in June
and November 2000.

The PDI showed that:
v increased rest,
¥ more antenatal visits,
v better diet, and
v decreased symptoms suggesting urinary tract infection
were associated with better pregnancy weight gain and birth weight.

These results informed an ongoing pilot project that records monthly
weights for all pregnant women along with weekly IMPRESS
(Improved Pregnancy through Education and Supplementation)
sessions which, akin to Hearth, provide relevant health messages,
micronutrients, and food supplements based on the identified PDI
foods (in this case less expensive vegetables and meat, when
possible).
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OBSERVATION CHECKLIST FOR PDI

Name of Selected Child Date

Name of Family Community

Select Category: (PD) (NPD) (ND)

Starting Time: Ending Time:

I. Household Members: Observations:
1. Selected Child

Iss/hewell-nourished or malnourished?
What isthe child like? (energetic, content?)
Is g'he clean or not? (body and clothes)
Other observations:
2. Primary Caregiver:
Who is s/he? (the mother?)
What iss/helike?
Is s’he clean or not?
Other observations:
3. Secondary Caregiver:
Who iss/he? (the grandmother?)
What iss/helike?
Is s’he clean or not?
Other observations:
4. Siblings of the Child:
Arethey well-nourished or malnourished?
What are they like?
Arethey clean or not?
Other observations:
5. Father of the Child:
Who ishe? (the grandfather?)
What ishelike?
Is he clean or not?
Other observations:
6. Other Family Members:
Who arethey?
What are they like?
Arethey clean or not?
Other observations:
Il. Practices:
1. Feeding Practices
Wash hands before/after feeding child?
Child eatsfrom food picked off ground?
Child eatsfood touched by animals?
Washes plates/dishes?
Other observations:
2. Active/Passive Feeding
Childisalonewhile eating?
Typeof feeding?
What isthe child eating?
Consistency of food?
Amount of food (in spoonfuls)?
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OBSERVATION CHECKLIST FOR PDI (continued)

3. Family Eating Practices
Family eating together?
Priority to males: quantity/frequency?
Other:
4. Interaction between Caregiver & Child
Supervision and care for child?
Loving behavior?
Teaching the child to walk, talk, play?
Other:
5. Interaction of Family Members& Child
Supervision and care for child?
Loving behavior?
Teaching the child to walk, talk, play?
Other:
6. Personal Hygiene
Bathing the child?
Child’snailstrimmed?
Child away from animal excrement?
M other washes hands after toileting child?
Mother’snailstrimmed?
7. Food Preparation
Washes hands before preparing food?
Keep food covered before/after cooking?
Washes raw fruits and vegetables?
8. Water
Boiled drinking water?
K eep drinking water covered?
Clean water for bathing?
Source of water?
Water source, close or far? (give approx. distance/time to walk to source)
I11. Food Availability
Quantity and variety of foods?
Foodsfrom family garden?
Foodsfrom animal origin?
Food storage?
Food preservation and processing
V. HomeEnvironment
1. Home
What iskitchen like?
Sleeping quarters?
2. Latrine
If thereisone, isit clean or not?
Isit close or far?
If nolatrine, whereis excrement disposed?
3. Animals
Do they comeinsidethe house?
Arethey inapen?
Doesthe child play with them?
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SAMPLE SEMI-STRUCTURED INTERVIEW

PDI Guidelines:
Interviewing Caregivers during Home Visits

|. General Questions
1. How many peoplelivein the house? How many eat meals
together?
2. How many children are there? How old are they? How many
children are under three?
3. Do the older children go to school? If not, why?
4. What do you do for aliving? Father? Other family members?
5. How much does the family earn per day?
6. How long do they work? (Morning? Evening? All day? All
night?)
7. Where do they work? How long doesiit take to travel there?
Doesthe child accompany them?

II. Questionsabout Feeding Practicesto Caregiver
1. Areyou still breastfeeding this child? If yes, how often? At
night?
2. What food do you give your child in addition to breastfeeding?
3. When did you start complementary feeding? What
complementary food was used?
4. How many times aday do you feed your child?
5. How much food do you give your child? (Show with actual
plate and spoon)
6. Who feeds the child and how does the child eat? (hand, spoon,
chewing)
7. What have you fed your child so far today? (List food including
breastfeeding.)
8. What will you feed your child thisevening ?
9. Doesyour child get fed by other people? Who? (older siblings,
neighbor, etc.) ASsk questions about
10. What do you do when your child does not want to eat or has a feeding practices during

small low appetite? illness such as, “When
11. In your opinion what foods are not good for very young

children?Why? your child is sick with
12. When your child issick with diarrhea, do you feed himher the | l@rThea, do you feed
same, more or lessfood and liquids? Why? him/her the same, more
13. Do you buy food for the child outside? I yes, what food? or less food and liquids?
(snacks, fresh food) Why?”

14. From whom (specific food stall vendor) and why?
15. For lactating mothers only: What do you do about
breastfeeding when you are sick?
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-

Ask about the child’s
play time: who are the
playmates? Is play
encouraged? Does the
child have toys?

PDI Guidelines:
Interviewing Caregivers during Home Visits

1. Questionsabout Caring Practices

1. Beside you, with whom does your child interact? What do they
do with the child?

2. When you are away, who looks after your child?

3. What advice do you give this person? (safety)

4. What do you do when your small child is naughty (dirty, breaks
something, etc.)?

Probing: How do you beat? Where? How often?

5. How do you put your child to sleep?

6. Do you encourage your child to play with other children? Why?
Why not?

7. When do you play with your child? What do you do with him/
her?

8. What do you feel isthe most important thing a child needs?

9. What does your husband do for the children in the househol d?

10. How many children do you have? How many do you want?

11. Have you heard of child spacing? Areyouinterestedinit?

V. Questions about Health-Seeking Practices

1. How often do you bathe your child?

2. How do you toilet train your child?

3. What do you use water for? soap? (hand washing before eating?)

4. Isyour childimmunized?

5. What kind of ilInesses does your child have most often?

6. What do you do when your child has a cold?

7. What do you do when your child has diarrhea?

8. Hasyour child had diarrheain the past two weeks?

9. If yes, how did you treat it? If ORS, how to prepare?

10. When your child has diarrhea, what do you feed him?

11. What do you avoid feeding him?

12. What are the danger signs of pneumonia?

13. What do you do if your child has these signs?

14. How do you know your child issick? (signsof sickness)

15. Whom do you consult first? Then whom?

16. Who decides what to do when there is a severe health problem at
home?

17. What are the health problems for young children you are most
concerned about?

18. How do you solve these problems?

102 / Chapter Four: Conduct a Positive Deviance Inquiry



PDI Guidelines:
Interviewing Caregivers during Home Visits

V. Questionsfor older sibling caregiver
1. Do you go to school ?
2.What do you do besides|ooking after your younger siblings?
3.What do you do with your younger sister/brother?
4.What do you do when he/she cries? Gets hurt? Issick?
5. What do you do when the child is naughty?
6. What things do you like to do with your younger brother/sister?
Why?
7.What thingsdon’t you like to do? Why?
8. Do youinvolve him/her in your games? Why?
9.How do you feed the child? (Probing)

VI. Questionsfor Father
1. Inyour opinion, how isyour child?
2.How do you know your child is healthy?
3. How much time do you spend with your child everyday?
4. What do you do when you are with your child during the day?
5.What do you do when your child issick?
6. In your household, who decides what to do when your child is
sick?
7.How many children do you have? How many do you want?
8.Have you heard of child spacing? Areyou interested in it?

VII. Questionsfor Grandmother or Mother-in-Law

1. Inyour opinion, at what age should a child be given food in
addition to breastmilk?

2.What are good foods for children less than three years old?
Why?

3.What foods should NOT be given to children lessthan 3 years
old?

4. 1nclude questions from sections above on Feeding Practices and
Care Seeking Behavior.
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FAMILY HOME VISIT FINDINGS REPORT FORMAT

h(_)n_7e visits should be (information gathered from observation and semi-structured interview)
divided so that each stib- GENERAL INFORMATION FEEDING PRACTICES
team visits a variety of

positive deviant, non- Age / Sex /Nutritional Status Breastfeeding schedule
positive deviant, and

neg é?t.lve deviant Breastfeeding status Detailed daily diet of child
families.

Family size / Number and age of | Yesterday or today's meal / diet

siblings recall

Primary caretaker Frequency of meals

Secondary Caretaker Amount of food per child

Parents' occupation / Schedule Child's appetite status

Income (daily) Management of poor appetite

Type of housing (size, number of Food tabboos (avoidance) for young
rooms, etc.) children

Environmental cleanliness Under-3 supervision during feeding

Presence of latrine Active feeding

Water supply Food and liquid given during illness

and recovery

Garden / trees /animals Food bought from street vendor
Kitchen Criteria for selection of snacks
Physical appearance of child / Eating order of family

Family members

Concerns of parents related to child's
health
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FAMILY HOME VISIT FINDINGS REPORT (continued)

(information gathered from observation and semi-structured interview) PDI team members

should be reminded to be

CARING PRACTICES HEALTH SEEKING PRACTICES polite, respectful and
Emotional / psychological Body hygiene, cutting nails friendly, to go not as
appearance of child and family teachers, but as
members listeners, and to use
Child's reaction to strangers Food hygiene open-ended, instead of
Interaction between child and Washing hands before eating Y es-nq, closed, or leading
caregiver, siblings, other family questions.
members

Relation of secondary caregiver to Safe drinking water, soap
child (i.e. older sibling)

Child's play and stimulation with Environmental hygiene
other people

Parents' play and stimulation with Complete immunizations
child (details)

Role of father in childcare Treatment of minor injuries and
illnesses at home

Time spent with child by care givers | Management of diarrhea at home
(Oral Rehydration Therapy)

Division of labor and house chores | Identification of signs of sickness
between adult members of family

Method of disciplining the child Timely seeking of qualified help

ldentification of danger signs (Acute
Respiratory lllness and diarrhea)

Decision-making for seeking help

Use of mosquito net in malaria
endemic areas

Use of deworming

Use of iodized salt
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| Examples in

EXAMPLE]J this section:

1. Mozambique

2. Myanmar (rural and
urban)

3. Bolivia

4. African countries

5. South-East Asian
countries

6. South Asian
countries

These forms document
some of the findings to
date. They are intended
solely to provide examples
of PD behaviors and
practices and should not
replace a PDl in a
community. It still is
necessary to conduct a PD
in each community so that
it is locally appropriate and
so that the community
experiences the key
process of self-discovery.

PDI ANALYSES FROM DIFFERENT COUNTRIES

1. Mozambique

Positive Deviance Inquiry Results,
Nacala-a-velha, Mozambique, 1997

Good feeding
practices

Good child-caring
practices

Good health-caring
practices

Porridge made of
cashew fruit molasses
& manioc flour

Use of cashew nuts or
peanuts in Mathapa

3 meals a day
Introduction of

complementary
feeding at 5 months

Cover drinking water
container

Wash food before
processing

Wash hands before
eating

Supervise young
children at all times

Supervise/assist

young child at meals

Vaccination

Purchase medicine
with prescription only

Appropriate use of
ORS package or
home-made
equivalent

Poor or Ha
with M

rmful Practices of Poor Families

alnourished Children

(NPD)

Poor feeding
practices

Poor child caring
practices

Poor health caring
practices

Only 2 meals/day

No cashew nuts or
peanuts in food

No vegetable in daily

Many caregivers

Water container not
covered

Poor body & food

diet

hygiene

No vaccination

2. Myanmar

2a. Positive Deviance Inquiry Yangon, Urban Slum Setting

PD Feeding Practices
¥ Feeding the young child 3 meals a day, plus snacks
¥ Feeding the young child fruits such as papaya, guava, bananas
and oranges
¥ Feeding the young child a variety of food such as fried
vegetables (cabbage, watercress with vegetable oil), protein

energy foods (groundnuts, fried beans and molasses), eggs (quail
eggs), thick lentil soup (dhal)

¥ Feeding the young child boiled rice water
¥ Feeding the child nutritious shacks such as shrimp beignet,
dried biscuit

¥ Not purchasing cooked meal from street vendor for the young
child
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PD Child-Caring Practices

¥ Child is supervised at all times

¥ Secondary caregiver is experienced
¥ Mother plays with child (singing and stimulation)

¥ Supervision of child during meals (active feeding)

¥ Siblings or other family members interact with child (talking)

¥ Father plays with children

PD Health-Caring Practices
¥ Cutting fingernails regularly
¥ Bathing twice a day

¥ Washing hands before feeding and eating
¥ Washing hands after toileting the child
¥ Go to clinic for treatment of sick child

2b: Positive Deviance Inquiry, Rural Setting

Variety of complementary food: rice
+ oil+ potato or 2 chicken egg, or
beans

Amount: 1 teacup full per meal
Mother feeds child with small spoon

Snacks: potato or fish chips

Child 12 to 36 months
Frequent feeding: 4 or 5 times a day

Amount: 4 teacups full per meal
Variety of food in one meal:
breakfast - Mohinga, rice, beans,
vegetables (Vegetarian family), rice,
oil, small fish or shrimps, eel (Ma Yin)
lunch - rice, watercress, duck egg, oil
dinner - rice, vegetables, cheap meat
(pork/frog), + oil

Child eats with spoon, own plate
Child eats regular meals with family

Child drinks rice water 3 times/week

Child supervised while eating

trained to look
after younger
brother/sister

Father
supervises
dinner, tells
stories, sings
songs

Mother, other
family
members teach
child to talk

Mother
interacts with
child around
feeding

PD Feeding Practices PD Child PD Health
Caring Caring
Practices Practices
Child under 12 months Child always Use of soap to
Exclusive breastfeeding for 4 months | supervised bathe child
Complementary food 3 times/day Older sibling Use of soap to

wash hands
before & after
meals, after
toileting

Cut nails with
blade

Use soap and
ashes to clean
pots/plates

Complete
immunization
including
measles

Use iodized salt

Only parents
give children
medicine when
child is sick
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A comparison of the
urban and rural
Myanmar examples
showcases several key
differences between
urban and rural
settings.

In the rural Myanmar
example, notice how the
differences in feeding
practices were
distinguished by age
group. The under-one
practices differed from
the 1-3 year old practices.
This is important to
understand when
designing the Hearth.




2c: Emphasis Behaviors for Myanmar
FEEDING BEHAVIORS

¥ Complementary feeding by 6 months
¥ Feeding the young child 4 to 6 times a day: 3 meals + snacks
¥ Feeding the young child a good amount of food per meal

¥ Feeding the young child a variety of food such as eggs, fish, beans
and vegetables
¥ Cooking food with enough oll

¥ Feeding the young child nutritious snacks

CHILD CARING PRACTICES

¥ Child is supervised at all times
Caregivers practice active feeding
Caregivers play and sing with child,
Father is involved in childcare (singing, telling stories)
Older sibling is trained to look after younger child
Mother and other family members teach child to talk
Active feeding: coaxing, eye contact and smiling
Caregivers encourage child with poor appetite

< € € € € ¢ <

HEALTH-CARE PRACTICES
Food hygiene

¥ Washing vegetables at least 3 times

Keep uncooked food in safe place

Cover food at all times

Wash hands with soap before handling food

v
v
v
¥ Heat up left over food before eating

Body hygiene

Positive deviant _ _ ,
. . ¥ Wash hands with soap before and after feeding child

practices include good _ _

. . ¥ Wash child’'s hands and face before and after feeding
child body hygiene such _ _ _

. ¥ After going to latrine wash hands with soap

as washing hands and v Check children’s nail arlv and cut nals i
face before and after eck children’s nails regularly and cut nails if necessary
feeding. Environmental hygiene

¥ Sweep floor before and after eating
¥ Clean bowls, spoons, pots and pans with soap and ashes after use

Preventive/curative practices

¥ Use of iodized salt

¥ Identification of danger signs

¥ Home treatment of the sick child
¥ Home made ORS
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3. Bolivia

Positive Deviants

GOOD FEEDING
PRACTICES

GOOD CHILD
CARING
PRACTICES

GOOD HEALTH
CARING
PRACTICES

Exclusive breastfeeding for 6
months

Breastfeeding on demand

Use of a variety of foods
such as carrot juice, chicken,
turnips, and radishes

Frequently fed food: meat
(Llama meat, eggs,
cow/sheep milk, lamb fat)
vegetables & fruits (green
beans, parsley, papaya,
orange & mandarins) grains
& legumes (quinoa, dried
broad beans, dried peas,
wheat, oats, peanuts)

Feeding 3 to 5 times a day
Mid-morning snack

10-20 spoonfuls of food each
meal

Community garden that is
well-cared for with produce
capable of growing during
winter months

Active feeding:
loving & patient
interaction

Use of own plate
for older child

Use of games,

songs and special
foods for the child
with poor appetite

Help/supervision
during the meal

Fathers help
mothers care for
children

Fathers and
siblings are loving
and playful and
teach the child

Hygienic preparation
of food

Boiled drinking water

Child is bathed 2-3
times a week during
the winter months

Wash child's hand
and face with soap
and water during the
day

Correct use of ORT

Home remedies:
herbal teas, boiled
liquids with wheat
flour

Alcohol bath with
green branches when
child has fever

Seek medical care
at the hospital

Increased food &
liquids for the child
during & after illness

Complete
vaccinations and
Vitamin A
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Positive deviant
practices include boiled
drinking water and
covering drinking
water.



Positive deviant
practices include
father’s involvement in
the overall development
of their children.

4. Africa

Summary of Positive Deviant Practices found during PDIs

Prac- Egypt Mozam- Mali Tanzania
tices bique/
North
Feeding Fed cooked Breakfast Porridge with Groundnuts:
Practices meal more food: porridge karite oil at 6 every day
than once a of cashew fruit | months
week molasses & Beans/peas:
manioc flour; Sauces, fish, 2 - 3 times/week
Fed variety of cashew meat, eggs,
food: green nuts/peanuts in | family dish Green vegetable:
vegetables, Mathapa (meal 2 - 4 times/week
eggs, beans w/ veggies) Seasonal fruits
by 12 months Sweet potatoes:
Sick child fed 3 meals/day 4-5 times/week
fresh lemon 6 feedings/day
juice, other Complement-- Fruits: 4- 5
liquids ary feeding at No eating on times/week
5 months dirt or floor
No food
taboos
Child Active feeding Cover drinking Father involved | N/A
Caring & supervision water in feeding/
Practices around meals container overall
development of
Child not Wash food child
allowed to play | before
in canal processing Good relations
between
Child not left Wash hands parents &
on the ground, before eating secondary
beaten, or caregiver
yelled at Supervise
young child at Coax child with
Adult all times poor appetite
supervision at
all times Assist young Dote on young
child at meals child
Health Good body Complete 2 baths/day N/A
Care hygiene vaccination
Practices Wash hands

Cut nails, wash
hands

Bathe once a
week

Good
environmental
hygiene

Seek
professional
help when child
has fever,
cough, loose
stools

Check for
worms

Purchase
medicine with
prescription
only

Appropriate
usage of ORS
package or
home-made
equivalent

before/after
meals

Complete
vaccination

Any adult can
decide on

seeking help
for treatment

Father follows
child's
development

Enrollment/use
of available
health
insurance
package
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5. South-East Asia

Summary of Positive Deviant Practices found during PDls

Practices Cambodia Myanmar Vietnam
(peri-urban
slums)
Feeding Complementary 3 meals a day, plus Complementary
practices feeding around 6-7 snacks feeding at 4 months
months, 3+
meals/day Papaya, guava, Variety of food:
bananas and eggs, crabs,
Smoked fish, crabs, | oranges, fried shrimps, snails, soy
cockroach, duck vegetables products, seasonal
eggs, snails, black groundnuts, fried fruits & vegetables
spider, short and beans and
long leg frogs molasses, quail Inclusion of fat
eggs, thick lentil (peanuts & sesame,
Vegetables from soup "dhal", boiled pork fat) in diet of
forest: watercress, rice water young children
anaon leaves/
flowers, sour paste, Not purchasing Feed child 4-6
fish past, spider cooked meal from times/day, including
sauce street vendor snacks
Keep left over food
for snack between
meals
Child Father looks after Supervision at all Division of labor
Caring child times allows appropriate
practices childcare
Mother prepares Experienced
food; gives secondary caregiver | Father involved in
instructions to childcare
caregiver when she Mother plays with
goes out child (singing and Appropriate
stimulation) management of
Father feeds child with poor
children all kinds of Active feeding appetite
food: believes good
nutrition brings good | Siblings, other
health family members
interact with child
Display of affection
and care by parents | Father plays with
children
No video parlor
attendance
Health Wash hands before Cut fingernails Wash hands before
Caring eating regularly meals and breast -

Practices

Water jar, leftover
food covered

Use locally -made
ORS from tamarind
and guava tree bark
boiled in water

Keep breastfeeding
when child has
diarrhea

Give deworming
medicine if child
has distended
stomach

Early identification
of signs of sickness
(shortness of breath,
cough, fever and
diarrhea)

Bathe twice a day

Wash hands before
feeding and eating

Wash hands after
toileting child

Go to clinic for
treatment of sick
child

feeding, after
defecation

Cover drinking
water/well

Cut nails regularly

Prompt attention
and care of sick
child

No reduction of
food intake when
child sick

Consult with health
provider regarding
medicine (no self-
prescription)
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Positive deviant
practices include fathers
feeding their children all
kinds of food.



Positive deviant
practices include
caretakers playing with
children.

6. South Asia

Summary of Positive Deviant Practices found during PDlIs

Practices Bangladesh Bhutan Nepal (hills)
Feeding Feed young child | Complementary Complementary
Practices fish, vegetables food "lep" made feeding around 5

and egg (normal of cereals mixed months
diet for young with vegetables
children: rice Variety of food:
powder or soft Soup with meat pea, eggplant,
rice with salt, in bone, eggs yam, onion leaf,
addition to breast- cabbages,
milk) Feed 4 times/day | tomatoes, fish,
snails, goat,
Introduce Feed foodchild pork, chicken,
complementary likes when poor crabs lemon,
feeding at 6 appetite (banana, | mulberry, guava,
months (Shapla cheese) chiuri, nibuwa,
family only) mango
Active feeding,
supervision of
child during meals
Child Caring Lullabies, songs, Supervision of Father
Practices stories, games child by participates in

Caregivers play
with child, with
homemade toys

Competent
secondary
caregiver: father
attentive to well-
being of child

Keep home
environment safe

experienced
caregiver at all
times

Caregiver
involved in child's
activities

care

Mother spends
time w/child

Children eat with
parents

Caregivers
display affection

Health Caring
Practices

Immediate
removal of stools
and hand washing
with soap after
toileting

Wash hands
before eating

Wash kitchen

pots/pans from
tube well water
(not from pond)

Cold sponging
during fever
episode

When child sick,
more frequent
feeding of smaller
portions of food

When child is sick
for 1 day, perform
puja then take to

Basic Health

Unit

Wash hands
before eating

Bathe child
daily/every other
day

Use herbal
medicine for
small ilinesses

Frequent feeding
during illness

Continue
breastfeeding
&/or giving fluids/
food during
episodes of
diarrhea
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CHAPTER FIVE
Step 5. Design Hearth Sessions

Design Hearth Sessions

Schedule Hearth sessions

Plan Hearth session menus

Design health education messages
Choose site for Hearth sessions
Design protocols for the Hearth
sessions

Create a one-year plan of activities

STEP 5

moowy

o

he Hearth is held in homes of people in the community for twelve days

(six days per week) with no more than ten malnourished children and
their caregivers. At each session, the caregivers prepare energy-rich, calorie-
densefoods and feed their children under the guidance of thevolunteers. They
also learn about nutritious foods, positive child-caring practices and health
carebehaviors, including proper hygiene. Asthe priceof admission, caregivers
arerequired to make adaily contribution of the community-specific Positive
Deviant food (identified through the PDI) or other locally available foods
needed for the meal.

Daily Hearth sessionsusually last for two hours. Each session containsthese
components:

v Setting up the cooking, feeding and handwashing stations

v Handwashing

v Food preparation

v Feeding

v Integration of health and nutrition education messages and practices

The Hearth sessionsare designed immediately following the Positive Deviance
Inquiry. The PDI guides the decisions on which foods to prepare, which
behaviorsto promote, and which information to share so that others can learn
to internalize PD behaviors. The new feeding, caring and hygiene practices
will be demonstrated and practiced in agroup during the Hearth sessionsand
later, individually at home. It is aso through the daily Hearth sessions that
children will receive the extranutrition necessary for their rehabilitation.

This chapter coversthe key activitiesin designing the Hearth sessions.
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Note: If sessions are
scheduled in the morning
in some communities and
in the afternoon in
others, the supervisor will
be able to cover two
communities per day.
Start-up of Hearth
sessions in a target area
should be staggered so
that the supervisor can
attend all sessions in a
given community the first
week, shifting attention to
other start-up
communities as the first
volunteers gain
confidence in conducting
the sessions alone.

A. Schedule Hearth Sessions
When planning/scheduling the 12-day Hearth sessions, keep thefollowing
criteriainmind:
v Hold them as soon as possible after children have been weighed
v Plan sessions each month, or every other month, or in seasonal
patterns that correspond to times of the year when children are most
malnourished (sessions are generally not needed beyond aone-year
period in each community)
v Plan seasonal Hearth sessionsto provide families with appropriate
seasonal variationsto menus

Schedule the daily Hearth sessions according to the following criteria:
v Select atime during the day that is most convenient for mothers/
caregiversto attend so that there will be a high attendance
v Since children will still be expected to eat from the family pot as
frequently as usual, select atimethat is between meals as appropriate
for an additional, supplementary, meal (e.g., 10 am. or 3 p.m.)

12-day Hearth Sessio 2-week Follow-Up 12-day Hearth Session
£
N (N §
(BATX) s (DI

B. Plan Hearth Session Menus

The supplemental meal required to rehabilitate malnourished children is
served each day of the two-week session. According to WHO, during the
rehabilitation period, achild should receive between 150-220 cal ories per
kilogram of body weight per day. If achild eats less than 130 calories/
kilogram/day, rehabilitation is not possible. Therefore, programs should
strive to create Hearth session menus composed of 600-800 calories each
day with 25-27 grams of protein for each child. (1) With these menusand
theresulting rapid recuperation, caregiverswill seeavisible changewithin
thetwo weeks. Thiswill motivate familiesto adopt the new child-feeding
behaviors.

, . . - . .
In some regions, it is very difficult to create menus

meeting requirements based entirely on local foods.

In these cases, menus with a minimum of 500 to 600 calories
and 18 to 20 grams of protein will suffice to rehabilitate
malnourished children over a longer period of time. In this
situation, children will most likely need to repeat the Hearth
session more than once. The advantage of repeating the Hearth is
that it allows caregivers and family members more time to learn the
practices needed for child growth and development as well as
develop other community-based strategies to overcome malnutrition.
This increases the likelihood of more sustained rehabilitation and

prevention of future malnutrition in the community.

IV

IDEA

114 / Chapter Five: Design Hearth Sessions



Menus must:

v Include anutritious, non-filling snack food for children to eat while
the mothers or caregivers are cooking

v Includethe special PD foods (i.e., fruits, vegetables, shrimps, oil, or
nuts)

v Provide avariety of ways of preparing the foods

v Useingredientsthat arelocally available, seasonally appropriate and
affordable

v Usefoodsrichin Vitamin A, iron, and other micronutrients, as
available

v Useanimal products and oil or fats whenever possible

v Ensurethat all food groups are present at each meal so that the
children receive abalanced meal

Develop the menus based on the results of the PDI feeding practices, a
quick market survey, and an analysis of the nutritive value of local foods.

Materials needed:
v Caculators v L ocal measuring cups and spoons
v Food compositiontables ¥ Food scale (optional)

1. Conduct a Market Survey

A ssimplemarket survey conducted by the volunteersidentifies appropriate
and affordable foods that can be purchased and used by each family (see
example below). Look at the variety of foods and the local unit of cost.
Ask the sellers about seasonal variations and “lean months’ as well as
expected pricedifferentials (e.g., inthedry season, fruitsdoublein price).
Remember that some PD foods may be gathered at no cost to the families
from gardens, fields or water.

A IMSSW M Market Survey from Sri Lanka

Item Quantity Rupees |ltem Quantity | Rupees A simp le market survey
conducted by the
Egg 1 4 Tuna 1kg 100 volunteers identifies
Potato 1 kg 50 shark tuna 1 kg 120 appropriate and
Rice 1 kg _ Fish 1 kg 200 affordable foods that can
be purchased and used
Dried fish 100 gm 12 Fish 1 kg 140 by each family
Lentils 500 gm 28 Small fish 1 kg 40
Green gram 500 gm 30 Salted fish 1 kg 100
Vegetable oll 1 liter 115 Pencil fish 1 kg 100
Coconut ol 1 liter 55 Village tank 1kg 60
fish
Coconut milk 1 liter 65 Beef 1 kg 120
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[ ]
[ ]
Spices and flavorings
such as fish sauce,
turmeric, salt, onion,
garlic and ginger, often
included in menus to
improve taste, are not
included in the
nutritional assessment
since they do not add
any significant
nutritional value.

[Zinc is not well-absorbed by
those consuming vegetarian (no
animal products) diets
compared to absorption by non-
vegetarians. Vegetarians may
require twice as much (the
amount in parentheses).

Source: Dietary Reference
Intakes, Food and Nutrition
Board of the National Academy
of Sciences, in publication. (2)

Carrots 1 kg 40 Chicken 1 kg 140
Eggplant 1 kg 24 Chicken liver 1 kg 160
Tomato 1 kg 56 King coconut 1 70
Pumpkin 500 gm 15 Lettuce 1 kg 80
Beet 1 kg 36 Plantain 1 kg 40
Green beans 1 kg 36 Kangkung 500 gm 4
Green leaves 1 bunch 5 Beet seeds 100 gm 4
Gilum beans 1 kg 40 Dambelo 1 kg 40

2. Calculatethe Nutritional Value of Hearth Meals

Food composition tables, usually available from the national Ministry of
Health, providethe nutritional breakdown of 100 gramsof edible portions
in terms of energy, fat, protein and micronutrient content (calcium, B-
carotene equivalent for Vitamin A, riboflavin, niacin, etc.) content. Using
these tables, the team determines the nutritional value of the Hearth meal
and snack per child so that the total number of calories and the protein
content issufficient for catch-up growth and an adequate intake of vitamins
and mineralsisensured. Table 5.3 can befilled in with the proposed menu
itemsand their corresponding nutritional values. Adjust thefood quantities
inthe menu until each child's serving containsat |east 600-800 kilocalories
and 25-27 grams of protein.

Meals and snacks can be “enriched” to increase the density of calories by
adding oil or nuts. Adding oil to abow! of porridge to boost caloric value
can reduce by half the volume of porridge achild would otherwise haveto
consume. Once children have achieved catch-up growth, thenthe PD menu
(without as much oil) should be enough to sustain growth and prevent
them from faltering again.

Vitamins A and C, Iron and Zinc should be taken into account when planning
the meals. The required levels of specific micronutrients are provided in
Table 5.2. More information about the importance and sources of various
micronutrients can be found at the end of this chapter.

A MSWAl Required Micronutrient Levels

Age Vitamin A Vitamin C Iron Zinc*
7-12 mos. 400 RE 50 mg 11 mg 3 (6) mg
(RE = Retinal
Equivalent)
1-3 years 500 RE 15 mg 7 mg 5 (10 mg
4-6 years 300 RE 25 mg 10 mg 5 (10) mg
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A NS Market Survey from Sri Lanka

K- FERROUS FOLIC
FOOD | QUAN- CALORIE PROTEIN IRON VITAMIN A ZINC ACID
TITY GMS
ITEM 100 [ rorarl S/ |rota| Mg/ | Ma/| W7 | W7 | Mg/ | Mo/ | Mg/ | Mg/
gms 1009 100g |total | 100g | Total | 1009 |total | 100g | total

1.
sample | 200g |200g| 90 | 180 | 12 | 24 4 8 0] 0 2 4 9 18
food

2.

3.

4.

5.

6.

7.

8.

Totals:

3. Make Any Necessary Menu Adaptations Breastfeeding should
Menus need to be culturally appropriate and adjusted according totheage - pe encouraged for

of the malnourished participants. If the majority of children are under 12 children under two
months of age, appropriate complementary (weaning) foods will need to .

be prepared. If the group is mixed in age, the same meal can usualy be years old. Breastmilk
made with asofter consistency for the younger children by cooking foods  Should not, however, be

dightly longer and then mashing them. included in the calorie
calculation. It should
Other menu adaptations may be needed in specific communities: be given to children

v F_asting m(’anus- some c_ountriesfast for religious purposes. Often upon demand and is
fasting doesn’t apply to children, but adults may not want to cook or

handle food that isrestricted during thistime. Develop menus or over and above the
timing of Hearth sessionswith thisin mind. supplemental meal (and
v Dry season menus - Some countries suffer from near drought all other meals).
conditions during their dry season. Fruitsand vegetables becomerare

or unavailable. Anticipate the lean season and design menusthat are

resourceful in using what isavailable, or creatively usefood that has

been dried or stored from the abundant season.

v Vegetarian menus - For those communities that choose not to

consume animal or fish products, design menusthat are high in protein

using food combinations (rice and beans) or other high protein

products such as tempeh and soy products, including tofu.

4. Determine Portion Size

Using the calorie and protein requirements and a food weighing scale,
determine the quantity and weight of asingle portion. Since food should
be served by volume, not weight, during a Hearth session, determine how
to measure the desired volume using local measuring tools. These
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measurements might be cans, fistfuls, threefinger pinches, portionsof water
bottles, etc. This method enables the volunteer to measure the portions
for each child during the Hearth session and provides a practical method
that caregivers can use at home.

.\_:.
=

Since food should be
served by volume, not
weight, during a Hearth
session, determine how
to measure the desired
volume using local
measuring tools.

6. Prepare Meal Schedule
With all of the preceding information, prepare a meal schedule covering
each of the twelve days of the Hearth session. Include:
v Menus (may alternate two basic menus from day to day)
(See Table 5.4)
v Quantities needed of all ingredients
v Who will provide which ingredients and in what amounts
v Portion sizes

AR SERN Sample Menu from India

Menu Contri- Home Quantit Calories Protein | Costin
bution Measure y (grams) | Rupees

Rice NGO 4 tablespoons | 50 grams 200 45 1.35
Green leaves | Family 1/4 bunch 80 gms 35 2 1
Coconut Family 1 handful 20 gms 222 2.2 1.25
Dried fish Family 2 tickels 20 gms 50 11 4
(PD)
Coconut oil NGO 1 tablespoon 1 thsp 100 0 0.5
Dahl Family 2 tablespoons |15 gms 35 3 1.7
Soy Meat Family 1 handful 10 gms 43 4 1
(PD)
Snack: NGO 1 handful 5 gms 55 3 2
pumpkin
seeds
TOTAL 740 29.7 12.8
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6. Prepare Meal Schedule
With all of the preceding information, prepare a meal schedule covering
each of the twelve days of the Hearth session. Include:

v Menus (may aternate two basic menus from day to day)

(See Table 5.5)

v Quantities needed of al ingredients

v Who will provide which ingredients and in what amounts

v Portion sizes

LAV RSGRS Sample Daily Menu from Sri Lanka

MENU A: Day |Day |Day |Day |Day |Day | Day
Breastmilk plus ... 1 12 |3 |4 |5 |6 |7
Rice

Soya meat + dahl

Green leaves + coconut | |B |A |B |A |B |OFF

Coconut oil No
o]]
MENU B: Day |Day |Day | Day |Day | Day
Breastmilk plus ... 8 |9 |10 |11 |12 |13
Dried/fried sprats
Rice A B |A |B |A |B |Weighout
Green beans, papaya ;”

Coconut oil

C. Design Health Education Messages

SincetheHearth sessionsare set in asmall, intimate environment wherewomen
arefocused on the health of their children, they present an excellent opportunity
to disseminate health education messages. Not only are the participants a
“captive audience,” they are also receptive to the messages and interested in
keeping their children healthy.

1. Identify Key Messages

The PDI process should have identified anumber of behaviorsthat appear
to lead to better health and nutrition among the PD families. Use these
practices as the basis for health education messages. In order to affirm
that the lessons from the PDI are in line with international standards on
healthful practices, cross check the messages with the Ministry of Health
national health messages, or “Factsfor Life” UNICEF messages(3). Focus
on feeding, hygiene, child caring practices and important health caring
practices, including home care practicesfor the sick child.

Although many key messages are demonstrated in the process of carrying
out Hearth sessions (such as practicing hand washing and active feeding),
messagesthat directly reflect the PDI-identified practicesneed to beclarified
and emphasized.
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The boxes on this page
provide examples of
messages developed
around identified PD
practices in Myanmar,
Tajikistan,
Mozambique, and
Vietnam.

In Tajikistan, PDI
Children were:

v Breastfed on
demand after six
months of age

v Given good care
and kept hydrated
with home liquids
during diarrhea
episodes

Key Messages from
PDIin Mozambique

Children under three
years of age need:

v To eat five to six
times each day in
addition to having
breastmilk

v Extra fat or oil in
their diets

v A high protein diet
with marula nuts

v To eat more
protective foods
like fruits and
vegetables

PDI Feeding Practices in Myanmar by Age Group

Children six to twelve months:

v Complementary foods provided three times a day in addition to
breastmilk on demand

v Variety of complementary food provided: rice, oil, potato, half
chicken egg, beans

v Amount of food: one teacup full per meal

v Mother feeds the child with a small spoon

v Mother provides snacks of potato or fish chips

Children twelve to thirty-six months:

v Frequent feeding: four-five times a day in addition to breastmilk

v Amount of food: four teacups full per meal

v Variety of food in one meal [Breakfast fish stew; Rice + beans +
vegetables (Vegetarian family); Rice + small fish or shrimps and eel
+oil; Rice + watercress + duck egg + oil; Rice + vegetables + cheap
meat (pork/frog) + oil]

v Child eats with spoon and has own plate

v Child eats regular meals with family

v Child drinks rice water three times a week

v Child is supervised while eating

Key PDI Messages from Vietnam
1. Breastfeeding: Breastmilk is the best food for the child. It helps
protect the child against disease and helps develop a strong
relationship between the mother and the child. Do not stop
breastfeeding before twelve months.
2. The good foods — colored bowl: We must give children under
three a variety of foods three to five times per day. These foods
include the “good foods” which some very poor families with well-
nourished children use and that are available in our commune. We can
make a “colored bowl” of these nutritious “good foods”, which are...
3. Supplementary food: From six months, in addition to breastmilk,
we need to give children supplementary food. We can start by giving
them weak, watered-down rice gruel and gradually give them a
stronger thicker mix of rice flour cooked in shrimp, crab or vegetable
broth instead of water.
4. Good child care: Children need people to take care of them, feed
them, play with them, and guide them. Good child care will help the
child to grow healthy, bright and able to love people.
5. Good health care: We can help prevent diseases from affecting
children by keeping the house, the children’s bodies, and their food
clean; giving the children vaccinations to prevent serious disease and
bringing sick children to the commune health center; and weighing the
children regularly to detect malnourishment at an early stage.
6. Taking care of well-nourished children at home: Families can
continue to maintain and improve their children’s health at home by
using the “good foods” available in the commune which are..., the
“good child care”, and “good health care” they have learned from the
“Model Families”, such as...

120 / Chapter Five: Design Hearth Sessions




Messages Related to Planning Healthy, Well-Balanced Meals
Themeal s planned for the Hearth sessionsinclude acomputation of calories,
carbohydrates, fats, proteins, and micronutrients. Both Hearth volunteers
and caregivers, however, need to learn an easy method, such as food
groupings, to plan their own balanced meals. Check to see if there are
specific food groupings used in national nutrition policies.

Studieshavefound that caregivershaveadifficult timeretaining information
on three or four food groups. 1n addition, they may become more focused
on the combination of ingredients and their “category,” while forgetting
the importance of frequency and quantity. In this case, the “three-color”
or “colorful plate” concept can be useful. If three different colors (the
most common food choices are white/yellow, green, and red/orange) are
present, the meal isusually balanced. Sincethe staplefood isoften white
or yellow, two foods in other colors would be added to make a balanced
meal.

The Food Square is another way to teach food groupings (see Chapter 2,
Exercise 9: “Traditional Meals’). In the Food Square, each of the four
sections represents an important component of a balanced diet. Draw a
big square on the ground with a stick and place the food to be cooked
during a Hearth session within the appropriate boxes to show the
importance of variety in ahealthy diet.

Messages Related to Meal Process

The process of the meal may be an important PD practice.
In Mali, it was found that a child with his’her own
feeding bowl was much better off than the child who
shared afamily plate.

Thisimportant finding wasintegrated into the Hearth session
practice and key messages. Active feeding has often been
identified in PDIs as akey practice to be promoted.

Messages Related to Introduction of Foods
Since many children become malnourished after six months of age,
addressing PD behaviors for preventing malnutrition during the time
complementary foods should beintroduced isimportant. Introducing new
foodsinto achild’'sdiet in addition to breastmilk often requiresextraeffort
by caregivers. Some of the key practicesinclude:
v Feeding several timesa day. Withasmall, limited stomach, infantsand
children need small but frequent servings.
v Feeding sufficient amounts of food at each feeding time. Infantsand
children often take longer to eat than older children, and need to be
coaxed to consume enough food teaspoonful by teaspoonful. Thisis
called activefeeding.
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(vitamins, minerals)
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proteins
(animal products for

bones,muscles)|

Tips for Active

Feeding:

v Feed infants directly

and assist

older

children when they feed
themselves

v Offer favorite foods
and encourage children
to eat when they lose
interest or have

depressed

appetites

v If children refuse
many foods, experiment
with different food
combinations, tastes,
textures and methods
for encouragement

v Talk to children
during feeding and
make good eye contact
v Feed slowly and
patiently and minimize
distractions during

meals

v Do not force children

to eat

Source: LINKAGES,

2001 (3)



Ensure hands and tools
are clean when preparing
food and before eating
food.

v Using balanced foods with high nutrient content. A good weaning
food often consists of rice, wheat, potato or other types of soft,
mashed cerealswith protein foods (eggs, breastmilk, legumes), oil, and
cooked, mashed vegetables or fruits.
v Reducing illness from contaminated food. Ensure hands and tools
are clean when preparing food and before eating food. Feed the child
only freshly prepared food and food that has been thoroughly cooked.
Previously cooked food kept for many hours at room temperature will
grow bacteriaand make the child sick. Wash the outsides of fresh
fruitswith clean water before peeling them.

The Positive Deviance Inquiry (PDI) will uncover the specific local
practices and food preparations that make introduction of foods
successful. Table 5.6 provides suggested food frequency guidelines by

age.
Feeding Frequency / Type of Food by Age
Da|ly energy Number of Number of
requirements complementary breastfeeds
Age of | (kcals) from feedi
. eedings a day needed
child foods
. . and (day and
(notincluding Form of food night)
breastmilk)
2-3 times a day Freely as the
child wants,
Give mashed, semi-solid gradually
6-8 cereals with legumes, beans, | decreasing
months 275 breastmilk; add small pieces | from about 8
of mashed animal foods feeds each
(eggs, meat, fish, cheese) day/night at 6
and fruits/vegetables months
3 - 4 times a day Freely as the
child wants
Continue with mashed gruel
9-11 450 (as for 6-8 months old), also
months introduce snacks and fried
foods, increase quantity of
animal foods and fruits /
vegetables.
4 -5 times a day Freely as the
child wants,
12 - 23 750 Same as above; gradually gradually to at
months transfer to chopped or least once each
mashed family foods after 12 | day/night by 23
months. months of age

Source: Sanghvi 1999 (5)
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2. Plan Daily Schedule of Health Education M essages

Choose amaximum of six key messages for the whole two weeks. After
finishing the six messagesin thefirst week, repeat the same messagesthe
second week (Days 7-12), using a different method of presentation, to
reinforcethelessonslearned. The Hearth participants discuss one Hearth
message each day. Focusing on only onediscussion theme per day prevents
overloading motherswith new information.

It is often tempting for staff members and volunteers (especially those
who are health professionals, nurses, educators, or nutritionists) to try to
push their own nutrition messages, menus and theories. The program
staff (including volunteers) must put themselvesinto the role of learners,
communicating to participating mothers during the Hearth sessions what
waslearned during the PDI, and explaining that it isthe wisdom of mothers
intheir own village that they arelearning and practicing.

Health education during Hearth sessions cannot be donein alecture-style
mode. Instead, itisprimarily learning by doing during the Hearth session,
guestions and answers and group discussion, al of whichisfollowed up at
home as they practice these new food preparation and feeding behaviors
intheir own kitchens.

Some guidance on adult learning techniquesis provided in Chapter 2. For
moreinformation on designing health education messagesand adult learning
techniques see the resource list at the end of this manual.

A MSEWAl Sample Health Education Plan: Hearth Sessions

| Teachable
Moments

EXAMPLE

During the Hearth
sessions, take advan-
tage of “teachable
moments”. In one
World Relief Project,
the Hearth volunteer
discovered that a child
hin the group was sick
with pneumonia. She
used this opportunity
to discuss recognizing
danger signs and
seeking health care.

A sample health

Day 1 Day 2 Day 3 Day 4 Day 5 Day 6
Breast- Hygiene | Acute Early Comple- Food
feeding Respiratory | Childhood | mentary preparation

Infection stimulation | feeding techniques
(ARI) /

Diarrhea

home care

including

oral

rehydration

therapy

(ORT)

Day 7 Day 8 Day 9 Day 10 Day 11 Day 12
Lessons | Hygiene | ARV Early Comple- Review all
learned Diarrhea childhood mentary messages;
from ORT home stimulation | feeding Reinforce
trying care ability to
menu at practice
home; behaviors
breast- at home
feeding
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Hearth Session
Site Criteria
v Location must be
accessible and
central
v Space for 10-20
children (siblings
often tag along) and
10 caregivers
v Access to a latrine
¥ Access to clean
water for drinking,
cooking and hand
washing
¥ Access to shade
and a kitchen area

D. Choose Site for Hearth Sessions

Theterm “Hearth” connotes women volunteering their hearths and homes to
assist mothers of malnourished children to begin the rehabilitation process.
Each Hearth volunteer is expected to use her home as the venue for a Hearth
session. It is helpful to use the same site for the whole twelve-day Hearth
session, but subsequent sessions can be held in different volunteers' homes so
that the commitment does not need to be long-term. Weather permitting, the
Hearth session can be conducted outdoors on matsunder atree. Itisimportant
that the atmosphere be relaxed and “homey” ; sessions should not be held at the
health center or other facility.

E. Design Protocols for the Hearth Sessions

Protocol s need to be established with community participation and support to
enable the program to proceed steadily toward its goals and decrease the
possibility of losing or overlooking any childin need of rehabilitation.

1. Decideon nutritional status cut-off point for participation

Will only moderately and severely malnourished children be invited to
participatein Hearth sessionsor will al malnourished children beincluded?
Some Hearths are beginning to confront the challenge of preventing as
well asrehabilitating mal nutrition and inviting pregnant first-time mothers-
to-be or new motherswith well-growing young infants. (These new mothers
exclusively breastfeed their children during the Hearth session, but
participatein meal preparation and other learning activitiesin anticipation
of theday whentheir infant will be ready for complementary feeding.) The
cut-off point should be decided based on greatest need aswell as practical
considerations such astheavailability of volunteers, budget, etc. InVietnam,
where ailmost 70% of children under three years old were malnourished
(mild, moderate or severe), Hearth session participation was prioritized
for those children suffering from moderate and severe malnutrition (6).

Some projects consider therate of growth instead of the nutritional status.
Focusing on the growth curve enables the project to prioritize children at
risk for future problems who might not be selected otherwise. This is
important since achild’sfailure to gain weight is often the first sign of an
underlying problem. Consider Child 1 who currently hasanormal weight
for his age, but has failed to gain weight since the last weighing session.
Child 2 is underweight for his age, but is steadily gaining weight. Using
nutritional status, Child 2 would be targeted. The growth curve method
would prioritize Child 1 as being at greater risk (7).

2. Determinecriteriafor graduation
There are two different ways of determining whether a child is ready to
graduate from Hearth or needs to continue for another Hearth session.
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a. When using national growth monitoring cards:

Criteriafor graduation are based on movement between severe
mal nutrition, moderate malnutrition, mild mal nutrition and normal
nutritional status. Thisisthe easier method to explain and use
with community members. The community might select to
graduate children:

v Only when they reach normal nutritional status

v When they move from moderate to mild malnutrition

v When they move from severe to moderate malnutrition

b. When using weight gain guidelines:
Criteriafor graduation are based on catch-up growth achieved
during the course of the Hearth session. With this method,
children who have achieved between 400 and 800 grams of weight
gain and are growing asfast or faster than the ‘ International
Standard Median’ are considered to have a successful outcome. It
isassumed that once a child has achieved the catch-up growth,
growth will continue in subsequent months.

If achildisnot gaining weight, the child should be referred for
medical attention and the volunteer and supervisor should make a
home visit to rule out total lack of food in the house. Review the
child and caregiver attendance to ensure that both are attending
regularly (sometimes caregivers come to sessions without the
child). Staff should aso review the Hearth menu to ensure that
children are getting enough protein and calories.

3. Decide how many Hearth sessions individual children can
participatein even if they haven’t graduated

The number selected will depend on the original objectives developed by
the community and thelocal situation. If thegoal isto move childrenfrom
severeto moderate mal nutrition, two to three 12-day sessions should suffice.
If the goal isto move children with severe, moderate, and mild malnutrition
to normal nutritional status, more sessionswill be needed.

Most PD/Hearth sessions include a mandatory medical check-up at the
earliest possible time of enrollment for al children involved in the project
or thosewho are moderately or severely malnourished. Children with severe
mal nutrition (kwashiorkor or marasmus) need immediate medical attention.

In Vietnam, where 65% of children were malnourished inthe pilot projects,
only children who were severely malnourished (weight-for-agelessthan 3
Z-scores) wereenrolled in the program and “rehabilitation” was defined as
reaching moderate malnutrition (-2 Z-scores) or better. The averagetime
for achild to “graduate” from severe malnutrition (less than -3 Z-scores)
to moderate malnutrition (-2 Z-scores) ranged from 2.8 sessions in pilot
villagesin Vietnam to about 1.9 sessions as the program evolved. (8)
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not improving through
repeated participation in
Hearth sessions, a
strategy other than
Hearth is required.



EXAMPLE]

A special protocol for
the cases of growth
failure will focus more
attention on assisting
such children. In Egypt,
early identification of
“at risk” malnourished
children through a
guestionnaire and
special attention via
repeated home visits
allowed the
implementers to
significantly reduce the
number of children who
failed to grow.

The protocol used in
this project can be
found at the end of this
chapter.

(Z-scores, or standard deviations, are an internationally accepted way of
describing nutritional statusand can befoundin Table4.5.) Becausethere
are a significant number of new children entering the ranks of the
malnourished until the community’s conventional wisdom changes, it is
possi bleto continue Hearth sessionsin acommunity with 300-500 children
under three for about ayear in order to capture them all.

In Haiti, 60-70% of Hearth children, followed for threeto six months after
the Hearth session, were growing as fast or faster than the international
standard for weight and age. Of the 30-40% who were not growing
normally, studiesfound that half of these children had a hidden infection,
mostly tuberculosis, and the other half lived in extreme poverty. These
children were either treated or enrolled in apoverty lending program based
on the situation. (9) Prior liaison with the formal health sector staff is
critical to ensure that areferral mechanism for these children exists. For
families who are impoverished, income generation activities should be
encouraged. These might include small savings and loan opportunities,
livestock production, raising chickens, provision of seeds for planting a
kitchen garden or technical assistance for increasing family agricultural
production. Documenting in detail the casesof children who do not recover
would help improve understanding of why some children do not respond
to the Hearth program.

Because of all the
conditions and
circumstances described
in these scenarios, it is
very difficult to
determine in advance
how many Hearth
sessions will be carried
out in a given
community.

Scenarios Demonstrating the Range of Hearth Situations
and their Impact on the Number of Sessions per Child

Scenario 1: The PD/Hearth operates in a region prone to
flood, drought, or earthquakes and under economic
hardships that involve seasonal migration of all or some
members of families. Due to the vulnerability of the
community, more sessions with periodic interruptions may be
needed.

Scenario 2: PD/Hearth operates without much public health
support. In this situation, the underlying causes of poor
response to additional food intake, such as child
tuberculosis, are not addressed and malnourished children
may need to participate in more Hearth sessions.

Scenario 3: The project is integrated in a child survival
program or parts of a hospital outreach program and families
have good access to a health center. The project designers
and the community may agree on a set number of Hearth
sessions per child (e.g., two to four) to avoid family
dependency on the project.

126 / Chapter Five: Design Hearth Sessions



Even within acommunity, some neighborhoods or hamlets may have fewer
Hearth sessions than others. Program managers must remain alert to
perverseincentivesfor maintaining Hearthsaslong as possible (even at the
cost of “maintaining” alevel of malnutrition). Thisisespecialy trueif the
project calculates community inputs (cash, food, etc.) on the basis of the
numbers of activitiesor affected children.

Sample Community-Selected Hearth Protocols

Conduct regular growth monitoring and promotion quarterly
for all children less than three years old

Growth Monitoring is
an important aspect
of the ongoing plan
because it:

v Enables

2. All children less than three years old and moderately or
severely malnourished should attend Hearth sessions

3. Volunteers conduct follow-up home visits in conjunction with
the Hearth sessions

4. Children brought to the Hearth session and suspected of
having an underlying illness should be referred to the local
health post

5. Refer all children who have not improved after two 12-day
sessions (within two months) for a medical check-up

6. Pregnant women should be encouraged to eat more during
pregnancy and receive antenatal care

7. Mothers who are breastfeeding should continue

breastfeeding upon demand

Vitamin A will be distributed biannually to all children

All children will be de-wormed prior to attending the first

Hearth session

© ©

F. Create a One-Year Plan of Activities

Plan out the year with the Community Health Committee, project supervisor/
trainers, Hearth volunteers, Community Health Workers, and health staff to
determine the dates for Growth Monitoring and Hearth sessions. Table 6.8
provides asample of an annual work plan in alarge community.

If acommunity Growth Monitoring program aready exists, Hearth participants
and graduates should continue to participate in it. Volunteers can encourage
mothers to take their children by making home visits to remind them. If a
growth monitoring program does not exist, development of one should appear
early on the annual work plan. The Village Health Committee can take the
lead in assuring that all families participate so that all under-fivechildreninthe
community areweighed onaregular basis. Mothersof childrenwho aregrowing
well will receive positive feedback, while mal nourished children will be detected
and referred to the Hearth.
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caregivers and
community
members to follow
the normal
development of the
young child and
encourages
caregivers with
healthy children to
maintain their
children’s health

Identifies
malnourished
children for
rehabilitation
through Hearth

Monitors the target
group’s nutritional
status over time

Measures the
impact of PD/
Hearth on
beneficiaries

Measures the
sustained
rehabilitation of
Hearth participants
six to twelve
months after
rehabilitation



A RSN Sample One-Year Hearth Plan

Large Community with Many Malnourished Children Month|Week
Feedback to villages on results of nutritional survey and establish
1 . ) - 1 1
partnership and general goal with community leaders
Workshop on Participatory situation analysis of children's health,
2 |. . . 2
including PDI for trainers
3 | Participatory Situation Analysis in 2 villages with a community action plan 3
Set up or reactivate Village Health Committee (VHC) and select Hearth
4 4
Volunteers (HV)
5 Document Situation Analysis, Training of Trainers (TOT) on 4
Growth Monitoring Program (GMP)
6 | Train VHC and HV in GMP and update household registers 2 1
7 | First GMP session in 2 villages, with feedback 1
8 | Train Trainers (Supervisors) on HEARTH (session 1) 2
9 | Train HV and VHC on HEARTH (session 1) 2
10 First supervised HEARTH 1Nutrition education & rehabilitation s 384
sessions begin
11 | Feedback session/Lessons learned 3 1
12 TOT Hearth management (monitoring & supervision tools) 1
Preparation for HEARTH 2 training
13 Training HV and VHC for HEARTH 2, including communication skills a >
and home visiting format, management (monitoring)
14 | HEARTH 2 in two villages 3&4
15 | Supervise home visits by HV 4 1
16 TOT GMP 2, including vital events monitoring and creating in 1
indigenous score boards
17 | GMP Training 2 for HV and VHC members 1
18 | GMP 2 session in two villages 2
19 | HEARTH 3 3&4
20 | HEARTH 4 5 |3&4
2
21 | GMP 3 6
22 | HEARTH 5 7 |3&4
23 | HEARTH 6 8 3&4
24 | TOT for 6-month evaluationof nutrition education & rehabilitation 9 1
25 | GMP 4 Session and 6 months evaluation of HEARTH 2
26 Documentation of evaluation (qualitative and quantitative) and new 3
strategies (new action plan)
9 |3&4
27 | HEARTH 7 and HEARTH 8 10 |384
28 | GMP session 5 11 2
29 | GMP session 6 13 2
30 | GMP session 7 15 2
31 | Project phase 1 evaluation 3&4
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HEARTH QUESTIONS AND ANSWERS

What about incorporating traditional foods?

A country’s national dishes or cuisine are often naturally balanced. The
preparations may be difficult or time-consuming and therefore no longer
prepared as frequently. Ask village elders about possible food options from
the “old days.” In most countries, there are indigenous leaves that have lost
their former acceptance in favor of other vegetables, such as cabbage and
eggplant. Theseindigenousleaves, oftenrichiniron, calcium, folic acid protein
and Vitamin A, can be reintroduced into the standard diet through the Hearth.

How do you overcome belief systems such as those that
attribute malnutrition to non-food related causes?

Oneof thereasonsfor starting PD/Hearth in small pilot areasisto demonstrate
the dramatic impact on malnourished children within one month. When
malnourished children are rehabilitated, they become living proof of the
effectiveness of the Hearth practices and community members become
advocatesfor change. Through their example, beliefswill eventually change.
To conduct such a pilot, look for mothers to participate who do not hold
tightly to such beliefs.

What happens if the caste system prohibits people of different
castes from eating together?

Do aPDI and look for positive deviants that break that habit. In the mean
time, form groups of the same caste to facilitate group cohesion.
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Vanquishing
| Sorcerers
in Mali

EXAMPLE

In Mali, grandmothers
saw children
rehabilitated from
Kwashiokor, which
they previously
attributed to the evil
eye and only curable
via witchcraft. They
reported, “On a vaincu
les sorciers.” (We
have vanquished the
sorcerers).




Breastmilk is a rich
source of Vitamin A for
the first months of life.
When children begin to
eat other foods at six
months of age, they need
to eat a Vitamin A rich
food daily.

In areas where

itamin A foods are
scarce and countries
where Vitamin A
deficiency has been
documented, WHO
recommends Vitamin A
supplements for post-
partum women and
children. Check with the
Ministry of Health for
local policy.

ADDITIONAL MICRONUTRIENT INFORMATION

Vitamin A

Thereisarelationship between Vitamin A deficiency and increased frequency
of infections and protein-energy malnutrition. Vitamin A helps protect the
body from night blindness, measles, respiratory infectionsand diarrhea.

v Breast milk isarich source of Vitamin A for thefirst months of life.
When achild begins to eat other foods at six months of age, he/she
needsto eat aVitamin A rich food daily.

v Vitamin A found in animal productsis preformed or retinol (ready
for the body to use as Vitamin A). Retinol isfound in meat and the
flesh of fatty fish, in egg yolksand milk fat. Liverisaparticularly rich
source.

v Vitamin A asfound in plant sourcesis pro-vitamin or carotenes (a
form which the body can convert into Vitamin A). Important sources
of carotene are bright yellow or orange vegetables such as carrots,
pumpkin and red sweet potatoes; fruits like papayal/pawpaw or
mangoes; red palm oil; and dark green leafy vegetables. Vitamin A is
fairly stable during normal cooking methods and does not dissolvein
water. However, if the color isremoved through extended cooking,
the Vitamin A isalso removed. Leaves start losing their carotene
value as soon as they are chopped or torn.

v Inareaswhere Vitamin A foods are scarce and countries where
Vitamin A deficiency has been documented, WHO recommends
Vitamin A supplements for post-partum women and children. At the
time of this publication, the recommendation isto provide one dose of
200,000 1U to the mother within the first eight weeks after delivery;
one dose of 100,000 1U for infants from 6-11 months,; and one dose
of 200,000 IU for children 12-59 months every 4-6 months. (10) Be
sureto check this policy with the Ministry of Health staff.

Vitamin C

Vitamin C playsarolein preventing iliness and anemia. The best source of
Vitamin Cfor very young childrenisbreastmilk. Itisalsofoundinfresh
fruits and vegetables and some fresh tubers. Good sources of Vitamin C are
citrusfruits (lemons, oranges, etc.), watermelon, strawberries, mangoes, and
tomatoes. Vitamin Cishighly solubleinwater and israpidly destroyed by
heat.
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ADDITIONAL MICRONUTRIENT INFORMATION

Iron Tea inhibits absorption
If the prevalence of anemiaisknown to be very high (40 percent or more), of iron. In cultures

giveiron supplementsdaily (12.5mg/day) to infants six monthsto one year where it is common to
of age. Continue supplementation, if necessary, until twenty-four months of . .
age. For low birthweight infants, start supplementation at three months. drin k _tea with meals,
(11) families should be
encouraged to substitute
Teainhibits absorption of iron. In cultureswhereitiscommontodrinktea g local herbal tea, plain
with meals, families should be encouraged to substitute alocal herbal tea, boiled water or juice for
plain boiled water or juice for teaduring meal time. Tea served between tea during meal time
mealswill not affect iron absorption. '

Red meats and egg yolk are excellent sources of easily absorbed iron, while
iron from plant sourcesis more difficult for the body to absorb. Some good
plant sourcesinclude leafy green vegetables, dried fruits such asraisins,
legumes and molasses. Vitamin C enables the body to better absorb iron
from foods.

Zinc

Zinc has apositive effect on reducing diarrheal disease and isessential for

children to grow and thrive. The mineral aso combats child pneumonia,

heals wounds more quickly and hel psto strengthen a child’ simmune system.

Stunted children should be given a zinc supplement to increase growth rate.

Zincisfoundinwhole grains and in animal foods such as meat, milk and o) @O

eggs.

Note:

Any micronutrient supplements or de-worming
medicine given should be prior to and separate from
the Hearth session either at the health center or at
monthly growth monitoring sessions. Mothers may otherwise
think the child’s recovery is due to the supplements instead of
the Hearth food and practices.
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Messages from days 1 to
6 are repeated during
days 7 to 12 to reinforce
Hearth lessons fro home
use.

“Good child care”
includes positive
frequent interaction with
the child, displays of
affection and
supervision at play at all
times.

VA MSENl Sample Curriculum: 12 Day Hearth Session

MAIN
DAY | ropiC CONTENT ACTIVITIES
Day Breast- | Breastmilk as best food for infant Discussion
1 feeding | Benefits of colostrum Use of interactive
Immediate initiation of breastfeeding after visual aids (poster)
delivery to deliver the
Exclusive breastfeeding for at least three message
months
Breastfeeding duration (up to 24 months)
Day "Good Inventory of foods for children available in Discussion
2 food"” the village
plus PD foods Use of Hearth menu
variety Daily food contribution, ingredients
of food Hearth menu
Importance of fat in the young child's diet Games, Poster
Feeding the child three meals a day and
snacks in between
Day Com-- When to introduce complementary feeding Discussion
3 ple- Why introduce new food in addition to
men- breastmilk Recipes for comple-
tary Ingredients for a complementary food mentary feeding
feeding | Consistency and quantity, method of
feeding Message, Games,
Poster
Day Good Personal hygiene Discussion
4 child Hygiene around feeding
care Supervision during feeding Practice during
How to feed the child with poor appetite Hearth session
Message
Day Good Environmental and food hygiene Demonstration of
5 health Promotion of vaccination and regular how to use ORS
care weighing packages or home-
Diarrhea: treatment of diarrhea at home made equivalent
(symptoms, diet, use of ORS -
demonstration) Message
Identification of danger signs and seeking
help
Prevention of diarrhea
Day Keep- Use of PD foods at home Discussion
6 ing Practicing good hygiene around food and
child- while eating The model family
ren Maintaining good personal and chart
healthy | environmental hygiene
at
home
DAY Practicing at home
OFF
Day Breast- | How to increase breastmilk production Discussion
7 feeding | Breastfeeding during maternal or child
illness Interactive visual
Maternal diet during lactation aids, poster
Breastfeeding and spacing children
Message
Day "Good Review items from Day 2 Discussion
8 food" Role of different foods for adequate growth
and (four food groups) Use of Hearth menu
variety Review Hearth menus ingredients
of food
Message, games,
poster
Day Com- Review the items covered on Day 3 Poster
9 ple- Complementary feeding
men- Breastfeeding Recipes for
tary complementary
feeding feeding
Message
Day Good Positive frequent interaction with child Hand games
10 child Display of affection
care Supervision at play and at all times Songs
Day Good Review Day 5 Discussion
11 health Treatment of the sick child at home
care ARI: identification of danger signs of ARI Demonstration of
Diet during and after illness breathing patterns
Care seeking
Prevention Review of message
Day Keep- Use of PD foods at home Discussion
12 ing Practicing good hygiene around food and
child- while eating Family Model
ren Maintaining good personal and
healthy | environmental hygiene Poster
at
home Message
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HEARTH REGISTRATION FORM

VHW Name: Date:
Child’s Name: Date of Birth:
Age (months): Gender:LJFemale[1Male Child’s Weight(kg):

Mother’'s Name:

Ask the mother the following questions abouth the child

at the beginning of a 12-day Hearth session

Section I: Major Criteria
(one or more ' b' answer(s) is considered AT RISK)

13-day Hearth sessions has this
child attended?
(Do not include current session)

[ ]a.0-1 session
[ 1b. 2 or more

No. | Questions and Filters Coding Categories
1 What is this child's birth order? [ ]a. 1st-4th child
[ ]b. 5th and higher b 1]
2 Is this child a twin? [ ]a. No
[ 1b. Yes b ]
3 How old were you at the time of this |[ ] a. 30 years
child's birth? and younger
[ 1b. 31 years b ]
and older
4 So far, how many pregnancies have
you had?
How many deliveries?
How many live births? [ 1]a. No
Have any of your children ever died? |[ ] b. Yes b ]
5 So far, how many previous

b ]

Section Il: Minor Criteria
(two or more ' b' answers is considered AT RISK)

mother of a child 6-12 months of
age):Did you breastfeed this child
exclusively for at least four months?

a. Yes
b. No

No. | Questions and Filters Coding Categories
6 Does your house have [ Ta. Yes

a sanitary latrine? [ 1b. No b ]
7 In the past two weeks, ]a. No

did this child have diarrhea? 1b. Yes b ]
8 Was this child "unusually small”

at birth compared with other newborn ]a. No

children? 1b. Yes b:[ ]
9 How much time do you yourself

spend during the day feeding ] a. More than 1 hour

and playing with your child? ]1b. Lessthan1 hour |b: ]
10 | (Ask this question only from the

b ]

Total number of ‘b’ answers in Section | (Major criteria):
Total number of ‘b’ answers in Section Il (Minor criteria):

AT RISK: NO O YES [
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This form is designed to
identify children at
particular risk who may
need extra attention during
or after the Hearth sessions
and during home visits.
These children are less likely
to graduate at present
intervention intensity and
require more effort by the
Hearth volunteer to increase
the chances of graduation.

Volunteers should fill in the
form for each child
separately at the first day of
Hearth session and after
weighing the child. At the
end of the first Hearth day,
the volunteer should analyze
the data and identify children
at particular risk in her

group.

Check the code next to the
category that best matches
the mother’s response. If
the answer to any question
is ‘b’, place a check in the
last column.

If the answer to ANY
guestion in section | (Major
criteria) is ‘b’ or if there are
TWO ‘b’ answers in

section Il (Minor criteria),
the child should be
identified for special
attention as shown in the
list on the next page.

Form from Save the Children/
US. Egypt Field Office



If the answers from the
Hearth Registration
Form (previous page),
indicate a child at
particular risk, the child
should be identified for
special attention as
shown in this “protocol”
list.

Spend more time at
home visits and
investigate underlying
problems, constraints
and resistance points.

PROTOCOL FOR EARLY IDENTIFICATION OF
“AT RISK” MALNOURISHED CHILDREN

1.

2.

w

Assure that the mother and her child attend all twelve days of the Hearth
session (check every day).

Pay an additional home visit to the household.

Make sure that the mother has understood all Hearth messages and
recommended practices and knows how to carry them out correctly.

4. Describe the practices and their importance to other home decision

10.

11.

12.

makers (e.g. mother-in-law and/or husband) to ensure their support.
Assurethat all children six months of age and older are receiving
complementary food while continuing breastfeeding, that the childis
being actively fed by mother/father/caregivers (especially children with
poor appetite), that there are a variety of foods (particularly the PD
foods) in the child’sdaily diet and that thereis appropriate frequency of
feeding (at least 3-4 meals aday) with the proper amount of food at each
feeding. Promote giving healthy snacksto the child at home.

During home visits, give specia attention to motherswho are
introducing complementary food for thefirst time. Check onthediet’s
ingredients, consistency and quantity aswell asthe method of feeding.
Spend more time at home visits and investigate underlying problems,
constraints and resistance points by talking to the mother, mother-in-law,
husband and other members of thefamily (e.g., investigatetime
constraints, lack of empowerment of mothersto carry out Hearth
practices at home, mother-in-law/husband objections to the new
practices, economic constraints, lack of latrine, safe water source, etc.).
Make sure that the mother has enough time to carry out the Hearth
recommended practices and spends enough time feeding, interacting and
playing with her child. If not, discussthe possibility of reducing
mother’s workload with the help of her mother-in-law, husband and
other members of the family. This problem can further be addressed
through better time management, giving priority to child needsin the
daily work setting, etc.

Be certain that the secondary caregiver(s) gets appropriate advice for the
child’s care from the mother when sheis away from home.

Investigate the existence of proper hygiene practicesin the household
(i.e., good body hygiene, use of safe drinking water, good hygienewhile
feeding the child and handling and preparing the food, etc.).

Assurethat the mother/mother-in-law/husband can identify danger signs
of the sick child and explain the importance of timely and appropriate
help-seeking. Emphasize the importance of continuing to feed the child
during illnessand increasing feeding immediately after illnessfor catch-
up growth.

Investigate the existence of ORS packets at home and the proper use of
them by the mother.

13. At any home visit, if the child has diarrhea, make sure that the mother is

giving ORSto her child (especially in your presence).
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CHAPTER SIX

Steps 6, 7 and 8: Conduct,
Support & Repeat Hearth Sessions

Conduct Hearth Sessions

A. Collect materials and set-up the daily
Hearth sessions

B. Greet and register caregivers and their
children and collect PD foods

C. Lead the Hearth session

D. Supervise Hearth activities

ithall the planning completed, it isnow timeto start the Hearth sessions.
This chapter covers Steps 6 through 8.

Step 6: Conduct the Hearth Sessions
ThereisaEuropean fablewnhichillustratesthe dynamics seenin Hearth sessions:

Stone Soup

After years of war, two soldiers cameto avillage looking for
food. They went to thefirst home and asked for food. Tired
of providing for soldiers during the war, and without much
for themselves, thefirst family said they had no food to spare.
Going to the second home they received the same answer.

The clever soldiersthen decided to make apot of “stonesoup.” They
asked to borrow apot and placed alarge round stonein the pot. They
added water and started to boil the “soup.”

The villagerswere curious and gathered around to see what was
cooking. The soldierssaid, “ Thissoup isfine by itself, but I do wish we
had a few carrots. They would add a fine flavor.” Soon awoman
exclaimed, “ Yes, | have some carrotsin my pantry, I’ll run and get
them.” They cut up the carrots and added them to the pot. Next, they
said, “ This stone soup would be so delicious if we only had some
potatoes.” Soon aneighbor brought some potatoes. Next, they spoke of
the excellent addition that onions, tomatoes, beans, and squash would
make. Shortly the pot wasfull to the brim with anutritious soup. The
whole community feasted and congratulated the soldierson their
wonderful recipe.
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List of Materials

v Weighing scales (can be
used for growth
monitoring program as
well)

v Register to track
attendance and weights

v Daily menu and recipes

v Health education
materials

v Soap, wash basin,
towels (for hand-
washing demonstration
and practice)

v Water pitchers

v Mats (for
accommodating the
children)

v Cooking pot, frying pan
and cooking utensils

v Cutting boards and
mortar and pestle

v Fuel/wood (for
cooking)

v Cups, bowls, platesand
spoons (or caregivers
can bring them from
home)

v Staplefood (e.g., rice,
fufu, yams)

v QOil

v Additional ingredients

The important moral of the “Stone Soup”
story isthat many small contributionsled to
the creation of a large nutritious meal for
everyone. S0 too, it is possible to combine
locally available foods, contributed by the
Hearth program and community members, to
feed and rehabilitate malnourished children.

A. Collect Materials and Set Up the Daily Hearth Session
Thefollowing materials should be collected and set up afew hours before
the actual Hearth session begins:

.
=

SNMSNENANRY
(G ; R

Caregiver and community contributions of asmany of theseitemsaspossible
will increasethe community buy-in and ultimate sustainability of the Hearth.
In addition to a handful of the PD food, mothers can be expected to take
turnsbringing the staplefood, oil and other ingredients. They may also be
ableto bring bowls, cups, spoonsand towelsevery day and dternate bringing
some of the cooking potsand utensils. Table 6.1 (next page) providesalist
of the basic materials and columnsfor identifying their source.

Once the materials are collected, set up a hand washing station with soap
and clean water and an areawith clean surfacesfor cleaning and chopping
food. An appropriate distance from the cooking area, set up a clean
environment with amat for the children to sit and play. Lay out utensils,
plates and cups and cover them to prevent contact with flies and dust.

B. Greet and Register Caregivers and their Children and Collect
PD Foods

The volunteer and program staff should greet all participants warmly and
politely. Thevolunteer should collect the PD food and show the participants
where to sit. The volunteer should then record the attendance of the
caregiver inthelog book, along with the PD food and/or other contribution
that was brought to the session.
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VAN Basic Materials for Setting Up a Hearth Kitchen

ITEMS COMMUNITY IMPLEMENTING | CAREGIVERS
AGENCY

Cooking pots

Frying pan
Cooking utensils

Bowls

Basins

Spoons

Cups

Water pitchers

Cutting boards

Mortar and pestle

Soap

Nail cutters

Mats

Fuel/wood

PD Food

Staple food (rice,
fufu, yams)

Oil

Towels

Other ingredients

Hearth sessions require each caregiver to bring some of the good foods
that have been identified as positive deviant within the community. There
are several reasonsfor this:
v Caregiverslearn to collect or purchase the PD foods and prepare
nutritious mealswith them
v Caregiversrepeatedly practice the behavior of collecting and
preparing healthy food
v It showsthat the food practice will be possible once the session ends
v Familiesform adaily habit of feeding their children good foods that
arereadily available

C. Lead the Hearth Session

A two-hour Hearth session usually includes one hour of food preparation
and cooking, one half hour of feeding, and one half hour of clean-up and
health topic discussion. Each day, participantsrotate to different duties of
the Hearth so that everyonelearns all the skills.

While some participants are cooking, the others play with and carefor the
children. They wash hands, provide the snack food and practice games
and songsto stimulate their children. Older siblings who are present can
be recruited to help with hand washing and hygiene, snacks, games and
discussions.
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Hearth sessions require
each caregiver to bring
some of the good foods
that have been identified
as positive deviant
within the community.




Group feeding
inherent in Hearth
sessions is important
for several reasons:

General Steps followed in each Daily Hearth Session
1. Welcome all of the participants. Review the goals of the Hearth,
the agenda for the day, and respond to any participant concerns or

v Eating together
helps overcome a
lack of appetite as
children who sit
together tend to eat
together

v A support group is
formed through the
preparation of a
collective group meal
v Caregivers can
share and practice
different early
childhood stimulation
techniques

v Volunteers can
monitor food going to
the malnourished
child instead of other
family members

v Volunteers can
provide nutrition
education to a captive
caregiver audience
v Volunteers can
demonstrate the
emotional aspect of
feeding between
mother-child and
sibling-child

v Volunteers can
provide the
caregivers emotional
support

guestions. (You can discuss PD foods and other contributions that
were brought this day, along with causes of achild’s slow growth.)

2. Show the participants where they can wash their hands and the
hands of their child: demonstrate proper handwashing technique using
soap and rubbing hands together at least three times. (At the sametime
check children for illness and refer any sick child to the health post)

3. Distribute a snack to the children (discuss how snack time boosts
calorieintake, stimulates appetite and providesthe caregiverswith
time to cook the main meal).

4. Conduct a health education discussion on the health topic for the
day.

5. Divide the participants into teams for different aspects of the food
preparation, child care and stimulation, and clean-up.

6. Prepare and cook the meal while other participants play with the
children using songs and games.

7. Repeat handwashing of the caregiver and child.

8. Distribute the meal and supervise caregivers asthey feed their
children (use opportunities to demonstrate active feeding techniques).
9. Clean up.

10. Review the day’slessons.

11. Plan for the next day’s menu and food contributions with the
mothers or other caregivers.

Special Days
There are afew days with special activities that need to be incorporated
into the daily agenda.

Days 1 and 12: Child Weighing
Every child isweighed on thefirst and last day of the Hearth session.

Materials needed:
v Scde
v Hearth register book
v Growth Monitoring Cards (brought by caregiver for each child)

Volunteersweigh each child, record the weight in the Hearth register book
and plot the weight on the child’s Growth Monitoring Card. Caregivers
should be informed of the child’sweight, growth and his/her malnutrition
status.
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Day 7: Home Alone Day

After spending six days in a group setting cooking and feeding, on the
seventh day participants stay home and practice the new behaviors.
Discussion on Day 8 should revolve around the experiencesthe caregivers
faced at home. If the behavior wasnot practiced at home, itisimportant to
find out why and assist the caregiver in developing astrategy. Use probing
techniquesto identify any obstaclesencountered inthe household. Through
discussion, caregivers can share their problems and offer each other
solutions.

Day 11: Next-to-last day of the Hearth Session

At the eleventh Hearth session, volunteers ask familiesto bring to the last
session all of the necessary ingredients to prepare a healthy meal for their
child at home. They also remind caregiversto bring Growth Monitoring
Cardsto thefinal session.

Day 12: Last day of the Hearth Session

On thefinal day of the Hearth session, caregivers will prepare a meal as
they would at home. In addition to theregular daily activities, at the 12th
Hearth session, children will be weighed. The Hearth volunteer records
the child’s status (whether he/she will graduate or repeat the Hearth the
following month) in the Hearth register book and discusses the results
privately with each caregiver.

For those children who have moved into the green and met the
graduation criteria: Volunteers congratulate the caregivers and advise
them on how to keep the child healthy at home.

For those car egiver swhose children have gained weight, but have not
yet met thecriteriatograduate: Volunteers congratul ate them and advise
them to continue what they have learned during the Hearth session at home
and then come back to the next Hearth session. They subsequently makea
home visit to provide the date of the next Hearth session and check on the
child’sprogress.

For those children whose weight has not increased: Volunteerstalk to
the caregiver about theissue, providing guidance on following the Hearth
menus and the hygiene and care practices at home. If the child has not
been sick, they remind the mother that the Hearth meal isan extrameal and
not areplacement meal. The caregiver is asked to bring the child to the
next Hearth session. The supervisor and volunteer will make home visits
to the family before then to encourage new practices.

If the caregiver is an older sibling: The volunteer advises them that a
home visit will be madeto personally inform the parents of the outcome of
the Hearth session.
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After completing the
last day of the Hearth
session, volunteers
summarize and record
the following
information in the
Hearth roster book:

v Total number of
children who
attended the
Hearth sessions

¥ Number of children
who gained weight

¥ Number of children
who had no weight
gain

¥ Number of children
who lost weight

¥ Number and
percent of children
who graduated

¥ Number and
percent of children
at different stages
of malnutrition

¥ Number of children
planned for the
next Hearth
session



D. Supervise Hearth Activities

The project manager overseesthe supervisors/trainersand the supervisors/
trainers oversee the Hearth volunteers. Good supervision at both of these
levels ensures quality within the Hearth sessions and provides supportive
feedback and guidance to address any problemsthat may arise.

Asthe project begins, both the project manager and the supervisors/trainers
must participatein supervision of the Hearth sites. Sincethisisaskill that
islearned with practice, it isrecommended that project staff and supervisors/
trainers do supervisory visits together as much as possible. As the
supervisorg/trainers gain experience, the project staff can turn over more

The supervisor helps the and more of the site supervisory duties.
caregiver overcome any
barriers encountered in

Supervisors/trainers should be available during theinitial Hearth sessions
to help the volunteerswith any issuesthat comeup. Thisisespecialy true

tﬁe I earl—life /_70”79 inthefirst few days of each Hearth session when they check to make sure
situation, reinforces key all the proper foods are being used, that the weighing is done accurately,
messages and provides and that the volunteers are encouraging caregivers and mothers to
support and parE Cipate. S;a?gerfthe I(—jlearth session startups to facilitate this presence
encouragement for inthose crucial first few days.

continuing to P_’ actice ) The Observation Checklist and Caregiver Interview Guide are useful to
the new behavior. S until assist the supervisor in assessing the quality of the intervention. The
they become routine. Supervisor Feedback and Trouble Shooting Guide provides a tool for

summarizing theinformation gathered, reviewing it with Hearth volunteers,
and guiding them in developing solutions. Reviewing records and
interpreting the datais donetogether with the Hearth volunteer and provides
guantitative evidence of the program’s strengths and weaknesses. Sample
supervisory formsarelocated at the end of this chapter and can be adapted
to your program needs.

Additionally, staff and/or supervisors/trainers and volunteers should make
periodic home visits to participating families during the Hearth sessions
and for a period of two weeks to one month after the sessionsend. Home
visits providethe supervisor with valuableinformation about thefeas bility
of new practicesin the home.

The supervisor helps the caregiver overcome any barriers encountered in
thereal-life home situation, reinforces key messages and provides support
and encouragement for continuing to practice the new behaviorsuntil they
become routine. These visits are especially important for any child who
failed to graduate from the Hearth session. The supervisor is oftenin a
position to dea with issues that the Hearth volunteer cannot deal with
alone. Through these visits, the supervisor supports the volunteer and
ensuresthe success of theintervention whilethevolunteer learnsthe skills
needed to assume responsibility for conducting the home visits alone.
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Step 7. Support Nlew Behaviors

SISV Support New Behaviors through Home Visits

ehavior change theory states that we need at least twenty-one days of

practicing anew behavior in order for it to become ahabit. Hearth should
be thought of asafour-week (twenty-eight day) exercise: two weeksworking
with peersin agroup setting followed by two weeks of at-home practice with
occasional supervision from a Hearth volunteer. In some communities, the
Hearth volunteers visit the caregivers at home every day for two weeks to
ensure that they are able to continue practicing the new behaviors. In other
communities, villagers
informally monitor | .2 [ —— pr——
their neighboring | / A o
children’s progress,
withlessfrequent visits
by the volunteers.

An important role of
the volunteer in the
follow-up visits is to
ensure that the food is
indeed ‘extra’. A
mother should not ; - ‘ ’
refusethe child hisor her portion from the family pot because sheisproviding
the extrameal and snack. The child needsthisadditional nourishment to gain
the needed “catch-up” growth.

Hearth volunteers continue every month or every two months to record the
weights and nutritional status of all children under three for whom they are
responsible. They aggregate and sharethe growth datawith the Village Health
Committee and village leaders using community scoreboardsvisibly displayed
at the community or health center. Thismonitoring system providesapowerful
tool for communitiesto measuretheimproving nutritional statusof their children
and provide positive reinforcement to the caregivers.

A major component of the Hearth approach is community involvement and
community-wide change. It is not simply about rehabilitating individual
mal nourished children and graduating them through Hearth sessions. Itisalso
about raising community awareness of child malnutrition and having the
community witness nutritional improvement through the hard work of their
neighbors. When community leaders are kept abreast of the Hearth outcomes,
they are able to redlize its power. Without the community behind this effort,
the power of the methodology is greatly reduced and potentially lost.
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The most convincing
argument for behavior
change is visible change
in the child. After two
weeks of Hearth
sessions, a child
recovering from
malnutrition becomes
hungry and playful,
losing edema (swelling)
and/or beginning to gain
weight. Mothers make
the connection between
providing extra food and
seeing a dramatic
improvement in
appetite, general
demeanor, and activity
level of their children.

In Myanmar,
the NGO staff
posted results
and
photographs
of the Hearth in local
train stations. Curiosity
was aroused and
community members
wanted to learn more.
Such marketing is an
effective way of
spreading the word and
promoting good
nutrition.




Many communities,
once seeing the positive
impact of the Hearth
program, are anxious to
share the technique with
their neighbors or
neighboring
communities.

Step 8: Repeat Hearth Sessions

STEP 8 Repeat Hearth Sessions as Needed

hildren who remain malnourished areinvited to join aHearth session the

next month, until the majority of all children in the community show
adequate weight gain and growth. Graduation requirements and protocolsfor
repeating Hearth are covered in Chapter 5.

Most communities repeat Hearth programs monthly or periodically for up to
oneyear torehabilitate all malnourished children. Resultsfrom the community-
wide growth monitoring sessions determine when the Hearth can actually end.
The community must then ensure that the new behaviors are sustained as the
implementing organi zation moves on to another location.

“In the Green!”
A Program Director was visiting the Hearth project in rural
Myanmar. He saw a young boy jumping around at a Hearth
session as he proudly exclaimed, “I'm in the green now! I'm
in the green now!” The boy was a recent graduate.

But once the boy saw the food that was being fed to the
participating children that day, he changed his tune and tried
to take it back by saying, “I mean I'm in the yellow still.” The
food looked so tempting, he was willing to pretend he still
required the Hearth!

Many communities, once seeing the positive impact of the Hearth program,
are anxious to share the technique with their neighbors or neighboring
communities. This enthusiasm attracts those caregivers with malnourished
children who might not have participated in the early Hearths.
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QUESTIONS AND ANSWERS

What if mothers spend all day working in the fields

or in a factory and are unavailable to attend the Hearth?
Attendance tends to be sporadic in the beginning of the program, with few
participants attending all twelve days. Those participants who do, however,
have children who perform better nutritionally. These children provideagood
example to others and absenteeism drops off when the community witnesses
the positive outcomes of attending aHearth session. It still may beachallenge
to select a good time when mothers or other caregivers are free. If the main
caregiver isagrandmother or an older sibling, this person can accompany the
child. Whoever feedsthe child should learn the new, beneficial practicesand
then “train” the mother at home through example and discussion.

Do you let siblings attend Hearth?

The Hearth focuses on rehabilitating specific malnourished children. Other
children should only be allowed to eat if thereisleft over or surplusfood and
the Hearth participant children have aready eaten. If an older sibling isbrought
along, seeif ghe can participatein someway such as hel ping with handwashing.
The more household members exposed to Hearth messages, the higher the
level of support for adopting these new behaviorswithinthehome. If caregivers
bring several childrentoo old for Hearth, but still needing attention, one of the
oldest children present may be tasked with taking them to an area some distance
away to play so that mothersare not distracted and the noise level during food
preparation and feeding is kept down.

Can a mother just send her child?

No. Thisisnot afeeding program. A child cannot be sent alone for food and
a messenger cannot come to pick up food for a child who does not attend.
This defeats the purpose of aHearth, which is based on behavioral change.

What about hungry, malnourished mothers

who bring their malnourished children?

It is difficult to deny food to the mothers who are cooking and feeding their
children. There are also benefits to having them taste the food. Consider
adding extraingredients to the alotted portions to enable the mothers to eat.
Thiscan bean opportunity to boost maternal nutrition, but the program emphasis
naturally restson feeding children. Link these motherswithincome-generating
projects or food aid.

What if a caregiver does not bring a contribution?

Caregiverswho do not bring a contribution should not be permitted to attend
the sessions. Thisavoids setting an unhealthy precedent. PD foods, by design,
are inexpensive and accessible and using them should not entail an additional
expense. By reprioritizing limited resources and shifting spending patterns,
families can purchase more nutritious options. If afamily is absolutely too
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It still may be a
challenge to select a
good time when mothers
or other caregivers are
free: whoever feeds the
child should learn the
new, beneficial practices
and then “train” the
mother at home through
example and discussion.



Children who have
finished their food
should be given more
until they are no longer
hungry.

QUESTIONS AND ANSWERS

poor (as defined by the community) to contribute the PD food, then they may
bring water or wood for fuel to the Hearth session.

How do you convince children with poor appetites to eat?

Never force feed achild. Allow children to eat slowly and alittle at atime.
Early childhood stimulation and interaction with the mother or caregiver are
effective means for bringing the child around to enjoying her/his food. Try
using songs, games, eye contact and interactive play.

How can a child possibly eat so much during a Hearth and be
expected to still eat from the family pot the rest of the day?

It may seem like alarge quantity of food, especially for an anorexic child who
is not interested in food. However, appetites generally are stimulated as a
function of beginning to eat and anorexic children will become hungry again.
Oncethey overcome their initial anorexia, they are more than happy to finish
off themeal. Mothers should understand that Hearth food isextraand designed
to help malnourished children catch up on their weight. Thismeal should not
replace other calories being given at home. If the child does not get the extra
calories, there is no hope of catch-up growth. Stress that the food is to be
considered as medicineto makethe child recover. Any child who hasfinished
his’her food should be given more until he/sheisno longer hungry. Be aware
that amal nourished child may defecateimmediately after eating. Thisisnormal.
Reassure the mother and show her to the latrine.

What do you do if malnourished children cannot finish

their meal during the Hearth session?

Each participating child will be given a measured amount of food with the
required caloric/protein content, soitisbest not to dilute the effect. Onceitis
clear that the child will not eat anymore, the older sibling or mother can finish
it. Leftover food should not be brought home. It is uncertain that the child
will get it and microbes can multiply quickly in most prepared meals. The
child's appetite may improve as the Hearth session progresses. Gradually
increase the quantity of food. Often malnourished children will not eat much
at thefirst few sessions since it takes several daysfor their bodiesto adjust to
high-calorie, nutritious food. If caregivers continue to encourage feeding at
each session and throughout the day, children will soon regain their appetites.
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QUESTIONS AND ANSWERS

What happens to the Hearth volunteers after the

Hearth sessions are over?

Hearth volunteers often become the cornerstone of other health-related
activities. As a result of the demonstrated success in rehabilitation of
malnourished children, the Hearth volunteer gains community respect and
becomes atrusted source of knowledge. Sheisnow equipped with skills that
she can apply to many other health activities.

What happens to the mothers?

The Hearth sessions provide an opportunity for women to come together in a
safe, accepting and interactive environment. WWomen who may havefeltisolated
or insecure have been ableto build rel ationshipswith others and share common
concerns. Animportant outcome of the Hearth approach isthe strong feeling
of solidarity and friendship created among participants. After Hearth, women
often create informal support networks and sometimes organize themselves
into formal groups for breastfeeding support or income generation.

Positive Deviance/Hearth Manual / 145

An important outcome
of the Hearth approach
is the strong feeling of
solidarity and friendship
created among
participants.



SUPERVISORY CHECKLIST FOR
OBSERVING HEARTH SESSION

The supervisor should GENERAL INFORMATION
fill out the form on this :
Date: Supervisor:
page for each Hearth -
session visited. Note jf | Vage:
the items listed are Hearth Day Number: Number of children attending:

present or not and record Relationship of caregivers to children (e.g. mothers, grandmothers, older
any comments that siblings):

might be useful.

PRESENT?
ITEMS TO CHECK COMMENTS
YES NO

Hearth site:

*Environmental cleanliness
*Presence of soap and water
*Spacious and clean kitchen
area

*Mats for participants to sit on

Hearth meal:

*PD food contribution from
each participant

*Ingredients contributed by
NGO

*Consistency of food and
portion per child

*Snacks provided

Caregiver practices:

*Hand washing before
processing food

*Washing children's hands and
face before and after feeding

*Processing foods

*Proper management of child
with poor appetite

*Good caregiver-child
interaction in games and in
general

Volunteer skills:
*Supervising other mothers at
processing and cooking
*Encouraging caregivers who
are having trouble feeding
their children

*Good communication skills
*Accuracy of records in the
Hearth Book
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CAREGIVER INTERVIEW GUIDE

GENERAL INFORMATION

Date: Supervisor:
Village:
Hearth day #: Number of children attending:

QUESTIONS

ANSWERS

General understanding
1. Why are you here with your child?

2. Do you think it is possible for a
poor family in your community to
have a well-nourished child? How?

Visible changes in the child
1.Is the child getting better? How can
you tell?

2.What changes (physical, emotional,
or social) have you and other family
members noticed in the child at
home?

3. How much did the child weigh on
the first day? Now?

Food contribution
1.What did you contribute to the meal
today?

2.Do you contribute food every day?
Why? Why not?

3.Why are you using these special
foods?

Behavior change at home
1.What do you now do at home that
you did not do before?

2.What are the things you used to do
that you do not do anymore?
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The supervisor should
use these questions to
interview individual
caregivers at the Hearth
sessions and gain a
better understanding of
their knowledge and
practices. Record direct
quotes from participants
as much as possible.

After completing the
interviews, summarize
the responses and
develop one to two short
profiles of the
beneficiaries.



Using the results of the
Supervisory Checklist
for Observing Hearth
Sessions and the
Caregiver Interview
Guide , the supervisor
should itemize any
problem issues in the
Hearth sessions and
guide volunteers and
staff in developing
solutions. This form
provides a written
record.

Supervisor Feedback and Trouble-Shooting Guide

GENERAL INFORMATION

Date: Supervisor:

Village:

ISSUE AREAS STRENGTHS | WEAKNESSES | SOLUTIONS

Caregivers:
*Attendance and
participation
*Caregiver profile

Hearth site:
*Cleanliness

*Soap and water
*Kitchen area
*Participant comfort

Hearth meal:
*Participant contributions
*Purchasing of food
*Portion size and
consistency

*Snacks

Caregiver practices:
*Hand and face washing
*Processing of foods
*Management of children
*Caregiver-child
interactions

Volunteer skills:
*Supervising mothers
*Encouraging caregivers
*Communication skills
*Record keeping

Caregiver knowledge,
attitude and practice:
*Understanding of the
project

*Reported behavior
change

Discussion of special
topics (health education)

Other topics
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CHAPTER SEVEN

Step 9: Expand PD/ Hearth
Programs

Expand PD/Hearth Programs

A. Develop a small successful model

B. Work out an expanded successful model

C. Expand the PD/Hearth program to the
district level

D. Create a “Living University” or “Laboratory
Site for Field Learning”

E. Support new graduates to return to their
home base and begin replication

Approach to Scaling-Up
By design, Hearth groups are formed in small units at the neighborhood
level. Scaling-up involvesreplicating asuccessful Hearth experiencein
other neighborhoods, first within the samevillage, thenin neighboring villages
and other communitiesin the region or district, and eventually on a national
scale. It is important to start small and implement a strong, solid Hearth
program. Itiscritical to monitor and evaluatethisinitial phase of the program
to demonstrate that this approach can successfully work inthe particular area.
This program then serves as a model for other villages or organizations
implementing the approach.

The idea of expansion needs to be built in from the beginning. If the
implementing agency wants to expand the program to the district level and
perhapsto other districts, anational Ministry of Health representative and the
district health office management team should be involved early on in the
process. Their participation in the monitoring and evaluation of the early
model will help further their understanding of the potential impact of this
approach and help ensure their commitment to its successful replication. While
scaling up, remember to include only those communitiesthat fit the criteriafor
effective locations for PD/Hearth (see Chapter 1).

Save the Children/Vietnam (SC/Vietnam) developed a five-step process for
expansion of their successful PD/Hearth program, which ultimately reached
over 2.2 million peoplein seven years.
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) AN
1
Save the Children/
Vietnam began in four
communities with a
total population of

approximately 20,000
people.

A. Develop a Small Successful Model

It is recommended that the PD/Hearth approach first be piloted in a few
villages with a high incidence of severe malnutrition. This pilot project
should be monitored and evaluated for effectivenessto ensure the process
and tools produce the desired results (see Chapter 8).

B. Work Out an Expanded Successful Model

Once the PD/Hearth approach is validated, the program can be expanded
to alarger number of communities. SC/Vietnam expanded the program
from four communities to fourteen communities or from approximately
20,000 to approximately 80,000 people. At thisstage, the approach often
needsto be streamlined to focus on the key program aims of rehabilitating
malnourished children, enabling families to sustain the rehabilitation of
children at home on their own, and ensuring community ownership of the
new child care, feeding and heal th-seeking practices.

Despitethefact that there were other health and social problemsthat might
have been addressed, SC/Vietnam focused only on the feasible and
sustainable PD/Hearth practicesfor expansion. Thisenabled SC/Vietnam
to manage the staffing and supervision needs critical to maintain quality
during expansion. Experience from the pilot program, combined with
streamlining, enabled replication to be carried out faster than the initial
implementation. Critical elements of the approach, such as the Positive
Deviance Inquiry, were maintained to ensure community ownership.

After validating the streamlined approach and ensuring that it is both
successful and replicable, program staff can adapt the curriculum, tools,
and training materialsaccordingly.

C. Expand the PD/Hearth Approach to the District Level
The district-level staff should be involved in steps A and B to assist with
assessing the program and devel oping the expansion strategy and tools.

Oncetheapproach isseen asfeasble and effective, theimplementing agency
canwork with adistrict management team to determine the appropriateness
of replicating the program at the district level, and to select those sub-
districtsand communitieswhere this approach might be most useful. This
step provides for Ministry of Health buy-in and ensures the necessary
collaboration to support local program ownership, expand advocacy efforts
for government funding and address possible policy implications. This
step focuses on thetransfer of rolesand responsibilitiesfor the program to
the district health team. The district team can assume responsibilities for
program management and problem-solving, aswell asbecoming acatalyst
for PD/Hearth replication.
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D. Create a “Living University” or “Laboratory for Field
Learning”

Oncethe PD/Hearth program has been successfully tested and replicated,
the knowledge and experience gained form the basisfor aliving laboratory
where others can be trained in the approach and |earn through “ hands-on”
experience. Staff develop a training-of-trainers (TOT) curriculum with
which they train other implementersinterested in the PD/Hearth approach.
Trainees are selected from other districts, programs or institutions,
preferably in teams of two to three persons per site, to attend one-to-two
week courses. Attendance by teams encourages active involvement by
partnersand ateam |earning processthat facilitates ultimate decision-making
and implementation.

These coursestake place at PD/Hearth field siteswheretrainees|earn both
theory and field practice by visiting villages/sitesand participating in growth
monitoring, the Positive Deviance Inquiry, and Hearth sessionsin action.
The curriculum also includes sessions on how to train others, and how to
work with and mobilize communities. This participative, reflective and
problem-posing training methodology isanew approach to many trainees
and critical to the role-reversal needed for the PD/Hearth approach — that
of community asteacher and trainer asfacilitator.

A “Living University” Model Inspires Action

“I heard about the [PD/Hearth] model but I did not believe
it could work. | thought it required a large budget and a

EXAMPLE]

lot of technical assistance. Only after visiting the [Living
University] in Quang Xuong, Thank Hoa, did | think it
might be applicable. In 1996, Save the Children/US began work in

our province in the pilot two communes and | became more interested.

| asked if | could attend the training at the Living University and was
accepted. Two other provincial staff and twelve district staff from
Quang Ngai also attended.

Soon we had 34 communes using the model. | knew it would be
applicable in other communes, so | modified the program and used it

The successful PD/
Hearth program
becomes a living
laboratory where
potential new
implementers from other
districts and programs
can learn the PDI
approach through hands-
on experience.

From a discussion with
Provincial and District officials
recorded in

“ An Assessment of the Living
University as a Mechanism for

in 21 additional communes as part of the National Nutrition Program.” Expansion,” David Pyle and

Tricia Tibbetts, 2002, Draft. (1)

E. Support New Graduates to Return to Their Home Base
and Begin Replication

Each team returnsto their project site and replicates PD/Hearth in two to
four communitiesto determineif the approach is effectivein their locale.
The Living University training team consults with the new graduates for
thefirst year to ensurethat their pilot is successful, and to help them solve
problems and discover opportunities. Once the pilot project is validated,
the graduates work on expanding the model and creating their own mini
living universitiesto further expand the PD/Hearth approach.
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Results From the Field

World Relief Bangladesh, the Hospital Albert
EXAMPLEl Schweitzer in Haiti, and Save the Children Vietnam
each demonstrated the effectiveness of the PD/
Hearth and contributed to lessons learned about scaling-up
the approach. (2) Based on this work and trial and error by
other country staff and organizations, the PD/Hearth approach
is now being implemented in more than twenty-two countries.
The following examples provide an idea of the possible
variations used in scaling up PD/Hearth programs.

In Mozambique, the program started simultaneously in every
“Care Group” organized by World Relief. A “Care Group” is a
group of ten volunteer mothers who each represent and serve
a block of ten households. The high level of pre-existing
community organization enabled this approach to be effective
and quickly expanded.

In Ethiopia, Christian Children’s Fund started a small-scale
PD/Hearth in a peri-urban slum area, close to their national
office. This location facilitated close supervision and provided
a convenient training ground for field staff from around the
country who came to the capital city for national level
meetings.

In Nepal, Save the Children/Japan and Red Barna from Save
the Children/Norway partnered with more than 32 local NGOs
to scale-up the program. Partnering with these groups led to
greater institutional development and the opportunity to reach
large, remote, and dispersed populations.

Succeeding at Expansion
xperience has shown that scaling up a PD/Hearth program requires more
than awell thought out replication strategy. Expansion can take different
forms, but there are several factors critical to the success of an expanded
program.

v L eadership/ownership: Inadditiontotheloca ownershipthat iscentra
to PD/Hearth, expansion requires a champion (or set of champions) to
continueto motivate staff, maintain program visibility to political decision-
makers and ensure adequate funding for expansion efforts.

v MOH Support: Aspreviously stated, MOH involvement and support
are critical to scaling up. The MOH can advocate for program support,
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facilitateimplementation in many communities, shareimportant health data,
assist with the continuity of health messages taught to communities, and
contribute to better referral of severely malnourished or sick children to
health care facilities. A good tracking of project costs and estimates of
costs for going to scale can assist national decision-makers. Good
innovations, proven successful in decreasing childhood malnutrition, can
move from local communities up to national policy.

v Strong Monitoring and Evaluation Framework: Evaluation data
demonstrates program effectiveness, impact and the potential impact on
larger populations. Thisiscritical to convince othersthat thisisasuccessful
approach worth further investment. Monitoring dataensuresthat replicated
programs maintain high quality standards and that any failures provide
opportunities for learning and adaptation instead of undermining the
expanded program.

v Participatory Training: The training of trainers should be based on
sound adult-learning principles. Key concepts and steps of the PD/Hearth
approach must bewell understood. Each trainee must participate in actual
hands-on fieldwork so that experience can be combined with knowledge.
Each trainee should leave with new training, facilitation and community
mobilization skillsthat promote community learning and ownership.

v Flexible Implementation: By definition, the PD/Hearth approach is
community-specific. As such, it needs to be flexible and adapted to the
local situation. The step outlined in this manual are guides developed
through experience; they will need to be modified to best suit local
conditions. When making changes to the PD/Hearth approach, monitor
the program to ensure that the changes are successful. Within the local
adaptation, there are several critical aspects of the process that must be
maintained in order to effectively rehabilitate malnourished children. Refer
to Chapter 1 for essentia elements of a PD/Hearth.

v Adequatesupervision: Theinitial implementing agency needsto provide
supportive supervision, especially to volunteer staff, to build their self-
esteem and confidence in implementing the PD/Hearth approach, and to
develop problem-solving skills. As the PD/Hearth approach becomes
replicated in more and more communities, monitoring of quality control
indicators will help supervisors provide more focused and appropriate
training on key steps of the program.

v Good human resource practices: Finding volunteers and staff with
the right skill sets and addressing issues of staff turnover are important.
People are critical to running a successful program. As such, good
recruitment, training, and retention efforts are vital.
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Expansion of PD/
Hearth requires
leadership as well as
local ownership and
Ministry of Health
support.

People are critical to
running a successful
program; good
recruitment, training,
and retention efforts are
vital.



The selection of locally
available and accessible
Positive Deviant foods
ensures that the
community will be able
to continue providing
healthy meals for their
children in the future.

In the Future

v Sufficient timeto develop a feasible and affordable model: Before
replicating the PD/Hearth approach in many communities, it isimportant
that the approach be streamlined, cost-effective and demonstrably successful
at sustainably reducing malnutrition. Theimplementing agency will need
tolearnthroughtrial and error; the best definition for high risk communities;
strategies to engage the community; use of participative methodologies;
adaptation of tools to train, monitor and supervise the program; and
processes to use during the Hearth sessions.

Sustainability
hould theindividual Hearth sessions be sustained?

The answer is no. It is the impact of the program that needs to be
sustained, not the program itself. One of the reasons for setting the Hearth
SESSi0Ns Up as non-permanent, moving sessionsisto ensure that the emphasis
is on behavior change in the home instead of creating dependency on a
rehabilitative processoutside of the home. At both the family and community
levels, new behaviors are adopted and internalized to maintain achild’sgood
nutritional status and prevent future malnutritioninal children.

The focus on identifying culturally acceptable behaviors based on local
knowledge, along with the active community involvement and control are key
creating a situation where behavior change is sustainable. The selection of
locally available and accessible Positive Deviant foods ensures that the
community will be ableto continue providing healthy mealsfor their children
in the future.

In addition to the decrease in childhood malnutrition, the PD/Hearth process
empowers familiesand communities to tackle and solve other problems. The
PDI devel ops both confidence and skillswithin the community for finding local
solutions.

The impact of Hearth should be measured after one year and at the end of
each subsequent year. Important questionsto ask include:

v Hasthe child continued to follow the growth curve and have an
adequate weight for his/her current age?

v Have the children who participated in the Hearth and graduated
maintained their good nutritional status? Arethey continuing to grow
at therate of the international standards?

v Arethesiblings of the participating children al so well-nourished?

v Has community-wide malnutrition been reduced?

See Chapter 8 for further guidance on monitoring and eval uation.
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An Example from West Africa:
How Key Principles of the PD/Hearth Approach
Promote Sustainable Development

EXAMPLE]

1. PD/Hearth Optimizes and Enhances Community
Potential

Community members explicitly and consistently formulate their
understanding of the impact of the project on their lives. Through
the Hearth sessions, they establish the link between good food and
good health and connect the well being of the young child with
restored family economic and psychological well-being. In Senegal
and Mali, fathers reported that when the children were
rehabilitated, their wives got more sleep, worked better in the fields,
and consequently contributed more to the family income.
Grandmothers reported that the whole village slept better.

2. PD/Hearth Respects the Cultural Context

In West Africa, raising and feeding the young child is not limited to

the biological mother. The whole community is involved is raising a ﬁadltlona”y in West

child and Hearth targets all these caregivers, especially the Afnc@ knowledge a’j'd
grandmothers. Traditionally, knowledge and practices are practices are transmitted
transmitted to young women by their mothers-in-law and Hearth to young women by their

sessions there use this approa_ch_. Cpmmunal eating is a _ mothers-in-law and
fundamental aspect of the socialization process, teaching children :

how to share with others. Health education messages built into the Hearth sessions there
Hearth sessions reinforce this tradition. use this approach.

3. PD/Hearth is a Democratic Process

In the West African context, the approach unleashes the
tremendous power of African villages to govern themselves. They
discover and leverage their own resources, exercise solidarity
through food contributions, and involve a broad constituency at the
grassroots level (especially the imam and the grandfathers) in the
decision-making. The PD approach enables ordinary individuals
who practice positive, unordinary behaviors (the Positive Deviants)
to be recognized and to contribute to their community.

4. PD/Hearth Involves the Community in Monitoring and
Evaluating the Process

The PD/Hearth approach uses growth monitoring and promotion as
a multi-purpose tool which enables the mother or other caregiver,
other community members, and health workers, to work together to
identify the problem, target children for rehabilitation, monitor their
progress, and evaluate the effect of the program on the community
in the short and long term.

Source: Diene 2000 (3)
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CHAPTER EIGHT
Monitoring & Evaluation

MONITORING AND EVALUATION

A. Select Project Results

B. Monitor Progress

C. Evaluate the Effectiveness and Reach of
the Program

t isnot enough to ssimply “buy in” to the concept of PD/Hearth and believe

that it works. One needs concrete evidence, gathered through monitoring
and evaluation, to prove that PD/Hearth is effective at reducing childhood
malnutrition. Fortunately, the PD/Hearth approach presents clear evidence
when children either gain or do not gain weight. After one 12-day Hearth
session, many severely malnourished children start to exhibit changes in
alertness, physical activity and appetite. Changesinweight follow. When a
child’s weight is measured and interpreted, using international or local
standards, successor failure of theinterventionisindicated. Program children
are weighed on thefirst and last day of each session.

A child srate of weight gainiscompared to standards (see Table 4.5 for weight-
for-age standards). Program success is based on the original goals selected.
If thegoal istorehabilitate all children participating in the Hearth, the program
isconsidered successful when the children’sweight hasincreased. Whenthe
godl is to sustain the enhanced nutritional status over time and/or prevent
malnutritioninyounger siblings, successwill be determined based on theresults
collected over time through growth monitoring promotion.

Monitoring determines whether desired results are being achieved. It is
ongoing, routine, and usually quantitative. It involves collecting data,
calculating indicators (practical, reliable, objective measures that “indicate”
whether a program is on track) and comparing the indicators to the preset
targets. Evaluation isanoccasiond, selective, often partially qualitative, inquiry
into a specific programmatic question, such as“How or why were the results
(not) achieved?’
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PD/Hearth evaluations
in several countries
have demonstrated
impact among three
populations:

1. Participating children
— directly through
receiving the Hearth
meals and benefiting
from caregiver behavioral
change;

2. Participating
children’s siblings

— as caregivers adopt
new behaviors, other
children in the family also
start to show lower rates
of malnutrition (in control
studies in Haiti and Viet
Nam); and

(=1516 L\
3. Communities at large
— a “spread-effect”
occurs whereby
demonstrably effective
PD behaviors become
the norm and all children
in the target age group
show improved
nutritional status.

A. Select Project Results

In order to monitor and evaluate PD/Hearth, it isimportant to have clear desired
results against which progress can be measured. Chapter 3 discusses setting
goalsand objectivestogether with the community. A resultsframework (Figure
8.1) help to understand the interaction among program goals, objectives, and
intermediate results. Each level builds on the next. In order to achieve the
goals, the objectives must be met, and in order to achieve the objectives, the

intermediate results must be met.

Thisframework enables program staff, Hearth volunteers, and partnersto better
understand how the program works and how each part of the program plan
supports achievement of the ultimate goal. This understanding guides the
selection of strategies and activitiesto best achieve the desired results as well

astargets and indicators to measure progress.

Sle18)z{=K: MM PD/Hearth Results Framework

First Tier: Goal Health
Status
Second Tier: f
Strategic Objectives
Use of Practice of
Key Key
Health Health
Services Behaviors
Third Tier: A
Intermediate
Results T
. : Knowledge,
Available Health Quality Health Attitudes &
Services Services Bt(teILuav?srs
Suppl
(Supply) (Supply) (Demand)

The top tier of the results framework represents the ultimate project goal —
good health status, which isgenerally measured by mortality, morbidity and/or

nutritional status.

PD/Hearth programs usually seek the following goals:
v Malnourished children arerehabilitated

v Families are enabled to sustain the rehabilitation of these children at

home on their own

v Malnutrition is prevented among the community’s other children, both

current and future
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Themiddletier, the strategic objectives, representsthe two common pathways
to achieving good health status that are within the program’s control:
1. Useof key hedlth services (e.g., growth monitoring, Hearth sessions,
immunizations, supplementation with Vitamin A, or curative carefor

danger signs, etc.)

2. Practice of key health behaviors(i.e. feeding, caring, hygiene, and

health-seeking practices)

The third tier, the intermediate results, supports the strategic objectives and
includes those items that impact on both supply and demand. In order for
caregiversto usethe Hearth sessionsand incorporate the key health behaviors,

the sessions must be:
1. Available (supply-side)
2. High quality (supply-side)

3. Indemand by the community based on their knowledge, attitudes and
behaviors (demand isinfluenced by community normsand beliefsas

well as sdf-efficacy)

Thisresultsframework isbroad enough to inform anational health strategy or
aloca Hearth project. Each of the tiers can be adapted based on the goals,
strategic objectives, and intermediate results for specific health programs.

B. Monitor Progress

Health programs generally seek
to measureresultsat the strategic
objective level (second tier) or
intermediate result level (third
tier) of the results framework.
Goal level (first tier) changein
the target health population is
often more long term and
generally not easily measured
through routine monitoring.
Based on the resultsframework,
an assumption is made that
achieving strategic objectivesand
intermediate results will lead to
the goal level result. Costly
surveys conducted over a long
period of time are often needed
to assurethat thedesiredfirst tier

goals are eventually achieved. Hearth programs present a “specia case” in
that they seek a goal-level result (decrease in morbidity due to malnutrition)

that can be regularly monitored.
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Select monitoring
indicators that are
practical, reliable and
objective measures of
program progress.
Indicators are only
useful if they inform
decision-making.

Hearth programs monitor both an individual child’'s health nutritional status
and community nutritional health status. Each caregiver receives a growth
chart that shows progress of achild’snutritional status. With thisinformation,
the caregiver is motivated to take actions and practice household behaviors
that will improvethechild'sgrowth. Project staff can provide specia counseling
and referral to health services to help the child get appropriate care to ensure
good growth. Monitoring of the community’s nutritional health status shows
that the program is reaching a significant portion of children and that positive
practices have become part of anew community norm, enabling children and
their siblings to maintain good growth.

Community growth monitoring is an effective and beneficial collaborative
practice. The information gained by having such surveys or the sharing of
health status is very important. However, monitoring is only as good as the
data collected. There have been examples of projects that seem to achieve
results only to later learn that the baseline figures were manipulated so as to
makeit seem that there was more community input and higher weight gain. In
this case, information regarding such an incident would be helpful to prevent
future incorrect results. A monitoring plan using a few indicators for the
strategic objectives (second tier) and intermediate results (third tier) will help
project supervisorstrack progress and identify problems early on so that they
can be corrected.

1. Select AppropriateIndicators

Asstated earlier, monitoring involves collecting data, cal culating indicators
and comparing the indicators to the preset targets. It is important to
select indicators that are practical, reliable and objective measures of
program progress. Indicators will vary based on project needs and
conditions, but need to have clear definitions. Table8.1 providessample
indicators organized by tiers within the results framework. Some listed
indicators haveinternationally accepted definitions. Most do not. Many
include an “X” which represents a phenomenon that needsto be locally
defined. Those without an “X” still need to be clarified before being
used. For example, what exactly does “number or percentage of new
births recorded” mean? Are you going to include just live births or all
births, and how soon should the recording take place?

Indicators at a given result level alow inferences to be made about
processes at lower levels. Good use of Hearth services implies that the
servicesareavailable. Ontheother hand, alow level ontheuse of Hearth
services indicator necessitates a review of all lower level indicators to
determinethe cause of the problem. For example, low useof GM P services
might reflect low availability of GMP servicesthat, inturn, might reflect
missing inputs, such as scales. Remedying a problem might require the
temporary use of additional indicators. Namely, poor Hearth attendance
might require Hearth facilitator retraining and a limited-time, intensive
monitoring of several aspects of Hearth quality.
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TABLE 8.1 Sample Indicators for Growth Monitoring
& Hearth Programs

RESULT

Growth Monitoring
Promotion

Hearth

He

alth Status?

# (%) Children less than age X
with normal "green" nutrition (> -
2Z WFA) (X = 2, 3, 5 years, etc.)

# (%) Children less than age X
with mild "yellow" malnutrition or
moderate malnutrition (> -3 Z and
< -2 ZWFA) (X =2, 3, 5 years,
etc.)

#(%0) Children less than age X
with severe "red" malnutrition

(< -3Z WFA) (X =2, 3, 5 years,
etc.)

Overall nutritional status of
children less than age X (mean
WFA Z-score) (X = 2, 3, 5 years,
etc.)

Overall nutritional status of population X
(mean WFA Z-score) (X = Hearth
graduates, Hearth graduates by
presenting nutritional category, younger
siblings of Hearth graduates, etc.)

# (%) Hearth children who
"graduated" from Hearth, i.e., who were
rehabilitated or gained more than 400
grams within 2 months

# (%) Hearth children who did not
"graduate" from Hearth, but who gained
200- 400 g within 2 months (first vs.
second Hearth)

# (%) Hearth children who did not
"graduate" from Hearth, but who gained
< 200 g within 2 months (first vs. second
Hearth)

# (%) Hearth children who did not
"graduate" from Hearth, and who did not
gain weight

# (%) Hearth children who did not
"graduate" from Hearth, and who lost
weight

# (%) Hearth children who
demonstrated X (X = physical,
emotional, or social attribute)

Use of Key Services?

# (%) Target population who
participate in GMP
# (%) Children age 6-23 months

last six months

# (%) Children age 12-23
months who received all
vaccinations before 1st birthday
(card-confirmed)

who received a Vitamin A dose in

# (%) Eligible malnourished children
enrolled in Hearth

# (%) Enrolled malnourished children
who participate in Hearth at level X (X
to be defined)

# (%) Caregivers of Hearth attendees
who are X (X = mothers, grandparents,
siblings, etc.)

Practice of Key Behaviors:®

times, in last 24 hours in addition

weeks
recuperation from illness

food preparation or child feeding,
defecated

other cleansing agent present

last month (X to be defined)

# (%) Caregivers who report that their infants, 6-9 months of age, received
complementary feeding and breastmilk in last 24 hours

# (%) Caregivers who report that they practiced active feeding with their
infants, 6-24 months of age, in last 24 hours

# (%) Caregivers who report that they fed their child, age 6-24 months, X

to breastfeeding (X varies with age)

# (%) Caregivers who report that they fed their infants, 6-24 months of age,
food X in last 24 hours (X varies with season and age), among those
children with diarrhea in the last two weeks

# (%) Caregivers who report that they increased fluids during the
illnessAmong those children with diarrhea in the last two weeks,

# (%) Caregivers who report that they offered the same amount or more
food during the illness among those children with diarrhea in the last two

# (%) Caregivers who report that they offered more food during

# (%) Caregivers who report usually handwashing with soap/ash before

after defecation, or cleaning child who

# (%) Households with a designated handwashing facility with soap or

# (%) Caregivers who report that they and/or family members provided
cognitive and linguistic stimulation to their child in the last 24 hours
# (%) Fathers who report that they provided resource X for the child in the
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TABLE 8.1 FOOTNOTES:

1 Health status for GMP
refers to nutritional status of
the community as a whole;
whereas, health status
results for the Hearth are
confined to Hearth
participants.

2 Use of key services is
restricted to coverage of
either the GMP or the
Hearth, with the
denominators representing
the relevant eligible
populations. More
traditional measures of
health service utilization
(i.e., timely complete
vaccination, use of Vitamin
A supplements, care-
seeking for fever, etc.), can
be added, especially since
these are associated with
nutritional status and are
often part of Hearth health
education.

3 Both interventions (GMP
and Hearth) focus on
changing the same
household behaviors.



4  Availability and quality of

services refer to the
specific interventions.

With the exception of
knowledge, the demand
side indicators may be
difficult to measure with
confidence. Several
indicators are valid for
either intervention.

This row is separated from
the body of the table
because it does not
illustrate results but
represents key inputs for
each intervention.

Service Availability*

# GMP sessions per
quarter scheduled

# (%) scheduled GMP
sessions that actually occur

# Hearth sessions per year scheduled

# (20) scheduled Hearth sessions that actually
occur

# (20) scheduled Hearth days that actually occur
per session or per year

Service Quality

# (%) GMP workers who
weigh accurately

# (2%6) GMP workers who
plot weight accurately

# (%) GMP essential
equipment available
(supplies, scale,
scoreboard, supervisory
checklist, etc.)

# (%) New births recorded
# (%) Deaths among
target group recorded

# Community volunteers
enlisted on community
management team

# (%) Community
volunteers participating in
community sessions among
those enlisted

# (26) X who know Y

(X = community leaders,
community management
team members, GMP
implementers, etc.;

Y = optimal child care
practices; community
nutritional status, etc.)

# (%) GMP implementers
who report receiving
supervisory visit according
to standard X

(X = #, form, feedback,
training, problem-solving,
record review, etc.)

Dietary and feeding behavior assessment
conducted according to standard X (to be
defined)

PDI conducted according to standard X (to be
defined)

PDI analyzed according to standard X

# (%) Hearth menus reflect X (X = local PD
foods, nutrition balance, etc.)

# (%) Hearths with a designated hand-washing
facility with soap or other cleansing agent present
# (%) Hearths with sanitary disposal of feces

# (%) Hearths with health education given
according to standard X (X = appropriate
message, interactive method, culturally
appropriate, etc.)

# (%) Caregivers who contribute food at Hearth
on X number of days/session

# (%) Caregivers who feed child at Hearth on X
number of days/session

# (%) Caregivers who help prepare Hearth meal
on X number of days/session

# (%) Hearth facilitators with data X (X = name,
gender, age, weight, etc.)

# (%) Hearth facilitators who know X (X =
purpose of food contribution, caregiver's
responsibility, goal of Hearth, PD foods and
behaviors, etc.)

# (%) Hearth facilitators who report practicing
key household behavior X

# (20) Hearth facilitators who implement Hearth
according to standard X

# (%) Hearth facilitators who report receiving
supervisory visit according to standard X (X = #,
form, feedback, training, problem-solving, record
review, etc.)

# (%) Hearth facilitators who conduct Hearth
follow-up activities according to standard X

Demand

# (%) Caregivers who
understand the significance
of the colored zones on X
(X = road to health care,
community scoreboard,
etc.)

# (%) Caregivers who
know child's nutritional
status

# (%) Caregivers who
believe that they can
successfully reduce X (X =
their child's or their
community's childhood
malnutrition problem, etc.)
# (20) Caregivers who
value child wellness (to be
determined)

# (%) Caregivers who know X (X = purpose of
food contribution, caregiver's responsibility, goal
of Hearth, PD foods and behaviors, etc.)

# (%) Caregivers who believe that they can
transfer new problem-solving or mobilization skills
to other community challenges

# (%) Communities that
received X (X = scales,
logs, IEC material, etc.)

# (26) Volunteers trained
in GMP skills

# (%) Volunteers trained
in GMP supervision

# (%) Communities with
Community Management
Team

# (%) Communities that received X (X = Hearth
food, logs, IEC material etc.)

# (%) Volunteers trained in Hearth facilitation
skills

# (%0) Volunteers trained in Hearth supervision
# (%) Communities with Community
Management Team

162 / Chapter Eight: Monitoring & Evaluation




Once you select strategies and activities, you can review the sample
indicatorsto identify ashort-list of potentially suitable ones. Adapt them
toyour local setting, establishtargets, determine how you will track them,
and try them out. Indicators are only useful if they inform decision-
making. If the selected indicators are useful in guiding your project,
keep them and continue monitoring. If they are not useful, either modify
them or select different indicators.

2. Establish Targets

Determine the target levels for each indicator and the point in time at
which you plan to achieve these levels. Targets are based on an
understanding of the current situation (i.e., percentage of malnourished
children, percentage of caregivers breastfeeding exclusively for almost
six months, etc.) and arealistic assessment of what is possibleto achieve
withinatimeframe. The Ministry of Health, UNICEF and other agencies
should have data available from other programsthat will help you decide
thelevel of changeyou canrealistically expect.

Targets are based on an
BNy sample Indicators and Targets for understanding of the
ol Projecting Healthy Growth current situation and a
Indicator Target | Result Type real,stlc assessment Of
Children <24 months of age with normal ; ;
1 |nutrition (> -2 Z WFA) 60% Health Status Whé{t 5 pO_SSI_bIe to
> |Children < 24 months of age severely “19% Health Status a.ChIEVE within a
underweight (< -3 Z WFA) timeframe
3 Exclusive breastfeeding among children 0-6 40% Behavior
months of age
4 Complementary feeding among children 6-9 750 Behavior
months of age
5 Us_e of community !—|earth sessions by eligible 95% Service Use
children and caregivers
6 Caregivers attending Hearth sessions 80% Serv?ce
contribute food Quality
7 Community growth monitoring volunteers 90% Service
correctly weigh children ° Quality
8 Caregivers know_ local positive deviance 80% Knowledge
foods and behaviors

Note that the selected indicators cover all tiers of the resultsframework
from health status to knowledge. By listing the indicators, it becomes
clear that the eight results are ambitious, require gathering data from
different populations, call for varied measurement strategies, and leave
at lot of other results unmeasured.

3. Determine How to Track the Indicators
L et usnext consider how wemight track theseindicators. A good starting
point isamonitoring system planning matrix (Table 8.3) which listsfor
eachindicator: who will gather theinformation, whereit will be gathered,
the source of the data, the form to be used, how often the dataisto be
collected and its ultimate use.
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This Planning Matrix
makes clear that even
with just eight
indicators, the
monitoring system is
complex. Four different
cadres of workers will
collect data in three
different settings using
various informants and
forms. When the
Program Designer
confronts these
demands, s/he may
decide to simplify to an
even shorter list of
indicators.

The “Use” column
relates to the
UNICEF “Triple A”
cycle for continuous
monitoring:

Assessment,

Analysis and

Action
(see page 164).

A =IM=RRCl Monitoring System Planning Matrix

. Who
Indica- Gath- Where Data Form Fre- Use
tor Source Used | quency
ers

1 (% <24 |GMP Commu- | Aggregated | Sum- Every Assess
mos Super- | nity nutritional mary month trend in
with visor Manage- | status of all GMP light of all
normal ment children attend- other data
nutrition Team < 24 mos ance and targets

Meeting

2 |% <24 |GMP Commu- | Aggregated | Sum- Every Assess
months | Super- | nity nutritional mary month trend in
with visor Manage- | status of all GMP light of all
severe ment children attend- other data
malnu- Team < 24 mos ance and targets
trition Meeting

3 | % GMP GMP Conve- Beha- Every Review,
Exclu- Volun- nience vioral other modify
sive teers sample of moni- GMP BCC
breast- 10 toring activities at
feeding caregivers tool GMP and
0-6 Hearths
mos

4 | % GMP GMP Conve- Beha- Every Review,
Com- Volun- nience vioral other modify
plemen- | teers sample of moni- GMP BCC
tary 10 toring activities at
feeding caregivers tool GMP and
6-9 Hearths
mos

5 | % Hearth | Commu- | Aggregated |Sum- Every Review,
Use of Super- | nity participation | mary month modify
Hearth visor Manage- | of mal- Hearth quality,

ment nourished atten- availability,

Team children dance community

Meeting < 24 mos mobiliza-
tion

6 |% Hearth | Hearth Hearth Hearth |1 to 2 Recognize
Care Super- facilitators' volun- days exemplary
givers visor report of teer (unano- | and
contri- contributions | roster unced) |lagging
bute book about practice
food at every (and
Hearth other retrain as

Hearth needed)
ses-
sion

7 | % GMP GMP Conve- Weigh- | Every Recognize
Volun- Super- nience ing other exemplary
teers visors sample of moni- GMP and
weigh 3+ different toring lagging
cor- weights by tool practice
rectly each (and

volunteer retrain as
needed)

8 |% GMP GMP Conve- Beha- Every Determine
Know- Volun- nience vioral other penetration
ledge teers sample of moni- GMP of method
of PD 10 toring and need
foods/ caregivers tool for re-
beha- mobiliza-
viors tion
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4. Select, Adapt and/or Develop Monitoring Toolsto Measure

Results
An effective monitoring system needs good monitoring tools. Toolsare
forms with clear instructions for completion, computation and use.
Following are examples of toolsthat can be used based on theindicators
selected in Table 8.3. It isimpossible to foresee all the monitoring tools
that managers may require. Our examplesserveonly asguidesto stimulate
thinking.

HEALTH STATUSINDICATORS

Community-wide nutritional status (in our example:
“percentage of target children < 24 months with normal
EXAMPLE| nutrition status™ or “percentage of target children less than
24 monthswith severe malnutrition”) is cal culated based on
data from regular growth monitoring of the target group.

e.g.. (# children <24 mos. with severe malnutrition / total # children
weighted) X 100 = percentage of children <24 months with severe
malnutrition

Numerators come from the numbers of children in each nutritional Low participation levels
status category, while the denominator isthe total number of children will make the resulting
weighed at the given GMP. Low participation levels, however, will .o

make the resulting percentages difficult to interpret because the most p ercentagbe S dlfflcuiit to
malnourished children aretypically among the least likely to use Interpret because the

services. Therefore, the calculated percentage of children with most malnourished
severe malnutrition may be underestimated. children are typically
o _ o among the least likely to
In qrder to a_xddr%thls issue, we need to mcl_uc_:ie an mdlcator of USe Services.
service use (in our example: “ percentage of eligible childrenand
caregiversusing GMP”).

e.g.. (#children < 24 mos. weighed at GMP session / total # of
children < 24 mos. in community) X 100 = percentage of children
<24 mos. using GMP service

Again, the numerator isthe number of children weighed at agiven
GMP. Thisisnot straightforward, however, since the membership in
the target group isfluid. Once children are older than the cut-off
(i.e., 24, 36, 60 months), they should not be included in either the
numerator or the denominator. The denominator presents
challenges, too, sinceit increases through births and in-migrations
and decreases as children leave the target group through death, out-
migration, and aging. Thus, tracking vital eventsto adjust the
denominator of the target population isimportant. This can be
complicated and costly, however. Quarterly updates should suffice.
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Books are kept
throughout the
intervention and provide
the volunteers with a
place to track weight,
nutritional status,
Hearth contributions,
etc. by child.

While the number of
enrollees is easier to
calculate, it will
overestimate use of the
service since not all
enrollees attend.
Moreover, not all
attendees use the service
enough to actually
benefit, thus the
manager will have to
define “usage” of the
Hearth program.

e.g.: 12/50 children < 24 mos. were found to be severely
malnourished in a growth monitoring session (24%); however there
were 80 children <24 mos. identified in the community meaning that
only 50/80) children used the service (63%). Thiswill tell you that
itisvery likely that the percentage of malnutrition in the community
isgreater than 24%, and that you will need to work with the
community to seek out those children who did not attend, weigh
them, and offer their caregivers the opportunity to participatein a
Hearth if they meet the criteria.

Vital Events Monitoring

Forms 8.1, 8.2 and 8.3 provide samples of formsfor monitoring
births, deaths, and in/out migrationsrespectively. These are useful
for calculating the denominators needed in several indicators.

GMP and Hearth Rosters

Forms 8.4 and 8.5 provide samples of GMP and Hearth roster
books. These books are kept throughout the intervention and
provide the volunteers with a place to track weight, nutritional
status, Hearth contributions, etc. by child.

GMP and Hearth Toolsfor Compiling Results
Forms 8.6, 8.7 and 8.8 provide samples of forms for compiling and
calculating GMP and Hearth results across villages and time.

EXAMPLE]

USE OF HEARTH SERVICES

Theindicator “ percentage of eligible children using Hearth,”
uses numerators and denominatorsfrom two different sources.
The numerator is the number of children actually attending
the Hearth sessions or the number of children enrolled in
Hearth. Whilethe number of enrolleesiseasier to calculate, it
will overestimate use of the service since not al enrollees attend.
Moreover, not all attendees use the service enough to actually benefit.
Thus, the manager will have to define “usage” of the program. One
solution might be to count children who attended 85% (i.e., 10 of 12
days) of agiven Hearth session.

The denominator isthe number of childrenidentified in the nutritional
assessment as having a specific malnutrition status (specific status
defined by the project). The percentage of childrenwith thisma nutrition
statuswho attend Hearths (at an intensity defined by the manager) yields
theindicator, “ percentage of eligible children using Hearth.” Notethat
the definition of “use” can vary over the life of the project. It could
start with the number of enrollees as a measure of initial community
involvement. With demonstrated community buy-in, it could count
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any attendee, regardless of level. Later it could, after increased
mobilization, have ahigher standard to count only optimal attendance.
Remember though, that indicators can only be compared over time
when the definition of the numerator and denominator remain constant.

BEHAVIORAL MONITORING TOOL

The proposed indicators to monitor behavior (“ percentage of
target children zero to six months of age being exclusively
breastfed” and “ percentage of target children six to ninemonths
of agereceiving complementary feedings’) can be calculated
by using the behavioral monitoring tool (Form 8.9). Directions for
computing the indicator are included with the form at the end of this
chapter. Thisformat can be modified to track the reported practice or
knowledge of other key project messages. Theagerange can be adjusted
based on the target behavior and total population size. Thismethod of
datacollectionisnot asubstitutefor asurvey. The sampleissmall and
not random and the method of interview isuncertain. Nonetheless, if
aggregated from severa sites, over time, thistool can alow the manager
to cautiously conclude whether there are persistently low levels of the
target behavior or if there has been improvement. At worst, it is an
“intervention” indirectly promoting the key behavior by asking about
its existence. In addition, behavior change can be matched to a
guantitative indicator of success (weight gain or reaching desired
nutritional status).

EXAMPLE]

WEIGHING MONITORING TOOL

Thefinal example, aWeighing Monitoring Tool (Form 8.10),
informsour selected indicator, “ percentage of volunteerswho
weigh children correctly.” Again, the manager will have to
decide the definition of “correct weighing,” an admittedly
complex process. Note that, asin the attempt at monitoring
behavior described above, monitoring weighing skillswill provide an
excellent opportunity to refresh these skills. Indeed, after one or two
such monitoring episodes, the manager may observeideal behavior and
want to decreasetheintensity of tracking this particular quality indicator
and add others, ideally selected in dialogue with those who will be
monitored. Unannounced “surprise” monitoring of earlier mastered
skillsmay further motivate volunteersto maintain proficiency.

EXAMPLE]

5. Comparethelndicatorsto the Pre-set Targets

The behavioural
monitoring tool is not a
substitute for a survey.
Nonetheless, if
aggregated from several
sites, over time, it
allows managers to
cautiously conclude
whether there are
persistently low levels
of the target behavior or
if there has been
improvement.

Monitoring weighing
skills will provide an
excellent opportunity to
refresh these skills.
Indeed, after one or two
such monitoring
episodes, the manager
may observe ideal
behavior.

A smplegraph, with actua performance plotted against pre-plotted targets
by quarter, can clearly communicate progress for the Project Manager
and others.
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Feedback to the
community, or
community monitoring
of the project, is
essential to motivate
individuals, mobilize
groups, increase
community ownership,
stimulate discussion
and problem solving,
and ... celebrate!

Evaluations
Answer
Specific

Questions

6. Report Back on Program Progressto the Community

Feedback to the community, or community monitoring of the project, is
essential to motivate individuals, mobilize groups, increase community
ownership, stimulate discussion and problem-solving, and celebrate
achievement. Monthly or bi-monthly meetings using UNICEF s “Triple
A” cycle of assessment, analysis and action complete the cycle of the
continuous monitoring process. The“Use” columnfor indicatorsin Table
8.3 relatesto the Triple A cycle.

The Triple “A” Cycle Consists of:

¥ Assessment:
Collecting both
guantitative and
gualitative current
information on key
indicators

v Action: Developing
strategies or action plans
to solve identified
problems and improve
implementation activities

v Analysis: Interpreting
& the information, making
sense of it, identifying areas
of success and areas that
need improvement

Community “scoreboards’ can track key indicators, especially those
identified by the project committee with community input. Theresultsto
track would clearly include the level of child malnutrition. Scoreboard
methods should allow tracking key measurements over time. Chapter 3
providesseveral methodsfor graphically presenting datato the community.

C. Evaluate the Effectiveness and Reach of the Program
Evaluation literally means to assess the value of something. It is a very
important step in the overall process, providing an opportunity for all the
stakeholders and actorsto take ownership of the achievements and successes
of the project, identify and analyze any problems, and provide recommendations
for futureimplementation.

Evaluations answer specific questions. Thetype of evaluation is determined
by the questions being asked, who is asking them, and what resources are
availableto answer them. Thefollowing seriesof questionsillustratesvarious
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evaluation strategies. For more information on carrying out a participatory
evaluation, see Chapter 6 of How to Mobilize Communities for Health and
Social Change (see Resource Section).

Did the Hearth project deliver its planned results?

Internal project monitoring, especially in relation to health status changes,
will sufficein certain situations. If the project waswell implemented, the
gratifyingimprovement in health statusisexpected. Another scenario could
be the one-hundredeth iteration of a project that had had multiple earlier
evaluations that supported the effectiveness of the model. In this case,
internal project monitoring might satisfy even the most discerning critics,
such as government or multilateral partners.

Did the Hearth project REALLY deliver its planned results?

The distinction here is that the questioner will not settle for interna  (Under some

moni_to_ri ng aloneZ either becausethe_model or the setting is new, because jrcumsta nces, finding
sheisinterested in outpomes not reliably measured by _rr_lonltorlng aone out if the Hearth project
(e.g., household behaviors), or because ghe has a legitimate reason to . .

doubt the conceptual basisof themodel. Such asituation callsfor external really delivered its
measurements supported by additional resources. Typically, basdlineand  Planned results may call
final surveysshed light on these questions. Researcherspay careful attention  for external

to sample size, among many other considerations, so that the design has  measurements,

the biostatistical power to detept the anticipated cha_lnge inthei ndicgto_r(s) supported by additional
related to the_ central q_ueshon. Stronger d(_eglgns employ S|m|_lar resources, typically
measurements in comparison (control) communities who do not receive . .

the intervention. The difference in the results between the experimental baseline and final
(Hearth) and control communities allowstheresearcher to factor inchanges  SUIVEYS.

due to non-program effects, such as weather, socioeconomic factors, and

the like (confounding variables). Still stronger designs randomly assign

communities to either Hearth or control status to equalize confounding

variables and to quantify the certainty of thefindings.

How much better was the Hearth project

than the non-Hearth project?

This common evaluation question calls for comparing two models — a
reasonabl e question inthe common context of scarceresourcesand possibly
—exaggerated claims. Thisdesignrequirestwo or eventhreearms, (i.e,, a
Hearth arm, a non-Hearth intervention arm, and possibly a control arm
with neither intervention to allow comparisons). An important
embellishment could include acost analysis, sincethe more effective model
might be too expensive.

How did the Hearth project deliver its planned results?

Thisquestion aimsto understand how the good results actually came about.
For example, internal project monitoring has repeatedly confirmed that
Hearth programs improve the nutritional status of their beneficiaries,
however, few evaluations have measured the intermediate behaviors, let
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An evaluation of Hearth
sustainability at the
community level might
assess health status
among former
beneficiaries or among
those born after the
project ceased,
household behavior
change, attitude change
among key community
members, or community
management structures,
among others.

alone incidence of morbidity. No Hearth evaluation, to our knowledge,
has attempted to measure both behavior change and behavioral determinant
change. Answering this family of questions would likely require a
combination of quantitative baseline and final surveys and qualitative
techniques, such askey informant interviews and focus group discussions
with caregivers, community leaders/opinion-makers, and volunteers.

Which indicators of Hearth quality are the most useful?
Thisillustratesaspecific, but practical, question that dealswith the process
of Hearth implementation. As stated above, good indicators have certain
characteristics, one of which should be a strong association with higher-
level results. In other words, which Hearth quality indicators best predict
improved caregiver behavior or child nutritional status? If there were a
handful of key quality indicators (such as mothers daily contributions,
attendance, or knowledge of PD foods), then program quality monitoring
could be more efficient. This special study would require linking Hearth
quality data with other results, resources permitting.

Are the Hearth results sustainable?

Sustainability eval uations are uncommon since scarce resources arerarely
allocated to study communities that a project no longer targets.
Sustainability at the community level could assess health status among
former beneficiariesor among those born after the proj ect ceased, household
behavior change, attitude change among key community members, or
community management structures, among others. Quantitative surveys
could measure anthropometric (weight and height) measurements and
reported household behavior. Qualitative inquiries could look at whether
there were changesin attitude like: complacency about child malnutrition,
confidence of caregivers and volunteers, community problem-solving
including applying PD to new challenges, status and function of relevant
community structures, and the like.

It isadvisableto conduct asummative eval uation with an external evaluator
and team after one to two years of Hearth implementation. Table 8.4
provides a sample summative evaluation framework with objectives,
indicators, and methods/tools to be used.
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RESULTS FROM THE FIELD

Egypt
SC (Savethe Children) conducted aPDI in Al Minia

Governorate of Upper Egypt in 1999. This PDI discovered PD
foods, including salad, eggs, cheese, and vegetables, along with
the practice of providing complementary foodsto children under
the age of one. The program incorporated the findingsinto a
Hearth program similar to those in Vietnam (see case study in Overview). An
external assessment completed in 1999 documented program impact, with a
decreasein manutrition from 47 to 13% in intervention communities compared
to no change in a non-intervention community (48 to 46%). The evaluator
suggested scaling up the approach through the living university strategy that
was successfully used by Savethe Childrenin Vietnam. In 2000, researchers
returned to the intervention site and confirmed that SC activities had the desired
effect. Their account stated that the change of attitude in mothers, husbands,
and mothers-in-lawsin particular wasimpressive. Thissuccess motivated the
SC team to expand the program to target women during pregnancy.

EXAMPLE]

Mali

In March 1999, SC conducted a PDI with health committee
membersfrom thevillages of Falabulaand Sogolain Bougouni
Digtrict in Sikasso Region. Some of the behaviorsand practices
identified through the method included thefather playing an
activerolein child feeding, supervision of thechild during meals,
sx mealsaday, and handwashing before meals. PD-informed Hearth sessions
commenced inMay. Program datashowed asignificant improvement, afull
standard deviation (from 2.8 to 1.8 in weight-for-age Z scores), inthe
nutritional status of children who participated in Hearth vs. no change (stetic at
a2.5 weight for age Z score) among acomparison sample. Moreover, the
improved weight gain persisted. After sx months, 60% of mothers practiced
appropriate weaning techniques, and 85% of children had had improved
nutritional status. Prior to using the PD gpproach, growth monitoring sessions
had little success with malnourished children. SC continuesto usethe PD
approach for child nutrition and plansto add fourteen new villagesin 2002.

EXAMPLE]

Pakistan

In collaboration with Emory University, SC conducted afirst of
itskind study in 1999 comparing thefindingsfrom aPDI with a
case control study (CCS) to determine factors associated with
nutritional statusamong Afghan refugee childrenin Pakistan.
Anaysis showed that both the PDI and the CCSisolated two
behaviorsidentified with good nutritional status: increasing breastfeeding when
the child had diarrheaand increasing feeding during theillnessand recovery
periods. However, only the PDI captured complex behaviors, such asactive

EXAMPLE]
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Save the Children has
carried out programs in
various countries.
Results of several
country evaluations are
listed here. (1)

In Mali, after six
months 60% of mothers
practiced appropriate
weaning techniques, and
85% of children had
improved nutritional
status. Prior to using the
PD approach, growth
monitoring sessions had
had little success with
malnourished children.



Generally, PD families
in Ethiopia were more
involved in their
communities and
showed more paternal
involvement in childcare.
Despite their profound
food insecurity, it was
encouraging to discover
the PD families and
their adaptive behaviors.

RESULTS FROM THE FIELD

feeding, while only the CCSidentified factors such as use of growth monitoring
and immunization services, child age, and desirefor more children. Theauthors
concluded that the PDI might have been better than the CCSin capturing
attitudes (i.e., mother’s affect) and complex behaviors, both of which are more
amenable to measurement by the PDI’ s participant observation approach. The
study confirmed that the PDI approach was an affordabl e, participatory, and
valid method to identify feeding behaviors and other factors associated with
good nutrition. Thesefindingshelped refine existing nutrition interventionsand
added to the understanding of the methodol ogy.

Ethiopia
SC conducted aPDI in October and November 2000 in the
chronically food-insecure Liben District of OromiaRegionin
| southern Ethiopia. Six communitiesrepresenting two different
EXAMPLE] ethnicitieswere studied to identify adaptive PD behaviorsand
practicesthat could be replicated despite the inadequate food
supply. Identified PD behaviorsincluded initiation of immediate breastfeeding
after delivery and exclusive breastfeeding for four to sx months. Generally, PD
familiesweremoreinvolved in their communities and showed more paterna
involvement in childcare. Despitethisprofoundly food-insecure situation, it was
encouraging to discover the PD familiesand their adaptive behaviors. Findings
from the PDI are being integrated into existing programs that address both the
manifestations and root causes of malnutrition.

Bolivia
In 1999, SC and Emory University partnered to evaluate the PD
methodology asdescribed in SC'sfield guide, Designing a
| Community-Based Nutrition Program Using the Hearth Model
EXAMPLE] and the Positive Deviance Approach. The pilot project was setin
six rura highland communitiesin Oruro. The methodsrevealed
specia foods, such as carrot juice, turnips, radishes and cabbage, and good
health practices, such asexclusive breastfeeding for sx monthsand hygienic
preparation of food. PD programming continuesin Boliviadespite chalenges
inherent in the highland setting. The dispersed popul ation makes neighborhood-
based group learning (asin the Hearth) difficult. Inaddition, the primary
nutrition problem, stunting, necessitates creating new indicatorsfor program
entry and graduation based on height. Detecting improvementsin height ismore
difficult than for weight. Future stepsinclude amore rigorous community and
team vetting of the PDI findings sincetheidentified PD vegetablesin the pilot
PDI are unlikely to explain much of the observed child health impact.

Additional results from monitoring and eval uation efforts can be found in Table
8.5 on the next page.
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YAV ==l Nutritional Impact of PD/Hearth in Several Countries

COUNTRY

RESULTS

Haiti

Reduction in 3rd degree malnutrition from 26% to 6%
three years after Hearth participation. Weight-for-age
Z-score gain was 0.34 between entry and follow -up
(2 to 6 months after participating in Hearth).

Nine thousand children were rehabilitated over two
years with reduced mortality noted among participant
children (2).

Guinea

Weight gain of participants after 2 months:
57% demonstrated catch-up growth and 26% showed
adequate growth (3).

Bangladesh

Weight gain of participants after 2 months:
43% showed catch-up growth and 47% had adequate
growth (2).

Vietnam

Elimination of severe malnutrition (3% to 0%),
moderate malnutrition rates down (12% to 5%), and
mild malnutrition down (26% to 21%) two years after
the implementing agency ceased involvement(two
thirds of these children were born after that time).
Overall nutritional status improved by weight-for-age
Z-score 0.3. A case-control study revealed a 40%
reduction in malnutrition compared to a similar socio-
demographic zone that did not receive the Hearth
intervention (2).

Nepal

73% improved from moderate or severe to mild or
normal categories, and the improved status was
retained by 70% as long as 18 months later. (4)
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Linkages Needed
More operations research
is needed in the area of
the linkages between
relief and Hearth. Moves
are afoot to create
programs in emergencies
that are philosophically
aligned to the Hearth,
through what is being
called the Community
Therapeutic Care (CTC)
approach. This approach
focuses on a community-
oriented approach to
treating severe
malnutrition, even at the
height of a crisis. Trials to
date have met with
success. While imported
food would be needed in
the interim period, the
theory is that a continuum
can be formed between
relief programs and
development programs.

Thus, where Hearth
programs exist, these
could be used to form the
basis of a community-
oriented relief approach
as a crisis unfolds. In an
emergency, the CTC
approach could be
converted to a Hearth
program in the transition
period. Since most
emergencies are cyclical
in nature, this is a critical
underpinning. (3)



A =R =RG Sample Summative Evaluation Framework

ACTIVITY EXPECTED PROPOSED METHODS
OUTCOMES INDICATORS /TOOLS
OBJECTIVES
GMP 50% increase in # and % increase in Hearth and
births & deaths births and deaths GMP rosters
registration recorded
85% of all children # and % of children Hearth rosters
<3 are weighed < 3 weighed at each collected every
regularly GMP session 2 months
85% of caregivers % of caregivers of Interview of
know their children's children < 3 who know | caregivers of
health status their child's nutritional | children
status
90% of volunteers Volunteers' GMP
will plot weight # and % of volunteers | book
accurately who plot accurately
De- 85% children aged # and % children Hearth records,
worming |1-3 are de-wormed aged 1-3 who are GMP roster
twice a year dewormed twice a book
year
HEARTHS | 90 % of identified # and % of identified | Hearth records,
malnourished malnourished children | GMP roster
children <3 are involved in Hearth book
enrolled in the Hearth
# and % of moderate- | Hearth records
70 % of Hearth ly and severely
participants are malnourished children
rehabilitated moved to normal
nutritional status
50 % of Hearth GMP results
participants maintain | # and % of Hearth session
enhanced nutritional participants who
status 6 to 12 maintained enhanced
months after nutritional status 6 to
rehabilitation 12 months after
rehabilitation
50% increase in girl GMP roster
children who # and % of girl book
achieved normal children who achieved
nutritional status normal nutritional
status
20% reduction of GMP roster
overall malnutrition # and % of children book
among all children who achieved normal
<3 nutritional status after
) 1 year, after 2 years
Feeding- | Caregivers will Interview of
Practices | introduce % of caregivers of caregivers of
complementary infants 6 to 8 months infants 6 to 8
feeding around 6 who know about months
months complementary
feeding at 6 months
Caregivers will feed Focus group
the 12 month child discussion with
5 times/day including Hearth graduate
snack beside mothers or other
breastmilk caregivers
Caregivers provide Hearth caregivers Focus group
the child with variety | who have reported meeting with
of food at each meal | feeding the child with Hearth graduate
including PD foods a new specific (PD) mothers; in-
food at each meal, depth interview
including vegetables at home; home
and fat visit observation
Caregivers will Hearth caregivers who | Focus group
provide appropriate have reported having discussion with
feeding (amount and | developed the new Hearth graduate
variety) during child's | practices of feeding mothers or
sickness adequately the sick caregivers
and recovering child
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BV =IN =Rl (continued)

ACTIVITY EXPECTED PROPOSED METHODS
OUTCOMES INDICATORS /TOOLS
OBJECTIVES
Caring Fathers will Hearth participants' Focus group
Practices | participate in fathers who reported discussion with
childcare and spend |spending more time fathers
more time with their with child and sharing
Health- children childcare with mother
seeking
practices | Caregivers and other | Hearth participants' Focus group
family members will relatives reported discussion with
provide cognitive singing, playing more | Hearth graduate
and linguistic often with the child; mothers, care-
stimulation to the improved vocalization, | givers; in-depth
child language,communica- |interview; home
tion skills in child observations
Caregivers will Participants report In-depth home
practice good food developing new interview;
hygiene hygiene practices: observations
cleaning food before during home
cooking/covering food | visits
Caregivers will Participants who have | Focus group
practice good body developed new body discussion with
hygiene for hygiene practices Hearth graduate
themselves and their | such as cutting nails mothers or
children and washing hands caregivers; in-
(with soap) before depth interview
eating and washing at home
hands after toileting
Caregivers will Caregivers who know | Home
identify danger signs | the danger signs and observations;
(acute respiratory can identify them focus group
infection and accurately discussion with
diarrheal disease) Hearth mothers/
caregivers; in-
depth interview
Caregivers will have # and % of caregivers | Vaccination
young child who have their child roster, Growth
completely completely card record,
immunized and have |immunized, and # and | GMP roster list
child weighed % of children
regularly (participa- participating in GMP
tion in GMP)
Monthly Steering Committee Participation of all Staff monitoring
review and Hearth stakeholders at all visits
meeting meetings
Volunteers manage, On-site monitoring Report forms
assess and monitor and supervision
the program activities take place
effectively
Accurate reporting Auditing,
monthly
Funds used financial
appropriately report
Sustainability of home | Follow-up visits
visits and GMP and reports
Problems identified Minutes of
and solved monthly review
meetings
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SAMPLE FORMS

FORM 8.1 Vital Events Monitoring: Monthly Report on Births

Village Tract Name: Period From: To:

Village | New- |Sex |Father's | DOB Wit. Place |# of Comments
born's name Day / |(kgs) birth
name Mo

Sample form for
reporting births every
month.

Vital Events Monitoring:

FORM 8.2 .
Monthly Death Report of Children and Women
Village Tract Name: Period From: To:
Date of Birth D Date d Comments
Village Name Sex ecease Age | (i.e., cause
Month | Year | Day | Month of death)

Total number of deaths in month: Signature:
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FORM 8.5

Sample Hearth

Volunteer Roster Book
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FORM 8.9 Behavioral Monitoring Tool

Name

Age

(months)

Last 24 Hours?

Exclusive Breastfeeding in

Yes

No

Don't
Know

Behavioral
Monitoring Tool
Indicator Box

# of caregivers
interviewed who
answered either
YES or NO:

O | N|O|O | NMN|W|IN|PF

# of Caregivers
Interviewed
who answered
YES:

=
o

=
=

[
N

[y
w

14

% of Caregivers
Reporting
Exclusive
Breastfeeding

in the Last 24
Hours:

Directions:

At aspecific Hearth session, identify children lessthan 6 months of age who are

accompanied by caregivers familiar with their feeding history over thelast 24
hours:
¥ Interview each caregiver privately.
¥ Write down the child’s name and age, making sure that the child fitsthe

age criteria set above.

¥ Ask the caregiver to recall everything that the child wasfed sincethis
time yesterday. If the baby received ONLY breastmilk (and not plain
water, formula, other milk, juice, other liquids, cereals, fruits, vegetables,
grains, meats, etc.), then place a check in the column marked “ Yes.” If
the child was fed anything other than breastmilk, place acheck inthe
column marked “No.” If the caregiver does not have complete
information, place a check in the column marked “Don’t Know.”

¥ Continue until you haveinformation on ten children, excluding thosein
the“Don’t Know” column.

¥ Add up the total number of both “Yes” and “No” responses and place that

number in the corresponding column in the Indicator Box (see sidebar).
¥ Add up thetotal number of “Yes’ responses and place the total in the
corresponding column in the Indicator Box.
¥ Dividethetotal number of “Yes’ responses by the total number of “Yes’
and “No” responses and multiple by 100 to figure out the percentage of
caregiversreporting exclusive breastfeeding in the last 24 hours.
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FORM 8.10 Weighing Monitoring Tool

Volunteer # Volunteer's Supervisor's Disagreement?
Weight Weight

Weighing
Monitoring Tool

Indicator Box

# of

Volunteers

Observed:

# of

Volunteers

Weighing

All Children

Correctly:

% of

Volunteers

OIDN[WINIPIO|[NMNO®IN|IPITAOIN®OINIPIOIMW|INIPIO|M®WIN|PF

Weighing

All Children

Directions:
Correctly:

¥ Ask supervisors/trainersto observe Hearth volunteers weighing children.
¥ Write down each volunteer’s name.
¥ Explaintothe caregiver that this child will be weighed twice.
¥ Observethe volunteer as she or heweighsthefirst child and record the
weight reported.
¥ Re-weigh the child properly (according to protocol) and record the weight
you get.
¥ Check to seeif the two weights are the same. Check the “ Disagreement?’
columnif your weightismorethan _ gramsdifferent from the volunteer’s
weight (determine appropriate difference for the project).
Repeat the process for atotal of three to five children per volunteer.
Discuss your observations with the volunteer.
Repeat with the remaining volunteers.
Complete the Indicator Box at the bottom of the page (see sidebar).
Discuss the findings with the Hearth volunteers who are present.
Finally forward the sheet to the community health team with your
supervision report.
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RESOURCES

Adult Learning

Charleston, R. and B. Kittle, Adult Learning— Towards Behavior
Change: A Training Curriculum; CARE, 2001

Vella, Jane, Learning to Teach: Training of Trainers for
Community Development Oef International, 1989
Available: http://www.janevella.com/books.asp

Vella, Jane, Learning to Listen, Learning to Teach: The Power of
Dialogue in Educating Adults, Revised Edition; San Francisco:
Jossey-Bass Publishing, 2002

Available: http://www.janevella.com/books.asp

Vella, Jane, Taking Learning to Task: Creative Srategies for
Teaching Adults; San Francisco: Jossey-Bass, 2002
Available: http://www.janevella.com/books.asp

Vor der Bruegge, Ellen and Robb Davis, Designing for Adults
Course Packet; Freedom From Hunger, 2002

Available: http://www.coregroup.org/resources/

Dialogue Education_Course Packet.pdf

Community Participation

Howard-Grabman, Lisaand G. Snetro, How to Mobilize
Communities for Health and Social Change; Baltimore: Johns
Hopkins University Center for Communication Programs,
Forthcoming (2003)

McNulty, Judiann, S. Mason, and Judi Aubel, Participation for
Empowerment; Atlanta: CARE, 200
Available: www.coregroup.org

Schoonmaker-Freudenberger, Karen, Rapid Rural Appraisal (RRA)
and Participatory Rural Appraisal (PRA): A Manual for CRSField
Workersand Partners; Baltimore: Catholic Relief Services, 1999
Available: www.catholicrelief.org/what/overseas/rra_manual.cfm
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Health Education

UNICEF, Facts for Life, 3" Edition; New York: United Nations
Children's Fund, 2002
Available: www.unicef.org/ffl

Werner, D. and Bill Bower, Helping Health WorkersLearn: A Book of
Methods, Aids, and Ideas for Instructors at the Village Level, 2™
Edition; 1995

Available: http://www.hesperian.org/

Monitoring and Evaluation Tools

Espeut, Donna, Knowledge, Practices and Coverage Survey 2000+
Field Guide; Calverton: The Child Survival Technical Support Project,
2001

Available: http://www.childsurvival.com/kpc2000/kpc2000.cfm

Weiss, William and Paul Bolton, Training in Qualitative Research
Methods for PVOs & NGOs & Counterparts; 2000
Available: www.jhsph.edu/refugee/resources.html
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Nutrition

Fourth Report on the World Nutrition Stuation; Geneva, ACC/SCN
in collaboration with IFPRI, 2000

Available: http://acc.unsystem.org/scn/Publications/ARWNS/
4Arwns.pdf

Cameron, Margaret, Y ngve Hofvander, and Rondo Cameron,
Manual on Feeding Infants and Young Children 3 Edition;
Oxford UR, 1989

Cogill, Bruce, Anthropometric Indicators Measurement Guide;
Washington, DC: Food & Nutrition Tech. Assistance Project, 2001
Available: http://www.fantaproject.org/publications/
anthropom.shtml

Griffiths, Marcia, Kate Dickin, and Michael Favin, Promoting the
Growth of Children: What Works: Rationale and Guidance for
Programs; The World Bank, 1996

Available: http://wbln0018.worldbank.org/hdnet/hddocs.nsf/

Marchione, Thomas J, ed., Scaling Up, Scaling Down: Overcoming
Malnutrition in Developing Countries;
Gordon and Breach Publishers, 1999

Murray, J., et al., BASCS Technical Report: Emphasis Behaviorsin
Maternal/Child Health Focusing on Caretaker Behaviorsto
Develop Maternal/Child Health Programsin Communities; 1997
Available: http://www.basi cs.org/publications/abs/abs_emphasis.html

Sanghvi, Tina, Nutrition Essentials: A Guide for Health Managers,
World Health Organization, 1999
Avallable: http://www.basi cs.org/publications/abs/abs_nutrition.html

Wagman, J., and Peter Winch, eds., Implementing and Evaluating
Nutrition Interventions for Managers of PVO Child Survival Projects:
A Guide to Manuals, Guidebooks, and Reports, Child Survival
Technica Support Project, 2000

Available: http:/Amww.childsurviva .com/documents/

NutritionManua 3.pdf

Zeitlin, Marian, Hossein Ghassemi, and M ohamed Mansour,
Positive Deviance in Child Nutrition: With Emphasis on
Psychosocial and Behavioural Aspects and Implications for
Devel opment; United Nations University, 1990.

Available: http://www.unu.edu/unupress/unupbooks/80697e/
80697E00.htm
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Websites

BASICSII — A global project to foster acomprehensive approach
to improving nutrition-related behaviors and outcomes.
www.basi cs.org/technical/nutrition.html

The CORE Group —A membership organization of US-based non-
profits working together to improve maternal and child health.
WWW.COregroup.org

Food and Nutrition Technical Assistance Project (FANTA)—AnN
integrated food security and nutrition programming project.
www.fantaproject.org

The LINKAGES Project — A worldwide project to support
breastfeeding, related complementary feeding and maternal nutrition,
and the Lactational Amenorrhea Method.

www.linkagesproject.org

UNICEF —The United Nations Children’s Fund infopage on
nutrition, strategies, focus areas, and action programs; includes
support documents, resources, and links.
www.unicef.org/programme/nutrition/mainmenu.htm

World Bank —World Bank’s multi-sectoral approach to nutrition;
includesrelated links, project information, key indicators, and
working papers. www1.worldbank.org/hnp

World Health Organization — WHO's nutrition infopage
addressing emerging issues, research, and topics such as
micronutrient deficienciesand infant and young child feeding
practices. www.who.int/nut/index.htm
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