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Localized Determinants of Malnutrition Study
Training Notes
Ethiopia, May 2008
Materials Needed / Preparation:

· Photocopies of Pre/Posttest, two per participant.

· Photocopies of training notes, Annex A (Use of the PDI Questionnaire), and the two Summary Matrices.

· Photocopies of expanded PDI Questionnaire for training practice and use in the study.

If you have 15 participants, you could have three teams of folks interviewing at once in three separate communities.  Assuming that you do three communities at once (in AM and in PM) with three different teams, and you interview about 12 mothers per team per community, you would need 72 questionnaires for Day 3 (full day), 72 for Day 4, and 36 questionnaires for Day 5 (half day).  You may do less in reality, but plan for that number to be sure that you have enough questionnaires photocopied.  In addition to those 180 copies of the questionnaire, you will probably need about 48 questionnaires (3 per participant) during the workshop.  Make 228 total copies of the questionnaire for use in this workshop.  The copies can be photocopied with two printed pages per sheet (i.e., duplex) and should be stapled, upper-left corner.

· Data projector

· Either a screen or some sheets to tape on the wall to use as a screen.

· Newsprint (about 40 sheets should be adequate).

· Markers, different colors, for the newsprint.

· Stapler, tape (masking).

· Several calculators, if available 

· One USB drive

· Sack lunches for the field practicum day when you go out to the communities.

· Printer and paper (500 sheets) for use during workshop.  

· Certificates of Participation for each participant

· Refreshments for mothers (and their children… and probably the workshop participants, too) participating in the study for Day 3,4 and 5 (e.g., drink and snack) 

· Several computers and several people to enter data on the computers loaded with Epi-Info version 6.04d (DOS version) on Day 6 and 7.   
· Epi-Info 6.04d disks for installing (or files transferred to USB).

· People to do devotions/lead songs on Days 1, 2, 6, 7, and 8.
· Epi-Info data entry and analysis files (.QES, .REC, .CHK, and .PGM files).

· Optional:  Hemoglobin meter, lancets, alcohol prep pads, test cards, control cards, latex gloves, bandaids, and sharps box for the Hgb study.

· Contact communities where practicum will be held:  

You will need to have mothers of children 12-59 months (no infants) to interview in communities on the 3rd,  4th, and 5th days of the workshop.  Try to get 12 mothers in each community to interview – mothers of PD children and mothers of malnourished children.  In my experience, that means that you should expect to have at least about 30 mothers show up to find 12 who have children who are either PD or malnourished.  You will screen for PD/malnourished when we arrive in each community, weighing the children.  You do not need to screen them ahead of time.  You can have all the mothers in the community with 12-59m old children show up.  Pick communities where you think you can have about 30 or more mothers turn out.  For those who do not have either PD or malnourished children, you will give them a short health talk, and send them on their way.  You can decide if you will should give those mothers a snack, as well, or just send them on home.
If you have three teams, you could try to have each team visit a community with either different cultural/language groups or different living situations.  By doing that, you can both look for associations with malnutrition for each cultural/language group and aggregate the data to look for overall associations (and achieve more precision and power).  Obviously, not all communities are homogenous in terms of cultural groups living there.  But if you can pick communities that are more homogenous, that is helpful in the analysis.  Also, if you have a choice between poorer and more well off communities, pick those that are poorer.  If you cannot decide which community to pick within a particular group of communities, draw numbers from a hat or otherwise pick them randomly.  

If you have about 15 people in the workshop (not counting you or the trainers) then you should have three interviewing teams who will visit six communities (two each, one am, one pm) on Days 3 and 4, and 3 communities on Day 5.  You will need transportation to get the three teams (and supplies, like weighing scales and refreshments) to and from each of those communities where you will do interviews.

Day #1 (14 May 2008, Wednesday, 8:00 a.m.)
I. Opening, Prayer, Ice Breaker (30 mins.)
Option 1: Positive Deviant Readers: [25 mins.]
Have the participants divide into groups of about six people.  Each group should take the Bible and turn to the book of Proverbs.  Tell them that we will be measuring their reading speed.  One person is the timer.  The others are told that they must read Proverbs Chapter 1
 silently as fast as they can when the starter starts the exercise.  Do not read so fast that you do not remember any of what you read, though!  If they get to the end of the chapter, they should continue reading the next chapter.  (The first chapter is English is about 532 words.  The second is about 330 words.)

· When all the participants are ready, the timer says go, and times them for one minute.  

· At the end of the minute, the group determines who in their group read the farthest.  This person is the “positive deviant.”  

· The group then comes up with questions to figure out why this person reads faster than the other members in the group.  What makes him or her a positive deviant?  Consider questions such as:

· What is your mother tongue?

· How much reading in Portuguese do you have to do for your work?

· Do what degree do you enjoy reading in Portuguese?

· To what degree do you return to a phrase or sentence that you just read in order to read it again?

· How many minutes a day do you read in Portuguese on average?

· How were you taught to read?

· Did your parents read when you were growing up?  Do they or did they enjoy reading?

· How important do you think it is to read often?

· How often do you read the Bible?

· What was the highest level of school that you completed?

· What sort of things do you read on a daily basis (e.g., newspapers, advertisements, the Bible, novels)?

· Do you wear glasses?

· To what degree do you find yourself thinking about other things while you read?

· Do you say words in your head as you are reading?

Compare this person’s answers to the answers of the other readers and come up with a list of things that the positive deviant does.  Be sure to include things in the list that the other readers do not do or do as often.  Have a reporter write these things down.  They will be presented to the group afterward.

(Have two reporters read their list.  Combine the lists into one global list, making checks beside things that are mentioned more than others.  We may have to categorize some to get frequencies (e.g., reading more than 30 minutes a day may have been mentioned by all, but they may have given different times [30, 45, 60, 40, 50]).)

A few things that affect reading speed (REFER PARTICIPANTS TO NOTES ONLY):

· When someone pronounces words as they read (sounding them words in their throat or whispering them, they read slower than those who do not: about the same speed that they can speak.  Most people can read at least two or three times faster silently than orally. If you are aware of sounding or "hearing" words as you read, try to concentrate on key words and meaningful ideas as you force yourself to read faster.

· There is something called the “sub-vocalization barrier”.  This barrier limits most readers to around 300 words per minute as the reader reads each word or each syllable with a single eye movement (usually as they are saying the word to themselves). You can train yourself to read groups of words or entire sentences or line of text with a single eye movement.

· The average student reading at 250 words per minute regresses or rereads about 20 times per page.  Regressing (rereading) slows down reading.  When you read more slowly, your mind can tend to wander.  And when your mind wanders, you will tend to reread passages.
· Obviously, poor vision can affect your reading speed.

· I took a test and found that I read at 264 words a minute when I had music playing softly in the background.  Without the music off, however, I read at 376 words a minute (42% faster)!  Reading in a place where there are few distractions is important.

(Ask the group:)  What would we promote, then, if we wanted to increase reading speed in our organization and our families?
(ADD:)  If we were doing a positive deviance program for reading speed, we would use the information we found from the positive deviants and combine it with the scientific information we have found on increasing reading speed.  (Mention some of the things we learned from the positive deviants.)  Naturally, there are some things that we cannot change (e.g., whether our parents read to use when we were little), but there are many things that we can change.

(ASK:) What does this biblical passage tell us about Ethiopia’s involvement in the gospel story?  What can we gain by reading the Bible (slowly or quickly)?

Option 2: Do the New Game, Epidemic.  Explain the game first.  Give each person a small slip of paper, one with a dot on it.  The one with the dot is the Disease.  Everyone should walk around and greet each other.  The Disease can wink at a person to give them the disease.  After a person has winked at you, you must count to three (in your head, not out loud) slowly then “die.”  The person should make noises like they are dying and collapse onto the floor or into a chair.  Be dramatic.  After a person has died, anyone in the group may accuse someone else of being the disease.  If they are wrong, though, the accuser dies and the game proceeds.  The Disease, of course, should try to be discrete in winking at people.  Once the Disease is discovered, it dies, and the game ends.
II. Objectives of this Workshop (5 mins.)
After this workshop, participants should be able to:

· Explain the expanded PD study process (and differentiate it from the PD study done as part of the Hearth nutritional rehabilitation program).

· Explain the difference between things associated with malnutrition, and things that are causative of malnutrition.

· List causes of malnutrition using information from health and nutrition literature.

· Explain how the expanded PDI questionnaire was developed.

· Use the expanded PDI questionnaire.

· Explain how to divide mothers/caregivers into PD and malnourished groups.

· Interview on sensitive topics.
For selected participants:

· Tabulate, analyze, and use the results of the expanded PDI study.

(Take questions.)

III. Rationale & Background 
A. The Expanded PD Study (40 mins.)

(Ask:)  How many of you participated in the workshop on the Hearth methodology?
(Explain:)  This method that you will learn this week is different from the Hearth methodology.  We will explain how it is different in a little while.  Positive deviance studies from many countries have shown that there are often local determinants of child malnutrition, and local coping mechanisms for preventing child malnutrition.  Some causes of malnutrition (e.g., lack of exclusive breastfeeding) are found in most countries where malnutrition is a problem.  Other causes, however, are found in some countries, but not in others.  Some causes of malnutrition may eventually be found in many countries, but have only been studied in a few countries at this point in time.
Currently, most positive deviance (PD) studies have focused on foods that make up a child’s diet (food types, but not quantities or frequency of consumption), and assessing the “three goods”:  Good feeding practices, good child care practices, and good health care seeking practices (e.g., use of Growth Monitoring/Promotion services).  In FH, we have also looked at worldview.  However, there are numerous other factors – and specific behaviors that fall into these three categories – that are associated with child malnutrition in some countries that have not been explored to date in most PD studies.  

For example, the link between malnutrition and things like depression in the mother
, intake of specific nutrients (e.g., magnesium, potassium and phosphorus
), domestic abuse, and alcoholism among family members has not been studied in many places.  For some of these, scientific studies have shown a relationship in some countries, but little has been done to measure or quantify the effect in developing country settings.  Little has been done to explain these associations to PVOs, as well, so organizations usually do not include activities to combat these potential causes of malnutrition.  For others, only anecdotal evidence exists (i.e., where you have heard it is a problem in one community, but not studied) and more research is needed.  

One reason that some of these things have not been studied is that it was previously assumed that little could be done to change the situation – in developing countries – when problems with mental illness, substance abuse (e.g., alcoholism), or certain nutrient deficiencies were found.  This is changing, however, as new interventions related to these and other problems are tried out in developing countries.  
(Ask:)  Who can tell me what depression is?

(Explain:)  Depression affects the way a person eats and sleeps, the way they feel about themselves, and the way they think about things. It is not the same as a passing sad mood and you usually cannot just "pull yourself out of it” and get better.

Some studies have found that mothers of malnourished children are more likely to be depressed than other mothers.  (Ask:)  What is there about depression in a mother that could cause malnutrition in a child?  What is the possible mechanism?  (Explain:)  If the mother becomes depressed for an extended period, it could affect her ability and desire to care for her child properly.  She may not respond to the child when s/he is hungry, take him or her to the clinic when needed, or affect her and the child in different ways.  When a mother has a malnourished child, the malnutrition could be both a cause and a result of her depression.  Having a child who is malnourished may make her very sad for many days.  
(Ask:)  Do you think anything can be done about depression?  When people feel depressed, can anything be done?

(Explain:)  You do not always need to have a psychiatrist to treat depression, but often just talking with friends or family informally will not help, either.  World Vision recently carried out a low-cost project in Uganda using Interpersonal Therapy for Groups to decrease depression.  Community-level workers were taught to work with people in groups for “talk therapy” which decreased depression by 92%.   (In a control group where nothing was done, depression decreased by 42% -- some depression will resolve on its own).  

Depression is just one of the links that we will explore.  In Mozambique, we found several very strong local determinants of malnutrition:

· Mothers of PD children were seven times more likely to completely empty their breasts when breastfeeding
· PD children were 3.6 times more likely to receive drinking water that was purified.

· Mothers of PD children were more than four times as likely to take iron supplements while they were breastfeeding
· Certain foods were found to be associated with positive deviance (i.e, with healthy growth):

· maize
· cabbage
· whole grains

· fish 

· beans 

· cassava

· pumpkin
· B2, potassium, and magnesium appeared to be associated with positive deviance in this population

· PD children were less likely to have diarrhea:  0% of PD children were ill with diarrhea during the past two weeks vs. 29% of malnourished children

· PD children were less likely to have other illnesses (other than diarrhea, acute respiratory infection (ARI), and fever or malaria).

(Ask:)  Knowing that, what do you think our staff in Mozambique will do?

(Explain:)  They will take action to change their health programs to focus more on these things.  In particular, they will devote more attention to purification of water and to increase consumption of B2, potassium and magnesium rich foods.  That is exactly what they are doing now.
(Ask:)  Do you think we will find the same things here in Ethiopia?

(Explain:) We have no way of knowing.   We need to do the same sort of study here and find out which things are most highly linked with malnutrition in this area.
More needs to be known about the links between these local determinants and food insecurity so that FH, other organizations, and the communities themselves can do more to combat these causes.  During this workshop, you will learn how to carry out an “expanded PD study” that will help you to identify these local determinants of malnutrition which may increase a child’s vulnerability to food insecurity.   (Draw line on board from +2 to 0 to -2 to illustrate these next points visually.)  To do this, we will first divide mothers of children 12-59m into three groups – those with a child who is well nourished (WAZ>=0.0), those who are malnourished (WAZ< -2.0) and those who fall in between those two groups.  We will ask the mothers of those in between to return home – we do not need to talk to them.  If we have enough mothers to work with, we will also remove from the sample any PD mothers who have healthy children because they have a much better than average income.  We will then use an expanded PDI questionnaire with the remaining two groups of mothers of children 12-59m of age.  After the survey, we will compare the data from these two groups of mothers and find out how they differ on each question.  This will provide us with more insights into what practices we need to promote, and what additional interventions FH and other organizations (including the MOH) should consider including in our health and nutrition programs.
After we have done the study, we will analyze the data, and then talk about how to change the problems that we find.  After that, we plan to produce a report on the study and the problems found in each country.  We will also produce a manual on this for use by other Title II PVOs.

B. Associations vs. Causes (15 mins.)
One thing that we should mention from the onset is that this sort of study helps us to find things that are associated with malnutrition.  That means that they “co-exist” with malnutrition, but are not necessarily causes of malnutrition.  

(Ask:) For those of you who have worked with and read scientific studies, what’s the difference between an association and a cause?  

(Explain:)   An association is a connection that you find between two pieces of data.  For example, let’s say that we interviewed adults in an area of Addis Ababa, and we found that those who attended Methodist churches were more likely to speak English.  Could we conclude the following:

· The reason they speak English is because they are Methodist.  (No, their participation in a particular church is probably not the reason that they speak English.)
· The reason that they speak English is because they go to church.  (No, their participation in church is probably not the reason that they speak English either.)  

We would say that there was an association between speaking English and going to the Methodist church, but that going to Methodist church is not necessarily the cause of their speaking English.  We would not know for sure.  

Let’s look at another example:  (Ask:)  If you did a study and found that people who drink a lot are also angry, could you be sure that being angry led people to drink?  (Draw on board “Being Angry (  Drinking”)
(Explain:)  No.  It could be that, or it could be that drinking led people to be angry a lot.  (Draw on board “Drinking ( Being Angry”)  Or that both simply co-existed without a mechanism between the two.  (Draw on board “Drinking (?( Being Angry”)  You could say that people who drink a lot are more likely to be angry, but you would not know which caused which.   You would want to look for a reasonable mechanism between the two.  You could then do experiments to see if making people angry led to them wanting to drink and experiments to see if taking happy people and allowing them to drink made them more likely to get angry.  
This does not mean that we should not even study these things.  It’s just a limitation of this type of study (a case-control study).  But finding out which factors are associated with malnutrition can be very helpful in identifying things that may very well be causative of malnutrition.  It is important, though, to look for factors that are logically connected – via a mechanism – to malnutrition.  For that reason, we have looked through the scientific literature to find things that are associated with malnutrition and thought to be causative of malnutrition because a mechanism for causation exists.
For example, it is known that people who are depressed often do not find much interest or pleasure in doing many of their usual daily tasks.  They are also less responsive to the usual stimuli in their life (e.g., a child crying).   We can see a possible mechanism, therefore, whereby depression makes it difficult for a mother to do the things for her child that she may otherwise ordinarily do (e.g., feeding the child five times a day, washing the child’s hands).  Since we can see a possible mechanism, if we find that mothers of malnourished children are also depressed, it would be worth it to see if treating the depression would help her to better care for her child.  The next step in the scientific process would be to try out an intervention and see if it helps reduce malnutrition.
Let’s talk about something else that’s important to keep in mind for this type of study.

C. Expanded PD Study vs. Hearth (15 mins.)
This “expanded PD study” is not a study that you would do as part of the Hearth nutritional rehabilitation model.  (Ask:)  Who can tell me how you do a PD study as part of Hearth?  (Correct any misconceptions.  In the Hearth PD study, you have Volunteer Mothers who ask a limited number of questions of mothers of PD children [and sometimes mothers of malnourished children] what the child ate the past day, how the child is fed, how they are cared for, how they have used health services, and their worldview.  These Volunteer Mothers then come back and share what they learned.  It does not necessarily include a written questionnaire, it is not analyzed in a rigorous way, and usually does not include questions on other factors besides the “three goods and worldview.”)  

(Review what the PD study looks like in Hearth if participants mentioned earlier that they did not participate in that workshop.)
(Ask:)  What is the purpose of doing a PD study in the Hearth nutritional rehabilitation model?

(Explain:)  One purpose is to identify PD behaviors and PD foods.  Another reason is to motivate mothers to adopt behaviors and to convince them of the causes.  In that model, it is important to stick to more basic causes of malnutrition.  One reason for that is that mothers should be highly involved in carrying out the type of PD study done as part of Hearth.  It is critical that they understand these causes and see the results of their actions.  The questions used during Hearth are necessarily more limited and should focus on things that the mothers themselves can do to resolve the problem.  Some of the questions used in this expanded PD study that we will do may be useful to include in the PD study done as part of Hearth, but you would definitely not use all or most of these questions.
The questions in this expanded PD study, however, may be helpful in identifying entirely new areas of intervention by an organization to confront malnutrition.  It may also identify questions which should be used more routinely in Hearth PD studies.  
We discourage you from using this type of study during your community-level Hearth rehabilitation program.  Instead, this type of study could be conducted at one point in a project cycle (as a stand-alone study, preferably at the beginning of a project) in order to identify what interventions are needed, and to identify important questions that should be added to your routine PD questionnaire used during Hearth.  In this program, we are conducting it so that we can pass the results on to the government and other organizations working in Ethiopia, to contribute to what is known about malnutrition here.  

The most important changes needed in order to reverse malnutrition in an area will most likely continue to be changes in feeding practices, care of the child, health care seeking, and worldview.  But this more broad and rigorous study may find some additional causes that are quite important (e.g., water purification).
 (BREAK, 20 mins.)

IV. Participatory Fishbone Exercise (on the causes of malnutrition at the individual and household levels) (2 hrs, 15 mins)
(Explain what a fishbone diagram is
 and how to make one.  Get them started on filling out the first one in plenary.  Then have participants divide up into groups of about five to six people to develop a fishbone diagram related to their category of causes of malnutrition.  Use the following categories:)

· Group 1: Feeding practices and child’s intake

· Group 2: Child care practices and relationship to child

· Group 3: Things related to Illness (e.g., health care seeking practices like immunization, home management of sick children), 

· Group 4: Mother’s worldview, home situation, and emotional state

· Group 5: Hygiene practices (including water and food management practices) and situation

(Explain that we are only interested (during this exercise) in practices at the individual and family/household levels.  Give participants about 30 minutes to create their fishbone, and then have a person from each group present their work to the group.  While they are presenting, ask:)
· How strong of a determinant is this cause, in your opinion?

· How common is this cause?

· Is it something we can change fairly easily?

(Then ask:)  What other types of possible determinants do we need to add to this list?

(Add any that were not included in their diagrams using the questionnaire and/or matrix of determinants as a guide. Have all groups present.)

(Have each group visit one other group’s work (Group #1 visits #2, #2 visits #3, etc.) and put a check next to each item that they think we presently devote enough attention to in our programs.  Take 10 minutes for that.)

(Point out which of the items we have not dealt with very much in our work [no checks] and ask them how they feel about that.  Then ask concerning those items:)

· Is it a problem that we do not deal with some of these?  For which items that are not checked do you think we should devote more time to? 
· Which of these unchecked items do you think are the largest contributors to malnutrition?  

· Why don’t we work on these causes?

(Summarize by saying that we will be measuring to what degree some of these other things are associated with malnutrition during this study.)

(Ask:) If you wanted to know broadly and scientifically what caused malnutrition, what sort of things would you need to do?   (Hint:  When people study a question in university, what do they usually do first?)
(Explain:)

Apart from doing your own studies, one of the best things you could do first would be to look at the scientific literature on it from your country and from other countries.   (Ask:)  Where can you find scientific literature?  (Libraries, especially journal articles or online [e.g., www.scholar.google.com] as long as the websites are scientific sites.)

We will now talk about what we found when FH (Tom Davis and Phil Moses) examined the scientific literature on causes of malnutrition.

(LUNCH, 12:00 – 1:00 p.m.)
(If at any point in the afternoon, it appears that people are growing weary, use one of the energizers / learning games from the ABY Educational Methods and Messages Conference document, August 2005.  Consider the Human Knot or Pushman Soccer if they have not done these.)

V. Process to Date:  Literature Review (15 mins.)
In order to develop the questionnaire used in this process, we reviewed the literature on causes of malnutrition:  

· We looked first for any positive deviance studies (from all over the world) and then looked at other studies on malnutrition that provided information on the causes.  (We found many of those sites on the internet and have them on a Groove workspace now.)
· We specifically looked for causes of malnutrition dealing with nutrient intake, feeding practices, and psychosocial causes.  

· We knew that we could not research every possible cause, so we then developed a matrix – a table – that helped us to decide what to research.  The table shows different possible determinants, the strength of the association with malnutrition, how easy it is to measure (i.e., the feasibility of measuring it), the degree to which it was possible to change it during a Hearth nutritional rehabilitation program, and the degree to which we could change it outside of a Hearth program (e.g., through a different intervention or activity).  We scored each of the possible determinants.  The determinants with the highest scores were then included in the questionnaire.  
· We developed a questionnaire that included questions that have been used in the past – or ones we developed ourselves when pretested questions were not available – to develop an expanded positive deviance questionnaire based on the determinants we found in the literature.
· We tested out the questionnaire in Mozambique in September 2004.

· We shortened it and took out parts that were not helpful (e.g., questions that were too hard to use or had too many response categories to find anything useful).  

· (Take questions.)

VI. Findings from the Literature Review (30 mins.)
[Go over the summarized matrices on determinants of malnutrition.  Explain how to use them and the rating system.  Give participants a copy of the summarized matrices.  Mention that we have the full copies in English if someone needs them.]

[Have participants note any additional possible determinants that they came up with in their fishbone exercise that were not included in the matrix.  Consider adding questions to the questionnaire the next time it is used based on these causes, especially if there is support from the literature to include it.]

We will now talk about how to use the questionnaire that we developed.  This is the questionnaire that you will use later this week.

VII. The Expanded PD Study Methodology (30 mins.)
[Explain to the participants how we will conduct the study as you diagram it on newsprint:]

1. Participants should be divided into teams.  Each team should go to a separate community.  (If there is more than one language/cultural group in an area, send groups to communities representing each language/cultural group.)  Each team will be composed of two triage people, two interviewers and one supervisor.  When the triage people have finished triaging (weighing), they can work as interviewers.  Each team will visit a different community for each session  (Five sessions:  morning of Day 3, afternoon of Day 3, morning of Day 4, afternoon of Day 4, morning of Day 5).

2. Each team should try to interview mothers of malnourished children and PD children (according to criteria established for choosing each group) – as many as possible.  The higher the sample, the better our ability to find differences between the two groups.  At a minimum, we would hope to interview 6 mothers of PD children and 6 mothers of malnourished children in each community.

Cut-off points:  In some cases, it is difficult to find any children with a weight-for-age Z-score above 0.0.  In that case, it is best to use a cut-off of -1.0 for the cut-off for PD children.  Look at your most recent anthropometry data to decide where to set the cut-off point, and use that same cut-off point for all communities.  If less than 15% of children have a WAZ>0, for example, it would be better to use a cut-off of WAZ> -1.0.  
3. The two triage people should begin weighing children and determining if they are PD, Malnourished, or Neither as they arrive.  If they are PD or Malnourished, mark this on their questionnaire and put the mother’s name on the questionnaire and give them a sequential number.  All of the interviewers can help with this at first to speed up the process (but assure that numbers do not overlap).  If they are Neither, do not assign them a questionnaire.
4. Once at least two mothers have been identified for interviews (i.e., they have PD or malnourished children), the Interviewers should begin interviewing these mothers.  Mothers who have been identified for interviews should be given a place to sit to wait to be interviewed.  The Supervisor can do the triage with any of the children who are brought late (after all four interviewers are engaged in interviews).  

5. The triage people should thank the mothers of children who are neither PD or malnourished for their involvement, give them refreshments, and send them home.  Alternately, these mothers who do not fall in either group can be directed to an area where they can receive a short health talk as they have their refreshments and then be sent home.  The mothers who are in the survey should not participate in this health talk or hear it since this may influence their answers. 
6. The triage people should explain to mothers of PD and malnourished children that they will need to be seen by an interviewer, and that they will receive refreshments once they have completed the interview.  They should sit together and wait to be called out for the interview by the interviewers.  The interviews should be conducted where other mothers cannot hear their responses.  When an Interviewer is ready to take on a new mother, he or she should take the next mother.  The Interviewer should not pay attention to whether or not the child is PD or malnourished as this could influence the way they fill out the form.  The same questions are used with all children.
7. Once they begin interviewing, the interviewers are responsible for these tasks:

a. Reviewing the informed consent information with each mother stressing that information will be kept confidential.  Mothers who choose not to participate should be thanked for their time, given refreshments, and sent home.  
b. Interviewing the mother using the questionnaire.  The interview should take place in a private area where others cannot hear her responses and that is out of the sun.

The Supervisor should be sure that the questionnaire is being used appropriately by each interviewer and that mothers are guided to the proper locations for interviews, waiting between interviews, or their departing refreshment.  The Supervisor must check each completed questionnaire to be sure that they are filled out completely and accurately.  If there are any questions that are not filled in completely and accurately, the Supervisor should ask the mother those questions and complete the questionnaire, or ask the interviewer to do so.  The Supervisor can review the questionnaire while the mother is having refreshments, and if a problem is found, the Supervisor can ask her those additional questions prior to her departure.
Interviews should continue until at least 6 mothers of PD children and 6 mothers of malnourished children are interviewed in each community, or until all mothers who have PD or malnourished children are interviewed.  More is better, but each of the three interviewing teams will need to visit two communities on Days 3 & 4, so keep that in mind.  
If you reach your target of interviewing six mothers of malnourished children (in a particular community), but have not yet reached your target of interviewing six mothers of PD children, do not start interviewing new mothers of malnourished children until you have all of the mothers of PD children interviewed.  It is common that you will find more mothers of malnourished children than PD children.  If you run out of time before you run out of interviews to conduct, thank the other mothers, give them their snacks and send them on their way.  The Supervisor should keep track of how many mothers are left to interview and the time left so that mothers can be dismissed early if it is clear that the interviewer will not have time to interview her.
(Take questions.)
(Divide the group into Teams and put their names and the communities they will visit on newsprint.)
VIII. Using The Expanded PD Questionnaire

(Handout the updated expanded PD Questionnaire and explain:)
On Days 3, 4, and 5, we will be using this questionnaire to conduct the expanded PD study.
(First go over the information on Informed Consent below:)
A. Informed Consent (10 mins.)
1. [Explain that the interviewer should explain these things to the mother prior to asking her questions (either as a group or individually):]  
During the survey, if there are people around the respondent, including children who are able to talk and understand what is being discussed, have them wait in a separate area until the survey is done, or at least for those parts of the interview that are highly confidential (e.g., questions on domestic abuse, alcohol use, marital discord, and depression).  Be sure to do this in a way that is culturally appropriate.  Explain to the respondent that:

· she does not have to take part in the survey, 
· that health services will not be withheld if s/he does not participate and 
· that any information that s/he shares during the survey will not be shared with any others.  
Gain the person’s consent to be interviewed before asking questions.

2. [Ask the participants to explain in their own words what the text they just read means.  Clarify any ambiguities.]

3. [Ask the participants:]

Why should we be concerned about confidentiality?  If interviewers don’t maintain confidentiality with the respondents, what kinds of negative consequences might occur?

4. [Make sure that the points below are covered:]

a. You might not get valid data.  If a mother does not feel that the answers she gives will be kept private then she may be hesitant to share information that might harm her reputation or be risky for her if it were to become known.

b. It could be harmful to the project.  If people do not trust project personnel because of problems with confidentiality, it will be hard to get support from the community for project activities.

c. It could be harmful for the respondent.  For example, if a woman says that someone in her family drinks too much, and her husband or partner is told by someone else who overhears the interview, her husband or partner may make her life very difficult for her or harm her.   

5. [Ask the participants, “If an interviewer begins the interview, and there are a number of adults (men and women) or children who can speak and understand nearby, what can the interviewer do to make sure that what the mother says will be kept confidential (private), without offending the other people or making the mother uncomfortable?”  After two or three examples make the following points:]

a. It is very important that mothers who might be interviewed do not hear the responses of other mothers.

b. Interviewers should use their own judgment as to how comfortable the mother appears in responding to questions with other people around. For the most sensitive questions, though, the mother should be interviewed in private regardless.

B. The Body of the Questionnaire (25 mins.)
[Go over the expanded PD questionnaire using the notes provided in Annex A.  As you go through it, circle & add elements on the fishbone diagrams.]  

(BREAK, 20 minutes) 

B. The Body of the Questionnaire (90 mins., continued)
[Go over the expanded PD questionnaire using the notes provided in Annex A.]  
Day #2 (15 May,Thursday, 8:00 am)

Devotional (20 mins.)

C. Interviewing on Sensitive Topics (20 mins.)
[Mention some of the questions that we will be asking that are sensitive using the questionnaire (e.g., questions on domestic abuse, alcohol use, relationship with husband).  Do a series of two-minute buzzes
 (each person discusses with person to right) the following questions.  Discuss their comments after each buzz.]

1. Which of the questions in this questionnaire are most likely to be difficult to ask or to answer (due to their sensitive nature)?

2. How can we ask these questions in a way that will not offend the mother, put her in danger, or maker her feel judged or compromised?  Are there ways in which we need to preface these questions in order to put the mother at ease and to get the best responses?

3. What are some of the things that the interviewer can do – in general – to put the mother at ease and to build trust in the interviewer and FH?

(Have participants keep these things in mind as they do the interviews.  If you will be making final modifications to the questionnaire prior to photocopying for the study, you can add these preface statements.)

D. Practice with the Questionnaire (120 mins.)
[Practice using the expanded PD questionnaire in pairs.  Each person should do at least one full interview with a partner or with mothers brought in for the exercise prior to using it.  The interviewee should not make it too easy or too difficult, but try to respond as mothers often respond in project communities.  Time each interview to get an idea of how long it will take for each interview.]

(BREAK midway during the exercise above for 20 mins.)

(LUNCH from 12:00 – 1:00)

IX. Fieldwork (8 hours on Day 3 & 4, and 4 hours on Day 5)
[Conduct fieldwork per instructions above in 15 communities:  6 (two per team, one in the morning and one in the afternoon) on Day 3, 6 on Day 4, and 3 (one per team) on Day 5. As you go about identifying potential subjects, in a notebook register the child’s name, age, sex, weight, and category.]
Day #6 (19 May, Monday)

[A smaller group of managers and several supervisor-level participants should participate in these sessions only.  These sessions are for participants who have some current skills in Epi-Info or who can help with cleaning data.  Times for each session will depend on the participants’ skill levels.]

X. How to Clean and Tabulate the Expanded PD Data

(Clean the data together following each step together as outlined below.)

Once the interviews have been conducted, we need to clean and tabulate the data prior to analysis.  We will tabulate the data using the Epi-Info program.  Use the following process for cleaning:

1. Go through and identify any areas where marks need to be clarified (e.g., 0s that look like 6s, words used instead of numbers) and make those changes.  Assure that questions with numbered responses only have one response.  Look for any responses shown in “other” category and if there’s a response category set up for the response mentioned in the other category, choose it.  (For example, for question #39, if the interviewer checked response d “Other disease” only and then wrote in “Malaria”, you would cross out that response and choose response C “Fever/Malaria” instead.)
2. Assure that PDs and Malnourished classifications are correct.  Use the cut-off table for malnourished and PD to assure that the classification was done properly.  Be sure to use the correct cut-off table (for Z ≥ 0 or Z ≥ -1.0).  Change classification if it was done improperly.  This is extremely important.  Use a method that takes into account the child’s gender (a table or Pocket PC program – NOT a growth chart since most growth charts are unisex).
3. Go through the questionnaires to make the following additions:

a. If #3 is NO, then mark 

· #5 as YES, 

· #6 as NO, 

· #8 as 0, 

· #9 as response 2, and

· #10 as 0, 

b. If #16 is YES, assure that #15 is marked as YES.
c. If #45 is NO, then #46 should be blank.
d. If #64 is NO, then mark #65 as response 3 (no mention of people 15-49)

e. Check if #70 was filled in properly; write score in box if needed.
f. If #75 is response 2 or 3 (NO or Don’t Know), then mark response 4 for #76.
Note:  When analyzing the data, and if you expect practices to be quite different between different communities, you may wish to combine the questionnaires from communities that are similar in access to food and ethnic background and analyze them separate from the rest (e.g., using the SELECT command in Epi-Info).  Usually the sample size will be too small to do this.  If you have fewer than 50 questionnaires total, do not attempt this – cell sizes will be too small to find meaningful differences when the sample size is very low.
XI. Data Entry

(Data entry should be done beginning on the first night after the day that the questionnaires are filled out using on one or more computers loaded with the Epi-Info .QES file that corresponds to the Expanded PD questionnaire.  Check 10% of the data entered on the computer for each interviewer against the paper forms.  If any significant errors are found during that comparison for an interviewer, check all data for that interviewer for that day.)
XII. Analyzing the Expanded PD Data
A. Modifying the Epi-Info Program

A sample Epi-Info Program has been written to analyze the data using the expanded PD questionnaire.  A person familiar with Epi-Info should read through this program and modify it based on any changes you have made to the generic expanded PD questionnaire.  This program can then be run to generate the tables needed to analyze categorical data and the means, variance, population sizes needed to analyze continuous data (as explained below).
B. Using 2x2 Tables to Analyze Categorical Data
(Explain:)  When analyzing this data, we will be looking for significant differences between the data for malnourished children and PD children.  There are two types of data that we need to analyze:  Categorical data and continuous data.  
A set of data is said to be continuous if the values / observations belonging to it may take on any value within a finite or infinite interval. You can count, order and measure continuous data. For example, height, weight, temperature, the amount of sugar in an orange, the time required to run a mile are all examples of continuous data.  To analyze continuous data, we will do an “analysis of variance” using the Epi-Table Calculator that comes with Epi-Info ver. 6.04d.  To do that, we will need the means (average) for each variable we analyze, the variance, and the sample size. 
A set of data is said to be categorical if the values or observations belonging to it can be sorted according to category.  Each value is chosen from a set of non-overlapping categories.  For example, shoes in a cupboard can be sorted according to color: the characteristic 'color' can have non-overlapping categories 'black', 'brown', 'red' and 'other'. People have the characteristic of 'gender' with categories 'male' and 'female'.  Data cannot be both continuous and categorical.  To analyze categorical data, we will calculate Odds Ratios using 2x2 tables.  We can do that using the Epi-Info StatCalc Calculator, or the Tables Command in the Analysis module of Epi-Info.  Don’t worry:  It’s a lot easier than it sounds!
[If time is short, just show participants how to do 2x2 tables in Epi-Info without this longer explanation.]
Review on Two by Two Tables

1.  [Explain:]

During this part of the training, we will be talking about how two by two tables can be used to cross-tabulate the data and look for associations in it.  One tool that we have to look at how certain subgroups of respondents compare to others is the two by two table.  Let’s look at an historical problem that we can examine with two by two tables.  

2. [Optional -- Show the Titanic video from the ActivStats CD (page 23-2).  Alternately, explain what happened on the Titanic.  Then use the PowerPoint slides in the “Two_by_Two_Tables_Presentation.doc” file to go over the following steps.]
3. [Show slide #2:]  The purpose of two-by-two tables:  Two-by-two tables or (“Two Way Tables”) are frequently used in epidemiology to explore associations between EXPOSURE to risk factors and DISEASE or other outcomes.   They help us to see whether a relationship exists between two variables (e.g., whether being male means you are more likely to be malnourished, or whether exclusive breastfeeding means you are less likely to have diarrhea)

4. [Show slide #3:]  (During the video, we learned that…) Only 1,710 of the 2,201 travelers survived the Titanic.  We want to see what types of travelers were least likely to survive.

5. Let’s look at a breakdown of who died and who didn’t by gender to see if there is a relationship.  Of the 2,092 adults who were on board:

· 1,667 were male:  Of those, 1329 men died and 338 lived.

· 425 were female:  109 of them died and 316 of them lived.

We can put that in a two-by-two table.

6. [Show slide #4:]  When using 2x2 tables, we usually put the exposure on the left side of the 2x2 table, and the disease or problem on the top. The exposure is a condition that certain respondents had that may be linked to the disease or problem that you are analyzing.  Examples of pairs of exposures and disease include:
· Eating foods before 6m of age and Malnutrition

· Hand washing with soap and Diarrhea

· Age of the mother and Lack of knowledge re: AIDS

· Food security and Malnutrition

· [Ask participants for other examples]

[Draw this on the board or show it using the PowerPoint slide and a data projector:]

	
	DISEASE

	EXPOSURE
	+
	-

	+
	
	

	-
	
	


7. [Show slide #5:]  When we talk about this type of table today, we will think about exposure in terms of having a given characteristic (e.g., being male) or a practice that a child may be exposed to (e.g., being exclusively breastfed).  When we talk about a disease or a problem, we will be referring to malnutrition, diarrhea, or some other disease or problem that we look at during the KPC (e.g., having presumptive pneumonia, lack of knowledge about something).

8. [Show slide #6:]  In our example of the Titanic, exposure will be whether or not someone is MALE, and for disease we will use DEATH.  
[Go into StatCalc module of Epi-Info, explaining how to get there, and enter in the following numbers.  Alternately, use the overheads with screenshots showing how this is done:]

	
	DISEASE (death)

	EXPOSURE

(+ = male)
	+
	-

	+
	1,329
	338

	-
	109
	316


9. [Show slide #7:]  Notice that the values in the cells are COUNTS and not percentages or anything else.  We plug those numbers into the four cells in the 2x2 table in EpiStat, hit enter after each number, and then enter one more time to calculate.  We get a few different things to examine.  One of the few things that we need to look at today is the Odds Ratio.  The Odds Ratio is expressed as a number without a unit.  

10. [Show slide #8:]  The Odds Ratio measures the odds or chances of a disease being present when a factor is present compared to the odds of disease being present when the factor is absent.  

11. [Show slide #9:]  In this case, we are looking at the odds that someone died if the person was a male compared to the odds that the person died if the person was a female.   We need to look at the 95% confidence interval for the odds ratio:

· If the Odds Ratio is less than one ( exposure is associated with a lack of disease (i.e., exposure may be protective)

· If the Odds Ratio is greater than one ( exposure is associated with the disease (i.e., exposure may be damaging). 

12. If the 95% confidence interval includes 1.0, then the relationship is not statistically significant.  

13. If the 95% confidence interval does not include 1.0, then the relationship is statistically significant.

14. [Show slide #10:]  In this example, we see that the Odds Ratio is 11.4.  More importantly, the CI for the Odds Ratio does not include the number 1.
  The true Odds Ratio is somewhere between 8.83 and 14.73.  That means that, if you were male, your chances of dying were somewhere between 8.8 and 14.7 times higher than if you were a female.  

15. [Show slides #11 and #12 if you want to give another example (from the Titanic):  class of passenger.]

16. [Have volunteers set up 2 manual , two-by-two tables in small groups using the first two exercises in the handout:]

Example #1 (slide #13):

· There are 55 stunted children 12-59 months of age in a community.  Of them, 20 receives 3 meals or snacks per day or more.  There are 32 children 12-59 months of age who are not stunted.  Of them, 20 receive 3 meals or snacks per day or more.  

· Answer:

	
	DISEASE (stunting)

	EXPOSURE

(+ = 3+ meals/day)
	+
	-

	+
	20
	20

	-
	35
	12



Example #2 (SLIDE #14):

· There are 240 children 12-59 months of age in a set of communities who have a good weight-for-age, and 200 12-59 children months of age who are underweight.  Of the underweight children, 60 had their milk teeth cut out because they “were not growing well” (according to their mothers) when they were infants.   Of the well-nourished group, 203 had that done.  

· Answer:

	
	DISEASE (underweight)

	EXPOSURE

(+ = no milk teeth cut out)
	+
	-

	+
	140
	37

	-
	60
	203


17. [Go through slides #15 – 20 with the example from Kenya.]

18. [Use slide #21 to talk about causality.]

19. [Have the participants do the last exercise on the worksheet in their small groups.]

20. [Go over Slides #22 - #24 to discuss that example.]

Example #3 (Data Given – need to find OR, CI, etc.):

	
	DISEASE (Malnutrition)

	EXPOSURE

(+ = child encouraged to eat)
	+
	-

	+
	6
	12

	-
	9
	1


What is the Odds Ratio?  What is the CI?

The Odds Ratio is 0.06, and once again we have to get the exact limits.  The CI is 0 to 0.62.  0.06 is very low, meaning that encouraging a child to eat may be very protective.  Since the CI does not include 1, it is statistically significant.  What can we say about children who are encouraged to eat in this community?  We can say that children who are encouraged to eat when they are not hungry are 0.06 times as likely to be malnourished.  The converse also applies – we divide 1 by 0.06 and get 16… then we say, children who are NOT encouraged to eat when they are not hungry are 16 times as likely to be malnourished.  Also, the p-value is 0.005, so that gives more support to saying that this relationship is significant.

Using the Data:

[Ask the participants:]  From our last example, knowing that the Odds Ratio is 0.06, and that it is statistically significant, how might that affect how you do your nutrition work in that community?   (You would stress the importance of using incentives, encouraging children, using the “airplane trick”, etc., when talking about what to do when children are anorexic!)

21. [Slide #25, #26, #27:  Explain how a 2x2 table could be used with KPC data:]

Let’s look at an example of how you could use this two by two table with PD data.  In this example, we look at children whose mothers said that they received three meals per day or more.

	
	DISEASE 

(Malnutrition: underweight)

	EXPOSURE

(+ = 3+ meals/day)
	+
	-

	+
	23
	93

	-
	91
	93


The OR = 0.25; CI = 0.14 < OR < 0.45.  1.0 is NOT included in the confidence interval for this odds ratio, so malnutrition appears to be correlated with having or not having 3+ meals per day.

[Show slide #28:]  What about introduction of solid food?  Let’s say that we did this study with a much smaller sample size.
	
	DISEASE 

(Malnutrition: Underweight)

	EXPOSURE

(+ = solids introduced>5m)
	+
	-

	+
	5
	10

	-
	10
	3


[Ask:]  What is the Odds Ratio?  The CI?  

The Odds Ratio is very low, 0.15, but the CI is 0.02 – 1.03… but wait, there’s an asterisk there telling us that we need to let Epi calculate it a different way (using “exact limits”).  When we hit enter, then E for exact limits, we see that the CI for that Odds Ratio of 0.15 is 0.02 – 1.01.  The true Odds Ratio may be 1.0, so we have to decide that that relationship is not statistically significant. 

[Ask:]  Does this change how we feel about introducing solids before the sixth month?  No.  We know from the literature that it’s best to wait until the sixth month under most conditions.  However, we also know that when people introduce solids is currently not one of the most important predictors of whether or not a child will be malnourished in the community where the study was done.  We would want to look at a larger group of communities to say anything about the whole project area, of course.

22. [Go over Slides #29 and #30 about how to set up variables for 2x2 tables in Epi-Info (when they don’t exist naturally in the data set).]

23. [Have one or two participants demonstrate how to use Epi-Info to get an Odds Ratio.  They may have to regroup their data first by defining variables before they can use the TABLES command in the Analysis module.]

24. [Go over slides #31 - #35 to talk about confounding.]

Go through the data and keep a list of all of the statistically-significant and non-statistically-significant differences between questionnaires of PD and malnourished mothers for the categorical data.  You will report these out on the following day.

C. Using Analysis of Variance to Analyze Continuous Data
To look for differences between the two groups (PD and malnourished) for continuous data, you will need to have three pieces of data for each variable you will analyze:  The mean (average), the variance (of the mean), and the sample size.
a. Load up the database with your data from the expanded PD study.

b. Select only the cases where the child was malnourished (e.g., Select MAL=”Y”).

c. Use Freq [VariableName] which will give you the sample size, mean, and variance for the variable being analyzed.  “Total” shows the sample size.  Write down your results.  (Or write up a program that will do this for each variable you want to analyze, run the program, and output to a file.)

d. Type “Select” and then select only the cases where the child was PD (e.g., Select PD=”Y”).

e. Repeat “c” above and write down your results.  You will use this data in the next step.

f. Go into Epi-Info, Programs, Epi-Table Calculator.

g. Choose Compare, Means, 2 samples.

h. Plug in the mean, variance and sample size for Sample #1 using the data from step C above.
i. Plug in the mean, variance and sample size for Sample #2 using the data from step e above.

j. Hit Calculate.

k. Write down the p value.  This is the odds that the difference between the two means is due to chance.  If p is less than 0.05, we consider the difference a statistically significant difference.  A p-value of 0.04 means that there is only a 4% chance that the difference in the means is due to chance. 

Keep a list of all of the statistically-significant and non-statistically-significant differences between questionnaires of PD and malnourished mothers for the continuous data.  You will report these out on the following day.
D. Manual Tabulation of Data (Not done in Ethiopia)
[If participants are doing manual tabulation, have participants work in small groups to analyze different parts of the tabulation sheets, looking for associations.  When this must be done manually without the aid of a computer, you will need to look for larger differences in proportions based on the sample size.  For example, with a sample size of 28 PD and 28 Malnourished, only statistically significant differences of more than 30 points (between PD and malnourished children) should be considered statistically significant.  For other sample sizes, use the table below.  Whatever method is used to look for differences between the two groups, participants should now note the statistically significant differences on newsprint with the Odds ratios and p-values, or means and p-values.]  
	Number of PDs
	Number Malnourished
	% difference needed

	131
	131
	15

	71
	71
	20

	43
	43
	25

	28
	28
	30

	13
	13
	40


Day #8 (21 May, Wednesday)

Devotional / Singing (30 mins.)
XIII. Present Findings (45 minutes)
· (Present findings from the study in the table format below. Fill in the first five columns.  Two examples on how to fill out the chart are provided below.)

· (As you present these findings, point out where the cause is mentioned on the fishbone diagrams, circling the causes in red marker.  Explain results and take questions.)
	Indicator
	PDs
	Mal.
	Odds Ratio / 

p-value
	CI
	Suggested Activities/Action
	Suggested Educational Messages

	% of mothers who say that their child’s drinking water is treated
	67%
	36%
	OR = 0.28; PDs 3.6 times more likely to receive treated water.  p = 0.00001
	0.15
< OR< 

0.52
	
	

	# of times B12-rich foods given to child in past week
	11.2
	6.3
	PDs given 77% more often. 

p = 0.0042
	
	
	


XIV. Use of the Expanded PD Study Data  
A. General Approach (10 mins.)
[Mention that we will go over how to use the results of this expanded PD study now.  In general, we will use it in the following ways:]

1. To add to – or modify our current – health promotion messages, focusing on those things that are identified as positive deviant practices from the study, such as:

· doing more promotion of the consumption of specific nutrients (e.g., protein during lactation; B-12 in child’s diet);

· promoting specific feeding practices that are not currently promoted (e.g., encouraging to eat when the child is not hungry);

· promoting specific child care practices related to psychosocial care (e.g., proper redirecting vs. corporal punishment [e.g., spanking] of preschool children); and

· promoting or giving more attention to specific family hygiene practices (e.g., teaching children to wash hands, proper disposal of feces, storage and treatment of drinking water).

2. To add activities to our current interventions and targeting of interventions that take into account the findings from the PD study (e.g., improving social support, improving support of families who have family members with chronic illnesses);
3. To add new interventions (and seeking funding for them) for things that cannot be addressed with our current interventions or added to them (e.g., groups to decrease depression, groups to help people stop or decrease alcohol consumption, interventions to decrease domestic abuse).
B. Using the Results  (120 mins.)
[Have people work in small groups for 75 minutes to add columns 6 and 7 to the results table shown above: What new activities they should include in their health programs (or other action they should take), and what new messages they will need to add or emphasize.  Assign findings to each group to address.  If they are proposing a new intervention, they should make that clear in their table.]
[Example:]
	Indicator
	(Data)
	Suggested Activities/Action
	Suggested Educational Messages

	% of mothers who say that their child’s drinking water is treated
	
	1. Contact Hygiene Improvement Project (HIP) for ideas.  

2. Do Barrier Analysis on this behavior.  

3. Begin water purification campaign.

4. Add questions on this to KPC and mini-KPC.
	1. Everyone, especially young children, can get diarrhea from water that is not purified.

2. Children can get diseases easier than adults – they are weaker – and are more likely to die from impure water.

3. Addition of the 1 drop of bleach per liter of water will purify the water.  
4. Cost to purify with bleach is only x Birr per liter.

	% of children who are encouraged to eat when not hungry
	
	1. Explore current methods used by successful mothers to get children with poor appetites to eat.

2. Have mothers observe mothers feeding children – especially children who are difficult eaters – and coach them on how to have patience/ encourage child.
	1. It is normal for children to sometimes lack appetite.  However, when your child is not hungry, he or she still needs to eat.
2. Encourage your child to eat the foods s/he likes when s/he doesn’t have an appetite.

3. Interact with your child more when he or she lacks appetite.  Make eating a game.

4. Offer rewards for good eating.


[Have groups present their work and discuss it (45 mins).]

(BREAK, 20 minutes) 
XV. Modifying the Questionnaire, the Methodology, and our Programs

(15 mins.)

a. Modifying the questionnaire:  [Use the questions below to lead a brief discussion to find what modifications they suggest in the questionnaire.]
· What parts of the questionnaire were the most difficult to use?
· What questions in the questionnaire need to be modified so that they are more understandable to mothers?
b. Modifying the methodology:  [Lead a brief discussion to find what modifications they suggest in terms of the methodology.]
· How would you suggest we modify the methodology – how we used the questionnaire or moved mothers around during the field activity?   

(LUNCH, 12:00 – 1:00)
XVI. New Activities and Interventions (60 mins.)
[NOTE:  Trainers should be prepared to talk about new activities that could be used to address the findings that came up in the study.  Plan to work on this on Tuesday prior to this day’s sessions.]

Some of the activities and interventions mentioned below should be considered if your findings indicate that they might be helpful.  These are things that you would usually try out on a small scale first and monitor their effectiveness in combating malnutrition.  Some of these could be added as part of your existing DAP.  Some of them would need to be proposed in any new health grant (given the costs associated with them, or how different they are from what you are presently doing).   (Present a few of these, focusing on what was found in their study and what interests them, for example:)
1. Depression in Mothers

(Discuss World Vision’s work with depression in Uganda.)
2. Zinc supplementation

(Discuss how zinc can help children with diarrhea.)
3. Deworming

(Discuss how deworming can help children.)
4. BF support groups

(Materials available through La Leche League:  http://www.lalecheleague.org/bfinfo.html)
XVII. Posttest (30 mins.)
XVIII. Workshop Closing / Certificates (30 mins.)

�  	In Ethiopia, we could have them read Acts 8:26 and forward instead:  The story of the Ethiopian reading the scripture!


�    See Carvalhaes MA, Benicio MH.  (2002)  Mother's ability of childcare and children malnutrition.  Rev Saude Publica 2002 Apr;36(2):188-97.  This study found correlations between depression in the mother and malnutrition in the child.  Depression is the leading burden of disease in women in Latin America.


�    See Golden, M.H.  (1988) The role of individual nutrient deficiencies in growth retardation of children as exemplified by zinc and protein.  In: Linear growth retardation in less developed countries, pp. 143-163.  Ed. Waterlow, J.C.  Raven press, New York.  Also see,  � HYPERLINK "http://www.univ-lille1.fr/pfeda/Engl/Frame/ IndexE.htm" ��http://www.univ-lille1.fr/pfeda/Engl/Frame/ IndexE.htm� where Dr. Michael Golden states, “[W]e should not be tackling this [malnutrition] problem by only giving type I nutrients (micronutrient bullets) some protein and energy.  The forgotten type II nutrients [NB: e.g., magnesium and potassium] are critical. 








�   See � HYPERLINK "http://www.mftrou.com/cause-effect-diagram.html" ��http://www.mftrou.com/cause-effect-diagram.html� and � HYPERLINK "http://www.isixsigma.com/library/content/t000827.asp" ��http://www.isixsigma.com/library/content/t000827.asp� for examples and some instructions.


�   A two-minute buzz is where participants pair off and discuss a question with a partner before discussing it in plenary.


�  Note that if you use Stata or another program to calculate Odds Ratios and their confidence intervals, the CIs they give may differ.  The difference in reported results is not due to programming errors.  Rather, the difference hinges on what corrections are made (e.g., whether one makes a continuity correction to the Cornfield iterative formula).
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