Training Course on the M anagement of Severe
M alnutrition in Hospitals
Kabul, Afghanistan 8 - 19 June 2002

1. INTRODUCTION

Situation analysis and background:

After 23years of conflict and politicad instability, Afghanistan’s health sygemis
seemingy among the poorest in the world. Ohtaining the most basic necessities such
as safe and adequate food and access to basic hedth careis constant strugge. Already
poor nutritiona status is burdened with acute respiratory illnesses, diarrhoed diseases,
and other infections which arekilling and disabling thousands of children of
Afghanistan.

A series of surveys conducted by non-governmenta organizations (NGOs) in
Afghanistan, at different point of times in different regions duringthe past couple of
months, have found that 40-60 % of children suffer from chronic malnutrition or
stunting (low hei ght-for-age) ; around 6-16% are acutely manourished or wasted (low
weight-for-he ght). Although severe malnutrition rateis not reflected in nutrition
surveys, an darming number of hospitalised children across the country are found to
be severely manourished.

An andysis of datafrom records of 3 hospitas in Kabul (IndiraGandhi Children’s
Hospitd, Ataurk, and M aiwand)” collected over aperiod of 3 years showed that 30-
40% of admitted children are severely manourished. These data show that duringthe
period 1999- 2001 atota of 4062 severely malnourished children (age between 0-59
months) with ather complications were admitted in the malnutrition ward. Of these
753 (18%) recovered and discharged, 1783 (43.8%) were transferred for other
complications, 1229 (30.2%) defaulted or | eft against medical advice, and 297 (7.3 %)
died during hospitalisation.

Outcome of the 3012 (74.1%) defaulted and the transferred children are not known.
Of the 1050 children treated in the ward, a cumul ative mortality of 28.2% was
observed which is seemindy very high. Average length of hospita say ranged from
18-32 day s for those who recovered. Almost al children were complicated with one
or more infections such as respiratory infection (30%), bloody diarrhoea (10%),
watery diarrhoeawith dehydraion (28 %) and without dehydration (10.6%);
approximately 6 % was diagnosed having clinical septicaemia and about 15% had
other non-gecified inf ections.
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Thefindings mentioned above indicate that severe and acute malnutrition constitutes
alarge number of all paediatric admissions in hospitals in Kabul and possibly in ather
hospitals esewherein Af ghanistan. M ortdity is high among these children, recovery
is slow and particularly the high rate of defaulters was of great concern. This
unacceptably high mortdity is largely preventable with appropriatetreatment.

Indira Gandhi Children’s Hospita - Venue for the workshop:

Thetrainingworkshop was organised in Indira Gandhi Children’s Hospita (IGCH),
Kabul to meet therequest of theM inigry of Hedth, Government of Afghanistan to
reorient doctors and senior nurses in the management of severe manutrition in
hospital settings. IGCH is a300- bed nationd, paediatric referrd and teaching
hospital. Patients arereferred from all parts of Afghanistan and about 500 children
attend the out-patient dgpartment everyday; 200 beds are avail able for general
paediatric patients, of which 45 beds are dlocated for severely children in 3 wards;
100 beds are d located for paediatric surgcal cases.

Theam of thetrainingwas to improve knowledge and skill of doctors and senior
nurses in order to reduce mortality and enhance recovery in hospitalised manourished
children.

Thetrainingworkshop had two components: an initid trainingfor nationd facilitators
for 4 days, fdlowed by paticipants traningfor 6days. Coursestructureisgven inthe
box on page 3; participants’ list is gven in annex 1 and the programme and clinica
sessions in annex 2aand 2b.



Coursestructure
Training Coursein the Management of Severe Malnutrition

Location of course:
Indira Gandhi Children's Hospital, Kabul, Afghanistan

Facilitator Training (conducted in English):
Dates of Facilitator training 8 June 2002 - 11 June 2002
Number of full days: Four
Totd number of hours worked in course: Twenty-seven hour s
(excluding lunch)
Number of participants: Eight
(plus training for one clinical instructor
who attended most of the facilitator's

cour se)
Course for participants (conducted in Daari):
Dates of course: 13 June; 15 June- 19 June
Number of full days: Six
Totd number of hoursworked in course  Thirty- nine (excluding lunch hour)
Number of participants Eighteen
Clinical Sessions:
Number of clinical sessions conducted Five (including onetour of wards
/group)

Number of hours/group devoted to clinica sessions:
Four plus half an hour touring wards
Modul es compl eted:

Introduction: All compl eted
Principles of Care: All compl eted
Initid M anagement: All compl eted
Feeding All compl eted
Daly Cae All compl eted
M onitoring and Problem Solving: All compl eted
Involving M others in Care: All compl eted
Manual:

Each participant received a copy of the manua (in English)

“ Management of Severe Malnutrition: a manual for physicians and other senior
health workers” and course modules, but these modules weretranslated in the local
language Daari. Ther e were some problems with the translation.




Inauguration:

In theinaugurd address, His Excelency Dr Feroz, the Deputy M iniger for Public
Hedth stated that war, violence, infra-structura destruction and mass movement of
population are dl contributingto widespread manutrition amongwomen and children
in Afghanistan. Severe malnutrition with complication poses aseriousthresat tothe
hedth and survivd of infants and young children. He appreciates that the rapid
deveopment in the management of severely manourished children have taken place
over the pag years that has brought down mortdity in severely manourished in the
rest of the developing countries. Dueto the disturbances in Afghanis lifeand living,
their doctors, nurses and other hedth professionals have not been ableto accessto this
knowledge and information. Therefore, the Ministry of Public Hedth was happy to
receivethis state-of-the art training from the World Hedth Organization (WHO) to
doctors and senior nurses in management of severey manourished childrenin
hospitas in Afghanistan. He emphasized the need for similar training in other cities
thisyear and hoped that WHO would carry out this important task and continue to
provide necessary technica and materia support tothese courses with fully assured
cooperation of theM inistry of Public Health. Dr Musa, the AdingWHO Representaive
in his address underscoredthe need for continuing WHO' stechnical support to the Ministry
of Public Health and working with patnesto ensure reduction and prevention in malnutrition
related mortality in children in Afghanistan.




2. COMMENTS AND OBSERVATIONS
Facilities:

Considering the recent history of the country, facilities in Kabul were better than
expected. However, there was ashortage of basic equipment such as measuring
vessdls for preparing the feeds, accurate and precise food wei ghing scales. Some
needs were met by WHO'sprovision of low reading thermometers, Dextrostix and
vitamin-minera mix. We had perhaps failed to recognise the likely deficiency of even
more basic kitchen equipment.

Facilitator training or training facilitators in management of malnutrition?

M any of the doctors whotrained as facil itators were quite senior paediatricians.
However, lack of appraopriate facilities had probably limited the clinicd tools at their
disposal. Lack of access to modern journals may aso haverestricted their up-to-date
scientific knowledgein certain areas, dthough there was no question of the vaue of
their clinica skills. Although almost al the nationd facilitators received some sort of
training in management of manutrition from non-governmenta or ganizations and
others before this workshap, the facilitators' courseaimed at training in fecilitating
skills became, at times, trainingin the management of malnutrition. This sort of
modification of the aims of the courseis, in all probability, inevitableif thetraining is
to reach areas which redly need help in the management of malnutrition. The problem
may need formal recognition.

Time and language problems:

M ost of thefacilitators had substartia difficulties understanding spoken Engdish and
reading English a speed. This necessitated considerable revision of plans for
presentaion of thefacilitators' course and meant that the facilitators had to skim
through the later training modul es because f acilitator training in Engish proceeded so
slowly. This may account for some of theproblems which arose when the facilitators
cameto teach the Feeding and Daily Care modules which were covered only very
briefly in the facilitator training course.

Thefacilitators' course does demand (as planned in the Course Director's manual)
some overnight reading. In situations such as exist in Afghanistan (and are common in
many other countries) doctors have to go from hospita work toprivatepracticein
order to survivefinancialy. Thusit is impassible to expect overnight reading - with
theresult tha thefacilitator training becomes very rushed and sketchy.



Clinical Instruction:

Dr Sher M. Faqgiri, theclinica instructor, received trainingwith the facilitators and
was ableto undertake his responsibility diligently. He did acommendabl e job in
organizing and taking the clinical sessions with some assistance and supervision from
theinternationd facilitators.

Use of the Critical Care Pathway (CCP):

We found the very complex Action ContrelaFa m (ACF) forms used on the
malnutrition wards were not properly understood by many of the gaff whoseroleit
was to completethem. The CCP of the WHO trainingmodule (and any similar record
such as the ACF chart) is asensitive item in the management of severe malnutrition. It
has enormous potertia usefulness but may be demanding degrees of observation and
documentation of patients by ward staff, nat currently practised. It may be amost
impossible, gven the staffing conditions of some hospitds, to achieve the required
degree of observation and monitoring. Y et this is essentid for the successful
management of these children. M oretime perhaps needs to be dlottedto
understanding the day to day use of the CCP, so asto convince trainees (and
facilitators) of the benefits of the CCP sothat detailed monitoring is accepted into
clinica practice and used to determine clinica management.



Sensitivities of demonstrating good practice when an NGO'’s supports already
initiated a regimen for the management of ma nutrition on the wards:

The practica coursein hospita in Kabul presented adifficult ethical problem since
the staff and food provision for the treatment of manutrition in Afghanistan are
largely supported by ACF (French NGO). M og of the management pratocols
supported by ACF are equivaent to thosepromoted by WHO but in afew aress (e.g.
feedinginfants under six months who are malnourished; introduction of weaning
foods in children over six months) practices do differ quite significantly. This makes
it difficult to teach or to answer questionswhich support policies not in agreement
with those promated by the supporting or ganisation (A CF) sincethetrainees are
probably degpendent on following ACF guiddines for their continued support.
However, if the guidelines common to both WHO and A CF areimplemented
effectively, it islikely that treatment will be more effective than at present,
irrespective of any differences in management that exist between the organisations
recommendations.

Training of participants:

A tatd of 18 partiapants, including 8 females, took the training There werethree groups
of six participants each, one group comprised of only nurses. There was a good
countrywide representation with participants coming from Herat, M azar-e-Sharif,
Jaadabad, Kandahar, and Kabul.

Number of facilitators serving at course:

All facilitators served on parts of the course. One was absent for oneday. Anather, as
Director of the hogita where the course was taking place, had other commitments
but nevertheless managed to participate in many of the teaching sessions duringthe
course.

Ratio of facilitators to participants:

1to 3 (Thethreeinternationd facilitators had no direct facilitatingrole in the course
proper duetothelanguage barrier). Three groups of trainees each with at least two



facilitators (one withthe Hospitd Director as well when hewas freeto facilitate) and
inone'nurses only' group there wereregularly threefacilitators.

Translated version of the modules:

Havingthe modules translated into Daari language was an exce lent method of
improving thetraining course. All participants could read and understand, to alarge
extent, the modules. Therewere, however, plenty of translation errorsthat were a
cause of concern. M og of the modules were delivered just before the respective
sessions, alowing littletimefor the facilitators and participantsto read themin
advance. This probably happened because of thelittle time availabl e for translation.
The Facilitator's Guide in Daari was not avallable.

Understanding the modul es:

Theerors (Annex 3) in translation initially resulted in confusion amongthe
participats. The nationd facilitators had to clarify points of contertion first with the
internationa facilitators and then explain it to theparticipants. In case of any digarity
between the Daari and the orignal Engdish version, the Endish version took
precedence. In generd, the participants faced more problems in understandingthe
Feedingand Daily Care modules. Calcul aion of rate of weight gain was difficult for
most of the nurses aswell as for some of the doctors. The use and utility of the CCP
was poorly undersood by theparticipants. This wasprobably because the concept of
CCP was not clear to even many of the nationd facilitators. When this became
evident from the performance of Group C (nurses), attempts were madeto clarify the
concept. All paticipantswere asked to fill in the CCP during the clinical session on
initid management.

Novelty of the facilitation procedure:

Theinterest, dedication and effort of thefacilitators were impressive, as was the
readiness of the trainees to work. Nevertheless, we may have underestimated the
extent to which the techniques of facilitation were unfamiliar to thefacilitators. There
was aslight tendency of some facilitators toteach didacticaly. Some did appear from
timeto timeto be teaching their own view on the management of manutrition rather
than following the modules but this may have been dueto problems withthe
translation. Therewas reluctancein all training groups to use individua feedback.
This may have been the influence of the accommodation since two of therooms gave
little opportunity for semi privaediscusson. It could be tha individual feedback was
culturally grange.

Summary for future action and eval uation:

The Kabul coursewas very much an initia process sincethereis ahuge need for
effective change. All of us felt that the course could not be effective without future
support in the form of nationa courses run by trainees and facilitators and further
training nation- wide. Such courses would need, initidly at least, some back up from a
WHO officid designated for nutritiona activities in Af ghanistan or someone with



appropriate aptitude and expertise. It would seem vitaly important for the future of
nutrition in Afghanistan that thereis collaboration between the various agencies
workingin the nutrition field so thereis neither conflict nor overlap but aunifying
consensus on which to build progress.

Participants' impression of thetrainingworkshop is gven in Annex 4.

Conclusions:

Despite severd problems, which are expected in acountry facingdire circumstances,
the training course went well. This was thefirst ever-comprehensive course of its kind
to takeplacein Afghanistan. Nationd facilitators were trained in the course; several
of them have been identified to be capable of continuingthetrainingin different parts
of the country . Following discussions with theparticipants who came from various
regions of the country, it was goparent tha the course was an 'ey e gpener’ for them
and will bevery useful. They have, tosay thelesst, learnt the basic eements required
for the surviva of aseverely manourished child presentingto ahealth care facility
with an acuteillness.

3. RECOMMENDATIONS FOR FUTURE

e Thetreatment facilities from where the doctors and nurses camefor thetraining
course should be evaluated. If thereis no nutrition ward or unit, then it should be
established. If anew establishment is not feasible, at least afew bedsinthe
generd wards should be alocated for severe manutrition. Nutrition wards or units
dready in existence should be strengthened. What is required immediately is the
provision of ingredients for therapeutic milk (F75 and F100 or other available
milk), antibiotics, combined minera vitamin mix (CM V), wei ghing scales and
length boards, kitchen utensils (measuring cups, jugs). (See Annex 5, Pre-training
guestionnaire)

e Culturaly gppropriate and inexpensive diets for catch-up growth should be
identified and promoted in the management of severely manourished children.
The module and the video emphasize on aparticular diet used as an examplein
Bangladesh (khichuri), can betried or a more culturadly acceptable diet identified
(rice/ wheat with fresh or dried beans and oil ?) and advocated. Such adiet may
lessen the dependence on expensive packaged diet, such as F100 in catch-up
phase.

e Anevduation of the nutrition units/ wards should be undertaken after acertain
period of timefollowingthetrainingand establishing / strengthening of the
nutrition units / wards, i.e., after 6 months or oneyear. Case-fatdity rates, average
duration of stay, rates of weight gain, defaulter rates should be andyzed and, if
possible, compared with previous dataor the dataaready available from thethree
hospitals in Kabul.



The Daari translation of the seven training modules should be thoroughly revised
with appropriate corrections. Thefacilitator's guide, course director's manud, as
well as the WHO manua for management of severe manutrition should aso be
translated.

Fresh training courses should be organized in Kabul and in the provinces. Those
who were identified to have a good performance in the recently concluded training
course may be sdlected as facilitators and clinicd instructors. However, care must
be taken to maintain the quality of the courses. An option may beto have an
internationa fecilitator overseetheinitial 2-3 courses.

Some of the professionas who will be identified as future facilitators, based on
performancein the just concluded course, may be sent to institutions abroad for
short-term hands-on training on the management of severe malnutrition. Such an
exposure will further improve ther skills and make them more committed to the
care of severely manourished children.

The WHO should take theinitiative in havingthe curriculum of medica and
nursing schools reformed so that childhood malnutrition gets due emphasis.
Activities based on the recommendations mentioned above could be effectively
executed by aWHO officid designated for nutrition activities in Afghanistan. In
the absence of such adesignated officid, it isimperativethat aperson havingthe
appropriate aptitude and expertise be gppointed a8 WHO Afghanistan. This will
not only streamline nutrition-related activities in the country, but aso help in
establishing a close coll aborating network with other nationa and internationa
agencies and NGOs.

There should be ameeting between those involved in the WHO course and the
ACF M anagement to resolve the differences in the case management policy.
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ANNEX 1: LIST OF PARTICIPANTS

Course Instructors:

Name of Title W ard for severe
partid pant Contact address malnutrition
Dr I'anmeed Ahmed | Intemaional Faciliteor Dhaka Bangladesn N/A
Dr B. S0egijanto Tnternaional Faciliiaor Surabaya, Tndonesa N/A
Dr Elzabah Poxitt | Course T echnical Director | London School or N/A
Hygiene and T ropical
Medicine, UK
Dr Sultana Khanum | Course Coordinaor WHO, Geneva N/A
Dr Sayed All Shah Presaent Inaira Gandni Children's | Yes
(Course Adminigrative Hospital
Director)
Dr Zobaida Sad qui Vice Presaent Indira Gandni Children's | Yes
(National Facilitator) Hospital, Kabul
Dr M. Arid Paedidrician Indira Gandhi Children's | Yes
Hassanzai (National Facilitetor) Hospital, Kabul
Dr M. Tsnaq Chier, Paediaric Ward Mawand Hospitadl, Yes
M aasher (National Facilitator) Kabul
Dr ASt Ghasy SUpervisor of three Action ContreTaFaim WOrksSin hoitasin
malnuatrition wardsin Kabul Kabul with ACF
Kabul City
(National Facilitaor)
Dr Zemary Hussain Diredor Atdurk Hospital, Kabul Yes
(National Facilitaor)
Dr Salan Ranmean Chier, Genera Paediatric | Inaira Gandni Children's | Yes
Rahmani Ward Hospital, Kabul
(National Facilitator)
Dr MirM. Essa Jalal | Medical Doaor Indira Gandni Children's | Yes
(National Facilitetor) Hospital, Kabul
Dr 3ner M. Faqgiri IGCH Malnutrition Ward | Indira Gandni Chilaren's | Yes
(Clinical Instructor) Hospital, Kabul
Dr Ghulam Sakhi Lecture of Medical Maiwand Hospital, Yes
Rawan Faculty Kabul

(National Facilitaor)

N/A = Not goplicable
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Participants:

Name Title Contad address W ard for severe
malnutrition
Dr Basr-Ahmad Paediarician Ataurk Hospital Yes
Kabul
Mr Mohamed Enior Nurse Atdurk Hopita, Yes
Sdeem Kabul
Mrs Kamela Head Nurse Indira Gandni Children's | Yes
Hospital,
Kabul
Dr Amir Monhamed Meaical Dodor Indira Gandni Children's | Yes
Jalali Hospital
Dr Quoasa Miry Paediarician Indira Gandni Children's | Yes
Hogpital
Dr Jarita Azizi Meaical Dodor Indira Gandni Children's | Yes
Hogspital
Dr FareedaMomand | Paedidgarician Mawand Hospital YeEs
Kabul
Mrs Maroora Head Nurse Maiwand Hospital, Yes
Kabul
Dr Mohtaranalshag | Paedidrician Mawand Hospital Yes
Kabul
Dr Shafiqullah Provincial upervisor of | Chaghasart Hoital, No. Thergpettic feeding
Shafaq Malnutrition Kona Province centre proposed
MT Abddl Majid NUrse Regional Hospital, Yes
Hera
Dr Merg Hamid Paedidrician Regional Hospital, Hera | Yes
Dr Asmaullan Habit | Paediaraician Pediaric Ward, Ningarhar | Few beds in paediatric

Universty Hogital
Jalalabad

ward

Dr Muhammadulla
Nasrat

Assgant Health
Coordinator for
Malnutrition Progranme

PaedigracWard
Public Health Hospital
Jalalabad

Eparate Nurition Room

Mr Sarcar Monamad | Nurse Mirawaiss Hospital, Yes
Kandahar

Dr Do Shams Medical Dodor PedigricWard NO sepadae ward
Minwis Hospital
Kandahar

Dr Wida Jalal Paediarician and Focal PaeaiarcsWard, NO sepaae ward; cases

Point in Nutrition Mulki Hospital treated in privaeclinics

Mazar-e Sharif

Mrs Ziagul Nurse Mazar-e Sherit Children' S| Yes

Hospital

13




ANNEX 2 A: COURSE SCHEDULE

Day Group A (Doctors) Group B (Doctors) Group C (Nurses)
Day 1 10:30-11 am: Introduction 10:30-11 am: Introduction 10:30-11 am: Introduction
Thursday | 11-12 noon: Principles of care 11-12 noon: Principles of care 11-12 noon: Principles of care
13 June | 1-2:30 pm: Principles of care 1-2 pm: Principles of care 1-1:30 pm: T our of wards
2:30-3 pm: Video 2-2:30 pm: T our of wards 1:30-3:30 pm: Principles of care
Transformation 2:30-3:30 pm: Principles of cae induding Video Transformation
3-3:30 pm: T our of wards induding Video Transformation a 2:30 pm
a 2:30 pm
Day 2 8-9 am: Princples of care 8-9 am: Principles of care 8-9 am: Clincd Session
Saurday | 9-10 am: Clinical Session | 9-12 noon: Initid management (wt, length, glucostix)
15 June (wt, length, glucostix) 1-2 pm: Clinical Session 9-10 am: Princples of care
10-12 noon: Initial (wt, length, glucostix) 10-12 noon: Initid management
management 2-3:30 pm: Initid management 1-3:30 pm: Initid management
1-3:30 pm: Initid management
Day 3 8-11:30 am: Initid management | 8-10:30 am: Initiad management 8-9 am: Clincd session

Sunday | 11:30 am: Video onlnitid 10:30-11:30 am: Clinicd session | (preparation of ReSoMal)

16 June | management (preparaion of ReSoMd) 9-11:30 am: Initid management
1-2 pm: Clinical session 11:30 am: Video onInitid 11:30 am: Video onInitid
(preparation of ReSoMal) | management management

2-3:30 pm: Feeding 1-2 pm: Initial management | 1-2 pm: Initial management
2-3:30 pm: Feeding 2-3:30 pm: Feeding
Day 4 8-9 am: Clinical session 8-11 am: Feeding 8-12 noon: Feeding
Monday | (Preparation of F75, F100) | 11-12 noon: Clinical session 1-2 pm: Clinical session
17 June | 9-12 noon: Feeding (Preparation of F75, F100) (Preparation of F75, F100)
1-3:30 pm: Feeding 1-3:30 pm: Feading 2-3:30 pm: Feeding
Day 5 8-11 am: Daly care 8-11 am: Dally care 8-11 am: Daly care
Tuesday | 11-12 noon: Monitoring and 11-12 noon: Monitoring and 11-12 noon: Monitoring and
18 June | problem solving problem solving problem solving
1-3:30 pm: Moritoring and 1-3:30 pm: Moritoring and 1-3:30 pm: Moritoring and
problem solving problem solving problem solving
Day 6 8-10 am: Clincd session 8-10 am: Involving mothersin 8-10 am: Involving mothersin
Wednesd | (initid management) cae cae
ay 10-12 noon: Involving mothers | 10-12 noon: Clinicd session 1-1:30 pm: Video on mentd
19 June | in care (initid management) deve opment

1-1:30 pm: Video on mentd
deve opment

1:30-3 pm: Involving mothers
in cae

3-3:30 pm: Closing

1-1:30 pm: Video on mentd
deve opment

1:30-3 pm: Involving mothersin
cae

3-3:30 pm: Closing

1:30-3 pm: Clinicd session
(initid management)

3-3:30 pm: Closing
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ANNEX 2B: CLINICAL SESSIONS SCHEDULE

Day Group A (Doctors) Group B (Doctors) Group C (Nurses)
Day 1 3330 pm 2-2-30 pm T-1:30 pm
Thursday Tour of wards Tour of wards Tour of wards
13 June
Day 2 9-10 am 1-2 pm S-9am
Saturday Clinica session Clinica session Clinicd session
15June | (weight, length, ducostix) | (weight, length, ducostix) | (weght, length, ducostix)
Day 3 T-2pm 10:30-11:30 pm 8-9am
Sunday Clinicd session Clinicd session Clinical session
16 June | (Preparation of ReSoM d) | (Preparation of ReSoM d) | (Preparation of ReSoM a)
Day 4 8-9am TT-T2 noon -2 pm
M onday Clinicd session Clinicd session Clinical session
17 June (Preparation of F75, (Preparation of F75, (Preparation of F75,
F100) F100) F100)
Day 5
Tuesday No clinica session
18 June
Day o 8-10am 10-1Z2 noon 1:30 -3 pm
Wednesday Clinicd session Clinicd session Clinica session
19 June (Initid management) (Initid management) (Initid management)
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ANNEX 3: TRANSLATED VERSIONS OF THEMODULES —

Written feedback on the Daari trandaions of each of the 7 modules was solicited fromthe

FEEDBACK FROM NATIONAL FACILITATORS

naional facilitaors as follows. T he feedback was conveyedto Dr. Friba Hanayun of WHO
Afghanidan Office

Introduction: Dr. GSRawan
Principlesof care: Dr. M Ishag M aasher
Initial management: Dr. Asf Ghaisy
Feeding: Dr. SR Rahmani

Daily care: Dr. Syed Ali Shah Alawi
Monitoring and problem solving: Dr. M Arif Hassanzai
Involving mothersin care: Dr. Zemary Hussain

Some secific points and examples are:

Thorough revison of thetrandaedversonsrequired.

Confusion beween aosat (mean) and miongin (median). Miongin seemedto be anew
word for the paticipants. This probably refledtstheuse of different dialectsinthe
trandaion.

Grammatical midakes not uncommon.
Controversy overthe use of the words wahim or shadid forthe English word 'severe.

Tranddion erors, i.e, 0.6 kgin Daari verson instead of 6 kg, 39 am ingead of 38 am.

Pages 2-5 missing from the Daari verson of the Feeding module.

Pages 3-6 and 11-12 missing from the Daari verson of the monitoring and evaluaion
module.

16



ANNEX 4. COMMENTS FROM NATIONAL FACILITATORS
Almog all naional fecilitetors atended several training courses before organised by NGOs
and othersin the country or atended training courses out sidethe country on management of

severemalnutrition. A summary of their commentsontherecattly concluded WHO course is
given below.

o  WHO oourse showed new and bettertraining methods;
o Principlesof Care module isvery useful for underganding reductive adaptation in

malnourished children;

« WHO courseismorepractical & hasno lecures, which is good. There should be more
timefor practical sessions,

o (Good points abou the WHO course are use of video films, emphass on mental
development;

o Theperiod of transtion. F75, F100 cards from WHO course are good. The Critical Care
Pahway (CCP) issmple and effedtive;

« TheWHO oourse ismore informative, provides more details. There areplenty of
exercises and pradical sessonsincluding preparaion of ReSoMal, F75 and F100. Use of
dextrogix isanew execise, neva shown before;

« Transtion inthe WHO course is dower, therdforemoretolerable, by thepaiets,

« TheWHO oourseismorepradical, interadive involves group discussions, and roleplay;

« TheWHO murseisveay comprenensve. Slf-reading is a good practice which allows
participantsto leamn by themselves,

« Itissuggested tha the module summary should be done by the participants and not by the
facilitator (as demondrated inthenational facilitaor s course);

« Itisrecommended tha nurses should have separate course using modules with more
emphasison daily care;

« Moretimeneeded for practical exercises.
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ANNEX 5: PRE-TRAINING INVENTORY QUESTIONNAIRE

Consdidated report from 7 hospitalsin Afghanistan
Responders: course participants from 7 hospitas

No. of No. of Percent/no.
hospitals | hospitals where
[Y@ m applicable
1. Speaal place tor severely manourisned (MN)
children:
a) Separate manutrition ward 5 -
D) Jpecid room .
C) Bedsin paediatric department 2 -
d) Ot her (pecity) -
2. Reterral of MN children to haspital (%):
a) Rererred from out patient/emergency clinic (%) ! -
b) Referred from M CH clinic (%) ) -
¢) Referred from other public hedth facility (%o) -
d) Comingdirectly to hogpita (%) -
e) Other: gecty (%) -
3. Admission criteria:
a) Weght-for-he gnt 3 4 TNA
b) Weghi-for-age 3 4 TNA
c) Presence of oedema 3 4 TNA
d) Other: (ecity)
4. Maximum MN children managed at the same 3 40-45
time: 4 10-30
Constrants: shortage of beds 7 0
5. Doctors available at MN ward:
a) Daytime 3 o
4 4
b) Nignt time ! 1
6. Nurses available at MN ward:
¢) Daytime 3 o
4 4-6
d) Nignt time 7 2
/. Current mortality:
a) Madnourished (% or number) 3 4 TNA 18%
b) norma nourished (% or number) 3 4 TNA 4-5%
8. Current duration of recovery (days): 3 4 INA 26-30 day s
9. Discharge criteria:
a) > 80% weight-for-he ght 0 7 INA
b) Improvement In clinica conditions 0  INA
10. Equipment tacilities/supplies:
a) Normd thermometer 7 0
b) Low-readingthermometer (25 degee C) 0 I

INA =Informetionnat available
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No. of
hospitals

No. of
hospitals

E

Percent/no
where
applicable

Functional cnild welgning scale

Board for measuring length

Board (stadiometer) Tor measuring standard hel gnt:

Hemoglobinometer

Paediatric nasogestric tubes

ppliesfor TV (scdp ven, poles, tubing, €c.)

Upplies for blood transfusion

Syringes (90 ml for feeds)

Syringes (2 ml Tor drugs)

Syringes (5 ml for drawing blood)

m)

SyTNges (10 mI)

\l\l\l\l@b@\lwbw\lﬁ

oo HWHg NWNO

D)

Serile needles

11.

Cooking tacilities:

3

Cooking space (Kitchen)

D)

Refrigerator

C)

Soveor any other cooking method

d)

Dietary scales with og precision

€)

electric blender

)

M anud whisks

9

Large contaners/spoons tor mixing/cooking

n)

Feeding CUpS, SalCE's, SPOOrs, &C

1)

M easuring cylinders for measuring ingredi ents

)

Jugs (1 liter)

O WWwg gH O W O

HoaNNdJo H N H

12.

Hygiene facilities:

a)

Source of running of potable water

D)

Tollet and hand washingtacilities

0

Wash basin tor bathing children

d)

Place for washingbeddingand clothing

€

Any method tor trash digposa

)

Soap for hand washing

NN e NN

Qg HHJdAO

15

Pharmaceutical equipment/supplies

a)

Pharmaceutica scales for measuring chemicals

D)

WHO ORS

C)

Commercia ResoM d

d)

M inera/Vitamin M ix without iron (CM V)

€)

Glucose or sucrose powder

)

Vaccines (BCG, OPV, DPT, M easles)

Do you haveiron tables?

NNOITOINNO

WWNN WO

n)

Doyou haveliron syrup™””

Ifyes,what SOm?......covviiiiiiiiiii e

\l

1)

Folic acid

1)

Hign potency Vitamin A (100,000/200,000 1U)

OO W

HQ Q=

K)

Seriflewater tor diluting:

If no, how doyousterilizewater?.....................
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No. of
hospitals

[Veg

No. of
hospitals

[

Percent/no
where
applicable

1)

IV tluids

i) Haf-strength Darrow’ s sol with 5% gluc.
i) Ringer’s lactate sol. With 5% gluc.
i) Half-norma (0,45%) saline with 5% guc.

whO

7
3
4

m)

Electrolytes and minerds

i) Potassium chloride solution
i) M agnesium chloride power
iii) Zinc acetate solution

o N Ol

~NoN

n)

uppliestor blood transfusion
i) Blood packs

i) Bottles

i) Syringes and needles

NN

g1 o U1

14,

Drugs available:

Amoxicallin

Ampicillin

Benzylpenicllin

Chloramphenicol

Cotrimoxazole

Gentamicin

M dronidazole

Nalidixic acid

M enendazole or abendazole

Tetracycline or chloramphenicol ey e drops

Atropin eyedraops

Gentlan violet Tor skin

Potassium permanganate

Nystain ointment drops (for Candidiasis)

Pararine gauze (tulle gras)

WuHNH N ool

NN WO HOOHHFHNQJO

. Access to the falowing laboratory resour ces:

1B teds (x-rays, culture of outum, M antoux)

Urinanaysis

Sool culture

Blood culture

Cereprospina ftluid culture

(@ N e BN JF

N IENEN Ne N

lo.

/drugs etc. for case management of severe MN?:
(Please describe):@) wherethereis no facilities for treatment of manourished children , they are
treated with athers in generd beds (M azar M ulk and M irwais hogitals)
b) most do not have necessary supplies, M azar M ulk hospita is the most deprived onefrom dl
necessary suppliesincludingdrugsto treat respiratory tract infections, diarrhoea, dy sentry and

no

facilities for laboratory investigation

Do you have all the necessary equi pment/supplies
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