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Foreword

The Federal Ministry of Health is pleased to present the Harmonised Community Health 
Workers’ Training Manual. This manual provides clarity of vision and direction for the 
implementation of community health services. It is foreseen that the manual’s focus 
will contribute to the significant reduction of vulnerability of the people of Somalia and 
provide coping mechanisms in a crisis. Implementation of this manual will also contribute 
to the provision of adoptive capacity to prevent disastrous humanitarian outcomes. 

In the past, several different community models for health and nutrition have been 
implemented in the country, with different names, scope of work and utilizing various 
community-based training packages. Therefore, the Ministry of Health saw the  
potentiality and immense need to undertake a review and harmonise the various 
community level training tools. 

The Harmonised Community Health Workers’ Training Manual is developed as part of the 
joint resilience approach, where the Federal Ministry of Health is leading the initiative 
with technical support from UNICEF and WFP by doing extensive community-based 
work to build household and community resilience and reduce the disease burden 
among communities. The community health worker will deliver an integrated package 
for nutrition, health, child protection, and water and sanitation (WASH) services, and 
contribute to a reduction in vulnerability of the people during humanitarian situations. 

Applying this manual ensures alignment with the current national community health 
strategy in terms of integrated messaging, materials, service provision, training and 
reporting. As well, the manual is more user-friendly with simplified language and considers 
the locally known examples and situations. The manual focuses on developments that 
need to occur both with service delivery and with the structure of the programme in 
order to ensure its contribution to health, nutrition, and WASH outcomes is increased 
and the impact is more significant in rural and poor urban areas. 

The success of the Harmonised Community Health Workers’ Training Manual is dependent 
on commitment and willingness of the leadership of Somalia, with support from 
stakeholders and partners.

Mohamed Abdulkadir HERSI  
Acting Director General,  
Federal Ministry of Health
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About this training manual

Purpose
This training manual has been developed as a guide when training community health 
workers (CHWs) to undertake disease prevention and health promotion activities in the 
communities in Somalia through:

• carrying out nutrition education
• encouraging health-seeking behaviour and vaccination
• encouraging safe water sanitation and hygiene practices (WASH) and 
• undertaking nutrition assessment. 

The training manual is developed as part of the Joint Resilience Approach, where the 
Ministry of Health (MoH), the United Nations World Food Programme (WFP) and the 
United Nations Children’s Fund (UNICEF) are doing extensive community-based work to 
build household and community resilience and prevent loss of life.

Composition of the training package
• Training manual 
• Key messages booklet 

Intended use of the manual
• As a facilitator’s guide to be used by Ministry of Health (MoH) staff, development 

partners, and other partners working with the community workers. 
• As a facilitator’s guide for the training of CHWs.
• As future reference material for the CHWs training. The MoH staff and development 

partners may use this as reference material in supporting and supervising 
community workers. 

Who is a training facilitator? 
• A training facilitator is a person who helps participants learn the skills presented in 

the course. 
• The facilitator spends much of their time in discussions with participants, either 

one-on-one or in small groups. For facilitators to devote enough attention to each 
participant, a ratio of one facilitator to 9 or 10 participants is recommended. 

• The facilitator needs to be familiar with the material being taught. It is the facilitator’s 
responsibility to provide explanations, conduct demonstrations, answer questions, 
conduct role plays, lead group discussions, and generally give participants the help 
they need to successfully complete the training. 

• A training facilitator is never expected to teach the contents of this training through 
formal lectures. 
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What does a training facilitator do?
1. A facilitator instructs by doing the following:

• Makes sure that each participant understands how to work through the training 
resources and understands what is expected in group exercises, group discussions 
etc.

• Answers the participants’ questions.
• Explains any information that the participants find confusing and helps them 

understand the main purpose of each group exercise. 
• Leads group activities such as group discussions, oral drills, role plays, practical 

visits to the health facility, and ensures that the learning objectives are met. 
• Provides additional information and explanations to the participants to improve 

their skills and understanding throughout the learning process. 

2. A facilitator motivates participants by doing the following: 
• Compliments participants for active participation, improvement or progress.
• Makes sure that there are no major obstacles to learning (such as too much noise, 

not enough light, phones ringing, etc.)

3. A facilitator manages by doing the following:
• Plans ahead and obtains all training resources so that they are available in the 

training venue.
• Ensures adherence to the agenda and starts activities at the planned time.
• Makes sure that all group work is effective and clear as possible.
• Monitors the progress of each participant and offers additional support when 

required. 

How does one become an efficient training facilitator?
• Be attentive to each participant’s question and needs. Encourage the participants 

to come to you at any time with questions and comments. Be available during 
scheduled times. 

• Observe the participants as they work individually and in groups. Offer help if a 
participant is struggling, staring into space, not participating in the group work and 
missing scheduled sessions. These are signs that the participant may need help.

• Always take your time with each participant to answer questions completely, such 
that both you and the participants are content.

• Listen to the questions and try to address the participants’ concerns, rather than 
giving the correct answer.
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Things a training facilitator should not do
• Do not work on other projects or discuss matters not related to the course during 

the time scheduled for course work. 
• Avoid using facial expressions or making comments that may cause participants to 

feel embarrassed or uncomfortable during your discussions with them.
• Do not give a lecture using the information that the participants are about to be 

trained on. Give only the introductory explanations as suggested in this guide. Do 
not give too much information too early, but let the information emerge through 
group discussions and role play.

• Do not review each paragraph of the text. If necessary, review the highlights of the 
text during individual feedback or group discussions.

• Avoid showing off. Showing enthusiasm in order to keep the participants awake is 
great, but their learning is more important. 

• Do not talk too much. Allow the participants to do most of the talking. 
• Do not be anxious about what to say. This facilitator’s training guide will help you 

to know what to cover and the training methodology you will need to use. Just 
prepare by carefully reading the training guide. 

Target users of the training manual
• Trainers of community health workers 
• Health workers who supervise community health workers 
• Development partners who work with community health workers

Prerequisite skills of the training facilitator 
• Training facilitators should be familiar with public health and nutrition issues and 

have basic facilitation skills.
• Training facilitators should be in a position to provide training to community health 

workers, development partners and others as required, after their training.
• Training facilitators should be able to read and write in Somali.

Sequence of the trainings 

Training of trainers by 
the master trainers

Training of 
community health 
workers by trainers
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Structure of the training
• The training is organized into lessons, and each lesson is focused on a specific 

topic.
• The lesson objectives and outlines are presented at the beginning of each lesson.
• The lessons are designed in different formats, including participatory lectures, role 

plays, drills and demonstrations.
• Some lessons include practical exercises for participants.
• Most of the lessons include questions to facilitate comprehension by motivating 

participants to think through specific content that is yet to be covered.

Training resources
Recommended items to help facilitate the training

• Notebook for each participant
• Notebook for each facilitator
• Flip chart, flip chart stand and marker pens to complement the delivery of the 

presentations. They can be used:
• to record participants’ responses as they contribute. 
• as a ‘parking bay’ for writing down topics for later discussion, or including 

topics related to upcoming lessons or topics that will be discussed at the 
end of the training, subject to availability of time.

General approach for delivering the lessons
Facilitators are encouraged to take a participatory approach in delivering the lessons. 
Each module is divided into topics, and each topic is covered in a lesson. Where applicable, 
participants may be actively engaged by asking them questions first. Encourage the 
participants to answer or think about the answers, then present the content in the 
manual. Suggested questions you can ask the participants are indicated in the training 
manual.

Beginning lessons
At the beginning of each lesson:

• State the lesson objectives and outline what the lesson will cover. Use the lesson 
outlines provided at the beginning of each lesson.

• Use the instructions for the facilitator that are provided at the beginning of the 
lesson. 
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Wrapping up lessons
At the end of each lesson:

• Summarise the key points using the summaries provided at the end of each lesson.
• Ask if there are any questions relating to the completed lesson and address them 

accordingly.

Symbols frequently used in this training guide 

Symbol Meaning

 

Facilitator’s notes
Unlike what’s written in regular text, the text written in italics is for the 
facilitator/ trainer and is not meant to be read or paraphrased to the 
participants

 Lesson objectives / Lesson outline

 Buzz groups or group discussions

 Calculation exercise

 Plenary presentation 

Training duration

Training resources
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Beginning the training – Icebreaker
• Begin with local greetings and customs practiced at such meetings.
• Use an icebreaker topic / exercise to get participants relaxed.

Pre- assessment: What we know before the training 

# Yes No Don’t 
know

1. Early marriage resulting in early pregnancy is one of the 
contributing factors to child deaths in Somalia.

2. Iron deficiency anaemia in mothers can be prevented by 
taking multiple micronutrient tablets beginning early in 
the pregnancy. 

3. An infant aged between six and nine months needs to eat 
at least 3 times a day in addition to breastfeeding. 

4. Sleeping under a mosquito net is not an effective way of 
preventing malaria. 

5. Zinc and ORS are used in the management of diarrhoeal 
disease.

Should a baby suffering from diarrhoea continue to be 
given zinc for ten days even after diarrhoeal disease has 
stopped?

6. Bleeding or spotting is one of the danger signs in 
pregnancy. A pregnant woman who shows this danger 
sign should immediately seek medical attention.

7. A lactating mother who is malnourished can still produce 
enough good quality breast milk for her baby. 

8. The more milk a baby is able to suckle from the breast, 
the more breast milk the mother produces. 

9. Polio is a dangerous disease that causes irreversible 
damage, yet it can be prevented through immunisation.

10. Children below one year old should never be dewormed.

11. During the first six months, a baby living in hot climate 
needs water in addition to breast milk.

12. A young child (aged between 6 and 24 months) should not 
be given animal source foods such as eggs and meat.
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# Yes No Don’t 
know

13. A mother with a new born baby should ensure that her 
baby’s umbilical cord stump is wiped with clean water and 
salt at least twice a day.

14. All pregnant women should know their HIV status so that 
they can make wise decisions on prevention of mother-to-
child transmission of HIV.

15. Men play an important role in the health and well-being 
of their families.

16. A pregnant woman should make at least 4 antenatal visits 
to a health facility.

17. The four critical times to wash hands to avoid falling ill 
include:

a) Before going to the latrine
b) Before changing the baby’s nappy
c) After eating food
d) After handling food and food items  

xvi
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Module 1: Introduction to  
community health work 

Topic 1: Major health issues in Somalia 

Lesson objective 
By the end of this lesson, participants should be able to:
• identify some of the health issues affecting the people of Somalia.

Training methodology
•	 Present	the	lesson	objective	and	then	ask	the	participants	the	following	question	to	generate	

a	conversation:	
	 -	What	is	the	population	of	Somalia?
•	 Tell	 the	participants	that	we	want	to	get	a	general	understanding	of	 the	challenges	and	

health	issues	in	Somalia.	
•	 Get	the	participants	to	form	three	groups.	Ask	each	group	to	select	a	note	taker	who	will	

also	be	the	group’s	presenter.	The	task	of	each	group	is	as	follows:
» Group 1:	Highlight	the	challenges	facing	children	in	Somalia.
» Group 2:	Highlight	the	challenges	facing	adolescents	(between	ages	10	and	19)	in	the	

country.	
» Group 3:	 Highlight	 the	 challenges	 facing	 mothers	 and	 women	 of	 reproductive	 age	

(between	ages	19	and	49)	in	Somalia.
•	 Let	each	group	write	its	findings	on	flip	chart	paper	and	make	a	plenary	presentation.
•	 Discuss	and	summarise	this	session.	

Training duration  
 30 minutes 

Training resources
 Flip chart paper, marker pens, masking tape.

Facilitator’s notes 

Introduction to the programme 
• The community health workers’ programme has been developed to contribute to the 

improvement of the health situation in the country, premised in the 2015 Somalia	
Community	Health	Strategy	and	Essential	Package	for	Health	Services	(2015).
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• The community health workers are expected to deliver health prevention and 
promotion services to their communities, therefore building household and 
community resilience. 

Overview of health issues in the country 
• Somalia is a country located in the horn of Africa and its population is around 14.3 

million people1.
• Health is a fundamental human right and health care systems of any country should 

create equitable access to care for all its citizens. However, due to conflict lasting over 
two decades, Somalia has been lagging behind the rest of the world in improving 
health care services, especially for children.

• The 2016	State	of	the	World’s	Children	Report indicates that Somalia is unlikely to achieve 
the Sustainable Development Goals by 2030. The number of children who died before 
their fifth birthday is estimated at 133 per 1 000 live births. Infant mortality rate is 109 
deaths per 1 000 live births and the neonatal mortality rate is 45 deaths per 1 000 live 
births2. 

• In 2015, the leading causes of neonatal deaths in Somalia were preterm complications, 
intrapartum related events, and infectious agents such as sepsis, meningitis and 
tetanus. These factors contribute to high child mortality and morbidity in the country. 
In addition, every two hours, a Somali woman loses her life due to pregnancy-related 
complications.3 

• Pneumonia and diarrhoea are the main killers, each contributing to 20-25 per cent of 
mortality of children under five years. Measles, albeit decreasing through vaccination 
catch-up campaigns, still accounts for 5 per cent of the deaths of children under five 
years. The high mortality rate as a consequence of infections and neonatal disorders 
are largely due to the synergistic effect of malnutrition. On the other hand, the 
prevalence and mortality from malaria and HIV/AIDS are lower than in some countries 
in Sub-Saharan Africa4. 

• There has been a significant reduction in malaria prevalence from 22 to 2.8 per cent 
which enabled Somalia to meet the Millennium Development Goals (MDG) target for 
Malaria5.

• About 90 per cent of women deliver at home, therefore they do not receive postnatal 
care and newborn care is often neglected6. 

1 UNICEF (2017) State of the World’s Children Report 
2 UNICEF (2016) State of the World’s Children Report 
3 UNICEF and WHO (2015) A decade of tracking progress for maternal , newborn and child survival. The 2015 Report. http://

countdown2030.org/
4 WHO and UNICEF (2011) Child Health in Somalia: Situational Analysis. Available at http://www.emro.who.int/images/stories/somalia/

documents/layout_childhealth_9mar.pdf?ua=1
 Accessed on 29 July 2019
5	 UNICEF	2018-2020	Healthy	strategy	notes.	Available	at	http://files.unicef.org/transparency/documents/Somalia%201.%20Health.pdf	

Accessed on 29 July 2019
6 WHO and UNICEF( 2011) Child Health in Somalia: Situational Analysis. Available at http://www.emro.who.int/images/stories/somalia/

documents/layout_childhealth_9mar.pdf?ua=1
 Accessed on 29 July 2019
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• Malnutrition is highly prevalent in Somalia, particularly among women and children. 
According to estimates, 50 per cent of women of child-bearing age and 48 per cent of 
children suffer from iron deficiency anaemia.

• Global acute malnutrition among children is estimated at between 12-15 per cent, 
and 30 per cent of children suffer from Vitamin A deficiency. (FSNAU 2017)

• Stunting rates are estimated as high with a burden of 27 per cent (FSNAU 2017)
• Maternal mortality has remained one of the highest in the region and globally at 

732 per 100 000 live births. This has been attributed to causes related to obstetric 
complications of pregnancy, labour and delivery, and the postpartum periods7. 

• 98 per cent of women in Somalia have undergone Female Genital Mutilation (FGM) 
which is thought to contribute to a high incidence of haemorrhage and obstructed 
labour8. 

• Family planning utilization is very low, resulting in a fertility rate of between 6.2 and 
6.79.

• There is extreme poverty in Somalia, with large disparities between rural and urban 
populations. 

• Women have significant decision-making powers over use of time and resources and 
health-seeking behaviour for children. However, the decision of access to health care 
for women lies with the men.

• Women have far lower levels of education, with only a quarter of Somalia’s women 
aged between 15 and 24 years being literate (MICS 2006).

• Access to safe drinking water and access to toilet facilities is another big problem. It is 
reported that only 47 per cent of the population have access to an improved source 
of drinking water. The underlying causes for these deprivations include: 
» unavailability of safe water sources in rural and urban communities together with 

institutions
» long distances to water sources, thereby limiting access to sufficient water supply
» limited community awareness of people’s rights to WASH services10. 

• Field reports also suggest that 40 per cent of existing water sources are non-functional 
in addition to the high cost per cubic metre of water.11 

• This has resulted in high incidence and prevalence of diseases such as diarrhoea 
among children and other waterborne diseases in the population. 

7	 UNICEF	2018-2020	Healthy	strategy	notes.	Available	at	http://files.unicef.org/transparency/documents/Somalia%201.%20Health.pdf	
Accessed on 29 July 2019.

8 Ibid.
9 Ibid. 
10	 UNICEF	Somalia	 (2018-2020)	WASH	strategy	notes.	Available	online	at	http://files.unicef.org/transparency/documents/Somalia%20

3.%20WASH.pdf	Accessed	on	27	July	2019.
11 Ibid. 
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Topic 2:  Scope of work and selection criteria  
for community health workers 

Lesson objectives 
By the end of this lesson, participants should be able to:
• state the roles and responsibilities of community health workers.
• identify the selection criteria for community health workers.
• explain the recruitment process for community health workers. 

Training methodology 
•	 Introduce	the	topic	by	explaining	to	participants	that,	for	the	CHW	to	function	effectively,	

we	must	understand:	
»	 What	is	health?
»	 What	is	a	community?
»	 What	is	the	role	of	the	community	health	worker	in	health	promotion	and	prevention?	

•	 Get	the	participants	to	form	groups	of	three.
•	 Task	the	groups	to	discuss:

»	 the	meaning	of	the	word	“health”	and	the	term	“Primary	Health	Care”
»	 how	the	community	health	worker	would	be	involved	in	promoting	health	and	primary	

health	care	in	the	community.
•	 Identify	roles	and	responsibilities	of	the	community	health	workers	and	their	scope	of	work.
•	 Let	two	groups	make	plenary	presentations,	and	the	other	can	add	on	extra	information.	
•	 Discuss	and	summarise	the	session.

Training duration
 45 minutes 

Training resources 
 Flip chart paper, marker pens, masking tape.

Facilitator’s notes 

What is health?
• Health, according to WHO is defined as ‘a state of complete physical, mental and social 

well-being and not merely the absence of disease or infirmity’.

What is primary health care? 
• Primary health care (PHC) refers to essential health care made accessible at an 

affordable cost to the country and community, using methods that are practical, 
scientifically sound and socially acceptable. 
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• The Alma-Ata Declaration was adopted at the international conference on PHC in 
September 1978, and expressed the urgent need for governments, all health and 
development workers and the world community to protect and promote the health 
status of all people of the world. PHC approach has since been accepted by member 
countries of the World Health Organization as key to achieving the goal of HEALTH 
FOR ALL.

• Components of PHC agreed to by all stakeholders are: 
» Creating awareness in the community on the prevailing health problems and 

enabling the community to address and control these diseases.
» Preventing and controlling locally endemic diseases.
» Promoting and providing an adequate supply of safe water and a sanitary 

environment.
» Promoting local food production and proper nutrition.
» Immunising against preventable diseases.
» Promoting and providing maternal and child health care, including child-spacing.
» Providing ORS and Zinc as lifesaving interventions for dehydration prevention and 

management during diarrhoea episodes.

• In Somalia, the concept of PHC is used to overcome inadequate health services 
through:
» providing health education to the community
» encouraging the community 
» enabling the community 

Providing health education: This means creating awareness in the community 
about healthy practices and motivating the community to initiate changes in their 
cultural and traditional values to adopt positive healthy behaviours.

Encouraging the community: This means helping the community to understand:
» the meaning of health
» the importance of control and prevention of diseases
» the main causes of illnesses and diseases
» the role of the community in the prevention of common ailments
» the role of health organizations in the control and prevention of diseases.

Enabling the community: This includes:
» providing knowledge and skills to the community to take care of their health
» training community health workers
» forming health committees and making them functional
» linking the community with other organizations and resources
» acting as a bridge between the community and the health system.
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What is a community?
A community can be defined as a group of people living together in an area, who have 
common interests and issues. Community members have common thoughts, ideas, 
needs and common way of living.

Community members also tend to have common health issues. 

Who is a community health worker? 
A community health worker is a member of a target community who understands the 
issues affecting the community members. 

The community health worker will therefore be in a good position to assist the community 
in resolving issues using local resources. 

The community health worker will serve about 90 to 150 households12.

Selection criteria for the community health workers
The selected person must come from the community in which they will be expected to 
serve in. The key qualities to look for in the selection process should include but are not 
limited to the following:

The person should:
• be between 18 and 55 years old
• be literate, that is, able to read and write in Somali 
• have basic education, that is, primary education
• have been resident in the community for at least 6 months
• be mentally fit
• have the ability to use a mobile phone
• be willing to be trained
• be motivated to be a volunteer
• not have full-time employment in public service
• be vetted by a selection committee, and can include the District Health Officer (DHO) 

or the District Government Officer, the Community Development Committee (CDC), 
the health facility in-charge, local authority representation, and influential community 
member

• be endorsed by an oversight committee (Region/State Health Authorities Committee). 

12 Federal Government of Somalia, Ministry of Health (2015) The community health strategy: Health services at the doorstep of Somalia 
communities. 
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Scope of work for community health workers
Objective
To support community members (households) in adopting health attitudes and creating 
health-seeking behaviours and practices, and preventive services.

Scope of work
A community health worker should:

• Work for at least 45 minutes in each household per visit, and target to reach 90 
households per month.

• Undertake community mapping to identify all pregnant and lactating women (PLW) 
and children under five years.

• Link the community to primary health care (PHC) facilities and other services such as 
schools, police station, latrine construction, etc.

• Analyse the nutrition status of the community, for instance by:
» screening for acute malnutrition using the mid-upper arm circumference (MUAC)

tape
» testing for oedema
» making referrals in case of malnutrition
» providing micronutrient supplementation in the form of micronutrient powders 

(MNPs) and multiple micronutrient tablets (MMNTs)
» providing nutrition education
» carrying out cooking demonstrations, and infant and young child feeding (IYCF) 

practices.
• Do a follow-up of cases of nutrition, immunisation, antenatal care (ANC), and 

particularly follow up defaulters and non-responders to nutrition treatment. 
• Provide water sanitation and hygiene (WASH) education and distribution of hygiene 

kits.
• Promote education and awareness of reproductive, maternal, neonatal and child 

health. This includes ANC, postnatal care, Expanded Programme on Immunisation 
(EPI) and communicable diseases.

• Support social mobilisation and participate in support group meetings for mothers 
that are held once every two weeks for two hours.

• Increase awareness of child protection and gender-based violence (GBV) issues.
• Identify and refer children and adults with minor illnesses that cannot immediately be 

treated to a local health facility.
• Provide first aid support and act as the first responder for minor accidents.
• Support outreach workers and community mobilisation meetings, such as CDC and 

social mobilisers at district level.
• Record and report on activities on a monthly basis.
• Use interpersonal communication to provide and collect information from community 

members, house to house.
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Supervision of community health workers
• A community health worker will be supervised by the Community Development 

Committee (CDC) and linked to the primary health unit as well as the relevant 
supervisor within the local non-governmental organization (LNGO) that is supporting 
the intervention. 

• The supervisor from the LNGO should have undergone the CHW trainers’ training. 

Note:	The	CSO	supervisor	will	also	provide	on-the-job	training	to	the	CHW	whenever	required.	

Provision of supplies to community health workers
A community health worker will receive supplies from the NGO, through the health 
facilities. 

The table below shows the “gold standard” proposed list of supplies for community health 
workers. 

ITEM Minimum stock 

IEC materials / key messages booklets 10 booklets or more, based on the number 
of mother support groups 

MUAC tape 5 tapes for adults and 5 tapes for children

Microphone 1

Mobile phone and airtime 1 and airtime as required

Books/ stationery As required 

Register/ tally sheets /reporting tools As required 

Bag 1

Micronutrient powders/tablets 
(micronutrient supplementation)

1 month’s supply based on the number of:
• children aged 6-23 months in the 

catchment area
• pregnant women in the catchment 

area

Hygiene kits which comprise: Zinc, ORS, 
Sanitary pads, water treatment tablets

On a case-by-case basis

Mats 2
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Topic 3: Working with mother support groups 

Lesson objectives 
By the end of this lesson, participants should be able to:
• describe mother support groups. 
• state the frequency of meetings and meeting durations for the mother support 

groups. 
• explain how the supervision of mother support groups through the community health 

workers will be achieved. 

Training methodology
•	 	Ask	the	participants	what	they	understand	by	mother	support	groups.
•	 Through	a	plenary	 session,	 let	 the	participants	 explain	 the	modality	of	mother	 support	

groups.
•	 Discuss	the	supervision	of	mother	support	groups,	through	the	community	health	workers.	
•	 Discuss	and	summarise	the	session.	

Training duration
 30 minutes 

Training resources
 Masking tape, flip chart paper, marker pens. 

Facilitator’s notes 

Definition of mother support groups 
• This is a group of 10-12 community members, comprising mothers who meet regularly 

(preferably once every 2 weeks for 2 hours) for training, supervision and support in 
public health promotion activities, including cooking demonstrations, sanitation, child 
protection and health activities as well as kitchen gardening. 

• Mother support groups develop a strong commitment to health activities and find 
creative solutions to challenges by working together as a group. 

• The mother support groups are headed by a lead mother who is selected from the 
other mothers. 
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Supervision of the mother support groups
• The CHWs will supervise the lead mothers and the various mother support groups. 
• Each lead mother will oversee a mother support group, while each CHW will supervise 

at least 8-12 lead mothers.
• It is envisaged that the mother support groups will meet once every two weeks for 

2 hours, and the CHWs will plan to work with each mother support group every two 
weeks for 2 hours. 

• The CHW will use the developed planning tool to organise their time and sessions that 
shall be undertaken by each mother support group. 

• Activities within the mother support groups shall necessitate behaviour change 
communication (BCC) activities on nutrition, health, hygiene, pregnancy, care of the 
newborn, issues of teenage health including dangers of FGM, prevention of gender-
based violence, among others. 

• Practical sessions within the mother support groups shall entail cooking 
demonstrations, community-led total sanitation activities, kitchen gardening, among 
others. 
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Topic 4: Interpersonal communication 

Lesson objectives 
By the end of this lesson, participants should be able to:
• state the roles and responsibilities of the CHWs in relation to interpersonal 

communication.
• demonstrate effective interpersonal communication (IPC) skills and describe the 

various channels of communication. 
• undertake effective group and personal counselling sessions using IPC
• pass on information to community health workers through health education and IPC 

Training methodology 
•	 Present	 the	 lesson	 objectives	 and	 then	 ask	 the	 participants	 the	 following	 questions	 to	

generate	a	conversation:	
»	 What	do	you	understand	by	the	term	‘communication’?
»	 What	are	the	different	channels	of	communication?
»	 How	can	one	establish	effective	communication?	

•	 Explain	in	detail	the	meaning	of	interpersonal	communication	and	the	GATHER	principles	
of	interpersonal	communication.	

•	 Request	two	people	to	undertake	two	role	plays	as	follows:
» Role play 1:	Effective	interpersonal	communication
» Role play 2:	Ineffective	interpersonal	communication 

•	 Discuss	the	two	role	plays	and	pick	out	differences	and	issues	that	could	have	been	done	
differently	in	the	two	role	plays.	

•	 Ask	 the	participants	 the	definition	of	 the	term	 interpersonal communication.	Through	
plenary	presentations,	discuss	the	GATHER	principles	of	interpersonal	communication.

•	 Define	counselling	and	the	difference	between	group	and	individual	counselling	using	the	
GATHER	principles	for	counselling.	

•	 Share	samples	of	three	role	plays	that	participants	can	review	and	practice	during	recap	
for	the	second	day.	

•	 Discuss	and	summarise	the	session.	

Training duration
 1 hour

Training resources
Masking tape, flip chart paper, marker pens, printouts of the two role plays (The 
effective and ineffective role plays). 
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S RRECEIVERSENDER

MESSAGE

FEEDBACK

Facilitator’s notes 

Roles and responsibilities of community health workers in relation to 
interpersonal communication
• The community health worker should maintain effective IPC with other community 

members.
• For effective IPC, the CHW will be expected to collect information from mothers, 

patients and other community members. For example, in case of sick children, the 
CHW will be expected to obtain information about the illness by asking relevant 
questions from the mother or family so that caregivers are properly guided.

Definition of communication and key components of communication
• Communication may be defined as the process of exchanging information, thoughts, 

feelings or ideas between people or groups through a common system of verbal or 
written language, symbols, signs and behaviour.

• Communication may also be defined as a two-way process which involves one party 
trying to understand the thoughts and feelings that a second party is expressing, and 
responding in a way that is constructive.

• The purpose of communication is to create understanding between individuals or 
parties; give clear instructions or advise, and to convey a message or share ideas. 

Components of the communication process
Example of a message: 
The Ministry of Health requests all mothers to have their children immunised. 
a) Sender: Refers to the person or entity that wants to deliver a message. The sender in 

this case is the Ministry of Health.
b) Message: This refers to the thought, idea, instruction or advice communicated. The 

message is get your child immunised.
c) Channel of communication: This refers to the means through which the message is 

conveyed. For instance, through radio, TV, SMS, CHW or a nurse.
d) Receiver: This refers to the individual, party or group to whom the message is 

intended. The receivers of this message are mothers.
e) Feedback: This refers to the response from the receiver.
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Definition of interpersonal communication (IPC)
• IPC may be defined as the process of exchanging information, views, feelings or ideas 

between people or groups. It is a two-way process. 
• Advantages of IPC: 

» Clarification or additional information about an issue is made possible.
» IPC is more persuasive in addressing a strongly held practice, attitude or belief.
» IPC provides an opportunity to model a recommended practice or behaviour in a 

realistic setting such as an individual’s home or community, showing target groups 
engaging in the desired behaviour. 

• A good example of IPC is a CHW speaking to mothers or a group of local women by 
giving and explaining some health promotion messages. 

GATHER principles of IPC skills
IPC is the effective use of GATHER principles.

The GATHER principles of IPC are described here.

G Greet Greet the client. Provide a favourable or conducive environment. 

A Ask Ask the client about the current situation, their views and information 
about the situation. 

T Tell Provide information about different options of the situation/solution.

H Help Help the client in selecting the appropriate solution/situation.

E Explain Explain the full details about the selected options.

R Return Return on the agreed time for follow up.

Explaining the GATHER interpersonal communication process 
GREET
• Ensure a conducive environment. 
• Warmly welcome the client. 
• Show interest in the affairs of the client, for example, ask the name of the child, how 

they are feeling, and if the other family members are okay.
• Maintain a friendly and open attitude.
• Let the client talk first.
• Show your interest through appropriate body language such as nodding your head.
• Maintain eye contact.
• Call the caregiver by their name. 
• Complement the caregiver, for example: Your baby is well groomed; it is a beautiful 

day; etc.
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ASK
• Ask open-ended questions in order to maintain a positive environment and get more 

information from the caregiver. 
• Open-ended questions are questions that cannot be answered with a simple yes or 

no, or with a static response. Open-ended questions are phrased as a statement which 
requires a detailed explanation. The response can be compared with the information 
that the CHW already knows. 

• To obtain the confidence of the client, start with general questions such as: How are 
you? How is everyone else at home? How is this child?

• Do not ask questions which can be replied to with a simple yes or no, as the response 
does not provide detailed information. 

• Do not ask closed questions such as: Are you breastfeeding now? Is the child eating 
well? 

• Instead, ask open-ended questions which start with what, why, where, when, who, 
how. For example:
» What is your opinion about this issue?
» What can we do to improve the situation?
» Is there any other matter of concern?

• Paraphrase the caregiver’s words to ensure that there is no misunderstanding. 

TELL
• Some clients have several issues for discussion. For instance, a mother may say that 

she does not produce enough milk and also her child cries the whole night. Support 
the client in determining the most important issue. Begin by resolving the most 
important issue.

• Explain the benefits and drawbacks of various possible solutions and help in clarifying 
any confusion. 

• Prioritise the issues and agree the most important one to begin with. 
• Give possible solutions which are suitable, according to client’s circumstances, and 

are likely to be helpful. 

HELP
• Help the client in reaching the best solution.
• Rather than imposing a solution on the client, let them select the solution which they 

think is best for them.
• Find out the possible advantages and disadvantages of every solution. Usually the 

caregiver is able to identify some advantages and disadvantages of each potential 
option that is relevant to them.

• Share your knowledge or experience but do not compel the client to adopt what you 
feel is best for them.

• Bear in mind that some clients may have some possible solutions to the challenges 
they face. 

• Help the client decide on their own about the best possible solution. 
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EXPLAIN
• When the client has chosen a solution, explain the details related to this solution. Give 

more details on the key components related to the solution.
• Explain the details of implementing the selected solution. For example, if the mother 

is anaemic and has decided to take an iron-rich diet and iron supplements, then you 
can explain further:
» What are the possible/ available iron-rich foods?
» What is the approximate cost? Can the family afford it? 
» If, for example, the family cannot frequently buy animal source proteins like meat 

or liver, what are the possible alternatives? For example, green leafy vegetables. 
» What is the daily dose of the iron supplements? How should it be taken? What are 

the possible side effects? What should be done to minimise the side effects? What 
should be done in case of specific side effects?

• Ask the client to paraphrase the solution that you have agreed on.
• If there is any confusion, provide clarification.

RETURN
• Detail how you will follow up with the client.
• Clarify the specific schedule or time for the follow-up. There should not be a long 

period between the counselling session and the follow-up, or between two follow-
ups. 

• At the end of each meeting, agree upon the next date of the meeting. 
• During the follow-up session:

» Ask the client to what extent she has been able to act upon the agreed decisions. 
» Look for solutions to the challenges faced during the implementation of the agreed 

actions. 
» Help the client in reaching any alternative solutions. 
» If the client has been able to follow the agreed solution, praise and encourage her 

to continue. 

Group discussion
•	 The	facilitator	should	explain:

»	 What	is	a	role	play?
»	 What	are	participants	expected	to	observe?
»	 What	feedback	will	be	given	to	the	role	play	team?

•	 Give	the	role	play	script	to	three	volunteers	and	explain	that	one	person	will	play	the	role	
of	Ali	the	head	of	the	household,	the	second	person	will	act	as	Halima	the	CHW	and	third	
person	will	be	Ali’s	wife.

•	 Give	the	participants	10	minutes	to	prepare	and	rehearse.
•	 Once	 they	 are	 ready,	 explain	 the	 situation	 to	 the	 participants	 and	 ask	 them	 to	 watch	

carefully	so	that	they	give	proper	feedback.	
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SCRIPT

 Halima:  (Comes	and	stands	by	the	door.	Ali’s	wife	opens	the	door	and	Halima	walks	in.) 
This is Ali’s house I suppose? 

 Wife: Yes,	it	is.

 Halima: Where is he? (Walks	further	into	the	house). 

 Wife: Ali is over there. 

	 	 (Ali	is	sitting	on	the	floor,	cleaning	fish	with	his	daughter.	He	is	showing	her	how	
to	do	it.) 

•	 After	the	role	play:
»	 Ask	the	participants	to	state	what	they	observed	was	correct	and	what	was	incorrect,	

and	what	could	be	done	differently.
»	 Let	the	discussion	continue	for	about	3-4	minutes.	
»	 Ask	the	participants	to	describe	what	should	have	been	the	behaviour	of	the	community	

health	worker.	
»	 Discuss	and	summarise	the	role	play.	
»	 Divide	the	participants	into	groups	of	3.	Each	group	should	have	a	caregiver,	a	CHW	and	

an	observer.	
•	 Make	similar	preparations	for	the	second	role	play.	

Training duration
 30 minutes 

Role play 1: Ineffective interpersonal communication
Background
The setting is Ali’s house. He is a fisherman in Bosaso. After fishing, he usually comes 
home to clean the fish before he takes them to the market. Ali is busy cleaning the fish so 
that he can dry it. His daughter is helping him. Ali’s wife is also in the house doing some 
chores. Halima, the community health worker of the village, has come to visit. She plans 
to talk to the family about the importance of hand washing and how it would benefit the 
family to start promoting hand washing practise in the home and with the children. 

Halima enters Ali’s house without asking or knocking on the door. She is carrying a register 
and a pen. While Ali is sitting on the floor, Halima pulls up a chair and sits. She asks him 
questions, one after another, and keeps writing in the register. Ali replies without paying 
attention. Whenever Ali is speaking, Halima keeps looking at her watch and seems to be 
in a hurry. The suggested dialogue for the role play could be as follows:
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Ask the participants:
• What positive points and what negative issues were observed in the role play?
• What could have been done differently by Halima?
• What was the conclusion of the visit?
• Do you think Ali and his family will construct and use the hand washing station as a 

result of Halima’s visit?
• Can you identify any GATHER principles taken into consideration in the role play?

 Halima: (Pulls	up	a	chair	and	sits	down). Ali. It’s you? 

 Ali: (Without	looking	up). Yes, I’m Ali. What do you want?

 Halima: Why don’t you have a hand washing facility at your dilapidated toilet?

 Ali: Why should I have one? 

 Halima: (She	is	busy	writing	in	her	notebook). Why? Don’t you know that if you and 
your family don’t wash hands after using the toilet, you may fall sick?

 Ali: (Continues	working). We are poor. We do not have money to waste on rich 
people’s items like that. 

 Halima: Rich people? That is the reason why your son died last year. You have such 
a poor man’s mentality, Ali. 

 Ali: Have you come to insult me in my home? 

 Halima: No, I came to tell you that you must wash your hands with soap after 
visiting the toilet. I’m leaving since I have given you the message. It’s now 
up to you. I have already spent so much time here already.
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SCRIPT

 CHW: (Knocks	on	the	door) Salma, may I come in?

 Salma: (Comes	 to	 the	 door	 after	 a	 few	minutes	 and	 hurriedly	 opens	 it.) Come in 
please. I was busy with work. That’s why it took me some time to open the 
door.

 CHW: It’s okay. Good morning. How are you and Habiba doing?

 Salma: I’m doing well, thank you for asking. But Habiba has been having loose 
stool since yesterday. She has become very weak. 

 CHW: Let me look at her. (Examines	the	child) She looks very weak but don’t worry. 
She is not in danger. She will be fine in no time. What are you giving to her?

 Salma: I haven’t given her any medicine. I have just stopped feeding her to stop 
the loose stool. 

 CHW: In case of diarrhoea, you should continue feeding Habiba. Thank God she 
is not too dehydrated. Start giving her ORS. Do you know how to prepare 
ORS?

 Salma: I have never prepared it before, but during the health education session at 
the clinic we were told to dissolve one packet in a jug of water, and give it 
to children when they are suffering from diarrhoea or vomiting. 

 CHW: That’s right! Please bring some clean drinking water in a jug and a spoon 
so that we can prepare the ORS together.

 Salma: (Brings	water	in	a	jug	and	places	it	on	the	table.) 

 CHW: I will open the ORS pack and pour it in the jug. (Tears	open	the	ORS	pack	and	
pours	it	in	the	jug.)

  Stir with a spoon until all the powder is dissolved. 

 Salma: (Stirs	the	ORS	with	the	spoon.)

 CHW: Now give the ORS to Habiba in small quantities and after short intervals, 
particularly after every bowel movement. Make sure you use the ORS 
within 24 hours of preparation.

 Salma: Thank you very much. I’m glad I don’t have to travel a long distance to be 
advised at the health centre for this. 

Role play 2: Effective interpersonal communication
Background
Salma is mother to 8-month-old Habiba. Habiba has been growing well but has frequently 
developed diarrhoea. Salma lives with her mother-in-law and her husband, Abdulaziz.
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 CHW: Now there’s nothing to worry about. Inshallah she will be alright in a few 
days. You will have to continue giving her ORS and feeding her. Can you 
tell me how you’ll give the ORS?

 Salma: I will give small quantities after short intervals, and after she passes stool. 
I will also continue feeding her.

 CHW: You are a caring mother. Is there anything else I can help with before I 
leave? 

 Salma: (Shakes	her	head.)

 CHW: As there are no further questions, I will come back tomorrow to see Habiba. 
Until then, goodbye.

Ask the participants: 
• What positive points have been observed in the second role play?
• Spot the differences between the first role play and the second role play. Which 

situation is likely to yield more positive results?
• Identify the use of the GATHER principles for interpersonal communication in the 

second role play.
• Do you think Salma will continue to give Habiba ORS until the diarrhoea has stopped?
• Note the important points on the board, some of which could include:

» The CHW demonstrates courtesy by knocking on the door and seeking permission 
before entering the house.

» She speaks courteously and sympathetically.
» She expresses concern and sympathy over baby Habiba’s illness.
» She listens to Salma attentively and consoles her.
» She explains the treatment and preventative measures in detail.
» She sets a return day for the next visit. 

Technique for community health workers to establish effective IPC 
• Listen with concentration without interrupting the caregiver.
• Assess the situation vigilantly.
• Be encouraging.
• Use simple language.
• Give examples during discussion.
• Use body language (non-verbal communication) skilfully.
• Use supportive material during your discussion, such as IEC materials.
• Ask open-ended questions to get more information.
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Topic 5: Health education techniques including counselling 

Lesson objectives 
By the end of this lesson, participants should be able to:
• state the roles and responsibilities of CHWs in health education and counselling.
• demonstrate how a community health worker can undertake health education.
• state the important tips for the health education session.
• explain the meaning of counselling. 
• describe the steps for counselling.

Training methodology 
•	 Present	 the	 lesson	 objectives	 and	 then	 ask	 the	 participants	 the	 following	 questions	 to	

generate	a	conversation:	
»	 What	is	the	meaning	of	the	words	‘health’	and	‘education’?
»	 What	do	you	understand	by	the	term	‘health	education’?	
»	 How	can	the	CHW	impact	health	education?	

•	 Lead	a	role	play	on	health	education	titled	‘A	health	education	session	on	breastfeeding’.	
Request	6	participants	to	sit	in	a	semicircle	then	lead	the	session	with	the	group.

•	 Ask	a	volunteer	to	lead	another	role	play	on	health	education	titled,	 ‘A	health	education	
session	on	ways	to	prevent	diarrhoea’.	

•	 Ask	the	participants	to	list	the	principles	of	adult	education.
•	 Define	the	term	‘counselling’	and	distinguish	between	group	and	individual	counselling.
•	 Discuss	and	summarise	the	session.	

Training duration
 1 hour 

Training resources
 Flip chart paper, key messages booklet, masking tape, marker pens. 

Prior preparation: Write	down	the	principles	of	health	education	on	flip	chart	paper.

Facilitator’s notes 

Roles and responsibilities of community health workers on health education 
and counselling 
• The CHWs will impart health education to the community and persuade people to act 

upon the advice given. 
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• The CHWs will visit households and follow up on the adoption of healthy practices in 
accordance with the training given at the health education sessions.

• On a need basis, the CHWs will undertake individual and group counselling on matters 
affecting the health and nutritional status of children, families and the community. 

Defining health education 
Health education is the act of creating awareness by persuading people to bring positive 
change in their individual and collective beliefs and behaviours about health so that they 
can live a healthy life. 

Ways of impactful health education
 a) Through home visits. The best place to undertake health education is at the home 

of the caregiver. The community health worker can assess the health status and living 
conditions of family members through the home visits. The CHWs can give advice 
according to the circumstances and the needs of their clients. 

b) By training other people who can in turn educate others: The CHW can work with 
other people to help spread health education. It is important to train capable and 
influential people in the community, such as members of the Community Development 
Committee, members of the Community Health Committee, women groups, school 
teachers, religious leaders, students, etc. The people who are trained by the CHW can 
in turn impart health education to other people in their circle of influence or network. 

c) Through group discussions. In addition to home visits, another way of spreading 
health education is through group discussions. The CHWs can impart health education 
to a group of people on issues of common interest, such as mother support groups, 
men’s groups or during market days. The principles of adult education should be 
followed.

d) Having health education sessions in school. Health education sessions may 
be conducted in the school premises. CHWs can meet the Community Education 
Committee members and explain the objectives and estimated time required for the 
health education session. CHWs should then organize an education session with the 
concerned teacher. Topics that can be addressed during health education sessions 
held in school should be relevant to the students, such as menstrual hygiene, hand 
washing promotion, and promotion of dietary diversity. 

Ask	the	participants	to	list	the	principles	of	adult	education,	which	include	the	following:	
•	 Select	a	convenient	place	where	all	participants	can	sit	comfortably	and	are	able	to	

see	each	other.	
•	 Participants	should	be	seated	in	a	semicircle	at	the	same	level.
•	 After	the	CHW	introduces	themselves,	ask	all	participants	to	introduce	themselves.	
•	 Ask	the	participants	to	select	their	group	leader	to	lead	the	discussion.	The	CHW	may	

act	as	secretary	or	coordinator.
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13 Adapted from J. Vella (1994). Learning to Listen, Learning to Teach: The power of dialogue in educating adults.. 

Important tips for health education sessions 
• Before holding the health education session, the CHWs should write down 

important points to be discussed at the session, so that they are not left out.
• Only discuss necessary content. Give relevant information and focus on the issue. 

Unnecessary technical details and irrelevant information should be omitted. 
• Provide practical demonstration. Use information education resources or give 

examples. 
• Let the mother or caregiver practice the issue under supervision. 

Principles of adult education13 
• Content should have immediate relevance: The learners should see how to 

use and apply what they have learned in their job or life immediately.
• Use dialogue: Adult learning is best achieved through dialogue. The CHW should 

recognize that the community members have enough life experience to dialogue 
with the facilitator/ trainers about various subjects.

• Provide a safe environment and process: Make people feel comfortable 
enough to make mistakes. Adults are more receptive to learning when they are 
both physically and psychologically comfortable.

• Respect: Adults learn best when their life experience is acknowledged and new 
information builds on their past experience and knowledge.

• Affirmation: Praise learners even for small attempts. Community members need 
to be reassured that they are correctly recalling or using information they have 
learned.

•	 Ask	the	participants	to	decide	about	the	topic	to	be	discussed	in	accordance	with	their	
identified	needs.	

•	 After	introducing	the	subject,	ask	the	participants	to	share	their	views	and	experiences	
on	the	selected	topic.

•	 The	CHW	should	focus	the	discussion	on	the	subject	and	avoid	veering	off	course.
•	 Note	important	points	raised	during	the	discussion	and	recap	them	when	concluding	

the	health	education	session.
•	 Give	regular	and	constructive	feedback	so	that	the	interest	of	the	group	is	maintained	

till	the	end.

Group	training	sessions	can	be	conducted	at	any	public	place	such	as	a	school,	mosque,	
watering	point,	etc.
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• Sequence and reinforcement: Start with the easiest ideas or skills and build on 
them. 

• Ideas, feelings and actions: Learning takes place through thinking, feeling and 
doing. It is most effective when it occurs across all three levels. 

• 20/40/80 rule: Learners remember more when visuals are used to support verbal 
presentation and best when they practise the new skill. We remember 20% of 
what we hear, 40% of what we hear and see, and 80% of what we hear, see and 
do. 

• Relevance to previous experience: People learn faster when new information 
or skills relate to what they already know or can do. 
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Topic 6: Counselling 

Lesson objectives 
By the end of this lesson, participants should be able to:
• state the roles and responsibilities of CHWs in counselling.
• explain the different methods of counselling. 
• undertake a counselling session.

Training methodology
•	 Ask	the	participants	what	they	understand	by	the	term	‘counselling’.
•	 Write	the	important	points	on	the	flip	chart.	Or	you	can	get	a	volunteer	to	write	the	points	

on	the	chart.
•	 Generate	a	discussion	on	the	counselling	process,	its	benefits	and	drawbacks.
•	 Discuss	the	differences	between	individual	and	group	counselling.	Identify	the	important	

steps	of	group	counselling	as:	Assess,	analyze	and	act.
•	 Lead	by	conducting	a	role	play	on	a	counselling	session.	
•	 Ask	a	volunteer	to	use	the	counselling	skills	learnt	to	advise	a	mother	facing	breastfeeding	

difficulties.	
•	 Summarise	the	session.	

Training duration
 1 hour 

Training resources
 Masking tape, flip chart paper, key messages booklet. 

Facilitator’s notes 

Definition of counselling 
Counselling is a dialogue process or discussion between two or more persons, where 
information is provided through exchange of views and by discussing different suggestions 
or options, so as to arrive at a conclusion about an issue. 

In the counselling process, the information is given in such a manner that at the end 
of session the client (person seeking advice) is able to make a decision. The role of the 
counsellor (person giving advice) is to facilitate the client in reaching a suitable decision. 
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Methods of counselling
Individual counselling: This is a dialogue between a counsellor and one client in order 
to enable the client to make a decision. It is a discussion between two people and arriving 
at a decision. 

Group counselling: It is a discussion among three to fifteen people on an issue of 
common interest. One way of doing group counselling is through a support group. Some 
common examples of support groups are mother support groups, groups of pregnant 
ladies, and men’s support groups. 

Group counselling sessions: Dolow - 2019
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Positive aspects of group counselling 
Group counselling is good because people are able to:
• Share issues, knowledge and experiences with one another.
• Help one another, including identifying and highlighting the issues.
• Develop a common strategy or plan to deal with issues. 
• Create self confidence among the participants. 

Listening and counselling skills 
In order to have an effective counselling session, it is important to:
• Use helpful non-verbal communication. For example:

» Keep your head level with the parent or caregiver. 
» Pay attention by maintaining eye contact.
» Remove barriers such as tables and notes.
» Take your time and only touch if appropriate.

• Ask questions that allow the parent or caregiver to give detailed information. 
• Use responses and gestures that show interest.
• Listen to the parent’s or caregiver’s concerns.
• Reflect back what the parent or caregiver says. 

How to conduct counselling using the triple A counselling process
The triple A counselling process helps to provide information and support to the parent 
or caregiver and comprises:
• Assess
• Analyse
• Act 

STEP 1: Assess 
Assess what the problem is. For example, assess for age-appropriate feeding and the 
condition of the parent or caregiver and child. Ask, listen and observe. 

STEP 2: Analyse 
Analyse the issue or difficulty, and if there is more than one, prioritise.

STEP 3: Act
Act by discussing or suggesting a small amount of relevant information, agreeing on a 
feasible and doable option that the parent or caregiver can try. 
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Example on how to use the Assess, analyze and act skills. 
Step 1: Assess
• Greet the parent or caregiver and ask questions that encourage them to speak up.

» Ask: What is your name? What is your child’s name?
» Observe the general condition of the parent or caregiver.
» Ask: What is the age of your child?
» Ask: Has your child been recently sick? If the child is presently sick, refer the parent 

to a health facility.
» In areas where there are no child growth cards, ask the parent or caregiver how 

they know the child is growing.
» Ask about the child’s situation. Depending on the child’s age, ask about breastfeeding 

and complementary feeding.
» Are there other challenges the caregiver faces in bringing up the child? 

Step 2: Analyse
• Identify the difficulties faced. 
• If there is more than one difficulty, prioritise the difficulties.
• Answer the caregiver’s questions, if there are any.

Step 3: Act
• Depending on the age of the baby and your analysis from Step 2, select a small amount 

of information that is relevant to the caregiver’s situation. 
• If there are no difficulties, praise the parent or caregiver for carrying out the 

recommended childcare practices, such as breastfeeding and complementary feeding 
practices.

• For any difficulties identified and analysed, discuss with parent or caregiver how to 
overcome the difficulty.

• Present options or small doable actions (time-bound) and help the caregiver select 
one that they can try to resolve their difficulty.

• Share with the parent or caregiver appropriate information.
• Ask the caregiver to repeat the agreed upon new behaviour to check their 

understanding. 
• Let the caregiver know that you will follow up with them in the next visit.
• Suggest where the caregiver can find additional support, for instance by attending an 

educational talk at the health facility or joining IYCF Support Groups in the community. 
• Confirm that the caregiver knows the CHW or knows how to access them. 
• In cases where food is scarce or there is a constraint in feeding children, refer the 

caregiver to a supplementary feeding programme, or a social protection programme 
for vulnerable children, if available.

• Thank the caregiver for their time.
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Field visit methodology
Ask the participants what the characteristics of group counselling are
Listen	to	the	participants	and	then	add	the	following	points:	
•	 A	group	may	comprise	3-15	participants.
•	 The	group	decides	the	duration	of	the	discussion	or	meeting.	
•	 There	are	no	restrictions	to	adding	new	persons	in	the	group	counselling	session,	except	

that	the	group	should	not	exceed	15	participants.
•	 The	group	members	mutually	decide	on	the	date,	the	venue	and	time	of	the	meeting.	
•	 The	group	members	themselves	decide	the	topic	of	discussion	for	the	upcoming	meeting	

based	on	the	prevailing	health	needs.	

Important points to note for group counselling
•	 Select	a	proper	place	for	the	meeting	where	all	the	participants	can	sit	comfortably.
•	 The	time	selected	should	be	convenient	for	all	participants.	It	is	best	to	set	time	for	the	next	

group	counselling	based	on	mutual	agreement.	
•	 Ask	the	participants	to	select	one	person,	a	lead	parent,	who	can	facilitate	and	regulate	the	

group	meetings.	This	leadership	of	the	group	can	change	from	time	to	time	to	allow	other	
group	members	to	share	the	responsibility.

•	 Select	topics	according	to	the	need	of	the	participants.	One	topic	should	be	discussed	per	
group	meeting.	

•	 After	 introducing	 the	 topic,	 let	 the	 participants	 share	 their	 knowledge	 and	 experiences.	
Make	use	of	pictorials,	role	plays	and	demonstrations.

•	 Keep	the	discussion	on	topic	and	avoid	conflicts	or	disputes.
•	 Note	 down	 the	 important	 points	 during	 the	 discussion	 and	 conclude	 the	 session	 by	

recapping	these	points.	
•	 Group	counselling	sessions	can	be	held	at	public	places	such	as	the	mosque,	school,	training	

centre	or	community	centre.	
•	 Discuss	and	summarise	the	session.
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Topic 7: Recapping Module 1

Lesson objectives 
By the end of this lesson, participants should be able to:
• demonstrate how to undertake a health education session. 
• demonstrate how to undertake a group counselling session. 
• apply the GATHER skills of interpersonal communication. 

Training methodology 
•	 Recap	Module	1	using	three	different	role	plays.
•	 Divide	the	participants	into	three	groups.	The	tasks	of	the	groups	are	as	follows:

» Group 1:	Role	play	a	health	education	session	on	benefits	of	antenatal	care	to	a	mother	
support	group.

» Group 2:	Role	play	a	group	counselling	session	to	the	Yaqshid	District	Community	Health	
Committee	on	prevention	of	an	acute	diarrhoea	outbreak.

» Group 3:	Role	play	the	use	of	GATHER	IPC	skills	by	a	CHW	on	prevention	of	diarrhoeal	to	
the	caregiver	of	a	4-year-old	child.

•	 Following	the	presentation	of	each	of	the	role	plays,	lead	a	discussion	to	identify	what	went	
well,	and	what	could	be	improved.	

•	 Discuss	and	summarise	the	module.	

Training duration
 30 minutes 

Training resources
 Flip chart paper, masking tape, marker pens, key messages booklet

Prior preparation:	Write	the	different	group	work	activities	on	a	flip	chart	paper.
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Module 2: Adolescent, maternal, 
reproductive and neonatal health 

Topic 1: Adolescent issues 

Lesson objectives 
By the end of this lesson, participants should be able to:
• state the roles and responsibilities of the CHWs in relation to adolescent health and 

adolescent issues.
• describe physical changes in girls and boys during adolescence. 

Training methodology
•	 Present	the	lesson	objectives	and	then	begin	the	session.	
•	 Explain	that	the	CHW	will	work	to	support	activities	related	to	adolescents.
•	 Open	the	session	by	asking	the	meaning	of	the	term	‘adolescence’.
•	 Ask:	

»	 What	are	some	of	the	experiences	that	adolescents	go	through	in	the	community?	
»	 Who	is	responsible	for	explaining	to	adolescents	the	expected	changes	in	this	period	of	

their	lives?	
•	 Divide	the	participants	into	three	groups	and	give	these	instructions	for	group	work:

» Group 1:	Identify	the	physical	changes	in	girls	during	adolescence.	
» Group 2:	Identify	the	physical	changes	in	boys	during	adolescence.	
» Group 3:	Identify	the	emotional	changes	in	boys	and	girls	during	adolescence.	

•	 Discuss	the	group	work,	filling	in	any	missing	information.
•	 Summarise	the	session.	

Training duration
 30 minutes 

Training resources 
 Flip chart paper, masking tape and marker pens.
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Facilitator’s notes 

Roles and responsibilities of CHWs on adolescent issues 
The CHWs will:
• Educate and create awareness among adolescent girls and their mothers or caregivers 

about changes during adolescence.
• Teach the community the importance of nutrition and leading a healthy lifestyle for 

adolescent girls and boys. 
• Create awareness among the women and adolescent girls about prevention of breast 

cancer. 
• Create awareness among women and adolescent girls about prevention of cervical 

cancer. 
• Visit households and follow up on the adoption of healthy practices as taught during 

the health education sessions.

Describing adolescence and its importance
• Adolescence is the period between 10-19 years. It is the transitory phase between 

childhood and adulthood; the time a boy becomes a man, and a girl becomes a 
woman. 

• During adolescence, boys and girls undergo various physical, psycho-social and 
emotional changes which make them feel awkward and different. 

• Some changes during adolescence are visible and some are invisible. 
• These changes happen to all girls and boys and they are normal and natural.
• This maturation is called puberty.
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Physical and emotional changes in adolescents 
Physical changes in girls Physical changes in boys Emotional changes in 

boys and girls
• Growth spurt occurs
• Skin becomes oily
• All permanent teeth 

have grown
• Underarm hair appears
• Breasts develop
• Waistline narrows
• Hips widen
• Long bone growth stops
• Pubic hair appears
• External genitals enlarge
• Ovulation occurs
• Menstruation begins
• Uterus and ovaries 

enlarge 

• Growth spurt occurs
• Skin becomes oily
• All permanent teeth 

have grown
• Underarm and chest hair 

appears
• Larynx (voice box) 

enlarges and the voice 
deepens

• Facial hair appears
• Shoulders broaden
• Long bone growth stops
• Muscles develop
• Pubic hair appears
• Penis and testes enlarge
• Sperm production 

begins
• Ejaculation occurs

• Increased production 
of hormones prompts 
sexual thoughts, 
daydreams, and 
fantasies in most young 
people. 

• There is increased 
awareness of sexual 
attraction.

• Frequent mood swings
• The adolescents may 

go through awkward 
stages, both about their 
appearance and physical 
coordination.

• Become self-conscious, 
sensitive, and worried 
about their own body 
changes. 

• They may make 
comparisons between 
themselves and their 
peers.
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Topic 2: Menstruation and menstrual hygiene 

Lesson objectives 
By the end of this lesson, participants should be able to:
• state the roles and responsibilities of community health workers in menstrual hygiene.
• describe how girls should observe menstrual hygiene in the community.

Training methodology 
•	 Have	an	open	discussion	on	the	concept	of	menstruation.	
•	 Ask:	What	is	menstruation?	How	does	it	occur?
•	 Listen	carefully	to	responses	from	participants	and	clarify	any	misconceptions	regarding	

menstruation.	
•	 Explain	the	concept	of	menstruation	using	simple	language.	
•	 Through	question	and	answer,	ask	how	girls	observe	menstrual	hygiene	in	the	community.
•	 Through	 a	 plenary	 session,	 undertake	 a	 household	 mapping	 exercise.	 Draw	 a	 typical	

household	in	the	community.	Identify	places	that	are	important	for	a	girl	who	is	having	her	
menstrual	flow	and	how	these	areas	influence	menstrual	hygiene.	

•	 Use	the	mapping	exercise	to	identify	the	role	that	men	could	play	to	support	menstruating	
girls,	such	as	ensuring	privacy	by	constructing	bathrooms,	provision	of	soap,	provision	of	
water,	provision	of	hanging	lines	for	undergarments,	etc.	

•	 Through	group	discussions,	proceed	to	discuss	myths.
•	 Summarise	the	session.

Training duration 
 30 minutes 

Training resources 
 Masking tape, flip chart paper, marker pens. 

Prior preparation:	Draw	a	map	of	a	typical	Somali	household.	

Facilitator’s notes 

Defining menstruation 
• This is the monthly discharge of blood and other material from the uterus of non-

pregnant women, that starts at puberty and ends at menopause.
• Puberty is the stage in people’s lives when they develop from a child into an adult 

because of changes in their body that make them able to bear children14. 
• Menopause is the period that marks the end of the menstrual cycle. It is diagnosed 

when a woman goes for 12 months without a menstrual period. 

14 English Cambridge dictionary.. 
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Roles and responsibilities of community health workers in maintaining 
menstrual hygiene 
• Discuss with the mothers issues they can talk over with their daughters before the 

young ones reach adolescence. 
• Create awareness in the community, targeting teen girls, women and grandmothers, 

on how to observe menstrual hygiene.
• Create awareness among girls about some minor challenges during menstruation 

and what to do.
• Identify girls that face major difficulties during menstruation and refer them to a 

health facility for further support. 
• Create awareness among men on the role they can play to support with menstrual 

issues. 

Information on menstruation 
This information can be passed on:
• during mother support group meetings
• during sister-to-sister meetings.
• when conducting health education sessions for teenage girls in the community 
• during men’s meetings, and also through religious leaders. 
• when delivering health education sessions to school going children. The CHWs will 

work with community education committees and agree on timings.

Menstruation 
• A woman is able to fall pregnant after she begins having menstrual periods. This 

happens at about 12-14 years, usually after the breasts and pubic hair begin to grow. 
• The monthly cycle starts with the beginning of the menses. After the menses end, the 

lining of the womb becomes thicker to support the baby’s growth in case a woman 
falls pregnant that month. 

• Halfway through the cycle, which is about two weeks after the menses end, an egg is 
released from one of the woman’s ovaries and begins to travel through the fallopian 
tube and into her womb.

• A woman can fall pregnant at this time, if she has sex and the man’s sperm fuses with 
her egg. 

• However, if there is no pregnancy, the lining of the womb breaks down and menses 
start, and the egg comes out. 

• During menstrual periods, a bloody fluid leaves the womb and passes out through the 
vagina. 

• When a woman becomes pregnant, she stops having menstrual flow. 
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Duration of a normal menstrual cycle
• A normal period cycle ranges from 25 to 35 days, with a 28-day average. 
• The menstrual flow itself can last two to seven days, with an average of 4 days. 
• We consider the first day of menstrual bleeding as Day 1 of the woman’s cycle. 
• Spotting before the menstrual flow should not be considered the start of the period.

How do girls observe hygiene during their menstrual cycle?
• Take a bath daily during menstruation. 
• Wear clean underwear.
• If possible, shave armpit and pubic hair regularly.
• Use a clean menstrual cloth and wash it when soiled with soap and water. Dry the 

clean cloth under direct sunlight.
• Change the soiled menstrual cloth often.
• Do not use a dirty cloth as it can cause pelvic infection or foul-smelling vaginal 

discharge and difficulties later in life. 
• When available, use additional methods of menstrual hygiene, that include disposable 

pads, cups and tampons. 

Health issues for which referral is needed 
• Early start of menstruation, before 9 years. 
• Late menses, not starting after 16 years of age. 
• Severe abdominal pain, occurring before and during the menses. 
• Little blood discharge during menses in the form of spotting and passage of clots.
• Menses that last for less than 3 days and more than 10 days. 

Some myths about menstruation 
• Myth: A woman becomes dirty or untouchable during menstruation.
 Fact: Menstruation is a normal phenomenon occurring in all women and the blood 

that comes from her body is not dirty.
• Myth: Do not take a bath during menstruation.
 Fact: As menstruation is a natural phenomenon, there is no restriction regarding 

having a bath. In fact, it is very important to keep the body clean during this period, to 
avoid infection of the reproductive tract. 

• Myth: If the hymen is broken, then the girl is not a virgin.
 Fact: This is not true as the hymen can break even without sexual intercourse, by 

certain physical activities like sports, exercise, and use of tampons during menstruation. 
Sometimes the hymen may be loose or absent and there is no breaking of the hymen. 
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Role of boys and men in menstrual issues 
• Men and boys can support women and girls to manage menstruation effectively 

across different social domains including at home, in the community, at school and at 
work. 

• Men and boys influence women’s and girls’ experiences of menstrual hygiene 
management through their roles as husbands, fathers, brothers, students, peers, 
teachers, community leaders, colleagues, entrepreneurs, employers, development 
and humanitarian practitioners and policy makers. 

• What can schools do to support menstrual issues? Schools should:
» provide accurate information to boys and male teachers on menstruation.
» ensure access to clean water and clean latrines or toilets in school.
» encourage boys not to bully menstruating girls.

• What can communities do to support menstrual issues? The community can:
» support the construction of latrines and toilets to promote privacy.
» ensure access to clean water and soap at home for the girls.
» provide finances to purchase menstrual cloths and menstrual pads. 
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Topic 3: Prevention of female genital mutilation 

Lesson objectives 
By the end of this lesson, participants should be able to:
• identify the opportunities to deliver messages on female genital mutilation (FGM). 
• explain the consequences of FGM.

Training methodology 
•	 Begin	the	session	by	asking	participants	to	note	the	roles	and	responsibilities	of	the	CHWs	

in	prevention	of	FGM.
•	 Ask:	What	are	the	misconceptions/myths	and	beliefs	on	FGM?	
•	 Divide	the	participants	into	3	groups	and	distribute	the	printed	pictorials	on	different	FGM	

types	 to	 the	groups.	 Let	 each	group	discuss	 the	 type	of	 FGM	 indicated	on	 the	pictorial,	
including	 discussions	 on	 the	 consequences	 of	 FGM.	 Let	 each	 group	 make	 a	 plenary	
presentation.	

•	 Ask:	Which	type	of	FGM	is	commonly	practiced	in	Somalia?	Clarify	the	types	of	FGM	in	their	
area.	 Explain	 the	 consequences	 of	 FGM,	 especially	 the	 Type	 3	 FGM	which	 is	 commonly	
practiced	in	Somalia.	

•	 Discuss	and	summarise	the	session.

Training duration
 45 minutes 

Training resources
 Masking tape, flip chart paper, marker pens.

Prior preparation: Printed	out	the	pictorials	of	the	3	types	of	FGM.

Facilitator’s notes 

Roles and responsibilities of community health workers on prevention of 
FGM
• Create awareness in the community, targeting men, women and grandmothers, 

regarding consequences of FGM on the reproductive life of a woman. 
• Explain that FGM is not religious and use religious statements on why FGM is against 

Islam.
• Identify women and girls who experience complications due to FGM and refer them 

to a health facility.
• Identify circumcisers and inform them about dangers of FGM.
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Opportunities to deliver information on prevention FGM
• Through traditional birth attendants who can deliver the messages to mothers
• Through sister-to-sister meetings, as well as through mother support groups
• To young girls on Friday after the Juma prayers 
• Through individual counselling during the house visits
• Through schools during the health education sessions 
• Through sheikhs and religious leaders who can pass messages on the consequences of 

FGM by emphasizing that it is not a religious practice. They can pass on the messages 
in mosques and during community meetings targeting men and community elders.

Defining FGM
• FGM involves partial or total removal of external female genitalia or deliberate injury 

to female genital organs for cultural or aesthetic reasons
• FGM is performed on girls under 10 years of age and leads to varying amounts of scar 

formation.
• The 3 types of FGM practiced today are:

» Type I (FGM I) - excision of the prepuce, with or without excision of part or all of the 
clitoris.

» Type II (FGM II) - excision of the clitoris with partial or total excision of the labia 
minora.

» Type III (FGM III) - excision of part or all of the external genitalia and stitching or 
narrowing of the vaginal opening (infibulations).

• In Somalia, the types of FGM most commonly employed are Type I and Type III. The 
local names for this FGM are Gudniin	Fircooni. 

Consequences of FGM
• Severe pain and trauma. 
• Excessive bleeding and possible shock or even death.
• Difficulty passing urine and urinary infections.
• Chronic pelvic infections, development of cysts, abscesses and genital ulcers.
• Excessive scar tissue formation and infection of the reproductive system.
• Urinary and menstrual problems and painful sexual intercourse.
• Complications during childbirth since the scar tissue is inelastic and can lead to 

obstruction during delivery, for example fistula resulting in incontinence. 
• Psychological complications can be deeply buried in the subconscious resulting in 

behavioural disorders. 
• Loss of confidence in loved ones (parental betrayal).
• Anxiety and depression.
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Topic 4: Prevention of early marriage and early pregnancy

Lesson objectives 
By the end of this lesson, participants should be able to:
• identify the benefits of delayed marriage and delayed pregnancy.
• explain measures to prevent child abuse and promote child protection. 

Training methodology 
•	 Begin	the	session	by	asking	participants	to	note	the	roles	and	responsibilities	of	the	CHWs	

in	prevention	of	early	pregnancy	and	early	marriage.	
•	 Explain	who	is	a	minor	according	to	the	international	convention	on	the	rights	of	a	child.
•	 Ask	the	participants	to	site	examples	when	minors	have	been	married	off	in	Somalia,	either	

forcefully	or	willingly.
•	 Through	 a	 plenary	 session,	 ask	 the	 participants	 to	 identify	 possible	 dangers	 of	 early	

marriage	which	usually	results	in	early	pregnancy.
•	 Discuss	and	summarise	the	session.	

Training duration
 30 minutes 

Training resources
 Flip chart paper, marker pens, masking tape and the key messages booklet. 

Facilitator’s notes 

Roles and responsibilities of the community health worker in preventing 
early marriage and early pregnancy 
The CHW should:
• Create community awareness on the consequences of early marriage and pregnancy 

on the health of the newborn child.
• Create community awareness on the consequences of early marriage and pregnancy 

on the health of the young mother.
• Create awareness on the benefits of delaying marriage for adolescent girls through 

religious leaders.
• Seek support from chiefs and the local administration on prevention of early marriage. 
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Opportunities to deliver information on prevention of early marriage and 
early pregnancy
The CHW can create community awareness:
• through men’s support groups.
• through religious group leaders at the Friday prayers
• by targeting community leaders and Community Development Committee members.
• through the sister-to-sister groups and the mother support groups. 
• by linking families to the local authorities and/ chiefs /fathers to the education system. 

Defining early marriage 
Early marriage refers to a union with a man or woman before they are 18 years15. 

Preventive measures to avoid early marriage 
• Raise awareness on the health problems related to early marriage for the family. 
• Educate girls on the health risks and lifelong deterioration related to early marriage.
• Empower and support girls with information on life skills and support networks.
• Educate families and rally parents and community members to protect adolescent 

girls from early marriage.

Defining child protection
• Child protection means safeguarding children from violence, exploitation, abuse and 

neglect.
• Children subjected to violence, exploitation, abuse and neglect are at risk of death, poor 

physical and mental health, HIV/AIDS infection, educational problems, displacement, 
homelessness, vagrancy and poor parenting skills later in life.

Preventive measures of child abuse and promoting child protection 
• Teach children to use their voices to allow them to prevent abuse in their own lives.
• Educate families to change social norms to support parents and positive parenting. 
• Intervene to reduce harm and prevent parents from harming children.
• Record the cases of child abuse and inform the local authorities to address the cases.
• Enhance parenting skills to promote healthy child development.

Defining early pregnancy
Early pregnancy refers to pregnancy in a woman aged 10-18 years. 

15 United Nations Convention on the rights of the child (1990). 
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Roles and responsibilities of the community health worker in preventing 
early pregnancy and early marriage
• Identify danger signs during pregnancy and refer cases to the health facility.
• Educate girls on the risks of premarital sex. 
• Educate girls on the effective use of birth control to prevent pregnancy.
• Create community awareness about health risks and complications of early pregnancy.

Consequences of child marriage and early pregnancy
• Girls are denied the right to education. This is because, once girls are married, they 

usually drop out of school.
• Once girls drop out of school, there is decreased economic productivity due to their 

low educational status. 
• Early marriage has many effects on the girl’s health: It may cause increased risk for 

sexually transmitted diseases, death during child birth and obstetric fistulas. 
• Results in decreased economic productivity due to low education status. 
• Fosters a platform for abuse.
• Early marriage fosters emotional abuse due to separation from family and friends. 
• Adolescents have a higher risk of dying from maternity complications compared to 

women in their 20s and 30s. Adolescents under 16 years face four times the risk of 
maternal death compared to women above 20 years16. 

• Stillbirth and infant death are 50% higher in the first week of life for babies born to 
mothers younger than 20 years, than among babies born to mothers who are 20-29 
years old17. 

16 Thonda Smith et al (2009) Family planning saves lives. Washington DC, Population reference bureau.
17 Moraes A, Likwa R. N and Nzala S. H (2018) A retrospective analysis of adverse obstetric and perinatal outcomes in adolescent 

pregnancy: the case of Luapula Province, Zambia. Maternal health, neonatology and perinatology Journal 4 (20) https://doi.org/10.1186/
s40748-018-0088-y
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Topic 5: Dietary requirements for adolescents 

Lesson objectives 
By the end of this lesson, participants should be able to:
• state the benefits of adequate nutrition for adolescent boys and girls. 
• state the consequences of undernutrition in adolescents. 
• name the actions that could break the undernutrition cycle in children, adolescents 

and adult women.

Training methodology 
•	 Present	the	lesson	objectives.
•	 Ask	the	participants	what	the	consequences	are	of	undernutrition	to	girls	and	women,	as	

well	as	to	boys	and	men.	
•	 Divide	the	participants	into	3	groups.	Fix	3	flip	chart	papers	on	the	wall	at	different	corners	

of	the	room,	and	write	on	them	the	following	topics:
» Flip chart 1	-	Actions	to	break	the	undernutrition	cycle	for	children.
» Flip chart 2	-	Actions	to	break	the	undernutrition	cycle	for	adolescent	girls.
» Flip chart 3	-	Actions	to	break	the	undernutrition	cycle	for	adult	women.	

•	 Give	each	group	3	minutes	at	each	flip	chart	paper	to	write	down	as	many	points	as	they	
can	think	of,	without	repeating	those	already	listed.

•	 Let	the	groups	rotate	to	the	next	flip	chart	and	repeat	the	exercise,	until	all	groups	have	
contributed	to	the	topics	on	each	flip	chart.	

•	 Discuss	and	summarise	the	session.	

Training duration
 45 minutes 

Training resources
 Flip chart paper, marker pens, masking tape 
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Facilitator’s notes 

Nutrition for adolescents
The cycle of malnutrition 

Undernourished 
adult woman who 
becomes pregnant

 Teenage pregnancyUndernourished 
baby

Undernourished 
child 

Undernourished 
teenager

Consequences of undernutrition for boys and girls 
• Poor nutrition increases vulnerability to infection due to a weakened immune system.
• Weakness and tiredness consequently lead to lower productivity.
• Difficult delivery and labour due to the mother’s small bone structure.
• Increased risk of complication to the mother, leading to death during labour and 

delivery.
• Increased risk of death if the mother bleeds during or after delivery.
• Increased risk of giving birth to an underweight baby who, if female, will be at greater 

risk of a more difficult labour during her own pregnancy unless the undernutrition 
cycle is broken. 

Some factors affecting teenage and women’s nutrition 
• Food insecurity: Lack of physical and economic access to sufficient, safe and nutritious 

foods to meet dietary needs and food preferences for an active and healthy life. 
• Energy expenditure: Some household chores are not good for pregnant women 

such as lifting heavy weights and working for long durations in the field. It is important 
to reduce a woman’s workload during pregnancy. 

• Nutrient intake: some cultural beliefs and practices may affect choices of healthy 
foods, resulting in unhealthy food choices. 

• Family planning and child spacing: Future babies will be healthier because mother’s 
body had enough time to replace nutrient stores before falling pregnant again. 

• Anti-nutrients: High consumption of tobacco, khat, tea and/or caffeine during or 
immediately after meals, hindering absorption of some nutrients some such as iron. 

• Lack of nutrition education and behaviour change activities. 

Note: A	teenage	mother	needs	extra	care,	more	food	and	more	rest	than	an	older	mother.	The	
teenage	mother	needs	to	nourish	her	own	body	which	is	still	growing,	as	well	as	her	growing	
baby.	

1

4

2

3
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Actions to break the undernutrition cycle for adolescent boys and girls 

For the teenage girls and boys
Ensure appropriate growth by:
• Increasing food intake and food variety to prepare for growth spurts.
• Encouraging intake of different locally available foods (see the 4-star diet table 

below). 
• Preventing and seeking early treatment for infections.
• Encouraging parents to give girls and boys equal access to education. 

Undernutrition decreases when girls and women receive more education. 
• Avoiding consumption of processed or fast food.
• Avoiding intake of coffee or tea with meals. Delay consumption of tea or coffee to 

more than 30 minutes after meals. 
• Encouraging good hygiene practices.
• Encouraging the use of insecticide treated nets (ITNs). 
• Fostering positive body image.
• Delaying the first pregnancy until the mother’s own growth is completed (usually 

at 20-24 years).

Break the cycle of undernutrition so that adolescents can become well 
nourished by:
• Encouraging consumption of different types of locally available foods. (see the 

4-star diet table below) 
• Preventing and seeking early treatment for infections. 
• Encouraging good hygiene practices. 
• Avoiding the consumption of coffee and tea with meals as these drinks interfere 

with the body’s ability to absorb iron.
• Avoiding taking alcohol, smoking and abusing drugs.

Ensuring that each meal comprises different food groups. For example:

Animal source foods 
1 star *

Flesh food such as chicken, fish and liver. 
Animal source foods also include eggs and milk, and milk 
products. 

Staples  
2 stars **

Grains such as maize, rice, millet and sorghum. 
Staples also include roots and tubers such as cassava and 
potatoes.

Legumes  
3 stars ***

Legumes such as beans, lentils, peas, groundnuts, and 
seeds such as sesame.
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Vitamin A-rich fruits 
and vegetables  
4 stars ****

Vitamin A-rich fruits and vegetables such as mango, 
papaya, passion fruit, oranges, dark-green leafy vegetables, 
carrots, yellow-fleshed sweet potato and pumpkin.

Other Vitamin A-rich foods include other fruits and 
vegetables such as banana, pineapple, watermelon, 
tomatoes, avocado, eggplant and cabbage.

• Adding oil and fats such as oil seeds, margarine, ghee and butter to vegetables 
and other foods would improve the absorption of some vitamins and provide 
extra energy. 

• Increasing general food intake. Ensure a diet that primarily relies on fruits and 
vegetables, whole grains, dairy products, beans, fish, lean meats and foods rich 
in iron such as liver, tripe, kidney, lentils, etc. 

• Encouraging consumption of different types of locally available foods as described 
above. 
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Topic 6: Care of the breasts

Lesson objectives 
By the end of this lesson, participants should be able to:
• state the opportunities where community health workers can deliver messages on 

breast cancer. 
• describe the steps for undertaking breast self-examination. 

Training methodology 
•	 Begin	the	session	by	explaining	that	prevention	is	better	than	cure	and	that	early	diagnosis	

of	cancer	has	better	outcomes	than	late	diagnosis.
•	 Review	opportunities	when	CHWs	can	deliver	information	on	care	of	the	breasts.
•	 Distribute	 the	 pictorials	 that	 demonstrate	 the	 6	 steps	 of	 undertaking	 a	 breast	 self-

examination.	
•	 Through	a	plenary	session,	demonstrate	how	to	undertake	a	breast	self-examination.	
•	 Request	two	volunteers	to	demonstrate	how	to	undertake	a	breast	self-examination,	paying	

attention	to	the	different	steps.	
•	 Discuss	and	summarise	the	session.

Training duration
 20 minutes 

Training resources
 Masking tape, flip chart paper, marker pens.

Prior preparation: Print	out	pictures	showing	the	steps	to	undertake	a	breast	self-examination.	

Facilitator’s notes 

Role of the community health worker
The CHW will:
• Show the women and girls in the community how to examine their breasts regularly, 

usually after every menstrual cycle. In case of any abnormality, they can contact their 
health care provider as soon as possible. 

• Explain the importance of early detection of any lump or discharge or abnormality in 
the shape of breasts.

• Explain the importance of early diagnosis, early treatment and good prognosis if an 
abnormality is detected early. 
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Opportunities for the CHW to deliver information on the care of breasts
• During mother support group meetings.
• During sister-to-sister meetings.
• When conducting health education sessions to teenage girls in the community. 
• By working with community education committees and agreeing on timings when the 

CHW can conduct health education sessions to schoolchildren.
• Through health education sessions in schools. 

Caring for breasts
• Cancer can affect anyone at any age, but the most common cancers affecting women 

are cancer of the breast and cancer of the cervix (neck of the uterus).
• Breast cancer has become one of the major causes of morbidity and mortality 

throughout the world. Due to lack of awareness among the masses, early diagnosis is 
difficult. By the time diagnosis is done, it is too late.

• If women self-examine their breasts regularly, they can identify and detect any change 
in colour, size and shape. 

Symptoms to look for in the breasts
• Change in the skin of the nipples, such as pitting (looking like the skin of an orange)
• Change in the colour of the breasts
• A hard nodule or feeling of a lump in any area of the breast 
• Discharge of blood or pus from the nipple
• Dimpling, puckering or bulging of the skin
• A nipple that has changed position
• A rash or soreness

How to carry out a breast self-examination 
• Stand in front of a mirror.
• Drop both arms down on both sides and observe the shape of both breasts. It is very 

common and normal if one breast looks smaller than the other.
• Raise both arms above the head and again observe the shape and size of the nipples 

and breasts. Any swelling and changes to the breasts would be noted easily. 
• Put the right hand behind your head and examine the right breast by pressing each 

part of it with the palm and fingers of the left hand. 
• Repeat the process by placing the left hand behind the head and examining the left 

breast with the palm and fingers of the right hand. 
• With this process, any lump can be felt easily. Normally no hardness or lump should 

be felt. You should be aware of the shape and size of your breasts so that a change of 
any kind can be easily noticed.

• Repeat the process when lying down. 
• Put a pillow under the left shoulder and place the left arm under your head.
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• Using the right palm and fingers examine the left breast using a circular motion. Also 
examine the area between armpit and breast.

• Repeat the same process to examine the right breast. 
• Gently pinch the nipples in turn to check if there is any discharge coming out of nipples.
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Topic 7: Cervical cancer 

Lesson objective 
By the end of this lesson, participants should be able to:
• state the early signs and symptoms of cervical cancer.

Training methodology 
•	 Present	the	lesson	objectives	and	then	begin	the	session.	
•	 Explain	what	the	cervix	is.
•	 Through	a	plenary	 session,	 list	 the	 signs	and	symptoms	of	 cervical	 cancer	on	flip	 chart	

paper.
•	 Summarise	the	session.	

Training duration
 30 minutes 

Training resources
 Flip chart paper, key messages booklet, marker pens. 

Facilitator’s notes

The cervix and cervical cancer 
• The cervix is the narrow part of the lower uterus, often referred to as the neck of the 

womb.
• Cervical cancer affects the entrance of the womb.

Symptoms and early signs of cervical cancer
• In the early stages of cervical cancer, a person may experience no symptoms at all.
• As a result, women should have regular cervical smear tests, or pap tests, wherever 

they are available. 
• A pap test is preventive as it aims to detect cancer, but it also reveals any cell changes 

that indicate the possible development of cancer so that a person can take early action 
to treat it. 
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Other symptoms of cervical cancer include:
• bleeding between periods
• bleeding after sexual intercourse
• bleeding in post-menopausal women
• discomfort during sexual intercourse
• vaginal discharge with a strong odour
• vaginal discharge tinged with blood
• pelvic pain.

Note: The	above	symptoms	can	have	other	causes,	including	infection.	Anyone	who	experiences	
any	of	the	above	symptoms	should	go	to	a	health	facility	for	further	advice.	
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Topic 8: Pregnancy 

Lesson objectives 
By the end of this lesson, participants should be able to:
• understand the relationship between menstruation and pregnancy.
• identify signs and symptoms of pregnancy.
• state minor problems and danger signs to look out for during pregnancy.

Training methodology 
•	 Present	the	lesson	objectives.
•	 Ask	 about	 any	 unique	 experiences,	 challenges	 or	 opportunities	 that	 pregnant	 women	

experience	in	their	communities.	
•	 Ask	 the	 participants:	What	 are	 the	 signs	 and	 symptoms	 of	 pregnancy?	What	 are	 some	

minor	problems	experienced	during	pregnancy?	What	are	the	possible	solutions?	
•	 Review	the	key	messages	booklet	on	danger	signs	during	pregnancy.	
•	 Summarise	the	session.	

Training duration
 1 hour

Training resources
 Flip chart paper, marker pens, masking tape, previously printed pictures of a 
pregnant woman, key messages booklet.

Facilitator’s notes 

Roles and responsibilities of community health workers to pregnant women
• Encourage pregnant women to attend at least four antenatal visits and act upon the 

advice of a skilled health care provider. 
• Counsel mothers on the importance of vaccination against tetanus.
• Help mothers to estimate the expected date of delivery.
• Explain the importance of a balanced diet and the importance of taking iron and folic 

acid tablets or multiple micronutrient tablets daily during pregnancy.
• Encourage the mothers not to lift heavy objects during pregnancy.
• Make pregnant women aware of the danger signs during pregnancy, and what they 

should do if these signs appear. 
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How pregnancy takes place 
• Fertilization takes place when a male sperm cell meets the female egg.
• The monthly cycle begins with the beginning of menses. After the menses end, the 

lining of the womb thickens to be able to support growth of the baby in case a woman 
falls pregnant that month. 

• Halfway through the cycle, that is about two weeks after the menses, an egg is released 
from one of the woman’s ovaries and begins to travel down the fallopian tube into 
her womb. At this time, a woman can fall pregnant if she has sexual intercouse with a 
man. The male sperm may join with her egg. 

• After a few days, the egg and sperm reach the womb and attach to the wall of the 
womb. This is the beginning of pregnancy.

• A sperm can fertilize an egg up to seven days after sexual intercourse. 

Signs and symptoms of pregnancy 
• Absent menses.
• Nausea.
• Vomiting in the morning.
• Frequent urination. 
• Enlargement of breasts.
• Occasional headaches.
• Burning pain in the urethra, which may be occasional.
• Skin glows.
• Enlargement of the abdomen after 12 weeks of pregnancy.
• Movement of the foetus after 20 weeks of pregnancy.
• Weight gain after 12 weeks of pregnancy.

Note: If	possible,	the	pregnancy	should	be	confirmed	by	a	urine	test.	

Minor problems during pregnancy
• Morning sickness: A pregnant woman with morning sickness will feel sick and may 

vomit after eating food and sometimes after drinking fluids. This is common in the 
mornings but may present at any time of day. Morning sickness often stops by the 
end of the third or fourth month of pregnancy. 

 What to do: Eat and drink small amounts often. Avoid foods that are oily or have a 
strong smell. Identify smells that are irritating and avoid them if possible. Lick a lemon 
or take some ginger if available. 

• Swollen feet and ankles. This is common during the last 3 months of pregnancy 
because of the increasing size of the baby. 

 What to do: Reduce salt intake. Advise pregnant women to lie down every few hours 
during the day, and to elevate their feet if possible.
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• Constipation (difficulty in passing stool): Pregnancy makes the bowels work more 
slowly. 

 What to do: Drink at least eight glasses of water and other liquids each day. Get 
regular exercise. If the woman is taking iron tablets, she could skip the iron tablet for 
a few days and continue later on. 

• Heartburn: Pressure on the abdomen frequently causes heartburn in the last months 
of pregnancy.

 What to do: Have frequent, energy-dense, smaller meals. Take chewable antacid 
tablets to relieve heartburn symptoms, where available. Avoid spicy foods and do not 
lie down immediately after meals. 

• Backache: Women sometimes suffer from backaches towards the end of their 
pregnancy. Increased pressure and weight of the growing foetus causes backaches 
by putting a strain on the muscles of the lower back. 

 What to do: The women can lean back to counter the weight of their protruding 
abdomens. They can also perform daily exercise, such as walking, to prevent and ease 
backaches during pregnancy. They should avoid lifting heavy loads. Good posture and 
light massaging of the lower back are particularly helpful. As much as possible they 
should try to sit when doing their usual tasks. 

Danger signs during pregnancy 
Danger signs during pregnancy can affect the pregnant mother and the unborn baby. 
Whenever a pregnant woman experiences the following danger signs, they should 
immediately seek health care support from a skilled health worker at the nearest health 
facility. 

The danger signs to look out for:
• abdominal pains
• high fever
• swelling of face and arms
• heavy vaginal bleeding or spotting
• severe headache
• convulsions
• loss of consciousness
• severe vomiting that continues after the third month of pregnancy.

If a pregnant woman has any other of the following signs and symptoms, she should seek 
medical attention immediately: 
• Any of the minor problems, such as continued vomiting, that go on despite the 

common remedies.
• Foul-smelling discharge from the vagina.
• Severe headache.
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• Anaemia demonstrated by:
» pale eyelids, tongue or palms
» weakness and feeling of tiredness
» dizziness, especially when getting up from a sitting or lying position
» shortness of breath or difficulty in breathing

• Extreme increase in body size.
• Very little increase in body size, especially the abdomen.
• Decreased or absent foetal movement. 

Myths during pregnancy 
• Myth: It is bad to talk about pregnancy because it may attract witches or evil people 

who will harm the baby.
 Fact: Pregnancy does not attract witches or evil people. A woman should inform her 

close family about her pregnancy as soon as she suspects that she is pregnant. She will 
need to seek early antenatal care in order to fulfil her special needs during pregnancy. 

• Myth: A pregnant woman should not eat certain foods like dark-coloured vegetables, 
like brinjals or ‘heat-producing’ foods like eggs, meat and nuts as they will harm the 
baby.

 Fact: A pregnant woman needs to eat nutritious food for the healthy growth of her 
baby. Coloured vegetables, fruits, eggs, meat, nuts are excellent source of nutrients 
needed by the baby and they do not cause any harm.

• Myth: A pregnant woman should continue performing heavy physical labour.
 Fact: Too much heavy work like working in the fields or picking heavy loads can cause 

problems such as miscarriage, premature delivery or underweight babies. Therefore, 
pregnant women should avoid heavy physical labour.

• Myth: A pregnant woman should not do any work at all.
 Fact: A pregnant woman should do her usual work, unless advised by the doctor, as 

it is a form of daily exercise that will keep her healthy and her muscles toned.
• Myth: A man and his family members can do nothing to help a pregnant woman.
 Fact: Men and other family members can give a pregnant woman a lot of emotional 

support and ensure essential care by providing her with nutritious food, sharing 
her workload, taking her for regular health check-ups, ensuring she sleeps under an 
insecticide treated mosquito net, etc.
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Topic 9: Antenatal care 

Lesson objectives 
By the end of this lesson, participants should be able to:
• describe the health practices to be observed by a pregnant woman. 
• state the benefits of antenatal care.

Training methodology
•	 Before	this	activity,	ask	the	participants	to	develop	a	set	of	3	to	5	statements	of	attitudes	

and	beliefs	about	antenatal	care	during	pregnancy.	For	example:	
»	 Taking	drugs	such	as	khat	during	pregnancy	will	neither	affect	the	mother	nor	the	baby.
»	 Attend	antenatal	care	visits	at	the	health	facility	only	if	the	pregnancy	has	complications.
»	 Micronutrient	tablets	given	during	antenatal	care	contribute	to	the	delivery	of	healthy	

babies.
»	 Attending	antenatal	 care	 is	 a	 great	 opportunity	 to	 get	 to	 know	 the	 expected	date	of	

delivery	and	prepare	for	the	baby’s	arrival.
•	 Draw	or	write	on	three	cards:

»	 I	agree	
»	 I	disagree	
»	 I	am	not	sure

•	 Place	these	signs	on	the	walls	of	the	training	room	or	training	space.
•	 Read	 out	 one	 of	 the	 statements.	 Ask	 the	 participants	 to	 go	 and	 stand	by	 the	 sign	 that	

says	how	they	feel.	For	example,	if	the	participants	strongly	agree	with	the	statement,	they	
should	stand	by	the	‘I	agree’	sign.	If	they	are	unsure,	they	should	stand	near	the	‘I	am	not	
sure’	sign.

•	 Ask	the	participants	to	explain	why	they	are	standing	by	the	signs	they	have	chosen.	
•	 Ask	the	participants	to	identify	the	different	activities	that	happen	during	antenatal	care.
•	 Fill	in	any	gaps	in	awareness,	while	resolving	any	contradicting	issues.	
•	 Summarise	the	session.	

Training duration
 1 hour 

Training resources
 Flip chart paper, masking tape, marker pens, key messages booklet.
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Facilitator’s notes 

Health practices to be observed by pregnant women
• Eat a nutritious diet: This will give strength to the mother, prevent infections and 

grow a healthy baby. Remember that a woman needs to eat for both herself and her 
baby.

• Use iron and folic acid tablets, multiple micronutrient tablets or other 
multivitamin pills: This will enhance the iron status in the blood of the mother, 
therefore making the baby healthier. 

• Exercise: Get some exercise every day with enough sleep and rest. The mother should 
rest whenever possible during the day and sleep for 8-9 hours at night. She should 
walk for short distances and carry out simple household chores.

• Hygiene: Take a bath daily and wash or change clothes regularly. Brush teeth with 
toothpaste every day or make use of locally available materials for oral hygiene such 
as chewing sticks available in Somalia.

• Medication: Avoid consuming modern or plant medicines except those prescribed by 
a health professional such as doctor or nurse. 

• Drugs: Avoid tobacco, khat or any other drugs. They may harm the baby.
• Antenatal care at the health centre: Visit the health centre, at least 4 to 8 times 

during the pregnancy to make sure there are no problems during the pregnancy. 

Antenatal care (ANC)
• All pregnant women should receive antenatal care from skilled birth attendants at the 

health centre, to maintain health and protect the health of the baby.
• In the absence of complications, pregnant women should seek at least four ANC visits.
• Currently, Somalia has not adapted the World Health Organization’s new guidelines 

on eight ANC visits. Encourage at least 4 ANC visits.
• Schedule the ANC visits as shown below:

» Make the first visit as early as possible, and before the end of the fourth month of 
pregnancy

» The second visit in the sixth or seventh month of pregnancy
» The third visit in the eighth month of pregnancy
» The fourth visit during the ninth month of pregnancy

Myths about antenatal care and pregnancy 
• Myth: A pregnant woman need not go for antenatal check-up if she does not have any 

complaint. 
 Fact: Even if she has no complaint, it is very important and beneficial for a pregnant 

woman to go for antenatal check-up so as to receive quality care and maintain good 
health.

• Myth: A pregnant woman should remain indoors and should not step out of the 
house.
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 Fact: Pregnancy is not an illness. Like other people, a pregnant woman can also go 
out and attend to her usual chores from time to time. In fact, remaining indoors 
may deprive her of getting fresh air, exercise, recreation, antenatal check-ups, etc. 
However, she should avoid jerks and heavy strain, if traveling in a vehicle. Walking for 
some distance is also good exercise for her.

Benefits of antenatal care 
• Complete history is taken to identify any risk factors.
• The Estimated Date of Delivery (EDD) is calculated. 
• Blood test for blood grouping, haemoglobin measurement and urine testing are done.
• The woman’s height, blood pressure and weight is measured. 
• The woman receives abdominal examination to assess fundal height according to age 

of gestation, fetal lie and presentation, and fetal heart sound.
• Tetanus toxoid vaccination is given according to the schedule. 
• Pregnant women are encouraged to eat a balanced diet and given micronutrient 

supplements to prevent anaemia.
• Mothers are informed about the danger signs in pregnancy and what to look out for 

during pregnancy. 
• One dose of tetanus toxoid vaccination is given during the pregnancy to protect the 

newborn child. The vaccine is given between 27 and 36 weeks of pregnancy.

Table 1: Tetanus vaccination schedule and its protective effect18 

Doses  When to give  Duration of protection

Tetanus Toxoid (TT) 1 At first contact  No protection

TT 2 4 weeks after TT1  3 years of protection 

TT3 At least 6 months after TT2 5 years of protection

TT4 At least one year after TT3 10 years of protection

TT5 At least one year after TT4 35 years (throughout a woman’s 
reproductive life) 

18 Somalia Health Authorities and WHO (2015): Somalia treatment guidelines in line with the essential package of health services.
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Topic 10: Actions to break the malnutrition cycle in pregnancy 

Lesson objectives 
By the end of this lesson, participants should be able to:
• describe actions that decrease women’s energy expenditure during pregnancy. 
• state actions that improve women’s nutrition and health during pregnancy. 

Training methodology 
•	 Use	a	case	study	training	tool	to	explain	the	vicious	cycle	of	malnutrition.	
•	 Ask	a	participant	to	read	out	the	case	study.
•	 A	sample	case	study	is	shown	below:

		 15-year-old	 Halima	was	married	 off	 to	 an	 elderly	man	 aged	 55	 years	 based	 on	 an	
agreement	between	the	bride’s	and	groom’s	families.	Halima	conceived	and	made	only	
one	ANC	visit	throughout	her	pregnancy.	She	had	severe	vomiting	during	the	pregnancy	
and	gained	very	little	weight.	At	7	months,	she	began	to	experience	labour	pains.	Her	
baby	was	born	preterm	at	the	health	facility	weighing	1	900	grammes.	Halima	stayed	in	
hospital	for	2	weeks	and	was	discharged	when	the	child	weighed	2	500	grammes.	

•	 Encourage	the	participants	to	discuss	the	case	study.	Ask	some	questions	to	follow	up,	such	
as:	
»	 What	are	the	issues	in	the	case	study?
»	 What	activities	could	Halima	take	to	break	the	malnutrition	cycle?	
»	 What	services	are	available	that	could	have	helped	Halima	in	her	situation?	
»	 How	could	Halima’s	husband	have	supported	Halima	to	break	the	malnutrition	cycle?

Training duration
 1 hour 

Training resources
 Key messages booklet, masking tape, flip chart paper

Prior preparation: Write	the	case	study	of	Halima	on	flip	chart	paper.	
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Facilitator’s notes 

Actions that break the undernutrition cycle for pregnant women 

A. Improve women’s nutrition and health during pregnancy by:
• Ensuring they consume a 4-star diet as illustrated on page 45 and 46.
• Increasing their food intake. They should eat one extra meal or snack each day. 

A snack is food eaten between meals. Lactating mothers should eat two extra 
meals or snacks each day. 

• Encouraging consumption of different types of locally available foods. All foods 
are safe to eat during pregnancy and while breastfeeding. 

• Encouraging the women to eat the best foods available including milk, fresh fruits 
and vegetables, meat, fish, eggs, grains, beans, etc 
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• Giving iron/folate supplementation (or other recommended supplements for 
pregnant women) to the mother as soon as she knows that she is pregnant and 
continue for at least 3 months after having the baby. 

• Emphasizing that pregnant women should prevent infections and seek early 
treatment.

• Completing anti-tetanus immunisations for pregnant women. There are 5 
injections in total.

• Encouraging them to use insecticide treated bed nets. 
• Deworming and giving antimalarial drugs to pregnant women between the fourth 

and sixth month of pregnancy.
• Providing education on STI and HIV/AIDS transmission. 
• Emphasizing that foods should be well cooked before consumption.
• Encouraging good hygiene practices.

B. Decrease energy expenditure by:
• Delaying the first pregnancy until the woman is 20 years of age and over.
• Encouraging families to help with women’s workload, especially during late 

pregnancy.
• Encouraging the women to rest more, especially during late pregnancy.

C. Encourage men to participate so that they:
• Accompany their wives or partners to antenatal care visits and to remind the 

women to take their iron/folate tablets.
• Provide extra food for their wives or partners during pregnancy and lactation.
• Help with household chores to reduce their wives/ partners workload.
• Make arrangements for safe transportation to the health facility for birth, if 

needed.
• Encourage their wives/ partners to put their babies to the breast immediately 

after birth.
• Encourage their wives/partners to give the first thick yellowish milk to babies 

immediately after birth. 
• Provide insecticide treated nets (ITNs) for their families and make sure that their 

pregnant wives/partners and children under 5 years sleep under a mosquito net 
every night. 

Note: Human	immunodeficiency	virus	(HIV)	and	nutrition

If a pregnant or lactating woman is HIV-infected, she needs extra food to give her more 
energy. HIV puts an additional strain on her body and may reduce her appetite. Eating a 
variety of foods is important.
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Topic 11: How to calculate the expected date of delivery (EDD)

Lesson objective 
By the end of this lesson, participants should be able to:
• calculate the expected date of delivery. 

Training methodology 
•	 Show	the	participants	how	to	calculate	the	expected	date	of	delivery.
•	 Give	an	opportunity	to	four	participants	to	demonstrate	how	to	calculate	the	EDD	if	the	last	

menstrual	period	(LMP)	was:
»	 16	January	2019
»	 8	September	2019
»	 11	December	2019

•	 Ask	the	participants	to	fill	in	the	correct	answers	in	the	table.

LMP EDD
28	Feb	2019	
5	May	2019
18	August	2019
24	October	2019

•	 Discuss	and	summarise	the	session.	

Training duration
 1 hour 

Training resources
 Masking tape, flip chart paper, marker pens.

Facilitator’s notes 

How to calculate the expected date of delivery 
• Record the date of the last menstrual period (LMP) and estimate the date of delivery 

to be 9 months later. Go through the process as below. 
» Note the first day of the menstrual period 
» Add nine months and 7 days to it.
» The calculated date will be the expected date of delivery.
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• For example, if a woman’s last menstrual period started on 16 January 2019, then her 
EDD will be 23 October 2019. 
» The process is: first add 9 months to the date and then add 7 days. By adding 9 

months in January, it comes to October 2019. By adding 7 days to 16, date comes 
to 23. So the EDD is 23 October 2019.

Note: Sometimes	the	mother-to-be	forgets	or	does	not	remember	the	date	of	her	last	menses.	
In	such	a	case	ask	probing	questions	and	help	her	to	recall	the	possible	date	of	her	last	menses.	
You	can	refer	to	some	local	events	or	occasions	in	the	community	to	help	estimate	the	month	
of	last	menstrual	period.	
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Topic 12: Delivery and care of the newborn 

Lesson objectives 
By the end of this lesson, participants should be able to:
• state the danger signs for the mother and baby during delivery.
• explain the benefits of kangaroo mother care (KMC).
• explain how to care for the umbilical cord stump of the newborn child.

Training methodology 
•	 Review	the	session	objectives.	
•	 Ask	the	participants	the	role	of	 the	CHW	in	relation	to	the	care	of	 the	mother	and	their	

newborn	baby.
•	 Divide	the	participants	into	three	groups	and	distribute	the	previously	printed	pictorials	on	

kangaroo	mother	care.	Give	the	groups	the	following	tasks:
» Group 1:	Discuss	care	of	the	umbilical	cord	stump	and	signs	that	the	stump	is	infected.
» Group 2:	Discuss	what	kangaroo	mother	care	is,	and	its	importance.
» Group 3:	Discuss	the	danger	signs	in	the	newborn	child.

•	 Lead	the	groups	in	making	plenary	presentations	of	their	group	discussions.
•	 Discuss	and	summarise	the	session.	

Training duration
 45 minutes 

Training resources
 Flip chart paper, marker pens.

Prior preparation: Print	pictures	showing	kangaroo	mother	care.	

Facilitator’s notes 

Danger signs to look out for in the mother during childbirth 
Community health workers should advise mothers to immediately seek medical care 
from a health facility when they present with the following issues during delivery:
• If a mother’s water breaks and she is still not in labour after 6 hours.
• She experiences labour pains that continue for more than 12 hours.
• After delivery, she has heavy bleeding. That is, bleeding that soaks more than 2 to 3 

menstrual pads in 15 minutes.
• If the placenta is not expelled one hour after the birth of the baby.
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Role of the community health worker in relation to the care of the mother 
and the newborn baby
• The CHW should conduct home visits to see the newborn baby on the following days:

» The first visit could be on day one of the newborn’s life.
» The second visit could be on day three of the newborn’s life
» The third visit could be before the end of the first week of the newborn’s life. 

• During the home visits, the CHW should do the following:
» Encourage the mother to maintain exclusive breastfeeding and not give pre-

lacteals, sugar, water, glucose or other foods. The antibodies in breast milk help in 
the healing process of the umbilical area and prevent infections. 

» Encourage the parents not to apply any substance to the cord stump at home and 
maintain the area clean and dry.

» Encourage the parents to seek medical attention if there are signs of swelling or 
redness in the region extending beyond 5 millimetres from the umbilicus.

» Encourage the mother to seek help if the newborn or mother presents with any of 
the identified danger signs. 

Care of the umbilical cord stump 
• Delay cutting the umbilical cord for 30 minutes after the birth of baby.
• Cut the umbilical cord with a sterile instrument. 
• Wash hands with soap and water before and after contact with the umbilical cord.
• Keep the cord stump dry and clean. 
• Use clean water on a cotton swab or on a clean cloth to clean gently around the base 

of the cord stump. Alcohol swabs are not recommended.
• Expose the cord stump to air or cover loosely with clean clothes.
• Fold the diaper below the level of the navel.
• Avoid buttons, coins, bandages or binders over the navel.
• Practice 24-hour rooming in, particularly in health care facilities. 
• Encourage skin to skin contact between the baby and the mother to promote 

colonization with non-pathogenic bacteria from the mother’s skin flora.
• Support early and frequent breastfeeding which provides the new baby with antibodies 

to help fight infections. 

Signs of infection around the umbilical cord stump
• It appears red and swollen around the cord stump.
• The cord stump continues to bleed.
• It oozes yellow pus.
• It produces a foul-smelling discharge.
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Signs that a newborn baby requires immediate referral to a health facility 
A baby presenting any of these danger signs should quickly be rushed to a health facility 
for skilled health care. 
• The baby is very small, less than 2 500 grammes or born earlier than 32 weeks.
• The newborn baby has an infected umbilical cord stump. 
• The baby is too warm with a temperature greater than 38°C, or too cold with a 

temperature less than 35.5°C.
• A child who does not breastfeed.
• A newborn baby who vomits everything.
• The baby has many skin pustules.
• The child does not pass urine or stool in 24 hours.
• The child experiences convulsions. 
• The baby is very sleepy or has difficulty waking up.

Benefits of kangaroo mother care19 
• Kangaroo mother care (KMC) is the practise 

of providing continuous skin-to-skin contact 
between the mother and baby. 

• Benefits of KMC are around the baby’s feeling 
of safety, warmth and comfort which relate to 
bonding. As a result, the baby becomes calmer 
and less stressed, therefore impacting positively 
on brain and emotional development. 

• KMC regulates the baby’s heart rate, breathing 
and temperature.

• KMC improves the child’s head circumference, 
growth and weight.

• It stabilizes the newborn baby’s organ function 
and self-regulation abilities. 

• KMC facilitates better sleep patterns.
• KMC also helps prevent nosocomial infections. 
• Bonding results in more milk production by the mother and thus enables exclusive 

breastfeeding and improved nutrition for the child.
• The babies are more alert after 6 months and their mothers are more attuned to the 

infant’s cues. 
• Mothers enjoy a shorter hospital stay. 

19 Chan, Grace J, Bina Valsangkar, Sandhya Kajeepeta, Ellen O Boundy, and Stephen Wall. 2016. “What is kangaroo mother care? 
Systematic review of the literature.” Journal of Global Health 6 (1): 010701. doi:10.7189/jogh.06.010701. http://dx.doi.org/10.7189/ 
jogh.06.010701.
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Topic 13: Healthy timing and spacing of pregnancy 

Lesson objectives 
 By the end of this lesson, participants should be able to:
• state the benefits of Healthy Timing and Spacing of Pregnancy (HTSP).
• discuss opportunities to deliver the HTSP information. 

Training methodology 
This	is	a	sensitive	topic	therefore	you	will	need	to	create	a	suitable	environment	and	create	a	
participatory	forum.

•	 Ask	the	participants:	
»	 What	is	the	opinion	of	the	women	in	the	community	regarding	the	number	of	children	

they	desire	to	have?	Why?
»	 What	is	the	opinion	of	men	regarding	the	number	of	children	they	desire	to	have?	Why?
»	 What	is	the	optimal	period	for	child	spacing	in	communities	in	Somalia?

•	 Write	down	their	responses	on	flip	chart	paper	or	on	the	board.
•	 Let	 the	participants	discuss	whether	or	not	 they	are	 in	 favour	of	having	 fewer	or	many	

children.	
•	 Give	 the	 participants	 15-20	 minutes	 to	 discuss	 the	 views	 presented.	 Do	 not	 add	 your	

opinion.	Just	listen.	
•	 Review	the	key	messages	booklet	on	the	page	on	healthy	timing	and	spacing	of	pregnancies.	
•	 Divide	the	participants	into	3	groups,	and	assign	them	the	following	tasks:

» Group 1:	Benefits	of	practicing	HTSP	to	the	newborn
» Group 2:	Benefits	of	practicing	HTSP	to	mothers	
» Group 3:	Benefits	of	practicing	HTSP	to	fathers	or	family	members	and	the	community.	

•	 Discuss	and	summarise	the	session.

Training duration
 45 minutes 

Training resources
 Flip chart paper, masking tape, marker pens, key messages booklet.
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Facilitator’s notes 

Healthy timing and spacing of pregnancy 
Healthy Timing and Spacing of Pregnancy (HTSP) is an intervention to help women and 
families make an informed decision about delaying the first pregnancy and then spacing 
or limiting of subsequent pregnancies in order to achieve the healthiest outcomes 
for women, newborns, infants and children within the context of free and informed 
contraceptive choice, taking into account fertility intentions and desired family size, as 
well as the social and cultural contexts. 

Opportunities to deliver the HTSP information
• As part of community-based health education and outreach sessions. 
• During mother support group meetings, sister-to-sister meetings and community 

event meetings. 
• During house visits, during screening of children for acute malnutrition, etc. 

Myths and facts surrounding HTSP 
• Myth: Religion does not allow for healthy timing and spacing of pregnancies. 
 Fact: The Koran states that mothers should breastfeed for 2 years. It would be 

impossible to breastfeed children upto 2 years, if healthy timing and spacing of 
pregnancy is not practiced.

• Myth: Women who practise child spacing through medical methods, may end up with 
secondary infertility. 

 Fact: There is no proven research that shows that family planning causes secondary 
infertility. 

Benefits on the healthy timing and spacing of pregnancy 

Benefits of HTSP Risks if HTSP is not practiced 

To the newborn baby 

• Newborns are more likely to be born 
strong and healthy. 

• Newborns may be breastfed for a 
longer period of time, which allows 
them to experience the health and 
nutritional benefits of breastfeeding. 

• Mother-baby bonding is enhanced by 
breastfeeding, which facilitates the 
child’s overall development.

• Mothers who are not caring for another 
young child under the age of three may 
be better able to meet the needs of 
their newborns. 

• Risk of newborn and infant mortality is 
higher. 

• There may be a greater chance of 
having a preterm low-birth-weight baby, 
or the baby may be born too small for 
its gestational age. 

• When breastfeeding stops before 
six months, the newborn does not 
experience the health and nutritional 
benefits of breast milk, and the mother-
baby bond may be diminished, which 
may affect the baby’s development.
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Benefits of HTSP Risks if HTSP is not practiced 

To the mother 

• The mother has a reduced risk of 
complications which are associated with 
closely spaced pregnancies. 

• She may have more time to take care 
of the baby if she does not have to deal 
with the demands of a new pregnancy. 

• She may breastfeed longer, which is 
linked to reduced risk of breast and 
ovarian cancer. 

• She may be more rested and well-
nourished so as to support the next 
healthy pregnancy. 

• She may have more time for herself, 
her children, and her partner, and to 
participate in educational, economic 
and social activities 

• She may have more time to prepare 
physically, emotionally, and financially 
for her next pregnancy. 

Women who experience closely spaced 
pregnancies are: 
• at increased risk of miscarriage. 
• more likely to have an abortion. 
• at greater risk of maternal death. 
• likely to suffer from osteoporosis later 

in life. 

To fathers 

• The wife may find more time to be with 
him, which may contribute to a better 
relationship. 

• Expenses associated with a new 
pregnancy will not be added to the 
expenses of the last-born child. 

• More time between births may allow 
a man time to plan financially and 
emotionally before the birth of the next 
child, if the couple plans to have one. 

• The stress from closely spaced 
pregnancies may prevent couples from 
having a fulfilling relationship. 

• If the mother is too tired from a new 
pregnancy and raising an infant, she 
may not have the time or energy to 
spend with her partner.
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Benefits of HTSP Risks if HTSP is not practiced 

To the family

• Families can devote more resources to 
providing their children with sufficient 
food, clothing, housing, and education.

• A new pregnancy requires money for 
antenatal care, better nourishment for 
the mother, saving for the delivery of 
the baby, and other costs associated 
with the needs of a new baby. 

• Illness or need for emergency care is 
more likely if the woman has closely 
spaced pregnancies. 

• Unanticipated expenses may lead to 
difficult financial circumstances or 
poverty. 

To the community

• HTSP is associated with reduced risk 
of death and illnesses among mothers, 
newborns, infants, and children, which 
can contribute to reduction in poverty 
and improvement in the quality of life 
for the community. 

• It may relieve the economic, social and 
environmental pressures from rapidly 
growing populations. 

• Lack of HTSP may result in a poorer 
quality of life for community residents, 
including increased medical expenses. 

• Economic growth may be slower, 
making it more difficult to achieve 
improvements in education, 
environmental quality, and health. 
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Module 3: Nutrition 

Topic 1: Understanding malnutrition 

Lesson objectives 
By the end of this lesson, participants should be able to:
• describe malnutrition.
• name the different types of malnutrition. 

Training methodology 
•	 Divide	the	participants	into	4	groups.	Task	each	group	to	discuss	the	following:	

» Group 1:	Define	and	discuss	nutrition,	macronutrients	and	micronutrients
» Group 2:	Discuss	malnutrition	and	its	different	forms
» Group 3:	Discuss	the	causes	of	malnutrition	
» Group 4:	Identify	ways	of	preventing	malnutrition	

•	 Lead	the	groups	in	making	plenary	presentations.	
•	 Summarise	the	session	

Training duration
 30 minutes

Training resources
The key messages booklet, masking tape, flip chart paper, marker pens, child 
MUAC tapes, adult MUAC tapes.

Facilitator’s notes 

Defining nutrition20 
• Nutrition is the entire process from obtaining food and consuming it, to absorbing 

the nutrients and energy from it. The intake of food, considered in relation to the 
body’s dietary needs, is one of the foundations of good health throughout a person’s 
lifetime. Nutrition encompasses the process by which people: 
» obtain adequate types and amounts of food required to meet the nutrient needs 

for the body’s maintenance, growth and activity. 

20 World Food Programme, Nutrition Division (2018) Food and Nutrition Handbook.
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» prepare food for consumption.
» consume food.
» absorb nutrients and energy from the food that was consumed. 

• Good nutrition is not just about getting enough food, but also about ensuring the 
right nutrients enter the body, for example through breastfeeding infant and young 
children, giving them a varied diet and ensuring that nutrients be absorbed in the 
body. Good nutrition also emphasises food handling safety and hygiene to prevent 
diarrhoeal diseases. 

• All food is made up of nutrients. The body uses nutrients to:
» build and repair damaged tissue.
» produce energy. 
» perform bodily actions in order to remain healthy. 

• For good nutrition, the body needs a combination of nutrients, distinguished into two 
categories:
» Macronutrients include carbohydrates, proteins and fats. Macronutrients are 

consumed in relatively large quantities since they supply all the energy needed by 
the body and form the bulk of the diet. The macro nutrients are: Proteins help the 
body to grow and repair worn out tissues. They are known as body-building foods. 
Carbohydrates give the body energy to work and are known as energy-giving 
foods. Fats are essential for the development of healthy cells. They give energy 
and strength, so that people can work hard. 

» Micronutrients include vitamins and minerals, and trace elements. They are 
only needed in small amounts. The micro nutrients are: Minerals perform different 
functions like building strong bones and for proper functioning of the brain. Some 
minerals are used to make hormones or maintain a normal heartbeat. Examples of 
minerals are: calcium, phosphorous, zinc and magnesium. Vitamins are needed in 
small quantities to sustain life. We get vitamins from food and other sources. For 
example sunlight is a source for Vitamin D. Vitamins help to strengthen bones, heal 
wounds, and boost the immune system. They also convert food into energy, and 
repair cellular damage because the human body either may or may not produce 
enough vitamins required by the body. 

» Water is not a nutrient, but it is essential for normal body function. Our bodies, the 
cells, organs and tissues require water to regulate body temperature and maintain 
other bodily functions. The body loses water through breathing, sweating and 
digestion. We rehydrate by drinking fluids and eating foods that contain water.

Malnutrition
• Malnutrition occurs when nutrient and energy intake does not meet or exceeds, an 

individual’s requirements to maintain growth, immunity and organ function.
• Overnutrition is the over consumption of nutrients and energy to the point where 

health is adversely affected. Overnutrition can result in being overweight and obesity, 
as well as suffering from nutrition-related non-communicable diseases. 
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• Undernutrition occurs when the intake or absorption of energy of one or more 
nutrients (protein and/or micro nutrients) is less than required. Undernutrition can 
result in chronic malnutrition, acute malnutrition and/or micronutrient deficiencies.

Forms of undernutrition
• Acute malnutrition occurs as a result of recent rapid weight loss (or, in children, 

it may be the result of failure to gain weight. Acute malnutrition is associated with 
increased morbidity and mortality. Acute malnutrition is further distinguished into 
moderate acute malnutrition (MAM) and severe acute malnutrition (SAM). 

• Chronic malnutrition develops as a result of inadequate nutrition, repeated 
infections, or both. It is associated with poor cognitive development, poor learning 
and limited productivity. It accumulates over time, in particular during the first 1 000 
days. Stunting is an indicator of chronic malnutrition. 

• Micronutrient deficiency (MND) is a shortage of essential vitamins or minerals. 
People who suffer from MND may not show any signs or symptoms, so it is sometimes 
referred to as hidden hunger. Worldwide, iron, vitamin A and iodine are the three 
most common MNDs. Children and PLW are most vulnerable to MNDs.

Causes of malnutrition21 
Immediate causes of malnutrition 
These are:
• disease 
• inadequate diet at the household level. 

Underlying causes of malnutrition
There are 3 major underlying causes of malnutrition:
• Inadequate household food security: limited access and availability of food.
• Care practices: inadequate social and environmental care in the household and local 

community, especially with regard to women and children.
• Health care and health: Limited access to adequate health services and/or inadequate 

environmental health conditions, including access to safe water and sanitation 
facilities. 

Basic causes of malnutrition 
These are attributed to:
• social and cultural practices at the community or societal level
• socio-political environment, governance and leadership capacity
• financial resources, knowledge and education. 

21 World Food Programme, Nutrition Division (2018) Food and Nutrition Hand book.
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22 This topic references the: UNICEF ( 2013) Community Infant and Young Child Feeding Counselling package. 

Topic 2: Nutritional requirements for the child  
aged 0-6 months22 

Lesson objectives 
By the end of this lesson, participants should be able to:

• define exclusive breastfeeding.
• state the risks of giving artificial feeding. 
• state the benefits of early initiation of breastfeeding and exclusive breastfeeding.

Training methodology 
•	 Review	the	objectives	of	the	session.
•	 Divide	the	participants	into	4	groups.	
•	 Set	out	4	flip	chart	papers	around	the	room	with	the	following	titles:

»	 Importance	of	breastfeeding	to	the	infant
»	 Importance	of	breastfeeding	to	the	mother
»	 Importance	of	breastfeeding	to	the	family
»	 Importance	of	breastfeeding	to	the	community/nation

•	 Each	group	will	be	given	3	minutes	at	each	flip	chart	paper	to	write	as	many	points	as	they	
can	think	of,	without	repeating	those	already	listed.	

•	 Then	the	groups	will	rotate	to	the	next	flip	chart	paper	and	repeat	the	exercise.	
•	 Review	the	group	work	through	plenary	sessions.	
•	 Summarise	the	session.	

Training duration
 2 hours 

Training resources
Flip chart paper, marker pens, masking tape, key messages booklet, different 
coloured manila paper.
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Facilitator’s notes 

Defining exclusive breastfeeding
• Exclusive breastfeeding means giving the infant no other food or drink, not even 

water, except breast milk for the first 6 months of life. This includes breast milk 
expressed by the mother or breast milk from a wet nurse.

• Exclusive breastfeeding includes giving oral drops or syrups consisting of vitamins, 
mineral supplements or medicines that are permitted. 

• Infants should be exclusively breastfed for 0-6 months (up to 180 days) of life. 

Defining artificial feeding 
Artificial feeding refers to feeding the infant with formula feeds with no breast milk.

Bottle-feeding 
Bottle-feeding refers to feeding of the child using a bottle, no matter what is in the 
bottle. 

Pre-lacteals 
• Pre-lacteals refer to anything given to the newborn before introduction of breast milk. 

This includes giving tea, honey, sugar waters given to the infant before introduction of 
breastmilk. 

• Giving pre-lacteals means the child is not receiving colostrum and this could hinder 
establishment of breastfeeding. 

Mixed feeding 
Mixed feeding refers to giving other liquids and/or other foods together with breast milk 
to infants under 6 months of age. 

Importance of breastfeeding 

Importance of breastfeeding to the child 
• Saves infants’ lives. 
• Breast milk is a whole food that covers all nutritional and fluid needs of the infant 

for the first 6 months and prevents stunting.
• Breast milk is clean, at the right temperature, easy to digest and nutrients are well 

absorbed.
• Colostrum is the golden first milk that contains antibodies that protect against 

diseases, especially against diarrhoea and respiratory infections.
• Breastfeeding helps in the development of the baby’s jaw and teeth. This is 

because suckling develops facial and jaw structure.
• Long- term benefits include - reduced risk of obesity and diabetes.
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• Frequent skin-to-skin contact between the mother and infant leads to bonding, 
better psychomotor, affective and social development of the infant. 

• Breast milk contains immunoglobulins therefore protecting the child from 
infections, including respiratory infections, diarrhoeal disease, ear infections, etc.

• Breast milk prevents children from having allergies and eczema. 

Importance of breastfeeding to the mother
• Exclusive breastfeeding is an effective natural contraceptive during the baby’s 

first 6 months.
• Islam also expects that mothers breastfeed for up to 2 years which could translate 

into child spacing. Consequently, the mother has more time for herself, the other 
children and for her husband.

• Breastfeeding reduces the risk of bleeding after delivery. It facilitates the expulsion 
of the placenta as the baby’s suckling stimulates uterine contractions.

• Breastfeeding reduces the mother’s workload since there is no time involved in 
buying and preparing food for the baby.

• Immediate and frequent suckling prevents breast engorgement.
• Helps prevent breast and uterine cancer.

Importance of breastfeeding to the family
• Mothers and the children are healthier. 
• Minimal medical expenses due to the baby’s ill health because breastfeeding 

prevents diseases by improving the immunity of the child.
• There are no expenses involved in buying other milk, firewood or other fuel, or 

utensils for the baby. 
• Births are spaced if the mother is exclusively breastfeeding for the first six months, 

day and night, and if her menses have not returned.
• Time-saving since less time is used in purchasing and preparing other milk, 

collecting water and firewood, and there is reduced incidences of illness that may 
require trips for medical treatment. 

Risks of artificial feeding 
Note:	The	younger	the	infant	is,	the	greater	these	risks.	

• Greater risk of death. A baby who is not breastfed is 14 times more likely to die than 
a baby who has been exclusively breastfed for the first 6 months.

• Infant formula has no antibodies to protect the child against illness. The mother’s body 
produces breast milk with antibodies that protect the child from specific illnesses in 
their environment.
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• Newborn babies who are not breastfed do not receive their “first immunisation” from 
colostrum.

• Such infants struggle to digest formula which is not the best food for babies.
• The babies who undergo artificial feeding have frequent diarrhoea, and fall ill more 

often and more seriously. Indeed, mixed-fed infants who are less than 6 months old 
and who receive contaminated water, formula and foods are at higher risk.

• Such babies have frequent respiratory infections.
• They are at a greater risk of undernutrition, especially for younger infants.
• Children who undergo artificial feeding are more likely to become malnourished 

because their family may not be able to afford enough formula.
• This means that they are at an increased risk of underdevelopment, such as retarded 

growth, being underweight, stunting, and wasting due to infectious diseases such as 
diarrhoea and pneumonia.

• There is poor bonding between mother and infant, meaning that the infant is likely to 
feel insecure.

• Infants who are artificially fed are more likely to score low on intelligence tests and 
may have more difficulty learning at school.

• They are also more likely to be overweight. 
• They also have greater risk of heart disease, diabetes, cancer, asthma and dental 

decay later in life.

Children who undergo mixed feeding:
• Have a higher risk of death.
• Fall ill more often and more seriously, especially with diarrhoea: due to contaminated 

milk and water.
• Are more likely to become malnourished because the gruel they are given has little 

nutritional value, and the infant formula is often diluted. Both displace the more 
nutritious breast milk.

• Tend to get less breast milk because they suckle less, which then causes the mother 
to produce less milk.

• Suffer damage to their fragile guts from even small amounts of anything other than 
breast milk. 

• Are more likely to be infected with HIV if their mother is HIV-positive, than an infant 
who is exclusively breastfed. This is because their guts are damaged by other liquids 
and foods, thus allowing the HIV virus to enter their systems more easily.
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Topic 3: Recommended breastfeeding practices 

Lesson objectives 
By the end of this lesson, participants should be able to:
• name at least six recommended breastfeeding practices.
• state four signs of good attachment of the child to the breast.
• state four signs of good positioning during breastfeeding.

Training methodology
•	 Write	the	11	recommended	breastfeeding	practices	on	manila	paper	of	different	colours	or	

on	flip	chart	paper.	
•	 First,	write	 an	 example	 of	 a	 recommended	breastfeeding	 practice	 such	 as:	 Initiation	 of	

breastfeeding	within	the	first	hour	of	birth.	Tape	it	on	the	wall.
•	 Distribute	previously	printed	pictorials	of	the	human	breast.	
•	 Ask	the	participants	to	sketch	the	human	breast	on	flip	chart	paper	and	to	label	the	parts	

of	the	human	breast.	
•	 Divide	the	participants	into	3	groups	

»	 Ask	each	group	to	discuss	and	name	the	other	recommended	breastfeeding	practices.
»	 After	10	minutes,	gather	the	participants	and	ask	each	group	to	name	a	recommended	

breastfeeding	practice.	
»	 As	 they	mention	 a	 recommended	 breastfeeding	 practice,	 give	 each	 group	 a	 card	 on	

which	that	practice	is	written.	They	should	tape	it	on	the	wall	underneath	the	already	
mentioned	breastfeeding	practices.	Probe	the	importance	of	each	practice.	

•	 When	discussing	the	breastfeeding	practice	on	‘good	attachment	of	the	child	to	the	breast	
and	good	positioning’,	take	the	opportunity	to	explain	the	anatomy	of	the	breast	and	how	
good	attachment	eases	the	flow	of	breast	milk.	

•	 Probe	the	groups	until	all	the	recommended	breastfeeding	practices	are	mentioned	and	
taped	to	the	wall.	

•	 Leave	the	recommended	practices	posted	on	manilla	paper	or	flip	chart	paper	to	the	end	
of	the	training.

•	 Discuss	and	summarise	the	session.	

Training duration
 30 minutes 

Training resources
 Flip chart paper, marker pens, masking tape, key messages booklet.

Prior preparation: Print	 out	 pictures	 of	 the	 anatomy	 of	 the	 human	 breast.	 Write	 the	 11	
recommended	breastfeeding	practices	on	manilla	paper	of	different	colours	or	on	flip	chart	paper.
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Facilitator’s notes

Anatomy of the human breast 

1. Place the newborn baby skin-to-skin with the mother immediately after birth.
• Placing the infant skin-to-skin helps in stimulating the “let down reflex” of the 

colostrum/ first milk.
• Colostrum is the first, thick, yellowish milk that helps protect the baby from illnesses. 
• There may be no visible milk in the first hours. Some women can take a day or 

two to experience the “let down reflex” and secrete the first milk. It is important to 
continue putting the baby to the breast to stimulate milk production. 

• Frequent skin-to-skin contact between the mother and infant leads to bonding, 
better psychomotor, effective and social development of the infant. 

• When the mother holds her newborn skin-to-skin immediately after birth, it helps 
the mother and baby to bond. It also stimulates the baby’s brain development and 
helps the baby to reach the breast easily. 

2. Initiate breastfeeding within the first hour of birth: 
• The first milk is called colostrum. This milk is yellow and full of antibodies which 

protect your baby from diseases. 
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• Colostrum provides the first immunisation against many diseases such as diarrhoea, 
respiratory infections, ear infections 

• Colostrum also aids in healing of the umbilical cord stump. 
• Breastfeeding frequently from birth helps the baby to learn to attach and helps 

prevent breast engorgement and other complications. 
• Give the newborn baby only the breast. Do not give them any water, infant formula, 

or other foods or liquids. 
3. Breastfeed frequently, both day and night: for the first few days, the baby may 

feed 2 to 3 times a day. If the baby is still sleepy on day 2, the mother may 
express some colostrum and give it to the baby using a cup.
• After the first few weeks, most newborns want to breastfeed frequently, about 8 to 

12 times a day. Frequent breastfeeding helps to produce lots of breast milk. 
• Once breastfeeding is well established, breastfeed 8 or more times, day and night, 

to continue to produce plenty of breast milk. If the baby is well attached, contented 
and gaining weight, the number of feeds is not important.

• More suckling, with good attachment, helps the mother to produce more breast milk. 
4. Exclusively breastfeed (no other food or drink) from 0 to 6 months. 

• Breast milk is all the food a baby needs for the first 6 months.
• Do not give anything else to the infant below 6 months, not even water. 
• Breast milk contains all the water a baby needs, even in hot climate.
• Giving water will fill up the infant and cause less suckling, which in turn will cause 

the mother to produce less breast milk. 
• Water and other liquids and foods given to an infant less than 6 months can cause 

diarrhoea. 
5. Breastfeed frequently, both day and night.

• Breastfeed at least 8-12 times in a day. 
• The more the mother breastfeeds, the more breast milk is produced.

6. Breastfeed on demand, every time the baby asks to breastfeed
• Crying is a late sign of hunger. 
• The early signs that the baby wants to breastfeed include:

» restlessness 
» opening the mouth and turning the head from side to side
» sticking the tongue in and out of the mouth
» sucking on fingers or fists. 

7. Let the infant finish one breast and come off by themselves before switching to 
the other breast
• Switching back and forth from one breast to the other prevents the infant from 

getting the nutritious “hind milk”.
• The fore milk has more water content and quenches the infant’s thirst, whereas the 

hind milk has more fat content and satisfies the infant’s hunger. 
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8. Ensure good positioning and attachment.
 The four signs of good positioning are:

• The baby’s body should be straight.
• The baby’s body should face the breast. 
• The baby should be close to the mother.
• The mother should support the baby’s whole body and not just the neck. She 

should use her hand and forearm.

 The four signs of good attachment are: 
• The baby’s mouth is wide open.
• The baby’s lower lip is turned out. 
• The baby’s chin is touching the breast. 
• More areola is showing above than below the nipple. 

Poor attachment

Good attachment
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 How to ensure good attachment: 
• To begin attaching the baby, the mother’s nipple should be aimed at the baby’s 

nose.
• When the baby opens their mouth wide, bring them onto the breast from below, 

rather than approaching the breast straight on.
• Show the mother how to hold her breast with her fingers in a C-shape. The thumb 

should be above the areola and the other fingers below. The fingers need to be flat 
against the chest wall to avoid getting in the baby’s way. Make sure that the fingers 
are not too close to the areola so that the baby can get a mouthful of the breast. 
Fingers should not be in a “scissor hold” because this method tends to put pressure 
on the milk ducts and can take the nipple out of the infant’s mouth.

• Explain how the mother should touch her baby’s lips with her nipple, so that the 
baby opens their mouth

• Explain that the mother should wait until her baby’s mouth is wide open.
• Explain how to quickly move the baby to her breast. She should aim her baby’s 

lower lip well below her nipple, so that the nipple goes to the top of the baby’s 
mouth and the baby’s chin will touch her breast. The baby should approach the 
breast with nose to nipple, not mouth to nipple.

9. Continue breastfeeding until 2 years of age or longer
• Breast milk contributes a significant proportion of energy and nutrients during the 

complementary feeding period, from 6 months up to 2 years and beyond.
• This helps protect babies from illnesses. 

10.  Continue breastfeeding when the infant or mother is ill.
• Breastfeed more frequently during and after a child’s illness, including diarrhoea.
• The nutrients and immunological protection of breast milk are important to the 

infant when the mother or infant is ill. 
• Breastfeeding provides comfort to a sick infant. 

11.  Mother needs to eat and drink to satisfy her hunger and thirst
• No single special food or diet is required to provide sufficient quantity or quality of 

breast milk.
• No foods are forbidden. 
• Mothers should be encouraged to eat more food to maintain their own health, by 

having two extra meals or snacks each day.

•	 Reflect	on	when	and	where	counselling	on	recommended	breastfeeding	practices	
can	occur.	

•	 Ask	the	participants	to	think	about	when	community	health	workers	can	counsel	
mothers	on	recommended	breastfeeding	practices	from	pregnancy	up	to	6	months	
postpartum.

•	 Discuss	 and	 reflect	 on	 when	 and	 where	 health	 education	 and	 counselling	 on	
recommended	breastfeeding	practices	can	occur.	
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Topic 4: Common breastfeeding difficulties 

Lesson objectives 
By the end of this lesson, participants should be able to:
• name the common breastfeeding difficulties.
• explain some of the ways to prevent mastitis, sore or cracked nipples, and breast 

engorgement. 
• explain some of the ways to manage mastitis, sore or cracked nipples, and breast 

engorgement. 

Training methodology
•	 Prepare	4	flip	chart	papers,	with	titles	as	shown	below:

»	 Signs	and	symptoms	of	breast	engorgement
»	 Signs	and	symptoms	of	mastitis	
»	 Signs	and	symptoms	of	sore	or	cracked	nipples	
»	 Signs	that	child	is	not	getting	enough	milk	(whether	it	is	perceived	by	the	mother	or	it	is	

real)
•	 Divide	the	participants	into	4	groups.	Each	group	has	3	minutes	at	each	flip	chart	paper	to	

write	as	many	points	as	they	can	think	of,	without	repeating	those	already	listed.
•	 The	groups	 rotate	 to	 the	next	flip	chart	paper	and	 the	exercise	 is	 repeated	until	all	 the	

groups	have	had	a	turn	at	each	flip	chart	paper.	
•	 During	 the	 group	 presentations,	 lead	 the	 group	 work	 to	 identify	 the	 prevention	 of	 the	

common	breastfeeding	difficulties	and	what	needs	to	be	done	for	the	identified	common	
breastfeeding	difficulties.	

•	 Discuss	and	summarise	the	session.	

Training duration
 1 hour and 30 minutes

Training resources
 Flip chart paper, marker pens, masking tape

Prior preparation: Print	 pictures	 in	 colour	 of	 engorged	 breasts,	 breasts	 suffering	 from	
mastitis,	sore	or	cracked	nipples.	
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Facilitator’s notes 

Common breastfeeding difficulties 
Breastfeeding difficulty Prevention What to do

1. Breast engorgement 

Photo by Mwate Chintu

Symptoms
• occurs in both breasts
• swelling of the breasts
• tenderness of the breasts
• The breast feels warm on touch. 
• slight redness
• pain
• skin is shiny, tight and the nipple is 

flattened and difficult for the baby 
to attach

• often occurs between the third 
and fifth day after birth (when milk 
production increases dramatically 
and suckling is not yet established)

• Put baby skin-to-skin 
with mother

• Start breastfeeding 
within an hour of 
birth

• Ensure good 
attachment

• Breastfeed 
frequently on 
demand, day and 
night, 8 to 12 times a 
day.

Note:	In	the	first	day	or	
two	the	baby	may	only	
feed	2	to	3	times	a	day

• Improve attachment 
• Breastfeed more frequently 
• Gently stroke the breasts to help 

stimulate milk flow
• Press around the areola to reduce 

swelling, and to help baby to attach
• Offer both breasts to the infant
• Express milk to relieve pressure until 

the baby can suckle
• Apply warm compresses to help the 

milk flow before expressing
• Apply cold compresses to breasts to 

reduce swelling after expression

2. Sore or cracked nipples

Photo by F. Savage King

Symptoms
• breast or nipple pain
• cracks across the top of the nipple 

or around the base 
• occasional bleeding of the nipple
• May become infected. 

• Ensure good 
attachment 

• Do not use feeding 
bottles (the suckling 
method is different 
from breastfeeding 
so it can cause 
‘nipple confusion’) 

• Do not stop breastfeeding
• Improve attachment by ensuring that 

the baby comes onto the breast from 
underneath and is held close.

• Begin to breastfeed on the side that 
hurts less.

• Change breastfeeding positions.
• Let the baby come off breast by 

themselves. 
• Apply drops of breast milk to the 

nipples. 
• Do not use soap or cream on the 

nipples.
• Do not wait until the breast feels full 

before breastfeeding.
• Do not use feeding bottles.
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Breastfeeding difficulty Prevention What to do

3. Plugged ducts and mastitis

Photo by F. Savage King

Symptoms of plugged ducts
• lumpy breasts
• tenderness of the breasts
• localized redness
• mother feels well, with no fever

Symptoms of mastitis
• hard swellings on the breasts
• severe pain 
• redness in one area 
• the mother generally does not feel 

well
• the mother has fever 
• sometimes the baby refuses to 

breastfeed as the milk tastes more 
salty than usual

• Get support from the 
family to perform 
chores that do not 
include infant care

• Ensure good 
attachment

• Breastfeed on 
demand and let 
the infant come 
off the breast by 
themselves.

• Avoid holding the 
breast in a ‘scissor 
hold’.

• Avoid wearing tight 
clothing.

• Do not stop breastfeeding. If the 
breast milk is not removed the risk of 
abscesses increases. Let the baby feed 
as often as they want to.

• Apply warm water or a hot towel on the 
breast. 

• Hold the baby in different positions, so 
that the baby’s tongue or chin is close 
to the site of the plugged duct. The 
baby’s tongue or chin will massage the 
breast and release the milk from that 
part of the breast. 

• Ensure good attachment by the baby.
• For plugged ducts, apply gentle 

pressure to the breast with the palm, 
rolling fingers towards the nipple. 
Express milk or let the baby feed every 
2-3 hours, day and night.

• The mother should rest.
• The mother should drink more liquids.
• If there is no improvement in 24 hours, 

refer patient to a health facility.
• If mastitis, express the breast if it’s too 

painful to suckle the baby.
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Breastfeeding difficulty Prevention What to do

Not enough milk perceived by the 
mother
• The mother believes that she 

does not produce enough milk. 
• The baby is restless or 

unsatisfied.

Real “not enough” breast milk
• The baby is not gaining weight. 

The trend line on the growth chart 
for the infant who is less than 6 
months is flat or slopes downward

• Infants after day 4 up to 6 weeks 
should pass urine at least 6 times 
a day, and pass stool 3-4 times a 
day. 

• Put the baby skin-to-
skin with the mother 

• Start breastfeeding 
within an hour of 
birth 

• Ensure good 
attachment 

• Encourage frequent 
demand feeding 

• Let the baby come 
off the breast first 

• Breastfeed 
exclusively, day and 
night 

• Encourage use 
of suitable family 
planning methods

• First evaluate if the baby is getting 
enough breast milk or not by checking 
the baby’s weight, urine and stool 
output. If the baby has poor weight 
gain, refer both the mother and the 
baby to a health facility. 

• Listen to the mother’s concerns and 
why she thinks she does not produce 
enough milk 

• Assess if there is a clear cause of 
difficulty in breastfeeding, for instance 
having a poor breastfeeding pattern, 
the mother’s mental condition, or if the 
baby or mother is ill. 

• Build the mother’s confidence and 
reassure her that she can produce 
enough milk.

• Explain what the difficulty may be due 
to growth spurts that occur around 3 
weeks, 6 weeks, and 3 months, or due 
to cluster feeding instead of feeding on 
demand.

• Explain the importance of removing as 
much breast milk as possible from the 
breast, 

• Check and improve on the baby’s 
attachment. 

• Suggest stopping any supplements 
being given to the baby. Advise that 
the baby should be given no water, 
formula, tea or liquids. 

• Avoid separation of the mother and 
baby, and extensive care of the baby 
by others. The mother should express 
breast milk when away from baby. 

• Suggest improvements to the baby’s 
feeding pattern. Feed the baby 
frequently on demand, day and night. 
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Topic 5: Nutritional requirements for the child aged 6 months 
to 24 months23 

Lesson objectives
By the end of this lesson, participants should be able to:
• state the benefits of continued breastfeeding for children aged 6 months to 2 years. 
• state the recommended complementary feeding practices. 
• describe active and responsive feeding.
• classify the different types of locally available foods in various food groups. 

Training methodology 
•	 Review	the	objectives	of	the	session.
•	 Ask	the	participants:	How	much	energy	is	provided	by	breast	milk	for	an	infant	or	young	

child:
»	 aged	0	up	to	6	months?
»	 aged	6	up	to	12	months?	
»	 aged	12	moths	up	to	24	months?	

•	 Demonstrate	the	same	information	using	three	transparent	glasses	or	transparent	water	
bottles:	
» Bottle 1	–	completely	full
» Bottle 2	–	half	full	
» Bottle 3	–	one	third	full.	

•	 Brainstorm	the	definition	of	complementary	feeding.	
•	 Brainstorm	with	participants	the	questions:	

»	 What	are	the	characteristics	of	complementary	feeding?
»	 What	should	the	food	for	complementary	feeding	look	like?

•	 Probe	until	the	below	characteristics	are	identified:
»	 A:	Age	of	the	infant	or	young	child	
»	 F:	Frequency	of	the	feeding	
»	 A:	Amount	of	food	
»	 T:	Texture	(thickness/consistency	of	the	food)
»	 V:	Variety	of	the	foods
»	 R:	Response	feeding	
»	 H:	Hygiene	

•	 Now	divide	the	participants	into	3	groups.	

23 UNICEF ( 2013) Community Infant and Young Child Feeding Counselling package.
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•	 Prepare	three	flip	chart	papers	with	a	table	like	the	one	shown	below:	

Age Frequency Amount Texture 
(thickness/
consistency)

Variety of food

6	months
6-9	months
9-12	months
12-24	months

•	 Distribute	 pieces	 of	 paper	with	 the	 chart	 content	 of	 the	 recommended	 complementary	
feeding	practices	content	to	the	3	groups.	

•	 Ask	the	3	groups	to	fill	in	their	flip	chart	content,	taping	or	sticking	their	pieces	of	paper	in	
the	appropriate	box	on	the	flip	chart	paper.	

•	 Ask	one	group	to	explain	their	entries	on	the	flip	chart.	
•	 Ask	the	second	and	the	third	groups	to	make	additional	comments	and	rearrange	contents	

accordingly.
•	 Ask	the	participants:	Which	locally	available	foods	contain	iron	and	which	ones	are	rich	in	

vitamin	A?	
•	 Review	the	training	resources	on	complementary	feeding	practices	and	compare	with	the	

flip	chart	papers	filled	in	by	the	groups.	
•	 Discuss	and	summarise	the	session.

Training duration
 2 hours 

Training resources
Flip chart paper, masking tapes, marker pens, 3 transparent water glasses or 
water bottles, some water, and key messages booklets.

Prior preparation: Prepare	 coloured	 manilla	 papers	 with	 content	 on	 recommended	
complementary	feeding	practices.	

Facilitator’s notes 

Energy 
• From 0 up to 6 months, breast milk supplies all the energy needs of a child.
• From 6 up to 12 months, breast milk continues to supply about half of the energy 

needs of a child. The other half of the child’s energy needs are fulfilled by giving the 
child complementary foods.
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• From 12 up to 24 months, breast milk continues to supply about one third of the 
energy needs of a child. Two-thirds of the child’s energy needs are fulfilled by giving 
the child complementary foods. 

• Besides providing essential nutrition, breastfeeding continues to:
» be a very important part of the child’s diet. 
» provide protection to the child against many illnesses, and provides closeness, 

comfort and bonding that helps in emotional development. 

Defining complementary feeding
• Complementary feeding means giving other foods in addition to breast milk to an 

infant older than 6 months.
• At 6 months, breast milk is no longer sufficient to meet the child’s nutritional needs 

and therefore other foods should be given alongside breast milk. 
• The other foods given are called complementary foods.

Characteristics of complementary feeding 
• A: Age of the young child/ infant 
• F: Frequency of foods
• A: Amount of foods
• T: Texture (thickness/consistency)
• V: Variety of foods
• R: Responsive feeding
• H: Hygiene
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Recommendations for complementary feeding
Age Recommendations

Frequency (per 
day)

Amount of food 
an average child 
will usually eat 
at each meal (in 
addition to breast 
milk)

Texture (thickness/ 
consistency)

Variety of foods 

Start 
complementary 
foods when baby 
reaches 6 months

2 to 3 meals, 
plus frequent 
breastfeeds

Start with 2 to 3 
tablespoons.
Start with tiny 
amounts for the 
child to taste, and 
gradually increase 
the amount of food 
given. 

Thick porridge or 
pap

Breastfeed as 
often as the child 
wants)

+
Animal source 
foods, such as 
meat, chicken, 
fish, liver, eggs 
and milk

+
Staples such 
as maize, rice, 
millet, sorghum, 
cassava and 
potatoes 

+
Legumes such 
as beans, lentils, 
peas, groundnuts 
and seeds

+
Fruits or 
vegetables, 
such as mango, 
papaya, passion 
fruit, dark green 
vegetables, 
watermelon, 
avocado and 
tomatoes

+ 
Micronutrient 
powders 

From 6 up to 9 
months

2 to 3 meals 
plus frequent 
breastfeeds
1 to 2 snacks may 
be offered

2 to 3 
tablespoonfuls per 
feed
Increase gradually 
to half (½) 250 ml 
cup/bowl

• Thick porridge or 
pap

• Mashed or pureed 
family foods

From 9 up to 12 
months

3 to 4 meals plus 
breastfeeds
1 to 2 snacks may 
be offered

Half (½)
250 ml cup/bowl

• Finely chopped 
family foods

• Finger foods
• Sliced foods

From 12 up to 24 
months

3 to 4 meals plus 
breastfeeding
1 to 2 snacks may 
be offered

Three-quarters (¾) 
to 1
250 ml cup/bowl

• Sliced foods
• Family foods
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Age Recommendations

Frequency (per 
day)

Amount of food 
an average child 
will usually eat 
at each meal (in 
addition to breast 
milk)

Texture (thickness/ 
consistency)

Variety of foods 

A child who is less 
than 24 months, 
but is not breastfed

Add 1 to 2 extra 
meals
1 to 2 snacks may 
be offered

Same as above 
according to age 
group

Same as above 
according to age 
group

Same as above,
in addition; 
1 to 2 cups of 
milk per day

+
2 to 3 cups 
of extra fluid 
especially in hot 
climates

Active or 
responsive feeding, 
that is, being alert 
and responsive to 
the baby’s signs 
that they are ready 
to eat.
Encourage, but do 
not force the baby 
to eat.

• Be patient and actively encourage the baby to eat more food
• If the young child refuses to eat, encourage them repeatedly. Try holding the child 

in your lap during feeding, or face them while they are sitting on someone else’s 
lap.

• Offer new foods several times. Children may not like or accept new foods in the 
first few tries.

• Feeding times are periods of learning and love. Interact and minimize distraction 
during feeding.

• Do not force-feed.
• Help the child to eat.

Hygiene • Feed your baby using a clean cup and spoon. Never use a bottle as this is difficult 
to clean and may cause your baby to get diarrhoea.

• Wash your hands with soap and water before preparing food, before eating, and 
before feeding young children.

• Wash your child’s hands with soap before they eat.

Different types of locally available foods 
Animal source foods
Includes flesh foods such as meat, 
chicken, fish, liver, and eggs and milk 
and other milk products.
Note: Animal	source	foods	should	be	
started	at	6	months.

Legumes 
Legumes such as beans, lentils, peas, 
groundnuts, and seeds such as sesame.
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Vitamin A-rich fruits and vegetables
For example mango, papaya, passion 
fruit, dark green leafy vegetables, 
carrots, yellow-fleshed sweet potato 
and pumpkin. Other fruits and 
vegetables such as banana, pineapple, 
avocado, watermelon, tomatoes, 
eggplant and cabbage.
Note: Include	locally	available	wild	fruits	
and	other	plants. 

Staples
Grains such as maize, wheat, rice, millet 
and sorghum, and roots and tubers 
such as cassava and potatoes.

Complementary feeding difficulties and possible counselling discussion 
points 
Recommended 
complementary feeding 
practices 

Possible counselling discussion points 

After the baby reaches 
six months of age, add 
complementary foods such as 
thick porridge 2 to 3 times a 
day to the breastfeeding.

• Give local examples of first types of complementary foods such as 
staples, roots and tubers.

• If possible, use milk instead of water to cook the porridge. 
• Breast milk can be used to moisten the porridge.

As the baby grows older, 
increase feeding frequency, 
amount, texture and variety

• Gradually increase the frequency, the amount, the texture and the 
variety of foods, especially animal source foods.

From ages 6 - 9 months, 
continue breastfeeding and 
add 2 to 3 meals, and offer 1 
to 2 snacks per day.

• Start with 2 to 3 tablespoonfuls of cooked porridge or mashed foods 
such as cereals and food cooked for the family.

• At 6 months these foods are more like ‘tastes’ than actual servings. 
• Make the porridge with milk, especially breast milk. Pounded 

groundnut paste or a small amount of oil may also be added. 
• Increase the ‘tastes’ to servings gradually, up to half (½) cup. (250 ml 

cup). Show the amount using a cup brought by the mother.
• Any food can be given to children older than 6 months, as long as it 

is mashed or chopped. Children do not need teeth to consume foods 
such as eggs, meat, and green leafy vegetables.
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Recommended 
complementary feeding 
practices 

Possible counselling discussion points 

Complementary feeding from 
ages 9 -12 months.

Breastfeed plus give 3 to 4 
meals, and offer 1 to 2 snacks 
per day.

• Give finely chopped, mashed foods, and finger foods.
• Increase gradually to ½ cup. (250 ml cup). Show amount in the cup 

brought by the mother.
• Animal source foods are very important and can be given to young 

children. Cook well and cut into very small pieces. 

Complementary feeding from 
12 to 24 months.

Give 3 to 4 meals and offer 
1 to 2 snacks per day, with 
continued breastfeeding.

• Give food from different food groups.
• Give three-quarter (¾) to one cup (250 ml cup/bowl). Show amount in 

cup brought by mother.
• Foods given to the child must be prepared and stored in hygienic 

conditions to avoid diarrhoea and illness.
• Food stored at room temperature should be used within 2 hours of 

preparation.

Give baby 2 to 3 foods from 
different food foods: staples, 
legumes, vegetables/fruits 
and animal foods at each 
serving. 

Try to give food from different food groups at each serving. For example:
• Animal source foods: flesh foods such as chicken, fish, liver, and eggs 

and milk and milk products (1 star* foods)
• Staples: grains such as maize, wheat, rice millet and sorghum and roots 

and tubers such as sweet potatoes, potatoes (2 star** foods)
• Legumes such as beans, lentils, peas, groundnuts and seeds such as 

sesame (3 star*** foods)
• Vitamin A-rich fruits and vegetables such as mango, papaya, passion 

fruit, dark-green leaves, carrots, yellow-fleshed sweet potatos and 
pumpkin, and other fruits and vegetables such as banana, pineapple, 
watermelon, tomatoes, avocado, eggplant and cabbage (4 star**** 
foods).

• Add a small amount of fat or oil to give extra energy. Additional oil will 
not be required if fried foods are given, or if the baby seems healthy or 
fat.

Continue breastfeeding for 
children aged two years and 
older.

• During the first and second years, breast milk is an important source of 
nutrients for the baby.

• Breastfeed between meals and after meals. Do not reduce the number 
of times the child is breastfed.

Be patient and actively 
encourage the baby to eat all 
of their food. 

• At first the baby may need time to get used to eating foods other than 
breast milk.

• Use a separate plate to feed the child to make sure they eat all the food 
given.

Wash hands with soap and 
water before preparing food, 
eating, and feeding young 
children. Wash the baby’s 
hands before eating.

• Foods intended to be given to the child should always be stored and 
prepared in hygienic conditions to avoid contamination, which can 
cause diarrhoea and other illnesses.

• Wash your hands with soap and water after using the toilet and 
washing or cleaning the baby’s bottom.

Feed the baby using a clean 
cup and spoon.

• Cups are easy to keep clean.

Encourage the child to 
breastfeed more and 
continue eating during illness, 
and provide extra food after 
illness.

• Fluid and food requirements are higher during illness.
• Children who have been sick need extra food and should be breastfed 

more frequently to regain the strength and weight lost during the 
illness.

• Take advantage of the period after illness when their appetite is back to 
make sure the child makes up for their loss of appetite when they were 
sick.
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Active or responsive feeding 

Active or responsive feeding means being alert and responsive to the baby’s signs 
that they are ready to eat. Encourage, but do not force the baby to eat.

Importance of active feeding 
• A child may not eat enough when feeding themselves, which may lead to 

malnutrition. Young children are easily distracted, therefore, they need help 
eating. 

• Children should always eat from their own plate, so that it is always easy to tell 
how much food they are eating.

• Sit down with the child. Be patient and encourage them to eat.
• Offer food that the child can take and hold. Young children will often want to feed 

themselves. Encourage them to eat on their own, but make sure that most of the 
food goes into their mouth.

• The parent or caregiver can use their fingers to feed child. 
• Feed the child as soon as they start to show early signs of hunger. If a young 

child refuses to eat, encourage them repeatedly. Try holding the child in your lap 
during feeding.

• Engage the child in play that will help to make the eating session a happy and 
learning experience, not just an eating experience.

• The child should eat in their usual setting.
• As much as possible, the child should eat with the family in order to create an 

atmosphere promoting their psycho-affective development.
• Do not force-feed the child if they do not want to eat. 
• If the child refuses to eat, wait or put it off until later.
• Do not give the child too much to drink before or during meals.
• Congratulate the child when they eat. 

Parents, family members comprising older children, and caregivers can participate in 
active or responsive feeding.
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Topic 6: Home fortification using micronutrient powders 
(MNPs)

Lesson objectives 
By the end of this lesson, participants should be able to:
• state the benefits of using micronutrient powders. 
• explain how to add multiple micro nutrient powders (MNPs) to complementary foods. 
• state the recommended dosage of the micronutrient powders. 

Training methodology 
•	 Show	the	participants	samples	of	sachets	of	MNPs.
•	 Ask	the	participants:	

»	 What	is	the	purpose	of	MNPs?
»	 What	is	the	justification	of	using	MNPs?
»	 	Correct	where	necessary	and	provide	new	information.

•	 Distribute	sachets	of	MNPs	to	the	participants.
•	 Ask	one	person	to	read	aloud	what	is	written	on	the	sachet.	
•	 Demonstrate	how	to	mix	a	bowl	of	food	with	a	sachet	of	the	MNPs.
•	 Through	question	and	answer,	 identify	 the	target	group	for	MNPs,	 the	exclusion	criteria	

and	potential	side	effects.	
•	 Discuss	and	summarise	the	session.

Training duration
 30 minutes 

Training resources
Flip chart paper, marker pens, masking tape, packets of micronutrient powders, a 
bowl of food and a spoon, key messages booklet.

Facilitator’s notes

Defining home fortification using micronutrient powders 
• Micronutrient powders (MNPs) are conveniently packaged, powdered vitamins and 

minerals that can be added directly to semisolid cooked food prepared for young 
children. 

• MNPs are aimed at complementing the micronutrients from the diet. 
• MNPs have been proven effective in reducing micronutrient deficiencies, such as 

reducing anaemia in children by 34% and iron deficiency by 57%24.

24	 Rehana	A	Salam,	Ceilidh	Macphail,	Jai	K	Das,	Zulfiqar	A	Bhutta	(2013)	Effectiveness	of	micronutrient	powders	(MNPs)	in	women	and	
children BMC Public Health, 13 (Suppl 3) 522.
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Purpose and justification for MNPs 
• MNPs are recommended if complementary foods do not provide sufficient essential 

nutrients. This occurs when one or more of the following conditions apply: 
» Food diversity is low due to limited availability or affordability. 
» Complementary foods prepared for small children do not have sufficient nutrient 

content and are of low nutrient density, for example starch based diet, that is liquid 
such as maize meal porridge.

» The bioavailability of micronutrients is low due to absorption inhibitors in the diet, 
such as fibre, particularly in plant-based food sources. 

Target population, recommended dosage and exclusion criteria 
Target population 
The target population for MNPs is children aged 
6-23 months. 

Recommended dosage 
• Dosage is 15 sachets per month. The parent 

or caregiver should use 1 sachet every other 
day.

• Each child should be given a full sachet of 
MNPs and should not share the contents with 
other children.

• Each child should use a full packet of the MNPs onto their food and should not be 
shared with the rest of the family or other children.

Exclusion criteria 
• Severely malnourished children with MUAC measurement of less than 11.5 cm and/or 

presence of bilateral oedema.
• Children with SAM should be referred to the nearest health facility for treatment using 

the standards protocol for malnutrition.
• Moderately malnourished children who are receiving treatment according to the 

standards treatment protocols. 
• MNPs should be discontinued until the child has been discharged from therapeutic 

treatment programme and is no longer receiving RUTF or RUSF
• Severely sick children (for example those suffering from malaria, high fever, or 

pneumonia should be referred to a health facility for in-patient treatment.   

•	 Divide	the	participants	into	groups	of	3.
•	 Task	each	group	to	discuss	the	use	of	MNPs.	
•	 Allow	2	groups	to	make	plenary	presentations.
•	 Summarise	the	group	presentations.	
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How to add MNPs to complementary foods. 
• Wash your hands with clean water and soap before handling food.
• Prepare cooked food, for example thick porridge, mashed potatoes, or any other soft 

or mushy semisolid or solid food.
• Make sure that the food is not too hot, but it is at a ready-to-eat-temperature. 
• Separate a small portion of the soft or mushy semisolid or solid cooked food within 

the child’s bowl. 
• Pour the entire contents of one sachet of MNPs into the small portion of food.
• Mix the sachet contents and the small portion of food well.
• Give the child the portion of food mixed with MNP until they finish, and then feed the 

child the rest of the food.

How to use MNPs
•	 Do	not	add	the	MNPs	to	hot	food.	If	the	food	is	hot,	the	iron	in	the	MNPs	will	

change	the	colour	and	taste	of	the	food.
•	 Do	not	add	the	MNP	to	any	liquids	(water,	tea	or	watery	porridge).
•	 Do	not	share	the	food	to	which	MNP	is	added	with	other	household	members	

since	the	amount	of	minerals	and	vitamins	in	a	single	sachet	of	MNP	is	the	
right	amount	for	one	child.	

•	 The	food	mixed	with	MNP	should	be	eaten	within	30	minutes	because	the	
vitamins	and	minerals	in	the	MNP	will	cause	the	food	to	noticeably	darken.	

•	 Tea	 should	 be	 avoided	 30	 minutes	 before	 or	 after	 consumption	 of	 food	
containing	micronutrient	supplements.

•	 Summarise	the	key	points	learnt	from	this	lesson.
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Potential side effects of MNPs
• Side effects of MNPs are minimal, although they could include: darkening of the stool, 

constipation, or mild diarrhoea. 
• Ensure that the caregivers are aware that the side effects will subside with continued 

consumption of the micronutrient powders.
• Note that MNPs do not cause fever in children. If there is fever, discontinue the MNPs 

and refer the child to a health facility. 
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Topic 7: Screening for acute malnutrition 

Lesson objectives 
By the end of this lesson, participants should be able to:
• demonstrate how to undertake MUAC screening for acute malnutrition. 
• demonstrate how to undertake oedema screening for acute malnutrition.

Training methodology 
•	 Divide	the	participants	into	pairs	and	ask	them	to	demonstrate	how	to	undertake	MUAC	

screening.	
•	 Request	3	volunteers	to	demonstrate	the	MUAC	screening	process.	
•	 Discuss	the	process	of	undertaking	MUAC	assessments.	
•	 Through	a	plenary	session,	demonstrate	how	to	undertake	oedema	testing.
•	 Summarise	the	session	

Training duration
 30 minutes 

Training resources
The key messages booklet, masking tape, flip chart paper, marker pens, child 
MUAC tapes, adult MUAC tapes.

Facilitator’s notes 

Mid-Upper Arm Circumference (MUAC) for children aged 6-59 months25 
Measurements results are as follows: 
• Well-nourished child: Green MUAC, 12.5 cm or more 
• Moderate malnutrition: Yellow MUAC, 11.5 - 12.5 cm 
• Severe malnutrition: RED MUAC, 11.5 cm or less 

25 Ministry of Health (2019) IMAM guidelines. Somalia. 
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Steps for taking the MUAC measurement of a child
1. Measure the arm that the mother spontaneously 

presents to you, whether the left or right arm.
2. Ask the mother to remove clothing that may cover 

the child’s arm. 
3. Bend the child’s elbow to make the right angle. 
4. Visually estimate the midpoint of the child’s upper 

arm. If necessary, mark the midpoint with a pen. 
5. Straighten the child’s arm and wrap the tape 

around the arm at the midpoint. Make sure the 
numbers are right side up. Make sure that the tape 
is flat around the skin.

6. Inspect the tension of the tape on the child arm. 
Make sure the tape has the proper tension and is 
not too tight so that the skin is compressed or too 
loose so that the tape does not contact the skin all 
the way round the arm.

7. When the tape is in the correct position on the arm with the correct tension, read the 
measurement to the nearest 0.1 cm.

8. Immediately record the measurement. 

Note:	Studies	indicate	that	there	is	no	difference	between	the	left	and	right	arm	measurements	
in	children.	In	order	to	avoid	disturbing	a	child	by	having	them	change	position,	either	arm	
can	be	measured,	depending	on	which	arm	the	mother	presents	to	you.	In	adults,	the	left	arm	
is	measured.	

Nutritional oedema
Nutritional oedema is the retention of water in 
the tissues of body. Children presenting with 
oedema must be referred to the nearest health 
center.

To diagnose oedema:
• normal thumb pressure is applied to the 

tops of both feet for 3 seconds. Count one 
thousand and one, one thousand and two, 
one thousand and three.

• If oedema is present, an impression remains 
for some time on both feet.

• Oedema should be observed in both feet.

Children with edema have a high risk of mortality and need to be treated at a health 
center, therefore the CHW needs to refer the child to the health facility immediately. 
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Topic 8: Nutrition treatment 

Lesson objectives 
By the end of this lesson, participants should be able to:

• describe the usage and handling of ready to use therapeutic foods (RUTF)
• describe the usage and handling of ready to use supplementary food (RUSF)
• describe the usage of the corn soy blend plus (CSB+) and super cereal plus.
• explain the procedure of following up nutrition defaulters. 

Training methodology
•	 Bring	sachets	of	RUTF,	RUSF	and	super	cereal	plus	to	the	training	room.
•	 Divide	the	participants	into	4	groups	and	task	them	as	follows:

» Group 1:	Explain	how	RUTF	is	used	by	children	who	are	malnourished	and	how	it	should	
be	stored	at	home.	

» Group 2:	 Explain	how	RUSF	 is	used	by	malnourished	 children	and	how	 it	 should	be	
stored	at	home.

» Group 3:	 Explain	how	 to	use	 the	Corn	Soy	Blend	Plus	and	 super	 cereal	plus,	 how	 it	
should	be	cooked	and	stored	at	home.	

» Group 4:	 Discuss	 how	 a	 community	 health	 worker	 undertakes	 defaulter	 tracing	 at	
community	level.

•	 Let	each	and	group	make	a	plenary	presentation	of	their	discussions.	Fill	 in	gaps	of	the	
required	information.

•	 Discuss	and	summarise	the	session.

Training duration
 1 hour 

Training resources
Flip chart paper, marker pens, masking tape, sachets of RUTF, sachets of RUSF, a 
pack of super cereal plus,  sample of corn soya blend plus.

Facilitator’s notes 

Ready-to-Use Therapeutic Food (RUTF)
Ready-to-Use Therapeutic Food (RUTF) is an 
energy-dense, mineral and vitamin-enriched ready-
to-use- therapeutic food, specifically designed to 
treat severe acute malnutrition without medical 
complications at the community level. RUTF is given 



102 Harmonised Community Health Workers’ 
Training Manual

over a period of approximately eight weeks until the child recovers. During treatment, 
the child will need no other foods other than breast milk.

How to use and store RUTF at home 
• Children enrolled in an outpatient therapeutic programme (OTP), receive RUTF such 

as plumpy nut because they are sick.
• This therapeutic treatment (medicine) must not be shared among other members of 

the family, but should only be used by the child in the nutrition treatment programme.
• Malnourished children are more at risk of death from other illness, than children who 

are not malnourished.
• During treatment, the child will require no other additional food other than breast 

milk. 
• Sensitize the mother on the importance of breastfeeding on demand and that the 

child should always get breast milk before they are given RUTF. 
• The caregiver should wash their hands and the child’s hands and face with soap and 

water before feeding them the RUTF.
• A child often has moderate appetite during the first few weeks and eats slowly. They 

must be fed separately from any other children in the household.
• If any RUTF remains after the child finishes eating, the remaining amount in the sachet 

should be kept for the next feed or the pot should be covered. The top of the sachet 
should be rolled for safety.

• For the first week or two, the patient will probably not finish all the RUTF given. The 
mother should not get upset by this. As the child recovers, their appetite will improve 
so that all the diet will be taken later on in recovery. Any uneaten RUTF should not be 
taken by other members of the family, but should be returned to the OTP. As the child 
improves, they will start to consume nearly all the food. 

• RUTF is the only food that the patient needs to recover during their time in the 
programme. It contains all the ingredients that the patient needs to recover. Do not 
give the child other foods. 

• The caregiver should explain that the illness has damaged the child’s intestine so that 
normal food is not sufficient for the child and may cause diarrohea. If the child asks 
for other foods, small amounts can be given but should always give the RUTF before 
other foods and at different time from regular mealtimes. 

• A generous amount of clean water must always be given to the child after eating the 
RUTF.

• RUTF should be kept in a secure place and out of reach of children in the house, as 
well as away from the sun to preserve nutrients.

• Empty sachets should be kept and presented at each visit during the distribution. 
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Ready-to-Use Supplementary Food (RUSF)
Ready-to-Use Supplementary Food (RUSF) is an energy-
dense mineral and vitamin-enriched ready-to-use 
food, specifically designed to treat moderate acute 
malnutrition (MAM) at the community level. RUSF is 
given over a period of approximately 4 months until a 
child recovers, in addition to the child’s family food. 

How to use and store RUSF at home
• Children enrolled in the nutrition programme with MAM receive RUSF such as plumpy 

sup because they are ill or at risk of illness. 
• The special products are intended only for the children enrolled in the programme 

and should not be shared among other family members. 
• If the enrolled child does not take the entire amount of the prescribed food, they 

could become more ill.
• RUSF should be provided to the child in addition to breastfeeding and complementary 

food. RUSF should be given soon after breastfeeding, if the child is still breastfeeding. 
RUSF should always be given before any other complementary food and should be 
given to the child in small amounts and frequently. A balanced, nutritious meal can be 
given after the correct amount of RUSF has been eaten.

• The caregiver should wash their hands and the child’s hands and face before feeding 
them the RUSF.

• Children, after eating the RUSF, become very thirsty and require a generous amount 
of clean water to drink. Children must be given at least 1 cup (about 100 ml) of clean 
treated water for each dose. 

• Any RUSF remains after the child finishes eating, the remaining amount in the sachet 
should be kept for the next feeding or the pot should be covered. The top of the 
sachet should be rolled for safety. 

• RUSF should be kept in a secure place and out of reach of children in the house and 
should be kept away from the sun to preserve the nutrients. 

• Empty sachets should be kept and presented at each visit to the distribution centre.

Super cereal plus (CSB ++)
Super cereal plus (CSB++) is a fortified blended food made 
from maize, dehulled soya beans, dried skimmed milk  
powder, sugar, vegetable oil and vitamins and minerals that 
have been premixed. Super cereal plus (CSB++) comes in a  
1.5 kg airtight bag.

Super cereal plus (CSB++) is given to pregnant and lactating 
women. It is precooked but not an instant product. It should 
be cooked before eating. 
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Preparation of the super cereal plus (CSB++)26 
Super Cereal Plus is consumed like gruel or porridge by mixing an appropriate proportion 
of flour and clean water and boiling it, then letting it simmer. 
• Before starting to cook the super cereal plus, wash your hands with soap and ensure 

the water used to prepare the porridge is safe. 
• The ration of the water to super cereal plus is 50g of flour to 250g of water. This 

translates to a ratio of 5:1, for example 5 cups of water should be added to 1 cup of 
super cereal plus. 

• First mix a small amount of super cereal plus with some cold water to make a paste, 
then add the rest of the water. Boil it at simmering point from 5-10 minutes. 

• To increase the energy density and nutritive value of the porridge, seasonal fruits and 
vegetables, or nuts may be added. 

Storage of the super cereal plus 
• Super cereal plus must be stored under cool dry conditions in the home. Keep it in the 

coolest part of the house. 
• After cooking, roll the packaging of the super cereal plus to prevent flies and dirt from 

getting into it.

Corn Soy Blend Plus (CSB+)
Corn Soy Blend plus (CSB+) is a fortified blended food made of maize 
and soy flour, vitamins, and minerals that is given to pregnant and 
lactating women. It is precooked but it is not an instant product. It 
should be cooked for 10 minutes, but not longer. 

Preparation of Corn Soy Blend Plus27 
• Before starting to cook the CSB+, wash your hands thoroughly 

and ensure the water used to prepare the porridge is safe. 
• The ration of the water to CSB + is 4:1 which means that 4 cups of water should be 

added to 1 cup of CSB flour. 
• First mix a small amount of CSB+ with some cold water to make a paste, then add the 

rest of the water and bring to a boil for 10 minutes. 
• To increase the energy density and taste of the porridge, seasonal fruits and vegetables, 

milk powder, oil and/or nuts can be added. 

Storage of CSB+ at home 
• Keep CSB+ covered to prevent flies and other dirt getting into it. 
• Keep CSB+ in the coolest part of the house.
• Once the bag is opened, the contents should be transferred and stored in an airtight 

container if one is available. Otherwise, the bag should be properly tied up after every 
use. 

26	 Nguyen	V.H	(2014)	Technical	specifications	for	the	manufacture	of	super	cereal	plus.	OSPFQ-WFP.
27 Ministry of Health (2019) Somalia guidelines for Integrated Management of Acute Malnutrition. 
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Conducting follow up of nutrition defaulters by the community health 
worker 
• A child is classified as a defaulter in a nutrition programme after two (2) consecutive 

absences from treatment follow-up.
• Conduct community mobilisation and create awareness on the importance of the 

nutrition treatment programme through the religious leaders, at watering points, in 
the market, etc.

• Identify all the children within the catchment area that are malnourished. Undertake 
follow-up of this child at least once in 2 weeks. 

• Educate caregivers on the importance of timely nutrition treatment.

Conducting nutrition outreach activities by the community health worker 
• Sensitize communities on acute malnutrition.
• Understand cultural practice and barriers to nutrition services and help caregivers 

overcome them.
• Maintain dialogue on the barriers and uptake of the nutrition programmes. 
• Promote community active case finding and referrals. Communities should own 

nutrition programmes and have confidence in them.
• Make the treatment of acute malnutrition understood by community members. 
• Conduct follow-up home visits for the problematic cases, such as defaulters, non-

respondents, and readmissions. 
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Topic 9: Blanket Supplementary Feeding Programme 

Lesson objectives
By the end of this lesson, participants should be able to:
• describe the benefits of the blanket supplementary feeding programme (BSFP).
• state the children eligible for the BSFP programme. 

Training methodology
•	 Present	the	lesson	objectives	and	ask	participants	the	following	questions:

»	 What	are	the	benefits	of	the	Blanket	Supplementary	Feeding	Programme?
»	 Who	is	targeted	in	the	BSFP	programme?
»	 What	is	the	exclusion	criteria	for	the	BSFP	programme?

•	 Discuss	and	summarise	the	session.	

Training duration
 30 minutes 

Training resources
Masking tape, flip chart paper, marker pens, sample of Specialized Nutritious 
Foods such as plumpy doz and super cereal plus.

Facilitator’s notes 

Benefits of the Blanket Supplementary Feeding Programme (BSFP)
• It aims at preventing further deterioration of the nutrition situation among the 

most vulnerable, being that the most vulnerable are children aged 6-23 months and 
pregnant and lactating women in food insecure areas

• The objectives of the BSFP program are: 
» to prevent malnutrition among children aged 6-23 months old and in pregnant and 

lactating women.
» to identify and to refer MAM and SAM children and PLW for appropriate nutrition 

rehabilitation at the TSFP and OTP/SC, respectively.
» to increase nutrition and hygiene promotion awareness among the target 

communities.
» to encourage adoption of appropriate complementary feeding practices.
» to encourage adoption of health promotion related interventions (deworming, 

immunisation, vitamin A supplementation, healthy timing and spacing of pregnancy, 
sleeping under insecticide treated mosquito nets. 
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• All children who are 0-6 months old should be receiving exclusive breastfeeding and 
therefore should not be enrolled into the program. 

Target group for BSFP 
• BSFP targets all well-nourished children, with a MUAC greater than 12.5cm, in contexts 

where high food insecurity or high prevalence of chronic undernutrition exist. 
• The objective of BSFP is to prevent nutritional deterioration and related mortality 

in vulnerable populations, mostly children under 5 years and PLW. However, the 
admission criteria are reviewed based on the context. 

Duration of BSFP 
BSFP is usually implemented for a short period of time, within 4- 6 months. 

Exclusion from the BSFP 
All children with SAM (Red MUAC) or MAM (Yellow MUAC) should be enrolled in the 
nutrition treatment program and are therefore not eligible for the BSFP.

All pregnant and lactating women with a MUAC of less than 21cm should be enrolled in 
the Targeted Nutrition Treatment Program (TSSP) and are therefore not eligible for the 
BSFP.

Screening of SAM and MAM cases
• Height and weight measurements should be included in the implementation of the 

BSFP. Screening for oedema should also be included. 
• Regular screening throughout the program implementation allows for effective 

monitoring, and helps to identify those sick children, those malnourished and those 
requiring further assistance and referral to a health facility. 

• The specialized nutritious food distributed during the BSFP should only be used for 
the children in the program and never shared. 

• These children are vulnerable to acute and chronic malnutrition and should be 
protected. 

• BSFP ration is not intended to replace a normal diet. It is consumed in addition to the 
diet without interrupting breastfeeding in children aged 6-23 months. 
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Topic 10: Prevention of chronic malnutrition through the 
Maternal Child Health Clinics Nutrition Support 
(MCHN) Program

Lesson objectives
By the end of this lesson, participants should be able to:
• describe the benefits of the MCHN program.
• state the persons eligible for the MCHN program. 

Training methodology
•	 Present	the	lesson	objectives	and	ask	participants	the	following	questions:

»	 What	are	the	benefits	of	the	MCHN	program?
»	 Who	is	targeted	in	the	MCHN	program?

•	 Discuss	and	summarise	the	session.	

Training duration
 30 minutes 

Training resources
Masking tape, flip chart paper, marker pens, sample of specialized nutritious foods 
such as plumpy doz and super cereal plus. 

Facilitator’s notes 

Benefits of the MCHN programme
• Maternal and Child Health Clinics Nutrition (MCHN) programme aims at promoting 

growth during infancy and early childhood in order to prevent acute and chronic 
malnutrition and break the intergenerational cycle of malnutrition. 

• As the first 1,000 days is the window of opportunity to address chronic malnutrition, 
the priority target group are children aged 6-23 months, and pregnant and lactating 
women. 

• The objectives of the MCHN programme are:
» To promote growth of infants and young children.
» To prevent acute and chronic malnutrition.
» To promote healthier pregnancies and safer deliveries. 

• It aims at preventing chronic malnutrition among children, and prevention can only 
occur within the window of opportunity of the first 1,000 days of a child’s life. 
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Target group for the MCHN programme 
The following are entitled to receive a monthly food ration regardless of their nutritional 
status, even if they not acutely malnourished:
• Children aged 6-23 months 
• Pregnant mothers from their second trimester of pregnancy 
• Lactating mothers from the time of delivery until the child is 6 months old. 

Health services provided as the food is distributed 
Clients receive the minimum package of basic health care services before receiving food. 
Basic services include:
• Growth monitoring of infants and young children. Height and weight measurements 

should be included in the implementation of the MCHN program. Screening for 
oedema should also be included. 

• Antenatal care for pregnant women. 
• Postnatal care for infants and lactating women. 
• Regular screening throughout program implementation allows for effective program 

monitoring, and helps to identify those sick children, those malnourished and those 
requiring further assistance and referral. 

• The Specialized Nutritious Food distributed during MCHN should only be used for the 
children in the program and never shared. 

• These children are vulnerable to acute and chronic malnutrition and should be 
protected. 

• MCHN ration is not intended to replace a normal diet. It is consumed in addition to 
the diet without interrupting breastfeeding in children aged 6-23 months. 

• Vaccination, deworming and management of illnesses. 
• Health and nutrition education. 



110 Harmonised Community Health Workers’ 
Training Manual

Topic 11: Micronutrient supplementation

Lesson objectives
By the end of this lesson, participants should be able to:
• explain the meaning of micronutrient supplementation
• state the causes of micronutrient deficiencies. 
• name the strategies for combating micro nutrient deficiencies.

Training methodology
•	 Present	the	lesson	objectives
•	 Ask	the	participants	the	following	questions:

»	 What	are	micronutrients?	
»	 What	are	the	examples	of	micronutrient	deficiencies?
»	 What	causes	micronutrient	deficiencies?
»	 How	can	we	prevent	micronutrient	deficiencies?

•	 Discuss	and	summarise	the	session.	

Training duration
 15 minutes 

Training resources
 Masking tape, flip chart paper, marker pens.

Facilitator’s notes 

Defining micronutrients and micronutrient supplementation
• Micronutrients are nutrients that the body needs in small amounts. Even though they 

are needed only in small amounts, micronutrients are essential to life and enable the 
body to produce vital substances necessary for proper growth and development. As 
tiny as the amounts are, however, the consequences of their absence are severe. 

• Micronutrient supplementation program is a strategy to deliver micronutrient services 
to deserving populations. 
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Strategies for combatting micronutrient deficiencies 
Supplementation 
• Vitamin A supplementation for children aged 6-59 months and postpartum women.
• Multiple micronutrient tablets for pregnant women. 
• Zinc supplementation for the management of diarrhoea in children. 
• Iron and folate for prevention and treatment of anaemia during pregnancy.

Home fortification using micronutrient powders
These are multiple micronutrient powders packed in sachets and provided to mothers 
and caregivers for addition to the meals for the children aged 6-23 months.

Causes of micronutrient deficiencies 
• Insufficient dietary intake 
• Malabsorption, that is, poor absorption of nutrients by the small intestines. 
• Diarrhoea 
• Impaired storage and altered metabolism of micronutrients

Types of micronutrient deficiencies 
• Iron deficiency anaemia.
• Vitamin A deficiency disorder. 
• Iodine deficiency disorder. This has been linked to intra-uterine brain damage and 

possible foetal wastage. However, iodine deficiency is not of public health concern in 
Somalia.

• Zinc deficiency.
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Topic 12: Iron Deficiency Anaemia (IDA)

Lesson objectives
By the end of this lesson, participants should be able to:
• describe Iron Deficiency Anaemia (IDA) and state signs and symptoms of IDA
• name the sources of iron.
• state the different ways of preventing anaemia. 

Training methodology 
•	 Ask	the	participants	to	list	the	groups	of	people	who	are	at	risk	of	iron	deficiency	anaemia.
•	 Divide	the	participants	into	3	groups,	and	task	each	group	with	the	following:	

» Group 1:	Identify	the	symptoms	of	anaemia.	
» Group 2:	Identify	the	consequences	of	anaemia.
» Group 3:	Identify	locally	available	foods	rich	in	iron.	

•	 Discuss	and	summarise	the	session.

Training duration
 30 minutes 

Training resources
Masking tape, flip chart paper, marker pens, sample of iron tablets, sample of 
multiple micronutrient tablets and the key messages booklet. 

Facilitator’s notes 

What is iron deficiency anaemia? 
• Iron is an essential element in the diet. It helps to form the red color in the blood, 

which carries oxygen throughout the body.
• Iron from animal food sources is more readily utilized by our bodies than those from 

plant food sources. 
• The iron stores present at birth are gradually used up over the first six months.
• There is little iron present in breast milk. (although it is easily absorbed). After 6 

months, the baby’s iron needs must be met by the food they eat.
• Eating foods rich in Vitamin C together with/or soon after a meal increases absorption 

of iron. 
• Drinking tea or coffee with meals, or immediately after meals, inhibits the absorption 

of iron in the body.
• Lack of iron in the body results in anaemia. 
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Who is at risk of getting anaemia? 
• Pregnant and lactating mothers
• Low birth weight and preterm babies
• Children when they first start complimentary feeding
• Malnourished mothers and children
• Adolescent girls after menstrual flow and generally in menstruating women
• People living with intestinal worms
• Blood loss during accidents
• Disorders of the gastrointestinal tract.

Effects of anaemia in pregnancy 
• Anaemia affects the health and growth of the foetus.
• Anaemic mothers:

» have poor health and low energy levels. They get fatigued easily. 
» have low birth weight babies, and babies who are small for their gestational age.
» have a higher risk of having complications, and even death during pregnancy, 

delivery and postpartum. 

Signs and symptoms of anaemia 
• Pale skin
• Pale gums, inner eyelids, fingernail beds and palms
• Rapid heart rate 
• Ankle swelling in the last trimester
• Breathlessness
• Fatigue
• Lightheadedness.

How to prevent anaemia 
• Have a diet rich in iron. Such dietary sources include:

» Animal food sources such as liver, organ meats, eggs and poultry. 
» Plant food sources such as dried beans and vegetables which are the best plant 

sources, followed by dried fruits, nuts, and whole grain breads and cereals. 
• Take an iron and folic acid tablet or take multiple micronutrient tablets regularly, 

especially adolescent girls, menstruating women, and pregnant or lactating women 
for the prevention of anaemia. 

• Eat foods high in vitamin C, such as citrus fruits and fresh, raw vegetables such as 
tomatoes. 

• Avoid consumption of tea and coffee with meals or soon after meals. 
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Iron tablets for preventing anaemia in pregnant and lactating women
• Use iron and folic acid tablets to prevent anaemia among pregnant and lactating 

women. 
• Micronutrient tablets can also be used to prevent anaemia. They contain a number of 

minerals and vitamins that make the PLW and baby strong and healthy. 

Age group Dosage Duration

Pregnant women 1 tablet daily For the duration of the pregnancy 

Lactating women 1 tablet daily Until the infant is 6 months old 

Advise women to take the iron or other multiple micronutrient tablets with meals 
to avoid side effects of nausea. 
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Topic 13: Vitamin A Supplementation (VAS) 

Lesson objectives
By the end of this lesson, participants should be able to:
• list the sources of Vitamin A.
• state the benefits of Vitamin A. 
• state the signs and symptoms of Vitamin A deficiency. 

Training methodology 
•	 Ask	participants	the	following	questions:

»	 What	is	vitamin	A?
»	 What	are	some	of	the	sources	of	vitamin	A?

•	 Write	on	the	flip	chart	paper	the	sources	of	vitamin	A	as	identified	by	the	participants.
•	 Discuss	the	importance	of	Vitamin	A	Supplementation	(VAS)	and	the	VAS	schedule.

Training duration
 30 minutes 

Training resources
Masking tape, flip chart paper, marker pens, sample of blue and red vitamin A 
capsules and the key messages booklet.

Facilitator’s notes 

What is Vitamin A?
Vitamin A is one of the key micronutrients required by the human body, especially in 
young children. It plays a role in growth and development, preventing childhood illnesses 
and promoting good eyesight.

Functions of Vitamin A
a) Immunity or general disease prevention. Vitamin A:

• Promotes healthy skin that serves as a protective barrier against disease-causing 
antigens. 

• Promotes normal functioning of other cells in the body that are important for 
fighting diseases.

• Strengthens the immune systems against colds, flu and intestinal infections like 
diarrhoea.
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b) For growth and development. Vitamin A:
• Contributes to the development of bones and teeth.

c) Physical appearance. Vitamin A: 
• Promotes healthy skin and may prevent skin problems such as acne.
• Promotes healthy wrinkle-free skin, and helps remove age spots.
• Promotes healthy hair and nails.

d) Eyesight related functions. Vitamin A: 
• Counteracts night blindness and weak eyesight
• Protects against common eye disorders such as cataracts. 

e) Reproduction. Vitamin A: 
• Promotes normal working of both male and female reproductive systems. 

Sources of Vitamin A 
• Breast milk is a source of Vitamin A for infants but is an inadequate source beyond 6 

months of age.
• Older children and adults obtain vitamin A through dietary intake or from 

supplementation. 
• Some animal products, fruits and vegetables are rich sources of Vitamin A.

Some animal source foods include:
• liver 
• milk
• cheese
• eggs
• breast milk   

Plant source foods for vitamin A include:
• many dark green leafy vegetables (e.g. spinach, 

collard greens, pumpkin leaves)
• orange vegetables (e.g. carrots, yellow-fleshed 

sweet potatoes, pumpkin)
• Many orange-yellow fruits (e.g. ripe mangoes, 

papaya) 

Causes of vitamin A deficiency 
• Chronically insufficient intake of Vitamin A leads to a condition called Vitamin A 

Deficiency (VAD) which causes health problems.
• In infants aged below 6 months, VAD may result from inadequate breast milk.
• In older children and adults, VAD results from the chronic lack of vitamin A in one’s 

diet.
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• VAD is a common problem in areas where people only depend on fruit and vegetables 
for Vitamin A. 

Signs and symptoms of VAD
Eye-related signs and symptoms 
• Poor adaptation to darkness, that is, night blindness.
• Bitot’s spots which are oval, triangular or irregular foamy patches on the white of the 

eye.
• Blindness due to structural damage to the retina.

Bitot’s	spots

Skin-related signs and symptoms 
• Dry skin and hair.

Other general signs and symptoms 
• Reduced immunity resulting in increased susceptibility to illness (e.g. measles and 

diarrhoea).
• Prolonged illness where the child takes a relatively long time to recover from illness.
• Failure to meet physiological needs such as supporting tissue growth and normal 

metabolism.

Prevention and control of VAD 
Measures that can be taken for prevention and control of VAD include:
a) Breastfeeding 

• Vitamin A from breastmilk is sufficient for children 
aged below 6 months. Therefore, lactating mothers 
should get Vitamin A supplementation within 6 weeks 
of delivery. 

• Children older than 6 months require more nutrients 
and need complimentary foods to be able to get 
sufficient nutrients, including vitamin A.

• After 6 months, children should receive Vitamin A 
supplementation. 
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b) Eating foods rich in vitamin A
• Eat foods rich in vitamin A. 
• Animal source foods are the richest source of vitamin A. These 

include; liver, milk, cheese, eggs, among other plant sources. 

c) Vitamin A supplementation (VAS)

Note 
Where blue capsules 
are not available, half of 
the contents of the red 
capsule could be used for 
the children aged 6-11 
months.

VAS for children aged 
6-59 months 
• Vitamin A 

supplementation (VAS) 
programme delivers 
high-dose capsules 
once every 4-6 months 
to children aged 6-59 
months.

• Children aged 6-11 
months receive blue 
capsules (100,000 IU).

• Children aged 12-59 
months receive red 
capsules (200,000 IU).

VAS for postpartum 
women 
• VAS should be provided 

as a single dose of 
200,000 IU within the 
first 6 weeks of delivery.

Note
Where red capsules are 
not available, two of the 
blue capsules could be 
used for the children aged 
12-59 months.
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Topic 14: Dietary diversification 

Lesson objectives
By the end of this lesson, participants should be able to:
• explain the concept of diet diversification.
• state the importance of a diverse diet across a person’s lifespan.
• understand the components of a diverse diet. 

Training methodology
•	 Begin	the	session	by	asking	the	participants	what	they	understand	by	the	term	‘diversified	

diet’.
•	 Divide	the	participants	into	groups	of	4.

»	 Ask	 the	participants	 to	 list	 the	different	 types	of	 foods	and	classify	 them	 into	animal	
source	foods,	staples	and	tubers,	legumes,	fruits	and	vegetables	rich	in	Vitamin	A.	Refer	
to	the	counselling	card	on	adolescent	nutrition.

»	 Ask	the	participants	to	come	up	with	a	day’s	menu,	including	breakfast,	lunch	and	dinner	
while	ensuring	that	the	meals	are	balanced.	The	menus	should	be	stuck	on	walls	using	
masking	tape	and	referencing	the	4-star	diet.

•	 Lead	the	groups	to	make	plenary	presentations
•	 Discuss	and	summarise	the	session.	

Training duration
 30 minutes 

Training resources
 Flip chart paper, marker pens, masking tape, key messages booklet. 

Facilitator’s notes

Diversified diet 
• This is a meal composed of all nutrients, that is, carbohydrates, proteins, vitamins 

and minerals in the right quality and quantity to meet the nutritional needs of the 
individual. 

• Nutritious meals provide nutrients for body building, maintenance, protection against 
infections and diseases, and for provision of energy.



120 Harmonised Community Health Workers’ 
Training Manual

Different food groups
1. Body-building foods 
These are foods that are rich in protein. Examples include meat, beans, fish, chicken, milk 
and eggs. 

2. Energy-giving foods
• These are foods which contain large quantities of carbohydrates and fats. Examples 

are sorghum, maize, bananas, potatoes, vegetables and animal fats and oils. 
• These foods provide energy to our bodies to enable us to carry out our daily 

activities like working, thinking, running, talking and even enabling the heart to 
beat. 

• The fats in the body are also useful for protecting the organs of the body like the 
heart and kidney.

• Fats are also useful for giving us warmth since they are stored under the skin. 

3. Protective foods 
The nutrients that protect the body against infections and fight diseases are called 
vitamins and minerals. Examples of food sources include fruits and vegetables. 

How to compile a diverse diet using the 4-star classification 
Feed different food groups at each serving. For example: 

» Animal source foods: flesh foods 
such as chicken, fish, liver, eggs and 
milk, milk and milk products (1 star*) 

 Note: Animal	 source	 foods	 should	 be	
started	at	6	months	for	children.

» Staples: Grains such as maize, wheat, 
rice, millet and sorghum, and roots 
and tubers such as cassava, potatoes 
(2 stars **)
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» Vitamin A - rich fruits and vegetables 
such as mango, papaya, passion fruit, 
oranges, dark green leafy vegetables, 
carrots, yellow-fleshed sweet potato 
and pumpkin, and other fruits 
and vegetables such as banana, 
pineapple, water melon, tomatoes, 
avocado, eggplant and cabbage (4 
stars ****)

 Note:	Foods	may	be	added	in	a	different	
order	to	create	a	4-star	diet.

» Legumes such as beans, lentils, 
peas, groundnuts and seeds such as 
sesame (3 stars ***)

» Oils and fats such as oil seeds, 
margarine, ghee and butter can 
be added to vegetables and other 
foods to improve the absorption of 
some vitamins and provide extra 
energy. Only small amounts of oil are 
required per day. 
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Topic 15: Community-led cooking demonstrations

Lesson objectives 
By the end of this lesson, participants should be able to:
• state the prior preparations to take into consideration before undertaking cooking 

demonstrations.
• describe the process of undertaking cooking demonstrations at community level.
• explain how to prepare corn soy blend at home.

Training methodology
•	 Review	the	objectives	of	the	session.
•	 Describe	the	process	of	conducting	a	cooking	demonstration	at	the	community	level,	giving	

a	focus	on	dietary	diversity	and	use	of	a	4-star	diet.
•	 Through	question	and	answer	methodology,	discuss	the	process	of	undertaking	cooking	

demonstrations	at	community	level.	
•	 Summarise	the	session.	

Training duration
 1 hour 

Training resources
Flip chart paper, marker pens, masking tape, cooking fuel such as firewood, water, 
cooking pot, wooden spoon, normal cup, tablespoons, plates.

Facilitator’s notes 

Criteria for complementary feeding during the cooking demonstrations
• Age: the age of the infant or the young child.
• Frequency: the number of times the child should be fed in relation to their age.
• Amount: the quantity of food to be eaten by the child in relation to their age.
• Texture: the density of the foods. The foods should be thick enough, not watery, and 

should not fall easily from the spoon.
• Variety: the diet should be diverse, including foods in season, vegetables and fruits, 

proteins and carbohydrates.
• Responsive feeding: Caregivers should be alert and responsive to the baby’s signs 

that they are ready to eat, and actively encourage the child to eat. Do not force the 
baby to eat. 

• Hygiene: Take into consideration cleanliness, hand washing when preparing, cooking 
and feeding children. Hand washing with soap is critical. 
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Duration and venue for the cooking demonstration 
• It should not take more than 1 hour. 
• It should be conducted in the homes of either the lead mothers or the participating 

mothers. 
• Use utensils and other cooking dishes that are locally available in the community. 

Process for the cooking demonstrations
Prior to the cooking demonstration 
• Cereals and pulses can be parboiled before the cooking demonstration begins. 
• Ensure that participants are aware of the venue and the mother who is hosting them 

for the cooking demonstration.
• Collect all the necessary cooking ingredients for the day’s activity. It is highly 

recommended that the participating mothers bring the foods and ingredients in 
adequate amounts to be shared among the children. Thus, the quantity in the recipe 
should take into consideration the number of participating children. On the other 
hand, the children may only have a taste if the food is limited. 

• Encourage each of the mothers to bring with them cooking ingredients, fuel for 
cooking, cooking utensils, and the bowls they will use to feed their own children. 

• Put together the cooking materials.
• Include items that enhance hygiene such as soap, dishwashing scouring pads and 

clean water.
• Sweep the cooking area and keep it clean.
• Light the fire in advance. To save on time, it is good to have some water boiling, mainly 

to be used for drinking when it has cooled, by the children and caregivers. 
• Also set up mats where the mothers will sit or lay their children to sleep.

On the actual day
•	 Selection	of	the	meals	to	cook	

» Begin the cooking demonstration by going through a health education session. 
During the health education session, discuss the menu of the day and the nutritive 
value of the chosen recipe.

» Emphasize the importance of cooking a 4-star diet which include animal source 
foods, grains or tubers, legumes and fruits and vegetables.

» Ensure that the cooking demonstation is participatory by engaging all the mothers 
present.

•	 Hygiene	during	food	preparation	and	other	food	safety	and	handling	practices	
» Set up a hand washing area. This could be a simple leaky tin, with water and soap, 

hanging near the cooking area. 
» Emphasize the importance of observing good hygiene during food preparation. 



124 Harmonised Community Health Workers’ 
Training Manual

This includes washing hands with soap and water before cooking and before 
feeding the children. Also washing hands after using the latrine or after changing 
the children’s napkins or diapers, and after helping with toileting, etc. Always wash 
fruits and vegetables before cooking and before eating. 

» Keep food covered when you are not working on it to prevent flies which could 
transmit diarrhoeal diseases. 

» Gather the rubbish together in a container/waste bin and throw it away from the 
cooking area into a disposal pit while the decomposable can be given to animals for 
eating.

•	 The	actual	food	preparation	process	
» Begin by cleaning all the utensils. This should be followed by the actual food 

preparation. The food preparation steps are as follows:

 Food washing area (cleaning area)

   Preparation/cutting area (separating area)

       Cooking area

» Continue with interactive health education sessions as the food is cooking. 
» When the food is ready, share it out among the participating children. Food should 

be kept covered and be eaten when still warm. Thus, if some portions are already 
cold, reheat it to boiling point.

» If there are micronutrient powders, ensure that the eligible caregivers and children 
practise using the MNPs during the community-led cooking demonstration. 

» Engage the group on the importance of interactive feeding for the children who 
should not be coerced or forced to eat. Feeding times should be fun times. Each 
child should be fed from their own bowl, so that the caregiver is able to know how 
much the child has eaten.

» Discuss the menu and venue for the next cooking session, and agree on what 
different people bring to the next cooking session. 

» Clean up then leave. 
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Topic 16: Nutrition and HIV and TB

Lesson objectives 
By the end of this lesson, participants should be able to:
•  state ways to block the transmission of HIV and TB.
• describe the link between HIV and malnutrition. 
• state the nutritional requirements for people living with HIV and TB.

Training methodology
•	 Review	the	objectives	of	the	session.
•	 Ask	the	participants	to	explain	the	meaning	of	the	terms:	HIV,	AIDS	and	TB.	
•	 Divide	the	participants	into	4	groups	and	give	them	the	following	tasks:

» Group 1 and 2:	Describe	methods	of	transmission	of	HIV	and	how	to	prevent	transmission	
» Group 3 and 4:	Describe	how	TB	is	transmitted	and	how	to	block	transmission	routes.	

•	 Ask	the	participants	to:
»	 describe	the	link	between	TB	and	nutrition.
»	 describe	the	link	between	HIV	and	nutrition.	

•	 Refer	to	the	key	messages	booklet	on	HIV,	TB	and	nutrition.	
•	 Discuss	the	importance	of	nutrition	assessment	and	counselling	through	a	plenary	session.
•	 Discuss	and	summarise	the	session.	

Training duration
 1 hour 30 minutes 

Training resources
 Masking tape, flip chart paper, marker pens, key messages booklets. 

Facilitator’s notes 

What is Tuberculosis (TB)?
• Tuberculosis (TB) is a fatal communicable disease that can affect almost any part of 

the body, although it mainly causes infection of the lungs. 
• TB is caused by a bacterial microorganism that is present in the sputum of the patient 

and droplets which spreads in the air whenever the patient coughs. 
• TB can be treated, cured and be prevented if persons at risk take certain drugs for a 

specific period of time. 



126 Harmonised Community Health Workers’ 
Training Manual

Symptoms of TB
• Persistent cough. Suspect TB if the cough persists for more than 3 weeks.
• Presence of a bloodstained sputum.
• Loss of body weight.
• Afternoon fever.
• Sweating in the night.
• Loss of appetite.

How is TB transmitted? 
• TB is an airborne disease.
• When a TB patient coughs or sneezes, small droplets containing germs are generated 

and spread in the air.
• When another person breathes in these small air droplets, they can be infected. 
• Prolonged exposure to TB germs is required for the disease to be transmitted. 

Important tips for the prevention of TB
• Get Bacille Calmette Guerin (BCG) vaccination for the newborns and children aged 

under 15 years who have never received the BCG vaccination before.
• Go for early testing, diagnosis and treatment of TB.

TB germ is spread by an infectious 
patient through air droplets

Person becomes infected

Important recommendations for TB patients 
• TB is curable, however, the treatment is lengthy.
• Try to take medicine under observation, so that the treatment is supported. This is 

also known as the Directly Observed Treatment strategy.
• All medicines should be taken simultaneously. 
• Do not stop treatment until advised by the doctor.
• Cover your mouth with a handkerchief while coughing or sneezing.
• Avoid smoking.
• Get a sputum test on the fifth, seventh or eighth month after commencing treatment.
• Ensure regular follow up and abide by the instruction of the doctor.
• The mother can continue breastfeeding during treatment.
• Take a high protein diet. 
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Link between nutrition and TB
• There is a two-way link between malnutrition and TB. Malnutrition makes TB worse 

and TB makes malnutrition worse. 
• Most individuals with TB experience weight loss. Weight loss among people with 

active TB can be caused by several factors, including reduced food intake due to loss 
of appetite, nausea and abdominal pains. 

• Undernutrition weakens the body’s ability to fight disease and increases the likelihood 
that latent TB will develop into active TB disease. 

 Note:	Although	there	is	a	clear	link	between	active	TB	and	undernutrition,	in	no	way	does	
malnutrition	or	undernutrition	cause	TB	on	its	own.	

• TB is only caused by TB bacteria.
• A person with TB should aim to have three nutritious meals and two snacks each day 

to increase the amount of food they eat. 

What is HIV/AIDS?
• HIV stands for Human Immunodeficiency Virus. This is a virus that affects the immune 

system, our body’s defence mechanism.
• AIDS stands for Acquired Immune Deficiency Syndrome. This describes a set of 

symptoms and illnesses that happen at the final stage of HIV infection, if the HIV 
infection is left untreated. 

• Many AIDS deaths result from pneumonia, cancer, hepatitis, or tuberculosis. Death is 
not caused by HIV itself but by one or more of these infections.

How is HIV transmitted? 
The disease is transmitted from one patient to another through:
• unprotected sexual intercourse, vaginal or anal, with an infected person.
• transfusion with contaminated blood. 
• sharing contaminated needles, syringes or other sharp instruments such as surgical 

instruments, shaving blades or razors, instruments used for tattooing or pricking ears, 
nose or dental instruments, etc

• the placenta during pregnancy, or during delivery in case of some injury, or through 
the breast milk, if the mother is HIV-infected. 

How HIV is not transmitted 
• There are some wrong perceptions about the transmission of HIV/AIDS which should 

be countered. 
• It is important that CHWs and other health professionals educate the community 

about the activities which pose no risk of HIV transmission, and would contribute to 
reducing the stigma associated with HIV.
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• Activities that have no risk of HIV transmission include:
» shaking hands 
» hugging or embracing 
» touching 
» sharing utensils
» other contact, such as sharing toilets, etc
» mosquito bites
» using a public swimming pool
» eating together

Who should get an HIV/AIDS test done? 
• People who are engaging in extramarital sex, or people with multiple sex partners.
• Homosexuals.
• Someone who has been transfused with non-tested blood or its components.
• Intravenous drugs users.
• Drug users who share syringes.
• People suffering from any other sexually transmitted infection or disease.
• Children born to HIV-positive mothers.
• Someone who has shared a syringe or any other sharp object with a HIV-positive 

person.

Symptoms of HIV infection 
• Initially there may be mild symptoms such as the common cold which is unnoticed 

at early stages, followed by a symptom-free period during which the disease is fully 
advanced.

• During the advanced stage of the disease, there will be rapid weight loss, more than 
10% in a short period of time. 

• Diarrhoea persisting for more than one month.
• Fever persisting for more than one month.
• Chronic cough. 
• Big red rash on the body.

Protection against HIV/AIDS 
• Avoid extra marital sex relations 
• Always use new disposable syringes for injections.
• Never share syringes and needles used by drug addicts. 
• Blood transfusion should be done only when unavoidable. In that case, only use the 

blood that has been screened for HIV and hepatitis.
• Blood components should also be screened for HIV and hepatitis before transfusion. 
• HIV-positive mothers should be advised appropriately by health care workers on how 

to prevent transmission to their unborn babies. 
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Link between HIV/AIDS and nutrition
• There is a close relationship between HIV, malnutrition and other infections. HIV 

compromises a person’s nutritional status. And poor nutrition further weakens the 
immune system, increasing susceptibility to opportunistic infections. 

• HIV infection destroys the immune system, leading to recurrent opportunistic 
infections, debilitation and death. Opportunistic infections compromise on one’s 
nutritional status resulting in undernutrition.

• The cycle of HIV and malnutrition is shown below.

• HIV can cause or worsen undernutrition by making the infected person lose their 
appetite and want to reduce their food intake, and yet at the same time their body has 
increased energy requirements in an attempt to fight infections. 

• HIV may make absorption of energy and other nutrients less efficient. Undernutrition 
further weakens the immune system, increasing the risk of infection and worsening 
the impact of the disease. 

Food by Prescription for people infected with HIV or TB 
• The following patients are entitled for enrolment into the Food by Prescription 

programme:
» Malnourished TB patients on Directly Observed Therapy (DOTS) Short Course 

treatment.
» All malnourished HIV patients, those on treatment and those not on treatment, as 

well as pregnant and lactating women.
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• The admission criteria into the nutrition treatment is as follows:

TB Patients All TB patients on DOTS course with BMI less than 18.5 

All pregnant women at least in their second trimester, and lactating 
women whose children are below 6 months old on DOTS course, 
with MUAC less than 23 cm

HIV Patients All non-pregnant, non-lactating adults living with HIV, with BMI less 
than 18.5 

All pregnant women at least in their second trimester and lactating 
women whose children are below 6 months old, living with HIV with 
MUAC less than 23 cm
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Module 4: Prevention of childhood diseases 

Topic 1: Malaria 

Lesson objectives 
By the end of this lesson, participants should be able to:
• describe the different signs and symptoms of malaria.
• explain how malaria can be prevented at the community level. 

Training methodology
•	 Review	the	objectives	of	the	session.
•	 Through	a	plenary	session,	ask	the	participants	to	list	the	signs	and	symptoms	of	malaria.
•	 Note	down	the	identified	signs	and	symptoms	on	flip	chart	paper.
•	 Fill	in	any	gaps	in	knowledge.	
•	 Request	two	participants	to	demonstrate	the	use	of	a	mosquito	net.	One	participant	will	

lie	on	a	mat	covered	by	a	mosquito	net,	while	 the	other	person	 lie	on	a	mat	without	a	
mosquito	net.	

•	 Ask	the	participants:
»	 Who	is	likely	to	be	eaten	by	crawling	insects,	mosquitoes	and	other	types	of	insect?.	

•	 Ask	the	participants	to	name	methods	of	preventing	malaria.	
•	 Discuss	and	summarise	the	session.	

Training duration
 30 minutes 

Training resources
Flip chart paper, marker pens, masking tape, key messages booklets, mosquito 
net, local preventive measures and two mats

Facilitator’s notes 
Malaria is transmitted through the bite of a mosquito. 
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Common signs and symptoms of malaria
• headache 
• back pain
• sweating 
• vomiting 
• fever 
• back pain
• nausea
• fever with chills
• joint pains
• body weakness

In case the child has any of the above signs and symptoms, refer them to a health facility 
for treatment. 

Methods of malaria prevention 
• Clearing bushes and grass around the living areas.
• Gathering and burning rubbish in garbage pits.
• Covering hollow pits that can be potential breeding sites for mosquitoes. 
• Adequate lighting in the house.
• Sleeping under treated mosquito nets.
• Seeking prompt treatment when you suspect malaria. 
• Making use of mosquito repellent. 
• Wearing long-sleeved clothes and covering most of the body to prevent mosquito 

bites especially in the evenings and early mornings

Refer the patient to a health facility immediately if you suspect they have malaria. 
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Topic 2: Immunisation 

Lesson objectives
By the end of this lesson, participants should be able to:
• state the benefits of immunisation. 
• name the immunisable diseases. 

Training methodology
•	 Ask	the	participants	what	they	understand	by	the	term	‘immunisation’.
•	 Gather	the	participants	in	a	circle.	
•	 Using	the	life	line	tool	method,	draw	a	straight	line	on	a	flip	chart	paper	representing	the	

life	of	a	healthy	five	year	old	child	(from	birth	to	5	years).
•	 Lead	the	participants	in	identifying	the	important	events	or	experiences	that	should	take	

place	along	a	child’s	lifeline	-	from	birth.	Indicate	Oral	Polio	Vaccine	zero	(OPV	0)	and	BCG	
vaccine.	

•	 Through	questioning,	let	the	participants	bring	out	the	different	interventions	that	children	
go	through.	

•	 Discuss	and	correct	any	wrong	information.	
•	 Ensure	that	all	immunisation	are	identified.	
•	 Discuss	the	benefits	of	immunisation.	
•	 Summarise	the	session.	

Training duration
 1 hour and 15 minutes

Training resources
 Flip chart paper, marker pens, masking tape and key messages booklet. 

Facilitator’s notes 

Immunisable diseases
• Tuberculosis 
• Whooping cough
• Tetanus
• Diphtheria 
• Hepatitis B
• Measles 
• Polio 
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Benefits of immunisation 
• Immunisation protects us and our families from infections and serious disease. Once 

we get immunised, our bodies are better able to fight immunisable diseases if we 
become infected. 

• Immunisation prevents childhood deaths. For example, in the past, many children died 
from whooping cough, but this is no longer the case with the advent of immunisation. 

• Immunisation has helped to eliminate some diseases. The World Health Organization 
declared that smallpox was wiped out from the world in 198028. 

Immunisation schedule 

Ages Immunisation to be given

At birth • BCG: the Bacillus Calmette Guerin (BCG) vaccine is given to children 
to prevent tuberculosis (TB)

• Polio 029: first dose of oral vaccine that is given to prevent polio 
disease.

At 6 weeks • PENTAVALENT 1: First dose of pentavalent vaccine is a combination 
of 5 vaccines in 1 individual vaccine, intended to protect people from 
5 diseases. Pentavalent vaccine protects people from Hemophilus 
influenzae type B, whooping cough, tetanus, hepatitis B and 
diphtheria. 

• Polio 1: Second dose of oral polio vaccine given to prevent polio 
disease. 

At 10 weeks • PENTAVALENT 2: Second dose of pentavalent vaccine. 
• Polio 2: Third dose of oral polio vaccine.

At 14 weeks • PENTAVALENT 3: Third dose of pentavalent vaccine. 
• Polio 3: Fourth dose of oral polio vaccine.
• IPV (Inactivated Polio Vaccine): This is inactivated polio vaccine 

given to children through injections. 

At 6 months Yellow fever, Vitamin A capsules

At 9 months Measles Mumps and Rubella (MMR): First dose: This is used to 
prevent Measles, Mumps and Rubella disease.

At 15 months Measles Mumps and Rubella (MMR): Second dose: This vaccine is 
used to prevent Measles, Mumps and Rubella disease.

28 Pennington H (2003) Smallpox and bioterrorism. Bull World Health Organ 81: 762–767
29 The polio vaccines are used to prevent poliomyelitis. Two types of polio vaccine are used: An inactivated polio virus given by injection 

and weakened polio virus given by mouth, orally. 
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Topic 3: Polio 

Lesson objectives 
By the end of this lesson, participants should be able to:
• explain how polio disease is transmitted. 
• describe the different signs and symptoms of polio. 
• state how polio can be prevented. 

Training methodology
•	 Ask	what	causes	polio	disease	and	how	it	is	spread.
•	 Request	4-5	volunteers	to	step	out	of	the	room,	informing	them	that	they	will	be	invited	

inside	the	room	after	a	few	minutes.	
•	 Ask	the	other	participants	to	hold	hands	tightly,	and	not	to	allow	the	chain	to	be	broken.	

Participants	should	demonstrate	ways	to	keep	the	chain	strong	and	durable.
•	 The	volunteers	should	get	back	into	the	room	and	wrestle	with	the	participants,	with	the	

aim	to	break	the	chain.	Areas	where	the	chain	is	broken	indicate	areas	of	weakness	and	
depict	unvaccinated	children.

•	 Ask	another	 set	of	 volunteers	 to	 step	outside	and	 return	 to	attempt	breaking	 the	chain	
created	by	the	participants	who	are	holding	hands.	

•	 After	the	exercise,	facilitate	the	session	by	explaining	that	polio	affects	weak	and	vulnerable	
immune	systems,	thus	making	the	means	of	preventing	polio	important.	

•	 Through	 question	 and	 answer,	 discuss	 the	 polio	 transmission	 routes	 and	 methods	 of	
prevention.

•	 Discuss	and	summarise	the	session.

Training duration
 30 minutes 

Training resources
Key messages booklet, flip chart paper, marker pens and masking tape.

Facilitator’s notes 

What is polio?
Polio is an incurable paralytic disease that affects children due to their low immunity and 
lack of immunisation. On rare occasions, polio affects adults with lowered immunity.
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Transmission routes of polio 
Polio is transmitted from infected fecal matter through hands, water or food into the 
human body through the mouth and makes its way into the small intestines where it 
multiplies.

Signs and symptoms of polio
• fatigue
• sudden onset of fever and headache
• vomiting 

Transmission

From the stool of an 
infected child, the 
virus passes on to 

the next target

The infected hand/
food/water, passes 
the virus into the 

mouth of the next host 
and finally to small 

intestine

Infected hand/
food/water, passes 
polio virus under 

favourable conditions 
to the next host

• muscle aches 
• tension in the neck 
• paralysis 

Methods of preventing polio 
• The oral polio vaccine and inactivated polio vaccine remain the best way to prevent 

polio. All children under 5 years must receive the polio vaccine. All children under 5 
years should receive oral polio vaccine during campaigns.

• Receiving the polio vaccine does not make the sick children, sicker.
• Exclusive breastfeeding also prevents polio by boosting the child’s immunity as well 

as limiting exposure of the child to the virus since chances of fecal contamination are 
minimal. 

• Good hygiene practices help block the contamination routes of infection, by reducing 
the chances of polio transmission. This includes:
» Hand washing with soap and water after assisting the child in toileting.
» Washing hands with soap and water after using the latrine or toilet.
» Washing hands with soap and water before eating or handling food and food items.
» Treating all water before drinking.
» Disposing all children’s fecal matter in a latrine or burying it. 
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Topic 4: Measles 

Lesson objectives 
By the end of this lesson, participants should be able to:
• understand how measles is transmitted.
• describe the signs and symptoms of measles.
• describe how measles can be prevented. 

Training methodology 
•	 Begin	by	asking	the	participants	if	any	of	them	has	seen	a	case	of	measles	in	the	community.
•	 Facilitate	this	session	by	telling	a	story	about	a	child	with	measles,	the	progression	of	the	

measles	 disease	 and	 things	 that	 a	 caregiver	will	 have	 to	 do	when	nursing	 a	 child	with	
measles.	

 Case study of a child with measles
	 Halima’s	5-year-old	son	Ali	has	been	experiencing	fever	for	the	last	three	nights.	Ali	has	a	

sore	throat	and	sore	eyes	with	a	cough.	Halima	noticed	a	red	rash	on	Ali’s	forehead,	which	
has	since	spread	to	the	rest	of	his	body.	

•	 Ask,	from	the	case	study:
»	 What	is	Ali	likely	suffering	from?	
»	 	What	are	the	symptoms	of	measles?	
»	 What	services	are	available	to	prevent	measles	in	a	health	facility?	
»	 What	can	Halima	do	now?

•	 Discuss	and	summarise	the	session.	

Training duration
 45 minutes 

Training resources
 Key messages booklet, marker pens, masking tape

Prior preparation: Write	a	case	study	of	a	child	with	measles	on	flip	chart	paper.	

Facilitator’s notes 

What is measles?
• Measles is a viral disease, characterized by a red rash, fever and a runny nose.
• It is an endemic disease, meaning that it is continually present in a community and 

many people will develop resistance due to exposure. 
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• After a person falls sick with measles, they gain immunity for the rest of their life. 
• They are unlikely to contract measles for a second time in their lives.

Transmission routes of measles 
Measles infection spreads through the following ways:
• Measles is an airborne disease.
• It is spread when an infected person talks, breathes, coughs or sneezes tiny particles 

containing infectious agents into the air. The infectious agents are breathed in by 
another person and may cause the disease. 

• Physical contact with an infected person through hand shaking, tissues and other 
soiled articles by nose and throat and nose discharges. 

• Being near infected people if they cough or sneeze
• Touching a surface that has infected droplets of mucus and then putting fingers into 

the mouth or rubbing the nose or eyes.
• The virus remains active on an object for 2 hours. 

Signs and symptoms of measles 
• Early signs and symptoms include:

» fever 
» tiredness 
» cough
» sore throat
» runny nose
» sore eyes
» photophobia (discomfort when looking at light).

• The symptoms worsen over 3 to 5 days then a rash begins on the head and over the 
next day or two spreads down the entire body.

• The rash lasts 4 to 7 days. 
• Illness caused by measles lasts about 10 days. 
• The cough may be one of the last symptoms to disappear. 
• Measles is often a severe disease, frequently followed by middle ear infection. Brain 

infection occurs in some of the cases, often resulting in death or permanent brain 
damage. 

• Any child suspected to have a measles should be referred to health facility
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Treatment for measles 
• There is no specific antiviral treatment for measles. 
• Treatment for the symptoms includes drinking plenty of fluids and painkillers for the 

high fever. 
• Aspirin should not be given to children under 12 years unless specifically recommended 

by a doctor. 
• Complications may require an antibiotic treatment.

How to prevent measles 
• Measles is best prevented by vaccination. According to the Somalia vaccination policy, 

children are vaccinated at 9 months and given a booster at 15 months. 
• Almost all people who have 2 doses of the measles vaccine will be protected. 
• If there is an outbreak, give measles vaccine to children from 6 months old. 
• Infants less than 6 months old and in contact with measles, should be referred to the 

health facility for more support. 
• Exclude the person with measles from childcare, preschool, school and work after the 

onset of the rash. 

•	 Emphasize	that	a	child	with	the	following	signs	and	symptoms	of	measles	
should	be	 immediately	 referred	 to	a	health	 facility	 for	 further	advise	and	
treatment.
»	 Fever
» Tiredness 
» Cough
»	 Sore	throat
»	 Runny	nose
»	 Sore	eyes
»	 Photophobia	(discomfort	when	looking	at	light)
»	 A	rash	that	begins	between	the	third	and	fifth	day	on	the	head	and	over	

the	next	day	or	two,	spreads	down	the	entire	body.
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Topic 5: Respiratory stress 

Lesson objectives 
By the end of this lesson, participants should be able to:
• describe how respiratory infections are transmitted. 
• describe the different signs and symptoms of respiratory infections.
• name ways of preventing respiratory infections at community level. 

Training methodology
•	 Review	the	objectives	of	the	session.
•	 Ask	the	participants	to	explain	their	understanding	of	respiratory	infections.	
•	 Ask	the	participants	to	list	the	signs	and	symptoms	of	respiratory	infections	and	how	to	

prevent	them.
•	 Discuss	when	to	refer	children	for	treatment.
•	 Discuss	and	summarise	the	session.	

Training duration
 30 minutes 

Training resources
 Flip chart paper, marker pens, masking tape, key messages booklet. 

Facilitator’s notes 

What is respiratory infection or stress? 
This is infection of the nose and chest that affects the throat, sinuses, nose and ears. 

Mode of spread of respiratory infections 
Spreads to others through sneezing, coughing, shaking hands, sharing feeding utensils. 

Signs and symptoms of respiratory infection
• sneezing, runny nose and nasal congestion
• itching ears
• fever
• headache
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• scratchy or sore throat
• watery eyes
• slight fever
• fatigue 
• cough

How to protect and prevent respiratory infections
• Ensure that all children receive their immunisations according to the schedule. 
• Exclusively breastfeed all children below 6 months. 
• Ensure all children aged between 6-59 months receive Vitamin A supplementation 

every 6 months.
• Eat a healthy and diverse diet, foods and plenty of fruits rich in Vitamin A such as beef, 

chicken, fish, milk and milk products, eggs, mangoes, pumpkin, carrots, yellow-fleshed 
sweet potato.

• Eat fruits rich in Vitamin C, such as oranges, pineapple and lemons to prevent coughs 
and colds. 

• Turn away from others and use protective clothing such as a handkerchief when you 
cough or sneeze.

• Wash your hands with soap after coughing, sneezing or blowing your nose.
• Wash your hands with soap before shaking hands with other people, before touching 

food, dishes, glasses, silverware or table napkins.
• Clean all utensils before using, especially those cups used by someone with a cough, 

a cold or a flu.
• Avoid close contact with others for the first two to four days. 
• Keep your hands away from your nose and mouth.
•  Promptly refer children with chest in-drawing or a cough that lasts for more than 7 

days to a health facility for treatment.

How to manage respiratory infections at the community level 
• Continue breastfeeding the child.
• Provide a nutritious and diverse diet. 
• Keep yourself and the baby warm.
• Take plenty of rest.
• Do not smoke near children.
• Drink warm fluids. 
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Topic 6: Diarrhoeal and vomiting 

Lesson objectives 
By the end of this lesson, participants should be able to:
• explain how diarrhoea and vomiting are transmitted. 
• state how diarrhoea and vomiting can be prevented. 

Training methodology 
•	 Ask	the	participants	what	they	understand	by	the	term	‘diarrhoea’.
•	 Ask	the	participants	to	define	‘diarrhoeal	disease’.	
•	 Define	 the	 term	 ‘diarrhoea’	 for	 the	 participant,	 making	 any	 corrections	 in	 their	 initial	

attempts.	
•	 Divide	the	participants	into	4	groups.	
•	 Ask	the	groups	to	review	the	key	messages	booklet	on	diarrhoea	transmission	routes	and	

then	identify	how	to	block	them.	
•	 Ask	two	groups	to	make	plenary	presentations.
•	 Ask	for	the	definition	of	‘dehydration’.	
•	 Explain	that	dehydration	kills.	
•	 Discuss	the	role	of	ORS	and	zinc	in	diarrhoea	management.	
•	 Conduct	demonstrations	on	the	preparation	and	use	of	ORS	and	zinc	
•	 Discuss	and	summarise	the	session.

Training duration
 1 hour 

Training resources
Masking tape, flip chart paper, marker pens, clean water, 4 metallic water glasses, 
sachets of oral rehydration salts, zinc tablets, a water jug, tablespoon, teaspoon, 
key messages booklet, salt and sugar. 

Facilitator’s notes 

Defining diarrhoea 
• It is a fecal oral disease.
• It is defined as the passage of three or more watery stools in a day, or within 24 hours. 
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Causes of diarrhoea 
Consumption of fecal matter and other types of dirt exposing one to bacteria and viruses.

Methods of prevention of diarrhoea 
• Hand washing with soap or ash at critical times. For example after using the toilet, 

after helping the child in toileting, before cooking or before handling food items, after 
sweeping, after handling domestic animals, etc. 

• Safe water handling and water treatment. Some safe water treatment methods 
include boiling, use of chemicals such as aquatabs, solar disinfection, etc.

• Safe food handling. Wash hands with soap or ash before handling food and food 
items, after using the latrine, after helping the baby after defecation, heat left over 
food until it comes to a boil before eating, wash fruits and vegetables with clean water 
before making salads. 

• Use of latrines or toilets, and safe disposal of fecal matter. For example, children 
should defecate in a potty and the fecal matter disposed in a latrine or toilet or buried. 

• Exclusively breastfeed all children less than 6 months.
• Provide diverse diet during complementary feeding.
• Vitamin A supplementation every 6 months.

Signs of severe dehydration 
• Thirst is often a first, early sign of dehydration.
• Little or no urine output. Often the urine will be dark yellow.
• Sudden weight loss.
• Dry mouth.
• Sunken tearless eyes.
• Sunken fontanelle.
• Skin elasticity. 
• Cold extremities. 

Management of diarrhoea at the community level 
• Improved care seeking and referral 
• Case management at the community level using ORS and zinc. 
• Continue feeding and/ or breastfeeding the child.
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Key points on ORS preparation procedures
• ORS must only be prepared with clean boiled and cooled water.
• Never add ORS to milk, soup, fruit juice or soft drinks.
• Do not add sugar to ORS.
• ORS mixture should only be used for 24 hours. After, discard remainder and prepare 

some more.
• Breastfeeding should complement the use of ORS. 

How to prepare ORS
1.	 Get	a	sachet	of	ORS.	These	ORS	sachets	are	usually	available	from	the	CHWs,	 from	

health	centres,	MCHN	and	pharmacies.
2.	 Wash	hands	thoroughly	with	soap	and	water.
3.	 Put	the	contents	of	the	sachet	into	a	clean	container.
4.	 Add	1	litre	of	safe	water,	that	is,	water	that	has	been	treated	or	boiled.	You	can	measure	

a	 litre	of	water	using	a	1-litre	bottle	of	water	or	4	steel	glasses	of	water	commonly	
available	in	Somalia.

5.	 Encourage	the	sick	person	to	sip	the	ORS	frequently.	Give	ORS	after	every	loose	stool	
and	continue	to	breastfeed.

6.	 Discontinue	giving	the	child	ORS	even	when	the	diarrhoea	stops.	
7.	 However,	continue	taking	the	zinc	tablets	until	the	dosage	is	finished.	

Note: What	kills	a	child	who	has	diarrhoea	is	dehydration.	The	role	of	ORS	is	to	prevent	
dehydration.	Drink!	Drink!	Drink!	
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Benefits of zinc in the management of diarrhoea 
• Use of zinc during diarrhoea episodes for 10-14 days reduces the duration and severity 

of diarrhoea episodes.
• Zinc supplementation is provided to children under 5 years only in diarrhoea 

occurrences through hospitals, MCH centers and health posts. 
• Continue giving the child zinc treatment until the child has finished the dosage.
• Use of zinc reduces the duration and severity of diarrhoea.
•  Zinc protects one from getting new episodes of diarrhoea for up to 3 months. 

Dosages of zinc
• Children under 6 months old take ½ tablet (10 mg) zinc for 10-14 days.
• Children over 6 months old take 1 tablet (20 mg) zinc for 10-14 days.

Preparation of homemade ORS30 
Preparing one litre of homemade oral rehydration salts using salt, sugar and water at 
home.

Ingredients
• Six (6) level teaspoons of sugar
• Half level teaspoon of salt 
• One litre of clean drinking water or boiled water and then cooled 
• Or 5 cupfuls of clean water, each cup about 200ml.

Preparation method 
• Stir the mixture until the salt and sugar dissolve. 

30 Preparation of Home Made Oral Rehydration Salts: Source , the rehydration project accessed on 18th July 2019 on https://rehydrate.org/
solutions/homemade.htm#recipe

6 LEVEL 
TEASPOONS 
OF SUGAR

HALF LEVEL 
TEASPOON 
OF SALT

1 LITRE OF 
WATER  
5 cupfuls 
(each cup 
abour 200ml.)
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Topic 7: Children requiring referral to a health facility 

Lesson objectives 
By the end of this lesson, participants should be able to:

• describe the general danger signs for children. 
• state the actions to take when a child has any of the named danger signs. 

Training methodology
•	 Through	a	 plenary	 presentation,	 ask	 the	 participants	 to	 explain	 their	 understanding	 of	

“danger	signs”.
•	 Review	the	key	messages	booklet	and	discuss	the	different	danger	signs	that	affect	children.	
•	 Emphasize	that	danger	signs	require	immediate	referral	to	a	health	facility.	
•	 Discuss	and	summarise	the	session.

Training duration
 30 minutes 

Training resources
Flip chart paper, marker pens, key messages booklet, page depicting the danger 
signs that require referral to the health facility. 

Facilitator’s notes 

Danger signs
Danger signs are signs used by integrated community case management practitioners to 
identify children who need to be referred urgently to a health facility for treatment.

General danger signs in children
Whenever a child has any of the following signs, they should be referred to a hospital for 
specialised treatment immediately: 
• Diarrhoea that has been going on for 14 days or more. 
• Blood in the stool.
• Fever that lasts for more than 7 days.
• Cough that has lasted for 14 days or more.
• Convulsions present in current illness.
• The child is not able to drink or breastfeed. 
• The child vomits everything they have taken.
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• The child is unusually sleepy or difficult to wake up.
• The child measures the red MUAC tape.
• Swelling on both feet. 
• A child with an umbilical cord stump that oozes with pus, indicating an infection.
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Topic 8: Relationship between nutrition and illness 

Lesson objectives
By the end of this lesson, participants should be able to:
• describe the relationship between nutrition and illness.
• explain the process of feeding children during illnesses and recovery.

Training methodology 
•	 Review	the	objectives	of	the	session.
•	 Through	 a	 plenary,	 begin	 the	 session	 by	 asking	 participants	 if	 anyone	 is	 aware	 of	 the	

infection-malnutrition	cycle.	
•	 Draw	the	infection	–	malnutrition	cycle	on	flip	chart	paper.	
•	 Explain	how	different	diseases	relate	with	one’s	nutritional	status	and	the	increased	risk	to	

malnutrition.
•	 Discuss	and	summarise	the	session.	

Training duration
 30 minutes 

Training resources
 Flip chart paper, marker pens, masking tape.

Prior preparation: Draw	the	infection-malnutrition	cycle	on	flip	chart	paper.

Facilitator’s notes

The infection-malnutrition cycle31 

31 Based on malnutrition and infection - a review- Nutrition policy discussion paper No5. ACC/SCN June 93 

Weight loss
Growth faltering
Lowered immunity
Increased susceptibility

Loss of appetite
Malabsorption

Increased need for 
energy and nutrients 

Inadequate diet

Increased severity and 
duration of disease
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Disease Impact of malnutrition 
on disease

Impact of infectious disease on 
nutritional status

Diarrhoea or 
dysentery (e.g. 
shigellosis)

• Increased duration
• Increased severity
• Increased risk of dying

• Malabsorption
• Appetite loss

Acute 
Respiratory 
Tract 
Infections

• Increased severity
• Increased risk of 

dying 

• Appetite loss
• Increased metabolic rate resulting in 

muscle breakdown

Measles • Increased duration
• Increased severity, 

especially if deficient in 
vitamin A

• Increased risk of 
dying 

• Appetite loss
• Decreased levels of plasma vitamin A
• Prolonged immune suppression resulting 

in increased risk of Acute Respiratory 
Infections (ARI) and diarrhoea

• Increased metabolic rate resulting in 
muscle breakdown

• Loss of proteins into the gut

Malaria • Some evidence of 
increased severity in 
deficiencies of vitamin 
A and zinc

• Appetite loss
• Increased metabolic rate
• Destruction of red blood corpuscles 

leading to anaemia
• Impaired foetal development, low birth 

weight

The relationship between feeding and illness
• A sick child (diarrhoea, ARI, measles, fever) usually does not feel like eating. 
• But they need even more strength to fight the sickness. 
• Strength comes from the food they eat. 
• If the child does not eat or breastfeed during sickness, they will take more time to 

recover. 
• The child is more likely to suffer long-term sickness and malnutrition that may result 

in a physical or intellectual disability. The child takes more time to recover, or the 
child’s condition may worsen or they might even die.

• Therefore, it is very important to encourage the sick child to continue to breastfeed 
or drink fluids and eat during sickness, and to eat even more during recuperation in 
order to quickly regain strength.
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Topic 9: Feeding children during illness 

Lesson objectives
By the end of this lesson, participants should be able to:

• describe how to feed children aged 0-6 months during illness. 
• describe how to feed children older than 6 months during illness. 

Training methodology 
•	 Review	the	objectives	of	the	session.
•	 Begin	by	asking	participants:	Who	has	more	nutritional	requirements,	a	sick	child	or	a	child	

who	is	not	sick?
•	 Explain	that	nutritional	requirements	of	a	sick	person	are	greater	than	those	of	a	healthy	

person.
•	 	Set	up	2	flip	charts	around	the	room	and	divide	participants	into	2	groups.
•	 Each	group	will	spend	3	minutes	at	each	flip	chart	state	the	following:

»	 Group	1:	How	to	feed	sick	children	aged	less	than	6	months	during	illness.	
»	 Group	2:	How	to	feed	sick	children	older	than	6	months	after	illness.	

•	 The	groups	should	not	repeat	the	information	already	noted	on	the	flip	chart	papers,	but	
only	add	new	information.	

•	 After	a	few	minutes,	rotate	the	groups.
•	 Discuss	and	summarise	the	session.

Training duration
 45 minutes 

Training resources
Flip chart paper, marker pens, masking tape, key messages booklets and video 
demonstrating how to feed a sick child or baby. 

Facilitator’s notes 

Feeding of the sick child less than 6 months of age
• Breastfeed more frequently during illness, including when the child is suffering from 

diarrhoea to help the baby fight sickness, reduce weight loss and recover quickly.
• Breastfeeding also provides comfort to your sick baby. If your baby refuses to 

breastfeed, encourage your baby until they take the breast again.
• Give baby only breast milk and medicines recommended by your doctor or health 

care provider.
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• If your baby is too weak to suckle, express breast milk and give it to the baby. This will 
help to keep the milk supply and prevent breastfeeding difficulties.

• After each illness, increase the frequency of breastfeeding to help your baby regain 
health and weight.

• When a mother is sick, she should continue to breastfeed the baby.
• Most times, sick mothers will need extra food and support during breastfeeding 

sessions. 

Feeding a sick child older than 6 months 
• Babies require more food and liquids while they are sick.
• If your baby’s appetite is decreased, encourage them to eat one small additional meal 

of solid food each day during the following two weeks.
• This will help your child to regain weight that they have lost and make up for the 

missed growth.
• Even when a mother is sick, she should continue to breastfeed her baby. She may 

need extra food and support during this time. 
• Breastfeed more frequently during illness, including diarrhoea, to help your baby fight 

sickness, to prevent weight loss and to recover more quickly. 
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Module 5: Community level interventions 

Topic 1: Control and prevention of community common 
ailments

Lesson objectives 
By the end of this lesson, participants should be able to:
• Name the common ailments present in Gedo and Banadir regions. 
• State the general measures to prevent common disease. 

Training methodology 
•	 Start	the	session	by	generating	a	discussion	about	common	ailments.
•	 Ask	following	questions:

»	 What	common	ailments	are	prevalent	in	your	area?	
»	 Discuss	the	common	ailments	in	Gedo	and	Banadir	regions.
»	 What	are	the	possible	consequences	of	these	diseases	in	the	community?
»	 What	are	the	general	preventive	measures	for	these	diseases?	

•	 	Make	a	list	of	the	responses	given	by	the	participants.	
•	 	Discuss	the	role	of	the	community	in	the	prevention	and	control	of	common	ailments.	

Training duration
 20 minutes 

Training resources
 Masking tape, marker pens, flip chart paper, key messages booklet.

Facilitator’s notes 
• There are some health problems widely prevalent in the community. These can be 

managed and prevented by simple and easy measures, but due to ignorance they 
may result in complications. In case of complications:
» the patient may require long and expensive treatment 
» the patient may be unable to perform normal duties
» the patient may suffer from permanent disability
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» the family of the patient may suffer financial burdens
» other family members may get infected 
» even death may occur.
» the disease may spread in the community rapidly and become an epidemic.

• Hence it is important to educate the community about the ways and means of 
prevention and control of these ailments and to manage them at an early stage to 
avoid complications. The CHWs can play a very important role in this regard.

Roles and responsibilities of a community worker
• Raise awareness in the community for prevention of common ailments at household 

and community level and provide proper guidance.
• Work with the community to deal with diseases like malaria, hepatitis, polio, diarrhoea, 

dysentery, typhoid, worms and cholera. 
• Manage or refer to the health facility, any person suffering from any of the above 

diseases.
• Follow up all cases with diseases in the community.
• Record and report on the number of common ailments they come across. 



154 Harmonised Community Health Workers’ 
Training Manual

Topic 2: Hygiene and sanitation

Lesson objectives 
By the end of this lesson, participants should be able to:
• explain the meaning of hygiene and sanitation. 
• State how the community can observe hygiene and sanitation practices. 

Training methodology
•	 Inform	the	participants	that	the	discussion	will	be	about	hygiene	and	sanitation.	
•	 Start	the	session	by	asking	questions	such	as:

»	 What	do	you	understand	by	hygiene	and	sanitation?
»	 What	is	their	importance	in	relation	to	health?
»	 How	can	you	facilitate	the	community	to	observe	sanitation	and	hygiene	practices?	
»	 How	can	CHWs	facilitate	the	community	in	this	regard?

•	 Note	the	important	points	on	a	flip	chart	paper.
•	 Refer	to	the	F-diagram	on	the	key	messages	booklet	and	discuss	the	diarrhoea	transmission	

routes.	
•	 Once	reading	is	completed,	carry	out	a	question	and	answer	session	to	clarify	any	confusion.

Training duration
 30 minutes 

Training resources
 Masking tape, marker pens, flip chart paper, key messages booklet.

Facilitator’s notes 
• Many diseases occur and spread due to bad hygiene and sanitary conditions.
• Among them are waterborne diseases. Infestation by worms and skin infections are 

very common. 
• According to survey reports, waterborne diseases are a huge problem for the Somali 

population. 
• A very small proportion of the Somali population has access to good sources of 

drinking water. 
• Most of the Somali population is living without any type of toilet facilities. This is a 

very grim situation, however much can be done to improve the situation by adopting 
simple hygiene and sanitary measures at personal and community level. 

• Community awareness and motivation to address the issues on self-help basis is a 
key in this regard. The Community health worker can play a vital role in this regard. 
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Roles and responsibilities of the community worker
• To provide information about the important measures for hygiene and sanitation.
• To inform community about the preventive measures which can be adopted on self-

help basis at personal and community level.
• To facilitate people in improving the hygiene and sanitary conditions of the area.

Hygiene promotion
Hand washing
• Cleanliness protects your health.
• Most of the personal work is done using the hands hence they can easily become dirty 

and contaminated which can be a source of many diseases.
• Therefore, it is important to keep the hands clean by frequently washing hands 

particularly before preparing food, eating and after coming from toilet or cleaning 
children.

When do we wash hands?
• Coming back to home from market, office or fields.
• Immediately after gardening, farming or handling cattle and other pets.
• Before and after taking meals and feeding children.
• After using toilet.
• After cleaning children.
• After doing usual household activities such as dusting, sweeping etc.
• Before cooking and preparing food.
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Topic 3: Hygiene

Lesson objectives 
By the end of this lesson, participants should be able to:
•  name the steps of hand washing.
• demonstrate how to construct a tippy tap for hand washing using local resources. 

Training methodology
•	 Ask	some	of	the	participants	to	describe	the	proper	way	to	wash	hands.
•	 The	other	participants	may	give	feedback.
•	 Then	conduct	a	demonstration	to	clarify	the	proper	way	of	washing	hands.
•	 Ask	 1-2	 participants	 to	 repeat	 the	 demonstration	 while	 the	 other	 participants	 observe	

carefully	for	feedback	later	on.
•	 Show	 the	participants	 how	 to	 construct	 a	 tippy	 tap	using	 the	 resources	 brought	 to	 the	

training.
•	 Generate	discussion	to	clarify	any	confusion.

Training duration
 1 hour 

Training resources
Masking tape, marker pens, flip chart paper, key messages booklet, soap, ash, 
water for hand washing, 5-litre container, 2 pieces of rope, nail to make a tippy tap, 
3 pile sorting cards on hand washing. 

Facilitator’s notes 

How to wash hands
Items required for hand washing:
• Water 
• Soap 
• Clean tower 

Critical times for hand washing
• Before eating and preparing food
• After defecation
• After cleaning the faeces of a child
• After taking care of someone with diarrhoea
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• Before breastfeeding and feeding the children
• After handling animals.

Hand washing steps
STEP 1: Wet hands with running water.
STEP 2: Apply soap or ash. 
STEP 3: Rub your hands vigorously to produce foam. Do not forget to rub the back of 

hands, between the fingers, under fingernails and wrists.
STEP 4: Do not forget to clean the nails.
STEP 5: Rinse away all the soap.
STEP 6: Dry hands completely without touching any contaminated surface. 

Wet hands 
with water

Rub with back of fingers 
to opposing palms with 

fingers interlocked

Use elbow to turn off tap 
(If no elbow tap available use 
paper towel to turn off tap)

1

6

11

2

7

12

3

8

13

4

9

5

10

Apply enough 
soap to cover all 
hand surfaces

Rub each thumb clasped 
in opposite hand using a 

rotational movement

Dry thoroughly with 
a single-use towel

Rub hands 
palm to palm

Rub tips of fingers in 
opposite palm in a 

circular motion

Hand washing should 
take 40-60 seconds

Rub back of each hand 
with palm of other hand 
with fingers interlaced

Rub each wrist with 
opposite hand

Rub palm to palm with 
fingers interlaced

Rinse hands 
with water

Adapted from World Health Organization Guidelines 
on Hand Hygiene in Health Care 2009
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Topic 4: Sanitation

Lesson objective
By the end of this lesson, participants should be able to:
• explain the benefits of using latrines.

Training methodology
•	 Ask	the	participants:	

»	 What	are	the	common	types	of	latrines	available	in	your	region?
»	 How	are	latrines	are	constructed	your	homestead	and	other	houses	in	your	community?
»	 What	are	the	benefits	of	using	latrines?	

Training duration
 20 minutes 

Training resources
 Masking tape, marker pens, flip chart paper, key messages booklet.

Facilitator’s notes 

Background information
• People use different methods for defecation. Some defecate in the open field, others 

use a latrine. 
•  Worldwide, 2.6 billion people live without access to latrines. This contributes heavily to 

the widespread incidence of waterborne diseases, which kill a child every 15 seconds.
•  Passing stool in the open field is not safe as it provides a breeding place for houseflies 

and many other pests.
• It is also a source of infection as many germs are present in human fecal matter. 

Insects, such as flies, sit on fecal matter and carry germs to other places such as food 
and food items. If stool is passed near a water source, the water may get contaminated 
resulting in waterborne diseases. 

• Hence it is always advisable to avoid defecation in open places and use latrines 
instead. 

Advantages of using latrines 
• They confine the excreta at a specific place.
• Prevent access of flies and other insects to excreta.
• Keep the environment clean.
• Prevent contamination of water, fields and our food.
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Topic 5: Community-led Total Sanitation (CLTS)

Lesson objective
By the end of this lesson, participants should be able to:
• gain an understanding on the relationship between faecal matter and diarrhoeal 

disease and how to stop open defecation.
• describe the Community-led Total Sanitation strategy.

Training methodology 
•	 Ask	the	participants:

»	 Why	is	human	fecal	matter	dangerous	to	human	health?
»	 What	are	some	of	the	diseases	that	arise	from	consumption	of	human	fecal	matter?	

•	 Tell	the	participants	that	CLTS	is	about	discouraging	open	defecation	by	working	to	have	
open	defecation	free	communities.	

•	 Discuss	the	previously	prepared	table	on	comparison	of	CLTS	and	the	traditional	latrine	
construction	approach.

•	 Explain	the	triggers	for	open	defecation.
•	 Divide	the	participants	into	3	groups.	Task	each	of	the	groups	to	discuss	some	of	the	triggers	

that	would	discourage	open	defecation	at	the	community	level.	
•	 Summarise	the	session.

Training duration
 45 minutes 

Training resources
 Masking tape, marker pens, flip chart paper, key messages booklet.

Prior preparation: Prepare	a	table	comparing	CLTS	and	the	traditional	latrine	construction	
approach	on	flip	chart	paper.	

Facilitator’s notes 

Diseases that arise from contamination of fecal matter
• Cholera. This is the most dangerous of all fecal-related diseases which is able to kill 

very fast if left untreated. 
• Diarrhoea
• Dysentery
• Typhoid
• Worms
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Element

Focus Latrine construction Stopping open defecation

Menu of options

Igniting behaviour change through  
self  realization of harmful effects  

of open defecation

Subsidy as incentive  
routed through collectives

Focus on meeting ODF outcome  
at community level

Sustatined behavior change  
and open defecation free villages

High; at lower cost

One fixed model

Individual subsidy

Individual upfront hardware 
subsidy given

Focus on number of  
toilets constructed

Increase in number  
of latrines

Negligible; high cost

Technology

Motivation

Financial

Monitoring

Outcome

Impact

Traditional Approach Community-driven Total Sanitation

Advantages of Community-led Total Sanitation (CLTS) 
• A community-driven approach does not require high subsidies, but it does need 

greater understanding of the individual and collective ‘triggers’ or factors that motivate 
people to change their perceptions about the need for safe sanitation. 

• The shifts in mindsets and practices required by a participatory approach to total 
sanitation can be summarised as: 
» From teaching and educating to facilitating communities’ own analysis. 
» From ‘we must provide toilets’ to ‘communities can do it’. 
» From ‘we persuade and do it’ to ‘we motivate communities to take independent 

decisions and action’. 
» From top-down standard designs to bottom-up innovations (‘they design’). 
» From hardware support to supporting people and processes (adapted from Kar 

2005). 

How is CLTS different from other traditional focused approach to toilet 
construction 
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Seeks to ‘find out’ what causes people  
to change their behavior

Innovates to establish core messages  
driven by local factors

Has a predetermined  
set of core messages

Allows plenty of freedom as to ‘who does what’ 
in each particular context

Has a predetermined approach  
of who does what and how

Source: Kumar, 2004.

Assume that if people are better educated or 
informed, they will change their behavior

Toilet Construction-driven Approach Triggering Behavior Change

Triggering behaviour change 
Key Messages 
Supply-driven approaches assume that if people are better informed, they will change 
their behaviour. 

By contrast, community-led total sanitation relies on the triggering approach which seeks 
to identify the triggers or factors that motivate people to change their behaviour. 

Triggers can work on individuals or collectively, but the latter is more sustainable as it 
generates social pressure to prevent individuals from reverting to ingrained habits. 

Types of triggers 
Individual triggers 
• Shame, among women when ‘watched’ by passersby or among men – ‘how can you 

allow the women of your house to publicly defecate in the open when people may be 
watching?’. 

• Safety of children and elderly against falling down during the rainy season or during 
night-time. 

• Fear of darkness, wild animals, loss of money due to medical expenses, etc. 
• Prestige (when guests from urban areas visit, families feel embarrassed at being 

unable to provide adequate toilet facilities). 
• Convenience (for the elderly, infirm, pregnant ladies and children, during bad weather 

or sickness). 

Community triggers 
• Situations that concern and affect a community as a whole, thus prompting every 

member within it to change a behaviour that is collectively perceived as hazardous.
• When the community realizes that their health is at stake due to their own habit or the 

habit of others to defecate in the open, the community collectively resolves to change 
its behaviour. 
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The role of the community health worker in CLTS
• Creating awareness to the community members on CLTS.
• Community mobilisation activities for CLTS.
• Must participate in CLTS training at the community level
• Be a keen observer of the community on Open Defecation free process and report 

accordingly.
• Follow up community actions on open defecation free communities and report 

accordingly.
• Advocate for best practices on innovation in latrine construction in the community. 
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Topic 6: Water treatment at household level

Lesson objectives 
By the end of this lesson, participants should be able to:
• State how water gets contaminated. 
• explain different methods of water treatment feasible for use at household level in 

Somalia. 

Training methodology
•	 Introduce	the	session.
•	 Hang	three	different	pieces	of	flip	chart	paper	titled	as	follows:

» Chart 1:	Contaminated	at	source.
» Chart 2:	Contaminated	during	transportation.
» Chart 3:	Contaminated	during	storage.

•	 Divide	the	participants	into	3	groups	to	identify	how	water	gets	contaminated	at	source,	
during	transportation	and	during	storage.

•	 Lead	the	groups	to	make	plenary	presentations	of	their	findings.
•	 Divide	the	participants	into	3	groups.	
•	 Task	each	group	as	follows:

» Group 1:	Discuss	and	detail	use	of	aqua	tab	as	a	method	of	water	treatment.	
» Group 2:	Discuss	and	detail	steps	of	boiling	water	on	flip	chart	paper.	
» Group 3:	Discuss	and	detail	the	use	of	Solar	Disinfection	(SODIS)	for	water	treatment.	

•	 Let	each	of	the	groups	make	plenary	presentations.	
•	 Discuss	and	summarise	the	session.

Training duration
 2 hours 

Training resources
Flip chart, marker pen, key message booklet and aqua tab to demonstrate water 
treatment methods

Facilitator’s notes 

Activities that contaminate water and key times when water may get 
contaminated
• At the source: from contaminated wells and pollution from human activity. For 

example, washing clothes, defecating or urinating upstream, dumping rubbish in or 
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around the water source, grazing animals near the water source, latrines that are 
not correctly spaced from the water source or use of agricultural chemicals that are 
washed by the rain into the water source.

• During transportation: rolling jerrycans; dirty containers such as rarely-washed ox/
buffalo/donkey cart barrels; and leaking pipes.

• During storage and at point of use: storage in containers that allow for re-contamination, 
e.g. by dipping hands into containers; using dirty utensils to draw water; contamination 
by household animals such as chickens and goats.

Different water treatment methods 
1. Using Aqua tabs at the household level 

• Put clear water in a 20-litre container. Put the aqua tab in water in the clean container.
• Stir the water with a clean utensil or shake the storage container. Do not touch the 

water with your hands.
• Leave the water to stand for 30 minutes. If the water has the smell of chlorine, it is 

safe to drink. If there is no smell, add another table spoonful and wait for an hour.
• Water is safe to drink for 24 hours.

2. Using Solar Disinfection ( SODIS) 
• This is treatment of water using the rays of the sun.
• Choose	a	PET32	bottle	e.g.	clear	juice	bottles	or	bluish	mineral	water	bottles	(Maximum	

2	litres).
•	 Do	 not	 use	 coloured	 bottles	 (blue,	 green,	 brown	 etc),	 damaged	 bottles	 or	 heavily	

scratched	bottles.	
• Wash the bottle thoroughly with soap and water for the first use.
• Use the clearest water that you can find. Fill the bottle ¾ way full. Shake the bottle 

for 20 seconds.
• Fill the bottle completely with water and lay down the SODIS bottle on the roof. 
• Expose bottles to the sun for the whole day. Avoid shade.

Key messages that can promote the use of SODI
SODIS is a water treatment that:
• Improves the microbiological quality of drinking water.
• Does not change the taste of water.
• Is applicable at household level. 
• Is simple in application.
• Relies on local resources and renewable energy. 
• Is replicable with low investment costs.

32 PET: This refers to polyethylene terephthalate- It’s a form of polyester, moulded into plastic bottles and containers for packaging foods 
and beverages.
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3. Boiling water 
• Put clear water in a cooking pot. 
• Light the fire.
• Put the pot containing the water on the fire. 
• Heat the water until it comes to a boil.
• Remove water from the fire and cover to cool.
• Store the water in a clean, thin necked container for drinking.

Personal hygiene 
• Brushing teeth: Brushing teeth is very important as it clears any particles in the 

mouth and between the teeth. If these particles are not removed, germs grow in them 
resulting in bad breath and causing tooth decay. Teeth must be brushed at least twice 
a day: in the morning and before going to bed. It is common for people to brush their 
teeth in morning but not before going to bed at night. It is very important for teeth to 
be cleaned before bed so that food particles may stay in the mouth the whole night.

• Combing hair: Cleaning hair and combing it at least once a day is very important. 
If the hair is not cleaned regularly, lice may grow in it, causing an itchy scalp and 
infecting other people. 

• Cutting nails: if nails are not cut regularly, dust and germs may accumulate underneath 
them, which easily get into our food and body, and can cause diseases. It is essential 
that nails are cut regularly, at least once every week. 

• Taking a bath: Taking a bath regularly (once every day if possible) is another important 
activity of personal hygiene. Use clean water and soap for this purpose. Bathing in 
ponds of stagnant water is not a healthy practice as it may contaminate the skin and 
can result in health issues, particularly skin diseases. Bathing with clean water and 
soap removes germs and sweat from skin, which not only gives a pleasant and fresh 
feeling but also protects us from diseases. 

• Cleaning clothes: Just like our body, our clothes also get dirty due to daily activities 
and dust in the environment therefore washing clothes is also very important. Wash 
clothes with soap and water and dry them in sunlight. In this way the clothes are not 
only cleaned but many germs are killed.

• Cleaning the house: It is also important to keep your house clean. Bed sheets should 
be changed and washed regularly. The floor and other objects should be cleaned 
daily. The domestic garbage should be kept in covered containers.
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Topic 7: Safe food handling 

Lesson objectives
By the end of this lesson, participants should be able to:
• describe activities to prevent food contamination. 
• List the signs of unsafe foods.

Training methodology 
•	 Introduce	the	session.
•	 Ask	the	participants	to	name	diseases	that	possibly	arise	from	eating	dirty	or	contaminated	

food.
•	 Explain	that	food	may	get	contaminated	at	source,	during	transportation	and	cooking	or	

during	storage	and	eating.
•	 Divide	the	participants	into	3	groups.

» Group 1:	 Identify	 activities	 that	 contaminate	 foods	 at	 the	 source	 and	 activities	 that	
minimize	the	contamination	of	food.

» Group 2:	 Identify	activities	 that	contaminate	food	during	transportation	and	cooking	
and	identify	activities	that	minimize	contamination	of	food.

» Group 3:	Identify	activities	that	contaminate	food	during	storage	and	eating	and	identify	
activities	that	minimize	the	contamination	of	the	food.	

•	 Make	plenary	presentations
•	 Lead	a	plenary	session	to	discuss	signs	that	can	be	used	to	identify	safe	and	unsafe	foods.	
•	 Also	discuss	how	to	prepare	food	for	children	and	for	sick	persons.
•	 Summarise	the	session.

Training duration
 45 minutes

Training resources
 Masking tape, marker pens, flip chart paper, key messages booklet.

Facilitator’s notes 

Key messages on safe food handling
• Wash your hands with soap and water.
• Eat meals soon after they are cooked, so that bacteria have little time to multiply.
• Use a toilet and keep it clean. If children defaecate on the ground, put faeces into the 

toilet and wash your hands. 
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• Keep food covered, especially cooked food and food meant for children, so that dust 
and flies do not contaminate it.

• Cook food thoroughly to kill harmful microorganisms and parasites.

Buying food and ready-to-eat snacks or meals
• Buy fresh foods especially milk, fish and meat on the day they will be eaten (unless 

refrigerated).
• Buy ready-to-eat food from vendors who protect their foods from flies, dust and 

whose food is freshly prepared. 

Storing food
• Keep left over food cool.
• Put food in a clean container and cover the container with a wet cloth. The evaporating 

water cools the food.
• Store food in a refrigerator. Cold foods should be kept at 8°C or below (hot foods at 

70°C or above). 
• Cover foods and store in a cool airy place protected from pests.
• Ensure flours, legumes, and oil seeds are well dried, and keep in a cool dry place 

protected from pests.
• Use foods in the order they have been bought to avoid spoilage.
• Do not store foods directly on the floor.
• Keep ready-to-eat meals in a cool place.

Preparing food
• Wash hands with soap and water.
• Wash fruit (and other food eaten raw) in clean water.
• Prepare food on a clean table and clean it afterwards so that it does not attract pests.
• Cut meat into small pieces so that it cooks well in the middle.
• Prevent cross contamination between foods by separating meat, poultry, and fish/

seafoods from other foods. Also, wash hands and cutting boards/utensils after 
preparing them.

• Do not cough, spit, or scratch, pick your nose, or lick your fingers when preparing 
food.

• Do not handle food if you have open wounds, cuts, sores, or fever. Cover wounds and 
cuts.

• Boil milk that has not been pasteurized, sterilized or soured.
• Cook food sufficiently to kill microorganisms. Ensure that the egg white and yolk are 

firm, fish is opaque and flaky, meat, poultry and tripe have no blood flowing.
• If you keep cooked food, cover and keep it cool or refrigerated. If reheated, cook until 

all the food is boiling hot.
• Clean utensils thoroughly with soap and clean water. Dry on a rack, if possible in the 

sun (which kills microorganisms). Cover with a cloth if it is dusty.
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Preparing food for children
• Add milk, eggs or sugar to a child’s porridge just before feeding, so that bacteria have 

less time to multiply.
• Mix dry powdered milk directly into food. Do not mix with water, or feed from a 

feeding bottle. Bacteria multiply quickly in liquid milk. 

Food preparation for sick people
• Thoroughly wash utensils used by sick people.
• If possible, sick people should not prepare food for others.

Signs of unsafe foods

Type of food Sign food may be unsafe

Cereals Weevils, signs of pest damage. Dirty; looks/smell damp or 
mouldy; flour is lumpy. Packaging is torn or open.

Starchy roots Soft, sprouting, bruised or damaged; rotten spots. mouldy 
parts.

Legumes and nuts Weevils or dirt; look/ smell damp or mouldy; wrinkled.

Vegetables and fruits Wilted, too soft, rotten spots, bruised. From source using 
pesticides and contaminated water. Vendor sprinkles with 
contaminated water.

Meat and offal Bad smell or colour; brown spots. 

Meat products 
(sausages, pies)

Bad smell and after ‘sell-by’ date.

Poultry Bad smell, torn skin and old feathers.

Fish Dull eyes, loose scales, brown gills and/or bad smell. 

Milk and milk products Smells bad; is/has been exposed to sun, dirt, or flies. 
Package leaking or bulging.

Milk products Mouldy, bad smell.

Eggs Dirty, cracked. Floats on water.

Fats and oils Smells rancid. 

Canned foods Can is swollen, rusty or damaged or dented; food has leaked 
out; food looks, smells or tastes bad. Any of these signs 
means the food may be very	poisonous.

Advise people to check ‘use-by’ dates on labels and not to buy foods after these dates. 

Encourage them to buy from vendors and shops that store and display food 
hygienically.
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Topic 8: Common parasites 

Lesson objectives 
By the end of this lesson, participants should be able to:
• describe how common parasites are spread within the household.
• describe how these common parasites can be prevented within the household. 

Training methodology
•	 Ask	the	participants:	What	common	parasites	are	found	in	the	community?	
•	 Through	a	plenary	session,	discuss	how	common	parasites	are	spread	within	the	household.	
•	 Ask	the	participants:	How	can	this	common	parasite	be	prevented?
•	 Ask	the	participants	about	their	experience	or	observations	about	any	of	common	parasites	

like	head	lice,	intestinal	worms	or	scabies.
•	 Discuss	the	roles	and	responsibilities	of	community	health	workers	in	prevention	of	common	

parasites.	
•	 Discuss	and	summarise	the	session.	

Training duration
 30 minutes 

Training resources
 Masking tape, marker pens, flip chart paper, key messages booklet.

Facilitator’s notes

Roles and responsibilities of the community worker
• To educate the community about the cause of infestation from common parasites.
• To educate about preventive measures.
• To treat or refer cases as per directions.

Head lice
• Head lice stays in the hair and causes itching.
• They are spread from one person to another particularly among family members and 

other contacts.
• They occur due to poor hygienic conditions. Daily hair washing and bathing can help 

in getting rid of these parasites.
• Lice can be killed by applying anti lice lotion on the head according to the advice of a 

doctor. The egg stays stuck to the scalp and should be cleaned.
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Lice prevention
• Brush your hair daily. 
• Families are encouraged to look out for lice routinely because it can recur.
• Wash clothes, bed linen, combs, and brushes to prevent recurrence.

Intestinal worms
There are various type of intestinal worms, varying in size from 2 cm to 1 metre. Most of 
them enter the body due to poor hygienic conditions. Hence it is important to maintain 
good personal hygiene. It is one of the basic responsibilities of the CHW to educate the 
community about hygiene and cleanliness.

Types of intestinal worms
Some of the commonly found worms are described below:
• Tape worms
 They are long worms just like the measuring tape used by tailors and maybe as long 

as 1 metre. Their parts are excreted in stools as small seeds.

• Thread worms
 They are also called Pin worms. They are small, thin whitish worms just like thread 

and usually reside near the peri-anal region particularly in children. They cause itching 
around anal region particularly at night.

• Hook worms
 They are also small worms around 2 cm in size and reside in the inner surface of 

intestine and usually excreted with stools. They suck blood from the intestines and 
prolonged infestation causes anaemia. 

• Round worms
 They are medium-sized worms, ranging from 3 to 12 cm, whitish or pinkish in colour. 

They resemble the common earthworms and are excreted with stool. 

Symptoms of worm infestation
Some of the common symptoms are:
• Heaviness or fullness of the stomach.
• Irritability.
• Colicky pain in the abdomen. This pain starts with a low intensity which gradually 

increases and then subsides to reappear after sometimes.
• Sometimes may cause intestinal obstruction.

Mode of spreading worms 
• The worms stay and lay eggs in the intestine. The eggs are excreted in the stool and 

when one cleans or washes after defecation, worms are easily stuck on their hands. If 
the hands are not properly washed with soap and water, they stay on the hands and 
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re- enter the body through food. If such a person touches others or shakes their hand, 
the eggs may be transferred and others may be infected.

• If the stools are not flushed away and remain uncovered, the houseflies sit on it and 
the eggs are stuck on their legs. When these flies sit on some other objects particularly 
food items such as sweets, fruits and vegetables, they enter the body when the food 
items are eaten without washing. If the fields are irrigated with water contaminated 
with stools, the eggs gets attached to the vegetables grown therein. 

• The hook worm may also enter the body through the feet from where they enter the 
blood and ultimately reach the intestines, hence moving barefeet particularly in fields 
should be avoided.

How to prevent the spread of worms
• The best and simplest way to prevent the spread of intestinal worms is to wash hands 

thoroughly with soap and water after using the toilet, as the chemicals in soap kill the 
eggs of worms. In this way you not only protect yourself from re-infestation but can 
also prevent spread to others when shaking hands or touching objects.

• Hands should also be washed before handling food items or eating so that if there are 
eggs of worms they are killed or washed away.

• Faeces should be flushed away or kept covered so to avoid flies sitting on them. 
Similarly, food items should also be kept covered.

• If fruits and vegetables are eaten raw, they should be thoroughly washed before 
consumption.

• Maintaining personal hygiene and cleanliness of surroundings is the best and simple 
way of preventing spread of worms. 

• Avoid moving barefoot particularly in fields. It is commonly observed that children play 
barefoot, therefore hook worms easily enter their body. Children should be asked to 
wear shoes.

• Luckily the worm infestation can be prevented easily by taking deworming tablets. In 
many countries (including Somalia) children ages 1-5 years are dewormed in mass 
campaigns after every six months. Hence, ensure that every child of this age group in 
your community takes deworming tablets during these campaigns. 
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Topic 9: Scabies

Lesson objectives
By the end of this lesson, participants should be able to:
• state the signs and symptoms of scabies.
• discuss how scabies is transmitted and how it can be prevented. 

Training methodology 
•	 Ask	the	participants	to	share	any	experiences	from	the	community	on	scabies.	

»	 What	are	the	symptoms?	
»	 Who	is	most	likely	to	be	affected	by	scabies?	

•	 Through	a	plenary	session,	discuss	prevention	of	scabies	at	household	level.	
•	 Discuss	and	summarise	the	session.	

Training duration
 30 minutes 

Training resources
 Masking tape, marker pens, flip chart paper, key messages booklet.

Facilitator’s notes 

Roles and responsibilities of the community health worker
• Create awareness to the community members on prevention and control of scabies. 
• Identify and refer any community members with scabies. 

What is scabies? 
• Scabies is a skin disease caused by an organism called a mite. Symptoms appear 

from two to six weeks after exposure. Itching all over body specially in body folds is 
a common symptom. An indication of scabies is if other members of household are 
experiencing the same symptoms.

Signs and symptoms
• Symptoms include severe and continuous itching all over the body, particularly in 

the creases/folds of the body such as between the fingers and toes, the buttocks, the 
elbows, the waist area, the genital area, and under the breasts in women. The face, 
neck, palms, soles and lips are usually not affected, except in infants or very young 
children. Itching occurs especially at night. 

• The skin may show signs of small insect-type bites, or the lesions may look like pimples.
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• The skin may also be red or have sores due to scratching. A burrow (a short S-shaped 
track) indicates the mites movement under the skin. Burrows may be small enough 
to be overlooked. Thus, scabies also should be considered whenever there is intense 
itching without an obvious rash, bite or burrow. 

Scabies prevention
• If a person is known to have scabies, they should not have close skin-to-skin contact 

with others until they have been treated. 
• If one member of a household has scabies, all other household members, sexual 

partners, and close contacts should be treated simultaneously.
• Clothing, towels, and bedding from an affected person should be washed in hot water 

and dried in a dryer or by iron. If an article cannot be washed this way, it can be stored 
away from human contact for three days to eliminate mites.

• In the hospital, staff should use gloves and gowns when treating patients who have a 
suspicious rash and itching.

Self-care at home
• Although you cannot cure a case of scabies without prescription medication from a 

doctor, there are certain things you can do at home to keep from reinfecting yourself 
or your family.

• Wash all clothing, towels, and bed linens that you have used in the last three days. 
Use hot water. You should use the dryer at high heat (Iron the clothes) rather than air 
drying. 

• Since the mites can survive on non-living objects for several days, place the objects 
that are not machine washable (such as coats and stuffed toys) into a bag and store 
for a week.

• Thoroughly vacuum your rugs, furniture, bedding, and car interior and throw the 
vacuum-cleaner bag away when finished.

• Try to avoid scratching. Keep any open sores clean.
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Topic 10: Schistosomiasis

Lesson objectives
By the end of this lesson, participants should be able to:
• state the signs and symptoms of schistosomiasis.
• describe how schistosomiasis is prevented 

Training methodology
•	 Ask	the	participants	to	describe	their	experience	of	schistosomiasis	in	the	community.

»	 What	are	the	signs	and	symptoms	of	schistosomiasis?	
»	 How	is	schistosomiasis	transmitted	within	the	community?

•	 Through	 a	 plenary	 session,	 discuss	 the	 mode	 of	 spread	 of	 schistosomiasis,	 signs	 and	
symptoms	and	how	it	can	be	prevented.	

•	 Summarise	the	session.	

Training duration
 30 minutes 

Training resources
 Masking tape, marker pens, flip chart paper, key messages booklet.

Facilitator’s notes 

Introduction
• Schistosomiasis, also known as bilharzia, is an infection caused by a parasitic worm 

that lives in fresh water. Schistosomiasis is an acute and chronic parasitic disease 
caused by blood flukes. People are infected during routine agricultural, domestic, 
occupational, and recreational activities, which expose them to infested water. 

• Lack of hygiene and certain play habits of school-aged children such as swimming or 
fishing in infested water make them especially vulnerable to infection.

Roles and responsibilities of the community health worker
• To raise awareness to the community towards Schistosomiasis.
• To educate the community about the transmission and preventive measures of 

Schistosomiasis 

Sign and symptoms
• Fever
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• Abdominal pain
• Blood in urine
• Malaise
• Headache
• Cough
• Diarrhoea
• Muscle and joint pain

How to prevent Schistosomiasis
• Avoid swimming and washing in stagnant water.
• Boil or filter water before drinking.
• If stagnant water is used for bathing, treat it first through boiling.
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Topic 11: Bedbugs

Lesson objectives
By the end of this lesson, participants should be able to:
• describe the signs and symptoms of someone that is infested by bedbugs. 
• describe the transmission of and how to stop the spread of bedbugs . 

Training methodology
•	 Review	the	session	objectives.	
•	 Ask	the	participants	to	describe	their	experience	from	the	community.	

»	 Is	this	a	common	parasite	that	affects	people	in	the	community?	
»	 Who	is	most	affected?
»	 How	is	it	spread?	
»	 How	can	people	stop	the	transmission	route	of	bedbugs?

•	 Through	a	plenary	session,	explain	the	role	of	the	community	health	worker	in	curtailing	
the	spread	of	bedbugs.	

•	 Summarise	the	session.	

Training duration
 30 minutes 

Training resources
 Masking tape, marker pens, flip chart paper, key messages booklet.

Facilitator’s notes 

Introduction
• Bedbugs are small, reddish-brown parasitic insects that bite the exposed skin of 

sleeping humans and animals to feed on their blood. Although bedbugs aren’t known 
to spread disease, they can cause other public health problem.

• About the size of an apple seed, bedbugs hide in the cracks and crevices of beds, box 
springs, headboards, bed frames and any other objects around a bed. 

Roles and responsibilities of the community health worker
• To raise awareness to the community about bedbugs.
• To educate the community about the transmission, sign & symptoms and preventive 

measures of bedbugs. 



177Harmonised Community Health Workers’ 
Training Manual

Signs and symptoms
It can be difficult to distinguish bedbug bites from other insect bites or rashes. Some 
people have no reaction to bedbug bites, while others experience an allergic reaction 
that can include severe itching, blisters or hives. 

In general, the sites of bedbug bites usually are:
• red, often with a darker red spot in the middle
• itchy
• arranged in a rough line or in a cluster
• located on the face, neck, arms and hands

Transmission of bedbugs
• Bedbugs are great hitchhikers. They can move from one site to another by traveling 

on clothing, luggage, furniture, bedding and boxes.

Prevention of bedbugs
• Wash beddings at least once a week. 
• Clean carpets and other rugs used in the home as soon as they are dirty. 
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Module 6: Reporting 

Lesson objectives
By the end of this lesson, participants should be able to:
• explain the benefits of submitting timely and quality reports. 
• demonstrate the recording and submission of the reporting tools by the community 

worker. 
• explain the reporting pathway, including feedback loop with the community health 

workers. 

Training methodology 
•	 Explain	 that	 each	 community	 health	 worker	 is	 expected	 to	 have	 a	 record	 of	 all	 the	

households	that	exist	within	a	given	location	with	specific	population,	children	less	than	5	
years	and	the	number	of	pregnant	and	lactating	women.

•	 A	community	health	worker	supports	100-150	households.	
•	 Discuss	the	reporting	channels	through	the	MoH	systems	or	health	facility	and	submission	

of	the	reports	to	the	implementing	partners.
•	 Explain	that	the	population	information	shall	be	recorded	in	the	community	register,	which	

is	expected	to	be	retained	at	the	community	level.	
•	 Discuss	the	process	of	community	mapping	and	how	to	undertake	the	development	of	a	

community	register.	
•	 Explain	that	the	community	register	is	for	each	location	and	should	be	maintained	at	the	

community	level.	
•	 Discuss	the	process	of	filling	in	identified	reporting	tools	based	on	the	Community	health	

worker	scope	of	work:
»	 Development	of	community	register.	
»	 0-5-year-old	reporting	register.
»	 MUAC	screening	tool	for	children	and	pregnant	women.
»	 Pregnant	and	lactating	women	register.	
»	 Filling	in	the	referral	slips.

Training duration
 2 hours 

Training resources
Masking tape, marker pens, flip chart paper, printed reporting tools, printed copies 
of referral sheets.
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At community Level 

Community 
chart 

MUAC 
screening 

tool for 6-59 
months 

MUAC 
screening 

tool for PLW 

Community health worker monthly report 

District / Regional Level 

At health center / primary health unit 
Health Facility monthly report

under 5 
treatment 

register 

Consolidate the 5 reports into the 
CHW monthly report 

CHW submits report to Health 
centre/Primary health unit/NGO

Health facility monthly report is 
submitted to district /regional level

pregnant/ 
lactating 
women 
register 

Facilitator’s notes 

How will the community health worker undertake data collection?
•  The community health worker will visit each and every household in the community 

per month to collect basic information, to provide health promotion, screen children 
for acute malnutrition and other childhood diseases, as well as create awareness 
about other public health issues in the community.

• Within the first week of every month, the community health worker will submit their 
activity monthly report to the health centre. 

• It is expected that the focal person at the health centre will collect activity monthly 
reports of all CHWs attached to the health facility and compile it into the health facility 
monthly report. 

• The health facility monthly report is then submitted to the District/ Regional office by 
the end of the 2nd week of each month.

The data flow from the community should be as below: 
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Topic 1: Filling in the Community Chart 
• The purpose of the community chart is to have basic information about the population. 
• The chart will be displayed at the community health worker’s house. The chart should 

be updated after collecting information from the family register. 
•  The information recorded in the community register should include:

1. Total number of families
2. Demographic information: 

» Total registered population: Add total population in the family register. Whenever 
a new person enters a family or migrates or dies, it will be added or subtracted 
accordingly. 

» Under 12 months: All children who are under 1 year age in the relevant month.
» 12 months - 59 months: All such children who are above 1 year and less than 5 

years of age. 
» 15-49 years of age: All females between the ages of 15-49 years of age in the 

relevant month.
» Eligible couples: All married couples in which the wife’s age is between 15 and 49 

years.
3. Live births: In the relevant month, the number of live births in a community are 

recorded. Babies who have taken just one breath will be considered. 
4. Total new registrations in a month: people who have migrated into the community 

like women after they are married or families that have shifted to a different 
community, as well as live births that will be new registration.

5. Total migrations out of the community in a month: In a month the total number 
of registered persons that migrated out of the community. 

6.  Total Deaths. (Inclusive of infant deaths). Out of the registered population, the 
number of deaths inclusive of infant deaths. 

7. Infant Deaths. Number of deaths of children under 1 year of age, including neonates 
deaths. 

8. Maternal Death. Number of maternal deaths occurring during the first day of 
conception till 42 days of delivery from any complication of pregnancy and delivery. 
Accidental deaths are not included in maternal deaths.

9. Source of drinking water. Write the number of families in relevant columns of 
sources of drinking water such as how many families use tap water and how many 
families use well water as a source of drinking water.

10. Latrine Facilities. Write the number of families in the relevant columns who have a 
pit latrine improved ventilated or other sources. 

11. Open defecation free communities: write the number of open defecation free 
communities.

12. Hand washing facilities: write the number of hand washing facilities in the community 
13. Waste disposal: write the number of waste disposal pits available in the community. 
14. Health Committee Members. Write the names of members of the health committee.
15. Women Group. Write the names of members of women groups.
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Exercise: Filling in the Community Chart
• The community health worker began working in her community in 2018. At the time, 

she registered 86 households with a population of 430. At the inception of her work, 
she has 7 children under 1 year old and 39 children aged between 1-5 years. At the 
end of the second month, 2 live births took place and 3 children celebrated their 
first birthday. In this month, she has a total of 183 women aged 15-49 years whereas 
married women were 120.

• In April 2018, one woman died during delivery. In a family of 11 members, their son 
and daughter in law with two children under five began to cook separately. 

• In May 2018, 3 live births were recorded, and 4 kids celebrated their 5th birthday. Two 
families with 9 and 6 members respectively moved to some other place. In both these 
families there were 3 married two 15 years old girls and 2 under 1 child were included.

• In June 2018, two weddings took place, the girl of Family 20 married to her cousin and 
moved to his house located in the same village whereas one girl after marriage moved 
to the city.

• In July, one healthy birth took place while one 9 months old child died due to measles. 
A 15-year-old boy drowned in canal and died. 

•  In the community health workers village, only 10 houses have a pit latrine with 
improved ventilation while all remaining do not have any sort of toilet facility in their 
houses. The same 10 houses use boring water for drinking while the rest use canal 
water for all purposes.

• Please fill in this information in the community chart provided. 
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Topic 2: Mid-Upper Arm (MUAC) screening for children  
aged 6-59 months in the community 

Screen all children aged 6-59 months for MUAC measured in the community. Refer all 
children with red and yellow MUAC readings to the health facility. Commend and counsel 
children with green MUAC. If available, refer the children aged 6-23 months with a green 
MUAC to the MCHN programme, where it is available. 

1.  Indicate the name of the community health worker, the name of the district, the 
location and date when the active screening took place. 

2. On the first row: Here tick one box per child -if a boy or a girl aged 6-59 months is 
screened and their MUAC is red. Refer all children with a red MUAC to the health 
facility. 

3. On the second row: Here tick one box per child – if a boy or a girl aged 6-59 months is 
screened and their MUAC is yellow. Refer all children with a yellow MUAC to the health 
facility.

4. On the third row: Here tick one box per child- if a boy or a girl aged 6-59-month is 
screened and their MUAC is green. Congratulate all mothers whose children have 
a green MUAC. For those aged, 6-23 months. Refer the children to the MCHN clinic 
where other nutrition prevention interventions are available. 
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MUAC screening tool for children aged 6-59 months 
Name of CHW_________________ Location_________________Date____________ District________ 
Tick	one	box	for	each	child	screened	today	(Against	the	Respective	MUAC	category:	RED,	YELLOW	or	GREEN)		

MUAC

 

Tallies

 TOTALS

BOYS
TOTAL 
BOYS

GIRLS
TOTAL 
GIRLS

<1
1.

5c
m

 (R
ED

)                        

                      

 

>=
11

.5
cm

-<
12

.5
cm

 
(Y

EL
LO

W
)

 >
=1

2.
5c

m
(G

RE
EN

)

Total Number Children Screened today:

Exercise on MUAC screening for children aged 6-59 months 
• The community health worker is undertaking MUAC screening for children aged 6-59 

months. 
• She visited Halima’s house, where there are 3 children under 5 years. Measures their 

MUAC, child 1 has a MUAC of 11.3 cm, child 2 has a MUAC of 12.3 cm and child three 
has MUAC of 12.5 cm. Record these measurements in the tally sheet. 

• She then visits Hawa’s house, where there is only 1 child aged 5 months. Record this 
measurement. 

• She continues with her day’s work and visits Shukri’s house. Here, there are 2 children. 
Measures their MUAC. Child one has a MUAC of 12.6 cm and child 2 has a MUAC of 
12.2 cm.

• Please fill in this information in the MUAC screening tally sheet. 
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Topic 3: Mid-Upper Arm (MUAC) screening  
for pregnant and lactating women (PLW)

Screen all pregnant women and all lactating women using the MUAC tape. Any PLW who 
has a MUAC of less than 21 cm should be referred to the health facility. 

1. Indicate the name of the community health worker, the name of the district, 
the location and date when the active screening took place. 

2. On the first row: Here tick one box per PLW. If a PLW has a MUAC less than 21 cm  
(< 21cm). Refer all PLW with <21 cm to the health facility. 

3. On the second row: Here tick one box per PLW. If a PLW has a MUAC greater than 
21 cm (>21cm). Congratulate all women with MUAC >21 cm and encourage them to 
continue observing good health and nutrition practices. 

MUAC screening tool for pregnant and lactating women 

Name Of CHW_________________________________________________Location_______________

District________________________________________________________ Date:___________________ 

Tick	one	box	for	each	PLW	screened	today	
MUAC Tallies Total
PLW 
MUAC 
<21cm

                          

                          
                          
                          

PLW 
MUAC 
≥21cm

                       

Total Number Women Screened:

Exercise on MUAC screening for PLW 
• The community health worker is undertaking MUAC screening for pregnant and 

lactating women. 
• She visited Halima’s house. Halima is pregnant with her 2nd child. Today her MUAC is 

22.4 cm. 
• She then went to Mzee Nasir’s house. He has two wives who are both pregnant. She 

screened wife 1, who has MUAC of 24 cm and wife 2 who has MUAC of 20.9 cm.
•  Please fill in this information in the MUAC screening tally sheet. 
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Topic 4: Pregnant and lactating women’s register 
Register all pregnant and lactating women in your community. One row will be for one 
pregnant woman. With the outcome of pregnancy, the woman will automatically be 
removed from the list.

1. In the first column, indicate if the mother is pregnant or not. If not pregnant, it 
automatically means that she is lactating. 

2. In the second column, indicate the profile of the pregnant woman, the head of 
household’s name along with the mother’s name. 

3. Antenatal check up by Skilled Birth Attendant (SBA). A pregnant lady must have 
at least 4 ANC check-ups by any SBA (public or private). Whenever she is checked by a 
SBA, indicate yes. If throughout her pregnancy she does not have any check-ups by a 
SBA, leave the columns blank.

4. Place of delivery: Indicate the place of delivery. If at home or within a health facility. 
5. Health promotion session: indicate if the mother has received an IYCF session or 

not.
6. Referrals: Indicate if the mother has been referred for treatment or not.
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Exercise on the pregnant and lactating women form 
• The community health worker visited a recently delivered case of family No. 25 on 5th 

August 2019. Summaya is a 26-year-old lady and gave birth to a baby boy at home. 
She advised her to take the child to the health facility for antenatal care. 

•  During her visit to family number 93, she came to know that Aisha w/o Muhammad 
Tayyab is pregnant. Her LMP was 17th May 2019. The Community health worker 
advised her to go for antenatal visits by the skilled health worker at the health facility 
and also to take a diverse diet. 

• The community health worker also visited family number 43, where Aafya w/o Ahmed, 
is 6 months pregnant. She has visited the health centre for only one ANC visit in May 
2019. 

• Aayana, a 27-year-old lady is also pregnant. She visited health centre a day before 
where 1st TT vaccine was given, and ANC was done by the community health workers. 
She is satisfied with the behaviour and attitude of health centre staff.

• Please fill in this information in the pregnant and lactating women’s diary. 
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Topic 5: Treatment and screening register for children  
aged 0-5 years 

• Procedure of the filling the 0-5-year-old treatment and screening register: 
• As soon as you provide services and follow up with the target people in the community, 

immediately fill in the register. 
• Every time, fill the column of the date, full name of the child, family number and age in 

months if less than 59 months. Also mention gender of the children (M for Male and 
F for Female).

• Fill in the sections as indicated, including access to vaccination services, if the child has 
had diarrhoea, etc.

• In the malnutrition column, after assessing the child with the MUAC tape, if the 
measurement falls under red or yellow or green, tick the relevant column.

• If the child is ill with other diseases, tick referral and indicate the suspected disease in 
the referral column.
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Exercise on the 0-5 year-old register
• The community health worker visited Amina who lives in house number 32 on 12th 

September 2018 and has a baby Isaack who is 9 months. The CHW gave a health 
education session on how to feed Issack on a balanced and nutritious diet. She then 
screened Isaack and found that Isaack had a yellow MUAC. 

• On the same day, Abida brought her 8-month old daughter Ayanna to her house 
with the complaint of diarrhoea. The community health worker assessed the child 
and found Ayanna to have diarrhoea. The community health worker gave Abida 2 
sachets of ORS and 10 zinc tablets and demonstrated to the mother the method 
of preparing and giving ORS and zinc to the baby. She also advised the mother to 
continue breastfeeding and to provide a complementary soft diet. She briefed the 
mother about danger signs of diarrhoea and to keep an eye on her condition.

• on 13th September, the community health worker visited house number 40, for a 
health education session and to check on the immunization status for 10-week old 
Razzaq. She advised that Razzaq be taken to the health facility for the penta 3 vaccine. 

•  Please fill this information in the treatment register. 
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Topic 6: Summary forms 
Ministry of Health

Monthly Reporting Form for Community Workers

SUMMARY FORM 

Name of Community health worker

Identification number of Community health worker 

Name of Community/Location

Community health worker phone number

District/Region 

SUMMARY COMMUNITY CHART 
INDICATOR SUMMARY

Total No. of children under 12 months 

Total No. of children 12-59 months 

Total No. 15-49 year old women

Total live births in the month 

Total newly registered persons in the month

Total persons migrated out 

Total deaths of children under 12 months
Total maternal deaths 
INDICATOR SUMMARY

Sources of Drinking Water 

Total No. Tap water 

Total No. Shallow wells 

Total No. Rain water harvesting systems (Baraket)

Total No. of ponds/ stream water 

Latrine facilities 

Total No. of latrine facilities 

Total No. of ventilation improved latrines 

Total No. of Open Defecation Free communities 

Hygiene Facilities 

Total No. hand washing stations 

Total No. of waste disposal facilities 
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SUMMARY UNDER 5 YEAR OLDS DATA 
INDICATOR SUMMARY

IMMUNISATION 

Total No. children who received polio 0 and BCG in the month 

Total number children who received Penta/Polio 1 in the month

Total number of children who received measles vaccine

DIARRHEA MANAGEMENT 

Total children reported to have diarrhea in the month

Total children treated with ORS and ZINC

NUTRITION STATUS 

Total children measured with RED MUAC

Total children measured with Yellow MUAC

Total children measured with Green MUAC 

Total children with odema in the month 

SUPPLEMENTATION 

Total children supplemented with MNPs in the month 

HEALTH EDUCATION

Total females reached with IYCF messages
Total males reached with IYCF messages 
REFFERAL
Total number of children referred for treatment 
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Topic 7: Referral Slips 
• Whenever the community health worker refers a patient, she will require a referral 

slip. The referral slip has three portions and the slips are given in the form of a referral 
slip pad 

• For referral of a case, the CHW has to fill all of the three portions. 
» Portion 1: Remains with the CHW for her records 
» The remaining 2 portions are handed over to the patient. One portion will be kept 

in the records of the health facility, and the second feedback portion will be filled 
by the health centre staff after service provision and hand it over to the patient to 
be brought back to the CHW for her record. 

Portion 1 (For the CHW record)
• Patient’s Name. Write name of patient in this column.
• Age. Age in years.
• Family No. Write the family number allotted to the patient’s family in the family 

register.
• Address of patient. Write complete address of the patient.
• Reasons of referral. Write the complaints or symptoms for which patient is being 

referred.
• Name of referral health centre. Write name of referral health centre.
• Community health worker’s Name. The referring community health worker will 

write her name.
• Signatures of the community health worker. The referring CHW will put her 

signature in this line.
• Date. Write date of referral in this line.

Portion 2 (For the patient)
• Patient’s Name. Write name of patient in this column.
• Age. Age in years.
• Family No. Write the family number allotted to the patient’s family in the Family 

Register.
• Address of patient. Write complete address of patient.
• Reasons of referral. Write the complaints or symptoms for which patient is being 

referred.
• Name of Referral Health Centre. Write name of referral health centre.
• Community health worker’s Name. The referring Community health worker will 

write her name.
• Signatures of Community Worker. The referring Community health worker will put 

her signature in this line.
• Date. Write date of referral in this line.
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Portion 3 (Feedback)
 The health centre staff will fill the relevant portion of the slip and give it back to patient.
• Patient’s Name. Write name of patient in this column.
• Age. Age in years.
• Family No. Write the family number allotted to patient’s family in the Family Register.
• Name of Referring Community Worker. Write name of referring Community 

Worker.
• OPD No. The health centre staff will write here the OPD no. from their OPD Register.
• Reasons of referral. The health centre staff will write the complaints or symptoms 

for which patient has come.
• Treatment/ Services provided. The health centre staff will write the treatment or 

advice given to the patient.
• Further Advice Given. For home care and directions for taking medicines may be 

mentioned in this line. 
• Name and Signature of Health Care Provider. The health care provider will write 

their name and put their signature. 
• Name of Health Centre. Write name of referral health centre.
• Date. Write date on which patient is examined.

Referral Slip
WARQADDA SOO GUDBINTA DARYEELAHA EE CARUURTA KA YAR 5 SANO

Magaca CHW: CHW no.

Magaca Ilmaha: Magaca Hooyadda/Waa lidka:

Dada: Telephonka no

Jinsiga: Wiil   Gabar 
Kaamka uu Dagan yahay:

Taariikhda: Waqtiga: Magaca xarunta loo gudbiyey:

Maxay tahay xaaladda 
ilmaha loo soo gudbiyey 1. Tallaal 

2. Nafaqadaro 

3. Xanuunsan/Jiran 

Ilmaha ma soo booqday/
ma yimid xarunta Haa  Maya 

Haddii ay maya tahay waa maxay 
sababta? 
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WARQADDA SOO GUDBINTA DARYEELAHA EE HOOYADA

Magaca daryeelaha: CHW no.

Magaca Hooyadda

Dada: Telephonka no

Kaamka ay dagan tahay: 

Taariikhda: Waqtiga: Magaca xarunta loo gudbiyey:

Sababta loo soo gudbiyey
1. Dhalmo 

2. Uurey 

3. Xanuunsan/Jiran 

4. Nafaqa daro 

5. Tallaal 

6. Booqashadda dhalmadda ka dib 

Hooyadda ma soo 
booqatay/ma timid 
xarunta

Haa  Maya 
Haddii ay maya tahay waa maxay 
sababta? 

Raac Amarkaan:
• Nuqulka kore waa copyga Daryeelaha
• Nuqulka 1aad sii hooyadda 
Nuqulka 2aad ku kaydi goobta wax laga gudbiyey



197Harmonised Community Health Workers’ 
Training Manual

Module 7: Action plan from the training  
and post training assessment 

Lesson objective
By the end of this lesson, participants should be able to:
• develop an action plan detailing the capacity development plan per district/ 

implementing partner after the harmonised CHW training.

Training methodology
•	 Review	the	objectives	of	the	session.
•	 Divide	the	participants	into	the	districts	and	implementing	partners	that	they	represent.
•	 Task	each	of	the	district	representatives/	implementing	partners	to	discuss	and	prepare	an	

action	plan	that	details:	
»	 the	CHW	training	plan,	
»	 the	number	of	CHWs	to	be	trained,	location,	supportive	supervision	exercise	indicating	

the	persons	responsible	for	each	task	and	the	tentative	plan.
•	 Each	district	representative/	implementing	partner	makes	a	plenary	presentation	of	their	

discussion.
•	 Through	a	plenary	session,	discuss	a	capacity	development	plan	for	the	districts	ToTs	on	the	

harmonised	public	health	package.	Schedule	the	trainings	on	a	quarterly	basis,	indicating	
approximate	dates	and	location.

•	 Conduct	evaluation	 for	 the	 training.	Use	a	written	post-training	assessment	and	a	non-
written	 assessment	 through	buzz	 groups.	 Find	 out	what	 the	 participants	 like	most	 and	
least	about	the	methodologies	used	in	the	training,	the	training	resources,	the	sessions	they	
found	most	useful	and	suggestions	to	improve	the	training.	

•	 Discuss	and	wrap	up	the	training.	

Facilitator’s notes 

Post -assessment: What do we know after the training? 

# Yes No Don’t 
know

1. An early marriage resulting into early pregnancy is one of the 
contributing factors to child deaths in Somalia.

2. Iron Deficiency Anaemia in mothers can be prevented by 
consumption of Multiple Micronutrient tablets beginning 
early in the pregnancy. 
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# Yes No Don’t 
know

3. An infant aged 6 to 9 months needs to eat at least 3 times a 
day in addition to breastfeeding. 

4. Sleeping under a mosquito net is not an effective way of 
preventing malaria. 

5. Zinc and ORS are used in the management of diarrhoeal 
disease.

Should a baby with diarrhoea continue to be given zinc for 
ten days even if the diarrhoea has stopped?

6. Bleeding or spotting is one of the danger signs in pregnancy 
and a pregnant mother with such a danger sign should 
immediately seek medical attention.

7. A woman who is malnourished can still produce enough 
good quality breast milk for her baby. 

8. The more milk a baby suckles from the breast, the more 
breast milk the mother makes. 

9. Polio is a dangerous disease that causes irreversible damage, 
yet it can be prevented through immunisation.

10. Children below 1 year should never be dewormed

11. During the first six months, a baby living in hot climate needs 
water in addition to breast milk.

12. A young child (aged 6 up to 24 months) should not be given 
animal foods such as eggs and meat.

13. A mother with a newborn baby should ensure that her baby’s 
umbilical cord is wiped with clean water and salt at least two 
times in a day.

14. All pregnant women should know their HIV status so as to be 
able to make wise decisions on prevention of Mother to Child 
Transmission of HIV.

15. Men play an important role in the health and well-being of 
their families.

16. A pregnant woman should have at least 4 antenatal visits

17. The four critical times to wash hands to avoid falling sick 
include:
e) Before going to the latrine
f) Before changing the baby’s nappies
g) After eating food
h) After handling food and food items
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