


A distributor counsels a parent on how to
use the Cool Parent Guide to  communicate
with her children about HIV/AIDS prevention.

Box 9: Lessons learned in the SHN program in Mangochi district

Lessons Learned 1: In the first couple of years of deworming, there was a lot of suspicion about the
treatment and less than 50% of children took the medication. Some community members believed that
they were contraceptives and therefore prevented their children from attending school on treatment
day. Many community members also considered bilharzia as normal – they had it all their lives and did
not understand the need for treatment.

To reduce suspicion and raise awareness on the importance of treatment for children’s health and
education, Save the Children used multiple methods to educate the community, including radio
broadcasts reminding parents of dates and importance of treatment; community awareness meetings
with ADCs, school communities and surrounding villages; notes to parents encouraging them to
participate in the distribution; and notes to headteachers to remind children of the importance and
safety of the treatment.As a result, coverage improved to 82%.

Lesson Learned 2: Due to the low literacy rate and poor educational achievement in Mangochi, many
parents found it difficult to understand the Cool Parents Guide once the distributor had counseled
them on using it.

Thus, the Cool Parents Guide was revised to make
it more user-friendly by including pictures and illustrations.
A review meeting with parents and children in August
2008 found that the illiterate parents understood the
Guide better and were more likely to remember key
messages.The pictures also generated more interest
from the children and were used as prompts for
discussion.The distributors also found that it took less
time to counsel parents with the presence of pictures.

Lesson Learned 3: With PTKs, initially sick children
would seek care from the trained teachers throughout
the school day.Teachers complained that this
disrupted class too much.

Thus, lunch and tea breaks were used to administer
medications to sick children, unless there was an emergency.
This allowed for prompt treatment and care of the child,
with minimal interruption to class time.

Lessons Learned 4: Despite tremendous progress in improving access to safe water and adequate
latrines, the hardware aspects of the program, hand washing with soap or ash remained a low priority
for schools and communities. Hand washing facilities were not maintained and children rarely washed
their hands with soap.A key recommendation at the end of the program was thus, to have a well
researched education, BCC campaign on the importance of hand washing, targeting all population groups
with context-specific messages.

Lessons Learned 5: It was challenging to implement SHN without an approved national SHN policy and
with limited support, collaboration, and guidance from the Ministries of Education and Health.

With the launch of the national Ministry of Education-led SHN program in 2007, the situation improved
enormously and each district had SHN responsibilities and point persons to implement the program.

A distributor counsels a parent on how to
use the Cool Parent Guide to  communicate
with her children about HIV/AIDS prevention.
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Albendazole Albendazole is one of the common anthelmintic drugs that can be 
used to treat children who have STH or intestinal worms.At school,
albendazole tablets can be given safely to children from the age of 12
months and onwards irrespective of their height or age (after 12 
months). One tablet is sufficient, where a child chews and swallows 
the tablet in front of the teacher.

Anthelmintics Anthelmintics are drugs which destroy parasitic worms (helminths) 
from the body.

Bilharzia (schistosomiasis) Bilharzia is also known as schistosomiasis and is a parasitic disease 
which can cause chronic illness damaging internal organs, and in 
children impairing cognitive development and growth. It does 
however, have a low mortality rate. Bilharzia is the second disease 
after malaria which can impact a country socioeconomically. It is 
most commonly found in low income countries such as Africa, Asia,
and South America. Children can be contaminated through swimming
or playing in infected water.

Cold chain Cold chain is referred to as the process used to maintain optimal 
conditions during the transport, storage and handling of vaccines 
from the manufacturer to the administration of the vaccine to the 
patient.Wasting vaccine is costly and expensive and can disrupt the 
delivery of the vaccination thereby delaying the intervention and 
impact of the program.

Cool Parent Guide The Cool Parent Guide is a simple educational material containing 
points in the local language on how to talk with young children and 
on the technical aspects of HIV/AIDS and sexuality.The material 
contains guidance for parents to clarify their own values and 
expectations for their children, HIV/AIDS facts, ideas on how to talk 
to children to help them delay sex, and it encourages parents to talk 
one-to-one with their children.

Deworming Deworming is the provision of anthelmintic drug treatment. It can be
used safely and cheaply on a mass scale to remove and destroy 
parasitic worms that are in the body of adults and children.

Dose pole A tool which determines the correct number of praziquantel tablets 
that need to be given to a child based on their height.

HemoCue A HemoCue is a portable and accurate method of measuring the Hb
levels in the blood. It is useful in acute clinical situations and as a 
guide for blood transfusion requirements. It can be easily used by 
health workers after a short period of training.

Intestinal worms See soil-transmitted helminths (STH).

Glossary

SCHOOL HEALTH AND NUTRITION MANUAL: A GUIDE ON HOW TO IMPLEMENT PROGRAMS IN MALAWI • GLOSSARY

39



Iron deficiency anemia (IDA) IDA is the most common nutritional deficiency in the world and 
school-age children is one of the groups most severely affected. IDA 
causes fatigue, low productivity and apathy.Among school-age 
children it results in poor physical and cognitive development and 
inevitably poor academic performance.The most common causes of 
anemia are poor diet and parasitic infection such as bilharzia,
hookworm and malaria. Other nutritional deficiencies, such as vitamin
A deficiency may also play a role. However, very little is known about
how much each of these factors contribute to IDA.

IU An International Unit (IU) is used to measure vitamins and drugs 
based on their biological effect. Each vitamin has a different substance
so one IU of vitamin A will not contain the same number of 
milligrams as one IU of another vitamin.

Mebendazole Mebendazole is the other common anthelmintic drug that can be 
used to treat children who have STH or intestinal worms. At school,
mebendazole tablets can be given safely to children from the age of 
12 months and onwards irrespective of their height or age (after 12 
months). One tablet is sufficient, where a child chews and swallows
the tablet in front of the teacher.

Nutrition education Teaching of nutrition in schools helps children to learn nutrition and 
practice good eating habits. Many eating habits are formed during 
childhood and they can last a lifetime. It is therefore important for 
children to learn the benefits of good nutrition and to develop 
healthy eating habits. Schools are an excellent setting for bringing 
nutrition education to children at an early age.

Praziquantel Praziquantel is an anthelmintic drug used for adults and children who
have bilharzia/schistosomiasis.At school, praziquantel tablets are given
to children over the age of 4.The number of tablets given to each 
child is based on their height by using a dose pole.The child swallows
the tablet(s) in front of the teacher.

Pupil treatment kit (PTK) A PTK is a bag containing medical supplies for the treatment of 
common illnesses and minor injuries at school.The common 
contents of the PTKs are usually medicines for pain relief, common 
health problems like malaria, eye infections and simple wound 
dressings.

Refractive error Refractive error is an error in the focusing of light by an eye which 
causes blurring of vision.The testing of refractive error in schools 
can be done using an E chart or Snellen’s chart.
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Safe School Policy (SSP) The SSP is a set of guidelines that is formulated by teachers,
parents, SMC members, PTAs, local leaders and pupils with the 
support of Save the Children.The SSP concept seeks to address 
pupils’ protection issues at school and the community at large by 
linking education desired attainments, children’s safety and 
community mobilization. It enables fostering the protection of 
children in school and in the community by providing 
guidance/course of action to decision makers in creating safe 
environments for pupils.The SSP also aims at creating and 
strengthening partnerships between parents, teachers, pupils, local 
leaders and other key stakeholders for effecting safety 
improvement and build their capacity as stakeholders to 
protect pupils.

Schistosomiasis See bilharzia.

Soil-transmitted helminths (STH) STH are commonly known as intestinal worms.These are 
transmitted from eggs excreted in human feces or urine 
that contaminates the soil in areas which lack adequate sanitation.
Children and adults can be infected with intestinal worms when 
they ingest the infected eggs when they come into contact with 
food and/or hands that have been contaminated from the soil.The 
common worms are hookworm, roundworm, and whipworm.

Vitamin A supplementation Vitamins are small elements of food which you cannot see but are
important because they help the body to work properly.There are
lots of vitamins such as vitamin A, vitamin B, vitamin C etc.Vitamin
A is very important as it keeps the cells on the surface of the 
body healthy and this makes it difficult for infection to enter the 
body. These body surfaces are: skin, surface of the eye, inside of 
the mouth, lining of the gut (intestines), and cells in the lungs.
Vitamin A can be found in dark green vegetables, yellow fruits,
pumpkins, carrots, meat, milk and eggs.
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List of useful resources

Deworming

1. Helminth control in school-age children: A guide for managers of control programs
This document is a guide for program managers on how to plan, implement, and monitor deworming
programs in school-age children. It includes the old WHO decision charts.
<www.who.int/wormcontrol/documents/helminth_control/en/index.html>

2. How to deworm school-age children: Instructions for teachers
This is a simple guide to assist teachers to conduct a deworming activity in their school.
<http://whqlibdoc.who.int/hq/2003/WHO_CDS_CPE_PVC_2003_6_Rev1.pdf>

3. Health education material 
This site includes health education materials used during deworming activities from various countries.
<www.who.int/wormcontrol/education_materials/en/> 

4. Urbani School Health Kit:Teachers resource book
A useful resource for teachers, it contains key messages on worm control and hygiene and activities to help
educate children.

Skills-based health education

1. Children for Health. Children as Partners in Health Promotion 
This document focuses on enhancing good quality health education providing ways for children (whether on
their own or in groups) to pass on health messages to their families, communities and to other children.

2. Child-to-Child. A Resource Book. Child-to-Child Activity Sheets
This book is useful for those wishing to include Child-to-Child in their programs, and includes 35 activity sheets
with updated health information and 9 new activity sheets covering areas such as HIV/AIDS, early childhood
care, sexual health, safe motherhood, bird flu and diabetes.

Community mobilization

1. How to Mobilize Communities for Health and Social Change
A field guide designed to help people to understand how to plan community mobilization programs through a
series of phases with country profiles from Bolivia, Peru and the Philippines.

2. Mobilizing Communities for Education, Health and Social Change (CASP Compendium)
This compendium presents an approach to mobilizing communities for improved educational and health
outcomes for children and their families during the design, implementation, and monitoring and evaluation
process in sponsorship-funded programs.

WASH in schools

1.Water, Sanitation and Hygiene Standards for Schools in Low-cost Settings
This document is designed to be used in low-cost settings with simple and affordable measures, to improve
the hygiene and health of school-age children.The guidelines focus on: water supply (water quality, quantity and
access); hygiene promotion; sanitation (quality and access); control of vector-borne disease; cleaning and waste
disposal; and food storage and preparation.

2.Towards Better Programming. A Manual on School Sanitation and Hygiene
A document that guides programmers on how to bring about changes in schools in the hygiene behavior of
children, and how these children can pass on the health behavior changes within their communities.
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1. Save the Children, School Health & Nutrition Module, in CASP:The Common Approach to Sponsorship-Funded 
Programming. 2007, Save the Children/USA.

2. Jukes, M.C.H., L.J. Drake, and D.A.P. Bundy, School health, nutrition and education for all : levelling the playing field. 2008,
Wallingford, UK: CABI Publishing.

3. Save the Children, School Health and Nutrition: An overview. 2008, Save the Children/USA.
4. Save the Children, Design, Monitoring, and Evaluation (DM&E) Module, in CASP:The Common Approach to Sponsorship-

Funded Programming. 2007, Save the Children/USA.
5. Save the Children, Mobilizing communities for education, health and social change, in CASP:The Common Approach to 

Sponsorship-Funded Programming. 2009, Draft, Save the Children/USA.
6. Save the Children, Sponsorship program – country office phase-over planning guides. 2007, Save the Children/USA.
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Partnership/USAID: Baltimore, MD.
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Annex A: Key Questions to Guide a Situational Analysis

You should select the questions from each list that are most relevant to your impact area. Some questions
listed below may not be relevant for you, and you may decide to include other questions based on your
experience and understanding of the local context.

Goal/SO: Children’s health and educational status

[Q1] What are the most significant health and nutrition problems among the school-age group? Provide any data
readily available. List sources when available. Try to identify health issues such as parasites and micronutrient
deficiencies that are recommended for a SHN program. If there is no data on school-age children, include data
on other age groups to provide an indication of the status amongst school-age children.

[Q2] Does the education sector and, in particular, do schools within the impact area, suffer from low enrollments,
high absenteeism, high repetition and dropout, and/or low school performance? How does this break down by
age? Provide district level data where available or report results from a sample of schools. Consult the
education team.

[Q3] Is it likely that poor health and nutrition among school-age children contribute to low school enrollments and
slow progress in school? What evidence is there for this in the impact area/in the country? If data is not available,
conduct focus group discussions, and ask school and community members for the main causes of low
enrollment, dropout and absenteeism.

[Q4] What health services do school-age children seek? Where do they currently go for health care? How far is the
nearest health centre from school/home?

[Q5] What behaviors are likely to be contributing to children's poor health and nutritional status?

[Q6] Are school-age children at risk of death and morbidity due to highly preventable diseases? Which ones?

IR1: Availability of SHN services

[Q1] Are schools easily accessible to the population? Are teachers available to handle the student load?

[Q2] Is girls' participation and progress in school a significant problem? Explain.

[Q3] Is the participation and progress of orphans and vulnerable children in school a significant problem? Explain.

[Q4] Do schools currently provide information about health? Is it regularly integrated into the curriculum?

[Q5] Do schools provide any health services to students? To non-students?

IR2: Quality of the school environment

[Q1] Do children in schools have access to potable water supplies/water that is safe to drink?

[Q2] Do schools have functioning latrines?

[Q3] Do school latrines have hand washing facilities and soap?

[Q4] Do school latrines include separate facilities for girls? If not, does this affect the school attendance of girls?

If data is not available for the above, visit the schools and collect the information.
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IR3: Knowledge, attitudes, and interest 

[Q1] What do the community and children know about treatment for highly preventable diseases that are
affecting school-age children?

[Q2] What is known about current behaviors and beliefs related to health and nutrition?

[Q3] Are children vulnerable to high-risk behaviors related to health, including sexual health, especially
HIV/AIDS? What behaviors specifically?

[Q4] Are there health-related curricula that are used by the government, Save the Children, or other
institutions? If so, have the teachers received training in the health curriculum? Is it utilized in the schools by the
teachers? If so, do teachers use participatory teaching methods when teaching health topics?

[Q5] Are there training activities for teachers and local health agents for health services for school-age
children?

IR4: Community support and policy

[Q1] Are there existing health and nutrition programs for school-age children either within Save the Children or
through government or other institutions? List all programs including target age and expected outcomes.

[Q2] Is there a national SHN strategy or program in place? And if so, what is the status of the program and what
could be Save the Children's role in supporting the national strategy or program?

[Q3] Are there SHN-related policies in the health or education agendas, including those related to student abuse or
corporal punishment? And are there requirements related to providing health services or education to children? If so,
are they implemented/enforced?

[Q4] Is there regional support for this program area? Specify.

[Q5] Do officials in the Ministries of Education and Health demonstrate an awareness and understanding of SHN
issues? At what levels? Explain. If they are aware, are they supportive?

[Q6] Do teachers perceive any link between school performance, health behaviors, and health status?

[Q7] Are the community/parents aware of all the health and nutrition issues identified by health officials/agents?

[Q8] Do parents perceive any link between school performance and health behaviors and health status?

[Q9] Is there demand from the community to address the health and nutrition problems among school-age children?
If so, what needs are of greatest concern? How do you know?

[Q10] Has there been community support for school-based health and/or nutrition activities? What kind of support
is there?

[Q11] Based on experience to-date, what has been the reaction from the community to existing school-based
health activities?
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Save the Children/partner capacity 

[Q1] What is the level of awareness and understanding of SHN in the Country Office and impact area? Explain.

[Q2] Does your Country Office support programs in both the health and education sectors? If so, what are these
programs?

[Q3] Does your Country Office have education programs that address issues related to the quality of basic
education? What aspects of quality? Is Save the Children recognized for this work; does it represent “better practice?”
Does it include SHN strategies?

[Q4] Does Save the Children have the local level capacity to develop and implement a SHN program? What/who
specifically?
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Annex B: Results of the Situation Analysis in Mangochi district

At the beginning of the program Mangochi-specific data was sparse, and even at the national level school-age
data was not available.Two sources provided ample evidence that the health of Malawi's school-age children
was poor. MICAH Matters [15] (a publication of World Vision Canada documenting Micronutrient and Health
– MICAH) had just released highlights from baseline surveys in five African countries, including Malawi, where
1,200 households and an unspecified number of schools were sampled.The Education Development Center,
Incorporated (EDC) provided further evidence after reviewing secondary data for its 1995 National Primary
School Nutrition and Health Assessment [16].

Protein energy and micronutrient nutrition: MICAH found chronic malnutrition to be common (55% of children
were stunted), while wasting, a sign of acute malnutrition, was less common during the non-hungry season (4%
of children). EDC, reviewing the 1992 DHS, noted that 49% of children under 5 years of age were stunted,
and about half of these children were severely stunted. Interestingly, EDC reported findings from 1991 showing
that high income Malawian children aged 2 to 5 years were 10cms taller than their low income Malawian
counterparts. Finally, Malawian schoolteachers estimated that 50% to 90% of children go to school hungry [17].

MICAH confirmed an iodine deficiency problem in Malawi: 43% of schoolchildren had low urine iodide levels
(17% were severe, and 26% were mild to moderate).The total goiter rate (19%) among these schoolchildren
confirmed a mild public health problem. In addition, 90% of mothers were unaware of the benefits of iodized
salt, even where it was available. Legislation in 1987 requiring iodization of imported salt had not been
enforced [18]. A 1994 study by Shrestha [19] in the Ntcheu district, adjacent to Mangochi district, found that
86% of children were iodine deficient, and 52% were severely deficient. All 24 of Malawi's districts had some
degree of iodine deficiency disorders [20].

There was an extraordinarily high level of anemia among pregnant women (59%), and children under 5 years
of age (70%) in Malawi. EDC, quoting a thesis by Shrestha [19], found 18% of 6 to 8 year olds to be anemic.

Over 20 years ago, Chirambo et al. [21] reported the vitamin A deficiency problem to be greatest in the Shire
Valley (Mangochi district) where, at that time, 1% of pre-school children were blind. Esconte et al. [22]
reported that 15% of 6 to 7 year olds in Central Malawi were vitamin A deficient.

Parasites: EDC reported that the Ministry of Health statistics showed malaria to be the leading cause of death
for children under 5 years of age and for children aged between 6 to 18 years. MICAH found high malaria
parasitemia rates during the rainy season among both young toddlers aged 6 months to 24 months (28%) and
women (32%). Likewise, 21% of children (age not specified) were positive for hookworm, and 35% of children
had urinary schistosomes. Note that without treatment, the prevalence of both conditions increases with time,
so these were conservative estimates of the burden among older schoolchildren. Moreover, it was expected
that schistosomiasis would be much higher around Lake Malawi where Mangochi district is situated. Indeed,
Shrestha found that 60% of 8 to 10 year old boys and 58% of girls had hookworm; and 26% of boys and 27%
of girls had Ascaris [19]. Figures have also been reported showing at least 40% to 50%, and possibly 100% of
the population had schistosomiasis [23-24].

Data on the parasitic infections of schoolchildren in Mangochi district were in very short supply. An atlas of
schistosomiasis indicated that urinary schistosomiasis occurs particularly along the lakes and rivers [25], and a
survey reported by the staff of the Koche Health Centre found that 73% of 384 schoolchildren in three
schools were infected with Schistosoma haematobium (Swaleyi, personal communication to Andrew Hall).

Water, sanitation and other health problems: Thirty percent of Malawian households had no latrine;
16% shared a latrine; and 53% had a private latrine. One in three Malawian children reportedly had diarrhea
in the preceding 2 days (sic). Other common problems included: skin conditions (i.e. scabies, ringworm),
respiratory infections (including tuberculosis), and trauma.
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HIV/AIDS: HIV seroprevalence in Malawi then was 13% for men and women aged between 15 to 49 years.
Many Malawian school-age children were likely to be AIDS orphans, and many had already entered high risk
age-groups for acquiring HIV/AIDS and sexually transmitted infections (STIs).

Education: Children in Malawi enroll in primary school at the age of 6 years for a period of 8 years of basic
education. Introduction of FPE in 1994 led to an increased enrollment in primary schools.That year, enrolment
at the primary level increased from 1,895,432 to 2,860,819 students, with 53% of the total increase in
enrollment that year being in Standards 1 and 2. However, high rates of repetition in the early grades, as well
as drop-outs and absenteeism since 1994, reflected the influence of low quality education upon pupil learning.

Save the Children/partner capacity: In Malawi, Save the Children was uniquely poised to coordinate a large-scale
demonstration program by building upon and integrating its expertise in health and education programming.
Save the Children had a successful history of a 10-year child survival program implementation in Malawi. In
education, Save the Children helped communities establish 28 village schools and also worked in 35
government schools to enhance education quality.

Save the Children had a strong background in project partnership that existed with the Government of
Malawi ministries at both national and district levels. Save the Children implemented a partnership project to
enhance child survival and reproductive health by strengthening systems, capacities and infrastructures. Save
the Children also worked in close collaboration with the District Education Office in implementing village-
based schools and strengthening the quality of education in government schools.The communication between
the two was strong allowing close dialogue on program design and implementation issues.

In Malawi, SHN issues are supposed to be handled by Community Health Nurses (CHNs) who should visit
schools on a regular basis to screen children and provide health advice and support. Unfortunately, CHNs
were very few and had little or no access to funds to support travel to schools and little time to do so, given
that priority was given to maternal and child health services like under 5 year olds and antenatal clinics. CHNs
have the responsibility for a broad range of preventive health services for the community which should include
the school.

Most schools were far away from health facilities. In some instances children had to walk more than 10kms to
a nearest health facility before they could access basic health services, and often the facility would not have the
necessary essential drugs. At times, communities failed to access health services because their community was
close to private health facilities which required them to pay for services.
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Annex C: Situation Analysis Summary Tool (To Complete in Step 1)

Country Office:

SHN Program Area:

Prioritize Important Findings
(from Situation Analysis)

Strategies to Address Findings
(from SHN program)

Results

SO

IR1

IR2

IR3

IR4

Save the
Children/
partner
capacity

SCHOOL HEALTH AND NUTRITION MANUAL: A GUIDE ON HOW TO IMPLEMENT PROGRAMS IN MALAWI • ANNEXES

51



FrequencyHealth Concern/
Key Strategy

Ease of
Implementing

Costs Issues/Comments

Schistosomiasis -
Mass treatment of
school-age children
with praziquantel
(600mg).

• Simple.
• The common 

drug used
to treat 
schistosomiasis
is praziquantel
(600mg).

• The drug is 
effective for 
mass school-
based 
deworming and
children over 
the age of
4 years can be
safely treated.

• The number of
tablets given 
to a child is 
determined by 
their height by
using a dose 
pole [12].

• Low: Costs between 20 to 
71 US cents per child 
including delivery costs.

• Less than 2 US cents per 
actual treatment.

• Training and supervision 
costs are minimal for this 
mass treatment approach 
when dose poles are used.

• Drug procurement and distribution system 
needs to be coordinated with available,
on-going systems for the intervention to be
sustainable.

• Prevalence surveys require technical 
assistance from laboratory technicians and 
others.

• Needs to be linked to effective BCC for 
prevention (see hygiene and other practices)
to improve sustainability.

• Treatment-seeking behavior needs to be 
promoted especially when prevalence is too
low for mass treatment.

• Policy approvals needed from Health Offices 
to adopt new WHO recommendations for 
low prevalence schools and use height pole
for dosage calculation.

Annex D: Key Strategies Matrix (To Use in Step 2)

IR1 • If schistosomiasis 
prevalence >=50%
by parasitology (or 
>=30% by 
questionnaire for visible 
hematuria), treat all 
school-age children 
(enrolled/non-enrolled) 
once a year.

• If prevalence >=10% 
but <50% by 
parasitology (or <30% 
by questionnaire for 
visible hematuria), treat 
all school-age children 
(enrolled/non-enrolled) 
every 2 years.

• If prevalence <10% by 
parasitology, treat all 
school-age children 
(enrolled/non-enrolled) 
twice during primary 
schooling (e.g. once on 
entry and once on exit).

Mass treatment of
school-age children with
albendazole (400mg) or
mebendazole (500mg)
for intestinal parasitic
infection

• Simple. • Low: Costs between 3 to
20 US cents per year 
including delivery costs.

• Less than 2 US cents per
actual treatment.

• Training and supervision
costs are minimal for this 
mass treatment approach.

• Drug procurement and distribution needs to
be coordinated with ongoing systems if the
program is to be sustained.

• Children from the age of 12 months and 
onwards can be safely treated. A child is 
given one tablet regardless of their height 
and age.

• Intervention needs to be linked to effective
BCC program for prevention of intestinal 
parasitic infection (see hygiene practices) 
and to enhance the sustainability.

• Treatment-seeking behavior needs to be 
promoted especially when prevalence is too
low for mass treatment.

• Policy approvals needed from Health Offices
to adopt new WHO recommendations for 
mass treatment.

• 2 times per year, if 
prevalence rate <50%.
Once a year if 
prevalence is >20% 
and <50%.

• Mass treatment can be 
done when prevalence is
lower if funding is 
available.

School-based mass
distribution of
vitamin A capsules for
vitamin A deficiency.

• Simple. • Low: Costs 4 US cents/child 
including delivery.

• Less than 2 US cents per 
actual treatment.

• Training and supervision 
costs minimal.

• Measuring vitamin A status is problematic;
currently no reliable, quick, and easy field 
methods.

• Need to ensure that girls who might be 
pregnant do not receive supplementation,
since it is associated with malformations in
the fetus.

• Should not take away from vitamin A 
supplies for higher priority groups.

• Needs to be linked to effective 
communication strategies focused on dietary
practices to prevent vitamin A deficiency 
and promote the consumption of a diet 
containing vitamin A.

• Every 6 months.
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FrequencyHealth Concern/
Key Strategy

Ease of
Implementing

Costs Issues/Comments

IR1

53

School-based mass
treatment
with iodized oil
capsules targeted at
high risk groups
where iodized salt is
not available.

• Simple. • Low: 30 to 40 US cents 
per child including 
delivery.

• Iodine capsules are more
expensive than other 
micronutrient treatments.

• Training and supervision 
costs minimal.

• Should be second priority to promotion of 
iodized salt.

• Measuring iodine status in field conditions 
is problematic.

• Total goiter rate is not accurate and 
inappropriate to measure program impact.

• Less attention given to the need for 
distribution of iodized oil with the advent 
of efforts to fortify salt with iodine.

• Need for continued promotion in areas of 
high risk not covered yet by salt 
fortification.

• Should not diminish supplies of iodized oil 
for higher priority groups.

• Every 6 to 12 months
depending on the 
severity of deficiency.

Schools as a
mechanism for
promoting and
monitoring the
fortification of salt
and its
consumption.

• Simple. • Salt testing kits available
from UNICEF.

• Promotional materials.
• Training of teachers and

students.

• Potentially an under-utilized opportunity for 
promoting consumption of iodized salt.

• Must include the promotional element and 
be linked to behavior change strategies if it
is to contribute to alleviating the problem 
area.

• Supply issues may require advocacy at 
different levels before promotion of 
consumption of iodized salt can be effective.

• Periodic.

School-based mass
treatment of iron on
a weekly or twice
weekly basis to
alleviate anemia.

• Fairly simple. • Low cost.
• Training and supervision 

costs more substantial to
ensure compliance.

• Time from teaching must be evaluated and 
minimized in light of the length of 
treatment.

• Iron procurement and delivery system must 
be linked to available systems if programs 
are to be sustained.

• Needs to be linked to effective behavior 
change strategies that prevent iron 
deficiency through diet strategies.

• Should be linked to interventions that 
address other causes of iron deficiency – 
vitamin A supplementation, deworming,
prevention of malaria, and avoidance of tea
during iron-rich food intake.

• Once or twice a week 
for 10 to 15 weeks 
during high-risk season.

• Number of weeks 
depends on funding and
number of weeks in
school term.

• One or two periods per
school year.

School-based access to
reproductive/sexual
health and HIV
counseling and
psychosocial support.

• Medium to 
difficult.

• Heavy training of 
teachers, some counseling
material.

• Trust of children, and parents for using 
counseling.

• Gender of the teacher/counselor will 
impact utilization.

• Time required may need additional 
personnel.

• Need referral system for abuse and other 
problems identified during sessions.

• Continuous.

School-based screening
for vision and
hearing.

• Simple to very 
difficult.

• Low to negligible cost: for
tools and teacher 
training.

• High costs: for provision 
of glasses and hearing 
aids, making this 
impossible in most 
contexts.

• Need to ensure that classroom 
management measures are taken in the 
absence of other actions (e.g. move 
children closer to blackboard).

• Need to ensure that children who test 
positive for vision or hearing problems are
not discriminated against by neglect of 
schoolteachers.

• Need to ensure clear parent communication
to follow-up with identified needs.

• Need to link with referral services that 
include the provision of eye glasses and 
hearing aids.

• Once per year.
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Key Strategy

Ease of
Implementing

Costs Issues/Comments

IR1

IR2

School-based
presumptive
treatment of malaria.

• Fairly simple. • Training of teachers and
supply of malaria 
treatment.

• Drug procurement and distribution needs 
to be coordinated with ongoing systems;
parent contribution/commitment necessary if
the program is to be sustained.

• Intervention needs to be linked to effective
behavior change program for prevention of 
malaria infection, recognition of symptoms,
and seeking of treatment.

• Changing policies on malaria treatment 
requires continued surveillance of polices,
especially regarding effectiveness of 
treatment.

• Continuous.

In-school potable
water provision.

• Medium to 
difficult.

• Low: depending on the 
technique for purification
of existing water; high 
for new water sources 
(boreholes, pumps).

• Moderate costs 
depending on the 
design.

• Requires mobilization and organization of 
the community to supply labor and on-
going maintenance.

• Technologies for purification vary greatly.
• When a new water source is required, it 

means that the water is needed by 
everyone, not just school-age children.

• A method for sharing the water in the 
community is required.

• Continuous.

In-school hand
washing facilities.

• Easy to medium,
depending on
type of facility.

• Low to moderate:
depending on type of 
facility.

• Technologies for hand washing facilities 
vary greatly. They can be very cheap and 
simple or more sophisticated and expensive.

• Needs to be linked to effective BCC to 
promote use of water and soap, not just 
water.

• Difficult to practice behavior modeled in 
schools when households do not have 
necessary environment, therefore, work with 
communities to encourage household 
installation of hygiene facilities.

• Needs to be linked to provision of soap or
other abrasive/cleansing materials for 
effectiveness of hand washing.

• Once, with ongoing 
maintenance.

Latrine construction. • Medium;
requires 
community
organization
and 
participation.

• Moderate: cost depending
on the design.

• Requires mobilization and organization of 
the community to supply labor and on-
going maintenance.

• Needs to be linked to effective BCC to 
promote use and care of these facilities.

• Difficult to practice behavior modeled in 
schools when households do not have 
necessary environment, therefore, work with 
communities to encourage household 
installation of sanitation facilities.

• May be a critical intervention to ensure 
enrollment and attendance of adolescent 
girls.

• Once with on-going 
maintenance.

BCC to prevent
malaria through
promotion of the
use of impregnated
bednets.

• Medium to 
difficult.

• High: initial costs to 
develop the appropriate 
behavior change strategy.

• Cost of the bednet and 
the insecticide also high.

• Save the Children has little to no experience
in trying to use the schools to promote 
this preventive approach.

• Family-focused intervention not specifically 
aimed at the school-age child.

• Periodic.IR3
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Ease of
Implementing

Costs Issues/Comments

IR3 BCC programs.
Behavior centered
health, nutrition,
schistosomiasis,
malaria, and hygiene
education and training
addressing:
• Inappropriate 

dietary practices 
that contribute to 
malnutrition.

• Unhealthy practices
leading to 
intestinal and 
other parasitic 
diseases.

• High-risk behaviors
among youth such
as unsafe and 
early initiation of 
sex, drug and 
alcohol use, etc.

• Prevention of 
HIV/AIDS.

• Prevention of 
traffic and
home accidents.

• Prevention of 
smoking.

• Oral health 
practices.

• Medium. • High to medium: initial cost
for materials development 
or adaptation.

• Requires training and 
support to teachers.

• Requires awareness building
of personnel and others for
their support for this 
activity.

• Effective programs and materials demand 
a process that identifies ideal behaviors,
current behaviors and opportunities, feasible
behaviors, major barriers, and major 
motivations for practicing behaviors.

• A significant commitment both in financial 
and human resource terms must be made 
to implement the process. It requires time 
and a significant number of activities with 
the community and beneficiaries. If the 
process is shortchanged, the communications
program is unlikely to be effective. The cost
is reduced drastically once the materials 
have been developed/adapted and the 
initial set of trainers and teachers have 
been trained.

• Effective BCC programs are critical to the 
sustainability of the benefits of medical and
nutritional interventions.

• Behavior is the bottom line for long-term 
changes in health and nutrition.

• Continuous.

Parent-child
communication
Guide.

• Medium. • Low: Training need for 
lead parents /PTA/SMC 
members.

• Requires cascading of training and 
responsibility.

• Proper counseling and support of parents 
are essential to ensure the Guides are used
effectively.

• Geared towards community and not really 
school-based so not all children will benefit;
only children of parents who take interest 
will benefit.

• A model guide is the “Cool Parent Guide”
developed by the Malawi Country Office.

• Continuous.

 



FrequencyHealth Concern/
Key Strategy

Ease of
Implementing

Costs Issues/Comments

IR4 Advocacy for changes
to school policies.

• Medium. • Medium. • May entail higher level contacts and issues 
where national policy changes are needed.

• Best when coordinated with other activities 
under other IR supported by the program.

• Continuous.

Capacity building for
schools (e.g. training
of PTAs or creation of
groups for SHN).

• Medium. • Low. • Required at a range of levels - community,
local, district, and national for effective,
sustained support to SHN.

• Continuous.

Participant-Defined
Safe Schools Policies.

• Medium. • Medium: during initial 
community 
training/workshop using
Partnership-Defined 
Quality method.

• Low: Once policies/ 
Memorandum of
Understanding is 
established.

• Requires communities that are fully engaged.
• Children are a full participant not just a 

recipient of this activity.
• May require referral to local authorities of 

teachers and others.

• Continuous.

Operational research. • Medium. • Medium to high: for 
establishing research 
environment and hiring
researchers.

• Best combined when planned ahead as part
of evaluation of program.

• Data collected useful for advocacy.
• Staff and community may not understand 

the need for comparison/control groups.
• Allows Country Offices to experiment with 

new activity or activity not recommended 
by previous experiences.

• Once at program 
initiation.
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IR4: Improved community support and policy environment for SHN.
Key SHN
Activities

Budget
Allocated*

Person
Responsible*

Others
Involved

Implementation
Timeframes*

Partnership development

Community income-generating 
activities

Advocacy and action for clear policies

Parental involvement in SHN activities

SHN team; other Save
programs; and local
communities.

IR2: Increased quality of the school environment related to SHN.
Key SHN
Activities

Budget
Allocated*

Person
Responsible*

Others
Involved

Implementation
Timeframes*

Promotion of water treatment

Construction of safe water systems

Construction of latrines at schools

Provision of hand washing facilities

Ministry of Health and
Population; Ministry of Water;
SHN team; and contractor if
needed.

IR3: Improved knowledge, attitudes and interest in health services and health protective behaviors/practices.
Key SHN
Activities

Budget
Allocated*

Person
Responsible*

Others
Involved

Implementation
Timeframes*

BCC related to:
Bilharzia/schistosomiasis
treatment & prevention

Malaria treatment & prevention

HIV/AIDS prevention

Hygiene

Nutrition education

Ministry of Health and
Population; Ministry of Water;
SHN team; and contractor if
needed.

Annex E: Save the Children’s Summary Implementation
Plan Tool for Mangochi district

IR1: Increased availability of school-based health, hygiene, and nutrition services.
Key SHN
Activities

Budget
Allocated*

Person
Responsible*

Others
Involved

Implementation
Timeframes*

Weekly Iron supplementation

Pupil treatment kit (PTK)

Vision and hearing screening

Vitamin A supplementation

Bilharzia/schistosomiasis treatment &
prevention

Ministry of Education, Science
and Technology – District
Education Office; Ministry of
Health – District Health Office;
Education Centre for the Deaf;
and SHN team.

*Person responsible, implementation timeframes and budget allocated have not been displayed.
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Definition
Description Calculation

Means of Verification
Source Tool Freq.

Indicator Name Notes

GOAL Prevalence of
anemia.
Prevalence of
intestinal parasites
and/or
schistosomiasis.
Prevalence of other
diseases or
micronutrient
deficiencies
(e.g. trachoma, and
goiter etc.)

It is recommended to
have a comparison
group when evaluating
SHN on specific
prevalences, because
prevalences can change
due to factors unrelated
to Save the Children’s
programming such as
agricultural seasons.
A comparison group
controls for these other
factors and evaluates
the impact of SHN
only.

[Number of
children who
have specific health
problems] X 100,
divided by [Total
number of children
tested].

Survey.
Seek technical
assistance.

Hb analysis
using blood Hb
photometer
(Hemocue) for 
anemia; Stool
examination and/
or urine analysis
for parasites;
Other biomedical
collection process
as appropriate.

Baseline and
endline.

(1) The choice of
indicators to measure
the health status will
depend on what the
main health problems
are in the country and
what kind of results the
program wants to show.
The research design
(i.e., sample size, choice
of comparison group
etc.) will affect how the
results can be
interpreted. Therefore
technical assistance is
recommended during the
planning phase.

Prevalence of
stunting.

Stunting (i.e. low height
for age) is an indicator
of chronic malnutrition
and tends to increase
during school-age years.
By addressing parasitic
infections and
micronutrient
deficiencies, SHN has the
potential to prevent
children from becoming
more stunted and can
even reverse the
stunting. However,
differences would most
likely be noticeable only
in the long-term and a
comparison group would
be required to control
for the many other
factors which are linked
to stunting, including
programs for pre-school
children. Underweight
(i.e. weight for age),
wasting (i.e. weight for
height) and Body Mass
Index (BMI) can also be
calculated at the same
time. This indicator
relies on a relatively
accurate estimate of
children’s age.

[Number of
children who
have a height for
age <2 Z scores]
X 100, divided by
[total number of
children tested].

Survey.
Seek technical
assistance.

Height, weight
and age, collected
using Leicester
Height scale and
a digital weight
scale.

Baseline and
endline.

Annex F: SHN Indicator Reference Sheets (To Use in Step 3)
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Definition
Description Calculation

Means of Verification
Source Tool Freq.

Indicator Name Notes

GOAL Level of performance in
language/literacy and
numeracy/math at
particular grade in the
basic education cycle
e.g. Grade 3 and/or
Grade 5 on a national
or regional test
(disaggregated by sex).
Please consult and
coordinate with the
education team in the
country.

(2)Any other indicator
collected by the
education team in-
country can be used to
evaluate the SHN
program. Consult the
education team in-
country and/or in home
office for other
indicators regarding
educational achievement.
Where basic education
and SHN are
implemented together in
the same schools,
education indicators will
illustrate the impact of
both programs.
Only where SHN is 
implemented separately
from the basic education
program can educational
achievement/attendance
be attributed to SHN
interventions. A well
thought out research
design would then be
necessary and a
comparison group will
be necessary to control
for the many other
factors affecting
educational outcomes.

[Number of students
in the target
area/school who
have performed
above an acceptable
standard (achieving
50% or above) on
a national or
regional systematic
test on language/
literacy and
numeracy/math] X
100 divided by
[total number of
students who have
taken the test in
the target school/
area].

School, Ministry of
Education, Testing
Agency Records.

Form to gather
school enrollment
data from each
Save the Children
supported
school.

Student learning
achievement.

Annually (use 
enrollment
numbers from the
beginning of the
year).

Student attendance
rate.

Percentage of students
in school on a given
day [disaggregated by
grade and sex]. Please
consult and coordinate
with the education team
in the country (2)

[Total number of
students present in
school on a given
school day] X 100
divided by [Total
number of students
enrolled in school].
Reported number is
average of three
spot checks.

School spot check
and classroom 
attendance
records.

Spot check
Attendance log.

Three times
a year.

SCHOOL HEALTH AND NUTRITION MANUAL: A GUIDE ON HOW TO IMPLEMENT PROGRAMS IN MALAWI • ANNEXES

59



Definition
Description Calculation

Means of Verification
Source Tool Freq.

Indicator Name Notes

SO

IR1

Dewormed refers to
treatment with any
deworming drug
(albendazole,
mebendazole or
praziquantel).
For all distributions,
define within country
the minimum number
of tablets a child should
receive to be fully
treated/supplemented
e.g. 2 capsules per year
for vitamin A, 1 to 2
deworming treatments
per year (depending on
prevalence), a minimum
of 10 to 15 iron tablets
per year (depending on
supplementation
protocol).

[Number of
schoolchildren
dewormed or
supplemented with
micronutrients] X
100, divided by
[Total number of
schoolchildren
enrolled in program
schools]. For
non-school going
children, the
absolute number of
children dewormed
is sufficient, since
the denominator
(total number of
school-age children
in the impact area)
is hard to estimate.

Program records. SHN Monitoring
Form.

Percent of
schoolchildren
dewormed or/and
supplemented with
micronutrients.

Annually.

Percent of
schoolchildren
reporting a specific
behavior or observed
practicing a specific
behavior.

The behaviors that are
measured should be
addressed in the
interventions e.g.
through the school
health curriculum or
other school-based
health promotion
activities. Where possible,
conduct observation of
practices which is more
objective e.g. count the
number of children who
wash their hands after
using the latrines versus
the number who don’t.

[Number of
children reporting
a specific behavior
OR observed
practicing a specific
behavior] X 100,
divided by [Total
number of children
surveyed or
observed].

Survey. SHN KAP
questionnaire
and/or
observation sheet.

Baseline and
endline; use
qualitative tools to
check progress.

(3) All tools should
be adapted to the
local context and
project needs and
pre-tested.

Percent of schools 
providing mass 
deworming and/or
micronutrient
supplementation.

Please note the specific
micronutrients or/and
anti-parasitic drugs
provided when
reporting this result.

[Number of schools
doing mass
deworming and/or
micronutrient
supplementation] X
100, divided by
[Total number of
schools within
target area].

Program records. SHN Monitoring
Form.

Annually. (4) Number of schools
within the target area
is the number of
schools that the
program eventually
wants to reach. e.g. if
the aim in the next
5 years is for SHN to
reach 100 schools, then
the  denominator
should be 100 schools.
The same denominator
should be used in all
"percent of schools"
indicators.
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Definition
Description Calculation

Means of Verification
Source Tool Freq.

Indicator Name Notes

IR1

IR2

IR3

SHN-related services
should be evidence-based
solutions that can be
replicated/scaled-up and
that address the needs
of the children in the
impact area. Choose
appropriate indicators to
match the program’s
interventions and specify
the intervention.

[Number of schools 
providing vision and
hearing screening or
counseling or other
SHN service] X 100,
divided by [Total
number of schools
within target area].

Program records. SHN Monitoring
Form.

Percent of schools 
providing vision and
hearing screening
treatment and/or
malaria treatment
kits and/or
pyschosocial
counseling and/
or other SHN-
related services.

Annually.

Percent of schools
with access to
potable water.

Access to potable water
needs to be defined in-
country (i.e. minimum
distance from school,
level of water quality,
organization around
water source, and equity
of access/use etc.).

[Number of schools
with access to
potable water] X
100, divided by
[Total number of
schools within
target area].

Program records/
School enrollment.

SHN Monitoring
Form.

Annually.

Percent of schools
with functioning
latrines.

Minimum standards to
define a ‘functioning’
latrine need to be set
in-country. Develop a
checklist to assess if
latrine is ‘child-friendly’,
clean, unlocked, etc.
This indicator should
parallel the indicator on
hand washing facilities,
i.e. number of schools
with latrines should be
similar to the number
of schools with hand
washing facilities.

[Number of schools
with a functioning
latrine] X 100,
divided by [Total
number of schools
within target area].

Program records/
School enrollment.

SHN Monitoring
Form.

Annually.

Percent of schools
with hand washing
facilities.

Minimum standards for
hand washing facilities
need to be set in-
country e.g. they need
to be close to the
latrines, have soap and
be child-friendly
(appropriate height, easy
to use, etc.).

[Number of schools
with hand washing
facilities] X 100,
divided by [Total
number of schools
within target area].

Program records/
School enrollment.

SHN Monitoring
Form.

Annually.

Percent of schools
that have taught at
least (specify
number) of health
topics in the year

This indicator will vary
according to the type of
intervention being
implemented. If health
fairs or days are the
main health promotion
activity, the indicator
should be adapted
accordingly.

Number of schools
teaching specific
number of health
sessions] X 100,
divided by [Total
number of schools
within target area].

Program records/
School enrollment.

SHN Monitoring
Form.

Annually.
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Definition
Description Calculation

Means of Verification
Source Tool Freq.

Indicator Name Notes

IR3

IR4

The knowledge and
attitudes that are
measured should be
addressed directly in the
interventions e.g.
through the school
health curriculum or
other school-based
health promotion
activities and be
adapted to children’s
grade and age.

[Number of children
who know certain
facts] X 100,
divided by [Total
number of children
interviewed].

KAP Survey. SHN KAP
Questionnaire.

Percent of children
who know certain
facts about health,
hygiene, nutrition
and/or HIV/AIDS
prevention and
have positive
attitudes towards
specific behaviors.

Baseline and
endline. Use
qualitative
tools to check
progress.

All tools should be
adapted to the local
context and project
needs and pre-tested.

Percent of schools
with functioning SHN
Committees.

Identify the criteria you
will use to determine
whether or not a SHN
committee is
"functioning" (i.e.
number of times it
meets, degree of
involvement, etc.) before
conducting the
assessment. Its links to
SMCs should be part of
the definition of
"functioning". Note these
criteria when reporting
your results.

[Number of schools
in target area with
functioning SHN
Committees] X
100, divided by
[Total number of
schools in target
area].

SMC records; SHN
committees may
be an integral
part of the SMCs.

SHN Forms. Baseline and
annually.

Notable change in
policies related to
SHN.

Examples of these types
of supportive policy
initiatives include
governmental taskforces,
regional/governmental
initiatives, public
education campaigns,
etc. For example, the
establishment of food
safety standards at
schools.

During your
situational analysis
or baseline study, a
‘baseline’ should be
established
regarding the
policy environment
for SHN in the
target area. Each
year monitor the
policy environment
and record any
changes that
have taken place.

Information about
resources may be
found in
government/
education
departments,
other NGO
reports,
local initiatives
and/or universities.

SHN Forms. Baseline and
annually.
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Annex G: Save the Children’s Results Indicator Planning
Tool (RIPT) for Mangochi district

SHN Indicators

Rate of anemia Number of pupils who have
anemia in a sample

Total number of pupils
sampled

Hb analysis Sample survey Baseline and
endline

Field Office: Malawi  

GOAL: Improved health and educational status of school-age children

STRATEGIC OBJECTIVES (SO): Improved use of key school-based health and nutrition services 

Date:

Data Requirements Data
Collection
Method

FrequencySource Person Responsible
for Collecting the
Data

Prevalence of
bilharzia/
schistosomiasis
parasites

Number of children* with
bilharzia/schistosomiasis in a
sample

Total number of children
in a sample

Urine analysis Sample survey Baseline and
endline

Prevalence of
malaria parasites

Number of children with
malaria in the past month

Total number of children
in a sample

Self-reporting
cases of malaria

Sample survey Baseline and
endline

School enrollment
rate

Number of students enrolled

Total number of school-age
children in target area

School records

Target
population-
Tool 5

Primary
education
project

Primary
education
project

Baseline &
annually

School attendance
rate (Mean actual
attendance rate)

Sum of the number of days
each student attended school

Sum of functioning school
days in the year

Sum of students enrolled

School records Primary
education
project

Baseline &
each term

SO (SUB-SO LEVEL): Improved use of key school-based health and nutrition practices/behaviors

Percent of children
who take bilharzia/
schistosomiasis
medicine

Number of children receiving
praziquantel

Total number of school-age
children in target area 

School records Meetings with
teachers and
HSAs

Annually after
distributions

Percent of children
reporting avoiding
urinating in water

Number of children who
reported not urinating in
water last time at lake

Total number of children
sampled

Self-reporting Surveys Baseline and
endline

Percent of children
reporting taking
malaria medicine
at school when ill
with malaria

Number of pupils who
reported seeking treatment at
school when ill with malaria

Total number of pupils
sampled

Self-reporting Surveys Baseline and
endline

Percent of children
reporting sleeping
under or next to a
treated net

Number of pupils who report
sleeping under or near a
treated net every night of the
year

Total number of pupils
sampled

Self-reporting Surveys Baseline and
endline
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SHN Indicators

Field Office: Malawi  Date:

Data Requirements Data
Collection
Method

FrequencySource Person Responsible
for Collecting the
Data

Average age of
sexual debut

Age of sexual debut Self-reporting Surveys Baseline and
endline

Percent of pupils
who wash hands
after using the
toilet at school

Number of pupils who
report washing hands after
using the toilet

Total number of pupils
sampled

Self-reporting
& observation

Surveys Baseline and
endline

Percent of pupils
who use toilets to
defecate at school

Number of pupils who
report washing hands after
defecating at school

Total number of pupils
sampled

Self-reporting
& observation

Surveys Baseline and
endline

Percent of pupils
10 years old and
younger receiving
vitamin A

Number of pupils receiving
vitamin A

Total number of children
enrolled in program schools

Program
records 

Meetings with
teachers and
HSAs

Enrollment
records

Primary
education
project

Annually after
distributions

IR1: Increased availability of school-based health, hygiene, and nutrition services.

IR2: Increased quality of the school environment related to SHN.

Percent of pupils
with access to a
PTK

Number of pupils enrolled in
schools with PTK

Total number of pupils
enrolled in program schools

Program
records &
enrollment
records

Meetings with
teachers and
HSAs

Enrollment
records

Primary
education
project

Annually

Percent of children
treated with
praziquantel

Number of children receiving
praziquantel

Total number of school-age
children in target area

School records Meetings with
teachers and
HSAs

Target
population -
Tool #5

Primary
education
project

Annually after
distributions

Percent of
Standard 1 pupils
receiving vision
and hearing
screening

Number of pupils in Standard
1 receiving vision and hearing
screening 

Total number of pupils
enrolled in Standard 1

Program
records

Meetings with
teachers and
HSAs

Enrollment
records

Primary
education
project

Annually

Percent of schools
with potable water
at school

Number of pupils of schools
with potable water

Total number of pupils in
program schools

Program
records

Surveys/
meeting with
teachers and
HSAs

Annually

Enrollment
records

Primary
education
project
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Percent of schools
with functioning
latrines for girls
and boys at school

Number of pupils in schools
with functioning latrines for
girls and boys

Total number of pupils in
program schools

Program
records

Surveys/
meeting with
teachers &
HSAs

Annually

Enrollment
records

Primary
education
program

Percent of schools
with access to
hand washing
facilities at school

Number of pupils of schools
with hand washing facilities

Total number of pupils in
program schools

Program
records

Surveys/
meeting with
teachers &
HSAs

Annually

Enrollment
records

Primary
education
program

SHN Indicators

Field Office: Malawi  Date:

Data Requirements Data
Collection
Method

FrequencySource Person Responsible
for Collecting the
Data

IR3: Improved knowledge, attitudes and interest in health services and health protective behaviors/practices.

Percent of school-
age children who
know that those
with/without
bilharzia/
schistosomiasis
symptoms should
take praziquantel

Number of children who know
that those with/without
symptoms should take the
medicine

Number of school-age
children sampled

School-age
children

Survey Baseline &
every 3 years

Percent of school-
age children who
know how to
avoid urinating in
water

Number of children who can
name at least one way to avoid
urinating in water

Number of school-age
children sampled

School-age
children

Survey Baseline &
every 3 years

Percent of school-
age children who
feel positively
about taking
praziquantel

Number of children who say
that praziquantel is safe for
children

Number of school-age
children sampled

School-age
children

Survey Baseline &
every 3 years

Percent of pupils
who feel positively
about being
treated  for
malaria at school

Number of pupils who prefer
to get treated for malaria at
school first

Number of pupils sampled

Pupils Survey Baseline &
every 3 years

Percent of pupils
who know how to
avoid sex

Number of pupils who can
name at least three realistic
strategies to avoid sex

Number of pupils sampled

Pupils Survey Baseline &
every 3 years
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IR4: Improved community support and policy environment for SHN.

Percent of pupils
in relationships
who have
discussed safer sex
with their partners
in the past term

Number of pupils in
relationships who have
discussed safer sex with their
partners in the past term

Number of pupils in
relationships sampled

Pupils Survey Baseline &
every 3 years

Percent of pupils
under 10 years of
age with adequate
skills to use toilets

Number of pupils under 10
years of age who can discuss
how to use toilets

Number of pupils under 10
years of age sampled

Number of pupils sampled

Pupils Survey Baseline &
every 3 years

Percent of schools
with functioning
SHN committees

Number of schools in target
area with functioning SHN
committees

Total number of schools in
target area

SMC records

Target area
records

Meetings with
teachers

Annually

Percent of parents
who contributed
to the PTK in the
past year

Number of parents who
contributed to PTK in past
year

Total number of parents in
program schools

School records

Target area
records

Meetings with
teachers and
HSAs

Annually

Percent of parents
who accompanied
children to the last
praziquantel
distribution

Number of parents who
accompanied children to last
distribution day

Total number of parents in
program schools

School records

Target area
records

Meetings with
teachers and
HSAs

Annually after
distribution

Percent of parents
of pupils under 12
years of age who
talk with them
about delaying sex
in the past month

Number of parents of pupils
under 12 years of age who
talked with them about
delaying sex in the past month

Total number of parents in
program schools

Self-reporting Survey Baseline &
every 3 years

SHN Indicators

Field Office: Malawi  Date:

Data Requirements Data
Collection
Method

FrequencySource Person Responsible
for Collecting the
Data
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Annex H: Process Indicator Tool (To Complete in Step 3)

Country Office:

SHN Program Area:

Strategies Activities Process Indicators # Planned

IR1

IR2

IR3

IR4
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Annex I: Strategies implemented by the SHN program in Mangochi district

• Iron supplementation • In Mangochi district, Save the 
Children found that schoolchildren 
suffered high rates of morbidity 
and mortality - 40% were anemic,
and 35% to 100% of children 
were infected with 
bilharzia/schistosomiasis [10].

• School-based weekly iron 
supplementation compliments 
routine deworming with 
praziquantel by replenishing 
children's depleted iron stores once
they have been dewormed, and in 
the long run, improves physical 
development, school performance,
overall attendance, drop-out rates,
and repetition rates.

• Weekly iron supplementation for 
anemia can be administered by 
teachers and is more effective 
than daily supplements with fewer
side-effects (in Africa, Asia and 
South America).

• Save the Children's experience in 
Mali found that weekly school-
based iron supplementations for
10 weeks increased compliance 
and reduced the prevalence of 
anemia by 17% compared to 
controls. In Zanzibar, weekly iron 
supplementation significantly 
improved cognitive development in
pre-school children without an 
impact observed on Hb levels.

• To reduce
anemia among 
schoolchildren.

• 6 to 19 year olds -
all school-age 
children.

• Intervention: Weekly school-based iron supplementation was 
initiated as an operational research study to assess the 
effectiveness of the program. The intervention involved 
community sensitization, surveys, and treatment (in 
intervention/control schools).

• Community orientation: Orientation were done at the zonal 
and school levels to ensure schools adhered to the study 
and accepted/supported the weekly iron supplementation 
and survey methods (see below). At the zonal level all 
HSAs, headteachers, SMCs, parents and religious groups were
represented and responsible to sensitize the school 
community.

• Survey: A trained team collected and examined blood 
samples (using a HemoCue) for Hb, and urine samples for 
bilharzia/schistosomiasis, and test scores for school 
performance. Information was collected 15 weeks pre- and 
post-exercise of iron supplementation.

• Treatment: HSAs/teachers were trained on how to organize 
and monitor iron supplementation. A week after the survey,
children (in coastal, intervention/control schools and upland
schools where children had bilharzia/schistosomiasis) were 
dewormed with praziquantel those in the intervention 
schools received weekly iron supplementation for 15 weeks.
Each week of supplementation a message was given on the
importance of iron and iron-rich foods which was discussed
with children to help them to easily assimilate each 
message. A week after deworming, all children in Standard 
2 and below received vitamin A capsules (200,000 IU).
Children who had malaria during the survey were treated 
through the PTK.

IR1: Increased availability of school-based health, hygiene, and nutrition services.

Intervention Rationale Goal Target Implementation process

Bilharzia/
schistosomiasis treatment
and prevention

• MICAH (1998) found that 35% of 
children had urinary schistosomes 
with expected higher levels situated
in Mangochi district where 40% to
50% and possibly 100% had 
schistosomes [23-24].

• Data is limited on parasitic 
infections in Malawi.

• An atlas on schistosomiasis 
indicates that urinary 
schistosomiasis occurs along 
lakes/rivers [25].

• A survey by staff of Koche Health 
Center found that 384 (73%) 
schoolchildren were infected with 
Schistosoma haematobium (Swaleyi,
personal communication to Andrew 
Hall).

• To reduce the 
prevalence of 
bilharzia/ 
schistosomiasis
among 
schoolchildren.

• 6 to 19 year olds -
all school-age 
children (in- and 
out-of-schools).

• Intervention: drug delivery, training and BCC, and mass 
treatment.

• Drug delivery system: Save the Children purchased drugs 
and distributed to schools directly as this was quicker than
being stored in the district hospital as the district health 
system did not work well with drug distribution.

• Training: Teachers/headteachers/HSAs involved in deworming 
were trained. HSAs and PEAs attended a 2-day workshop 
for training of trainers on how to deworm. The HSAs/PEAs 
then conducted a school-based training for their teachers in
each of their zones. This was cheaper and reached a large 
number of teachers. SMC and PTA members were separately
trained on supporting teachers during deworming. The 
training focused on how to conduct mass treatment using a
dose pole which is easier to use by teachers as you do 
not need to calculate the doses; training also included basic
knowledge on bilharzia/schistosomiasis and how to complete
treatment records.
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IR1: Increased availability of school-based health, hygiene, and nutrition services.

Intervention Rationale Goal Target Implementation process

Bilharzia/
schistosomiasis treatment
and prevention

• Save the Children 1999 SHN 
baseline survey showed 36%
overall prevalence of bilharzia/ 
schistosomiasis (with high 
prevalence of 42% to 80% in 
coastal schools) [10].

• WHO recommends that at least 
75% of school-age children are to 
be covered in mass treatment of 
bilharzia/schistosomiasis for better 
effects on prevalence [26].

• To reduce the 
prevalence of 
bilharzia/ 
schistosomiasis
among 
schoolchildren.

• 6 to 19 year olds -
all school-age 
children (in- and 
out-of-schools).

• Treatment: All teachers and trained SMCs participated in 
deworming. Parents were encouraged to come with their 
children so that they could be treated on the spot.
Deliberate effort was made to deworm out-of-school
children. Community sensitizing on treatment/prevention 
was achieved prior to deworming using multiple methods 
such as radio, drama and community meetings. Children 
were measured with a dose pole to determine how many 
tablets each child needed. Administrators washed their 
hands with clean soap and water before giving out 
medication which was provided in a quiet classroom to 
minimize confusion. Any child ill (including fever, diarrhoea,
and malaria) on the day of treatment would not receive 
medication. Praziquantel tablets were given in smaller pieces
to younger children. Teachers observed children taking 
medication to prevent tablets being spat out. After taking 
medication the teachers watched children for 30 minutes to
ensure no side-effects occurred and if a child vomited 
within 30 minutes of administration the full dose was 
repeated.

Pupil treatment kit
(PTK)

• Malawi is affected by malaria, and 
this leads to high levels of school 
absenteeism, long-term cognitive 
impairment (in severe disease), and
development of anemia.

• Reports from the Save the Children
program highlighted that a number
of sponsored children had died 
from malaria - of 43 children who
had died 25 died from probable 
malaria [27]. The reasons for death
were: delay in care-seeking 
behavior, long distances to travel to
health facilities, high costs in some
health facilities, and unavailability 
of essential medicines in facilities 
offering free treatment.

• The PTK is for all children 
regardless of economic status (i.e.
those who can and cannot pay).

• To improve the 
health and 
educational 
performance of 
schoolchildren by 
ensuring that 
common illnesses 
and minor injuries 
are accurately 
treated on time,
preventing 
progression to 
severe disease or 
serious health 
problems which will
interfere in 
learning.

• 6 to 19 year olds -
all school-age 
children regardless 
of economic status.

• Intervention: Prior to starting PTK in Malawi, Save the
Children sought permission from the Ministries of Education
and Health to authorize teachers to dispense medication
within schools as the PTK was a new intervention. As a
result, the Ministry of Health approved/authorized a list of
medications that could be safely administered by teachers.
The intervention included community sensitization, training,
treatment using PTK, monitoring, and BCC activities.

• Community sensitization: PEAs and CDAs were oriented on 
the intervention. They in turn sensitized the ADC members
and school community members. Sensitization at school was
aimed at promoting early recognition of malaria and
prompt care-seeking behavior.

• Training: Teachers dispensing medication needed to be 
trustworthy, considerate, cooperative, committed and
hardworking. Two to three teachers from each intervention
school were selected as dispensers and at least one teacher
from the school lived at the school premises, including
during the school holidays. The teachers received training
for 5 days to: diagnose/treat clinical malaria, eye infections
and minor injuries; safe keeping and maintenance of PTKs;
and keeping PTK records and the production of reports.
Dispensers were also trained to give clear instructions to
children taking additional doses at home and to follow-up
and refer children who did not improve to health facilities.
A detailed training manual developed in collaboration with
the District Health Office and Red Cross partners was used
during the training. HSAs were trained for 2 days on the
supervision of PTKs to ensure that dispensers made the
correct diagnosis, correctly used and stored medications, and
kept accurate cash and medication records. A school-based
management system was set up in each school (4 members
from the school committee and the Parent-Teacher
Association - PTA) to monitor implementation of PTKs, and
ensure availability of cash and medications in schools.
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IR1: Increased availability of school-based health, hygiene, and nutrition services.

Intervention Rationale Goal Target Implementation process

Pupil treatment kit
(PTK)

• Treatment using PTK: No-one other than the dispenser was 
authorized to give out the medication. Dispensers needed
to: properly diagnose the condition before administering
medication; dispensing drugs only to those sick and only
for the complaint presented; always giving clear instructions
on dosage for each drug; observing (30 minutes) each pupil
after medication for side-effects and following-up where
necessary to ensure medications were taken correctly;
recording the name, problem, type of drug and dosage for
each patient in the register; recording any other
observations that would assist in improving the PTK
operation; keeping medicines well labeled, and out of reach
of children; keeping medicines and medical supplies in a
clean, dry, cool place clear from cockroaches and rats, and
cotton and instrument gauzes kept in sealed plastic bags;
keeping emergency supplies of important medicines on hand
at all times and replacing used ones as soon as possible;
destroying expired/spoiled drugs (in front of the committee)
and ordering fresh supplies; undertaking regular audits (by
committee) and always keeping the box locked after use.

• Sustainability of PTK operation: Parents and communities 
contributed towards purchasing medical supplies for the
PTKs. School communities were requested to pay upfront, an
initial contribution prior to the kit being provided to the
school. All 101 primary schools secured PTK supplies. Save
the Children subsidized costs of the initial supply of PTKs
by 80% where communities paid the remaining 20%. The
subsidy was gradually reduced, and by the 4th year
schools/communities were responsible for paying the full
cost of the supplies. The school committee/PTA developed
plans on how medical supplies would be stocked up as the
external support was phased out e.g. communities identified
communal ways of raising funds such as working in
people's gardens.

• Monitoring: Quarterly review meetings were conducted with 
dispensers and HSAs to identify/rectify problems encountered
in schools and to purchase medications at the meetings. An
operational research was conducted to help shape the PTK
sustainability, to find out what worked well and what
needed to be improved.

• BCC activities: Activities included a PTK poster to help 
dispensers with diagnosis and providing correct medication.
Booklets on malaria prevention were produced. Every year
Malaria Open Day was commemorated (including over the
radio broadcasts and cassettes) to raise awareness and
encourage the community to take responsibility of their
own health.
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IR1: Increased availability of school-based health, hygiene, and nutrition services.

Intervention Rationale Goal Target Implementation process

Vision and hearing
screening

• Sight and hearing are important 
senses for learning and problems
in these organs negatively affect 
children's learning ability.

• Information on problems to these 
senses are lacking partly due to 
these children not attending school.

• Those children who do attend 
school start their education at a 
disadvantage.

• Children with sight and hearing 
impairments receive little or no 
attention by teachers, as the basic 
training of teachers does not 
provide them with the skills on 
how to handle children with
learning difficulties, including those 
with visual and hearing problems.

• To improve class 
achievement of all 
children with visual
and hearing 
problems.

• 6 to 19 year olds -
all school-age 
children with 
hearing and visual 
problems.

• Intervention: The intervention included training teachers;
screening children, and sensitizing the community.

• Training: A one-day orientation was set up for teachers to 
equip them with the skills to screen for defective
sight/hearing, and to provide remedial actions and referral
services for children with problems. Teachers were trained
to use an E chart to: identify children with visual problems
and simple local materials (i.e. plastic bottle filled with
sand) to check hearing; to follow-up on class achievement
of these children and assist where necessary to improve
their achievements. As the teacher training was short, a
trial was done where teachers were trained for 1-week.
These teachers were given more skills on how to deal with
children with visual/hearing problems.

• Screening children: All children in the first year of 
intervention were screened for visual/hearing problems.
Thereafter, Standard 1 children and those transferred in
from other schools were screened during follow-up on those
children who had problems. Initial assessment was carried
out by trained teachers and remedial measures taken
included: seating children with problems in front of the
classroom, writing in big letters, speaking while facing the
children and using visual aids (for hearing). Children with
severe problems were referred by teachers for further
management; they were followed-up by the ophthalmic
clinical officer and an hearing impairment specialist who
prescribed eye glasses/hearing aids to those children who
needed them. Save the Children with the Education Center
for the Deaf provided hearing aids and Clear Vision- US
provided free eye glasses.

• Community sensitization: Trained teachers sensitized school 
communities to encourage parents/guardians to send
children with visual/hearing problems to school as they
have a right to education, and to explain to parents their
responsibility in taking their children for further
management to health facilities by explaining the
importance of screening and referrals to a health facility.

Vitamin A
supplementation 

• Vitamin A deficiency has been a 
problem in Mangochi district where
20 years ago 1% of pre-school 
children were blind [21].

• In Central Malawi, 6 to 7 year olds 
were vitamin A deficient (15%) 
[22].

• The 1999 Save the Children SHN 
baseline [10] survey showed 1% 
clinical deficiency in vitamin A 
amongst schoolchildren.

• Extraordinary high levels (70%) of 
anemia were found in children
<5 years of age in Malawi. EDC 
states 18% of 6 to 8 year olds 
were anemic [19].

• WHO recommends an increase in 
cultivation and consumption of 
vitamin A-rich foods in Malawi.

• To reduce vitamin 
A deficiency among
schoolchildren.

• 6 to 10 year olds
- primary school 
children. Target 
group below 10 
year olds to avoid
risk of giving 
vitamin A to 
pregnant school 
girls as vitamin A 
dosage of 200,000
IU is harmful to 
the unborn child.

• Intervention: Vitamin A supplementation and nutrition 
education.

• Vitamin A supplementation: Administered by teachers a week
after bilharzia/schistosomiasis treatment. Supplementation 
was done once yearly for ease of logistics but 
recommended twice yearly. Vitamin A supplementation 
training was done with bilharzia/schistosomiasis treatment 
training.

• Nutrition education: Used to emphasize types of foods pupil
should eat to avoid vitamin A deficiency. Teachers were 
trained on skills to use participatory approach in teaching 
nutrition to pupils by using locally available foods. A 
manual was given to each school to help teachers plan l
lessons.
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IR1: Increased availability of school-based health, hygiene, and nutrition services.

Intervention Rationale Goal Target Implementation process

• BCC: A BCC component was included to focus on specific 
behaviors. Information, education and communication (IEC) 
materials were developed with posters, leaflets, billboards 
and tape-recordings of plays. Bilharzia/schistosomiasis 
prevention activities through BCC were important as re-
infection could raise the prevalence of 
bilharzia/schistosomiasis. All programs on 
bilharzia/schistosomiasis treatment should have a strong 
component on prevention.

Water, sanitation, and
hygiene (WASH)

• Lack of safe potable water, basic 
sanitation and hygiene in schools
adversely affects performance and
continuity in schoolchildren. “About
1 in 10 school-age African girls do
not attend school during
menstruation or drop out at
puberty because of the lack of
clean and private sanitation
facilities in schools” [28].

• A baseline study of schools in 
Mangochi district showed that: 16%
had no latrines, 58% had no safe
drinking water, and 100% had no
hand washing facilities. Baseline
study of schools in Balaka district
showed that: 6% had no latrines,
18% had no safe drinking water,
and 100% had no hand washing
facilities. A qualitative survey
showed: students travelled long
distances to fetch water making
them late or to miss class lessons;
girls missed schools during
menstruation due to lack of private
facilities in schools; school absence
also resulted in WASH-related
diseases; girls were being harassed
by boys to and from water points;
children were unable to wash their
hands after visiting the toilet due
to no hand washing facilities; and
based on observations in schools,
facilities were not being used
properly despite being available.

• To increase access 
and usage of safe 
potable water,
functioning latrines,
and hand washing 
facilities in schools.

• 6 to 19 year olds -
all school-age 
children.

• Intervention: Provision of safe potable water, provision of 
latrines and hand washing facilities, training and BCC 
activities.

• Provision of safe potable water: Water Monitoring Assistants 
(WMA) identified schools with no safe potable water.
Communities were involved in site selection and contributing
resources e.g. sand and stones. Boreholes were drilled by
contractors and the water quality was tested. Water point
committees were formed (50% were women composing of
10 members, a village headman, and an ex-officio member)
and trained to deal with boreholes on: maintenance,
cleanliness, and water management. Non-functional boreholes
in some schools were rehabilitated by WMAs with funding
from the program to ensure that all schools had functional
water points. Two schools had piped water tapped from
other institutions such as the Malawi Development
Cooperation (MALDECO) and the Christian Health Association
of Malawi (CHAM) hospital.

• Provision of latrines and hand washing facilities: Schools 
with no latrines and hand washing facilities were identified
during the program review meetings. Communities were
mobilized to provide materials (i.e. sand, bricks, and labor).
Materials which required funding were provided by the
program including hiring out contractors where the work
was supervised by the program coordinators.

• Training: Provided through Community-Based Management by 
officers from 3 key Ministries: Irrigation and Water
Development; Health and Gender; and Child Welfare and
Community Services. Water point committees had training
(5 days) on knowledge and skills in carrying out preventive
maintenance of boreholes. Training also involved: fundraising
skills, problem solving steps, re-stocking spare parts, record
keeping, a system reporting on major breakdowns, upkeep
of water points, and preventive maintenance steps. Village
Health Committees were trained on hygienic use of toilets
so that they could train mothers on good hygiene practices
and how to guide children in using a toilet. Training looked
at: types of hygiene, good hygiene practices, feco-oral
disease and preventive measures, why children do not use a
toilet, and toilet use guide for mothers. Hygiene education
was taught by health personnel to 2 teachers and 1 HSA
in schools to provide knowledge and skills on good hygiene
practices which would be taught to children in their
respective schools. PEAs and health zone coordinators were
trained as trainers on cholera prevention and management.

IR2: Increased quality of the school environment related to SHN.
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IR2: Increased quality of the school environment related to SHN.

Intervention Rationale Goal Target Implementation process

Water, sanitation, and
hygiene (WASH)

Training was prior to the rainy season (when cholera
spreads) in respective educational zones where 2 teachers
per school and a HSA were trained on knowledge and to
conduct cholera campaigns in schools/communities.

• BCC activities: BCC activities were used to ensure that water 
and sanitation facilities were properly used and good
behaviors practiced. Clean school competitions were held
which also promoted schools. The 3 best schools in each
zone were given gifts for their efforts to enhance hygiene
practices in schools. Leaflets and posters highlighted proper
use of toilets, hand washing after using the toilet, and to
avoid vandalizing the facilities. Tapes on hygiene were
produced and distributed in schools with radio players so
that teachers could play them in hygiene classes. A guide
on toilet use for children was developed and distributed to
mothers. A community local radio station disseminated
cholera prevention messages developed by program staff
and partners from health.

IR3: Improved  knowledge, attitudes and interest in health services and health protective behaviors/practices.

Nutrition education • Some Malawian children are not 
well nourished due to low-income,
displacement, drought, and lack of
nutrition knowledge.

• Children are likely to eat less food
or food that is not nutritional.

• Lack of micronutrients such as 
iodine, iron, vitamin A and vitamin
C can cause serious health
problems for children in later life.
Without sufficient nutrition the
chances of common illnesses such
as coughs and diarrhea increase in
children and their development
hindered.

• Children can be supported to start 
eating nutritional foods. Studies
have shown that good nutrition
leads to improved wellbeing,
improved learning ability and
overall better school performance
in children [29].

• For children to 
understand the 
benefits of eating 
nutritional food.

• 6 to 19 year olds
– all school-age 
children.

• Intervention: Training teachers and nutritional education to 
children.

• Teacher training: Trainers from the Ministry of Health and 
Education were identified. Teachers were identified by their
headteachers to attend training. Training was conducted at
the educational zone level. Trainer of trainers included
clinical officers, health zone coordinators and primary
education officers. Trainers trained teachers where 3
teachers were drawn from each school. A 3-day training on
nutrition education was conducted and teachers were
trained on how to teach children about good nutrition.

• Nutritional education: Training was designed as participatory 
for children to be actively involved in the sessions. The key
message was “eat plenty of food and eat a variety of
foods”. A training manual was used by the trainers and
was modular in nature with activities that encouraged
children to be active promoters of good nutrition in their
family and community. Exercises in the manual included an
introduction game on nutrition education with a ball made
up of plastic paper where the ball was passed to children
who were in a big circle and each child had to state their
name and favorite food when the ball was passed to them.
Children were encouraged to bring locally produced foods
for learning purposes and to learn from each other. The
manual had 5 modules: (1) Eat a variety of food: To eat
various types of food to grow (beans, meat, fish, and eggs)
have energy (rice, maize, and oil) and to stay healthy
(fruits, vegetables, eggs and milk). (2) Vitamin C: Children
were encouraged to eat foods rich in vitamin C (oranges,
green leaves, and eggs) which protect children from disease
(coughs and colds). (3) Iron: Children encouraged to eat
iron-rich foods to prevent anemia (red meat, green leaves,
beans, peas, and eggs). (4) Vitamin A: Children were
encouraged to eat foods rich in vitamin A to prevent poor
eyesight (carrots, milk, and oranges). (5) Iodized salt:
Children were encouraged to eat food with iodized salt to
prevent slow growth and poor performance at school.
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IR3: Improved  knowledge, attitudes and interest in health services and health protective behaviors/practices.

Intervention Rationale Goal Target Implementation process

HIV prevention – Cool
Parent Guide 

• In Mangochi district, a BCC 
situation analysis conducted in
2002 revealed the mean age of
sex debut to be at 10 years.
Sexual intercourse often begins
as experimentation with friends
during playtime, and then
becomes an integral part of the
relationship between boyfriend
and girlfriend in the teen years.

• Children therefore need early 
behavioral interventions to 
reduce their risk of contracting 
HIV. Studies have shown that 
children who learn healthy 
practices early before they 
develop unhealthy practices are 
more likely to adopt and 
maintain these healthy
practices [30].

• Save the Children's SHN program 
implemented the 'Cool Parent
Guide' to promote parent and
young child communication on
issues relating to sexuality in
the advent of HIV/AIDS.

• To delay sex 
debut among 
children to reduce
their risk of 
contracting 
HIV/AIDS and to 
improve
parent-child 
communication.

• 7 to 11 year olds - 
schoolchildren.

• Intervention: Formative research, Trials of Improved Practices 
(TIP), selection and training, and distribution and use of the
Cool Parent Guide.

• Formative research: Conducted in 2000, early sex debut 
among children were due to: the desire for material things
e.g. to buy snacks at school, soap, lotions and clothes. Girls
would engage in sex for money with older men. Other
reasons for early sexual debut were peer pressure, poverty,
and lack of parental advice.

• Trials of Improved Practices (TIP): A number of strategies 
were tried in various schools in Mangochi district to see
which one would be feasible and the most effective
intervention to reverse the risk of danger of contracting
HIV/AIDS in schoolchildren. The trials were valuable to
identify program recommendations that worked in this
context and how to promote it. The trials were: income-
generating activities (IGA), formation of friendly groups, and
parent-child communication. Trial findings were: that young
children trusted and believed in their parents; parents do
not talk to children about HIV/AIDS as it is a taboo and
they lack the basic knowledge; communication between
parent and child is usually one-way; parents found it easier
to talk to children when they were younger than older;
children were happy if the parent would talk to one child
in a quite place and in a friendly 'cool' manner and that
they too could ask questions to their parents. Based on the
trials, the parent-child communication strategy was the
feasible and effective strategy to fight against HIV/AIDS
amongst children.

• Selection and Training: SMC, PTA and Village AIDS Committee 
members were screened via a test from the HSAs.
Distributors who could read and write were selected and
trained for 2 days by HSAs, and headteachers were trained
as trainers. Training involved: building rapport, explaining
facts on the Guide, and record keeping. All headteachers
and HSAs were responsible for schools where the SHN
program operated and were also supervisors to the
distributors, summarizing reports and providing guidance
when distributors needed it.

• Distribution and use of Cool Parent Guide: Distributors 
discussed for an hour with parents (who had children aged
7 to 11 years) the Guide and how to use it. Parents were
then able to use the Guide and talk to their children.
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IR4: Improved community support and policy environment for SHN.

Intervention Rationale Goal Target Implementation process

Safe School Policy (SSP) • For positive behaviors in youths,
it is critical to have supportive 
school and community 
environments.

• Dialogue and engagement 
between pupils, parents, teachers,
local leaders, and other
stakeholders strengthens the role
of communities to provide
supervision and to improve
quality of education services
taking into account community
concerns and perspectives about
children's safety and protection.

• Lack of safe supportive school 
and community environments has
had negative-effects on children
such as: increased rates of
pregnancies amongst girls,
increased school drop-out, sexual
harassment, and other types of
child abuse.

• The SSP acknowledges that 
responsibility for better child
protection goes beyond the
education system and attempts
to bridge sociocultural distances
between education providers and
communities serving to harmonize
traditional concepts of child
protection and community
expectations.

• To create safe,
supportive school 
environments for 
children.

• 6 to 18 year olds - 
all school-age 
children.

• Intervention: The intervention was in 4 phases in 67 out of 
101 schools which operated in SHN: Building support,
exploring safety, harmonizing priorities, and planning
together. Training, community sensitization, and a reporting
system was also part of the intervention.

• Phase 1 Building Support: Rapport was built with key 
community members/leaders to clarify objectives, current
safety concerns affecting children and seeking
approval/support for the program. Community support
involved identifying community leaders/groups that would
form potential core groups at the community level to
support the process. Meetings were arranged with teachers,
school administrators, SMCs, local leaders and schoolchildren.

• Phase 2 Exploring Safety: As there is no fixed definition on 
safety, this phase provided the opportunity to understand
the different perspectives on safety within a community and
its education system. Separate meetings were held with
different members of the school community (i.e. teachers,
local leaders, parents and schoolchildren), to allow members
to freely express their view in focus groups discussions to
explore their ideas in an open/safe school environment and
to identify prevalent problems which threaten the safety of
the school environment.

• Phase 3 Harmonizing Priorities: Safety priorities generated 
by community members were analyzed to identify 
similarities and overlaps. A committee with representation of
each community member group was formulated (12 
members: 2 teachers, 1 headteacher, 1 local leader, 1 
parent, and 2 schoolchildren) and roles were spelt out (i.e.
drafting policies, implementation, lobbying, monitoring, and 
feedback to their own group).

• Phase 4 Planning Together: The committee met to: refine 
roles, agree on positions, review priority safety issues,
formulate policies in consultation with their own groups,
and to agree on the modalities of monitoring the process.
Based on the problems identified, each school had their
own policy.

• Training & Community Sensitization: The committee members 
underwent a 2-day training session trained by PEAs (who
had earlier undergone training of trainers on a 3-day
course) to effectively implement the policy, and how to do
monitoring and reporting. Full involvement by schoolchildren
in making decisions to the policy implementation was
emphasized. After training all parents and schoolchildren
were sensitized on the policy. PEAs also monitored and
supervised the committees once duties were discharged. The
policy was posted on school walls where everyone was able
to see what had been agreed under the policy.

• Reporting System: Schoolchildren were encouraged to report 
any cases of abuse or unsafe conditions to any member or
their specific representative (if they felt uncomfortable
talking to anyone else) within the SSP committee. Members
would then meet to decide the actions on the reported
case. A report would then be produced on the problem, the
solution taken and who was involved specifically for the
solution. This report was collected by PEAs and submitted
to Save the Children for documentation.
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Annex J: Rapid assessment and decision charts for schistosomiasis
and soil-transmitted helminthiasis

Stage 1: Epidemiological survey

Sampling for soil-transmitted helminthiasis (STH)
Divide the country or district in ecologically homogeneous areas and consider for rapid assessment those
where STH transmission is suspected. Choose 5 to 10 schools in each area. In each school, select 50 children
from any of the three upper classes (where the infection rates will be the highest).Take a stool sample from
each child and examine it for presence and number of STH eggs using the Kato-Katz method (a method
which tests the appearance of helminth eggs in human feces through smearing the feces and observing the
eggs through a microscope). In the same sample you will also see the eggs of intestinal schistosomes if they
are present.

Sampling for schistosomiasis
The schools you choose for STH may be in areas that are free of schistosomiasis (which is found only around
water).To survey for schistosomiasis, you need to survey specifically some areas that are near lakes, ponds,
streams or irrigated areas. First, try to find any old surveys, which will give you an idea of whether
schistosomiasis has been identified in a particular locality or area in the past.Then consult health services data
which are often the best source of information. If schistosomiasis is suspected, select a few schools close to the
water and some a little further away and investigate as follows:

i) For intestinal schistosomiasis: From each school you have chosen, select 50 children from the upper classes
and ask each of them to provide a stool sample. Using the Kato-Katz method, examine the samples for
presence and number of intestinal schistosome eggs.

ii) For urinary schistosomiasis: Select the schools in the same way.You then have the choice of two methods to
assess the magnitude of the problem.The simplest approach is to use the standard questionnaire for visible
hematuria (blood in urine): send 50 questionnaires to each school (one per child in the upper classes).
Questionnaires can also be used to assess populations outside schools. Alternative methods are: assessment of
visible and macrohematuria and/or the use of a urine filtration kit to examine a urine sample for presence and
number of schistosome eggs from each of the 50 children selected from the upper classes of each school.

Stage 2: Making a plan

Since the stool and urine samples are analyzed on the day of the survey, it should not take long to collate the
results and produce a short report that describes the prevalence and intensity of infection in each school and
each area. A software for the input of each child's age, parasitological data, height, weight and Hb, during a
survey is available at: <www.who.int/wormcontrol/documents/software/en/>.
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The following decision charts should then be used to determine the appropriate action.

Recommended treatment strategy for schistosomiasis in preventive chemotherapy*

Recommended treatment strategy for STH in preventive chemotherapy*

* When prevalence of any STH infection is less than 20%, large-scale preventive chemotherapy interventions
are not recommended. Affected individuals should be dealt with on a case-by-case basis. **If resources are
available, a third drug distribution intervention might be added. In this case the appropriate frequency of
treatment would be every 4 months.

High-risk community Treat all school-age
children (enrolled/
non-enrolled) twice
a year**

Also treat:
• preschool children;
• women of childbearing age,

including pregnant women in 
the 2nd and 3rd trimesters and
lactating women; and

• adults at high risk in certain 
occupations (e.g. tea-pickers 
and miners).

>= 50% 

Low-risk community Treat all school-age
children (enrolled/
non-enrolled) once a
year

Also treat:
• preschool children;
• women of childbearing age,

including pregnant women in 
the 2nd and 3rd trimesters and
lactating women; and

• adults at high risk in certain 
occupations (e.g. tea-pickers 
and miners).

>=20% and <=50% 

Category Prevalence of any
STH among
school-age children

Action to be taken

High-risk community Treat all school-age
children (enrolled and
non enrolled) once a
year

Also treat:
• adults considered to be at risk 

(pregnant and lactating women,
groups with occupations 
involving contact with infested 
water- fisherman, farmers,
irrigation workers, and 
domestic workers).

>= 50% by parasitological
method
Or >=30% by questionnaire
for visible hematuria
(urinary schistosomiasis)

Low-risk community Treat all school-age
children (enrolled/
non-enrolled) once
every two years

Also treat:
• adults considered to be at risk 

(pregnant and lactating women,
groups with occupations 
involving contact with infested 
water- fisherman, farmers,
irrigation workers, and 
domestic workers).

>=10% and <50% by
parasitological method
Or <30% by questionnaire
for visible hematuria
(urinary schistosomiasis)

Very low-risk
community

Treat all school-age
children (enrolled/
non-enrolled) twice
during their primary
schooling age (e.g.
once on entry and
once on exit)

Praziquantel should be available in
dispensaries and in clinics for
treatment of suspected cases.

<10% by parasitological
method (intestinal and
urinary schistosomiasis)

Category Prevalence of any
STH among
school-age children

Action to be taken
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Annex K: Dosage for calculating the number of praziquantel tablets needed
for deworming

The praziquantel dosage depends on the weight of the child as shown in the table below.

Body Weight (kg)

10.0 – 14.9
15.0 – 22.4
22.5 – 29.9
30.0 – 37.4
37.5 – 44.9
45.0 – 59.9
60.0 – 75.0

No. of Praziquantel 
Tablets (600mg)

1
1.5
2

2.5
3
4
5

Table 1: Praziquantel dosage based on a child's weight.

Where weighing scales are unavailable or unreliable, however, height can be used to calculate the correct dose.
WHO has developed a praziquantel “dose pole” for this method, for use in school-based deworming
programs. Each child stands against the pole and the number of tablets is simply read off the scale.The scale
can be made with inexpensive material such as a wooden plank locally, and must include dosage marks at the
various heights as shown in the diagram below.

tablets
5

4

3

21⁄2

11⁄2

PZQ

1

0

2

>70 inches>178 inches

160 cm

150 cm

138 cm

125 cm

110 cm

94 cm

63 inches

59 inches

54 inches

49 inches

43 inches

37 inches
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Annex L: Drug usage for iron and vitamin A supplementation, and deworming

Drug usage for iron supplementation

Recommended dose:
Ferrous fumerate 200mg plus folic acid 0.20mg.

Administration:
The iron tablet at the given dose should be swallowed with water. Primary school children (aged 6 to
12 years) should take 2 tablets on 2 separate days each week for 16 consecutive weeks.This schedule
should be followed once per year. If other family members wish to take iron tablets they should be
advised to consult a doctor. Pre-school children (aged 4 to 5 years) should also take iron tablets
following the same schedule. If young children experience difficulties in swallowing the tablet, the tablet
may be divided into two halves and each half swallowed with water. If a child is completely unable to
take the tablet, that child must be dropped from the iron supplementation program.

Side-effects:
Iron tablets may sometimes cause nausea, abdominal discomfort, constipation, diarrhea, or black-colored
stools, none of which pose any danger. However, if any of these problems become more frequent, then
a child should stop taking the iron tablets for 2/3 days and then re-start taking them.

Caution:
Excess doses of iron may cause harm for children. Children should be warned to avoid taking additional
iron that is not recommended by the program or not on the advice of a doctor.

Drug usage for vitamin A supplementation

Recommended dose:
One vitamin A capsule, 200,000 IU twice per year, 6 months apart.

Administration:
One vitamin A capsule of 200,000 IU should be swallowed with water. Primary school children should
take one capsule twice per year. Children 1 to 5 years old shall take one capsule twice a year, one on
National Immunization Day and the other during the vitamin A campaign. Other family members
should only take vitamin A capsules on the advice of a doctor.

Side-effects:
Vitamin A has no known side-effects. Children easily digest the capsules.

Caution:
Excess doses of vitamin A may cause harm for children. Excess vitamin A is stored in the body and may
become toxic thus, it is essential that no more than one capsule should be administered to each child
on each occasion. In the first trimester of pregnancy, vitamin A can harm the baby. If there is a risk that
teenage girls are pregnant the vitamin A capsule should not be given.
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Drug usage for deworming soil-transmitted helminthiasis

Recommended dose:
400mg of albendazole tablet (single dose) or 500mg of mebendazole tablet (single dose).

Mechanism:
Albendazole/mebendazole blocks the worm's glucose absorption process and the worm dies of
starvation.

Administration:
Each child should be given one tablet (400mg chewable tablet of albendazole or 500mg chewable
tablet of mebendazole). For children between 1 to 3 years of age, the tablet should be crushed and
mixed with water. Primary school-aged children (6 to 12 years) will take one deworming tablet once a
year if the prevalence of worms is >20% and <50%, or twice a year if the prevalence is above 50%.
Pre-school children (aged 2 to 5 years) can also take the same tablet once or twice a year depending
on the prevalence of worms. Make sure the child chews the tablet in front of the teacher. Providing
clean fresh water after chewing the tablet can also help.

Side-effects:
Albendazole/mebendazole has no known serious side-effects, because they are easy to digest. However,
in rare cases they can cause diarrhea, nausea, and temporary abdominal pains or even vomiting.
Providing an oral saline solution is enough to solve the problems. However, if children have severe
worm loads, the first round of treatment can cause abdominal pain. In areas known to be heavily
affected with STH, the side-effects should be explained to teachers and families so that they are aware
the symptoms are not due to the deworming drugs but the result of the dead worms being expelled
from the body.The child should lie down in the shade until they feel better and also be given clean
fresh water to drink.

Caution:
Albendazole/mebendazole is not advised for pregnant women in the first trimester or for children less
than 12 months of age. Albendazole/mebendazole should not be used in cases of jaundice or high fever.
The teacher should check before administering the drug whether children have any history of the
above conditions. If a child is sick or unwell on the day of deworming, do not treat them for
deworming.This is not due to the side-effects of the deworming tablet but to prevent the belief that
the deworming tablet has caused the illness.Wait until the child is well and then treat them. No child
should ever be forced to take the tablet. Explain to the child why the tablet is important and gently
convince the child to take the tablet.
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Drug usage for deworming bilharzia/schistosomiasis

Recommended dose:
600mg praziquantel tablet.

Administration:
Each child is first measured either using a weighing scale or dose pole to determine the dosage for
deworming, and accordingly may be administered 1 to 5 tablets of 600mg praziquantel. Deworming
takes place once every year if the prevalence of worms is >=50% or once in two years if prevalence is
>=10% and <50%. Both enrolled and non-enrolled children are treated. Make sure the child swallows
the tablet(s) in front of the teacher. Providing clean fresh water after swallowing the tablet(s) can
also help.

Side-effects:
Praziquantel has no serious side-effects. It can taste bitter, and cause nausea and abdominal pain. Other
side-effects are headache, dizziness, malaise (physical discomfort), and rarely rash or fever. However, if
children have severe worm loads, the first round of treatment can cause abdominal pain. In areas
known to be heavily affected with bilharzia/schistosomiasis, the side-effects should be explained to
teachers and families so that they are aware the symptoms are not due to the deworming drugs but
the result of the dead worms being expelled from the body.The child should lie down in the shade
until they feel better and also be given clean fresh water to drink.

Caution:
If a child is sick or unwell on the day of deworming, do not treat them for deworming.This is not due
to the side-effects of the deworming tablet(s) but to prevent the belief that the deworming tablet(s)
have caused the illness.Wait until the child is well and then treat them.
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Annex M:Vision screening using an E chart or Snellen’s chart

Standard steps to test for vision in children

1. There are 2 types of charts which can be used to test for vision: the E chart and the Snellen's chart.The E 
chart should be used to test the vision of those children who are not yet able to read the alphabet or are
too young to read the alphabet.This chart has the letter E presented in different directions (up, down, left
and right) in a series of 9 lines.The Snellen's chart should be used for children who can read the alphabet.
This chart has block letters presented in a series of 11 lines (see diagram).There are different versions of
the E chart and Snellen's chart and depending on the version the measurements of visual acuity vary
slightly.The tumbling E and traditional Snellen's are used here (see diagrams below).

2. The distance required to test for a child's vision is based on the size of the chart: For a large size chart 
(original vision chart), the child needs to sit 20 feet or 6 meters away. For a small size chart (half the size of
an original vision chart):The child needs to sit 10 feet or 3 meters away.

3. It is essential that there should be adequate light for the child to view the vision chart and good natural light
on the chart.

4. The child should sit upright, straight, and not lean forwards or backwards.

5. The vision chart should be positioned at the child's eye level which is at the 4th line of the chart.The 
distance from the child and the chart is based on the chart size (see above for distance measures).
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6. Each eye should be tested separately.When testing one eye, the other eye should remain completely 
covered with the child's hand or with a piece of card.The child should be told not to look through the hand
or card with the covered eye and that they should only be able to see through the uncovered eye.

7. Ask the child to close the left eye with the palm of their left hand (or to hold a piece of card with their 
left hand over the left eye) in order to test the right eye.The child should then be asked to read the chart
starting from the first (top) row down. For the E chart the child should indicate which way the limbs are
facing for each letter E (verbally or by pointing) from top to bottom of the chart and line by line.

9. If the child is not able to read a letter on a line, ask them to read another letter on the same line. If the 
child is not able to read any of the letters on the same line, then the previous line is a measure for the 
child's vision. In the Snellen's chart line 8 from top refers to normal vision, while in a tumbling E chart line 7 
from top refers to normal vision.

11.Visual acuity for the tested eye is then recorded as a fraction.The numerator refers to the distance 
between the chart and the child (20 feet or 6 meters).The denominator is the distance in feet/meters at 
which a child with no impairment should be able to see the chart - this number is provided next
to each row of the chart.Visual acuity for normal vision is 20/20 (6/6) to 20/60 (6/18); low/impaired vision
is less than 20/60 (6/18).

Steps 7 to 11 should then be repeated for the other eye.

10. For a child with low or impaired vision, the teacher should:
a) note that the child does not have normal vision;
b) refer the child to an eye specialist; and 
c) ensure that the child is moved to the front of the class so they are able to see the blackboard.

Tumbling E chart

1

2

3

4

5

6

7

8

910ft/3.05 m

200ft/61m

100 ft/ 30.5m

70ft/21.7m

50ft/15.2m

40ft/12.2m

30ft/9.1m

20ft/6m

15ft/4.6 m
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Annex N:Typical items required in a first aid kit/pupil treatment kit

Drugs:

1. Paracetamol.
2.Antihistamine (Histacin).
3.Anti-inflammatory.
4.Tube of antiseptic ointment (Savlon).
5. Bottle of Dettol/Savlon.
6. Bottle of Iodine Tincture.
7. Oral rehydration solution (powder).

Other supplies:

1. Gauze bandage.
2. Sterile cotton.
3. Neo-step Band-Aid.
4. Plain 6 inch scissors.
5. Plain 5 inch tweezers.
6. Zinc oxide plaster with plastic cover.
7. 1⁄2 inch Micropore rolls.
8. Clinical thermometer.
9.Tourniquet rubber tube.
10. Nail cutter.

Note:Tetracycline and Fansidar were also provided in the FAKs/PTKs in Mangochi.
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Annex O: Measures to ensure safe water, sanitation, and hygiene (WASH)
in schools

Safe water (for drinking, hand washing, and food preparation)
Source: WHO, 2009 [31].

Disinfection with chlorine is the most appropriate way of ensuring microbiological safety in most low-cost
settings. Bleaching powder, liquid bleach, chlorine tablets and other sources of chlorine may be used, depending
on local availability. At least 30 minutes' contact time should be allowed after the chlorine is added to the
water before the water is drunk, to ensure adequate disinfection.The free chlorine residual (i.e. the free form
of chlorine remaining in the water after the contact time) should be between 0.5mg/l and 1.0 mg/l [32]. Free
chlorine residual can be measured with simple equipment (e.g. a colour comparator and N,N-diethyl-p-
phenylenediamine [DPD] tablets).

Effective disinfection requires that the water has a low turbidity. Ideally, median turbidity should be below 1
Nephelometric Turbidity Unit (NTU) [33]. However, 5 NTU is the minimum turbidity measurable with simple
equipment (i.e. a turbidity tube), so this level may be used in practice. If turbidity exceeds 5 NTU, then the
water should be treated to remove suspended matter before disinfection, by sedimentation (with or without
coagulation and flocculation) or filtration.

Filtration with ceramic candle filters and other technologies that can be used on a small scale may be
appropriate for treatment of water in schools that are not connected to piped supplies. Filtration can also be
used in facilities that are connected to piped supplies whose quality is not consistently satisfactory [34].

Water used for sanitation, laundry and cleaning floors and other surfaces need not be of such high quality as
drinking water. If water below drinking water quality is used for these purposes, it should be in separate, clearly
marked containers or distribution systems.
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Annex P: Program activities and their related monitoring activities/tools

IR Activity

Baseline and post implementation survey.
Treatment registers.
Review meetings.

Review meetings with dispensers and their supervisors.
Spot checks at least once per quarter to all schools.
Production of monthly problem summary form and amount of
medications used.
HSAs supervision of school kit operation.
Monitoring of the kit by the SMC.

Production of summary treatment forms.
Reports from specialists.
Reports on pupil performance.

Spot checks on treatment day.
Review meetings with teachers and supervisors after medication
administration.
Production of summary forms with number of children who received
treatment.

Spot checks on treatment day.
Review meetings with teachers and supervisors after medication
administration.
Production of summary forms with number of children who received
treatment.

Borehole supervision by teachers and water point committees.
Supervision of school sanitation by teachers.
Clean school assessment and competition.

Review survey.

Review meetings.
Client Record form.
Cool Parent Guide supervisors summary sheet.
Safe schools record form.
Qualitative reviews.

Meetings with teachers and HSAs.
SMC records.
Target area records.
Review Survey.

Iron supplementation

Pupil treatment kit (PTK)

Vision and hearing screening

Vitamin A supplementation

Bilharzia/schistosomiasis
treatment and prevention

Water, sanitation, and hygiene
(WASH)

Nutrition education

HIV prevention – Cool
Parent Guide

Safe School Policy (SSP)

IR1

IR2

IR3

IR4

Monitoring activities/tools
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Annex Q: Lessons learned from the strategies implemented in the SHN program in
Mangochi district

IR1: Increased availability of school-based health, hygiene, and nutrition services.

Intervention Lessons learned

Iron supplementation • Teachers were confident in administering iron tablets as the intervention
progressed.

• There were low costs in distributing iron supplementation.
• More time and commitment was needed by teachers for iron 

supplementation and acceptability by children and parents.
• More than 10 iron tablets per week were needed to have an impact on 

Hb levels.
• Education performance improved in children in the intervention schools

while Hb levels showed no significant improvement.

Pupil treatment kit (PTK) • Frequent meetings with school dispensers helped to discuss problems,
provide general supervision, and promote good record keeping.
Dispensers/supervisors were able to receive immediate feedback from 
the meetings.

• Communities were willing to contribute towards PTK, parents paid a 
maximum of MK20 per year, and children were able to receive 
treatment throughout the year.

• According to parents, some children reported to school when sick as 
they would receive treatment at school.

• School break time was used to minimize disturbance of lessons.
• Teachers observing children taking medication such as Fansidar (SP) at 

school increased compliance in taking medication rather than 
giving medications to be taken at home.

• Training teachers to replace those who had moved or died proved 
expensive. It was also difficult to minimize the movement of teachers.

• According to the national policy in Malawi, efficacy of SP was reduced 
and only given to pregnant women as a prophylaxis. Removing SP from 
the PTKs with no substitute being given led to an outcry within the 
communities. Members of ADCs wanted to see children receiving 
treatment for malaria at schools.

Vision and hearing screening • A simple/inexpensive activity that was carried out by teachers.
• The E chart was user-friendly and was used by children who were not 

able to read.
• Simple innovations such as local materials i.e. plastic bottle filled with 

sand were used to check the hearing of children.
• Due to inadequate staff capacity children were not receiving adequate 

attention by teachers.
• Giving teachers more skills on how to deal with children with learning 

abilities proved a challenge as teachers had to handle normal classes 
alongside assisting children with difficulties.

• Due to high costs, there was a 12 month delay in giving out hearing aids.
Difficulties were encountered to provide free eye glasses to children 
where only one donation was made from Clear Vision�US.

• If the principle of inclusion is to be realized, the Ministry of Education 
needs to ensure that enough attention is given to children with 
problems.
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IR1: Increased availability of school-based health, hygiene, and nutrition services.

Intervention Lessons learned

Vitamin A supplementation • Logistical problems occurred as distribution-age varies in class, making it
difficult for teachers to isolate targeted children.

• The intervention was easy to administer and supplementation did not 
take up too much of the teacher's time.

• Vitamin A capsules were child-friendly and can be chewed.
• Vitamin A can improve Hb levels in schoolchildren.

Water, sanitation, and hygiene (WASH) • Frequent supervision for water point committees by WMAs sustains 
functioning of boreholes and water point committees.

• Complementary activities were needed e.g. UNICEF supporting training 
to rural shop owners to re-stock borehole spare parts.

• Community participation in resource mobilization brought in a sense of 
ownership.

• Reporting malpractice to sanitary facilities (i.e. vandalism of hand 
washing/borehole parts) ensured continuous functionality of functions

Nutrition education • Teachers can be motivated to teach nutrition if time is allocated to 
nutrition education in the primary school curriculum.

• Children can be motivated to learn about good nutrition through school
gardens.

HIV prevention - Cool Parent Guide • Increased counselling sessions and enough distributors were needed 
through regular monitoring visits for parents.

• As few men took part, ways in involving more men to talk about 
children needed to be explored.

• Proper civic education was needed as parents failed to perceive the 
immediate benefits of the Guide to other needs such as food.

• Due to low literacy levels, the Guide needed to be user-friendly towards
less literate parents.

IR2: Increased quality of the school environment related to SHN.

Bilharzia/schistosomiasis treatment and
prevention

• The bilharzia/schistosomiasis treatment exercise should be made an 
attractive event to improve coverage.

• Provision of Likuni (porridge) or something to eat on the day of 
treatment reduced side-effects.

• Parent/guardian participation helped the success of the treatment 
exercise.

IR3: Improved knowledge, attitudes and interest in health services and health protective
behaviors/practices.

Safe School Policy (SSP) • As a priority, regular reports by committee members needed to be done.
• There needed to be equal pupil representation in committees to allow them

to speak and not be outnumbered.
• A crucial component of the intervention was to sensitize the community.
• Adequate follow-up mechanisms needed to be set up to look at pupils 

returning to school following the committee's intervention.

IR4: Improved community support and policy environment for SHN.
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