[bookmark: _Toc365013554][image: ]Session: Health and Nutrition for Children Affected by HIV
Session Rationale 
The profound community presence of Peace Corps OVC programs has strong potential to support the health and nutrition of children affected by HIV. PCVs play an important role in working with families on malnutrition prevention through early identification of malnutrition risks and referrals to comprehensive clinical care. They can also strengthen the impact of lifesaving interventions prioritized under child survival, pediatric treatment, and HIV prevention and reproductive health for youth and adolescents.
[image: ][image: ]Time 2 hours   Audience Health Volunteers at IST, and Volunteers at IST working with children, youth, and families affected by HIV
Terminal Learning Objective	
[bookmark: _GoBack]After completing a community assessment and learning about financial literacy, psychosocial support, health and nutrition, and education, participants will create a community action plan to engage Peace Corps core groups in activities that will strengthen their capacity to support orphans and vulnerable children.
Session Learning Objectives 
Participants will identify the venues and access points that families affected by HIV can go to for health and nutrition support in their communities.
Participants will use a role-play teaching method to teach and learn about eight priority childhood health and nutrition areas: HIV Testing and Treatment for Children/community, NACS (Nutrition Assessment, Counseling and Support), Breastfeeding, Community or Household Gardens, Vaccinations, WASH, Deworming, Youth Sexual Reproductive Health.
Participants will practice identifying and exploring linkages for families to early child development programs, schools-based feeding programs, prevention of mother to child transmission (PMTCT), HIV testing, nongovernmental organizations (NG0s), community groups, and other programs.
Participants will apply the community navigation and linkages concepts to their own community experience.
Session Knowledge, Skills, and Attitudes (KSAs)
1. Small groups review information about eight priority health areas. (K)
1. Participants will practice facilitating lessons about how good nutrition and health care is essential for children’s growth and development throughout the ages and stages of life, and that children affected by HIV are particularly vulnerable to malnutrition and poor health. (S)
1. Participants will develop an appreciation of additional and critical importance of optimal health and nutrition for children affected by HIV. (A)
1. Participants will explore how basic health and nutrition is a right for all children and is particularly important for children affected by HIV, as they are often marginalized in several ways. (A)
Participants describe through role-plays how households and communities coping with HIV and AIDS often have greater food and nutritional needs, yet decreased access to food. (K) 
Prerequisites 	
It is important for all trainers to facilitate Community Care of OVC PST sessions before engaging in this session. These sessions build on each other and it is important to put things into context for both the trainer and PCV.
Sector:		Health
Competency:		Support HIV Prevention and Care
Training Package:		Community Care of Orphans and Vulnerable Children
Version:		Dec-2014
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Session: Health and Nutrition for Children Affected by HIV
Date: [posts add date]
Time: [posts add xx minutes]
Trainer(s): [posts add names]
Trainer Preparation
For the Motivation section: Prepare Trainer Material 1: Reflection Questions before the Motivation section of this session. Use a sheet of flip chart paper for this and keep it posted at the front of the room during the session.
Several days in advance, for the Information section: Participants will be asked to deliver in small groups a short lesson based on a handout they received the day before this Health and Nutrition session takes place. Print and bring extra copies of Handouts 1-8 to the session, in case they are needed.
· Print copies of Handouts 1-9, enough for one copy per group member (small group = total # participants/eight).
· At least three days prior (or whatever is most appropriate given your COTE) to this session’s date, the trainer should divide the list of participants into eight small groups, meet with the groups to assign each group their task, and give each group member its assigned handout and group task instructions (Handout 9). 
· Each small group of participants will need to meet ahead of time to plan a short role-play to teach the main points from their handout (Handouts 1-8). Each group’s role-play should not be longer than 7 – 8 minutes. 
· Ideally, each role-play should include a depiction of a PCV, a counterpart, and a group with whom they are meeting. (These group members could be seated in the participant audience, ready to pose key questions or raise relevant community concerns, or however they chose to lead the learning exercise.) 
· To cover as many aspects as possible, participants will be working in small groups using the role-play method to address a distinct health services, nutrition, or food security topic. Each group member will receive its respective handout on either a nutrition topic, food security topic, or health services topic. Groups will use the following handouts to learn the information:
· Handout 1: Group 1 HIV Testing and Treatment for Children
· Handout 2: Group 2 Breastfeeding
· Handout 3: Group 3 Community/Household Gardens
· Handout 4: Group 4 NACS
· Handout 5: Group 5 Vaccinations
· Handout 6: Group 6 WASH
· Handout 7: Group 7 Deworming
· Handout 8: Group 8 Youth Sexual Reproductive Health
The day before this session is delivered, each group should be given time to reread its handout and group work instructions (Handout 9), and to practice delivering the short lesson it has prepared for the entire group on its topic. 
The lesson should be delivered in the form of a role-play, whereby the group shows how a PCV can use information to teach a lesson to a community group. 
Print one copy of Trainer Material 2: Community Care of Orphans and Vulnerable Children: Working with Adult Groups manual (separate file) to review prior to the session and to refer to during the Information Section, where indicated ( telling participants where in the manual they can access information and lesson plans to implement lessons and training activities on the eight priority interventions).
For the Practice section: Print eight copies of Handout 10: Family Scenario and ensure you have plenty of flip chart paper and colorful markers available in the learning space that day, for the drawing of maps and flow charts in this section. Prepare tape pieces to display flip charts.
For the Application section: Ensure each participant has a piece of paper and pen to write a reflection letter. There is an option in the activity for the trainer to distribute envelopes to the participants as well. If available, bring enough envelopes so each participant can have one.
[bookmark: _Toc236737427][image: ]Materials
Equipment
· Flip chart paper
· Color markers
· Envelopes
· Tape 
Handouts
Handout 1: Group 1 HIV Testing and Treatment for Children
Handout 2: Group 2 Breastfeeding
Handout 3: Group 3 Community/Household Gardens
Handout 4: Group 4 NACS
Handout 5: Group 5 Vaccinations
Handout 6: Group 6 WASH
Handout 7: Group 7 Deworming
Handout 8: Group 8 Youth Sexual Reproductive Health
Handout 9: Group Work Instructions
Handout 10: Family Scenario 
Trainer Materials
· Trainer Material 1: Reflection Questions 
· Trainer Material 2:  Community Care of Orphans and Vulnerable Children: Working with Adult Groups  manual (separate file)
[bookmark: _Toc235768739][bookmark: _Toc236737428][bookmark: _Toc364750611][bookmark: _Toc365013557][bookmark: _Toc406412582]Motivation	[image: ] 15 min
[bookmark: _Toc406412583]Venues and Access Points for Health and Nutrition Services in the Community
Participants will reflect on their own childhood, identifying the basic health and nutrition needs for all children.
Open the session by telling participants that you are going to spend the next two hours discussing health and nutrition for children affected by HIV. Let participants know that all children in the world have the right to access basic health care services, the right to medical confidentiality, and the right to informed consent. Yet, in many situations children are unable to realize these rights. Providing health support to children affected by HIV/AIDS can help these children to receive the health services that they require to be healthy and fully develop. 
Good nutrition is essential for children’s physical growth and development, including full development of their immune systems. Certain groups of children are particularly vulnerable to malnutrition, including young children, children outside of family care, and children living with HIV.
To get the session started with an activity, ask participants to get into pairs. While they get into pairs, place the flip chart of Trainer Material 1: Reflection Questions in the front of the room. Instruct the pairs to take 5-7 minutes to discuss their responses to the Reflection Questions based on what they have seen and experienced thus far at their Peace Corps sites. Ask participants to record their discussion points and responses on paper.
After the pairs have taken 5-7 minutes to discuss their answers to the Reflection Questions, take another 5-7 minutes and ask them to share some of their responses. Use the flip chart with Trainer Material 1: Reflection Questions written on it to record the answers. 
[image: ] Note: Listening to responses shared by pairs assesses Learning Objective 1.
After the discussion is over, thank the group and keep the flip chart up in the front of the room for the remainder of the session. You will be referring to it during the other sections. 
[bookmark: _Toc364750613][bookmark: _Toc365013566][bookmark: _Toc406412584]Information	[image: ] 60 min
[bookmark: _Toc406412585]Eight Health and Nutrition Priorities for Children
Participants will use a role-play teaching method to gain a basic understanding of eight priority interventions that promote health and nutrition for children affected by HIV throughout their lives.
1. Take a few moments to frame the information about health and nutrition (including food security) as it relates to HIV-affected children. 
[image: ] Possible Script: We discussed some of these points in the Motivation section, but I want to go into a bit more detail to summarize the importance of nutrition, food security, and health for children affected by HIV. HIV can affect a child or adult’s nutritional status in a variety of ways. HIV weakens the immune system and may lessen appetite and ability to eat. HIV affects the body’s uptake, absorption, and use of nutrients. Additionally, while some HIV medications are to be taken without food, other drugs cause nausea and other side effects if taken on an empty stomach. Without proper nutrition, these side effects may cause people to stop taking their treatment. People living with HIV have higher energy requirements and are more likely to show signs of micronutrient deficiencies, such as vitamins A, C, E, zinc, and selenium. Adolescent girls are at higher nutritional risk than boys, and pregnant adolescents are at particularly high nutritional risk, including higher risk for anemia. 
Food and nutritional support improve the nutritional status of children and their families and address community food security. When I say food support, I mean that food may be provided through direct food supplements or community or school feeding programs. Support can also be through social protection measures such as cash transfers to increase access to food or household economic strengthening activities. While food and nutritional support is often offered as a time-limited strategy to address food insecurity or malnourishment, combining direct food supplements with promotion of gardens or household economic strengthening activities, like participation in savings groups, that you carry out as a PCV may help to improve nutritional status for longer periods. 
Health support for children affected by HIV/AIDS includes integrated health services that help to ensure that children and families receive the support they need to prevent, cope with, and treat illness. Integration aims to enable HIV-affected and -infected families “to access different but connected health and psychological care services from one point, rather than through many fragmented services and providers. By doing this, HIV health care workers are better able to improve patient outcomes with efficiency for both the client and the health care system” (Green & Horne, 2012). You can play a critical role as a PCV in the linking of these services for the community.
Health support in HIV-affected communities will also mean providing education on HIV prevention (Refer to the HIV Prevention Training Package), seeing that children and families are tested for HIV and, if positive, providing support to children, adolescents, and caregivers, especially through support groups.
1. At this point, invite participant groups to deliver their short lessons based on a handout they received the day before this Health and Nutrition session takes place (Handouts 1-8). 
[image: ] Note: At least three days prior (or whatever is most appropriate given your COTE) to this session’s date, the trainer created eight small groups and assigned each group its task (Handout 9) and one of Handouts 1-8. 
Distribute extra copies of Handouts 1-8 as needed at this point.
1. Clarify that the topic of health and nutrition is broad, and therefore, to cover as many aspects as possible, eight participant small groups will now present their role-plays to address a distinct health services, nutrition, or food security topic. 
1. Invite a group to volunteer to go first, and establish the order of presenters after them (on a flip chart, so groups know who will go next). Remind groups that each lesson should only take about eight minutes. Request a volunteer to serve as time keeper, and ask them to hold up a sign that says “two minutes” when a group has just two minutes remaining, and agree as a group on an attention-getting signal the timekeeper can use to signal when time has expired for a group (hand clapping or bell ringing, for example). 
[image: ] Note: Observation of each group’s delivery of its presentation assesses Learning Objective 2.
1. When participants have finished presenting all the lessons, raise awareness with the participants about young children who are living with disabilities. Parents in low-resource settings often ignore the issues of children with disabilities. Oftentimes, these children are taken to traditional healers. Encourage participants to be mindful that children with disabilities need to be properly assessed and diagnosed, hopefully coming back home with some recommended exercises, stimulation programs, and referrals that can promote inclusion and make things better.  
1. Remind them that they can access, with community groups, information and lesson plans to implement lessons and training activities on these eight priority interventions in Trainer Material 2: Community Care of Orphans and Vulnerable Children: Working with Adult Groups manual(see separate file).
1. Thank participants for their active participation and move on to the next section.
[bookmark: _Toc364750615][bookmark: _Toc365013575][bookmark: _Toc406412586]Practice	[image: ] 30 min
[bookmark: _Toc406412587]Navigating Community Systems for Better Health and Nutrition
Participants will practice helping a family overcome barriers to good health and nutrition. 
1. [bookmark: _Toc365013576]Tell participants to stay in the groups they have been working in and explain that they are now going to take what they have learned and envision working with a family in a rural community who would benefit from the support of a PCV and his or her counterpart to overcome barriers to health and nutrition support.
1. Give each group Handout 10: Family Scenario. Clarify the learning task – Each group will:
Read the scenario
Brainstorm the barriers or challenges that the family is facing to creating good health and nutrition and accessing good health care 
Use flip chart paper and markers to draw a map or flow chart that highlights the opportunities for creating good health and the barriers to it, as well as the access points to care and support
[image: ] Note: Remind participants to think about the eight interventions they learned about from each other and to think about all the venues and access points in the community that were listed in the Motivation section and are still listed on a sheet of flip chart paper at the front of the room. These include health centers, PMTCT services, HIV testing and treatment sites, community groups, early childhood development centers, schools, NGO home visits, etc. 
Give participants 20 minutes to work on their map or flow chart. When time is up, tell participants to post their sheets of flip chart paper up on the walls. Use the last 10 minutes to have the participants walk around the room and review each other's work. 
Close this section by inviting participants to share insights they gained by reviewing other groups’ flip charts. Take a few responses.
[image: ] Note: Learning Objective 3 is assessed by viewing participants’ maps or flow charts, and by listening to participants’ insights shared. 
[bookmark: _Toc364750617][bookmark: _Toc365013584][bookmark: _Toc406412588]Application	[image: ] 15 min
[bookmark: _Toc406412589]What Does This Mean In Your Community?
Participants will reflect on what they have learned and think about how they will apply it to their own communities. 
1. Ask participants to think once more about Tabitha’s story, and to consider if it reminded them of any of the families, individuals, students, or other people they have met in their communities. If so, in which specific ways? Take a few responses.
1. Next, invite participants to take 10 minutes to close the session with a personal letter-writing activity. Participants will take a piece of paper and a pen and write to the family that they feel could be helped the most by using the interventions and resources discussed in this lesson. 
1. The letter should include the following:
A wish or a vision for that family's future health and nutritional well-being
A plan for how you as a PCV can help them reach that vision
The way you think they can maintain good health and nutrition after you leave
[image: ] Note: Learning Objective 4 is assessed by the trainer circulating about the room to check in on participant letters being drafted. 
Close the session using Options 1 or 2:
Option 1: Simply close the session when the letter writing is done and send the participants off with the letters they wrote. 
OR
Option 2: Provide participants with envelopes to put the letter in. Have them write their address or Peace Corps mailbox number on the outside of the envelope. Collect the sealed letters (with the PCV's name on the outside) and send the letter to the PCV six months later. This is a good way to check in with PCVs to see if they have made progress with the family they wrote to in the letter.
[bookmark: _Toc359853534][bookmark: _Toc235768743][bookmark: _Toc236737436][bookmark: _Toc364750619][bookmark: _Toc365013593][bookmark: _Toc406412590]Assessment
Learning Objective 1 is assessed in the Motivation section in a pared brainstorming activity.
Learning Objective 2 is assessed in the Information section with a role-play teach-back activity.
Learning Objective 3 is assessed in the Practice section with a mapping exercise.
Learning Objective 4 is assessed in the Application section with a self-reflection, letter writing activity.
[bookmark: _Toc359853535][bookmark: _Toc235768744][bookmark: _Toc236737437][bookmark: _Toc364750620][bookmark: _Toc365013594][bookmark: _Toc406412591] Trainer Notes for Future Improvement	
Date and Trainer Name: [What went well? What would you do differently? Did you need more/less time for certain activities?]
[bookmark: _Toc406412592]Resources
Community Care of Orphans and Vulnerable Children: Working with Adult Groups manual (No. M0113)
	
Avert.org
http://www.avert.org/hiv-treatment-children.htm
http://www.avert.org/preventing-mother-child-transmission-hiv.htm#sthash.7PIHjON1.dpuf
http://www.avert.org/hiv-treatment-children.htm
http://www.avert.org/hiv-and-breastfeeding.htm

World Health Organization 10 Facts on Breastfeeding:
http://www.who.int/features/factfiles/breastfeeding/en/ 

Food and Agriculture Organization of the United Nations: http://www.fao.org/docrep/v5290e/v5290e02.htm#P298_18314 

Economic Commission for Africa, Mitigating the impact of HIV/AIDS on smallholder agriculture, food security and rural livelihoods in Southern Africa: Challenges and action plan http://www.uneca.org/sites/default/files/publications/hiv-aidsandagriculture.pdf 

FANTA III: Food and Nutrition Technical Assistance http://www.fantaproject.org/tools/NACS-users-guide-modules-nutrition-assessment-counseling-support 
FANTA. 2012. Defining Nutrition Assessment, Counseling, and Support (NACS). Technical Note No. 13. Washington, DC: FHI 360/FANTA. http://www.fhi360.org/sites/default/files/media/documents/FANTA-NACS-TechNote-Jul2012.pdf  

World Health Organization Immunization Fact Sheet: http://www.who.int/mediacentre/factsheets/fs378/en/ 

World Health Organization: Deworming to combat the health and nutritional impact of helminth infections http://www.who.int/elena/titles/deworming/en/ AND Children Without Worms info graphics: http://www.childrenwithoutworms.org/sites/default/files/images/STH_Infographic.pdf 

UNICEF Water, Sanitation and Hygiene: http://www.unicef.org/wash/ 
AND Hesperian.org New Where There is No Doctor: http://en.hesperian.org/hhg/New_Where_There_Is_No_Doctor:Chapter_32:_Water_and_Sanitation:_Keys_to_Staying_Healthy 

Advocates for Youth: http://www.advocatesforyouth.org/publications/publications-a-z/549-creating-youth-friendly-sexual-health-services-in-sub-saharan-africa  AND
Center for Health and Gender Equity (CHANGE): http://www.genderhealth.org/the_issues/comprehensive_sexual_and_reproductive_health/components_and_attributes/ 
[bookmark: h1]Handout 1: HIV Testing and Treatment for Children	
The following information is directly taken from Avert.org. For more information and source citations, go to: http://www.avert.org/hiv-treatment-children.htm , http://www.avert.org/preventing-mother-child-transmission-hiv.htm#sthash.7PIHjON1.dpuf , http://www.avert.org/hiv-treatment-children.htm 
Globally, between 2002 and 2013, there was a 58 percent reduction in the number of new HIV infections among children. Despite this, more than 240,000 children were infected with HIV during 2013—700 new infections every day. In addition, millions more children every year are indirectly affected by the impact of the HIV epidemic on their families and communities. 
Regular HIV testing, treatment, monitoring, and care for children living with HIV can enable them to live long and fulfilling lives. However, a lack of necessary investment and resources for adequate testing, pediatric antiretroviral drugs (ARVs), and prevention programs mean children continue to suffer the consequences of the epidemic.
The figures below show the number of children (defined by UNAIDS as under 15 years of age) directly affected by HIV and AIDS:
3.2 million children living with HIV around the world at the end of 2013
240,000 children became newly infected with HIV in 2013
58 percent drop in new infections since 2002, and a 43 percent drop since 2009
91 percent of children living with HIV live in sub-Saharan Africa
24 percent of children needing antiretroviral treatment received it in 2013
190,000 children died of AIDS-related illnesses during 2013, out of 1.5 million people overall 

HIV Prevention for Children:
Mother-to-child transmission (MTCT) is when an HIV-positive mother passes the virus to her child during pregnancy, labor, delivery, or breastfeeding. Each year around 1.5 million women living with HIV become pregnant, and without antiretroviral drugs (ARVs), there is a 15 to 45 percent chance that their child will also become infected. However, among mothers who take a regimen of ARVs for the prevention of mother-to-child transmission (PMTCT), the risk of HIV transmission can be reduced to less than 5 percent. 
UNAIDS advocate four key strategies for preventing mother-to-child transmission:
Keeping women of reproductive age and their partners HIV-negative through reproductive health and HIV prevention services
Avoiding unwanted pregnancies among HIV-infected women and women at risk of HIV, through family planning and HIV testing and counselling services
Ensuring HIV testing of pregnant women and timely access to effective antiretroviral therapy, both for the health of HIV-infected mothers and for PMTCT, during pregnancy, delivery, and breastfeeding
Better integration of HIV care, treatment, and support for HIV-infected women and their families
Sexual Transmission:
There has been a global decrease in the number of young people who report having sex under the age of 15. However, girls under the age of 15 can still marry with their parents’ consent in 52 countries around the world. This and other cultural norms and socioeconomic factors lead to children becoming sexually active at a young age, or being subjected to sexual violence. The lower the age of first sex, the higher the lifetime risk of HIV infection. This is because early sexual debut is often associated with older partners, higher rates of coerced sex, and lower levels of condom use. 
The following continue to be areas that can have an impact on prevention of the spread of HIV through sexual transmission among children and youth. Promotion of: 
prevention education and behavior change models
condom use 
strengthening of youth life skills 
promotion of voluntary medical male circumcision (vmmc) among youth and men 
HIV Testing:
Most children living with HIV become infected through mother-to-child transmission. Children born to mothers living with HIV need to be tested as soon as possible after birth to find out if they are infected with the virus and start antiretroviral treatment if necessary. Unfortunately, only 35 percent of children in this situation are tested. 
Testing infants under 18 months:
Polymerase Chain Reaction (PCR) tests: PCR testing checks for any trace of HIV genetics in an infant's blood, and can usually be done at the clinic where the infant is being tested. Where this technology is available, the longest the infant will have to wait for an accurate result is around six weeks. 
Dried blood spot test: If PCR testing is unavailable at the clinic, dried blood spot testing takes samples of the infant's blood which is collected on paper and sent to a laboratory where the dried blood is tested for HIV. As dried blood spots can be stored for a long time and easily transported, this is a common way for infants to receive an HIV diagnosis in many countries. 


Testing children older than 18 months: 
Rapid diagnostic testing: Children older than 18 months should be tested using rapid diagnostic testing, which detects HIV antibodies in the blood. This is appropriate for children older than 18 months as they have developed their own antibodies to HIV, and no longer carry their mother's. 
Antiretroviral treatment for children living with HIV:
Children who start antiretroviral treatment early, before their immune system is badly affected, recover their CD4 levels more quickly. CD4 level refers to the level of immune system cells remaining in the body that have not been destroyed by the HIV virus. Children who are able to lower the virus in their body before they reach 1 year old, tend to have lower levels of the virus when they reach 8-20 years old. 
When to start HIV treatment for infants under 18 months: ART should be given immediately to infants under 18 months of age who test positive. If an HIV test is unavailable, the infant should be monitored and a treatment decision made at 9 months of age depending on whether the infant appears sick or well. The infant should have a conclusive HIV antibody test at 18 months or 6 weeks after breastfeeding has finished. 
When to start HIV treatment for children under 5 years & over 5 years old: HIV-positive children less than 5 years old should start ART regardless of CD4 count or stage of infection. HIV-positive children 5 years and older should start ART with a CD4 cell count of 500 cells/mm3 or less. The drug regimen depends on the age and weight of the child. HIV-positive children showing severe or advanced symptoms of HIV infection should start ART immediately regardless of age. 
To monitor the effectiveness of HIV treatment in a child, a CD4 test is carried out periodically. This measures the number of T-helper cells – white blood cells that are attacked by HIV – in an individual’s blood. A falling CD4 count is a sign that HIV is progressing, and that the immune system is becoming weaker. However, CD4 counts vary with age, and younger children usually have a much higher CD4 count than adults.
In some cases, viral load testing (which measures the amount of HIV in a child’s blood) is used alongside CD4 testing to guide decisions about treatment. However, if no CD4 test or viral load test is available (as they are very expensive), the health care worker has to make a judgment about when a child should begin treatment depending on his or her stage of HIV infection, and based upon any other illnesses that the child may have. 
Children taking ARVs can suffer from the same drug side effects as adults. Children are also likely to be exposed to treatment for longer than adults, as they have to take treatment throughout childhood and adulthood. 
Most children on HIV treatment need to take three or more types of ARVs every day for the rest of their lives. If drugs are not taken at around the same time every day, HIV may become resistant to the treatment, causing it to stop working.
It can be difficult for children to take treatment, especially if there are many pills to take, the medicines taste bad, they must be taken with food or at specific times of the day. However, caregivers must support a child to ensure they always take their medication.
Drug resistance in children
Drug resistance is when certain antiretroviral drugs become unable to fight off HIV.
There are three ways that this could occur. The infant may have:
been infected with a drug-resistant HIV strain from their mother
inherited drug resistance from their mother during pregnancy, birth or breastfeeding
developed drug resistance during their own treatment 

It is important that a child on HIV treatment is routinely monitored, so that the treatment can be changed if their CD4 levels drop, or when they grow and put on weight. 
Nutritional support while on HIV treatment:
Children living with HIV who have no symptoms need to consume 10 percent more calories than other children of their age and sex. Children who have symptoms, or are recovering from infections, need to consume 20-30 percent more calories than other children. 
When a child experiences rapid weight gain or loss as a result of ART, nutrition needs to be monitored carefully. As a child’s weight changes, so does the recommended dosage of ARVs, requiring drug doses to be constantly reviewed. 
Opportunistic infections take advantage of weak immune systems, and often affect children living with HIV. Tuberculosis (TB) and PCP (a form of pneumonia) are major causes of illness among children living with HIV.
Preventing opportunistic infections:
Children living with HIV need to be provided with treatment to prevent opportunistic infections. For children who have no access to ARVs, treatment for opportunistic infections may delay the need for antiretroviral treatment. 



Co-trimoxazole
Co-trimoxazole is an antibiotic that can help to prevent infections such as pneumonia and TB. It is recommended that all children born to HIV-positive mothers take co-trimoxazole from 4 to 6 weeks of age, until tests confirm that they are HIV-negative. 
Isoniazid preventive therapy (IPT)
IPT is treatment that prevents the development of tuberculosis (TB). It is recommended that HIV-positive children who have poor weight gain, a fever, a cough, or have had contact with a TB patient, but do not yet have TB, should be offered IPT regardless of their age. 
Vaccines
Infants and children who are exposed to HIV via mother-to-child transmission should be given all routine vaccinations, as set out in that country's national guidelines. Children who have severely affected immune systems should be considered for inactivated vaccines, rather than live vaccines. 
As well as opportunistic infections, it is important to be aware of other health conditions that children living with HIV are more vulnerable to. They vary between children, but usually are a result of a falling CD4 count or a high viral load, stressing the importance of children adhering to their treatment correctly. 
For example:
Neurocognitive conditions
Children who are born to mothers living with HIV are more at risk of language issues as they grow up, including difficulty understanding spoken language, and expressing themselves verbally. Adhering to pediatric antiretroviral treatment can prevent neurocognitive conditions from becoming severe. 
Underdeveloped weight and height
Some children living with HIV will be shorter and more underweight than HIV-negative children. The more severe the child’s HIV-related symptoms, the bigger the impact on their growth. 
Bone density
Low bone mineral density has been found in children living with HIV. Among HIV-positive children growing older with HIV, disruptions to their bone development can be problematic as this is a period of rapid growth and development. 


[bookmark: h2][bookmark: _Toc406412593]Handout 2: Group 2 Breastfeeding	
The following is taken from World Health Organization 10 Facts on Breastfeeding: http://www.who.int/features/factfiles/breastfeeding/en/ 
WHO recommends exclusive breastfeeding for the first six months of life for all mothers living in middle- to low-income countries, regardless of whether they have the HIV virus. At six months, solid foods, such as mashed fruits and vegetables, should be introduced to complement breastfeeding for up to two years or more. In addition: 
· breastfeeding should begin within one hour of birth 
· breastfeeding should be "on demand," as often as the child wants day and night; and 
· bottles or pacifiers should be avoided. 
Breast milk is the ideal food for newborns and infants. It gives infants all the nutrients they need for healthy development. It is safe and contains antibodies that help protect infants from common childhood illnesses such as diarrhea and pneumonia, the two primary causes of child mortality worldwide. Breast milk is readily available and affordable, which helps to ensure that infants get adequate nutrition.

Breastfeeding also benefits mothers. Exclusive breastfeeding is associated with a natural (though not fail-safe) method of birth control (98 percent protection in the first six months after birth). It reduces risks of breast and ovarian cancer later in life, helps women return to their pre-pregnancy weight faster, and lowers rates of obesity.

Beyond the immediate benefits for children, breastfeeding contributes to a lifetime of good health. Adolescents and adults who were breastfed as babies are less likely to be overweight or obese. They are less likely to have Type 2 diabetes and perform better in intelligence tests.
Infant formula does not contain the antibodies found in breast milk. When infant formula is not properly prepared, there are risks arising from the use of unsafe water and unsterilized equipment or the potential presence of bacteria in powdered formula. Malnutrition can result from over-diluting formula to "stretch" supplies. While frequent feeding maintains breast milk supply, if formula is used but becomes unavailable, a return to breastfeeding may not be an option due to diminished breast milk production. An international code to regulate the marketing of breast-milk substitutes was adopted in 1981. It calls for: 
· all formula labels and information to state the benefits of breastfeeding and the health risks of substitutes; 
· no promotion of breast-milk substitutes; 
· no free samples of substitutes to be given to pregnant women, mothers, or their families; and 
· no distribution of free or subsidized substitutes to health workers or facilities. 
Breastfeeding has to be learned and many women encounter difficulties at the beginning. Nipple pain and fear that there is not enough milk to sustain the baby are common. Health facilities that support breastfeeding—by making trained breastfeeding counselors available to new mothers—encourage higher rates of the practice. To provide this support and improve care for mothers and newborns, there are "baby-friendly" facilities in about 152 countries thanks to the WHO-UNICEF Baby-friendly Hospital Initiative.
Many mothers who return to work abandon breastfeeding partially or completely because they do not have sufficient time, or a place to breastfeed, express, and store their milk. Mothers need a safe, clean, and private place in or near their workplace to continue breastfeeding. Enabling conditions at work, such as paid maternity leave, part-time work arrangements, on-site crèches, facilities for expressing and storing breast milk, and breastfeeding breaks, can help.	
To meet the growing needs of babies at 6 months of age, mashed solid foods should be introduced as a complement to continued breastfeeding. Foods for the baby can be specially prepared or modified from family meals. WHO notes that: 
· breastfeeding should not be decreased when starting on solids; 
· food should be given with a spoon or cup, not in a bottle; 
· food should be clean, safe and locally available; and 
· ample time is needed for young children to learn to eat solid foods. 
The following is taken from Avert.org: http://www.avert.org/hiv-and-breastfeeding.htm 
HIV and Breastfeeding: For most babies, breastfeeding is without question the best way to be fed, but unfortunately breastfeeding can also transmit HIV. If no antiretroviral drugs are being taken, breastfeeding for two or more years can double the risk of the baby becoming infected to around 40 percent. It is thought that 5-20 percent of babies infected through mother-to-child transmission acquire HIV infection via breastfeeding. 
National health agencies and the WHO 2013 guidelines recommend the following for HIV-positive mothers in low-income countries:
· mother should be on HIV treatment – at minimum throughout pregnancy and breastfeeding;
· administer HIV treatment to infant with once-daily nevirapine (NVP) for six weeks;
· breastfeed exclusively: if there is little access to clean water and sanitation and health services; and
· continue breastfeeding for six months, then introduce complementary foods and wean baby at 12 months.
Supporting this advice to breastfeed, a study in 2012 found that HIV-neutralizing antibodies are released by some B cells that are present in breast milk. A further study in 2013 identified a particular protein in breast milk, named as TNC, which actively inhibits HIV. This could explain why mother-to-child transmission of HIV through breastfeeding does not occur more often than it does. 
Breast milk also contains nutrients, agents, and antibodies that protect the infant from the risk of childhood diseases such as diarrhea. Without being breastfed, an infant runs the risk of becoming seriously ill with diseases other than HIV. Where treatment for them is limited or inaccessible, an infant's health can be compromised. Similarly, unsafe and unreliable replacement feeding when clean water and resources are unavailable can also be a danger to an infant's health. Breastfeeding by HIV-positive mothers is therefore highly recommended in low- and middle-income countries.
The latest (2013) WHO guidelines state that ARV treatment should be provided for all pregnant and breastfeeding women living with HIV for life, previously known as Option B+. Countries that do not have the resources to provide lifelong ARVs to all pregnant women should offer treatment to mothers living with HIV until one week after they finish breastfeeding, previously known as Option B. After this point, a mother will be assessed to see if she is eligible for treatment for her own health going forward. 
"Mothers known to be HIV-infected… should exclusively breastfeed their infants for the first six months of life, introducing appropriate complementary foods thereafter, and continue breastfeeding for the first 12 months of life.” World Health Organization 
It has been clearly shown that when antiretrovirals are taken through the pregnancy and breastfeeding stage, there is a greatly reduced HIV infection rate of 2 percent. But there must be 100 percent adherence to taking the drugs correctly, otherwise there is a risk that the baby will become infected with HIV or resistant to the medication. There needs to be good support for mothers to help them adhere to an extended drug regimen, as well as keeping to six months of exclusive breastfeeding. Mother support groups can effectively promote proper adherence to the medications and encourage mothers to stay on the drugs through breastfeeding.
HIV-positive women who may not be able to obtain ARV drugs to cover both the period when they are pregnant and the breastfeeding period, should discuss the best option for them with a health care professional. In 2011, 56 percent of pregnant women living with HIV in low- and middle-income countries received the most effective regimens for PMTCT. However, this is still short of the UNAIDS target of 90 percent of breastfeeding infant-mother pairs to be receiving antiretroviral therapy or prophylaxis by 2015.
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[bookmark: _Toc406412594]Handout 3: Group 3 Community/Household Gardens
The following is taken from the Food and Agriculture Organization of the United Nations: http://www.fao.org/docrep/v5290e/v5290e02.htm#P298_18314 AND the Economic Commission for Africa, Mitigating the impact of HIV/AIDS on smallholder agriculture, food security and rural livelihoods in Southern Africa: Challenges and action plan http://www.uneca.org/sites/default/files/publications/hiv-aidsandagriculture.pdf 

HIV/AIDS impacts smallholder agriculture, food security, and rural livelihoods through labor and capital shortages, loss of knowledge and skills, loss of farm implements, loss of access to production assets such as land, and loss of formal and informal institutional support. The overall effects of HIV/AIDS impacts are reduced smallholder agricultural production, reduced income, and reduction in household assets, causing reduced access of households to food, health, and education. At the same time, people with the HIV virus have an increased need for good nutrition. One identified strategy to mitigate the impact of HIV/AIDS includes interventions aimed at improving smallholder agricultural production and nutrition such as vegetable gardens. 

Household and community gardens have an established tradition and offer great potential for improving household food security and alleviating micronutrient deficiencies. Gardening can enhance food security in several ways, most importantly through: 1) direct access to a diversity of nutritionally-rich foods, 2) increased purchasing power from savings on food bills and income from sales of garden products, and 3) fallback food provision during seasonal lean periods.

Organizations are also promoting vegetable gardens to help vulnerable and affected households get access to vegetables to ensure food and nutrition security. Vegetable gardens can be individually owned or community owned. A range of vegetables can be grown to provide the household and chronically ill people with vegetables and herbs to improve their nutrition throughout the year and can be a source of income generation. Because of their proximity to the home, vegetable gardens are a feasible activity for women with an added caring burden. Production of specific medicinal plants can have a role in treating HIV-related symptoms, improving digestion and stimulating appetite, which can also be promoted in conjunction with the vegetable gardens. Several herbs and spices that can help PLWHA to manage symptoms include garlic, basil, chamomile, ginger, cloves, lemon, lemon grass, cloves, etc. (WHO and FAO, 2002). 

One of the easiest ways of ensuring access to a healthy diet that contains adequate macro- and micronutrients is to produce many different kinds of foods in the home garden. This is especially important in rural areas where people have limited income-earning opportunities and poor access to markets. Home gardens are also becoming an increasingly important source of food and income for poor households in peri-urban and urban areas. Urban gardens can also help to counteract the increasing reliance on “junk-food.”
Adequate household food supplies are essential for family well-being and especially for the healthy growth and development of children, especially for HIV-positive children.
"A good household food supply" (food security) can be defined as having access to enough nutritious and safe food to meet the dietary needs of all household members year round. Households can obtain food supplies either through their own food production or food purchases, but more often through a combination of both. Some factors that help people to have enough food are sufficient fertile land, access to credit, agricultural advice, seeds and other inputs, good storage, and a sufficient number of family members who are healthy and strong enough to work on the farm or to undertake off-farm employment.
Poor diets and inadequate food intake are not always the result of a lack of food or of money to buy food. People must have some knowledge of nutrition: the most important information is what kinds of food to eat and how to prepare the food in the right quantities and mixes and in a way that is safe and clean for children's healthy growth and development.
In Southeast Asia, too many young children become seriously ill because they do not eat enough of the right kinds of food. There is a direct link between having a variety of nutritious foods and staying healthy. Studies in Southeast Asia and around the world have shown that when people do not eat the right amount of nutritious food they cannot fight off illness, even when access to medical services and a healthy environment make it easier to stay healthy. It is also important for mothers to know about proper feeding practices and to be able to have enough time for child care to keep their children healthy and well nourished.
An inadequate diet can affect other members of the household as well. Many households have limited family labor available to work their farmland. A poor diet leads to poor work ability and illness, illness means visiting the health center and too many visits to the health center mean lost working time as well as lost money. These losses can be reduced or prevented if everyone in the family eats enough healthy foods, drinks clean water, and practices good hygiene.
Several factors make "food first" the priority strategy for home garden development
Developing the home garden for food production is a very important part of attaining an adequate food supply for the household. There are several reasons why this is so.
One reason is the isolation of many rural villages. Food from other areas must sometimes be transported from far away so it is either expensive to buy in the village or is not available.
Opportunities for earning income are also limited in a number of villages. Although cash crops (tobacco, rubber, tea, coffee, etc.) can provide income, many of these agricultural commodities currently obtain very low returns on investment. For isolated villages, the cost of transport to markets or factories is very high.
Growing one's own food as much as possible makes the best economic sense. Fortunately, if properly developed, the home garden can supply a significant proportion of a household's daily food needs. 
There are other factors in the food system that make it difficult to ensure that household food supplies are adequate. The most common ones are listed in the table below, which should be used as a checklist to identify local problems in the food system.
	Stage of food system
	Typical problems in the food system

	Home garden land
	- Shortage of land

	 
	- Unsure tenure

	 
	- Infertile land

	 
	- Shortage of water

	Clearing the home garden
	- Too few people to clear the land

	 
	- Hand tools which limit the amount of land cleared

	 
	- Late land preparation because of bad planning

	Planting the home garden
	- Limited variety of crops

	 
	- Cash crops grown instead of food crops

	 
	- Crops planted incorrectly

	 
	- Poor seed distribution

	 
	- Limited inputs (seeds, natural fertilizer)

	 
	- Limited extension advice

	 
	- Women farmers are not contacted by extension services

	 
	- Limited family labor

	Harvesting the home garden
	- Stealing of crops

	 
	- Labor shortage

	 
	- Late pest damage

	Home storage and preservation
	- Inadequate on-farm storage

	 
	- Producers sell most food

	 
	- Pests or mold destroy food

	 
	- Lack of equipment to preserve food

	 
	- Insufficient knowledge of food preservation

	Food distribution and marketing
	- Markets far from food-producing areas

	 
	- Poor roads

	 
	- Shortage of lorries and spare parts

	 
	- Shortage and high cost of fuel

	 
	- Inefficient marketing system

	Buying
	- Lack of money

	 
	- Too many debts

	 
	- Not enough money budgeted for food

	 
	- Poor-value foods purchased

	 
	- Healthy foods difficult to get

	Food preparation
	- Parents not knowing the right foods to cook

	 
	- Lack of fuel

	 
	- Lack of mother's time

	 
	- Shortage of equipment

	 
	- Shortage of water

	 
	- Low-prestige foods not used

	 
	- Food values lost in cooking

	Sharing within the family
	- Children not getting adequate share of food

	 
	- Too many children

	 
	- Taboos on certain foods for children or mothers

	 
	- Bigger children eating faster

	 
	- Poor appetite

	 
	- Lack of information on children's needs

	Eating
	- Loss of appetite through illness

	 
	- Food too bulky for enough to be eaten

	 
	- Infrequent feeding

	 
	- Lack of variety in foods

	 
	- Diarrhea preventing body from keeping and using food

	 
	- Parasites taking food from body

	 
	- Increased nutrient requirements through illness
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[bookmark: _Toc406412595]Handout 4: Group 4 NACS
The following information is taken from FANTA III: Food and Nutrition Technical Assistance http://www.fantaproject.org/tools/NACS-users-guide-modules-nutrition-assessment-counseling-support 
OVC programs have many opportunities, beyond promoting gardens, to improve child and family nutrition by incorporating the community-based aspects of the “nutrition assessment, counseling, and support” (NACS) approach into existing activities. As the graphic shows (Figure 1), linkages from community services to clinic include not only referrals but also nutritional counseling at the community level by home visitors and economic strengthening for food security and clinic access.
NACS is a client-centered programmatic approach for integrating a set of priority nutrition interventions into healthcare services. NACS covers prevention, detection, and treatment of malnutrition and maintenance of improved nutritional status to prevent relapse.

Food by Prescription (FBP) was a model established in 2006 in Kenya to address malnutrition in PLHIV and was later scaled up as a national program. The model included nutrition assessment, counseling, and prescription of specialized food products to treat moderate malnutrition based on strict anthropometric eligibility criteria. The specialized food products were provided for a limited time in individual rations to discourage household sharing. Based on the Kenya experience, national HIV care and treatment programs in more than a dozen countries supported by PEPFAR adopted or adapted the FBP model as a standard of care. Kenya and Malawi have the longest-running programs using the FBP approach in resource-constrained settings. Recognizing that the specialized food products became the main focus of FBP programming, with limited attention to counseling clients on how to prevent malnutrition or maintain improved nutritional status after treatment, in 2009 PEPFAR began promoting the term “NACS” to cover the whole range of interventions needed to prevent and treat malnutrition.

NACS includes nutrition assessment, nutrition counseling, and nutrition support.
Nutrition assessment involves collecting information about a client’s medical history, dietary patterns, anthropometric measurements (weight and height), clinical and biochemical characteristics, and social and economic situation. Good nutrition starts with good assessment. The results enable health care providers to classify clients’ nutritional status and choose appropriate interventions. Nutrition care plans specify nutrition goals and food and nutrition interventions and medical treatment to meet those goals. Clients may be referred for further medical assessment or other support services if needed.

Nutrition counseling is an interactive process between a client and a trained counselor to interpret the results of a nutrition assessment. Counseling helps identify client preferences, barriers to behavior change, and ways to address those barriers. With this information, the client and counselor can jointly plan a feasible course of action to support healthy practices. Group education on nutrition topics can be provided in health facility waiting rooms, support group meetings, and community nutrition events. (See Community Care of Orphans and Vulnerable Children: Working with Adult Groups manual for sessions to be used with your community groups.)

Nutrition support can include specialized food products to treat malnutrition, micronutrient supplements to prevent or treat micronutrient deficiencies, point-of-use water purification products, and referral to economic strengthening and livelihood support. While health facilities can provide nutrition support, in many countries only a small percentage of people seek health care in health facilities. The rest consult family members, traditional healers, or private medicine sellers when they are ill. Therefore, to make nutrition services available to the maximum number of people, community resources must be mobilized to screen and treat people for malnutrition; follow up and track NACS clients; and provide household food support, home-based care, peer counseling, and other support. An important part of NACS is linking health facilities and community-based organizations to ensure that clients at risk of malnutrition and malnourished clients receive the treatment and support they need. 
None of the components of NACS—assessment, counseling, or support—is sufficient on its own to prevent malnutrition. 
PCVs should investigate what the NACs system looks like and how it works in the country and community where they are serving.
The figure below is a suggested bidirectional referral system to link NACS clients to community-based economic strengthening, livelihoods, and food security support. 

Graphic below: FANTA. 2012. Defining Nutrition Assessment, Counseling, and Support (NACS). Technical Note No. 13. Washington, DC: FHI 360/FANTA. http://www.fhi360.org/sites/default/files/media/documents/FANTA-NACS-TechNote-Jul2012.pdf 
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[bookmark: _Toc406412596]Handout 5: Group 5 Vaccinations
The following is taken from World Health Organization Immunization Fact Sheet: http://www.who.int/mediacentre/factsheets/fs378/en/ 

Immunization prevents illness, disability, and death from vaccine-preventable diseases, including measles, mumps, diphtheria, Hepatitis B, pertussis, pneumonia, polio, cervical cancer, rotavirus diarrhea, rubella, and tetanus. 
· Global vaccination coverage is holding steady. 
· Immunization currently averts an estimated 2 to 3 million deaths every year. 
· An estimated 21.8 million infants worldwide are still missing out on basic vaccines.
Immunization averts an estimated 2 million to 3 million deaths every year from diphtheria, tetanus, pertussis (whooping cough), and measles. Global vaccination coverage—the proportion of the world’s children who receive recommended vaccines—has remained steady for the past few years.
During 2013, about 84 percent (112 million) of infants worldwide received three doses of diphtheria-tetanus-pertussis (DTP3) vaccine, protecting them against infectious diseases that can cause serious illness and disability or be fatal. By 2013, 129 countries had reached at least 90 percent coverage of DTP3 vaccine.
Global immunization coverage 2013 [image: ]


Haemophilus influenza type b (Hib) causes meningitis and pneumonia. Hib vaccine had been introduced in 189 countries by the end of 2013. Global coverage with three doses of Hib vaccine is estimated at 52 percent. There is great variation between regions. In the Americas, coverage is estimated at 90 percent, while it is only 18 percent and 27 percent in the Western Pacific and Southeast Asia regions, respectively.
Hepatitis B is a viral infection that attacks the liver. By the end of 2013, Hepatitis B vaccine for infants had been introduced nationwide in 183 countries. Global coverage with three doses of Hepatitis B vaccine is estimated at 81 percent and is as high as 92 percent in the Western Pacific.
Human papillomavirus — the most common viral infection of the reproductive tract—can cause cervical cancer, and other types of cancer and genital warts in both men and women. Human papillomavirus vaccine was introduced in 55 countries by the end of 2013.
Measles is a highly contagious disease caused by a virus, which usually results in a high fever and rash, and can lead to blindness, encephalitis, or death. By the end of 2013, 84 percent of children had received one dose of measles vaccine by their second birthday, and 148 countries had included a second dose as part of routine immunization.
Meningitis A is an infection that can cause severe brain damage and is often deadly. By the end of 2013—three years after its introduction—more than 150 million people in African countries affected by the disease had been vaccinated with MenAfriVac, a vaccine developed by WHO and PATH.
Mumps is a highly contagious virus that causes painful swelling at the side of the face under the ears (the parotid glands), fever, headache, and muscle aches. It can lead to viral meningitis. Mumps vaccine had been introduced nationwide in 120 countries by the end of 2013.
Pneumococcal diseases include pneumonia, meningitis, and febrile bacteremia, as well as otitis media, sinusitis, and bronchitis. Pneumococcal vaccine had been introduced in 103 countries by the end of 2013 and global coverage was estimated at 25 percent.
Polio is a highly infectious viral disease that can cause irreversible paralysis. In 2013, 84 percent of infants around the world received three doses of polio vaccine. Targeted for global eradication, polio has been stopped in all countries except three—Afghanistan, Nigeria, and Pakistan. Polio-free countries have been infected by imported virus and all countries—especially those experiencing conflict and instability—remain at risk until polio is fully eradicated.
Rotaviruses are the most common cause of severe diarrheal disease in young children throughout the world. Rotavirus vaccine was introduced in 52 countries by the end of 2013 and global coverage was estimated at 14 percent.
Rubella is a viral disease which is usually mild in children, but infection during early pregnancy may cause fetal death or congenital rubella syndrome, which can lead to defects of the brain, heart, eyes, and ears. Rubella vaccine was introduced nationwide in 137 countries by the end of 2013.
Tetanus is caused by a bacterium which grows in the absence of oxygen, e.g., in dirty wounds or in the umbilical cord if it is not kept clean. It produces a toxin which can cause serious complications or death. The vaccine to prevent maternal and neonatal tetanus had been introduced in 103 countries by the end of 2013. An estimated 82 percent of newborns were protected through immunization. Maternal and neonatal tetanus persist as public health problems in 25 countries, mainly in Africa and Asia.
Yellow fever is an acute viral hemorrhagic disease transmitted by infected mosquitoes. As of 2013, yellow fever vaccine had been introduced in routine infant immunization programs in 35 of the 44 countries and territories at risk for yellow fever in Africa and the Americas and coverage was estimated at 41 percent.
The Global Vaccine Action Plan
The Global Vaccine Action Plan (GVAP) is a roadmap to prevent millions of deaths through more equitable access to vaccines. Countries are aiming to achieve vaccination coverage of ≥90 percent nationally and ≥80 percent in every district by 2020. While the GVAP should accelerate control of all vaccine-preventable diseases, polio eradication is set as the first milestone. It also aims to spur research and development for the next generation of vaccines.
The plan was developed by multiple stakeholders—U.N. agencies, governments, global agencies, development partners, health professionals, academics, manufacturers, and civil society. WHO is leading efforts to support regions and countries as they adapt the GVAP for implementation.
At the World Health Assembly in 2014, member states discussed progress toward the GVAP goals and highlighted issues that must be addressed if they are to be achieved:
· sustainable access to vaccines—especially newer vaccines—at affordable prices for all countries;
· technology transfer to facilitate local manufacture of vaccines as a means of ensuring vaccine security;
· improved data quality, including through the use of new technologies like electronic registries;
· risk communication and management to address misinformation on immunization and its impact on vaccination coverage; and
· evidence reviews and economic analysis for informed decision-making based on local priorities and needs.
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[bookmark: _Toc406412597]Handout 6: Group 6 WASH
The following is taken from UNICEF Water, Sanitation and Hygiene: http://www.unicef.org/wash/ AND Hesperian.org New Where There is No Doctor: http://en.hesperian.org/hhg/New_Where_There_Is_No_Doctor:Chapter_32:_Water_and_Sanitation:_Keys_to_Staying_Healthy 
According to the latest estimates of the WHO/UNICEF Joint Monitoring Programme for Water Supply and Sanitation (JMP), released in early 2013 (collected in 2011), 36 percent of the world’s population – 2.5 billion people – lack improved sanitation facilities, and 768 million people still use unsafe drinking water sources. Inadequate access to safe water and sanitation services, coupled with poor hygiene practices, kills and sickens thousands of children every day and leads to impoverishment and diminished opportunities for thousands more.
Poor sanitation, water, and hygiene have many other serious repercussions that go far beyond health. Children – and particularly girls – are denied their right to education because their schools lack private and decent sanitation facilities. Women are forced to spend large parts of their day fetching water. Poor farmers and wage earners are less productive due to illness, health systems are overwhelmed, and national economies suffer. Without WASH (water, sanitation and hygiene), sustainable development is impossible. 
Many of the problems that make us sick can be easily prevented. Some ways of preventing illness take extra time, effort, and money in the beginning, but they save time and money in the long run by avoiding illnesses.
Promoting cleanliness and improving water are some of the best ways health workers can make their communities healthier. But when too many things need doing or changing, it can be overwhelming. Encourage people in your community to do the things they are already doing that keep them healthy, and find one or two important things to work on. To be successful and long-lasting, improvements to people’s cleanliness and water should: 
· be simple and affordable — they should fit local people’s needs and abilities, and be easy 
to maintain. 
· be culturally acceptable — they should fit local customs, beliefs, and desires. 
· work for everyone — they should address the health needs of children, people with disabilities, women and men, and the elderly. 
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Handwashing:
One of the best ways to avoid getting sick from germs and worms is to wash hands with soap and water. Even if your hands look clean, germs and worm eggs can be on them. These can make you sick if they get into your mouth or on your food.
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Sickness can be spread by germs and worms that enter our bodies through the food we eat. To avoid getting sick from food: 
· Wash your hands before touching food or cooking. 
· Cook meat products well before eating. Wash cooking surfaces after preparing meat so germs from uncooked meat, seafood, and eggs do not spread to food that is already cooked or to food you eat raw.
· Wash or peel fruits and vegetables, or cook them well before eating. This kills germs from the soil where they were grown, and any germs that got on them during transportation. 
· Eat food right away, or keep prepared food covered and safe from flies and dirt until it is ready to be eaten. 
· Reheat street food, or any food that has been left out, until it is hot. This will kill any germs before the food is eaten. 
· Store food in a way that keeps it safe from insects and rodents, which can spread germs. 
· Keep the cooking area clean. Wash dishes, cutting surfaces, and utensils after each use and allow them to dry well.
· Feed leftover food scraps to animals, or put them in a compost pile so they do not attract insects. 
· Keep food cold, which prevents it from spoiling as quickly. 
Toilets for Health (Sanitation)

Cleanliness in the community is just as important as cleanliness for individuals and families. Sanitation means public cleanliness — using clean and safe toilets, keeping water sources clean, and disposing of garbage safely. Poor sanitation causes a great deal of unnecessary sickness and death.
Any community effort to improve sanitation must help people overcome the challenges they face in their daily lives. Poverty and lack of access to enough water often make it difficult for people to improve sanitation. 
Experts may offer technical solutions, such as flush toilets or complex sewage treatment systems. These kinds of technical solutions may work in some places, but that does not mean they will solve the problems of your community or that people will use them. A health worker who knows and listens to the needs of the people will have important information the expert does not have. Experts and community members should work together to solve problems. 
Include women in the discussions about the community’s needs and possible solutions. Women often care for children and the home, so they may recognize sanitation and water issues that the men do not see. When everyone is involved in making decisions and works together to improve sanitation, everyone benefits. 
When human waste (feces) is not managed well, it pollutes water, food, and soil with germs, and leads to diarrhea and other serious health problems. Using toilets prevents germs from getting into the environment and protects the health of the whole community. 
Where to build a toilet 
When deciding where to build a toilet, make sure it will not pollute any water sources, such as rivers, wells, or springs. A toilet should be at least 20 meters from all water sources. 
Also be sure the toilet will not pollute the groundwater. Groundwater flows at different depths underground in different places. The risk of groundwater pollution depends on the type of soil, the amount of rain or moisture in the area, and the depth of the groundwater. Keep in mind that water levels are much higher in the rainy season than in the dry season. But some general rules include: 
· The bottom of the pit should be at least 2½ meters above the groundwater. 
· If you dig a pit for a toilet and the soil is very wet, or if the pit fills with water, this is a bad place to put a toilet. Germs from the human waste will contaminate the groundwater. 
· Do not build pit toilets on ground that gets flooded. 
· When there is a risk of groundwater pollution from pit toilets, consider building an above-ground toilet. If there is no choice but to build a toilet in a place where there is a risk of groundwater pollution, place the toilet downhill from nearby wells so the germs will flow away from the wells. 
Water and Health
Water is essential for life. We need it, as do the animals and plants that we depend on for our survival. In communities that lack adequate water, many health problems arise. 
· Without water, people cannot grow enough food to eat, leading to malnutrition and the many health problems that go along with it. 
· Infections of the eyes and skin arise when people cannot use water to bathe. Other illness also spreads more quickly when people cannot stay clean. 
· Those who collect the water (usually women and children) spend much of their time in the exhausting work of traveling and carrying water. This leaves little time for school, other work at home, or community life. 
Water that is safe to drink 
In addition to enough water, people also need water that is safe to drink and free of dangerous germs and harmful chemicals. Contaminated water causes: 
· Hepatitis A, typhoid fever, and other 
deadly diseases; 
· diarrhea, which leads to dehydration and 
can cause death, especially for children; and
· infections such as schistosomiasis that can lead to anemia 
and malnutrition. 
Different methods for making water safe are described below. It is also important for your community to prevent water from being polluted or made scarce in the first place. 
Filtering water 
There are many ways to filter water to make it safer. Cloth and charcoal filters are common. Other kinds of filters, such as slow sand and ceramic filters, are also good.
If your water is not clear, first let the water settle in a container for a few hours to allow dirt, solids, and parasites to fall to the bottom of the container. Pour the clear water through the filter. Try not to disturb the dirt that settled to the bottom of the container. Then clean the container. 
It is even safer to disinfect water after filtering by boiling, adding chlorine, or using sunlight.
Store water safely 
After water has been filtered or disinfected it must be stored safely. Otherwise it can easily become contaminated again. Water stored in tanks with cracked walls may not be safe. Likewise, containers with loose, poorly made, or missing covers, do not prevent water from becoming contaminated by germs. 
Covered tanks and cisterns are safer for storing water than open tanks because mosquitoes and snails cannot live in closed containers. Locate water storage as close as possible to where the water will be used. 
Stored water can also become unsafe when it is touched by dirty cups, dirty hands, when clean water is poured into a dirty container, or when dirt or dust gets in the water. 
To prevent water from becoming contaminated during storage: 
· Pour water out without touching the mouth of the container, or use a clean, long-handled dipper to take water out of the container. Do not let the dipper touch anything else, or it will contaminate the clean water when it is used again. 
· Empty and clean out the container with hot water every two or three weeks. 
· Keep containers covered. 
· Keep drinking cups clean. 
· Never store water in containers that have been used for pesticides or toxic chemicals. 
· Do not treat more water than you need for short-term use, if possible. For drinking and preparing food, that is usually about 5 liters for each person each day. 
Also see the Peace Corps WASH Training Package.


[bookmark: h7][bookmark: _Toc406412598]Handout 7: Group 7 Deworming
The following is taken from World Health Organization: Deworming to combat the health and nutritional impact of helminth infections http://www.who.int/elena/titles/deworming/en/ AND Children Without Worms info graphics: http://www.childrenwithoutworms.org/sites/default/files/images/STH_Infographic.pdf 
Running in bare feet and splashing in pools of rainwater are typical playtime activities for children. But in areas with poor sanitation, the business of being children can be dangerous.
Helminths are a group of parasites commonly referred to as worms and include schistosomes and soil-transmitted helminths. Schistosome and soil-transmitted helminth (STH) infections are among the most common infections in developing countries and can impair nutritional status by causing: 
· internal bleeding, which can lead to loss of iron and anemia;
· malabsorption of nutrients;
· diarrhea; and 
· loss of appetite, which can lead to a reduction in energy intake.
Infections can also cause cognitive impairment, as well as tissue damage that may require corrective surgery.
The nutritional impairment caused by schistosome and soil-transmitted helminth infections during childhood has been shown to have a significant impact on growth and development of children. Periodic treatment (deworming) of children together with improvement of water and sanitation, and health education can reduce the transmission of schistosome and soil-transmitted helminth infections.
Intestinal worms thrive in countries where the soil is warm and humid and where sanitation is inadequate. As a result, STH disproportionately affects the poor in tropical and subtropical countries. Effort is needed in varied sectors to break the cycle of infection and re-infection.
Agriculture: Feces from infected individuals contaminate the soil with eggs from the parasites that cause STH. Improper composting of human feces used as fertilizer may play a role in the spread of STH. When vegetables are grown in contaminated soil and not properly washed, peeled, or cooked, infections can occur. Workers and children may also come into contact with contaminated soil while farming.
Nutrition: Intestinal worms can have major effects on the nutrition of infected individuals, including iron and protein loss, malabsorption of nutrients, loss of appetite, and (in the case of T. trichiura) diarrhea and dysentery.
Water: Having an adequate, reliable supply of safe water enables hygienic practices, such as handwashing, that help prevent STH infection.
Education: In the battle to control intestinal worm infections, knowledge is power. This is why hygiene education, focusing first on school-age children, is so important. The simple acts of washing hands at critical times, such as before eating and after defecating, can reduce the risk of infection. The same is true of other hygienic practices, such as washing food. Wearing shoes can also prevent infection with hookworm. When the members of at-risk communities practice good hygiene, they reduce the risk of re-infection of treated individuals and prevent new infections.
Sanitation: Improved sanitation keeps feces excreted by infected people—which contain eggs of the parasites that cause STH—away from the areas where people live, work, and play, further minimizing the risk of re-infection in treated individuals and preventing new infections.
Treatment: Large-scale distribution of deworming drugs to school-age children is an effective tool in controlling the spread of disease. Deworming with broad-spectrum anthelmintic drugs like albendazole and Vermox™ (mebendazole) kills intestinal worms in infected individuals, thereby reducing the number of individuals with high-intensity infections who can spread infection to others. Such drug distribution will need to continue in order for gains to be made against STH. However, deworming alone cannot break the cycle of disease. 
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[bookmark: h8][bookmark: _Toc406412599][bookmark: _Toc359853537][bookmark: _Toc235768746][bookmark: _Toc236737440][bookmark: _Toc364750622][bookmark: _Toc365013596][bookmark: _Toc365029645]Handout 8: Group 8 Youth Sexual Reproductive Health
The following is taken from Advocates for Youth: http://www.advocatesforyouth.org/publications/publications-a-z/549-creating-youth-friendly-sexual-health-services-in-sub-saharan-africa  AND
Center for Health and Gender Equity (CHANGE): http://www.genderhealth.org/the_issues/comprehensive_sexual_and_reproductive_health/components_and_attributes/ 
In most countries in sub-Saharan Africa, youth encounter significant obstacles to receiving sexual and reproductive health services and to obtaining effective, modern contraception and condoms to protect against sexually transmitted infections (STIs), including HIV. Youth-friendly services remove obstacles to sexual health care.
Research identifies major barriers to young people’s ability to access contraception and HIV testing. These barriers relate primarily to specific aspects of reproductive and sexual health services—the characteristics of the facilities, the design of services, and providers' attitudes and actions.
The Facilities: Many facilities are too close to youths’ homes or too far away. Surveys reveal that young people do not want to run into family members and neighbors when entering, utilizing, or leaving sexual health facilities. However, many youth have difficulty traveling very far, unless public transportation is available. Other facilities-related barriers include: a lack of privacy; no area set aside where young people can wait to be seen; and décor that is overly clinical, too adult, and/or welcoming only to women and not also to men.
The Design of Services: Research identifies several features in the design of services that may actively discourage youth from using the services. Design obstacles include, but are not limited to, cost, crowded waiting rooms, counseling spaces that do not afford privacy, appointment times that do not accommodate young people's work and school schedules, little or no accommodation for walk-in patients, and limited contraceptive supplies and options. Hearing about these obstacles may prevent young people from making an initial visit. Encountering these obstacles may discourage them from returning. Moreover, young people will not seek services if they do not understand the importance of sexual health care or know where to go for care. Finally, if they must visit a different health care facility for each needed service, youth may discontinue care.
Providers' Attitudes: Research indicates that the single most important barrier to care relates to providers' attitudes. In many societies and cultures, adults have difficulty accepting teens' sexual development as a natural and positive part of growth and maturation. Young people are not encouraged to seek care if they encounter providers whose attitudes convey that youth should not be seeking sexual health services. Young people may be deeply embarrassed and refuse to return for services if staff asks personal questions loudly enough to be overheard by others. Youth may reject sexual health services if any staff person in the facility fails to take seriously the young person's need for services, treats her/him without respect, and/or tries to dissuade him/her from having sexual intercourse. In such a case, young people may give up—not on having sexual intercourse—but on utilizing sexual health services and on using contraception and condoms to prevent unintended pregnancy and STIs, including HIV.
Providers Can Make Sexual and Reproductive Health Services Youth-Friendly
Providers can take a number of steps to encourage youth to seek sexual and reproductive health services and to enable them to use contraception to avoid unintended pregnancy and STIs, including HIV.

In Designing Facilities
· Locate clinics where public transportation is available and close to places where young people gather, such as schools, markets, and community centers.
· To ensure youths’ privacy, set aside a separate space for their services or, if that is not possible, set aside some hours just for youth, in the late afternoon and evening and on weekends.
· Within the space and times set aside for youth, create an atmosphere that is welcoming, youthful, informal, and culturally appropriate for all youths using the services.
In Designing Services
· Involve young people in designing and running services. Youth may be more able than adults to accurately identify the needs of their peers and can propose appropriate ways to meet those needs. Train youth as peer educators.
· Offer youth free or low cost services.
· Schedule appointments to minimize waiting time and crowding in the waiting rooms.
· Permit youth to walk in for services without an appointment and reserve appointment spaces for youth in the evening and on weekends.
· Ensure that counseling spaces are private and that others cannot overhear.
· Maintain adequate supplies and a wide variety of contraceptive methods.
· Whenever possible, provide contraception to young women without requiring a pelvic examination and blood tests.
· Welcome young men. Recruit and train male staff to meet the sexual health needs of young men.
· Welcome clients' partners when they express a desire for their partners to accompany them.
· Offer as many services as possible in a single location. If necessary, refer young people to youth-friendly facilities where they can obtain all the services they need.
· Provide culturally appropriate information in the language and at the comprehension level of the client. Make sure that information meets youths’ needs and concerns.
· Reach out with activities that make young people aware of the importance of sexual health care. Inform youth about available services and assure them of confidentiality. How can a PCV get involved in improving the design of services?
In Addressing Attitudes
· Treat young people as respectfully as adults. Avoid judging youths’ behavior. Work to develop solid, mutually trusting relationships with them.
· Provide all staff with ongoing training in adolescent development, understanding young people's needs and concerns, and treating youth confidentially and respectfully. Staff may need assistance in recognizing and changing attitudes that pose barriers to youth.
· Encourage counselors to spend as much time as necessary with each adolescent client in order to address all of his or her concerns.
Laws and Policies Also Hinder Youths’ Access to Services 
Youth also face barriers in the form of laws and policies that prohibit or limit confidentiality in serving youth. Such laws and policies fail to recognize both youths’ needs and their ability to make responsible sexual health decisions. Concerned organizations should work together for legal and policy reform to eliminate these barriers and to raise public awareness about the sexual and reproductive health issues that young people face. 
There are three essential components of comprehensive sexual and reproductive health care: family planning, sexual health, and maternal health. When offered as a comprehensive program in one location or through seamless referral processes, these services can be the most effective method for preventing HIV/AIDS and other STIs, reducing maternal mortality and long-term pregnancy-related injuries, and maintaining healthy families. Where does the PCV fit into comprehensive care? 
[bookmark: h9][image: ]

[bookmark: _Toc406412600]Handout 9: Group Work Instructions
Your group is tasked to deliver a short lesson based on the accompanying handout you just received. 

Tasks to complete before the Health and Nutrition for OVC session:

1. Read your accompanying handout thoroughly and make note of the main points.

2. Meet as a group ahead of time to plan a short role-play to teach the main points from the accompanying handout you just received. Your group role-play should not be longer than 7 – 8 minutes in length. 

3. Ideally, your role-play should include a depiction of a PCV, a counterpart, and a group with whom they are meeting. (These group members could be seated in the participant audience, ready to pose key questions or raise community relevant concerns, or however they chose to lead the learning exercise.) 

4. To cover as many aspects as possible in the session, each group will use the role-play method to address a distinct health services, nutrition, or food security topic. Practice beforehand and, if possible, have someone observe and provide feedback on the clarity of the messages you are trying to convey from your handout in the role-play. 










[bookmark: h10][bookmark: _Toc406412601]Handout 10: Family Scenario
Tabitha is a 27-year-old woman living in a rural community in Country X. Tabitha's husband is not around much and is oftentimes ill, she is worried that he might be HIV-positive. She does not know her own status or the status of her three young children, all under the age of 5 years. Tabitha is now four months pregnant and is worried. Her financial situation is dire. She has some land that she tends to but mostly depends on the help of her 16-year-old sister Esther who lives in the small mud house with her. The children in the house are often sick with diarrhea and malaria and the oldest should be ready for nursery school but Tabitha is worried her children will never actually get a chance to attend school. Tabitha wants to do the best for her children and sister but is uncertain how to get her family on the right path. 
Think about the eight interventions that you learned about and all the resources in the community, such as health centers, PMTCT services, HIV testing and treatment sites, savings and loans community groups, early childhood development centers, schools, NGOs, etc. Create a map or a flow chart that will take Tabitha and her family on the right path, overcoming barriers accessing good health and nutrition services.


[bookmark: tm1][bookmark: _Toc406412602] Trainer Material 1: Reflection Questions	
Write the following questions on a sheet of flip chart paper before the Motivation section begins. Leave space to add participant responses later underneath or beside each question. When listening to the participant responses, suggest the answers highlighted in red italics if they were not mentioned in the conversation. 

What are some of the venues or access points you have seen where families can get nutrition services?
(Possible answers: Home visits by NGO, early childhood development centers, schools, hospitals and health centers, government extension departments/officers such as nutritionist)

What are some of the venues or access points you have seen where families can get health services? (Possible answers: community groups, kids clubs, hospital or clinic, NGOs, youth clubs and government extension offices/departments, community structures)

What are the barriers that some families face when trying to access good health care and nutrition for their children in your community? (Possible answers: distance, finances, poor education, fear of exposure to medical confidentiality, especially if family is infected/affected by HIV)

Give examples of child- and family-focused activities that incorporate health and nutrition services in your communities (Possible answers: PMTCT programs, ECD programs, vaccination days, HIV testing days)

When you think about children affected by HIV, why would proper health and nutrition be particularly important for them? (Possible answers: their immune system is already compromised, they need good nutrition to take their ARVs, good health and nutrition is necessary for their overall lifestyles development, for example, it will help in better participation both in and out of school, reduce susceptibility to illness and disease, it will enhance healthier lifestyles)

What are some of the causes of poor health and nutrition? (Possible answers: poor nutrition, poor sanitation, lack of knowledge/information, distance to health care services as barrier, lack of funds for health care services, especially for child-headed families, scarcity of food, lack of motivation to improve sanitation, indifference)
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How diarrhea disease is spread
Germs and worms cause disease by traveling these paths from human or animal waste.
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