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SECTION I.

BACKXGROUND

On September 30, 1978, the Academy for Educational Development was con-
tracted by the United States Agency for International Development to imple-
ment a five-year project designed to develop a methodology for the application
nf mass communication to the prevention and treatment of acute infant diarrhea
‘n rural areas of developing countries. Simultaneously, Stanford University

as contracted to evaluate the project. The project is designed to build upon
past experience with comaunication technology and to utilize radio and foto-
novelas, in conjunction with local health delivery services, to enable two
cooperating Ministries of Health to use mass communication regularly and sys-
tematically in their health education programs. The effort is a joint project
of the Office of Education and Office of Health within the AID Development
Support Bureau.




- } }

SECTION II,

PRINCIPAL OBJECTIVES FOR THIS PERIOD

PREPARE DEVELOPMENTAL INVESTIGATION PLAN AND CONDUCT THE DEVELOPMENTAL

INVESTIGATION FOR THE HONDURAN SITE

PREPARE HONDURAS IMPLEMENTATION PLAN

CONTINUED SEARCH FOR AFRICAN SITE

IDENTIFY POTENTIAL STAFF FOR AFRICAN SITE

COMPLETE BUDGETARY ANALYSIS
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SECTION IITI.

ACTIVITIES UNDERTAKEN

A. PREPARE DEVELOPMENTAL INVESTIGATION PLAN

A comprehensive developmental investigation process was designed and
carried out during this quarter of project activity. Detailed reports on
all phases of these activities have been produced separately and are avail-
able through the AED project director in Washington. The developmental in-
vestigation included the following activities.

Based upon an analysis of the medical problem (infant diarrhea) and the
communication and instructional requirements of the media to be.used, speci-
fic investigation topics were established as follows: (1) rural understanding
of, and response to, diarrheal episodes in children under five; (2) general
rural child care practices; (3) infant feeding patterns with special emphasis
on breastfeeding; (4) home-based mixing trials of WHO oral therapy solution;
(5) potential sources of bacterial contamination in rural homes; (6) existing
distribution systems for commercial medicines; (7) health system outreach;

(8) rural media habits and preferences; and (9) rural opinion leadership.

The nine-month investigation used four general strategies to collect in-
formation on each of these topics: the collection and analysis of existing
information (statistical, anthropological, and anecdotal); individual inter-
views with 175 rural people; 62 focus group interviews with approximately 402
rural individuals; direct observation in 24 rural homes; visits to five rural
clinics; plus interviews with pharmacy and rural store owners as well as lead-
ing physicians and nurses.

B. PREPARE HONDURAS IMPLEMENTATION PLAN

The results of the deelopmental investigation were analyzed and then used
to structure the implementation plan which was prepared for official AID re~
view. The review meeting is scheduled for December 5, 1980. Again, the plan
is available from the AED Project Director in Washington. It details now the
campaign is to be phased, what major objectives the campaign will pursue, and
how each element is integrated to ensure maximum impact. A summary of the cri-
tical campaign decisions taken from the full-plan is included here.

1. The Problem

Honduras reported that 1,030 infants died from diarrheal dehydration
in 1977. This accounts for 24 percent of all infant deaths and represents
the single greatest cause of infant mortality in Honduras. The most commonly
available treatment for diarrheal dehydration in Honduras is intravenous (1IV)
therapy. 1V therapy is expensive, requires trained medical personnel and a
relatively sterile environment, and is presently available only in fixed health
facilities which serve a small portion of the country's rural population.
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Communication Objectives

Substantially reduce the number of deaths among children
below the age of five from diarrheal dehydration.

Extend rehvdration therapy to isolated rural areas where
it is not now available.

Substantially reduce the per-patient cost of rehydration
therapy in Honduras.

Introduce several diarrhea-related prevention behaviors to
a significant number of rural people living in isolated areas.

Audience Definition

Primary audience is rural mothers/grandmothers with children
under the age of five and primary health care workers called

guardianes.
Secondary audiences include physicians, nurses, auxiliary
nurses, midwives, fathers of children under five, rural
school teachers and school-age children, and regional health
promoters.

Communication Strategies

Teach the primary audience:

* To properly prepare and administer pre-packaged WHO
formula, oral rehydration salts to:

--infants, (less than one-year old) as soon as the
child gets diarrhea, and

--toddlers, (older than one-year) as soon as the
child loses appetite or becomes listless.

* To seek outside assistance if the child does not im-
prove after administering the above regimen.

* A cluster of behaviors associated with breast-feeding,
infant food preparation, and personal hygiene.

Teach secondary audiences to support the primary audience through:

* Physicians and nurses using oral therapy in all fixed
facilities.

* Fathers and midwives understanding and approving oral therapy.

* Rural schools teaching prevention measures.,



* Regional health promoters distributing ORT packets.

5. Message Tone

The tone of the campaign will be serious and straightforward. 1t
will seek to promote a mother-craft concept which supports what mothers are
already doing and adds several new components to 'being a good mother." ORT
will be presented as the latest achievement of modern science: a remedy for
lost appetite and an aid to recovery, but not as a remedy for diarrhea.

6. Execution

TV, radio, print materials, and health worker training will be used.
Public service spots and mini-programs on radio will be stressed for rural
mothers and health workers. These will be supported by news features on both
radio and TV for medical practitionmers. Support materials including posters,
fotonovalas, pamphlets, and mailings will supplement the broadcast media,
Health worker training, including physicians, nurses, auxiliarv nurses, and
guardianes will be the primary vehicle for introducing oral therapy to the
medical establishment.

C. CONTINUED SEARCH FOR AFRICAN SITE

The search for an African site continued through close coordination with
DS/ED. The Gambia was recontacted and a site visit made to determine if The
Gambia was both willing to, and capable of, supporting the implementation of
the MM&HP Project. The visit was conducted from June 9-19, 1980. The team
included Drs. William A. Smith, Robert Black, and Barbara Searle. Conversa-
tion with the Ministry of Health proved positive, and the AID mission was
supportive of the possible involvement of the project in The Gambia. A
tentative project agreement was developed jointly with the Ministry of Health
and left for the political levels of the Ministry to discuss. The Gambian
trip report has been included in Appendix B.

D. BUDGET AND ANALYSTS

A project budgetary analysis was conducted, Resulting concerns center
around the impact of unexpected costs related to increased local staff, the
cost of the delay in project implementation, and the cumulative effect of
inflation, particularly on travel, transportation, and equipment costs. These
issues have been discussed with the technical monitors of the project. They
have potentially serious implications for the Academy's ability to complete
the project without additional funding and/or significant changes in the orig-
inal scope of work.

E. ADDITIONAL ACTIVITIES FOR T"E PERIOD

1. Institutional Review Board

The first Institutional Review Board meeting was held on June 10th,
1980 to discuss ethical concerns surrounding the developmental investigation
protocol. The protocol was approved after several revisions by the Board.



Tmplementation of the investigation followed the approved guidelines. The
full report presented to the Institutional Review Board is available from
the Project Director in Washington. The completed approval sheets have been
included here as Appendix C.

2. Honduras

Two trips were made by the project director to Honduras during this
period. These trips involved analysis of the developmental investigation data
and design of the implementation plan. During both visits, meetings were held
with the evaluation contractor staff and personnel from the MOH, in addition
to regular meetings with field staff and AID mission personnel. During the
second visit, discussions were held with Mission personnel concerning additional
technical assistance required for the Health Education Office of the Ministry
of Healch in the implementation of a large-scale water and sanitation project.
The activities involved in this proposed addition to the existing MM&HP con-
tract include:

a. Design and execution with counterparts or a community nealth
education component with emphasis on human behavior towards safe water and
human waste disposal systems. The project design must demonstrate that a
water supnly and excreta disposal syvstem will be beneficial in lowering dis-
ease rates only if the population understands the links between health sani-
tation and hygiene.

b. Identify and promote methods which will focus on the strengthening
of values and practices related to maintenance of excreta and safe water sys-
tems within the context of village water committees.

c. Design the community-level delivery system for the health education
component, based on the use of field promoters, local representatives, and
educational media.

d. Describe how to incorporate and use the following methods in in-
fluencing individual and community behavior:

e Mass Media campaign using radio broadcasts and group discussions.

o Health education for school age population.

e Use of ilip charts, slides, educational 16 mm film, and
other educational or audiovisual aids.

e. Design, pretest, and refine the educational materials (radio pro-
gram, flip charts, etc.) to be used in the health education component. The
pretesting results should lead to recommendations to be implemented during
the execution phase. They will be direc:ed towards changing social and cultural
practices as they apply to sanitary and related health practices.

f. Demonstrate the proper use of the above materials and equipment to

the project trainers, and the field sanitary promoters who are responsible
to carry out the promotional and educational aspects at the village level.



8. Provide, on a timely basis, the technical assistance, both long-

and short-term, required to achieve the desired results of the health educa-
tivn component.

. Prepare and train a lionduran counterpart to 1ct as proiect direct.ur
during the third and final vear of the project.

zrip reporc for che Mav wvisit to Honduras has heen included in Appendix

3. Project Advisorv Board Meeting

In addition to the internal AID Review Board and the AED Institutional
Review Board, the MM&HP project also has an Advisory Board composed of con-
sultants in each of the relevant disciplines: communication research, social
marketing, behavioral medicine, and diarrheal control. This Board met on
September 8, 1980 to review program progress and to make suggestions for the
preparation of the implementation plans for both evaluation and implementation
contractors. Generally the consultants agreed that significant progress had
been made toward an effective implementation plan. The Academy presented the
preliminary results of the developmental investigation, and in conjunction with
the consultants, developed a procedure for integrating and analyzing field data.
This meeting was useful in setting priorities for the immediate future and in
preparing a general format for the implementation plan.

4. Organization of Project Documents

A new system for organizing the rapidly growing number of project docu-
ments was developed. Each new document will bear a number and use a consistent
format. The full list of documents now available is provided below:

Document #1  Scope of Work - Technical Prcposal
Document #2 Contract Scope of Work

Document #3  Semiannual Report No. 1

Document #4 Project Agreement with Honduras

Document #5  Semiannual Report No. 2

Document it6 Honduras Target Region Selection Process
Document #7 Semiannual Report No. 3

Document #8  Principal Health Considerations

Document #10 Institutional Review Board

Document #11 Honduras Regional Background Paper
Document #12 Description of Field Investigation Activity: Honduras
Document #13 Communication and Development

Document #14 Results of Honduras Field Investigation
Document #15 Implementation Plan - Honduras

Document #16 Semiannual Report No. 4



SECTION IV.

PROJECTER ACTIVITIES FOR OCTOBER 1, 1980 THROUGH MARCH 31, 1981

A. HONDURAS

The detailed implementation plan for Honduras will be submitted to AID
for approval on December 5, 1980. A draft of that plan is avallable from
the Academy and includes the following general activities:

1. Pretesting of radio and print materials for the prevention phase
of the campaign.

2. Development of the training protocol to be used with physicians,
auxilary nurses, and guardianes.

3. Contracting radio production and broadcast facilities.

4. Final printing of poster and supplementary print materials.
5. Acquisition of ORT packets for Phase One.

6. Execution of Phase One.

B. AFRICAN SITE

If approval from The Gambian government is forthcoming this quarter, it
is expected that final recruitment, contracting, and placement of field
personnel will take place before March of 198l. Activities in The Gambia will
include establishment of an office, initial planning with MOH counterparts, and
preparation of the developmental investigation plan. Equipment and vehicle
shipment will take place, and one consultant trip is planned for this period.

C. WATER AND SANITATION ADDITION TO THE HONDURAS SITE

If AID approves the '"Water and Sanitation'" addition to the MM&HP project,
than the field director will be contracted and relocated in Honduras. Again
preliminary meetings with MOH counterparts and initial planning of the inter-
vention wil' be carried cut. A modest developmental investigation is contem-
plated, but detailed scheduling of project activities will have to take place
in Honduras with MOH counterparts.

D. INSTITUTIONAL REVIEW BOARD MEETING

A second meeting of the Institutional Review Board will be called to
address the ethical research implications of the implementation plan for
Honduras. This meeting will be scheduled for mid- to late-January, allowing
board members to review and approve research activities of the implementation
plan.



SECTION V.

ADMINISTRATIVE REPORT

Expenditures to September 30, 1980:

Salaries and Wages
Employee Benefits
Consultant Fees

Travel and Transportation
Overseas Allowance

Other Direct Costs
Equipment

Overhead

TOTAL

$151,467.
24,138,
15,440.
43,548,
9,062.
34,556.

10,333,

53
20
00

88

15

63,687,

16

§352,233.
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- TRI? REPORT
MASS MEDIA AND HEALTH PRACTICES 2PROJECT: HONDURAS SITE
Mav 19 cto 30, 1980

Objective

he principal objective of this trip to Honduras was to assist in the
nreparation of the Protocol for the first phase of the Developmental Inves-
tigacion of diarrhea-related attitudes, knowledze, and practices.
Participants
AZD
Dr. Reynaldo Pareja
Ms. Elizabeth Booth

Dr. William A. Smith

MOH

Dr. Suazo, Sub-Secretary of dealth

Ms, Dona Vera de Baesteros, Administration
Dr. Guzman, Director General of Health

Dr. Zelaya, Health Education Chief

Lic. Luis Sarimiento, Health Education

Dr. Danilo Valesques, Maternal Child dealth
Ms. Ruth Andiro, Epidemiology Department

Stanford
Dr. Carl Xendall

USAID/Honduras

Dr. James Stone, Head of Human Resources Division
Dr. Tom Hyslop, Head of Health Office

Mr. Ray Baum

Mrs. Anita Siegel

Dr. George Moore



Principal Accomplisiiments

1. The design of the protocol for the first phase of the developmental
investigation was completad and has been attached to this report. The develop—~
ment of the protocol relied heavily upon the Academy's first three-month ex~
‘perience in Honduras, upon previous research experience in Honduras conducted
bv USAID, and upon conversations and preliminarv designs worked our in
Washington by the project director and reviewed by Robert Horik.

The protocol seeks to define the basic objectives, the critical research
population, and the specific inscruments to be pretested and used during the
next three months in Honduras.

2. During conversations with the Honduras/USAID Mission, the author
nade conctributicasto their planning for health education components in the
receatly fund:d "Water and Sanitation" project, and the socn-to-be negotiated
nealth loan. These two projects, along with the MMEHP project effort,
demonstrate a significant new interest witnin the AID Mission and the
Ministry of Health in health education. They offer an )pportunity to trans-
form the relatively lcw level of health education activity iato a considerable
new force within the Ministry. It is important to note that all threse of these
programs use mass communication in similar and complementary ways. The develop-
ment of these three programs should ensure the development within the Ministry

of Hezltr of an effective communication strategy for health education.



Reviaw of Field Site Activicies

Since the project director's last visit to Honduras on February 10-20,
1980, the following activicties have been undertaken:

1. A systematic review of three potential regions was undertaken and
a report produced (see Semiannual Report No. 3). This review process
resulted in the official selection of Health Region No. I as the principal
target area for project activity.

2. A basic description of the health and communication infrastructure

-

the Fezion is now being completed. This report will provide basic back-

(2}

0
ground information needed to prepare detailed planning for future activicy
in the Region.

3. The AED team participated in the oral rehydration research project
sponsored bv PAHO and conducted by the Center for Vaccine Development of the
University of Marvyland. In addition to using the project as a focus of local
publicicy for oral therapv, thev maintained close contact with the researchers
and collected valuable insight into several cricical areas. Among these are
included:

a. The importance of Tagucigalpa as a nealth center, as it attracts

S5

patients Zrom even the most isolated areas.

b. Mother's attitudes toward oral therapv, which may indicate it is
considered second class medicine compared to IV therapv.

¢. The importance of purging as both a common practice and an important
reason for potassium leoss in denydrated infants.

d. The medical communitv's receptivitv to oral therapv. One iandicator
of this success is that during the past month over 400 children

nave been rehvdrated using oral means., For the Iirst time Iin
many months, an intern reported seeing emptv beds in the rehvdration
ward.

"
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4. The basic administrative infrastructure of the project has been
establisned. The project vehicle has arrived, and office space (limited
as it ir) is available. Furniture has been loaned to the project. An
excellent administrative assistant has been hired, and financial control
and reporting procedures have been normalized. Office supplies have arrived,
and Lhe project is fullv operational.

It should be said that working conditions are less than i1deal. There
are five desks and eleven people working in a space of 15' by 153', It is
very difficult to concentrate on anv independent work. Interruﬁtions are
common, and scund level is moderately hign. Consequently, Reynaldo and Bette
ara spending many hours in the evenings and on weekends doing work wnich just
can't be done in that setting. Thev are working very nard to ensure that
appropriate Yinistry counterparts are involwved in all stages of planning and
are participating in field work and early research activities.

5. The team is providing ongoing and ad hoc assistance to the Director
of the Health Education Unit, Dr., Zelava, on budgeting and planning for Miniscrv
campaigns. At present, the Ministry is running two promotional campaigns;
one on dengue control and a second on malaria. Both have been produced b¥ local
commevcial media tvpes with little input from the Heaith Educatiom Office.
Indeed, the Ministrvy did not even have a copy of the text, or xnow how many
different "jingles'" have been made. It is hoped that our project will return
con.trol, Soth financial and substantive, of such efforts to the Healch

Zducation Unit. 1In addition to contributions to our project, the MOH is

spending some $15,000 on air time alone for these campaigns.

\



During a conversation with the MOH Director of Administration, she requested
that we assist them in monitoring and evaluating the effectiveness of the
present media effort. She was very pleased when we agreed to include pertisent
questions in our early investigation stages. In fact, this will give us an
interesting indicator of outreach and acceptance of these campaigns.

6. Three MOH counterparts have been recruited, intervieved, and selected.
Two of them have demonstrated real capacitv and incerest in the proiect.

After the first month's activity, nowever, number three, the individual
with radio experience, was clearlv inapprepriace. Ar present the project
team is looking for a replacement for this third individual.

A two-week long training course was run for tne three counterparts. The
first week included a structure orientation to the proiect, ics gzoals, and
operational plans. The second week included a field experience during which
all five individuals, three from MCH and the two AED people, lived in rural
areas and began an observational excercise. The pu e of this experience
was threefold:

a. To see how the counterparts worked under field conditions.
b. To collect direct information on rural conditions.
c. To test how outsiders would be received in rural communities.

As regards point (a); it was clear that one counterpart was not appropriate
and was removed. The information that was collected is still 5eing tabulated,
but some early anecdotal indicators point to little existing use of fotonovelas,
no special diets for infants, radio spots not being considered "serious' by
rural people, a marked preference for 'mews' shows, and a orevalance of

potential contamination sources in rural communities. As regards point (c¢);

NS
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it proved much easier than assumed to spend zime with rural people. YNote-
taking proved possible, and sharing the contents of the notes only seems :o
produce amazed bewilderment among the rural families that anvone was interested
in such mundane detail. There was little suspicion, and seemingly honest
interest was expressed.

General Evaluation of Project Progress

Administratively, the field office is in exceptional shape. The support
coming from the Ministry is much greater than expected. There éeems to De
a genuine interest in the Ministry in diarrhea control and continued excitement
(1f not always in-depth understanding) of hcw communications can go about
nelping the problem.

Technicallv, things are still on course. Identifving counterparts nas
been a very difficult task. People who are really qualified do not want to
work for Ministry wages. With the design of the protocol for the investigation
phase completed, the next three months will be very busv. The protocol as
iz now stands badly needs pretesting. This process will begin next week.
It uses a wide variety of methods and has a somewhat cumbersome data collection
design, but it will provide important insight into how to go about conducting
this type of operational research. One of the Ministrv's most frequent requests
is for alternatives to formal survey research--which thev find time consuming,
expensive, and often irrelevant. We hope to develop at least one or two more
nractical alternatives for pre-program development.

Pocential Problems

1. The entire health office of AID will be changing within the next

rhree months. It is hoped that future relations will be as positive and

supportive as they have been in the past.
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2. Consitutional changes are expected at the end of July in Honduras.
This may mean new rfaces and new priorities in the Ministrvy. At best it will
meua time invested in bringing the new leaders up to date on the project,
its importance, and its requirements.

3. Interviewers are going to be hard to identify. Considerable training

will have to be provided for these individuals, and this may take more time

than was originallv planned.

/
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T Tribuna Juevg 13 de marzo de 19890

300 MIL NINGS
CUBRIRAN
CONTRA
DIARREA

El Programa de Comunicacion
Masiva Aplicado coatra  las
Diarreas Infangles, cubrird a una
poblacién mi ima de 300 mil
habitantes, que cuente, ‘ademas,
con habiles vias de comunicacién y
un grado medio de desarrollo in-
fraestructural. '

En este proy=cto, financiado por
la Agencia para el Desarrollo [a-
ternacional, a Honduras ie corves.
ponde aportar 20 mil lempiras
para gastos adicionales que e mis-
mo conlleva.

La investigacién incluye, eatre
otrus aspectos, conocer las causag
que los habitantes dei secior ex-
perimental atribuyen para que ss
produzcan este HSpo de enfer-
medades entre los nifos.

Asimismo, y con la ayuda del
Patronato Nacional de la [afancia,
eate eacargado de la produccidon de
medicinas, se hari ua ensayo de
rebidratacién oral en las ireas
rurales, doade mdis azotan |ag
diarreas
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"EL HERALDO. Viernes 7 de Marzo — 2f

FUNCIONARIOS DE LA UNIVERSIDAD DE STANFURD

-*»° * ENRECORRIDO POR EL PAIS o

. Hoy viajaron a los’
departamentos de Choluteca v
Valle, tres funcionarios de la
Academia pana el Desarrollo, de
Washington y de la Universidad

+ de Stanford, con el proposito de
conocer aquellas regiones y
seleccionar, posteriormente, una
zona para !levar a cabo un
programa de comunicacion masiva
aplicado a diarreas mfantiles.

Esta actividad forma parte de
un convenio establecido entre el
Ministerio d4e 3alud Phblica y la
Agencia pary el Desarrollo
[nternacional, con una duracion de

~

i

tres anos, durante los cuales se
analizaran las causas
fundamentales de la diarrea y los
tratamientos mas efectivos para su
curacion o prevencion.

" La zona experimental de este
programa serd establecida en el
transcurso de la proxima semana,
considerandose comao prioritarias,
hasta la fecha, las regiones
sanitarias primera, segunda y
cuarta, que comprenden los
departamentos de Francisco
Morazin ¥ El Pamaiso; Intibud y
La Paz,, Choluteca y Valle y
Comayagua, respectivamente,

LA PRENSA 8DEMARZODE 1380

il e

.
L}

'-" 4% 13T FUNCIONARIOS DE LA UNIVERSIDAD DE
"O na" ’

. STANFORD EN RECORRIDO POR EL PAIS

Vlajaron a los departamentos de Choluteca y Valle, tres
funcionarios de la Academia para el Desarrollo. de YWas-

. hington y de la Universidad de Stanford, con el propdsito de

conocerraquellas regiones v seleccionar, posteriormente,
una zona para llevar a cabo un programa de comunicacion

_ masiva aplicado a diarreas infantiles.

Esta actividad forma parte de un convenio establecido
entre el Ministerio.de Salud Publica y la Agencia para el
Desarrollo Internacional. con una duracion de tres anos.
durante los cuales se analizaran las causas fundamentales
de la diarrea y los tratamientos mas efectivos para su cura-
cion o prevencion.

La zona experimental de este programa sera establecida

. en el transcurso de la proxima semana. considerandose

~ como prioritarias. hasta la fecha. las regiones sanitarias

primera, segunda y cuarta. que comprenden los departa-

.. mentos de Francisco Morazin y El Paraiso: Intibuca y La

Pp.)Choluteca y Valle y Comayagua, respectivamente.

Con la ayuda que presta la AID se pretende crear uf'mo- -

= du]ode_mbajo que podria aplicarse después a otras regio-

i

L

nes ¢ed pais. con el objeto de contrarrestar esta enfermedad
. queesla }r!;sponsable de un alto indice de mortalidad infan-
til. . -

L
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En Hospual Escyela:
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eteiNg,

Martes 18 de mar;b qe 1980

-DEMOSTRARAN COMO REHIDRATAR NINOS

Hoy dos medicos de la QOrga-

| nizacida Mund:a.l de la Salud

harin una demostracion de la
nueva metologia de rehidratacién
oral que se aplica para e} control y
restablecimiento de los niflos que
llegan a los centros de salud con
severos casos de deshidratacion, a
causa de las diarreas.

La interesante exhibicion tendra
lugar en la Sala de Emergencia del
Hospital Escuela, y, a ella, asis-
tiran el viceministro de Salud.
doctor Octavio Suazo, el director
general de Salud, doctor Luis
Guzmaia, y el director del Instituto

s Honduredo .de Seguridad Social,

doc!orﬂumberto Rivera Medina.
Losdos funcionarios de la OMS

se¢ han dedicado, durante las
cuatro ultimas semanas, a com-
probar la eficacia de las {ormulas
caseras utilizadas para combatir la
diarrea en su etapa mas critica la
deshidratacion.

Para ello, han medido los
niveles de sal, potasio, bicarbo-
nato y de otros elementos utili-
zados. Su demostragion pretende

.hacer ver la efectividad de un
suero oral especial para dicha

etapa que puede ser mas practico
que los componentes similares que
se administran por la via intra.
venosa que, generaimente, se
aplican en los casos extremos.

»
v
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30 POR CIENTO DE NINOS SG SON
ATENDIDOS POR PARTERAS _

El 30 por ciento de los nidos

honduredos nacen atendidos por
una partera empirica, 2n tanto que
el resto recibe cuidados ean centros
hospitalarios del pais, general-
mente del Estado.

Este alto indice de nacimientos
habidos en el campo. con el auxilio
'de parteras. ha sido factor deter-
minante para que el Ministerio de
Salud Pubilica busque establecer
mas vinculos coa Ia.-tradscwnaL

comadrona 2 fig’ de capacu’aria )
para que cumpla Tejor la dchcnda <

tarea quele tou.reahznr

Paralelo a tal adiesiramiento,
Salud Pdblica ha previsto, en su
Plan Quinquenal, establecer con-
diciones adecuadas en los centros
asistenciales para atender a la em-
barazada de alto riesgo.

Para eilo, se han elaborady nor-
mas técnicas de atencidd por

_ niveles para reducir los resgos de

un embarazo dificil y'?.iu:parto
peligroso, previniendo las enfer-

medades diarreicas, brndando

educacion nutricional y ampliando
la cobertura de las vacunaciones.




APPENDIX B

TRIP REPORT: THE GAMBIA

July 7 to 18, 1980

WM



B-1

TRIP REPORT
MASS MEDIA AND HEALTH PRACTICES PROJECT: THE GAMBIA
JULY 7 to 18, 1980

Objective

To negotiactz an agreement between AID and The Gambia which would permit

implementation of the MIM&HP Project in The Gambia.

Participants
AED Stanford
Dr. William A. Smith Dr. Barbara Searle

Dr. Robert Black

List of Persons Contacted

Representatives of The Gambia

Mr. S§. N'Jai, Principal Secretarv of the Ministry of Health

Mr. A. N'Jai, Principal Secretarv of the Ministrv of Economic Planning
Dr. Samba, Director of Medical Service

Dr. Oldfield, Assistant Director »f Medical Service

Dr. Gowers, Madical Officer of Health

Sister M'bogze, Coordinator of MCH ,

Dr. I. Schmiedeberg, Divisional Medical Officer

Dr. Harrv Hull, Epidemiologist, Centar for Disease Control

Mr. Steve Fitzgerald, Expanded Programs, Imaunization Operations Officer
Dr. Angela Fuller, Pediatrician

Dr. Thomas H. Wojciechowski, Pediatrician

Dr. Karamo Sanvang, Pediatrician

Mr. Gomez, Health Planner in Ministry of Economic Planning

Mr. Conateh, Director of Information and Rural Broadcasting/Radio Gambia
¥“r. Thomasi, Principal Broadcaster/Radio Gambia

Three nealth oificers

One rural doctor

Representatives of the Materials Production Unit of the Ministry of Education
Director of Peace Corvs, health specialists, and three volunteers

Mr. Busnra Jabre, UNESCO Consultant

USAID/The Gambia

Mr. Tom Moser, Mission Director
Mr, Tonv Funicello, Program Officer
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edical Research Council

Dr. Ian McGregor, Director, MRC Laboratories

Dr. Brian Greenwood, Director-Elect, MRC Laboratories
Dr. Michael VWatkinson, Pediatrician, MRC Keneba

Anne Watkinson, Nursing Sister, MRC

Dr. ). Rowland, Research Scientist, Keneba

WHO

Dr. Ricuard Morrow, Tropical Disease Research Program
Dr. Petrinsky, Epidemiologist



I. EXECUTIVE SUIDMARY

A. PRINCIPAL ACCOMPLISHMENTS

1. Llengthy discussions with representatives of AID, Peace Corps, and
The Gambian government. Word-by-word review of the agreement, modification
of the same, and resolution of technical language contained within the agree-
ment (see Appendix B,1),

2. Visits to two rural villages, MRC research facility at Keneba, a
local hospital, and Radio Gambia.

3. Tne technical language of the agreement was successiully negotiated
with the highest levels of The Gambian Ministry of Health. It was clear that
The Gambia verv much wanted this project and nad wanted it for the past 18
months since the first cable was sent.

Due to the relatively few resources that The Gambia is being asked to con-
tribute to the program, no one--either at USAID or within the Ministry of Health--
was concerned that political questions would be raised. Radio Gambia gave its
full support to the program during a two-hour meeting.

4. An agreement was not signed for the following reasons:

a. Because national radio is involved, it is required that tiie

program be reviewed at the cabinet level. This means a delay of at

least a month and possiblv more,.

b. There are two outstanding details--the most important of which

is a general agreement to be. negotiated between the USAID Xission
and The Gambia. Such an agreement does not now exist but is being
prepared. Due to the increased size of the Mission, it is felt

that such a general agreement is now essential, not only Ior this

project but for others as well. The Gambia, unlike Honduras,
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where programming is already quite sophisticate&.
Radio Gambia is very interested in collaborating. Thev seemed

sarticularly interested in pretesting and evaluation tools.

8. AID Mission support is high, and Mission personnel are

respected among The Gambian MOH professionals.

9. Several international programs are planned which overlap with
MM&HP project goals. These include a WHO-planned diarrheal control program,
a UNESCO-planned communication program, and a CDC-sponsored epidemiology
surveillance program.

10. The presence of MRC, one of the world's leading tropical medicine
research centers, in the Gambia gives added technical support to the program.

11. The relative political stability of The Gambia.

C. DOTENTIAL DIFFICULTIES WITH WORKING IN THE GAMBIA

1. The extreme level of poverty and malnourishment in rural communi-~
ties mav make even the simplest innovation diriicult. Rural people have very
little margin in which to make practical changes.

2. The present MCH program is highly dependent upon simple sugar and
salt therapv which presents added instructional prerequisitas.

3. The Gambia, like Tanzania, is concerned about the 'narrow' nature
of the program. Thev would like to see the prevention side of diarrheal control

stressed because it has implications for other health programs.

4, Village structure is centered around multilingual and pacrilineal
familvy compounds. In many villages, Wolof, Mandinka, ana Fula are spoken.
Languages are not clearlv separated by geographical region. This may present
nroblems, both for broadcast and evaluation purposes.

5, Manpower is very short. MCH resources are now stretched tremendously

/
/;(,\






b. Stoves and refrigerators will have to be supplied to project
personnel. Slightly more expensive vehicles will be necessary.
perhaps adding another three to five thousand dollars to the budget.

ITI. THE HEALTH PROBLEM

The Gambia has an estimated 1980 population of 599,878 of which 102,110
are children under four-years-old. The country demographically character-
izzd by hizh birth and childhood death rates. Infant and under-five mor-
tality races are very high as illustrated in Table 1 (see Appeadix B,3).
These figures ars from the Medical Research Council's field studv area of
Keneba and are probably the most accurate figures available. There was a
slightly downward trend in childhood mortality between 1931 and 1975;
however, experts continue to cite a 50 percent mortality for children
under five vears of age. Because the !RC has operated a clinic in che area,
as well as conducted various antimalarial and nutritiornal intarvention
studies over the past 30 vears, these figures may be somewhat lower than
those for the remainder of The Gambia. However, it is generallvy felt by
the MRC that their interventions have nad relatively little impact on the
health of residents within the study area. Infant mortality in the Xeneba
area demonstrates a consistent seasonal variation with the nighest mortality
during the rainy season of August to October, as illustrated in Table 2
(see Appendix B, 3).

Cause-specific mortality data is limited, hut data on the causes of
death derived Irom surveillance activities and special survevs provide an
indication of the important causes of death. The specific sources Irom
wnich this information was obtained include the following:

e ''Statistical Medical and tealth Report,'" preparad bv The Gambian

Ministrv of Health, Labor, and Social Welfare, 1979,
e ''Surveillance in The Gambia,'" prepared by epidemiolcgist, Dr. Harry dull,
for the Gambian Ministry of Health, Labor, and Sccial Welfare.

)



e 'National Tetanus Survev,'" concucted by Pap John Williams and

Harry F. Hull, ¥.D.s of the Gambia's Yorth Bank Division, 1979.

1

e '"Primary Causes of Death in 3anjul," a combination of classified
correspondence to the new code (mostly in-patients from the Roval
Victoria Hospital and from Westfield Clinic), 1979,

Gastroenteritis and malnucrition accounted for 21.3 percent of all

deaths <for children under five-vears-old in Banjul in 1978. This re-
presented the most important specific cause of death for this age group.

Based on 1979 figures from hospitalized patients of all ages in Banjul,

diarrhea was said to account rfor 7.6 percent of all deatihs in 1979, Based

1,

on infecrmaticn extractad from the death register in Banjul in 1979, gas-
troenreritis accounted for 8.7 percent of all deaths (infants - 10 percent,
cnildren - 15 percent, and adults - 3 percent).

Diarrhea is one of the most Irequent reascns for visits to dispensaries
and nealch centers. Among patients of all ages visiting health facilities
in 1979, 34,963 visi*s were for dysentary and diarrhea. This rapresents
nearlv 3 percent of a’'l outpatient visits. The reported visits from dis-
censarias and sub-dispensaries mav be an inaccurate retflection of total
visits primarily because oI incomplete ar delayed reporting. Zven though
possibly underestimated, this data indicates a relatively nhigh incidence
of visits to the dispensaries for diarrhea. As indicated in Table 3, nearly
6 percent of the population visits a dispensary each year Zor diarrhea
(see Appendix C,3). The incidence of diarrhea ranges from 19 per 1,000 popu-
lation in Kambo St. Marv, to 173 per 1,000 population in Banjul. although
the differences between these arsas mavy be a result of reporting procadures,
the overall high incidence of dispensary visits for diarrhea indicates
both a aigh diarrhea incidence in children and a high utilizacion of dis-

sensary services for this illness.
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A. PRINCIPAL CAUSES OF INFANT DIARRHEA

Studies of diarrhea epidemiology have been done by the MRC in Xeneba.
These studies have indicated that the peak diarrhea incidence occurs in children
less than two vears of age; however, investigations into the etiologv of this

diarrhea have been sporadic and limited in scope. Enteropathogenic E. coli,

Salmonella, and Shizella were isclated from the stools of 5.6 percent of
children (six-months to three-vears old) with diarrhea during August to October,

the rainv season. Exterotoxigenic E. coli and Campvlobacter were not sought

in this study. Viruses were sought in the stools of 27 selected children:
rotaviruses were not observed, but adenoviruses, coronaviruses, enteroviruses
and other virus-like particles were found. Because of the study's limited
scope and the fact that it was confined to one season, it is not possible

to determine the role of the various entercpathogens in causing diarrhea in
The Cambia.

The MRC has also studied possible routes of transmission of enteric
agents. In The Gambia the peak season for diarrhea is during the nhot, rainy,
summer months. During this time,there appears to be an increase in fecal
pollution of well water which may contribute to transmission of pathogens.

In addition, thev have documented extensive contamination of traditional
weaning foods and have speculated that this mav be the principal route of
spread of diarrheal agents to voung children. They also demonstrated the
hazard of storing previouslyv cooked food at the usually high, ambient temper-
atures in The Gambia, which favor bacterial growth.

B. CAUSES GF MALMNUTRITION

After the age of three months, the weight of Gambian children falls
below international growth standards, reaching approximately 75 zercent

of the standard bv 12 to 18 months of age. Studies by the MRC in Xeneba



indicate that this growth faltering was signifiéantly determined bv
gastroenteritis and malaria experienced by vecung children. Thev observed
that in at least 10 months of the vear, normal rates of zrowth could have
been expected for children in the second and third vear of life, if it

were not for diarrhea.

Studies of the lactation performance of Gumbian mothers indicate that
after three months of age breast milk provides inadequate energy intake
for infants t»o sustaip normal growth. Recent attempts to supplement
the dietr or lactating women have failed to achieve a substantial increase
in breast milk gquantitv or qualitv. These studies underscore the impor-
tance of providing foods to infants to supplement the nutrients obtalined

from breast milk arfter three to six months of age.

C. TREATMENT OF INFANT DIARRHEA

The Government of The Gambia and the medical profession recognize
the critical importance of f£luid replacement for diarrhea to treat dehvdration.
This is done primarilvy bv oral sugar-electrolvte sclucions and the limited use
of intravenous fluids, The method of treating diarrhea varies depending on

the setting and will be described during a discussion of eAach therapy site.

1. Roval Victoria Hospital

The main hospital in the country, located in Banjul, treats
children with diarrhea, primarily in the general in-patient pediatric ward.
Children are admitted for correction of dehvdration associated with diarrhea
and generallv stay two to three davs, Children in shock or with ccmplica-
tions are given intravenous therapy for 12 to 24 hours. The IV solution
used depends principally on what solution is available at that time. The

solution being used at the time of this writer's wvisit to the hospital was
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one-fourth normal saline and dextrose.

For most‘children, therapyv begins with oral rehvdration solution. This
solution is prepared on the pediatric ward by the nurses from UNICEF-supplied
packets. The contents of six packets are added to 10 liters of boiled water.
This solution is used for older children (usually 12 months), but it is di-
luted to hali-strength with water when used for vounger children (re-
sulting in a solution with 30 percent of the expected concentration of salts
and zlucose). The solution is ordered by the pediatrician, roughly in propor-
tion to the degree of dehvdration and size of child, but the volume is usually
one liter over the iirst 24 hours (fof-a one- to two-vear-old child). The
child's mother administers the solution with little aursing supervision and
without records of actual consumption. Children are discharged when the
pediatrician feels that thev are no longer dehvdrated.

Other medications may be used to treat the diarrhea. including kaolin
and combination products which include antibiotics and kaolin. The pediatricians
generally feel that these are not necessary but mav help svmptomatically
and/or are expected bv patients. If diarrhea is continuing at the time of
discharge, mothers are told to prepare a solution with a pinch of salt, a
scoop of sugar, a squeeze of lemon and a glass of water and give it to the
chnild. Packets of OR solution are not given to mothers to use at home.

2. Dispensaries

Dispensaries and some sub-dispensaries mav treat diarrhea with
solutions prepared from UNICEF packets. Children mav be kept in the dispensaries
during the dav for supervised oral therapy. On discharge, mothers are told
to prepare sugar and salt solutions in their home. <Kaolin is also distributed

bv dispensaries,
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3, Primarv Health Care Workers

Although this program has not yet started, it is anticipated that
these workers will advocate simple sugar and salt solutions for home treatment

of diarrhea.

4., Peace Corps VYolunteers

The Peace Corps has a large village health program in The Gambia.
Peace Corps volunteers are doing primarv health education, advocaring practices
expected to prevent illness. However, most of the volunteers are ;nstruccing
mothers in the preparation and administration of simple sugar and salt solutions.
David Werner, who recentlvy conducted a training workshop for volunteers in
The Gambia, had discussed "pinch and scoop' as well as 'bottle cap spoon'" methods
of measuring sugar and salt, In spite of this, the volunteers seemed to have
very limited appreciation for accgracelf mixing solutions or proper adminis-
traticn techniques. To try to correct some of these deficiencies, this writer
orepared answers to a series of questions concerning preparation and administration
of oral rehydration solutions. These questions and answers will be published in

the Peace Corps' newsletter for West Africa (see appendix B,5).

ITI.. OVERALL HEALTH SYSTEM

The health svstem is under the direction of the Division of Health and

has the follcwing administrative positions:

Minister (Health)
Principal‘Secretary
Director of Medical Services - (Dr, Samba)

Assistant Director of Medi%al Services - (Dr. 0ldfield)
|

T T I
Diractor MCH (vacant) Medical Officer Roval 7ictoria Hospital

Chief

& - \r -
of Health Nursing
Coordinator MMCH .2
(Dr. Gowers) Officer

(Sister M'Boge)



The health care centers, with the exception of Roval Victoria Hospital,
are the responsibility of the lledical Officer of ffealth (Dr. Gowers). The
nealth care system consists of two hospitals (RVH and Bansang), 12 health
centers, 16 dispensaries, and 38 sub~dispensaries., The hospitals are staffed
by physicians (most of the 31 phvsicians in the countrv work at the two
nospitals), nurses, and other health pr fessionals including the only two
pharmacists. The other centers are staftcd by nurses and drasser-dispensers.
Dispensaries (open usually five to six davs per week) and sub-dispensaries

(open cnly one dav per week) are the most peripneral health posts.

A Maternal Child Health (MCH) program operates within the heatth care system

with the specific objectives of "reducrion of maternal, prenacal, infant, and
childhood mortality and morbidity, ti.e promotion of reproductive health, and
the physical and psychological development of the family as a whole." The
specific activities of the MCH are detailed in '"Working Guidelines for Maternal
and Child Health,'" by Bertha H. M'Boge and Dr. Anne Aukette (November, 1979),

a copy of which is available at the Academy for Educational Development. The
instructions in this manual concerning the treatment of diarrhea in children

are also available.

A primary health care program (PHC) is being planned and is scheduled to begin

in 1981 in the lower river division. After this, the PHC program will be intro-

duced progressively to the North Bank, McCarthy Island, Upper River, and the
western divisions. It is planned that each village will form a village health
committee which will select and pav a village health worker (VHW). The VHW
will work in her own village to deliver health care including oral rehydration

and salt solutions. The VHW will receive technical supervision Irom

2\

/
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communitv nealth nurses, who are currently being trained. In addition,
traditional birth attzndents are working in each village, and they may be
given training and responsibilitv as part of the PHC program.

There is a current effort to strengthen the epidemiologic surveillance
activities under the direction of Dr. Harry Hull, a CDC epidemiologist
assigned to the Ministry of Health. He has revised the outpatient register
and reporting procedures to provide more accurate and complete Iinformation
on nealch problems. The forms to be used for this surveillance aré also

availabie Irom the Academv. The naw svstem is euxpected to be in place bv

{

Januarv, 1981.

IV, TARGET AREA AND POPULATION

The Gambia covers approximately 4,000 square miles, with a population

2stimated 2t about #00,000, The dominant topographical feature of the
country is The Gambia River, which divides the country some ten kilometers
on each side of the river. The terrain is generallv flat, with small hills
characteristic of the upriver part of the country. The principal means of
travel is b5y road. River travel, 'thile availaple, is slow. Primary

roads are in fair condition but limited, and secondarvy roads are poor.
3ecause of the countrv's small size and the extensive penetration of the
one national radio statiom, it was agreed to conduct a national, rather
than a regional diarrhea control campaizn.

A. VILLAGE CULTURE

There are five major ethnic groups and some 21 discinct languages.,

|

Three tribal languages, Mandinxka, Wolof, and Fula, are predominant. English

the colonial language, is not widelv spoken outside of 3anjul. The
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after separation. Grandmothers are often less careful about weaning
foods' cleanliness. This separation occurs usually between 20 to 24
months of age.

e ot peppers wnich are ccmmoniv added to local dishes are also gziven
to children. Manv cnildren, when first exposed to these foods, reafuse
to eat and onlv gradually develop a tolerance for the pepper. Special
foods are not prepared for the child, although in some areas a gruel
of millet or rice is made.

e A& green stool is associated with diarrhea bv viilages. There does
not seem to be anv scientific basis for the association.

e Diarrhea is called mandinka (stomach is falling out).

e Scgar is imported and can be Zound in both cubes and granulated Zorm.
It is expensive and nighly prized in the home.

In searching Zor some standard ccntainer available in rural villages,
tomato paste cans were discovered. These cans come in at least four sizes,
ranging ‘rom small % oz. concainers to large 16 oz. ones. Zven though
thev are imported from Peortugal or Italy, thev seem to be available in
villaze stores. Each wvillage seems to have at least one small store,
often run bv Mauritanians. Common items include soap, aspirin, sugar,
salt, batteries, tomato paste, staple grains like rice, millet, sorgum,
and bottled soft drinks. Salt is crudely granulatad and tends to cake in

the aAumid environment. This will make accurate pinch measuring dirfficult.

B, MASS COMMUNICATION IN THE VILLAGE

Radios were reportaed to be very widespread in the rural areas.
During our wvisits to villages, we did see several radio receivers, two
of which were larze and quite expensive. Batteries appear to be widely
available and somewhat ewpensive. Yo Zormal study of listenership or radio
ownership was uncovered. Most iniformaticn ic presentlv based upon randem

anecdotal information. Peace Corps volunteers report that women do have
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access to radios, but in such a male dominated culture more information on
radio use is needed.

Villages receive both Gambian and Senegalese radio broadcasts. %hilsz
many Senegalese programs are in French, and few Gambians speak French, there
was evidence that Senegalese music programs are popular, and Senegalese
programs broadcast in local languages common to both countries are also
popular. Again, this is a topic for detailed investigation,

vutside of radio, few other means of mass communication were wvisible.
A few commercial posters were seen in village stores, There was no evidence
of anv popular reading materials or widespread poster campaigns. This may
be due in large part to the rudimentarv printing facilities in Banjul.

V. COUNTERPART INSTITUTIONS

The Division of Health of the Ministry of Health, Labor, and Social
Welfare will be the principal counterpart institution for the program. In-
volvement will include the Mipistry of Economic Planning and Radio Gambia
at the Ministrv of Information. Background information on the Division of
Health was given in a previous section. The specific group within the
Division of Health responsible for this program will be the newly formed
Health Education Unit. This unit, to be composed of three individuals,
is an attempt on the part of the division to upgrade health aducation in
the countrv.

Existing programs of health education include both orientation to health

4

workers and a weeklv radio program. The radio program is 30 minute- ‘ong
and divided into two segments, one in Mandinka and one in Wolof. The ZIormat
is a lecture on a wide varietv of information. There is some anecdotal

information, and the program's principal character, Dr. Samba, is recognized

by rural people as a radio personality.
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Infant diarrhea seems to be one of the priofities of the health education
program. Division personnel also expressed their concern for preventive
health measures over curative cnes, This seems consistent with a general
racognition of the limited health care facilities available and the need to
reduce disease rather than treat it. In a discussion with Gambian health
leaders, it was explained that both prevention and treatment information
would be stressed.

It is not presently clear what specific role the Ministrv of Planning
will plav in the project. The team met with Mr., N'Jai, principal
Secretary Ior the Ministry, as well as the health coordinator, Mr. Gomez.
Mr., Gomez nad just returned from several vears study at the University of

faine and seemed quite interested in the project.

VI. MEDIA SYSTEM

A. RADIO
There is one national r»dio station in The Gambia controlled by the
national government. It is the principal broadcast capabilitv in the country.
There is one commercial station, which the team did not visit and which appears
to have much less influence. This, however, should be explored in future
visits.

The government station broadcasts on one channel. A second charnel is
scheduled to open in October of 1980. Broadcasts are scheduled on Monday to
Friday from 6:30 a.m. to 10:20 a.m.; 12 noon to 2:00 p.m.; and 5:00 p.m. to
12 @idnight. On Saturdavs, broadcasts are from 6:30 a.m. to 12 midnight, and
on Sundcy Zfrom 8:00 a.m. to 12 midnight. Programming includes a variety of
formats, including entertainment, school criented programs, general instruc-
tional programming, religious programming, and news. YNews programs are the only

programs that are broadcast live. Reel-to-reel tapes are the principal recording
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format. Program length includes 15-, 20-, 30~,‘and 45-minuce stvles.

The school-related broadcasts include two new programs each wes=k, broad-
cast twice each, so that a total of four school programs are broadcast sach week.
Other instructional programs are handled through the Educational Broadcasting
Unit, which works in collaboration with specific dinistries.

Programs are broadcast in Mandinka, Wolof, and Fula, as well as in English.
Some of the most popular themes have been self-reliance, current atfairs,
and agriculrtural information. Two interesting program formats which seem

to nave beccme popular are 'the letterbox,"”

which broadcasts letters sent in by
listeners, and "I remember," an information program sharing traditional
wisdom over the radio.

At present, no svstem exists for evaluating program impact or establishing
listernship patterns. Producers at Radio Gambia expressed particular interest
in developing evaluation procedures to improve programming.

B. PRINT

Commercial priant facilities are limited to small format off-set.
Supplies of paper and other printing materials are commonly verv scarce.
There are government printing facilities in the Ministries of Education,
Agriculture, Informatiorn, and Health. The Ministrv of Education seems
to have one of the best equipped and operated svstems, In a discussion with
their representatives, it became clear that large demands on their services
would nave to be scheduled well in advance. Both photographv and graphic

work are limited and skilled calent in these areas is scarce and overburdened.



B-20

viI. THE MARKETING SYSTEM

A. AVAILABILITY AND ATTITUDES TCWARD ORAL REHYDRATION

Ministry of Health officials and others concerned with che health sys-
tem consider oral renydration the treatment of choice for dehydration result-
ing from diarrhea in infants. As present, the policy is to supply a limited
number oi UNICEF packets, which contain glucose-electrolwvte solution (GES),
to clinics and dispensaries to be used there and to encourage the preparation
of sugar and salt solution (SSS) for administration outside che clinies.
Packets are not sola, there is no local facility for producing them, nor is
anv contemplated.

Peace Corps volunteers, of whom there are about 30 working in health and
nutrition, have been given rudimentarv instruction in the preparation of SS§
and are expectad to teach mothers in villages how to prapare and administer
ic. We wvisited two volunteers in villages outside (but close to) 3anjul and

talked at length with a third. These wvolunteers had a limited understanding

tt

o the mechanism of action of OR and were poorly equipped to deal intelligently
with the exigencies of preparing OR fluid in the field: thev did not under-
stand chat both salt and sugar were necessary; and most importantly, thev

did not have a systematic method for ensuring appropriate preparation.

3, MARKETTNG SYSTEM FOR MEDICINES AND LNGREDIENTS

In the one village we visited, we found both cube and granulated
sugar and salt at the local store. We were told that both sugar and salt
are usuallv available in villages, but we had no way of checking this.

Dispensaries (which are open full-time) and clinics (which are staried

onlv one dav a week) are the major sources of medicine in the rural areas.
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We saw aspirin in the local store we visited, aﬁd presumably some other medi-
cines can be purchased either in stores or from local healers. We were told
that people who visit a clinic expect to be given either an injection or medi-
cine for home use, even though they do not alwavs use the medicine they

are given. At present, Kaolin seems to be the medicine of choice for

diarrhea in infants.

C. MARKETING SYSTEM FOR FOODSTUFES.

Gambian rural society is organized around compounds which usually have
from tive to thirty people. Each compound produces its own food 50 that
the entire rural population can be considered subsistence farmers. The mar-
xeting svstem in the rural areas 1is poorly developed, except for stores which
are, for the most part, run bv Mauritanians. Stores cdo not stock fresh produce;
zhey carry sugar, salt, cans of tomato paste, ovaltine, batteries, matches,
atc. The 'markets' in upriver towns typically have only spices and dried
Zish.

The vear is divided into a growing season-~July through October or lNovember,
coinciding with the rains--and a trading season from December to March. The
early part of the growing season is known as the 'hungry season' because
stocks of food from the previous year have been deplated. During this time,
the population as a whole, and babies in particular, often show a loss of
weight. Cropping patterns are not fixed; the choice of wnich crops to grow
and in what quantities is made by eacn compound. These patterns are described
in "African Farmers' Labor Use in the Development of Smallholder aAgriculcure,"

bv J.H. Cleave, 1974.

VII1, LOCAL SUPPORT

A.  GOVERMMENT

The Minister of Health has his offices in the Central Bank

A/
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of The Gambia, a five-story office building that houses most of the high-level
government officials. The remainder of the Ministry of Health occupies an old
army barracks that is overcrowded, not because of the large number
of employees, but because of the small size of the buildings. There is, in
fact, a shortagz or both people and space. The Ministry is organizing a
Health Education Unit that will be headed by one of the health inspectors, presumably
a -man. Two women have also bean identified as potential health educators.
We did not learn who these people are. At least one of these people will be
a full-time counterpart Zor the project.

The Ministrv has no office space available for the project. We discussed
two options--renting space (which the project would pay for) or remodeling one
or two of the garages that form part of the Ministrv complex. The second alternative
would cost the project less over a two-vear period than the firsct and would
be of substantial benefit to the Ministrv since thev would inherit the offices
when the project leaves. This alternative also nas the advantage of placing
the project phvsically close to the Ministry. The AID Mission nas on its starff
an architect who will provide a cost estimate for the contemplated remodeling.

The Ministrv is committed to using its influence in support of the project,
bv providing access to dec sion makers, by releasing extension workers fIrom
their duties for training and orientation, by negotiating with other ministries
wnere necessary (for example, with the Ministry of Informstion =m 1 Broadcasting),
and bv sponsoring training and other activities. They have access to some
facilities that could be used Icr training workshops, although tnev themselves
sometimes use local hotcls in the off-season. (The tourist season is frcm December

to March.) Dr. Gowers estimated that a six-dcv worksnop for 30 people in

3anjul would cost about $2,500.
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Good secretaries are not easy to find. Since business is conducted in
English, all secretaries will require somé English. However, English capability
does not seem to have penetrated verv deeply. (For example, many cab drivers
in Banjul do not speak enough English to follow directions.) Tony Funicello,
program ofiicer, estimates that a good secretary will cost about $6,000 per
year,

There are no computer facilities in The Gambia. It seems unlikely that
we can have xevpunching done locally, but it might be possible to have it done
in Dakar (although that would probably be too difficult to supervise).

B. MISSION SUPPORT

The Mission staff, Tom Moser, the AID representative, and Tony Funicello,

nrogram ofiicer, are enthusiastic about the project and fully cooperated with us
during our visit. Everyone is committed to concluding the arrangements that
will bring the project to The Gambia.

The U.S. government does not vet have a bilateral aid agreement with the
Government of The Gambia. There was some feeling on the part of the Mission
that they would like to negotiate such an agreement before signing off on the
present project. Furthermore, because the present personnel have never had a
contractor working with them before, they do not have a Mission policy about
the level of support thev are prepared to provide. Thev plan to use this
project as the occasion to develop such a policy. We suggested they should
consider the following services:

e Assisting with the importation of project goods.

e Assisting with the importation of personal goods.

e Providing privileges.

e Providing embassv medical care.
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® Assisting with local government transactions (for 2xample, registering
cars, obtaining insurance, drivers licenses, visas).

e Assisting in the provision of housing for contractors.

For direct hires and PASAs, the Mission provides a furnished house with
two refrigerators, two stoves, two freezers, an air conditioner, and an
auxiliary electric generator. (Last year the electricity was off for four
montas, but new generating facilities are being installed. We were told that
the present shortage is the result of inadequate maintenance of chg existing
senerators; but, it is expected the new generators will provide adéquate
electricity until they break down.) 1In addition, the Mission provides a 24~
nour guard for each house. The Mission is presently building houses for five,
soon to arrive, agriculture experts. Their decision to build these houses
was made at a time when housing was in extremely short supply. At the moment,
there are about a dozen houses available. Tom oser, the AID representative,
volunteered to find housing Zor our staff members and te help in negotiating
acceptable leases.

There 1s one school considered to be of adequate quality by the expatriate
communitv., Although some experience difficulties in getting their children
admitted, the Embassy is guaranteed two places at each grade level, verv few
of which are presently being used.

Obtaining vehicles is difficult and expeunsive. The project will require
a waiver so that it can purchase uon-U.S. vehicles, for several reasons:
first, there are no repair facilities for American cars; secondlv, deliverv
would take nine to twelwe months; and C[inallvy, since the YMinistrv of Health
will inherit the wehicles when the project leaves, thev are concerned that
the venicles are compatible with their own fleet, which consists of Tovotas.

We askad manv people about the advisability of purchasing four-wheel drive
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vehicles. The consensus seems to be that there are a few occasions when

it would be useful to have a four-wheel drive vehicle, but on the whole,
a sturdy venicle, with good clearance, would probably provide for our needs
better. The Tovota Land Cruiser was recommended. They can be purchased in
Banjul for about 516,000.

There is a 3ank of America affiliate, BICI, in Banjul, through which we
we could handle financial transactionms.

C. GEMERAL SUPPORT CLIMATE

The Gambia government seems stable. (So did Nicaragua in 1973.)
Their attitucde seems Cavorable toward foreign aid, in general, and Americans,
in particular. The people were described to us repeatedlv as friendly and
easy to work with., Living and working conditions are difficult to cope with.
The =lectricity frequently does not work, the telephone svstem is almost
useless, the lavel of cechnical sophistication is quite low, and resources
are scarce; however, food is available, there is a sizable expatriate
cormunity (mostly British), and Dakar is not far away (for what it has to
oifer as an African country). The Gambia is quite accessible to the U.S.,

and the beacnes are lovely.

P LNTERNATIONAL PROGRAMS WITH RELATED OBJECTIVES

Yle heard that there were many health and nutrition projects in the country,
but it was difficult to get specific information eon more than a few. The
Catholic Relief Serwvice has organized dav~-care centers and is supplving them
with food (including skim milk, which can be used in babv bot:zles, a practice
that is stronglv opposed by the MCH). <We met a UNESCO consultant, 3ushra Jabre,

2aslo

mmn

9

[N

tv of reinstating a

[N

who had come to The Gambia to investigare the
sroject to use communication strategies to disseminate health and autrition
information, which had been proposed eszrlier but never implemented. She was

quite concerned with overlap between the UNESCO proiect and ours. She said
: p 3
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that the UNESCO project was supposed to develop a capabilitvy within the
Ministry of Information and Broadcast to service all sectors, but to date
the major stumbling block has been the unwillingness of the Ministrv of
dealth to relinquish control over its own programs. The program will

use flipcharts and ocher low-cost print materials to train field workers
in health and provide them with improved community educational materials.
Videotape will be used to train senior health workers and for community
promot ion.

In 1974 to 1977, UNESCO funded a harcware experimentation projéct which
provided modile vans equipped to show films. The service was apparently
popular, but the number of films which were available was limited. It is
estimated that the number of people who saw some of them is twice the popu-
lacion of the country.

There have been preliminarv discussions between perscns in the Ministry
of Health and the WHO concerning a National Diarrheal Disease Control
Program. Persons in the Ministry are interested in considering the possi-

bility of a national program with a pr.zram coordinator and nave invited

WHO consultants to come to Banjul to discuss such a program. Two consultants

are expected to arrive in Banjul within the month.

DI
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MASS MEDIA AND HEALTH PRACTICES PROJECT AGREEMENT

I. TINTRODCCTION

Jo general agreement now exists between AID and The Gambia. The Mission

Director, Tom Moser, will negotiate such an agreement soon.

IT. PROJECT DESCRIPTION

This project will contribute to the overall health objectives of The Gambia

O.
3

1. Promoting the adoption of practices among rural people which will alle-
viate the most serigus consequences of infant diarrhea and wnich will influence infan*
nutrition: This implies a strong emphasis on prevention and treatment of infant
diarrhea and includes advocacy of some oral sugar-electrolyte solution.

2. Strengthening the health education system through the in-service training
of health educators in the design, execution, and evaluation of mass communication
syscems.

3. Producing a series of radio programs especially directed at rural
people concerning the treatment and prevention of infant diarrhea. These programs
will be supported bv graphic materials and spec®fic training for health profession-
als, nealth workers, and cormmunitv volunteers.

The purpose of this agreement is to assist The Gambian government develop a
svstem and methodology for the application of mass media (especially radio and
orint media) and face-to-face intervention to obtain the widespread adoption of
practices conducive to the treatment and prevention of inrfant and early childhood
diarrhea among rural populations in less developed countries. An important aspect
of this program is the adoption and integration of long-term systematic communica-~
tion planningz and design procedures into the health =ducation system of The Gambia.
To ensure that the paroject's results are clearlvy understoed and analvzed, a coor-

dinated but separate 2ffort at project evaluation will be conducted during the

course of project activities, - ‘



III. PROJECT OBJECTIVES

The objectives of this project in The Gambia are as follows:
e Conduct a multi-media intervention aimed at the adoption of salutary
health practices and the prevention of infant and early childhood diarrhea.
e Develop an educational system and methodology for the use of mass
media by training health professionals in health education.
& Evaluate the process and impact of the mass media methodology.

IV. PROJECT EXECUTION

The executing agents for this research and development project funded by
AID will be the Academy for Educational Development, as the Imple@encation Con-
tractor, and Stanford Universitv, as the Evaluation Contractor. The Academy Zor
Educational Development will hereinafter be referred to as the Academy and Stanford
University as Stanford. The Ministry of Health, Labor, and Social Welfare, here-
inafter referred to as the Ministry, in cooperating in this project will provide
staff and/or other support as detailed in this agreement to the executing agents
for carrying out the objectives of this project.

The Academy, Stanford, and the Ministry will carry out the objectives of the
project according to the activities shown below. Although the work will be a
joint effort, the Academy will bear principal respomsibility for the successful
development of radio programs, print materials, and face-to-face intarvention
systems. Stanford will bear principal responsibility for data collection and
analysis (including field data), and reporting. The Ministry will provide overall
direction and orientation of the project to ensure that it is consistent with the
national health policy.

The Academy and Stanford will each provide one International Director for

the project whose office will be in the United Stat2s and whose responsibility
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will be the overall management of the implementation and evaluation of the
project, respectively. Each of the agencies will also provide one Project
Coordinator in The Gambia. The Academy and Stanford directors have the
authority and responsibility for the final selection and/or termination of
their personnel.

The Ministry will provide, 'in cooperating with this project, one full-time
counterpart staff to the Implementation Contractor and one part-time counterpart
to the Evaluation Contractor for the duration of the project. Thrse will be
strengthened by the addition of other Ministry personnel as required.

The Miniscrv, the Academy, and Stanford reserve the right to report inade-
quacies to the respective authority and to request that corrective measures
be taken which will promote the overall success of the project.

The MiniIstry of Health will designate the Medical and Health Department
as the executing agent. The Director of Medical Services will provide general
sroject coordination and specific technical support for the health related
project decisions, the training of nealth personnel, the formulation of radio
programs, and the evaluation.

The Ministry will request air-time required to meet the broadcast schedule,
determined by the Academy and the Ministry jointly. It is understood that this
schedule will be based upon results of the community research phase and will
be designed to reach the target population at those times of dav which will
ensure maximum reception.

V. PROJECT ACTIVITIES

A. The following activities will be conducted by the Academy and Ministry

counterparts:

1. Design and execute a field investigation which will focus on

¥
()
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community knowledge, beliefs, and actions related to infant diarrhea and identify
contributory factors, such as communitv media habits and preferences, and health worker
svstem and training. This investigation will include structured quest ionnaires,
individual and group interviews, and personal observations at both national

and community levels, It will be used to determine basic target population
characteristics, environmental situations, radio message and graphic material

content, broadcast times, health svstem involvement in the campaign, and problem
magnitude. This investigation is expected to last for nine months prior to
commencement of the program.

2. PDetermine health advice to be advocated by the campaizn along with
a specific plan for acquiring, distributing, and monitoring the resources
"orepackaged electrolyte solution, home-mix ingredieats, clinic contact,
health worker visits, etc.) needed to make that advice practical.

3. Produce pilot materials (sample radio programs, draft graphic
materials, and preliminary training designs) for pilot testing with represen-
tative members of the target population.

4. Pilot test draft campaign materials with representative members
of the target population, using both individual and small group situations.

5. Revise draft materials based upon results of pretesting and pro-
duce campaign materials.

6. Develop a broadcast and distribution schedule for all campaign
elements.

7. Prepare nealth personnel, including orientation of health workers,
distribute materials to decentralized distribution points, schedule radio
broadcasts, and develop a plan to monitor campaizn implementction.

3. Implcment campaign activities, including transmission of radio

programs, <istribution and placement of grapnic materials, contact between
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health workers and target population, and monitoring of all campaign elements,
which will include educational, environmental change, and treatment aspects.

9. The project will sponsor semiannual review meetings of project
activities, which will include participants of The Gambian government. AID,
and the contractors. Project coordinators will be responsible for calling
and documenting the meeting.

Following the completion of campaign activities, the Academy will develop
and publish a training manual detailing the processes used to develop and execute
the mass communication campaign. The Ministry will collaborate with this
effort through active participation in the manual's development. The Ministry
reserves the rights to use this document without prior authorization from AID.

8. The following activities will be conducted by Stanford and Ministry
counterparts:

1. Prepare and test data collection instruments for measuring the
process and impact of project activities.
2. Prepare a sampling plan to ensure representativeness of collected
data.
3. Recruit, train, and employ local interviewers, data collectors,
data coders, and transcribers.
4. Carrv out data collection before, during, and after the implemen-
tation phase of the project, using such methodologies as:
a. KXnowl=dge, attitude, and practice surveys;
b. In-depth interviews of audience members, local leaders, and
government personnel;
¢. Anthropometric measurements of children; and

d. Usual and/or ad noc health services and hospital record keeping.

oL

~
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5. Analyze and report on project results and findings, including pro-

cess and impact assessment, methodology development, and cogt-effectiveness.
6. Participate in project information dissemination activities,
both during and aiter project completion.

VI. RESPONSIBILITIES OF THE PARTIES

A, AID héreby agrees to carry out its responsibilities in support of this
project by providing the following through two separate contracts with the
Academv and with Stanford:

1. Two senior staff members in the United States who wili serve as
Intemational Project Directors.,

2. Two full-time advisors in The Gambia; one will have responsibilities
for evaluation, and one will have responsibilities for implementation. These
advisors will be in-country for 24 months.

3. Two medical consultants and other communication, evaluation, and
education consultants will be available to The Gambia for short-term consultancies.

4. On-the-job training in The Gambia for a minimum of three counterpart
personnel, including on-the-job training of additional personnel at the request
of the Ministry.

5. Provide funds to support short-term seminars for health personnel
in the region of the project.

6. Provide all costs of radioc and graphic materials development, repro-
duction, and distribution, except those provided by the Ministrv.

7. Provide all materials and supplies as needed for development of pro-
ject compeonents and project administration.

8. Subcontract with local institutions for specific rroduction services

and material needs, as necessary.
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9. Provide all necessary office machines, bevond those provided bv
the Ministry.

10. Provide radioc receivers and tape recorders, as needed, to conduct
the developmental investigation and the formative evaluation aspects of the
project, exclusively.

11. Provide two vehicles under the in lusive control of the project,
including insurance, fuel/oil, and maintenance during the life of the agreement;
one venicle will be managed by the Academy, and the other will be managed by
Stanford. Ownership of these vehicles and all project equipment and materials
revert to the Government of The Gambia upon termination of the project.

12, Pay for telephone and postage costs.

13. Employ local personnel, as needed, for administration and technical
development of the project.

14, Cooperate with the Ministry of Health by providing technical assis-
tance for the design of a long~term national production system for oral electrolyte
solutions.

15. Make available to the Ministry all data collected in The Gambia, as
requested.

B. The Ministry hereby agrees to carry out its responsibilities in support
of this project by providing the following:
1. Establistment of this project as a national priority of the Ministry
of Health.
2. Public support and endorsement of the project and the nealth objectives
peing advocated.
3, Ore full-time and one part-time counterpart.
4. Assistance in locating oiffice space, including utilities, furaiture,

and telephone lines.
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5. Access to health clinics and health personnel, including sponscr-
ship, exclusive of financing of meectings and veminars, with the national medical
communicy.

6. Release time necessary for health personnel to participate in
training programs.

7. Access to rural communities for the purposes of conducting the
developmental investigation and the formative and summative evaluatioﬁ proce-~
dures.

8. Assistance in using other government printing facilities as
necessary and possible.

9. Arrangements for duty-free clearance, in accordance with the general
agreement between the two governments, for all materials and gzoods for the project
and for the Academy and Stanford personnel.

10. Permission to collect regular systemdatic data as deemed necessary
to complete project responsibilities.

11. Information on new national activity in the project region which
might influence diarrheal disease and/or related measures of health status or
behavior during the life of the project.

12, Timely permission to use and publish materials and reports developed
during the project outside The Gambia, after approval bv the Director of Medical
Services.

13. Assistance in acquiring air-time required to meet the broadcast
schedule recommended after completion oI the field investigation.

VII. CONCLUDING STATEMENT

IN WITNESS THEREOF, the parties hereto have caused this agreement to

be executed bv their duly-authorized representatives in Banju’, on this day.

J\
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Table 1

Morrality Rate Per 1000 Births in Keneba

*

1951-1975

Infants (<12 mo) 1-4 Year-01d Children
245 83
231 101
309 v 105
298 154
174 109

‘Provided by Dr. I. McGregor
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Table 2

Seasonal Yariation in Infant Mortality Rate per 1000 Births in Keneba

Months Infant Mortality Rate
November-January 260
February-April 175
May-July 179
August-October 378

W
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Table 3
Incidence of Reported Visits for Diarrhea by Division

The Gambia, 1979

Reported Visits Reported Diarrhea
For Dysentery Visits Per
Division Population And Diarrhea 1000 Populiation
Banjul 46,318 8,033 , 175
Kambo St. Mary 46,534 907 19
Western Div. 107,598 8,907 33
Lower River Div. 50,182 4,173 83
McCarthy Island 120,471 11,274 94
MNorsh Bank Div. 110,406 5,30 43
Upper River Div. 101,371 4,150 41
Total 599,878 34,962 58
:,‘
{
v



APPENDIX B,4




B,4-1

LIST OF PUBLICATICNS FRCM THE
MEDICAL RESEARCH COUNCIL, THE CGAMBIA

Barrell, R. A. E. and Rowland, M. G. M. Infant foods as a potential source of
diarrhoeal illness in rural West Africa. Transactions of the Royal Society
of Tropical Medicine and Hygzisne. 73:1:85-89, 1979.

Barrell, R. A. E. and Rowland, M. G. M. The relationship between rainfall and
well water pollution in a West African (Gambian) village. J. Hyg., Camb.
83:143-150, 1979.

Rowland, M. G. M., Barrell, R. A. E. and White head, R. G. The weanling's
dilemma: Bacterial contamination in traditional Gambian weaning £fcods.
Lancet, pp. 136-133, 1530.

Rowland, M. G. M. and MMcCollum, J. P. XK. Malnutrition and gastroenteritis in
The Gambia. Transactions of the Royal Society of Tropical Medicine and
Hygiene. 71:199-203, 1977.

Rowland, M. G. M., Cole, T. J. and Whitehead, R. G. A quantitative study into
the role or infection in determining nutritional status in Gambian villags
children. Br. J. Nutr. 37:441-450, 1977.

Watkinson, M., Lloyd-Evans, N. and Watkinscn, A. Th2 use of oral glucose
electrolyte solution prepared with untreated well water in acute non-specific
childhood diarrhoea. Transactions of the Roval Society of Tropical
Medicine and Hygienz (in press, see Appendix F).

Whitehead, R. G. Some quantitative considerations of importance to the improve-
ment of the nutritioral status of rural children. Proc. R. Soc. Lond.
199:49-60, 1977.

Wnitehead, R. G., Hutton, M., Muller, E., Rowland, M. G. M., Prentice, A. M.,
and Paul, A. Factors influencing lactation performance in tural Gambian
mothers. Lancet, pp. 173-181, 1978.
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Answers to Commonly-asked Questions about Infant Diarrhea
and Oral Renvdration Therapy

Dr. Robert E. Black
July 1980

1. Why do children die from diarrhea?

Diarrhea, particularly in children under five, often leads to excessive
loss of water and salts from the body. This drying out or dehydration is
what causes death. If dehydration can be prevented, episodes of diarrhea
will almost always end within less than a week.

2. Will plain water rehydrate a child?

If a child is mcderately or severely dehydrated, the answer is No. Studies
show that during diarrhea the intestine cannot absorb either plain water or
water and salt. However, when sugar is added the intestine becomes able to
absorb both the water and the sait. Thus, a mixture of water, salt, and sugar
is the simplest formula that can be called an oral renvdration therapy solu-
tion.

3. What should oral renydration solution contain?

The best oral rehydration solution ccntains sodium chloride, potassium
chloride, sodium bicarbonate, and sugar dissolved in water. Sodium and potassium
are needed to replace the salts lost through increased stool. Bicarbonate
corrects acid imbalance, and glucose is necessary for sodium and water to be
absorbed. This optimal mixrure is available in packets, such as those prepared
by UNICEF.

A rehydration solution is prepared from a UNICEF packet by dissolving the
contents in one liter of water. If packets are not available, a solution can
be prepared with sucrose (common sugar) and sodium chloride (table salt). This
solution, if prepared and administered correctly, should prevent or correct
dehvdration. It does not replace potassium (since it does not contain any).
Feeding the child foods high in potassium, such as green coconut water, bananas,
and other fruits, is strongly recommended whenever sugar and salt solutions
are used. These fonds should be given as soon as possible after rehydration
is started.

4. How important is the amount of suzar and salt in the solution?
Verv important. Solutions that contain too little sugar or salt may be

ineffective, while solutions that are toc concentrated may be dangerous. The
quantities of sugar and salt and the volume of water used to prepare the solution
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should be measured as accurately as possible. If the solution is prepared using
the complete UNICEF packet, the sole concern is that a full liter of water is
used. If the solution is prepared in the home with sugar and salt, these ingre-
dients, as well as che volume of water, must be accurately measured.

Accurate measuring can be a problem in the field where standard measures
are not available. A method appropriate to the location must be worked out
in each case. We have found that using a measuring tool, such as the spoon
made from bottle caps suggested by David Warner, provides more consistent re-
sults. The correct proportions are as follows:

Water: 1 liter
Sugar:-30 grams
Salt: 3.5 grams

Let me stress, once again, that accurate measurement is very important which can
critically affect the usefulness of the solutionm.

5. What if vou don't have sugar and salt?

An effective oral therapy solution contains at least salt, sugar, and water,
in the correct proportions. Never give a child with diarrhea a solution con-
taining only water and salt. Too much salt can be very dangerous.

If vou simply cannot get both salt and sugar, then give the child milk
(preferably from the breast), fruit juice, and/or plain water. Although these
are not effective oral therapy solutions, they are better than nothing.

6. Does the water used to prepare oral rehydration solutions need to be boiled?

No. The water used to prepare the solution should be as clean and free of
contamination as possible. It is desirable to use boiled water if it is avail-
able. However, sometimes boiling requires time or resources that people do not
nave. If water is boiled, never boil the sugar and salt, but add them after
the boiled water has cooled down. Also, oral therapy solutions should not be
kept more than 24 hours. They should be discarded and new solutions prepared.
This is because bacteria can grow on the sugar in the solution.

7. When does a babv or child need oral therapy?

Replacement of water and salts lost with diarrhea should begin as soon as
possible after diarrhea has started. However, if you do not see the child until
it is severely dehydrated, oral therapy can still work if it is correctly ad-
ministered. A child who is unconscious, is unable to drink, or has no discem-
able pulse will need intravenous therapy and should be taken to a treatment
center immediately.

8. How much oral solution does a child need to take?

The amount of oral rehvdration therapv solution administered should var-
depending on the amount of stool being lost and the child's weight. A child

one- to two-vears-old with moderately, severe watery diarrhea may need to take

. \m
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one liter (approximately five glasses) of solution in 24 hours to replace stool
losses. Children with excessive stool losses may require more solution while
children with mild diarrhea may need less. Although many mothers feel that
their children cannot drink as much as one liter a day, our experience has been
that a dehydrated cnhnild will accept, and should be given, this much.

9, What if the child vomits?

Some children will vomit as they are given oral therapy. This worries many
mothers, and even some physicians believe that this means oral therapy will
not work. Our experience shows that even if the child vomits, oral therapy
will work. You must simply allow the child to rest a few minutes and begin
giving small amounts of solution slowly. Giving too much too rapidly can cause
vomiting; slower administration usually avoids this problem. This is something
vou may want to mention to mothers as you teach them to use oral therapy at

nome. :

10. How eifective is oral therapy?

More than 90 percent of all diarrhea episodes can be effectively treated with
simple sugar/salt oral rehydration solutions. In some cases, dehydration will
develop or progress, usually because of insufficient fluid intake and/or vomiting.
In other cases, improperly prepared solution may result in poor eifectiveness
or complications. The children who do not become less denydrated afrer treatment
with sugar/salt solution should be referred to a health center for additional
treatment. Many of these initial failures can still be effectively treated
with the complete formula in packets under more supervised conditions. A few
children will need treatment with intravenous fluids.

1l1. Does oral renhydration therapy cure diarrhea?

Jo. Oral therapy does not stop diarrhea or even reduce the number or volume
of diarrhezl stools. It does keep children from dying until their bodies' de-~
fense mechanisms can fight and eliminate the infection that is causing diarrhea.

1. What should infants and children eat during periods of diarrhea?
It is verv important that children continue to eat during diarrhea. Breast-

feeding should never be interrupted or reduced. If the child is being given
formula or milk, this should be diluted to half-strength during the illness
and returned to full strength as soon as the diarrhea stops. Other foods, par-
ticularly soft, easily digested foods, shculd also be given if tolerated by
the cnild. For a week after the illness, the caild should be given extra food
to make up for food not eaten during the illness.
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ACADEMY FOR EDUCATIONAL DEVELOPMENT, INC.
1414 TWENTY.SECOND STREET. N.'W . WASHINGTCN. 0.C. 20037
TELEPHONE: 1202) 362.1900

INSTITCUCTIONAL REVIZW 304D
REVIEWER'S FORM

Study Number

- - Mass Media and Health Practices Project
.tle of Study

e of Principal Investigator William A. Smith

1viewed by ML Clemet . Date 'ehﬁ!r' %
o lis)ev

The protocol and the abstract summary are consiscent on issues relating to the rpro-
tec? of human subjects. Tes v Yo I{ no, please comment.

The study presents: o risk / ; minimal risk ; more than minimal risk ;
aizn risk . Briefly comment.

Does thils protocol involve any spgecial or vulnerable subjecus 1n the study population
(e.g., minors, prisoners, mentally disabled, fetuses)? Yes Yo R . If ves,
is the protocol acceptabla policy for this special grcup? Yes - Yo . If no,
briefly comment.

The protocol adequately addresses the risk/benefit balance. VYes v Yo .
I no, briefly comment.

2
fas = .

The protocol includes an adequate disclosure and/or consent statement.
Yo . If no, obriefly comment. ‘ . , ,
&,v. (,\'/v\kor,.,\,AQ d/\f-f/e(‘m(/bt {‘-"WT o
N R (maenr -T\v-v‘-—
o/

The protocol inciudes an adequate process for assuring that consent is voluntary.

7es ./ No . If a0, bri2fly comment.
- - - - . . : - - 7
The protaocol includes adequare procecures for safeguardiag coniidentialicy. Tes .
NG . If ac, brieily ccmmenc. )
| ‘(‘Mﬁ &O’Drﬁrw’“%&w ‘ /‘/Jr/‘fgbr'
{VM




Cc-2

Other Comments:

Check Recomrendation:
One
/ +. Approve protocol as submitted.

2. Approve p.otocol, research instruments to be submitted for Committee
review prior to initiacing direct contact with human subjects.

3. Defer action:

a. Conditional approval contingent on the following minor revisions

(specify):

I1f the revisicns are acceptable to the Committee reviewer, the status
of the application will be changed to 1 or 2 above as appropriate.

b. Require significant modification of the protocol before approval
(specify): Modification must be reviewad and approved by the full

ccommittee before the status of the application can be changed to 1
or 2 above as appropriate.

c. Request investigator to discuss problems with Committee or with
designated subcommittee.

4, Peject the protocol: Explain.

YA >aafes

Signature of Reviewer ' Date
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ACADEMY FOR EDUCATIONAL DEVELOPMENT. INC.
1414 TWENTY.SECOND STREET. N 'W., WASHINGTON. D.C. 20037
TELEPHCNE: 1202) 862.1900

[©]

INSTITUTIONAL REVIEVW 3 0ARD
REVIEWER"'S TORM

(]

Teams #9 and #10
Study Number

Mass Media and Health Practices Project

ame of Principal Investigator William A. Smith

viewed by  Ruth Faden Date ©0/27/80

The protocol and the abstract summary are cousistent on issues relating to the pre-
tection of human subjects. Yes X No . If no, please comment.

X

The study preseants: no risk ; minimal risk ; more than minimal risk ;

high risk . Briefly comment.

Does thnis protocol lnvolve any special or wvulnerable subjects in the study populatic:
(e.g., minors, prisoners, mentally disabled, fatuses)? Yes Yo X , 1IZf ves,
is the protocol acceptable policy for this special group? Yes Jo . 1f no,
briefly comment.

The protocol adequately addresses the risk/benefit balance. Yes X No .
If no, briefly comment.

The protocol includes an adequace disclosure and/or conseant statement. TYes <

No . If no, briefly comment.

The protocol includes an adequate process for assuring that consent is volumtary.
Tes X No . If no, briefly comment.

The protocsl includes adequate procedures for safeguarding confidentialicy. Yes _X
No . IZ no, briefly comment.




Other Comments:

Cc-4

Check Recommendation:
One
X 1. Approve protocol as submitted.

2. Approve protocol, research instruments to be submitted for Committee
review prior to initiating direct contact with human subjects.

3. Defer ac:tion:

a. Conditional approval contiangent on the following ninor revisions

(specify):

th

I
o

H

the revisions are acceptable to the Committee reviewer, the status
the apnlication will be changed to

or 2 above as appropriate.

b. Require significant mcdification of the protocol before approval

(specify):

Modification must bpe reviewed and approved by the full

commictee before the status of the application can be changed to 1
or 2 above as appropriate.

c. Request investigator to discuss problems with Committee or with

desiznated subcommiccee.

4, PRPeject the protocol:

-
1

L.
v

Explain.

/.',II,L,"J' ./'. ."“L/V',é o

Signature of Reviewer
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ACADEMY FOR EDUCATIONAL DEVELOPMENT, INC.

1414 TWENTY.SECOND STREET, N.W., WASHINGTON, D.C. 20037
TELEPHONE: (202) 862.1900

INSTITUTIONAL REVIEW B3 OARD
REVIEWER"'S FORM

Study Number

tle of Study Mass Media and Health Practices
ie of Principal Investcigator William A. Smith
vieved by Gavla A. Xraetsch Date _ julv 7, 1980

The '‘protocol and the abstract summary are consistent on issues relating to the pro-

tection of human subjects. Yes X No . If no, please comment.
The study presents: no risk X ; minimal risk ; more than minimal risk ;
high risk . Briefly comment.

At this developmental stage, there is no risk to involved human subjects.

Does this protocol involve any special or vulnerable subjects in the study population
(e.g., minors, prisoners, mencally disabled, fetuses)? Yes No X . If yes,
is the protocol acceptable policy for this special group? Yes No . If no,
briefly commenct.

The protocol adequately addresses the risk/benefit balance. Yes X Yo
If no, briefly comment.

The risk/benefit balance is described well in the overview on diarrhea entitled,
"Principal Health Consideration for a Public Education Campaign on Prevention and
Treatment of Infant Diarrhea."

The protocol includes an adequate disclosure and/or consent statement. Yes _X
No . If no, briefly comment.

The protocol includes an adequate process for assuring that comsent is voluntary.

fes X No . If no, briefly comment.
The protocol includes adequate procecdures for safeguarding confidentiality. Yes _X
No . £ no, briefly cormment.

/\\



C-6

Other Corments:

Creck Recommendat ijn:
One
£ 1. Approve protocol as submdtted.

2. Approve protocol, research instcruments to be submitted for Commitcee
review prior to initiating direct contact with human subjects.

3. Tefer action:

a. Conditional approval contingent on the Zollowing =minor revisions
(specify):

If the revisions are acceptable to the Committee reviewer, the status
of the application will be changed to 1 or 2 above as appropriate,.

b. Require significant modification of the protocol tefore approval
(specify): Modification must be reviewed and approved by the full
committee before the status of the applicarion can be changed to 1
or 2 above as appropriate.

c. Request investigator to discuss problems with Committee or with
designated subcoumittee.

&, Peject the protocol: Explain.

4

i / — /. 1,4

i/,ﬂ—n /L V-'/ /(’/”2-&' /.-N Jul‘l 7, 1980
7

el
Sigrnacure of Reviewer Date

Gayla A. Kraetsch
Senior Program Officer



'ACADEMY FOR EDUcATIOKAL DEVELOPMENT. INC.

1414 TWENTY.SECOND STREET, N.W., WASHINGTON, D.C. 20037
TELEPHONE: (202) 862.1900

INSTITUTIONAL REVIEW BOARD
REVIEWER'S FORM

Study Number

T

Title of Study )ﬁm M V'/d O/UAZ-@
Name of Principal Investigator M’I 4' M
Reviewed by CﬂWW Date M/%

1. The protocol and the abstract summary are consistent on issues relating to the pro-
tection of human subjects. Yes «+” No ~ . If no, please comment.

’
/.

2. The study presents: no risk \/; minimal risk ; more than minimal risk :
high risk . Briefly comment.

3. Does this protocol involve any special or vulnerable subjects in the ?}udy populaticn
(e.g., minors, prisoners, mentally disabled, fetuses)? Yes No . If yes,
is the protocol acceptable policy for this special group? Yes No . If no,
briefly comment.

4. The protocol adequately addresses the risk/benefit balance. Yes \/ Yo .
Tf no, briefly comment.

-,
7

. | The protocol includes an adequate disclosure and/or consent statement. Yes d
No . If no, briefly comment.

wn

6. The proc;:rélol includes an adequate process for assuring that consent is voluntary.
Yes L7 Mo . If no, briefly comment.

i
7. The protocol includes adequate procedures for safeguarding confidentiality. Yes \/
No . If no, briefly comment.

J WWWW’GWWWM/@MM y
, trd el clonddy ey AN




Other Comments:

Check
One .

Recommendat ion:
1. Approve [-otocol as submitted.
2. Approve protocol, research instruments to be submitted for Committee
review prior to initiating direct contact with human subjects.
3. Defer action:
a. Conditional approval contingent on the following minor revisions
(specify): :
If the revisions are acceptable to the Committee reviewer, the status
of the application will be changed to 1 or 2 above as appropriate.
b, Require significant modification of the protocol before approval
(specify): Modification must be reviewed and approved by the full
committee before the status of the application can be changed to 1
or 2 above as appropriate.
c. Request investigator to discuss problems with Committee or with
designated subcommictee.
4, TReject the protocol: Explain.

: W O(Z/M««- (9P

v

. 7
Signature of Reviewer Date

1y,
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ACADEMY FOR EDUCATIONAL DEVELOPMENT, INC.

1did TWENTY.SECOND STREET. N.'W.. WASHINGTON. 5.8, 20037
TELEPHONE: (202) 862.19300

INSTITUTIONAL REVIZESY 30 A4RD
REVIEZWER'S TORM

Study Number

itle of Study /}7055 /JZQcha 4-6/26?//;[ //’ac7/4ce/:\ %”(c/g/@?ﬁ

ame of Principal Investigator William A Smith

!

T3
-

viewed by Joel Teitelbaum Date Julv 10, 1980

The protocol and the abstract summyy are consistent on issues relating to the pro+
tection of human subjects. Yes No . If no, please comment.

The study presents: no risk ; minimal risk ; more than minimal risk 1/,
aigh risk . Briefly commenct.

Does this protocol involve any special or wvulnerable subjects ip-the study populaticn
(e.g., minors, prisoners, mentally disabled, fetuses)? Yes N . LI ves,
is che protocol acceptable policy for this special group? Tes 1/0 No . If no,
Sriefly commenc.

The protocol adequately addressas the risk/benefit balance. Yes / No .
If no, briefly comment.

The protocol includes an adequate disclosure and/or consent statement. Yas l/
No . If no, briefly comment.

The protocol includes an adequate process for assuring that consent is wvolumtary.
725 Yo . If no, briefly comment.

The protocol includes acdequate procedures for safeguarding coniidenciality. Tes /
Mo . IZ no, briefly comment.



Cther Comments:

Check Recommendation:
One

1. Approve protocol as submitted.

V/// 2. Approve protocol, research instruments to be submitted for Committee
review prior to initiating direct contact with human subjects.

3. Defer action:

a. Conditional approval contingent on the following minor revisions

(specify):

If the revisions are acceptalle to the Committee reviewer, the status

of the application will be changed to 1 or 2 above as appropriate.

b. Require significant modification of the protocol before approval

(specify): Modification must be reviewed and approved bv the full
comnittee before the status of the application can be changed to 1

or 2 above as appropriate.

c. Request investigator to discuss problems with Committee or with
designated subcommittee.

Reject the protocol: Explain.

>~

&M/% /1(%//%!({44’7 Juyéj /Q,/ﬂ?o

ure 97 Raviewer



