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SECTION 1. 

BACKGROUND 

On September 30, 1978, the Academy for Educational Development was con­
tracted by the United States Agency for International Developme~t to imple­
ment a five-year project designed to develop a methodology for the application 
()f 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 

,last e:<perlence with com..lUnication technology and to utilize radio and foto­
novelas, in conjunction with local health delivery services, to enable two 
cooperating ~linis tries of Heal th 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
 

A.	 PREPARE DEVELOP~ffiNTAL INVESTIGATION PLM~ ru~D CONDUCT THE DEVELOPMENTM~ 

INVESTIGATION FOR THE HONDURAN SITE 

B.	 PREPARE HONDURAS IMPLEMl.'ITATION PLAN 

C.	 CONTINUED SEARCH FOR AFRICAN SITE 

D.	 IDE~lIIT POTENTL\L STAFF FOR AFRICAN SITE 

E.	 CO~WLETE BUDGiTARY ANALYSiS 



SECTION III. 

ACTIVITIES UNDERTAKEN 

A. PREPARE DEVELOPMENTAL INVESTIGATION PLAN 

A comprehensive developmehtal investigation process was designed and 
carried out during this quarter of project activity. Detailed r~ports on 
all phases of these activities have been produced separately and are avail­
able through the AED project director in \olashington. 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 HHO oral therapy solution; 
(5) potential sources of bacterial contamination in rural homes; (6) exis ting 
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
fonnation on each of these topics: the collection and analysis of existing 
information (statistical, anthropological, and anecdotal); individual inter­
vie~.,rs with 175 rural people; 62 focus group interviel.,rs with approximately 402 
rural individu::..ls; 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 nIPLE~lEtlTATION PLAN 

The results of the de-~lopmental investigation were analyzed and then used 
to structure the implementation plan which was prepared for official AID re­
view. The reviet.,r meeting is sch';duled for December 5, 1980. Again, the plan 
is available from the AED Project Director in Washington. It details how the 
campaign is to be phased, what major objectives the campaign will pursue, and 
how each element is integrated to ensure ma~imum 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 (IV) 
therapy. IV 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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2. Communication Objectives 

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

•	 Extend rehydration 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. 

3. Audience Definition 

•	 Primary audience is rural mothers/grandmothers with children 
under the age 0 f five and primary heal th care \oJorkers called 
guardianes. 

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

4. Communication Strategies 

•	 Teach the primary audience: 

*	 ~o propc>rly prepare and adminis ter pre-packaged mto 
formula, oral rehydration salts to: 

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

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

*	 To s~ek outside as~istance if the child does not im­
pro ve after adminir, tering the above regimen. 

*	 A cluster of beh&viors 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. 
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* Regional health promoters distributing aRT packets. 

5. Message Tone 

The tone 0 f the campaign will be st!rious and s traigh tforward. It 
'",ill seek to promote .:l mother-craft concept \...hich supports \.,hat mothers are 
alreDdy doing and adds several new components to "being a good mother." aRT 
\.,i11 be presented as the latest achievement of modern science: a remedy for 
lost appeti te 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 \... 111 be stressed for rural 
mothers and health workers. These will be supported by news features on both 
radio and TV for medical practitioners. Suppllrt materials including posters, 
fotonoVl~las, pamphlets, and mailings will supplement the b roadcas t media. 
Heal th \.,orker training, including phys ici.:ms, nurses, auxiliary nurses, and 
guardianes will he the primary vehicle for introducing oral therapy to the 
medical establishment. 

C. COHI:iL'ED SEARCH FOR AFRICAN SITE 

The search for an Africnn site continued through close coordination \... ith 
DS/ED. The Grtmbia was recontacted and a site visit made to determine if The 
Gambia '.... as both Hi.lling to, and capable of, supporting the implementation of 
the t-l}I&HP Project. The visit \... as conducted from June 9-19, 1980. The team 
included Drs. William A. Smith, Robert Black, and Bar6ara Searle. Conversa­
tion \.,ith the ?linistry of Henlth 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 ~linistry of Health 
and left for the political levels of the ?linistry to discuss. The Gambian 
trip report has been included in Appendix B. 

D. BUDGET i\.\lD ANALYSIS 

A project budgeta~1 analysis was conducted. Resultin6 concerns center 
around the impact of ~npxpected 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 '",ith the technical monitors of the project. They 
have potentially serious implications for the Academy's ability to complete 
the project Hithout additional funding and/or significant changes in the orig­
inal scope of work. 

E. ADDITIONAL ACTIVITIES FOR T"E PERIOD 

1. InstitutLonal Revie'''' 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. 
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tmplement&tion of the investi.gation followed the approved guidelines. The 
full report presented to the Institutional Review Board is available fLom 
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 ,,,ere held \Vith Mission personnel concerning additional 
technical assistance required for the Health Education Office of the ~linistry 

of Health in the implementation of a large-scale water and sanitation proj.ect. 
The activities involved in this proposed addition to the existing ~~&HP con­
tract include: 

a. Design and execution with counterparts or a community :1ealth 
education component with emphasis on human behavior to\Vards safe water and 
human waste disposal systems. The project design must demonstrate that a 
water sup~ly and excreta disposal system will be beneficial in lowering dis­
ease rates only if the population understands the links between health sani­
tation and hygiene. 

b. Identi fy and promLl te methods which will focus on the strengthening 
of values and practices related to maintenance of eXLreta and safe water sys­
tems ~"ithin the context of village water commi ttees. 

c. Design the community-level delivery :;ystem 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 follo\Ving methods in in­
fluencing individual and community behavior: 

•	 ~lass ~18dia campaign using radio b roadcas ts and group discuss ions. 

•	 Health education for school age population. 

•	 Use of flip charts, slides, educational 16 r.~ 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 direcced towards changing social and cultural 
practices as they a;lply to sanitary and related health practices. 

f. Demonstrate the proper use of the above materials and equipment to 
the project trainen\. and Lhe field sani tary promoters ,,,ho are responsible 
to carry out the promotional and educational aspects at the village level. 

r
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g. Provide, on a timely basis, the technical assistance, both long­
and short-term, required to achieve the desired results of the health educa­
::'0'1 component. 

[1. P1"~p.1rl_" and l:rnL'1'1 lionduran cO'lnterparc to 1et as project direct-:, 
during the third and iinal 'lear oi the project. 

:::-l~ rf?Dort tor ch~ :-!:l\O 'lis Lt to z"ionduras has been included in ;\ppendix 
..... 

3. Project Advisor\- Board :Ieeting 

In addition to the in ternal AID Review Board and the AED Ins titutional 
Review Board, the :U-I&HP project <1lso 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 revieH program progress and to make sugges tions for the 
preparation of the implementation plans for both evaluation and implementation 
contractors. Generally the consultants agreed that significant progress had 
been made tOI-'ard an effective implementation plan. The Academy presented the 
prellmina~v results of the developmental investigation, and in conjunction with 
the consultants, developed a procedure for integrating and analyzing field data. 
This meeting \vas 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 \·las developed. Each ne'.V document '..Jill bear a number and use a consistent 
format. The full list of documents nOlv available is provided beloH: 

•
•


•

•

Document ill Scope of Work - Technical Prcposal 
Document iI2 Contract Scope of \.,Tork 
Document 1/3 Semiannual Report ~o. 1 
Document 1/4 Project Agreement with Honduras 

.., ...Document lIJ Semiannual Report ~o. 2 
Documen t il6 Honduras Target Region Selection Process 
Document :f 7 Semiannual Report No. 3 
Documen t 118 Pri~cipal Health Considerations 
Document ;.!l0 Institutional Review Board 
Document illl Honduras Regional Background Paper 
Document 1/12 8escription of Field Investigation Activity: Honduras 
Document 1/13 Communication and Development 
Document 1114 Results of Honduras Field Investigation 
Document :115 Implementation Plan - Honduras 
Document i.ll6 Semiannual Report ~o. 4 



SECTION IV. 

PROJECTED ACTIVITIES FOR OCTOBER 1, 1980 THROUGH NARCH 31, 1981 

A.	 HONDURAS 

The detailed implementation r1an for Honduras will be submitted to A:D 
for approval on December 5, 1980. A draft of that plan is available from 
the Academy and includes the following general activities: 

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

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

3.	 Contrac~ing radio production and broadcast facilities. 

4.	 Final printing of poster and supplementar; 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 forthcomi.ng this quarter, it 
is expected that final recruitment, contracting, and placement of field 
personnel ,.Jill take place before :'larch of 1981. Activities in The Gambia \olill 
include establishment of an office, initial planning with NOH 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.	 \.JATER AND SANITATION ADDITION TO TIlE HO:mURAS SITE 

If AID approves the "Hater and Sanitation" addition to the HN&HP project, 
than the field director will be con tracted and relocated in Honduras. Again 
preliminary meetings with ~K)H counterparts and initial planning of the inter­
vention will be carried cut. A modest developmental investigation is contem­
plated, but detailed scheduling of project activities will have to take place 
in Honduras '.Jith HOH counterparts. 

D.	 INSTITUTIONAL REVIB.J BOARD ~lEETING 

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 Hages 

Employee Benefits 

Consultan t Fees 

Travel and Transportation 

Overseas Allowance 

Other Direct Costs 

Equipment 

Overhead 

TOTAL 

$151,467.53 

24,138.20 

15,440.00 

43,548.88 

9,062.21 

34,556.35 

10,333.29 

63,687.15 

$352,233.16 
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T::\I? REPORT
 
~lASS ~IEDIA AND HEAL TIl PRACTICES PROJECT: HONDURAS SITE
 

~!av 19 to 30. 1980
 

Objective 

The principal objective of this trip to Honduras was to assist in the 

preparation of the Protocol for the first phase of the Developmental Inves­

tigation of diarrhea-related attitud~s, k~owledge, and practices. 

Participan ts 

AED 

Dr. Reynaldo Pareja
 
~!S. Elizabeth Booth
 
Dr. William A. Smith
 

:lOH 

Dr. Suazo, Sub-Secreta~/ of Health
 
~1s. I::ona Vera de Baesteros, Administration
 
Dr. Guzman, Director General of Health
 
Dr. Zelaya, Health Education Chief
 
Lie. Luis Sari~ento, Health Education
 
Dr. Danilo Valesques, :laternal Child Health
 
Xs. Ruth Andino, Epidemiolo~J Department 

Stanfo rd 

Dr. Carl Kendall 

USAIDlHonduras 

Dr. James Stone, Head of Human Resources Division
 
Dr. Tom Hyslup, Head of Health Office
 
:!r. Ray Baum
 
~lrs. Anita Si egel
 
Dr. George :!oore
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Princi pal Accomplis:l:nen ts 

1. The design of the protocol for the first phase of t;,e developmental 

investigation was completed and has been attached to this report. The develop­

;rent 0 f the protocol relied heavily upon the Academy I s first three-month e:{­

per-ience in Honduras, upon p:-evious research e"'<perience in Honduras conducted 

by USAID, and upon conversations and preliminary designs ~.;o::,ked out in 

~.Jashington by the project direc..:tJr and reviewed by Robert Homil(. 

~e protocol seeks to define the basic objectives, the critical research 

population, and the specific instruments to be pretested and used during the 

ne:<:t eh ree mon ens in !1onduras, 

2. During conversations '..;ith the Honduras/USAlD :1ission, the author 

Jlade contributi'~:1S to their planning for health education components in the 

recentl:' func2d ";·!ater and Sanitation" ?roject, and the soon-to-be negotiated 

health loan. These t·...o projects, along ,...ich the ~[H&HP project effort, 

demon3trate a significant new interest within the AID ~lission and the 

~1inistrJ of Health in health education. They offer an Jpportunity to trans­

form the relatively lew level of health education activity into a considerable 

ne',,; force ~.;ithin the ~1inistry, It is important to note that all thr-ee of these 

programs use mass communication in similar and complementa~: ~ays, The develop­

ment of these three programs should ensure the development ~ithin the :linistry 

of He21tn of an effective communication strate~J for health education. 
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!\evi e',.; 0 f Fi eld Si te Ac tivi ties 

Since the project director's last visi~ to Honduras on Februar; 10-20, 

1980, the following activities have been undertaken: 

1. A systematic revi~,.; of three potential regions was undertaken and 

a report produced (see Semiannual Report :~ll. 3). This revie~v process 

resulted in the official selection of Health Region ~o. I as the principal 

target area for pro~ect activity. 

2. A basic description of the health and communication infrastructure 

of the ;.;egion is now being completed. This report ',.,ill provide basic back­

ground information needed to prepare detailed planning for future activity 

in the }egion. 

3. The AED team participated in the oral rehydration research project 

sponsored Jy P.~O and conducted by the Center for Vaccine Development of the 

Uni versity of :-laryland. In addit ion to using the proj ect as a focus of local 

publicity for oral therapy, they maintained close contact with the researchers 

and collected valuable insight into several critical areas. Among these are 

incl uded: 

a.	 The iMportance of Tegucigalpa as a health center, as it attracts 
~atients from even the most isolated areas. 

b.	 ~!other's attitudes to',.;ard oral therapy, '",hieh may indicate it is 
considered second class medicine compared to IV therapy. 

c.	 The importance of purging as both a COlUmon ;nactice and .:m important 
reason for potassium less in dehydrated infants. 

d.	 The medical community's receptivity to oral therapy. One i:1dicator 
of this success is that during the past month over 400 children 
have been rehyJr.:lted using oral ::leans. For the first tirne in 
many months, an inten re?orted seeing empty beds in the rehydration 
'Nard. 
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4. The basic administrative infra.:itruct:.lre of the project has been 

established. The project vehicle has arrived, and office space (limited 

as it i~) is available. FUr.Jiture has been loaned to the project. An 

excellent admi3istrative assistant has been hired, and financial control 

and reporting procedures have been normalized. Office supplies have arrived, 

and Lhe project is fully operational. 

It should be said that '..lorking conditions are less than ideal. There 

are five desks and eleven people working in a space of 15' by 15'. It is 

ver;' difficult to concentrate on any independent work. Interruptions are 

common, and sOlmd level is moderately high. Cunsequently, Reynaldo and Bette 

are 5pending l:lany hours in the evenings and on '..leekends doinz 'Hark which just 

can't be done in that setting. They are 'Horking ver-J hard to ensure that 

appropriate :~nist~' counterparts are involved in all stages of planning and 

are participatL~g in field work and early research activities. 

5. T:'1e team i3 providing ongoing and ad hoc assistance to the Director 

of the Health Education [nit, Dr. Zelaya, on budgeting and planning for :linist~' 

'.:ampaigns. At :Jrese:nt, the :'!inistr:, is running t'NO promotional campaigns; 

one on dengue control and a second on malaria. Both have been produced by local 

comme~cial media types with lit~le input from the Health Education Office. 

Indeed, the :·::'nis try did no t even have a copy of the te:ct, or kno'.'" how' many 

differer.t "j ingles" have been made. It is hoped that our proj ect '..lUl re turn 

cOl.trol, Joth financial and substantive, of such efforts to the Health 

Education [nit. In addition to contributions to our project, the :·10H is 

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

\~
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During a conversation with the ~!OH Director or 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 pertj~ent 

questions in our early investigation stages. In fact, this ',o/ill give us an 

interesting indicator of outreach and acceptance of these campaigns. 

6. Three XOH counterparts have been recruited, inter\'i~~ed, and selected. 

T:~o of them have demonstrated real capacity and interest in the project. 

After the first month's activit::, howe'ler, number three, the :'ncli vidual 

'..lith radio experience, '.~as clearly inappropriate. At ?rese~t the project 

team is looking for a repl~ceme't for this thi=d individual. 

A toNo-week long training course '..las run for the chree counterparts. The 

first week included a structure orientation to the project, :'ts goals, and 

operational plans. The second week included a field experience during which 

all £ive individuals, three from ~!CH and the t',o/O AED people, lived in rur:li 

areas and began an observational excercise. The pu e of this e:~erience 

"..las threefold: 

a. To see how the counterparts worked under field conditions. 

b. To collect direct iniJ~ation on rural conditions. 

c. To test how outsiders would :,e received in rural communities. 

As regards point (a); it was clear that one countet7art was not appropriate 

and '..as removed. The information that ',o/as collected is still being tabulated, 

but some early anecdotal indicators point to little existing use of fotonovelas, 

~o special diets for infants, radio spots not being considered "serious" b:, 

rural people, a mrked ?reference for "ne'....s" shows, and a ?revalance of 

potential contamination sources in rural communities. As regards point (c); 
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it proved much easier than assumed to spend time ',.;ith rural people. ~lote­

taking proved possible, and sharing the contents of the notes only 5eems :0 

produce amazed be~.,ilder:nent among the rural families that anyone was interested 

in such mundane detail. There was little suspicion, and seemingly honest 

interest was e:~ressed. 

General Evaluation of Project Progress 

Adtninistratively, the field office is i:1 exceptional shape. The support 

comi:1g from the ~nist r:' is much greater than expected. There seems to be 

a genuine interest in the ~linist~· in diarrhea control and continued excitement 

(if not always in-depth understanding) of hew communications can go about 

helpi:1g the problem. 

Technically, things are still on course. Identifying counterparts has 

been aver:; difficult task. People ',.;ho are real.ly qualified do not 'Nant to 

',.;ork for ~!inistrJ ~.,ages. \-lith the design of the protocol for the investi3ation 

phase completed, the ne:<t three months ,,,ill. be ver:, busy. The ?rotocol as 

it now stands !:ladly needs pretesting. This ;Hocess will begin next ,,7eek. 

It uses a wide variety of methods and has a sorr£what cumbersome ddta collection 

design, but it will provide important insight into how to go about conducting 

this type of operational research. One of the ~1inistr:,IS lOOst frequent requests 

is for alternatives to for:nal survey resea:-ch--,.;hich they find time consuming, 

e:gensive, and often irrelevant. We hope to develop at least one or two more 

practical alternatives for pre-program development. 

Potent ial ?roblems 

1. The entire heal::h office of AID ',.;ill be changing ~.,ithin the next 

three months. It is hoped that future relations ',.;ill be as positi';e and 

supporti Ole as they have been in the past. 
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2. Consitutional changes are axpecto::d at the e:ld of July i:1 Honduras. 

This may mea:l new faces and ne',., priorities in the ~linistr:'. At best it will 

meu.1 time invested in bringing the ne~... leaders up to date on the ?roj ect, 

it3 importance, and its requirements. 

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

will have to be pro'rlded for these individuals, and this may take more time 

than was originally planned. 



1a.:Ii:1!IIni ,Jun'es 13 de mana <k 19s.l -- -- - .- . 

,300 MIL NINOS
 
CUBRIRAN
 

CONTRA 
'DIARREA 

El Programa de Camunica.cioa 
Mash"" Aplicado contra. las 
DiatT"e:LS lnIa.ntiles. cubriri i1 'JIU 
poblacion ~ 'lID. de JOO mil 
habitantes. que C'.Iente. ·lde·mas. 
con nibiles vias de comunicac:on '1 
un gra.do medio de des.uToUo in­
fn.estrucruraJ. 

En este proY'=Cto. finaneado pot 
1a Agenc:a jlara ~l DesarroUo In­
ten1acioa.l. a Honduns ;e corres­
j'Onde aportat 20 mil lempiras 
pan gastos &d.icionales que el :::Us­
mo coallevL 
La iaT~acion mclure. e:1tre
 

otros upectos. conocer lu cau.saa
 
que los h.abiUntes dci sec:or ex·
 
perimental uribuyen para que se
 
prodl1.Zl:aD este tipo de enI~
 

meda.des entre los :ti4os.
 

Amaismo, 1 con Lt ayuda dd
 
Pa.tronato Na.cion.a.l de Lt Wa.ncU..
 
entll e:1C1%'iado de 1.1 jlroduecion c.
 
lDed1cinas. se bari un en.sayo de
 
rehidntacion on! en !as ~
 
rurales. donee lDas u.otan I~
 
diarreas.
 



A-9 

'~~1iP .. ~ 

~.~ HEnA~. L~nes 17 de ~o 

POBLACIOH MINIMA DE-300
 
MIL HA81TAHTES SERA
 

CUBIERTA POR UN VALJOSD
 
PROGRAMA
 

~---.,.,---,~,--

EI' Programa de Comunicacion
 
Masiva Aplicado contra las
 
D13rreas InCantiles, cubriri a una
 
poblacion minima de 300 mil
 
ha bi tantes, que cuente, ademas.
 
con !labiles vias de comunicaclon
 

• y	 un gndo medp de' desanoUo
 
infracstructuraL I
 

.& ~~ ~YJ=tc. ~.a.do
 
por La A~e:'fc;a ~~.~
 
Internacion:lI,la Honduns Ie
 

. corresponde ~porur 10 mil
 
Ie mpi ras para RjlstoS adicionales
 
que el mismo cof1lleva.
 

La investigacion' incluye, entre
I 

I

ottOS aspectos, cpnocer las causas 
que los na bit~n tes del sector 
c:lt~rimenta1 1t1bUyen para que 
se produzca cste tipo de 
c:Dfnmedade5 e:l~ los :lilios. 
~o. r lC:J !.l J:':~ .:lel_ 

E':ltronato Naci.orial de L1lniJ:tc~. 

ente ~ncargado ~ 13. produc::ion
de medicinas, se han un ensayo 
de rehidntaci.6n ~ en las .ireas 
runles, don'de IDa:! U,OUll las 
diarrca.s.._-- .- _.------ -- ­
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-;:.~:..__• :".---__••• _. _eO	 . -:v __.---€! 
_.' __ •• _'0 .~_.... ., ..._._-: 

SiJbado 1 de matzo de 1980	 'Ja'l rIDuna 
Para combatir mor.tardad infantil: ~~~~~~------=~~'; 

PROGRAMA AN~I DIARBEICO 
IMPLANTA:·SALUD PUBLIC~ ;.

Un energico programa para. . i salud. con excelenles resultados, ' .., - . ' - - . ­
combalir la diarrea infanlil en·':;;~observ';ndose que los eleclos:de Itl .. 
todo:. el- terrilorio ,nacional. eSla., _ enlermedad han bajado. 
lIevando a cabo. el MinisteriC10 d~; l-!i ...: Ademis. en el Hospilal Escuela .;. 
Salud Publica. con' el lin de: ;~~ en el Dl:partamcnlo de Pedialria- .. 
prevenir \a morbi·mort:tlidad de,. t;'.: se eSla utilizando el metodo p:tra ' 
los inlantes atacado! por.~e mal. enscila.n1.a de Ills pedialras resi. " ..=. 

U mayor I:anlidad de ·nU1os:'-::-,:denlf:s. esludianles de medicina. 1 
pequeilos que mueren anualmenle::.~ ~~~nfermertlS 'f. ;3uxilJares de esta ul. ; 
en HondurtlS se debe I enter·" ,:":lima carrera.' ", j ~'.• ' 

medades diarreictlS. ~enluadas' Los sobres de suere oral est!n 
por defic:ienle alencion medka en: ..: siendo elaborados por la Division,. 
aJllunos casos 0 I falta de campra .-:' de Produclos Farmac:euli~s del 

, "	 de medicamenlos. p'or parte de los .•;.~ Patronato Na..:ional de la Inlancia.
 
padres. •.. , , - . _.7 con 10 que se logra relener una
 

Por ~ rwn. Salud PUblil:a if.n cantidad de divisas.
 
implement6 un programa masivo. J' ­
para el prescnle ~o. con el 4ue $C' .
 

'.... -. , pretende atender un promedio'de- .J 
IbS mil nidos en lodo el pais, I 

traves del suministro de suero oral' 
de (ki1 usa. que ;Juede set 1pli~ 

~ c:ado par la propia madre.' . 
Para ~ fin. se adquiri6 mao 

quinaria e5pe1:ial para, 1.1 elabo- . 
racion de sabres de suero elec· 
trolitico que lienen UQ valor en 
plaza de 20 centavos. bastando' 
lns dosis para ~nlrelar el mal. 

E1 empleo de este novedoso sis- ..I 

lema de tra~mienlo ,endri a. 
baju sustancialmenle 1.1 11ta wa .. 
de morbi·morlalid.1d infantil ~n 
ItlS ;Jrincipales zontlS del pais. 
trobajindose IClualmenle I tri4\'es 
de cinco cenlros pHOIOS. por media 
de enfermer:as 1 guardianes de 

~---=-.. __ . ----'-:"'-- ­
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EL HERALDO. Viemes 7de Marzo - 21 

.FUHCIONARIOS DE LA UHIVERSIDAD DE STAHFOR.D
 
... : J' , EN RECORRIDO POR EL PAIS ,

Hoy viaJ3ron a los 
departamentos de Choluteca y 
Valle. tres funcionarios de la 
A~de mia para, el Iksarrollo, de 
Washington y de La Universidad 
de Stanford. con el proposlto de 
eo noeer aquellas regiones y 
seleccionar, posteriormente, una 
lona para !Ievar a cabo un 
programa dt: comuni~clon masiva 
aplicado a a larrelS lIlianttles. 

Est3 Jctwidad forma parte de 
un converuo establecido entre el 
Mirusterio de 3.l1ud Publica y l.a 
AgenclJ pao el Dt:sarrollo 
lntcmac;onal. COll una duracion de 

... 

, I 

tres ailos, durante los cuales se 
analizaran las causas 
iundamentales de 13 diarrea y los 
tratamientos mas efeetivos para su 
curacion 0 prevencion, . 
, La zona t:xpcrimental de este 
programa sed estJblecida en el 
tra1scurso de la proXJma semana, 
conslder.indose COIT'O pnontarias. 
hasta la fecha, las regiones 
sanit arias primer3. segunda y 
cuarta, que comprenden los 
d epartamenlos de Francisco 
~~oralin Y El Paraiso; Inlibuci y 
La Paz.. Choluteea y Valle y 
Comayagua. respectivamente• 

,LA PRENSA 8 DE MARZO DE 1980
 
- .. ;I~ •• ­

'r ..'~. i:;:-··FL~CIONA.RIOS DE LA L':"IVERSIDAD DE 

~ -!J: ~(!",:.' ST.-\..'iFORD E:"i RECORRJDO POR EL PAIS 
~.::t " .... 'l, 

Viajaron a los departamentos de Cboluteca y Valle. ties 
funcionarios de 13 Academia para el Desarrollo. de Was­
hingtQD y de 13 L'nh'ersidad de Stanford. can el propQsito de 
C{)nocer'aquellas regiones y seleccionar. posteriormente. 
una zona para l1evar a cabo un programa de comunicacion 

• _ masiva aplicado a diarreas infantiles_
 
-. ,- Esb actividad fonna parte de un eonvenio establecido
 
: - entre el ~Iin isterio. de Sal ud Pli bllea y la Agencia para e I
 
., Desarrollo InternacionaJ. con una duracion de tres anos.
 
.,' dunnte los cuales se analizann las eausas fundamentales 
_ de la diarrea y los trat.unientos mas efectivos para su cura­

cion 0 prevencion, 
La zona experimental de esle programa sen establecida 

en eJ lranscurso de la proxima semana. considerandose 
como prioritarias. hastcl la fecha. las regiones sanitarias 

. primera.. ~gunda y euarta. que comprenden los departa­
'. menws., de Francisco ~oraz.:in r El Paraiso: Intibuc:i y La 
'" ' Pp.)~~oluteea y Va lie )' Comayagua. respectivamente. 
, " COD la ayuda que prest.olla Al D se pretende crear un mO- ­
-i- duJo«:tr:abajo que pOOria aplicarse despues a ot{a5 're~i<r 
; nes;d pais. con el objeto de conlrarrestar esta enfennedad 
,\. que e! la.~sponsablede un alto indice de mortalidad infan­t til. ,.-,. ., 
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~~~7~±iibuna MarIes 18 de mana de 1980 
.' I'

In:Hospital Iscuela: . 

~'DEMOSTRARAN COMO REHIDRATAR NINOS
 
Hoy dos medicos de la Orga· 

nizacion MundiaJ de 1& SaJud 
harm una demostracion de la 
nueva metologia de rehidratacion 
oraJ que sc aplica para el control y 
restablecimicnto de los nwos que 
llegan a los centros de saJud con 
severos casos de dcshidratacion. a 
causa de las diarreas. 

La intercsante exhibicion tendra 
lugar en 101 S~a de Emergencia del 
Hospital Escuela. y. a ella. asis­
tirin el viccministro de SaJud. 
doctor Octavio Su:u.o. el director 
general .-ge. Salud. doctor Luis 
Guzman. y el director dellnstituto 

• HOQ.dureno ,de Seguridad Social. 
~ dodorHumberto Rivera Medina. 
~ :' ·~'I· ;.:.... :·,.l. ~ 

LO's'liOs funcionarios de 101 OMS 

se han dedicado. durante las 
cuatro ultimas semanas. a com· 
probar la eficacla de las formulas 
caseras utilizadas para combatir la 
diarrea en su etapa mas critica 101 
deshidr01t01cion. 

P:'~:l ello. han medido los 
niveles de sal. potasio. bicarbo­
nato y de Olros elementos utili· 
zados. Su demostr:lc;i6n pretende 

. hacer ver 1a efectividad de un 
suero oral especial para dicha' 
<:tapa que puede ser mas practico 
que los componentes sir.1ilares que 
se administran par 101 via intra· 
venosa que. general mente. se 
aplican en los casas extr-:!I:0_s_.__ 
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Mar~s 25 de marIO de 1980 laTrlbuna 

80 POR'CIENTO DE NINOS SON
 
ATENDIDOS POR PARTERAS
 

El 00 par ciento de los ninos Paralelo a ta! adieslramiento.
 
hondurenos nacen atendidos por Salud P:jblica ha pre\·isto. en su
 
una partera empirica. en tanto que Plan l)uinquenal. establecer can·
 
eI resto recibe cuidados en centros diciones adecuadas en los centros
 
hospita!arios del pais. genera!­ asistenc:ales para atender a la em·
 
mente del Estado. barazada de alto riesgo.
 

Este a!to indice de nacimicntos
 
.habidos en el campo. con cl auxilio Para clio. se han elaborado nor·
 
'de parteras. ha side factor deter· mas tecnicas de atenci6z{ por
 
min ante para que el Ministerio de niveles para reducir los r.ics~os de
 
Salud Publica busque establecer 'un embarazo dificil y '{1lJ'~ parto
 
mas vlnculos ~ la;:~tad}cional.. peli,!roso, previniendo las enfer·
 
comadrona J. till" de·~apacUaria~.J. :medades diarreicas. briodando
 
para que cuaip'~1n~la ~I~da~' :. educacion nutricionaly ampliando
 
tarea que Ie t0C3-.realizar. . 1a cobertura de las vacunaciones.
 

e 

/l/
) 

) 
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TRIP REPORT
 
:IASS }tEDIA Am) HEALTH PR.-\CTICES PROJECT: THE G~J1BIA
 

JULY i to 18, 1geO
 

Obj ective 

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

imnlementation of the ~'~l&HP Proj ect in The Gambia. 

Partici?ants 

AED Stanford 

Dr. ;·iilliam A. Smi th Dr. Barbara Searle
 
Dr. Robert 3lack
 

List of Persons Contacted 

Reoresentati'les of The Gambia 

:1r. S. :-I' Jai, Principal Secretary of the llinistry of Heal th 
:lr. A. :I'Jai, Principal Secretary of the :1inistry of Economic Planning 
Dr. Samba, Director of ~edical Service 
Dr. Oldfield, Assis tant Directo r I) f ~!edical Service 
Dr. Gowers, :'1edical Officer 0 f Heal th 
Sister :I'boge, Coordinator. of :1Cd 
Dr. I. Schmiedeberg, Vi visional Medical Officer 
Dr. Har~l Hull, Epidemiologist, Center for Disease Control 
:lr. Steve· Fitzgerald, Expanded Programs, I:n:rnunization Operations Officer 
Dr. Angela Fuller, Pediatrician 
Dr. Thomas H. Wojciechowski, Pediatrician 
Dr. Karamo S~yang, Pediatrician 
~r. Gomez, Health Planner in ~inist~l of Economic Planning 
Mr. Conateh, Director of Information and Rural Broadcasti~g/Radio Gambia 
:'!r. Thomasi, Principal Broadcaster/Radio Gambia 
Three health officers 
One rural doctor 
Representatives of the ~o!aterials Production unit of the ~li~ist~l or Education 
Director of ?eace Co~s, health specialists, and three volunteers 
:1r. Bushra Jabre, UNESCO Consultant 

USAID/The Gambia 

~!r. Tom :!oser, :lission Director
 
~1r. Tony Funicello, Program Officer
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>!edic.al ResearC:l Council 

Dr. Ian ~cGregor, Director, ~RC Laboratories 
Dr. Brian Greenwood, Director-Elect, HRC Laboratories 
Dr. )lichael Watkinson, Pediatrician, ~ffiC Keneba 
Anne \·iatkinson, :lursin g Siste r, ~ffiC 

Dr. ~l. Rowland, Research Scientist, Keneba 

r.mo 

Dr. ilicuard )!orrow, Tropical Disease Research ProgrRm 
Dr. Petrinsky, Epidemiologist 
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I. EXECUTIVE Sm~!AF.Y 

A. PRI~'lCIPAL ACCOMPLISH:1E~lTS 

1. Lengthy discussions with representatives of AID, Peace Corps, and 

The Gambian government. ~ord-by-word review of the agreement, modification 

of the same, and resolution of technical language contained within the agree­

rr.ent (see Appendix B,l) . 

2. Visits to ~.Jo rural villages, ~'1RC research facility at Keneba, a 

local hospital, and Radio Gambia. 

3. Tne technical language of the agreement ';.Jas success fully negotiated 

,,.,rith the highest levels of The Gambian ~1inistry of Health. It ~.Jas clear that 

The Gambia ve~' much wanted this project and had 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 withi~ the ~nistry of Health-­

was concerned that political questions would be raised. Radio Gambia gav~ 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 tile 

program be reviE',.,red at the cabinet level. This means a delay of at 

least a month and possibly more. 

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

is a general agreerrent to be. negotiated between the USAID :~5sion 

and The Gambia. Such an agreement does not now exist but is being 

prepared. Due to the increased size of the ~'lission, it is felt 

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

project but for ot~ers as well. r.,e Gambia, unlike Honduras, 

//;'\\
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requires that the agreement include financial data on what is 

to be contributed and ~yhat they are askad to provide. This ~yill 

be prepared jointly by the ~lission and the Academy. 

c. Several Gambians expressed the inappropriateness of their 

being asked to wait 18 months to receive a site visit and then 

being "rushed" into a formal agreet:ent in ten days. They felt 

that a serious commitment on their part required more time. 

5. A letter of intent was provided by Dr. Samba of the ~lini3try of 

Health, stating the Hinistry's support for the project and requesting addi­

tional time to prepare for the final signing (see Appendix B,2). 

B. POTENTIAl. ADVANTAGES OF HaRKING IN THE GAHB IA 

1. The Gambian MOH has a strong commitment to oral therapy and is now 

advocating simple s gar and salt solution widely. 

2. Infant mortality is very high in The Gambia. Some astimate that 

it is as high as 50 percent for children under five. The largest cause of 

mortality appears to be infant diarrhea. 

3. The Gambian officials were very responsive to the program. They 

seemed to genuinel:r '.olant the proj ect for The Gambia. 

4. The countrJ is small, and this permits a national program to be 

implemented. This increases MOH commitment to the project and allows us to 

make a lIVre significant impact. 

S. The administrative structure or the ~IDH is not complex, consisting 

of perhaps three to five key people. This reduces the numb~r of indi'nduals 

that have to be involved in decision making. 

6. Radio ownership seems very widespread in the country. Present 

programming is quite traditional, and it is possible that new radio program­

ming styles might have a more significant impact in The Gambia than in areas 
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where prograrr~ng is already quite sophisticated. 

~adio Gambia is ve~l int~rested in collaborating. They seemed 

?articularly interested ill pretesting and evaluation tools. 

8. AID ~1ission support is high, and ~lission personnel are
 

respected among The Gambian :IDH professionals.
 

9. Several international programs are planned ~.,hich overlap with 

~l&HP project goals. These include a mm-planned diarrheal control program, 

a L~ESCO-planned communication program, and a CDC-sponsored epidemiolo~' 

surveillance program. 

10. The pr~sence of ~ffiC, 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. POTEYrIAL DIFFI CUT..TIES ~HTH HORKnIG I~ THE GAl-lB L\ 

1. The extreme level of poverty and oalnourishment in rural communi­

ties may make even the simplest innovation difficult. Rural people have ve~J 

little margin in which to make practical changes. 

The present ~!CH ;nogram is highly dependent upon simple sugar and 

salt therapy which presents added instructional prerequisites. 

3. The Gambia, like Tanzania, is concerned about the "narro~,," nature 

of the program. They would like to see the prevention side of diarrheal control 

stressed because it has implications ror other health prograr..s. 

4. Village structure is centered around multilingual and patrilineal 

ramily compounds. In many villages, \Volof. :!andinka, and Fula are spoken. 

Languages are not clearl? separated by geographical region. This:nay present 

problems. both ror broadcast and evalU3tion purposes. 

5. ~!anpower is very short. ~lCH resources are now stretched tremendously 

/.,C\
UI 
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chin. It is unlikely t~at this program will be able to command special 

attention over the long haul. 

6. Simple sugar and salt therapy has been advocated for several 

years in The Gambia. There is some evidence that the rural population is 

disappointed in its results. This may mean re-educating large numbers of 

rural people. 

7. The ~<patriate support infrastructure is meager in The Ga~ia. Hous­

ing is expensive and scarce. Prima~J school positions are often ~navail-

able. Furniture and appliances are ve~J expensive locally, and shipping 

time from the U.S. is a minimum of nine months. This will add recruiting 

difficulties to the project. 

8. Locally available computer and xeroxing facilities are very limited. 

9. International cornmunication~ are also ve~J difficult. 

10. The likelihood of identifying interviewers and field workers at 

the national university is limited. 

11. While the prp.sence of other international programs is an advantage, 

it is also a problem and may mean several programs are competing for scarce 

space and manpower resources. 

12. Radio Gambia insists that all radio production must take place in 

their facility with their personnel. They are~already overburdened with pro­

duction tasks and adding significant new tasks to their schedules may be 

a major problem. 

13. Unexpected additional costs include: 

a. Renovation of office space. No firm estimates on this •...ere 

available, but an average of 58,000 to cover an area equivalent 

co three desks '",as discussed. Office furniture will also have 

to be ?urchased. 

f 

) 



B-7
 

b. Stoves and refrigerators ~ill have to be supplied to ?roject 

personnel. Slightly more e:<pensive vehicles '..Jill be :1ecessary. 

perhaps adding another th:=ee to £i'/e thousand dollars to the budget. 

II. THE REALlli PROBLE}! 

The Gambia has an estimated 1980 population of 599,878 of ,,,hich 102,110 

are children under four-years-old. The COunt~1 demographically character­

iz~d by high birth and childhood death rates, bfant and under-five !!lor­

tality races are very high as illuscrated in Table 1 (see Appendix B ,3). 

These figures are from the ~!edical Research Council's field study area of 

Keneba and are probably the !!lost accurate figures available. There ,vas a 

slightly downward trend in ch~ldhood mortalit:1 bet~een 1951 and 19i5; 

however, e:<perts continue to cite a 50 percent mortality for children 

under five years of age. Because che ~!RC has operated a clinic in the area, 

.:lS ·....ell as conducted various anti!!1alarial and nutritior:.al intervention 

studies over the past 30 years, these figures may be somewhat lower than 

those for the remainder of The Garrbia. i{o'..Jever, ic is generally felt by 

the :ffiC chat their interventions have had relatively little impact on the 

health of resicents within the study area. Infant mortality in the Keneba 

area demonstrates a consistent seasonal variation '..Jith the highest mortality 

during the rainy season of August to October, as illustrated in Table 2 

(see Appendix B,3), 

Cause-specific mortality data is limited, ~ut data on the causes of 

death cieri'/ed from sur/eilLmce activities and special surveys provide an 

indic.:ltion of the important causes of death. The specific sources from 

·....hich this information '.... as obtained include the following: 

• "Statistical :'!edical and rIealth Report," prepared ':ly -rhe Gambian 
:linistr:' of Health, Labor, and Social '.-ielfare, 19i9 . 

• "Sur:eillance in Ihe Gambi.a," ;:>repared 0:: epider:liolcgist, Dr. Harry aull, 
for the Gambian :Iin::'str; 0 f Health, L.:lbo r, .:lnci Sccial :·jeliare, \I \ 

.,~) 
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• ":.Jational Tetanus Sur-ley," conducted by ?ap John ;.Ji':liams and 
Harr; F. Hull, :·1.D.s of the Gambia'3 ~1orth Bank Division, 1979. 

• "Pri::1ary Causes of Jeat~ i:1 Banjul," a cOirlb bat ion of classified 
correspondence t:) the ne'''' code (mostly in-~atic:nts from the Royal 
Victoria Hospital and from \~estfie1d Clinic), 1979. 

Gastroenteritis and ~lnutrition accounted for 21.3 percent of all 

deaths ror children ur.der five-years-old in Banjul in 1978. This re­

?resented the ~st important 3pecific cause of death ror this ale group. 

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

diarrhea :.;as said to account ror 7.6 percent of all deaths in 1979,. Based 

on inrcnaticn e:-::t:-acto.d fror.l tie death register in Banjul in 1979, gas­

troenr.eritis accounted for 8.7 percent of all deaths (infants - 10 percent, 

children - 16 percent, and adul ts ,­ 5 percent). 

Di~~rhea is one 0: the most r:-equent reasons for via its to dispensaries 

l' ,.anc nea_t~ centers. .~ong patients or all ages v~siting health facilities 

in 1.979, 3L.,963 visi"s ·,.,ere ror jysenter:; and diarrhea. :"his represents 

nearly .3 percent 0 fa' l outpat ient visi::a. The reported visits from dis­

pensaries and sub-dispensaries may be an inaccurate reflec::ion of total 

viaits pri::larily ~ecause of incomplete or delayed reporti.,g. C:ven though 

possibly underesti::1ated, t~is data indicates a relatively high incidence 

or 'lisies to the dispensaries ror di3.rr~ea. As indicated in Table 3, nearly 

6 percent of the population 'nsits a dispensa~l each year for diarrhea 

(see Appendix C,3). The incidence of diarrhea ranges from 19 per 1,000 popu­

l.ation in Kar.Jbo St. ~'!ar:', to 173 ;Jer 1,000 population in Ba:1jul. Although 

the dir:ere:1ces bet·,.,een these ar~as:na:: be a result of rerorti:1g ?rocedures, 

the overall high bcide:1ce of dispensa~' 'li3its fa': diar:-hea indicates 

both a high diarrhea incidence in chilc.ren and a hi3h '.1tiliz.:l!:ion of dis­

?ensa~1 ser'/ices for this illness. 

, / '}/
) 
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.-\. PRI~:CIPAL CAUSES OF INFANT DIARRHE.-\ 

Studies of diarr~ea epiderniolo~, have been done by the :ffiC in Keneba. 

These studies have indicated that the peak dia~rhea incidence occurs in children 

less than t~.JO :,ears of age; hot.Jever, investigations into the etiolo~, 0 i this 

diarrhea have been sporadic and limit2d in scope. Enterooathogenic E. coli, 

Salmonella, and Shigella were isolated from the stools of 5.6 percent of 

children (six-months to three-years old) with diarrhea during August to October, 

the rain:: season. E:tteroto:dgenic E. coli and Camovlobacter ~olere not sought 

in this study. Viruses were sought in the stools of 27 selected children; 

rotaviruses '....ere not observed. but adenoviruses, coronaviruses, enterovi.ruses 

and other virus-like particles were found. oecause 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 enteropathogens in causing diarrhea in 

The Gail'bia. 

The :ffiC has also studied possible routes of transmission of enteric 

agents. In roe CanDia the peak season for diarrhea is during the hot, rainy, 

summer months. During this ti~e,t~ere appears to be an increase in fecal 

pollution of well water which may contribute to transmission of pathogens. 

In addition, they have documented extensive contamination of traditional 

weaning foods and have speculated that this ~ay be the principal route of 

spread of diarrheal agents to young children. They also demonstrated the 

hazard of storing previousl:, cooked food at the usually high, ambient temper­

atures in The Gambia, which favor bacterial growth. 

B. CACSES OF :IAUlt.rr:UTID:1 

After the age or three ~onths, tie weight of Gambian children falls 

Dela',.; international growth standards. reaching appro:dmtely i5 ?ercent 

or the standard by 12 to 18 months of age. Studies by the ~ffiC in K2neba 
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indicate that this growth faltering ~as significantly determined by 

gastroenteritis and malaria e:<perienced by young children. They obs~r'led 

t~at in at l~ast 10 months of the year, nonnal rates of 6rO'..,t~ -:ol1ld have 

been e:<pected for children in the second and third year or life, .if it 

were not ror diarrhea. 

Studies of the lactation perfor.nance of Gumbian mothers indicate that 

after three months of age breasc Iil.i.l.k ?l:"ovidus iuadequat~ energy intake 

for infants ta sustain normal growth. Recent attempts to supplement 

the diet of lac:ati:1g ··..omen have :ailed to achieve a substanti.al increase 

in breast ::J.i.2.:': '~L:antity or quality. 7hese st'..ldies underscore the impor­

tance of ?ro'nding foods to infants to supplement the nutrients obta~ned 

from breast :",i1:, after three to si:':: i:lont~s of age. 

c. TRE)'::·!E~lT OF I;lFAilT DV.. RRHEA 

The GO'/ernment of The Gambia and the medical profession recognize 

the critical imoortance 0 f fluid re?lacement fa r diarrhea to treat dehydration. 

This is done primarily by oral sugar-electrolyte solutions and the limited use 

of intravenous fluids. The method 0: treating diarrhea varies depending on 

the setting and will be described during a discussion of e~ch therapy site. 

1. ?oval Victoria Hosoital 

The ~ain hospital in the country, located in 3anjul, treats 

children with diarrhea, primarily in the general in-patient pediatric ward. 

Clildren are admitted Eor correction of dehydration associated with diarrhea 

and generally stay t'..10 to three days. Children in shock or •... ich ccmplica­

tions are given intravenous therapy far 12 to 24 hours. The IV solution 

used depends principall:1 on ~.,hat solution is available at t~at time. The 

solution being used at the time of this ~.,riter'5 visit to the hospital •...as 

,L\

I , 

~ / \ 
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one-fourth normal saline and dextrose. 

For most children, therapy begins with oral rehydration solution. This 

solution is prepared on the ?ediatric Hard by the nurses from L1HCEF-supplied 

packets. The contents of sb: packets are added to 10 liters of boiled ~oJater. 

This solution is used for older children (usually 12 months), but it is di­

luted to halr-strength with water when used for younger children (re­

sulting in a solution with 30 percent of the expected concentration of salts 

and glucose). The solution is ordered by the ~ediatrician, roughly in propor­

tion to the degree of dehydration and size of child, but the volume is usually 

. ­

une liter over the first 24 :'ours (for a one- to t~oJo-year-old child). The 

child's mother administers the solution with little nursing supervision and 

~vithouc records of actual consumption. Children are discharged ~oJhen the 

?ediacrician feels that they are no longer dehydrated. 

Other ::ledications may be used to treat the diarrhea. including kaolin 

and combination products Nhich include antibiotics and kaolin. The pediatricians 

generall:: feel that these are not necessary but may help symptomatically 

and/or are expected by ?atients. 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 

child. Packets of OR solution are not given to mothers to use at home. 

" DisDensaries 

Dispensaries and so~ sub-dispensaries may treat diarrhea ,..ith 

solutions prepared from L1IICEF packets. Children may be kept in the dispensaries 

during the day for superlised oral therapy. On discharge, mothers are told 

to prepare sugar and salt solutions in their home. Kaolin is also distributed 

by dLipensaries. 

I 
/1 'J 
.I 
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3. Primary Health Care ~{orkers 

Although this program has ~ot yet started, it is anticipated that 

these workers will advocate simple sugar and salt solutions for home treatment 

of diarrhea. 

4. Peace Cor~s lJoltmteers, 

The Peace Corps has a large village health program in The Gambia. 

Peace Corps volunteers are doing primary health education, advocar.~ng practices 

.
expected to prevent illness.	 However, ::lost of the volunteers are instructing 

mothers in t~e preparation and administration of simple sugar and salt solutions. 

Da·r.ld	 Werner, ~ho rece~tly conducted a traini~g workshop for volunteers i~ 

The Gambia, hac discuss~d "pinch and scoop" as '..lell as "boccie cap spoon" methods 

o f iIleasuri~g sugar and salt. In spite of this, the volunteers seemed to have 

very limited appreciation for accuratel:/ mi;dng solutions or iHoper adminis­

tr3ticn techniques. To t~l to correct some of these deficiencies, this writer 

iHepared answers to a series of questions concer:;.ing ?reparation and administration 

of 0 ral rehydration solutions. These ques t ions and ans\.;ers \.;ill be published in 

the Peace Corps' ~ewsletter for West Africa (see Appendix B,S). 

III.	 OVERALL HEALTIl SYSTE:1 

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

has	 the following administrative positions:
 

~nister (Health)

I 

Principal Secretar;
f 

Director of ~1edical Services - (Dr. Samba) 
r 

Assistant Director of ~1edical Serlices - (Dr. Oldfield)
I 

I	 I I 
') -,	 'I' I . H . 1Director ~lC-l ('lacant) ~'ledical 0 f fi ce I' Chier ~oy~ '1ctor1a ,osp1ta 

of Health :Iurs ing
Coordinator ~,!rn 

( Dr . Gowe rs ) Officer
(Sister ~'Boge) 
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The health care centers, with the exception of Royal Victoria Hos?ital, 

are the responsibility of the aeciical Officer of EIealt!"1 (Dr. Gowers). The 

health care system consists of two hospitals (RVH and 3ansang), 12 health 

centers, 16 dispensaries, and 58 sub-dispensaries. rne hospitals are staffed 

by physicians (roost of the 31 physicians in the country ~vork at the t~vo 

hospitals), nurses, and other health ;H tessionals incl'.lding the only tT,yO 

?ha~acists. The other centers are stafl~d by nurses and dresser-dispensers. 

Dispensaries (open usually five to six days per week) and sub-dispensaries 

(open enl:; one day per ~veek) are the :nost peri;:>her~l health pests. 

A rlaternal Child Health C'ICH) program operates \.;ithin the hea.Lth care system 

\.;ith the specific objectives of "redUCt" ion of maternal, prenacal, infant, and 

childhood mortal i ty and morb idi ty, I;.~ promotion 0 f reproductive heal th, and 

the physical and psychological dpvelopment of the family as a \vhole." The 

specific activities of the ~ICH are detailed in "Horking Guidelines for Haternal 

and Child Health," by Bertha H. rl'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 ?rima~, health care program (PRC) is being planned and is scheduled to begi~ 

in 1981 in the Im.;er river division. After this, the PRC program ',yill be intro­

duced progressively to the North Bank, ~cCarthy Island, Upper River, and the 

',,'estern divisions. It is planned that each village \vill form a village health 

committee ',yhich ',yill select and pay a village health ',yorker (Vmn. The vm~ 

~.;ill ',yod:. in her O'.offi village to del.i',er health care bcluCing oral rehydration 

and salt solutions. The l,m~ ',-1i11 receive technical super',ision ::rom 

~ /\';
 , 
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communi ty heal eh nurses, ~.;ho are currently be ing trained. In addieion, 

tradit iona1 birth ate-::nJents are '..lor!.<ing in each village, and they ::lay be 

given eraining and responsibili~y as part of ehe PRC program. 

Tnere is a current effort to strengthen ene epidemiologic surveillance 

activities under ehe direction of Dr. Harry Hull, a CDC epidemiologist 

assigned to ehe :1inistr; of Heal eh. He has revised the outpae ient register 

~nd reporting ?rocedure~ to provide ~ore accuraee and complete infor.nation 

on healeh problems. The fOrTS to be used :or this surJeillance are also 

January, 1981. 

IV. TARGET AREA A::D POPULATIO:l 

The Gambia covers appro:<i:naeely 4,000 square :niles, 'Ilith a population 

~sei::laeed at aboue 600,000. The dominant eopographical feature of th~ 

COunt~1 i3 :he Gambia River, ~hich divides ehe COunt~1 some ten kilometers 

on each si~e of the river. 1.,e terrain is generally flat, ~ith small hills 

~,araceeriseic of ehe upriver ?art of ehe count~l. The principal means of 

travel is :,y road. :Uver travel, ','hile available, is slow. Pri::la~l 

roads are in fair condition but limieed, and secondary roads are poor. 

3ec3use of the country's small size and the e:~tensive penetration of the 

one national radio station, it ~as agreed to conduct a national, rather 

than a regional diarrhea control campaig~. 

A. VILLAGE eL'1. H1\E 

TI1ere are :i'/e ::1aj or ethnic groups and some 21 diseinct languages. 

Three trDal languages. ~!andin~a, ',lolof, and Fula, are ;nedominant. English 

the colonial language, :s not '..;ide1:, spoken 'Jutside of 3anjul. The 

I!'Ii' .I .!

)'-' 
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country is divided into six divisions and 3S districts, each l'lith an elected 

seyfo. (district governor). 

The majority of the population is grouped into villages. Villages are 

usually etHnically neterogenous with one language group doffiinacing. They 

will have an alkali (headman) and a banta bas (sma!l raised R' atform) where 

village men ~2et to discuss village problems. Villages are divided into 

kabilo (patrilineal kinship groups) and into family compounds~ Compounds are 

physically identifiable subdi'nsions, composed of several houses surrounded 

by a palm or grass wall. The compound is headed by the oldest male. His 

brothers and their families usually live within the compound. One interest­

ing fact about the compound structure is that they do not tend to be linguis­

~ically homogeneous. Even within a given compound, two or three languages 

may be spoken. It is reported that many rural people are bilingual and 

understand at least t~o to three principal tribal languages. Two subgroups, 

the sinkiro and dabada, are comrnonl~' fOLmd wi':hin the compound. The sinkiro 

is a cooking unit composed of females, and the dabada is a Nork unit, headed 

by influential males in the compound. 

The country is predominantly Muslim, but some traces of traditional tribal 

religion continue to exist. The most relevant implications of this are seen 

in medical care and feeding habits. juju, or amulets, are commonly worn to ward 

off disease, danger, and bad luck. At the same time, there are reports that 

modern medical practice has begun to penetrate and effect patients' e:~ectations 

for medical care. Injections are said to be preferred over pills and powders. 

Some other common practices which have implications for diarrheal control were 

reported. These include the following: 

•	 Abrupt separation of child from mother at weaning time. Children are 
sent to their grandmothers and a ften refuse food for several days 
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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. 

•	 Hot ?e?pers •..mlch are commoniy added to local dishes ar.: also given 
to children. :lany children, ,...hen first exposed to these foods, refuse 
to eat and onl:: graduall:: develop a tolerance for the ?epper. Special 
foods are not pre?ared for the child, althou~h in some areas a gruel 
of millet or rice is ~ade. 

•	 A green s tool is associated ·.olith diarrhea by villages. There does 
not seem to be any scientific basis for the ~ssociation. 

•	 Diarrhea is called ~ndinka (stomach is falling out). 

•	 St;gar is imported and can be found in both cubes and granul·ated for.:1. 
It ':'3 expensi'le and highly ;Jrized in the home. 

!n searching for sorne standard container available in rural villages, 

tomato paste cans ·.vere discovered. Tnese cans come in at least four sizes, 

ranging from small 6 oz. containers to large 16 oz. ones. ::ven t~ough 

they are imported from Portugal or Italy, they seem to be available in 

';illage stores. Each ';illa?,e seems to ha'le at least one small store, 

often nm by ~·!auritanians. Cotmllon items include soap, aspi rin, sugar, 

salt, batteries, tomato paste, staple grains like rice, millet, sorgum, 

and Dottled soft drinks. Salt ~s crudely granulated and tends to cake in 

the ~umid environment. This will make accurate pinch measuring difficult. 

!3. ~~S CO~~'fU~lICAT ION I)! T!1:E VILLAGE 

Radios ".vere reported to be very '.videspread ia the rural areas. 

During our visits to ·r.lllages, we did see several radio receivers, two 

of '.olhich '.vere large and quite e:cpensi 'Ie. Batteries appear to be ·.olidely 

available and some'.vhat e:cpenSi"le. ~!o for.nal study of listenership or radio 

o'..mership ',... as uncovered. :'!ost infor.:1ation is presentl:; based upon random 

anecdotal infornation. Peace Cor?s volunteers report that '.olomen do ha'le 
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access to radios, but in such a male dominated culture more information un 

radio use is needed. 

Villages receive both Gambian and Senegalese radio broadcasts. ~'ThL'ca 

many Senegalese programs are in French, and rew Gambians speak French, there 

was evidence that Senegalese music programs are popular, and S8negalese 

programs broadcast in local languages common to both countries are also 

popular. Again, this is a topic for detailed investigation. 

Uutside of radio, few other ~eans or mass communication were ·nsible. 

A few commercial posters were seen in village stores. There ,,'as rio e',idence 

of any ?opular reading :r.aterials or '..,ridespread poster campaigns. This may 

be due in large part to the rudi~enta~l printing facilities in Banjul. 

V. COL~lTERPART I:-ISTITtTIONS 

The Di'nsion of Health of the ~!inistry or Health, Labor, and Social 

~~el':are 'Nill be the princi?al counterpart institution for the program. In­

vol'lement 'Nill include the :!inist~T of Economic Planning and Radio Gambia 

at the :linist~l of Information. Background information on the Di'nsion or 

Health was given in a pre'nous section. The specific group withL~ the 

Division or Health responsible for this program will be the newly for:ned 

Health Education Unit. This unit, to be composed of three individl~ls, 

is an attempt on the part of the division to upgrade health education in 

the COunt~T. 

Existing ?rograms of health education include both orientation to health 

·..,rorkers and a 'Neekl:r radio ;nogram. The radio program is 30 minute' 'ong 

and divided into t:.;o segments, one in :!andinka and one in Holof. The format 

is a lecture on a '..,ride variety of inror:nation. There is some anecdotal 

infor:nation, and the ?rogram's priacipal character, Dr. Samba,. is recognized 

by rural people as a radio personality. 

/ \, 
\. \ '. 
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Infant diarrhea seems to be one of the priorities of the health education 

?rograrn. Division personnel also expressed their concern for preventive 

health measures over curative cnes. This seems consistent '"ith a general 

recognition of the limited health care faciliti2s available and the need to 

~educe disease rather than treat it. In a discussion with Gambian health 

leaders, it was explained that both ?revention and treatment information 

would be stressed. 

It is not presently clear '''hat specific role the ~!inistry of Planning 

\yill pla:, in the project. The team :net '"ith ~lr. :1'Jai, principal 

secretary for the :finistr:', as \yell as the health coordinator, ~·lr. Gomez. 

:!r. Gorr.ez ha.d just returned from several years study at the University of 

~~ine and seemed quite interested in the project. 

VI . :!ED L\ SY STDI 

A. RADIO 

There is one national r~dio station in The Gambia controlled by the 

national government. It is the ;:>rincipal broadcas t capability in the country. 

There is one commercial station, which the team did not visit and which appears 

to h~ve ~uch less influence. This, however, should be explored in future 

visits. 

The government station broadcasts on one channel. A second ch~nel is 

scheduled to open in October of 1980. Broadcasts are scheduled on :bnday to 

Friday from 6:30 a.m. to 10:30 a.m.; 12 noon to 2:00 p.m.; and 3:00 ?m. to 

12 midnight. On Saturdays, broadcasts are from 6: 30 a. m. to 12 midnight, and 

on Smd.:-.y from 8:00 a.m. to 12 midnight. Programming includes a 'Jariety of 

formats, includL~g entertain~nt, school criented programs, general instruc­

tional ?rogramming, religious ?rograr.Jr.ling, and ne\ys. :Ie'..;s ?rogra;ns are the only
 

iJrograms that are broadcast live. ::\eel-to-reel tapes are the principal recording
 

/
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fo~at. Program length includes 15-, 20-, 30-, and 45-minute styles. 

The school-related broadcasts include two new programs each Neek, broad­

cast twice each, 50 that a total of rour school programs a~e broadcast each week. 

Other instructional programs are handled through the Educational Broadcasting 

rnit, which works in collaboration with specific ~linistries. 

Programs are broadcast in ~!andinka, (07olof, and :ula, as ~."ell as in English. 

Some 0 f the :r.os t popular themes have been self-reliance, current affairs, 

and agricultural inror:nat ion. Two interest j.ng program ~or.:lats ~'lhich seem 

to ;1ave become popular are "the letterbox," ",."hich broadcasts letters sent in by 

lis teners, and "I remember," an information program sharing t radit ionaJ. 

wisdom over the radio. 

At present, no system exists for evaluating pro~ram impact or establishing 

listernship patterns. Producers at Radio Gambia expressed particular interest 

in developing evaluat ion procedures to improve programming. 

B. PRI~"T 

Commercial pri~t facilities are limited to small format off-set. 

Supplies of paper and other printing materials are commonly ve~T scarce. 

There are government printing facilities in the ~inistries or Education, 

A~riculture, Infor:nat ior:, and Health. The :1inist r:' of Education seems 

to have one of the best equipped and operated systems. In a discussion ',."ith 

their representatives, it became clear that large demands on the ir ser'lices 

'Hould haVE: to be scheduled 'Nell in advance. 30th photography and graphic 

work are limited and skilled talent in these areas is scarce and overburdened. 
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VII. THE ~lARKETI:TG SYST£:l 

A. AVAILABILIrl A.'iD ATTITUDES TC\.JARD ORAL REHYDRATIO~ 

~1inistr:l of Health officials and others concerned '..lith the health sys­

tem consider oral rehydration the treat~ent of choice for dehydration result ­

ing from diarrhea in infants. As present, the policy is to supply a limited 

:1umber 0 f L;!ICEF packets, ~yhich contain glucose-elec trol:rte solution (GES) , 

to cli:1ics and dispensaries to be used there and to encourage the preparation 

of sugar and salt solution (SSS) for admi:1istration outside che clinics. 

Packet3 are :1ot sola, chere is no local facility for produci:1g them, nor is 

any contemplated. 

Peace Co!'?s volunteers, of ~yhom there are about 30 '..larking in health and 

nutrition, have been given rudioentary instruction in the preparation of SSS 

and are e:qJected to teach mothers i:1 Villages how to prepare and administer 

it. ;;e 'Jis ited t',vO volunteers b villages out3Ue (but close to) 3anj ul and 

talked at length ',vith a third. These volunteers had a limited unJersta:1ding 

0: the mechanism of action or OR ~,d were poorl:r equipped to deal intelligently 

with the exigencies of preparing OR fluid in the field: they did not under­

stand that both salt and sugar were necessar:'; and most i:npor~antly, they 

di~ not have a systematic method for ensuring appropriate preparation. 

3. :1A.RI~ET~lG SYST£:1 FOR ~fEDICI:'iES Ail:) TI;GREDIE~lTS 

In the one village we visited, we found both cube and granulated
 

sugar and salt at the local store. ;-ie ',vere told that both sugar and salt
 

are usuall:r 3'lailable in villages, but ',ve had no ',vay of checking this.
 

Dispensaries (,..hich are open full-ti:ne) a.,d clinics (',ihieh are staffed
 

('lnl:; one day a '"eek) are the major sources of medicine in the rural areas.
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:';e saw a.spirin in the local s tore ~ve visited, and presumably some other medi­

cines can be purchased either in stores or from local healers. :-le •..;ere told 

that: people •....ho visit a clinic expect: to be given either an injection or medi­

cine for home use, even t:hough they do not al~ays use the medicine the} 

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

diarrhea in infants. 

C. ~IARKETL'iG SYSTDI FOR FOODSTUFFS. 

Gambian rural society is organized around compounds which usually have 

from f~ve to thirty people. Each compound produces its own rood so that 

the entire rural population can be considered subsistence farmers. The mar­

keting system in the rural areas is poorly developed, except for stores ~hich 

are. for tie r:!ost part, run by ~·lauritanians. Stores co not stock fresh produce; 

:hey carry sugar, salt, cans of tomato paste, ovaltine, batteries, matches, 

etc. The ":narkets" in upriver towns typically have only spices and dried 

:ish. 

The year is divided into a growing season--July through October or ~lovember, 

coinciding with the rains--and a trading season from December to ~~rch. The 

early part of the ciro'..,ing season is known as the "hungry season" because 

stocks of food from the previous year have been depleted. During this time, 

the population as a whole, and babies in particular, often show a loss of 

'..;eight. Cropping patterns are not fi-xed; the choice of ·..,hich crops to grow 

and in what quantities is made by eacn compound. These patterns are described 

in " ..Hr1.-:an ?aners' I..abor Cse in the De'lelupment of Smallholder Agri':ulcure," 

by J.H. Cleave, 1974. 

VIII. LOCAL SLl'?ORT 

The ~linister of Health has his offices in the Central Bank 

\\)
I
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of rhe Gambia, a five-sto~: office building that houses most of the high-level 

governl'!1ent officials. The remainder of the ~1inistry of Health occupies an old 

a~: barracks that is ov~rcrowded, not because of the large number 

of employees, but because of the small size of the buildings. There is, in 

fact, a shortag'2 or both people and space. The ~linist~' is organizing a 

Health Education Unit that will be headed by one of the health inspectors, presumably 

a· man. Two \'lOmen have also be2n identified as potential health educators. 

\';e did not learn '....ho these people are. At least one a f these people 'ilill be 

a full-time counterpart for the project. 

T:1p. ~1inistr:1 has no office space available for the project. He discussed 

t~o options--renting space (which the project would pay for) or remodeling one 

or t'ilO of the garages that form part of the ~nist~' cOffi1J1.ex. The second alternative 

~"ould cost the project less over a c:"o-year period than the first and ~"ould 

be of substantial benefit to the ~inistry since they would inherit the offices 

Nhen the project leaves. This alternativp. also has the advantage of placing 

the ;Jroj ecL physically close to the ~1inist~'. The AID :'!ission has on its staff 

an architect ",ho 'ilill provide a cost estimate for the contemplated rerr.cdeling. 

The ~linistry is committed to using its influence in support of the proj ect, 

by providing access to decsion makers, by releasing extension 'ilorkers from 

their duties for trainin~ and orientation, by negotiating 'ilith other ministries 

'ilhere necessa~1 (for example, '.Jit:h the ~linistry of In':ormc:tion 'll .i Broadcasting), 

and by sponsoring training and ()Cher activities. They have access to some 

:aciliti es that could be used fer traininp: 'ilorkshops, although tiley themselves 

50metirIEs use 10c<l1. ho:-::.s in the off-season. (The tourist season is frem December 

to :larch.) Dr. Gowers estimated that a six-dry 'ilorkshop for 30 ?eople in 

3anjul would cost about S~,500. 

, ' 
\ ' 
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Good secretaries are not easy to find. Since business is conducted in 

English, all secretaries ~ill require some English. However, English capability 

does not seem to have penetrated ve~l deeply. (For example, many cab drivers 

in Banjul do not speak enough English to follow eirections.) Tony Funicello, 

?rogram officer, estimates that a good secretary will cost about $6,000 per 

year. 

Tnere are no computer facilities in The Gambia. It seems unlikely that 

'Ne can have :'-eypunching done locally, but it might be possible to .have it done 

in Dakar (although that would probably be too difficult to supervise). 

B.	 MISSION ST.TPPORT 

The ~!ission staff, Tom :!oser, the AID representative, and Tony Funicello, 

program of:icer, are enthusiastic about :he project and fully cooperated with us 

during our visit. EveD'one is committed to concluding the arrangements that 

~ill bring the project to The Gambia. 

The U.S. government does not yet have a bilateral aid agreement with the 

Government of The Gambia. Tnere Nas some reeling on the part of the Mission 

that they ~ould like to negotiate such an agreement before signing off on the 

present project. Furthermore, because the present personnel have never had a 

contractor ,..lOrking 'Nith them before, they do :lot have a ~'lission ?olic:, about 

the level 0 f support they are prepared to pro',ide. They plan to use this 

project as the occasion to develop such a policy. ~e suggested they should 

consider the Eollowing se~,ices: 

•	 Assisting with the importation of project goods. 

•	 Assisting Nith the importation of personal goods. 

•	 Pro',idbg ;Hivile ges . 

•	 Providing embassy :nedical care. 
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•	 Assisting ~ith local government transactions (for :xampl=, registering 
cars, obtaining insuranc~, drivers licenses, visas). 

•	 Assisting in the provis ion of housing for contractors. 

For direct hires and P:\SAs, the ~lission provides a furnished house 'Nith 

t:oiO refrigerators, two stoves, t~"o freezers, an air conditioner, and an 

auxiliary electric generator. (Last year the electricity ,,,as off for four 

ffionths, but ne~ generating facilities are being installed. We were told that 

the ?rese~t shortage is the result or inadequate ~aintenance of the e:usting 

generators; but, it is expected the new generators ~ill provide adequate 

electricity until they break do'~.) In addition, the :ti5sion provides a 24­

hour guard for each house. The :1ission is presently building houses for five, 

soon to arrive, agriculture experts. Their decision to build these houses 

~'laS :nade at a time when housi:13 'Nas in extremely short supply. At the moment, 

there are about a dozen houses available. Tom :~ser, the AID representative, 

volunteered to find housing for our staff ::Je:nbers and to help in negotiating 

acceptable leases. 

There is one school considered to be of adequate quality by the e:~atriate 

comm~~ity. Although some experience difficulties in getting their children 

acmitted, the Embassy is guaranteed two places at each grade level, ve~' few 

of 'Nhich are presently being used. 

Obtaining vehicles is difficult and expensive. The project will require 

a 'Naiver so that it can purchase non-U.S. vehicles, for sever.11 reasons: 

first, there are no repair facilities for Ameri-can cars; secondly, delive~, 

'..;ould t.Jke ~ine to t-..;elve months; and £ina11:" si:lce the :'linist~' of Health 

~yill inherit the 'lehicles ~"hen the project leaves, they are concerned that 

the 'lehiclo=s are compatible ,.,i:h their own fleet, '..;hich consists of Toyotas. 

:oIe asked many people about the ad'lisability of purchasing four-·..,heel drive 
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·Jehicles. The consensus seems to be t;,at there are a fe~v occasions ,vhen
 

it ~ould be useful to have a four-wheel dri~e vehicle, but on the whole,
 

a sturdy vehicle. ~vith good clearance, ',vould probably provide for our needs
 

better. The Toyota Land Cruiser was ~ecommended. They can be purchased in
 

Bar-jul for about 516,000.
 

There is a Bank of America affiliate, BICI, in Banjul, through which we
 

we could handle financial transactions.
 

C. GDIERAL Sl:PPORT CLI~'!ATE 

The Gambia government seems stable. (So did ~acaragua in i973.) 

Their attit~de see~ favorable toward foreign aid, in general, and Americans, 

in ?articular. The people were described to us repeatedly as friendly and 

easy to ~ork with. Living and working conditions are difficult to cope ~ith. 

The electricity frequently does not work, the telephone system is almost 

useless, the It!'lel of technical sophistication is quite low, and resources 

are scarce; howe'ler, food is available, there is a sizable ex-patriate 

cor.:muni ty (:::ostl:' British), and Dakar is not far away (for ',vhat it has to 

offer as an African countr;). The Gambia is quite accessible to the U.S., 

and the ~eaches are lovely. 

IX. I~ITE~IATIm'iAL ?~OG~'5 :nTH RELATED OBJECTIVES 

~e heard that there were many health and nutrition projects in the country, 

but it ~as difficult to get specific information on more than a few. The 

Catholic Relie f Service has organized day-care centers and is supplying them 

,vith food (including skim milk, ~vhich can be used in baby bottles, a practice 

t;,at is strongly opposed by the ~!CH). :~e met a L~ESCO consultant, 3ushra Jabre, 

',;ho had come to !~e Canbia to investi 63.te the ~easibilit:' of reinstatirl:; a 

?roject to use conrnunication strategies to disseminate health ~nd ~ut~ition 

bfor:nat ion, ',.,rh ich had been :,roposed e'lrlier but ne'/er i:nplemented. She ',vas 

quite concerned with overlap between the L~ESCO project and ours. She said 
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that the UNESCO proj ect was 3u?posed to develop a capability ~"ithin the 

:'1inistr:i of InforT.lation and 3roadcast to service all sectors I but ;:0 date 

the major stumbling block has been the unwillingness of the ~1inist~i of 

Health to relinquish control over its own programs. The program will 

use flipcharts and other low-cost print materials to train field '..;orkers 

in health and provide them with improved community educational materials. 

Videota;Je ·..;ill be used to train senior health '..;orkers and for community 

?romot ion. 

In 197~ to 1977, L~ESCO funded a harcware e:~erimentation ?roject which 

;novided mob ile vans equipped to 3 how fil::J.S. The service ·..;as apparently 

po?ular, 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

lation of t~e country. 

There have been preliminary disr.'-lssions bet·..;een ;Jersens in the ~-1inistrJ 

of Health and the \~nO concerning a :'iatiunal Diarrheal Disease Control 

Program. Persons in the :1inist~' are interested in considering the ;Jossi­

bilit: of a national program with a ;Jr.Jrarn coordinator and have invited 

~~nO consultants to come to 3anjul to discuss such a program. Two consultants 

are expected to arrive in Banj ul ·..;ithin the month. 
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~!ASS }!EDIA AND HEALTH PRACTICES PROJECT .:\GRED!E~1T 

1. INTRODUCTION 

~o general agreement now e:dsts bet~een AID and The Gambia. The ~lission 

Director, Tom :,{.os<!r, '.... ill negotiate such an agreement soon. 

I I. PROJ ECT DES CRIPT ION 

This project will cont~ibute to the overall health objectives of The Gambia 

b" : 

1. Promoting the adoption of practices among rural people which will alle­

viate the mst serious consequences of infant diarrhea and ·....hich ~"ill influence in£an: 

nutrition. This implies a strong <!mphasis on tHevention and treatment of infant 

diar~hea and includes advocacy of some oral sugar-electrolyte solution. 

2. Strengthening the health education system through the in-service t~aining
 

of health educators in the design, execution, and evaluation of ~2S3 communication
 

5y stems.
 

3. Producing a series of radio programs especially directed at =ural 

people concerning the treatment and ?revention of infant diarrhea. These programs 

will be supported by graphic materials and spec~fic training for health profession­

al5, health workers, and c"lmmunity volunteers. 

T:1e ?u17ose of this agreement is to assist Tne Gambian goven:nent develop a 

system and methodology for :he application of mass ~edia (especially radio and 

print :nedia) and face-to-face intervention to obtain the ·.... idespread adopt::'on of 

practices conducive to the treatment and prevention of infant and early childhood 

diarrhea among rural populat::'ons in less developed countr::'es. An i~ortant aspect 

of this program is the adoption and integration of long-te~ systematic communica­

tion planning and design procedures into the health ~ducation s:'5r:em of thE: Gambia. 

To ensure that the project's results are clearly understood and anal:,zed, a coor­

dinated but separate <!:fort at project evaluation ·.... ill ~e conducted d'lring the 

course of project acti·~ties. 
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III.	 PROJECT OBJECTIVES 

The objectives of this project in The Gambia are as follows: 

•	 Conduct a multi-media intervention ai~ed at the adoption of 3alutary 

health practices and the ?revention or infant and early childhood diarrhea. 

•	 Develop an educational system and methodolo~J for the use of mass 

media by training health professionals in health education. 

•	 Evaluate the process and impact of the mass media methodolo~J. 

IV.	 PROJECT EXECGTION 

The executin3 ~gents for this research and development project funded by 

AID	 ~ill be the Academy for Educational Development, as the Implementation Con­

tractor, and Stanford Cniversity, as the Evaluation Contractor. The Academy for 

Educational Development will hereinafter be referred to as the Academy and Stanford 

Gniversity as Stanford. The ~!inistry of Health, Labor, and Social ;.Jelfare, here­

inarter referred to as the ~nistrJ, 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 ~nistry 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 responsibility for the successful 

development of radio programs, tJrint materials, and face-to-face intervention 

systems. Stanford will bear principal responsibility for data collection and 

analysis (including field data), and reporting. The ~nistry 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 ~hose office will be in the United States and whose responsibility
 

r
 
; ) 
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~ill be the overall management of the implementation and evaluation of the 

project, respectively. Each of the agencies ~ill also provide one Project 

Coordinator in The Gambia. The Academy and Stanford di~ectors have the 

authority and responsibility for ehe final selection and/or termination of 

their personnel. 

The ~nistry 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. ~0se will be 

strengthened ~y the addition of other ~inistrl personnel as required. 

The ~ni ser::, the AcadeI:IY, and Stanford reserve the r:.gh t to report inade­

quacies to the respective authority and to request that corrective measures 

be taken ~hich ~ill promote the overall success of the project. 

The ~nistry of Health ·..;ill designate the :-ledical and Health Department 

as the executing agent. The Director of ~dical Services ·..;ill provide general 

project coordination and specific technical support for the health related 

project decisions, the training of health personnel, the formulation or r~dio 

programs, and the evaluation. 

The :-linistr:' ·..;ill request air-time required to .neet the broadcast schedule, 

deter::rined by the Academy and the :-linistr:' jointly. It is understood that this 

schedule ~ill be based upon results of the cocmunity resear~~ phase and ~ill 

be designed to reach the target population at those times 0: day ·...hich •...ill 

ensure m~dmum reception. 

V. PROJECT ACTIVITIES 

A. The following activities '...ill be conducted by the Academy and :-linistry 

counterparts: 

1. Design and execute a :ield investigation Nhicn ~ill focus on 

( (': 

') \ 
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community knowledge, beliefs, and actions related to infant diarrhea and identity 

contributory factors, such as cor.ununity :nedia habits and preferences, and health 'Horker 

syste:n and training. This investigation '.vill include structured q,uesL i.onnaires, 

individual and group intervi~.vs, and personal observations at both national 

and ~ornmuni~J levels. It 'iJill be used to determine basic target population 

characteristics, environmental situations, radio message and graphic :naterial 

content, broadcast times, health system involvement in the campaign, and problem 

~agnitude. This investigation is e:~ected to last for nine :nonths prior to 

co~nce~ent of the program. 

2. Determine health ad'nce to be advocated by the campaign along with 

a specific plan for acquiring, distributing, and monitoring the resources 

: pre;:>ackaged	 elect rolyte so lut ion, home-mix ingredients, cli:lic contact, 

health worker visits, etc.) needed to make that ad'nce practical. 

3. Produce pilot materials (sample radio programs, draft graphic 

::laterials, and preliminar:' training des igns) for pilot testing with represen­

tative ~mbers of the target population. 

4. Pilot test draft campaign materials 'iJith representative ~mbers 

or the target population, using both indi'ndual 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 health personnel, i:lcluding orientation of health 'iJorkers, 

distribute materials to decentralized d~stribution points, schedule radio 

broadcasts, and develop a plan to monitor campai,sn iill!Jle!!lent.:~ :"on. 

3. Imple:nent car:rpaign acti'nties, including t:::'ansll'ission of radio 

programs: dlstribut:"on and ?lace~ent of graphic materials, contact bet'iJeen 

, 
! 

1" 
I J 

l / 
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health workers and target population, and monitoring of all campaign elements, 

which t,lill indudc2 o:=ducational, envi,ronmental change, and treatment aspects. 

9. The proj ect T,Till sponsor 3emiannual revi~v meetings of ?roj ect 

activities, tvhic.1: T,o/ill incluce participants or The Gambian government. AID, 

and the contractors. Project coordinators will be responsible for calling 

and	 documenting the meeting. 

Follmving the completion of campaign activities, the Academy T.vill develop 

and publish a training manual detailing the processes used to develop and execute 

the nass communication campaign. The ~nist~J will collaborate with this 

effort through active participation in the manual's development. The ~finistry 

reserves the rights to use this document without prior authorization from AID. 

3. The following activities will be conducted by Stanford and ~finistrJ 

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, t~ain, and employ local interviewers, data collectors, 

data coders, and transcribers. 

4. Car~l out data collection before, during, and after the implemen­

tation phase of the project, using such methodologies as: 

a.	 Knowl~~ge, attitude, and practice surveys; 

b.	 In-depth intervietvs of audience members, local leaders, and 

go vernment personnel; 

c.	 Anthropometric ~easureoents of children; and 

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

,
 

\.,r " ",f'
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J, Analyze and report on project results and findings, including pro­


cess and impact assessrrent, ~ethodolo~l development, and co~t-effectiveness.
 

6. Participate in project info~ation dissemination activities, 

both during and after project completion. 

VI. RESPONS IBILITIES OF THE PARTIES 

A. .~D hereby agrees to car~1 out its responsibilities in support of this
 

project by pro'nding the following through two separate contracts with the
 

Acade~, and with Stanford;
 

1. Two senior staff members in the United States who will serve as
 

International Projer::t Directors.
 

2. Two full-time advisors in The Gambia; one will have responsibilities
 

for evaluation,and one will have responsibilities for i~lementation. These
 

advisors ~ill be in-count~1 for 24 months.
 

3. T~o ~dical consulcants 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 ~ni~um of three counterpart
 

personnel, including on-the-job training of additional ?ersonnel at the request
 

of the Xinistry.
 

5. Provide funds to support short-ter.n seminars for health personnel
 

in the region of the project.
 

6. Provide all costs of radio and graphic materials developm:!nt, repro­


duction, and distribut ion, except those provided by che :·!inistry.
 

;. Provide all materials and supplies as needed for developm:!nt 0 f pro­

ject components and project administration.
 

8. Subcontract ~ith local institutions for specific ~roduction services
 

and material needs, as necessat7.
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9. Provide all necessary office machines, beyond t~ose provided by 

the :linistry. 

10. Provide radio receivers and tape racorders, 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 :he project, 

including insurance, fuel/oil, and maintenance during the life of the agreement; 

one vehicle will be ~aged by the Academy, and the other will be ~aged by 

Stanford. Ownership of these vehicles and all project equipment and materials 

revert to the C-0vernment of The Gambia upon ter:nination or the project. 

12. Pay for telephone and postage costs. 

13. Employ local personnel, as needed, for administration and technical 

development 0 f the proj ect. 

14. Cooperate \.;ith the llinist ry of Heal th by providing technical ass is­

tance for the design or a long-term national production system for oral electrolyte 

solutions. 

15. ~ke available to the Minist~' all data collected in The Gambia, as 

requested. 

B. The llinist~J hereby agrees to carry out its responsibilities in support 

of this project by providing the following: 

1. Establishment of this project as a national priority of the :linistry 

of Health. 

2. Public support and endorsement of the ?roject and the healt~ objectives 

being advocated. 

3. One full-ti~ and one part-time counterpart. 

~. Assistance in locating office space, including utilities, iUt~iture, 

and telephone lines. 



8,1-8 

3. Access to health clinics and health personnel, includL~g sponso:­

shi?, e:·:clusive of financing of :r.eecings a,d ~'eminars, ~·;i::h che nacional medi.:al 

community. 

6. Release time necessary for health personnel to participate in 

training programs. 

7. Access to rural communities for the purposes of conducting the
 

developmencal investigation and ::he formative and summative evaluation proce­

dures.
 

8. Assistance in using other government printing facilities as
 

necessary and poss ible.
 

9. Arrange~ents for duty-free clearance, in accordance with the general 

agree~.ent bet,..een che t',.,o gover.lments, for all materials and goocis for the project 

and for the Academy and Stanford personnel. 

10. Permission to collect regular systematic data as deemed necessary
 

to complece project responsibilities.
 

11. Info~ation on new national acti'nty in the project region which
 

might influence diarrheal disease and/or related measures of health status or
 

beha'nor during the life of the project.
 

12. Timely permission to use and publish materials a~d reports developed 

during the project outside The Gambia, after approval by the Director of ~edical 

Services. 

13. Assistance in acquiring air-time required to meet the broadcast
 

schedule recommended after completion of the field investigacion.
 

VII . CO:;CLL1H~jG SV.T::~·!E~T 

I~1 :';I'I':ESS T:-lEREOF, the parties hereto have caused this agreement to 

be executed by their duly-authorized representatives in 3anj u:, on this day. 
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THE REPtrnUC 
.1 

Medical & Health J~~~rt~ent
GEN/113E 

Banjul.;:\ef. . ...•...... 

15 .Ju1:' 1980 

H.\SS (·iSDIA EZALTH PR.fl.CTIC2S ;::;:O·-:;CT 

We fully recognise the 90tenti~: 0enef1ts 
or'" co" _.,.'a .....ora+l·.,.,L • Uco t'l..~ J • - ~ _ ••_ ~bov,::l-n~""'C1··:oJ "~,-. J. 1 the - • - • 

proJt:!c",. ... sponsored' A--/'/',' ash·......In::. ·...on. \ "'t.,,:;y' 1lJ . ,: ... er 
a detailed review of the project we ~~n3ies~ 
it consistent with our o~m Drinci~le3 ~f 
Primary Health Care. - -

We there~ore suggest further 0f:i~ial 
negotiation to produce a formal proje':t 
agreement betHeen The Gallcia G?vern'~e'1-: anj 
USAID. \O{e require adeq'.1a te time t·'J 't!r:1:"k 
oU't the detail s of this '01:"0 t;:'r=..rn~e ::a.n/:: 
suXgest the USAID mission i; the Ganr.,i·;!. be 
empowered to negotiate the final aI~~g~ent. 

A~~~{~ 
DIRECTOR OF HEDICAL SERVICES 

Dr Tom i1oser, 
USAID Director 
American Embassy 
Banjul. cc. Per. Sec., '!£i:1 ':>f Health 

e":'Js/ 
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Mor~u1ity 

Table 1 

Rate Per 1000 ilirths 
.;. 

1951-1975 

in Keneba 

Years 

1951-55 

1956-60 

1961-65 

1966-70 

1971-75 

Infants «12 

245 

231 

309 

298 

174 

r.w ) 1-4 Year-Old Children 

83 

101 

105 

1'24 

109 

Provided by Dr. I. McGregor 

r / , 
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Table 2
 

Seasonal Variation in Infant ~lortality Rate pe~ 1000 Births in Keneba
 

~,Ionths Infant ~Iortality, Rate 

November-January 260
 

February-April 175
 

~.fay-July 179
 

August-October 378
 



B,3-3 

Ta.ble 3
 

Incidence of Reported Visits for Diarrhea by Division
 

The Gambia, 1979 

Division PODulation 

Reported Visits 
For Dysentery 
And Diarrhea 

Reported :Jiarrhea 
Visits Per 

1000 PODulation 

Ba.njul 46,313 8,033 173 

Karnbo St. ~Ia.r'l 46,534 907 19 

:'/es ter"':1 Oi'/. 107,598 8,907 33 

LO'.... er Ri'/er Di'l. 50,182 4,173 83 

~.JcCa.rthy Island 120,471 11,274 94 

~lor:h 3ank Div. 110,406 5,:) .J 43 

Upper Ri'le: ­ Di'l. 101,371 4,150 41 

Tota.1 599,878 34,962 58 

t 

\pl 
, ~' 

l 
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LIST OF PUBLICATIC~;S FRO~I THE
 
~IEDIC.\L RESEARCH COill\CIL, THE GAl·IBlA
 

Barrell, R. :\. E. and ROHland, ~.1. G. ~.1. Infan~ foods as a potential source of 
diarrhodal illness in rural West Africa. Transactions of the Royal Society 
of Tropical ~ledicine and Hygiene. 73:1:85-89, 1979. 

Ba:::-rell, R. A. E. and ROHland, 1,1. G. :.1. The relationship bet'.-jeen rain:all and 
\'Ie 11 water pollution in a I'/est African (Gambian) vi llage. J. Hyg., Camb . 

. 33:143-150, 1979. 

Rmiland, ~1. G. :.1., Bar:::-e11 , R. A. E, and \'ihite head, R. G. The \'Jeanling's 
dilemma: Bacterial contamination in traditional Ga':lbian ','leaning :oods. 
Lancet, pp. 136-133, 1930. 

Rowland, ~.1. G. >1. and >!cCollwn, J. P. K. )·Ialnutri tion :lnd gastroenteritis in 
The Gambi.a. T::ansactions of the Royal Society of Tropical 1·1edicine and 
Hygiene. 71:199-203, 1977. 

ROI.land, ~'1. G. ~.I., Cob, T. J. and Whitehead, R. G. A quantitative study into 
the role of in:ection in determining nutritional status in Gamhian village 
children. Br. J. ~utr. 37:441-450, 1977. 

Watkinson, ~., Lloyd-Evans, ~. and Watkinson, A. TI13 use of oral glucose 
electrolyte solution prepared Hith untrea:ed ~ell water in acute non-specific 
childhood ~iarrhoea. Transactions of the Royal Society of Tropical 
~'Iedidne anJ Hygien~ (in press, see Appendix F). 

\'mitehead, R. G. Some quantitative considerations of importance to the i~prove­
ment or the nutritional status of ~ral children. Proc. R. Soc. Lund. 
199: 49-60, 19'i7. 

\'lhitehead, K. G., Hutton, I!., ~Iuller, E., Rowland, ~1. G. ~I.. Prentice, ,-\. /.1., 
apd P2.ul, A. Factors influencing lactation perfor.nance in rural Gambian 
mothers. Lancet, pp. 173-131, 1973. 
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Answers to Commonly-Asked Questions about Infant Diarrhea 
and Oral Rehydration Therapy 

Dr.	 Robert E. Black 
July 1980 

1.	 \~y do children die from diarrhea? 

Diarrhea, particularly in children under five, often leads to excessive 
loss of 'Nater and salts from the body. This drying out or dehydration is 
~hat causes death. If dehydration can be prevented, episodes of diarrhea 
'Nill almost abJays end 'Nithin less than a 'Neek. 

2.	 Will plain water rehydrate a child? 

If a child is moderately or severely dehydrated, the answer is ~lo. Studies 
show that during diarrhea the intestine cannot absorb either plain water or 
water and salt. However, when sugar is added the intestine becomes ~ble to 
absorb both the water and the salt. Thus, a rllxture or water, salt, and sugar 
is the si~Dlest fo~ula that can be called an oral rehydration therapy solu­
t ion. 

3.	 ~~at should oral rehydration solution contain? 

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

A rehydration solution is prepared from a L~ICEF ?acket by dissolVing the 
contents in one liter of water. If packets are not available, a solution can 
be prepared with sucrose (~omrnon sugar) and sodium chloride (table salt). This 
solution, if prepared and administered correctly, should prevent or correct 
dehydration. 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 'Nhenever sugar and salt solutions 
are used. These f00ds should be gi~en as soon as ?ossible after rehydration 
is started. 

4.	 How important is the amount of sU3ar and salt in the solutiJn? 

Very imoortant. Solutions that contain too little sugar or salt :nay be 
inef:ective, ',;hil'2 solutions that are toe concentrated may be dangerous. The 
q'lantities of sugar and salt and the volume of water used to ;Jrepare the solution 
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should be measured as accurately as possible. If the solution is prepared using 
the complete mnCEF 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, t~ese ingre­
dients, as ',.,ell as l:he volume of \Vater, must be accurately measured. 

Accurate ~£asuring can be a problem in the field where standard ~easures 

are not available. A method appropriate to the location must be worked out 
in each case. ~~e 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, t~at accurate measurement is very important which can 
critically affect the usefulness of the solution. 

5. ~'1nat if you don't have sugar and salt? 

An effective oral therapy solution contains at least salt, sugar, and ',.,ater, 
in the correct proportions. ~ever give a child with diarrhea a sulution con­
tainir.g only water and salt. Too much salt can be very dangerous. 

If you 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? 

~o. 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 
have. 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 rhp' solution. 

7. ~fuen does a baby 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 discern­. . 
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? 

rne amount of oral rehydration therapy solution administered should var: 
depending on the amount of stool being lost and the child's weight. A child 
one- to t',vo-years-old T,.,ith moderately, se';ere ·,.,ater:' diarrhea may need to take 
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one liter (approximately five glasses) or solution in 24 hours to replace stool
 
losses. Cnildren with excessive stool losses may require more solution while
 
children with mild diarrhea may need less. Although ma~y mothers feel that
 
their children cannot drink as much as one liter a day, our experience has been
 
that a dehydrated child will accept, and should be given, this much.
 

9. Hhar 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 e:<:perience 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; alower administration usually avoids this problem. This is something
 
you may '.vant to mention to mothers as YOlt teach them to use oral therapy at
 
home.
 

10. How e:fective is oral therapy? 

Ybre 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 effectiveness 
or compli~ations. The children who do not become less dehydrated afcer treatment 
with sugar/salt solution should be referred to a health center for additional 
treatment. ~~ny of these initial failures can still be effectively treated 
'.vith the complete formula in packets under rore supervised conditions. .-\ fe'N 
children will need treatment with intravenous fluids. 

11. Does oral rehydration therapy cure diarrhea? 

~lo. Oral therapy does not stop diarrhea or even reduce the number or 'lolume 
of diarrhe~l stools. It does keep children from dying until their bodies' de­
fense ~chanisms can fight and eliminate the infection that is causing diarrhea. 

l.~. '..mat should infants and children eat during periods of diarrhea? 

It is verI important that children continue to eat during diarrhea. oreast­
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 soit, easily digested foods, shculd also be given if tolerated by 
the child. For a week after the illness, the c~ild should be given e:tt~a food 
to make up for food not eaten during the illness. 

'\\
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Study ~rumber 

:!ass Hedia and Health Practices Project
~tle of Study 

~illiam A. SmithlIne 0 f Prlnci pal Inves ti gato r 

I

bI!\!
I

1!.i~ 

'" Iti" I{Z> 

'r.'1e protoco! and t.'1e abstract su:nrnarJ a:-e consistent on issues relating to the pro­
tec~ of hut!la.."l suhjects. Yes"/ ~o If no, p!ease comment. 

The study presents: no risk ~; minimal risk --' more than minimal risk --'
 
hiJo risk . Briefly comment:.
 

Does this protoco! involve any s?ecial or ~~nerable SUDJeCL.~ i.n the st udy population 
(e. g., minors, prisoners, mentally disabled, fetuses)? 'les ~io '" Ii .'les , 
i3 the protocol acceptable policy for this special g:::oup? 'les ~o If no, 
briefl:r COTi:IIlent. 

~e protoco! adequately addresses the risk/benefit balance. Yes ~ No 
If no, briefly comment. 

~e protocol includes an adequate disclosure and/or consent statement. 'les :f/# ~ 
~io If no, briefly comment. 

\ 

The pro taco 1 includes an adeq uate process fa r ass uri:1g that: consent is '101 t:nt: a =:r •
 
'!es / ~o If :10, bri2fly comment.
 

~e ?rot~col inc~udes ace~uate 

~Tc !f :10, briefly cot:mlent:. 
procecures confidentialic:r. 
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Other COIments: 

Cleek RecolLlIOOndat ion: 
One 

/ .... Appro'lIe protocol as submitted • 

2.	 Approve P~'otocol, 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 revisicns are acceptable to the Committee revi&Ner, the status 
of the application will be changed to 1 or 2 above as appropriate. 

b.	 Require significant modification of the protocol before approval 
(specir/): ~odification must be reviewad and approved by the full 

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

c.	 Request inuestigator to discuss problems T",ith Cu!llIili.t:tee or with 
designated subcommittee. 

4.	 P~ject the protocol; Explain. 

Signat ure a f ~evie'.oJe.~	 Date 
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TEL.EPHCN E; I 2021 8 e Z· 1900 

I ~ S TIT	 UTI 0 ~ A L REV I :: :~ 3 0 A R D 

REVIEf..IER 1 S t' 0 R ~1 

Teams fl9 and til 0 
Study Number 

Mass	 Hedia and Heal th Practices Proj ect 
itle of Study
 

ame of Principal Investigator William A. Smith
 

Ruth Faden 6/27/80
viewed by	 Date 

IL.	 The protocol and t~e abstract s~rJ are consistent on issues relating to the pro­
tection of human subjects. Yes X No If no, pl~~se comment. 

The	 study presents: no risk __; minimal risk X than mini!I1al--' more	 risk -' high rif'k Briefly comment . 

.,. Does this protocol involve any special or '~nerable subjects in the study populatic~ 

(e.g., minors, prisoners, mentally disabled, fetuses)? Yes ~o X I: :,es, 
i3 t~e protocol acceptable policy for this special group? Yes ~o ~~ no, 
brte£1y comment. 

~.	 The protocol adequately addresses the risk/benefit balance. Yes X ::10 
If no, briefly comment. 

xThe	 protocol includes an adequate disclosure and/or consent statement. Yes~ . 
::10 • If no, briefly comment. 

The pro toco 1 includes an adequate process fo r assuring t~at consent is vol tmtar:'. 
Yes..!- ~o If no, briefl:! comment. 

~. ~e protocol incl~des adequate procedures for sa:eguarding confidentiality. Yes X 
~o I: no, briefly comment. 

( 
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Ot~er Cot:Iments: 

C1eck Recommendation: 
One 

x 1. Approve pro toco 1 as submi tted. 

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 conti~gent on t~e followi~g ninor =e~~sions 

(specif-f) : 

If the revisions are acceptable to the Committee re,ne.o1er, the status 
of the ap~lication 'Jill be changed to 1 or 2 above as appropriate. 

b.	 Require significant modification of the protocol before approval 
(specif-/): ~di£ication must be :evia".o1ed and approved by the full 
committee before the status of the application can be ~~anged to 1 
or 2 abov,= as approp riate. 

c.	 Req~st investigator to discuss problems with Co~ttee or with 
desi60ated subcommittee. 

4.	 ?£ject the protocol: ~lai~. 

--'.' I 
-.,	 '" ". II'	 r II .-7f_I'''-l "r .__·,cCr.'.

i 

Signature of Re,ne·,.;rer	 Date 
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TEL.E,.HONE: ,;:021 86';:·1900 

INS TIT UTI a ~ A L B a A R D r 
FOR ~ 

r 

Study ~umber 
r 

[tle of Study ~ss ~edia and Health Practices
 

l~ of P~ncip~ Investigator ~~~W~i~1~1~1~·~~~A~.~S~m~i~t~h~~~~~~~~~~~~~~~~~~~~_
 

. e'.Ned by Gayla A. Kraetsch Julv 7, 1980 

The 'pro tocol and th e abst ract s ummarJ are consisten t on issues relating to the pro­
tection of human subjects. Yes X ~o If no, please comment. 

The study presents: no ~5k .2._; minimal risk __; more than miniI:lal risk --' hi gh ~sk __. B~e fly commen t.
 

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

roes this prococol in~lol'le any special or vulnerable subjects in the study population 
(e. g., minors, prisoners, mentally disabled, fetuses)? Yes ~o~. If yes, 

-;:is the protocol acceptable policy for this special group? Yes ~o 1_ no, 
briefly comment. 

The protocol adequately addresses the ~sk/benefit balance. Yes X ~o 

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 state~nt. Yes _x_ 
No If no, briefly comment. 

The prococol includes an adequate process for assuring that consent is volunta~J. 

Yes X ~o If no, briefly comment. 

The pro to col includes adequate procedures for safeguarding confidentiali t7. 'les :{ 
~o __ If no, briefly comment. 
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Other C0r:men ts : 

<::l eck ?ecormnendat iJn: 
One 

1.	 Approve protocol as subtrltted. 

2.	 Appro'l!! protocol t research instruments to be submitted for Col:lIlittee 
review prior to initiating direct contact ~ith human subjects. 

3.	 ~fer action: 

a.	 Conditional a?pro',al contingent on the :ollo·..ling :linor re'risions 
(specify) : 

If the rev1.S:'ons are acceptable to the Co:m:ni.ctee revier",er, the status 
of the application will be changed to 1 or 2 above as appropriate. 

b.	 Require significant modification of :::he protocol before approval 
(speci~,): Y~dification must be re'ri~",ed and approved by the full 
committee before the status or the application can be ~~anged to 1 
or 2 above as appropriate. 

c.	 Request investigator to discuss problems with Co~ttee or ~ith 

designated subcowmitt:ee. 

~.	 ?£ject the protocol: ~lain. 

.I 
/! 

....... -~	 Jul·, 7! 1980
 
/ -	 ,

Sigr:ature of ?evie'",er	 Date 

Gayla A. Kraetsch 
Senior Program Officer 

\
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TELEPHONE: «ZOZ) 86Z-I900 

INS TIT	 UTI 0 N A L REVIElol BOA R D 

REV I EWE R 1 S FOR M 

Study Number 

Title of Study' ~ ~ "'~:....;;.;:.::;=....::G~~~tlL;;;;.:£~ _ 
Name of Principal Investigator ~~~~~~.~'~_Jf,~~~~'~ __ 
Reviewed by ~..	 ~, If/d__	 Date 

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

,­

2. The study presents: no risk v-; minimal risk __; more than minimal risk •--' high risk ,Briefly comment. 

3.	 Does this protocol involve any special or vulnerable subjects in the ~dy 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 ~ No 
If no, briefly comment. 

Yes t.,.//5.	 The protocol includes an adequate disclosure and/or consent statement. 
No If no, briefly comment. 

6.	 The protg~ol includes an adequate process for assuring that consent is voluntary. 
Yes ~ No If no, briefly comment. 

7.	 The protocol includes adequate procedures for safeguarding confidentiality, Yes 
No If no, briefly COlllIIlent. 
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Other Commen ts : 

(beck Recommendation: 
One 

1.	 Approve I'7otocol 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): Modifkatio:l 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 d:f.scuss problems with Comrdttee or with 
designated subcommittee. 

4.	 Reject the protocol: Explain. 

Signature of Reviewer 
I. 

Dat::e 

('I­
I ~ 
i \ 
I 
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ACADEMY FOR EOUCATIONAL DEVELOPMENT. INC. 

1414 TWENTY·SECONO STREET. N 'N .• W ...SHINCiTON. ::J.e. 20037 

TELEPHONE: (::0::1 862·1900 

I ~	 S TIT U T ~ 0 ~ A L REV IE:'; BOA R L) 

REV I E ~ E R ' S =- a R ~ 

Study ~umb er 

itle of Study /)10 S5 
----.;.......;.;;...;~-.::.....;..~---:......:.~...:..-:..;.,:;,..:..:.-;.=.::::.....-..it..:-...:;:r::......>.:a-----------

ame	 of Principal Investigator \H1liam A Smith 
------~---------------------

vi i?,o1ed by _~.J;;;:.o,:;;;.e~l_T..=..,:;;;.e~i~t,:;;;.e~lb~at~lm~	 Date J u1v 10, 1980 

...	 The prococol and the abstract SI!:mnay:r are consiscent on i3sues relating to the pro'" 
tection of hu~ subjects. Yes __ No If no, please comment._~

The study presents: no risk ; minimal risk ~re than ~nimal risk __~_; 
high risk Briefly comment. 

Coes chi3 protocol involve any special or vulnerable subject3 irthe study populacicr: 
(e.g., :ni:.1ors, prisoners, mentally cll3abled, fetuses)? Yes V ~ ~.: yes, 
is :he protocol acce?table policy for chis special group? Yes v/ ~o If no, 
J rie fly commen c. - ­

~.	 !he protocol adequa:ely addressas the risk/benefic balance. Yes / No 
If no, bric'!fly comcent. 

~ .	 The protocol includes an adeqcate disclosure and/or consent statement. Yes 
~o If no, briefly comment. 

~ .	 The protocol includes an adequate process for assuring that cor~enc is 'lolunta~J. 

Y:s V ~lo If no, briefly comment. 

~i . The ?rotocol incluc.es ac.equate procec.ures for safeguarding coniidentiali:7. 'Ces 

~ro If :1.0, b rie fl:r commen t. 
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Other Comments: 

G'leck Recommendat ion: 
One 

1. Appro'/e protocol 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 Qinor revisions 
(specify) : 

If the reVLSlons are accepta! Ie to the Committee re'n~Ner, the status 
or the application will be changed to 1 or 2 above as appropriate. 

b.	 Require significant modification of the pr.otocol before approval 
(specify): Modification must be revie"....ed and ~pproved 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 subcommittee. 

4.	 Reject the protocol: ~~lain. 

Date 


