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INTRODUCTION

This document is one of a series of reports prepared by the Academy for
Educational Development, Inc. under its Mass Media and Health Practices Project
contract with the United States Agency for International Development. It re—
presents the results of a six-month field investigation in The Gambia and draws
upon information detailed in several of the previous documents in this series.
To avoid restating much of what has already been written, the author will
. make frequent references to several earlier documents in the series. The full
series includes:

Document #1 ° Scope of Work - Technical Proposal -

Document #2 Contract Scope of Work

Document #3 Semiannual Report No. 1

Document #4 Project Agreement with Honduras

Document #5 Semiannual Report No. 2

Document {6 Honduras Target Region Selection Process

Document f#7 Semiannual Report No. 3

Document #8 Principal Health Considerations -
Document #9 Developmental Investigation Protocol

Document {#10 Institutional Review Board

Document #11 Honduras Regional Background Paper

Document #12 Description of Field Investigation Activity: Honduras
Document #13 Communication 2nd Development

Document #14 Results of Honduras Field Investigation

Document #15 Implementation Plan: Honduras

Document if16 Semiannual Report No. &

Document {#17 Semiannual Report No. 5 -

Document #18 Semiannual Report No. 6

Document #19 Implementation Plan: The Gambia

Field Hotesfl Packets: Do Visual Instructions Make ;3 Difference?
Field Notes#2 Packets: More Questions and Few New Answers

Field Notes#3  The ORT Poster: Something Specizl for the Professionals
Field NWotes#4  Selecting Campaion Message

Field Notesf##5 Building a Network of Effectiwve Providers




CAMPAIGN SUMMARY

I. THE PROBLEM

The Gambia reports that gastroentericis and malnutricion
account for 21.3% of all deaths in children under five years old
in Banjul when health statisties are most reliable. It is
estimated that rural areas of the country experience comparable
or more serious mortality rates due to the same two causes. This
represents, the most significant cause of death for children of
this age group. Existing prevention and treatment methods vary
widely within the country and are generally considered inadequate
to meet the problem,

II. COMMUNICATIOR OGBJECTIVES

A. Substantially reduce the number of deaths among

children below the age of five from diarrhezl
dehydration.

Bs Establish one sugar/salt rehydration regimen as a
standard for village-based prevention of
dehydration.

€. Differentiate the village level management of
diarrheal disease to meet the seasonal
characteristics of the wet and dry season
diarrhea/malnutrition complex.

D. Establish a regular faeces clean-up campaign
within a significant number of rural family

compounds.

IIT. AUDIERCE DEFINITIOR

A. Tee primary audience is ruvral mothers,
grandmothers and older female siblings of children
under five. '

B. The secondary audience includes Rural Health
Inspectors, Community Health Nurses, Health Peace
Gorps Volunteers, Leprosy Iaspectors, Maternal
GChild Health teams, and Primary Health Care
Workers.

C. A tertiary audience includes general physiciams,
dresser/dispensers,- local leaders (zlkalos) and
rural fathers of children uander five,
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Iv. COMMUNICATION STRATEGIES

A. Teach the primary audience:

1. To properly mix the simple sugar/salt
rehydration solution (S8/8).

2. To administer the solution causually aleng
with breast milk and adult foods during
episodes of wet season diarrhea,

3. To administer the solutior intensively along

with breast milk during episodes of dry season
diarrhea,

4. To seek outside assistance 1f the child shows
signs of listlessness and/or dark sunken eves.

5. To identify one member of the family to
regularly clean up human and animal faeces
v from the family compound floor.

B+ Teach secondary audience:

Ll

. 1. To properly mix and administer S/S rehydration
solution.

2. To properly manage moderate and severe
dehydration in the health c¢enters using UNICEF
packets.

C. Motivate the tertiary audience:

To support and pralse mothers who properly use S§/S
solution for diarrhea.

V. MESSAGE TONE

The tone of the campaign will be serious and straight
forward promoting a remedy, the basics of which is built upon
existing widespread recognition and concern over "dryness™ in
small children; offering a potentially powerful preventionm for
such "dryness." 5/S will be presented as part of a couplete
"diet for dryness" which includes specialized feeding and
continued breastfeeding.

VI.. EXECUTION

Radio, print, and health worker training will be combined
to provide the same message over multiple channels. Radio spots,
mini-programs and magazine format radio programming will deliver
a seasonally structured series of messages. A nationmal rural
lottery which uses radio to teach the audience how to use a
color-coded mixing flyer will be the central element in a2 program
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to teach 8/S mixing to rural women. This will be strengthened by
trained Traditional Birth Attendants (TBA) in a significant
percentage of rural villages. These TBA's will provide back-up
support to mothers in remembering and applying S/S therapy.
Simultaneously, UNICEF packet rehydration will be introduced at
the rural health center level as the preferred treatment for
moderate and severs dehydration. Also simultaneously, a faeces
clean-up campaign relying heavily on radio will be conducted to
link the concept of cleanliness during prayer, advocated by
Islamic principles, to the need to maintain the flocr of the
family compound as a clean place upon which to pray.



SECTION I

PROJECT OVERVIEW

A. PROJECT OBJECTIVES

_ On September 30, 1978, the Academy for Educational
Development, Inc. was contracted by the United States Agency for
International Development (USAID) to implement a five-year mass
communication project. The project, which is a joint initiative
of the Office of Education and Office of Health within the USAID
Development Support Bureau, seeks to develop a methodology for
the application of mass communication to the prevention and
treatment of acute infant diarrhez in the rural areas of two
developing countries. The long-term development goal of the
project is to strengthen the health education capacity of the
cooperating Ministries of Health. The owerall project is divided
into three sequential phases: Phase One - a public education
*campaign in each of the two host countries using radio, graphic
material, and face-to-face support; Phase Two - an analysis of
project results; and Phase Three - dissemination of those results
to the world community of development communication
professionals. Stanford University was contracteé by AID to
simultaneously evaluate the project.

B. PROJECT ADMINISTRATION AND OPERATICN IN THE GAMBIA

The field project in The Gambia is a two-year portiocm of ths
overall Mass Media and Health Practices (MM&HP) project, which
includes a 3% - month intervention in Honduras as well. The
Gambia activity is subdivided into two distinct activities: a
six-month pre-program ressarch activity and the actual execucicn,
monitoring, and revision of the public education campaign. The
project has modest financial resources to develop ané produce the
radio, graphic, and in-service training materials reguired. The
MM&HEP prcject also provides one expatriate technical assistan® to
the Hzalth Education Unit of the Medical and Healch Department.

The Gambian Ministry of Health (MOH) provides omne full-
counterpart and office space, and the amational radic system
covering all Droadecast costs. A coordinating committee has
established by the Ministry to review project zctivities and
ensure that the project is  consistent with the Governmanti's
overall health pricrities. r. Philip Gowers, Medical Officer cof
Health, has been identified as the program's principal
supervisor,
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c. PRINCIPAL COMPONENTS

The MM&HP project has three priacipal components: the
specific health problem, a defined set of basic imnstructional
tools, and a systa2matic instructiomal development procass. _Each
of thesz e2lements contributes to the overall organization of Ethe
health campaign and is reflected in this implementation plan,

The health problem being addressad involves both prevention
and treatmant behaviors associated with acute infant diarrhea ia
primarily rural areas. The range of appropriate treatment
behaviors is relatively small, and there remains a sigunificant
controversy among medical experts as to the exact way in which
these few treatment altermatives should be promoted at the rurzl
community lavel. The MMG&HP project in The Gambia will seek to
reduce infant mortality by promoting UNICEF~packazgad oral
rehydration therapy (ORT) throuzh existiag health facilitias,
early administration of a home-mix S$/S rehydration solution in
the home. '

and

The selection of pravention behaviors presents a somewhat
different problem. There are so many potential sources of
contamination in a rural community that the number of necessary
intervention points 1s overwhelming. The problem is compoundad
by a general skepticism that health education alone is sufficient
to convince rural pecple to make the kind and number of changes
needed to produces any measurable reduction in diartheal
morbidity. Project staff have determined that one key prevention
behavior should- be included however, because it provides an
opportunity to investigate media's potential to affesct a behavior
which is o0f special iateresc to the health communicy. A faacas
clean-up campaign within family compounds has been selected as
one behavior susceptible to influence by the proposed public
aducation campaign. We bailieve that if the project is able to
demonstrate that this critical behavior has been changed by thne
program, even in the absence, of any demonstrated reduction in
diarrheal morbidity, the project will have made an important
contribution to health education.

The basic instructional tools, as defianed in the project
contract, include radio combined with graphi¢ matarials and some
face-to-face support of health workers and local opinion
leaders. Radio will be emphasized becauses of its capacity to
reach large audiences efficiently. In The Gambia this emphasis
is consistent with the existing rural cowmmunication system and
the MOH's own health education priorities.

The instructional development *process ralies upom past
experience in mass communication and combines systematic pre-
program research with experience drawn £from such fields as social
marketing and behavioral amalysis. This process rssts upon a
clear understanding of three primcipal areas: the behaviors to
be promoted; the personal, family, and community context in which
these behaviors are elicited; and the ability of the
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instructional tools to promote the widespread adoption of the
selected behaviors.

The working premise which makes these principles relevant is
that prevention and treatment of infant diarrhea can be
positively affected by altering the way in which rural people now
behave. 1Improvement does not necessarily require significant new
investments in health infrastructures such as water systems,
latrines, or new health centers. This project is not attempting
to install new mechanical technologies, nor promote sophisticated
cognitive conceptualizations. Our task is to increase the
probability of people doing things which are well within their
capacities, but currently unlikely. The emphasis is on behavior;
attitudes, even those which may contribute to what people do, are
of secondary interest.

From a2 behaviorist point of view, there are five
circumstances which singly or in combination account for absent
behavior. First, necessary materials or implements (like sugar
and salt) may be unavailable. Second, prerequisite skills,
discriminations, or knowledge may be lacking. (For example,
rural mothers may know that S/S solutions are good but not
understand how to mix them properly.) Third, there may be no
incentive (like immedizte improvement in their child's health) to
engage in the behavior. Fourth, there may be incentives to
engage in incompatible behavior (like giving kaolin or
withdrawing food from the sick c¢hild). And fifth, there may bde
punishing consequences which discourage the desired patterm. (A
child may vomit, for example, or his diarrhea may actually appear
to increase.) An understanding of these factors is absolutely
critical in the development of an effective instructional
intervention.

Behaviorzl analysis zlso makes an important contribution to
our understanding of how to change behavior patteras, whether it
be altering an existing pattern, or creating & new one. Many
health messages, for example, carry an implicit or =xplicit
threat. This approach has been shown to be less effective than
providing rewards for zpproximziions of the desired behavior. Uss
of approximacions requires that we identifv a relevant existing
behavior to reinforce and may mean including & few behaviors im
the instructional campeign which we know rural mothers are now
doing correctly; rather than telling mothers to stop bottle-
feeding, for sxample, we may want to reward mothers when they do
breast-feed.

Another important poiant to emphasize 1is effective delivery
cZ positive consequences or rewards. Behavior does not change
uniess rewards are actually applied to the dasired behnavior
pattern or some reasonable approximation. It is not sufiicient,
for example, for nurses to =ell trainers how important it is that
rural mothers be praised for administering ORT. We musi be
certain that the nurses are ia fact praising mothers, and that
the mothners perceive the nurses' actions as praise or support.
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This project may be one of the f£irst efforts to us2 mass
communication primarily to support positive, axisting behaviors
rather than extinguishing negative patterns or cresating entirely
new ones. It 1s also importanc to develop within the target
audiz=nce the ability to discriminate between appropriate and
inappropriate parformance of a desired behavior. If health
workars, for example, can be sensitized to the potantial Ffor
critical mistakes in mixing a S§/S soiution, there is a greater
chance they will remember correcitly and avoid thase mistakas when
isoglated ia their rural communities.

To determine how these principles could be applied within
the specific cultural context of The Gambia a four-month pre-—
program investigation was conducted. This "developmental
investigation,"” 1s comprised of the following elements:

1. Interviews with zgroups of rural Gambian mothers io
learn how they perceive and deal with dizrrhea in
their childran, their general fseding and child care
practices, and their use of radio and other media,.

2

Direct, structured observation of rural Gambian
villagers to corroborate the informationm provided
by mothers in the group interviews.

3. Interviews with staff at health centers,
dispensaries, and subdispensaries to measure the
lavel of knowledge among health staff abeut
diarrthea disease and to define the way .it is
currently being managed w%thin the health system.

4., Rural mixing trials of 8/5 solutions.

5. Review of existing literature drawn from extensive
work done at the Medical Research Ccouncil
facilities in The Gambia.

6. Reception studias to determine the effective
broadcast range of vadio sigmals in rural areas
throughout the country.

Detajiled results of this investigation are described in
Appendix E. The most salient findiungs, however, are summarized
below,

1. An annual seasonality of diarrhea characterized by
a long wet season during which rapidly dehydrating
diarrhea 15 not a critiecal problem and a shorter
dry season with significant, intense bouts of
watery diarrhea, .

2. The penetration of rural areas by health services,
permitting effective widespread distribuytion of
gsimple print materials and providing back-~up £for
treating moderate dehydracion.
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The recognition by rural people of "dryness'" as a
concept, used to describe general wasting, which
results from malnutrition and which has symptoms
similar to diarrheal dehydration.

The widespread confusion on how to mix simple sugar

and salt solutions, often with ineffective and
sometimes dangerous consequences.

The significant absence of print material in rural
areas and a resulting inability of rural peocple to
easily decipher visual messages.

A village soclety which gives women a
disproportionate share of family work, which
isolates women from easy access to radios, which
separates mothers from children during the long and
difficult wet season, and which is prejudicial to
female participation in basic family decisiomns.

Despite the poor signal quality and relatively
rudimentary programming now available on radio, the
penetration of radio as 2 significant source of
village information.

The lack of published studies on basic tribal and
linguistic characteristics of major ethnic groups
in the country.

B
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SECTION II

CAMPATIGK ELEMENTS

A, OVERALL STRATEGY

The proposed public education campaign on treatment and
prevention of acute infant diarrhea in The Gambiz will promote
the preparation and administration of home mix (S/S) solution as
an ORT by rural mothers in their homes during mild bouts of
diarrhea. Rural mothers will be told that if the diarrhea
becomes worse and "dryness"™ begins they should take their child
to a fixed health facility or village health care worker. 1In
these places, complete formula UNICEF packets will be
administered.

Three basic treatment messages: how to properly mix S/8
solution, how to correctly administer the solution, and where to
seek help if the child gets worse, will be the central themes of
the campaign. These themes will be supplemented by a esingle
prevention focus, a daily faeces’ clean-up campaign within the
family compound.

Treatment messages will be stressed over prevention messages
for the same three reasons used in the Honduran segment of the
MM&HP program: (1) ORT offers the most significant and immediate
contribution to the health needs of the rural population, (2) the
behaviors required to make ORT successful in rural homes
represent an opiimal range of instructional complexity which will
permit evaluators to determine the ability of mass communication
to significantly affect various aspects of an important hezlth
behavior, and (3) 2 general skepticism surrounding the ability of
health aducation alone te make any significant impact on rural
diarrheal morbidity through prevention compliance.

The primary target audlience in the campaign will be rural
mo-hers, grandmecthers and older female siblings of children underx
five. A secondary zudlence will include primary health care
workers such as: Health Inspectors (HI), Community Health Nurses
(CHN), Health Peace Corp Volunteers {(PCV), Leprosy Imnspectors
{Li), and Traditional Birth Attendants (T3A). Several other
groups including rural fathers, physicians, =zud

dresser/dispensers will receive a small number of specialized
messages designed to help them Teinforce and support the primary
rarget azudisznce in the correct applicatioa of ORT. <
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The campaign is a one-year broadcast effort divided into
three sequential phases timed to coincide with the seasonal
variacvions ia diarrhea (see grash bzalow).
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Phase I, wiaich preceeds the wst seascn diarrheal peak
(characterized by prolonged, debilatating bouts of diarrhez),
will emphasize the relationship between diarrhea, dryaess and
malnutrition, establishing the concept that "drvness," or
dehydration, can be preventad through a special diet of §/S
solution, breast milk, and adult cereals given to young children
during bouts of diarrhea. Phase I will include an intensive
face~to~face trainiag program for rural health workers (Bis,
CHNs, PCVs, LIs, and MCH team members) iz the proper managgment
of diarrhea including S/5 solutions, UNICEF packets and
intraveneous/intraperitoneal (IV/IP) therapy. These health
workers will ia turn train TBAs in 1000 villages im the proper
mixing and administration of the S§/8 solucion, leaviang a red sash
on the hut of the trained TBA as an identifving marker.

Phasa II, which corresponds to the wet season diarrheal peak,
will emphasize proper mixing of the S/S solutiom in the home
along with casual administration and specific feading advice.
During this period a natiomal rural lottery will be operated to
publicize and popularize-the S/S mixing instructions.

Phase III, which immediately precedes and coincides with the
dry season diarrheal peak (characterizad by short, intensive and .
rapidly dehydrating bouts of diarrhea), will reinforce the S/S
mixing behavior stated in Phase IT and will emphasize the rapid,
systematic administration of the S/S solution from the om-sat of
the diarrheal episode in children under five.
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Prevention messages focusing on the daily collection and
disposal of all faeces, animal and human, within the £family
compound will begin during Phase II as z complementary theme.
They will link the general cleanliness extoled by Islamic
teaching to the specific place of prayer -- the compound floor --
and advocate that one family member be assigned to clean the
compound floor of faeces daily.

B. CONCEPTUAL RATIORALE

The overall campaign strategy emerges from a pergéption of
five critical aspects:

() the seasonality of diarrhea in The Gambia
. the national policy on management of acute diarrhea
, ® the structure of the family life in a closed

compound
. the paucity of print materials

. the role of radio and the rural penetraticon of the
health system

Seasonality of Diarrhea: Unlike Honduras, rapidly
dehydrating (2-3 day) and watery diarrhea is not the principal
cause of diarrhea-related death in The Gambia. During the
prolonged wet season, diarrhea interacts with malnutrition,
reduced food availability and poor child care practices to
produce a general wasting, widely characterized as "dryness,"
which often leads to death in young children., Traditional home
therapy (three-day administration of a litre volume per day), is
impractical and probably not effective in this setting. A more
reasonable intervention is an emphasis on diet which includes S/S§
solution (giving as much as a child will take), adult food
{rather than watery paps) after an episode ends, and breast-
feeding. This, coupled with a specific cue for severity (sunken
eyes and general weakness)} wnich leads the mother to ocutside
help, appears a more reasonable treatment intervention during the
wet season.

During the shorter dry season, watery diarrhea does appear
to be a more common problem resulting in rapid dehydration and
making oral therapy 2 more powerful positive intervention. This
rationale is illustrated in the diagram on page II-&4.

From a2 purely iastructional view, the campaign £first focuses
on an idea already present in the target populatiomn--"dryness is
dangerous"-—then stresses what to do about "dryness"--administer
properly mixed S/S solutiom early in 2an episode along with
feeding advice. Once S/& mixing has been "mastered"™ during the
wet season, the campaign stresses th2 intensive administraition of
$/S necesary during dry season watery diarrhea. The project has
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been fortunate that dizrrheal seasonality coincides with a
.practical, if somewhat hurried. productiom, training, and
distribution schedule.
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National Management Policv: Lengthy deliberations including
one WHO mission, regular contact with experts at MRC, and
interchange with the Medical Advisory Board of the MM&HP project
have given the Ministry of Health's leadership ample opportunity
to consider avery aspect of 2 national diarrheal mansgement
program. A number of possible management systems have been
analysized, including home administration of pre-packaged ORT
salts. Ultimately, the decision was made to develop a three-step
treatment program relying on simple 5/S inm the home, UNICEF
packets at fixed facilities, and IV/IP at selected fixed health
facilities for severe dehydration. The overall regimen is
summarized on the chart below, taken from the recently produced
Health Worker's Manual for the Management of Acute Diarrhea in

The Gambia, which constitutes the national policy on diarrheal
management in The Gambia.

TREATMENT DLAN SUMMARY

* Ffor 24 hours, batween preastfeeds, give:
" . Child wercning LESS TEAN 5 Xg 300 =t
NORMAL RYDRATION {0~ months oid) (1 Julpear! bottle)
STATUS X
A child weighang MORE THAN 3 Kg 600 =1
{6=18 =cnths old) {2 Suipearl botzles)
SUGAR=SALT MINTURE chzlé wexrghang MORE THAN 10 k3 900 ml
B zonths ans older) {1Zulpenr) battles)

* Poy <he first -9 hours, give:
20 =l/%g/ our

MODERATE DCHYDRATION
STATUS Rezssess aZter 4-€ nours.
L If worsening zc tc Treawment Plag IIT
=L moxuvaing zive 100 al/Kg Swernight

W.H5.0. SCLUTICH
Reassess ITIe NAXT DOTRING
IZ Hydration SZATUS 15 0rPAl mewp T Plan T
=c uadprate Denvdrat:on persists-pT. Plan 1T

If Savere Senvdracion Save.sbe —pT. Plan IZZ

* Far the first hour, give:
I0 =3 /¥g  of W.5.0. Seiunien

IS?_.VEEE DERYDRATION {use nascgastric tuce .£ necessary}
1STATUS

Mpanwni.g. cransfer o facilimy wath 1.7, or I.V.
N arzva:, Jegin I.P. renydraticro

W.3.0. SCSLCTION > For che firsTt jour, ive intmaperitcneally:
30 =Sifxg 2 I.Y. Solur:on

PSS

fzer oJne aouzT
» zongnaue wT=ll rehydrated
—f rangies LS 1.0

easzsess i
Z.¥. SCLITICH I Lomzew

12 <orsaning
v e,

v Immadiazoly, sive, Litravencusly
20 =i, Xg =£ I.7. Soluz=en
~THeR. FaVe:
10 ml Xos/Epuy wll renyoczazed
Ai=s I.P., ¢ I.V Therapy, continve Faving S.R.T. D5
2ne =nald zas d=iae:
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The rationale for the govermment's policy rests upon several
facts. First, The Gambiaz has ten years of axperience with S/S
soluctions. The councept, however, is widely recognized but poorly
impleamentad at all levels of the health system. Secondly,
rasource projections indicate thact the country is presently
unable to import sufficisant scocks of packets, or te produce
sufficiant quantities locally, to effectively supply a lomg~term,
home-based packet system, At this time, the Ministry is
reluctant to experiment with a system chey £ecel is beyond their
capacity to sustain. Finally, the prolonged bouts of wet season
diarrhea do not require the same intense level of administration
as widespread watery diarrhea. Proverly prepared and
administerad S/S scolution combined with slightly altered feeding
practices may be the most effective intervention for dehydratiom
during this season.

E

Given these priorities, the MM&HP project will suppeort cthe
Ministry's overall program in several critical ways; firsc, by
popularizing a properly mixed 8/S5 solution at the village level;
second, by training health workers im the proper preparatiom and
administration of UNICEF packets at fixed faciltias; and fimally,
by promoting dietary practices which may potentially effect the
wet saason wasting of young children.

Rural Family Life: The structure of rural family life
around a single, enclosed compound which includes numarous
mothers suggests the possibility that successful ianmovation by
one mother in a compound may spread to other mothers in cthac
compound. A disturbing lack of communication among mothers
within a compound has been reported by soma experts, however,
This problem is compounded by cthe fact that fsmalas accaess to
radio is severely limited. Addicionmally, child care is often
delegated to older female siblings and grandmothers, frustrating
the project's ability to focus on mothers alome as the priancipal
target audience. To meet these realities, a stratzgy has been
developed which uses radic to mobilize rural females. The
intarvention will cut across female age differences and provides
a practical justification for female access to the radio, at
least duriag selacted listening times. A radio lottery, open
only to famales and limited to one winmer per compound has been
devised. The main prize, an expensive radio/cassette recorder,
will be awarded during specially prepared radio programs which
will also teach.how to mix S/S solutioms, why these solutions are
important, and how to use the drawings on the "lottery ticket" as
a reminder of how to mix the §/S solutionm.

Paucity of Print Materials: Visits to rdral villages
demonstrated the paucity of priat materials in rural villages.
Literacy is extremely low. Arabic seems to be the only written
language which is reliably read by a small but dispersed number
0f rural Gambians. Equally significant is the absence of graphic
images in rural villages. Publicity, photographs, posters, and
drawings are almost totally absent from homes, meetiag places,
and stores. Additionally there is litctle existing information om

L
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the level of visual literacy in the countryside, making the rapid
creation of effective visual messages extremely difficult. This
was one of the important reasons that 1) limited print material
was included in the campaign and 2) the lottery/flyver was
designed in such a way that radio could be used to"teach" the
meaning of each picture. Essentially, the project team is
somewhat pessimistiec zbout our ability to devélop 2 visual which
will effectively convey the mixing message without direct verbal
support.

Penetration of the Health Svstem: The mobility of rural
health workers in The Gambia suggests that they can be' an
effective distribution vehicle for specific mixing instructiouns
and for the lottery/flyer. The workers are both widely accepted
and available through regular "treks" to surrounding villages.
The large number of villages in The Gambiz, estimated at some
2000, and the concentration of the rural population in these
village clusters make it possible in the time availabe to provide
minimal face-to-face support through the TBAs in at least half. of
the total villages; perhaps reaching as much as two—thirds of the
population,

cC. THE CAMPAIGN STRATEGY

The following diagram illustrates how the three principal
components of the program relate to form 2 single, cohesive
campaign.
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Training will be provided to the health workers through
eight three-day workshops. During these workshops a flyer
carrying color-coded mixing instructione will be handed-out for
mass distribution to rural mothers through the health workers.

In addition, health workers will receive a large treatment poster
summarizing the critical treatment steps, a manual providing
additional management details and a supply of red sashes to
identify the TBAs who they subsequently train. TUpon return to
their health centers and dispensaries the health workers will
travel to pre-determined villages and identify a receptive local
TBA worker who they will train in the 8/8 mixing process. Health
workers will leave the red sash on the roof of the TBA's home.
They will also distribute a stock of the mixing flyers to the
TBA.

After a period of several weeks, permiting the TBAs to be
contacted and trained, radio broadcasts will begin announcing a
national rural lottery focusing on women with children under five
as the primary participants., The color-coded mixing flyer will
act as the lottery ticket. Each flyer will be numbered in bold
type at the bottom (see below).

MIKII;IG F.urgrq, —

By late June the redio will begia the lottery announcemen:s
informing mothers when to listen to the lottery program and to
nave their lottery flyer with them to detarmine 1f they are 2
winner, During the award program, radio will zeach mothars :o
read and decipher the f£lver. Using the color-coded sections, =z
slogan will be developed to relzte color, volume, and substance.

.
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Y Yellow squara, 1 capful, salt - !
3 Orange square, § capfuls, sugsar
» Red square, 3 bottles full, watsr

Ac the same time rvadio broadecasts will identify the red sash
as a place to go for heip if a wmother forgets the mixing
instructions. Radio will also stress that a special diat for
dryness, S/S plus adult cereals and breast milk, is a way to help
prevent "dryvmness." The mothers cue to prepare the "dryness diat"
is the episoda of diarrhea itself. Two signs, dark sunken eayes
and weakness, are cues to sea2k help because '"the drynaess is too
strong."

1.

Radio will play several key roles. It will identify the
TBAs, popularize the lottesry, teach the meaning of the £lyar, and
carry the primary messages on when to sa2ek help, and what to faed
during diarrheaa,

Priut matarials #ili remind health workers of their kay
treaatment behaviors and, through the lottery tickst/flyer,
generate excitmeant aud provide concretz ianstruction on the S/S
mixing ragiamen.

Training will creste the basic face-to-fzce support uneedad
to ensure success. Jirst generation traianlng of health workers
will staadarize the process of diarrheal management in health
centars and traia health workers to teach S/S mizxing to TBas.
Second gensration training of TBaAas will provide a local level
guide and support for mocthers unsure of what they have heard on
the radio ¢xr how to read the flyer. :

In addition to kthe focus on diarrheal management, a series
of special radio messages will be developed around the theme of
cleanliness during prayer. Thess messages will focus on the need
to regularly (once a day) clean up faeces of all kinds within the
family compound. The physical boundaries represented by the
walied or fenced family compounds make adoption ©f this message
feasible.

The presence of faeces, both human and animal, is one of Cthe
principal sources of bacterial contamination aud a primary liak
in the infection process. While latrimes are quiet common, they
are reserved almost exclusively for adults, leaving both child
and animal faeces widely dispersed within the compound. The
strong Muslim tradition of cleanliness and the association of the
floor as a place of prayer appear reasonable foci around which to
build the message theme. In additionm to radio programs, local
leaders will be involved ig discussing the clean-up during
bantaba (male coaversatiou/decision) groups, building upon =
strong tradition of "obedience'" to stimulats compliance with the
campaign.



b. PRINCIPLE CAMPAIGN OBJECTIVES

The principle campaign objectives, expressed in measurable
values are described below. These gquantifiable goals have been
identified as behavioral targets rather than changes in health
status. This reflects a certain pessimism about our ability to
exclude secular factors as casual agents for any health status
change over such a short period of time. 1In reality we are
unsure what levels of compliance are feasible in a campaign
influenced by such complex variables as exist in The Gambia. We
do believe, however, that the program will impact significantly
in each of the following areas.

1. 1000 villages will have at least one resident
volunteer, identified by a distinctive red flag,
who is able to correctly mix a 5/8 solution as
measured by an acceptable sodium level of 60-110
m/equiv.

2. All HIs, CHNs, Health PCVs and LIs will be able to:

° Properly mix a S/S solution a2s measured by the
sodium level criterion.

@ Determine when a child is listless, can't sit
up, is weak, and has sunken eyes; and
subsequently administer a2 complete formula OR
packet prcoperly.

] Properly mix an OR packet as measured by the
sodium level criterion.

& Properly administer an OR packet in the follow
way:

- If 2 child has moderatsly sunken eyes, give
him/her 20 ml/kg of WHO formula for 4-6
hours;

~ Reszssess the child's status after 4-6 hours.
if normal, continue treatments with §/8
solution; if same, or imprecved, continue 20
ml/kg of WBO formula for another 4-6 hours;
1f worse and very limp, give 20 ml/kg of WHO
formula while trazmsferring child to =z
facility with IP or IV, if possible.

3. At least one mother with a child under {ive in 20X
of 21l compounds will be able to properly mix & S5/8
solution as measured by the sodium level criterion.

£, The number 0f wmothers with children under fiva who
feed adult foods {solid zice and millet) to
children with disrrhea will increase by 10%.

I1-11
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5. The number of mothers with children under five who -
give additional food to a child recovering {from
diarthea for at least two days after the bout will

increase by 10%.
6. When asked, at least one mother with a child under

five in 30%Z of the compounds will be able to say
that:

o she balieves a child under five with diarrhea
needs S/S solutiocn and adult food

) S/S solution and adult food caun help prevent
dryness
° dryness 1s especially dangerous in children

under five (young c¢hildren)

] a red sash identifies a person in the village
who knows how to mix the S/S solution properly

] suankan eyes are a sign of dryness, which
requires that she take her child to a health
center

2 that faseces of all kxinds should be cleaned from

the family compound at ilzast once a day.

Expressed graphically the principal goals can be dividead
into seven aresas. The boxed area below represents those
behaviors of central concern, while the tnree sactions outside
the box are behavioral areas where a greater degree of
noncompliance is acceptable.
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E. SEGMENTATION OF TARGET AUDIENCE BY CAMPAIGN THEMES

The objectives described above translate into four gz
campaizn themes and esach theme has »eza sub-divided in:o
messaze themes as Zoliows:

3 PRIMCTTAL CAMPAIGU THIMES

1 S

MATMTTRITTON, DERYDRATION (DRYNESS)
i Orynesa i3 =ost dangezovs :in small =ainourisned chiidzam with diarrnea.
s Thrze sigass af drymess are 2specially Imporcant
A. JIARASEA Zor =ore than ] qayd
3. IUNCEN ZYES
£. wEAK, LIMP, LISTLISs CEITD
*
1 8 TE a 23214 gats gsunken eyes e neeaa special zare - saka hizm o a
Healzh zenger rzigat away.
1 - ——
SR A i

CRAL ZSEVIRATION

®» Go o T3A wirh rag sash L€

o (Tor dealcn Forker)

e Mix 5/ = 1 Juipearl cap aalt, 3 Juipearl caps

4 Give all your cailg will za

Ormpare packec in L litre of clean wagar. {weizking child)

ke siowiy - all zay loog. Make new recaipe 2aen day.

¢ {Du=zag éry ssason) 3a sure o0 zive oge lizre of 3/8 solucien a day as scon
a5 znald 3tarss havizng diarzhea.

jou Sorger twow o =~dx §/S

~

A

MYonizor and manage maderatz and severz sehydzacion

sugar, } Julpearl cocclas clazn Jager

zeasura)

PASTEYTION

e Taeced af all kinds are noc

e Tt i onr dury o Yaep <he
and Zzem food.

s Make zomeome In e Zamily
Zaaces ac lessr anca a aay.

e It is an affzont to God =0

® Mochers saould starz ziviag aculs Icoa vnem hadby is 3 conths qld.

e« Mochers should ziva some solid tice (=lilec) when ke daoy 'is
gick, aven if che bagy doesn's Like ic,

e Paps are 10t a9 good a foed Sor abald as aduls Socds.

# U“hen baby recovers from diarraes e zeeas 2xcTa food o Zake hixz
zguarizl again, Sive him dquit food for savaral days.

« To be clean I3 our abl:gacien =a God.

sray on 4irzy fleors.
clean, chev cause gqimerme

faeces away Irom swmall chilczen

c=gponsibie 2o sollaecf ana ury
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These themes have been subsequently segmented by audience
type.

® Rural mothers with children under five, oclder women
and femzle siblings.

* First generation health workers (HIs, CHNs, PGCVs,
LIs, and MCH teams).

L Second generation health workers (TBAs, D/Ds, Ns,
ANs) .,
. Rural opinion leaders (alkalos, fathers, Imans).

(Generation, as used- here, refers to the source of training
a health worker receives. First generation health workers are
trained directly by project stafif, while second generation health
workers are trazined by first generation trainees.).

The rationale for the proposed audience segmentation is
quite similar to that used in Honduras. Children under five are
at greatest risk. Their mothers continue to be the central
figure in their lives, although the role of siblings and older
compound women is an important one, particulary during the wet
season when able~bodied women are consumed by africultural
chores. For this reason, a radio strategy has been developed
which potentially impacts on all women. Messages will not be
directed exclusively at mothers, but will adopt a tonme which
influences older women as well., It is hoped that an event as
dramatic and novel as a lottery will cut across age groups and
bring older siblings, child-bearing women, and older women
together around the radio.

Health workers have been segmented inteo tve groups based
upon the potential impact on villages which surround the fixed
facilities in which they are based. Essentially, the most mobile
members of the rural health worker team have bean selected as
first generation trainees. They have been given the special role
of teaching TBA's how to mix and administer the S5/S solution.

The TBAs were singled out as the most likely village contact
because of their acceptance by village people and their ubiguity
in rural areas. They are relatively easy to identify and
amenable to involvement in the program.

Finally, the key opinion leaders—--azlkalos, fathers, and
maus--represent pervasive power structure in the rural
llage. 4As "g -keepers”" of village behavior, their support is
itical, part arly for the prevention campaign which depends
vily unon r ious and obedience themes.
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The following chart illuscraces how the campaizn themas nave
besn segmentad by target audiznc=.

M= Ssarqe Emmass
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Other audiences were also included. Physicians, f
example, will recieve a specially prepared paﬂkat 0f re
along with a latter from th2 Ministry of Health informirs
the new diarrheal managemeant program and enlisfing thei
assistance. They will receive two copies of thes treatm
for their offices or dispensarias.

F. MESSAGE PHASES

The graph on page II-17 illustrates how seasonal peaks,
campaign messages and campaign elements are related over time.
The radio messages are scheduled to begin in April. February and
March will focus on program production and pre-tasting, £first
generation training, and print materials preparation. Print
materials and the red sashes will be distributed through the
second generation traiming while radio is stressing the cluster
of enabling behaviors around "dryness'" and its relatiomnship to
diarrhea and feeding. By mid-June the bulk of the second

aneration training will have been completed and the widescale
lottery promotion will begin on radio. From June through October
mixing and feeding advice will dominate with prevention messages
beginning in mid-August. During the November and December period
new radio programs will be prepared arouad systematic mixing
instruction, changing the focus to dry season diarrhea and
intensive application of the S/S solution. During the dry season
peak and through March, administration, aloag with additional
mixing messages, will be stressed.
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This phasing allows program planners to stress the critical
skills sequentially. Mixing will be first. It is parceived as
the most difficult behavior to modify because 1) it is already
being dona incorrectly by so maany people, 2) its past use has not
sroduced dramatic positive efifects perceived by the target
audience, 3) it involves correctly associating three different
volumes and substances, 4) all ingradients have to be supplied by
the mother, and 5) it has little inherent appeal; there is no
color, it has a salty, unappealing taste, and it lacks face—-value
potency. Intensive, systematic administration need not be pushed
during the wet season, but should wait until the dry season
watery diarrhea is more common. This coincidence allows us to
spend more time on the most difficult task (mixing) and to focus
almost exclusively on it for a considerable portion of the entire
broadcast time. .

G. IYSTRUCTIONAL ELEHENIS

The proposed campaign is composed of three iastructional
elements; radio, print, and face-to~face training. These
slements act together to inform, train, orovoke initial trial,
stimulate interpersonal opinion lzadership and reward the various
target groups for acceptable compliance. In the following graph
the relative importance of each zlement as related to campaign
themes is identified. It is clear tnat S/S solution mixing will
recaive the most sustained and comprehensive emphasis. Major
radio programs, print material and health worker training will be
focusad on this critical set of behaviors.
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l. Radio

Radio programming will play a particularly eritical role
It will have the primary burden of

: oW the color-coded sections of the §/8§
solution mixing flyer to identify and popularize the visual

the overall campaign.
teaching how to use Ethe

mixing instructions.

Eight message clusters have been identified for radio.
Clus;ers I through V provide direct information on preparation
and administration of the §/S solution.
are used to popularize key aspects of the campaigni the
and the TBA depot. Cluster VIII focuses on faeceé’clean-un.
Each of the eight message clusters are described below: )

1. Danger af

RADIC MESSAGE CLUSTEZRS

Diarzunea

Dryness i
malauczic

3 3 dangerous problem 1im disrvhea and
ion. The greatest danger is witn young

ehildren under cwo.
II. Diec for Dyvness -

. Prevent dryoness with a special diec waen
children” gar dehydraced .

. The diec congists of adult food (solid tice and
millerc) and a special §/5 cea.

. Give as auch adulr food amm 3/5 zea as the c¢hild
will take, and keep breasc-feeding durirg
diarchea.

. ?aps are noc as good aa adult foods o give the
child strength to fight che diarchesz.

. When diarthea sfops aagd cnild Yapcs %o eaC, give
aim extra adulrt food for one or two davs. This
gaves hlm extta sivecgih and power.

. Learo co make 5/% teaz on cthe radio or f:am your
hezlch worker or from the "lady with the rted
sash",

. Don's store fmne $/5 cea for more tnan ore davy.
Mzke & noewv spiution Iresh evervdaw.

. Give the child a lot of the tea ana usa whact is
leit to eook with his food.

» Make a sew soiut:om Zrean avery dav.

IiI. Mixiag $/S Sclurion

. Gez 1 Julpear! bercle, : osor:zie cap, some sugaz,
salt, aad the cleanest water yopu can Iz2ad.

L] Mix I Juipearl poccles of waray, i ¢ap of salt,
and B ecaps of sugar zogscger o @ahs toe Ysa.

L] 3e sure to make a powger oi tae 'sygar :I you use
3ugar zudas,

. “hen rou measure tne 5/5, use 2 "cnew stiek™ zo
ievel the ea2p. Don’'t 4se a neapiag cap; that
makes cne Zea Coo s:iromg 4T the 2aony.

. Give the child as muen as he will drink. Give
ic slawly J13n a spooc, @t =ne =snild migzas
vowit. Give a loc. as muca as possidle. and
don't give wp if zne cniie vomizs a 51t
sontigue, Tur o a oic slowver.

iv Seev Hela

i vyour cnxld sas diarznea for oore zaam five aavs

and ts gerzing Sulkes 2F¥es, Ihen =T¥Oess -i faxaag

aver; take ITne zaila lumealatery 0 3 G2alza cenmtar.,

Clusters VI through VII
lottery
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Drv Seadon Message .

] Juriag tne ary sS2asan dryaess comes very Lo Lae
cnrid quickly, che S$/$ z2a musc de zivea in a
spacial way., During tche dry seasom L: i3
iaporcanct to give ac laast one Julpasarl Soctle a
day and mora I the child is more than ocma year
ald.

. Maka a new golucion Srash every day and, be sura
and give ac leasc one Julpearl bdottle a day Zor
chree davysa.

. L1f your child starcs toe get iistless aund has
sunken 2yes, be 3ure to cake adim to a neaich
cencar.

Lotzary Idencificaticn

* The Madical aod Tsalch Depaztment i3 offariag a
spacral iottary for rural araas.

e Your ticket/flyer 1s available aow —-= fraes ==
Zrom your local nealch workar.

° You can wia wond2riul priges-—-a radio, a a2

snirs, ar a special one-lizre cup-~-by liaczaiagz
co 2adio Gamoia or (day) at {(z:ime).

. Teap your ticket in your home and have it with
you ¥hena you listea o cthe racdio.

. Maay people will hava a chance to win a
wonaeriul prize.

[ ] The ctickac wiil be given to ali thosa wha

councact che health worker firsc, one cickec per
compound.

] This <=z * alsg tesacaes yau uo

special 3/5 cea. Listem to :ha

2 to leara how fo mix =

u are one of the luecky wi

3

* The Medical and daalch Department bSeliaves cha
tne 5/3 tea is 3o importaut that we aava tvaiaed
a group of spectal helpers apa given them a b1
raed sasn so that you canm fiad cnem easily za v
villagea.

# Go 0 cthe compound with the red sash iZ
Eorzec how ts make the 3/3 taa. There y
fiad aelp if you forgec.

» If you don't have a flag in your communlly, gO
to your healch workers or PGV for assiscance.

<
e
3
au

fastes Gl2an~-up

-

We all %now that cleasuliness i3 the will of 3oa.
. it i3 nard Zfor us zo he zlean all tpe time, we

work hazd and aave liz=ias, surc whera <e 2ray.

inside our compound, zusL e «apt clzan Iar Sod.

]
4y

Faeces are the dzzziast ol ail di-z.

[] Theyvy 3ving disease, make our chirlarsn d-7 aud
wicner, and :t offands God.

. iz is our duty to name ome @member ¢f tne family

te claan =ne fioor 3f zhe zompouyud at laasc onca
i

1 day, 30 taat wneu we pray cae zround Is claan
of 2kl Zaeces.

. All faeces {human and amimal) ngusec ze kept away
Zrom where we goex, vnere Je 2at, and wnara ve
Jrav.
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Three kinds of radio programming will be used, spots, mini
programs, and magazine programs. All programs will be broadcast
in both Mandinka and Wollof, with special programming also
included in English and French. The following schedule

illustrates the maximum number of each program type per month by
Principal broadcast language.

Snots (3 minutes)

. Wollof (four different programs) -4 weeks x 12
transmissions per week = 48 transmissions per month

® Mandinka {(four different programs) 4 weeks x 12
transmissions per week = 48 transmissiomns per month

. Total Airtime: 96 transmissions x 3 min = 288
minutes or 4.8 hours per month

Mini-Programs

° Wollof (four different programs) 4 weeks x 2
transmissions per week = 8 transmissions per month

. Mandinka (four different programs) 4 weeks x 2
transmissions per week = 8 transmissions per
month

® Total Airtime: 16 transmissions x 10 minutes =

160 minutes or 2 hours per month

o - ——————

Magazine Programs . .-

e Wollof (four different programs) 4 weeks x 2
transmissions per week = 8 transmissions per
month

° Mandinka (four different programs) 4 weeks x 2
transmissions per week = 8 transmissions per
month

® Total Airtime: 1% transmissions x 30 minutes =

480 minutes or 8 hours per month



At present it is proposed thar only oas broadecast channel,
Radio Gambia, be used. While Radio Syd has a significant
following in the Banjul area, its signal does not appear to
penetrate the interior of the country. The results of fucrure
listenership studies may alter this division.

- The chart on page‘II-ZB illustrates the distribution af
program content by program type over the first year of
broadcasts. The letters A, B, and € represant the three types of
broadcasts: spot, mini-programs and magazine programs,
respectively, and are followed by a number (1l-4) indicating thz
number of different programs of that type broadcast each month.

The chart on page I1I-24 shows a typical distribution pattern
for programming during an intensive month of broadcasting. The
letears again indicace the type of prozram.

Each number represents a different program. Numbers are
repeated to show the frequency that individual programs would be
repeated during a given month.

I is anticipated that all programs will be produced at
Radio Gambia's facilities, although back-up facilities are
available at Radio Syd should production time be impossible to
ge't at Radio Gambia. The personnel of the MOH Health Education
Unit, in collaboration with the personnel of the Rural
Broadcasting Unit of Radio Gambia, will be respomsible for all
program production.

The project will provide consultants to train three
individuals in program design, script writiag, and final program
production. One consultant, Ms. Esta de Fossard will work with
local producers for two weeks in March to produce the programs
scheduled for April, May, and June. A fnll-scale workshop
scheduled for June under the AID-sponsored "Studies in
Facilitating Learning" contract with the Academy, will provide
additional assistance in the preparation of programs for June,
July, August, and Saptember. The remaining programs will be
developed after an analysis of the first field monitoriang
information.

2. Print Materials

Six print materials will be developed for the imitial two
phases of the campaign. The graph on page LI-25 lists each
material, and describes the number of distribution points plus
the number of each material to be distributed by unit.
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The Mianistry's Treatment Manual (see Appeadix a) will be
widely distributed as the principle reference guide for hezalth
workers and professionals at all levels of the hezlth svstam. It
contains more detailad imstruction on all aspects of the »rogram
including advice to mothers on recovery and 2mergency bdehavior.

A long red sash will be prepared and distributsd as the key
identifier for Traditional Birth Attendants trained as expert S§/S§
solution mixers. The sash will act as a visual aid which radio
broadcasts can reference and use to guide mothars to TBA
assistance. :

Finally a physician's mailer will be developed which
includes a letter from the Cuief Medical Officer, copies of the
Ministry's Treatment Manuval, the Population Reports issue on Oral
Rehydration Therapy, the WHO guidelines for Diarrheal Management
and an article examing the role of antibiotics in diarrheal
management. These will be bouad in a three ring notebook and
delivered to all physycians in The Gambia along with a copy of
the Treatment Poster. The letter accompanying the package will
stress the new roles for oral therapy in the government's program
and solicit the physician's cooperation in giving the following
key advice.

) Continue breast—-feeding during diarrhea.

) Promote solid foods as soon after the episodes as
possible.

. Avoid antibiotics as routine treatment.
® Use ORT in most cases of moderata to sevare
dehydration.

The materials described in this section will be distributed
in three ways. Those materials being used at tha health centers
(the two posters and the manual) will be distributed during the
training sessions scheduled for March-June. At the same time the
Elyer and red sash will be given to participants for distribution
through TBAs and directly during regular village visits. A
schedule of village visits will be worked out with each hzalth
worker at the end of the training period so that duplicate visits
to communities can ba avoided.

The radio will announce the flyer's availability E£rom health
centers. Mothers will be told to pick up their lottery tickets,
one to a compound, free, from these distribution peints. In
addition, the MCH team and Leprosy Inspectors will visit
communities not being adequately served by the health center.

The physician's mailer will be delivered directly by project
staff to the local medical association and distributed through
their regular channels.
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The mixing flyer/lottery ticket illustrated on page II-9 1is
the single most critical print material being developed. The
two-sided single sheet will carry two important instructional
messages, the $/8 solution mixing instructions and the indication
to level the bottlecap when measuring the 8/S8 solution. The
instructions are color-coded so that radio messages can more
effectively describe each element of the mixing process. The
flyer also carries a lottery number (in the lower left hand
corner) which provides the critical motivation for rural mothers
to acquire the flyer and listen to the radio programs.

A large version of the flyer will be printed as a Mixing
Poster and distributed to all health centers and given to as many
Traditional Birth Attendants as possible. Several copies of the
same poster will be placed together on a common wall within the

health facility to increase its visual impact.

A treatment poster (see below) has been prepared for the
fixed health facilities whie¢h summarizes the key points suggested
in the Ministry's treatment manual. This poster is designed as
an agile reminder of key points in all three rehydraticn regimens
and will be distributed to private physicians as well as
government facilities.
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Most print materials will be produced locally at the Book
?roduction Unit of the Miaiscry of Education. Workiag with the
Health Education staff, they will design aund pre-test the ialcial
print materials. The tresatment poster will be printsd in the
United States due to the local impossibility of large-format
printing. The mixing poster will be printed in Dakar, zllowing
the Book Production Unit to test the reliability and quality of
regional large-format printing capacity.

3. Training

The training segment of the program takes place ac thrae
levels, first generation training of selacted health workers by
project staff, second genesration training by first gemeration
trainees of their fellow health workers and of selected TBAs in
1000 rural communities, and diract oriemntation of rural mothers
by TBAs and health workers on mixing S/S solution in the home.
The basic training objectives have been described om page II-1I
of the plan. The following schedule illustrates how these
objectives will be acnievad over time.

Teamwe Scuenue

!
Yawaarr  Health Workers

MARCH APRIL MAY JUuME i
NMew POV H O D
HE, CUM, Pey = s = 15 s 1] 5 a5
Lo 5 15
MEH Team - 5
PUHCW i3 [ G & b 18
Toral ]

An iaitial traianing design will be tested during March on
groups of trainees composed of new PCV's, Health Inspectors from
the Banjul aresas, MCH team members and the new group of PHCWs now
in training. Ia April, a series of five-day workshops for 15
individuals per session will be conducted. The workshops will
bring together HIs, CHNs, and PCVs from the same region for an
intensive orientation te diarrheal management. Each day is
structured in the followiag way:

0 A rationale for the target behavior is provided.

° The behavior is modelad expertly by a trainer,. .
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] Participants practice the behavior.

. A discrimination game allows participants to learn
differences between correct and incorrect
performance, especially on key areas where critical
mistakes are likely.

. Intensive individual practice (aimed at greater
fluency and skill) in performing the behavior and
gradually performing the behavior undar
increasingly realistic conditions.

) Review of program rationale and the discussion of
village constraints to performing the behavior
under actual-field conditions.

° Self~corrected testing and review of principle

knowledge and skills to be zcquired.

The first two days of the workshop will focus on broad
health education materials while the last three days will be
focused exclusively on diarrheal diseazse management., Day 3 will
emphasize ,8/8 solution mixing and administration. Day & will
focus on moderate and severe dehydration management with UNICEF
packets and Day 5 will stress teaching S/S8 solution mixing to

.TBAs and tural mothers. A tentative training design has been
included in Appendix C.

The training a2pproach being proposed is illustrated in the
following diagram. ’

v BASIC TRAINING CONTENT & APPROACH

DAY 3 DAY & DAY 3
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This training aporoach builds upon several key learning
principles which have influenced the entirs campaign and which
&

Standardize ail Terminologv and Procedures. Special care
has been tzken to esnsure that the same language and visuals are
used through radio, print, and training matarials.

Develop Constancv Through Fluency. The training program
includes an exercise which motivetes trainees to mix a S$/85
solution "as fast as they can'" to promote smooth, fluent, and
quick performance of this key skill. Fluency has been shown to
correlate positively with the ability to maiatain a skill over
time.

[#]

Emphasizs Discriminations between Correct and Tacorrect
Performancs to Ensurae Continued Szlf-Reinforcemant., A
"discriminations game' has been developed so that trainees can
"catch the trainer's mixing miscakes" and consequently become

aware of simple but key mistakes that are possible (Appendix C).

Gradually Increase Salience of Practice Settings from Ideal
Conditions to Rsal-life Conditiouns. The training design
gradually puts trainees im situations of increased difficulty
similar to that which they will find at the rural health centcer.

Exphasize Cueing and Consegquences as much as the Behavior
ITts=21f., Radio has besn given an imporiant cueing role. Regular
broadcasts wiil cue health workers to teach the S$/S solution
treatment and remind mothers when to seak cutside hels. Print
materials and radio combine with the lottery to provide an
idportant regular- cue to mizing the S/S solution properly and a
positive consequance for listening to the radio lessoans.

Provide Immediate Post-Training Apolication and Rewards.
The final training session will reguire trainees to develop a
specific schedule for visits to surrounding villages to apply
their newly acquired skills. They will raceive materials to
distribute which act as a reward ian a print-starved environment
and will be praised by visiting MCH teams for effective
distribution of materials.

Reward Approximations as well as Full Compliance. This
principle has been included in both radio and direct face-to-face
training. The campaign 1s to have a positive, rewarding tonej;
avoiding scare tactics or a heavy, serious tome. Trainers will
provide direct praise during the training course.

Provide Multiple Channels for the Same Information. Radio,
priat, training, aund opiniomn leadership will all receive aund
transmit the same messages = focusing specifically on mixing the
§/8 solution. .
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Workshop training will be conducted in English, using
project staff, members of the Hezlth Education Unit, and
physicians from the British Medical Research Council in The
Gambia as trainers. Training sites will be scattered throughout
the country and will follow the regular logistical and
administrative norms of the Ministry of Health.

H. MATERIALS DEVELOPMENT AND TESTING

The project will rely on 2 systematic materials development
process, stressing materials testing and revision.:. Because
broadcast and print materials for rural mothers play such an
important role in the overall success of the campaign, priority
will be given to testing these materials. Pre~testing of draft
materials (audiotapes of radio programs and visual mock-ups of
print materials) for these audiences will be conducted in five
villages outside Banjul, While these villages are not absolutely
typical of those in the most isclated sites in the region, they
do provide convenient and representative sites for testing. Care
will be tzken to test some materials in each of the three
prominate language groups, Mandinka, Fula, and Wollof.

Not 2ll materials will be pre-tested. Selected formats
which provide representative samples of message approaches will
pe tested first. Critical questions related to each test
material will be developed before each test and used to guide the
interviewers (see Appendix D). Materials will be chosen for
testing besed on their novelty, complexity and relative
importance in the overall campaign. The lottery ticket/mixing
flyer, for example, will undergc the most rigorous testing
because of its importance in teaching the basic mixing
instructions.

T. MONITORING CAMPAIGN COMPONERTS

Regular meetings with MCH "trek teams" and with the rural
health inspectors, as well as sporadic visits to rural
communities, will be used to monitor project components on a
regular basis. A mid-program sampling of rural villages is
scheduled for late August. The important issues to be
investigated include:

1. Is the mixing flyer being distributed with relative
evenness throughout a village?

2. Are women listening to and undevstandiag the radie
programs?

3. Ars there eay unexpectsd obstacles to the
saeceptance of the 8/8 solurien and feeding advice?

- ' +

& Ave lorctary winneérs getiing special attention 11

their communities?
11-3% . .
\



5. What

effects is the program having on health
workers?

(demand ,for flvers, atec).

In additiom, the Evaluation Contractor will provide the
project team with as much anecdotal information as possible on
acceptance and compliance with key behaviors. Realistically,
however, it 1s not expected that sigpificant quantitative dzta
from this source will ba available in time to permit subscantive
changes in the campaign design. )

J. PROJEGCT STAFF RESPONSIBILITIES

The following graph illustrates the distribution of staff

responsibilities among rhe several local ministries and the
technical assistance personnel being provided by the Academy.
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The key personnel include: S

Dr. Philip Gowers: Medical Officer of Health, Ministry of
Health

Mr. Saihou Dibba: Head, Health Education Unit

Ms. Haddy Gabbigon: Health Inspector, Health Education Unit
Mr. Theohilus George: Director, Book Production Unit

Mr. Marcel Tomasi: Principal Broadcast Officer, Radio Gambia

Mr. Bemba Tomadu, Chief of Rural Broadcasting
{

Mr. Mark Rasmuson: Academy Field Coordimator

Dr. Gowers will have overazll responsibility for guiding and
approving project activities and ensuring that the program is
consistent with the Ministry's overall health priorities.

Mr. Gibba will coordinate all project activities withim the
Ministry of Health with special emphasis given to overseeing the
training of health workers and the integration of radio
production skills within the Health Educatiom Unit. It is
considered that the Health Eduration Unit will be the entity
responsible for future cempzign planning and supervision.

Ms. Haddy Gabbigon is assigned full time to the project and
will have full respomsibility for coordinating training of hezlth
vorkers and supervising the collection of village research
information, ’

Mr, George will direct z2ll testing and production of 'print
materials for the campaign.

Mr., Tomasi will be responsible for approving all radio
materials and ensuring that the program is consistent with
national broadcast policies.

Mr. Tomandu will coordinate all radio production within
Radio Gambia and ensure that programs are produced in 2 timely
and effective manner.

Mr. Rasumuson will oversee the expatriot contribution
ineluding both finmancial resources and the planning and
administration of specific consultants. fHe will oversee the
timeliv progress of the implementation plan, ensuring that
scheduled avents take place at the planned times.

=]
-
1
(5]
L



SECTION TIIT

COMPARING HCNDURAS AND THE GAMBIA

The MM&HP project is a two-site program. The original
conception of the project included two sites so that ccmparisons
could be made between a single methodology applied to two N
different environments and cultural settings. The Gambia and
Honduras were chosen largely because of their differences. 1In
essence, the question is: does a systematic, mediated campaign
work effectively ia both an African and a Latin American setting?

With the development of this implementation plan the
parameters of difference between the two countries are clear.
The chart on page III-2 illustrates the most relevant differences
and suggests that inm fact the two sifes and the two intervention
plans are significantly different.
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Treatment Stracegy
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means to prevent dryness. Teach signs
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To understand the MM&HP program it is also important to
the commonalities, not of setting, but of approach, which
characterize the project inm both countries.

In both countries:

A significant pre-planning investigation of the
medical problem, the social context, and the
instruetional tools was conducted.

Focused instructional goals were established,
avoiding a broad and superficial treatment of
diverse development objectives.

The ultimate criteria against which design
decisions were made was the feasibility,

practicality and reliability of zudience adoption.

Behavioral design principles were used to select

.target behaviors, develop the training design, and

orient the campaign structure.

Radie, print, and face-to-face support were
designed as integrated, mutually supportive, and
interactive components.

Significant use was made of radio for direct
instruction as well as information dissemination
and povular mobilization.

Systematic materials testing and on-going component
monitoring were included as fundamental elements.
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SECTIOR 1V

ANTICIPATED LOCAL CAMPAIGH COSTS

Local Consultants

7 person/months

Local Travel & Per Diem

Qther Direct Costs

Trzining Seminars
Printing

Treatment Posier
Mixing Flyer/Lottery Ticket (50,000}
Mixing Poster
Manual
Physician's Mailer
Subtoktal

Lottery Prizes
Radios (5)
Tee-3Shirts (200)
Litre Cups (1,000)
Subtoral

Field Taping EZquipment
Cassette Deck
Casette Recorder
Tapes
Subtotal

Aroadecastc Time

SU3TOTAL OTHzZR DIRECT COSTS

7,000

1,704

10,000

3,000
1,500
1,000

500

200



APPENDIX A

HEALTH WORKER'S MANUAL
for the
MANAGEMENT OF
ACUTE DTARRHOEA
IN THE GAMBIA
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This manual has been prepared Zor all Health Carsz Worksrs to use when managin
cases of acute diarrhoza. While the Manual Zgcuses on managemant of dizrrhcea
11 children, =h= zrinciples a2gually apply o adults. It is a statement of
policy and an auchoritative guide for members of the Medical and Hezlth
Department and =25 such supersades and raplacss all orevious circulars and

Dcoks on the subject.

We know wvou wrll Zind 1t helpful and useful, and trust that you will fsel Zras

o wriza in with vour own suggestions fcor its Lmprovement.

We zcknowledgs, with thanks, the work of Dz Andr=sw Temkins from the Medical

Resaarch Councll :1 preparing this book.

F.R,85,G0WERS

Natronal Progracms Coorzdinator/Manager for D.D.C.

TUST 4 OMENT ... .
M Lookivg Someriine UR.

= N o

11 eai ™l 3 laymirmeag ., TYans Mm A%



ACTICM PLAN FOR
THE MANAGEMENT CF
DIARRHOEA

STEP 1

Explain to the Mother the Dangers of Diarrhoea ........... P. 2
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STz 2

ASSess Hydration STatlS . .vivieiriornasarassasssssosmasssne E. 4
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STEP 3

Determine Which Treatment Plan to Use

STeP &

I

.
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Consider and Treat Specizl Types of Diarrhoea ............ P.

-

Tell the Mother How to Prevent Diarrhoeza
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Bafors beginning troatment, we oust examine the child 1 order to

Szatus®., JHydracvion Status indicatss how much watar the child has

we will know which Trestment Plan cto fellow.

rafarred ta, tha Dors guickly and accuratsly the Health Workers wi

RESPIRATION

URINE QUTZUT

ASSESSMENT OF HYDRATION STATUS

NORMAT,
Well

Normal elasticity

Normal

Good wvolume
Less than 120/min.

20-30/min.

Normal

MODERATE
Restless or
floppy
Reduced
alasticity

Slighrtly sunken

120-14C/min.

30-40/min.

Decraased

lost.

. More

determine his "Hydration

Oncs we know this,

]

The morzs often this Asssssment Tabls is

pe able to diagnose

SEVERE
Very limg or

unconscious

Severely reduced

elasticity

Saveraly sunken

Very weak or absent

than 14Q0/min.
More than 40/min.

Almost absent

»



DRY MOUTH
FAST RESPIRATION
SUNKEN EYES
FAST, WEAK PULSE :
SUNKEN FONTANELLE

LITTLE URINE =2

TEE SKIN FOLD STAYS UP FOR
MORE THAN TWO SECONDS, HE
IS SEVERELY DEHYDRATED

DEHYDRATION MEANS LOSING rLUID

This child is severely dehydrazed. Zveryday he is losing as much as
10% of his body weight in fluids and salts. If the fluids and salts

are not returned to his body, he will surely die - he needs help fast!
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A ‘
oiep 3 DETERMINE THE TYPE OF TREATHENT PLAN

| ———

TREATMENT PLAN T

?{ T

ol

TER ASSESING THE CHILD'S HYDRATION STATUS, THEN BEGIN TO IMPLEMENT

APPROPRIATE TREATMENT PLAN. THERE ARE THREE TRESATMENT PrLans.
1eNT PLAN T 1s To BE USED FOR PATIENTS WITH MORMAL HYDRATION

TATUS, TREATMENT PLAN 1] ~OR PATIENTS WITH MODERATE DEHYDRATION,
T

22ATMENT PLaN I11 =oR PATIENTS WITH SeEVERE DEHYDRATION.

NOZAHAL HFDRATION B7R7US

To ensure that Hydration Status remains normal, thus praventing

Jahydration.

Weigh the child.

Show the mother how to maks and administer the Sugar~Salt Mixiure.

Tell her the amount to give the child, using the information in the

Zox below.

Tell mothers to give more than normal amocunts of breasc mi ilk, tea,
water, and fruit juice. GCrange and lemon juices are particularly
good.

Advise her to return if the child's condition worsans.

ki

"OW MUCF SUGAR=SALT HIXTDRE TO C;VV

-t anerd

‘,-%:_ugu'-‘r‘ -é:}-‘—‘;., R

* Por 24 hours, between breast £feeds, give:

Child weiching LESS THAN 5 kg = 300 ml
(Q-6 months old) (1 empty Julpearl bott1e)

Child weighing MORE THAN 5 kg - 68C ml
(6-18 months old) ) (2 empty Julpearl bottles)

Child weighing MORE THAN 10 kg - 9CO ml
{18 months and older) (3 empty Julpearl bottles)
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TREATMENT. PLAN I

PO 35 Sy W S

SUGAR=SALT SOLUTION: TEACEING PROCEDURE

~. ¥Wzsh hands with soap and watar.

Ind

. Use clszan utensils and tne claan wa=er available,

1
ot

5

: Pound coarse salt so that 1t will dissolve =asily.

. Do not make Mix vourself. Instruct and supervise only.

Involve the mother {or mothers, i1f you are instructing a group) in the process.

[P

Teach the following RECIPE: '

* Measure out 3 JULPEARL BOTTLES of clean WATER into clean container.
* Measure out 1l level JULPEZARL CAP of SaLT.

* Measurz out 8 level JULPEARL CAPS of SUGAR.

* Stir untll Sugar and Sz21t ara completely DISSOLVED.

&. Ask the mothers %o count out loud as =sach measurement is being added to the
container. ’

7. Review the measurements of esach ingredient until you are sure the women
remembear them.

#. Get the mothers to taste the mixture so that they recognise the correct taste.

Tell them to always taste the mixture before giving it to thelr babies.
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~

* Zxplain 2o thz women that the child L5 weak because ne has iosc watzr and salcs
LI =his continues.

* that Sugar-Salt Mixture is a medicine that will raplacs tne lost
salts, and will help make the child strong again.
* Advise ie woman Lo continue Wwiitl treatment even iZ tha dizrrheea does not stop
immadiacaly, The stecols should svencually lassen.

= Advise The women that the mixture should be given even i vomiting occurs. They
should waic tsn winutss and then continue giving it.

7 adviss the mothers to recturn 1f they think the child's condition is worsaning.

z2 that i1t Takes time to get a child to drink as much mixturs as he nesds.
be given at frsguenc intarvals, in an upright posicion, with a2 suizabls
-

contains No Zeeding bottles!

* Zxzliain tnat Sugar-Salit Maixture must e storad 1n a2 ¢lzan containar with covar, and
must be mixed frash avery day.

* Warn the wemen cthat giving+laxatives or purgatives to their children can be very
dangarous, and svan Ifatal.

* Encourace the women to continue brezastieeding.

* Encourags the women to give their childrsn food rich in calories and protain, and
fruics such as oranges, limes, papayas. and bhananas 1f awvailabla. .

HZALTH WORKERS, LOOK FOR WAYS TO SHARE YOUR
KNOWLEDGE.
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AODERLTE DELIYDCAT IOV S7TH7S

aim: To replace present losses and to anticipate losses in the next 24 hours.

1. Weign the child 2o determine now much ¥W.EH. 0. Solution he needs.

. Mix th

ta

=
=
e +

Tt To mix nerself.

L)

rhe echrld doesn't draink enouch volume, use a nasogastric tube

r
ng for r=assessment znd Tuvrther treatment.

wm

Pt

W.E.O. Scluction vourself using a UNICEF packet. DO NOT give a mother

mother 1n 2dministering the Solution for 4-6 hours in the Health

d e

+  Afrar 4-5 hours, reassess Hydration Status. If worsening, begin implementinzg
het - Plan 1IZ. If improving, give the mother ensucgh Solution to last
using the amounts g_ven in “he Box below. Instruct her to return in

Review "Things to Remember When Teaching the Mother"” on the opposite page.

Thov epply to the use of the W.E.O0. Solution as well as the Sugar—-salt mixturea.

HOW MUCH W.H.O. SOLUT;ON TO GIVE

* Reassess after 4-6 hours
If worsening, go to Treatment Plan IIX
If improving, give 100 mls/Kg /Overnight

sess the next morning

Bvdration Status is normal e————3% Treatment Plan I
erate Dehydration Persists -3 Treatment Plan II
re Dehydration Develops ewee——i Treatment Plan III

TO HELP YOU MEASURE VOLUME, REMEMBER:
EACH OF THESE CONTAINERS HOLDS
" ABOUT 4 LITERE OF FLUID

R

£ =2
/“'-__Q: ) ] it
| & ok /Yy j\ ]}
: a gAI1. oz. & large % f / %k
z measuriag plastic 3 F—
z ~i-ohe= drinking ss i Moot IMee
\ : piecaes cuo & ==t = ;
' = = ﬁﬁﬁé ‘—'E ; ;
g s ==
- 3 Juipearl boztles
; 5 = i~
! 20 mls = *+fl. ozs 100 mls = J~E%1. ozs
50 mis = I+ 1. czs 1000 mls ( 1 litre) = L1, ozs
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UTICN

=3 madrcal facilicies will
packets, usually the UNICEF pack

ur Chloride
Sediur Bicarbonate
Pozassium Chloride
Gluccse

QR Sucrose
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GEYERE DELEDRATION S7A7¢S

Aim: To immediately =nd wrgently replace present losses and to keep pace
with losses over the next 24 hours.

TO HEALTH WORKERS WITHOUT INTRAPERITONEAL (I.P.) OR INTRAVENOUS (I.V.)
EQUIPMENT

.
2. PPt R T T YT

1. Begin Oral Rehydration Therapy (0.R.T.)immediately. Do not wait!

* For the first hour, give:
—20 mls/¥g of W.H.O. Sclution, using the nasogastric tube if
necessary.

2. Arrange for speedy transfer to a facility that is equipped to
rehydrate with an I.P. or an I.V.

3. Appoint an escort to continue O.R.T. en route and to ensure
speedy admission.

b SELERELY DELYDORLTED BA3F
/%/57" BE RUSHED 7O THE AEAREST AIED/CAL CE2TER, |




—— i e ey trD eI WMTMYT TVYTRADSOTM, =nT T D i AT AT VAT S
-~ STLLTH WORNERS WITHE INTRAPSRITOMEAL (I.F.) aND/0OR INTEAVINQOUS

LWL ZQUIPMIDNT .
1. 3agin unzrapericeneal renvdration immedizcelr. To not wait!
-7t AFPpr The first hour, givea:
50 mls/Xg of I.V, Solution
2, Reassess afiter 1 hour. TIf imgroving, continie tha2 zhove Tra.
Therapy uncll rahydrated. If not improviag, cransizsr to I.V.
.V R
* Immedirately, give:
20 mlis/¥g
* Then, give:
10 mls/Xg/Hour until ranhydraced
*, Zven whilz using I.P., or I.V., continue with O0.R.T. iI che zhila

3

In order
L STRENGTH
SARTMANN 'S

TEYTMODOAT T

of preference:

DARROW'S SOLUTION

|




‘ . TREATMENT PLAN SUMMARY

=
L

e “---?*.‘:-‘—T;-_“.‘s:’;;.-. §

+-TREATMENT PLAN.. x4 * Tor 24 hours, between breastfeeds, give: i -
TR S e St nead Child weighing LESS THAN S Kg 300 ml i
NQRMAL HYDRATION {0-& months old) {1 Julpearl botile) »
STATUS . ] , .

* Child weighing MORE THAN 5 Kg 600 ml |
(6-18 months old) (2 Julpearl bottles); .
SUGAR-SALT MIXTURE Chilé weighing MORT THAN 10 kg 5CO ml ?

18 months and older) {3 Julpearl bottles)

* Por the first 4-% hours, give:
20 ml/Kg/Hour

=1
Lk
o
D§
M
(]
E
H
=
O
2z

HMODERA
STATUS Reassess afier 4-6 hours.
If worsening go ic Treatment Plan III

If improving gaive 100 ml/Xg Overnight

*

=
a3
o
L

t
Cx
[
ct
13
it
D
i

Reassess the next morning

If Hydration Status is normal — T. Plan I
' If Moderate behydration persists-$T. Plan II

If Severe Dehy&rzticn develops —» T. Plan III

* Por the first hour, cive:

' : 20 ml/¥g of W.¥.0. Sclutien
SEVZERE DEHYDRATION {use nasogastric tube if necessary)
STATUS

R IR S S s T SN Tl S ol

Meanwhnile, transfer to facility with I.P, or I.V.
On arrival, begin I.P. rehydration

TR TP rie e e

i.2.0. SQOLUTION * Por the first hour, cive intraperitoneally:
50 ml/Xg of I.V. Solution

Reasseass alter cne hour
EI.V. SCLUTICHN I 1mproving we—-» continue till rehvdrated
If worsening ————p transier tc I.V.

* Immediately, give, zntravenously
20 ml/Xg of I.V. Solution

T RTTY TR TATY RN anel i  T Ta WIS ADrp,

*Then, give:
10 ml/Kg/Hour till rehydrated

With I.P. or I.V. Therap¥, contioune giving O.R.T. If

s
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CONSIDER AND TREAT SPECIAL TYPZS OF DIARRE0TA
ONLY do this aZtex vou have started rehvdration theranpy

(e

—

(3

}

[

IZ the chil?d 15 Zfabhrils and vou ara sure there is blacd and mucous

-

in =fe stool, creatc wich antibiotics (e.g. T2tracycling; children need 52.3 mg,

Chrenic digrriosa - This may be caused by rparzs:irc inlactions such as giaxdia

ox &szaris. Microscopice diagnosis is 2ssential before treatmsnt with

Mapacring or Metronldazole Zor glardia, or Piperszaine for ascaris.

Saverzs waterv diarrhogea in epidesmic Zorm - Suspect cholera, ¢sptinue invensive

cral renydration; and report to Medical and Haalth Department rmmedlately,

undsrlying condicions such as malaxla wich Chlorccuine and savars raspiratory

inZsctions {gneumonia Or ocitis mediz} with ancibletics.


http:Piperaz.ne

MEDICINES WHICH HAVE LITTLE USE IN TREATING DIARRHOEA

* EXPENSIVE AND DANGEROUE - Neomycin zné Streptomycin mzy damage the intestine.

Lomotil may alctzr bowel motility sulficiently to delay clearance of the

infective agenc.

* MODERATELY EXPENSI

B

AND USELESS - Non-absorhable sulphas sikh as Phthalylsupha-—

+thrazole,.

CHEAP PLACEBD - Alzhough Xaolin makas the stool more solid, it doess not

decrease the total amount of Zlulcd loss and may incresase the electrolyte loss.
The danger is that 1Z Keolin is prsscribed without Qral Rehydration Therapy the
ion.

chilé may still! devalop severe dehydrati
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W0 YOUR SON DO&S MoT ANEED AN T, CT/ON BECAUSE
HE's GOT DIARREGES.  WEHAT HE NEEDS
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DCN'T FORGET TQ HELP 2REVENT DIARRHOEA!

2z25v e n2ll curselves, "Oh, thessa peoolz will never understand wnat I'am
=ziling thsam, It's hopelass - they'll never cpange.” Iandeed, it 1s diZf:cule zo
T women that <heir children need fluids, nct an injaction!

»

“raditisonal actitudes toward medicine do not change quickly. But we must begin

PY-A=p A== g

1

2 I Team. As we hslp women ¢ understand chat they can oftan trzat children who

ner we will sse Zewer of these children at the clinics., Fawe

zhaldren will nsad I.¥.'s, and Jfewer children will die from dehydration.

Wrrle vwe are teaching mothers te prevent dehydration wifth sugar-salt mixiure, we
shoull not forget te tazach tham o prevent diarrioea l1ts=1Z. We can do this by
~.n< them about the importancs of good nygisne and good nutricion., Infection
ha major gauses of diarrhoea, and good nvgiene helps to r=duce the
cidance of ilafs=ct:zcn Therelore, several praciices should be encouragec.

Z soap with waker is indispensible wo good hygiane. While most people’

» zhair hands hafora aatiag, they do not us2 scap. They just swish thezr hand

5
W
N
O
[k
[4]
=
i
&
)
[I’

around in a bewl of water an

znd watar befors cocking and sating, and before and after going to the latrine.

Alse, we see many small, naked children playing arcund 1n the dirt., Discourage
This! Children should be playing on mats, and if their mothers cannét XKeep them
ouz ¢ the dirt,-they should put »rotegctive c¢lothing on them. Children who arse
2lways gettinc dirty should have a soapy bath more than once a day.
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nawve to he encouraged Lo improve the safaty ¢f their compounds. Every compound

shonld have a pit latrine with cover. And if the compound owner has animals, he

should build sheds for them instead of keeping them in his wifa's kitchean.

he Lmportance of rehydration is a valuable membex of the

1! Enccurage people to wesh with soap

nygiene fall under the resgonsibility of the women, but the men also



2 ¢hild who is poorly nourishaed is olten sick. He is troubleé with iniections
bsczuse his resistancs to disease is low. So in order to prevent diazrrhoez, we pust

not only encourage geod hygiene, but also promoit2 good child nutrition.

The Zirst Key to good iniant nutrition is: BREAST IS 3ZEST. If we ever see baby-bottlas
in people's ccmpounds, ir is Time to sit down for a serious discussion. Baby-bottles

are cne of the biggest carriers of bacteria that cause diarrhoea,

s mothare breastfezed, they should begin to introduce weaning foods by the time a

nild is about four months old. Rice and coos pap is good for srarters, but mothers

n

should gradually add other foods to the pap - like eggs., and pounded groundnuts.

1y
3}

uits and vegetables, mashef banana, mango, paw Dbaw, potato, pumpkin, and beans are

it

ein

1)

lso izportant to the growing child's diet; Fish is an excellent source of pro

for babiss; as fish is soff, it is easier to eat than chicken or meat. By hisg first

birchday, the child snhould be eating everything that his famly does - except

=

ealsh centre, or at the hospitzal, we should

[84]

Wnether at the dispensaxy, at the
always try to Zind ways to share ocur knowledge with the people we are serving.

It s our responsilillyy to teach the peogle how to prevent diarrhoea, as well as

how to rrevent death caused by dehydration.

nian women will not realize the importance cf Oral Rehvdration Therapy ~ and their rols
* - until we show them that it is important! We cannotr guickly change the hezlth
nacits'ci the people. Involving wmothers in this process will raguire repeated

teaching and demcnstration. It will take vears, and will only succeed with the
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It should be avted that Radio Gambia has no telax facilicy
or cassatte recording capability. The two new sctudios pnlanmed
for 1982-83 are contributions of the West Germany Governmsnb. 4
nevw broadcast channel was originally schaduled to open in 1982,
but due to political decisions following the cTecent coup actampt,
oniy one broadecast channel will be used ian the fowxesaeablea
futura. g

Radio Gambia's main productiomn facility is outside Banjul,
lts main transmitter is in 3akaw and the only r
located in Basse (see map below).

apeatar station is
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Studios

@ Large Choral Studio

s Direct BroadcastL
Studio A

o Small Studlo B

a New Studio

{(to be bulll)

o New Studio

(Lo Dbe built)

o In Maintenance

Turntables

(2)

(2)

1st Generation

Ampex: Reel to Reel

Tape Decks

(2)

(2)

2nd Generation

Ampex Reel to Reel

Tape Declks

(1)

(1)

Mixer Mlecrophone

4 Channel

Working

(6)

(6)



and major source of
19th cenctury., Cotton,
provides an additional
the staple food crops.
(primarily by men) has
cultivation, as the two

foreizn exchange
currently gubsidized by
2

contributed

since the first part of che
the governmeatc,
xport crop. Millet, rice and sorghum are
The emphasis on groundnut cultivation
to a decline in mills

crops ara competicive for land and

-
[

labor. *The decline ia millet production has bezea accompaniasd by
an iacrease ia the cultivation of rice, primarily by women. Thsz
dominance of groundnuts, however, has major implications for the
Gambian economy. Grouadnuts are subject to sharp fluctuatioms in
price on the world market and im production due to c¢limatic
conditions, which puts the economy in a vulnerable position.
Also, the flow of casn 1is councencracsed ian the "trada season”
which coincides with the dry season. Futhermore, the emphasis on
groundnut cultivation has diverted production from other Zood
crops so that the area is not self-sufficienc in food.

Copgsaquently, food must be importad, especially rice.
The River Gambia, which has a depth of 2.5 meters at the
sastern border and 25 meters at the entrance, is navigable for

regional steamers (i.a., vessels not excesding 23 meters 1in
draft) to Fatoto, 360 kms from Banjul. Tharz are about 33 whaxi
towns at which government vessels call. The rtoads ian The Gambia
generally follow the length of the country paralleling the river
on either side (north and south), and carry limited bus and
commercial lorry traffic. While the southern bank road is paved

from Banjul to Basse, the northern bank road is laterita, TFzedar
roads linking resmote settlements with these maia roads have been
and continue to be devaloped all over the country., Duriag the

rains, however, many of these smaller
The Transgambian Highway forms a link

roads became impassablia.-
batween the north and the

south bank roads at Farafanni and Soma which proceed respectivaly
to the northern region of Senegal (Dakar), and the Casamance of
southern Senegal (Ziguinchor). Theres are no bridges crossing the
river; rather, a number of ferries operate at various poilats
along the river--Barra, Xerewan, Ferefenni, Xuntaur, Georgetown,
Bansang, Basse-~and are not always vellable. Although the number
of cars registered has incrzased dramatically, their use is
largely concentrated in the Banjul/Xombo ar=za. A recent rise in
petrol prices has further inhibited the widespread use of
vehicles. The Gambia continues to be predominantly a pedestrian
sociaty where footpaths are widely used.

The following map illustrates the five Divisioas of the
country and identifies the principle population centers.

YcfARTHY 15LAND 124,307

HORTH 3ANK {115,573}

UPPER RIVER
(107,530]

P i zedbasa
: F 4 | XENABA
i LOWER RIVER (53,004)

o GUNJUR l

WESTERN DIVISION (230.315)
‘;

The qgmbi 3




APPENDIX E

SUMMARY OF THE DEVELOPMERTAL IRVESTIGATICN

Because the results of the developmental investigation are
so central to the design decisions reflected im this
implementation plan, a brief summary of the most critical
findings is presented here., Readers are cautioned that the
statements below are highly generalized. Many constitute
hypotheses still to be tested rather than facts to be accepted.

A. BACKGROUND DESCRIPTION QF THE GAMBIA (Much of the following
information 1s drawn from Oveymei Haffner, A New Geography
of Senegambia, Banjul, 1981.)

The Gambia, situated on the west coast of Africa, forms a
narrow band on either side of the River Gambia with a surface
area of 11,600 square kilometers (24 km in width x 487 km in
length). The Gambia is almost entirely surrounded by Senegal
except for the short Atlantic coastline on the west coast. The .
population in 1980 was estimated at 631,000 of which over 80%
lived in rural areas outside the capital city of Banjul and its
periurban communities (Annual Report, Medical and Health
Dept.). The poulation density of the country is 50 persons per
sg. km making it one of the most densely populated countries in
Africa. Children under five vears of age account for 17.4%
(108,794) of the population.

The last national census in The Gambia (1973) showed that
89.3%Z of the total population are native Gambians, with other
Africans comprising 10.3%, and non-Africans making up the
remaining 0.2% (0.2% unstated). Native Gambians belong to aine
major ethnic groups, 42.2% are Mandinka, followed by Fula
(18.2%), Wollof (15.7%), Jola (9.5%), Serahule (8.7%), Serere
(2.1%), Manjago (1.3%), Aku (1.0%), Bambarz (0.4%Z), and other
Gambiens (0.9%). Belonging to the wider Senegambian geographical
and cultural region, the major ethnic groups in the country share
much in common. They are characterizad by hierzrchical social
and political systems ordered on :-he distinction betweazn free-
born znd slave, founder and stranger, and the priority of seniors
and men over jumniors and wdmen. Since the late 19th century, The
Gambia has been predominantly Muslim and, as such, it is
characterized by conservative values. A small, influential
Christian community centered in the urban area shares many
customs, values, z2ad zttitudes with the Muslim mzjority. The
basic family unit is tha extended family in which polygamy is
frequently practised. Traditiomnal values related to family and
social relarionships, Zamily occupation, and views on moral
issues play important roless.

.

Economically, The Gambia depends zlmost entirszly on
agriculture, with groundaurs (peanuts) accounting Zor well over
50% of total exports. Groundnuts have been the main cazsh crop
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The government health services are supplamented by several
@issions and private institutions. The British Medical Resesarch
Council runs a hospital (%0 beds) az Fajara and a NVucricion
Center field unit at Keneba. A private hospital, Westfiald

Clinic in Sarrekunda, provides 28 heds.
F. RADTO

Reported radio listenership by mothers was coasistent wikh
the information gathered from antecdotal“sources. Most mothars
iaterviewed said they had access to radios. Those with access
said they listem to Radio Gambia ian the evenings beiwean 8:00
p-2. and 9:00 p.m. The most popular programs are reportedly the
"Jomen's Programme,' "Agric-Bantaba' and "Jatta Xaandeya (che
health program). However no women were observed listening to thea
radio in any of the field investigation visits, although manv men
with radios were observad. Uafortunactaly, i1t was not possibla to
visit rural village compounds £o observs listening nabits during
prime time. Howaver, based on observations of othar sourcas,
there appears to be some question about whether mothers resally
have access to, or control of, the radioc, or if the men actually
contrel the radio while women listen peripherally.

There seemed to be evidence that radio broadcasts weTe an
important topiec of discussion at the traditionsl bantaba {mals
forum) meetings. This suggests that radio is an important source
of village information, and that the role of men may be extremely
important to the information received by women.

There are two radio broadcasting facilitigs in The Gambia,
Radio Gambia and Radio Syd. Radlioc Gambia is the national radio
station, and is divided into five sections

Rural Broadcasting

School Breoadcasting

English and General Programs

Local Language and Islamic Programs
¥ews and Current Affairs

Rural Broadcasting has been given rasponsibilicies for the
MOH programs. Presauntly, it coordinates regular half-hour weekly
programs directed at rural areas from the Departments of
Agriculture, Animal Health, Fisheries, Health, Community
Development, Forestry and Cooperaties.

The following graph illustrates the basic equipment now
available at tha national radio facility.
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Health Inspector (HI) - Prevention, and
environmental sanitation
inspectors. Travel
extensively.

(50 total, 15 in rural
areas)

Qrderlies ~ Maintenance of Centers,
dispensaries, and sub-
dispensaries
(90 in country)

Health Laborors (HL) - Community well
construction

Traditional Birth - Village-based traditional

Attendants {(TBD) midwives who have been

given modern training

Peace Corps Health - Expatriate volunteers
Volunteers (PCV) often working with health
centers or dispensaries
to non-dispensary
communities. A mnew group
of volunteers to arrive in
February/March
(25 in country)

Leprosy Inspectors (LI) - Itinerant group of
professionals who
distribute leprosy c¢ontrol
medication throughout the
country

(15 in couatry)

.

In addition to these individuals, a Primary .Health Care
Action Pian is currently underway, prepared by the MOH with
assistance from WHO. The national program calls foxr the
selection and training of 200 village primery health care workers
(PHCW) by 1986 to provide services for 200 villages with 400
people or more, which are npot currently being serviced by =2
hezlth unit. Presently, 18 PHCWs have been trained and 18 more
are now in training. The program is now limited to the Lower
River Division. This primary health care strategy is focused on
the prevention and control of endemic communicable diseases such
as malazria, diarrhea, schistosomiasis, yellow fever, measles, and
other childhood diseases.

Department of Medical and Health Sarvices of tine
21s0 runs the EPI, an Epidemiology Depaztment, &
and Child Health Unit which trains Traditionasl B
nts znd Community Health Nurses, a Health Inspecto
recently constituted Health Education Uait.
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MINISTRY OF HEALTH, TASQOUR, S0CTIAL WELFARE
Minister - Dr. teJallow

|

MEDICAL HEALTH DEPARTMENT |
| Permanent Secretar; - Mr. Saihau N'jai |

!
rblrEgtor of Medical Services - Dr. Fred 0ldfz=id
|Assistant Director of Medic%l Services - Dr..Hatib N'ja;

Wed*cai Of fi gr o Hezlth - Dr. Phillip Gowers 1
£} 1 ,
HPH ea1th Health Expanded Chief
Coordinator nspector Education | Program of Jursing
) . ‘ }mmunizatiﬂn‘ u? icer §

The health care services provided hy the Ministry of Health, Labour
and Sccial Welfare in The Gambiaz consist of two government general
nospitals: Royal Vietoria Hospital in Banjul (240 beds), and Bansang
Hospical (100 beds); long stay hospitals for mental, tuberculosis and
leprosy patients (120 beds); a2 home for the.cld and _nzlrm, and 12 nealth
cencers (104 beds), 17 disvensaries, and 55 sub-dispensaries throuchout
the country. "The Ministry additionally operates 8 mobils Mataraal and
Chaild Bealth (MCH) teams that service 68 localities, some of which ars
basad at the dispensary and sub-dispensary areas and ochers whera no
nealth services are available.

Whereas nealth centers and dispensaries are reg gularly staffed and
operate dally, sub~dispensaries are visited once a week by the dressar-
dispenser (a trained, stara registared nurse) and his tema from the
nearast dispensary, who provide medial services to the patiants in the area.

The principal health personnel working at the rural level in The Gambia
include:

Dresser/Dispensers (D/D -~ Responsible for primary
tredtment

Auxilary Nurses (AW) - Assist Dresser/Dispersers

Community Health Nurses - Travel regularly to surroundiag

villages to provide treatment
as well as health education
(56 in the country)

Jurse Midwives (M) - Maternal child care focus
{29 in the countrv)
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When asked whether they thought a 8/8 solution was a good
medicine for diarrhea, most answered yes. But when asked what
they thought was the best medicine for diarrhea, the women
consistently named the white mixture (kaolin). Tablets were
mentioned as second best, along with the S8/S8 solution. OQther
answers included injections, guanamycin, codeine, and
paracitamol.

In all cases, mothers said they know that & diarrhea
medicine is working when the diarrhea stops.

A series of mixing trials using bottlecaps as measures of
sugar and salt and a local soda bottle as a measure of water were
conducted using tape recorded mixing instructions. The full
results of the trials are described in Appendix B but the most
relevant conclusions are listed below:

. It was necessary for mothers to hear the recorded
instructions several (3-4) times to remember and
collect all the ingredients needed.

. Counting the correct number of bottle caps did not
prove to a major problem.

. Heaping of bottle caps with both sugar and salt was
common. This practice increases the concentration
of both sugar and salt above optimal levels.

* Selecting a litre contsiner was less a problem than

the tendency to fill it to less than the capacity
with water.

. Stirring the solution was often either omitted
altogether or insufficient to properly dissolve the
sugar and salt.

) The suggestion to add fruit juices crezted
consternation among several mothers because fruit
is not easily availabile. '

ey |

THE MINISTRY OF HEALTH

The health care system is under the direction of the
Division of Health and has the following administrative
positions:



3 1l piach salt and 3 piaches sugar to 1 Julpearl
bottle of boiled water

3

] l tsp. sugar aand 1 pinch salt to 1 litre of boiled
water

9 1 1/2 cubes sugar and 1 pinch sugar with hot wataw

9 1l tsp. salt aznd 1 pinch sugar with hot watear

2 1l packet of salts from clinic with 1 litre of

boiled water

As indicated by these reported solutions, most women
answering correctly identified that more sugar was needed than
salt., 1In only one case was more salt recommended by a woman who
explained that mors sugar would increase the diarrhea, and
several of the solutions call for equivalent amounts of sugar and
galt. Most of the solutiomns call for boiled water, although the
volume of water varied significantly.

The most commonly mentioned containers for measuring water
were the larte (1 litre) plastic drinking cup and the Julpearl
bottle (one third litre). Other containars mentioned were small
glasses, cooking o0il (e.g. Niani) bottles, British cigarette
tins, mineral bottles, and tomato pasta cans.

Most mothers said they had a taaspoon and bottle cap in
their homes. With all of the above, however, there were few
opportunities to verify the reported information by having the
women actually produce a bottle, cup, spoon, etc. to show the
interviewers, :

Mothers were also asked about the availability of the
ingredients necessary to make a S/S solution, with the fellowiag
results: Lcoarse salt is usually available at a cost of from 4 to
12 bututs a cup, but fine salt 1s rare or not available at
all. Granulated sugar is usually available ia most wvillages at a
cost of 50 to 60 bututs a cup; sugar cubes, costing 6 bututs for
4=5 cubes, were less availabe but not uncommon. Oranges and
mandarins were usually available in most villages, but limes were
available in all. Papayas, bananas, and coconuts tend to be much
less commonly available, especially in the villages furthest up-
country, and are always more expensive.

When making S/S solutions, mothers said they stored the
liquid in a covered basin or bottle with a stopper, and let it
cool before administering it. They then would give it to the
baby, usually using a cup and spoon, whenever the baby needed a
drink over one day's time. When asked how much of a Julpearl
bottle filled with water a baby could drink in one hour, most
mothers said a baby could probably drink half of it but no more.

* 2 bututs is equal to approximately 1 U.S. cent.
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in proportion to the degree of dehydration and the size of child,
but the volume is usually one litre over the first 24 hours (for
a one- to two-year-old child). The child's mother administers
the solution with little nurse supervision and without records of
actual consumption. Children are discharged when the
pediatrician feels that they are no longer dehydrated.

Other medications may be used to treat the diarrhea,
including kaolin and combination products which include
antibiotics and kaolin. The pediatricians generally feel that
these are not necessary but may help symptomatically and/or are
expected by patients. If diarrhea is continuing at the time of
discharge, mothers are told to prepare a sclution 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.

Dispensaries and some sub-dispensaries may treat diarrhea
with soluticns prepared from UNIGCEF packets. Children may be
kept in the dispensaries during the day for supervised oral
rehydration therapy. On discharge, mothers are told to prepare
S§/5 solutions in their home. Kaolin is also distributed by
dispensaries.

It is established Medical and Health Department policy to
promote home-mix 5/5 rehydration fluids at the home level. This
policy has been defined clearly in the Health Worker's Manual for
the Management of Acute Diarrhea in The Gambia (see Appendix 4).

When queried about the S/5 medicine for diarrhea, many
mothers responded tnat they had prepared the scoiution themselves
at home. The solutions they reported, with one woman usually
speaking for the entire group, include the following:

© l tsp. salt and 1 cube sugar to 1 litre of boiled
water )

c 5 mls sugar and 1 pinch salt to 1 glass of boiled
water ) «

® 1 pinch sugar and 1 pinch salt to 1 Julpearl
bottle of water

[ 1l tsp. sugar and l/% tsp. salt to 1 cigarette cup
of boiled water

¢ 1 tsp. sugar and 1/2 tsp. salt to 1 small glass of
beiled water

[ 1/2 tsp. sugar and 1 pinch salt to ! small glass of
boiled water

@ 1 pinch sugar and 1 pinch salt to 1 litre of boiled
water

- add equivalent pinches of 5/3 to boiled water

* . ]
A local carbonated beveraga.

\



Hdost of the mothers claimed cto &take their sick infants for
traatzent Immediataly upon ithe omnsst of iliness, chougt oma
acknowladgad that tqey wait wntil the iafant is cestless and
others, that 1f the clinic 1s faraway, thaey wait a day. Soma
consult a marabout before going. Whea asked what thev do for the
baby velore seekiag cucside treactmenc, women ian 6 of the 11
groups interviewed reportad giving ths baby salt and/or sugar ina
boiled watsr, opresumably prescribed bv tha hesalth staff buc

rarely mentioned by women as a creatmeat their babiss reczive at
the healch center. Some mothers, primarily Fulas, give the sick
baby sour milkx. Giving codeins and liquid mixtures from local
pharmacies was also mentioned, as was giving herbd teas. Vot a
single mother said she gave her baby a laxa“iva or purgative
(nandal), which arsz given ounly for constipation. Ia geanercal,
mothers acted surprised to be asked this quesktion, aand soms
volunteered that nandal would only increase the diarrhea,

- .

With regard to the fzeding of a baby wich diarrnea, all
groups rasponded that mothers should continue to breast=-feed the

baby. Most women felt they should continue to fszed thz child
other food as well. Most also said the child should bz forced to
eat if he refused, though some thought he should be left alione.

Cf the types of food the baby should be fed, cocos pap was
mentioned the most. Eggs, oranges, and rice were menticuned asxt
most frequently. Cow's milk or Cerelac, t2a and bread, and Tanta
or Sprite were mentioned by some. Salc and sugar ia watar was
menticned once, as were poCatoes and Ovaltias. OFf the foods that
should not be given to a baby with diarrhea, rice was .meuntionzad
most frequentiy. Other foods that the women said shouldn't be
given to the sick infant included bananas, oranges, aad sour
milk.

D. DIARRHEA TREATHENT

The Goverunment of The Gambia and the madical profession
recognize the critical importance of fluid replacement to treat
denydration caused by diarrhea., This 1s done primarily by oral
sugar—~electrolyte solutions and limited use of intravenous
fluids. The method of treating diarrhea varies depending on the
settiang and will be deseribed during 2 discussion of =sach therapy
site.

Royal Viectoria Hospital, the main hospital in the country
(located in Banjul), treats childrenm with diarrhea, primarily in
the general in-patient pediatric ward. For most children,
therapy begins with oral rehydration (OR) solutionm. This
solution is prepared from UNICEF-supplied packets by the nurses
on the pediataric ward. The contents of six packets are added to
ten litres of hoiled water. This solutioun is used [or colder
children (usually 12 months), but it is diluted to half-strength
with water when used for younger children (resulting in a
solution with 307% of the expectad concentraticn of salts and
glucose). The solucion is ordered by the pediatrician, roughly



dryness. In Wollof, lapa is the word for general dryness, raga
for severe dryness, djerx for dry and drained, and ivei for

weazk. Fulas call dryness fodjugol, bandomakohori, and fodji, and
severe dryness xorogol. The word for dry in Serrehule 1is
ahatengkareng.

Most women attributed the dryness to the diarrthea although

some of the symptoms seemed related to 2 general wasting
assoclated with malnutrition.

A variety of causes of diarrhea were cited by mothers, with
no single explanation predominating. Many women mentioned dirt
~- dirty food, dirty water, dirt in the environment in which the
baby lives -- as a cause of diarrhea. 1In the same vein, some
mentioned inadequate care of the child in general, careless
preparation of a baby's food, and breast milk and flies carrying
dirt as causes. Spiritual and magiczl reasons were also given
frequently,

Most women said that they usually sought treatment at the
government health centers and dispensaries when their babies had
diarrhea. Marabouts and local healers were also mentioned as
sources of treatment, but they are more likely to be sought for
such maladies as fits, nightmares, when the child is believed to
be bewitched, when his fontanelle is -sunken and hard or his hair
is falling out, and when the child is not improving from
treatment given at the health center. Local pharmacies were also
named as occasional sources of treatment.

The Stanford evaluation team reports that the mother®s first
response to an episode of diarrhea is village-based healers.
Health centers are used when local remedies fail, except where
health centers are mnearby and then they may be used much earlier
in an episode. The penetration of the Expanded Village Program
of Immunization (EPI) has apparently increased the confidence in
the formal health system.

The most common treatment at the health center and
dispensary, according to the women interviewed, is a white
mixture (probably kaolid) and pills or tablats (probably
sulphadimidine). A brown mixture (guanamycin) was mentioned in
some groups. Several mothers mentioned being advised at the
health center to mix S/S in boiled waterx. Injections were named
in one group. In describing “"water medicine,™ which seemed
usually to refer to liquid kaolin, the words lekindvang (Fulz)
and boridjioce (Mandinka) wers used.

Among the treatments prescribed by local healers for
Thea ares 2 dose of straight pzlm oil and tea made from guava
es and sweetened with sugar. Certain marabouts are said to
the illness by preparing a special nasoj; writinmg a verse
m the Xoran ia chalk on & slate, riasing the slate with water,
haviag the child drink the water. Additional information on
e and other traditional remedies has been collected by the
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primarily because of incomplete or delayed reportiang. E
though possibly underestimated, this data indicactes a re
high incidence of visits to the dispensaries for diarrhe

The incidence of diarrhea raages Zrom 19 per 1,000
populacion in Xambo St., Marv, to 173 per 1,000 population ia
Z3anjul. Although the differences between these areas may be a
result of reporting procedures, the overall high incidence of
dispeasary visits for diarrhea indicates both a high diarrhea
incidence in children and & high utilization of dispensary
services for this illness. -

The strong seasonal variation in diarrheal prevention is
clearly demonstrated in the following tabla.

Seasonal Variation of Infant Mortality Rate
Per 1000 Births in Xeneba

Mounths Infant Mortalitvy Rate
November—~January (Dry Season) 260
February-April (transition) 175
May-July {(wet season) 179
August—-October (wet season) 378

Digrrheza was counsistently one of the two illnesses mothers,
interviewed during the developmenital investigatioan, meantioned
first, and described it as especially frequent during the rainy
season {(June-October) and particularly at the start (sangifallow)
and the finish (kunchamarrow) of the rains. All mothers believed
diarrhea to be a serious illness from which their babies could
dia. Following a parallel iavestigation the evaluation tezm from
Stanford concluded: '"The recognized killer diseases are diarrhea
and a disease called kris in Wollof and jarala ia Mandinka2. This
latter disease may be cerebral malaria, though we will leave
medical inferences to those qualified to make them. Malaria is
recognized, too, and is said to lead to kris/jarala. The reader
is advised that 'disease,' 'causes,' and 'treatments,' are
English words struggling to convey the spiritist associations
that make up the framework of most villagers' thinking."

Mothaers differentiated between less and more serious Ctypes
of diarrhea, with blood and/or mucus in the stool signaling the
more serious (dysentery). Frequent and watery stools were most
commonly named as symptoms of .common diarrhea. Most mothers also
mentioned weakness, dryness, and sunken eyes as symptoms. Some
named vomiting, fever, refusal to eat, and a distended stomach.

Mothers were also able to distinguish different degreses of
dehydration or drymness in babies sick with diarrhea. Mandinkas
use the words baloboritali, balodjiactta, labaratta, lanfuta, and
facetta to describe general drymness.and djiatta for severe

10



TABLE 1

Mortality Rate Per 1000 Births in Xemneba

1951~-1975
Years Infants (%-12 months) One~ to Four-Year-0ld Children
1951-55 245 83
1956-60 231 101
1961-65 309 105
1966-70 298 124
1971-75 174 109

Cause~specific mortality data is limited, but data on the
causes of death derived from surveillance activities and special
surveys provide an indication of the important causes of death.
The specific sources from which this information was obtained
include the following:

@ "Statistical Medical and Health Report," prepared
by The Gambian Ministry of Health, Labor, and
Social Welfare, 1979.

® "Surveillance in The Gambia,” prepared by
epidemiologist Dr., Harry Hull for the Gambian
Ministry of Health, Labor, and Social Welfare,

) "National Tetanus Survey," conducted by Pap John

Williams and Harry F. Hull, M.D.s.

® “Primary Causes of Death in Banjul," a combinatiocn
of classified correspondence to the new code
(mostly in~patients from the Royal Victoria
Hospital and from Westfield Clinic), 1979.

Gastroenteritis and malnutrition accounted for 21.3%Z of all
deaths for children under five vears of age in 3Banjul in 1978.
This represented the most important specific cause of death for
this age group. Based on 1979 figures from hospitalized patients
of all ages 1in Banjul, diarrhea was said to account for 7.6% of
all deaths in 1979. Based on information extracted from the
death register im Banjul in 1979, gastroenteritis accounted for
8.7% of all deaths (infants -10 percent, children - 16 percent,
and adults - 5 percant).

Diarrhea is one of the most fregquent reasoas for visits to
dispensaries and health centars. Among patients of all ages
visitiang health facilities in 1979, 34,963 visits were for
dysenctery and diarrhea. This represents nearly 8% of all
outpatient visits. The reported visits frow dispensaries and
sub~dispensaries may be an inaccurate reflection of total visits

[ s]
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The peak of diarrheal disease during the raiay season may be
attributed in part to the high level of focod and water
contamination at this time of year. An addizional factor laading
to an increase in the degree of bacterial overgrowth in £food
consumed by children duriag the wet season is that food is likely

to be preparad less often and carried over from one mesal to
another 2s mothers spend most of th= day working in thes fields.
Although Barrell and Rowland concade that the eifacts of repszated
consumption of contaminated food are speculative, they suggest

that "the poor bacterioclogical quality of infant foods is a
significant causal factor in the etiology of weanling diarrhea,
even ian a community where weaning almost exclusively entails the
use of traditional foods in a cookad form."

c. DIARRHEA IN IN THE GAMBIA

The 1980 Annual Report of the Medical and Health Department
places the iafant mortality rate at 300 per 1000 population, and
life expectancy at 32 years for males, and 34 years for
females, Major medical problems include the following in
descending order of reported casa pravalsasnce:

. 1980

Disease Total

1. Coughs/Chest Pains 69,643

2. Indigestion & Abdominal Congestion 68,165

3, Malaria / 60,014

4, Muscular/Joint Paias 40,123

5. Dysentry & Diarrhea 39,883

6. Indefinite Fever 32,787

7. Pneumonia/Bronchitus 30,783

3. Scabies 24,954

9. Eye Diseases 23,764
10. Gonorrhea ' 17,444

The country demographically is characterized by high birth
and childhood death rates. Infant and under-five mortality rates
are very high, as illustrated in Table 1 below. These figures
are from the MRC'S field study area of Keneba and are probably
the most accurate figures available,



Weaning Food Contamination (summary from Barrell and
(Rowland, 1979). Items of food are usually referred to with two
names: the first indicating the staples, and the second the mode
of preparation. The following list of foods was taken from the
report on a study carried out in Kemneba on the problem of
bacterial overgrowth. .

Mono: This is a thin gruel prepared by adding cereal to hot
water. Millet, rice, maize, sorghum, or findo may be used. Sour
milk, sugar, honey, baoba extract, £f£ish or palm o0il may be added.

Fajiringo: Rich grains are washed, steamed and boiled. The
water is drained off and the grains steamed until dry. Groundnut
sauce is frequently added and occasionally various leaf
preparations.

Churo: Unpounded grains of rice are boiled and served with
boiled water. A refinement i1s tekere churo, in which raw
groundnuts and whole rice grains are pounded and boiled with
salt.

Nyelengo: Millet or findo are pounded and steamed twice.
Water is added during steaming. It is usually served with
groundnut sauce.

Futo: This is prepared from millet and is steamed in a
similar manner to nvelengo but uses more fimely pounded grains.
The final product is a dry powder which is mixed with water prior
to consumption.

Nyankatango: This is a refinement of Fajiriango, im which
the rice is steamed with pounded raw groundnuts, dry fish and
shell fish and is flzvored with locust bean seeds,; chili peppers,
and onions, or some combination of these.

Netto: Locust bean seeds, available only during the wet
season, are mixed with unboiled water and occasionally flaveored
with sugar.

Barreill & Rowland’'s study showed that most of the Zood
consumed by children in Kenebz had a hazardous degree of
bacterial overgrowth. "Even the more thorough cooking methods
fail to produce a21n adequate improvement." While recommending
that food be esaten immediately a2fter preparation, the study
suggests that even so, one third of the foods consumed in the
rainy season would be contaminated., A study of netto, which is
prepared with unboiled water, indicated that the well water in
Keneba is contaminated with faecal coliforms. This same water
wihich is used during the pre-cooking preparation of cereals was
zssociared with traces of E. coli in nmonos after cooking.
Samples of mono with sour milk zdded contained unacceptable
levels of E. coli which seems to indicate that milking o cows
and souring of milk Is done under grossly unhygilenic conditions.

~



Radio Gambia, directly ianto the transmitter on a slightly
differeat frequency. The signal is weak, but audible. The
angineer raported that when the signal fails he plays

cassettes., Both the casssttes and radio belong to the

engineer. This correlates with focus group reports that Radio
Gambia can irequently not be heard up=-country, espacially in the
far eastern part of the country. '

Programming specifics on the Senagalasse statiocas was
difficult to ascertain but they are reported to usa commercial
S5pot announcements. Sen-National is particularly raspected by
Gambian radio professionals for their aducational work in
agriculture.

G. PRIAT MEDIA

Iavestigation of print media ia the rural areas showed a
remarkables lack of any printed matcer. Liceracy rates are ver:
low. Arabic seems to be the language most likely to be read by a
small cadrs of Islamic studeats in almost every village, and
traditional tribal languages have no iandigeneocus written form.
Posters, signs, calendars, etc., are very uncommon ia family
compounds, but compound walls are sometimes used as practice
slates by children doiag their school work or demonstratiag their
newly acquired writing and drawing skills.

Printing facilities are very limited and no large-format
off-set press is available locally. ?Prianting in Dakar is
possible and prices seem to be reasonable, although concrata
experience with commercial firms there is lacking.

3. EEY FINDINGS

1. Marked seasonality of diarrhea, seasonal
significance of maluutritioanal, and relative
infrequency of rapid dehydration from watery
diarrhea during the wet season.

2. Extensive penetration of rural areas by health
services as evidenced by 837% of mothers with young
children reported to have EPI cards.

-

3. Apparent prevelance of "dryness'"™ as a concept used
by rural people to describe general wasting which
carrlies symptoms similar to diarrheal dehydration.

4. Relatively widespread, but highly wvariable,
understanding of how to mix the S/5 rehydration

Eluid. .

5. Marked absence of print matarial inm rural ar=as,
with Arabic as the wmost prevelant written language.
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The Radio Gambia broadcast format is basically 15- to 45-
minute educational programs in various languages interspersed
with music. A complete list of prime-~time programming has been
prepared by the project staff. Radio Gambia also has limited
commercial advertising, similar to that described below at Radio
Syd. Broadcast hours are 6:30 a.m. to 2:00 p.m. and 5:00 p.m. to
12:00 a.m. daily. The facility shuts down from 2:00 p.m. to 5:00
p.m. due to lack of funds.

Radio Syd is a more commercial, urban and tourist-oriented,
private facility. Programming includes 2 music program in
Swedish, a2 jazz show (Sunday), an English magazine show and
various music programs interspersed with spots. They also
simulcast the Radio Gambia newscasts in all the local
languages. At least half of the commercials are produced
overseas with cigarette, soap, soft drink, and battery promotiom
dominating the advertisement time. (Berek Battery has a strong
campaign going on presently ia which they have set their musical
theme with a basic script allowing the station to put the spot in
many languages with the same music. They sometimes play the spot
in two different languages back~to-back which sounds very
effective.) Local production consists basically of voice over
music in various languages. Spots last between 30 and 6C
seconds.

An inventory of radio reception was taken in Banjul,
Bansang, and Basse, in order to assess what statioms could be
heard and what programming they used. During a field trip
project staff also talked with rural women sbout radio usage and
observed local listening habits.

In Banjul, only four stations, Radio Gambia, Radio Syd,
Radio Enturr and Sen-National, were received during the day,
while 16 statioms could be heard during prime-time (7:00 p.m. -
9:00 p.m.). These stations included two Senegalese stations, the
two Gambian stations (Radio Syd and Radio Gambie), Redio Guinea
and various Spanish-speaking stations from the Canary Islands.

Up-country the number of stations received was noticably
fewer. Ia Bansang, located in the center of the country, oaly
ten stations could be heard during prime~time. The strongest
signals were from Radio Guinea and Sen-National (from Senegal)
and from Sierra Leone. Less stromg but still audible were Radio
Gambia and Radio Enturr (from Senegal).

In Basse; in the northern part of the country, the number of
stations which could be heard dropped to eight. Radio Guinea and
Sen~National had the stromngest signals. A critical problem is
that Radio Gambiz's signal drops dramatically after 8:00 p.m.
although it is streng at & p.m. and excelleat at 7:30 a.m. A
visit to a Radio Gambia relay station located in Basse revezled
thaz at £:00 p.m. Radio Morocco's signal cuts iato and drowas out
Rzdio Gamzbiz. The Basse euginser then switches off microwave
contact with the statiom a2nd plugs his personal radio, tuned to
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Despite poor signrnal quality of Radio Gambia in
&

zpproximately one quarter of the country, the
ralative acceptance of Radio Gambiz as an impoztant
source of information in rural areas, aspecially

among men.

Lack of systematic studiss on tribal and linguistic
characteristics of major ethnic groups in the
country. Continued dependence on antecdotal, and
often semmingly superficial, generalizations about
local culture.
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APPENBIX B

MI¥ING TRIALS OF THE SUGAR/SALT SOLUTION USING RECORDED INSTRUCTIONS

METHODOLOGY

Instructions for preparing the sugar/salt (S5/8) oral rehydration solution
using Julpearl bottles and bottlecaps for measuring were recorded in Wolef and
Mandinka. These were played for mothers in health facilities providing ail
of the necesszary materials; and in wvillage compounds, having mothers provide
all of the materizls thewselves, The first part of the instructions asked
the mother to gather zll of the necessary materials and the second part gave
her mixing instructions. The basic purpose of the experiment was to see how
much a2 mother could do using only recorded instructions with no face-to-face
training; how many repetitions of the tape would the mothers mneed to correctly
make the solution. The results were needed in order to answer the following:

1) Can radio be used to teach the complicated sugar/salt recipe?

2) How fregquently will these instructions need to be given so that
mothers correctly mix the solution ané don't make significant mistakes.

Mixing trials were performed in cne hezlth facility and in several
village compounds.

The mixing trial ina fixed health facility took place in Kunteng, a
village of approximately 330 people. The home-mixing trials, with mothers
providing all materials, were conducted in the following areas:

Brikamaba: & large village on the paved road 1 Wolof compound
with 2 health center 1 Mandinka compound
Changai: a small village on 2 dirt road wich 1 Wolof compound

no health facility

[

Bakadaji: a medium~-size village cn the
pavad road,

Mzndinka compounds



Hxing Trials in the Home

v

bilicv of Materials

a1l of the mothers were able to produce the necassary materials sxcept
lemons and oranges which were unavailable in almost all of the sites. How-
ever, it frequently took quite z while, up to 30 minutes, to gather all of
the necessary materials, sending out to purchase sugar or borrow a lemon or
bottlecap from a neighboring compound. The bottlecap was almost always the
last thing co appear. The gathering of matarials "cost'" the others a lot
more than the actual mixing.

Cleanliness
Water was always taken from the coverad drinkiag pot.

Washing of hands and utensils was sometimes with soesp as the instructions
called for,but frequently only a rinsing with watsr. .Sometimes the
utensils were washed in very dirty water with a final rinsing with
"clean" drinking water. Flies were irequently on utensils and
ingredients.

This indicates that even though the mother boils the water, the
unsanitary conditicns of the mixing may re-contaminate the mixture.

Mixing

Almost all of mothers correctly gathered the materials and mixed the
solution using only recorded imstructions, even though none of the
mothers had prepared the solution before, Only one older woman used
four Julpearl bottles of water. However, mothers needed to hear the
first part about three times to gather the necessary utensils and in-
gredients and the second part (the recipe) three times to make the
solution.

.

In general there is a lot of group interzctiom as several men and women
in the compound group around the demonstration. Other women would
remind the mixer of forgotten details and help her gather the ia-
gredients.

Suprisingly, the mothers generally had no trouble counting the eight
capfuls of sugar even with interruptions. They never confused the
proportions of sugar and salt. -

Most mothers heaped the capfuls as full as possible creating the
possibility of a solution high in saline. The instructions should
be re-written to say the caps should be level.

In general mothers tended not to stir the solutien or not to stir it
enough to dissolve the sugar and salt. The instructions should
emphasize that the ingredients should be mixzad well yntil the sugar
and szlt dissolve completely.



3. Mixing (continued)

The instructions in Mandinka need to be changed to say squeeze the
orange/lemon into the water, mot place them in the water.

&, Questions
Questions mothers asked included:
a) Should I boil the water? '(two mothers)
b) Is only one person going to make it?
c) Should I pound the salt?
d) Should I boil the water or warm it?
e) Should I measure the water before or after I boil it?
f) How old a child can be treated with this remedy?

g) How important is lime or lemon?



MTHING TRIALS AN THE HEALTH CENTERS PROVIDING ALL THE MATERTALS

This trial was only carried out with thres mothers becausa the noise
level in the dispensary made it impossible to hear the tape recorder. &
expected, two of the mothers had an easier time preparing the solution when
all the materials were provided., These two required only two repetitions to
complete the mixture.

The first mother did everything correctly but stir the solution and the
second mother did everything but put in four oranges (she put in two) after
nearing the instructions one time. However, the third mother was completely
unable to make the solution because she was frightened and unable to con-
centrate; we must assume there are mothers who are unable to learn without
face-to-face instruction. )

The same patterns occured in the Health Center as in the home:
1) improper washing of hands
2) ability te count bottlecap proportioms correctly
3) heaping of sugar and salt in the bottle caps
4) not enough or no stirring

Several mixing trials were also conducted using face~to—face instruction
in place of recorded zudio instructioms. These trials were conductaed in the
Basse Health Center, with a Community Healch Nurse giving three mothers a
single set of verbal directions (no demonstration) for making sugar-and-salc
solution. All ingreadients were provided except oranges.

—
~

As with the other trials, the three women had no difficulty counting out
tha corract number of bottles of watar or capfuls of sugar. They also followed
the Community Health Nurse's instruction to use level capfuls of sugar and salt
by either levelling the capful with a finger or shaking it until level,

Their major difficulty was in the selection of the proper volume of water.
Instructed only to use one litre of water and presented with a variety of
different sized containers, one of the three women chose a medium-sized Nescafe
coffee can and one chose a Fanta bottle. The third woman correctly chose a
large one litre plastic drinking cup, but filled it only three—quarters full
of water.



CONCLUS LONS

1.

an

ha |

More mixing trials should be carried out in homes in other parts of the
country to confirm these resuilts.

These trials indicate that mothers can mix the solution using only the
radio for instruction, with lots of repetition. The radio formats should _
capitalize on the group phenomena, perhaps asking mothers to listen in a
group. Yerhaps at the beginning of the program mothers could be asked

to gather materials, repeating the ingredients between interludes of music.
After a time (30 minutes) the mothers could prepare the solution together,
with the radio repeating the instructions. Perhaps each compound could
select two or three of their brightest most vocal elder women (the musakeba
or nansingba) to be their diarrhea experts. All of the women in the com—
pound could participate in the listening groups but these mothers could

be responsible for showing others how to prepare the mixture.

Oranges and lemons should be excluded from the recipe. Mothers were verwv
concerned when they weren't available. Mothers may not use the receipe

at all because they think it won't be effective without all the ingredients.
Will telling them that they don't have to use oranges make them lose con-
fidence in the entire mixture? (Maybe I don't have to use sugar either!)

Since gathering of materials is so difficult, perhaps mothers could be
encouraged to keep a "dryness kit" during diarrhea season (especially
if one or two mothers could be responsible), where they would keep in
one clean, covered place the ingredients and measuring utensils to make
the sclution.

The fact that all of the mcthers in the Health Center and many mothers
in the compounds wanted to take and use the solution indicactes that
mothers will accept the sugar/salt remedy, zt least initially. However,
mothers must understand that they are treating éryness (dehydration)

and not stopping diarrhea.

The process of recording instructions indicates that it is going to be

©ifficult to make announcers "stick to the script: without adding their

ovn embellishments. Another problem is using the exact words to convay

the concept since even native speakers use different words in different

parts of the country. A suggestion is to have at least two other people
translate as literally as possible recorded materials before taking them
to the field.

The reccrded instruction must be improved fo include:

i. Sagueezs, not put, the orange/lemen (Mandinka versdion).

Hh

2., Use level capfuls.

3. 5Stir well until a2l the sugar and salt are dissolved.



CONCLUSIONS (continued)

The Julpearl bottlecap should be added te the first part
which explains what materizls the mother zeeds to prepare
the mixrure. (Mandinka version)

4.

In the Wolof wversiom, the embellishment of squeezing the orangses
separate cup and picking out the seeds should be taken out.

and face~to-face, should tell mothers to
know what it should taste like. They snould
so they know they haven't confused the pro-

All instructions recorded,
taste the solution so they
always taste every mixture
portions of sugar, salt and water.



ANATLYSIS OF THE PRODUCT PREFERENCE TRAILS

METHODOLOGY

. Seven mothers at a large Health Center and fourteen mothers at a small
village Dispensary were individually shown various products and packaging
including:

LITROSOL packet with instructional lable

LITOROSOL packet without instructional sticker

Instructional envelope with two LITROSOL packets inside

Packet of UNICEF Oral Rehydration Salts

Bottle with clear liquid

Bottle with brown liquid

White pills

Hyperdermic needles

Each mother was told that 211 of the products are good treatments for
diarrhez and asked to select the one she would prefer to use.

She was then asked to select the product she would prefer if her first choice
were not available. The interviewer made no indication of her own preference,
even i1f the mother asked her to. The mothers were from various tribes: Fuls,
Mandinka, Wollof and Serehule.

RESULTS

1. Thers seemed to be no differences by tribe in the selection of the product.

T

2, The biggest difference sesmed to be location. Mothers in the village
Dispensary vpreferred the packets while mothers in the Health Center
preferred bottled liquids.

3. The most frequently selected single product was the the pills (eight mothers).

Piils were selected in both the Health Center and village Dispensary.

The second most Irequently seizcted single product was the LITROSOL
packer with the instruetional sticker (seven mothers). However, thi
packet was only selected in the village Dispensary; it was never s Te
in the Healtn Center. Many oi the mothers in the Dispensary who selectad

[
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RESULTS (continued)

this packet &s their first choice selectad the UNICEF packet as their
» second choice. Both ars white packets.

Surprisingly, the bottle with the milky liquid (kaolin, the present
treatment for diarrhea in health facilities) was only chosen by five
mothers.

Sugar/salt was selected by thres women who had previously used it,
although these mothers were at a health facility seeking other treatmentc.

&, PACKAGING: Surprisingly packets (LITROSOL with and without the instructicmnsh
sticker and the UNICEF packests) were the most frequently selected packaging
for a diarrhea medicine. Packets were selected 16 out of 42 times. Some
of the mothers had seen and used packets before.

Bottles with white, milky, clear and brown liquids were selected 13 out
of 42 times.

Surprisingly, the hyperdermic needle'was only selected by one mother
alchough Health Workers have reportad that mothers prefer injections over
other trsacments.

CONCLUSIONS

Fortunately,there seems to be no single product or packaging which is
preferred by mothers to treat diarrhea.

2. The results indicate that mothers will acceot packets zs a "good" treatment
for diarrheas.

3. It is questionable where mothers will accept sugar/salt as a geood remedy
for diarrhea since aven the three mothers who selected ft were seeking
other treatment at the health facility.



RESULTS OF THE LITER IDENTIFTCATION TRAILS

METHODOLOGY

Twenty ome mothers, seven in a large Health Center end fourteem at a small
village dispensary, were asked to identify a liter comtainer from amongst nine
cans and bottles of various sizes. Those containers imcluded three lirer mea-
sures - a Nestle milk can, a common plastiec drinking cup and a oil *bottle.

The interviewer made no gesture towards or identifiecation of the correct answer
even if the mother expressed doubts.

Results

Surprisingly.almost all the mothers (16 out of 21) could identify at
least one of the liter containers and many could identify more than one.
However, it is important to note that the five mothers who could not identify
the liter were 211 at the village Dispensary indicating that recognition of
2 liter is correlated to distance from a population center. This may mean
that mothers in rural villages, the majority and the ones who most need this
knowledge, may not know this critical measure causing fatalities from high
szline sclution. Most mothers who could not identify the liter selected
the small Nescafe can which holds only 250 millimeters.

Conclusions

1. If a2 liter measure is selectad, radio messages should first teach the
various ways of measuring a liter.

2. In any case 211 instructioms - from Health Workers, graphics (manual)
and radio must be standardizad. There are too many recipes being taught
and mothers are confusing the provortions.
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APPENDIX C

TRATWING PLAN

Days 1 and 2:

Days 1 and 2 are the primary responsibility of Medical and Health Department. You
should individually interview all participants concerning their formula for §/S
solution, however, and record and analyze differences between formulas,

Day 3: Mixing Skill for §/S Solution

I. General FExplanation (10 Minutes)

o Purpose of the program is to reduce the number of children
who die from dehydration

¢ It is a special effort of Medical & Health which uses radio,
print material and training to put an effective management
system in place

¢ You are a special part of this program - you will 1) teach
mothers a special new diet for diarrhea and 2) treat de-
hydration in the health center

¢ We've all worked for years on diarrhez, wa know about 5/8,
but some of the latest medical f£indings have given us clues
to a new approach

¢ Wa are one of two countries in the world trying this new idea--
we are among the leaders in the world

¢ Dr. Rowland/Tomkins are going to explain the scientific side
of the new approach and then we will spend the next three days
learning how we can contribute to the program. We have a
manual, some posters, and some packets to give you.

II. ‘Rowland/Tomkins (45 Minutes)

e Sources of contamination (Use Chart &)

e Contzminztion leads to diarrhea, diarrhez to dryness, mal-
nourishment, and finally death

¢ Key signs of diarrhea - sunken sves, limp, lifeless



We can break che cyvcle at dehydration and malnourisihment

Suggest a new diet Zor a child with diarrhea - because children
ars most delicacs

Qur job is to teach mothers to replace liquids early and keep
feeding solid foods

If that doesn't work to administer properly the UNICEF medicine

But what we know now is that 5/S5, if it is properly mixed and
administered, will keep many children from getting severely dry.

it works lLike this: (use plastic bottle to demonscraie process)
o Normal baby will take and absorb liquids

8 With diarrhea, the child looses the zbility to absorb or
retain all the liquids

# S/S restores the ability to avsorb liquid; even though the
diarrhea continues the baby now has ligquid

8 4 child who is sick looses his zppetice. We all think that
jatery soft foods are pest and this is 0.K. for ome or two
ays when the child just refuses solid food.

£

Q.

o But a child with diarrhea needs solid foecds zlong wich
breastmilk to fight the disease, remzin strong and get
well., Bemember we are not giving any medicine for
diarrhea, but for dryness. The best medicine against
digrrhea is a strong child - get wmothers to give solid
foods as soon as the child will take them.

Mow I wapnt to turn you over to a team of friends who will show
you all exactly how to mix and give the $/S solution. I know
vou've all used S/S, but we found very different formulas. It
is critical that we all leave this week knowing the correct
formula - some formulas do not work and others can even be
dangerous. Before I introduce your training team let me just
ask you again.

¢ Where do we get diarrhea from?

Acceptable answers: (faeces— food- water -~ hands - f£lys)



¢ Do we get it from breast wilk? Do we get it from touching
other family members? (¥o)

¢ Who in the family is most susceptible? (Young children)

e What is the greatest danger from diarrhea? {Dryness)

¢ How can we prevent dehydration (dryness)? (S/S plus diet)
o What does S/8 do? (Let's child absorb 1iquid)

¢ What kinds of foods should we give? (Solid foods as soon
as possible and breast milk)

OK. wonderful - I've enjoyed being here so much - now let me introduce my friends.

11T, Demonstrate How to Prevare the $/S (30 Minutes)

o I'm really glad to be here today and I want to thank all of you
for coming

# Dr. Rowland/Tomkins has explained why the $/S is so important.
Why is that again? (If they say for diarrhez - correct them
to say dehydration or dryness)

¢ And that S5/5 is the best way to prevent dehydracion. Whai are
some good words for dehydration — (write them on blackboard)
Talk about what each word means to the group.

B
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¢ We want to keep the child, especially the voumg child, from
becoming deshvdrated (repeat their words for dehydrated).

e S/S is well known to vou ali. But yesterday we asked each of
you for vour own S$/S recipe znd look what we got. This is true
all over the country. We are not all mixing it the same way
aad it is important that today we learn how zo do it r*ght - if
we forget everything else we iearn here today we want to know
exactly how to mix the 5/S solution correctly.

@ Show mixing flyar - (larze wversion) and point out flyer
First, the ingredients - sugar, salt, water .
Second, the proporticn - 8 caps, 1 cap, 3 bottles

s Demoasirate mixing - (poinis to make)
1. Show 21l utensils needed
2. Ingredients and proportion (too much sugar increases diarrhea,

t00 much salt - cavg rous te chiid, £00 much water-wom © work.
You need all three ingredients.




VL.

. Level botitle cap

tir well to dissplve

Cover if possible = and ask group what is best container
for mother to use?

o I
.

Discrimination Game (30 Minutes)

@ OK ~ that's easy right! I'm going to do it again but I'm
going to make some mistakes -~ you see if you f£ind my mistakes.
I

Possible Mistzkes:

¢ don't level cap

@ don't powder the sugar

e add too much sugar, salt

e use a basin too small to hold 3 bottles of watar
¢ use four bottles, etc.

e Who would like to come up and do it right for us - and we'll
see if we can catch any mistakes (volunteer from group mixes)

e I'11 do it once more with mistakes - you tell what the mistake
is - and why it's important

Individual Practice (1 Hour)

¥ow we are going to break up into five groups of three. All of you
will have a chance to practice aixing while your two friends watch
for any mistakes this time. If mistakes are made, start all over
from the beginning until you can do it perfectly - all the way
through - with no mistakes. Then we're going to see who can do it
the fastest. Look at your flyer or the poster if you want. But
during the contest we'll take the visuvals awvay.

How to, Administer the Solution (30 Minutes)

Now we kmow to mix it - but how much do we tell the mother to give?

@ The basic principle is the smaller the child the less he/she
needs - so there is a simple formula here on this graph.



Child under 6 months - as much as he will drink
Child between 7-12 months - oné bottle
Child between 1l~2 years - two bottles

Child older than 2 years - three bottles -

e There are three key points to remember:

1. Give the S/S solution slowly with a spoon - ask group who
might give it if the mother is busy?

2. Don't stop if the child vomits - wait 2 bit and continue
more slowly? Even if the child vomits he will keep more
in than he vomits out.

3. Give enough - even if the child doesn't want to take it -
the amount you give is as important as the right mixture

itself, 1If he doesn't get enough - it won't help him!

¢ There azre twe more important things to tell the Mother

1. Don't store the S/S for more than one day ~ use the re-
maining part to cook the child's food the next day. Make
it fresh every day.

2. Give ‘breast milk - and as much solid food (rice - millet)
as the child will eat.

Discussion (60 Minutes)

® Wnat has vour experience been with $/S in the villags?
@ What do you think will be the biggest problem?

€ Do you think mothers understand the idea of $/S &s a2 cure for
dryness rather than as a cure for diarrhea?

e what about Kaolian? - is it good?

¢ What z2bout fsediag solid foods? - How can we best explain this
idea to 2 mocher so she accepts the icea?



Performance Review = break group iato

groups of five; each

thres
group with a trainer. . Each person in the group answers the quescions
in rotation, who will be first?

OK let's go over the most important points

L]

Wny is diarrhea harmful? (dehydration/dryness)

What are the sources of diarrhea (food, water, flys, Laecas)
Who is at most risk in the family (small children less thap two)
What can we do to prevent diarrhea? (very little)

What then should we try to do? - (prevent dehydratiomn)

fdow can we prevent denhydration in a swmall child? (diet of S/s,
solid ric2 and millet and breastmilk)

What doas the S/S do for the baby? (gives strength, prevents
dryness) .

How do we mix the solution? (8 sugar - 1 sale - 3 bottles watar)

Wnich of these ingredients is lass importanc? (ail are aqually
important)

How much do we give? (depends on age)
What is important to tell mother? (storage and feeding)

What foods should the mother give? {solid foods as much
as possible)

Why? (strength)

0.X., lat's look at their drawings? (Used during training) Whact
does this one tell us?--4, then B, C. Look over each one letting
one individual explain to the rest of the group. Have each indi-
vidual correct mistakas gently.



In July of 1981 The Gambia s=xperisznced a major coup attempt
resulting in 2 significant loss of lives and a2 prolonged
disruption of nationzl life. One appareat result of the coup has
been the announced confederation of The Gambia and Senegal called
Senagambia. The specific implications of this confederation are

not yet clear.

3. MRC's RESEARCH IR THE GAMBIA

The British Medical Research Council (MRC) laboratories in
The Gambia at Fajara=-~originally a fiald station of MRC's Human
Nutrition Research Unit-~were established in the late 1%940's to
carry out research om various aspects of tropical medicine,
particularly in rural communities. In 1949, MRC selected =he
viliage of Reneba some 100 miles away from Bafjul (then Bathurst)
for the construction of a field laboratory with liviag quarters
to conduct entomoiogical and medical imvestigations relating to
the health and growth of young children. RKeneba was chosen
because of its relzative isolation from Westerm resources, cusctoms
and values. Despite the construction of an all-weather road
passing within 12 miles of Remneba, its traditiomal subsistence
economy and manner ‘of living still persist. Sioce 1950, MRS has
conducted a series of studies on growth and the nature and causes
of morbidity and mortality in young childrenm using
anthropometric, medical and sociological observations. Although
Renebz by itself, and especially in light of MRC's lougstanding
presence there, cannot be presumed to represent The Gambia as a
whole, it does typify many aspects of rural Gambian viliage
life. MRC's Keneba sctudies continue to provide the best source
0f data on childhood health and illomess ia The Gambia. The
following is a summary of several of these studies of particular
relevance to the MM&HP project: 1) A.M. Thomson and W.Z.
Billewicz, B, Thompson and R. Illsley, A.XK. Rahman and I.4.
McGregor, "A Study of Growth and Health of Young Children in
Tropical Africa," Tramsacticns of the Roval Socisty of Tropical
Medicine and Hvgziene, Vol. 62, No. 3, 19568; 2) B. Thompson and
A.K. Rahmzn, "Infanc ¥ezeding and Child Care Zn a West African
Village," Journal of Tropical Pediatrics, {(September) 13, 3,

15673 3) R.A.Z. Barr=z=ll zud M.G.M. Rowland, "Iafznt Foods as a
Potential Source of Dizrrhszal Illmess in Ruzal West Africa,"”
Transactions of th2 Rpoval Societv of Tronical Mecdiciae and
Hygiene, Vol. 73, ¥o. 1, 1979; and 4) I.A. McGragor and A.X.
Ranman, 8. Thompszza, #.2. Billewicez aad A.M. Thomson, "The G-owth
0Z Young Children Iz 2 Gambdian Village,”™ Traasactions of the
Roval Sociesty 9f Trosizal Mediciae aand Hvgieae, Vol. 62, No. 3
19538,

The Gambdia has 2istiact wet and dr-y seasomns. Tha dry s=zason
(Novamber o May) is charazterized by low humidizy and ralazively
cool temperacuras. The rz2iay season {(Juzxe to October) is marzad
by high humidity z2md temperatures. Reinfzllil, averagizg 40
iaches, varizs Irsm year to ¥wear, It rsaches a peax ia Augusc
and SeptembaT and subsides in October aad Novamber. Agriculzarzal

L



activitias ars concaantrated i1a the raiay sesason whan all who are
able are out working in the;fields during the day. The raiay
season 1s also refarred to as the "hungry season’” as the pravious
year's grain stocks become deplecad and, usually by August,
families become depandenit on importad rice. If is also durinag
the rainy season when disease is widespread, particularly -
malaria. Thus, the rainy season is characterized by high
numidity, a relative food shortages, a concantration of disease
-and an intensification of agricultural accivity.

Description of the Village (summary from A.M. Thomson =t
al., 1968). Xeneba consists of mud huts with thatched or
orrugatad iron roofs with dirt paths dividing family
ompounds. The compounds are surroundad by savannmah bush some of
hich is cleared for cultivation in nearby areas. Otherwise,
salt flats and rain-fed paddies are a2 mile or two from the
village, while additional rice fields arz cultivated at tidal
swamps some five to eight miles away. Most of the 800 people are
Mandiankas and predominantly Muslim. A few are literate in
Arabic; fewer in English. The man are polygamous and although
the women are subservieant, they are not kept in isglation. As
the inhabitants are primarily agriculturalists, their farming and
village activities ars subject to the demands of seasonal
change. Agriculture is concentrated during the rainy season and
is sharply divided betwzen sexes. Whila the men are responsible
for growing groundnuts--their only cash c¢rop and source of
income--cultivating millet, sorghum, maize, and findo (a grass
hay), the women are primarily rasponsible for growing and
nharvesting rice. Hand implemeznts are used and there is no
mechanized transport. The fields, which are severzl miles away,
are prepared in May/Jume, tramnsplantad in August/September, aad
harvested in November/December. Pragnancy, lactation, and evan
illness rarely excuse women from working the fields a job which
is arduous at the height of the season. The women are also
respousible for helping to cultivate other foods, preparing and
cooking the food, cleaning and other domestic chores, and caring
for their children.

c
c
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Each family unit produces zunough food for its own
consumption, which is mostly vegetarian. Cattle, sheep, and
zoats are killed for food only on fesast days, and they give
little milk. The villager's basic diet consists of rice and
millet as staple grains, supplemented by maize and sorghum, some
game and fish, gardsn produce, and lz2aves and berries from the
bush. Grouundnuts provide sauces. Food is plentiful during the
dry season, but acute shortages are common half way into the
rainy season, when agricultural work is at its peak.

Illness follows a sesasonal pattern, being more prevalent
during the rainy seasoun (June-QOctober). Malaria and other
vector-borne diseases rise to maximum proportions during the
latter half of the rains, while falling to low levels as the dry
season advances. Malaria is particularly serious in young
children whose passive immunity has been lost and active immumnity



net yet acquired, Filarial worm infections, respiratory and
alimentary disorders, and heavy loads of roundworms are common
during the rainy season. Whooping cough is often epidemic,
septic lesions are widespread, and anemia i1s common. '"In young
children it (anemia) shows an interesting cyclical pattern which
is probably related to seasonal variation in the onslaught of
malaria." {(p. 337) Other indefinite illnesses are oftan
encountered and, in many cases, viruses are suspect as the
pathogenic agents.

To the people of Keneba, disease is ultimately attributable
to Allah's will. Most causes of disease are believed to have a
mystical origin. ™"Delirium indicated that the Devil was inside
the patient and therefore recovery might be undesirable....Thus,
instead of taking curative actiom, they considered it appropriate
to take measures which would ease the sufferer’'s passage to
paradise.” The villagers have faith in their local gzeneral
practitioners, some of whom had various specialties. While witch
doctors exorcise spirits and "Bad Satans,"” soothsayers {(or )
marabouts, as they are also known) are fortune-tellers and
herbalists. They prescribe jujus--writings from the Koran
enclosed in a leather case and worn on the body; and they prepare
herbal medicines or rinses such as naso, a verse from the Xoran
written on a slate with a mixture of soot which is rinsed off and
either drunk or used for bathing. Jujus and such rituals as the
preparation of focod for charity, prayers at the Mosque, or
women's dances are considered preventive medicine.

Contact with Western medicine was found at the government
dispensary and the research laboratories. However, the supplies
of the former were old—-fashioned mixtures; and treatment at the
labs was administered omly in cases of great need--and the
research staff was not always there. Although the villagers
seemed not to have any objections to Western medicine (excepting
the Imam's family whose sons were potential Imams, or religious
leaders). They were reluctant to give up their traditional
remedies.

Feeding and Child Care (summary from Thompson & Rahman,
1967). 1Infants are breast-fed soon aiter birth and on demand forz
the firet few months. Wet nursing by other lactating women is
practised for the first few days and whenever necessary after
that. Most infants are given watery pap——sometimes sweetened
and/or with pieces of any available fruits (mangoes, oranges)—--at
4-5 months. Some don't start weaning until 7-8 months, but
usually most are eating boiled rice at this age and working up to
steamed millet, corn, or findo 2 month or two later. By 11
months, infants are given groundnuts and sauces. Most children
are eating small shares of any food except for very hot dishes at
the beginning of their sscond vear,

Children commonly seem to experience a loss oi zppetite

during the rainy season. This may be attributed to widespread
illness and the monotony of meals which usually consist of



miliec--the grain coanslidersed £o be the most filliag. With
zeneral shortages of ingrediancs for sauces, tha dryness of
steamed millet may contribute to a lack of appetite.

When mothers leave for the nearer swamps to work, they
asually take their infaants with them, laaving behiad thsz pap
tad been prapared for their infants not vet on a full diet.
time of planty, leftovers are given to the animals: however,
older childzea eat these left-overs which are dried and recooked
in times of scarcity. Some of the diarrhea during this saason
may be due to the coantaminatiomn of the food that is laf:
precooked and uncovered in a humid, hot, and contaminated
environment.

The Keneva villagers asserted that all mothers comntinus to
breast=-feed for at least two years, and that ceitus is taboo
during lactation. Their customary practices, howewver, prove
these tc be oversimplifications. Thomson's study indicaces that
only 14 of the 44 children who were fully weaned during the time
of the study had been breast-fied for at leastc two y=2ars. Thare
appears to be a seasonal variation in the cessation of breast-
feeding. A child born in the beginniag of the year is likaly
be takzn off the breast earlier ia light of the tendency for
"women to stop lactating earlier duriag the busy farming season
(July-December). For example, a child born in January would be
18 months old by the beginaing of its second rainy season, old
e2aough to be fully weaned. The study reported that 7 out of 10
children takxen off the breast duriag the agricultural pezak (July,
August, Septembar) were all less than 21 months old.

"

[ole)

A child's age determines the arrangements made for its care
during the raiay season. Infants under six months accompany
thair mothers to the swamps, while older ones stay behind ia the
village. A mother sometimes-works with the ianfant on ner back,
but mostly the iafant is looked after by a "nursemaid” under a
shelter near the farm. HNursemaids, who are generally femala
relatives aged 6-9 years, have general responsibility £for one
child (rarely two) for the duratiom of the farming season ia
raturn for £free board and lodging. Infants and nursemaids are
supervised in the village during the day by the old, disabled, or
sick, with each superviser looking after no more than six
children. Because some of the supervisers are realatively
ineffective due to illness or infirmity, and respomsibilities of
nursemaids often extend beyond their capabilities, infants are
less well-cared for when their mothers are farming. Sometimes
mothers zo for days without seeing their children properly as
they must leave early in the morning and return after sunset,

Thus, seasons are seen to directly influence the patterns of
child growth and mortality in Xeneba. Adverse factors of
shortage of food, high humidity, prevalence of disease, and
absence of mothars who are working the fieslds are concentrated
during the rainy season. The effects of these factors often
depend on when the child was born in relation to the rainy
season.



Day 4: Packet/Training Manual

1. Repeat Periormance Review Rapidly--have entire group go over graphic
material.
II. Clinical Rehydration: What to do if the prevention doesn't work.

III. Follow——Honduras training design from this point on.

LI
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I7. feview Manval '

Distributsa th Worker's Manual (do not distribute befors);
go over in group, page bV page, letting participancs under-
line key ideas from previgus two davs.
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Performance Review - in small groups like previous day.

<}

.

Teaching S/S to Traditional Birth Attendants. (TBA)

|13
..

I. . Repeat Performance Review quickly with whole group (10 minutes).

aturn they should start visicing

I. Explain that zs soon as they ¢
i1l to train., They will work with this

villages and fipnd z T2A
person for one hour or so and leave a flag; while they are there
they will locats three boctle caps and one Julpearl bdottle.

They will teach the TBA fo mix the solution and ask if the TBA
would be willing to teach village mothers who ask them for help.
They will tell the TBA thar they will be mentioned on the radio

as "the person with the flag.”" If they agree, prepare the materials

and train them zs explained in III beiow.
IiT. Model Reole Plaving (30 Minutas)

Trainer plays rolzs of Hezlth Worker (EW)

Member of group plays TBA

TBA Training Scheme.

» Ask if TBA knows about S/S. If yes, ask what recipe they

use. Say that there is now a better recipe that works to
stop dryness in a child with diarrhea. M & H wants them

to know this recipe in their communities and help others
to learn it.

e Give flyer and explain it—-—tell them that radio will be
talking about the flyer.

o Mix solution using Mixing Proverb; explain color on flyer
and quantity of ingredients.

o 4sk TBA to mix solution using the flyer as reminder

e Ask TBA to mix solution again without flyer available;
praise them often but do not tell them what to do.



¢ Health Worker should then mix the solution and make some
critical mistakes. Get TBA to describe the mistakes.

o Review flyer again and clarify any misunderstandings.
¢ Leave 50 flyers with TBA.

V. Practice Session (60 Minutes)

Break group into groups of three - to practice the play

vI. Discuss Problems (30 Minutes)

Discuss problems, then proceed with teaching TBA. Try to identify
solutions from group.

ViI. Quicklv Review all Key Points (15 Minutes)

Afternoon

¢ Map catchment areas and assigm villages ~ assizn one TBA to be trained
during the fellowing week.

e Distributa Materials

1 Box packets per Center
1 Set of graphics per participant

1 M=znual per participant
500 Flyers (50 per each TBA)

e Final Review - g2 over 2ll the graphs used during the course with the
group. Any problem areas should be reviewed again.
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FLYER PRE-TEST



APPENDIX D

FLYER PRE-TEST

Querview

Materials Needed:

1.

2.

3.

Phases:

I.

!

Several copies of flyer (full color, laminated)
Tape-recorded messages and tape recorder

Questionnaire

Unaided Significance

With 20 village peecple; try to get at least 10 village
mothers with child under five.

If changes are needed, make them and repeat unaided significance
until satisfied with results.

Intercent Interviews

Using corrected versiom, with at least 50 village mothers
with children under five.

Make chapges if needed.

Adided Significznce

With 20 village mothers with child under five.



INTERCEDT JUZSTIONNAIRE
4
IdenciZiers:
1
i - - - s -t . any v
| Male Age 15-20 30-40 Can rzad Zag Arsbic 3oth
] -
i
i Female 20-30 over &40 Cannoe read Eng  Arszbic ficher
Show the f£lver znd zsk che following quescions:
1. Do 7ou see any salc in this siciure? Yag Yo
2. Thera? Lzghc wrong
3. Do vou see aay warar in chis oictura? Tas No
4. TWhers Riz3c Wrong o
- e
5, Do wou ses a lirgls bSov in the plcrturs? Vas Yo
&. Whera?l Rizhe Wrong :
¥
7. Do you see any sugar cubes in chis
sicrura? Tas Yo
8. Whera? Aghc Wrong
9. Do you see any powdersd sugar in this
osicturs? ° Ta Jo
10. Whera? Righte Wzong
.
11. Do 7ou sae a basin? Tas Jo
2. TWhera? Right Wrong




drawn it to make it look more like sugar?

10. Does Rhe water really look like water to you? How could I have

drawn it to make it look more like 'water?

11. Can you read the words here?
What language is this? (English)

Wnat language is this? (Arabic)

12, 1If no to number eleven:
Do you know anyone in the village who can read either English
or Arabic?
If vyes:
Could I ask you to take this to them and have them tell you

what it says?

(Give them time to comply; while that is happening conduct another

interview)

13. Onece they returni: Now, could you tell me what the picture is

all about?



FLYER PRE~TEST

INTERCEPT (UESTIONNAIRE

Male Age

Female

15-20 30-40 Cap read Eng Arabie Both

20-30 over 40 Cannot read Eng  Arsbic  Edither

Show the flyer and

1. Do vou see

2. Whera?

3. Do you see

4. Where?

Ul
m
o

3. Do vou

£, Where?

7. Do vou see

picture?

8. Where?

9. Do you see

pictura?

10. Where?

11. Do vou see

12. Whera?

ask the following questions:

any 8zlt in this picture? Yas No
Right Wrong
any watar ip this pictura? Yes No

Right Wrong

a little boy in the picture? Yes No

' Right Wrong

any sugar cubes in this

Tes No

Right Wrong

any powderad sugar in this

Yes No
Right Wrong
a basin? Yes Yo

Right Wrong



FLYZR PRE-TEST

UNAIDED SICNIFICANCE

Identifiers: I :
Male Age 15-20 30-40 Can read Eng Arabic Both
Female 20-30 over 40 Cannot read ZIng Arabic__ EHither

Show the picture for z few minutes and explzin you want tp know what they

see in the pictura?

1. What do you see in this picture. Could you just describe what vou
see? (Write down rasponse)
2. What do vou ses in the rad area?
the yellow area?
the green area?
3., What is :this thing here (basin)}?
»
4, Can you tell me what these (sugar, bottla caps) are? What do you
chink is has In Z:? Zow manv do you See in the yellow zaresz?
3. and what sre these (botzlizs)?
6. What do vou think this is~ (l1iguid comiag our of boctla)?
7. #heaz do vou see on this side of the picture (show back side)?
3. Dces zTne salt razllv look like szit £z you?l Zow could I hawve
drazwn 1z T2 zpaks ic look moTs like saiz? -
9, Does taa zugsr rzzllF look like sugar zo vou? Hew couid T aave
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Do you ses someching goingz 1nco cha basin? Tes Mo
Whac? Right Wrong
What ars thase (bottlecaps)? 3otclacaps

Othex
How mauy of thase (bokttlscapsy
do vou sez? . 8

Cgherx




TLYER PRE~TEST
AIDED SIGNIFICANCE

'dentifiers: . s

!

]

i Male Age 15-20  30-40 Can read Eng  Arabic Both

! Female 20-30___ over 40 Cannot read Eng___ Arabic_ Either
{

Give flyer to interviewee. Ask interviewee to listen to the tape and watch
the drawing for you.

Do not point to aaything in the picture during the recording. Do not answer
any questions about the drawing. When the recording is completed, ask the
mother to mix 2 sclution like that described on the recording and record the
mistakes she makes, The mother may use the drawing as a reference, but don't
answer any questions sbout it for her. AZter she has mixed the solutiomn ask
her to explain the drawing.to vou. MNote any mistakes she makes. Then ask
her che followZng gquestions:

1. Did vou understand what the radio ssid?
2. Was theres something you did not understand?

3. Was thers something you did not belisve?

Uy
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