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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 represents the 'implementation 
plan for the second year of campaign activities in Honduras. The full series includes: 

Document 111 
Document 112 
Document 113 
Document #4 
Document #5 
Document 116 
Document In 
Document 118 
Document 119 
Document 1110 
Document 1111 
Document 1112 
Document 1113 
Document 1114 
Document 1115 
Document 1116 
Document 1117 
Document # 18 
Document 1119 
Document 1120 

Field Note, III 
Field Note: 112 
Fiel9 Note: 113 
Field Note' #4 
Field Note' 115 

Scope of Work - Technical Proposal 
Contract Scope of Work 
Semiannual Report No. I 
Project Agreement with Honduras 
Semiannual Report No.2 
Honduras Target Region Selection Process 
Semiannual Report No.3 
Principal Health Considerations 
Developmental Investigation Protocol 
Institutional Review Board 
Honduras Regional Background Paper 
Description of Field Investigation Activity: Honduras 
Communication and Development 
Results of Honduras Field Investigation 
Implementation Plan: Honduras 
Semiannual Report No.4 
Semiannual Report No.5 
Semiannual ReDort No.6 
Implementation Plan: The Gambia 
Second Year Implementation Plan: Honduras 

Packets: Do Visual Instructions Make a Difference? 
Packets: More Questions and Few New Answers 
The ORT Poster: Something Special for the Professionals 
Selecting Campaign Message 
Building a Network of Effective Providers 
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SECTION I 

BACKGROUi'ID 

On September 30, 1978, the Academy for Educational Development was contracted 
by the Offices of Health and Education of the Science and Technology Bureau (ST /H, 
ST lED) of the United States Agency for International Development (AID) to implement a 
five-year project for the prevention and treatment of acute infant diarrhea in the rural 
areas of two developing countries. Simultaneously, Stanford University was contracted 
to evaluate the project. . 

Project Agreements were signed in September of 1979 with the Government of 
Honduras and in December of 1980 with the Government of The Gambia. These agree­
ments define the terms of collaboration between project personnel and the respective 
Ministries of Health (MOH) in both countries, and emphasize the dual goals of the 
program: 

I) to strengthen the health education capacity of the cooperating countries 
through the systematic applicarion of mass communication; and 

2) to contribute significantly toward the prevention and treatment of acute 
infant diarrhea in isolated rural areas of both countries. 

In January of 1980, work began on the 36-month program in Honduras. The pro­
gram includes resources for materials production, broadcast time, developmental 
research, and six person/years of long-term technical assistance. The program in The 
Gambia began in May of 1981, and is scheduled for 24 months, including resources for 
materials production, developmental research, and two person/years of long-term tech­
nical assistance. 

In both countries, project personnel will assist national health personnel in devel­
oping a public education campaign which combines radio, specialized print materials, and 
health worker training to deliver information on home treatment of infant diarrhea, 
including the proper preparation and administration of oral rehydration therapy (ORT). 
Other critical messages include rural water use, sanitation practices, infant feeding, food 
preparation practices, and personal hygiene. 

On February' 2, 1981, the AID Mission in Honduras amended the Academy's Mass 
Media and Health Practices contract to expand the emphasis given to water and sanita­
tion messages: The amendment provides additional technical assistance to a separate 
mission-supported program in three northeastern provinces of Honduras. This activity 
adds three person/years of technical assistance to the original contract and is referred to 
in this report as the Water and Sanitation (W&S) Component of the Mass Media and 
Health Practices (MM&HP) project. 

This report represents a six-month review of project activities in all three com­
ponents of the project: MM&HP, Honduras; MM&HP, The Gambia; and W&S, Honduras. 



SECTION II 

PRINCIPAL ACTIVITIES ESTABLISHED 
FOR THE PERIOD FROM OCTOBER I TO MARCH 31, 1982 

The following objectives are taken directly from Semiannual Report 116 and 
constitute The activities originally projected for the period of October 1981 through 
March 1982. 

A. HONDURAS 

I 
I 
I 
I 

I. Conduct the PAHO/AID-sponsored seminar on Diarrheal Disease Control in I 
Tegucigalpa, from October 26 through 30. 

B. 

c. 

D. 

2. Develop a prevention theme packet and prepare materials for Phase III. I 
3. Make changes in existing materials as defined in Section III of Semiannual 

Report 116. '. I 
4. Continue with implementation of Phase III. 

5. Reappoint Pareja and Boo.th for an additional 12 months, as their appoint­
ments expire in December, 1981. 

THE GAMBIA 

I. 

2. 

3. 

Arrange Booth's travei' to The Gambia for participation in the developmental 
investigation. 

Analyze developmental investigation results in December. 

Prepare campaign plan in January with assistance of Smith, Foote, Novelli, 
and Touchette, and seek AID and IRB approval. 

4. Provide two weeks of radio production program consultancy in February to 
assist with development of first radio programs and initial training of Radio 
Gambia staff. . 

5. Implement first phases of campaign plan. 

WATER AND SANITATION COMPONENT 

I. Continue implementation of campaign plan. 

2. Develop radio spots, poster materials, photonovels, and puppets. 

3. Initiate large-scale training of health promoters. 

GENERAL ADMINISTRATION 

Present a series of amendments needed in MM&HP contract for AID review and 
approval. 

I 
1-
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 



I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

A. HONDURAS 

SECTION III 

ACTIVITIES UNDERTAKEN 

This reporting period marks the end of the first year of campaign activities in 
Honduras. Appendix A, the Second Year Implementation Plan for Honduras, includes a 
derailed review of' accomplishments during Year One of the campaign and provides a 
detailed implementation plan for Year Two of the program. The following section pro­
vides a brief summary of campaign accomplishments during the first year of activity. 

I. Review of Specific Campaign Activities in Honduras 

During the first twelve months, of campaign activity in Honduras, the following 
elements 'lvere implemented: 

a. Radio Programs 

Message 

L1TROSOL 
Breast-feeding 
Dehydration 
Special Care 
Prevention 
TOTAL 

b. Print Materials 

Form 

Posters 
F I yers/Labe Is 
Packets 

C. Training 

Audience 

Professionals 
Village Personnel 
Traditional Helpers 
Non-Health Personnel 
TOTAL 

Number 
of Spots 

14 
5 
9 
4 
3 

Number 

6 
4 
I 

Number of 
Transmissions 

21,619 
1,640 
4,971 

750 
700 

29,680 

Number 
Distributed 

34,800 
216,500 
284,450 

Number trained 

227 
113 
579 
577 

1,496 

2. AID- and PAHO-sponsored Seminar on Diarrhea Disease Control 

The Seminar on Diarrheal Disease Control, sponsored by AID and the Pan 
American Health Organization (PAHO), was conducted as scheduled in October of 1981. 
Participants from Mexico, Guatemala, 1;1 Salvador, Honduras, Nicaragua, Costa Rica, 
Ecuador, and Peru spent two weeks completing an intensive course on the development 
and management of effective programs on diarrheal disease control. There was ample 



opportun ity to exchange program experience and to address the special concerns of 
public education and its role in diarrheal management programs throughout the hemis­
phere. Jhe seminar was a particularly important opportunity for the Ministry of Health 
of Hondura;; to attract considerable public attention to its own program of diarrheal 
disease control and to stengthen the support for its program throughout the professional 
medical community. One result of the program was the formation of a national diarrheal 
disease office, with a director and a complete national diarrheal disease management 
plan. Details of the seminars are provided in the final report attached as Appendix B. 

3. Reappointment of Key Field Staff 

Reynaldo Pareja, Field Project Director in Honduras, and Elizabeth Booth, 
Assistant Field Project Director, were re-appointed, extending their service with the' 
project through December 1982. Pending continued budgetary discussion with AID it is 
expected that both Booth and Pareja will continue with the program through June of 
1983. These additional appointments will be reviewed in the latter quarter of 1982 to 
determine if sufficient funds exist to make the extended commitment. 

4. AID Field Project Review 

Dr., Anthony Meyer; ST/ED representative and principal MM&HP project 
monitor for AID, traveled to Honduras to review the evaluation activity being carried out 
by Stanford University and to investigate the continuing issue of host country counter­
parts to be provided by the Ministry of Health. Dr. Meyer's review of the initial evalu­
ation results were quite positive. His detailed trip report is attached as Appendix C. 

While in Honduras, Dr. Meyer raised once again the issue of Ministry of 
Health counterparts for the MM&HP project. A series of letters were exchanged during 
this reporting period (copies of the letters are attached in Appendix D). and a final 
Ministry response was forthcoming. Despite the energetic and sincere efforts of the 
Ministry of Health to add three new poshions, their request to the National Budget 
Administration was deni'ed due to a national level freeze on all hirings. This freeze is the 
result of severe deficits now facing the government. In essence, this means that the 
Ministry is providing the salary of one counterpart in addition to the services of the two 
permanent individuals within the Health Education office. The graphic artist and radio 
specialist, are to be supported through project funds until the government is able to 
include them on its own payroll. 

B. THE GAMBIA 

The principal activity during this period was the development, review and approval 
of the· detailed Implementation Plan for The Gambia. Once the field investigation was 
completed, a trip by Dr. Smith to The Gambia provided a focal point to the final 
development of the plan. The Ministry of Health's participation was noteworthy as was 
that of several physicians from the British Council's Medical Research Center in Banjul. 
The plan was officially presented to AID on the 23rd and 24th of March, 1982 and 
reviewed during the two day meeting of the program's principal consultants. The 'plan 
has been officially approved by AID (see Appendix E). A strong recommendation was 
made to AID to add one additional broadcast year to the program. This additional year 
would make the intervention comparable to that in Honduras, and in the opinion of the 
review boord, ensure that the program received a fair trial in the African setting. The 
detailed implementation plan, including the results of the field investigation, is attached 
as Appendix F. A summary is provided below. 
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CAMPAIGN SUMMARY 

I. The Problem 

The Gambia reports that gastroenteritis and malnutrition account for 21.3 percent 
of all deaths in children under five years old in Banjul when health statistics are most 
reliable. It is estimated that rural areas of the country experience comparable or more 
serious mortality rares due to the same two causes. This represen is the most signi ficant 
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 firob­
lem. 

Communication Objectives 

• 

• 

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

Establish one sugar/salt (S/S) 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 diarrheal 
malnutrition complex. 

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

Audience Definition 

~ The primary audience is rural mothers, grandmothers and older 
-female siblings of children under five. 

e The secondary audience includes Rural Health Inspectors, Community 
Health Nurses, Health Peace Corps Volunteers, Leprosy Inspectors, 
Maternal Child Health Teams, and Primary Health Care Workers. 

• A tertiary audience includes general physicians, dresser/dispensers, 
local leaders (alkalos) and rural fathers of children under five. 

111-3 



Communication Strategies 

a. Teach the primary audience: 

b. 

c. 

I. To properly mix the simple sugar/salt rehydration solution (S/S) 

2. To administer the solution cautiously along with breast milk and 
adult foods during episodes of wet season diarrhea 

3. To administer the solution intensively along with breast milk 
during episodes of dry season diarrhea 

, 

4. To seek outside assistance if the child shows signs of listlessness 
and/or dark sunken eyes 

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

Teach secondary audience: 

I. To properly mix and administer SIS rehydration solution 

2. To properly manage moderate and severe dehydra!ion in the 
health centers using UNICEF packets 

Motivate the tertiary audience: 

To support and praise mothers who properly use SIS solution for diar': 
rhea 

Message Tone 

The tone of the campaign will be serious and straight forward promoting a 
remedy, the basis of which is built upon existing widespread recognition and concern over 
"dryness" in small children; offering a potentially powerful prevention for such 
"dryness." SIS wil be presented as part of a complete "diet for dryness" which includes 
specialized feeding and continued breast-feeding. 

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 national 
rural lottery which uses radio to teach the audience how to use a color-coded mixing 
flyer will be the central element in a program to teach SIS mixing to rural women. This 
will be strengthened by trained Traditional Birth Attendants (TBA) in a significant per­
centage of rural villages. These TBA's will provide back-up support to mothers in 
remembering and applying SIS therapy. Simultaneously, UNICEF packet rehydration will 
be introduced at the rural health center level as the preferred treatment for moderate 
and severe 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 floor of the family compound as a clean 
place upon which to pray. 
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From March 12-16, tv\s. Esta de Fossard, a radio production ex"pert and project con­
sultant traveled to The Gambia to begin production of the radio programs outlined in the 
Implementation Plan. Ms. Fossard's visit was Vlell received and extremely productive. 
Plans were made for her to return to The Gambia for six,weeks in June and July of 1982 
to provide further assistance for the development of the required radio programs. lv\s. 
F ossard's trip report is attached in Appendix G. 

During Dr. Smith's visit in January of 1982, it was agreed with officials of, Radio 
Gambia and AID that the Academy would implement a two week Radio Production 
Seminar in The Gambia in June of 1982. This seminar would seek to improve the variety 
and quality of instructional programming, and would be funded through the AID Studies in 
Facilitating Learning Program. A plan for the seminar was developed "jointly by the 
Academy and Radio Gambia staff and it was agreed that representatives from all the 
principal content Ministries would be invited to participate. -Attention would be given to 
three specific skills: development and evaluation of radio programs, script writing, and 
technical production. 

C. WATER AND SANITATiON COMPOi'IENT 

After a series of delays, the Health Education Project is beginning production and 
the field implementation of its delivery system. Delays through 1981 were caused mainly 
by negotiations with the Health Sector I Project to secure extra funding. By September 
1981 the extra funding was approved and the Heal.th Education's Component Implemen­
tation Plan for 1981-1983 was officially sent by the Minister of Health to AID. 

From September until November, administrative procedures were established and 
four potential producers of printed materials were interviewed; by the end of November, 
after selecting one of the producers, the first in a series of promotional posters was 
designed. 

During December, several radio spots were written and three were selected for 
production. Three were taken to Radio Honduras, the governmental radio station, and 
taped using the stations personnel and equipment. Technical services were provided 
without charge to the project. 

Also during December, a tentative plan for classes of health educators using flip­
charts was established. 

By the end of December, Mr. Luis Canales, the Health Education Project Director 
was reassigned as Education Unit Director, being supervised by Engineer Efrain Giron, 
Project Director for the Wells and Latrines Component. This represents an administra­
tive reorganization placing Engineer Giron as the primary supervisor for Health Educa­
tion activities.Engineer Giron has been delegated by the Ministry of Health as the 
primary authority to sign any official communications for the MOH's Subprojects. 

Several radio program producers were interviewed during January. Candidates 
were tested for their ability to write scripts with educational messages, their knowledge 
of rural language areas and knowledge of production, actors, studios, and direction of 
radio programs similar to the ones to be produced. Mr. Carlos Salgado was chosen as the 
most qualified. Mr. Salgado has been producing a very successful commercial program 
aimed at the rural population for more than five years, and was selected to produce the 
campaign's educational radio soap opera. Mr. Salgado is charging US$IOO.OO for each fif­
teen minutes episode, or a total of US$6,000.00 for the 60 episodes. 

111-5 
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, 
The following is a summary of activities undertaken during the January-March 

quarter: 
, 

ACTIVITIES: JANUARY -MARCH,1982 

a Distribution of 3,000 posters for the promotion of aqueducts. 

• 

• 
.. 

• 

• 
• 

Production of three radio spots. 

Airing of the spots on two stotions: Radio Honduras in Tegucigalpa 
and Radio Ondas del Ulua in Santa Barbara. Ondas del Ulua is trans­
mitting the radio spots ten times per day. 

Cost negotiations for radio soap opera space in Radio La Voz de 
Occidente in Santa Rosa de Copan and Radio Ondas del Ulua. 

Cost negotiations for promotional radio spots to be transmitted during 
the. month of April over Radio Ondas del Ulua. This radio station 
gave the project free publicity transmission for one to one and one­
half months, and they will start charging beginning in April. 

Design of two promotional posters to be printed in April; one will be 
designed to promote wells (3,000 copies) and the other will promote 
latrines (5,000 copies). 

Design of flipcharts to facilitate Promoter's field work in the con­
struction of latrines. One hundred and fifty copies will be printed in 
April. 

Design of flipcharts for community promotion. Two hundred copies 
will be ready by May. 

Revised version of "Juanita y 10 Gotita," a comic book promoting 
campaign activities. . 

Final negotiations and request for payment of funds to produce 
materials with the budget of the Health Sector I project. 

Select'ion of ci producer for the educational soap opera. Mr. Carlos 
Salgado has been chosen to produce 60 episodes of the educational 
program using soap operas. Programming for the radio soap opera has 
been prepared. The educational soap opera will begin broadcasting in 
May and will run for a period of 18 months. 

Design and preparation of in-service training courses for Promoters' in 
the field. 

Selection of 60 subjects for the health education soap opera. 

Synopsis for the production of the first 20 health education programs. 
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D. COORDINATION WITH EVALUATION CONTRACTOR 

Regular communication continued between the evaluator and implementation con­
tract personnel. Drs. Dennis Foote and Peter Spain of the Stanford evaluarion team were 
present in The Gambia during the development of the Implementation Plan and partici­
pated fully in discussions leading to major campaign decisions. Several versions of the 
initial baseline survey, along with initial versions of the ethnography being campleted in 
Honduras, were also received. Regular reports and telephone conversation, were 
exchanged between Drs. Foote and Smith. 

E. DISSEMINATION ACTIVITIES 

Several activities were completed during this period toward the goa! of 
disseminating MM&HP project 'experience to other development professionals. They 
include: 

it A presentation to Dr. Michael Merson, Director of WHO's Diarrhea 
,Disease Control Program, on project aCTivities in Honduras in 

Tegucigalpa on October 24th. 

• Regular distribution of the Implementation Plans upon request. More 
than 50 copies were distributed to academicians, AID officials and 
other donor agency representatives. 

Preparation of "Images from the Field," a compilation of recent 
photographs showing field activity (see Appendix H). 

• Preparation of an article on the project for the Development 
Communication Report (DCR). 

F. ADMINISTRATION 

A budget review was held on March 24 with Drs. David Sprague, Clifford Block, 
and Anthony Meyer of AID. It was determined that additional funds would be required to 
complete the MM&HP project as originally planned. Without new funds by fiscal 1983, 
project activity under the prime contract would have to be severely curtailed. 
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A. 

B. 

c. 

HONDURAS 

SECTION IV 

Activities Projected for Period 
From April I to September 30, 1982 

Follow Implementation Plan as outlined in Appendix A. 

THE GAMBIA' -

Follow Implementation Plan as outlined in Appendix F. 

WATER AND SANITATION COMPONENT 

I. Print and distribute 8,000 promotional posters. 

2. Begin broadcasting of the health education soap opera in three radio sta­
tions. 

3. Field test two promotional posters. 

4. Field test flipcharts for the construction of latrines and community pro­
motion. 

5. Produce and field test 60 health education soap operas. 

6. Organize three health education training workshops for Engineers and Pro­
moters. 

7. Produce and field test two "Juanita y la Gotita" video-tapes. 

8. Field test the comic book "Juanita y la Gotita." 

9. Produce instructional pamphlets for flipcharts on community promotion and 
latrine construction'. 

10. Produce flipchart didactic guides for community promotion and latrine con­
stsructioll. 

II. Program field application for the com~l!nity promotion flipcharts. 

12. Design a flipchart on water related diseases. 
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SECTION V' 

ADMINISTRATIVE REPORT 

. Expenditures to March 31, 1982* 

MM&HP 

Salaries & Wages 376,375.75 

Emplayee Benefits 71,816.53 

Consultant Fees 23,879.91 

Travel & Transportation 98,879.70 

Overseas Allowances 34,193.05 

Other Direct Costs 166,385.51 

Equipment 31,595.53 

Overhead 194,989.66 

TOTAL 998,033.64 

W&S 

51,416.18 

11,224.05 

17,837.87 

13,841.8.1 

3,402.74 

922.50 

23,435.84 

122,080.99 

TOTAL 

427,791.93 

83,040.58 

23,879.91 

116,635.57 

48,034.86 

169,788.25 

32,518.03 

218,425.50 

I , 120, I 14.63 

*Because of the addition of USAID/Honduras mission funds to the MM&HP contract, all 
administrative reports segregate expenditures into basic contract expenditures (MM&HP) 
and mission-supported activities in Water and Sanitation (W&S). 
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APPENDIX A 

SECOND YEAR IMPLEMENTATION PLAN FOR HONDURAS 
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INTRODUCTIOi'1 

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 represents the implementation 
plan ror the second year of campaign activities in Honduras. The full series includes; 
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BACKGROUND 

On September 30, 1978, the Academy for Educational Development was contracted 
by the Offices of Health and Education of the Science and Technology Bureau (ST /H, 
ST /ED) of the United States Agency for International Development (AID) to implement a 
five-year project for the prevention and treatment of acute infant diarrhea in the rural 
areas of two developing countries. Simultaneously, STanford University was contracted 
to evaluate The project. 

Project Agreements were signed in September of ,979 with The Government of 
Honduras and in December of 1980 with the Government of The Gambia. These agree­
ments define the terms of colloboration between project personnel and the respective 
Ministries of Health (MOH) in both countries, and emphasize the dual goals of the 
program: 

I) 

2) 

to strengthen the health education capacity of the cooperating countries 
through the systematic application of mass communication; and 

to contribute significantly to The prevenTion and treatmem of acute infant 
diarrhea in isolated rural areas of both countries. 

In January of 1980, work began on the 36-month program in Honduras. The pro­
gram includes resources for materials production, broadcast time, developmental re­
search, and six person/years of long-term technical assistance. The program in 
The Gambia began in May of 1981, and is scheduled for 24 months, and includes resources 
for materials production, developmental research, and two person/years of long-term 
technical assistance. 

In both countries, project personnel will assist national health personnel in devel­
oping a public education campaign which combines radio, specialized print materials, and 
health worker training to deliver information on home treatment of infant diarrhea, 
including the proper preparation and administration of oral rehydration therapy (aRT). 
Other criTical messages include information on rural water use, sanitarion practices, 
infant feeding, food preparation practices, and personal hygiene. 

On February 2, 1981, the AID Mission in Honduras amended the Academy's Mass 
Media and Health Practi!=es contract to expand the emphasis given to water and sani­
tation messages. The amendment provides additional technical assistance to a separate 
mission-supported program in three northeastern provinces of Honduras. This activity is 
referred to in this report as the 'Nater and Sanitation ('N&S) Component of the Mass 
Media and Health Practices (MM&HP) project. 

This report represents the implementation plan for the second year of the MM&HP 
campaign in Honduras. 

\ 
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CAMPAIGN SUMMARY 

The Problem 

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

Communication Obiectives 
1 

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

9 Extend rehydration therapy TO isolaTed rural areas where it is not now 
avaiL~ble. 

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

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

Audience Definition 

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

Secondary audiences include physicians, nurses, auxiliary nurses. 
fathers ·of chi Idren under five, rural school teachers and chi Idren, and 
regional health promoters. 

Communication Strategies 

a. Teach the primary audience: 

I. To properly prepare' pre-packaged World' Health Organization 
(WHO) formula oral rehydration salts and correctly administer 
the solution to: 

2. 

• infants (less than a year), as soon as the child gets diar­
rhea, and 

• toddlers (older than one year), as soon as The child looses 
his/her appetite or becomes listless 

To seek outside assistance if the child does not improve after 
administering the aDove regimen 

: 
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b. 

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

T each secondary audiences to support The primary audience through: 

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

2. Fathers and midwives understanding and approving of oral 
therapy 

3. Rural schools teaching prevention. measures 

4. Regional healTh promoters distributing ORT packets 

Messaae Tone 

The tone of the campaign will be serious and straightforward. It will seek to pro­
mote a mother-craft cOl;1cept which supports what mothers are already doing and adds 
several new ~omponents to "being a good mother." ORT will be presented as rhe latest 
achievement of modern science: a remedy for lost appetite and an aid to recovery, but 
not as a remedy for diarrhea. 

Execution 

Television, radio, print materials, and health worker training will be used. Public 
service spots and mini-programs on radio will be stressed for rural mothers and health 
workers. These will be supported by news features on both radio and television for medi­
cal practitioners. Support materials including posters, photonovels/pamphlets, end 
mailings will supplement the broadcast media. Health worker training, including physi­
cians, nurses, auxiliary nurses, a!'ardianes and midwives will. be the primary vehicle for 
introducing oral therapy to the medical establishment. 
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SECTION I 

SUMMARY OF FORMATIVE EVALUATIONS 

The implementation plan being proposed for the second year of the mass media 
campaign draws on the experience of the first year, during which two formative evalu­
ations were performed. The first formative evaluation, in September 1981, attempTed to 
assess the role of each element of the campaign; radio, graphics and face-to-face 
instruction, and recommend how each could be improved. The second, performed in 
February 1982, tried to assess how ORT had been incorporated into the traditional 
treatment of diarrhea. Some of the more important findings of the two studies used to 
adjust the campaign are described below. 

A. RADIO 

• 

• 

• 

• 

• 

• 

• 

The majority of mothers reported hearing at least one MOH 
message. 

Dr. Salustiano, a radio broadcaster on th~ spots, has become a 
well-known, believable source of childcare information among 
the mothers interviewed. Many mothers believe he is a real 
doctor at the Ministry of Health. 

There was no significant difference in knowledge gained from 
radio between the mothers who had used L1TROSOL and those 
who had not. 

Even mothers who had not used L1TROSOL had learned that 
L1TROSOL'should be given to the child with diarrhea, that it 
should be mixed in a liter and where it can be obtained. 

Most mothers reported hearing the projects messages on station 
HRN (the most powerful' national station) A much smaller group 
reported hearing the messages on Radio America (the second 
most powerful national radio station). However, in one area of 
the region many mothers reported not listening to HRN, 
suggesting that both national stations should continue to be 
used. 

Mothers also reported hearing the spots on regional radio 
stations, most frequently on Radio Oriental and Radio 
EI Paraiso. Radio Latina and Radio Sonora were very infre­
auently mentioned, reconfirming the results of the Develop­
mental Investigation. 

Some technical information should be conveyed in a 60-second 
format rather than the 30-second format. "Consuita para 
Todos," a new 60-second'spot in which real rural mothers ask Dr. 
Salustiano questions about certain treatment behaviors, has been 
shown to be very effective. 

The proposed fifteen-minute radio program should have as iTS 
target audience the auardianes and midwives that distribute 
L1TROSOL rather than the morhers. The evaluations and discus-
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sions with these personnel indicate that they need support from 
the Ministry. The program will also reinforce training of treat­
ment· and prevention messages. This is especially important 
since the time dedicated to guardian training in ORT will be cut 
from one day to one or two hours. 

The project should attempt to use all of the free air time 
possible on both national and local radio stations, in particular 
the public service announcements, news stories, and the weekly 
P ANI LOTtery program. 

• The use of mothers voices in the spots has proved to be very 
effective and mothers tend to have a high recall of these spots 
which use "typical" voices and vocabulary. This format should 
continue to be widely used. 

GRAPHIC MATERIALS 

.; The distribution system for graphic materials proved to be 

• 

• 

o 

• 

o 

• 

. effective and almost all of the sites, even the most rural, had at 
least one or two posters in the community. However, after 
several months, many of the posters were in rather bad shape 
and -needed to be replaced. 

The poster printed on news print (symbol of Litroso/) was 
reported to have disintegrated within weeks during the rainy 
season. 

The poster on breast-feeding was the most frequently remem­
bered poster. The symbol of L1TROSOL was the least frequently 
remembered. 

Of .all of the materials, the poster on signs of dehydration and 
the educational flyer were the most frequently used as educa­
tional aids by the /guardianes, midwives and mothers. 80th of 
these materials are undergoing revision before they are 
reprinted. 

Many guardianes and midwives are storing their posters since 
they believe they will not receive more materials. These person­
nel should be encouraged to put up their posters in the commun­
ity during the rainy season. 

Both evaluations reiterated the appreciation mothers have for 
calendars. 

In order to include .school children in the campaign the project 
should begin work immediately on the photonovel which will 
teach children how to recognize signs of dehydration and help 
their mothers know when to seek medical'help. 

A-6 

I 
I 
I 
I. 
J 
I 
I 
,I 
,:­
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 



I 
I ., 
I 
I 
I 
I 
I 
I 
I 
I 
I·. 
I 
I 
I 
I 
I 

I 

C. TRAINING 

I. Guardianes and Midwives 

The guardianes and midwives proved to be the major source of informa­
tion and orientation for the mothers about the use of lITROSOL. The evaluations 
showed that the training given the community personnel provided a sound basis for the 
treatment and prevention messages. However, several problem areas wer.e indicaTed: 

• Many guardianes were not using the educational flyer 
correctly when teaching the mothers. In general they 
would explain the first three steps but would completely 
skip the information on feeding during diarrhea and signs 
of dehydration. The use of the packet shou Id be stressed in 
training and on radio during the year. 

Many community personnel still believe that lITROSOL 
stops diarrhea, in part because many mothers have 
reported to the auardianes that the diarrhea stopped when 
they used lITROSOL. This is most probably because the 
mothers began using lITROSOL two or three days after 
the diarrhea episode began, and by the time they began 
using it the diarrhea was already stopping. The second 
evaluation showed that some mothers were upset because 
the second time they used lITROSOL the diarrhea didn't 
stop. This is most probably because since they had success 
in "stopping the diarrhea" with lITROSOL the first time, 
they began using lITROSOL when the diarrhea first 
started. In any case, it is crucial that the community 
health personnel understand the concept of dehydration 
and that lITROSOL is not designed to 'stop diarrhea. 

• Most community personnel are correctly teaching prepara­
tion and administration, however, they are omitting feed­
ing during diarrhea. This year's training should re­
emphasize these points. 

2. Village Mayors 

Village mayors proved to be excellent distribution points for pacKets, 
permitting the project to distribute 45,000 packets in addition to those distributed by the 
Ministry of Health. However, the training of these personnel was inadequate. One sug­
gestion is that the Auxiliary nurse in the municipal capital help select and train the 
village mayors in her area of influence. This would allow the auxiliary nurse to better 
control the selection of village mayors distributing lITROSOL. She would also be able to 
correct any mistakes the mayors might be making in their recommendations. In any 
case, in order to continue to make LlTROSOL available to rural villages throughout the 
region, the evaulation study recommends that village mayors continue to be used, but 
with the stipulation of improved training and better control by regional MOH staff. 

D. ORT USE 01'1 THE HOME LFVEL 

• In general, mot'-1ers had no prOblems in the preparation of LlTROSOL. 
the local name far the ORT salution. Few mothers in the somole had 
not 'Jsea a correct liter meosure while mixing the solution. 
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The majority of mothers reported administering a liter of the mixture 
in a day, even when the patient was an infant. This was surprising due 
to the fact that the Developmental Investigation carried out before 
the campaign began showed that most mothers did not believe that an 
infant could drink a liter of water in a day. 

The mothers did not understand That feeding during diarrhea is part of 
the treatment. Most mOThers did not remember any advice cbout 
feeding or breast-feeding during diarrhea. 

• During the first evaluation, most mothers still believed That 
lITROSOL is a remedy for diarrhea. However, the second evaluation, 
which took place after several months of radio messages about 
lITROSOL returning activity and appetite, showed a small but signi­
ficant group of mothers who understood that lITROSOL is not 
suppose to stop diarrhea, but rather to "sustain the life of ,he child 
during diarrhea" and return activity and appeTite. . 

• Almost all of the mothers used lITROSOL for children with diarrhea 
under five-years-old. However, some mothers would give part of the 
mixture to other children in the house, even though they didn't hav~ 
diarrhea. Some mothers are using lITROSOL as "tonic for extra 
strength" even though the child doesn't have diarrhea. This has been 
reduced somewhat by the guardianes and midwives who are instructed 
not to give mother the packets unless the child has diarrhea. There 
also seems to be adult use of LlTROSOL. 

• 'In the first evaluation, most mothers did not use the instructional 
flyer, or hoja-paauete. However, in the second evaluation, after 
several months of radio messages instructing mothers to follow all of 
the instructions on the flyer, almost aH of the mothers reponed that 
following the instructions was important. 

• Mothers were not familiar with the visual signs of dehydration; a mes­
sage which was only transmitted to a limited extent by face-to-face 
instruction and the poster. ' 

• The second evaluation showed that LlTROSOL has been integrated 
, into the traditional process of treatment of infant diarrhea in the 

cural communities. However, this integration has caused several 
problems in diagnosis, administration and preparation: 

,. Mothers use LlTROSOL for what they consider to ,be light 
cases of diarrhea, but not for what they perceive to be 
serious complex cases such as empacho or ojo. Since 
these more serious cases are probably more likely to lead 
to dehydration, it is important that mothers feel that 
they should use LlTROSOL during,these episodes as well. 

'+ The traditional treatment of diarrhea entails the use of c 
,series of different medicines, trying first one, then 
another, until the diarrhea stops. Many motl,ers feel that 
these medicines should not :,e mixed. The c::;rnpaign 
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should emphasize that lITROSOL can be used while the 
mother is giving other medicines, but that the important 
thing is to continue using lITROSOL. At the same time 
the campaign should emphasize that lITROSOL should be 
used during the entire episode of diarrhea and not just 
one or two days. 

Rural mothers try to budget their limited resources and 
some mothers are mixing only part of the packet in part 
of a liter. This could cause problems in the concentration 
of sodium. Radio and training should emphasize that all 
of the packet must be mixed in a full liter of water. 

Many mothers and health workers complained that 
children didn't like the taste of mixture. A small number 
of mothers reported adding sugar to help the taste. 
Training and radio should emphasize that nothing should 
be added to the mixtures and inform that if the child 
needs the oral solution he will like the taste. 

E. ACCEPT ANCE OF aRT WITHIN THE MINISTRY OF HEALTH 

While no formal information is being collected periodically to measure the overall 
acceptance of ORT within the Ministry of Health, the following facts do provide impor­
tant insight into this critical aspecct of the program. 

• The MOH has approved a four year National Diarrheal Disease 
Control Program which establishes a schedule, assigns personnel and 
defines resources necessary for a phased national level program. 

• 

• 

• 

• 

• 

A diarrhea disease program director has been named and given full 
authority to coordinate all aspects of the program from clinical train­
ing and packet production to public education. 

Honduras hosted a Latin American regional seminar on Diarrheal 
Disease Control at which their own program was highlighted and 
analyzed. 

A rehydration wara was formed at the naTional pediactric hospital, 
but was subsequently closed due to lack of financial support. A 
similar, regional facility was planned but never opened for the same 
lack of economic resources. 

Some 227 medical personnel, including physicians, nurse supervisors 
and auxiliary nurses, have been trained in aRT use and diarrheal dis-­
ease management. Some 692 village health personnel have been simi­
larly trained. 

Some 2118,000 Litrosol packets have been produced locally and distri­
buted throughout Health Region I. 

A packe,t distribution has been developed and is now being fully 
implemented by Regional Health staff. 
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SECTION II 

CAMPAIGN ELEMENTS 

A. OVERALL STRATEGY 

The second year of the education campaign on treatment and prevention of acute 
infant diarrhea in Honduras will continue to promote the administration of pre-packaged, ! 
WHO formula, oral rehydration therapy by rural mothers' in their homes during mild to 
moderate bouts of .diarrhea. Rural mothers will be told that if the diarrhea becomes 
worse they should take their child to fixed health facilities where a more structured and, 
controlled administration of oral therapy will be avai lab Ie. 

Two basic messages, to administer ORT correctly when your child becomes mildly 
ill, and to seek help if the child gets worse, will be the central themes of the campaign. 
These themes will be supplemented by messages on prevention behaviors which focus on 
continued breast-feeding. 

Treatment messages will continue to be stressed over prevention messages for 
three reasons: (I) ORT offers the most significant and immediate contribution to the 
health needs of rural Hondurans, (2) the behaviors required to make ORT successful in 
rural homes represent an optimal range of instructional complexity which will permit 
evaluators to determine mass communication's ability to significantly affect various 
aspects of an important health behavior, and (3) a general skepticism surrounding the 
ability of health education alone to make any significant impact on rural diarrheal 
morbidity. 

The primary target audience in The campaign will be rural mothers and grand­
mothers with children under five, the primary health care worl<ers (auardianes), and MOH 
midwives, who distribute LlTROSOL in the sites without MOH auardianes. Several other 
groups including rural fathers, physicians, nurses, auxiliary nurses, rural primary school 
teachers and children, and health supervisors (promotores) will receive a small number'of 
specialized messages designed to motivate them to reinforce and support mothers, 
auardianes and midwives in the correct application of ORT. . 

The full campaign is a two-year 'effort divided into five sequential phases timed to 
coincide with the peak seasons of diarrhea (see Graph I). This plan describes the second 
year of the campaign. The first year of the campaign (198 I) contained Phases I and II 
and part of Phase III. The second year of the campaign is composed of Phases III and IV. 
Phase III (October 1981 to May. 1982) will emphasize mainly radio and will be used by the 
team for formative evaluation and reassessment of the effects of the previous year's 
campaign. Phase IV (May through September 1982), which coincides with The second 
diarrheal peak during the life of the project, will re-emphasize proper ORT treatment, 
specifically emphasizing correcting problems of preparation and acjministration identified 
in the formative evaluations. It will also emphasize that mothers should seek help if a 
child shows signs of dehydration. Radio will be especially emphasized during this phase, 
with graphics and face-to-face training supporting the messages transmitted by radio. 
Institutionalization of the program, especially the distribution of materials and packets, 
will also be heavily emphasized. 

Phase V (October 1982 to ,VI arch 1983) wi II shift to prevention behaviors. in parti­
c'Jiar continued breast-feeding. Specific messages will be developed ihrough The Ministry 
of Health Breast-feeding CommitTee. 
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The formative evaluation activity of the. firsT year, indicaTes that the audience 
'segmentation designed during the first year has been effective. The second year message 
pattern will continue to differentiate messages by specific audience. The treatment pat­
tern will continue to be built around a core cluster of treatment behaviors which is either 
expanded for audiences like physicians, nurses, and auxiliary nurses, or selectively 
emphasized for groups like school children and guardianes. This means that auxiliary 
nurses will continue to be taught how to treat severe dehydration with oral therapy in 
'addition to the home treatment being taught to rural mothers. School children will not 
be taught the entire core cluster of oral therapy behaviors directed at mothers, the 
information will focus on early diagnosis of dehydration and alerting mothers to the 
problem diarrhea represents. Prevention messages will also be differentiated by target 
audience. 

Radio will continue to be the principal means of reaching rural mothers. While 
simple print materials such as posters and graphic pamphlets will be distributed widely, it 
is expected that many mothers will receive only the radio messages •. As expected, word­
of-mouth has proven an important secondary source of information for mothers. The 
primary contact points for mothers will be guardianes, rural clinics, children's hospitals 
in Tegucigalpa, and Tural primary schools. Schools were added to the communication 
network because they offer a reiative'ly simple way to provide structured information to 
a 'large number of rural homes. The auardianes will be reached by an intensive pre­
liminary training effort, and supporTed through regular bimonthly meetings, ~adio broad­
casts, and simple print materials. Secondary audiences such as physicians, nurses. and 
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health promoters wi II be reached principally through print media, although regular news 
items are expected to be important motivators for these groups. 

B. SEGMENTATION OF TARGET AUDIENCE 

The general target audience defined in the project contract includes rural "family 
members who participate in directly caring for children, health workers, and other opin­
ion leaders who have the power to assist and reinforce (or undermine) the relevant educa­
tional objectives." During analysis of the Developmental Investigation results, seven 
audience groups were identified, as follows: 

9 Primary Audience (Category A) 

I. Mothers/grandmothers of families with children less than 
five years old 

2. Primary health care workers (guardianes) or 
(midwives) in communities with no guardianes 

Secondary Audience (Cateaory B) 

trained midwives 

3. Fathers of families with children less than· five years old 

4. Auxliary nurses 

5. Physicians 

6. Rural school teachers and rural primary school children 

7. Health promoters 

These audience groups have been divided into two categories: a primcry audience 
in Category A, and a secondary audience in Category B. While a case can be made for 
each of these groups playing primary audience roles, several factors argue for concen­
trating instructional efforts on the two groups in Category A. 

The basic rationale for this emphasis rests upon the overwhelming evidence that 
mothers, and to a lesser degree, grandmothers, care for children when they are sick. 
While it is true that older siblings play an important child care role, their role is signi­
ficantly decreased as the child becomes recognizably ill. 

Guardianes and midwives will continue to be the second group in the primary audi­
ence. During the first year, 219 guardianes and 354 midwives were trained in oral rehy­
dration therapy. The evaluations indicate that the guardianes, and to a lesser extent the 
midwives, provide good face-to-face training to the mothers. Since guardianes are not 
present in many rural communities, midwives who are already part of the informal MOH 
system will continue to be trained in oral rehydration therapy. 

Within the secondary audience, Auxiliary nurses and physicians will continue to be 
given special importance because they represent the exemplary unit to which all other 
elements of the system look for auidance. There is still some resistance to ORT by these 
health professionals because o( the increased work load reauired by oral rehydrmion 
therapy in' comparison with the intravenous therapy to which health professionals are ac­
customed. There is also some skepTicism by these professionals concerning various mes-
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sages of oral rehyd~ation treatment, for example, continued use of ORT when the child is 
vomiting and continued feeding during diarrhea. In particular, some health professionals 
at all levels still believe that ORT stops diarrhea in spite of emphasis in the training that 
ORT is to prevent and Treat dehydration. Because of these problems these health provid­
ers will continue to receive special support from the project. 

Fathers will continue to be included in Category B because of their gate-keeping 
function regarding the purchases of medicines and their role in deciding when to seek 
outside help. Rural schools will be utilized for the first time this year to reach older sib­
lings with treatment, diagnosis and prevention messages. Mobile health promoters did 
not prove good distribution vehicles for packets or graphic materials last year and wi II 
therefore primari Iy be used as message reinforcers. 

C. MESSAGE DEFINITION 

I. Treatment Messages 

Based on the results of the Formative Evaluation enumerated in Section I, 
the following treatment campaigr-. has been designed for 1982. 

The" tone of the treatment campaign will continue to be serious. Oral ther­
apy will be portrayed as the latest advancement in science, rather than a simple home 
remedy. Emphasis will be placed on correcting those mistakes fhe various audiences are 
making in preparation and administration. However, this year emphasis will also be 
placed on when the mOTher should seek help, emphasizing signs of dehydration mothers 
can observe rather than the concept of loss of liquids. , 

The specific form of oral rehydration therapy selected for MM&HP treatment 
messages will continue to rely on the pre-packaged, complete formula mix. The packets 
of LlTROSOL are produced for the MOH in Honduras and like the World Health Organiza­
tion (WHO) packets must be mixed in one liter of water. Two packets are given to each 
mother for each case of diarrhea. These packets are wrapped in a specially designed 
flyer (hoja-oaguete) which contains the basic instructions concerning preparation and 
administration, feeding during diarrhea and signs of dehydration. The packets will con­
tinue to undergo design and product testing procedures, in particular potential shelf-life 
problems. 

The core treatment behaviors, as outlined in the Implementation Plan for the first 
year, will continue to be more or less the same with the following additions and changes 
to various clusters (see Appendix A for or.iginal Treatment Clusters): 

• Cluster B: Acceptance Knowledae 

• 

• 

7. State that mixture should be given during all episodes of 
diarrhea, not just mild cases. 

Cluster D: Mixina Ability 

10.. State that three bottles of fresco make one liter. 

Cluster E: Administration 

I . State that mixture can be used while adminiSTering otiler 
medicines for diarrhea. 
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2. 

• 

2. 

3. 

-4. 

State that mixture should be given during the entire epi­
sode of the infants diarrhea episode, not for just one or 
two days. 

Continue breast-feeding during diarrheal episodes. 

Give soft foods six hours after diarrhea starts. Do not stop 
foods. -

Cluster F: Seek External Help 

4. If child presents signs of dehydration (dry mouth, sunken 
eyes, sunken fontanel, flacid skin or listlessness), seek 
medical help. 

Prevention Messaaes 

Because of the complexity of treatment messages, all of which present 
TOTally new concepTS to the rural mother, prevention messages have not taken as large a 
role in the campaign as previously hoped. However, the fifth phase of the campaign will 
emphasize prevention almost entirely with only limited messages about treatment. It 
was therefore decided to dedicate the limited time and resources available to -the one 
prevention behavior which had the most passibility of affecting diarrheal morbidity. 
After long discussions with Ministry of Health staff and WHO personnel, it was decided 
to promote continuous and extended breast-feeding. This decision coincided with the for,­
motion of a Breast-feeding committee with representatives from various institutions 
which is coordinated through the Ministry of Health. The goals of the CommitTee are to 
unify the breast-feeding messages given by the various government agencies and private 
instit!Jtions involved in promoting breast feeding and to coordinate strategies so as not to 
duplicate materials. The exact messages of the fifth phase of the campaign will be se­
lected in cooperation with this Committee and the MM&HP personnel will then design 
the campaign in terms of audience segmentation and media. 

Other prevention messages, concerning personal hygiene and food preparation, will 
basically only be taught through face-to-face training and not by radio. The message of 
water boiling will be taught through a comic book developed by the Water and Sanitation 
component of the MM&HP project and distributed to school children within the Region. 

The following graph presents the message content of the campaign in relation to 
the seven target audiences. 
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D. MESSAGE PHASES 

The overall campaign is divided into five distinct phases of approximately six 
rT'onths each. Each phase emphasizes slightly different content matTer and is structured 
to coincide with seasonal variations associated with diarrheal peaks. Phased develop­
ment also permits systematic incorporation of monitoring information and the efficient 
distribution of production material resources over the course of the campaign. Some 
messages will be repeated in slightly modified forms over the entire two-year campaign, 
while other messages will be disseminated intensively during only one or two phases of 
the campaign. This will permit conclusians to be drawn regarding the relative merits of 
time and repetition as factors affecting message adoption. 

Design of these phases has been based upon four factors. First, timing should de­
pend upon seasonal changes in the diarrheal cycle. Review of epidemiological data from 
the past five years clearly showns a diarrheal peak occurring during the rainy months of 
May through July, with a secondary peak occurring in November and December. The se­
cond peak is somewhat lower, and it is theorized that this peak may be caused by viral 
rather than bacterial agents. The larger, possibly bacteriql, peak has been selected as a 
critical treatment period because it appears more susceptible to prevention measures. 
The project phases are structured so that heavy prevention messages immediately pre­
cede these pea'k periods, and that treatment messages dominate the peak periods them-
selves. ' 

The second factor taken into consideration is the importance of having full medi­
cal community support for the program. The ore-progrcm research showed that mOST 
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rural Hondurans, even though they retain traditional remedies and beliefs, are heavily 
influenced by the professional medical community. Without the support of these profes­
sionals, oral therapy will not be accepted by rural people. For our purpose, the profes­
sional community includes private physicians practicing in Tegucigalpa and the semi­
urban areas (Doli, EI Paraiso), MOH fixed health facilities (CHE, CESA,V'O, CESARS), 
nurses, auxiiiary nurses, and primary health care worl<ers (auardianes). Full conversion of 
the Region I medical community to oral therapy represents a significant challenge to 
project success, one requiring special attention throughout the campaign. 

The third factor used to determine phase design is the emphasis on freatment over 
prevention. Because oral therapy has been established as a priority over the promotion, 
of purely preventive measures, one additional cycle has been assigned for treatment mes­
sages. As the graph indiciates, no cycle is dedicated solely to treatment or prevention 
messages, but proportional levels of effort have been established for each. This permits 
treatment Jo receive special attention, without neglecting the reinforcment of messages 
designed to sustain compliance with selected prevention behaviors. 

Finaily, the design and production capacity of the project staff was used as an im­
portant consideration in selecting a sequenced campaign development. The team's finan­
cial and human resources necessitate a gradual development of messages, spreading these 
functions over time, rath~r than concentrating them in one or two production cycles. 
The five-phase configuration allows phased development of materials but also permits 
systematic monitoring and provides longer lead time for needed adjustments. 

Phase I of the campaign focused upon critical enabling messages identified during 
the pre-program investigation as important prerequisites to adoption of both treatment 
and prevention behaviors. The essential goal was to implant oral therapy as a standard 
operating procedure in Health Region I of Honduras. A secondary goal was to rely on 
radio and print media to promote four enabling concepts among the general rural popula­
tion, with special e;nphasis given to rural mothers with children under five. 

Phase II shifted from a face-to-face approach to a heavily mediated campaign di­
rected principally at rural communities. The central message here was oral therapy. 
This phase coincided with the first diarrheal peak and represented a period during which 
treatment information was most critical. Supplementary prevention behaviors were 
promoted, but primary emphasis was on treatment messages. 

Phase III focused on the evaluation of the campaign with some treatment and pre­
vention messages. The major goal of this phase was to evaluate what had been accom­
plished during the first two phases and decide how the next treatment phase could be im­
proved. 

Phase IV, which coincides with the second largest diarrheal peak, will turn to a 
treatment focus, attempting to reinstate oral therapy. 

Phase V will focus on prevention, promoting messages on continued and extended 
breast-feeding. 

The overall design provides long-term emphasis on periods of treatment messages, 
and distribution of mediated and face-to-face instruction over the entire two-year cam­
paign. As regards the latter point, it should be noted that while face-to-face training 
receives less emphasis during Phase II, III and IV, it does not disappear altogether. The 
training component, as detailed later in this plan, includes low levels of continuing face­
To-face support for health workers during the Two-year campaign. 

A-16 



E. INSTRUCTIONAL MATERIALS 

Campaign materials have been divided into three large areas: broadcast radio ma­
terials, visual and graphic support mater,ials, and face-to-face training materials. Each 
of these areas has been broken down into various formats and these products have been 
targeted to specific message concepts and specific target groups. Graph 113 illustrates 
how message concepts and campaign mater.ials are related. 
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Five different 'radio formats have been selected: radio spots (30- and 60-secand 
spots, a special weekly program called "The Voice of Health," regular news broadcasts, 
public service announcements and a game show. Visual materials have been divided into 
two sub-groups: those designed for mass distribution, such as posters, a calendar, and a 
photo-novel, and those support materials for the Training sessions, incluqing a flip-chart 
and a treatment poster. 'Finally, the face-to-face training has been divided into three 
areas. The first provides direct training of medical professionals (doctors, nurses and 
auxiliary' nurses) through structured seminars, the second is training performed by these 
medical professionals to auardianes and midwives who distribute packets, the third is 
training by the guardianes and midwives to rural mothers who 'use the packets. 

The basic strategy is to continue to use radio to reach those members of the tar­
get audience who are illiterate or located in isolated areas. Message content for radio 
has been selected according to the message content to be emphasized for the target 
group. Consequently, radio will be used to teach the core treatment therapy to rural 
mothers. Radio will not be the only source of information for rural mothers, but radio • will constitute the minimal treatment input many rural mothers receive. . 

Some media w'ill be used to disseminate only a few messages. Posters, for 
example, will not be used this year to teach procurement, but rather will focus on ORT 
administraTion and when to seek help (.signs of dehYdration). A photonove! wii I teacn 
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school children the signs of dehydration and how fa alert their mothers to seek help. A 
calendar, chosen because of its popularity among rural people, will be awarded to 
mothers who breast-feed their children for an extended time, and will promote messages 
which promote breast-feeding. These few examples illustrate how the campaign has been 
integrated and targeted to specific groups and around specific message concepts. 

The project will continue to rely on a 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. Pretesting of draft materials (audiotapes of radio 
programs and visual mock-ups of print materials) for this audience will be conducted in 
rural villages. Pretesting will continue TO control for access to a municipal capital, to 

. ensure getting a representative sample of the audience. 

NOT all materials will be pretested. Selected formats which provide represen­
tative samples of message approaches will be tested first. Critical questions related to 
each "1aterial wi II be developed before each tesT used to guide the interviewers. ,\t\ater­
ials will be chosen for testing based on their novelty and complexity; the more novel or 
the more complex, the more testing. 

Testing will not go on throughout the campaign. Heavy pretesting will be concen­
trated during the two months prior to the initiation of each campaign phase, but selected 
pretesting will go on during each campaign phase as well. Graph f/4 provides a scnematic 
description of the proposed prete.sting for :he car:?aign-. 

A-i8 



Production of both broadcast and print materials wi II be contracted to private, 
commercial firms in Honduras. Radio production will be done at local studios under the 
direction of project staff. 

Graphic materials will be printed in the commercial sector, relying on MOH facil­
iTies when they are available. All work will be coordinated by The projecT sTaff and local 
MOH counterparts. The production teams will participate in pretesting phases to assure 
that program producers hear rural audience reactions to their pieces first hand. Special 
care will be taken to prepare the production people for this new role and help reduce 
Their resistance to perceived interference with their "artistic" judgments. 

Special attention will be given to training MOH counterparts in how to manage 
and supervise a media campaign of this nature. This is compatible with the MOH's own 
operating style and consistent with their present approach to media production. The 
MOH does not, for example, contemplate establishment of an internal production unit. 
The health education unit's future responsibility will be campaign design, selection and 
supervision of contract personnel, and coordination of campaign elements. 

The following paragraphs provide details on the il)strucTional materials. 

I. Radio 

During this year, as in the first campaign year, Dr. Salustiano will be used as 
the basic source of technical information about ORT. The Formative Evaluations showed 
that he has been converted into a credible authority on childcare. He also helps give the 
campaign the planned serious tone, promoting ORT as a new scientific treatment better 
than simple home treatments. The LlTROSOL jingle ("LlTROSOL, the salvation from 
dehydration") will also continue to be used at the beginning of each spot about the pro­
duct. The two songs, one on dehydration and one on breast-feeding will also be re­
broadcast, immediately followed by different spoken treatment messages. These ele­
ments will help give the radio campaign needed continuity over the two years. 

The project will use one national radio station, HRI'I, to carry the campaign. A 
second national radio station, Radio America, will be used only during the three months 
of Phase 1'1 coinciding with the rainy season. Regional radio stations will be cut from 
four to three stations to help stretch the limited resources. Regional radio stations are 
Radio Oriental and Radio Latina in Danli and Radio EI Paraiso in EI Paraiso. 

The six formats to be used, 30- and 60-second spots, a IS-minute weekly program 
called "The Voice of Health," public service announcements, news stories and a game 
show, are discussed below. 

a. Spots 

New spots during the treatment phase will address the problems 
reported in the Formative Evaluations. These messages incude: 

• USE LlTROSOL WITH OTHER MEDICINES. (The F orma­
tive Evaluation showed that many mothers would not use 
LlTROSOL while they were giving other medicines.) 

USE LlTROSOL FOR EVE~Y CASE OF II'IF AI'IT i)IAR­
RHEA. (The Formative Evaluation_ showed that mothers 
used LlTROSOL only during "light" cases of diarrhea, but 
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used other treatments when they considered the episode to 
be more serious.) 

USE lITROSOL ALL OF THE Tli'vlE DURlf'IG THE DIAR­
RHEAL EPISODE. (The Formative Evaluation showed that 
many mothers used lITROSOL only for one or two days 
and then switched to another treatment if the diarrhea 
hadn't stopped.) 

The other messages of the treatment phase include: 

• Information on signs of dehydration which signal That the :noTher 
should seek professional help. Tbis emphasis is being given to try to 
make up for the fewer number of packets available. 

THREE SODA BOTTLES EQUAL Of'IE LITER. This message from the 
first year wil I be repeated based on the findings of the Formative 
Evaluation in February that the retention of this essential message 
was not as high as necessary. 

o MIX ALL OF THE COf'ITENTS OF ONE PACKET IN ONE LITER OF 
WATER. The Formative Evaluation showed that many mothers were 
only mixing part of the packet in part of a liter in order to conserve 
their supply of lITROSOL. 

Messages for spots of the prevention phase will be defined with the Breast­
feeding Committee. 

b. Fifteen-minute radio oroaram . 

"THE VOICE 'OF HEALTH" will be broadcast weekly on one national 
radio station and two local radio stations. The goals of the program are to support and 
stimulate the guardianes and midwives who distribute LlTROSOL as well as reinforce the 
technical training in both treatment and prevention messages. The major personalities of 
the program are Dr. Salustino, Don Martin, a young energetic Guardian, and Dona Chela, 
an elder, more traditional, but enthusiastic midwife. 

c. Public service announcements 

The Project will attempt to take advantage of the free public service 
announcements given daily on both national and local radio. For example, the date and 
locale of monthly guardian meetings will be announced on national radio, mentioning the 
fact that these meetings are more important during the rainy season months when so 
many children die from dehydration. 

d. News stori es 

An attempt will also be made this year to release more news stories to 
;he national radio stations. 

e. Game show 

One local radio station has a local aame show in which contestanTS win 
prizes by answering auestions. The project will give-prizes of lITROSOL tee-shirts and 
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I 
key-chains and, infrequently, a trip to Tegucigalpa for the correct answer of technical I 
questions about treatment and prevention messages. For example, a listener will win a 
LlTROSOL tee-shirt by correctly answering the question "What should you feed a child 
who has diarrhea?" 

Additionally, one local radio station has requested the project's coordination with I 
their Sunday soccer broadcast. LlTROSOL will be one of the sponsors of the broadcast 
and the project will also provide LlTROSOL tee-shirts for on", of the rural teams playing 
in the league. l_ 

It should be noted that the project will not implement the proposed MOTHER-OF­
THE-WEEK program due to limited time and resources; in addition, it is unlikely that the I 
Ministry would ever be able to implement a program even remotely similiar. It was de-
cided therefore to use the limited project and Ministry resources to develop the 15-
minUTe program which the Ministry would be able to absorb and continue to utilize to I 
teach about various other health problems. 

2. Graphics 

a. Treatment graDhics 

This year's production of graphic materials will be concentrated in the same 
areas as laST year, treatment and prevention, with emphasis once again on treaTment. 
The selection of the material to be produced or reprinted was made by the project and 
the Diarrhea Control Program's (DCP) executive committee, based on the observations 
and evaluation results of the materials from the first year. The executive committee has 
asked the project to help the Program with the reprinting and production of new ma­
terial. 

As reported in the Formative Evaluation, the poster "Signs of Dehydration" was 
elected by the guardianes and midwives as being the one that helped them most in teach­
ing mothers. DCP has decided it should be reprinted and distributed on a national scale. 

The flyer (hoia-oaguete) used during the first year has been revised and will be 
produced for the second year. The MOH has also decided to print this for use on a na­
tional scale and the initial printing, supervised by the project, will be approximately 
400,000 flyers. 

A new poster will be produced in the second year to be used in conjunction with 
the flyer and the Signs of Dehydration poster. The new poster is an enlargement of the 
face of t.he 'flyer which carries information on mixing and administration of LlTROSOL. 
The decision to print the new poster was based on the usefulness of the "Signs of Dehy­
dration" poster. With the two posters the guardian or midwife will have a complete 
visual display to use while teaching mothers about ORT and the mixing and adminis­
tration of LlTROSOL. 

. A new set of LlTROSOL flags will be printed. so that mothers will De able to re­
cognize the new auardianes and midwives trained in ORT. The DCP committee, in voting 
for a uniform way to identify those houses in each village that have LlTROSOL distribut­
ors, chose the flag as an excellent visual s'ymbol, and thus it will be distributed not only 
in Health Region I, but throughout the country. 

The DCP committee has also asked the project to help them to develoD a graphic 
translation of the "Normas del Guardian en Hidratacion Oral." This is a MOH publication 
which presents the norms a guardian/midwife should follow in the' treatment of diarrhea 
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cases with the use of 0.5. salts. The MOH presentation of the norms is quite formal and 
rigid. The project hopes to design a graphic presentation which will simplify these con­
cepts. The graphic presentation would follow the sequence of practical application. 

An extensive 17 page-flip chart on dehydration and diarrheal disease control is be­
ing developed to aid in the training of guardianeslmidwives. The contents of the flip 
chart were presented to the DCP by the project and Region I nurses and has now been 
approved by the CommiTtee. The Chart will be made from the same cloth used ror the 
LlTROSOL flag and primed with waterproof paint. It will be printed in a very large for­
mat so that 10-15 guardianes or midwives can easily see the letters and drawings from a 
distance of two to four meters, and it is designed" to be understood by those 
guardianes/midwives who do not read proficiently. The flip chart is divided into three 
sections; the first one presents definitions of diarrhea and dehydration with several 
examples to illustrate the latter. The second section contains information on the use of 
LlTROSOL which includes a STep-by-step visual presentation of the mixing and adminis­
tration behaviors and signs to look for in the child which indicaTe a positive effect from 
LlTROSOL. The third section summarizes the mOST salient of diarrhea prevention behav­
iors including personal and environmental hygiene, breasT-feeding and boiling WaTer. All 
areas nurses in each Health Region will receive a flip chart, creating a uniform source of 
information for the auardianes and midwives. 

The same flip chart is scheduled to be replicated to a desk size calendar for all 
the auxiliary nurses of the nation. In this manner, mothers and guardianes will be taught 
from the same graphic presentation, with the only difference being size, thus ensuring 
that both audiences receive the same basic information. 

The graphic which will be used most frequently to publicize the name and use of 
LlTROSOL is the poster which illustrates a father pouring LlTROSOL into a cup while 
the mother gives the solution to their child with a spoon. At the bottom, the poster tells -
that LlTROSOL can prevent a child dying from dehydration. Over 30,000 copies of the 
poster will be printed and distributed on a national scale. 

As planned last year, an educational photonovel will be produced this year. The 
photonovel will be directed towords the children of reading age in The rural. schools of 
Region I. The photo nove I will contain a dramatic story in which a ten-year old ':Joy de­
tects visible signs for dehydration present in his nine-month old sister. He warns his 
mother, who in turn is distracted by an emergency call. Finally, she goes to the auardian 
who confirms the dehydration and sends her to the Heolth Center after fir$t preporing a 
liter of LlTROSO\- so that she can give it to the child on the way. The obstract content 
of the photonovel is very simple: the signs of dehydration that should be learned by the 
boy at the school. A guide-sheet for the teacher on how to use the phoTonovel will be 
supplied with the pamphlets. The distribution of this material, once printed, will be 
through the existing MOH distribution system ond the formal material distribution sys­
tem of the Ministry of Education with assistance from the project. It is hoped that by 
mid-year the majority of the photonovels will be out in the field. 

b. Prevention araphics 

As previously described, the prevention behaviors for the second year will 
focus on the issues of prolonged breast-feeding and breast-feeding during bouts of diar­
rhea. The acutal messages "Nill be developed in accordance with an official policy to be 
set forth through the .'v\aternal-Infant Division of the MOH. Until this policy is clearly 
delineated the Project cannot produce most materiais. Nevertheless, the ;Jroject has 
scheduled the production of a calendar for distribution to rural homes. During the 
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Developmental Investigation it was discovered that a calendar is one of the few graphic 
materials present in many rural homes; it is highly cherished and often considered the 
"living room picTure." The calendar designed by the project will contain two calendar 
years so that the use of it will be assured for a longer period of time. On each calendar 
month there will be a message printed that will coincide either with a treatment behav­
ior (especially during the rainy season) or a prevention behavior. The back-up photograph 
will be a mother nursing a healthy looking infant. 

The flip chart mentioned in the Treatment Graphic section above has a prevention 
component that will be emphasized during the training sessions. The same messages are 
supposed to be given to the mothers by the auxiliary nurses and guardianes/midwives. 

The Water and Sanitation Component of the MM&HP Project has designed a comic 
book starring a drop of water that explains the germ theory of unboiled water to a small 
girl. This material may be reproduced and distributed to schools along with the photo­
novel. The content is basically a prevention behavior, boiling water, which is consistent 
with the prevention behaviors advocated by the flip chart. 

There may also be a possibility to print a prevention behavior poster corresponding 
to the final behaviors adopted by the Infant-Maternal Division. 

F. TRAINING 

The fourth phase of the campaign will include an extensive training component. 
Last year showed that training of as many packet distributors as possible before the peak 
diarr_heal season was critical to the program. 

The training is divided into different components according to the audience to 
which it is directed. The design is based on the findings of the Formative Evaluations of 
September 1981 and February 1982. 

The training is divided into three sections: (I) training and re-training of both 
regional and national personnel directly by project staff, (2) re-training of community 
health volunteers by the auxiliary nurses and (3) training of new community health volun­
teers by the regional staff and to a lesser. extent by project staff. 

Project staff will be directly re-training regional auxiliary nurses, re-orienting 
area nurses in improvements in community personnel training, and assisting the DCP in 
training of MDH and other health professionals in other regions. 

The auxiliary nurse re-training will include the following: 

• 

• 

Treatment and behavior messages. As outlined in the Formative 
Evaluation, there is a need to emphasize messages addressing the pro­
blems reported in the mixing administration of lITROSOL. These in­
clude confusing the liter bottle measure, saving part of the content of 
the packet, adding other elements such as sugar to the mixture, stop­
ping the administration of liTRQSOL after two days, and continued 
feeding during diarrhea. 

Treatment of dehYdration in a fixed facility. Training will review the 
basic STeps of ORT in the clinic using the Oral Rehydration Process 
Poster which was designed and used in training during the first phase 
last year. Practical exercises will oe emphasized TO review The step-
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by-step process which includes weighing the child and calculating the 
amount of oral solution to be given over the first four-hour period and 
the amount of water over the subsequent two-hour period. 

How to re-train the community health personel. Training will be pro­
vided in re-training the guardianes and midwives originally trained in 
1981 to distribute LlTROSOL. The auxiliary nurses will be asked to 
use the monthly 'TIeeting of April or May to re-orient their community 
personnel to ORT and diSTribute the bags or 100 packets designated 
for these personel. During this 'TIeeting the auxiliar nurse will-: 

* Emphasize that the rainy season months are the most im:' 

* 

* 

portant months to treaT children with diarrhea and That it 
is important to emphasize the use of LlTROSOL durinq 
these months -

Review the signs of dehydration using the pOSTer and em­
phasizing how the guardian should teach the mOTher 

Review the proper use of the educational flyer using a 
socio-drama to help teach 

Ask the guardian or midwi-fe to call a meeting of their 
neighborhood in which they inform the community of the 
dangers of dehydration caused by diarrhea during the 
rainy season months, inform the community that they 
have packets of LlTROSOL and teach the signs of dehy­
dration 

Ask rhe auardian or midwife to put up the posters in their 
communities 

Inform the guardian about the weekly radio progrqm de­
signed especially for them 

Project staff wi II also orient the regional area nurses who are in charge of training 
new community health workers in 1982. The orientation will emphasize correction of the 
problem areas identified in the Formative Evaluations. These corrections will then be 
incorporated into the curriculum of the 1982 training sessions. (See Appendix B for the 
training of guardianes and midwives scheduled by the Area Nurses.) These area nurses 
will carry out the bulk of training af new auardianes and midwives; however, to make up 
for the cut-back in distribution agents (the project will not use village mayors) the pro­
ject will be directly training some guardianes and midwives in the area of the region with 
the least amount of community health workers. This area, although one of the most 
densely populated areas in the region, has less than half the community health workers of 
any other area. This accelerated training means utilizing extra health promoters to help 
identify new community health workers and organize the training sessions. The training 
wi II be implemented by 'project staff within the first two months of the rainy season. 

The project staff will also be dping direct training of national MOH staff and 
other health professionals in coordination with the new National Diarrheal Control Pro­
gram (see the section on the instititutionalization of the Project below for more detail). 
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DISSEIv\lNATION SYSTEM 

This section of the Implementation Plan describes the three components of the 
dissemination system: the distribution system for oral rehydration packets, the distri­
bution of print materials and the radio broadcast plan. Each component continues to 
draw upon existing resources, but recognizes that direct project intervention wil! be nec­
essary to ensure that the dissemination system is actually working. Institutionalization 
of the dissemination system is a major goal of the projecT this year and the systems have 
been redesigned to incorporate them as much as possible into the exisTing MOH 

,systems. However, distribution of medicines and materials remains one of the most dif­
ficult problems of the MOH. A new AID logistics project will hopefully improve the sys­
tem in the next two years. 

I. DistribuTion of ORT Packets 

The major goal of this year's distribution of ORT packets is to institu­
tionalize the distribution so that after the projecT is finished the Region will continue to 
be able to make LlTROSOL available in the rural areas. At the same time, the project 
has been incorporated into the National Diarrhea Control Program and while remaining 
an innovative piJot project in terms of educational materials, it has had to coordinate 
distribution with the system structured by the National Program. In view of this, the 
project,has made two major changes in distribution policy. 

First, as much as possible, all packets will be distributed through the 
Region's distribution system rather than directly by the project. LlTROSOL will continue 
to be distributed to the Health Centers in boxes of 400 packets. Three hundred of the 
Dackets will be wraoped in the educational flyer to be given to mothers for home use and 
one hundred of the 'packets without the educational flyer will be for use by the auxiliary 
nurse in the Health Center. The 219 auardianes and 354 midwives'trained in 1981 will 
receive a bag of 100 packets wrappea in educational flyers before the rainy season starts 
in May/June and new auardianes and midwives traif'ed in 1982 will receive a bag of 100 
packets during Their training course. -

In compliance with the 'policy outlined by the DC?, the Region wi II be im­
plementing a distribution system whereby an auxiliary nurse requests the number of 
packets needed by the Health Center and the community health personnel (guardianes 
and midwives) for a three-month period. 

The project will continue to support and encourage this system to ensure a 
complete institutionalization of the distribution system. The project wi II work close Iy 
with ,the Health Region personnel to monitor the distribution through control forms and 
bi-monthly telegrams to ensure that all Health Centers have sufficient packets to im­
plement the program. In the case of an emergency, the project would directly distribute 
packets via local transport. 
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The second major change in the distribution of ORT packeTs is that vilage 
mayors will no longer be used as distribution points; packets will be distributed only I 
through MOH personnel, Health Centers, auardianes and midwives. Although this will 
reduce the number of packets available in the'Region by 45,000, the Regional and Minis-
try staff were adamant that the project not continue utiiizing personnel to diSTribute I 
packets that the Ministry could not suppor~ or absor~ into their system after 7he life of 
the project. 
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It is hoped that the Stanford Evaluation will be able to show what difference, 
if any, the two distribution systems have on morbidity and mortality. 

In order to offset the reduction in the number of packets in the Region, the 
Project will use radio to emphasize when the mother must seek help at the Health 
Center. At the same time, the project is in contact 'NiTh a commercial supplier who is 
exploring the possibility of marketing pre-packaged salts to rural villages. The supplier 
originally became interested in producing a similar product due to the radio campaign 
and actually contacted the radio announcer who plays the role of Dr. Salustiono to mount 
their promotion. It is likely that this product will be available in the rural areas within 
the year. 

2. Distribution of Print Materials 

Print materials are divided into three categories: (I) those materials which 
will be mass distributed to rural 'communities (posters, calendars, and photonovels), (2) 
those materials used in training courses such as flip charts and training guides, and (3) 
special materials including technical articles, news items, and flyers, mailed to key 
members of the medical community. 

The first group of materials, those designed for mass distribution, will pro­
vide the project an opportunity to continue experimenting with innovative ways of distri­
buting materials. The bulk of the materials will be distributed by the Region to the 
Health Centers, auardianes, midwives and health promoters; some materials will be dis­
tributed by the Region's transport, and others directly to the personnel during bi-monthly 
meetings. New guardianes and midwives will receive materials in their training 
courses. Some materials will be distributed through other governmental agencies and 
instituTions present in the Region. Bus owners will also be approached and requested to 
participate in the program by placing posters in their buses and in the bus depots. Some 
posters will also be distributed by the regional radio stations. Calendars will be distri­
buted principally through the Health Centers, but will also be distributed by the local 
radio stations. The photonovel and comic book will provide the project the opportunity 
to experiment in collaborating with and distributing through the formal education system 
of the Ministry of Health. Some photonovela and comic books will also be distributed 
through the Health Centers and radio stations. 

The second group of materials, those used in training courses, will be distri­
buted directly to health personnel in seminars or during monthly meetings. 

The third group of materials will continue to be moiled to medical profes­
sionals, although no real impact was felt from their distribution last year. The Project 
will also coordinate with the National Diarrhea Control Program in distributing selected 
articles and technical pamphlets during the national training courses. 

3. Broadcast Schedule 

The broadcast schedule defines the relationship between the three separate 
elements: (I) the kinds of programs broadcast, (2) the stations on which each program is 
broadcast, and (3) the frequency with which each program is broadcast. This year the 
stations were selected as the results of various formative evaluations of radio impact: 
The two large formative evaluations in 1981 and 1982 and several sma! ler ones carried 
out during pretesting of various materials. This year the national stations the project 
will use have been cut from three to two, HRN and Radio America. The regional stations 
will be cut from four to three, using Radio Oriental, Radio Latina and Radio EI Pcraiso. 
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These decisions were made based not only on listernership studies, but more importantly, 
on mothers' reports of where they had actually heard the project's messages. 

Graph #5 shows the estimated broadcast range of the national versus the re­
gional stations, a::ld thus the. broadcast area for IV-V·!t is clear from this graph that 
the three national sTaTions reach areas oUTside rhe target region. Because the MOH is 
implemenTing a national ORT program it is not considered necessary to restrict broad­
cast of ORT information to the MM&HP target area. The regional stations are limited to 
the southern part of the region alone. The different broadcast areas of national and re­
gional stations will permi.t some messages to be broadcast everywhere while others can 
be selectively targeted to the southern area alone. 

\ 

}<ESIONAL llfla i'1Tlb?-IAL. BROAl}LASj RAN6;ES 
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A detailed broadcast schedule for message distribution has been developed for the 
fourth and fifth Dhases, and is "resented below as Figure 6. One strategy tD help reduce 
broadcast costs is to concentr~te on broadcasts during the peak diarrhea season. From 
May through August saturation broadcasting will be used. During the rainy months (Sep­
tember - December) support broadcasting will be used. 

~ATION.tL ! 
R.,<\DIO I 
S1:.-t'I:CNS I 

I 

REGIONAL I 
:lADlO I -
STA.1'IONS 1 

I 
i 
I 
i 
I 
I , 

PRASE rv (~~y 1 - AUG 31) 

SATURATION 3ROADCASTING 

:tR...?t 

• 11 raaio s-pot:s per day (240/monc:t) 

• 1 15-!!lin !:'adio ?ro~am ?er '.o1ee.i.;: 
(i/"",ntl1) 

:l"'.DIO A....'!E:arc..~ 

• i rad10 spot:~ ~er day (a8/mon~~) 

• 1 song per day (24/ :!!Otldl) 

RADIO ORIENT_.u.-D~.J.ILI 

• '20 radio lO-P01:S ?el:' day (480/mont:..;') 

• 5 songs ?er day (120/':nont:!:l) 

.. 1 15-!:Il.Ll rad:lo program per #,.;eek 

RADIO LATI::IA-DMILI 

·20 radio spocs ;::er day (!.80/:oont.'1) 

·5 songs ?er day (l2.0/mollc..;') 

• : 15-!Jlin radio ?rograI:!. ?er · ... eek 

• 3 awards on the same game show 
?er ·..;ee~ o.:i:non::a) 

, 

?RASE IV (SEl''!) and ?~SE 'V 

SUl?PORT SROADCASTDl'G 

i HRN 

I
I • 7 radio syots per ciay 

• 1 l.5-mn :,adio program j?er ·.;eek 
i 
I 
I 
I 

I 
I RADIO ORIEITAL-uA...'IT.I 

I • 20 :::adio spocs per .J.ay (480/:r.onc::t) 

J ! 5 songs ?er day (lZO/ wnth) 

I .. 1 15-:n:t..."l. ::3d::..o ?ro~a.m ?er ·.Jeei(. 
I 
i R...WIO U:~A-DANL: 
1 '::!o =adio specs ?:r ~av (iaOhlOnc:n) 

! .. 5 songs ?e-r: day {:,ZO/:nouch) 

, !. 15-!!l:i.n radio ;rrog:ram ?er ..... ee..i.:. 

• 3 ~ards .:m :"'"1e 3ame game snoW' 
?e.r ';1ee..«: (!.Z/:nouc::") 

The rationale for the intensification of radio during the peok diarrhea season and 
the reduction of the number of national radio stations this year is cost. Spots during 
prime time on national radio are $13.00 per spot while spots on prime time of local radio 
are ~.16 cents per spot. However, formative evaluations show that prime time on na­
tional radio is essential to reach the target audience, so it cannot be cut all althogether. 

During the fourth phase, the project will experiment with phased message distri­
bution. Two spots ond the song wi II serve as the core of the treatment 'Tlessages. The 
spot from last year on three bottles of fresco making a liter will only be broadcast the 
first month to reinforce what mothers have already heard. Signs of dehydration will be 
heavily emphasized by two different spots during four months of the campaign. The dis­
tribution of messages during Phase IV is summarized in the chart :'elow. 
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Graph 117 
PROGRAMMING OF THE RADIO SPOTS, FOURTH PHAse . L. 

THE}!E 3f..lrY JUNE JUL" AUGUS" ql't'T 
J. 

2. 

3. 

4. 

5. 

6. 

7. 

USE L1TROSOL DURING 
l~-r..::. - b' .;. =-.-:.-:-- '~.::~~':!-:- ~- .. -~:~.:-~ -.. <,,~:t 

ALL EPISODES OF DIARRHEA 

J ! 
, 

L L. L~, .,= 

; 

USE L1TROSOL ALL OF THE TIME , - !,!:~=~,>-"" 

DURII'-IG THE INFANTS DIARRHEA 
DIARRHEAL EPISODE 

SONG WITH' COMB INA TION OF 
I I , 

I ABOVE MESSAGES 
, , 

I 

SIGt'-IS OF DEHYDRATION SPOT A r -I iiIi'~~5i I I 
"'f,eoL.ee? ,H ".t J , 

I I 

SPOT B Fe 
I I l 

I I I THREE FRESCO BOTTLES 
I MAKE A LITER 

USE L1TROSOL WITH 
! 
I OTHER MEDICINES 

USE ALL OF THE PACKET 
It'-I ONE FULL LITER OF WATER 

H. MONITORING OF CAMPAIGN COMPONENTS 

Regular information on program effectiveness proved essential to the overall 
success of the program last, year and will continue to tie emphasized this year. Moni­
Toring information helped ensure the proper distribution of essential elements such as 
radio broadcasts, print materials and packets and also provided qualitative information 
on how these materials are being received. 

Regular monitoring will be carried out rhrough four basic activities: (Il the' 
Radio Monitoring System, (2) the Materials Distribution Control System, (3) continued 
pretesting and focus group analysis, and (4) two small, formal formative evaluations in 
May and August. Each monitoring system is discussed in more detail below. 

Monitoring of the radio broadcasts proved essential in the first year of the 
project. Neither national nor regional radio stations were' accustomed to being moni­
tored and the control showed that at one rime up to 25% of the spots were not being 
aired. The national radio stations have responded well to Project complaints of SpOTS not 
being aired and various times spots have been recuperated. Unfortunately, all of the re­
gional radio stations (with the highest rural audience) are owned by the same person', and 
he has not responded to project claims of unaired spots. This year the project will im­
?Iement a new monitoring system of regional radio stations whereby 15 percent of the 
hours during which spots are aired vlill actually be taped weekiy. The tapes will then 
substantiate any claims that the stations are not living up to Their contractual responsi­
bilities. 
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In addition, the project will continue to work more closely with the disc 
jockeys of the regional stations, providing them with positive reinforcement for cam­
paign participation. During the third phase a seminar was held in which the disc jockeys 
were taught basic treatment and prevention messages and informed about the campaign 
and the importance of their role. Four times this year the project will give an award TO 

the station and disc jockey who best promotes the campaign (i.e., puts The spots on the 
air at the times they are scheduled). Smaller awards, such as L1TROSOL key chains and 
tee-shirts, will also be given to the other disc jockeys to encourage their participation. 
The awards will be given in special presentations which will be broadcast on the three 
local radio stations. 

The Materials Distribution Control System will continue to be supervised by 
the MOH audiovisual coordinator but with an increasing emphasis on regional institution­
alization. The system will continue to include two sources of information: (I) records of 
materials distributed during seminars, and the Region, and (2) responses to eight bi­
monthly cables sent to randomly selected sites regarding present availability of ma­
terials. Health Centers will also continue 70 be asked to report on current sTocks of se­
lected materials. 

Continued pretesting and focus group analysis will continue to give quali­
tative feedback about campaign progress. 

Difficulty in the turn-around of Stanford University's evaluation data due to 
complications in the computer system has forced the project to implement most formar 
formative evaluations than previously planned in order to more accuraTely measure the 
impact of the various aspects of the campaign. These formaTive evaluations have proven 
invaluable to the project staff and have served as a basis for all of The major decisions of 
this year's planning. Two formative evaluations are planned for this year. A small one in 
May will evaluate the role of graphics and radio before the materials are produced on a 
national level by the National Diarrhea Control Program, and a larger one in August will 
evaluate all of the elements of the third and fourth phases and orienT the project for the 
last phase. 
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SECTION III 

INSTITUTIONALIZA TION 

In addition to the operational objective of developing and conducting an effective 
public education campaign on the prevention and treatment of acute infant diarrhea, the 
MM&HP program has the explicit responsibiity of leaving within the Ministry of Health 
an on-going capacity to utilize systematic communicati,on planning procedures to address 
future health problems of significance. It was conceived that this goal would be achieved 
in three ways: 

I. Extensive in-service training of three counterparts within the Ministry's 
Health Education Unit, one each in radio campaign design, graphic material 
development, and behavioral training technology. 

2. Widespread contact with all levels of lv\OH personnel to Inform and involve 
them in the project's continued development and implementaTion. 

3. Transferral of all technical and substantive decision-making to MOH author­
ities. 

Several indicators of success were established initially to determine how well 
these goals were being met. These indicators include: 

I. The presence of three full-time salaried professionals in the Health Educa­
tion Unit with the aformentioned responsibil ities end capacities. 

2. The formation of a technical review committee plus regular meeting with all 
key MOH officials. 

3. Verbal support expressed by MOH authoriTies for the program's principal 
operational tactics: 

4. 

r 
:J. 

a. integrated instructional media 

b. empirical development of instructional materials based upon audience 
needs 

c. timely production and distribution of all materials 

d. regular monitoring and modification as needed. 

A budget structure which permits and supports: 

a. 
b. 

adequate broadcast levels 
materials testing and research 

Serious planning toward or actual implementation of an expanded program of 
public education going beyond the resources provided by the ;\I\M&HP pro­
gram. 
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Using these indicators as a basis for analysis the project presently has achieved 
the following: 

I. 80% of one counterpart salary is being provided by the MOH. In addition The 
Ministry has requested that the project fund two additional people. The Min­
istry has energetically requested permission from the National Budget 
Authority to add three new positions but due to external financial factors 
beyond their control these requests have been rejected. 

2. Three counterparts have been trained ana are ready to accept positions with 
the Health Education Unit should the nation's financial situation permit The 
office to be expanded. 

3. The MOH has formed a multi-divisional review panel to oversee all project 
activity. This panel has reviewed, modified when necessary, and approved 
all substantive project activities. 

4. An excellent reputation within the Ministry. MOH officials have highly 
praised the project, particularly the integration of instructional media and 
the timely production and distribution of campaign materials, although ~ey 
MOH officials continue to be skeptical about how much pre-program invest­
igation and regular monitoring are necessary or affordable. 

5. The MOH has provided budgetary support to the broadcast and maTerials de­
velopment phase of the program gradually assuming a larger share of these 
costs than originally expected. This has been done largely by redirecting 
funds from other purposes, rather than by adding new money to the pre-pro­
gram budgetary levels. 

6. The MOH has formed a National Diarrheal Disease Control Unit whose pri­
mary responsibility is the expansion of the regional program to national 
scale. In this expansion reliance is being placed on the methodology and ma­
terials developed by. the initial program. 

Emphasis during the remaining year of the program as regards institutionalization 
will include: 

I. Assisting the MOH to develop a plan for incorporating empirical program 
development efficiency within the overall operational structure, including 
defining who will be responsible and how much will be n~cessary. 

2. Finding some means of utilizing the three individuals already trained in fu­
ture programs. 
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ORIGINAL TREATMENT BEHAVIORS 
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Cluster A: Diagnosis 

I. Recognize that the child's stool pattern is abnormal. 

2. Confirm that the following symptoms are present:"'" 

Infants 
Watery stool 
More than 
and pale 

Loss of appetite 
three displays a day 

Child 

listless (vomiting) 

3. Confirm that severe dehydration is/is not present: 

Infants 
Diarrhea and vomiting, and/or 
Dry skin/mouth 
Sunken eyes Sunken fontanel 

Flacid skin 
list I essness 

Child 
Dry skin/mouth 
Sunken eyes 

4. If two is yes, and three is no, go on. 
If two is yes, and three is yes, go to hospiTal/clinic, medical advice. 
If two is no, and three is no, stop therapy, check again tomorrow. 

Cluster 8: AcceDtance Knowledae 

I • 

2. 

Identify rehydration packet as medicine for dehydration, nOT diarrhea. 

Identify rehydration packet as able to help restore appetite and ac­
tivity of child, without stopping the watery.stools or reducing the num­
ber of stools. 

3. Identify purpose of rehydration medicines as replacing liquids which are 
important for activity and appetite. 

4. Identify rehydration medicine as better than purge, starvation, and 
home remedies. . 

5. Identify cost of mixture in dollars (lempiras) and effort, and where 
available. 

6. State why it is worth making the effort and expenditures. 

Distinction is made between infant and child diagnosis to ensure that infant 
rehydration is begun at an early stage to accommodate the young infant's 
Tendency to dehydrore rapidly. 

A-34 



• 

Cluster C: Procurement Knowledge 

! • i'lame packet. 

2. Identify packet visually. 

3. Identify location(s) where packet can be obtained. 

4. Sped fy packet's cost. 

5. State that two packets should be purchased at a time. 

6. State how they will obtain packet. 

Cluster D: Mixina Ability 

I. 

2. 

3. 

4. 

5. 

/ 
O. 

7. 

8. 

Identify a vessel one liter in size (large cucro bottle). 

StaTe that vessel must be washed and free from foreign matter. 

Fi II one liter container to the top with as much clean water as possible. 

Add only the contents of one packet with minir1al spillage. 

Open sal packet without spilling salts. 

Add nothing else to solution. 

Sti r or shake. 

Identify dissolved solution. 

9. Do not boi I the mixture. 

Cluster E: Administration 

I. Use a small spoon to give child/infant the entire one liter mixture little 
by I ittle over the next 24 hour period. 

2. Give child/ir)fant, particularly children who are only mildly dehydrated, 
at least five huacales (1/2 liter) of water or juice and breast-feed as 
much as child will take. 

3. 

4. 

5. 

If child/infant vomits, allow him to rest for a few minutes, and begin 
giving the medicine in small amounts, slowly. 

Feed the child agl!la de arroz, ploeadas. atoles, as soon as his appetite 
returns. Do not withhold food. 

If diarrhea continues after firST day, mix and give new SoluTion for one 
more day, or unti I diarrhea stops. 
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• Cluster F: Seek Fxternal HelD 

I. If diarrhea continue after two days, seek medical help. 

2. If vomiting continues more than five times a day, seek medical help. 

3. Give infant medicine during trip to clinic if possible. 

1) Cluster G: Recovery Behavior 

I . 

2. 

3. 

Feed child soft-boiled eggs each day for ten days after diarrhea stops 
and chi Id's appetite returns. 

Give child more food after diarrhea than is normally given. 

Give child additional food for as many days as he had diarrhea. 
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TRIP REPORT 

'Ie O-ltP.Ci:l '"' fK)?--If-
Dr. Anthony-11eyer, S&T/ED 
October, 1981 

SEHINAR ON THE HANAGEHENT OF DIARRHEAL DISEASE CONTROL ?ROGRA.'! 

Tegucigalpa, Honduras 

This seminar was jointly sponsored and funded by the ?an American nealth 
Organization, PARO, the Health, Population and Nutrition Office of the Lacin 
American and Caribbean Bureau, LAC/DR/RPN', and the Education Office of the 
Science and Technology Bureau of the Agency for International Development, 
ST/ED. Additional·financial and development support was contributed by the 
US AID mission in the Dominican Republic and Honduras. The purpose of the 
seminar was to provide five days intensive training for managers of diarrheal 
disease control programs in twelve countries of Latin America. The training 
focused on every aspect of diarrheal disease control (DDC) management, with 
special emphasis given to the role mass communication can play in support of 
large-scale national programs. 

The Academy for Educational Development waS contracted by the Office of 
Education, ST/AID, through the Studies in Facilitating Learning Contract No. 
AID/ta-C-1473, to provide administrative and logistical assistance for the 
AID-sponsored participants and to develop the special modules on mass 
communication and health. In addition, the Academy worked closely with the 
course. director, Dr. James Rust of PARO, to provide overall administrative 
support required for the general success of the seminar. 

The following list summari~es some key information on sem~nar activity. 
SITE: Tegucigalpa, Honduras 
DATES: October 26-31, 1981 
PARTICIPANTS: 51 including both instructors and trainees 

TRAINING 

12 Latin American countries represented, plus' the United 
States and Switzerland 
The full list of participants is attached in Appendix A 

ACTIVITIES: The full training schedule is attached in Appendix B 

The' core modules were developed by the World Health Organization (WHO) to 
prepare directors of national diarrheal disease control programs for their 
role as national program managers. The course was originally developed in 
India and tested in Thailand. This seminar'represents its first application 
within Latin America and as such serves as a field trial for its applicability 
to the region. 

The course is structured in modules, each consisting of small group and 
indi~idual excercises. The course depends upon a low teacher-student ratio, 
not to exceed one instructor to five students. Two instructors work together 
with a group of eight to ten participants. The modules are constructed to 
provide considerable individual work and participants are generally encouraged 
to work at their own pace, although group pressure to keep within the pre­
planned schedule was apparent during the Honduran course. 
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Course content emphasizes program management and avoids detailed clinical 
information. The main themes discussed includes: 

o Establishing National Priorities 

• Setting Overall Program Goals 

@ Alternative Service Systems 

• Selecting Specific Objectives 

a Evaluation 

• Problem Solving 

The course is organized around an imaginary country calle FICTICIA. 
Actual statistical calculations are made based upon common information 
provided in each module so that participants have a uniform set of problems to 
solve. This permits participants to work together and faculty to provide 
consistent guidance to each participant. 

The original WHO course was designed to last two weeks. The course in 
Honduras was restructured into a five day activity, including a half day 
session on the use of mass communication added to the original modules. The 
Academy's principal substantive responsibility was the organization of a four­
hour module -focusing on the application of mass communication to national 
programs of diarrheal disease control. The group was largely composed of 
clinicians and national program managers with lictle experience in the health 
education field. Most countries had done something wi-th posters, a few had 
used radio and only Nicaragua, Honduras and Costa Rica h~d experience with a 
concerted diarrheal disease campaign involving structured use of various 
media. To accommodate the group's experience, the health education and mass 
communication session was organized in che following way. 

The full group was brought together for an hour-long simulation 
demonstrating_ the usefulness of mass communication to a diarrheal disease 
program. The simulation provided a structure for discussing the problems of 
distance, poor health infrastructure, poor interpersonal communication with 
rural patients, insufficient medical supplies and transportation costs. It 
demonstrated-how radio messages, posters and simple instructional flyers could 
be used to supplement traditional delivery sytems, and in fact provide 
critical information to patients in a timely and effective manner. The 
simulation was followed by a general group discussion of real problems in each 
of the participating countries. The group agreed that the problems presented 
in the simulation are precisely those they face in their national programs. 

The large group was then divided into four subgroups on radio, poster' 
pre-testing, training systems, and evaluation. Each subgroup had the 
opportunity to actually develop sample m?terials and to discuss how these 
materials. could be structured within a national program. In addition, the 
film A Way to Bridge the Distance was shown and discussed. Several members of 
the Guatemalan group were familiar with the Quirigua program and emphasized 
the important role that two-way radio continues to play in the program. 
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In addition, a number of background reading materials were distributed, 
including the Clearinghouse on Development Communication's Project Profiles in 
health, Five Strategies of Radio Use, a description of the Mass Media and 
Health Practices Program, a recently completed review of Mass Media and Health 
Practices (:1M&HP) formative evaluation results, and the MM&HP Evaluation 
Component Annual Report. Most of the participating countries had brought 
sample materials with them. These .materials were discussed during several 
informal sessions in which specific characteristics were analyzed and 
criticized. This interchange proved useful to several participants who had 
not had the opportunity to. present their materials to an objective and 
knowledgeable audience. 

The Ministry of Health's (MOH) program in Honduras received special 
attention during the seminar. This program, financed in large part by ST/ED 
and STIR, is being assisted by the Academy. Its goals are 1) to reduce 
diarrheal mortality through a large scale public education campaign directed 
at prevention and treat~ent of infant diarrhea in isolated rural area, and 2) 
to leave within the MOH a practical capacity to use mass communication as a 
systematic tool of effective health education. The program.has locally 
produced and distributed some 477,000 oral rehydration therapy (ORT) packets 
trained more than 500 health professionals and paraprofessional community 
workers, broadcast more than 15,000 radio spots and distributed some 150,000 
print materials. The program has touched almost every aspect of diarrheal 
disease control, including packet design and development, rural distribution 
systems, epidemiological surveillance, and evaluation, both formative and 
summative. 

An evening session on TueSday, the 27th was dedicated to ten-minute 
presentations by each national group on their existing DDC programs. A brief 
analysis of these presentations showed that most programs were still limited to 
fixed facilities and using imported UNICEF packets. Only Honduras and 
Nicaragua had attempted to include broad-based community service programs. 
Peru, Ecuador and Guatemala were just beginning programs. All three countries 
had. developed a series of posters but had done little else in terms of public 
education. The Dominican Republic and Mexico had yet to start a national 
program but both had pilot projects operating in hospitals and selected 
regions of the country. El Salvador had developed extensive print materials 
for their program, including flip charts, posters and flyers. The Costa Rican 
program, which is the most extensive in the region, relies heavily on an 
excellent health facility infrastructure. The MOH, in conjunction with the 
National Social Security Agency, has developed a wide variety of educational 
materials, including radio programs, posters, flip ,charts, flyers and 
pamphlets. In addition, Costa Rica has been the source of much of the 
clinical research demonstrating the viability of oral therapy even with 
neonatyes as young as eight days old. The presence of Dr. Daniel Pizarro from 
Costa Rica, one of the region's most distinguished clinical researchers, gave 
added seriousness and importance to the seminar. 

In many cases, educational materials had been produced by media 
specialists outside the Ministries of Health, often by foreig2ers. For 
example, Nicaragua's very exciting pamphlet was developed by one of Mexico's 
leading cartoonists. There was an awarenes's among participants that pre­
testing of materials was important, but less evidence that most countries used 
pre-testing systematically or very often. The most common explanation given 
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was that pre-testing was time consuming and usually produced results which 
were not useable. Generally, this appeared to be a function of pre-testing 
too often and too broadly. Guidelines :or selective pre-testing could be very 
useful to the group. 

The program received considerable publicity within Honduras. A sample 
news article appears in Appendix C. An evaluation of the course was conducted 
by PARO and the results or the evaluation are now being analyzed. In general, 
the participants seemed to feel the course was excellent, but there was some 
discussion of the need to make a stronger link between FICTICIA and the 
reality in each country. It was generally agreed that this was best done 
through follow-up visits to each country and direct assistance in developing 
national programs. This process began immediately in Honduras, as Michael 
McQuestion, PARO representative, remained in Honduras for two additional weeks 
to help finalize the national program there. 
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CURsa SaBRE GERENC:A Y PLANIFICACION DEL PROGRAMA DE 
CEO 

LISTA DE PARTICIPANES 

1. Director del Seminario: 
RUST, Dr. James Henry 
OPS/OMS 
525 23rd St. N.W. 
Hashington, D.C. 20037 

2. Asesor de 1 a OMS: 
i'tERSOi\, Jr. Mi chae 1 
Programa sobre Conerol de Oiarrea 
Organizacion Mundial de la Salvd 
1211 Ginebra 27 
Suiza 

GrUDo No.1 

3. t1ARTINEZ GARCIA, Lcda. l'4iriam Xiomara (Docente) 
Programadora Educativa en Adiestramiento, PROCOMSI 
Apareado Postaq 140 
Ministerio de Salud PGblica y Asiseencia Social 
Tegucigalpa, D.C., Honduras, C.A. 

4. uRRUTIA FLORES, Dr. Juan Jose (Docente) 
aps 
Asesor Sal ud Materno Infaneil Area VI 
Marcelo T. de Alvear, No. 684 
4°Piso 
Buenos Aires, Aregentina 

5. LACAYO RODRIGUEZ, Dr. Edwin 
Pediatra 
Altamira 0 1 Este No,.753 
Managua, Nicaragua 

6. LOPEZ NUNEZ, Ora. Marfa Elena 
Jefe Seccion Infantil/0epto. Materno Infaneil 
~inisterio de Salud 
Apartado 3668 
San Jose, 'Costa Rica 

7. CARCAMO RODRIGUEZ, Dr. Jaime Napoleon 
Director Regional 
9 CP Y Av. Moraga 
Sanea Ana, El Salvador 
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8. HERNANDEZ ARGUEtA; Dr. Rolando Edgardo 
Medico de la Divisi6n de Epidemiologia 
Ministerio de Salud Publica y Asistencia Social 
Calle Arce 827 
San Salvador, E1 Salvador 

9. PINTO GONZALEZ, Dr. Ernesto 
Profesor Titul ar _ 
Facu1tad de Ciencias Medicas 
Tegucigalpa, D.C., Honduras, C.A. 

10. 

Grupo No.2 

KENDALL, Dr. Carl (Docente) 
Jefe-Eva1uaci6n PROCOMSI 
Apartado Postal 140 
Ministerio de Sa1ud PGb1ica y Asistencia Social 

11. MARTINEZ CUELLAR, Dr. Norberta (Docente) 
OPS/OMS 
Consultor 
Sa 1 ud l"1aterno Infantil 
Apartado Postal 728 
Colonia Los A1mendros 03 
Tegucigalpa, D.C., Honduras, C.A. 

12. McQUESTION, Mr. Michael J. (Docente) 
OPS/OMS 
Technical Officer 
525 23rd St. N.W. 
Washington, D.C. 20037 

13. LACAYO FLORES, Dr. Mario Ernesto 
Area Materno Infantil 
Ministerio de Salud 
Managua, Nicaragua 

14. REYNA -BARRIOS, Dr. Jose Maria 
Jefe, Programa Materno Infantil 
4 Calle 4-35 Area 1 
Huehuetenango, Guatemala 

. 
15. SALVADOR URIA, Ora. Ligia 

• 

Jefe del Programa de Control de Enfermedades Diarreicas 
Ministerio de Salud PGblica 
Versa 11 es No. 1408 
Quito, Ecuador 
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16. GARCIA RENOSO, Dr. Jose Dolores 
Secretaria de Salud Publica 
Centro de ios H~roes (Clinica Infantil Robert Reid Cabrera) 
Santo Domingo, Republica Dominicana 

17. t~EJIA RAi~IREZ, Dr. Gabriel 
Asesor Educaci6n para la Salud 
Caja Costarricense de Seguro Social 
San Jose 10105 -
San Jose, Costa Rica 

18. RAMIREZ ESPADA, Lcda. Cristina 
Asesor Supervisor Programa de Control de Diarreas 
Ministerio de Salud 
Ave. Sala'lerry SIN Jesus ~lar'ia 
Lima, Peru 

19. VELASQUEZ, Dr. Danilo 
Jefe, Di vi si6n ,\laterno Infanti1 
Ministerio de Salud Publica 
Tegucigalpa, D.C., Honduras, C.A. 

Grupo No.3 

20 . BORRERO, Dra. Melba Fran ky de (Docente) 
Ministerio de Salud Publica 
Apartado Aereo 29668 6 6739 
Bogota, Colombia 

21. SMITH, Dr. Barry D. (Docente) 
A. I . D ./Honduras 
American Embassy 
Tegucigalpa, D.C., Honduras, C.A. 

22. LARA CABALLERO, Dr. Edgar 
Medico Coordinador de Areas de Salud 
l"1inisterio de Salud Publica y Asistencia Social 
12 Ave. 13-68 Zona 1 
Guatemala, Guatemala 

23. CABRERA POLANCO, Dr. Fabio Andres 
Director, Divisi6n de Epidemiologia 
Secretaria de Estado de Salud Publica y Asistencia Social 
Provo Peravia Bani, Republica Dominicana 

24. LAZO, Dra. Ana Isabel Osorio Melara de 
Medico Supervisor 
i~inisterio oe Salud Publica y Asistencia Social 
Col. Montebello, Ave. Montecristo 9 "E" 
San Salvador, El Salvador 
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25. ENCISO FLORES, Ora. Ricarda 
Medico ?ediatra - D.G.S.M.I.P.~. 
Pres i dente t1aza ri k 490, Col oni a Polanco 
Mex i co 5, L) • F. 

26. VALLADARES GALEANO, Dr. Roben:o 
cpidemioiogo Region Sanitaria No. 2 

27. 

28. 

29. 

30. 

31. 

Centro ae Salud Comayagua, Tel. No. 72-0137 
'Comayagua, Honduras, C.A. 

LOZANO VIVAS, Lcda. A. Maribel 
Division Materno Infantil, 3er. Piso 
t1inisteria de Salud PGblica 
Tegucigalpa, Honduras, C.A. 

Grupa No.4 

BARRAGAN ARENAS, Dr. Itala (Docente) 
Epidemiologo OPS/OMS-Area III 
Oficina Sanitaria Panamericana 
Apartado Postal 383 
Guatemala, Guatemala 

MIRANDA QUESADA, Ora. Maria del Carmen (Docente) 
Co-Director Evaluacion, PROCQi'ISI 
Apartado Postal 140 
1egucigalpa, D.C., Honduras, C.A. 

SALCEDO, Dr. Joaquin (Docente) 
Epidemiologo Area Ii 
OPS/OMS 
Petrarca 254-2 
Mexico 5, D.F. 

ZEISSIG BOCANEGRA" Dr. Otto Adolfo 

I, 

I 
I 

Domicil ;0: I 
la. Ca 11 e, 1 y 2 Ave. -
Casa No. 109 
Comayaguela, Honduras, C.AJI 
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Jefe de la Division de Epidemiologia 
Direccion General de Servicios de Salud 
14 Call e "A" No. 29-51, Zona 7 Ciudad de 
Guatemala, Guatemala 

Pi ata II " I 32. ARIAS, Dr. Federico 
Estadistico Regional 
Secretaria de Estado de Salud' Publica 

, 

Avenida San Cristobal, Esq. Avenida Tiradente 
Santo Domingo, RepGblica Dominicana 

33. PIZARRO TORRES, Dr. Daniel 
Medico, Caja Costarricense de Seguro Social 
Hospital Nacionai de Ninoz 
San Jose, Costa Rica 
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34. CONTRERAS CALLEJAS, Llr. Juan Jose 
Sub-Director Region Cen~ral de Salud 
Co 1. La Sul tana, Ave. Laurel es No. 42 
San Salvador, El Salvador 

35. CARBONEY CASTELLANOS, Dr. Alfredo 
Jere del Oepartamen~o ae Investigacion de 8rctes 
Direcci6n Gral. de E~idemiologia, S.S.A. 
Fco. de P. Miranda 177, 5°Piso 
Colonia Merced G6mez 
~lexi co 19, O.f. 

36. ESCOBAR ~MOLINA, Dr. Arturo 
Epidemiologo Region "5" 
Centro de Sa1ud Santa Rosa de Copan 
Honduras, C.A. 

Grupo No.5 

37. RUEDA, Dr. Alvaro R. (Docente) 
PAHO/Epiderniologia 
Apartado 728 
Tegucigalpa, D.C., Honduras, C.A. 

38. UNDA, Dr. Juan Roberto (Docente) 
OPS/OMS 
Oficial Tecnico 
Organizacion Panarnericana de la Salud 
Apartado A-405, Correa Norte 
Qu i to, Ecudado r 

39. BARRIOS SANTOS, Dr. Jose Leonel 
Sub-Director de Salud 
Ministerio de Salud 
9 Avenida, 14-65 Zona 1 
Guatemala, Guatemala 

40. BODDY, Enf. Juanita 
Supervisora del Prograrna Materno Infan~il 
y P. Farn. Regional 

Secretaria de Salud Publica y Asistencia Social 
Provo Peravia Bani, Republica Dorninicana 

41. HIDALGO UGALDE, Lcda. Maria de los Angeles 
Supervisora de Enfermeria Materna Infantil 
Ministerio de Salud Publica 
San Jose, Costa Rica 

42. ALEMAN CLAROS, Dr. Elias 
l"1edi co Pedi atra 
Centro de Salud Las Crucitas 
Ministerio de Salud-Pub1ica y Asistencia Social 
Tegucigalpa, D.C., Honduras, C.A. 
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Residencial Las Colinas 
7a. Av. Norte, #I-232 
Teguciga1pa, D.C. 
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CERELLA, Lcda. Marla Teresa de 
Asis~ente Tecnico Especi~lizado 
Division Materna Infantil 
:-1inisterio de Salud Publica y Asistencia Social 
Tegucigalpa,_ D.C., Honduras, C.A. 

GARCIA, Dr. Yanuario 
rledico Epidemiologo, Division de Epidemiologla 
Ministerio de Salud PGblica y Asistencia Socia-] 
Tegucigalpa, D.C., Honduras, C.A. 

Colonia Universidad Norte E-19 (Domicilio) 
Tel.: 32-6996 
Tegucigalpa, D.C., Honduras, C.A. 

Comunicaci6n Masiva/Educacion/Otros 

BOOTH, Sra. Elizabeth 
Proyecto de Comuni caci on ~las i va 
Apartado Postal 140 
Tegucigalpa, D.C., Honduras, C.A. 

CLEAVES, Dr. Francisco 
Director, Departamento ,de Pediatria 
Hospital Materna Infantil -
Tegucigalpa, D.C., Honduras, C.A. 

FOOTE, Dr. Dennis 
Centro de Investigaci6n en Comunicaci6n 
Cyprus Ha 11 ,Stanford Uni vers i ty 
Standard, Cal ifornia 94305 U.S.A. 

PAREJA, Dr. Reynaldo 
Proyecto de Comunicaci6n Masiva 
Apartado Postal 140 
Tegucigalpa, D.C., Honduras, C.A. 

SMITH, Dr. William 
Academy for Educational Development 
Vice Presidente, Division- Internacional 
1414 22nd St. N.IL . 
Washington, D.C. U.S.A. 

VALLADARES, Sr. Hector 
Proyecto de Cornunicaci6n Masiva _ 
Apartado Postal 140 
Tegucigalpa, D.C., Honduras, C.A. 
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OURSO SOBRE GERE~CL~ Y PLftNIfICACION DE ?ROGR~\~S NACiON~il5 DE CED 
Teguciga1p<:., Honduras 

26- 31 de oC1.ubre de 1981 

PROGHAMA 

Lunes 26 de octubre- de 1981: 

08:00 -09:00 
09:00- 09:15 

09:15~09:30 

09:30-10:00 

10:00-10:20 

10:20-10:30 

10:30-12:30 

13:30-17:3U 

18:00-20:00 

Registro 
_~ocucion de blenvenida 

Dr. Bernardo VillagTa 
Representante OPS, Area I~I 

Dr. John Kelley 
!~sistant Director, Human Resources~~ID 

Discurso de Inauguraci6n 

Cafe 

Dr. Juan Andonie Fernandez 
;viinistro de Sa1ud 

Orientaci6n 
Dr. Michael Merson 
lltv!S Ginebra 

M5du10 1: Introducci0l}, 

MOdulo 2: Prioridades Naciona1es 

Cocte1 

MaTtes 27 de octubre de 1981 

08 :.00-12: 30 

14:00-17:00 

19:30-21:45 

19: 30-19: 45 
19: 45- 20: OU 
20:00-20:15 

tv15dulo 3: Objetivos y metas 

Cont.inuac.L6n del ~l5du1o: obj et.i vas y met.as 

Intercamlnc de experiencias naciana1es 
PresentacLon por paises 
Costa Ric.l 
Ecuador 
E1 Salvador 

B-ll 
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PrOgTama (con~inuaci6n) 

20:15-20:30 
20:2>0-20:<1-5 
ZO:"-5-21:00 
21:00-21:15 
21:15-21:30 

/ 

Guatemala 
~k~xico " 
~icaragua 
Honduras 
Kepubl~ca Gominicana 

~uercoles 28 de oc~ubre de 1981 

08:00-12:30 

13:30-17:00 

13:30-13:50 

13:50-17:30 

19:30 

~Ddul0 4: Sistema de Distribuci6n 

Sesi6n Plenada 

Educaci6n PUblica y meCllOS de iIliorrnaci6n 
Dr. William Smith 

Adies~ramiento del personal auxiliar 
Lic. ~riam ~ia.rtinez 

Ut~lizaci6n del radio como medio 
educativo 

Elizabeth ilooth 
Ensayo del ~ia.terial Grafico 

Reynaldo Parej a 
nec~or Va1ladares 

Eva1uacion 
De-nnis Foote 
Carl. Kenctall 

Pe1icula: Comur~caci6n al Servicio de la 
Salud PUblica 

Jueves 29 de octubre de 1981 

08:0U-12:30 

13:30-16:00 

16:30-17:30 

~dulo 5: Subme~as 

Continuacibn del I/odulo: submeus 

La terapia de rehidrataci6n oral en instalaciones 
fijas. 

Dr. Fr<4'1cisco Cleaves 
D~rector de Pediatria 
Hospital Escue1a 
Materno Inianti1 
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Programa (continuacion) 

Viemes 30 de octubre de 198~ 

08:00-12:30 

13:30-17:00 

19:30 

~Ddulo 6: Eva1uacion 

Ejercicio en Logistica 
y discusiones 

Clausura y entrega.de certificados 
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Una voluntad al servicio de la Patria ,I tDITADO PQR PERIODlCOS Y REViSTAS S.A. DE C. Y. (PYRSA) 
i ... ; Mlembro d~ lQ Soct<td!Jd InrntunfriCtllllJ d. Pfflull (SJP) 

'"@f!tVuN,P§lMGG1#rii!3u4.tAA§b'j;ljiMuJr.,,J:;·i6t'!"liaa3·iaEia444 

DIARREA PROVOCA REU~JjON 
D·E AMERICA EN· HOND.URAS 

practica a nivei regionalrle la metQ.. 
doiogia adoptada en el evento, dis· 
minuya la incidencia y mortalidad 
producida por las enfermedades 
diarreicas, que hoy constituyen la 
primer~ causa de este tipo de 

I 
Peru, Ecuador, .Repliblica 

Dominicana. Mexico y todes los 
paises de Centroamenca desa· 
ITollan aqul un C'~rso sobre control 
de enfermedades diamicas, inior­
me Danila Velasquez. jefe de la 
Dhision Materno Iniantil: de 
Salud PUblica. 

El curso se extended. par tada 1a 
presente semana.:-- y su objetivo 
principal ·es· estandarizaI los 
programas de control de este tipo 
de enfermedades. dentro del mar· 
co- de salud de la regicn. 

El evento, .que--tiene a Honduras 
como serle deb ida a los positives 
resultados en un plan piloto lie­
vado a cabo en la Region Sacitaria 
Numero U no. que comprende los 
departamentos de Francisco 

Morazan y EI Pataiso, esti sienr'.o 
patrocinado y asesorado por la Or­
-ganizacion Panamericana de la­
Salud. la Organizaci6n Mundial 
de la Salud y !a Agenda para el 
DesaITOllo IntemacionaL 

I 
I Se espera Que con 13 ouesta en problemas en el pais.'IilIB= __ _ 

-" 
'.' 

'.; 

'. -

I' 

PetU.. Ecuador, RepUh1.lca Dominican' ~ y todOllo& p.uc. de Cco.Uo- i 
am.Cricl inidaroa. ayer CD. Tcgucig:lpa. UD. autO s.obrc ecntroi de enfcrmc:dac:lcs I 
_, informO cl doctor Danilo Ve!Uqu"", jde do 10 DlvUlOo ~_ In­
&ad! do 50lud PUbu... 

"EJ C111"IO IC atendcr& pOf' toda. Ia presente tcma:Aa Y N cbjcttvo principal 
CI cstandarizv 101 programu de ecnUo! de estc tipo <1c enfc:rmcdad.es dc.u.uo dd I 
marco de saiud de la regiOn". especificO d funcioc.uio. 

El C'\'ccto, que tiene a nuertro pais como tede dc:bido alaI potitivoJ resWta-
do. C1l lUl plan piIoto Ucvado ~ cabo ca b. RegiOn Sauttaria. N-wnCN UIlQ, que 
eompfCtldc: lot departamentol de Francilco Monz:iu y E1 Paraiso. e.ta s.iendo I 
patzodnado y ucaor.&d.o pot la Organiz:a&:ion Panamcrica.na de 1& Satud.la DlP'" 
niz;.ciOa. Mundial de Ja. Salud y la Atencia para d DcsuroUo lntcrUcioDli. ' 

"Sc cspcra que:: COD. 1a puesta en p.riaic:a a Dive! rql.o=l de 1& metodolarpa 
:Wopta.da en c1 c:vento, d1amia.uya la .tacideZ3.d& y morulldad. producida par .Iu . 
mermedade. diarreieu que hoy-coneluyo ~! doctor Vewqucz..comtituycn la 

:.. . primera QUA de ~te tipo de prnblemu en el pail'·_ ---
------

.Represen1:antes del !=Jen:', Ecuador, RCl"(.!bllca Domlnh'ana, Mexico y lOS parses 
Clel area centroamerlc:ana Cllscutlendo nuevas tecnlc:as sObre el Control de Oit 
rteas Que nan de ser Implementadas en Lin marco regional en un futuro inmedl 
to_ 
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APPENDIX C 

TRIP REPORT 

SITE VISIT TO MASS MEDIA AND HEALTH PRACTICES PROJECT 
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~lEMORANDUM 

TO: 

i'"i\OM: 

SUBJECi: 

l'1a rch . ~ LO, 

S&T/ED, C. Block; D. Sprague;Staff 
S&T/HEA, O. Ferguson; C. Pease 
S&T/HR, R. Zagorin 
LAC/DR, L. ·i~orse;R.Martin 
Honduras Desk (M. Schwartz) 

1982 

rO'1Jft;Q-~~ 
V:>N":-3~~ 

USAID/TEGUCIGALPA, R. Wi there i l; J. I~assey; Barry Smith; 
8ill Smi th 

AED, Bi 1i Smi ch 
Stanford Univ., D. Fooca 

, , 

A. Meyer, S,H/ED OAIY--
irip Report: Site 'fisit 1:0 Illass Media and Heal;:h 

Practices Project, February 8-11, 1982 

The purpose of the tri P 'lias to exami ne the eva lua ti an component of 
the :~ass ;.ledi a and Health Pracci ces Project bei ng conducced by Stanford 
Universicy. The trip also provided an opportunity to ooser'/E! pro~ss 
under the implementation contract 'llith the Academy 70r Educational 
Development (AED); to foster the process of inscitutional ization of 
project methodology within the Ministry of Health and cO coordinate 
the project with aspects of the Mission Health Sector I Prajecc. 

Highlights of the trip included a meeting with the newly appointed 
Miniscer of Healch and a visit to the field to observe a series of 
anthropometry measuro~ents by a newly trained project interviewer. 

ihe Evaluation Ccmoonent. ihe Stanford data collection effort includes 
a sur/ey of 750 randomly selected families at 18 sites in Health Region 
I (some 350,000 population) ,some of whom at each site are visited 
approximate ly once every si x 'lleeks by one of three intervi ewers 1 iving 
within their cluster of 5 sites each and are interviewed to provide data 
on a variety of program elements (1 to 5 instruments each visit). In 
addition, the evaluation includes surveillance of the population-at-large 
for diarrhea related deaths; surveillance of the sites ever} six weeks 
for the presence of p,'oject intervention elements, using an instrument 
designed for recording structural observations; in-depth interviewing 
of professionals; an ethnographic study; and a case study of the 
administrati<te/decision making history of the intervention. 

C-l 
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The survey will have administered 15,000 ques;;lonnaires and collected 
1.5 million data poin;;s by its conclusion. The 750 7amilies provide 
a 5,131 n for the swdy, 1,196 of whom are less than five years of 
age. So-far there is less than a 1 percent dropout rate (4 families 
have refused to continue); 16 families have migra;;ed. The two-year, 
three-month data collection effon wili be comple;;ed May 1983. 

The machine se;; up to handle this survey is imoressive. In;;erviewers 
live among the people they in;;erview and have repea;;ed contact with 
them." The interviewers have a re-training session every four weeks; 
reliability on ;;he anthropometric measures is continually monitored 
(interviewers take a second blind set of measures for each subject 
measured; the form is a;;;;ached); occasionally a new ins:rument will be 
introduced. Five percent of the inter'tie',\5 are 'lalidated by a field 
visit by the interviewer supervisor. Keypunching and ini:iai data 
cleaning are done at the Mission computer; all questionnaires are stored 
in excellently maintained files codea by n.umbers 70r each 5i:e, family, 
and family member. The keypunching is virtually error free (the compuier 
program 'fiiii kick out values outside of a fixed range for each variable). 
The data set looks healthy; the frequencies are reliable; there is broad 
variation among sites on aopropriate variables. There will be a good 
SES index. Standardization of anthropometry me:hods have procluced 
remarkable reliability. 

~Othing the 2valuati:)r1 has disco',ered r-eveals any inaopropriate eleITiEn-: 
of the program implementation. Radio ownership .is 77.2::; 94:: of these 
were obser'led ;:0 function at the time of the inter·liew. The li;:eracy 
test card was presented upsice down; 34% did no;: turn it over (75;: of 
;:he, 34% produced another person in the househol d ',vho caul d pass the 
tes;;); 57,5% read the entire card correctly, including the instr~ction 
sentence. Thus, 120 homes of the 742 (ca. 18%) could not produce a 
person who could read at the tiwe of the test. 

Early results of knowledge about radio spots and different program 
elements is high. For example, no one knew the word "dehydration" at 
the start of the intervention; at iast analyzed response, virtually 
100% knew something about the word and 50% knew its meaning accurately; 
virtually 100% knew what Li;;rosol is. Litrosol's image is very positive; 
it is associated with regaining appetite and vitality (as our intervention 
advertises). and, for better or worse, with stopping diarrhea (as our 
intervention explicitly counter-arguesl) 

*We feel that this de-sensitizes the respondents to the interviewers' 
presence and increases the re 1 i abil i ty of responses as 'lie 11 as provi des 
an opportunity for repeated measures at low cast. 'ile feel that this 
oU~Neighs the risk of increasing the respondents awareness of the projec~ 
intervention by the interviewers' presence. 
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All births and dea~hs at each site, in the sample or not, are 
recorded and ~he house visi~ed. In prepara~ion for ~his, 325 cases 
of pre-study c:eath were described; ~he resulting in~erview schedule 
in use probes the mother's description of 'lin a;: she did and the symD;:oms 
of what happened before death. During the 11 mon;:hs for which data were 
available, one death due to diarrhea was recorded; approxima~ely 27 ',~ould 
have been expected at ~he 18 sites based on prior regional averages; 
S4 in ~he broader population including the city of Dan1i. Clearly, this 
preliminary report will be refined and correc"Ced; but ~he initial repor<: 
was promising enough for me to have encouraged Stanford to increase the 
level of mortality study consultant time to reduce the chance of false 
reporting here. 

The morbidity interview obtains a "Cwo-week recan of diarrheal incidents 
e'lery three months for each infant in the sample. ,0, hignly descriptive 
repor"C of the progress of each incident is obtained. A set of observa­
tions are made of each infan"C discovered at tes"C ~ime ;:0 ha'ie diarrhea. 

In addition ~o the demographic, anthropometry, morbidity, mor~ali:y, 
and communi cad on da~a be'i ng co 11 ected, nu"Cri ~i on and health practi ces 
instruments are also included "in the sur'/ey according to plan .. 

The evalua~ion wi11 provide continuous' data poin"Cs at all si~es. ay 
virtue of ~he large geograpnic area in the study, -chree sites wiil have 
vir"Cually no program elements excep"C radio due co remoceness; -chree s;ces 
will have a high exposure ~o a11 program elements; ocher ',~ill have 
varying exposure to a varying mix of the elew.€n"Cs. Thus ~here should 
be an excellen"C opportunity to co-vary treatmen"C :ncde wich dependent 
variables and to study this co-variation agains"C a broad array of highly 
reliable contex"C variables. There should also be an excellen~ opport:.mity 
~o map data against the process model projected by Stanford in ~heir 
original evaluation plan for Honduras. 

I recommended to USAID/TEGUClGALPA tha"C they take advantage of this 
excellent data collection machine and of the dep"Ch of baseline information 
in their evaluation of Health Sector 1. There 'r/ould be only marginal 
cost to extend the time of data collection and/or to re-establish the 
machine after 3-6 months of down-tine. 

Dr. Maria del Carmen t~iranda is in charge of the aaminis"Crati'le history 
of the project. She is highly respected in the Ministry and had formerly 
been Direc"Cor of Health Region I. Or. Maria del Carmen Miranda attends 
all major implementation contract meetings and functions easily with Doth 
Acada~y and Ministry staff. I directed a fair amoun" of discussion ~oward 
making sure that all parties understood the critical event and decision­
making emphasis that we would l1ke to see in the aciminis"Crative his"Cory . 
. o,s far as I could tell, an accaptable level of prograss was being made 

with this dimension of the evalua"Cion. 
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[nstitu~ionalization in the Ministrv and Coordination with 
nea 1 th Sector 1. 

On the positive side, the Academy's '.'1ork and the influence of the joint 
AiD/PAHO regional 'ilorkshop on diarrhea control held last fall in 
Tegucigalpa 11.as. led to .the Min:!st:-y of Health going nationwide with a 
diarrhea control program modelled largely after the projecc in Health 
_Region I. The attached clipping (January 20) from La Tribuna makes the 
announcement and indica~;:s the role of the AID-funded project i·n this 
deci sian. 

On the down Sloe, ;:conomic conan:lons in Honduras nave been so poor 
"Chat ne'li positions in !he i4inis!ry, inciuaing ~he per.nanent ccun"'C2rpart 
positions on the project, are not being created. InlS announcement frem 
the :~inistry and the letcer from the Academy indicating the project's 
inability to continue paying the counterparts are attached. In 
discuss;-ons with the new Minister and I'lith USAID, serious attempts will 
be made to remedy the situation. Our suggestion is that these counter­
part positions be negotiated again (they ·were already negotiated at the 
time of the Project Letter of Agreement). in conjunccion with discussions 
relat;:d to Health Sector I and as part of the overall rationalization 
'and improvemem: of heaHh education activities w1-:hin the Ministry. 
A.I.O. contingency monies 'ilithin Health Sector I migh-:; be able to play 
a role in arriving at ~ solution. 

Attachments: 
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La. .:JL-ecc:cCi. Ge::e:':ll c.e S;.!:.:c 
la c.eC±Clao :.::.s:!:uc:o:::.I ;-..... y ~ 
Ide:nid.4ci proPl3 ol ?~og:a;:;.::.1 cie 
C.,c.t:Ol de D ia... ""!'':::lS. :.:liOr.::lO ~j 
doc:or JuQ.n de Oios ?::-<:c.es, su;,. 
Ci..~~t" :;ene::1l de Salua. 

Tal progr:1Ql.1·~cn:d..nuQ... ha side 
Qoje::o de un .c:aa.yor 3.PQYO ~or ?a.: .. 

. ~ del Miaistcno de Salud ?'.lbUca 
I,! Asistcc!a S«i:1l cebido 11 ;alto 
lnGic:= de ¢s'tc prOOle«lil d¢ S<lJud. 
ei al3l acne. :::.ayor ::::::-.Jrre.nc;;J. e!l: 
t:'e 1a ?cblaci611 4~.i.«ill ~ HOIl" 
,ju;as. 

D1l.o.-a.:11:e ~l uno ?a:;;aeo. :::. ~l 
c.ai. se O~!lta.roa 169 • .!6.5 C:!'sos 
de. la e;U~:d.il.d, c:)ce:-.zo U:l 
proyez::o puoto .:n ~05 dep~-::~en· 
tos de F'r.u:mco ~\ors.z:i~ y E: 
?"1Za1:so, ~.Jyo ~ito en -el ~ombai:e 
de 1" dol'''''''' ha lido ta c:lUSJ. 
para su amplia::!6n 1 n.].Yei ;;.a .. 
<:ic<L1l. 
~ b. ac:ua1icad ·lcior=.6 :l 

doc:or P3.I.-:des .. U:1a co:;:::.iJicn .J:: .. 
,~C3. 5l: e:C".:en~ es~al:u:.:::.o !cs 
3S;e::"'..os nct=no1ti.YCs 1 O~1!!:~" 
.:!o=.~~ ae! ~~~-=a ~~= ~~~--:. 
lloic:lG.O de:l~ ce la DiV'ision d.e 
E~idc:.!olo$ia 'f ~:'i i;::plc=~ .. 
t:.d.o e.i pt".!.nle:'tl de au:-.....o de '!St~ 
ano. 

LJs id'ndos ~c=::sarics tlara ~l 
d=rnlilo de os<. Pr08="" 
provie::.n de 1.. A£,:::ci'" p= ei 
0"""-":'0110 lllt=acional ~ 
l'ro~", de D=110 y Mejo,," 
del R= Hum,,=o ." ,.uud 1 
~ s.e ~t.a..~ CQU l.3. cola· 
oOr:ICon ~ ?~,""Q"':O N3ciot:>.1 
de la Wanda (?A,'IT) q~i.:1 <:::In­
tinu.a:i eWlor~ ~ s.;:,or=:::!os 
de Utrosoi que son usadcs "''''0 
patte del t:lItamic"tO de L1 dia­
~ ..... 

Su imple:n."tacicn =a lle-"~ •. 
todcs los :avel.,. d. s;:lud desde 1,. 
cccu:WUd ... y C.,,,:,,. de Saiud 
Rural (C;SAR) hast:t lo! ~os­
pital= nac::cnaies ~ e! ~ate: .. 
!!O rni:ultU p= decido a :0$ 
prcblcnas de entren:ttci.e::u:o ill .. 
I'<llu=C:O. e" un progn_ de = 
ttaturale=, su ej~=cion se ~ar:' 
,ril:o.~t: a :iYel cl~""jCQ en],(:$ 

:.c~it::!e$ qae 73. t;o.:.el1t.:lJ:l, == ¢l 
r='.l.~ hu:.a:to ~~dc. 
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Ma rcf! 16, 1982 

MEMORANDUM 

TO: 

FRCM: 

USAIO/TEGUCIGALPA, R. \'Jitherell; Barry Smith; 
J. Massey 

ST/ED, Anthony Meye (J, iy'-..---' V\1" 
SUBJECT: :~ass r~edi a and :~ea 1 ~h Practi ces ?rojeC~. 

I 'lIoul d 1 ike to' ask your he 1 p a i ong the 1 i nes suggested duri ng my 
recent site visit (trip report a~tached). My starting focus is the 
need for permanent counterpart staff re'lated to the subject project 
as part of the attempt to institutionalize a systematic appro~ch to 
health education in the Ministry--because that is one of the outputs 
of the project. 

3u~ the announcement of the expansion aT alar~hea com:rc'l to " nac:ion­
'Hide effort and the star'tuD of Health Sector I activities underscores 
the sUDs'tantive importance' of hashing ou't a rational and high quality 
systems approach to health education in the ;;\inistry, with appropria~e 
people to do the 'IIork.. There seem to be same opportunities to work 
toward· this end: 

the discussions with the Ministry of overall Health Sector I 
personnel; 

the possible use of Health Sector I con~ingency monies; 

the review at the Ministry and at A.I.D. of the technical 
-proposal to be submitted by AED in res?onse to the Scope 
of Work in your PIO/T to amend the AED contract. 

The problem h,!-s came to a head 'with a very specific focus. The 
Ministry had promised to pick up three counterparts in the project 
Letter of Agreement. 'lie then agreed to pa'y the first year's salary of 
'the counterparts under the project. ihe Ministry has paid one parcial 
salarj, although this has not been for a permanent coun~erpart position. 
,The Ministrj has recently announced (January 1982; announcement 
attached) that the sTots for the three counterparts will nat be available 
for 1982. Or. 'lIil1iam Smith of AErJ. has 'liritten to inform rre (ietter 
attached) tha't the subject project can no longer afford to fund these 

D-l 
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individuals. r request your assistance in representing the project's 
needs to the Ministry and in making the personnel problem one of the 
issues 1n integrating the effort of the subject project with Health 
Sector I and the national diarrhea control plans during the coming 
months. 

I believe that it would be a great misfortune to have to layoff the 
Honduran staff of the project for. the final phases of the inter'lenti on. 

/'J/, D.!! /: _. ?~ Clearance: Si/ED, Dr. Clifford 81ock __ L(~~L-~~~u~. __ '~_~~ __ ~L-__ 

Attachments: a/s 
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Academy for 
Educational 
Development 
2-\ '::-:'rl 
!mcm3tlona! DIViSion 

February 12, 1982 

Dr .. ~thony Meyer 
DS/ED 
1601 N. Kent Street 
3..oom 320 E 
Rosslj-n ?laza C 
Rosslyn, vA 20523 

Dear Dr. Meyer: 

rvt~SS MEDIA AND 
HEALTH PRACTiCES 

~e pur?ose of this let~ar is to of=icially in=orn you that I have received. 
notif:ica.tion f:=om the D:i.:ector of PersotlIlel or t:"e ~1inis't:=Y of Healt!:l in 
Rondu=as that the personnel slots we requested =or three Honduran councar­
parts wit~in the ~istry of Health rNill not' be available for 19824 A~ 

t~e same t~e ! regret to ~n£o~ you t~at we a=e ?resently unable to contiriue 
funding these i:ldividuals f=om e:~siting MM &: EP resources. The lost 0= 
these individuals w~l significantly debilitate c~e project's abili:y to 
~i~:a~~ project act~vity at t~e requ~=ad levels and =ora.i~po~~t ~ill 
~educe the ?r~ctical pcssibility of L~s~~tucional!ze t~e ~rogr~'s ~e~~o­
dology w~thi~ the ~nistrJ of Healt~. 

Sincerely, 

',-,'\;\' \ . 
1\ . . \..... 

~iill.iamv:\. Smith 
~ 

WAS/vp 

1414 22nd Saet!t. N. W, 
Washington. D.C. 20037 
(202) 862·1900 
Cable AC.~DED WSH 89660 D-3 
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DIRECCI0N GENERAL DE SALUD 

IG:"ZFONOS NUMZ~OS: 

,I, 
I 
I 

glR.li:C:=tON c."SI-ZCRA'lC.a. 
"'OtGnAL.SA·· 22.S77Q '( 22·577:1. ,I, 

OF. No. 

A QUI~ iriTERES~: 

La Suscrlta ~efe de la Division de ?ersonal del ~1~r:is"Cerio de Sa,lud 

Publica y Asister:cia Social, por medio de 1a ;Jresen;:e HACS CONS7AK­
QUE: en e1 desglose de sueldos y salarios permanentes que correspo~. 
den a1 Ramo de Salud Publica para 1982, no aparece creacion de pla­
zas nuevas en la DIVISION DE ENFE.:RNERIA yen. la DIVISION GE C:DUCA -
CION SANITARIA ubicadas en el Prosrama ~-06, AC::i'lidad 03. 
Y para los fines que sa ~ersjguen se extiende la presente en la 
ciudad de Tegucigalpa Distrito Central, a los echo Gfas del mes de­
rabrero de mil novecientJs echenta y des. 

cc: Or. Reynalde Pareja 
Coordinador Proyecto PROCOMSI 
Archivo. 
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UN~TED STATES INTERNATIONAL DeVELOPMENT COOPERATION AGENCY 

AGENCY FOR INTERNATIONAL DEVELOPMENT 

WASHING"T'QN D.C ~0523 

Dr. Hi 11 i am Smith 
Academy for Educational Development 
1414 Twenty-Second St., N.W. 
Washington, D.C. 20037 

Dear Bill: • 

Apr; 1 29, 1982 

REF.: Contract AID/DSPE-C-0023 

You are to be congratulated on an excellent technical Pl'oposal for 
fhe Gam~'ia 'intc,'vention und21' the \'efel'e.nce:d c:mtract. This :ett2!' 
constitutes our approval of the plan as required under the contract, 
pending our receipt of a letter of clarificaHon from you which describes 
the process of institutionalization of the methodology in The Gambia in 
relation to the approved plan. 

Please pass on our thanks and appreciation to 'Mark Rasmussan and the 
consultants \~ho have contri buted so much to the effor't. 

Clearance: 

S~elY" ) 

U<-~ I icu-J&--
Dr. Anthony Me r, Prr.D. 
International ucation Specialist 
Office of Education 
Bureau for Science and Technology 

ST/ED, C. Blockc----:;,.L;;--7l'" 
ST /HEA, D. FergUSon,,'f-'.Y.c't::..-<....lL._ 

CC: SER/CM, J. Pittenger 
R. Ware 

ST/ED, D. Sprague 

E-l 



UNITZO STATES INTERNATIONAL DEVELOPMENT COOPERA'rlON AGENCY 

AGENCY FOR INTERNATIONAL DEVELOPMENT 
W";SI-IINGTON 0 C 20523 

Dr. Hilliam Smith 
Academy for Educational Development 
1414 Twenty-Second St., N. \1. 

Apri 1 29, 1982 

Hashington, D.C. 20037 REF.: Contract AID/DSPE-C-0023 

Dear Bi 11: 

I have received your April 1, 1982 letter requesting a 12-month 
,=xtensicm of Tk Gambia sit: activ-ities 'mdel' <_h'! referenced ('ontnct, 
I recognize that this was also a unanimous recommendation of the 
project advisors during the f~arch management review of 'the project. 
He will give the request serious consideration. 

Clearance: 

Sincere 1y, 

~'1 
Dr. Anthony t1kyer, Ph.D_ 
Internati ona -, ,Educat; on Spec; al i st 
Office of Education 
Bureau for Science and Technology 

ST/ED, C. B10Ck'-=(;:....;j3r' __ _ 

cc: ST/ED, D. Sprague 
ST/HEA, D. Ferguson 
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PROJECT IMPLEMENTATION 

S90~sored. by c~s Cf:::a=e c:: :!eal:lt :l:ld Cf::'::.g ~= :::c.'...!cac:"·::lCo 
:Je"7elo~'Oe::.~ SUP1?0-r-: Su=:a.u 

:.~r:~ ST .. .u-.:.S AG~Tcr :Oi\. -'I~.:.ECTA!:C~A!. JE:V::!.c~~rr 

L~LEMENTATION PLAN 

THE GAl.'1BIA 

Project Director 

Dr. William A. Smith 

Project Field Coordinator 

Dr. Mark Rasmuson 

February'1982 
" 1 

DOCUNENT 
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IN"'TRODUCTION 

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 Incernational 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 rereren,ces to several earlier documents in the series. The full 
series includes: 

Document III 
Document II? 
Document iF3 
Documenc tf4 
Document 115 
Document il6 
Document if7 
Document il8 
Document fl9 
Document iflO 
Document fill 
Document #11 
Document 1113 
Document 1114 
Document il15 
Document ifl6 
Document 1117 
Document f/lB 
Document /119 

Field Notesill 
Field Notesfl2 
Field 'Sotesl13 
Field Notes#4 
Field NotestFS 

Scone of Work - Technical Pronosal 
Contract Scope of Work 
Semiannual Report ~o. 1 

Proiect Agreement with Honduras 
Semiannual Renort No.2 
Honduras Target Region Selection Process 
Semiannual Renort No.3 
Principal Hea'lth Consideradons 
Develonmental Investigation Protocol 
Institutional Review Board 
Honduras Regional Background Paner 
Descrintion of F;eld Tnvestigation Activitv: Honduras 
Communication and Develonment 
Results of Honduras Field Investigation 
Implementation Plan: Hondur~s 

Semiannual Report No.4 
Semiannual Report No.5 
Semiannual Report 'So. 6 
Imnlementation Plan: The Gambia 

Packets: Do Visual Instructions Make a Difference? 
Packets: More Questions and Few New Answers 

,The ORT Poster: Something Snecial for the Professionals 
Select~ng Camnaign Message 
Buildil'lg a Network of Effective Providers 

(ii) 



I 
I 
I 
I 
I 
1-
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

CAMPAIGN SUMMARY 

I • THE PROBLEM 

The Gambia reports that gastroenteritis and malnutrition 
$.ccount for 21.3% of al·l deaths in children under five years old 
in Bdnjul when health statistics are most reliable. It is 
estimated that rural areas or 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. Exist~ng prevention and treatment methods vary 
widely within the country and are generally considered inadequate 
to meet the problem. 

II. CO¥.MUNICATION OBJECTIVES 

III. 

A. 

B. 

C. 

D. 

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

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/malnucricion complex. 

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

AUDIENCE DEFINITION 

A. 

B. 

C. 

The primary audience is rural mothers, 
grandmothers and olaer female siblings of children 
under five. 

The secondary audience includes Rural Health 
Inspectors, Community Health Nurses, Health Peace 
Corps Volunteers, Leprosy Inspectors, Maternal 
Child Health teams, and Primary Health Care 
Workers. 

A tertiary audience includes general physicians, 
dresser/dispensers, local leaders (alkalos) and 
rural fathers of children under five. 

(;; i) 



IV. COMMUNICATION STRATEGIES 

A. Teach ,the primary audience: 

1. 

2. 

3 • 

4. 

5 • 

To properly mix the simple sugar/salt 
rehydration ~olution (S/S). 

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

To administer the solution intensively along 
with breast milk during episodes of dry season 
diarrhea. 

To seek outside assistance if the child shows 
signs of listlessness and/or dark sunken eyes. 

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

B. Teach secondary audience: 

C. 

1. To properly mix and administer sis rehydration 
solution. 

2. To properly manage moderate and severe 
dehydration in the health centers using UNICEF 
packets. 

Motivate the tertiary audience: 

To support and praise mothers who properly use sis 
solution for diarrhea. 

V. MESSAGE TONE 

The tone o~ the campaign will be serious and straight 
forward promot~ng a remedy, the basics of which is built upon 
existing widespread ~ecognition and concern over 'tdryness " in 
small children; offering a potentially powerful prevention for 
such "dryness." sis will be presented as part of a complete 
"diet for dryness'1 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 meisages. A national rural 
lottery which uses radio to teach the audience how to use a 
color-coded mixing flyer will be the central element in a prog=am 
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to teach sis mi;{in·g- to ru~al ,;vomen. T~is T"; 11 be strengthened by 
trained Traditional Birth Attendants (TEA) n a significant 
pe=centage of rural villages. These THA's will ~rovide back-up 
support to mothers in remembering and applying sis therapy. 
Simultaneously, UNICEF packet rehydration will be introduced at 
the rural health center level as the preferred treatment for 
moderace and severe dehydration. Also siilluica~eously, a faeces 
clean-up campaign relying heavily on :adio will be conducted to 
link the concept of cleanliness du=ing ?rayer, advocated by 
Islamic principles, to the need to maintain the floor of the 
family compound as a clean place upon which to pray. 

(V) 
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SECTTON I 

PROJECT OVERVTEW 

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 i~plement a five-year mass 
communication project. The project, which is a joint initiative 
of the Office of Education and Office of Realch within the USA~D 
Development Support Bureau, seeks to develop a methodology for 
the application of mass communication to the prevention and 
treatment of acute infant diarrhea in the rural areas of two 
de7eloping countries. The long-term development goal of the 
project is to strengthen the health education capacity of the 
cooperating Ministries of Health. The overall project is divided 
into three sequential pheses: Phase One - a public education 
campaign in each of the two host countries usi~g radio, graphic 
material, and face-to-race support; Phase Two - an analysis of 
project results; and Phase Three - dissemination of those results 
to the world community or development communica~ion 
professionals. Stanford University was contracted by AID co 
simultaneously evaluate the project. 

B. PROJECT ADMINISTRATION AND OPERATION IN THE GAMBIA 

The field project in The Gambia ~is a two-year portion of the 
overall Mass Media and Health Practices (MM&HP) project, which· 
includes a 36 - month intervention in Honduras as well. The 
Gambia activity is subdivided into two distinct activities: a 
six-month pre-program research activity and the actual execution, 
monitoring, and revision of the public education campaign. The 
project has modest financial resources to develop and produce the 
radio, graphic, and in-service training materials required. The 
MM&HP project also provides one expatriate technical assistant to 
the Health Education Unit of the Medical and Health Department. 

The Gambian Ministry of Health (MOH) provides one full-time 
counterpart and office space, and the national radio system is 
covering all broadcast costs. A coordinating committee has been 
established by the Ministry to review.project activities and to 
ensure that the project is consistent with the Government's 
overall health priorities. Dr. Philip Gowers, Medical Officer of 
Health, has been identified as the program's principal 
supervisor. 

( I-I) 
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C. PRINCIPAL COMPONENTS 

The MM&H? project has three principal components: the 
specific health problem, a defined set of basic instructional 
tools, and a systematic instructional development process. Each 
of these elements cont=ibutes to the overall orga~ization of the 
health campaign and is reflected in this implementation plan. 

The health oroblem being addressed involves both prevention 
and treatment behaviors associated with acute infant diarrhea in 
primarily rural areas. The range of appropriate treatment 
behaviors is relatively small, and there remains a significant 
controversy among medical experts as to th~ exact way in which 
these few treatment alternatives should be promoted at the rural 
community level. The MM&HP project in The Gambia will seek to 
reduce infant mortality by promoting UNICEF-packaged oral 
rehydration therapy (ORT) through existing health facilities, and 
early administration of a hume-mix sis rehydration solution in 
the home. 

The selection of prevention 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 is overwhelming. The problem is compounded 
by a general skepticism that health education alone is sufficient 
to convince rural people to make the kind and number of changes 
needed to produce any measurable reduction in diarrheal 
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 affect a behavior 
which is of special interest to the health community. A faeces 
clean-up campaign within family compounds has been selected as 
one behavior susceptible to influence by the proposed public 
education campaign. We believe that if the project is able to 
demonstrate that this critical behavior has been changed by the 
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 defined in the project 
contrac~ include radio combined with graphic materials and some 
face-to-face support of health workers and local opinion 
leaders. Radio will be emphasized because of its capacity to . 
reach large audiences efficiently. In The Gambia this emphasis 
is consistent with the existing rural communication system and 
the MOH's own health education ?riorities. 

The instructional development process relies upon past 
experience in mass communication and combines systematic pre­
program research with experience drawn from such fields as social 
marketing and behavioral analysis. This process rests upon a 
clear understanding of three principal areas: the behaviors to 
be promoted; the personal, family, and community context in which 
these behaviors are elicited; and the ability of the 

(I-2) 
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instructional tools to promote the widespread adoption or the 
selected behaviors. 

The working premise which makes these principles relevant ~s 

that prevention and treatment of infant diarrhea can be 
positively affected by altering the way in which rural people now 
behave. Improvement does not necessarily require significant new 
investments in health infrastructures such as water systems, 
latrines, or new health centers. This project is noe attempting 
to install new mechanical technologies, nor promote sop-histicated 
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; 
actitudes, even those which may contribute to what people do, are 
of secondary interest. 

From a behaviorist point of view, there are five 
circumstances which singly or in combination account for absent 
behavior. First, necess'ary materials or implements (lik~ sugar 
and salt) may be unavailable. Second, prerequisite skills, 
discriminations, or knowledge may be lacking. (For example, 
rural mothers may know that sis solutions are good but not 
understand how to mix them properly.) Third, there may be no 
incentive (like immediate 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 child). And fift'h, there may be 
punishing consequences which discourage the desired pattern. (A 
child may vomit, for example, or his diarrhea may actually appear 
to increasi.) An understanding of these factors is absolute~y 
critical in the development of an effective instructional 
intervention. 

Behavioral analysis also makes an important contribution to 
our understanding of how to change behavior patterns, whether it 
be altering an existing pattern, or creating a new one. Many 
health messages, for example, carry an implicit or explicit 
threat. This approach has been shown to be less effective than 
providing rewards for approximations of the desired behavior. Use 
of approximations requires that we identify a relevant existing 
behavior to reinforce and may mean including a few behaviors in 
the instructional campaign which we know rural mothers are now 
doing correctly; rather than telling mothers to stop bottle­
feeding, for example, we may want to reward mothers when they do 
breast-feed. 

Another important point to emphasize is effective delivery 
of positive consequences or rewards. Behavior does not change 
unless rewards are actually applied to the desired behavior 
pattern or some reasonable approximation. It is not sufficient, 
for example, for nurses to tell trainers how important it is that 
rural mothers be praised for administering ORT. We must be 
certain that the nurses are in fact praising mothers, and that 
the mothers perceive the nurses' actions as praise or support. 

(1-3) 
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This project may be one of the first efforts to use mass 
communication primarily to support positive, existing behaviors 
rather than extinguishing negative patcerns or creating· entirely 
new ones. It is also important to develop within the target 
audience the ability to discriminate between appropriate and 
inappropria~e performance of a desired behavior. If health 
workers, for example, can be sensitized to the potential for 
critical mistakes in mixing a sis solution, there is a greater 
chance they will remember correctly and avoid these mistakes when 
isolated in 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,1I is comprised of the fol1.owing elements: 

2. 

3 . 

4. 

5 • 

Interviews wich groups of rural Gambian mothers to 
learn how they perceive and deal with diarrhea in 
their c'hildren; their general feeding and child care 
pra~tices, and their use of radio and other media. 

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

Itrterviews with staff at health centers, 
okspensaries, and subdispensaries to measure the 
level of knowledge among health staff about 
diarrhea disease and to define the way it is 
currently being managed within the health system. 

Rural mixing trials of sis solutions. 

Review of existing literature drawn from extensive 
work ~one at the Medical Research Council 
facilities in The Gambia. 

6. Reception studies to determine the effective 
broadcast range of radiq signals in rural areas 
throughout-the country. 

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

1. 

2 . 

An annual seasonality of diarrhea characterized by 
a long wet season during which rapidly dehydrating 
diarrhea is not a critical problem and a shor~er 
d'ry season with significant, intense bouts of 
watery diarrhea. 

The penetration of rural areas by health services, 
permitting effective widespread distribution of 
simple print materials and providing back-up for 
treating moderate dehydration. 

(1-4) 
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3 • The recognition by rural peop~e of "dr 
concept, used to describe general wast 
results from malnutrition and which h~ 
similar to diarrheal dehydration. 

4. The widespr~ad confusion on how co m~~ 
and salt solutions, often with ineffec 
sometimes dangerous consequences. 

5 • 

6 . 

7 • 

8 • 

The significant absence of print mater 
areas and a resulting inability of rur 
easily decipher visual messages. 

A village society which gives women a 
disproportionate share of family work. 
isolates women from easy access to rae 
separates mothers from children durin~ 
difficult wet season, and which -is prE 
female participation in basic family 

Despite the poor signal quality and r, 
rudimentary programming now available 
penetration of radio as a significant 
village information. 

The lack of published studies on basi 
linguistic: characterist~cs of major 
in the country. 

(1-5) 

F-13 



I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

SECTION II 

CAMPAIGN ELEME~TS 

A. OVERALL STRATEGY 

The proposed public education campaign on treatment and 
prevention of acute infant diarrhea in The Gambia 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. Ru=al 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. In 
these places, complete formula UNICEF packets wi'll be 
administered. 

Three basic treatment messages: how to properly mix sis 
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 single 
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 optimal range of instructional complexity which will 
permit evaluators to determine the ability of mass communication 
to significantly affect various aspects of an important health 
behavior, and (3) a general skepticism surrounding the ability of 
health education alone to make any significant impact on rural 
diarrheal morbidity through prevention compliance. 

The primary target audience in the campaign will be rural 
mothers, grandmothers and older female siblings of children under 
five. A secondary audience will include primary health care 
workers such as: Health Inspectors (HI), Community Health Nurses 
(CHN), Health Peace Corp Volunteers (PCV), Leprosy Inspectors 
(LI), and Traditional Birth Attendants (TBA). Several other 
groups includ-ing rural fathers, physicians, and 
dresser/dispensers will receive a small number of specialLzed 
messages designed to help them reinforce and support the primary 
target audience in the correct application of ORT. 

( II-l) 
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The campaign is a one-year broadcast effort divided into 
three sequential phases timed to coincide Nich the seasonal 
variations' in dia=rhea (see g=aph below). 
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Phase I, which preceeds the wet season diarrheal peak 
(characterized by prolonged, debilatating bouts of diarrhea), 
will emphasize the relationship between diarrhea, dryness and 
malnutrition, establishing the concept that l'dryness,II or 
dehydration, can be prevented through a special diet of sis 
solution, breast milk, and adult cereals given to young children 
during bou~s of diarrhea. Phase I ~ill include an intensive 
face-to-face training program for rural health workers (HIs, 
CHNs, PCVs, LIs, and MCH team members) in the proper management 
of diarrhea including sis solucions, UNICEF packets and 
intraveneouslintraperitoneal (IV/IP) therapy. These health 
workers will in turn train TBAs in 1000 villages in the proper 
mixing and administracion of the sis solution, leaving a red sash 
on the hut of the trained TBA as an identifying marker. 

Phase II, which corresponds ~o the wet season diarrheal peak, 
will emphasize proper mixing of the sis solution in the home 
along with casual administration and specific feeding advice. 
During this period a national rural lottery will be operated to 
publicize and popularize the sis mixing instructions. 

Phase III, which immediately precedes and coincides with the 
dry season diarrheal peak (characterized by short, intensive and 
rapidly dehydrating bouts of diarrhea), will reinforce the SiS 
mixing behavior stated in Phase II and will emphasize the rapid, 
systematic administration of the sis solution i.rom the on-set of 
the diarrheal episode in children under five. 

( II-2) 
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Prevention messages focusing on che daily collection and 
disposal of all faeces, animal and human, within the family 
compound will begin du~ing Phase II as a complementary theme. 
They will link the general cleanliness excoled by Islamic 
tea~hing 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 RATIONALE 

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

• the seasonality of diarrhea in The Gambia 

• the nacional policy on management of acute diarrhea 

a the structure of the family life in a clOSed 
compound 

• 

the paucity of print materials 

the role of radio and the rural penetration 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,'1 
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 SiS 
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) which leads the mother to outside 
help, appears a more reasonable treatment intervention dur'ing 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 a more powerful positive intervention. This 
rationale is illustrated in the diagram on page 11-4. 

From a purely instructional view, the campaign first focuses 
on an idea already present in the target population--"dryness is 
dangerous"--then stresses what to do about "dryness"--administer 
properly mixed SIS solution early in an episode along with 
feeding advice. Once sis mixing has been "mastered" during the 
wet season, the campaign stresses the intensive administrat~on of 
sis necesary during dry season watery diarrhea. The project has 
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bee n for t u n<a t e t hat d i a r r h e a 1 sea son ali t yeo inc ide s ry i t h a 

practical, if somewhat hurried, production, training, and 
distribution schedule. 

I 

SEASON 

WET SEASON 

DRY· SEASON 
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MA~"UTRITION/DIARRHEA 

1~8ST WORK - HUNGRY SEASON 
LEAST SUPERVISED CHILD CARE 
HIGH INCIDENCE OF MALARIA 

VIRAL DIARRHEA 

FOOD AVAILABLE, LESS WORK 
SUPERVISED CHILD CARE 
HORE POSSIBLE -

Prolonged baul: 
leading to 
general O1asC:ing 

Short, intense bouts 
tendency for rapId 
dehydration 

I 
I 

~ 
FEEDING ADULT FOODS + II 
CotlTDlUED BREAST FEEDHIG ~ 

+ 

SIS - ADMINISTERED AS POSSIBLE 
\ 

~ 
I 
~-
I 

sIS - ADMINISTERED SYSTEMATICAlI..Y 

EARLY IN TilE BOUT ~ 

I 
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National Management Policy: 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 every aspect of a national diarrheal management 
program. A number or 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 SiS in 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 Workerls Manual fOL the Management of Acute Diarrhea in 
The Gambia, which constitutes the national policy on diarrheal 
management in The Gambia. 
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The rationale for the government1s policy rests upon several 
facts. First, The Gambia has ten years of experience with SiS 
solutions. The concept, however, is widely recognized but poorly 
implemented at all levels of the health system. Secondly, 
resource projections indicate that the country is presently 
unable to import sufficient stocks of packets, or to produce 
sufficient quantities locally, to effectively supply a long-term, 
home-based packet system. At this time, the Ministry is 
reluctant to experiment with a system they feel 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. Properly prepared and 
administered SiS solution combined with slightly altered feeding 
practices may be the most effective intervention for dehydration 
during this season. 

Given these priorities, the ~M&HP project will support the 
Ministry's overall program in several critical ways; first, by 
?opularizing a properly mixed sis solution at the village level; 
second, by training health workers in the proper preparation and 
administration of UNICEF packets at fixed facilties; and finally, 
by promoting dietary practices which may potentially effect the 
wet season wasting of young children. 

Rural Family Life: The structure of rural family life 
around a single, enclosed compound which includes numerous 
mothers suggests the possibility that successful innovation by 
one mother in a compound may spread to. other mothers in that 
compound. A disturbing lack of communication among mothers 
within a compound has been reported by some experts, however. 
This problem is compounded by the fact that female access to 
radio is severely limited. Additionally, child care is often 
delegated to older female siblings and grandmothers, frustrating 
the p'roject' s ability to focus on mothers alone as the principal 
target audience. To meet these realities, a strategy has been 
developed which uses radio to mobilize rural females. The 
intervention will cut across female age differences and provides 
a practical justification for female access to the radio, at 
least during selected listening times. A radio lottery, open 
only to females and limited to one winner 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 sis solutions, why these solutions are 
important, and how to use the drawings on the "lottery ticket" as 
a reminder of how to mix the SIS solution. 

Paucity of Print Materials: vi~its to rural villages 
demonstrated the paucity of print 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 
of rural Gambians. Equally significant is the absence of graphic 
images in rural villages. Publicity, photographs, posters, and 
drawings are almost totally absent from homes, meeting places, 
and stores. Additionally there is little existing information on 
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che 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/flyer was 
designed in such a way th-at radio could be used to"teach" the 
meaning of each picture. Essentially, the project tea~ is 
somewhat pessimistic about our ability to develop a visual which 
will effectively convey the mixing message without direct verbal 
support. 

Penetration of the Health System: The mobility of rural 
health workers in The Gambia suggests that they can be an 
effective distribution vehicle for specific mixing instructions 
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 Gambia, 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 leas t half of 
the total villages; perh~ps r~aching as much as two-thirds of the 
popUlation. 

C. TRE CAMPAIGN STRATEGY 

The following diagram irlustrates how the three principal 
components of the program relate to form a single, cohesive 
c?mpaign. 
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Training will be p~ovided to the health workers through 
eight three-day wo~kshops. During these workshops a flyer 
ca=rying color-coded mixi~g instructions will be handed-out for 
mass distribution to rural mothers through the health workers. 
In addition, he~lth 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 TEAs who they subsequently train. Upon return to 
tn@ir health centers and dispensaries the health ~orkers will 
travel to pre-determined villages and identify a receptive local 
TEA worker who they will train in the sis mixing process. Health 
workers will leave the red sash on the roof of the TEA's home. 
They will also distr~bute a.stock of the mixing flyers to the 
TDA. 

Aiter a period of several weeks, permiting the TDAs 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 i~ bold 
type at the bottom (see below). 

,.-___________ MIJC.IHG- Fi.'ra~ 

("!NO> ) 

29.210 

WATER 
IY c· I c::.t' 

3y late June the radio. will begin the lottery announcements 
informing mothers when to listen to the lottery program and to 
have their lottery flyer with them to determine if they are a 
.inner. During the award program, radio will teach mothers to 
read and decipher the flyer. Using the color-coded sections, a 
slogan will be developed to relate color, volume, and substance. 
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Example: 

" Yellow square, 1 capful, salt 

~ Orange square, 8 capfuls, sugar 

, Red square, 3 bottles ful~, water 

At the same time radio broadcasts will identify the red sash 
as a place to go for help if a mother forgets the mixing 
instructions. Radio will also stress that a special diet for 
dryness, siS plus adult cereals and breast milk, is a way to help 
prevent IIdryness." The mothers cue to prepa.re the "dryness diet" 
is the episode of diarrhea itself. Two signs, dark sunken eyes 
and weakness, are cues to seek help because "the dryness is too 
strong." 

Radio will play several key roles. It will identify the 
T5As, popularize the lottery, teach the meaning of the flyer, and 
carry the primary messages on when to seek help, and what to feed 
during diarrhea. 

Print materials will remind health workers of their key 
treatment behaviors and, through the lottery ticket/flyer, 
generate excitment and provide concrete instruction on the sis 
mixing regimen. 

T=aining will create the basic face-co-face support needed 
to ensure success. First generation training of health workers 
will standarize the process of diarrheal management in health 
centers and train health workers to teach SiS mixing to TBAs. 
Second generation training of TBAs will provide a local level 
guide and support for mothers unsure of what they have heard on 
the radio or how to read the flyer. 

In addition to the focus on diarrheal management, a series 
of special radio messages will be developed around the theme of 
cleanliness during prayer. These 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 
walled or fenced family compounds make adoption of this message 
feasible. 

The presence of faeces, both human and animal, is one of the 
principal sources of bacterial contamination and a primary link 
in the infection process. While latrines are quiet common, they 
are reserved almost exclusively for adults, leaving both child 
and animal faeces widely dispersed w~thin 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 addition to radio progr,ams, local 
leaders will be involved in discussing the clean-up during 
bantaba (male conversation/decision) groups, building upon a 
strong tradition of "obedience" to stimulate compliance with the 
campaign. 
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D. PRINCIPLE CAMPAIGN OBJECTIVES 

The p=inciple campaign objectives, expressed in measurable 
values are described below. These quantifiable 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 ove.::- such a short period of time. In realitY.,f.o1e are 
unSure wnat 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. 

2 • 

3. 

4. 

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

All HIs, CHNs, Health ?CVs and LIs will be able to: 

o Properly mix a Sis solution as measured by the 
sodium level criterion. 

• 
o 

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

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

Properly administer an OR packet in the follow 
way: 

If a child has moderately sunken eyes, give 
him/her 20 ml/kg of WHO formula for 4-6 
hours; 
Reassess the child's status after 4-6 hours. 
If normal, continue treatments with SiS 
solution; if same, or improved, continue 20 
ml/kg of WHO formula for another 4-6 hours; 
If worse and very limp, give 20 ml/kg of WHO 
formula while transferring child to a 
facility with IP or IV, if possible. 

At least one mother with a child under five in 20% 
of all c~mpounds will be able to p~operly mix a sis 
solution as measured by the sodium level criterion. 

The number of-mothers with children under five who 
feed adult foods (solid rice and millet) to 
children with diarrhea will increase by 10%. 

( II-I D 
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The number of mothers with children under five who 
give addicional rood co a cnLla recovering from 
diarrhea for at least two days after the bout will 
increase by 10%. 

When asked, at least one mother with a child under 
five in 30% of the compounds will be able to say 
that: 

• 

.. 

.. 

" 

.. 

.. 

she believes a child under five with diarrhea 
needs sIs solution and adult food 

sIs solution and adult food can help prevent 
dryness 

dryness is especially dangerous in children 
under five (young children) 

a red sash identifies a person in the village 
who knows how to mix the sIs solution properly 

sunken eyes arq a sign of dryness: which 
requires that she take her child to a health 
center 

that faeces of all kinds should be cleaned from 
the family compound at least once a day. 
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Expressed graphically the principal goals can be divided 
into seven areas. The boxed area below represents those I 
behaviors of central concern, while the three sections outside 
the box are behavioral areas where a greater degree of 
noncompliance is acceptable. I 
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E. SEGMENTATION OF TARGET AUDIENCE BY CAMPAI·GN THEMES 

The objectives described above 
campaign themes and each theme has 
message themes as follows 

translate into four general 
been sub-divided into sp2cifi~ 

, 
?'RI~C!?AL C.\~P_"':;:G~~ -:~Z)fES 

~I;LmrrRI!'!ON z DEHrnRATION (DRYNESS) 

Dryness is ""se dangerous m small ::alnour!shea children ·.titb. dia:r::nea. 

• ::hree sig:les of cirj'lless an ~spec~ally i:::portant 

A. DIA-= =or ",re "'an 3 oiays 
3. sm= TIES 
C. r.'-EA .. "<. .= 4,1...:_. !.~Sn.::::SS = 

• -0 a c.~:!..ld. S"o!tS !!t!!lken eyes ne :Leeqs 3pe~ial care - ::ake 1b :0 a 
otea.l.th cent:er r:!.gnc away. 

Oll!. ?~R..~T!:ON 

• >!ix sIs - 1 Julpearl en, salt. S J\J.l;leari caps sugar. 3 Ju.i;;learl oor::les clean :Jat.e~ 

• Give al.: your ::hilci -.rill ::ake slowly - aU day lonf5. :-!ake ~ew receipt aacn dav. 

• (nu:-'~g d'rj season) 3e-sure :0 g:.ve one lit,:;,e of SIS :::ioiut::..on a day .s soon 
as ch:.ld 3tar:S :tavi:lg diarrhea. 

• Go eo 1'3A ',n,th red .ash i! you ':orgec. 'lot,t :0 ."." SIS 

• ('~or :!ealth Uorker) 

?:e'Oa.re ?ackee '" 1 :it:::e of ::lean ":Iacer. (· ... e:t.g.~i!~.'g c:ti.:'d) (ml :easure) 

:-'.cu;l..::o::: and manage lllOderat:e and severe denyd:a1::'oc. 

. 

~ --

• ~tb.ers should S'C3r'l! g:!.v!ng 3dult. food -"nen hacy '.s 5 :mnt..."s old. 

• ~oche:s shClU.ld ~ve 30= 5ClllQ. ~ce (:r!.llec:) "men "'- baDy i. 
slock, aven ~ ::he :'aby doesn l

: ':'1ke :.r.. 

• ?!lPS ,re =< as ;3ood a Eood fo~ e!1ild "'" =ul.t :o<:ds. 

• 'M"hett '!laoy 'recovers :'!'ot:l di:1nhea. !\e ::ee'lS '!xt':a :cod co =allC:e '>ia 
;:ower:ful agai:x. Give him aaulc food :for several days. 

?~JNEN'r:ON 

• to 'e clea:t '" our ob~gaeion co God. 

• :;:: '" an affront: to God t, ?'t"ay on :iir:-; :::!.oors. 

• ?aec29 of ill. :und9~nal! cleatl.~ :hey e3use- \l~ 

• It '" our \lU-CY ~o kee~ the :faeces away ::om ;;taail ~1.ld:el:l. 
anD f':om Eood. 

• Make 3cmeone in :he :amil7 ~esoonsl.ble to collect: .md :,ury 
:faeces ae ::,easc onca a ,,-y. 
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These themes have been subsequently segmented by audience 
type. 

• Rural mot~~rs with children under five, older women 
and female siblings. 

o 

• 

First generation health workers (HIs, CHNs, PCVs, 
LIs, and MCR teams). 

Second generation health workers 
ANs). 

(TEAs, D/Ds~ Ms, 

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 staff, while second generation health 
workers are trained 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 agricultural 
chores. For this reason, a radio strategy has been developed 
which potentially impacts on all women. Messages will not be 
directed exclusively' at ~others, but will adopt a tone 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 wo~kers have been segmented into two groups based 
upon ~he potential impact on villages which surround the f~x.i 
facilities in which they are based. Essentially, the mos~ 'ile 
members of the rural health worker team have been selec::_ 
first generation trainees. They have been given the spe: ole 
of teaching TEA's how to mix and administer the sis solu: 
~he TEAs were singled out as the most likely village can: 
because of their acceptance by village people and their~. .~y 
in rural areas. They are relatively easy to identify and 
amenable to involvement in the program. 

Finally, the key opinion leaders--alkalos, fathers, and 
Imans--represent a pervasive power structure in the rural 
village. As "gate-keepers" of village behavior, their support is 
critical, particularly for the prevention campaign which depends 
heavily upon religious and obedience themes. 

(11-15) 
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The following chart illustrates how the 
been segmented by target audience. 

campaign t~eces hav~ 

~ '~~~T---t----~!:r-____ -;----~~~-----1----~3~----~ 

I FiiiI£t:I~ 3 

Other audiences were also included. Physicians, for 
example, will recieve a specially prepared packet of readings 
along with a letter from the Ministry of Health informing them of 
the new diarrheal management program and enlisting their 
assistance. They will receive two copies of the treatment poster 
for their offices or dispensaries. 

F. MESSAGE PHASES 

The graph on page 11-17 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-testing, first 
generation training, and print materials preparation. Print 
materials and the red sashes will ~e distributed through the 
second generation training while radio is stressing the cluster 
of enabling behaviors around "dryness" and its relationship to 
diarrhea and feeding. By mid-June the bulk of the second 
generation 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 ~ovember and December period 
new radio programs will be prepared around systematic mixing 
instruction, changing the focus to dry season diarrhea and 
intensive application of the SiS solution. During the dry season 
peak and through March, administration, along with additional 
mixing messages, will be stressed. 

(II-l6) 
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This phasing allows program planners to stress the critical 
skills sequentially. Mixing will be first. It ~s perceived as 
the most difficult behavior to modify because 1) it is already 
being done incorrectly by so many people, 2) its past use has not 
produced dramatic positive effects perceived by the target 
audience, 3) it involves correctly associating three different 
volumes and substances, 4) all ingredients 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. I~STRUCTIONAL ELEMENTS 

The proposed campaign is composed of three instructional 
elements; radio, print, and face-to-face training. These 
elements act together to inform, train, provoke initial trial, 
stimulate interpersonal opinion leadership and reward the various 
target groups for acceptable compliance. In the following graph 
the relative importance of each element as related to campaign 
themes is identified. ' It is clear that sis solution mixing will 
receive the most sustained and comprehensive emphasis. Major 
radio programs, print material and health worker training will be 
focused on this critical set of behaviors. 
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1. Radio 

Radio programming wil~ playa particularly critical role in 
the overall campaign. It will have the primary burden of 
teaching how to use the the color-coded s.ctions of the sIs 
solution mixing flyer co identify and popularize che visual 
mixing instructions. 

. Eight message clusters have been identified for radio. 
Clusters I through V provide direct information on preparation 
and administration of the sIs salut.ion. Clus ters VI. through VII 
are used to popularize key aspects of the campaign; the lottery 
and the TBA depot. Cluster VIII focuses on faeces clean-up. 
Each of the eight message clusters are described below: 

D1:""/ue:u 1.S a danget'ous ?'tobLem :ton Q.iarrhea and 
~ainue~icioQ. ~he ~=eacese dau~e= is ~i:h young 
cn~ld~en under t~o. 

• 
• 
• 

• 
• 

· -
• 
• 

• 

?~ev~nt dryness ~ieh a 3~eciai diee ~nen 
~htldren ~ee denydratad . .. 
The diet conSi3tS of adult footi (301Ld 1:":t.ce an~ 
lIlill!!c) and a special sIs £.ll. ., 
Give ~s ~u~h aduLt =Qad ana sIs :~a as ene ch~!d 
~~~t ca~e, and ~eep ~reasc-Eaed~as iuring 
d.l.a=-;:-aea. 
:a'Ds are :loe as good as adult :OO(1S Co gi',e cbe 
ch~ld s:=~n;th to =i~he :ne d~ar~hea_ 
~heu diarrhea SCODa ~ud ;nil~ ~atttS to ~at, ;iv. 
hi~ ex~~a adule :~od Ear ane or c~o ~ays. !hLS 
gLves him ext:~3. strangc:" and ?o·.,e:. . 
~~aru ~~ ~ake sIs C~~ ~n che ~aQLO O~ t~om your 
healen Yo-::ker or t-::01:!. tae '.~ 1oI1,ch the :oed 
Sasn" . 
Don't atora the sIs tea tor ~ore cnatt one day_ 
~ake a new SOi.utLOa. fresh -ever/day. 
Give ch~ cail~ a lac at :h~ t~a ~Ua use waae ~s 
le£e to cook ~itb hLS food. 
~ake a new so~ut~on fresh every day. 

tIl. ~txL~3 5/s Solution 

:V. 

• 

• 
• 
• 

• 

Get 1 Jul?eart boctle. 1 oocele eao. £o~e ~u~&r. 

sale, and tae ~leanest ~ae~r IOU eaa. find. 
~ix 3 Julpearl ~oe=Las ~i ~at~r, 1 eap of 3a1t, 
~nd 8 ~ans or sugar ~oggc~er :0 ~ake :he c~a. 
3e ~ure :0 ~ake a ?ovder of the sugar i£ IOU uss 
'Iugar <;uces. 
'.Jhett IOu o:neaSllre tbe 5/s. '.lse l. '~c:lev 3ciek

ll 
to 

l.evel the cap.t :lon'e .lse :1 heap Lng ·::80; that 
~akes che cea tOQ 3C.ong f~r ~he ~aby. 
Gi'TE~ the c!lild a.~ :liUC!l as he ··nil drink. Gi'le 
it .$lov17 ',n.en ,J, SPQoa., or COle chl.!.d :r.l.;;nt 
vom~~. G~ve ~ loc. ~s uueh ~~ ~ossi~t~, ~ttd 
don't give up L: tbe ~nLld VQ~~t:3 a ,~:; 
cOQei~~e. but go a Q~e 31over. 

It: your dll.ld :las diar':.'hea tor ::lore than ~i',e d.~Y!l 
aa.d ~s !ett~a.~ sunkett eyes! =h~n i~?ne:5s ~s t~kl.n~ 
.:lver; =ake :h.~ .:ni .. d 1.::G2.ecl.,J,eeL7 :::0 :1 uealc.ll center. 

(II-l9) 
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'I. 

71. 

7!I. 

7I!!. 

~ ~u=i~g the dry 
·;hild qu!.cklYJ 
specl.al '-'lay. 
:':i1portanc co g; 
cay anc! ~or9: 1. 

old. 

season dryness comes very,to the 
:he SIS tea ~usc ~e g~ven i~ a 
ur~ng the dry season l: is 
ve at lease one Jul?earl ~oc:le a 

the chl.ld is ~ore :aan one year 

o Make a ~e~ 301ucion ~resh ~ver7 day and ~e sure 
and give at least one Julpearl oot:le a day tor 
caree days. 

o If your child SCar~3 to get listless and has 
sunken ~yes, be sure to take h~m Co a health 
center " 

Lotterv Identification 

• 
• 
• 

• 
• 
• 

• 

The ~edical and Health ne?art~ent is of:eriag a 
special 10c:ery for rural areas. 
Your t!.ckec/:lyer is available now -- free -­
from your local health worker. 
~ou can win wonderful ?ri=es--a radlo, a :=e 
~nirtJ or a special ooe-11.1:=e cup--oy tisceni~g 
to aadLO Gambia on (oay) at (ti~e). 

~ee? your ticket in your home and have it ~Lth 
you ~hen you listen co the ~aaio. 

Many people wLll have a chanCe :0 ~in a 
~onderful prize. 
The ticket will be given Co all t~osa ~ho 
con:acc che health ~or~er first, one eickec ?e~ 

,-::ompound. 
Tbis' ticket also teacnes you how Co ~1X che 
special SIS tea. Listen to ~he =aaio on (day) 
at {cime} to Learn how to ai~ the SIS tea and to 
see if you are one of C~e luc~j ~i~ne=s. 

Deooe !iencirication 

~ ~he Med~cal and [ealeh Oe~art~enC beli~v~s Chat 
the sIs eea is so importa~c that we have trained 
~ group of special helpers and given =he~ a h1g 
=ed sash so c~ac you can find cnem easLty in you 
"ll.llage. 

, Go to the compound wLch the red sasn i: Y9U 
forget how to make the SIS tea. There you can 
Eind hel? if you forget. 

6 !E you doo'c have a flag in your commun~ty, go 
to your health workers or ?CV for aSS13cance. 

-;aeces Clean-u!> 

• 
• 

~e all knov chat cleanliness is c~e will or GOd. 
It is hard for us Co be clean all :be c~~e, ~e 
~or~ ~a~d and have :ic:~e. oue ~he~e ~e pray. 
inside our compound, ~ust be ~epc ~lean for God. 

• ~aeces are che di=eiest 0: ~ll di:e. 

• 
• 

• 

They bring disease, Dake our =hild~~n ~=y ana 
~L!:n.er, and i:: of:ends God. 
Ic l.S our duc"J' co name one 'llemoer or ::!te ':am1:'7 
to clean =ne E~oo= ~r t~e compound at lease once 
a day, 30 that ~nen ~e ?ray tne 5round ~s clean 
of all faeces. 
all :aeces (human and animal) ~us!: ~e ~e?t away 
:·rom ".lhere 
?ray. 

(r 1-20) 
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Three kIn'ds of radio programm.ing r,.;i11 be used, spots, mini 
programs, and magazine programs. All programs will be broadcast 
i~ both ~andi~ka and Wollar, with special programming also 
included in English and French. The following schedule 
illuscraces the ma:<imum number of each program cype per month by 
principal broadcas~ language. 

Soo'ts (3 minutes) 

Wollof (=our di=ferent programs) -4 weeks x 12 
transmissions per week = 48 transmissions per month 

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

G Total Airtime: 96 transmissions 
minutes or 4.8 hours per monch 

:r 3 min = 288 

Mini-Programs 

o 

D 

Wollar (four different programs) 4 weeks x 2 
transmissions per ~eek = 8 transmissions per ~onth 

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

Total Airtime: 16 transmissi9ns x 10 minutes = 
160 minutes or 2 hours per month 

1"--

,Magazine Programs 

• 

Wollof (=our different programs) 4 wee~s x 2 
transmissions per week = 8 transmissions per 
month 

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

Total airtime: 16 transmissions x 30 minutes = 
480 minuces or 8 hours per month 

11-21 



I 
At present it is proposed that only one broadcast channel, I 

Radio Gambia, be used. While Radio Syd has a significant ' 
following in the 3anjul area, its signal does not appear to 
penetrate the interior of the country. The results of rucure I 
listenership studies may alter this di~ision. 

The chart on page 11-23 illustra~es the distribucion of 
program content by program type over the first year of 
broadcasts. The letters A, B, and C represent the,chree types of 
broadcasts: spot, mini-programs and magazine programs, 
respectively, and are followed ~y a number (1-4) indicating the 
number of different programs of that type broadcast each month. 

The chart on page II-2~ shows a typical distribution pattern 
for programming during an intensive monch of broadcasting. The 
letcers again indicate the type of prograri. 

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

It 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 
get 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 responsible for all 
program production. 

The project will provide consultants to train three 
individuals in program design, script writing, and final program 
production. One consultant, Ms. Esta de F-ossard will work with 
local producers for two weeks in March to produce the programs 
scheduled for April, May, and June. A full-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 =or June, 
July, August, and September. The remaining programs will be 
developed after an analysis of the first field monitoring 
information. 

2. Print Materials 

Six print materials will be developed for the initial two 
phases of the campaign. The graph on page 11-25 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 Ministry1s Treatment Manual (5 
widely distributed as the principle ref 
workers and professionals at all levels 
contains more detailed instruction on a 
including advice to mothers on recovery 

A long red sash will be prepared a 
identifie~ for Traditional 3irth Attend 
solution mixers. The sash will act as 
broadcasts can reference and use to gui 
assistance. 

Finally a physician's mailer will 
includes a letter from the Chief Medica 
Ministry's Treatment Manual, the Popula 
~ehydrati9n Therapy, the WHO guidelines 
and an aurticle examing the role of anti 
management. These will be bound in a t 
delivered to a'll physycians in The Gamb 
the Treatment Poster. The letter accom 
stress the new roles for oral therapy i 
and solicit the phzsician's cooperation 
key advice. 

• Continue breast-feeding during 

" 

• 
• 

Promote solid foods as soon af 
possible. 

Avoid antibiotics as routine t 

Use ORT in most cases of moder 
dehydration. 

The materials described Ln this se 
in three ways. Those materials being u 
(the two posters and the manual) will b 
training sessions scheduled for March-J 
flyer and red sash will be given to par 
through TBAs and directly during regula 
sched~le of village visits will be work 
worker at the end of the training perio 
to communities can be avoided. 

The radio will announce the flyer' 
centers. Mothers will be told to pick 
one to a compound, free, from these dis 
addition, the MeH team and Leprosy Insp 
communities not being adequately served 

The physician's mailer will be del 
staff to the local medical association 
their regular channels. 

( 11-26) 
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The mixing flyer/lot~ery ticket illustrated on page II-9 is 
the single most critical print material being developed. The 
two-sided single sheet will carry two important i~structio~al 
messages, the sis solution"mixing instructions and the i~dication 
to level the bottlecap when measuring the sIs 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 uoster (see below) has been prepared for the 
fixed health facilities which 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 rehydration regimens 
and will be distributed to pri~ate physicians as well as 
government facilities. 

DIARRJ..!OEA MAN~j\tEHT 
PI.AM.< "Tl<fA"TM err PU!-I Y 
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Most print m.aterials "Hill be prod-uced locally at the Book 
Production Unit of the Ministry of Education. Wo=king ~ith the 
Health Education staff, they will 4esign and pre-test the inicial 
print materials. The treatment poster will be printed in the 
United States due to the local impossibility of large-format 
printing. The mixing poster will be printed in Dakar, allowing 
the Book Production Unit to test the =eliability and qual~ty of 
regional large-format printing capacity. 

3. Training 

The training segment of the program takes place at three 
levels, first generation training of selected health workers by 
project staff, second generation training by first generation 
trainees of their fellow health workers and of selected TEAs in 
1000 rural communities, and direct orientation of rural mothers 
by TEAs and health workers on mixing Sis solution in the home. 
The basic training objeccives have been described on page II-I! 
of the plan. The following schedule illustrates how these 
objectives will be achieved"over time. 

<....; 

• ry!2.tMAIlY H-talih Wor k£1fs, 
MA~C.H A ?JZ.II- MAY J UN; f"" 

~ PC/' 10 to 

Itt, CllN, POI S 1'3 15" IS 15 1!5 IS 'IS 

1...: IS ,~ 

Mal T""" 3 5 

1'I\CW Itl .. .. <- , .. 
,,,,,,.L.. '<'1 

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

e 

o 

A rationale for the target behavior LS provided. 

The behavior is modeled expertly by a trainer. 

o.l:-2~' ! 
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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 praccice (aimed at greater 
fluency and skill) in performing the behavior and 
gradually performing the behavior under 
increasingly realistic conditions. 

Review of program rationale and the discussion of 
village constraints to performing the behavior 
under actual fiel~ conditions. 

Self-corrected testing and rev~ew of princi~le 
-knowledge and skills to be acquired. 

The first two days of the workshop .ill focus on broad 
health education materials while the last three days will be 
focused exclusively on diarrheal dise~s. management. Day 3 will 
emphasize sis solution mixing and administration. Day 4 will 
focus on moderate and severe dehydration management with UNICEF 
packets and Day 5 will stress teaching SiS solution mixing to 
TBAs and rural mothers. A tentative training design has been 
included in A~pendix C. 

The training approach being proposed is illustrated in the 
following diagram. 

BASIC !RAINING CONT~ & .\PPROAC8. 

DAY 3 DAY 4 DAY ~ 

0 

I! 

~ 515 

'" 
PACKET !EACRIUG sis 

111 

- - -- - - - _ ... - -
:> 
:i 
'" g a Model Mixing & AdminiStration Skills o Role Playing 
.- o Discrim1nation Game ~ Individual PTact:ice 
J: 

.. Small Group Practice , Comprehensive Review 

o Self-Corrected teat . Plannin~ to return to 

~ village 

- .. Prevents Drynesg 0 Behydraceq g .. Feeding/Breascfeeding °Gtve SIs after improvement 
> 

Difference °Continue Feeding/Breastreeding 11\ ° tier Season/Dry- Season 

'" ~ ° Individual Practice/Testing -
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This training approach builds upon several key learning 
principles which have influenced the enti~e campaign and whi~h 
are listed below. 

Standardize all Terminology and Procedures. Special care 
has been taken to ensure that the same language and visuals are 
used through radio, print, and training materials. 

Develop Constancy Through Fluency. The training program 
includes an exercise which motivates trainees to mix a sis 
solution "as fast as they can" to promote smooth, fluent, and 
quick performance of this key skill. Fluency has been shown co 
correlate positively with the ability to maintain a skill over 
time. 

Emphasize Discriminations between Correct and Incorrect 
Pe=formance to Ensure Continued Self-Reinforcement. A 
11discriminations game" has been developed so that trainees can 
"catch the trainer's mixing mistakes" and consequently become 
aware of simple but key mistakes that are possible (Appendix C). 

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

Emphasize Cueing and Consequences as much as the Behavior 
Itself. Radio has been given an important cueing role. Regular 
broadcasts will cue health workers to teach the SiS solution 
treatment and remind mothers when to seek outside help. Print 
materials and radio combine with the lottery to provide an 
important regular cue to mixing the SiS solution properly and a 
positive consequence for listening to the radio lessons. 

Provide Immediate Post-Training Application and Rewards. 
The final training session will require trainee~ to develop a 
specific schedule for visits to surrounding villages to apply 
their newly acquired skills. They will receive materials to 
distribute which act as a reward in a print-starved environment 
and will be praised by visiting MCR teams for effective 
distribution of materials. 

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

Providi Multiple Channels for the Same Information. Radio, 
print, training, and opinion leadership will all receive and 
transmit the same messages - focusing specifically on mixing the 
Sis solution. 

( n-30) 

I 
I 
I 
I 
I 
I 
I 
I 
1-
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 



I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

Workshop training will be conducted in English, using 
project staff, members of the Health Sducation Unit, and 
physicians from the British Medicel 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 a 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 fi~e 

villages outside Banjul. While these villages are not absolutely 
typical of those in the most isolated sites in the region, they 
do provide convenient and representative sites for testing. Care 
will be taken to test some materials in each of the three 
prominate language groups, Mandinka, Fula, and Wollor. 

Not all materials will be pre-tested. Selected formats 
which provide representative samples of message approaches will 
be 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 based on their novelty, complexity and relative 
importance in the overall campaign. The lottery ticket/mixing 
flyer, for example, will undergo the most rigorous testing 
because of its importance in teaching the basic mixing 
instructions. 

1. MONITORING CAHPAIG,l{ COMPONENTS 

Regular meetings with MCR "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: 

2 . 

3. 

4. 

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

Are women listening to and understanding the radio 
programs? 

Are there any unexpected obstacles to the 
acceptance of the sis solution and feeding advice? 

Are lottery winners getting special attention in 
their communities? 
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5 • What effects is the program having on health 
workers? (demand for flyers, etc). 

In addition, the Eyaluation Contractor will provide the 
project team with as much anecdotal information as possible on 
accep~ance and compliance with key behaviors. Realistically, 
however, it is not expected that significant quantitative daca 
from this source will be available in time to permit substancive 
changes in the campaign design. 

J. PROJECT STAFF RESPONSIBILITIES 

The following graph illustrates the distribution of staff 
responsibilities among the several local ministries and the 
technical assistance personnel being provided by the Academy. 
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The key personnel include: 

Dr. Philip Gowers: Medical Officer of dealth, Ministry 0" 
Health 

Mr. Saihou Dibba: Head, Health Education Unit 

Ms. Haddy Gabbigon: Health Inspector, Health E,ducation 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 Coordinator 

Dr. Gowers will have overall 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 within the 
~inist~y of Health with special emphasis given to overseeing the 
training of health workers and the integration of radio 
production skills within the Health Education Unit. It is 
considered that the Health Education Unit will be the entity 
responsible for future campaign planning and supervision. 

Ms. Haddy Gabbigon is assigned full ti~e to the project and 
will have full responsibility for coordinating training of health 
workers and supervising the collection of village research 
i nro rma t ion. 

Mr. George will direct .11 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 cons is cent with 
national broadcast'policies. 

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

Mr. Rasumuson will oversee the expatriot contribution 
including both financial resources and the planning and 
administration of specific consultants. He will oversee the 
timely progress of the implementation plan, ensuring that 
scheduled events take place at t,he planned times. 

(11-33) 



SECTION III 

COMPARING HONDURAS AND THE GAMBIA 

The MM&HP project is a two-site program. The original 
conception of the project included two sites so that comparisons 
could be made between a single methodology applied to two 
different environments and cultural settings. The Gambia and 
Honduras were chosen largely because of their differences. In 
essence, the question is: does a sy'stematic, mediated campaign 
work effectively in 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 I1I-2 illustrates the most relevant differences 
and suggests that in fact the two sites and the two intervention 
plans are signifiqantly different. 
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I 
I SOME DIFFERENCES BETWEEN THE TWO SITES 

~-
The Gambia Honduras 

IIlte Health Problem Striking seasonal '/ariacion between snort Seasonally prom1.nent watery 
dry season of ~atery diarrhea~ and longer dv .. rrnea. 
~et season of prolonged diarrhea inter-
acting with malnutrition. .' .. ' Audience Striking linguistic and cultural d1f:e!:'- Homogeneous cultural groups 
sness between major o;ub-groups. 

"0" ,h System Limited central resources? 'W"ith signifi- SignifIcant central resources 
cant potential for rural coverage with r~latively limited rural 

outreach. 

Radio Single , centralized government I ~ulti-cnannel commercial broad-
broadcast channel. Limited potential- cast system. Excellent nnr, '~;'I; 
coverage. for coverage. 

-I Print Media Practically unknown at village level Lim~ted availabilitY7 but 
some exposure. 

, Rehydration Regimen SIS in the home-Packet and IV in the Packet in the home. Packet 

I health center. and IV in the h9alth ~9nter. 

'Tre3tm~nt Strategy Reinforce significance of dryness. SIS Teach 'Sl.gnificance of dehy-
means to prevent dryness. Teach signs dration. Teach signs of mild ,.. 
of mild dehydration as po:x.nt to seek heLp. dehydration as point to seek 

J~ ~ help. 

~ .<, .,", Treament Ojective Standarize and popularize proper mixing Popularize appropriate appll.-
>-; 

l: and use of SIS solution in the home. cation of the packet in the 
home. 

Princ1pLe Prevention Objective Regular eces campaign 'J1th1n compound. Clustet; of p't"evention behaviors. 

" 0 .., 

I~ 
Campaign Structure H.igh impact radio lottery targeted at 

short radio rnessage;~ broad rural W'omen ~ith print and health worker 
support. print material and health 

z ~orker focus • ... 
I~ Time 24 months total/12 month broadcast cycle. 36 months total/24 month 

§ I broadcast cycle. 

0 I z • r 
I 
I 
I 
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To understand the MM&HP program it is also important 
the commonaiities, not of setting, but of approach, which 
characterize the project in both countries. 

In both countries: , 
o A significant pre-planning investigation of the 

medical problem, the social context, and the 
instructional tools was conducted. 

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

to note 

The ultimate criteria against which design 
decisions we~e made was the feasibility, 
practicality and reliability or audience adoption. 

• 

o 

8 

Behavioral design principles were used to select 
target behaviors, develop the training design, and 
orient the campaign structure. 

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

Significant use was made of radio for direct 
instr~ction as well as information dissemination 
and popular mobilization, 

Systematic materials testing and on-going component 
monitoring were included as fundamental elements. 
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A. 

3. 

C. 

SECTION IV 

ANTICIPATED LOCAL CAMPAIGN COSTS 

Local Consultants 

7 person/months 

Local Trave~ & Per Diem 

Other Direct Costs 

Training Seminars 
Printing 

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

Subtotal 

Lottery Prizes 

Radios (5) 
Tee-Shirts (200) 
Litre Cups (1,000) 

Subtotal 

Field Taping Equipment 

Cassette Deck 
Casette Recorder 
Tapes 

Subtotal 

Broadcast Time 

SUBTOTAL OTHER DIRECT COSTS 

TOTAL 

(IV-1 ) 

7,000 

1,704 

10,000 

3,000 
1,500 
1,000 

500 
200 

6,200 

440 
600 
SOC 

1,540 

300 
200 
300 

800 

1,000 

9.540 

$28,244 
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APPENDIX A 

HEALTH WORKEFfS MANUAL 
for the 

,MANAGEMENT OF 
ACUTE DIARRHOEA 

IN THE GAMB~A 

HEALTH EDUCATION UNIT 
DEPARTMENT OF MEDICAL AND HEALTH SERVICES 
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~~~S =anual has =een prepared =or all Sealch Care Workers to use when managing 

cases 0: acute d~ar=hcea. While the Manual =ocuses on management of diarrhoea 
I ~ , , 

, 
i 

in children, ens pri~ciplas equally apply to adults. It is a statement of 

policy and an authoritat:'ve suide ::or :il9mbers of the Medical an.= Health I 
g 
• , , , , 
• 

Depar~ent and ~s 5UC~ supersedes and replaces all previous circulars and 

=coks on the subject. I 
• 
~ 
; 

" "-, , 

We know you w~rl find ic helpful and use=ul, and trust that you wil~ fee~ free I 
, 
1 

j 
to wries in wit~ you~ own suggestions fer its improvement. 1 

I ! 
i , 
! 

Ne =;:::knowledc;e .. ~vii-h ~"'an.1(s, the wf,)rk of Dr.. And't":w Tomkins frot;l the Medical 

Research Council kn preparing this book. 11 , 
1 

I ~ , 
l 

? R. S. GOI-<'ERS 

Nacional Prograu.me Cocrd~nator/Manager for D.D.C. 
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ACTJON PLAN FOR 
THE MANAGEf\,~ENT OF 

DiARRHOEA 

STEP 1 
Ex;>lain "Co "Che Mo"Cher the Dangers of Diarrhoea .........•. P. 2 

sr~p 2 

Ass~::s Hydra"C ion Status .................................. :r:. 4 

STEP 3 

Determine Which Treatment Plan to Use 

Treatment Plan Summary ..••.••..•••....•.•...... ? 13 

STEP 4 

Consider and Treat Special Types of Di~rrhoea ............ P. 14 

STEP 5 . 

P , 6 
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ASSESS HYDRATION STATUS 

,efore beginning treatment, we mUS1: examine the child in order to de1:ermine his "Hydration 

,tatus". 3ydration scatus indicates how much water the child has lost. Once we know ~is, 

re will know which Treatment Plan to follow. The ~ore ofcen ~~is Assessment Table is 

-e£erred co 1 c-'"1a more quick.ly a..'1d acct:.rately t.1-re 3eal th Workers "dill be able to d1.ag:lose 

.ydra tion S t.a tu.s . 

:NE~zu. APP3Rl\.1~CE 

KIN ELASTICITY 

"est to pinch-up 

~in above clavicle) 

Y3S 

ASSESSMENT OF HVD~~TION STATUS 

MODE~~TF. 

Re'stless O!: 

floppy 

Normal elasticity Reduced 

elasticity 

SEV'!:'i3 

Very limJ:l or 

unconscious 

Severely reduced 

el,asticity 

I 
I 
I 
I~ 
I 
I 
I. 

'. 
l-
I 
I 

Normal Slightly s~ken 

Good volume l20-140/min. 

Severe Iv sunken 

Very we~ or absent I J'LSE 

Les~.than 120/f(lin. 

ESPIRATION 
, 

20-30/min. 30-40/min. 

RINE OUTPUT Normal Decreased 

More than 140/min. II 
More than 40/min. 

Almost absent , 'I 
, 
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DRY ~OurH 
F~ST RES?~~T!CN 

FAST} 

LITILE mum: 

SUNKEN EYES 

/ 
.-:; =-- - -

THE SKIN FOLD STAYS UP FOR 
MORE THAN TWO SECONDS, HE 
IS SEVERELY DEEYDRll.TED 

IlEHYDR~TION MEANS LOSING FLUID: 

IThiS child is severely dehydrated. Everyday he is losing as much as 

of his body weight in fluids and salts. If the fluids and salts 

1
10% 

are 

I 
I 
I 
I 

no~ ret~rned to his body, he will s~rely die - he needs help fast! 

.- ' 

, 

l' 
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DETER~lI NE THE TYPE OF TREAmENT PLAN 

AFTER ASSES1NG THE CHILD'S HYDRATION STATUS. THEN 3EGIN TO IMPLEMENT 

THe APPROPRIATE TREATMENT PLAN. THERE ARE THREE TREATMENT PLANS. 

!REATt'IENT PLAN I IS TO BE USED FOR PATIENTS WITH NORMAL HYDRATION 

STATUS. TREATr1ENT PLAN I I FOR PATIENTS \:lITH MODERATE DEHYDRATION. 

AND T~:::,:\TMENT PLAN I I I FOR PATI ENTS WITH SEVERE DEHYDRATION. 

TREATMENT PLAN I 

• 

;;':2-1: To ensure that Hydration ,status remains' normal, thus preventinq 

.lehydration. 

1. ~'leigh the child. 

2. Show the mother how to make and administer the Sugar- Sal t ~:ixture. 

.~ Tell her the amount to give the child, using the information in the 
30x below. 

~. Tell mothers to give more than normal amounts of breast milk, tea, 
'Ilater, and fruit juice. ' Orange and lemon juices are particularly 
good. 

S. ;;'dvise her to return if the child's condition worsens. 

HOI'l MUCH SUGAR-

* For 24 hours, bet'lleen breast feeds, give: 

Child weighing LESS THAN 5 kg 300 ml 
(0-6 months old) (1 empty Julpearl bottle) 

Child weighing MORE THAN 5 kg 600 ml 
(6-18 months old) (2 empty Julpearl bottles) 

Child weighing MORE THAN lO kg 900 ml 
(18 months and older) (3 empty Julpearl bottles) 
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SUGAR-SAL~ SOLUTICN: TEACHING PROCEDURE 

:';~sh hands wit!1 soap and ·.4ai:er . 

~. ~se cle~, utensils and !ne cleanest wate~ available. 

?ou~d coarse salt; so :'ha"C :.c · ... ·ill d~ssolve easily. 

-=. :>0 not make Mix yourself. Inst.ruct and superv.ise only. 
Involve t!1e mother (or mothers. i: you are ~nstructing a group) in ~he precess. 

~. Teach the following ~ECIPE: 

* Xeasure out 3 JULPEARL aoTTLES of clean WATER into clean container • 

~ Measure out 1 lavel JUL?E~_~L CA? of SALT. 

x :1easu:e out 8 level JULP5:ARL CAPS of SUGAR. 

~ St~~ until Sugar ~nd Sal~ are ~omple~ely DISSOLv~D. 

o. As~ the mothers to coun~ out loud as each measurement is being added co cne 
contal.ner. 

7. Review the measurements of each ingredient unt~l you are sure the women 
:oen;e!!lb .. r them. 

8. GP.t the mot~ers to taste the mixture so that they recognise.the correct cas~e. 
Tell them to always taste che mixture befora giving i~ to their babies. 

.. 

8f!Jar-rz.,; 
C4P.:S 4".54"&,4,',( 

r 



THI~GS TO REME~BER I-lHEN TEACHING THE MOTHERS 

* Ex?la~~ ~o the women that the child LS weak because he has lost water and salts 
and ~ay die LE this continue~~ 

... Tell. t:~e ",,;cmen that Sugar-Salt Mixture 1.5 a medicine that will replace the lost 
~acer ar.c 3al~s, and wlll help make' ~~e child scrong again. 

* Acivi5e the ~o~en to con~inue wi~h treac~ent even if the diarrhoea does not .s~op 
i~ed~acely. ~~e stools should eventually lessen. 

'Ir Advise t~e '.-Iomen chat the mixture should be given even if vomiting occurs. They 
should I .... alc ten minutes and then cont~nue giving it. 

* AdvLse ~~e ~others to return if they think the child's condit~on LS worsening. 

* Emphasize that it takes ~ to get a child to drink as much mixture as he needs. 
I~ ~usc be given a~ frequent incervals, in an uprigh~ position, with a suitable 
con~ainer. No =eeding bo~tles~ 

* Explain chac Sugar-Salt Mixture must be st~red 1n a clean contalner wit~ cove~, and 
must be :nixed fresh every day. 

* Warn che WOmen that g~ving laxatives or purgatives to their children can be very 
dangerous, and even ratal. 

* Encourage the women co continue breastfeeding. 

7 Encourage the ~omen to give their children food rich in calories and proteln, and 
frul~s suc~ as oranges, l~mes, papayas, and bananas if available. 

HEALTH WORKERS, LOOK FOR WAYS TO SHARf YOUR 

KNOWLEDGE. 
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~~~: ~o =e?lace pras~nt losses and co antic~pate losses in ~~e nex~ 24 hours~ 

'?-leigh c;"e chl.ld co detennine haw ouch ;-1.1-!-0 .. Solut:.ion he needs. 

_. ~·!::.x ::he 7A.E.O. sclu-:.ion you~se:'= using 3. UNICE:F packet:.. DO Nor give a ~other 

~ ~acke~ to ~ix herself. 

_. Su~e:!:v:.se ;:he mc~her in acminis'Cer~ng the Solucion fer 4-6 hours in che deal;:n 
C2r.tre. != ~~e c~l.ld dcesnlt dri~~ enough volume, uSe a nasogast~ic ~ube i= 
available. 

~. rlf~er 4-6 hours, ~eassess 3ydration Scatus. If worse~~ngf begin implementi~g 
:';:ea~ne!1~ ?lan !!.r.. I= i!!lp!:'cv::..ng, gille t.::te mother enough Solut:ion t.o !.ast:. 
'Jvern.lghc, using the amoun\:s given i:1 t:.ha 30x belm",. !nst:::-uc"t. her to return in 
'.:h2 .nc!:r.1..l'"::.g r'jr r~a'3.sess~en!: and. ,cl'rt:r,.er trea_t~ent. 

5. Re\lie'.... "Thi:lgs to Remember ~'ihen Teacni:1g t.'1e ~othern on the opposite page. 
~~2Y apply co the use of ~~e W.E.O. Soluc~on as well as the Sugar-salt mixtu~e6 

W.E.O. SOLUTIO?" TO GIVE 
'" .~ 

~ ?cr the first 4-6 hours,. give: 
20 mIs/Kg /Hour 

~ ~easses~ after 4-6 hours 
If worsening, go to Treatment Plan III 
If improving, give 100 mIs/Kg /Overnight 

* Reassess the next morning 
If Hydration Status is normal ~ Treatment Plan 
If Moderate Dehydration Persists > Treatment Plan 
If Severe Dehydration Develops ----4)o~ Treatment Plan 

TO HELP YOU MEASURE VOLUME, REMEMBER: 
EACH OF THESE CONTAINERS HOLDS 

ABOUT 1 LITRE OF FLUID 

oR DR : 
a' large -f a::54f~: oz . ... 

~ 
1 

I 

I 
II 
III 

f 
plastic .,. measurJ.ng 
drinking •• 'S pit:cher -: ,. cup 

,;-

~ Tll1 n 

?: 
I 

•• 



W.H.O. SOLUTION 

. ~il ~edical facilities will be provided with supply of the ~.H.O. Solutlon 

packets, usually the UNICEF packets. In the event that t~ese supplies ~un 

short, the correct mix can be made by dissolving the following in one licre of 

wat.er: 

Sodium Chloride 3.5 9 

Sodium Bicarbonate 2.5 9 

?o~assium Chloride 1.5 g 

Glucose 20 9 

OR Sucrose 40 9 

1.59. POTAssiuH CIILO;Qif)£ 

I _ _ . 

t, 
t. ., 
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;::-=-==-- J::-'--
- ·'1 

2°9· ....... ~cosc 

7C /Be ./Wf5"t:) 

.//w1:;. / £d/-e 
orC~.e:1dL 
-- ~.4'l.tr£"~. 
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~im: TO immediacely and urgen~ly replace presen~ losses and to keep pace 
with losses over the nex~ 24 hours. 

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

* For the first hour, give: 
20 mIs/Kg cf W.H.O. Solution, usi~g the nasogastric tube if 
necessary. 

2. Arrange for speedy transfer to a facility 
rehydrate ~Ni th an I .. P. or an I. V. 

th~t is equipped to 

3. Appoint an escort co continue O.R.T. en rou~e and to ensure 
speedy admission. 

:;". 

A 5FI/5R£LY.DEA'YIJI?At:=1) 8A8Y 
.#tlsr .E;: :RtlS'II&".t) ra "Tile N£AR&'57" frld~/CA'/' C4~ .. --._. 

1 
r 
I 
I • , 
! 



WITH INTR.Z\.PERI·70NE;\L 

: : . V .) SQU I?r.'!S~T 

.~. 3egin int:::.:iperitoneal rehydracion imrnediatel:r • Do not f:lait~ 

:. ? . : xFor che f~rs~ hour, give: 

50 mis/~g of I.V. Solution 

Reassess af~er 1 hour. If improving, conti~..J.e che .=..bove Cral 

Therapy until rehydrated. If no~ i~proving, cransfer to I.~. 

:. V. :" Ilfuuediately, give: 
20 mls/Kg 

?: Then, give: 
10 mls/Kg/Hour uneil rehyd~aced 

_. Even while us~ng I.P. or I.V., continue wlch D.R.T. ~= c~e child 
:::a:t dri:lk. 

* 20 mls/Kg/Ho~r of W.H.O. Solution 

" !' 

.= 

;:.'l;:>.-ILil..BLE. I. V. SOLUTIONS 

::J:-:':'" ;:'-!io.ilable at Selected Centres) 

In order of preference: 

~ '2 STRENGTH DARROW I S SOLUTION ,'lITH 2.5 % GLUCOSE 
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NO~~ HYD~~TION . 
'STATUS 

I 
HrX~URE 

·1 

!·!ODSR..;'TS ~EHYDAATrON 

SI~"~ ....... u,;, 

* 

"'t· o
. 

SCLUTJ:()~ 

I 
I 

SEVSRE DEHYDRATION 
StTUS 

I * 

W.H.O. SOLUTIO~ 

I. 
+ 

irt· SOLUTION 

'1 

TREATMENT PTrlN SU~~~rtY 

% For 24 hours, bet#een b~east=eeds, gi78! 
Ch~ld Neiqhing LESS T~~~ 5 Kg 300 ml 
(O-6 !l1onths old) (l Julpearl bottle) 

Kg 
, 
• , 

r 
I 
i 

Child weigh~ng MO?~ ~~~ 5 
(6-18 mor.i:hs old) 

600 ml 
{2'Julpearl bottl~s} : I 

! 
~ 

900 ml Child weighing ~CaE ~~~ 10 kg 
13 ~on~hs a~c clde~) (3 Jul;;>ea:l bottles): ~ 

i 
t 

* For the =irst 4-6 hours, give: 
20 Ull/Kg/Hour 

Reassess a=te~ 4-6 ~ours~ 
;0 ~c ~reat.;nent Plan III != ;..;orsening 

If improvJ.ng CJ1.VI'; 100 !l11/Kg Overnight 

Reassess the next morning 
If Hydration Status is normal ~ T. Plan ! 
If Moderate Dehydration persist.s ~T. Plan II 
If Severe Dehyd~2~:'cn det·~:'.)9s ~T. Plan III 

* For the first hour, give: 
20 ml/Kg of W.H.O; solution 
(use nasogastric tube if necessary) 

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

* For the first hour, give intraperitoneally: 
50 ml/Kg of I.V. Solution 

Reassess after one hour 
If improving --____ ~~~ continue ti~l rehydrated 
If worsening ~ transfer to I.V. 

* Immediately, give, intravenously 
20 m~/Kg of !.V. Solution 
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CONSTDER ~.ND T?..EAT SPECIF-L ~YPES OF DIAR~HOEA 

ONLY do ':otis a::car YOU hava started rah'lc.ration therapy 
/ 

(1) Dysen~ery - != the child is febrile and you are sure there is blood and mucus 

i~ the stool, treat with antibiotics (e.g. Te~racyclinei children need 62.5 mg , 

5 rr..!.. of paed~at.::ic elix~r) 8 t7ery 6 hours ::or fJ.ve days. 

(2) C~ro~lc diar~hoea - This may be caused by pa=a2i~~c i~=ec~ions such as gia=dia 

::n: ascaris. ~1icroscopic diagnosis is essential before trea-c.ment with 

!1e!?ac~J..-ne or ~letronidazole for giardia, or Piperazine for ascaris. 

(3) Seve~e ',vatery diarrhoea in epidemic form - Suspect cholera, cont1.nue intensive 

oral rehydration, and report to Medical and Health Department immed~a~ely. 

(~) Diarrhcea associated wic~ systemlC infec~ion - Do ~o~ forget to treat 

und=~lying cond~tions such as malaria with Chloroquine and severe respiratory 

~n=ections (pneumonia or oti~is media) with a~tibiotics. 
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~ EXPENSr",./E AND D':;''1GE~OUS :- Xeomyc::..:: 3.nc. Streptomyc:':1 nay damage the ~n'C.est:.ine. 

Lomocil nay alc.er bowel mocilicy sufficiently co dela.y clearance of the 

in:::ec"'Cive agen~. 

• MODERATELY EX?ENS!VE k~D USELESS - Non-absorbable sulphas such as Phthalylsupha-

% CHEAP ?LACE30 - A~t~o~gh ~aoll~ ~a~es che scoo~ no~e solla, ~t does not 

dec=ease che ~otal acoun~ ~f =:uic !oss and may lnc=ease ~~e elec~rolyte lass. 

The dange= is ~hat i= Kaolin is prescribed without Oral Rehydra~ion The=apy the 

child ~ay st:il' develop severe dehydral:ion. 

N.S. Oral rehydration must be given ~= adul~s and chlldren w~ch diarr~oea. 

~olin ~ay be given ~o adulcs on:j. Do ~o~ give co chi~cren! 



Step 5 

DON'T FORGET ~O HELP ?REVENT DI~~~HOEA! 

I::. :..= ~asy ::0 tel!. ourselv'es, "Oh, these people , . .,':'il !"lever understand what I 'm 

:'t:'s ~opelass - -:hey'll never c:tange. u Indeed, it is diff~cult ~~ 

ccnv:.::ce a grou~ cz: -";omen tha'C their children need fluids I not an injection! 

~~ac~~~~~~l accitudes to~ard medic~ne do not change qu~ckly. But we must begin 

7he =o~her who unde=s~ands ~~e importance of rehydration is a valuable member of ~~e 

::Ba.l~h ':'-:arn. As f.-le ;"e1p ',4c;ner. to understand 'Chat they can oft:en c:ce:at ch11cz:-en :.;no 

~2.ve d:'~!:''!:"~oea at. hone, t",e t.'1!..11 see :::ewer of these chil.dren a'L. the clinlcs. E'ewi9.:"::, 

c~:Ll'::'::E::: 'h'il: need !. tJ • r S J and fewer children w~ll die from dehydration. 

~"r:.!.:!.e "H~ are t.eachir:g :nothers to prevent dehydrat.ion ·..,it:t sugar-sal ~ iilixt.ure I -de 

3~CU~~ ~ot f~rget to ~aach the~ ~o preven~ diarrhoea itse~f. We can do this by 

~~ac~~~~ =~em about ~~e iillpcrcance of good hyglene and ;ood nu~rition. !n=ectian 1.5 

~~e ~: ~~e ~aJor causes of d~ar~hoea, and good hygl.ene hel?s to reduce the 

. There::ore f sev~ral pr~ccices should be encou~acred . : . -

':'~e ''':5e ...... !.. soap wi~ ~·:ater is l.:1Q.l.spensible to good hygiene. While most peoflle 

·..,as::' -:.t;e.!..!:" hands be':ore eating I cl1ey do· not use soap. They just swish thel.r hand 

a~ound in a bewl of wacer and are done with it! Encourage peopla to wash Wl.~~ soap 

a~d ~ater be=ore cooking anc eating, and before and after going to the latrine. 

~lsc, ~a see ~any small, naked children playing around in the dirt. Discourage 

-:.his! Children should be playing on mats, and if 'their mothers cannot keep them 

ou~ 0= ~he dirt"~hey should pu~ protective clothing on them. 'Children who are 

a~ways ;etting dirty should have a soapy bath more than once a day. 

~~ese a~eas of.hygiene fall under the responsibility of the women, but the men also 

l:a"18 to be encouraged !:o improve the safety of their compounds. Every compound 

shcu!5 have a pic latrine wi~~ cover. And if the compound mvner has animals, he 

should bui ld sheds fer them instead of keeping them in his wife "5 kitchen. 
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.-. child ',.;ho is poo2:'ly nourished is cf-csn sick. de is t~oubled with infections 

~·-2Cc.US2 his resistanc= \:.0 dJ.sease loS 10\<l ~ So in order 'Co preven"C d1.arrhoea, 'lie G!USi:. 

r.o~ o~ly encour~ge gcod hygiene, buc also promote good child nu-c=itioD. 

The r1.rs\:. key to goed infant nutr~~~on is: 2REAS7 IS' 2ES~. != we ever see baby-co~"'Cles 

.!..n people I 5 compounds, it: is 'C..1.me' to si t do~..m fo:: a serious discussJ..on. Baby-~ot::.les 

are one of the biggest carriers of bacteria thac cause dia:=hcea. 

, 

As mochers breascfeed, they should begin to introduce weaning foods by the tDne a 

child is about four months old~ Rice and coos pap is good for starters, but mothers 

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

Fruics and vegetables, mashed banana, mango, paw paw, potato, pumpkin, and beans are 

also important to the growing· child's diet; Fish is an excellent source of protein 

for babies; as fish is sof~, it is easier to eat than chicken or meat. By his first 

bir~hday, the child should be eating everything that his ramily does - except 

pepper. 

~'1hether at the dispensary, at the Health centre, or at the hospital, we should 

al'.vays try to find ways to share our jmowledge with the people we are serving. 

II. It is our responsibility to teach the people how to prevent diarrhoea, as well as 

how to prevent death caused by dehydration. 

oGlbian women will not realize the importance of Oral Rehydration Therapy - and their role 

It-h 
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ApPENDIX B 

MIXING TRIALS OF THE SUGAR/SALT SOLUTION USING RECORDED INSTRUCTIONS 
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Al'''ENDE B 

MIXING TRIALS OF THE SUGAR/SALT SOLUTION USING RECORDED INSTRUCTIONS 

HETHODOLOGY 

Instructions for preparing the sugar/salt (S/S) oral rehydration solution 
using Julpearl bottles and bottlecaps for measuring were recorded in Holot and 
~andinka. These were played for mothers in health facilities providing all 
of the necessary ma~erials; and in village compounds, having mothers provide 
all or ~he maLerials themselves. The first part of the instructions asked 
the mother to gather all of the necessary materials and che second part gave 
her mixing instructions. The basic purpose of the experiment was, to see how 
much a mocher could do using only recorded instructions with no face-to-face 
training; how many repeticions of the tape would the mothers need to correctly 
make the solution. The results were needed in order to answer che following: 

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

2) How frequently will these instructions need to be given so that 
~others correctly mix the solution and don't make significant mistakes. 

~ixing trials ,,,ere performed in one health facility and in several 
village compounds. 

The ~i..~ing trial ina fixed health facility took place in Kuntang, a 
village of approximately 350 people. The home-mixing trials, with mothers 
providing all materials, were conducted in the following areas: 

Brikamaba: a large village on the paved road 
with a health center 

Changai: a small village on a dirt road with 
no health facility 

Bakadaji: a medium-size village on the 
paved road 

1 Wolof compound 
1 Mandinka compound 

1 Holof compound 

2 Mandinka compounds 
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~!ixing ~1:; als in che Home 

1 .. 

2. 

3. 

Availability of Hacerials 

All of the mothers wer~ able to produce the necessary materials except 
lemons and oranges which were unavailable in almost all of the sites. How­
aver, it frequently took quite a while, up to 30 minutes, to gather all of 
the necessary materials, sending out co purchase sugar or borrol;v a lemon or 
ho'C'Clecap from a neighboring compound. The bottlecap was almost always the 
last thing to appear. The gathering of materials Ileast" t:he others a lot: 
more chan che actual mixing. 

Cleanliness . 

Hater was alw'ays taken from the covered drinking pot. 

Washing or hands and utensils Ttlas· sometimes wic.h soap as the instructions 
called for,but frequently only a'rinsing with water. Sometimes the 
ucensils were Ivashed in very dirty water with a final rinsing '.ith 
"c.lean" drinking wate.r. Flies were freque.ntly on utensils and 
ingredients. 

This indicates that aven though the mocher boils che water, the 
unsanitary conditions of the mixing may re-contaminate the mixture. 

Mixing 

Almost all of mothers correctly gathered the materials and mixed the 
solution using only recorded instructions, 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. 
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In general there is a lot of group interaction as several men and t,;omen 
in the compound group around the demonst,ration. Other women would ," 
remind the mixer of forgotten details and help her gather the in-
gredients. 

Suprisingly, the mochers generally had no 
capfulSLof sugar even with interruptions. 
proportions of sugar and salt. 

trouble counting the eight 
They never confused the 

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. 

Ip general mothers tended not to stir the solution or not to stir it 
enough to dissolve the sugar and salt. The instructions should 
emphasize that the ingredients should be mi-xed well until the sugar 
" n salt dissol'Je cOmPletely. 
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Mixing (concinued) 

The instruccions in Mandinka need to be changed to say squeeze the 
orange/lemon into the water, not place chem in the wacer . 

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 ,,,ater or ",arm it? 

e) Should I measure the ~;ater before or after I boil it? 

f) How old a child can be treated with this remedy? 

g) How important is l~e or lemon? 
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MIXING TRIALS IN THE HEALTH CENTERS PROVTDING ALL THE MATERIALS 

This trial was only carried out THith three mothers becaus~ the noise 
level in the dispensary made it impossible to hear the tape recorder. As 
expected, two of the mothers had an easier time preparing the solution when 
all the materials were provided 4 These two required only t::tvO repetit.ions to 
complete the mL~ture. 

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 
hearing the instructions one time. Howe'ler, 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 to count bottlecap proportions correctly 

3) heaping of sugar and salt in the bottle caps 

4) not enough or no stirring 

Several mL~ing trials were also conducted using face-to-face LLstruction 
in place of recorded audio instructions. These trials were conducted in the 
oasse Health Center, with a Community Health Nurse giving three mothers a 
single set of verbal directions (no demonstration) for making sugar-and-salt 
solution. All ingredients were provided except oranges. 

As with the other trials, the three women had no difficulty counting out 
the correct number of bottles of water 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. 
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CONCLUSIONS 

2. 

3. 

I.. 

5. 

6. 

11 

Nore mi.-.,ting trials should be carried out in homes in other parts of the 
countTY to confirm these resulcs. 

These trials indicate that mothers can mix the solution using .only the 
radio for instruction, I"ith lots of repetition. The radio formats should 
capitalize on the group phenomena, perhaps asking mothers to listen in a 
group. Perhaps at the beginning of the program mothers could be asked 
co gather materials, repeating the ingredients between interludes of music. 
After a ti.me (30 minutes) the mothers could prepare the solution together, 
'vith 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 couId 
be responsible for showing others how to prepare the mixture. 

Oranges and lemons should be excluded from the recipe. Mothers were very 
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. 
"ill telling them that they don't have to use oranges make them lose con­
fidence in the entire mi.~ture? (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 solution. 

The fact that all of the mothers in the Health Center and many mothers· 
in the .compounds wanted to take and use the solution indicates that 
mothers will accept the sugar/salt remedy, at least initially. However, 
mothers must understand that they are treating dryness (dehydration) 
and not stopping diarrhea. 

The process of recording instructions indicates that it is going to be 
difficulc to make announcers "stick to the s:cript: without adding their 
ow~ embellishments. Another problem is using the exact words to convey 
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 
crans late as literally as possible recorded materials before caking them' 
to the field. 

7. The recorded instruction must be improved to include: 

1. Squeeze, not put, the orange/lemon (Mandinka version) . 

2. Use level capfuls. 

3. Stir well until all the sugar and salt are dissolved. 
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CONCLUSIONS (continued) 

8. 

4. The Julpearl bottlecap should be added to the fj.rst part 
~vhich explains T,.;hat materials the :nother needs to prepare 
the. mixture. (Mandinka version) 

In the Wolof version, the embellishment of squeezing the oranges in a 
separate cup and picking out the seeds should be taken out. 

All instructions recorded, and face-to-face, should tell mothers to 
taste the solution so they know what it should caste like. They should 
always taste every mixture so -chey know they haven't confused the pro­
portions of sugar, salt and water* 

\ 
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ANALYSIS OF THE PRODUCT PREFERENCE TRAILS 

METHODOLOGY 

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

LITROSOL packet with instructional lable 

LITOROSOL packet without :L.,structional sticker 

Instructional envelope with two LITROSOL packets inside 

Packet of UNICEF Oral Renydration Salts 

Bottle with clear liquid 

Bottle with brown liquid 

lfuite pills 

Hyperdermic needles 

Each mother was told that all of the products are good treatments for 
diarrhea and asked to select the one she would preier to use. 

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

RESULTS 

II 1. There seemid to be no differences by tribe in the selection of the product. 

I 
I 
I 
I 
I 

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

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

Pills were selected in both the Healb~ Center and village Dispensary. 

The second most frequently selected single product was the LITROSOL 
packet with the instructional sticker (seven mothers). However, this 
packet was only selected in the village Dispensary; it was never selected 
in the Health Center. Many of the mothers in the Dispensary who selected 
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RESULTS (continued) 

4. 

this packet as their first choice selecl:ed the UNICEF packet as their 
second choice. Both are 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 three ,.,omen who had previously used it, 
although these mothers were at a health facility seeking other treatment. 

PACK-~GI~G: SUI?risingly packets (LITROSOL with and without the instrucciona1 
sticker and the UNICEF packets) were the most frequently selected packaging 
for a diarrhea medicine. Packets were selected 16 OUl: 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 selecl:ed by one mOl:her 
although Health Workers have reported that mothers prefer injections over 
other treatments. 

CONClUSIONS 

1. 

· 2. 

'3. 

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

The results indicate that mothers will accept packets as a "good" treatment 
for diarrhea. 

It is questionable where mothers will accept sugar/salt as a good remedy 
for diarrhea since even the three mothers who selected it were seeking 
other treatment at the health facility. 
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RESULTS OF THE LITER IDENTIFICATION TRAILS' 

effiTHODOLOGI 

~,enty one mothers, seven in a large Health Center and fourteen at a small 
village dispensary, were asked to identify a liter container from_amongst nine 
cans and bottles of various sizes. Those containers included three liter mea­
sures - a Nestle milk can, a common plastic drinking cup and a oil bottle. 
The interviewer made no gesture towards or identification 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 noe identify 
the liter were all at the village Dispensary indicating that r~cognition of 
a 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 
saline solution. Most mothers who could not identify the liter selected 
the small Mescafe can which holds only 250 millimeters. 

Conclusions 

1. 

2. 

If a liter measure is selected, raa~o messages should first teach the 
various ways of measuring a liter. 

In any case all instructions -
and radio must be standardized. 

from Health Workers, graphics (manual) 
There are too"many recipes ~eing taught 

and mothers are confusing the proportions. 
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APPENDIX C 

TRAINING 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 cheir formula for sis 
solution, however, and record and analyze dif:::erences bec,;een formulas. 

Day 3: Mixing Skill for SIS Solution 

L 

II. 

General Explanation (10 Minutes) 

• Purpose of the pr'ogram is to reduce the number of children 
who die from dehydration 

• It is a special effort of Medical & Health ,;hich uses ra(llO, 
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 ne', diet for diarrhea and 2) treat de­
hydration in the health center 

• l'le've all 'Horked for years on diarrhea, we know about sis, 
but some of the latest medical findings have given us clues 
to a ne" approach 

• l'le are one of t"o countries in the world trying this new idea-­
we are among the leaders in the world 

a Dr; Rowland/Tomkins are going to explain the scientific side 
of the .new approach and then we 1<111 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. 

Rowland/Tomkins (45 Minutes) 

• Sources of contamination (Use Chart A) 

• Contamination leads to diarrhea, diarrhea to dryness, mal­
nourishment, and finally death 

• Key signs of diarrhea - sunken eyes, limp, lifeless 
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41 He can break che cycle at dehydration and malnourishment 

a Suggest a new diet for a child with diarrhea - because children 
are most delicate 

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

'a If tha~ doesn't work to administer properly the UNICEF medicine 

o But what we know now is tha~ S/S, if it is properly mixed and 
administered, will keep many children from gettL~g severely dry. 

.. It works like this: (use plastic bottle to demonstra~e process) 

.. Normal baby will take and absorb"liquids 

.. With diarrhea, the child looses·the ability to absorb or 
retain all the liquids 

• S/S restores the ability to absorb liquid; even though the 
diarrhea continues the baby now has liquid 

.. A child who is sick looses his appetite. \-le all think that 
watery soft foods are best and this is O.K. for one or two 
days when the child just refuses solid food. 

.. But a child with diarrhea needs solid foods along with 
breastmilk to fight the disease, remain strong and get 
well. Remember we are not giving any medicine for 
diarrhea, but for dryness. The best medicine against . 
diarrhea' is a strong child - get mothers to give solid 
foods as soon as the child will take them. 

• Now I want to turn you over to a team of friends who will show 
you all exactly how to mix and give the S/S solution. I know 
you'~e 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 inrroduce your training team let me just 
ask you again. 

• Where do we get diarrhea from? 

Acceptable answers: (faeces - food- 'Hater - hands - flys) 
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• Do we get it from breast milk? Do we gee it from touching 
other family members? (No) 

.. Hho i.'1 the family is most susceptible? (Young children) 

a What is the greatest danger from diarrhea? (Dryness) 

• How can we prevent dehydration (dryness)? (S/S plus diet) 

.. What does sis do? (Let's child absorb liquid) 

.. 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. 

III. Demonstrate How to Prepare the Sis (30 Minutes) 

8 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 sis is so important. 
wny is thac again? (If they say for diarrhea - correct them 
to say dehydration or dryness) 

• And that S/f'. is the best way to prevent dehydration. lmat are 
some good words for dehydratiun - (write them on blackboard) -
Talk about what each word means to the group. 

.. \ole want to keep the child, especially the young child, from 
becoming dehydrated (repeat their words for dehydrated). 

• Sis is well known to you all. But yesterday we asked each of 
you for your own SIS recipe and look what we got. This is true 
allover the country. \ole are not all mixing it the same way 
and it is important that today we learn how to do it right - if 
we forget everything else we learn here today we want to knm. 
exactly how to mix the sis solution correctly. 

.. Show mixing flyer - (large version) and point out flyer 
Fi~st, the ingredients - sugar, salt, water 
Second, the proportion - 8 caps, 1 cap, 3 bottles 

• Demonstrate mixing - (points to make) 

1. Show all utensils needed 
2. Ingredients and proportion (too much sugar increases diarrhea, 

too muqh salt - dangerous to child, too much water-won't ,york. 
You need all three ingredients. 
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4. Level bottle cap 
5. Stir well to dissolve 
6. Cover if possible - and ask group what is best container 

for mother to use? 

Discrimination Game (30 ~nutes~ 

$ OK - that's easy right! I'm going to do it again but I'm 
going to make some mistakes - you see if you find ~ mistakes. 

Possible Mistakes: 

o don't level cap 

.8 don't ·powder the sugar 

• add too much sugar, salt 

o use a basin too small to hold 3 bottles of water 

g use four bottles, etc. 

~ Hho would like to come up and do it right for us - 2nd we'll 
see if we can catch any mistakas (volunteer from group mixes) 

• I'll do it once more with mistakes - you tell w~at the mistake 
is - and why it's important 

Individual Practice (1 Hour) 

Now we are going to break up into five groups of three. All of you 
will have a chance to practice mixing while your two friends watch 
for any mistakes this time. If mistakes are made, start allover 
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 rastest. Look at your flyer or the poster if you want. But 
during the contest we'll take the visuals away. 

How to Administer the Solution (30 Minutes) 

Now we know to mi.~ 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. 
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Child under 6 months - as much as he will drink 

Child bet,.,.een 7-12 months - one bottle 

Child between 1-2 years - two bottles 

Child older than 2 years - three bottles 

" There are three key points ,to remember: 

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

2. Don't stop ~I the child vomits - wait a 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. If he doesn't get enough - it won't help him! 

• There are two more important things to tell the Mother 

1. Don't store the sis 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) 

• What has your experience been with sis in the village? 

• What do you think will be the biggest problem? 

• Do you think mothers understand the idea ofSrS'as a cure for 
dryness rather than as a cure for diarrhea? 

• wnat about Kaolin? - is it good? 

• lfuat about feeding solid foods? - How Can we bes t explain this 
idea to a. mother so she accepts the idea? 
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Performance Review - break group into E.hree groups ·of five; each 
group wi~h a trainer. Each person in the group answers che questions 
in rotation, t:vno will be first? 

OK let's go over the most important points 

.. lfuy is diarrhea harmful? (dehydration/dryness) 

9 'tfuat are the sources of diarrhea (food) water, flys, faeces) 

• Hho is at most risk in the family (small children less than cwo) 

8 '.mat can we do to prevent diarrhea? (very 1it~le) 

.. lfuat then should we try to do? - (pre,[ent dehydration) 

.. How can we prevent dehydration in a small child? (diet of sIs, 
solid rice and millet and breastmi1k) 

.. Hhat does the SIs do for the baby? (gives strength, prevents 
dryness) 

" How do "e mix the solution? (8 sugar - 1 sale - 3 bottles water) 

'0 lfuich 9f these ingredients is less important? (all are equally 
important) 

a How much do we give~ (depends on age) 

• Hhat is important to tell mother? (storage and feeding) 

.. Hhat foods should the mother give? (solid foods as much 
as possible) 

• Hhy? (strength) 

• O.K., let's look at their drawings? (Used during training) wnat 
does this one tell us? -:- A, then B, C. Look over each one letting 
one individual explain to the rest of the group. Have each indi­
vidual correct mistakes gently. 
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Packet/Training Manual 

Repeat Performance ~eview Rapidly--have entire group go over graphic 
material. 

Clinical Rehydration: What to do if the prevention doesn't work. 

Follow--Honduras training design from this point on. 

\ 
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IV. Review Manual 

Distribute Health Worker's Manual (do not distribute before) ; 
go over in large group, page by page, let~L~g parLicipants under­
line key ideas from previous ~NO days. 

V. Performance Review - in small groups like previous day. 

Day 5: Teaching sis to Traditional Birth Attendo~ts. (TBA) 

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

II. E:~lain that .as soon as they return they should start v~siting 
villages and find a TBA to train. They will work with this 
person for one hour or so and leave a flag; while they are there 
they will locate three bottle caps and one Julpearl bottle. 
They will teach the TBA to 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 that they will be mentioned on the radio 
as "the person with the flag." If they agree, prepare the materials 
and train them as explained in III below. 

III. Model ~ole Playing (30 Minutes) 

Trainer plays role of Health Harker (HW) 

Member of group plays TBA 

TBA Training Scheme. 

• Ask if TBA knows about SiS. 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 ~ow this recipe in their communities and help others 
to learn it. 

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

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

o Ask TBA to mix solution using the flyer as reminder 

• Ask TBA to mix solution again without flyer available; 
praise them often but do not tell them what to do. 
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,. Health Horker should then mix the solm:ion and make some 
critical mistakes. Get TEA to,describe the mistakes. 

e Review flyer again and clarify any misunderstandings. 

• Leave 50 flyers with TEA. 

Practice Session (60 Minutes) 

Break group into grouj)S of three - to practice the play 

VI. Discuss Problems (30 HinU1:es) 

VII. 

Discuss problems, then proceed with teaching TEA. 
solutions from group. 

Quickly Review all Key Points (15 Minutes) 

Afternoon 

Try to identify 

~ Hap catchment areas and assign villages - assign one TEA to be trained 
during the £ollow~~g week. 

• Distribute Materials 

1 Box packets per Center 
1 Set of graphics per participant 

1 Manual per participant 
500 Flyers (50 per each TEA) 

• Final Review - go over all the graphs used during the course w~th, the 
group. Any problem areas should be reviewed again. 
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draTffU it to make it look more like sugar? 

10. iloes the water really look like warer to you? How could I have 

drawn it to make it look more like water? 

11. C&, you read the words here? 

wbac language is this? (English) 

What language is t~is? (Arabic) 

12. If no to number eleven: 

Do you know anyone in the village who can read either English 

or Arabic? 

If yes: 

Could I ask you to take this to them and have th~em tell you 

what it says? 

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

inrerview) 

13. Once they return: Now, could you tell me what the picture is 

all about? 



FLYER PRE-TEST 

INTERCEPT QUESTIONNAIRE 

,IIdentifiers: 

Male Age 15-20 ___ 30-40 __ _ Can read Eng ___ Arabic ___ Both __ _ 

Female 20-30 ___ over 40 Cannot read Eng ___ Arabic ___ Either __ _ 

Show the flyer and ask the following questions: 

1- Do you see any salt in this picture~ Yes :<10 

2. Where? Right Wrong 

3. Do you see any water in this' picEure? Yes :<10 

4. Where? Right Wrong 

s. Do you see a little boy in the pictt:tre? Yes No 

6. Where'!. Right Wrong 

7. Do you see any sugar cubes in this 

picture? Yes _____ _ No _____ _ 

8. Where? Right __ _ Wrong __ _ 

9. Do you see any powdered sugar in this 

picture? Yes ______ _ No ____ _ 

10'. Where? Right _____ l-lrong ____ _ 

11. Do you see a basin? Yes ______ _ No ______ _ 

12. lmere? Right ____ _ Wrong ____ _ 
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APPENDIX D 

FLYER PRE-TEST 

Overview 

Materials Needed: 

1. Several copies of flyer (full color, laminated) 

2. Tape-recorded messages and tape recorder 

3. Questionnaire 

Phases: 

I. Unaided Significance 

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

If changes are needed, make them and repeat unaided sign~ficance 
until satisfied with results. 

II. Intercept Interviews 

Using corrected version, ~Yith at least 50 vill"age mothers 
with children under five. 

Make changes if needed. 

TV • Aided Significance 

With 20 village mothers with child under five. 

\ 
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FLYZR PRE - T:SST 

L'lTERCEPT QUESTIONNAIRE I 
I 

rdentifiers: 

I ~fa1.e 
I Female , 

Age 15-20 30-40 
I 

Can read Eng Arabic 3ot:h 1 

Cannot read Eng __ ArabiC_Either __ 1 20-30 over 40 

I 
I 

• I 
Show the flyer and as k che folloW'ing questions: I 

l. Do you see any salt: in this picture~ Yes No 

2. ~ffiere ? R::.g.'1t ~rong 

3. Do you see any "Hater in this p~cture? ~ Yes ;:£0 I 
4. ~llere? light Wrong I 
3. Do ~1CU see a little "!:ley i:t the picture? ~es No 

I 
Right Wrong 

7. Do you See any sugar cubes in this I 
?1.cture? ?as --- ;:£0 ___ _ 

I 
8. "llera? lignc, __ _ Wrong __ _ 

9. Do you see any powdered sugar in this I 
?:icture? ~es ;:£0 I 

li&i}t Wrong 

Yes ;:£0 

10. '.illere? 

11. Do you see a basin? I 
I 

12. wllere? nght ~';rong I 
I 
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IIdell':ifiers : 

! Male 

Female 

FLYE~ ?RE-TEST 

ID1AID'E:D S IG~l!:5'IC':uTCE 

Age 15-20 30-40 Can read Eng __ Arabic __ 3Qth 

20-30 over 6.0 Can~ot read Eng __ Arabic __ ~!t~er ____ , 

Show the pic'Cure to'!" a =ew minutes and ex.plain you -,.;ant t.o know "~hat they 

see in the picture? 

1. wnat do you see in this p~cture. Could you jusc desc=ibe Huac you 

see? (~';rice dOwLl response) 

2. wnac do you sea in the red area? --------------------
the yellow ar2a 7 _______________ _ 

t!le green area? ___________ _ 

3. wnat is this thi.."'lg here (basin)? 

4. Can you teil ~e what: these (sugar, bottle caps) are? ~.;nat do you 

'Chink it has in it? How many do you see in t~e yellow area'? 

5. And what: are these (bott:les)? , 

6. wnat do you think this is (liquid coming aut of bot~le)? 

7. Hnac do you aee on this side of che picture (show back side)? 

8. Joes t:::e sal:i: =eally look like sal t to you? now could ' na--:re 

dra'tJIt ~~ ~e it look more lL~e salt? 

9. Does /::le ;~gar rzal.1.7 ~ook. 14ke sugar t.o you? :lew could r: :'!.a.ve 



13. Do you see something going inca the basin? 

14. 'i,hat? 

15. wnat are these (bocrlecaps)? 

16. HoW' many of these ~battleeaps)-

do you see? 

yes ___ _ :10 ___ _ 

:tight: __ _ Hrong '--
30trlecaps ______ _ 

Other _________ _ 

8 

Otner ______ _ 
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mi11et--the grain considered to be the most filling. With 
general shortages of ingredients for sauces, the dryness or 
s t e ame d mill e t ma y can t rib ute t a a lac k a f a p p e, tit e . 

When mothers leave for the nearer s~amps to work, they 
usually take their infants with them, leaving behind the pap chat 
had been prepared for their in:ants not yet on a full diet. In 
time of plenty, leftovers are given to the animals; however, 
older children eat these left-overs which are dried and recooked 
in times of scarcity. Some of the diarrhea during this season 
may be due to the contamination of the food that is left 
precoo~ed and uncovered in a humid, hot, and contaminated 
environment. 

The Keneba villagers asserted that all mothers continue to 
breast-feed for at least two years, and that coitus is caboo 
during lactation. Their customary practices, however, prove 
these to be oversimp·lifications. Thomson's study indicates that 
only 14 of the 44 children who were fully weaned during the time 
of the study had been breast-fad for at least two years. There 
appears to be a seasonal variation in the cessation of braast­
feeding. A child born in the beginning of the year is likely to 
be taken'off the breast earlier in light of the tendency for 
women to stop lactating earlier during the busy farming season 
(July-December). For example, a child born in January would be 
18 months old by the beginning of its second rainy season, old 
enough to be fully weaned. The study reported that 7 ouc of 10 
children taken off the breast during the agricultural peak'(July, 
August, September) were all less than 21 months old. 

A child's age determines the arrangements made for its care 
during the rainy season. Infants under six months accompany 
their mothers to the swamps, while older ones stay behind in the 
village. A mother sometimes works with the infant on her back, 
but mostly the infant is looked after by a "nursemaid" under a 
shelter near the farm. Nursemaids, who are generally female 
relatives aged 6-9 years, have general responsibility for one 
child (rarely two) for the duration of the farming season in 
return 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 relatively 
ineffective due to illness or infirmity, and responsibilities of 
nursemaids often extend beyond their capabilities, infants are 
less well-cared for when their mothers are farming. Sometimes 
mothers go 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 Keneba. Adverse factors of 
shortage of food, high humidity, prevalence of disease, and 
absence of mothers who are working the fields 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. 

(" 
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Hale ___ i'ge 15-20 30-40 ___ Can read Eng __ Arabic __ Both__ I I 
1 ___ F_e_ma __ l __ e~~_-______ 2_0 __ -_3_0 ____ 0_v_e_r __ 4_0~. ____ c_a_n_n_o_t __ ~ ___ e_a_d __ E_n_g~_-_-_A_r_a_b __ i_c~~_-_E_i_t_h_e_r_-__ -_-_______ -"1 II 

Jldenti;iers: 

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

Do not point to anything in the picture during the recording. Do not answer 
any questions about the drawing. lfuen the recording is completed, ask the 
mother to mL~ a solution 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 about it for her. After she has mL~ed the solution ask 
her to explain the dra"ing to you. Note any mistakes she makes. Then ask 
her the following questions: 

1. Did you understand -what the radio said? 

2. Was there something you did not understand? 

3. Was there something you did not believe? 
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APPENDIX E 

SUMHARY OF THE DEVELOPMENTAL INVESTIGATION 

Because the results of the developmental investigation are 
so central to the design decisions reflected in 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 OF THE GAMBIA (Much of the following 
information is drawn from Oyeymei 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 
sq. km making it one of the most densely populated countries in 
Africa. Children under five years of age account for 17.4% 
(109,794) of the population. 

The last national census in' The Gambia (1973) showed that 
89.3% 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 nine 
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%), Bambara (0.4%), and other 
Gambians (0.9%). Belonging to the wider Senegambian geographical 
and cultural region, the major ethnic groups in the country share 
much in common. They are characterized by hierarchical social 
and political systems ordered on the distinction between free­
born and slave,/founder and stranger, and the priority of seniors 
and, men over juniors and women. 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, and attitudes with the Muslim majority. The 
basic family unit is the extended family in which polygamy is 
frequently practised. Traditional values related to family and 
social relationships, family occupation, and views on moral 
issues play important roles. 

. , 

Economically, The Gambia depends almost entirely on 
agriculture, with groundnuts (peanuts) accounting for well over 
90% of total exports. Groundnuts have been the main cash crop 
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and major source of foreign exchange since the first part or che 
19th century. Cotton, currently subsidized by the government, 
provides an additional export crop. Millet, rice and sorghum are 
the staple food crops. The emphasis on groundnut cultivation 
(primarily by men) has contributed to a decline i~ millet 
cultivation, as the two crops are competitive for land and 
labor. The decline in millet production has been accompanied by 
an increase in the cultivation of rice, primarily by women. The 
dominance of groundnuts, however, has major implications for the 
Gambian economy. Groundnuts are subject to sharp fluctuations in 
price on the world market and in production due to climatic 
conditions, which puts the econo'my in a vulnerable position. 
Also, the flow of cash is concencrated in the "trade season" 
which coincides with the dry season. Futhermore, the emphasis on 
groundnut cultivat'ion has diverted production from other food 
crops so that the area is not self-sufficient in food. 
Consequently, rood must be imported, especially r~ce. 

The River Gambia, which has a depth of 2.5 meters at the 
eastern border and 25 meters at the entrance, is navigable for 
regional steamers (i.e., vessels not exceeding 23 meters in 
draft) to Fatoto, 560 kms from Banjul. There are about 33 wharf 
towns at which government vessels call. The roads in 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 laterite. Feeder 
roads linking remote settlements with these main roads have been 
and continue to be developed allover the country. During the 
rains, however, many of these smaller roads became impassable. 
The Transgambian Highway forms a link between the north and the 
south bank roads at Farafenni and Soma which proceed respectively 
to the northern region of Senegal (Dakar), and the Casamance of 
southern Senegal (Ziguinchor). There are no bridges crossing the 
river; rather, a number of ferries operate at various points 
along the river--Barra, Kerewan, Ferefenni, Kuntaur, ,Georgetown, 
Bansang, Basse--and are not always reliable. Although the number 
of cars registered has increased dramatically, their use is 
largely concentrated in the Banjul/Kombo area. A recent rise in 
petrol prices has further inhibited the widesRread use of 
vehicles. The Gambia continues to be predominantly a pedes~rian 

society where footpaths are widely used. 

The following map illustrates the five Divisions of the 
couitry and identifies the principle population centers. 

NORTH BANK (115,473) 

KENABA • 

1 ~T IJTVT""T' ("'~ 11") 

__ '"'(~I!>1THY rSL-\ND 124 • 307 

LOWER RIVER (53,004) 
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In July o~ 1981 the Gambia ex?erianced a major coup attempt 
resulting in a sign{=icant loss of lives and a prolonged 
disruption of national lire. One appa=ent result of the Call? has 
been the announced confederation of The Gambia and Senegal called 
Senagambia. The specific i~plications'of this confederation a=s 
not yet clear. 

3. KRC's RESEARCH IN THE GAMBIA 

The British ~edical Research Council (MRC) laboratories in 
The Gambia at Fajara--origi~al1y a field s~ation of MRCls numan 
Nutrition ReSearch Unit--we=e established in the late 1940 1 s to 
carry out research on various aspects 0= t=opical medicine, 
oa=ticularlv in rural communities. I~ 1949. ~RC selected cne 
~il1age of ~eneba some 100 miles away from ~anju! (chen Bathurst) 
for the construction of a field laborato=y with living quarters 
to conduct entomological and medical investigations =elating to 
the health and g~oweh 0= young childr~n. Keneba was chosen 
because of its relative isolation f=om N8starn resources, customs 
and values. Despite the construction of an all-weather road 
passing within 12 miles of Keneoa, its traditional subsistence 
economy and :nanner 'or living still persisc. Since 1950, M3.C has 
conducted a series of studies on growth and the nature and causes 
of mor~idity and mortality in young childre~ using 
anthropometric, medical and sociological observations. AlchoUih 
Kaneoa by itsel:, and especially in light of MRC's longstanding 
presence there, canaoe be presumed to represent The Gambia as a 
whol~, it does typify many aspects of rural Gambian village 
life. MRCls K;ne~a studies conti~ue to provide the bes~ source 
of data on childhood health and illness i~ The Gambia. T~e 
following is a summary c= several of thase studies of ?articu~ar 
=el;~'lance to the !1M&!!P projecc: 1) A.M. Thomson and W.Z. 
Billewicz, B. T~ompson and 3.. Illsley, A.~. Rahman and I.A. 
McGregor, nA Study or Growth and Health of Young Children in 
Tropical Africa," T~ansactions of the ~oval Society of Trooical 
!1edicine and Hygiene, Vol. 62, No.3, 1968; 2) B. Thompson and 
~.~. Rahman, "Infant Feeding and Child Care in a West African 
Village," Jour:lal oE 1"~onical Pediatrics, (September) 13, 3, 
1967; 3) R.A.E. 3ar:eli and !1.G.M. Rowland, "Iniant ~oods as a 
?otential Source o~ Dia:rheal Illness in Rural Wes= Africa," 
Tra~$actions· of th~ i07al Sociatv of Tronical ~edicin~ and 
Hygiene, Vol. 73, ~,~, 1, 1979; and 4) LA .• !1cGregor and A.;{. 
Rahman, B. !homps~=. ~.z. Billewicz and A.!1. Thomson, "The Growth 
of Young Childre~ ~~ a Gambian Village,'1 Tra~sactions of the 
Roval Sociaty o~ !=J~~=al ~edicine and S7giane, VoL. 62, ~o. 3 
1968. 

!he Gambia has ii5~i~ct wet and dry seasons. The dry season 
(~ovember :0 May) is cha:acterized by low humidity and rela:i7a~7 
cool tampe~aturas. The =ai~y season (Ju~e Co Octooer) is ma=~ad 
by high humidity and ta~paratu=es. Rainfall, averaging ~O 

~~chas, varias ==Jm year to year. It reaches a peak in Augusc 
and Septemoe= and subsides in October and ~ovembet'. Ag~icul:!.!ral 



activities a~e concentrated in the rainy season when all who are 
able are out working in the fields during the day. The rainy 
season is also referred to as the "hungry season" as the previous 
year's grain stocks become depleted and, usually by August, 
families become dependent on imported rice. It is also during 
the rainy season when disease is widespread, particularly 
malariaa Thus, the rainy season is characterized by high 
humidity, a relative food shortage, a concentration of disease 
and an intensification of agricultural activity. 

Descriution of the Village (summary from A.M. Thomson et 
al., 1968). ~eneba consiscs of mud huts ,.ith thatched or 
~rrugated iron roofs with dirt' paths dividing family 
compounds. The compounds are surrounded by savannah bush some of 
which is cleared for cultivation in nearby areas. Otherwise, 
salt flats and rai~-fed p~ddies are a mile or two from the 
village, while additional rice fields are cultivated at tidal 
swamps some five to eight miles away •. Most of ·the 800 people are 
Mandinkas and predominantly M~slim. A few are literate in 
Arabic; fewer in English. The man are polygamous and although 
the women are subservient, they are" not kept in isolation. As 
the inhabitants are primarily agriculturalists, their farming and 
village activities are subject to the demands of seasonal 
change. Agriculture is concentrated during ~he rainy season and 
is sharply divided between sexes. While the men are responsible 
for growing groundnuts--their only cash crop and s~urce of 
income--cultivating millet, sorghum, maize, and findo .(a grass 
hay), the women are primarily responsible for growing and 
harvestini rice. Hand implements are used and there is no 
mechanized transport. The fields, which are several miles away, 
are prepared in May/June, transplanted in August/September, and 
harvested in November/December. Pregnancy, lactation, and even 
illness rarely excuse women from working the fields a job which 
is arduous at the height of the season. The women are also 
responsible for helping to cultivate other foods, preparing and 
cooking the food, cleaning and other domestic chores, and caring 
for their children. 

Each family unit produces enough food for its own 
consumption, ~hich is mostly vegetarian. Cattle, sheep, and 
goats are killed for food only on feast 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, garden produce, and leaves and berries from the 
bush. Groundnuts provide sauces. Food is plentiful during the 
dry s.eason, but acute shortages are common half way into the 
rainy season, when agricultural work is at its peak. 

Illness follows a seasonal pattern, being more prevalent 
during the rainy season (June-October). 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 immunity 
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~ot yet acquired. ?ilarial 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 is common. !tIn young 
children ic (anemia) shows an interesting cyclical pattern which 
is probably related to seasonal variation in the onslaught of 
~alaria." (p. 337) Other indefinite illnesses are often 
enco,untered 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 anq therefore recovery might be undesirable •.•• Thus, 
instead of taking curative action, they considered it appropriate 
to take measures which would ease the sufferer's passage to 
paradise." The villagers have faith in their local general 
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 =rom 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 Koran 
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 food for charity, prayers at the Mosque, or 
women 1 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 only 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). Infants are breast-fed soon after birth and on demand for 
the first 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 a month or t'.ilO 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 second year. 

Children commonly seem to experience a loss of appet~te 
during the rainy season. This may be attributed to widespread 
illness and the monotony of meals which usually consist of 
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Weanin~ Food Contamination (summary from Barrell and 
(aowland, 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 roods was taken from the 
repo=t on a ~tudy carried out ~n Keueba on the problem or 
bacterial overgrowth. 

Mono: This is a thin gruel prepared by adding cereal to hot 
water. Millet, rice, maize, sorghum, or rindo may be used. Sour 
milk, sugar, honey, baoba extract, fiah or palm oil 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. 

Chura: Unpounded grains of r~ce are boiled and served ~ith 
boiled water. A refinement is tekere churo, in which raw 
groundnut" and whole rice grains are pounded and boiled with 
salt. 

Nyelengo: Millet 
Water is added during 
groundnut sauce. 

or findo 
steaming. 

are 
It 

pounded and steamed twice. 
is usually served with 

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

Nyankatango: This is a refinement of Fajiringo, in which 
the rice is steamed with pounded raw groundnuts, dry fish and 
shell fish and is flavored 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 flavored 
with sugar. 

Barrell & Rowland's study showed that most of the food 
consumed by children in Keneba had a hazardous degree of 
bacterial overgrowth. "Even the more thorough cooking methods 
fail to produce an adequate improvement." While recommending 
that food be eaten immediately after 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 
wh~ch is used during the pre-cooking preparation of cereals was 
associated with traces of E. coli in monos after cooking. 
Samples of mono with Sour milk added contained unacceptable 
levels of E. coli which seems to indicate that milking of cows 
and souring of milk is done under grossly unhygienic conditions. 
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Tha peak of diarrheal disease during the rainy saason may be 
attributed in part to the high level of food and water 
contamination at this time of year. An additional factor leading 
to an increase in the degree of bacterial overgrowth in food 
consumed by children during the wet season is that food is l:kely 
to be prepared less often and carried over from one meal to 
anothar as mothers spand most of the day working in the fields. 
Although Barrell and Rowland concede that the affects of repeated 
consumption of contaminated food are speculative, they suggest 
that "the poor bacteriological quality of infant foods is a 
significant causal factor in the etiOlogy of weanling diarrhea, 
even in a community where weaning almost exclusively entails the 
use of traditional foods in a cooked form. lf 

c. DIARRHEA IN IN THE GAMBIA 

The 1980 Annual Report of the Medical and Health DeparcmeQt 
places the infant mortality rate at 300 per 1000 population, and 
life expectancy at 32 years for males, and 34 years for 
females. ~ajor medical problems include the following in 
descending order of reported case prevalence: 

Disease 

1 . Coughs/Chest Pains 

2. Indigestion & Abdominal Congestion 

3. Malaria 

4. Muscular/Joint Pains 

S. Dysentry & Diarrhea 

6 . Indefinite Fever 

7 • Pneumonia/Bronchitus 

8 • Scabies 

9 • Eye Diseases 

10. Gonorrhea 

1980 
Total 

69,643 

68,165 

60,014 

40,123 

39,883 

32,737 

30,783 

24,954 

23,764 

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

~) 



I 
TABLE 1 I 

Mortality Rate Per 1000 Births in Keneba 

1951-1975 I 
Years Infants (~-l2 months) One- to Four-Year-Old childrl-

1951-55 
1956-60 
1961-65 
1966-70 
1971-75 

245 
231 
309 
298 
174 

83 
101 
105 
124 
109 

Cause-specific mortality data is L~mited, Due data on che 
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 Mini9try 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 combination 
of classified correspondence to the new code 
(mostly in-patients from the Royal Victoria 
Hospital and from Westfield Clinic), 1979. 

Gas~roenteritis and malnutrition accounted for 21.3% of all 
deaths for children under five years of age in Banjul in 19l8. 
This represented the most important specific cause of death for 
this age group. Based on 1979 figures from hospitalized patients 
of all ages in Banjul, diarrhea was said to account for 7.6% of 
all deaths in 1979. Based on information extracted from the 
death register in Banjul in 1979, gastroenteritis accounted for 
8.7% of all deaths (infants -10 percent, children - 16 percent, 
and adults - 5 percent). 

Diarrhea is one of the most frequent reasons for visits to 
dispensaries and health centers. Among patients of all ages 
visiting health facilities in 1979, 34,963 visits were for 
dysentery and diarrhea. This represents nearly 8% of all 
outpatient visits. The reported visits from dispensaries and 
sub-dispensaries may be an inaccurate reflection of total visits 
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primarily because of incomplete 
though possibly underestimated, 
high incidence of visits to the 

or delayed reporting. Even 
this data indicates a relatively 
dispensaries for diarrhea. 

The incidence of diarrhea ranges from 19 per 1,000 
population in Kambo St. Mary, to 173 per 1,000 population in 
Banjul. Although the differences between these areas may be a 
result of reporting procedures, the overall high incid,ence of 
dispensary visits for diarrhea indicates both a high diarrhea 
incidence in children and a high utilization of dispensary 
services for thi~ illness. 

The strong seasonal variation in diarrheal prevencion is 
clearly demonstrated in the following table. 

Seasonal Variation of Infant Mortality Rate 
P.r 1000 Births in Keneba 

Months 

November-January (Dry Se~son) 
February-April (transition) 
May-July (wet season) 
August-October (wet season) 

Infsnt Mortality Rate 

260 
175 
li9 
378 

Diarrhea was consistently one of the two illnesses mothers, 
interviewed during the developmental investigation, mentioned 
first, and described it as especially frequent during the rainy 
season (June-October) and particularly at the start (sangiEallow) 
and the finish (kunchamarrow) of the rains. All mothers believed 
diarrhea to be a serious illness from which their babies could 
die. Following a parallel investigation the evaluation team from 
Stanford concluded: "The recognized killer diseases are diarrhea 
and a disease called kris in Wallar and jarala in Mandinka. 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/jaraia. The reader 
is advised that f disease, I I causes, 1 and I treatments, I are 
English words struggling to convey the spiritist associations 
that make up the framework of most villagers' thinking." 

Mothers differentiated between less and more serious types 
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 tp eat, and a distended stomach. 

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



dryness. In Wollof, lapa is the word for general dryness, raga 
for severe dryness, djerx for dry and drained, and iyoi for 
weak. Fulas call dryness fodjugol, bandomakohori, and rodji, and 
severe dryness xorogol. The word for dry in Serrehule is 
ahatengkareng. 

Mose women attributed the dryness to the diarrhea although 
some of the symptoms seemed related to a general wasting 
associated 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. In 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 magical 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 he~lers. 
Health centers are used when local remedies fail, except where 
health centers are nearby 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 kaolin) and pills or tablets (probably 
sulphadimidine). A brown mixture (guanamycin) was mentioned in 
some groups. Several mothers mentioned being advised at the 
health center to mix SiS in boiled water. Injections were named 
in one group. In describing "water medicine," which seemed 
usually to refer to liquid kaolin, the words lekindyang (Fula) 
and boridjioo (Mandinka) were used. 

Among the treatments prescribed ~y local healers for 
diarrhea are a dose of straight palm oil and tea made from guava 
leaves and sweetened with sugar. Certai~ marabouts are said to 
treat the illness by preparing a special nasa; writing a verse 
from the Koran in chalk on a slate, rinsing the slate with water, 
and having the child drink the water. Additional information on 
these and other traditional remedies has been collected by the 
Stanford evaluation team. 
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Most of the mothers claimed to take their sick in=ants for 
treatment immediately upon the onset of illness, though some 
acknowledged that they wait until the infant is restless and 
others, that if the clinic is faraway, they wait a day. Some 
consult a ma=about before going. When asked what they do for the 
baby before seeking outside treatment, ~omen i~ 6 of the 11 
groups interviewed reported giving the baby salt and/or sugar in 
boiled water, presumably prescribed by the health staff but 
rarely mentioned by women as a treatment their babie.s receive at 
the health center. Some mothers, primarily Fulas, give the sick 
baby sour milk. Giving codeine and liquid mixtures from local 
pharmacies was also menti~ned, as was giving herb teas. Not a 
single mother said she gave her baby a laxative. or purgative 
(nandal), which are given only for constipation. In general, 
mothers acted surprised to be asked this question, and some 
volunteered that nandal would only inc=ease the diarrhea. 

With regard to the feedin.z.of a baby with diarrhea, all 
groups responded that mothers should continue to breast-feed the 
baby. Most women felt they should continue to feed the chil.d 
other food as well. Most also said the child should be forced to 
eat if he refused, though some thought he should be left alone. 

Of the types of food the baby should be fed, coos pap was 
mentioned the most. Eggs, oranges, and rice were mentioned next 
most frequently. Cow's milk or Cerelac, tea and bread, and Fanta 
or Sprite were merrtioned by some. Salt and sugar in water ~as 
mentioned once, as were potatoes and Ovaltine. Of the foods that 
should not be given to a baby with diarrhea, rice was mentioned 
most frequently. Other foods that the women said shouldn't be 
given to the sick infant included bananas, oranges, and sour 
milk. 

D. DIARRHEA TREATMENT 

The Government of The Gambia and the medical profession 
recognize the critical importance of fluid replacement to treat 
dehydration caused by diarrhea. This is done primarily by oral 
sugar-electrolyte solutions and limited use of intravenous 
fluids. The method of treating diarrhea varies depending on the 
setting and will be described during a discussion of each therapy 
site. 

Royal Victoria Hospital, the main hospital in the country 
(located in Banjul), treats children with diarrhea, primarily in 
the general in-patient pediatric ward. For most children, 
therapy begins with oral rehydration (OR) solution. This 
solution is prepared from UN1CEF-supplied packets by the nurses 
on the pediataric ward. The contents of six packets are added to 
ten litres of boiled water. This solution is used for older 
children (usually 12 months), but it is diluted to half-strength 
with water when used for younger children (resulting in a 
solution with 30% of the expected concentration of salts and 
glucose). The solution is ;rdered by the pediatrician, roughly 
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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 t9at 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 solution with a pinch of 
sait, a scoop of sugar, a squeeze of lemon and a glass of water 
and give it to the ch~ld. Packets of OR solution are not given 
to mothers to use at home. 

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

It is established Medical and Health Department policy to 
promote home-mix S/S 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 A). 

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

• 1 tsp. salt and 1 cube sugar .to 1 litre of boiled 
water 

• 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 wa.ter 

• 1 tsp. sugar and 1/2 tsp. salt to 1 cigarette cup 
of boiled water 

• 1 tsp. sugar and 1/2 tsp. salt to 1 small glass of 
boiled water 

• 1/2 tsp. sugar and 1 pinCh salt to 1 small glass of 
boiled water 

• 1 pinch sugar and 1 pin.ch salt to 1 litre of boiled 
water 

• add equivalent pinches of S/S to boiled water 

* A local carbonated beverage. 
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9 1 pinch salt and 3 pinches sugar to I Julpearl 
bottle of boiled water 

• 1 tsp. sugar and 1 pinch salt to 1 litre of boiled 
water 

" 

1 1/2 cubes sugar and 1 pinch sugar with hot watar 
1 tsp. salt and 1 pinch sugar with hot water 
1 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 n~eded than 
salt. In only one case was more salt recommended by a woman who 
explained that more sugar would increase the diarrhea, and 
several of the solutions call for equivalent amounts of sugar and 
salt. Most of the solutions 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 containers mentioned were small 
glasses, cooking air (e.g. Niani) bottles, British cigarette 
tins, mineral bottles, and tomato paste cans. 

Most mothers said they had a teaspoon 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 Sis solution, with the following 
results: ~Coarse salt is usually available at a cost of from 4 to 
12 bututs- a cup, but fine salt is rare or not available at 
all. Granulated sugar is usually available in most villages 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 sis solutions, mothers said they stored the 
liquid in a covered basin or bottle with a stopper, and le~ 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. 



When asked whether they thought a sis solution was a good 
medicine ~or 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 sis solutio~. Other 
answers included injections, guanamycin, codeine, and 
paracitamol. 

In all cases, mothers said they know that a 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 revels. 

Selecting a litre container 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 created 
consternation among several mothers because fruit 
is not easily availabile. 

E. THE XINISTRY OF HEALTH 

The health care system is under the direction of the 
Division of Health and has the following administrative 
positions: 
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lHNISTRY OF HEALTH, L.~BOUR, SOCIAL Ii"ELFARE 
~linister - Dr. McJallow 

I 
:1EDICAL HEALTH DEPARTl1ENT .. .. 

Permanent Secretary - t1r. Saihau N' jai 

I Director of Hedical Services - Dr. Fred Oldfield \ 
-

I Assistant Di=ector of Med;ca1 Ser-lices - Dr. Eatib N' jail 

• l Hedical Officer of Health - Dr. Phillip Gowers f 
I I 

l1CH Healch .! Health Expanded Chief 
Coordinator .. ~nspector·1 Education P,rogram of 'Nursing 

.- ; --. Ofr~cer , 
~.------'" 

The health care services provided by the l1inistry of Health, Labour 
and Social Welfare in The Gambia consist of t~o gover~enc general 
hospitals: Royal Victoria gospital in Banjul (2uO beds), and Bansang 
Hospital (100 beds); long stay hospitals for mental, tuberculosis and 
leprosy patients (120 beds); a home for the.old and infirm; and 12 health 
centers (104 b:ds), 17 dispensaries, and 55 sub~dispensaries throughout 
the country. The l1inistry additionally operates 8 mobile Maternal and 
Child Health (MCH) teams that service 68 localities, some of which are 
based at the dispensary and sub'-dispensary areas and others where no 
health services are available. 

Whereas health centers and dispensaries are regularly staffed and 
operate daily, sub-dispensaries are visited once a week by the dresser­
dispenser (a trained, state registered nurse) and his tema from the 
nearest dispensary, who provide medial services to the patients in the area. 
The principal health personnel working at the rural level in The Gambia 
include: 

Dresser/Dispensers (D/D 

Auxilarv Nurses (Ai~) 

Community Health Nurses 

Nurse Mid~"ives (mi) 

Responsible for primary 
treatment 

Assist Dresser/Dispersers 

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

~ternal child care focus 
(29 in the country) 



Health Inspector (HI) 

Orderlies 

Health Laborors (HL) 

Traditional Birth 
Atcendancs (TBD) 

Peace Corps Health 
Volunteers (PCV) 

Leprosy Inspectors (LI) 

- Prevention, and 
environmental sanitation 
inspectors. Travel 
extensively. 
(50 total, 15 in rural 
areas) 

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

- Commun'ity well 
construction 

- Village-based tradicional 
midwives r,olho have oe'en 
given modern training 

E~patriate vblunteers 
often working with health 
centers or dispensaries 
to non-dispensary 
communities. A new group 
of volunteers to arrive in 
February/March 
(25 in country) 

Itinerant group of 
professionals who 
distribute leprosy control 
medication throughout the 
country 
(15 in country) 

In addition to these individuals, a Primary Health Care 
Action ~lan is currently underway, prepared by the MOH with 
assistance from WHO. The national program calls for the 
selection and training of 200 village primary health care workers 
(PHCW) by 1986 to provide services for 200 villages with 400 
people or more, which are not currently being serviced bY,a 
health unit. Presently, 18 PHCWs have been trained and 18 more 
are now in training. The program is now limi·ted to the Lower 
River Division. This primary health care strategy is focused on 
the prevention and control of endemic communicable diseases such 
as malaria, diarrhea, schistosomiasis, yellow fever, measles, and 
other childhood diseases. 

The Department of Medical and Health Services of the 
Ministr.y also runs the EPI, an Epidemiology Department, the 
Maternal and Child Health Unit which trains Traditional Birth 
Attendants an~ Community Health Nurses, a Health Inspectorate, 
and a recently constituted Health Education Unit. 
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The gO~lernment health services are supplemented by several 
missions and private institutions. The British Medical Research 
Council runs a hospital (40 beds) at Fajara and a Nutrition 
Center field unit at Keneba. A private hospital, Westfield 
Clinic in Serrekunda, provides 28 beds. 

F. RADIO 

Reported radio listenership by mothers was cons~stent with 
the information gathered from antecdotal sources. Most mothers 
interviewed said they had access to radios. Those with acces~ 
said they listen to Radio Gambia in the evenings between 8:00 
p.m. and 9:00 p.m. The most popular programs are reportedly the 
"Women's Programme," "Agric-Bantaba" and "Jatta Kendeya" (the 
health program). However no women were observed listening to the 
radio in any of the field invest~gation visits, although many men 
with radios were observed. Unfortunately, it was not possible to 
visit rural village compounds to observe listening habits during 
prime time. However, based on observations of other sources, 
there appears to be some question about whether mothers really 
have access to, or control.of, the radio, or if the men lctually 
cantrol the radio while wamen listen peripherally. 

There seemed to be evidence that radio broadcasts were an 
important topic of discussion at the traditional bantaba (male 
forum) meetings. This suggests that radio is an important source 
of village information, and that the r~le or men may be extremely 
important to the information received by women. 

There are two radio broadcasting facilities in The Gambia, 
Radio Gamb ia and Radio Syd. Radio Gamb ia is th e na t ional radio 
sta·tion, and is divided itlto five sections 

• Rural Broadcasting 
• School Broadcasting 
• English and General Programs 
, Local Language and Islamic Programs 
• News and Current Affairs 

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

The following graph illustrates the basic equipment noW 
available at the national radio facility. 
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It should be noted that Radio Gambia has no telex facility 
or cassette recording capability. The two new studios planned 
for 1982-83 are contributions of the W~st Germany Government. A 
new broadcast channel was originally scheduled to open in 1982, 
but due to political decisions following the recent coup attempt, 
only one broadcast channel will be used in the foreseeable 
future. 

Radio Gambia's main production facility is outside Banjul, 
its main transmitter is in Bakau and the only repeater station is 
located in Basse (see map below) • 

'RAD I" <S-A.Mel~ I 
~~')UL 

Thegambis 
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The Radio Gambia broadcast format is basically 15- to 45-
minute educational programs in various languages interspers~d 
with music. A complete list of prime-time programming has Deen 
prepared by the project staff. Radio Gambia also has limited 
commercial advertising, similar to that described below at ~adio 
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 a music program in 
Swedish, a 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 ba-ttery promotion 
dominating the advertisement time •. (llerek Battery has a strong 
campaign going on presently in which they have set their musical 
theme with a basic script a~lowing the station to put the spot in 
many languages with the same music. They sometimes play the spot 
in two different languages back-co-back which sounds very 
effective.) Local production consists basically of voice over 
music in various languages. Spots last between 30 and 60 
seconds. 

An inventory of radio reception was taken in Banjul, 
Bansang, and Basse, in order to assess what stations could be 
heard and what programming they used. During a field trip 
project staff also talked with rural women about 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 stations could be heard during prime-time (J:OO p.m. 
9:00 p.m.). These stations included two Senegalese stations, the 
two Gambian stations (Radio Syd and Radio Gambia), Radio Guinea 
and various Spanish-speaking stations from the Canary Islands. 

Up-country the number of stations received waS noticably 
- fewer. In Bansang, located in the center of the country, only 

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 strong but scill 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 strongest signals. A critical problem is 
that Radio Gambia's signal drops dramatically after 8:00 p.m. 
although it is strong at 6 p.m. and excellent at 7:30 a.m. A 
visit to a Radio Gambia relay station located in Basse revealed 
that at 8:00 p.m. Radio Morocco's signal cuts into and drowns out 
Radio Gambia. The Basse engineer then switches off microwave 
contact with the station and plugs his personal radio, tuned to 
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~adio Gambia, directly into the transmitter on a slightly 
different frequency. The signal is weak, but audible. The 
engineer reported that when the signal fails he plays 
cassettes. Both the cassettes and radio belong to the 
engineer. This correlates with focus group reports that Radio 
Gambia can frequently not be heard up-country, especially in the 
far eastern part of the country. 

Programming specifics on the Senagalese stations was 
difficult to ascertain but they are reported to use commercial 
spot announcements. Sen-National is particularly respected by 
Gambian radio professionals for their educational work in 
agriculture. 

G. PRINT MEDIA 

Investigation of print media in the rural areas showed a 
remarkable lack of any printed matter. Literacy rates are very 
low. Arabic seems to be the language most likely to be read by a 
small cadre of Islamic students in almost every village, and 
traditional tribal languages have no indigeneous written form. 
Posters, signs, calendars, etc., are very uncommon in family 
compounds, but compound walls are sometimes used as practice 
slates by children doing their school work or demonstrating their 
newly acquired writing and drawing skills. 

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

H. KEY FINDINGS 

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

2 • 

3 . 

4. 

5 • 

Extensive penetration of rural areas by health 
services as evidenced by 85% of mothers with young 
children reported to have EPI cards. 

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

Relatively widespread, but highly variable, 
understanding of how to mix the S/S rehydration 
fluid. 

Marked absence of print material in rural areas, 
with Arabic as the most prevelant written language. 

(2~ 



6. 

, 7 • 

" 

Despite poor signal quality of Radio Gambia in 
approximately one quarter of the country, the 
relative acceptance of Radio Gambia as an important 
sourc~ of information in rural areas, especially 
among men. 

Lack of systematic studies on ~ribal 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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HASS ;.rEDIA FOR INFANT HEALTH - THE RADIO COMPONENT 

SYNOPSIS 

The use of radio as a medlum for the dissemination of information on the 
syntptoms and trear:ment of inf,ant diarrhea would seem to be' feasible and 
effective. The cooperative effort with Radio Gambia nas some real 
advantages, and some obvious difficulties, that are outlined in this 
report. 

The t,,,o strongest needs at this stage are for an overall plan for the 
total radio campaign, and for the appointment of a logistics coordinator 
who can assist the radio production team. Decisions have yet to be made 
about who will be the chief or only writer, and what changes will need 
to be made in programming subsequent to field testing - which has yet 
to be implemented. 

Hy two week period in The Gambia gave me useful insight for assisting 
in the determination of needs and methods of procedure for the June 
seminar, suggestions for which are included in this report. 

The plans that were to be put into effect following my departure are 
out~ined in this report, together with some comments about work that 
was done with or:her sections of Radio Gambia. 

Earlier reports submitted give precise details of the pr~grams that 
were produced and planned during this time. 
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The Mass Media for Infant Health Project seems to be working eff~ciently 
overall. Work is well under way in the design and testing of the informational 
posters, and in the organization of the training seminars for health workers. 

It would appear to be essential that there be very close coordination among 
the various communicaLion components of the project, and there is considerable 
work to be done with the radio programming to bring it up to an acceptable level. 

I found Radio Gambia staff to be very cooperative and pleasant to work with, 
but there are some obvious disadvantages to a cooperative venture of this type. 
The chief difficulty is that the Project has no effective control over the 
production and presentation of the radio programs, since the Radio Gambia staff 
believe justifiably that it is their prerogative to determine scheduling, pro­
duction techniques and quality control for radio programming. In the following 
areas, I "lOuld find the standards somewhat lacking:' 

o Technical Quality. There is considerable laxity in microphone 
quality, both in the studio and in the field. Some of this is 
occasioned by poor quality field microphones, that are lacking 
effective wind screens, but the studio quality suffers, not so 
much from poor equipment, as from inappropriate use of it. 
There is insufficient attention paid to voice level balancing; 
smooth feed in of pre-recorded materials and music, and un­
necessary ambient noise. There is considerable noise in the 
control room throughout recording sessions which makes it par­
ticularly difficult for a producer or technician to ensure top 
quality sound. 

• Time Control. There seems to be little awareness of how to prepare 
a program to a required length. Indeed, it would seem that under 
most circumstances precise ti~ng is not -an important aspect of 
radio programming at Radio Gambia. I saw no attempts at controlling 
timing during rehearsal or recording, and the general philosophy 
seems to be that the length is determined by the product, rather 

. than having the length an integral part of the product. 

• Time Management. Attempting to maintain a controlled time line 
presents real difficulties for Radio Gambia. They are very short 
staffed, and a scheduled recording may have to be set aside in­
definitely if a studio announcer or host is called away for another 
job. Clearly, from the perspective of Radio Gambia, the Mass Media 
for Infant Health Project does not carty the same importance as 
their regularly scheduled local programming. 

Further to this is the realization that keeping appointments does not 
appear to hold the same relevance for The Gambians as it does in the Western 
world. It is not uncommon for people to fail to turn up for an appointment, 
without any warning. Recording sessions are often cancelled or delayed because 
artists fail to show up on scheduled days. Because of the lack of telephone 
communication, it is often impossible to give much warning, or to attempt to 
reschedule an appointment. 
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Radio Gambia, on the other hand, does have some strengths "hich can "ork to 
the advantage of the Mass Media for Infant Health Project. They have t"o very 
strong producers - Ami and Seringh, and some strong radio "personalities," such 
as Maimuna, wh.o have been m.ade available to work ;;'lith the project. The station 
as a ,.hole is clearly an.'<:ious to assist in this proj ect and there is a feeli..'1g 
among the staff that they can both contribute and learn a great deal from par­
ticipation in this project. 

On my last morning at Radio Gambia (March 24th), Mark and I had a discussion 
with Ami and Ibraihma - who was acting on behalf of Bemba and Mr. Thomasi who were 
both out of town - in ",hich it "'as suggested that an approach would be made to 
Mr. Thomasi to see if it would be possible to free up more of ~cmi's time, so that 
she could work more exclusively with the Project, in a sort of executive producer 
role. Mark believes that he could - and would like to -handle most of the scripting, 
and he and I further discussed cogether, and ultimately \vith Ami, the possibility 
of having the Project provide someone as Logistics Coordinator who could handle 
such things as the scheduling (and/or re-scheduling) of appointments; the main­
tenance of the tL~e lL,e; the delivery of people and scripts to the studio, and 
the considerable general running around that is required for the smooth running 
of a project of this nature and scope. Mark's suggestion is that this person 
should be his wife, Laurel, and I would concur in this suggestion, provided that 
her ",ark «as restricted to logistics. Laurel has no radio experience and I think 
it "auld be disturbing to the staff of Radio Gambia if they felt that she had 
been given any authority to make decisions about the radio side of the work. 
Laurel does appear to have organizing abilities, she can speak some Wolof, and 
she knows her "ay around Banjul and the surrounding areas very well. Furthermore, 
she is not hesitant about working with local ci.tizens and she has a research 
mind - she will seek until she finds, if "hat «e need is not immediately at hand. 
A necessary quality in such a project. 
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THE NEXT STEPS 

In the previous report, I have detailed the experiments we conducted into 
various types of possible programming. He did some very informal "testing" of 
some of these programs shortly before I left The Gambia, but I think it would 
be be both necessary and important to conduct some more formal field testing 
on these programs before going into full scale production. Perhaps Peter Spain 
could ass~st in the preparation of more precise cest instruments that would assist 
in determining the strengths and weaknesses of the programs. 

I believe it would be advantageous to continue with the idea of using a 
variety of program formats. Because there is so much informational material 
delivered by radio in The Gambia, the audience is gaining a selective sophisti­
cation that may well incline them to become impervious to messages that are re­
peated in the same manner too often. 

It is important that a "master plan" be developed before any further pro­
duction is undertaken., This master plan would give a detailed description of 
the campaign, showing the day by day alignment of the programs throughout the 
campaign period, together with a precise content description for each program. 

From the master plan a time line can be developed that would allow the 
logistics coordinator, the writer and the producer to create a working schedule 
that would allow all programs to be produced on time and up to standard. I 
think there would be some real advantages for all concerned if this project 
were to produce programs of a higher caliber than anything currently produced 
by Radio Gambia, and this can only be accomplished by careful scheduling that 
In.ll allow the necessary time for the production of quality work. 

Follm,ing the development of the time line, the work can be broken down 
into smaller segments - perhaps monthly allotments. He can then determine 
I,hether it will be feasible for Mark to undertake all the writing himself, or 
whether it will be necessary to seek assistance for him from another team member 
or a Radio Gambia writer. It would be advantageous to have scripts prepared in 
one month "blocks," so that time, money and effort could be saved by collecting 
and/or producing materials for more than one program at a time. 

It will be essential for programs to be produced sufficiently far in advance 
to allm, for field testing and re-write time before broadcasting. In this way 
we would have a chance to make a significant contribution to radio as a mass 
communications medium by providing some detailed and tested information on its 
areas of strongest efficacy. It is important - if we wish to amass such infor­
mation - that detailed notes be kept on the processes involved, 'and this archival 
and anecdotal recording may well be something that Laurel could also handle. 
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T:J:E JUNE SEMINAR 

During this DvO week visit to The Gambia I had excellent opportunities to 
observe. particular needs that could be handled during the June seminar. Some of 
these needs were specifically delineated by people within and without Radio Gambia; 
others I observed from working personally with chese people. Everyone that I spoke 
to about the seminar evidenced a keen desire ~o learn more about the applications 
of radio to their particular communications area, and I believe ehe seminar will 
provide us with an excellent opportunity to provide effective and relevant training 
for many people. 

Radio Gambia in general is looking for more varied ways of using radio; they 
are anxious to update their approach, without being "g1ossy.tt I =ound Ami to be 
particularly anxious to learn more about alternate methods of using radio for 
information dissemil."""1ation. She has learned illuch from. Radio Nederlands about 
drama, and from. the BEe abou"C general programming, but she is anxious to find 
ways of allying her knowledge to the specific needs and environment of Tne Gambia. 
Her most pressing need is for a new approach to the Agricbantaba programming, and 
during the short visit I had, I was able to give her some significant suggestions 
for reshaping this programming. It is probable that this can be furr:her developed 
during the June seminar. ** 

I found the School's Broadcasting division most anxious for help lvith ideas 
for more arresting educational programs. Again, I was able to leave some concrete 
suggestions with them, which they will be working on beDveen the first visit and 
the seminar, and I am sure that the seminar will be of very real benefit to people 
involved in educational radio-- both those from Radio Gambia and those from the 
Education Department. 

I had several meetings with Tom Winn from C.L.U.S.A., and he has made it 
very clear to me that the seminar is an important event for all the people from 
his department, who are hoping to learn more about programming, writing, and in 
particular, the use of radio programs in the village. 

My own observation is that in The Gambia, as in other countries, one of the 
strongest unidentified needs is for some assistance in how to wed the radio 
station and the various departments who want to use radio as a dissemination tool 
into a harmonious partnership. It is clear that the various departments who 
contribute to the Agricbantaba programs, and the various curriculum experts from 
the Education Department believe that, because they obviously must have content 
control, they therefore have total control of the program. On the other hand, 
the radio people believe that, because they have broadcast quality control, they 
should have total control of the program. Both sides need considerable guidance 
and assistance to develop a method whereby each "side" retains control of their 
particular domain, and yet both work together for the development and presentation 
of effective programming. The bUsiness of station management, program design and 
control and effective co-operation with outside departments is something that is 
not sufficiently often presented in seminars of this kind. 

**My suggestion for the redesign of the agricultural programming was contained 
in an earlier report. 
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If you were to consider the employment of an "expert" in station management 
and running for this- or any subsequent seminar, I would most highly recommend 
Mr. Charles W. Vaughn,.President and General Manager of WCET/TV 48 in Cincinnati, 
Ohio. While he is currently the manager of a very successful PBS television 
station, his background is very solidly in radio, which is still his first love. 
Even if you just wanted to get some ideas from him, he "ould be "orth talking to. 
Re can be reached at WCET/TV 48, 1223 Central Parkway, Cincinnati, Ohio, 45214. 
(513) 381-4033. 

I also observed that there is a need for further instruction in some of the 
technical aspects of radio production - most ~otab1y in control room management, . 
and in field recording. Nobody at Radio Gambia indicated a need for help in 
these areas, and it is my guess that they are not truly conscious of their weak­
nesses here. Perhaps "e can include some of this instruction in other areas of 
the seminar so that it does not come through as being a deliberate criticism from 
us • 

PLANS IN EFFECT 

As I left The Gambia, Mark and I had agreed that "e make the suggestion - as 
outlined in another report - that the programs that had been begun during my visit, 
be completed, tested, and then used for both April and May broadcast. In the 
light of the restrictions of time and production capability this would seem pref­
erable to trying to construct a whole new set of programs for May. (In subsequent 
discussions with Bill Smith, I would agree with him that it might be better not 
to even begin broadcastL,g until May.) The intention - when I left The Gambia -
"as for Mark to begin to plot out an overall scheme for the broadcasting portion 
of the campaign, and for some scripting to be done for subsequent programs and 
for the half hour magazine program before my return in June. 

I think it is possible that some real learning relevant to this Project 
could take place at the seminar, and that the two or three weeks immediately 
following the seminar could be put to effective use in scripting, preparing and 
producing the next batch of programs. 

I am confident that the use of radio in this Project will be both feasible 
and' profitable - in terms of disseminating information. I feel sure that the 
aural message can be most effective in assisting the understanding of the visual 
messages that will be delivered by flyer and by the lottery tickets. 

I would like to see more work done in the area of determining the potential 
audience for these programs, and in exploring the listening habits in the compounds. 
We need to be more aware of whether listening is a total group activity; "hether 
radios are the exclusive domain of the men or the elders in the village; and 
whether - if the men are the prime audience- there is more that the radio messages 
need to do to encourage the men to share the information with the women, or to 
encourage the women to listen with them. 

It would be helpful if we could devise some type of a "listening poll" to 
determine the audience for the various spots and the different times of day, 
but this might be an undertaking for which we have neither the time, the money, 
nor the personnel. I think, however, we do need some systematized method of 
collecting data of this type. . 
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OTHER REPORTS 

More detailed descriptions of the types of programs we attempted during 
the Harch - April visit have been attached in Appendix A, along' with some 
suggestions for the half hour magazine program; the suggested format for the 
agricultural program; a job description for the logist.ics coordinator, and 
the scripts of the trial programs. 
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APPENDIX A 

The aims of this trip were: 

1. To assist in the planning, writing, production and testing of four 10 minute 
nunl prograiIlIIles ana four, 3 minute "spots" and co assist in the preparation of 
four mini programmes and four spots more up to the production stage. 

2. To assess the capabilities of the Mass Media staff and the Radio Gambia 
staff in terms of the number and quality of programmes they could be 
reasonably expected to turn out. 

3. To make some determinations abour the types of materials and presentations 
that could be useful in the forthcoming Hay - June workshop. 

4. To offer what other help possible to members of Radio Gambia staff and Mass 
Media staff. 

ACHIEVEMENTS 

1. On Monday March 15th we held a combined meeting of Mass Media for Health and 
Radio Gambia staff to determine the type of programming we would attempt for 
the April mini programmes and sPOts. 

In the interests of determining potential, I suggested that we try 4 different 
types of mini programes: 

actuality 
interview 
drama 
quiz 
and that each of these be produced in Wolof and Mandinka. 

I further suggested that we try four different types of '~spots" music, 
"Jingle" - which is actually a short dialogue, hard sell and new" report. 

2. On Tuesday, March 16th, we went to Bakau Health Center to tape record 
participants in the Actuality Broadcast. Maimuna and Ami conducted interviews 
in both Wolof and Mandinka with mothers, nurses and health workers. , 

I was impressed with the way both these women worked and with the high degree 
of co-operation they achieved from everyone at the health centre. 

\ 

I was disturbed, however, by the poor technical quality of the material they 
taped, and by their apparent lack of knowledge in such areas as hand-held 
microphones; ambient sound; microphone baffling. It was also immediarely 
apparent to me that timing was not a production element that was given any 
consideration at all. It tvas obvious that the amount of material we had on 
tape was not more than 6 minutes in all and that when this had been edited 
to remove the interviewers voices (this being an actuality broadcast and not 
an interview) the total programme length would be barely 4 minutes for a 10 
minute slot. I therefore went ahead and wrote a "wrap around" for these 
actuality broadcasts, in which an announcer would give a lead in to each 
recorded voice and a summary after each one, thus bringing the programme 
closer to its ten minute goal. 
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Ami edited both language versions of the interviews soon after they were 
recorded and that week-end (March 20th) we had both versions of the actuality 
broadcasts ready for use - including theme music and slogan, wrap around 
announcements and actuality speeches. The Holof version came to 11 minutes; 
the Mandinka to 8.5 minutes, but nobody seemed to be the least concerned 
either about the discrepancy or about the fact that neither programme met the 
required ·time allotment~ 

INTERVIEH 

This lack of time prec~slon was apparent in everything we did, and was clearly 
evident in the attempted "interview" programmes. Our original intention had been 
to interview some of the "authorities" from the acutality programme, together 
T.vith a religious leader and a medical doctor, l;vith some very precise questions 
of the type that village mothers might w~,t to ask. 

I ~vas qui.ckly a-cojare chat the int:ervie~.;ers had no notion of how to tailor 
questions to a time limit, and that they considered it in very poor taste to 
request such people as religious leaders or medical men to restrict their remarks 
to a predetermined time limit. Consequently, we settled on only two speakers in 
aach language inte.rview - Dr·, Cunteh from £-iRe and t';.;o Imams - one Mandinka speaker 
one Wolof, (Cunteh conveniently speaks both languages!) At the time of wri cing 
of this report, the interviews with the Imam have still not been completed, 
and I do not hold out very high hopes for these programmes being effectively 
edited to the requisite times. 

DRAMA 

We already had on hand some scripts that had been previously written by 
Bette Booth, and as each of these scripts was about four minutes in length, 
I was able to combine them with a short bridge speech and a closing statement, 
to make them into a 10 minute programme, We are told by the Radio Gambia staff 
that radio dramas are extremely popular with the rural audiences. 

There are, however, considerable difficulties in the area of drama. First, 
the actors cannot read. They are professional actors who work with a national 
troupe,_, and they are very accustomed to working extemporaneously - with the 
producer going over the ideas of a scene with them which they then translate into 
speeches. This is very impressive to watch, but it has the disadvantages of needing 
considerable rehearsa~ time and the possibility that important messages will 
not be delivered exactly as requfred. 

Because local producers are inexperienced in the preparation of pre-production 
sound effects tapes, and because they lack a good sound effects record library, 
drama production presents the added burden of the need for considerable editing 
time. 

Added to all this is the difficulty of actually getting the actors to the 
studio at the required time. Telephone contact is impossible,-and there is 
always the strong probability (a reality during my visit) that they will simpLy 
fail to turn up on the appointed recording day. Alternatively some may turn up 
and others may not, necessitating a mad scramble to find replacements, or an on 
the spot "rewrite" of the script. 

G-IO 
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The Mandinka version of the drama was recorded on the evening of Friday, 
March 19th, but the Holof actors failed to turn up to their Saturday appointment. 
This brings co mind the further difficulty that the actors seem to be available 
only in the eyenings - which necessitates having the producers return in the 
evening or stay through the day, and further neces'sitates someone (usually l1ark) 
acting as transport for the actors from and to Banjul. 

The Holof actors are currently scheduled to make thei:::- recording on Tuesday, 
March 23rd at 5:30 p.m. 

THE QUIZ 

The idea of a quiz met with favorable response from everyone working on the 
project and radio team, but because they were unsure how this would work on an 
adult level, I undertook to prepare the script for them. This type of a programme 
is obviously enhanced when presented by a well-kno\vn Ifpersonality" and Maimuna 
Barr was the obviou~ and unanimous choice for this. Unfortunately, Maimuna 
was called out of town to go on trek for some agricultural programmes from 
March 22nd through 26th, so we were unable to record this programme before my 
departure. However, because it is something that can be done in the studio 
by Maimuna and another announcer, I do not think it will present any production 
problems. 

SHORT SPOTS 

Ami informed us that there were already Some musicians working On musical 
"spots" to convey the basic messages of the campaign. She - and others - seemed 
to think that these musical messages ,,"ould be more like five than three minutes • .--

A group of-Mandinka musicians came to the studio on Saturday night and re­
corded a number of "songs"; the main message running somewhere between six 
and seven minutes - which puts it - lengthwise - right between a spot and a mini 
programme. We have not yet heard the finished version, but once again, it seems 
to be of little import to Radio Gambia people, that it is not of correct length for 
either of our appointed slots. 

The idea of the 'musical message' seems to be very popular with The Gambians 
and I am concerned that it will not be taken as a serious message; I hope that it 
will not be considered as only light entertainment. 

There is no doubt that this particular group of mus~c~ans - about six in 
all - is very talented and the music they have written is appealing and catchy. 

Recording the presentation certainly offers problems, because Radio Gambia 
does not have facilities for recording and mixing individual tracks, and it is 
very difficult to create an effective balance with their limited facilities. 

Nevertheless, as Radio Gambia audiences are probably accustomed to this 
standard of 'live' musical production, this may not be a real problem. 

I have yet to Aetermine how economically feasible this musical presentation 
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is. Do the musicians require to be paid, and will there ever be a request for I 
residuals? 

Indeed, the whole question of payments, permissions and contracts seems 
to be something that has so far not been broached at all. I suggest that some ,It 
agreement or contract be drawn up with all performers ahead of broadcast - just 
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in case they decide to apply for greater recompense at a later date. 

It also bothers me that fNe do not: have any sort of a signed "permission" 
release from people who are appearing h, actuality broadcasts and interviews. 
I certainly would not think of using anyone's voice on a programme in the U. S .A. 
or Australia '(yithout such a signed permission, I do not want to create difficulties 
or problems of this nature unnecessarily in The Gambia. I think we need to give 
chis some serious consideration. 

As far as I can determine, there is no date fixed for the recording of 
Wolof music, and it may well be that no Wolof group has as yet been identified 
to do this work. In any case, it is clear that we "'ill not have both recordings 
completed by the time I leave on March 25th. 

JINGLE 

At Radio Gambia, the ':07ord lljinglett is used to describe a shor~ dr2.matic dia­
logue, which is usually 'performed' by Radio Gambia announcers who can read and 
translate the script at the same time. Announcers are accustomed to and adept 
at dOL,g instant translation from English scripts. 

It was agreed that Sayhoo would create the "jingle" for this spot, but as of 
March 23rd, he seems not to have had time to complete this. Today, March 23rd, 
both he and Mark have been fully occupied with Dr. Gowers all day, and I can see 
that trying to use either of them (or even both of them) as full time scriptwriter/ 
coordinators for the radio programmes will probably not be a feasible idea. 
Unless the 'jingle' is forthcoming within the next 12 hours, it will not be 
possible to have it edited, revised, and recorded before my departure. 

HARD SELL 

This is a hard hitting message spot, along the lines of a commercial or 
public service announcement. It is probably the type of thing that Dr. Thomasi 
has been most wary of, but as he has been in Kenya all the time I have been in 
The Gambia, I have not had the opportunity on this trip to discuss this type of 
programme with him. I am guessing, however, that when he hears this, he \vill 
realize, that we are not being too commercialized in our approach. 

I prepared the script for this, and it is my understanding that by this 
evening (March 23rd) it will be recorded (by a Radio Gambia announcer) in both 
Wolof and Mandinka. 

The presentation and recording of this type of programme presents no 
difficulties - the one problem I can see is finding the person who can write 
these materials. 

The same comment applies to the 

NEWS IW1 SPOT 

This is presented as a "special" from the news department and highlights 
the campaign, together with some recorded comments from Dr. Cunteh. Because 
we already had him recorded for an interview, it was not difficult to edit out 
some of his remarks and to add to this news special. Again, this type of thing 
is easy to record and present in the studio, and I am led to believe that this 
one, too, will be completely recorded - in both languages - by }~rch 24th. 
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Writing and accurate ti$ing are my only problems with this type of script. 

GENERAL COMMENTS 

Is there any advantage to be gained by doing a new lot of programmes fer 
the month of May, or would it be better to continue to use those we've made 
for two months, and use my return visit and the workshop experience to. start 
on the next lot and the half hour magazine programmes? 

It is clear that you need ONE person to oversee, control and guide the 
radio programming. Currently it seems that no-one on the present staff has 
either the time or the expertise to do this. 

I believe it is imperative that the campaign be mapped out as a whole, 
before proceeding any further; that time lines and objectives be clearly 
spelled out, and that one person be put in charge of writing tor being sure 
that someone else w7ites) all the programs, and having them quality controlled 
and time controlled from start to finish. 

Without overall control and adequate supervision, you will waste a lot of 
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time and money. For example, if the programmes are planned out well in advance, 1_ 
you give yourself the chance of recording material for more than one programme 
at a eime - in the same location. . 

If you are planning to prepare new programmes every month, or even every, 
couple of months, it is imperative that a schedule be developed FIRST and thae 
long term and short term campaign goals be spelled out before any further work 
is uone. 

It would seem to me that there is no-one at Radio Gambia with the time to 
undertake this as a personal job, and ideally it should be done by someone 
with a real knowledge of radio, who can be instilling some good standards 
of writing, production, timing, techniques etc., while doing this work. 
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