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At the request of the Government of Pakistan, the United States
 
Agency for International Development sponsored 4 consultant team (roe

April 29 to May 20, 
1984 to review the current Pakistani Oral kehydration

Therapy (ORT) Program and to recoumend ways of rapidly expanding the uso
 
of OUT in Pakistan. information on the ORT Program was obtained througn

visits to urban and rural health facilities le 3 provinces, interviews
 
with pharmaceutical, media and marketing professionals, as vell as with
 
government and private health care providers and consumers. Four general
 
impressions were especially striking to the team meabers;
 

The immediate need for a full-time URT manager. 

The impressive itfrastructlire already In place to produce
packets and to carry out training programs but an inadequate
promotion strategy to itimulate appropriate utilization of 
supplies and an under-utilized training structure. 

The inadequacy of the presetL surveillance system to sopply 
basic data for evaluation and management of the program. 

The Government of Pakistan should continue its support of the 
OiRT Program beyond 1985. 

The team members were asked to review 6 areas of the ORT Program:

constraints preventing ORS use, actions required to achieve widespread
 
use, private sector potential, distributton and marketing, assessment of
 
production and distribution capacity, and surveillance system.

Constraints preventing use of ORT include: 

the lack of a tull-time ORT manager,
 

lack at information for users,
 

insufficient sipport from the medical profession,
 

inadequate access to users by paramedics,
 

limited experience of health "ducation system,
 

low usage rate of government health fjcilittes,
 

widespread use of antidlarrheal agents and antibiotics to
 
treat diarrhea,
 

the quantity of ORT required,
 

the quality of OR$ produced,
 

lack of involvement of traditional healers in the OKT program.
 

ineffective epidemiologic surveillance system,
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the lack of standard instructions on ORT mixing and
 
administration.
 

Actions required to achieve videspread use include:
 

° selecting a full-time manager,
 

aggressive marketing to increase use of existing packets,
 

monitoring the quality of ORS produced,
 

improving the surveillance system and selecting a standard
 
ORT volume for preparation and administration.
 

Private sector potential, distribution and marketing and the public and
 
private production capacity are all greater than anticipated:
 

5 private pharmaceutical companies are producing ORS packets with 
an estimated output of 25 to 30 million 1 liter packets in 
1984, 

the federal government plans to produce 5 million 1/2 liter
packets in .984. 

The surveillance system, on the other hand:
 

cannot provide timely data for effective management of the
 
program,
 

* urgently needs simplification.
 

The consulting team was also asked to develop realistic
 
implementation plans, strategies and recommendations for: mass media
 
education and demand creation; public and private sector management;

training, retraining and supervision; indicators for measuring progress;

and evaluation snd research. 
The team made the following recommendations:
 

Mass Media educatio, and demand creation:
 

marketing of existing packets through a generic campaign

on ORS impottance and use for the 1985 diarrheal season,
 

development of sugar/salt home formula to complement 
packet use, 

incorporateon of traditional healers as 
potential
 
providers for ORS advice,
 

selection of private marketing firm to develop and 
conduct generic campaign. 



Public and private sector management;
 

more stringent licensing procedures,
 

* 
 increased surveillance of manufacturing,
 

" increased frequency of testing of ORs.
 

Training, retraining and supervision:
 

" 
 emphasize actual rehydration of children,
 

focus supervision on a fey major targets.
 

Indicators for measuring progress:
 

* 
 simplify the present reporting system,
 

" utilize the Baseline Health Status survey,
 

* monitor use of ORS packets.
 

Evaluation and research:
 

select a full-time manager for the national program,
 

select full-time provincial and district supervisors,
 

monitor performance of staff in meeting specific
 
objectives,
 

initiate operotional research studies for promotienal/
 
educational campaign.
 



IMT(ODUCT ION 

Diarrheal disease continues to be one of the major health
 
problems for Pakistan's 94 million people (estimated mid-1981 population)
and especially for the 17 million Pakistani childrett than ofless S ye;Irs
age (1). Although accurate surveillance figures for Infectious illnessea 
are not available, diarrhea and respiratory diseases (including measles)

are probably the two leading causes 
ot death in children less thian
 
years old in Pakistan (2.4). No prispective village studies of the

incidence of diarrhea are available but prevalence surveys indicate that

children less than 5 years old have 4 to 6 episodes of diarrhea per year
(4.5). The mortality rate for children less than 5 years old in Pakistan
is estimated to be about 29 per 100A) live births; however, this figure isfelt to reflect a large degree of under reporting of deaths (5). By
assuming that 40% of these deaths are caused by diarrhea, an estimated total
of 200,000 children die each year in Pakistan from this cause. 

The Impact of diarrheal disease is also indirectly reflected by

the incidence of malnutrition. 
Sixty percent of 1,260 Pakistani children
 
surveyed in 1982 had first, second, or third degree malnutrition (b) and

612 percent of 4,911 children surveyed in 1984 had first, second or third
 
degree malnutrition by the Gomez Classification (4). The rates for
second and third degree malnutrition were 2 to I tlies higher in rural
 
are4s of Sind and Baluchistan Provinces as compared 
to urban Sind or

urban or rural Punjab province (4), emphasizing the significant

differences between urban (29% 
of the population) and rural (711) 
areas
 
and between provinces.
 

To deal with these And other health problems and the relative
aldlstribution ot 
services Lo urban and rural areas, the Hinistry of

Health and Social Welfare (MOiISW) established the Basic Iealth System In

1974 to link health care in villagi communities to the government hospital

system (Tehsil, District. and Teaching ltospitals). The establishment offacilities, rural health centers (kliC's) and basic health units (01106')

is nearly completed but the Implementation of programs has moved more
 
slowly (2). 
 In 1975 an estimated li of the population received their
primary health care at government health facilities with the r.rainderreceiving care 
in about equai numbers from the indigenous medical system
(hakims and vedics) and the private medical cimmunity (2). 4ajor health
policy decisions are made by the Federal Government and implementation
is left primarily to the Provinces under the Provincial Secretary and
Director General of Health. At the District level, the District Iealth 
Officer (DHO) has, on paper, the responsibility for coordinating all ofthe health programs, distributing supplies, collecting data, and evaluatln t 
performance. 

The HUHSW instituted a Diarrheal Disease Control Program in 1982 
to combat the problem of diarrheal disease by emphasiting the use of oral
 
rehydration salts (ORSj. 
 The use of ORS actually began in Pakistan in1971 At the Civil Hospital, Karachi, and UNICEF supplies began in M1,

Realizing that more concentrated efforts were required In this a.d other 
areas of child health, the HOSWM established the Accelerated Health
Program (AHP) in 1982 comprised of 3 activities; a) diarrheal disease 
control emphasizing production and distribution of ORlS; b) an expanded 



program of imuntsation (EP); and, ) training ot traditional birthattendants (TOAs). Active progr4m implementation begtan in January 1903and viii continue (or at least 1-1/2 more years under the Sixth Five-Year
Plan (1983-1988). The Att' has emphasized the tPI component to date asindicated by the l9h)-8,4 AHP budget: LPI - 80t, OkS - 10%, TbAs - l0t.AHP impact In the EPI component is ret leted in the increaseimmunization co*arage from 
ot the annual 

to 4X ot children under 5 years old in l82and 1983, and ta 2')% of children under 2 in 1983. (Or. WitjaksonoHardjotango, WHO f.Pl Coordinator for ihe 6Government of Pakistan, personal
communicat ion.)
 

Under the A11P, the 
oral rohydration activities have been assignedto the National Institute M Hiealth (NIN, production afnd distrihtlion)
and the Health Mucttion ;etl of the 5ific Health Services Unit(educatton And promotion) and are coordinated by the Director of the N111,General 4. I. Burney. +i.e the Inception of the A11, the Kovornentsupply tor ORS pckets has IncreAsed troa 5 militom in 19hi to 11 milliol(proposed) i I9 4 and tihe developewnt .t mwdia progaa anl trainingsAterilsl has begnn. Doupite the eftorts ot the AIl'. O+AS i used in onlyabout 1i ot eitiwdeS of dItarhe.i (1, 4.) And IV therapy, antidiarrhealagents, 404 ant ibotie remaI" the rornersitone o tretsnt ir not
goveraseit hotipi tak ( person .1 observation).
 

Tht- organitati on ot 
 thih report correspo+nd* t the Supe of workpresented to tw -1144o4ttng tem. We vere asked to revlew co tonentsof the pre~eiit 9KT proe'r a 4nd h4aed on that data, to develop plan.
Sttr tegie 4 fm r od*14t14 Consrit"01 actilvi ties. 
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I. ALUATION OF CURENT ORT Ac iVITIES: 

I. 	 TI constraints preventing OIS use.
 

2. 
 The actions required to achieve widespread use.
 

3. 	 The private sector potential.
 

4. 	 Distribution and marketing.
 

5. 
 Assessment of production and distribution capacity.
 

6. 	 The effectiveness of the current disease surveillance
 
system.
 

II. 
 Develop 	realistic implementation plans. strategies and recommendations
 

tor;
 

I. 	 A mass oedla campaign.
 

2. 
 Public sector management of ORS production (including

planning, logistics, phormaceuticals, and evaluation).
 

3. 	 Training and Supervision.
 

4. 	 Indicators for measuring progress.
 

5. 	 Evaluation and Research.
 

I.I. 	 COHSTRxINs P'REVENTING ORS USE
 

The major constraints preventing ORS 
 use st present appear to be
a) lack of full-time management of the 01S campaign, b) limited promotional
and public education activities, and c) inadequate surveillance.
 

1,1.1. 	 Constraints
 

Lack of a full-tim manager
 

To date, no full-time manager has been named to coordinate and
Implement the national ORT program activities. In addition, no full-time
supervisory and managerial staff have been assigned at the provincial,
divisional, or district level. 
 Decisions regarding ORT are sade by
General Burney, the director of the National [nstitute of Health, vLth
assistance from a national ORt comilttee comprised of 
representatives
from pediatric teaching hospitals, the Ministry of Health and several
donor agencies Including WHO, UNICEF, and USAID. 
Day-to-day implementation
of ORi 	 program activities has been assigned to staff 	already responsible
for other major tasks such as EPI coordination or supervision of allaspects of provincial or district public health 	programs. 



1.1.2 Lack of ilnformation for Users
 

Except in isolated instances where effective education and
information programs exist within health care units, especially IL 
urban
hospitals, the primary target population (women with children less than 5
years) is 
unaware of the benefits cf ORS. 
Existing health care facilities
serve only a small percentage of the population, by some estimates as low
as 17 percent (2). 
 The rural population is particularly disadvantaged in
receiving modern medical 
care and Inforaation.
 

Public education programs that have been Implemented under the
AH? generally serve the urban and educated populations who have access
the print media and 
to
 

a wider range of health care 
through government and
private facilities. 
Media campaigns for ORS, especially television and
radio messages, have been initiated but have not 
yet created the demand
for OkS on the part of 
the general ptuilic. The lack of information by the
general public, particularly the more isolated rural poor, 
is the single
most significant constraint preventing ORS use.
 

A recent 
survey by the PPHC Project indicates that 
.o more than
40% of 
the women had heard of ORS and only 102 were actually treating
diarrhea with some formulation of OkS (5). 
 With very low literacy rates
among rural women, information about OS is comunicated in face-to-face
situations at the RhCs, BRIUs, 
and through Community Health Workers.
 

1.1.1 lnsuficientSupport from the Medical Profession
 

There are many strung advocates of ORS among the medical
profession. 
 Several have been instrumental 
in gaining support for OKS as
a health strategy in Pakistan. 
Some have established significant ORS
programr within their own health care facilities and have trained others to
make use 
of OtiS. fevertheless, the orientation and training of medical
officers has at 
this point not been sufficient 
to ensure their support
fra mass campaign for OiS. The Regional Training Center for Diarrheal
Diseases Control (WHO) established in 1979 at 
Children's Division of
dward Medical College and Mayo Hospital in Lahore trains a limited 
King
 

number of doctors in its programs. One, of 
two training facilities for
medical officers, it has trained 600 doctors up to the present time.
This is only a small proportion of 
the number of doctors who work In
government facilities and does not 
take into account the growing number
of doctors in private practice throughout the country.
 

Doctors continue to prescribe antidiarrheal drugs and antibiotics
for routine diarrhea but these drugs have not 
been shown to be of benefit,
4ven doctors oriented to OWS frequently give drugs along with OKS, stating
that patients demand it. 

1.1.4 inadequate Access to Users by Paramedics 

outreach activities are especially difficult for female paramedics
to carry out. The Intended structure for this Input was the training of
female Medical Technicians (hT) 
who would work with mothers at the RIICS
and bHUs and would, as well, train Community Health Worker* within the
villages. Although In 
some cases 
 this ho. happened, there remain 



difficult problems In rectuiting female MTs. 
Those who have been Included
in the program have difficulty in tr4veling to villages to contact their

female Community Health Workers.
 

These constraints limit the effectiveness of female paramedics
since potential user/pattents do not 
have ready access to their services.
 

1.1.5 Low usage of go-ernment health facilities
 

The low percentage of people who make use of 
the government health
facilities is the result of 
a number of factor6. 
 Some of these problems
are being addressed by UNICEF, the AHC program, and the AID PPIIC project.
 

In 
a survey of families in the PPHC project, two reasons given
for not going to the RIICs and BH5Uo reflect problems that are not likely
to change quickly. One was the distance from the health units and the
inconvenience of getting there. 
 The other was the cost of getting to the
centers. In personal discussion with a very few villagers, the cost of
medicine was also cited as one reason for not going to doctors in general.
 

Even though health care at government facilities is free, the
incidental costs and the Inconvenience still remain problems.
 

1.1.6 Limited Experience In Health Education
 

The Sixth Five-Year Plan incorporates health education as an
essenttal element of health services. 
Currently the cadre of health
educators is being expanded at the Division and District levels. 
Out of
the 25 professional health educators now employed, only six have a
professional degree or diploma in health education (8).
 

Under the current scheme, health educators are being a4ked to
perform services which for many are beyond their training, experience,
and interest. Specifically, they are 
being asked to be media specialists
before they have become educators. Making effective use of media such as
potters, pamphlets, newspaper advertisements, and radio messages requires
a mass audience cat# best learn new information and skills, change attitudes
 
and behavioi.
 

An in-service training cnurse organized in collaboration with
UNICEF was held In early 1984. 
 A number of other activities, including
developsarnt of audio visual a'd mass media materials in support of ORS,
are adding to the ability of health educators to develop and conduct
publt,, education programs. 
The Canadian International Development Agency
(CIDA) Is planning to add an advisor in health education by October 1984,
but this individual will focus on EPI and long-term improvements in the
 
health education system.
 

ORS presents a special challenge to the new health education
units due to the importance of home diagnosis, mixing, administration and
monitoring which is required. This coupled with the urgency of increasedcorrect usage argues against the existing system capacity to fulfill 
thee needs alone, 
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At the present time, the health education system is poorly equipped

to carry out a mass promotion campaign for OR. 
 A program designed to

educate the widest possible audience within the short time available
 
requires a comprehensive and integrated chainel strategy tailored to the
 
needs of the Pakistan rural population. There is little indication
 
that provincial, division and district health education unit; can conduct
 
such a campaign without additional assistance.
 

1.1.7 	 Widespread use of antid..rrheal agents and antibiotics to treat
 
diarrhea
 

The veil-established treatwents for diarrhea in Pakistan include
 
suspensions containing kaolin and pectin which are readily available as

home remedies, mixtures or tablets containing sulphonamides, antibiotics
 
and anti-parasitic agents and antispasmodics which have been shown to be
 
ineffective in common diarrheal disease. 
 These are widely prescribed by

physicians, probably widely recommended by pharmacists 
 and other vendors
 
of drugs and frequently velf-prescribed by laymen. 
 Prices of such remedies
 
are generally in the range of 8 to 12 rupees and so are more attractive 
saleu propositions to the vendor than a packet of ORS costing 3 rupees or
 
less.
 

The Population of Pakistan is estimated to be 94 million (1983)

including almost 17 million children les 
than 5 years old (1). The
 
average Pakistani child has 4 to 6 episode% of diarrhea per year (2, 3)

and 2 of these episodes may be serious. 
Assuming I -literof OKS per

serious episode for thildren less than I year old (Table 1.1.8) and 2
 
liters of O1iS tor children I tu 
4 years old, the total volume of OtS
 
needed annually would be;
 

< I yr : ).4 million x 2 episodes x I liter ­
6.8 million itters
 

1-4 yr : i3.b million x 2 episodes x 2 liters ­
54.5 million liters 

Total .. 61.3 million liters 

to achieve tihe National Diarrheal Disease Control Program objective

of reducing mortality due to diarrhea by at least 35%, then 502 of children
 
less than 5 years old with diarrhea vould need to receive effective
 
treatment. 
 Fifty percent coverage of this population would require
packets equivalent to 30 million liters initially. 

1t1.9 	 __ality
of 0S Produced
 

Some governwet health officials, eoctors, ar4 druaggists inttrvteved 
by us have received complaints about de -,I orstion of ORS packet contents.
This deerticration has been manifested dis .oloratiorby and 'caking.'
Although these changes may not Indicate aigni(xest alte.ation in t,s
effectiveness, the consumer may love confidence In productthe and decline 
to use it. 



The quality control measures of the pharmaceutical companies

vary. 
The federal government is monitoring the quality of OKS packets by

testing selected batches for composition and purity at the National

Institute of Health, inspecting manufacturing operations and by requiring
information on composittion aid production processes prior to awarding
 
licenses.
 

1.1.10 Lack ot involvement of traditional healers in the OTJ"
rram
 

Since as many as b51 of 
Pakistanis use traditional medicin ct
 
some time (3), involvement of the traditional healero could greatly
increase the coverage of 
the UIJT program. The government'* current

efforts in this field are limited to training traditional birth attendants
 
(TAs) as part of the AilP; 
a portion of their training includes instruction
 
on OR$.
 

1.1.11 ineffective epiemiologic surveillance system 

The current epidemiologic surveillance system cannot provide

meaningful data about the Incidence of diarrheal disease, the use of OkS
 per episode, or the outcome of treatment. The system does not 
provide

data on seasonalitty of disease or 
occurrncc of epidemics, information

essential 
to decisions about distribution of ORS (see Section t). 

1.1.12 
 Lack of standard Instructions on O(fT mixing and administration
 

At the present Lime, two ditfferent packet sites of ORS exist i1
Pakistan. 
 The federal government is producing 1/2 liter packets at the
NI1 while the pharmaceutical companies which the government licences are

producing mainly I liter packets. 
 The message about the volume of home­made solutions is presently being given in term 
of liters or seers (about
I liter). As of yet. no vide-scale studies have been done to determine
whether consumers are more likely to use 
or prefer the liter or seer (or

pao. 1/4 seer) measurement and whether they can accurately measure that 
volume. 

So educational program is 
now in place to Instruct wthers on hw

much volume of( OkS to give, how to Administer ORS during vomiting, or how
to determine when a child requires medical attention. Efforts to encourage

feeding during a diarrheal episode art just beginning,
 

1.2 ACTIUNS 
 _jk8D T ACHILVE WlIESP&AD USLE
 

Perhaps the team's most dramatic finding was the widespread
availability of packets - estimated at 
some 25 to 30J million (5 million
Iil liter in the public sector and some 20 to 2 
million liter packets in
the private 4ectot) i Pakistan in 19#4. 
 This coupled with the kestinghuse
findtng that only 1I 
 Of women were using ORS makes a strong Case that 4videspread promotion tiof eitingtlS supplies could improve coverages
dramat,eai ly.
 

ProWtion alone i not eanough. Users must believe O*S W0rk4,know how to mix it correctly, learn how much to give, and then mntor 
their child's progress to ensure the m4tcation is working. 



1.2.1 User iLemand
 

th development Of a strategy for creatit# user demand for ORS is
A sor comple.% problem than an EPI coptgn for ,tample. Although PI'is
 
a difficult administrative undertakifg, the patiett role is simply 
 to be 
available and willing, the Individual patient onc innoculated I protected

for all time and the result* of the program ate meeurable with respect
 
to the numbers ot children protect#.d.
 

lnreabing the use of O$ is educationall* much more difficult.
 
Although diarrhea bouts may be common 
 and frequent, especially in diarrhea
 
season#, part of the e4uoation s-apAlgn must be carried out 
in the absence
 
of specific istance, of diarrhea. In some cases OGR is simply a plan of
 
action. hhile direct face-to-face edution may 
4cur during an episode,
 
this is rare.
 

Cxperiteece 
in Latir. America and Africa bhvo- conclusively that a
 
comprehensive mass eduratlnn campaign, with specsI4 emphasis on the
 
unserved rural population, can dramttically Incr isse demand. Such
 
campaigns can also help teach 
new skills such as .ixing, administration.
 
and monitoring.
 

This to uot to say that, the ongoing face-to-face programs should
 
be discontinutd. Direct Interactiot betveen user and health care provider

Is essential in britniIng about lasttig behavioral changes on the part of 
the user. but at present these programs are veaching too fewcchildren
 
suffering and dying from diarrhea, The ralte of a multilmdia campaign is
 
to complement an rapidly oxpand 
 their eflectiveness. 

1.1.2 Health f.ucators 

it the helth Wnrators are to becow. effective resomrces for the
 
Improvemnt of 6ealth s ivices in 
 Prkictan, they will require additional
 
education ad training. A 00enersl strategy for the professionaizIation
of the health JkduCatur. is beyond the scope A these observations, but ve 
strongly urge that a rompreheniive plan for the recruitment and training
of health educator* be developed and that adequate resources for their 
Oupport be budgeted.
 

Tt. lommdiatt problem to to rxpao# coverage rapidly. To accomplish

this gmil it may be recessary to auppleoeot existing health education 
staff vith ssistance trtm a highly experienced Pakistani adveftiuing/MArketing
 
agency. The &ency'. role vwuld be to Sulde and advise the health 
director, helping to Ipan a comprehensive campaign, ptepare and tet
 
materials, And plaCe Odia. The wost of such assistance i fully Justified 
hy tle dlfltulty and urgency of the problem. 

topatrtate iu%tar4ge shfd1t,,4 N Iited to I* Ifp/e assistance, 
focu*d , direct exPerienci with titi prfemtln thrtlgh tOW mdia. Other 

Oart term 4%*itakW.P i Parkit and Mfdten1e researth IsI*ailabie now in 
PakI ita. 
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1.2.3 Medical Officers 

The support of the medical p.rafeastoo 1* ciritial -atbc "of any public education campaign. 
 It must not appear that the public
education campaign is circumventing the profession in going directly to
the public in encouraging the use of ORS packets or in the preparation of a hore-made solution. 

Probably the most etective medium fur training doctorls is theface-to-face training programs typtied by the kegtanal Center for Disease
Control In Lahore, The combination of a solid scientific basis for ORTalong with the hands-on experience of working with chilJren autteringfrom dehydration is the most convincing argument for its own use. Wewould strongly urge continued government support for the Kegional TrainingCenter for Disease Control as a model. 

Other approaches may be necessary for private physicians who are
not associated with governme;t health facilities. Use ut toe traditionalprofessional news letters and journals and association meetings would be
the most economical and probably the beat approach. 
 l-is tihould not beleft completely to chance, however. 
 There should be a strategy developed
to reach the private physicians, nov abaut 12 percent of 
the total, through
such professional 
 rg~jns and a campaign to meet 
these educational objectives
should be mounted by the tfealth Education Division. 
Only the most credible
physicians should be used as spokespersons with this group.
 

1.2.4 
 Paramedical Professionals
 

In general, 
the system of paramedical professionals, particularly
the MfT and the Comimunity Health Workers, would seem to
opportunity for direct and practical education of 
otter optimum
 

parents or other family
members who attend the child with diarrhea. In practice, however, the
lack of trained MTS and the inability of female HT9 to 
participate fullyIn the infrastructure if a serious handicap in the diffusion ot inforu a.on
 
about ORS.
 

In speaking with 14T% in the limited numbec of KhiCs and litlls wevisited, the knowledge and practices conveyed by them appeared to begenerally -soeqate. Certainly some form of tollow-up would be useful todetermine where gaps in their training have occurred and to revise what
they have misunderstood or forgotten. 
The system seems to be working, to
the extent that 
we could observe, tn terms of their training and knowledge.
It does not seem to be vorking with respect to outreach to the village
level. Few of the KUs actually get out into the village,. CommunityHealth Workers. who are volunteers and most often employed in otherduring the day, jobsoust travel to the health facilities in order tj speak to 
t Oe HT. 

It thie paramedics are t-4) bovome cdfective trainers in ORT for therural population, they lust have regular and ongoing access to the usersof ORS. They cannot sit in isolation at the kHCs and ilUs waiting torthe patients to 'ome to them. As Indicated earlier, for a variety ofreasons fow go to one of the health facilities. I eaving diagnosis andtreatment In the hands of the OtWs leaves open the largest risk of 
error
since they are the least trained link in the health rare chat+,, Other 



patterns for the training ad use of temale HTs in particular need to be
 
developed. One pattern which might be experi-ented with In conjunction
 
..ith thv AMKT caaign -coud be 
tho deaelo&nt of self-Instructional
 
modules to be taught 
on the Open University pattern. A combination of
 
print and audio cassettes might provide the basic instruction and a
 
correspondence component could a ,re 
 mastery of the information. 

1.2.5 Iome-Prepared Solutions
 

T), use of A home-prepared solution would serve to augment other
 
strategies for widespread use o 
UkS. The preparation of such solutions
 
is currently being taught in many health facilities. They seem to serve
 
two major purposes. First, they provide emergency treatment In the home
 
until the family is able to travel to a health care unit. 
 Second, they
 
may provide treatment for those familieb who cannot 
or will not attend the
 
health facilities. In the latter cabe, it,is unlikely that such people

have access to information about the home-made solution unless there is 
an active CQ( in the village. For this reason. a public education campaign
should continue to provide intormation on the preparation and administration
 
of a home-made solution. Greater emphasis should be placed on a
 
standardized formula and unttorm measurements that 
are easily taught
 
through the mass media.
 

1.1 PRIVA'.. SLCTok POTENTIAL
 

To assess private sector potential, the OP.S production consultant
 
had discussions vith directors of L0 pharmaceutical manufacturing companies
 
in Karachi and Lahore and 
visited the production facilities of 7 of these
 
companies. The comments that 
are made on individual companies represent
 
the consultant's 
Impression arising from discussion and observations. Whilst
 
some searching questions were 
posed and some production ptlcesses and
 
records were observed, the production units were not subjected to a 
true
 
Inspection such -s only the government pharmaceutical inlr -ctorate may 
carry out. 
 Thus the cormnts are otfered confidentially tor the guidance 
of the health a ithtritty. 

A c-,mzentary on eii rrent and p'.Aimed activities in the ORS field 
by Individual >ozpanies tollovs: 

I C.)b,a-,i , rah 

Curro.ntly Clba-(;eigy does not manufacture ORS in Pakistan, nor 
does It have the required space to introduce manufacture of this product 
during the next I to I years. It has applied for licenses to import two 
products, (i) ORS packets and (it) ORS elfervescent tablets. The first 
Application %aa not approved but a further application for these two 
products (* being it,bi teA. 

1.1.2 Lanorc themical and Pharmaceutical Wors Ltd, lhure 

L0APw is one of the larger and more advanced of the local companies.
[he impression Iq of very %i rong m4nat;ement, a keen awareness of the 
problems and a 1igorous poll :y of production. The company was already 
producing Sachets to meet an order for x illton x I liter packo for the 



Kinistry of Health. A further order for 10 million was expected subject
*.prompt delivery of the first order. Prodi¢cton had js been transferred 

to new premises which could be kept open to permit 3 working shifts. 
Production was large scale - a mixer of capacity 500 kg was employed. A 
packet filling machine was operating at about 50O0 packets per hour. Two 
further packing machines were on order. 

1.3.3 Vakma Phara, -Lahore
 

This company is small to medium by Pakistani standards. It has
 
been producing oral rehydration salts since 1979 and was the first company
 
in the ORS field in Pakistan. Output has risen from about 100,000 in
 
1979 to 2.5 mill.on x I liter packets in 19K). The anticipated production
 
is 5 million x i liter packets in 1984. 

The problem of product stability has been addressed previously by
 
packing the inorganic components in one polythene packet and the glucose
 
separately in another. both packets were packed together in an outer paper

envelope bearing the directions for use and dosage. Now, this twin-pack
 
is not considered necessary due to improved control of humidity In the
 
packaging operation and to the use of anhydrous dextrose which was not
 
formerly available in Pakistan. Packaging is being improved.
 

Appreciation of the code of good manufacturing practices did not
 
appear to be a strong point. The manufacturing operation was dustier
 
than need be. There was no evidence of records ot manufacturing operations,
 
quality control, or product output.
 

1.3.4 Star Laboratories Ltd. Lahore
 

This is a small to medium sized company by Pakistan standards
 
which had the government contract for ORS production in 1903. both I
 
liter and 1/2 liter packets are produced but the demand is mainly for the
 
tormer. Currently, 3 packet filling machines are producing I liter packs
 
and one machine is producing 1/2 liter packs.
 

1.3.5 Geofman Pharmaceuticals, Karachi
 

This is one of the larger local pharmaceutical manufacturers.
 
Currently there is no manufacture of oral rehydration salts but plans to
 
start ORS production in June 1984. Capacity will be 30,000 in a 6-hour
 
day. This production iu intended for private sector consumption. A
 
dehumidified room was being prepared.
 

1.3.6 Iamdard Foundation (Wagf), Karachi 

this non-profit company (Watq) specialt es in the manufacture of
 
herbal remedies and has strong religious motivation, No URS is produced
 
currently and the earliest production start-up would be 18 months.
 

1.4 DISTRI8UTION IN THE PRIVATL AND PUBIL.IC SECTOk
 

The general pattern of dlstributioi of drugs in the private sector 
is through independant wholeialers. Thus, one international company had 
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contracts with 24 wholesalers throughout the country. A major toral
 
company-listed -1-Mciatin which wholesalers has been appoihted.
 
Manufacture is mainly in Lahore and Karachi. Distribution appears to be
 
nation-wide rather than regional.
 

Oral rehydration satts are widely available irou numerous retail
 
drug utores in the cities and in the villages visited by the team (Table
 
1.4). Supplies may be delivered by the wholesaler to the retailer in the 
cities but retailers located far from the cities may have to collect
 
their own supplies.
 

Oral rehydration salts along with other drugs are distributed
 
from provincial depots in Questa, Peshawar, Karachi and 
 Lahore. Supplies
 
depots obtain supplies from (1) IH Islamabad, (ii) UNICEF, (iII) local
 
manufacturers. (UNICEF has provided I million sachet ; 
 during 1983-84.)
 

ORS and drugs are distributed from these depots to hospitals, District
 
Health Officers, armed forces bases via depot vehicles. Smaller units such as
 
rural health centers obtain their supplies from DOlOs, generally making their
 
own arrangements for collection.
 

1.5 ASSESSM.NrT OF PRODUCTION AND DISTRIBUTION CAPACITY
 

The standard manufacturing formula referred to here is that
 
approved by WhO. The composition of the solid mixture for the preparation
 
of I liter of solution is anhydrous glucose - 20g, NaCl - 3.5g, NaHlCO 3 
-

2.5g, and KCI - 11.
 

1.5.1 Production of Oral Rehydration Salts
 

Oral rehydration salts (ORS) are generally presented as 27.5g of
 
mixed powders In a packet intended to produce I titer of solution, or as
 
11.75g of the same mixture in a packet intended to produce 1/2 liter of
 
solution. This apparently simple process presents some prob'ems to the
 
matnutacturer. Batches are typically 40kg or more. Powders aust have
 
approximately the same particle size distribution It they are to be
 
properly blended so that any individual sample of 27.5g corresponds
 
closely to the composition defined in section 1.5. Mixing conditions
 
must 
be defined and proven to yield a properly blended product. However,
 
stability of the product is 
the greatest problm facing the manufacturer. 
If the moisture content of the ingredients is not sufficiently low then 
there will be interaction between the soidut bicarbonate and glucose 
leading to discoloration and "caking" of the powder. While the theraputic 
value of the product may he virti;a .y unchanged, the Lonsumer loses 
cnftdence and the 'cake is dil:icult to dissolve. 

Thus it is iocessiry n start with dry Ingredients, minimize the 
ingrea of moisture ,uring processing and filling into packets and to use 
packets ot material thAt will effectively withstand humid conditions and 
are properly sealed. lhe following specification for (oil for packet
 

2
manutaeture is rvommended by WHO (9): Inner layer - polyethylene 50gm/ . 
middle layer - aluminum 15 u thick, and outer layer - polyester l5q/m. 



Some manufacturers have developed products in which one or more
 
of the inorganic couponents are -euapsuilated in a fiI' 
of inert Substance 
which prevents the absorption of moisture and interaction with the glucose.
A small proportion of colloidal silicon dioxide (ca 0.021) may be added
 
to improve the tree tlowing properties of the powder thus making filling

into ijackets ea3ler. This 
 is also stated to take up residual moisture
 
hot it seems doubttul whether such a small proportion ot silicon dioxide
 
, ould have any signiiicant effect.
 

1.5.2 	 Hanufacturin Facilities ant# Projramrw at the National Health
 
Institute, Islamabad
 

The Nill 	no1 has well established facilities tor the 	production ol
 
ORS packets. It maanufactures in batches ot 41.25 kg which is equivalent

to 3000 x 1).7 S packets, each being equivalent to 112 liter of ORS
 
solution. 
There vere problems In the ,early nntha of production with
 
both the mixing and tilling procenesi. It seems that these have now been
 
overcome. Another mixer ai a second packet filling and sealing 
machine
 
have been obtained.
 

Current Capaclty orn single shitt operation is stated to be 24,0i,(U

packets pev day 
 using 2 tilling machines. This appears to be a very
 
cautious estimate. It r4-rresponds to an installed 
capacity Of alost b
 
million packets Per yevAc
 

Plans Which have been Made to introduce double working shifts
 
have been used as 
the basis for the cost estimation shown in detail In
 
Annex 2.
 

It was ehtiate4 that the cost of sachets would t*: 

1U2 liter packet I liter packet
 

Ingredient Coft Rs J. 193 ks ',.87 

FoilI Gost 0. 281| 	 0.382 

Processing cost inclu­
ding all overhead o.-o.084
 

Ks Q.54b i~s o.653
 

Acto+il production during the first four months of 1984 was 70O,0tW. 
Currently t,12 lier packs are produced at 1.1 Ttie machine has the 
capacity to product! I liter packs its veil as 1/2 liter packets. 
Mdtlonally, 'dli prodttces a hospital pack (polfthene bag) equivalent to 
9 liters. 

1.5.1 	 Manuicturing Facilities and Projram n the Private Sector 

The data presented here was obtained through: 

reference to records of licensing held by the Drug Control 
Aut hori ty 
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discussions with management of 10 ccmpanles 

visits to 7 manufacturing units.
 

Due to limitations of time it was not 
possible to meet the
 
management of two companies actually producing ORS, 
i.e. Pharmedic and
 
Sona. 

I'igures for actual production 1983-84 are those quoted by

managements. 
Figures 4or 1984-85 are again as quoted by managements and
 
are the sums of q-antitites actually produced plus planned/expected

production in the year ending 30 September 1984, i.e., by the end of the
 
current diarrhea season.
 

Installed capacity has been estimated by the pharmaceutical

production consultant 
on the basis of equipment seen to be physically in
 
place and operational. In all cases the limiting factor has been assumed
to be the capacity of the packet fillingisealing machine. In all cases
 
the speed of the machine used for the estimation has been the lower end
 
of the range, or the actual rate that has been attained in practice.
 

It has also been assumed for the purpose of this calculation that
 
machines would operate (single shift) 6 hours per day for 240 days per
 
year.
 

The concept "installed capacity' is a valuable basis for comparison

of units. 
It Is not to be inferred that production units will necessarily

achieve their installed capacity as output will vary according to seasonal
 
demand. Indeed, manufacturers may well be pleased to achieve 70% of installed
 
capacity on single shift working. However, it should also be borne in

mind that with seasonal 2 or 3 shift working, output may greatly exceed
 
installed (single shift) 
capacity.
 

ight companies are licensed by tce 41nistry of Health to produce
ORS. One coapany has an application to manufacture under consideration. 
Anot,,er company has an application to import under consideration. Five 
companies are actually manufacturing now (Hay 1984). One company plans
to start msanufaetiring In June. four companies are using the AO­
recommended formula and one is using a different formula. (See Table
 
5.1)
 

A further four companies have expressed an interest in manufacturing
ORS but have not made application for a license. One company after 
carrying out product development studies for two years has decided not to 
enter this field because of the problems of stability. 

The data on 
It)companies licensed to produce ORS or with applications

penJing Is sumarized in Table '. 



. ,,4 .Pack Size 

It has been the policy of the government to encourage the use of
the 1/2 liter pack on the grounds that I liter of solution will often not
be consumed within 24 hours and thus become contaminated under unhygienic

conditions of use. 

However, by far the majority of packets available in Pakistan are

the I liter size. These are obtained from UNICEF and local manufacturers.
 

The costs of manufacture of the two sizes of 
packet have been
estimated on the basis of data supplied by SIR. 
These studies show that.
 
the cost of the 1/2 liter packet is Rs 0.5 and the I liter packet is is
0.8 respectively - a difference of only Rs 0.1 per packet. Stated in
another way, 2 x 1/2 liter packs cost 28Z more than I x I liter pack.
 

Reference to Table 1.1.8 reveals that 
even a 6 month old child
with mild diarrhea needs I liter of solution in 
one day. Thus it seems

that in the vast majority of cises I liter of solution will be consumed
 
in well under 24 nourb. 
The strong grounds for standardization of a

single pack size are given in Section 11.l of this report. 
 The economic
 
evidence shows the clear advantage of the I liter pack size.
 

1.6 THE EFFECTIVENESS OF THE CURRENT DISEASE SURVEILLANCE SYSTEM
 

The epidemiologic surveillance system outlined in the Pakistan

National Control of Diarrheal Disease: (COD) Program document unfortunately

is not functioning at this time. The surveillance system currently in

place has several deficiencies which prevent 
it from providing meaningful

data on the number of 
cases of diarrhea seen, the number with dehydration,

the number of ORS packets utilized or the number of deaths from diarrhea,

Each provincial health official Interviewed felt that surveillance and

evaluation were two of 
the major weak links in the Oral Rehydration

Program. The major deficiencies in the surveillance system include:

a) lack of a uniform definition ot diarrhea, b) incomplete data collection
 
and recording, c) inacccurate recording and tabulation of data.

d) significant under-reporting of deaths. e) lack of 
a mechanism to

identify epidemics, and f) lack of 
feedback for data collectors,. These
 
deficiencies prevent this surveillance System from providing the information
 
required to evaluate the ORT program.
 

a. 
 Lack of a unitorm definition of diarrhea:
 

In the outdoor patient registers (OPks) which varied in
form and substance at each of the health facilities we visited, diagnoses

for loose motions included "diarrhea,' "gastroentericis" (loose motions

plus vomiting), "amebic" and "bacillary dysentary" (although no diagnostic

equipment was available at many units) and 
-fever' (if fever preceeded

the loose motions). In the Abstract Register (AR) which is the sumary

sent to the District Health Officer and then on to 
the Divisional,

Provincial and federal government statistical officer, the entries for
 
loose motions include -cholera," 'diarrhea, 
 and -amebic" and "bacillary

dysentary." Cases of "gastroenteritis' and "diarrhea with fever" are

often listed under the categories "other intestinal disorders" and 'fever"
 



in the-Ak.
 

b. lncmlete data collection and recording 

No data on episodes of diarrhea were entered In the AR at
%)"ereaching hospital and one District Hoopital ta Karachi because ol 
-lack of manpower.- No data is sent to central supervisors on a monthly
basis from any facility which we visited; only annual totals are sent.
 
The recording of illness by age is broken down Into 2 categories: less

than I years, and I I years and greater, rather than the age groupings

universally recognized (< I yr, 1-4 yr, 5-14 yr, 
15+ years). Neither data
 
on degree of dehydration nor nuab,!r of packets of 
OKS utilized per episode 
are recorded. 

Data recirding lagged also at the provincial level. The
most recent provincial AK's available tot hVFP and Punjab provinces were
1960 and 1982 respectively. Sind province recorded 112,961 visits for
 
diarrhea In 198I, 
an average of less than 10 episodes per health facility 
per year - an unrealistically low figure. 

Efforts at consolidating and strengthening the government

surveillance system have begun through the Pakistan Primary Health Care

Project (a GOP-USAIO project). Mr. Shashad Qureshi has helped design a

simplified outdoor Patient Register and Abstract Register 
and these are
 
being field tested now in Punjab Province.
 

c. Inaccurate recording and tabulation of data
 

Data recordirng and tabulation are often assigned to the
 
medical technician who receives no specific training for this task. 
A
 
review of the OPK at one basic health unit for April 
1984 revealed 64

patiernt visits for diarrhea (31), gastroenteritis (20). amebic dysentary

(5), atu bacillary dysentary (1). In the AR for that month, the totals 
were diarrhea (19), amebic dysentary (14) and bacillary dysentary(5).

These results also emphasize that the present system does not accurately

reflect the number of patients presenting with loose motions.
 

d. Stt under-reporting of deaths
 

Tbe number of deaths recorded by the present system greatly

underestiattes thO actual number of deaths from any cause because only

deaths occurring at a government facility are recorded. 
 For example,

1,195,154 patient visits for diarrhea and dysentary were recorded for

Punjab Province in 1913Z. Only 942 deaths were recorded, yielding a 
case/fatalitty ratio of 0).08, a figure far lower than the 0.6 to iZ rate
 
reported throughoot Awl., Africa, and Latin America (6). 

e. tAck of amectatism to identity epidemics 

The existing system which relies on yearly reporting has no
mechanism for identifying disease outbreaks. 
The KPI Program has elected 
to bypass the regular reporting system and has Instituted Its own forms 
and demands monthly reports. Such a vertical system ti the only methnd 
currently available to provide data which could identify epidemic* in
 



time for response to occur.
 

f. Lack of feedback for data collectors
 

Little incentive exists to report data. The concepts of
 
setting targets and assessing the efforts made to attain those targets
 
are not widely appreciated. None of the health facilities which we
 
visited has ever received a follow-up report on their efforts. None of
 
the DHO interviewed admitted to using surveillance data as the criteria
 
for dispensing supplies, allocating manpower or assessing performance.
 



1.1i MASS MEDIA EDUCATION/DEHAND CREATION 

If ORT is to realize its potential of saving up to 140,000 Pakistani
 
children each year (702 of 200,000 children at 
risk can be helped by

ORS), and reduce the impact of diarrheAl episodes on infant malnutrition,

then it must be widely available and correctly used both in the hose and
 
the health facility. Correct home use implies a range of 
new information
 
and practices which mothers, older siblings. and other child caretakers
 
must learn. These include:
 

" knowing what ORT is for 

" knowing where to get it 

believing it works and be willin; to use it
 

mixing it properly it the correct volume of water
 

* giving the correct amount
 

continuing breastfeeding and giving soft foods and other liquids
 
during diarrhea
 

a using a set of simple cues to detect if the treatment is failing. 

This suggests that unlike many other health interventions the
 
mother must become a partner with the health professional in the diagnosis

and treatment of her child. Her role is pivotal and comprehensive.
 

Presently it is clear that although some mothers in Pakistan are
 
aware 
of OKT, only a few have used it. The Baseline Health Status Survey

indicates 38.32 heard of 
it and some IO had tried it. The present health 
infrastructure seems unable to reach sufticient women to produce a reasonable
 
reduction in infant mortality due to diarrheal dehydration.
 

As outlined in the government's National Diarrheal Disease Control
 
Programme. a dual approach to ORT is envisaged. Simple sugar and salt (S/S)

solutions, mixed in the home should be advocated at 
an immediate response

to the diarrheal episode, with camplete formula packets widely available
 
for prolonged bouts or at early signs of dehydration. At this time, the
 
number of ORT packets actually available in Pakistan is impressively

high; 
indeed Pakistan may be one of the few countries in the world to
 
have widely available packets through both priv~te and public sectors.
 

It is also clear that only a few mothers know about the sugar and
 
salt formula. A number of important questions must be answered about S/S

before an effective program can be put in place.
 

Finally. there is a need to start now to address the problem of 
infant diarrhea, and to have in place by Hay 198 (the start of the
 
diarrhea season) a serious national effort directed at widespread use of
 
ORT in some form. Clearly health education will have to play i large

role if this goal is to be met. Annex 3 describes the team's findings

related to Pakistan's communication infrastructure and experience.
 



11.1.t. It is recommendeil that Pakistan adopt i twu phased strategy.

Phase I is to develop a o prehenslve heailth communlcatton program to
 
promote the widespread proper use of existlng ORT packets and 
implement a 
series of audience and market researeh programs to determine how a home­
made sugar and salt solution could be addo-d to the program in Phase II.
 
Phase I1 would then use the information devloped in Phase I to expand

Pakistan's Oral Rehydration Program to include both packets vnd S/S.

Special care should be taken tit 
two areas.
 

First, the promotion strategy developed for the iOHSW product
during Phase I should not conflict with those developed by commercil
 
products. The strategtoh need not be 
the same, indeed perhaps they

should be segmented to reiich different audiences, hut they must not be
 
outuitli, detrimentail. This will require cooperation between public and
 
pxtvatte 4ector marketing programs.
 

Secondly, Secondly, the pronotion strategy developed for Phase I

slhuld recognize that S/S solutions will be introduced during Phase II.
 
For example, positioning the SiS solution as a diarrhea "drink" while the
 
packet might be positioned as a -power tonic for diarrhea'. Obviously,

this would need to be studied and the final solution based on careful
 
audience and market research.
 

11.1.2 It is recommended that the health education progtam adopt an
aggressive marketing strategy (see Annqx 4) fur the promotion of ORT
 
during both Phase I 
 and It. Extensive experience with ORS in Latin
 
America and Africa has demonstrated that social marketing when combined
 
with widespread ORT avatlability can produce dramatic reductions in infant
 
mortality due to diarrheal dehydration. In Ionduras, Infant mortality

attributed to dehydration dropped by 40% after only one year. 
 An important

finding was the ability of this approach not only to "Inform people about
 
ORT". but to go further and ensure that 
large nabers of women actually

used 0RT correctly. For example, half In thethe women Honduras had 
actually used ORT at 
least onre to treat their children. 

1[.1.3 It is recommended that to achieve these goals GOP should contract 
a local advertising and marketing firs to assist NIH in Implementing the 
communication activities outlined In Annex 4. 
Additionally one person

year of expatriate resident assistance is suggested to assist 
It socalt
 
marketing for OIRT, plus support for operational research studies. -ampaign
 
materials and monitoring acttvities.
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11.1.4 Guidelines for ORT use in Pakistan
 

While field researc is essential to finaltze many of these
 
suggestions, the team recommends the following 
guidelines of ORT use in
 
Pakistan:
 

11.2 It Is recommended that the folloiing guidelines be employed.
 

A. 	 IN THE iHME
 

fixing
 

Volume 	 - I ltir standardized across public And 
private sector packets, as well as future sugar and 
salt recipes (See Table 1.!.8.). Research to determine 
local litre measure. 

Use cleanest water available, do not require using
 
boiled water.
 

* 	 Make solution fresh each day.
 

Administration 

One glass of solution for every stool, given slowly 
with a spoon. 

monitoring 

* 	 After two days or I0 glasses, if a child has not 
Improved, seek help at facility. 

Feedin 

Give 	water and other liquid.
 

* Continue breastfeeding.
 

* 
 Give 	soft foods (need to identify specific starch
 
foods).
 

Forms 	 of ORT Available 

Packets distributed by GOP through all health facilities
 
or sol coaercially and used at facilities and in the
 
home.
 

Sugar and Salt promoted as 4 h~-Stix tonic or "food 
for strength" during diarrhea.
 

Additional study on mothers' beliefs and practices for tresting
diarrhea needs to be 	carried out. Although so, studies have been initiated,
 



more specific information relating to attitudes and practices in the home

is necessary to support 
an effective public eduzdtios campaign. (See AnneK 5.) 

h. 	 IN TiE HEALTH FACILITY
 

Volume 	­ 9 liter bulk packs are being produced and 

could be made up daily to give out at health outposts. 

Use drinking water.
 

Hake 	solution tresh each day.
 

Admi, 	 istrat ion 

* Give volume required to replace dehydration deficit.
 

Then match fluid intake with ongoing losses.
 

Use thirst as best indicator for ongoing Iluid
 
requirements.
 

Use IV 	only for patlients in shock or lOZ dehydrated.
 

* 	 Follow degree of dehydration, purging rate, and volume 
of emests. 

Monitor urine output and specific gr vity. 

Fed!1n
 

" Identical to guidelines in the home (Section A).
 

1.2. 	 'Public Sector Management
 

The licensing of medicines is 
a long established function of the
 
Pakistan Federal Government. Currently there is 
 no federal Inspectorate.

Inspection is carried out by provincial inspectors who concern themselves
 
mainly vith retail drug outlets. There are plans to establish a federal
 
inspectorate In oid-1984. Assistance is being sought from WHO for training

In the Inspection of the pharmaceutical industry.
 

Drug testing is undertaken by the Drug Control Authority in the
laboratory of N]IR and in the HOHSW Central Laboratory in Karachi. 
Additionai testing facilities include the provincial laboratory in Lahore, 
a new provincial laboratory In Ouetta. There are also plans to establish a
 
provincial laboratory In Pehavear towards the end of 
198.
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It is recommended that: 

the government license only t irs tistng tthe Wilt)
composi t ion 

pockaging includ& illwntrattons on preparation aid 
use of OiS 

the government requirv standardization of the quality 
tf the active Lijgredfents 

the government review all license$ tor the manufacture
of *4 vith special reference to labeling and dosage 
instruction
 

the government give priority to the establishment of a 
lederal Drug Inspectorate a.d seek W1l0 assistance In 
training in the inspection of pharmaceutical oanufacture 

the government prepare a program at sampling 010 to 
ensure that samples of all brands from different parts
of the country are examined at various periods after
 
manufacture.
 

11.3. Tr&.nIinAg Suprvison 

11.3.1. ?fuch of the tr4aining and supervision Infrastructure is already inplace. 
 The major con ern would be that this training continue and that

follow-up supervision and re-training be seen as an important part of the
health care program. One round of training does not issure behavioral 
changes on the part of health care professionals. Unsupervised implementation
is also risky. 

The plan of operation for training outined In the National
 
Programme for the Control of 
 ilrrhe4 Dtoetase in Pakistan seems an 
appropriate approach to reach health care providers. 
Time spent Inobserving training materials and programs 1as much too brief to providemore than a superficial evaluation of the various training programs. 

It is recommended that a systematic evaluation of training proram
be carried out. measuring exict skills of the trainees. 

It is recommended that continued financial support be given tothe Hayoiospital Program In Lahore and that similar activities be created
In Peshavar and Karachi. The medical officers program at the tedical 
Training Center for Diarrheal Disease Control provides a combination of
lectures, practice and demonstration on oRT in a children's ward of the 
37spital. This facility provides participants in the training program
opportunity to receive practical, hands-on experience In the treatment of
diarrhea patients. Continued financlal support of this faeility is highly
recommended. 

At the School of Public fnatlth Nursing in Peshawar, MT*, LOV%,
and TA m receive academic and practical training it OtS at the school. 



KT9. for exam~ple, %pend one~month durtng the diArrhea season Working at
 
the, Chiidru ) t lf Mi-eat 3hospital)where diarrheal
(lftett.-ut 
patients are reterred. They participate in the preparation and administration 
of ORb and often train nthers on aione-to-one bauts. Sow, group
Instruction of mothers waitln#; with their children is crrted out by
doctors and Ws. Continued s'upport of this pattern of training, I highly
 
rec'mjnded.
 

It is r.ecoarwnded tba.t it, -utir -tsloIn eouide he deve lope'. anld 
mule man datory In dival oI I g,,. The % vtral Institutions notd teAchiig

OHS Could Weet to vstatlfih a ,t-AtdarJ guide, or, at least, minlial
 
standards tor t.achtnz OS.
 

It is recommended that a journtl be published tice yearly on
 
local researdh, advice, notes, *tc. on Diarrhea Disease Control in
 
Pakistan, thus providtng a oedldm totr profesionals to dtscuts the program
 
and creating a tig:hly visitle and prestigious forum for diarrhea.
 

It is ri-c__wnded that to gen.rai, t raining should nc l'ide the
 
t o Ilo)n g!
 

(,rater emhasts on practical, hands-on esp rience. 
-ess st-e of lecturer as a means of instructing. 

Greater use of ctopetency based instruction and 
vertfiahie outcomes. iateriais to support Instruction 
should discourage Instructors from doing all the 
tAlklng and all the demonstrations or practice. 

f)utcoMe Should he measurable skills whiCh can th'Lj be 
taught t) others. 

,and. sense of.n 

Aoneint in 

It Is re aw'ned..thatt tra#41i t unat healers, the Yaout widesprvad
being the haklis, should he /sluded In the OAKS camaign, #lkitu could 
be recrtoited, givein sevwral hotrs Instruction In ORS sixing and administration 
as well at the sya si-tlaq , and itentitied on radio as a source of advice. 
Whether haktas ire gt Wi packets to distribute need* further Study. 

It I estimated that 'Z 't the populatton has use.| the services
 
f traditional prctit toers at itte' tI A, i. 
 iT'yIng these pract it ioner 

into the ntwork ol village elth ,-arv tl4 itse t)w overage (it
the OR$ pubi11 education campaigrn. 

An addit,ironal oatgory 44' tWcalth worker may neod alternative 
trvining strategies. Fevmal 'fs tid It diffIcult to trab1 and to carry
out their training f ntiorz at the village level. The se Alt cortespondene 
education might het on the tra~i~tng sIde,.'Perhaps an ogte4llatin like 
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the Adult basic Education Society in Gujranwala could help in the
developme t (i a Course. . ... .. . .... . ... ... . .. .. . .. . . 

The outreach tuncLtons ot the female KTs are more difficult to
 
solve. Certainly adequate transportation is the first requirement.
 
Greater mobility of either the HT or the village user is oi primary
 
importance.
 

It is recommended that a number of short-term training or
 
orientation seminars be held tor specific groups who could lend
 
support to the OKS campaign. These might be evening seminars of two or
 
three hours in length, stressing the benefits of ORS, its availability

and the current campaign undervay. The following, among others, would
 
would be targeted:
 

Radio and television personnel.
 

Pharmacists.
 

Journal t sts. 

Religious leaders. 

Educators.
 

Community opinion.
 

11.3.2. Clear models for supervision were not observed. Supervision,

follow-up and re-training age lacking. Only in Chawinda did we actually
 
see an HT tutor from the training center in Stalkot acting as a supervisor.
 

Itis recommended that more careful supervision of the paramedics
 
be provided.
 

11.4. INDICATORS FOR MEASURING PROGRESS AND INPUT
 

The indicators to be monitored to assess the performance of the
 
National ORT Program include: 
 1) the mortality and morbidity (hospitalizations)

ftom diarrhea; 2) the use of UhfT; 3) the production and sales of ORS; 4) the use
 
of IV therapy for diarrhea; 5) the acceptance of ORS by the population;
 
and, 6) the number of health care providers receiving URS training. 

11.4.1. Child mortality and orbidity from diarrhea
 

As stated in the Pakistani National CDO Program document, the
 
primary objective of the national ORT program is to reduce child mortality

from diarrhea. Since the present government surveillance system greatly

under-reports deaths and episodes of diarrhea, the ORT program will need
 
to obtain data on mortality from another source. The Baseline Health 
Status Survey (5) recently carried out can provide this data and the 
survey vill be repeated in 1986 so that progress can be assessed on a 
number of issues related to the ORT Program including age-specific prevalence 
rates; deaths from diarrhea; awareness of ORT and knowledge of preparation; 
and utilization of government services.
 



.Data
on zarhtdity -an4 mortality -fro diarrhea can also be btained 
through a restructured and simplified government surveillance system. A
revised OPR and AR are currently being field tested in Pun)ab and Sind 
provinc.s and it successful, may be iised national ly. 

While 	data.t on hotipitalized patients including use of 
tn oral
 
rehydratiorn center, admisision rates 
for diarrhea by age, degree of dehydration,
 
use of OR$, use of IV therapy for diarrhea, and outcome should be obtained
 
from all hospitals, initially a few sentinel 
hospitals should be selected
 
to provide this data. 
 Forms to collect this data have not yet been 
produced. 
 Hfonthly reporting will provide useful intormation on treatment
 
of 
the most severe cases of diarrhea. 
One such center should be selected
 
in each province on the basis of 
size of the pediatric population treated,
 
current knowledge and use of 
(IRS, and comitment to collecting data.
 
Fron our impressions, these centers for NWFP, Sind and Punjab Provinces
 
should be the Infectious Disease Hospital, Peshawar; the Civil Hospital,
 
Karachi and King Edward Hedicai College, i.ahore.
 

It ie recommended that:
 

data from tie Baseline 
 Health Status Siurvey be utilized to 
assess mort.-ity and morbidity from diarrhea. 

the current government survei.lance system be restructured 
and modiff ti. 

t. 	 establish consistent criteria for the diagnosis of
 
diarrhea (including vomiting and diarrhea,
 
gastroenteritis, cholera, and fever with diarrhea
 
as d ,rrhea);
 

ti. 	 assess success of new registers being field
 
tested nov in Punjab and Sind through the Primary
 
tiealth 	Care Project; 

iti. 	 enforce montnly reporting; 

iv. 	 utilize the age divisions <1 year, 1-4 years, 
5- 4 yeor, 15+ years; 

v. 	 provide feedback to data recorders. 

one ;t-ttinel hospital in each province be selected to 
provide data on sise of an oral rehydration center, admission 
rate, 
for diarrhea by age, degree of dehydration, use of
 
ORS, use of IV therapy for diarrhea, and outcome. From the
 

provinces visited by the team, we would recommend the 
InfectiouiD isease losptial Peshawar; the Civil Hospital, 
Karachi; and the Xtyo Hospital, Lahore. 
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[1.4.2. Use of ORT
 

The data on use of ORS and hone-made solutions will comke

from the national diarrhea disease survey, irom 
surveys carried out by

the mass media campaign to aasess awareness and use, and from records of
 
distribution of ORS through the government health system.
 

It is recommended that the ORT Program:
 

Carry out and utilize the data from the surveys
 
described previously.
 

Enforce the monthly reporting of ORS supply and distribution
 
through the government system.
 

o Utilize usage data to organize distribution plan.
 

It.4.3. Production and sales of ORS
 

it is recommended that
 

private companies be required to report production and
 
sales figures of ORS in their license to manufacture.
 

Quarterly reporting be required by the manufacturers.
 

11.4.4. The use of IV therapy for diarrhea
 

It is recommended that the data collected at 
the sentinel hospitals

initially (and later from all government hospitals) lclude the use of
 
IV therapy by the age and degree of dehydration of the patient.
 

11.4.5. Acceptance of ORT by the population
 

It is recommended that:
 

Surveys be developed and carried out by the education/media

component of 
the program and the data reviewed along with the results of
the Baseline Health Status Survey. 
 The factors to be evaluated should include:
 

No. of people able to identify ORT radio spots
 
broadcasts on previous day.
 

* MNo. of people able to describe the program logo/symbol.
 

No. of 
women able to identify the flag volunteer in
 
their area.
 

No. of traditional healers incorporated in program.
 

No. f posters visible in health centers.
 



No. of women able to correctly mix ORS solution.
 

No. of women claiming to have used OK solution for
 
last episode of diarrhea.
 

No. of phjsici.ans who used O'T in past Ax months.
 

No. of women with flyer In home.
 

11.4.6. The number ot health care providers receiving ORS training 

Recommendat ion:
 

Iniliate reports from each training center to provide data
 
on the number, position, and location of workers trained.
 

11.5 EVALUATION AND RESEARCH
 

lt.5.1. Evaluation 

All government officials whom we interviewed emphasized the need
 
to strengthen the evaluation component of the health system. 
To accomplish

this, a full-time manager who has extensive experience in supervision and
 
evaluation should be selected for the program. 
 If this person is an
 
expatriate supplied by a donor agency (such as 
the EPI manager supplied

by WHO), a full-time in-country counterpart should also be selected. 
In
 
addition, a full-time ORT Program Coordinator should be selected for each
 
province to ensure that the media education, ORS distribution, treatment,
 
and assessment components of the program are carried out.
 

The data for the ongoing evaluation will come from the surveys

and simplified reporting system described earlier. 
 Spot checks will be 
made by ORT supervisori at village homes to assess the prevalence of 
diarrhea and the knowledge and use of ORT.
 

The evaluation and media campaign will 
be through the surveys
 
previously described.
 

The educational program will be evaluated through visits by the
 
medical educators and district ORT supervisors to each group trained
 
including doctors, medical technicians, lady health visitors, and comunity

health workers. These supervisors will 
assess the methods practiced by

these groups to promote and use ORS and retrain where needed.
 

The evaluatiou of the quality of ORS production will be assessed 
by the Orug Control Unit of the NOIISW by a mechanism already In place and 
being further developed. 

It is recommended that the ORT Program:
 

Immediately select a full-time manager for the national
 
ORT program who has extensive experience in supervision
 
and evaluation.
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Select an tn-country counter part if this person is 
an
 
expatriate provided by a donor agency.
 
Select 
a full-time provincial ORT coordinator fr' each
 

province.
 

Select a full-time ORS supervisor for each district. 

Evaluate data from the media surveys and national 
diarrhea survey described above and from data from the 
proposed siaplif led government reporting systea. 

Establish specific criteria for performance of health staff.
 

Initiate spot checks of staff performance and home use
 
of 
%RT will be made by district ORT supervisors.
 

Elaphasize feedback on performance and attainment of

objectives will be provided at all 
levels of the program.
 

L1.5.2. Research
 

It is recommended that 
research projects be considered in four ,treas:
operational research in mass media techniques and surveillance and
reporting techniques, a comparative stud) of efficacy of antidiarrheai
agents and placebo to treat diarrhea, and a study of the infectious ageits
which cause diarrhea in urban and rural Pakistan.
 

11.5.2.1. Operational research in health comunication
 

Several aspects of the proposed educational campaign requiresmall studies to help shape the message and channel strategy for PiiSt as well 
as developing package instructions, logo, and sugar and salt 
t,
 

formulation. The proposed studies include:
 

Diarrheal Practices*- Combination of document review and
 
focused group studies done by local anthropologists to determine:
 

What treatments are common now?
 

What beliefs associate with diarrhea?
 

What expectations for diarrIoeal 
remedies?
 

What Is most credible source of Information on diarrhea?
 

PackLogo Study: 
 Field trials of visual instructions
 
"nd logo for package. Comparison of several models to

determine clarity, appeal and viability. Done by local

advertising firm.
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Kedia Reach and Use; 
 Analysis of existing media reach information
 
at PBC plus small provincial studies ot impact of present

ORS spots (TV and Radio) to be done by Pakistan Broadcasting

Corporatiot (PBC) research unit. 

wr and Salt Stud : Field trials to determine comon 
obstacle4 to mixing S/S in village. 
 Sampling to determine

availability of cfoon vessel and measuring lnstruments to 
be done by local advertising firm. 

11.5.2.2. operational research in surveillance and reporting technigues.
 

The work begun on simplifying and restructuring the current reporting

system through the Primary Health Care Project should be continued. Specitic

areas to be addressed include: stardardizing the forms used at ol. 
health

facilities, record'ng entries by the age groups < I year, 1-4, 5-14, and
15+, signficantly redu, lng the diseases reported in the Abstract Register,

establishing the criteria tar the diagnosis at 
diarrhea, and introducing

meaningful monthly reporting of data. 
 (See Section 11.4.1)
 

I1.5.2.3 Carry out a comparative study of 
the efficacy ot antidiarrheal
 
agenta vs. placebo for treatment of diarrhea.
 

Such a study might be funded by a donor agency and could be

carried out on hospitalized patients to ensure 
better follow up. A

teaching hospital with a staff having a background in carrying out clinical

trials would be optimal. Patients admitted for uncomplicated diarrhea

and dehydration could be asstined to receive either 
a locally-popilar

antidiarrheal agent or placebo. 
 The enrollment of 50 patients should

provide a sufficient sample size. 
 Funds would be secured fron a donor
 
agency.
 

11.52.4. h~ktermine the intectious agents associated with diarrhea in an
urban and 
a rural settins. 

Patients uIth diarrhea (and appropriate controls) presenting to an urban hospital ,ad a rural health center would be cultured for the 
common enteric pathogens. The study in eac'a setting should last for one
 
year and would provide valuable Information on the nature and seasonality

of infections. This information could then be used to reinforce the
 
message about the lack 
ii usefulness of antidiarrheal agents and antibiotics 
and emphasize the seasonal rariation in need for supplies. 
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TABLF 1.1.8
 

Volume of ORS required for 
a 6-conch old child with rfid diarr.hea: 

urean we!ght 6 k 

fluIdE requ!rel : 

- 0 cc 
2' de vdrator. - 120 cc 
ongc-ng losses - 250 cc
 

970 cc
 

*Reference 4 : Basic Health, Status Survey 
- 1984
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Islamabac:
 

Aori1 3D. 1964
 

Mey 01, 14 

mlay 02, 19 4 

Fersons Met and Places Visited
 

Cornelia E. Davir. M.D. 
Chief/.sealth. Population any Ntjtr;tic , J3AI1 

Coxo Mosin Pal
o,.i

Secretary o; Health, Goverrwent of Pa~ister,
 

General Dr. ].M. Burney 
Di ector. National Institute of Healtf,.
 
National ORS COOrinator, lslwte-.i
 

Col. Dr. MohIred Akra,

EPI Coordinator, Ministry of Health, S,:Aal Wel'are
 

Mr. Abdul Sattar Chaudhry
 
Chief. Public Health Education. Basic "jejt, Services
 

Mr. Nazakat Ali
 
Asst. Manager/Logistics, EPI
 

Mr. Siddiqui
 
Nealth Education, EPI
 

Dr. Witjaksono Hardjotanojo 
EPI Coordinator, wQ 

Mr. David Mason 

Crmwication Expert, LNICEF 

Jinny SeIll 

Projetzt O; icer. UvSAVf; 

Dr.-Abdul Khal i,-uc 

Svc.rtary of mealt, .
 

Director of Health $Erviceo .. 

t~r. t~ 



DT'. M.rtZ £itge-C 

Pnv Acent . Pestiawar Brarich, PmiA 

ORSPreenation;~ Peshoar Branct,, PMA 

Sv.c:mtar~y of Helth, PmtnSimi ri 

Dr. O'ar 01Inc 



Karacii 

may 0e, 19e4 

Preentt on ~ 

May 07, lq 4 
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Dirr~tr.Hndard Faordatior' . aaa, 

Mr. Arn.ar Ali. Sovhej-

SttstiCd 0"ficer, Sind rxmrv!i
 

Mr. A"dt. Sattar Khan

He-alth Edu~atio 4 Officer. 
 Sin, rvvi'c 

Prorgr&-t Of icer, L141CEF 

Wrfrctor, Liazwatatetj District Hosvisal 

Or. L.M. Inikisar Ali
 
De~*rtment of Pediatrics. Cb. 
 .IeCal rCTUq~cCivil Hospital, Kaerachi 

Kt'. Dare Bashir K~han~
 
Dirvctor, Manhattan~ Internat ional! Ltd 
(a agpnc.'_
 

Mr. fiash~r A. O'han
 
Chdjrran and Moanaging Diructor. Manhattanr, 
 neie 

Mr. Syed Nesiver IHaier

General Managero International k~rtinr 
 j~ 

M,~rs. Shehna- Irrm,A... Primriy Health Care 

Mr. j,-az Sheikh
A.ID.,Pri"%"r Helth Cars.Ma, g~~ 

Dr. h'afiz Moay lives 
Director, Ha'ty$are Fo-#)~jr m~~~fJ~r 

Karachi Branch. PM4 

11r.fi e . Da r ~r & t 
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Jr. ~JarndasDistrict Health, Officer. Thatta District 

Mr. Mohamyrw Amin Kharn
Managing Director. ZAJFA Phar TO-eutical Laratrie 

Ut4. I arachi; 

Lahore 

May 08, 1SE4 
Or. Fhavkat Raze Khan
P,'oessor of Pediatrics, King Ewar P*fedica College, 

Lah~re 

Dr. Asifa KMlrta-a 
Pe,-iatric Gastroenterology, fing Eclward M.f.. Lahme
 

Dr. 4afiz !ahnrou
 
Chief. Accelerated Health Program, Directorate of
 
Health. Punjab Province, Lahore
 

Dr. Mahboob Shah Pirzada
 
Provincial Project Director CRS
 
.Ireztorate of Health. Punja, Province. Lahore
 

May 09, 1984 

Lecture to Departfrent of Pediatrics, King Edward Medical College, Lahore
 

Dr. Fahrnida Jalil 
Professor ot Pediatrics. 0King Edward Tieeical College.
 

Lahlore
 

Dr. Ilahi Box Soonm
 
0.rector of Heath Services, Prmvince of Pjnjat. Lanti',
 

1r, E0ar Trainer 

rprar Of'icer. tl$llCEF 

Mr. Chodhary Nadir 
Proprietor, FaFv Phartraceuticalt 

Mr. taz A. Sheikh 
'eaginr Dirtor,A Lahore Chemcal ano Pthrcmieut zc 

ra riren, 1-h 

K a 0, 5 
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Dr. ifhawrcj Ali Sheikh 
Deputy Director of Health, 
Gujranwala Division, Punjat Province, Lahore 

Dr. Oari Abbas 
Medical Officer, Chawinda Rural Health Center. Puiar-


Mr. Mohord Ishap and Miss Shahnaz Akhtar 
Medical Technicians, Kotila Sayyadian BtL!
 

Mr. N.A. Rizvi
 
Medical Technician, Inter Medical Technician Training

School, Sialkot
 

Mr. M. lqbal Hussain Malik
 
Managing Director. Star Laboratories Ltd. Lahore
 

Mr. Mian Khalid Mansur
Managing Director, Reko Pharmaceutical Ltd. Lahore 

Mr. Sheikh Mohamed Ilyas
Director, Punjab Drug House Laboratories Ltd. Lahore 

Lahore 

May 11, 1984 Mr. Laeeq Ahmad Khan 
ivision of Primary and Non-Formal education, 

Ministry of Education 

Dr. Abdul 0. Ktokar 
Managing Director, Remington Phirma-euticals 
industries, Lahore 

Is l5T',dd 

May 12, 1984 
 Dr. WitjaKsono H3rdjotanojo
 
EPI Coordinator, WtC 

May 14, 1984 Dr. Zaheer Afroad )an
Deputity Director General/Drug Controller 
Ministry of Health 

Mr. Nisar Hussain 
Director of Education 
Paiistan Television Corporation Ltd 

Mr. Zral MUssell
 
F J Secretary (0evrlopyent) 
Canalian E-b',ssy 
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May 14, 1984 
M.M.A. 

Pakistan Radio' Comrtjr, 

Mr. ?Njha 

May15 Dr oris E.t,lenberT-Iayyar 
t"-Oogist 

QO..Jii-Azarn Yiest 
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COST OF ORS PROD'CTMI~; AT 'H, ISLAMAB5D
 

1. 	 Production Canac!t ;.
 

Current p.o7iuctLon , based or, a 41.25 k'.g
bulk mix of the
 
ingrad!ents 
 i.s-equivA'Aent to 3.qqj x 1 3 . 75g sachets, I.e. sachets to
 

produce 1/2 lIter ,f o:-a reh"vraton liqui. 

C.':g.
si r. sft w,:*in, four hatches can be filled into sachets 

by one =Thne ra!', A fA'i!nF rate cf 6C sachets/,-!nute is well within 

the capaW!tv n; thie "aclIne. 7nus a 300 sachet batch can h.e filled i. 

50 minutes of =achlne ti=e. 

Therc are two fil1ing machines giving a co=blined attainable
 

production raze 
o: 24,')" sachets/dav or. since sh.ift 
or 4 &,C00/dav on
 

double shift working.
 

If 240 worrkng d'., per 
vear are assumel, the-
 annUdl production
 

would be 48, 0"' • l4 
 - 11 ,2C ,< ;a he .
 

However, it is assuze: 
for the purpose of costing that annual.
 

production will 
he 
 x 1 2
,0Y'Q xt';,Oniter sachets.
 

2. 	 Inputiatrla '.
rt
 

,
¢ :r
ar.' es:t=- nzs.
: " 	 as.s o"f prices actuallv paid for
 

3aterial 
now !r,str,7i w'. !s sufficlent for 10 million sachets) thus: 

1ot eacO, sache?:
 



S 4 -

Coaponent 
 Ouantitv 
 Price 
 Unit Cost
 

Sodlu= Chcridp !. 7 5 k , 3.7/ F (1.00648 
Potasslu-_ d C.!~r 1, 31".O g.75.; :. 3~225
 

SodIu: iC n 
 I.00861.2Sg hs 5.9Ckg Fh.s 

Glucoser, An v'rous lC.O0g Fs l.50/kg .s 0.15500 

Sub-tota: Ps 0.19336 
A1u-i,,,u1. FO!1 

O,,1"Q14/=4 
 RsS 2I/.I0 

Total Fs§.7608 

Say s '.476 
3 
 Salaries and_ Wages of ORS manufacturing personnel 
fcr 2sh!ft 

work nr 

Grade MonthlyEoiuents/Fu.ees No. Total 

Salar_ Allowance 
 Total
 

SclentI fic Officer 2,089 !,0 5 
 ;,165 1 3,165 

ehnIcA.',As.tant 660 370 1,U30 2 2,060
 

UDC (Cler. 
 56 
 320 
 880 1 
 880
 

Machine .. 5 3()5 825 6 
 ",050 
Packer 
 480 
 285 
 765 4 
 3,060
 
?/a " Feon i440s± 


270 
 710 
 700 

Sweeper 440 
 270 
 71, 
 70
 
Store Yeerper '00 385 , 1 1,085 

16 0,62
Ann u a : a a l , , . 



4. Cost of Production of IC =!Ilon x 1/2 
liter sachets
 

SalarleF an4 A! ,s 

199,440
 

Penso.-
 .I C: s,.-1 e - aes)a 24,930
 

Deprecla:I,: 
of ia:: 5 p.a.; 
 50,000
 

Depreciaticn of furr.isirngs (51 p.a.) 
 350
 

Rent 

50,000
 

Water 

20,000
 

Consur-all p 

22,500
 

Stationerv 

750
 

Interest 
on working capita! (7% of Rs 4,763,600) 333,452
 

Sub-tota 
 REs 701,422
 

Input materials 
for I0 milllon sachets 
 4)76C,800
 

Total 
 Rs 5,462,222
 

Therefore Ex-facrorv cost 
of I x 1/2 liter 

sache: 

Fs 5462
 

Say 
 Rs 0.546
 

. Esti.ated Cost 
of a 1 liter pack
 

Trhis s:!at:e ! =.-ie relat vt, t O.e 1/2 liter pack:
 

Cost Cc r, : Costfor 
 1112 ":r 
Factor 
 Cost forI 
liter
 
lnr~e,.e.-: F 
 . ;. B ,2 
 0 ( ' E 3S,7
 

Fin!; fa-..F ". A : 1.35 (2  
 F!; 3.F'
 

Pro!es :, F r 740 AY._2(0 


P4622, 

Sav FF(.~.,sav 
F 



k~44) 

Factor:
 

(I). The I liter pack 
conta'ns exactly twice the ingredients of the 1/2 

liter paci. 

(2). The AIte, sachet has 1.35 x the area of fo!I of the :12 liter
 

sachet. 

(3). An arb,.trary fac.tor of 1.20 has beer. ass , ned to allo for slightly 

sower f2.rn v ra 1, tw!"ce as ran% bu1. batdC es tC be r!xed, 

Increase I. Wriir: a; !ta1. 

6. Co:pariso. of cots- of the 
two vace size
 

(a) The I liter pa:' costs '.6 --- re ta.an the 1/2 liter pack. 

(b) The I 1.ter pa'4 costs Fs C.3$)f more than the 1/2 .'ter pack 

¢c' Cost of the foi! sachet is: 52t of 1/2 liter pack cost 

451 of 1 liter pack cost 



Annex 3 

CURRENT SITUATION 

MASS CO!Mx , ICAr T MAI,*W PIB''IC EDUCATIOO; 

Radio 

Stations 
 16
 

Local Programing 800 

Network Programing 20'
 

Broadcast hours 
 5.45 - 9 a.:. 

11 a.m. -11 p.C. 

Price Time 
 7.30 -9 a.:.
 

7.00- 9 p.C. 

Entertainment 60*
 

!nforration an Education 40t
 

Special Audience (women, children, laborers,
 

stulents 
 'eeklv 1 hour 

Revenue- frr" alver.!slng and licenses on 

sets
 

Nu:ber of sets ez:a'e 1982 
 9,800,000
 

Signal Coverage:
 

Shortwave 
 100% 

He'ii utwave 951
 

Broadcast languages 17
 

Advertising languages 
 4
 

(Ur.u , Putnai i! , Pushtu , Baluchi) 



Local language advertising 10?
 

Advertising rates 
- minimum rates:
 

Islamabad, 60 sec. spot 
 $168
 

Karachi, Lahore 112
 

Rawalpiondt 

69
 

Kultan, Hyderabad, Falsalabad 49
 

Peshawar 

36
 

bahavalpur, D.l.Khan, Khairpur 
 31
 

Quetta 

24
 

Gilgit, Skardu, Khuzdar, Turbat 16
 

Length of advertising spots/sec. 
 7. 15, 30, 60
 

There Is a 30% discount for government programing, even on fixed point
 
spots. 
 Extra charges for prime time and fixed point vould be added, then
 

30% off.
 

Major advertisers are fertilizers, banks and insurance companies, the
 

Open University, Water and Pover, National Savings, cigarettes and
 

tobacco, soft drinks, health education and social welfare.
 

The most popular programs are 
the farm program specifically about
 

agriculture. 
The rural program is also very popular. There are several
 
very popular radio characters of long standing. 
One example is Taiqeen
 

Shah (character's name), 
a very popular humorous and satirical character
 
who deals with social Issues. The program Is created by Ashfaq Ahuad.
 

H.s wife also vriteb and acts In the series. Popular characters such as
 
these tight be used In media campaign. Music programs are also popular 

and health messages might appear in form. ifthis This considerable 
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variation from province to province sG f 
 would have to be
 
localized. 
 Theme song identification with products Is 
common practice.
 

PBC recommended the following stations for the ORS campaign: Peshavar,
 

Rawalpindi, Lahore, Multan, Faisalabad, Quetta, Hyderabad, Karachi, D.I.
 

Khan, and Huzaffarabad.
 

The PBC has considerable strength in its Audience Research department.
 

They carry out 
regular audience surveys for PBC and for individual
 

clients. 
 With a staff of 16, including 6 field members, they also carry
 

out specific audience research. 

Television 

Channels 
1 

Production facilities 5 

(Karachi, Islamabad, Lahore, Quetta, 

Peshvar) 

Remote units, mostly for news 25 

Broadcast hours 5-11 p.m. 

Prime time 

Sumer 7.30 - 10 p.m. 

Winter 6.30 - 9 p.m. 

Health programing, per week 60 sins. 

Revenue from advertising and licenses on 

TV sets 

No. of sets estimated 500,000- 1.500,000 

Signal coverage 70-80: 



Advertising rates, 60 sec. spot - (minimum
 

rates)
 

Karachi 
 1486
 

Lahore 283 

Islamabad 
 219 

Peshavar 86 

Quetta 
 52
 

Network 
 996
 

Length of advertising spots/sec. 7, 15, 30,60
 

There is a 30% discount for government programing but scheduling is at
 

the station discretion. Prime time advertising Is more expensive, for
 

example mid-break in the news 
is 2-1/2 times more, mid-break during live
 

or VTR program is 1-1/2 times more.
 

Large advertisers are cigarettes, textiles, soft drinks, and biscuits.
 

Host popular programs are Urdu dramas.
 

There is no audience research division.
 

Current Use of radio and television in the ORS cspaign
 

Television
 

For the past 4 months, 30 second spots on ORS and EPI 
have been
 

played on alternate days. 
These spots were produced by Manhattan
 

Advertising Agency in Karachi. 
No measure of their effectiveness has
 

been undertaken. There has been some resistence to the spots from
 

Influential community members because they show diseased children.
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Radio
 

The Ministry of Health purchases radio time. Currently two 30
 

second spots on ORS are played daily. 
Scripts are sent to the stations
 

who read the spots in local languages. In addition there Is a 7 minute
 

program which the provincial health educator organizes. Usually it is a
 

general health discussion or talk, often by a doctor.
 

Other health topics appear on news and discussion programs which
 

are scheduled by the radio stations themselves.
 

Print materials
 

Available from the Health Education Cell, HOH:
 

1. 	 book, "When There Is No Doctor". For trainers and Health
 

Educators.
 

2. 	 Training Nannuals. Chapter on diarrhea in English, 1 in
 

Urdu. For Community Health Workers.
 

3. 	 Training Kit. Mainly on nutrition, section on diarrhea.
 

For LHVs and mid-level managers.
 

4. 	 Curriculum Materials. 
 Section on diarrhea. For
 

mid-level managers.
 

5. 	 Flip Charts. On diarrhea and ORS. Community Health
 

Workers and LHVs.
 

6. 	 Posters on ORS. For doctors.
 

7. 	 Flip Charts. Health In general, 4 pages on diarrhea.
 

8. 	 Book, by Hushtaq Mhan and Joni Baker, 
On health and
 

nutrition, with a chapter on diarrhea. 
For CHW,.
 



9. Booklet from UNICEF. Section on diarrhea. For CHWs. 

10. Kit, including booklets. On nutritIon, with sections on 

diarrhea. For LMs. 

11. Posters. On diarrhea. For Iubllc and CHWs. 

12. Flip chart. On integrated health program, with 2 pages 

on hose-remedy. 

Some of these materials have been produced and distributed
 

throughout the country. 
Flip charts and posters, are d,.slgned but 
not
 

yet produced.
 

In addition to materials produced at the federal level, provincial
 
Health Educators are also producing print and A-V materials. for example 

Sind is producing 20,000 copies of posters for distribution this year,
 

100,000 for next year. 
They are distributing a pamphlet on diarrhea,
 

5,000 in Urdu, 5,000 in SindhI. 
 In Punjab, there are handbills or
 
booklet 
for LHVs, a booklet on ORS. Dr. Shaukat kags Khan's article on
 

acute diarrhea is being printed in 50,000 copies each.
 

Observation In the MACs and BHUs indicates that in wist units only 
the manuals for NTs and CHIs are on site. 
Many MfTs have produced their
 

own posters, with varying 4egrees of 
success, but with the intention of
 

providing more training tools.
 

A-YMaterials
 

1. Slide set. 
 Ottseveral health topics including diarrhea. 

For Health I-ucatort. 

2. Slide get. neneral health topics. For training center 

mid-Jlvel RanFprs, dstor*, healtf; Mocstirs, 



At the provincial level, we observed the availability of an audio
 
cassette for use 
in the mobile vans. 
 Two of the provincial Health
 

Educators are also preparing slides to be shown at 
cinemas. 

Health Educators also indicated that filmed health messagi i are
 

shown at 
the cinemas. 
The exact nature of these messages is not known,
 

but it is assumed that they are the same as the TV spots.
 

General Newspapers and Journals
 

English 108
 

Urdu 419
 

SIndhi 67
 

Gujrati 3 

Pushtu 13
 

Punjabi 2
 

Baluchi 
 3
 

615'
 

*Market research by Raschid Ahmed Jaffrey, 91chardnon-Vick Co.
 

Karachi.
 

It is estimated that daily nevcpaper runs average little more tV 

100,000"*.
 

"* Lt.Gen. Mujibur Rehman Khan, "Health Comnunicatinn'. 

Interpersonal Contact 

There are more thin a dozen categories of health workers within
 
the goverubaent health services system. 
This includes doctors, nurses,
 
dentists, dental technicians, hospital paramedics, lady health visitors,
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sanitary Inspectors, widwives, dispensers, medical technicians,
 

traditional birth attendants, and comunity health workers.
 

In addition, health educator posts have now been created down t
 

the district level.
 

The potential for face-to-face communication about ORS is
 

enormous. 
 Through the established training programs for medical officers
 
ar4 paramedics, a mechamism exists for the Immediate implementation of
 

tning materials on ORS in such programs. 
 Efforts to accomplish this
 

are now being made.
 

It seems two areas of greater emphasis are needed in the
 
interpersonal contacts: 
1) more consistent and standardized strategy for
 

the use of ORS packets, a home-made sugar and salt solution, and
 
diminished use of antldiarrheals and antibiotics, and 2) considerably
 

more outreach activities on 
the part of paramedics in reaching the
 

village level.
 

The major breakthrough needed for greater use of ORS is direct
 
appeal to mothers and other members of the family (e.g. mothers-in-law)
 

who make decisions about family health care.
 

1. Doctors ­ the doctors' influence about ORS is largely limited to
 
contact during treatment 
for diarrhea. Some hospitals, for example the
 
Civil Hospital and the Institute for Child Health In Karachi and Mayo
 
Hospital in Lahore, have strong prograts for ORS as a treatment.
 

2. 
 Heslth Educators - health educators work both as trainers within 
various prograes for medical officers and paramedics as well 
as direct
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education of the public. 
The latter aspect of public education Is not
 

very wel developed at the present time.
 

3. 
 Medical Technicians - MTs could play a much larger role In public
 

education if their outreach activities were more effective. 
Limited
 

ability to travel to the villages and work directly with CHIWs or mothers
 

handicaps this program. 
ORS Is only one of their health strategies.
 

4. Community Health Workers 
- the CHWs are also generalists. At the
 

village level, diarrhea is likely to be the commonest health problem.
 

More extensive training and follow up could greatly benefit this category
 

of worker.
 

3. 
 Other paranedics - all health workers should have information
 

about ORS and be able to deliver the same messages to patients. Although
 

many have rather specific responsibilities, their knowledge would extend
 

the face-to-face contact with ORS users.
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ANNEX 4
 

SOCIAL MARKETING
 

Social marketing, that is the 
use of commercial marketing techniques
 

to promote health or other social goals, has several special characteristics.
 

It:
 

incorporates the patients' views and appeals to their expressed
 

needs, beliefs and vocabulary;
 

limit itself to promoting only a few actionable messages;
 

integrates several different communication channels, ensuring
 

that they interact to reinforce the impact of each;
 

stresses long-term programming, avoiding the 'quick-fix"
 

mentality of mass campaigns;
 

uses 
regular monitoring of the target population to detect
 

significant problems and make changes as needed; and,
 

often promotes the sale of socially valuable products or
 

services at subsidized pricing structures.
 

In this case we do not recommend adding price as a factor, but
 
suggest that the other elements of social marketing approval be applied 
to
 

government provision of ORS. 
 Private sector commercialization of ORS should
 

follow their existing pricing system.
 

It Is recommended that Pakistan develop an educational campaign fo
 

the 1985 diarrheul season whose:
 

PRIMARY AUDIENCE is mothers of children under 5, older
 

sibblings and grandmothers of these families.
 

2.1.3 



SECONDARY AUDIENCE is health care providers and pharmacists to
 

stimulate their support for ORT as an Indispensable part of a
 

multi-faceted diarrheal treatment program.
 

Both urban and rural audiences should be reached through
 

serveral .......
 

CHANNELS integrating mass media (primarily but not exclusively
 

radio) with simple print materiale and village peer support to
 

teach .......
 

MESSAGES such as - "where to acquire packets", "bow to mix them
 

In a correct and standard measure of water", "hew such solution to
 

give", "what other foods to give", and "what signs to look for if the
 

child is not Improving-.
 

Specifically we recommend that Pakistan develop:
 

* 	 an attractive and easily Identifiable name for oral rehydration
 

as distinct from their specific product
 

a campaign logo relevant to the audience and generalized to a
 

variety of ORT products, both public and commercial
 

* 	 an Instructional flyer, which could also he part of a packet
 

label, which demonstrates how to mix the solution
 

. an instructLional poster for health centers reminding health
 

workers of key sixing and administration information
 

. a colorful flag with ORS emblem to be placed on all health
 

posts and given to all village volunteers trained to mix and
 

administer ORT. Special radio program then Inform people that
 

flag is sign of help for mixing ORS.
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* 
 point of purchase generic advertising for ORS in health centers
 

and medical stores
 

* 
 a series of radio spots which instruct the public about:
 

. the importance of ORT
 

.
 acquisition, mixing, and administration of ORS
 

in the home
 

. feeding during diarrhea, and
 

. monitoring indicators for the mother to judge the
 

child's improvement
 

* 	 a series of television spots directed at
 

physicians, pharmacists and other opinion
 

leaders on the importance of ORT, and
 

training courses and seminars for medical professionals which
 

permit them to actually rehydrate children.
 

Additionally, It is suggested that linkages be established to the EPI
 

program where possible. 
A message strategy that focuses on childcare, or
 

mothercraft would permit the incorporation of several themes over the full
 

year period:
 

• pulsing of the diarrhea campaign should reflect the seasonal
 

pattern of diarrhea, intensive effort during the peak months;
 

• 	 a campaign against antl-diarrheals should be avoided In favour
 

of "everything works better with ORT'. 
 While legal
 

restrictions against antidiarrheals may be useful, they should
 

not be 	included as an educational theme;
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exploration of non-conventional media ­ rural theatre, puppets,
 

community organization, and the involvement of traditional
 

healers be included;
 

cooperation with other donors, particularly UNICEF and CIDA he
 

maximized.
 



ANNEX 5 

CHILD HEALTH CARE BY MOTHERS IN VILLAGES 

Diseases fall into categories of hot-cold, vet-dry as foods do. Diarrhea
 
is a wet disease. Common treatment is opposite, that is combat with dry
 
remedies such as crushed herbs.
 

Diseases have a spiritual or supernatural cause. Role of traditional
 
healers Is important, especially the hakims. Traditions vary between
 
provinces. 
The Punjab and Sind draw heavily on Hindu medical traditions.
 

The perception of diseases Is dictated by language.
 

Influences on the mother come from her family - mother, brothers, etc.
 
The mother-in-law plays a strong role, often confrontational. Older
 
female siblings could play a role In educational campaigns.
 

The idea baby is a fat baby.
 

Sherbet, especially those administered by a hakim, is an important tonic.
 

The above comment are from an interview with Dr. Doris Buddenberg-Nayyar,
 
Ethnologist, Quaid-i-Azam University, Islamabad. 
 Dr. Nayyar commented 
that little medical anthropology has been undertaken in Pakistan. The 
department at Quald-i-Azam University has carried out some studies and 
has female ltudents who could continue studies of rural women. 

Studies on child-rearing practices mention these additional points (10,
11, 12). 

There is a belief that Western drugs are too strong.
 

Child care is the mother's responsibility.
 

Breastfeeding is continued until from 6 months to 2 years. Supplemental
 
feeding begins from 9 months to 2 years.
 

The evil eye Is one cause of illness. It is warded off by taweez.
 

Food and milk intake is generally reduced during diarrhea. There is a
 
belief that liquid Is passing through and doing no good. Mother's dilute 

e ci.d gets diarrhea. 
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ANNEX 6
 

ORS TRAINING PROGRAM
 

A typical diarrhea management training program might have the
 
following objectives, modifled slightly for the different medical or
 

paramedical group:
 

All trainees will assess child's hydration status correctly.
 

All trainees will Implement a diarrhea treatment plan correctly.
 

All trainees will mix an ORS packet and water correctly.
 

All trainees will mix a S/S solution correctly.
 

All trainees will teach ORS and S/S preparation and
 

administration effectively.
 

All trainees will teach diet for diarrhea effectively.
 

All trainees upon completion of the training will train
 

addiltional health workers.
 

It isrea.tc*anded that 
training activities for ORS should be
 

structured according L. the following learning method:
 

" 

" 

" 

" 

A rationale for the target behavior is provided. 

The behavior is modeled expertly by a trainer. 

Participants practice the behavior. 

Participants learn to discriminate between correct and incorrect 

performance, especially in key areas where critical mistakes are 

likely. 
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Intensive individual practice is aimed at greater fluency and
 

skill in performing the behavior, and gradually performing the
 

behavior under actual field conditions.,
 

Group discussion is held on relevant participant experience and
 

potential constraints to performing the behavior in real-life
 

conditions.
 

Performance is reviewed together with self-corrected testing of
 

knowledge and skills to be acquired.
 

Immediate post-training applications and rewards are provided.
 



ANNEX 7 

SU4M'ARY LIST OF FFCOM!ENDATlONS 

The following lis~t suarizes each of bey rIecomen'iatiorns made In the
 

main bodyv of the report. 7thev have been. greatiy ccr'Iense! to permit
 

rapid review:
 

2. No='Inate an 1r.-courtrv f r(Irect:riortr.r, ! expatriate. 

3. Develo;- a !w retratt-F..., ae t, focus on.po~~n 

:~. P~a~exit ~.~'p ~ c, fo-u-s on.pu-'~n a sugar 

and sa>. ':x
 

4s. Adopt an. aggre.ssvf carketing strategv 
 to pro~ote existing 

supp I ef. o! ORIR. 

5. Con~tract w! t raa .lvert Ir.rIn fi~ tv ensure toT qual !tv, 

profe,;siona:' campa~!pnrv 11a rural conrumrs. 

7. .nccr-Pot't.- ~ ~~~*1!~ .sn procedure. 

9. Standar!.-e *:Kun: -. n ct!'.e lrzred erns in 'FV Pack1rets 

1. Fevie-. ::nyw prort-dures w~ : trreference labe~ling. and 

1. Estat:!s" A fpie-A! ')rug. Inspertorat' . 

12. Pacets. enqureSam.!(. . t(, Tepreserntnt~veness of supplies. 



14. Develop 9"' cu-rliculuz gu!de ! u'edicia2 Collese. 

1~A", : v7W~~ta~ntes -,r t durin~g all 

ronduct. -r .:~:~ t. c rdc,77- ete vs~n Jou-n~(C~b~aists 

L~~ 7'P a P t-7 i p !cupportivye feedlbac..­

se e. r"if ns- hae nf HI .- itu5: SU~vev .(, asse~ otnl 1t v and 

22. Deve h ar f- lagno;Is~ for r~a rhea. 

!vat.l a3r erpam ~f a1ppro;,r'ate the reg.ister beingnew used in 

h:'M. a n 

2&. ., Fn r ~ s' ': o~1..~e d~ ~ u ~. p a . p c e 

30.~ p~r t - i~7.7 iIa ':' 



32. Conduct operationF researct. ftu !es on:
 

.Me'±ia refi an- usag(. 

sugar iirv4 At
 

surve, f a.",;% ~ ing techn! ques: , 

r:ectl-)ut afger-t; 
Ir u7*)an an' rural areas. 



•. Implementation Schedule: m~ast 
4-la Activjties:
 

A. Research Studies
 

I. 
Dlarrheal practices: Co2mnstion of document review and
 

focus group studies done by local anthropologist, 
to
 

determine:
 

t.HAT TREATKENTS ARE COKI40N NOtJ7
 

W'HAT BELIEFS ASSOC. WITH DIARREA?
 

WHAT EXPECTATIONS FOR DIARA REtEDIES? 

WHO IS MOST CFETIBILE SOURCE OF INFOTION ON DIARHL!A7 

2. Packsging + logo study: 
 Fi.0ed trials of visual 

instructions + logo for package. Comparison of severl 

models to determine clarity, appeal, and viability. None
 

by local advertising firs.
 

3. Media research + use: 
 Analysis of existing media reach
 

Information at PBC plus sall provincial studies of impact 

of present ORS spots (TV + Radio) to be done by PBC 

research unit.
 

4. Sugar +salt study: 
 Field trials to determine coamon 

obstacles to mixing S/S in village. Sampling to determine
 

availability of 
common vessel + measuring instruments. 

Done by local advertising firm. 

D. Technical Assistance 

Expert in use of marketing and communication to promote ORT. 

Should be experienced in Asia. Arrives for 12-1S a ths to 

assist coordinate public sectot campaign. 



C. 	Contract Lociv kd/Kmarjetng Agency 

AID/GOP contracts local advertising firm over 24 months to
 

guide creative development research, and media placement
 

of Phase I and II.
 

D. 
Campaign Plan Phase I completed, should include strategy
 

statement, production schedule, message concepts,
 

responsibilities and budget.
 

E. 
Materials Development Includes drafts, pre-testing and final
 

production rlong with actual broadcast 4 distribution.
 

Broadcast schedule to reflect saturation levels fr Pakistan
 

during April-September. 
Print Hat. distribution to take place
 

during training courses.
 

F. 
Phase I caupalgn Integrates Radio, TV, Print and training
 

around three golden rules ­ .or Diarrhea: Give (1) ORS, (2)
 

Water (Liquids) and (3) Soft Foods'.
 

C. 	Monitoring at three month intervals to focus on packet sales + 

availability, 11sternership, zessage acceptance, obstacles, and 

print material availability/distribution.
 

H. 
Phace II campaign plan reflects results of monitoring studies
 

and adds S/S as early hose remedy in second phase. Continues
 

promotion of packets as treatment for dryness.
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n-Stadard
'~~ru~a414-" RS 
in Pakistan
 

Pharaedic Laboratories (currently on the market)
 

Glucose, Anhydrous 20 g
 

Sodium Chloride 4.5g
 

Sodium Bicarbonate 2.5g
 

Potassium Chloride
 

28.5g
 

To be diluted to I litre.
 

2 Searle, Peditral (licensed but not yet on
 

the market) 

Glucose, Anhydrous 8.lO 

Sodium Chloride 0.41X 

Sodium Bicarbonate 0.408 

Potassium Chloride O.35S 

Sodiu Saccharin O.Og 

Lemon/Lime flavour 0.68R 

lO.006 

To be diluted to 250 ml.
 

3 Wilson's Orasal (application for license under
 

consideration)
 

Glucose, Anhydrous 12. 32S
 

Sodium Chloride O.44g
 

Sodium Bicarbonate 0.42g
 

Potasulum Chloride 0.384t
 

Citric Acid, Anhydrous 0.44g
 

L.oaJ/LlU flavour 0.50A
 

To be diluted to 250 ml.
 


