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Executive Summary

The Swaziland 1984-1985 Diarrheal Disease Control Campaign was, in many
ways, a remarkable success in achieving substantial change in home
treataent of diarrheal episodes. At the same time, the experience
raises some caution flags, both for the Swaziland program and for
prograss elsewhere.

The campaign was a collaboration of the Ministry of Health of
Swaziland, and the USAID-funded Combatting Childhood Communicable
Diseases project, and the Mass Media and Health Practices program. The
MMHP Program has recently been expanded and is now called Communication
for Child Health (HEALTHCOM). It was based on earlier work in
Swaziland as well as the previous MMHP programs in Honduras and in
particular in The Gambia. Like the other programs, it used mass media,
printed materials and face-to-face channels in an attempt to change
practices related ic the treatment of diarrheal disease.

The preparatory phase of the campaign began in April, 1984 and lasted
until the start of the formal campaign in September of that year. The
campaign lasted until March of 1985, although some follow up activities
have continued since that time. The Public Health Unit of the Ministry
(including Gladys Matsebula, coordinator of diarrheal disease control
activities, and two health educators, Alfred Mndzebele and Bongani
Magongo) with their technical advisor, Dale Huntington of the Academy
for Educational Development, planned a three-pronged campaign: radio
programs to be developed in an intensive radio workshop and broadcast
on established development programs on the national radio system,
printed materials including a flyer with mixing instructions and
posters for display at health clinics and at other points, and
workshops to train much of the health staff of the country as well as
various other extension personnel and local volunteers in treatment of
diarrheal disease. Local volunteers and other information distribution
personnel were given yellow flags to display outside of their homes to
indicate that they could help with diarrheal disease treatment.

About 1/3 of the country was covered by the 18 health staff training
workshops during the first months of the campaign. By the start of the
campaign, the radio workshop produced 20 15-minute radio programs, 46
S5-minute radio inserts and 22 spot announcements. Throughout the
campaign 5 or 6 of the programs were broadcast each week in addition to
several daily spot announcements. 260,000 mixing flyers and 7500
posters were printed and distributed.

The campaign focused on a small number of objectives; for this summary
the most interesting were acceptance of the use of home-mixed
sugar-salt solution as a treatment for diarrheal disease; maintaining
feeding during episodes of diarrheal disease, and giving special
feedings afterwards. A particular concern of the campaign was the need
to introduce a new formula for mixing water-sugar-salt (of 1 liter of
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to introduce a new formula for mixing water-sugar-salt (of 1 liter of
water, 8 soda bottle capfuls of sugar and 1/2 capful of salt) to
replace a previously advocated solution with 1 capful of salt whioch
project medical advisors believed risked toxicity.

Evaluation of the Campaign

An evaluation of the campaign was undertaken by the Annenberg School of
Communications at the University of Pennsylvania. The evaluation
relies on data from a number of sources, including before and after the
campaign surveys, each with 450 rural mothers chosen through national
randoa sampling procedures, and a diarrheal disease registry kept by
some 20 olinios which recorded information about diarrheal disease
sysptoms and pre-clinic visit treatment of more than 10,000 children
during the course of the campaign. Extended interviews with 23 mothers
after the campaign, a small study of the validity of self-reported SSS
use, and interviews with project staff to develop an administrativs
history of the program complemented the major survey and oclinio
studies.

Exposura. This was a short campaign: six months from the initiation
of techniocal assistance to the first campaign broadcast, and then seven
months of information diffusion activity. Nonetheless it reached a
large proportion of the Swazi nation; nearly 85% of all homesteads
were substantially exposed to at least one of the campaign's channels:

RADIO: 62% of respondents reported regular listening to at least
tvo of the program series on which campaign messages were
broadcast.

CLINIC NURSES: 22% reported visiting clinics during the campaign
period - visits which involved treatment of children's diarrheal
episodes with ORS and, presumably, an opportunity for exposure to

campaign messages.

OUTREACH WORKERS: 16% reported contact with a yellow flag
volunteer or other health extension worker about diarrheal disease
treataent.

FLYERS: The only printed materials with mass distribution were
recognized by 3 out of every 5 mothers (although only 1 in 5 still
owned the flyer).

TRAINING: Program training efforts were essential to both
outreach efforts and flyer distribution. As many as one-half of
the mothers in areas where workshop training had taken place
reported some recent interaction with either clinic staff or local
'yellow flag' volunteers about oral rehydration therapy. About
ons-fourth of those in other areas reported such recent contact.
50% of the respondents who had contaot with an outreach worker
still owned the mixing flyer. Only one-eighth of the rest of the
rest of the sample still owned the flyer.
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Knoxladza. Precedent campaigns in The Gambia and Honduras sought to
produce knowledge and praotioce about SSS or ORS where there was little
or none before. The Swaziland program, in contrast, was launched into
a chaotio situation. Different formulas had been publioized and
acoepted and a large proportion of those were possidly dangercusc. The
new campaign sought to bring order, in the fora of a focus on a single
new formula, out of dangerous disorder. To some¢ extent it was
sucoessful, but the dent it made in inappropriate behavior was limited.

8% of SSS users used the new, campaign-taught, formula before the
campaign. Three times as many, 26%, did so aftervards.

203 of users lmew the correct amounts of water and sugar before
the campaign. 7Twice as many, 59%, could name the quantities o’
those two ingredients (which had remained unchanged from before
the campaign) at the end.

SSS users, before the campaign, offered 47 different forsulas for
its mixture. The two most popular could claim no more than 25% of
the respondents. After the campaign, 53% of the users cited just
two formulas.

However 543 of the sample was still offering an S3S formula with
sodium levels above the WHO maximun (100 mleq) and 12% were
offering a formula with sodium levels over 140 mleq after the
campaign. This was a reduction from 665 and 29% respectively, but
clearly was still a substantial concern. The best explanation for
the oontinued use of too much salt (essentially one cap rather
than 1/§ cap) was the difficulty of learning a fraction as part of
a formula.

Other campaign messages provided mixing instructions. 7Two clear
Bossages were adopted and one vague one was ignored.

80% volunteered that clean water was needed in the preparation of
SSS and 413 said that the mixture needed to be prepared fresh
daily after the campaign. Each of those numbers was about double
the level from before the campaign.

A vague message about how much 1liquid a sick child should be
given: "as much as the child can drink®, produced no changes in
the audience.

Reduced food intake and consequent growth faltering is a central worry
associated with diarrheal episodes. Campaign recommendations about
speoial feeding efforts during and after episodes received quite
differeut responses.

428 of the sample accepted the need for feeding specially during

episodes before the campaign; Only a few more (53%) accepted the
need after the campaign.



In contrast, before the campaign, 16§ recognized the need to feed
differently after an episode, while JA§ did so after the campaign.

We found no svidence that the small response to the 'during-episode’
recommsndutions reflected contradiotory advice fros any particular
source. This had been suggested by some readers of an earlier draft.
A remaining speculation attributes non-response either to a perception
by the mother that the advice is inconsistent with common sense or to
an actual unwillingness of the child to eat.

ALtitudea and Intantions. ‘The campaign's emphasis on SSS, along with
its explicit rejection of purges, appears to have affected the
expressed worldview of respondents about traditional medicines.
Particularly for purges, and to a lesser extent for imhitaa (herbal
concentrates), attitudes became inoreasingly negative during the
campaign. However attitudes toward traditional healers, perhaps too
sensitive an issus to be measured through these procedures, showed few

campaign effects.

328 thought purges were "good® or "sometimes good"™ for treatrent
of children's diarrhea before the campaign; only 145 gave these
answers afterwards.

463 said they would not use imbitas for ohildren's diarrhea before
the campaign; 63% said so afterwards.

'Modern' treaters and treatments are universally well-regarded, or so
respondents told our interviewers. Clinics started and remained that

way; health workers gained oredence during the campaign. Sugar-salt
solution was widely acocepted before the campaign and added to its
acceptance level.

88% before and after the campaign reported that clinic treatment
of children's diarrhea was "good".

563 before the campaign and 88§ after the campaign report a belief
that healthworkers will be helpful as sources for treatment.

785 of the sample planned to use SSS in the future even before the
campaign started. 14§ more, or 92§, declared that intention after

the campaign.

Eractica. Bstimates of the effects of the campaign on practice were
drawn from two indicators. First, data were gathered from the
subzample of women who reported that one of their children was either
ocurrently sick with diarrhea or had been sick in the past month. These
women were asked what they had done to treat that particular case.

Before the campaign, 363 of them said they had treated at home
with ORT; after the campaign 485 said they had done so.

This 1s a statistically signifioant change but it does not represent a
change of the magnitude campaign planners might have hoped for.
However it hides a more dramatic change in the quality of practioce.
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(aly 4% of families with ourrent cases before the campaign both
said they used ORT and inew all three ingredients of the oorrect
formula. 178, four times as many, did so after the campaign.

115 before the campaign and 348 after the campaign said they used
ORT and knew at least the quantities of water and sugar in the

foraula.

A seoond indicator, drawn from the clinio registry study, gives a
parallel and more optimistio picture of use.

Of the children ooming to olinios at the start of the campaign
about 43% had been treated with oral rehbydration therapy before
ocoming to the clinic, acoording to the person who brought the
child; by the seoond month of the campaign about 528 of the
children had been treatsd and by the third month 605 had been
treated with SSS or ORS, and that was the level at which treataent
inoidence atayed for the rest of the oampaign, within a few
peroent.

The oconaiatency of these two indicators of ourrent practioce, although
they are both based on self-reports, one to an interviewer and the
other to a alinio nurse, suggesats that there is change ocouring and
that it is closely associated with campaign activities.

Health Outaomes. The study provides no evidence as to health ocutcomes.
Our attempt to use the clinic registries to trace the number of severe
dehydration cases coming into clinics proved unsuccessful. It
foundered both because severe (ehydration seems ralatively rare and may
be unraliably diagnosed by climic personnel.

Campaign Exposure and Quality of Pragtice. Supporting evidence for the
power of the ocampaign to affect health practice ocomes from regression
analyses which predicted quality of practice variables fron campaign
exposure variadbles. The resul ts suggested both that the inferences
fraa before-after findings about the power of the campaign were
correct, and that radio and outreach workers were particularly powerful
channels.

5-65 of the variance in quality of practios was assocoiated with
exposure variables. This was more than half of the variance
acoounted for in each equation.

Regression ooefficients suggested (albeit crudely) that a person
in oontact with an outreach worker (versus not in oontact) was
about 22§ more likely to practioe oorrectly and that a heavy radio
1istener (versus a non-listener) was about 205 more likely to
statisfy the quality of practice oriterion.

These results may be exauined in comdination with the evidence that
radio reached 628 of the population nnd outreach workers only 16%.
Given similar effeot but far greater coverage by one channel than the
other, this is intriguing evidence for a subatantial return on
investments in radioc.
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Salf-ranort ¥alidation. A supplementary study asked respondents who
olaimed to have a curreat case of diarrhea in the household, and who
said they used ORT, to show the interviewer the solution. Caly a mmall
sample (n=27) satisfied these oonditions and were aotually asked by
intervievers to show the solution. Of those, one-third showed the
solution, one third didn't but gave possibly oredible explanations for
their failure to show the sclution (e.g. It is all finished; I
finished it yesterday), and one-third neither shoved the solution nor
offered a credible explanation for the failure.

A relatively high proportion of current treaters claimed to be using
ORS at home (about 678). To estimate actual usage, ve ocan use the
actual proportion who oould show the solution as a lower limit and the
proportion who either showed the solution or had a oredible explanation
for not doing so as the upper limit. This study would suggest that the
per-case ooverage rate lies between 20-45% .

Congluaions. Findings from the evaluation suggest that 1) much of the
intended audience was reached by the campaign, often through more than
one of its channels, 2) that knowledgs of the correct

sugar-sal t-solution inoreased, as did knowledge of the need to feed
children in special ways after diarrheal episodes, 3) that intentions
to use SSS inoreased somehwat during the campaign, but from an already
poaitive baseline, and ¥) that self-reported practioe, particularly
qQual tiy of practice, increased sharply as the result of the campaign.
There is evidence that radio and outreach olinics were particularly
effeotive in influencing practice.

Concerns inoclude the implications of a worriscme level of sodium
concentration in SSS solutions despite some campaign success in
counteracting this. This practice may reflect oconfusion left over froa
previous information prograas, or, more probably, the difficulty of
renembering a fraction (1/2 cap) as fart of a forsula. A sscond
concern reflects the small validation study wvhich suggested that
self-reported use of SSS exaggerates, perhaps substantially, actual
use.
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INTRODUCTION

The Goverment of Swaziland implemented an intense pudlic heal th
communiocation campaign directed towards the treatment of diarrheal
disease, beginning in September of 1984 and continuing through March of
1985. ‘The Public Health Unit and other components of the Ministry of
Health carried out the campaign with technical assistance from the
Academy for Educationsl Development under oontract with the U.S.

Agency for International Development. Significant financial support
for the implementation came through the CCCD (Combatting Childhood
Communiocable Diseans) program of the Centers for Disease Control, also

under USAID funding.

These implementing groups asked the Annenberg School of Communications
at the University of Pennsylvania to design and supervise the
implementation of a amall scale evaluation of the campaign. Robert
Hornik and Pamela Sankar of the Annenberg School traveled to Swaziland
in July of 1984 to design and initiate the evaluation. Ms. Sankar
returned in April of 1985 to supervise the end study and do interviews

with program staff.
The evaluation involved five distinot components:

1) Before-after surveys of caretakers of children. Interviewees
were chosen randomly in a two stage sample of 15 census enumeration
areas and 30 homesteads per area, with one woman being interviewed

in each homestead. Only homesteads on Swazi Mation Land were



eligible for inolusion. Separate samples were chosen for the before
and after studies. Each study involved individual interviews,
foousing on opportunity for exposure to campaign chanrels, learning
of campaign messages, attitudes and intentions with regard to
diarrheal disease treatment, treatment practices, and certain

background variables.

2) Clinto Study. Murses in the twenty-three largest clinios in the
ocountry were asked to register all cases of diarrheal disease
brought to their clinics among children less than five years old.
The registry began in September, the first month of the campaign,
and continued through April, 1985. A speoial registry form was
distributed on which was recorded the child's name, age, and sex,
and the nurse’s estimate of the child's hydration status, how many
days of diarrhea, whether the child had been given ORT before coming

to the clinic, and whether the child was suffering from measles.

If the campaign was successful we expected ‘0 see an increase in the
number of children brought to the clinic having already been given
ORT, a speoifioc message of the campaign, and possibly some deocline
in the inoidence of severe dehydration cases presenting at the

olinte.

3) Self-report validation study. As part of the questionmaire
study, ve also tried to verify the acouracy of self reports of ORT
use., When a respondent indicated she had a child with diarrhea

currently, and that she wvas treating it either with ORS or 333, the



interviewer asked to see the solution.

4) Institutional/Process/Administrative History. Through interviews
with project staff and others concerned w'th the project, through
review of availadle doocuments, and through observations made during
the evaluatora' visits, we have tried to develop an overall picture
of the background of the campaign, its history, and its
institutional ization.

5) Extended interviews with a small sample of mothers. Ms. Sanlar,
during her second visit, did 23 interviews with mothers to obtain a
fuller picture of diarrheal disease perceptions and actions.
Working with Thandie Metsebele, Ernest Mnisi and Wellington Mbhele,
she used the questionnaire as a starting point and then asked for
extended clarification of particular answers. These responses

alloved further interpretation of questionnaire responses.

In this document we present the results of the evalution studies. Ve

begin with a historical section, tracing the antecedents of the

campaign and desoribing what it entailed. Next we turn directly to the

central evaluation questions. We answer five questions whioh allow us

to present the essential evaluation findings. The questions include:

1) Did the campaign reach the audience? Were they exposed to its

nessages?



2) Did the campaign affect knowledge, attitudes, and expressed

intentions? Were the messages learned and accepted?

3) Did the campaign affect health practices relevant to the

treataent of diarrheal disease?

N) Did the campaign affect health outcomes, particularly, the

incidence of severe dehydration?

5) What is the promise for institutionalization within Swasziland of

the public health communication approach?

We begin with the background and details of the campaign. PFirst,
however, we must express our gratitude to Bette Booth, Deborah
Helitzer-Allen, Anthony Meyer and Judith MeDivitt and sany participants
in the August, 1985 evaluation results seminar held in Mbabane,
Swaziland for comments on an earlier draft.Important assistance in data
analysis came from Chien Lei, Clement So, Nina Ferencic, as well as Ms.
McDivitt. Jane Whittendale ably supervised final mnuscript
preparation with help from Ingrid Brennan and editorial assistance from

Barbara Purst.



BACKGROUND 10 THE CAMPAIGN

Diarrhea kills about four million children a year (Lessons from Five
Countries, AED, October 1985). During the last decade, international
health organizations have dedicated their energies to devising new ways
to control and treat this disease. Dissemination of a new treatment,

oral rehydration therapy (ORT), has been this effort's primary focus.

ORT does not attack the causes of diarrhea--complex and solved only
with great financial and time investment--nor does it cure the disease
which is causing the diarrhea. Instead, ORT prevents dehydration and
strengthens the child so that he can fight off the infection which is
causing the diarrhea and reach a clinic if he needs further treatment.
ORT can be prepared with a home-made sugar-salt solution called SSS, or
with a pre-packaged concentrate, called ORS (oral rehydration
solution). SSS is especially useful in the Third World because it can
be made easily with locally available.noasuring devices--soda bottles
and their caps--and locally available ingredients. The main obstacle
to ORT's widespread use is not technical or financial; it is

informational: mothers need to be made aware of its existence.

The Offices of Health and Education of the Science and Technology
Bureau of the United States Agency for International Development
(USAID), as part of their participation in the ORT activity contracted
with the Academy for Educational Development to develop and implement a
program for the prevention and treatment of acute childhood diarrhea in

rural areas of developing nations. This program, Mass Media and Health



Practices (MMHP), attacks the problem of diarrheal disease through a
concentrated campaign combining radio, training programs, and printed

materials.’

AED's MMHP contracts, signed in 1979 and 1980 respectively with
Honduras and The Gambia, called for three-year programs in each of
these countries. As these programs neared completion, evaluations
demonstrated their success and AID signed an extension of the MMHP
contract to continue these programs and to replicate the prograam in
five more countries. USAID funded these diffusion sites on a reduced
budget to determine whether the MMHP model could decreass its ocost
without diminishing its effectiveness. In March 1984, the Kingdom of
Swaziland in Southern Africa agreed to host one of the MMHP diffusion

sites.

MMHP is an example of a recently emerging approach to health education
known as the "public health communication” approach. This approach
attempts, in a pre-defined period of time, to change a particular set
of behaviors in a large-scale target audience with regard to a specific
problem. (MMHP/ARD, 1984, p.6). MMHP Swaziland sought to use a
six-month campaign to change the behaviors of rural mothers oconcerning
treataent and prevention of children's diarrhea. The approach has
thrio stages: preprogram planning and development, instructional

intervention, and ongoing monitoring and evaluation.



The planning phase concentrates on gathering information so that each
project can be tailored to fit the specific needs of the targeted
population. The instructional intervention is distinctive for its
integration of three communication channels: radio, print, and face to
face. "Women hearing health messages on the radio also hear the same
advice from a health worker, receive printed information from her
ohild's school, participate in community health fairs and see related
posters® (MMHP/AED, 1984, p.7). Ongoing monitoring and evaluation
contribute to the program by feeding back information about the
relative success of different aspects of the project, allowing for
adjustments during the campaign. The final evaluation serves as an
example for later programs using the public communications approach for

development activites in the same country or elsewhere.

PROJECT ANTECEDENTS®

Life expectancy at birth in Swaziland is 44 years, the lowest in the
Southern Africa region. Infant mortality is over 150 per 1000 live
births. Childhood mortality is also high with 235 of the children
dying by age 10. Diarrheal disease contributes significantly to these
high mortality rates among the young. Although no morbidity data are
available, analysis of clinic data gathered in early 1983 shows that
over 135 of the outpatient discharges were related to diarrheal

disease.

Since the mid-1970s, the Swaziland government has acted to contain the

threat of diarrheal diseases. They have supported preventive programs



for improving sanitation and personal hygiene and treatment policies
concentrating on ORT. In 1976, public health nurses in Swaziland began
disseminating the instructions for preparing home-based SSS. Radio
broadcasts echoed the message and Rural Health Motivators (RHMs) (rural
residents trained in rudimentary health care) learned about SSS in
their training workshops. In 1978, clinics and RHMs began distributing
ORS packets.

Changes in preventive measures began to take shape in late 1980 with
the initiation of the USAID-funded Rural Water-Borne Disease Control
Project (RWBDCP). Most of the diarrheal diseases in Swaziland are
transaitted through contaminated water and this project seeks to
oon;rol them through a three-pronged effort focusing on health
education, latrine construction and infrastructural isprovements in the

water supply.

An outbreak of oholera in 1980-1981 resulting in 31 deaths deepened the
Swazi government's commitmsent to improve diarrheal disease control
Beasures. In response to this epidemic and as part of the RWBDCP, two
consultants visited Swaziland in late 1982 to advise on the development
of a mational plan for diarrheal disease control. Both of these
oconsultants fooused their inquiry on improving the use of oral
rehydration therapies. Their other recommendations included expanding
and decentralising health education services, exploring mass media use,
and training a national diarrheal disease ccntrol coordinator at the

International Center for Diarrheal Disease Research in Bangladesh

(ICDDR,B). The Swasiland government implemented many of



these recommendations over the following years.

As a part of these efforts, AED and the Swazi govermment held a series
of oommunications workshops to train development personnel in the most
effective methods of spreading messages about diarrheal disease
control. The first of these workshops took place in October 1982.
This workshop introduced the use of radio droadcasts for development
work and began training participants to produce messages, specifically

conoerning health issues.

During this visit, members of the Academy staff initiated two other
communication-related activities, First, with the workshop
partiocipants, they discussed establishing a permanent organization for
overseeing communications and development activities. Second, with
Ministry of Health (MOB) officials, they formally presented the
MMiP-Honduras project for review as a posaible strategy for diarrheal

diseass oontrol in Swaziland.

During a second workshop held in early 1983, a communications strategy
for disease oontrol began to take shape. The workshop oame up with a
jingle and a mame for the campaign--"Ayihlcme Maswatil®, or “Ara
Yourself, Swasii®. At this workshop, participants from Swaziland
Broadocasting and Information Services and the Miniastries of Health and
Eduocation produced 14 radio dramas and 19 radio spots oconcentrating
primarily on preventive practices. Swaziland Broadcasting Service,
SBS, broadoast these messages twioce weekly during the prime time Health

Bducation prograa.
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On the basis of the success of these workshops and other activities
aimed at developing a national plan for preventive heal th practices,
the Swazi govermment entered into an agreemment with USAID to 00=sponsor
the MMEHP project. The Dratt Nork Plan authored by AED in consul tation
with USAID and the Swazi MOH characterized the MMIP progras as a means
of concentrating the ongoing diarrheal disease control activities. "It
is essential that primary attention be given during the next twelve
months to organizing these efforts into a single coherent attack on the
leading contributors to infant mortality in the Kingdom: diarrhea,
immunizable diseases and malaria." (Ramsuson and Smith 1988. n.p.)
MMHP was to organize this attack, and in so doing, it was to introduoce
the pudblic communications approech to the health eduocation systea in

Swaziland,

The original agrement required Swaziland MMHP to accomplish these
objectives in 12 months. Although the MOH and AED eventually
lengthened this period to 18 months, it was still conaiderably shorter
than the MMHP projects in Honduras or The Gambia which were three year
projects. The justification for a shortened duration was that MEP
Swaziland could use materials and experience accumulated through the

years of work in Honduras and The Gambia.

Svaziland MMHP also differed from earlier MMIP projects in its

institutional structure. In the past, MMIP has been within or
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conngoted to the health education unit of the host country. Swaziland
MMHP, however, was placed in the Public Health Unit (PHU). The Swazi
govermment took this action for the following reasons. First, the
Heal th Education Unit (HEU) had limited resources: office space was
socarce, and no health educators could be spared from their ongoing
responaibilities. Second, the MMP project, requiring intense activity
and complicated coordination, diverged from HEU standard practices.
MMEP's integration into HEU on short notice might have disrupted HEU's
long-term plans. As a result, MMHP was situated in PHU, but was to
maintain ties with HEU through shared personnel, regular staff
meetings, and dependence on its graphic design and printing facilities.

Swaziland MEP, unlike other MMHP programs, was not an independent
project. Instead, it was administratively subordinate to the RWBDCP.
Practically this meant that official communications with the AID
misasion had to be routed through the RWBDCP chief-of-party and that he
controlled MMP's local finances. The decision to place MMHP under
RBDCP was reached in an effort to hold down the number of US-sponsored
projects and maintain a desirable balance between foreign-sponsored and
local projects. In addition, because support for materials production
and certain other expenses came from CCCD, the MMHP program also had to

coordinate with that progras.

The Swasiland work plan scheduled the program in two phases: the
rirst, April through August 1984 for preparation and the second,
September 1984 through March 1985 for implementation. The planning

phase inocluded researching local conditions, designing and producing
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print materials for the campaign, writing and producing radio messages,
and designing and scheduling the training workshops. Projected
activities for the campaign included radio broadcasts, training
workshops, flyers, posters, flags, and a national lottery to foous

attention on the campaign.

The preparation phase for Swazi MMHP required assessing and adapting
campaign strategy and materials from other MMHP programs to Swazi
conditions. Many of the print materials and much of the campaign's
basic approach were adopted almost unchanged from The Gambia project,
but some alterations were required. The greatest production task was

the creation of radio messages.

Several individuals participated in the preparation of the MMIP prograa
including representatives from HEU, PHU, Swaziland Broadcasting Service
(SBS), AID, and MOH. These representatives held regular meetings to
sketch out a strategy and then to oversee its implementation. The
primary partiocipants included Dale Huntington, AED techni. advisor,
Alfred Mndsebele and Bongani Magongo, health educators assigned to the
project, and Gladys Matsebula, Public Health Unit nurse and coordinator
of diarrheal uisease control activities for the Combatting Childhood
Communicable Diseases project.

To design the Swaziland MMIP campaign, the group began collecting
information about local conditions. They referred to prior research on
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Swazi beliefs and practices concerning diarrhea carried out by
anthropologist Edward Green, and conducted several smaller
investigations themselves. These investigations inoluded a radio
listenership survey, a review of ORS packet distribution practices, a
olinic study oconcerning potassium depletion, an analysis of the current
SSS formula, and a survey about mothers' ORT practices. Throughout the
planning process, this group also relied on themselves as
representatives of the Swazi culture to provide important information

about local conditions.

Strategy

In planning the strategy for the campaign, the group used findings from
the formative research to weigh the relative advantages of ORS packets
versus SSS home-mixed solution. ORS packets are easier to mix and they
contain the electrolytes and potassium necessary in cases of severe
dehydration cases. Because research indicated that potassium depletion
might be a problem among Swazi children, the ORS packets seemed
preferable. Also, because the packets are pre-measured, they reduce

the 1ikelihood of mixing mistakes.

Dependence on the packets, however, requires assured access.
Pre-campaign ressarch demonstrated that the Swaziland packet
distribution system had several bottlenecks and that over half of the
olinios had run out of packets during 1983. Although reforms were
planned, they would not go into effeot until after the campaign. 1In
light of this, the SSS home-mix solution was chosen as the preferred
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practice for the MMHP campaign.

Because 3SS does not treat potassium-depletion, the campaign strategy
vas further modified to include instruoting the mothers to begin
treatment with SSS a: hame and then to go to the olinic where potassius
depletion oould be treated. Tho "Diet-for-Diarrhea” poster was also
adapted to include potasaium-rich foods.

The decision to emphasize SSS alsoc required a heavy emphasis on the
correct formula. The Swazi population had been exposed to three
different formulas in less than 10 years. The most recent change
resulted from MMP-initiated research which revealed the earlier
formula to have been possibly toxio. To highlight the new formula a
"rebydration kit" was introduced into the campaign. Assembling a kit
would require the mothers to set aside the supplies needed to make SSS,
thus assuring that they would have the necessary ingredients and proper

neasuring devices.

A radio workshop convened in July 1984 and lasting for ten weeks
created the campaign radio messages. Workshop participants were draun
from the Ministries of Agriculture and Health., About half of the
partioipants were new to radio production; the other half had
partiocipated either in a previous development comsuniocations workshop
or bad been given preliminary training at SBS. Esta de Fossard, ARD

consul tant, led the workshop, assisted by Wilma Lynn also from AED.
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During the workshop, participants were trained in message development
and radio production skills. Formative research had suggested that the
Swazi audience liked drama and musioc on the radio, so the workshop
participants tried as much as possible to inoorporate these features

into their programming.

The radio broadoasts ranged in oontent from ssleoted preventive
measures, such as digging rubbish pits, to treatment atrategies
inocluding diagnoaing diarrhea and dehydration, mixing and administering
3SS, and the child's proper nutritiomal care during and after a
diarrheal episode. A portion of the content for the campaign's
messages was based on The Gambia project. Certain faots disoovered
during the formative research, however, helped the group to adapt scme

messages to the Swazi context.

A primary issus in developing the radio messages was how to
characterize diarrhea's greatest threat: dehydration. Prior
ethnographio research had shown that traditional Swazi beliefs did not
oonneot diarrhea with dehydration, hence the necessity to rehydrate the
child would not be apparent. The same research suggested that many
Swagis did believe in the necessity of maintaining the body's balance
of fluids. The radio workshop oreated programs which characterised the
problem of diarrhea as loss of liquids leading to an upset in the
body's natural equilibrium. This imbalance oould be remedied by
replacing the lost liquids with 3SS.
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Research also uncovered a particularly dangerous traditional diarrheal
treatment: purging the child. The MEHP team felt that this practice
posed a serious threat to children's well-being. Tey devaloped
several messages oritical of this practice, using the same logic about
the necessity to maintain a balance of liquids in the child's system.
Other findings from the ethnographic research conoeraing differeat
types of diarrhea were considered too complicated to integrats into the

campaign's messages.

The group wrote and produced 20 15-minute radio dramas, 46 5-minute
radio inserts and 22 spot announcements. Completion of these radio
programs demanded considerable energy from both the instruotors and the
partioipants. Minor organizatiomsl problems, such as faulty equipment
and slov travel reimbursements for the participants, marred the
workshop. In general, however, the work went smoothly. Acoording to
interviews with participants, this success can be attributed to the
instruotors' and participants' enthusiass and the helpfulness of SBS

personnel.

Preparations for the workshops required developing a training
ourriculus and making the schedul ing and lodging arrangements. Alfred
Mndsebele and Bongani Magongo, with the oollaboration of Dale
Huntington, designed the ourriculum by adapting a standard WNO manual.
The training sessions were divided into separate traocks which grouped
together health personnel with similar skills and jobs.
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Track 1 conaisted of professionmally-trained heal th personnel associated
with rural clinics. These people received a two-day training progran
fooussing on hydration status assesmment, ORT treatment guidelines, and

children's nutritional needs during and after diarrheal episodes.

Track 2 refers to the nuraing staff of major urban medical facilities.
The program originally intended to give this group training in
supervisory skills for diarrheal disease control programs. Due to time

limitations, however, these workshops were not held.

Track 3 personnel included RHM's, Red Cross First Aid asaistants, and
traditional healers. These people received a one day training prograas
which was similar to the Track 1, but less technical. Both Track 1 and
Track 3 personnel were given mixing flyers to distribute in the

countryaside when teaching people how to mix the solution.

A major function of these workshops was to train participants to
instruct other people how to mix and administer the solution. Te
workshop participants were asked to go out and train ten (later reduced
to five) community members in these skills. These community members
were also given yallow flags depicting a "happy baby® to fly at their
homestead alerting neighbors that they knew how to mix SSS. These
"Yellow Flag Volunteers" were also given mixing flyers to distribute.
Radio messages and clinic nurses informed the community about these

volunteers.
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In reflecting on the preparation phase, several participants coamented
during interviews that the time was too short. MMHP's institutional
setting exacerbated the scheduling problems. The ambiguity in the
relationship between MMHP and HEU caused delay in some materials
production and pilot testing. The lack of financial autonomy for MMHP

may also have slowed preparations.

Still, in less than five months this group completed background
research, designed print materials, produced a radio ocampaign, adepted
a training manual and made arrangments for more than two dogen
workshops. Some participants in the preparation proceas thought that
this hectic schedule had perhaps been draining, but they also felt that
the rapid pace of the activity helped to generate the excitment which
carried them through it.

J4E_CAMPAIGN

The campaign was an intense, coordinated effort. It began the second
week of September and lasted through the middle of April. During this
time SBS broadoast messages several times weekly, the MMP team held 18
training vorkshops, and over 260,000 flyers and 7500 posters were
distributed. Periodically throughout the campaign, the MMHP team
informally evaluated their work. It was decided to drop a planned
lottery because the logistics of organiging it would have overtaxed the
personnel resources of the projeot, and because of some doubt as to its

necessity given widespread ORT awareness.



19

Radio Broadocasts

SBS broadoast the Ayihlome programs during four different weekly time
slots. The longest shows were dramas lasting fifteen minutes which
were broadcast every Wednesday evening and repeated every Saturday. In
addition, each week the station dedicated two five-minute segments to
Ayihlome programming, one during an agricul tural progrsm and the other
during a women's program. SBS also broadcast the Ayihlome jingle and a
few 30 and 45-second spots regularly throughout the day. Tis
schedule, put into operation in September, continued for 24 weeks with
only one major revision. After several months of broadoasting, MMHP
and SBS decided to omit the five-minute spot in the women's show and
concentrate on the agricul tural show because SBS felt the programs were

too repetitive.

In December the MMHP team undertook an informal evaluation of the

programs. In several interviews, RHMs indicated that in their areas
people with whom they were familiar enjoyed the programs and listened
to them regularly. The interviews also showed that more emphasis on

the Yellow Flag Volunteers and the rehydration kit might be necessary.

In January former members of the radio workshop, under the supervision
of Alfred Mndzebele and Bongani Magongo, started to produce a new
series of radio programs. The MMHP team had left open several weeks of
programming because they did not know whether the lottery would be held
requiring a new set of messages. The lottery was not held, so they

filled the empty slots with new programs designed to stress Yellow Flag
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Volunteers and rehydration kits. SBS began broadoasting these new
programs in February interspersed with some of the old programs.
Beaides these changes, programs on malarial disease and measles
vaccinations were added to complement activities undertaken by CCCD,

MMHP's sister project.

Workshops

To oomplete the training workshops before the beginning of the rainy
season and the onalaught of diarrheal disease, the MMIP team hald
training workshops almost continually from mid-September through
November. They completed 7 Track 1 and 11 Track 3 workshops. There
was not enough time for Track 2 workshops, but the team hoped to reach
scme of these people by giving a presentation as a part of another

workshop in mid-May.

o Track 1 workshops had to be cancelled, the first because the
training materials were not ready, the second because of transportation
problems. The rest of the training schedule was so tight that these
workshops could not be held later. In addition, the MMIP team also
participated in two HEU-sponsored traditional healer workshops, to
bring the total number of people trained to 440.

The MMHP team conducted two informal evaluations during these
workshops. The first questioned the participants: had they learned
the material presented? The second graded the workshops: had the

participants found them useful? Both evaluations had poaitive results.
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Participants ocomplained only that certain segments, such as the one on
the physiology of diarrhea, were too short.

The MEHP team had planned to do longer term evaluations to determine
vhether participsnts had retained their skills and whether they had
gone on to train five Yellow Flag Volunteers, as planned. But they
could carry out only very limited versions of these evaluations. The
team cited lack of tranaportation as the major obstacle to this

activity.

A brief evaluation of the Yellow Flag Volunteer progras by MMIP staff
during December and another in March showed mixed resuits. The Yellow
Flag Volunteers interviewed (fewer than ten) demonstrated an adequate
knowledge about children's nutritional needs during bouts of diarrhea,
and SSS mixing and administration practices. For the most part,

however, workshop participants had been able to train only 2, perhaps

3, of the 5 to 10 volunteers projected in the original plan.

MMIP tean members felt that completing the training program had
required a strenuous effort. They had to conduct as many as two
workshops a week with considerable time devoted to travel. Scme people
suggested that either more time or more personnel might have eased the
situation, but all the participants agreed that once the rhythm of the
workshops and preparations had been established, the work went
smoothly. Everyone commented that this was due in large part to the
trainers' consistent commitment as well as the participants'

enthusiasm. A great deal of energy and skill went into the
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implementation of the campaign. We turn now to evidence about how it
all ocame out, asking first about exposure to the campaign.
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The campaign included radio broadcasts on three different programs,
training of health professionals and looal volunteers in diarrheal
disease ﬁ-uhont, distribution of flyers, and the establishment of
yeallow flag loocations. Campaign planners have good knowledge of what
vas done: number of broadcasts, number of attendees at training
sessions, number of flyers and yellow flags printed and sent out. What
distribution statistics do not indicate is the extent to which the
audience was actually reached., Were they expcsed to the campaign? All

of the data reported in this section reflect responses to the

after-campaign survey.

BARIO_EXPQSURE

About 658 of the sample reported listening to their radios every day of
the week. Of the rest, 25% didn't have working radios, and about 10%
reported listening only 1, 2, or 3 days each week. Thus, 75§ of the
target population had some possibility (most with some high
probadility) of hearing the messages; the rest were unlikely to be
directly exposed, al though others around them might well have told thea

about the messages. (See Appendix Al1).

Diarrheal disease messages were tranmmitted over three regular
programs: Ayihlome, a women's program, and the agricul tural program

(Table 1.) The audience was regularly exposed to these programs.
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Virtually everyone who had a working radio reported listening to at
least one of those programs (738 of the population; 96% of those with
working radios) apd half of the sample reported listening to all three
programs. PFollow-up questions about listening last week and
reaembering the content of last week's program (much more stringent
tests of exposurse) still suggested that 425 of the sample listened to
one or more of the programs and 34§ reported remembering the content of
one or more of the programs broadcast in the previous week. (Table 2
indicates the proportions listening generally, listening last week and
reaaembering last week's content for none, one, two and all three

programs.)

We oreated a scale (called LISTEN) to summarize the variation in likely
exposure to the diarrheal disease messages over the radio. An
individual received one point each if: 1) her family owned a working
radio, 2) she listened to the radio, 3) she reported listening to at
least two of the three programs, ¥) she reported listening to at least
two of the three programs in the last week, or 5) she reported
reaeabering the content of the broadcast for at least two of the

prograas. 3

On that scale (Table 3), about 208 of the sample (scores ¥ and 5) were
intensely exposed to the radio campaign, 40§ substantially exposed
(score 3), 12§ scmewhat exposed, and the rest either minimally exposed

or not exposed at all.
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Iable 1: Listening to Each Program (MsA31)
Axibhlome Women'a dsriculture

Percent who ever listen 67 .3%¢ 62.4% 58.2%
Peroent who listened 3N.1 19.7 16.2
last week

Percent who can reaesber 25.8 10.0 10.2
oontent

#67.35 said they listened to the Ayiblome program, out
of the entire population. Since only 763 of the sample
had acoess to working radios, this means that almost
908 of the eligible population reported

some listening.

Iable 2: Type of Listening Across
All Three Programs (NsA31)

Remember Last
Liatened Liatenad Laat Week Wesk Content
No Programs 26 .9% 57 .5% 66.8%
One Prograam 7.4 22.3 22.7
%o Programs 16.5 12.8 8.1
Three Programs 49.5 T.4 2.3

Dable 3: Scale Scores for LISTEN (Ns430)

o 1 2 3 4 5
18.6% 7.08 12.1% 41.6% 11.4% 9.3%
ZACE-T0-FACE EXPOSURE

Three personal sources vere expected to be carriers of diarrheal
disease oontrol messages: 1) health care professionals at the clinics
and hospitals, 2) rural health motivators and other health extension
agents who are likely to visit individual homesteads, and 3)

individuals in ocmmunities who are given some SSS training and who
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display yellow flags to indicate that they can provide assistance.
This last group may sometimes overlap with the second group.

Estimating exposure to such personal sources of information is, 1like
exposure to radio, largely a matter of seeing what opportunities
individuals have had for such exposures. The most common opportuni ty
vas at the clinic, when caretakers have brought their under 5 year old
children for treatment of diarrhea. Seventy-six percent of all
respondents reported having brought a child to the oclinic for treatment
of diarrhea at some past time. Fifty-four percent reported taking the
child who most recently experienced a diarrheal episode to the eclinio,
and of that group 718 (or 385 of the entire sample) reported doing so

vithin the previous six months, the period of the campaign.

The issue is did the visit to the clinics involve just treatment or was
there some education as well? It is difficult to know in any
particular case, but we do have an indication that nurses are providing
some education. Fifty-five percent of the sample reported receiving
ORS or SSS at the last visit to the clinic, and it is difficult to
imagine that such treatment is given without some educational
intervention, since it involves actions by the caretaker. Similiarly,
of the 608 of the sample who claim to be able to mix ORS from a packet,
all but a very few (55) claimed they learned it from a olinic nurse.

We can make a conservative guess as to the extent of caretaker exposure
to the campaign through contact with nurses by oreating the following

soale. We consider caretakers to have had exposure if their contact
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with the clinic included all of the following elements: 1) contact
with a clinic nurse, 2) during the previous six months, 3) for the
treatment of the last case of diarrheal disease for a child under 5,
and §) treatment with ORS or SSS for this case. Using that oriterion,
we find that about 22§ of the sample has had high probability of
contact with a nurse about campaign messages. If we broaden the
definition of clinic contact, to include any past reported clinic
contact for diarrheal treatment in which ORS or SSS was recommended,
close to 605 of the sample can be said to have contact with clinic

nurses about campaign messages.

In addition to the quite common contact with clinic nurses, there are
individual heal th extension workers who visit homes. It appears that
such contact is frequent. Forty-two percent of the sample reported
visits either by the RHM (Rural Health Motivator) apnd/or by another
heal th worker. However, diarrheal treatment was reported only rarely
(by 16% of the visited homesteads, 7% of the entire sample) as the

topic of such visits.

The last personal source we checked was the one explicitly developed by
the campaign: the yellow flag volunteer. Productive educational
contact with these people was not common. While half the sample
reports knowing that a yellow flag volunteer has something to do with
health, and one-third report that someone "around here" has such a
flag, only one-in-eight reported personal contact with a volunteer.
Virtually all of those people said that they learned about SSS from the

volunteers.



28

The rarity of contact with yellow flag volunteers reflects the limited
reach of the training components of the campaign. Given the short
campaign period, trainers reached only a portion of the country. Forty
percent of our sampling clusters (6 of 15) were described as focus
areas for training efforts, or showed clear evidence of some presence
of yellow flag volunteers. However, even within these areas apparently
reached by training efforts, outreach to caretakers was limited. 1In
these districts, only 21 § of respondents reported yellow flag contact.

In sum, personal contact has been substantial, but thus far has been
fooused on the clinic nurse. Tventy-two percent claim recent, and 60%
claim past, direot clinic contact about ORT for diarrheal disease
treatment for young children. Contact outside of the clinic is less
common. Seven percent of the sample report contact with an RHM or
other extension worker about diarrheal treatment, and 12§ report
contact with a yellow flag person. Given socme overlap between these
two types of outreach contact, a total of 16 $ of the sample reported
out-of-clinic contact. A useful picture of overall contact comes from
Table 4. Either 358 (if we use our conservative definition of olinio
contact) or 655 of the sample appears to have had face-to-face contact

about campaign messages.
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Iable 8;: Peracnal Contact: Overall, apnd
faqua/non-focus area comparisons.

Batire Foous Non=Foocus

dample dceas dceas
(N=N31) (N=180) (N=251)

4) Clinic Contact within 6 months 21.8% 25% 19.5%
for treatment with ORS or SSS

B) Some Clinio Contact 56 .8% 57 .8% 55.6%
for treatment with ORS or SSS

C) Extension oontact 6.7% 12.2% 3.9%
for diarrhea treatment

D) Contact with Flag Person 11.8% 21.1% 5.28

E) Outreach Contact: 16 .5% 28.3% 0%
either Cor D

Conservative Contact 35.5% 48.9% 25.9%

Measure: either A or

CordD

Less Stringent Contact 65% 71.1% 60.6%

Measure: either B or

CordD

An additional note may be added here. In one part of the
questionnaire, respondents were asked to describe what treatments they
believed traditional healers gave to children with diarrhea. Very few
(8% of those who gave any answer) reported that traditional healers
gave ORS or SSS to treat diarrhea. While there was some training of
healers that ocourred during the carpaign, it has not had a large

ef feot on audience perception of what healers are likely to do.
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It has been mentioned that the program concentrated its direct training
activities in a limited number of places. We defined 6 of our 15
sampling rlusters as places in which training had been relatively more
intense. And, as is clear fram Table ¥, those training fooi were the
places where we were most likely to find people who reported some
direct exposure to a persomal source of information. We compare the 6
focus areas with the 9 non-focus areas for the reported contaot

variables.

On every oriterion, except for the vague, “"past clinic oontact®, the
foous areas show a sharp advantage. On the scale which credited either
recent clinioc treatment, extenaion contact, or flag person oontact,
foous area respondents were v:.rtually twice as likely to have had
persomal contact than were non-focus area respondents. Most of the
inorease reflects additional outreach contacts: Health personnel
training was indeed turned into sharply inoreased personal contact
about campaign messages among the audience. In a subsequent section,
ve ask whether each type of contaot, in-clinic and out, affects

knowledge of campaign messages and practice of recommended bshaviors.

The third component of the campaign meant to reach respondents were
special flyers whioch provided instruotion in how to mix sugar-salt
solution. The implesentation staff reported distributing 260,000
flyers during the campaign, more than one for overy homestead in the

country. During the final survey, interviewers showed respondents a
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copy of the flyer and asked them if they had ever seen it and whether
they owned it. If they owned it, they were asked to show their copies
to the interviewer. Anyone who recognized the flyer was asked to

desoribe what it was about.

More than one half of the sample recognized the flyer and knew it dealt
with mixing SSS. One in five claimed to own the flyer, and one in
eight could actually show it to the 1.:1!:01'!11.0:‘10!-.~ As they stand,

these resul ts speak to considerable success in diffusing the idea of
the flyeir, and even in distributing the flyers themselves. One in five
owning an educational flyer, where none did five months before, is of
note. Nonetheless, there were enough flyers distributed for every

homestead in the country. Why didn't more caretakers have them?

The data allow a clear explanation. To the greatest extent flyer
ownership reflected contact with an extenaion worker, or yellow flag
volunteer--an outreach worker. Almost one in two respondents who had
ocontact with an outreach worker owned a flyer. Only one-eighth of the
rest of the sample claimed to own a flyer. Recent contact with clinic

nurses made no difference in flyer ownership (or flyer recognition).

Flyers require a physical distribution channel. The clinios apparently
were not asked, or not able, or not willing to serve as a channel. Or,
if people got flyers fram oclinics they tended not to keep them. In
oontrast, yellow flag volunteers and health extension personnel served
as effective distributors. They reached only a mmall portion of the

country, however, because training did not ocour in all seotions of the
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country, and because even in areas of the country where training did

occur, many people did not have contact with any outreach workers.

This result, of substantial effectiveness by outreach workers where
they operate, but of limited penetration in the population, will be
repeated in subsequent sections of this presentation. It is a subject
requiring further discussion, and it will have it, after additional

results are presented.

Table 5: Exposure to the Campaign Flyer

Entire Contact with Out- Contact with Clinio
Sample reach Workers

None Some No Recent Recent
Contact Contact
(N=431) (N=360) (NsT1) (N=337) (Na94)
Saw Flyer about 54.3% 49.4% 78.9% 55.2% 51.1%
SSS
Own Flyer 18.5% 12.5% 49.3% 19.3% 15.9%
Can Show Flyer 12.5% 8.3% 33.8% 13.1% 10.6%

For each of the four campaign exposure variables: radio listening,
recent personal contact at the clinic, personal contact with an

outreach worker, and flyer exposure, we can describe, orudely, two

levels of exposure: ot exposed or minimally expossd versus exposed.

Table 6 presents this information. It is then possible to combine all
four campaign exposure variables into a aingle scale, to understand

whether each source is reaching the same or different, people (Figure
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I). Ve divide the population into four groups: those who report
exposure to three or four sources (8.28), those who report exposure to
two sources (20.58), those who report exposure to one source only,
(54.8%), and those who do report no substantial exposure to any source
(16.5%) . Clearly, the great majority of the respondents had some
substantial exposure to the campaign. Most often that included
exposure to radio (728 of those exposed to a aingle source were exposed

to radio).

Table 6: Campaign Exposure Summary for Each Channel

Recent
Clinic Outreach
Radio Flyer Contact Contact

Not Exposed 37.7% 81.5% 78.2% 83 .5%
Exposed 62.3% 18.5% 21.8% 16 .5%
Radio: Listening Scale 0, 1, 2 = not exposed; 3, 4, 5 = exposed

Clinic Contact: Previous six months clinic ORS Treatment s
exposed; otherwise =z not exposed.

Outreach Contact: Extension Worker contact re ORT or Yellow
Flag Volunteer Contact =z exposed; otherwise
not exposed.

Flyer: Claims to own and knows what it teaches = exposed
otherwise = not exposed.
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In this section we examine the effects of the campaign on two types of
variables: knowledge, particularly of the correct mixing instructions
for the sugar-salt solution, and attitudes or intentions, as reflected
in questions about how respondents think about al ternative diarrheal
treatments. We use data from the before and after questionnaires,
assuming that large differences in responses may be attributed to the

campaign. (5+6)

ENQNLEDGE EFFECIS

Ingredients in the Sugar/Salt Solution

Much of the campaign's energies were devoted to tranmmitting knowledge
about the proper way to mix the sugar-salt solution. This was a
particularly difficult task, because the recommended formula for the
campaign (1 litre of water, 8 ocaps of sugar, 1/2 cap of salt) was a
change from a formula that had been in circulation previously
(recommended 1 cap of salt, which produces a potentially toxic solution
containing 140 mleq [millimoles per liter equivalent] of sodium, above
the 100 mleq upper bound of the WHO guidelines). Other areas of
knowledge the campaign addressed include how much solution to give a
child, what type of water to use in preparing it, and how often it
should be prepared.
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The results (desoribed in Tables 7 and 8) suggest a generally positive
response to the campaign, but with some reserve. The results can be
evaluated from either of two perspectives: they are evidence for the
effectiveness of the communication activities in producing desiradble
educational outcomes; also they are evidence about whether what was
learned vas sufficient, given health oriteria. Specifically, when we
deal with SSS, it is possible that we have substantial communiocation
sucoess--lots of people learning important concepts~--without
necessarily satisfying one crucial health success criterion: few users
of SSS "knowing" dangerous formulas. We present the results keeping

both perspectives in mind.

The campaign planners faced two difficult ciroumstances from the start.
The Ministry did not believe that it would be posaible to reach the
mass of the population through an ORS packet distribution prograa.
Neither the logistics of packet distribution nor the frequency of
mothers' clinic use would support that strategy. Instead the campaign
focused on the continuation of Lame-mixed sugar salt solution, by it's
nature a more complex practice than ORS packet use with clinic-based
distribution. The fact that previous efforts had endorsed a

potentially dangerous formula made it doubly diffioult.

At the outset of the campaign, fifty-one percent of all of the women
intervieved said, without specific prompting, that they had used
sugar-sal t-solution when they desoribed their treatment regimen for the
last case of diarrhea for a ohild under five, or if they reported no

specific past case, they said they planned to use SSS for the next
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T The formulas they reported using, however, were highly

case.
varied. There were AT different formulas reported by the 223

respondents who claimed to use sugar-salt solution. Of those, 19 did
not offer a spescific formula. The rest were divided as suggested in
Table 7. Between them, the old, previously recommended formula, and

the new formula were given by less then 25§ of thcse using SSS.

The campaign changed this pattern sharply. Sixty-eight poroonta of

the respondents to the post-campaign survey claimed to have used SSS
for the last case (or described it as part of their next case planned
treatment regimen, if they reported no last oase.) Not only were there
more respondents reporting using the formula, but they were much more
concentrated in the formulas they offered. The 24T respondents offered
a total of 47 formulas, (that was unchanged) but more than half offered
one of just two formulas: the new or old recommended versions. In
particular, while only 8% of those SSS users offered the
campeign-endorsed formula before the campaign, 26% did so at the

ond.?

A useful additional perspective on the campaign oomes when we examine
learning of the two elements of the formula that were unchanged (one
liter of water and eight caps of sugar.) 7Tventy-eight perocent of the
before sample knew both water and sugar quantities, but fifty-eight
peroent specified both correctly after the campaign. From a
comsunication campaign effectiveness perspective, these results are,

without question, a major success (Table 8.)
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Table T: Most Frequently Offered Formulas
for SSS Before and After the Campaign

Bafore the Campaign

Formula Water Sugar Salt

Gumber (litera) (oapa) (capa) N 1
1.0 1 8 1 35 16%
2.5 1 8 1/72 18 s
3. 1 2 1 16 7%
8, 1 1 1/2 14 63
5. 1 2 172 8 4g
6. 174 1 1/2 7 3
(%0 other formulas with fewer than 106 478

3% of sample)
No formula offered 19 9%
Total 223
After the Campaign

Formula WVater Sugar Salt

Wumber (litera) (caps) (capa) N 1
1.0 1 8 1 67 1%
2.5 1 8 1/2 64 26%
3. 1 3 1 16 63
8, 1 1 1 10 L} )
5. 1 1 172 9 79
6. 1 8 3 7T 3
(%0 other formulas each with less 59 248

than 3% of sample)
No Formula offered 18 6%
Total 247

® The formula advocated before the campaign
#® The formula recommended during the campaign (and briefly
before 4it)
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Table 8: Knowledge of Sugar Salt Solution, Among SSS Users

Before (Ns223) After (Ns247)
Percent knowing correot amounts 8.2% 25.9%
for all three ingredients
Percent knowing both water and 26.3% 59.1%
sugar smounts
Percent inoluding more than 66 .4% 54.3%
100 mleq of sodium per liter
Percent including more than 29.1% 12.1%
140 mleq of salt
Percent knowing should use 85.9% 80.2%
clean water
Percent knowing should prepare 17.3% §1.38
daily
Perocent, appropriate answers, T0.2% 75.28

smount per day

Froa the perspective of achieving heal th outcomes, however, concerns
must remain. No issues are worth attention. First, there is an
inorease in the proportion of people (from 168 to 26%) who are reciting
the cld foramula, a formula which was changed because it was oconaidered
potentially dangerous. How is that increase to be explained? One
posaibility is simple misunderstanding of the message with respondents
reasesbdering one cap when the instruction was 1/2 cap of salt, either by
those who have heard it directly from the radio or other channels, or
indirectly from friends or neighbors. A second posaidility is that
scme sources of information, partioularly olinic nurses or health
extenaion workers, continue to diffuse the cld formula, even after the
campaign. A third posaibility is that word of mouth is still spreading

the cld formula in ocommunities, although no official source was doing
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Without direct observation of clinic and extenaion worker activities,
to establish what information they were diffusing, it is difficult to
choose among these explanations, Nonetheless, we can try to
distinguish among them by looking at the association between exposure
to particular campaign channels, and the likelihood of reciting the cld
or new formula. If the problem was that inaccurate information was
being diffused by a aingle channel (e.g., nurses or extension workers),
one would expect to find a concentration of old formula answers among
those exclusively exposed to that source. Or, if residual diffusion
was the probles, we would expect that people who did not report
exposure to any source would be particularly likely to offer the old

formula,

In faot, none of these patterns is conaistent with the data where
samples were large enough to tell: regardless of the source of
exposure, the probability of reporting the old formula remains the
same. (See appendix A-3.) Thus, two of the three possidle
explanations: misteaching of the message and delayed word of mouth,
are unlikely to be generally true al though they may hold among some
segaents of the population. However, the lack of assooiation of old
formula responses with exposure to any one channel might suggest that
people are capable of learning the wrong message from any source.
People seem to be learning an incorrect message from channels providing
correct information. Thus the third explanation, mislearning the
nessage, is oonsistent with the data. It may well be diffioult to
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convey a fraction as part of a formula to be memorized.

A related, but distinot health outcome concern, has to do with the
total proportion of people who are claiming to use SSS, but are
reporting the preparation of a dangerous formula. Too muoch sugar or
too much salt may produce a dangerous solution. We have very few
respondents reporting more than the recommended 8 caps of sugar at the
close of the campaign, so there need be 1ittle oconocern about that

ingredient. Conoern with too much salt is substantial, however.

We've already noted that 27% of the sample after the campaign offered
the old formula, incorporating one cap of salt. In addition, 27% gave
other incorrect formulas with sodium levels above 100 mleq per liter of
water. Thus, a total of 54% of the SSS-using sample reported foraulas
considered dangerous by some medical authorities. Onmly 12§ gave
formulas with sodium levels above 140 mleq (or one cap of salt per

liter).

Clearly this was an improvement over the before-campaign situation,
vhen more than 665 of the SSS-users suggested a formula with a sodium
level over the 100 mleq liter and 295 offered formulas with sodium
levels over 140 mleq. Nonetheless, the aix month campaign, at best,
made only a smmall dent in this prodlea.
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Preparation and Administration of Sugar-Salt Solution.

We also evaluated the learning of three additional conoepts with regard
to the preparation and administration of SSS. Four-fifths of the user
sample spontanecusly mentioned "with clean water” when asked how they
made the SSS solution at the end of the campaign; 463 did so at the
start. JMwareness that a new solution should be made daily more than
doubled during the course of the campaign, but still only 41% knew that

at the campaign's end (Table 8).

There was 1ittle change in the nuaber of those who gave appropriate
answers to a question about how much liquid to give a child each day.
The campaign's messages were vague on this score (suggesting a child be
given as much as he or she could take) because the appropriate amount
varies with the age of the child, and this was seen as too complex to
communicate., As a result, the distribution of responses across
categories, listed in Table 9, really does not vary from before to

after the campaign.
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Table 9: Amount of Solution a Child Should Have Among SSS Users

Before Af ter

( N=223) (N=247)
As Much as Can Take .35 3.28
When Thirsty - 6.1%
Less Than 1/2 Cup 15.2% 17.8%
1 Cup or 1/4 Liter 16 .8% 18.6%
2=3 Cups, 1/2-3/4 Liter 21.4% 23 .9%
4 Cups-1 Liter 28.0% 13.48
Between 1-2 Liters 3.7% -
More Than 2 Liters 6% 4.5%
Doesn' t Know/Not Asked 14.0% 12.5%

Feeding During Diarrheal Disease

A second, although lesser, area of emphasis for the campaign was on
proper feeding during and after diarrheal episodes. The campaign
messages advocated special feeding during episodes, and named foods
known to be high in energy and in potassiua. After diarrheal episodes,
extra feeding of foods high in energy and in protein were suggested.
For reasons about which we can only speculate, the messages about
during episode feeding were ignored and those about after episode

feeding were of ten acoepted.

As is clear from Table 10, a few more respondents (53% va 428) after
than before the campaign accepted the need for special foods during
episodes, but there was virtually no change in the proportions naming
specific recommended foods. Those more or less exposed to campaign
channels gave identical responses. In contrast, acoeptance of the need
to prcvide special foods after an episode jumped sharply (from 16§ to
NA%), as did speoific mentions of energy-dense and protein-rich foods.
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Table 10: Feeding During/After Diarrhea

Before (Msd38) After (Nsk31)

Queiog Episodes

Needs Special Foods During §2.38 53 .48

Mentions a Potassium Rich Food 10.0% 10.2%

Mentions an Energy Dense Food 32.48 30.28
ACtar Episodea

Should Feed Differently 16.3% 43.68

Mentions an Energy Dense Food 13.3% 23.7%

Mentions a Protein Rich Food 7.8% 30.9%

Three explanations for the ocontrasting results can be suggested.
First, the clarity of the two messages may simply have been different.
However, none of the producers believe that to be the case. Or,
subatantively, people may find it more diffiocult to aoccept & message
advocating special feeding during a diarrheal episode. Such a acssage
may violate common sense notions that a ohild 111 with diarrhea needs

to avoid food, not eat extra food.

Finally, and this is the explanation several Svasi Minaistry of Heal th
readers of an earlier draft have endorsed, it may be that health olinio
staffs give oounter-feeding advice. However, when we checked to see
vhether olinic-users were more likely than non-users to reject special
feeding during episodes, we found no such evidenoce. Tus, without
clinio observation establishing poor staff practice, we can view this

explanation as speculative, as are the other two.
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The Dangers of Diarrhea

A last area of investigation of knowledge gain draws on a question
which asked respondents "what kills a child when he has diarrhea?® Te
ocampaign introduced and emphasized the difficult concept of
dehydration, or loss of liquids, as the cause of mortality to Justifty
the use of ORT as supplier of lost liquids. We see some suocess by the

campaign in spreading this understanding (Table 11).

Table 11: Perceived Causes of Diarrheal Mortality

Before (N=438)¢ After (Nsl31)

Don't lmow 18.7% 16 .5%
Loss of Strength 64.8% 39.8%
Names Signs of Dehydration 26.7% 11.6%
Other 1.6% 8.6%
Liquid Loss/Dehydration 30.3% 39.8%
Mean Number of Responses Given 1.234 1.00
Proportion of All Responses 24.6% 39.8%
Which Were Liquid Loss/

Dehydration

® Columns total to more than 100%, since each respondant could give
up to 2 answers.

The proportion mentioning 1oss of liquids goes up, but only from 308 to

NOS. Much of that addition seems to have been drawn from the group

who, at the before measure, named a apecifio sign of dehydration (1like

sunken eyes, dry skin, etc.) and particularly from the group who

mention the vague, if correct, diagnosis "loss of strength."
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The effect of the campaign comes into sharper focus if we examine the
"loss of liquids®™ response as a proportion of all responses given. The
ocampaign seems to have reduced the total number of answers and
increased their foous on the endorsed response. Less than 25% of the
before campaign responses were "loss of liquids®, while 40% of the
after campaign responses repeated the campaign message. llon‘thclou.

wWe can not claim universal acceptance of this message.

Teaching the concept of dehydration has proved diffiocult in campaigns
eleswhere and, despite some success, it appears also to have
experienced problems here. As a consolation, however, when we turn to
the section on use of ORS/SSS, there seems to be no evidence that
mastery of the concept of dehydration is required before mothers accept

ORT as an appropriate solution.
Rehydration Kit

A specifioc innovation of the radio campaign (and thus a marker for its
penetration) was advocacy of a rehydration kit. Listeners were asked
to put together a liter bottle, a bottle cap, a spoon and cup, and
sugar and salt and keep them to the side for use when children have
diarrhea. The message spread quite rapidly. More than one-third of
the repondents (35.78) had heard of the kit, and most of those knew it
contained a bottle, sugar and salt, although only about one=half knew
that a cap, spoon and cup were to be included. (See Appendix A-N)
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From the point of view of knowledge gained in a short time, starting
from gero, this success is admirable. Unfortunately, knowledge did not
lead to practice. Only 5.6% of the sample reported owning such a kit,
and only half of those could show it to the interviewer when asked.

The rehydration kits are a knowledge success, but practice is another

story.

Whatever sucoess was achieved appears to be an effect of radio
broadoasts. Eight percent of those heavily exposed to radio owned the
kit, but less then one percent (1 person out of 162) who did not listen

to radio heavily owned the kit.

In informal interviews, when asked about why they did not keep the
kits, some mothers replied it was impractical; the elements of the kit
were everyday utensils and condiments, and could not be put away.
Whether that will turn out to be a temporary or a long term obstacle
won't be known until additional effort is made to persuade mothers of
the utility of such kits.

AIIIIUDES ANMD INTENTIONS

We have just finished a discussion of knowledge outcomes, and in the
next major section we turn to health practices. In corventional
persuasion theory, between knowledge and practice change lie attitudes

or intentions to practice, It is to them we turn now.
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We present two types of outcomes in this section: evaluative beliefs
like "is this a good treatment for diarrhea?” and intentions to
practice like "would you use this treatment in the future?" We
distinguish them from self-reported practice measures like those which
ask for details of treatment for the last case of diarrhea. These "I
did it" measures are discussed in the next major section, although we
recognize that the line between future intentions and past practioes,
when all are reported on the same questionnaire, may be less than

definitive.

We asked about a series of types of treatment and sources of treatasnt
both before and after the campaign, including; 1) use of imbitas
(herbal concentrates) to stop diarrhea, 2) use of purges, 3) use of
ORS, 4) use of SSS, 5) treatment by traditional healers, 6) by olinic
staff, and 7) by health workers. We also asked separately about

preferred treatments for mild diarrhea.

We begin with a discussion of changing responses to traditional
treataents for diarrhea: imbitas to stop diarrhea, purges, and

references to the traditional healer.

Traditional Treataents

Burgasa. Purges, in Swaziland, acoording to survey results were not
well-regarded or frequently used, even at the start of the campaign.
However the campaign, if the questionnaire data are to be believed, has
brought about a further sharp decline in positive attitude and
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intention with regard to this dangerous treatment.

Table 12 suamarizes the important results. At the start one-in-four
respondents said they had ever used purges; six months later, baraly
one-in-ten say they have. These results should not be taken literally
&8 a measure of historical use; it is unlikely that six months has
brought so many new never-users into the population. Rather these can
be seen as an attitude response, an unwillingness to admit having used
purges in the past, or a desire to forget such use. Tus it suggests
what the current perspective is on purges, rather than what an

individual had done in the past.
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Tadble 12: Attitudes and Intentions: Traditional Treatments

Before (N=A38) After (N=431)

Purges
1. Proportion who report ever using

2. Proportions who believe purges to be
"sometimes good" or "good"

3. Proportion who will got

use in future
Inbitas (herbal ooncentrates) to stop diarrhea
1. Proportion who report ever using

2. Proportion who believe "sometimes
good® or “good"

3. Proportion who will not
use in future

Traditional Healers
1. Proportion with healer around here
2. What treatments does healer give
a) Imbita or Purge
b) Don't Know

3. Proportion who believe "scaetimes
good® or "good"

4. Proportion who report ever using

5. Proportion who will got use in
future,

24 A%
31.6%

71.0%

“6 .5’
53.8%

46.3%

89.7%

42.3%
51.5%

35.4%

20.5%
72.7%

10.7%
14.43

85.28

39.2%
43 A%

62.9%

29.7%
67.4%

32 02’

15.9%
79.48
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This finding is oconfirmed by responses to the other two questions.
There is sharp jump in the proportion who see purges as "not good" (36%
to 615). rather than, "good” or "scmetimes good®™ or "not sure".
Future non-users, while high at the start of the campaign (71%) Jumped

as well, to 85%.

One interpretation of these results is to oredit the campaign with an
important reduction in intentions with regard to a pernicious behavior.
Wo objections might be raised to this inference, although neither is
overvhelming. PFirst, given the ralatively low use of purges at the
start of the ocampaign, isn't it possible that positive attitudes toward
purges were declining anyway, and would have reached this level
regardless? This seems an unlikely explanation. The sheer speed of
the change ve've seen isn't consistent with a spontaneous diffusion
process, given experience elsehere. For changes of this magnitude some
stimulating force is suraly necessary, and in this case, there is no

rival outside cause, insofar as we know, besides the campaign.

A second conoern is vhether the strong negative attitude expressed is a
reflection of actual behavior, or meraly conforming with what they
believe official questioners expect. Since we've done no direct
observation, we cannot be sure. However, even if practioe and
intention are not the same thing, ve clearly see a change in
respondents knowledge of the "right" answer. Ve can speculate that
such coherent knowledge of what modern medical sources expeot,
alongside respsot for those sources refleoted in regular use of clinic
facilities for some illnesses, is likely to be tranalated into practioce
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consistent with those expressed beliefs.

Even in the in-depth interviews, structured to ease reporting less
acoeptable behaviors such as purges or onemas, ve 860 & low reported
use of these treatments. In the 23 in-depth interviews, only four
caretakers answered that they had used purges or enemas to treat their
children's diarrhea. Of these, two offered that they would no longer
use this treatment because they now understood that it was bad for the
child. Pourteen mothers said that they had never used purges for
diarrhea and of these, four added that purging vas a dangerous
treatment for children with diarrhea. Te remaining five mothers
agreed that purges were not good for the treatment of diarrhea, but
contended that they could be useful for the treatment of stomach
ailments.

Imbitas To Stop Diarrhea. Purges were a direct subject of the

campaign. ‘The results suggest substantial agcoceptance of those
Ressages. In contrast, the other common traditional treataent, imditas
(herbal concentrates) to stop diarrhea, was not directly attacked. At
best, a decline in their use would be a reflection of the poai tive
emphasis plaoced on SSS or ORS as preferred treataents, which implioitly
lessens the legitimacy of alternative treatments.

In fact, we do see scme change in attitudes and intentions with regard
to imbitas, but less than for purges. Tis pattern is oonaistent with
the direot attack on one but indirect attack on the other. Tere vas

only a alight decline in those who admitted ever using imbitas (again
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to be interpreted as current attitude rather than historical record).
and in the numbdber of those who believed it to be "good® or "sometimes
good®. The change in the proportion who plan to use imbitas in the
future is scmevhat sharper, noving from 2 out of 5 to 1 out of 5. It
may be that the endorsement for SSS given by the campaign is directly
relevant to actual al ternative practioce, thus intentions to use imbitas
deoline. In ocontrast, in the short run, positive evaluations of
imbitas, since they are not directly attacked, can remain. Tis is

particularly so since imbitas are used for many different illnesses.

Iraditionsl Healera. Use of traditiomal healers, ubiquitous in
Swaziland, is the area of questioning that we need to report most
tentatively. We will see, subsequently, that almost no one reports use
of traditional healers in their treatment of children's diarrhea. Yot
sany informal reports suggest that this is not the case. Ve can
speculate as to explanations for the contradiction. Perhaps
respondents are reluctant to adait to official interviewers that they
use traditiomal healers. Or, the type of diarrhea asked about in the
questionnaire is distinguished from the type of diarrhea that
traditional healers can cure. It may even be that the informal reports
are inacourate, and what we are told on the questionnaires is oorrect.
It may be that children's diarrheas are seen as something to be cared
for in the modern medical system. Ve simply do not know, and present

these results with some tentativeness.

In order to encourage respondents to tell us about traditiomal healer

treatment without fear of censure, we struotured these questions
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differently than for other treatments. We began aimply asking whether
there vas "a traditional healer around here®. This permitted a
nonocommital yes, and both before and after the campaign 9 out of 10
people gave it. We then asked about what treatments the traditional
healer gave, again not asking respondents about their personal

experience, only for the facts.

With this question respondents were shying away, however. Many appear
to be using it as a present attitude indicator, with half before the
campaign and two-thirds afterwards saying they didn't know. This
response, if taken literally, seems not credible. We can only take it
&8 & measure of reluctance to adait any involvement with traditional
healers. This pattern continues with the next three questions; only
one-third will admit that they think healers are *good® or "sometimes
§0od" sources, both before and after the campaign; 20§ before and 16%
after admit to ever using traditional healers for treatment of
children's diarrhea; about three-quarters of both before and af ter

samples reject future use of traditional healers.

What can we oonclude from all this? We gan say that there is little
evidence of any campaign effect, except some increased denial of any
inowledge of traditional healer treatments. We can't say that we have
much oonfidence that we have acourately portrayed Swazi attitudes
tovard traditional healers. More than for any other set of questions,
we have to say that the survey data is inconclusive.
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The in-depth interviews revealed a different pattern in traditional
healer use. Of the 23 mothers interviewed, 13 offered that they had
used traditional healers for the treatment of children's diarrhea. Of
these, only two claimed that it was their sole, preferred treatment.
Four others said that they used both traditional and oclinic treatments,
simul tanecusly or serially when the first one chosen appeared to be
ineffective. The remaining seven mothers distinguished treatments of
different types of diarrhea. When asked about ymphezulu or kuhabula
(less common syndrames of which diarrhea is one symptom), they answered
that they went to traditional healers for treatment. For treatment of
umaheko (a more common form of diarrheal illness) however, they went to
the oclinic or used SSS at home. The questionnaire used only the word
uashska to refer to diarrhea because it is the more general teram and
the more common ailment. (See Green n.d. for a detailed description
of traditional Swazi beliefs about types of diarrhea). Tis
discrepancy in terminology may account for the the low reported use of

traditional healers in the questionnaire data.

In sum, the campaign produced declines in poaitive attitudes towards
and intention to use purges, a theme of radio messages. The campaign
addreassed the use of imbitas to stop diarrhea but only implicitly.
Perhaps as a result, the campaign affected intention to use imbitas
negatively, but not attitudes toward them. VWith regard to traditional

healers, little effect of any sort was seen.
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Sources for Modern Treatments (Table 13)

Clinica. Clinics are universally well-regarded, or so respondents told
our interviewers. Three-quarters of the respondents have gone with
their children to clinics for treatment of diarrhea; 9 out of 10
report the treatment is good, and 19 out of 20 will go to the clinic
again in the future. We see essentially no campaign effects on these

general evaluations; they were high and they stayed high.

The one major difference the campaign seems to make is on a knowledge
rather than an attitude variable: the treatments given at the clinic.
Each respondent could give up to three treatments in response to a
question which asked what treatments were given at the clinic. About
45% of both before and after samples oited ORS, and 10% cited SSS.
Sharp changes, however, can be seen in the reduction of other
treatments respondents claim clinics gave for children's diarrhea.
Forty-two percent before, but only 198 afterwvard, claimed that

injections were a common treatment.

In general, we see a much more focused set of treatments reported in
the after survey. For example, among those who mentioned any
treatnents, the average number of treatments mentioned before the
campaign was 1.82. Afterwards, it fell to 1.53. Before, 328 of all
treatments named (counting every treatment mentioned by every
respondent) were ORS or SSS. Afterward, that had increased to 43%.



57

Table 13: Attitudes and Intentiuns: Modern Treatment Sources

A. Clinics

1.
2.

3.
5.

5.

6.

Proportion who ever go
Proportion who believe it "good*®
Proportion who will use in future

Treatments given at clinic-
proportion who mention

a) ORS

b) SSS

¢). Injections

d) Medicines

Mean number of treatments
for those who mention any
treatnents

Proportion of all mentioned
treatments which are ORS/SSS

Heal thworkers (HW)

1.

2.

3.

N,

Proportion for whom heal th worker
has been involved in treatment

Proportions who describe help HW
can give as

a) ORS or SSS

b) Reference to Clinic

c¢) Don't Know

Proportion who believe HW
will help

Proportion who will use HW
in future.

Before (Ns438)

T4.8%
87.7%
93.8%

“3 01’

8.0%
41.8%
63.3%

1.82 (Ns387)

31.7%

18.3%

23.9%
13.5%
57.1%

56 4%

62 00’

After (Ns431)

75.9%
88.2%
97 .4

86 .99
11.6%
18.8%
55.5%

1.53 (N=379)

§3.4%

28.3%

52 lz’
17 02’
26 .9%

88.4%

72.3%
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As the result of the campaign, one of two things seems to have
happened. Perhaps the clinics are in fact changing their mode of
treatment, foousing on ORS. Or, as an outcome of the ocampaign,
caretakers are gaining a clearer perception of what it is that ochildren
receive at the clinic. We cannot sort out these explanations with our
data. A separate analyais, however, finds that reports of injections
are oconoentrated in only a few sampling areas. Tis suggests that the
results reflect real changes in clinio practice, rather than just

campaign-induced perceptions of changes.

salth Norkers. The campaign seems alsc to have enhanced the poaition
of health workers as a part of diarrheal disease treatment. Changes
are sharp, and if absolute scores are not so enthusiastic as for
clinics themselve-, they are nonetheless quite poaitive. Nenty-eight
percent after, versus 18§ of the sample before, reported direct
involvement of health workers in diarrheal disease treatment. There is
inoreased knowledge as to what help health workers can give (after 27%
don't know, while before 57% didn't know), and that the most common aid
18 ORS or SSS (248 before versus 528 after). Tere is also a
substantial jump in the numbers who acoept that health workers can
belp, and a maller jump among those who will definitely use heal th
workers in the future. For the last two questions, some skepticism as
to their elevated values may be warranted. Nonetheless, the change
during the campuign is substantial, and provides good evidenoe that the

regard for health workers is inoreasing.
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Modern Treatments

Sugar-Salt-Jolution, In the previous major section, we reported on the
changes in knowledge in preparation and administration of SSS

associated with the campaign. These changes were clearly there,

al though some concerns about the formulas was expressed. Evidence
about attitudes and intentions vis-a-vis SSS were noteworthy in
somevhat different ways. We were surprised, when we looked at the
before data, at just how widespread positive regard for SSS was even
before the campaign started. Ninety-two percent of the reapondents
said they'd heard of "a medicine for diarrhea which is made of vater,
sugar and salt." Sixty-two percent claimed to have used SSS at least
once, 77§ claized that they thought it was good, and T9% definitely
planned to use it in the future. There was an increase in these
numbers during the campaign, but clearly the message had already
spread. Sugar-salt-solution was not a new idea. Nonetheless,
improvement there was: 985 said they'd heard of it by the end of the
campaign, 75§ had used it, 83% believed it was good, and 92% would use

it in the future (Table 14).

Clearly, while SSS was not novel in Swaziland, it is well regarded, and
the campaign ooincided with a period of increases in that regard.
Perhaps the most noteworthy change is in intended future use, which

Jumped from 798 to 92%.
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Table 14: Attitudes & Intentions: Modern Treatments

A. Sugar-Sal t-Solution
1. Proportion who have heard of it

2. Proportion who have ever used
3. Proportion who believe it is good

4. Proportion who will definitely use
in future

B. Treatment of Mild Case of Diarrhea
1. Proporticn who treat

2. Treatments Given
a).Proportion giving SSS,
among treaters
b) Proportion giving SSS-
entire sample

C. Treatment with ORS packets
1. Proportion who recognize ORS packet
as treatment for diarrhea

2. Proportion who have prepared ORS
3. Proportion who say clinic nurse is

source of knowledge of ORS, among
those who have prepared it

Before

92.3%
61.6%
76 .9%
783

44 .6%

4o.0%

17 .48

61.6%

50.2%
94.0%

Af ter

98.1%
T4.7%
82.8%
92.1%

69.6%

61.2%

43.2%

69.1%

59.4%
94.9%
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Ireaimant of Mild Cagses with SSS. One message of the campaign

encouraged the use of ORT for every case of dizrrhes to prevent
dehydration. In order to measure the acceptance of that message, we
asked whether or not respondents would customarily treat a mild
diarrhea. If they said they did, we asked how they would treat it.
The absolute levels of apparent use, perhaps, are of linitod‘interut
since a need to give a socially expected response may well have
inflated them. Nonetheless, the changes in responses associated with

the campaign represent another indication of its sucoess.

We see a jump from 45% to 708 in the proportion who report treating,
and a jump t'l;an 40$ to 615 in the proportion of treaters who say they
will use SSS. Putting these results together, U43% of the entire after
sample, without a specific prampt, report that they would use SSS for
treatment of mild diarrhea. Only 17% did so at the start of the
campaign. These results further support the notion that SSS is
becoming established as a part of accepted diarrhea treatment, with the
campaign playing an important role in accelerating that process (Table
14.)

lae_of QBRS. The campaign focused its energies on the preparation of
sugar-sal t-solution for home treatment of diarrhea; at the same time
ORS packets are the customary treatment for children who go to olinics.
Not surprisingly, we find a substantial proportion of the sample
recognize ORS and have used it. And almost all those who have prepared
it say that the clinic nurse is the source of their knowledge about its

preparation. However, the campaign effects appear to be quite limited,
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as ve would expect. There are quite moderate changes in the
proportions recognizing ORS and in the proportion who have prepared it.
One ocould sensibly argue that these changes were entirely due to
improving consistenoy in use of ORS by clinics, as treatment of
preference (Table 14.)

SUMMARY: KNQMLEDGE, ATTITUDES AND INTENTIONS

Overall, the effects of the campaign on knowledge, attitudes and
intentions are substantial and positive. Knowledge of the correct SSS
formula grew, but still only 26% of self-reported SSS users knew the
correct quantities of all three ingredients; the struggle against a
previously disseminated formula was difficult, and requires additional
effort. Acceptance of SSS as a treatment is high and growing.
Rejection of purges, the most dangerous of traditional treatments, is
nearly absolute. Heal th workers have géained status most sharply during
the campaign: respondents are more likely to see them as having a role
in diarrheal treatment. SSS is now a commonly preferred treatment for

mild diarrhea, which repondents claim is now more likely to be treated.

In general, some of the themes targeted directly by the campaign (SSS,
purges, need to treat all cases, need to provide extra food after an
episode) were most obviously affected. Themes ignored, except by
implication, (role of traditional healers, use of imbitas to stop
diarrhea, ORS) showed much less of an effect. Scme items, even though
they were targets of the campaign, proved difficult to change: role of

loss of liquids in mortality and use of special foods during episodes.
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Exposure to the campaign is a necessary pre-condition; knowledge is an
essential step; attitude and intention reflect movement towards a
campaign's goal, but health practice and, eventually, health outcomes

are the ocriteria against which the campaign will be judged.

Never mind what they know or intend, do people do what is recommended?
In this section we consider practice change; in the next we turn to

evidence about heal th outcomes.

We approach the problem of estimating diarrheal disease practice in two
ways. The first makes use of the before and after questionnaire data.

The second turns to the separate clinic study.

QUESTIONNAIBE BESULIS

The questionnaire allowed us to classify respondents as oral
rebydration therapy practicers in many ways. We can, as we did in the
attitude and intention section, point to respondents who reported ever
using SSS. That grew from 6085 to 75 over the campaign. We can, as we
did in the seotion on knowledge, include among SSS users any respondent
who included it in describing a case-specific treatment regimen for a

child under-five with diarrhea. Under this oriterion, SSS users grw
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from 513 before the campaign to 643 afterwards. Finally, we can focus
on the respondents who can report about a current case of diarrhea, or
a case that occurred within the last month. In the belief that such
cases are more likely to be remembered accurately and reflect actual

practice, it is that third subsample we emphasize in this section.

Everyone in each sample was asked to recall the last case of diarrhea
among their children under five. They were asked to focus on a
particular case by naming the child involved. To maximize the
specifiocity of the memory, we chose only those respondents who could
recall a specific case that they were either treating ourrently, or
that they had treated in the past month. We inoclude respondents who
said they had a ocurrent or past-month case, but did not treat it.
About 358 of both before and after samples reported about such recent

Before reporting the results of the before-after comparison, there are
methodological concerns that need to be raised. Tey will influence
the interpretation of the results. Although the wording of the
questionmaire is identical for the before and after studies, it appears

that what interviewers did on the two occasions may have varied.

The question we asked the caretaker who had indicated she treated a
diarrheal case was “what did you do to help your child?" If no home
treataent was mentioned, the interviewer probed: "Did you do anything
else at hame?" The anawer format listed each likely source (olinic,

heal th worker, traditional healer, hame treatment) apd for each source,
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relevant treataents (e.g. ORS, SSS, medicine [like antibiotics or
anti-diarrheals], injection, imbita to stop diarrhea, purges, or refers
to alinic). While this was merely for coding convenience, it appears
that for the before questionnaires, some interviewers used the list of
sources as prampts, asking, for example, did you go to the clinie, to
the heal th worker, to the traditional healer, if these responses
weren't volunteered. This seems to be the explanation for the sharp
reduction in the number of sources named from the before to the after
survey (ap average of 2 before and 1.5 afterwards for each respondent).
We think this is a reflection of interview format rather than an effect
of the campaign because it led to the virtual elimination of references
to heal th workers and to traditional healers. We can only asswme that,
when prampted, respondents cite these sources with greater frequency
because either 1) they feel that they should say "yes, I did that too"
if prampted, or 2) they are unwilling to mention scme treatments (like
traditional healers) unless prompted. Thus when we see a decline in a
particular practice, or practice doesn't rise so much as we expected,
we need to interpret the results carefully. It was easier for the
before sample to report a practice than it was for the after sample.
This bias did not affect the opportunity to report treating at all, or
not treating, which was asked as a separate question before specifics

of treatment were probed.

Table 15 presents the data about types of treatment accuwmulated across
all sources. First, we sese an increase in the numbers who claim to
have treated the last case in some way. Next, we see a decline in

reports of administration of injections and in the proportion of the
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sample who were given imbitas. These results, if it were not for the
questionnaire adainistration problems, would have been
straightforvardly interpreted. While they are consistent with a move
avay from inappropriate treatments, they are also conaistent with a
deocline in opportunity to report such treatments. However, there is
supporting evidence for these changes already presented in the
attitudes and intentions section of the report. Albeit cautiously, we

ocan acoept them as legitimate changes.

Table 15: Diarrheal Treatment, Current or Past Month Cases
Before (N=164) After (N=132)

Proportion who report giving

Some treatment TuS 83%
Medicine | 593 hog
ORS 16% 368
Sss hog 51%
ORS or SSS 528 65%
Unspecified Imbita 4 -]
Imbita to Stop 16% e
Imbita to Purge us 5%
All Imbitas 27% 148
Injeotions 27% 13%

® Both subsamples are about 35 of the relevant total samples.

The after sample is smaller because it was necessary to eliminate
the reponses of one interviewer who did not use the "Did you treat
at home® probe,
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The results about ORS use allows rather a different interpretation.

ORS jumps from 185 to 388 reporting its use for the last case. All of
that ORS use took place at cliniocs. Clearly, treatments at clinics are
moving rapidly to conformity with current recommended practice

vis-a-vis ORS.

The one superficially disappointing result is about the growth in SSS
practioce. For this we should foous on Table 16, and the results for
home treatment with SSS., Forty-eight percent of the sample oclaims to
have used SSS for a current or recent case. This number is certainly
respectable. However, it is only a moderate increase from the before
proportion of 34% reporting use of SSS. (Even that difference is
attenuated if we combine ORS and SSS hcme treatments, with 36% using
oral rehydration therapy in one of its forms before the campaign and
48 afterwards.) However, if the absolute growth in the numbers of
respondents claiming to use ORS and SSS for the last case is moderates,
it hides, perhaps, a greater increase in the quality of use. We can
combine the self-reported use data with data about knowledge of
preparation and administration and construct quality of use variables.
We take the three potential SSS-user samples: those with ocurrent and
past-nonth cases, those reporting specific last case or next case
treataent regimens, and those for the entire sample who reported ever
using 3SSS or not. We ocan then compare them before and after the
campaign on three quality of use variables: knowing exact recommended
quantities of all three SSS ingredients, knowing exact quantities of
vater and sugar in the SSS formula, and the number of preparation and

administration items, (inocluding 3 ingredients, clean water use, need
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to prepare fresh daily, appropriate amount of liquid to give a child),

that were answered correctly.

Table 16: Diarrheal Treatment, Current & Recent Cases,

at Home
Before (N=164) After (N=132)
Mentioned Going to Clinic , 683 6%
Mentioned Home Treatzent 54% 628
Home Treatment Mentioned
ORS 38 3
SSs 348 488
ORS or SSS 36% 468
Medicine 6% F, |
General Imbita ) 4 . |
Imbita to Stop 10% o8
Imbita to Purge b, | 4y

No matter which quantity of practice variable we use, there is only a
moderate increase in the numbers claiming to use ORT at home. In
contrast, no matter which quality of practice variable we use, we
invariably see a major positive change, so that the after proportion
satisying the quality oriterion is three or four times the before
proportion. (Table 17) (See Appendix B for an extended report about
the validation of self-report measures of SSS use.)
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Table 17: Quality of ORT Use

Before Af ter

Current and Past Month Cases (N=164) (N=132)
Used ORT at home 36% 468
Used ORT at home and knew amounts 4%, 178
of 3 ingredients

Used ORT at home and knew smounts 1% 348
of water and sugar

Used ORT at home and knew at least 13% 358
& of 6 Prep./Adn. items

Most Recent or Next Episode Treatment (N=438) (N=364)

Regimens

Used SSS*® 51% 668

Used SSS and knew amounts of ug 188
three ingredients

Used SSS and knew amounts of 14% 403
water and sugar

Used SSS and knew at least 13% 398

4 of 6 Prep./Adn. items
Entire Sample, Reporting SSS Use or Not (N=U38) (N=U431)

Ever used SSS 623 75%

Ever used SSS and knew amounts of L} ] 17%
3 ingredients

Ever used SSS and knew amounts of 15% u2s
water and sugar

Ever used SSS and knew at least 15% 4ug

4 of 6 Prep/Adm. items

® These proportions are higher than those for current and past month
cases because all respondents supplied a treatment regimen. If a
caretaker said that she did not treat the last case, ahe was asked how
she would treat the next case. In contrast, non-treaters (22 out of
the 132 after sample) for current/past month cases were included as
non-treaters in that analysis. If the 488 ORT use at home among the
ocurrent/past month sample was corrected for inclusion of non-treaters,
it would be 578, not far fram the estimate among the entire sample.

JE_CLIIIC STUDX

A separate approach to the issue of practice relied on data gathered
over eight months directly in oclinics. At 23 of the largest clinics in
the oountry, nurses were asked to register every case of diarrheal

disease among children under five. Over eight months, they registered
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some 10,500 cases. Among the questions asked of the caretakers who
brought the children to the clinic was whether they had given the child
SSS or ORS before coming. It is an encouraging result that over the
course of the campaign, the proportion of children who had been given
ORT inoreased from about 408 to over 608, with substantial consistency

over the last six months (Table 18).

From the results in Figure II, we see that almost all the gain ocourred
during the first two months of the campaign, and then something of a
Plateau was reached with little additional increase. Te 60% figure
for the final months of the project is very close to an estimate for

home ORT use that could be derived from the after queatiomire.'o

Table 18: Clinic Study: SSS before coming to Climic

Total

Sept Oct Nov Dec Jan Feb Mar Apr  Sample

Proportion 43.5% 52.0% 59.8% 61.9% 62.5% 55.4% 62.6% 61.5% 57.3%
reporting,

previsit use.
N, each month 1321 1574 1440 1280 1512 897 1202 1186 10,412
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FIGURE II

Proportion of mothers bringing children
to clinics with diarrhea who report use of ORT,
this episode
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Of the entire current and past month sample, 48f reported ORT use at
home. However, this sample included one in every six who reported not
treating the recent case. If we eliminate this group so that the
sample includes only treaters (and thus parallels the olinioc sample
more closely) we would find that 57% are claiming they used ORT, almost
exactly matohing the olinic results. The before sample, similarly
corrected to include only treaters, would suggest 493 had treated with
ORT, a number somewhat higher then the beginning clinic estimate, but
not fundamentally inconsistent with it. The two sets of estimates
provide rough confirmation from two sharply different research

approaches.

SUMMARY OF PRACTICE RESULIS

Use of ORS at olinics is sharply up, and use of SSS at home shows
moderate gains from the questionnaire data and sharper gains if one
realies on the olinic data. Improvements in quality of ORT use at home

sharply surpass the quantitative improvements.



13

We digress from our steady march from exposure through knowledge,
attitude, intention, practice and health outcomes. We ask about the
relationships between two stages of the process: ocampaign exposure and
practice outcomes. ‘There are two good reasons for looking at this set
of relationships. First, if it can be shown that exposure to specific
campaign channels is associated with campaign-recommended practices,
that is supporting evidence for the effectiveness of the campaign.
Readers night have been anxious that the apparent before-after
differences in knowledge and practice were the result of some unknown
stimulus acting simul taneously with the campaign. If so, evidence that
exposure to campaign channels was associated with practice ought to
alleviate that concern. Secondly, evidence that specific campaign
channels (in this case, recent clinic contact about ORT, contact with
heal th outreach workers, and listening to radio programs produced for
the campaign) were associated with practices might give some guidance

as to the power of each channel to affect the audience.

These analyses made use of only the questionnaire data collected after
the campaign. They are examined using multiple regression analysis, a
statistiocal proocedure which allows some sorting of joint effeots of a
set of variables on an outcome msasure, in this ocase SSS

pnottoo." In particular, if one specifies a causal structure for

a set of variadbles, multiple regression proocedures allow one to test

vhether or not that hypothesized structure matches the data. These
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procedures do not guarantee that the proposed causal structure is the

only one that fits the data.

The Variables

We report analyses using two different indicators of SSS practice as
dependent variables for the equations. Both are derived from the
quality of use measures in Table 17. The first indicator combines the
data about preferred treatment regimen for the last case or the next
case with knowledge of the three ingredients in the recommended SSS
formula. There were 364 members of the sample who provided adequate

data for these analyses.

The second practice indicator joined the response to the 'Have you ever
used SSS to treat your child's diarrhea?' with knowledge of two of the
three formula ingredients. Tis indicator, like the first, was coded
a8 'no' or 'yes', yes meaning the respondent had used SSS and knew two
out of three formula ingredient quantities. Analyses with this

indicator could make use of the entire sample of 431.

The first set of predictors were dummy variables repressenting which
interviever questioned the respondent. There was some variation in
responses associated with who asked the questions, and that needed to

be oontrolled.

The next prediotor was education of the respondent, coded as the number

of years of education a respondent claimed. Tis was meant to stand in
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for background characteristiocs of individuals that might have explained
observed differences in both campaign exposure and tendency to use and
know about SSS. (A homestead wealth variable was also used in
preliminary analyses to stand in for background characteristiocs,
however it was eliminated in the final analyses reported here. It made
no difference in the results and caused the loss of a substantial
number of respondents from equations because they lacked wealth

information.)

The third set of predictors, and the ones of greatest interest, are the
campaign exposure variables. The first indicated whether or not the
respondent reported contact with an outreach worker, including either a
heal th worker who spoke to her about diarrheal disease control or a
campaign trained yellow flag volunteer. In Table 19 that variable is
called OUTREACH. The second is called CLINIC and indicates whether or
not a respondent had visited a clinic to obtain treatment for the last
case of children's diarrhea. In order to be assigned a positive score
on this variable, the treatment received had to include ORT and had to
have taken place within the previous six months. The third campaign
exposure variable is the LISTEN scale which was described previously.
It varied from 0 to 6, with those at the higher levels reporting
relatively more exposure to the programs which featured campaign



Table 19:

Equation 1:

Eredictors

Interviewer Dummy
Variables

Education
Exposure Variables
OU TREACH
LIS TEN
CLINIC

Constant

Equation 2:

Bcediotora

Interviver Duamy
Variables

Eduoa tion
Exposure Variables
OU TREACH
LISTEN
CLINIC

Constant

76

Channel Effeots on SSS Practice

Predicting Last Case/Next Case Practics and

Three Ingredients Correct.

(Ne364)

Addi- Cumul-
tion ative

al ,
B

2.6%

3.06 2.95 1.4

6.4
.36

1 lu6
43

.15
2.43
.25

2
B

2.6%

u.o

10.4

1

.013

218
oM
.015

- -.069

.10

207
JA57
017

Predicting "Ever Use"™ of SSS and Two or
Ingredients correct.

(N=431)
Addi- Cumu-~
tion- lative
a,
Yean S.D. B RS
2.28 2.2%
.58 2.7%
5.28 7.9%
A7 37
2.49 1.51
22 M

1

118

.201
034
181

.298

069

149
.102
150

3.67 (p<.10)

16.4 (p<.01)
9.1 (p<.01)
.1 (n.8)

Three

2.08 (n.s.)

9.85 (p<.01)
N.AT (p<.01)
9.54 (p<.05)
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The Analyses

The first analyais used the last case/next case preferred treatment
regimen plus knowledge of all three ingredients as its dependent
variable. About 18f of the sample satisfied this oriterion.

It turned out that this set of variables, overall, were not able to
predict individual responses with great power. Omly a little over 10§
of the variance is acoounted for. However, more than half of that
acocounted for variance can be attributed to the campaign exposure
variables. This supports the earlier inference that the changes in
quality of practice fram before to after the campaign were due to the

campaign activities.

The second interesting part of the results from this analyasis are the
coefficients associated with each campaign channel. The largest is
associated with the OUTREACH variable. A rough interpretation of the
unstandardized regression coefficient (B in Table 19) would suggest
that respondents who had contact with an outreach worker were 22% more
likely to report both use of SSS and know the complete correct formula.
The LISTEN coefficient is of a similar magnitude, and suggests that for
each point on the scale that a caretaker received she was 4§ more
likely to satisfy the 'practice with knowledge' oriterion. If she had
& soore of 5 on the scale rather than a score of 0 she would be 20
more likely to practice with correct knowledge. In ocontrast to LISTEN
and OUTREACH, the CLINIC ocontact seemed to produce no inorease in

performance. We will hold interpretation of that result untii the
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second set of analyses is presented.

The second analysis features an easier to satisfy oriterion as
dependent variable: a oclaim that an individual had ever used SSS along
with knowledge of at least two of the three formula ingredients. About
508 of the entire sample satisfied this oriterion at the end of the
campaign. Table 19 reports the results. Te total variance accounted
for is somevhat less than for the previous equation, but the amount
explained by the campaign exposure variables is essentially unchangad.
Once again there is supporting evidence that the campaign did have an

important effect.

The more intriguing result has to do with the individual contributions
of the exposure variables. OUTREACH continues to be an important
predictor and LISTEN, albeit slightly less important, is still
statistiocaily aignificant and in the same range as for the previous
equation. The contrasting result is for the CLINIC variable which now
shows a predictive power comparable to either of the others. A
respondent with olinic contact is 18% more likely to satisfy the 'ever
use plus two ingredients knowledge' oriterion than one without such

contact, all else held equal.

How are the sets of coefficients to be interpreted?

We turn first to the overall pattern of coefficients before turning to

the ocontrasting CLINIC results. Both OUTREACH activity and radio
LISTENing make independent and statistically significant contributions
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to both equations. For the first equation, in some sense the more
important one, a full range shift in either LISTEN (from 0 to 5) or in
OUTREACH (from O to 1) is associated with the same magnitude in shift
in the ‘'practice with knowledge' oriterion. Sinos the OUTREACH effects
are slightly larger it night be tempting tc confirm the freguent
assumption of information campaigns that personmal contact is more
effective than media contact in producing change. Taken supeficiaslly,
one might conclude that both channels have substantial effects but that
the interpersomal channel is the more powerful. However from a policy
perspective, that might be the wrong conclusion. Clearly, if one can
do it, a face-to-face outreach network has important effects. However,
for some countries, doing face-to-face outreach and maintaining it over
time is a difficult task. In Swaziland, only one out of every six
respondents had been reached by an outreach worker. In contrast more
than 603 had scored three or more on the LISTEN scale, which

represented substantial campaign radio exposure.

An appropriate conclusion may be that OUTREACH had important effects
vhen it was realised in Swaziland, but it ocourred only rareiy. In
oontrast LISTENing had slightly smaller effects but was much more
likely to have taken place. The cost per person reached (al though we
do not have speocific estimates to support this conoclusion) is also
likely to be much lower for radio than for face-to-face oontaot.
Overall, OUTREACH and LISTEN are complementary: they reach and affect
different audiences but both were part of the MMHP methodology and
served their expeoted purposes. Choosing to place more or less
emphasis on either one will be a refleotion of both political judgment
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and technical guidance. Careful consideration about the costs, both
financial and logistical, of relative emphasis on each channel in
contrast to its apparent effectivensas, both in the short run as in
this evaluation and over a longer period, might be part of that
technical consideration.

The second matter for interpretation concerns the varying importance of
CLINIC contact between the two equations. One speculation might
suggest the following explanation. People who bring their children to
the clinics are not now being taught to mix SSS at home. Rather they
are given ORS packets for administration at the olinic or for use at
hame. Thus they have not learned the correct SSS formula as taught
during the campaign. Before the current campaign period, however,
clinios did not have an adequate supply of ORS packets. (That was in
part the justification for the foous on SSS during the campaign.) Ve
saw that a substantial number of those who went to olinics for
treatment before the campaign received not ORS but SSS (about 21§ of
clinic treaters among current and recent cases), assumedly because the
oclinics did not have ORS packets. After the campaign the numbers
getting SSS at olinics rell to about 78. 1If clinic-attending

oar 'takers had been getting SSS frequently before the campaign they
would have been able to answer 'yes' to the question about ever using
SSS uad they might have known the old formula for 388, which would have
given them two out of three ingredients right. That would have been
enough to satisfy the 'ever use plus two ingredients' oriterion. Since
they were no longer getting SSS at the olinic, they would no longer

either report SSS as ourrent preferred regimen nor have had any reason
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to learn the new forsula. If this speculative narrative is correct, it
would explain why CLINIC predicted 'ever use plus two' criterion but

did not predict the 'current use plus three' criterion.

In aum, this channel effects section supports three inferences. First,
it eliminates vhatever doudbt aight have remained from previous analyses
as to the effectiveness of the campaign. Exposure to campaign channels
produces statistically significant quality of practice outcomes. Next
it suggests that while both outreach efforts and radio broadcasts were
effective in achieving campaign outcomes, contact with clinic nurses
did not achieve those ends. Finally, clinic contact (as well as
outreach and radio contact) did produce one time trial of SSS, perhaps
because pre-campaign shortages of ORS led regular clinic-users to SSS
use., However the ending of such shortages during the campaign period
meant that they did not use SSS during the current period. Apparently

clinic staffs were no longer encouraging SSS use.
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QID_THE CAMPAIGN AFFECT HEALTH QUICOMES?

This 1is, unfortunately, a short section. We only did one study (given
limitations of time and budget) directed towards heal th outcomes. We
tried to use the olinic registry data to estimate whether there was a
decline in incidence of severe dehydration among children coming to
clinics. The campaign wasn't designed to lessen the mmbers of
children brought to clinics; indeed one of its messages encouraged
clinic attendance if diarrhea lasted more than two days. However, it
vas possidble that the campaign would, through encouraging use of ORT
before coming to the clinic, reduce the incidence of severe

dehydration. (See Appendix D for the registry form.)

What we found was the following: 1) that severe dehydration was a rare
event from boginning to end of the campaign, at least in the Judgment
of the nurses keeping the registries. Only 15 of all children were
diagnosed as severely dehydrated, 2) there was a very slight trend
tovard a decline in severe dehydration inocidence; although
statistioally significant after some complex manipulation, it was
essentially meaningless given the irregular patterns over time and
doesn't allow an inference of campaign effeot, and 3) there is
substantial variation from olinio to olinic in incidence. Whether that
represents a variation in olinic catohment areas or vagaries in nurses'
Judgements about what was and wvas not severe dehydration we do not know

(Tadle 20).
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o results, irrelevant to campaign evaluation, but intrinsically
interesting, did turn up in the clinic study. There was a clear
decline in the incidence of measles over the course of the campaign -
from 8% and 58 in the first months to less than 15 in the last two
months (Table 21). One epidemioclogical consul tant suggested that was
typical of measles cycles. Separately, we saw a strong positive effect
of age of the child on incidence of measles. We interpret this as a
reflection of loss of natural immunity not always raplaced by

vacoination.
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Table 20: Clinic Study: Severe Dehydration
Sept Oct Nov Dec Jan Fedb Mar Apr

2.9% % 585 78 9% .78 9% 1.9%

1249 1433 1316 1170 1355 837 1061 1011

Table 21: Clinic Study: Measles

Sept Oct Nov Dec Jan Fedb Mar Apr
8.4 5.9 5.28 4.08 2.4% 1.8 .95 .68

1233 1431 1312 1165 1353 642 1063 1013
Ages (in months)

0=-3 46 T=11 12-23 24=35  36-47

1.28 2,78 3.8 a8 5.1  7.9%

1105 1312 2434 3004 1048 305

Total
Sample

1.1%

9432

Total
Sample
3.9%
9412
48-60

7.8%

166
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This section examines two related issues. The first asks how well the
project went from an institutional point of view. Was it possible to
realize the campaign a. its authors expected it to evolve? Which
institutional arrangements eased the project's implementation and which
made it more difficult? The second question, the more important of the
two, asks about the future of the public health communications
methodology. Will the Ministry of Health choose to integrate it into
its normal operating procedures, and if it so chooses, to what degree

will it be able to do so successfully?

MMHP was fortunate, given its goal of a quickly realized campaign, in
finding a sympathetic ear in Swaziland. It won't always find so
receptive an audience, with the possibility of such a quick response.
Preparation for the campaign depended on a group of enthusisatic,
well-trained personnel. SBS was accustomed to and interested in
developsent coamunications work. Over half of the radio workshop
participants had prior radio experience, some with the same instructor
who led this workshop, and the PHU offered an enthusiastic senior nurse
recently returned from ICDDR,B trained to coordinate the diarrheal

disease control program for CCCD. Without sinimizing the
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amount of training effort expended by AED personnel in all areas of
this program, the extant competence of the Swazi counterparts must be

noted,

MMHP also found fertile ground for the campaign because the Swazi
population had already been thoroughly introduced to the idea of ORT.
Mothers had been told about same version of SSS for eight years.
Pre-test results showed that before the campaign started 92% of mothers
had already heard of SSS, and 603 said that they had used it. Te
RWBDCP had been broadcasting diarrheal disease control messages for
over two years. MMIP Swaziland was correctly characterized in its
workplan as "aimply one more ingredient in this coordinated attack on

infant mortality.”

MMHP's partioipation in this coordinated attack conaisted of affirming
and extending ORT practices. The program particularly sought to

educate people about the new formula and its proper administration and
to discourage selected traditional trea'ment practices. While on the
surface a 12 month activity, this campaign was, in fact, for its staff
and for its audience, part of a longer timeline. As such it permitted

some acoomplishments that might otherwise have been imposaible.

Bven s0, the brevity of the campaign schedule had some consequences.
Many participants commented on the shortness of the preparation and
training periods of the program, evidenoing their conocern.
Nonetheless, everyone also felt that they bad done an adequate job in

preparing materials to fit the Swazi context and of reaching an
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acoeptably large portion of the Swazi health personnel.

One viotim of this tight scheduling, however, was ongoing monitoring
and evaluation. Monitoring was relegated to a secondary aotivity

primarily because of time constraints and lack of transportation.

Because minimal systematic monitoring was done, it is not known whether
any adjustaents should have been made in the campaign's messages or
strategies. Some minor revisions were incorporated in the second radio
series, but more subtle changes might also have helped. The ongoing
response of the audience and the success of various key aspects of the
campaign such as people's understanding of the purpose of SSS
(rehydration, not stopping diarrhea), their learning of the new formula
and uniearning of the old, and the effectiveness of the Yellow Flag

Volunteer training could not be assessed.

Another viotim of the tight scheduling was the planned lottery modeled
on the one which was part of The Gambia campaign. Given pressures to
neet training workshop schedules, which themselves suffered minor

breakdowns, and evidence of substantial prior diffusion of ORT, it was

decided not to implement the logistically complex lottery plan.

Thus, the tightness of the schedule did force some plans to fall by the
wayside, but, overall, most activities occurred as expected. In
earlier sections we saw ummistakeadble evidence that a substantial

portion of the audience was indeed exposed to the ocampaign.



If the short timeline for the project was a problem, but one that was
overoome, were there any other institutional obstacles to successaful

operation?

Both ancmolies in MMHP's institutional setting--its subordination to
RVBDCP and its placement outside of HEJ--created organizational
problems for the program. Its subordination to RWRDCP made realising
certain minor decisions more cumberscme than desirable. This probleam,

however, was resolved in time.

MMIP's placement outside HEU is the more significant institutional
concern. In a few instances HEU's plans were inconaistent with the
campaign's, causing delays. Nevertheless, because PHU had some
flexibility, because HEU did cooperate in general, and because outside
resources from MMHP® or CCCD permitted the accomplishment of goals which
would normally be difficult, the project worked despite the
institutional tension. That tension locms larger, however, when we
turn to future institutionalization of the public heal th communication

methodology. Will Swaziland use it in the future?

This evaluation can take post-project institional ization only up to

August, 1985, just a few months after the April ciocee of the diarrheal
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disease ocontrol campaign, and while the AED resident advisor was still
in-country. Since the close of the campaign, the Public Health Unit
had planned new activities within the pudblic communication model,
initiating serious broadcasting and heal thworker training efforts
directed toward immunization coverage. The Health Education Unit was
considering taking some more active role in the extenaion of the
diarrheal disease control programming, but had not yet committed
itself. The new Developaent Communication Center (whoss technical
advisor, Esta De Fossard, did the radio training for the diarrheal
campaigns) was committed to working on new program development for
heal th communication and in particular to addresaing some of the areas
vhich the evaluation suggested might still be weak. USAID had
committed additional funds to mount continuing primary health care
efforts, including more heal th communication efforts. Thus, the
institutions, while they had not sorted themselves out in defining
long-term roles nor made fundamental commitments to the public health
communication model, were acting to make such definition of roles and

establishing of commitments possible.

At the seminar in August where the results were presented and immediate
plans described, there was substantial appreciation of the sucoesses of
the projeot and the future potential of its methodology. Theroc was
concern, at the same tiue, that some factors in the organization of
development communication in Swaziiand would make institutionalization

difficult.
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On the optimistic side, there was the evidence for success, which
encouraged further action. There were several trained staff and
adainistrators with a strong sense of the way the prograa had operated
and the potential to manage a future, related, program. There was the
already mentioned potential for additionsl financial and technical
support from USAID and other donor agencies. There was the fact that
the Ministry staff were already at work on a new phase of the health
communication program, focussing on immunization.

On a less optimistic note, there was a need to admit that eventually
prime responaidbility for health communication activity was going to
have to be taken over by the Health Education Unit, and that had not
yot ocourred. While future cooperation was pramised, the Health
Education Unit had not yet decided whether it wanted to commit the
level of resources required to the public health communioation
methodology since that woulu be mean some shift avay from ocurrently

planned programming.

Thus, four months after the initial campaign, the future is promising
but ill-defined. There is enthusiama for subsequent programs, and the
outside financial and technical support will be available, it appears.
Some post-campaign activity is assured. Long term

institutional ization, however, awaits some redefinition of roles and

additional commitments.
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ENDNOTES

1. Since the fall of 1985, MMHP has been refunded by USAID and renamed
HEALTHCOM, or the Communication for Child Survival program.

2. Much of this section is drawn from the "Overview of Project"
published by the Rural Water Borne Disease Project.

3. The LISTEN scale is highly reliable with a Guttman coefficient of
reproducibility of .98 and coefficient of scalability of .90. However,
this is largely a reflection of questionnaire design. One could not
even answer questions about specific program listening without previous
positive answers to owning and listening questions. Of greater concern
are issues of validity; have we measured real exposure to campaign
~adio messages? The best evidence of validity of this measure is the
correlation with knowledge of specific messages--particularly among
those who did not have access to any other channel. The power of radio
messages (and thus our measures of radio exposure) is suggested in the
section on learning about the rehydration kit, and in other analysis of
channel effects. This is presented elsewhere. However, the most
striking result ocompares those with the lowest score on the LISTEN
scale to those with the highest scores, on whether or not they had
heard of the rehydration kit. Only 15 percent of the first group had
heard of it, but 63 percent of the latter group had done so. That
extreme difference (which is not explained by personal characteristics
of respondents or exposure to other channels) would only have been
found if the radio wessage had gotten through and our measure of radio
exposure was highly valid.

I, The difference between numbers owning the flyer and numbers able to
show it isn't necessarily a reflection of false claims by respondents.
Some interviews were done away from people's homes which would have
made showing the flyer difficult. These two numbers, 12.5 percent
showing and 18.5 percent owning should be seen as lower and upper
bounds on actual ownership.

5. The campaign occured over a six month period. While a simple
before-after design is ordinarily a weak research strategy for causal
inference, in this case we do not believe threats to inference are
particularly worrisome. We know that no other educational program was
operating on a national level simultaneously, and we have no reason to
believe spontaneocus change in knowledge, resulting from natural
diffusion processes, could account for other than small changes over
this time period. Supporting evidence for the legitimacy of inferences
about campaign effects come from the high correlations between exposure
to campaign channels and level of knowledge azong respondents.

6. All before-after comparisons reweight before data to correct for a
sampling anomaly--the tendency for the two samples to be differently

distributed across the large geographical districts (velds) of the
country. The reweighting, in fact, makes very little difference in the

eastimtes.
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T. About 308 of both before and after samples denied that any of their
under five year old children had ever had diarrhes. Tis response is
difficult to interpret. In some cases but prcbably few, no diarrheal
episodes may be the fact. In others, a simple raluctance to admit that
their ohild vas sick may have been operating. Among others a tendency
to view much diarrhea as normal might have left caretakers with a sense
that nild cases were not to be reported. Sinoe we did not want to lose
cades, we asked these people (as we did for the 108 or s who said they
did not treat the last case) to desoribe how they would treat the next
ouse. It turned cut that their pattern of intended treatments matched
the pattern of previous treatments reported by the rest of the sample
Quite closely. 4As a result, we have chosen to interpret the results of
the next case reports as equivalent to last case reports, a measure of
preferred or typical practice regimen, with aimilar sel f-report biases.

8. Only 364 of the 431 post-campaign respondents were analyszed for
this section. One interviewer had followed inappropriate procedures in
asking about treatment regimens.

9. In general, we do not report the statistiocal aignifiocance of
differences between before and after samples on any of the ariterion
variables. However all differences used as evidenoce for oampaign
effects are very lnrge and without question are highly aignificant at a
.001 level of confidence. We decided that reporting them would be
tirescme for the reader. Indeed, some differences which are
statistiocally significant are ignored on the grounds that they are
amall and might easily be explained as effects of spontaneous change in
the population.

As a technical note, in caloulating statistical significance we have
taken into acoount the fact that our sample was drawn through a
two~stage cluster sampling procedure. In general such samples produoce
estimates of standard errors larger than those produoced by simple
random sampling procedures of a similar size. To take acocount of that
difference we did the following: First, we caloulated statistical
significance using standard errors generated by the statistical package
- (Statistical Package for the Social Sciences) which assume simple
random sampling. We then chose a small number of variables (use of ORS
or 333, radio ownership, knowledge of SSS ingredients) apd
recaloulated, for the after sample, vhat the standard errors would be
if they had been calculated correctly. This was a somevhat oumberscme
procedure following techniques desoribed by Kish (1966). It turned out
that the required corrections were very sall for all three variables
(intraclass rho estimates were .0208, .0097, and -.005) produocing
changes in standard errors of no consequence. PFor exauple, the largest
change was for the last use of ORS or SSS. For that variable the
standard error was 2.2%5 for the aimple random sampling asswmption and
2.8% for the oluster sampling assumption. Sinoe the observed
difference between before and after soores was around 178, the alight
change in the standard error would be of no importance. As the result
of these calculations, we decided that further hand correction of
standard errors would not Justify the time it would require.

10. As a technical note, the clinic data required further analysis
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because the number of olinics reporting at each month varied, and the
individual clinios produced very different average rates of pre-visit
ORT use. However, statistical controls for the contribution of
particular olinics to the results did not materially alter the picture
we have already presented.

11. ‘The appropriate statistical proocedure for analyaing data with a
dichotamous dependent variable, and some dichotcmous predictors, would
be discriminant analysis or some form of logistic regression. We have
not done these analyses for reasons of simplioity o presentation and
in the belief that the basic findings would be unchanged.
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Appendix A
Self Report Validation Study

Any time questionnaire results are reported as evidence for practioce,
there is appropriate akepticimm about the matoh between such
self-reports and actual practice. The act of measurement risks biasing
the response. If respondents are aware that the 'right' answer is *X
use Sugar-Salt Sclution®” and they want to please or impress the
interviever, there is some tendency to say "SSS® wvhen desoriding last
practice. This may be exacerbated by the intense informationmal

campaign vhich announces the 'right' practioce so clearly.

There are several dimenaions of such risk, only some of which are of
conocern here. First, there is a conoern that people who are saying
they use SSS actually do not have any knowledge of it and never use it.
This extreme sslf-report bias is inoonsistent with these results,
however. Fewer that 108 of all last case/next case users of 3SS did
not know any of the formula's ingredients, axd two-thirds of all users
oould name the quantities of two out of three ingredieats ocorrectly.
The imowledge questions vere not subject to the self-report bias sinoce
the quantities of each ingredient had to be reported by the respondent

without amy cues.

.A 1688 easily dismissed conoern is one which suggests not ocmplete
fabrication of use but an exaggeration of the probadbility of use of SSS
for a specifioc case. This is plausidle on two grounds. PFirst, the
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last case renembered may be a relatively severe case, with untreated
mild cases ignored in reporting. ‘Thus the number of cases to which
treatment is given are exaggerated by last case estimates, and in turn
the proportion of all ocases treated with SSS are oxaggerated. However
the questionoaire results turn out to be essentially inoonsistent with
these expectations. If, indeed, memory exaggerated the prodability of
treatment, then we would expeot ourrent and Just recently past cases to
report lover levels of treatment, overall, and lover levels of SSS
treatment, specifically, than would last cases remembered from longer
ago. That turns out not to be the case. Righty-six percent of all
last cases vere treated -- about the same as the 83% of all ourreat or

past month cases, and 828 of all curreat cases.

The second ground on which to expect exaggerated self-reports is the
‘please the interviewer bias' already mentioned. Ministry of Health
interviewers may need to be tald that recomamended practioces are
adopted. Mo internal analysis of questionnaire responses is likely to
sort out this bias. To try and understand its presence, we added a
substudy to the general questionnaire protocol. It allowed us to
estimate, albeit roughly, actual SSS practice.

We knew that scme proportion of the sample (we estimated 108 which
turned out to be olose to oorrect) would have a ourrent case of
diarrhea in the homestead. Thess respondents (along with the entire
sample) were asked to describe the treatment, if any, given to the
child who wvas named as having diarrhea. If a caretaker reported giving
either ORS or 3SS at hame, she vas then asked to show the interviever
the salution. ‘e results from that observatiomal study arq reported
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here.

There were a total of 51 respondents out of 364 eligibles in the final
study (ope interviewer's questionnaires were eliminated for reasons
desoribed earlier) who said they had a ocurrent case of diarrhea in the
homestead, about 14§. Of those, 34, or 675, said they treated with
ORT: 25 with SSS and nine with ORS. ERight others didn't treat at all
and nine treated in some other fashion, only. Of thoss 34 who could be
defined as current home ORT treaters, the interviewers did not ask
seven to show the solution for reasons we do not know. This left 27
who were asked to show the solution. Of these, nine, or 33§ did and
eighteen, or 67%, did not show the interviewer the solution.

We can examine this result from several perspectives. Ve can take the
result at face value and argue that the number who can actually show
the solution is the best estimate of actual practice. If so, nine
respondents could show the solution out of 44 (51 less seven
respondents not asked to show the solution through interviewer error)
vhioch would give us a 20§ observed level of coverage. Becauss the
actual numbers of cases involved are mall the sampling error around
that estimate would be substantial (plus or minus 128 at the 95%

confidence level.)

A different perspective would ask whether 205 isn't merdly a lower
bound on the practice estimate, asswuming that some of the respondents
who did not show the solution had some legitimate reason for not
showing it and were ORT users for this episode. This turns out to de

the case. Of the eighteen respondents who were asked to show the
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solution but didn't, eleven said that the solution was finished or gave
a similar answer when asked why they did not show the solution. While
such a response oould be termed a face-saving rational isation offered
to avoid embdarrasment, and in scme cases it B8y have been, it also may
be an acourate response. Some cases of diarrhea which a respondent
might have oonsidered ourrent may have been treated for a day or two
with ORT ané no longer were a oconcern. In these cases the report of
use of ORT for the current case, despite the inability to show the
solution, would be correct.

There 1s no way of caloulating how many of the eleven it is finished®
responders fell into the practioing category and how many into the
rationslizing category. If we were to put them all into the praotioing
category our estimate of practice would be around 455 (20/83). Tat
would then be an upper bound estimate of practioe.

In s, this perspective would argue that the appropriate way to
present a ooverage estimate would be to report both lower and upper
bounds rather than a single point. Prom this study our estimate of
true 3SS practioce would 1ie between 20§ and 45%.

It is vorth noting that this study, while it examines the relation
between self-reported use of ORT and observed use, doesn't touch on the
more ocomplex matter of the details of administration and use. We did
not test the solutions to see what their sodium and glucose contents
were, we didn't observe to see what sort of vater was used in its
preparation, and we didn't see how much of the salution was actually
given to the child in what period. However we do know that the small



sample of respondents who ocould actually show us the solution were
about the same as the rest of the user sample in their accuraocy of
recall about the ingredients of the SSS formula == about 308 kaew all
three current ingredients and about 705 kaew two out of three
ingredients. This suggests that our concerns about too much sodiwm in
the solution are not alleviated by evidence that high sodium ‘imowers'
are less likely to actually use the solution than ocorreot 'lmovers'.

This mall and limited self-report validation study does help interpret
aome of the practios results in the main text of the report. It makes
clear that self-reports are exaggerations of aoctual coverage; hovever,
feu observors would have guessed otherwise. It does set a floor on
estimated oase ocoverage (208), whkile suggesting that a oceiling may be
as high as A58, although prodably lower.

Comparison of Laowledge data for observed varsus unobserved users (it
is more or less the same) suggests that both groups are in fact users.
If the obaerved users vere in fact the only ones to make use of SSS, we
would have expected them to be much more knowledgable about its
preparation. However they were not. Ve might infer that case ocoverage
estimates reflect acme prodbability of use for each episode among almost
all respondents rather than every-time use for some self-reported users

and no use for others.
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ARPENDIX Al: Additional Data, Radio Exposure

Nariable Quaation Asfore After
1. Radio Ownership Q 73-percent owning 88.0% 88.2%
2. Radio Vorking? Q T4=peroent working 76.9% 76.3%
3. Radio Listening Q 75-perocent listening 76 .6% 75.6%
(Yes/No)
8. Radio Days Per Week Q T6-Mean # of days, 6.43 6.32
those with working
radios
5.Program Listening Q 79,082,85 percent
who listen
Ayihlcme 62.8% 67.38
Women's 55.3% 62.4%
Home 59.4% 58.2%

6. Last Week Listening Q 80, 83, 86 percent
who listened last week

Ayihlome 35.2% 3N.18
Wemen's 22.48 19.7%
Home 23.5% 16.2%

T. Last Week Remembering Q 81, 84, 87 -percent
who reaembered vhat vas
talked about
Ayihlome 23.3% 25.8%
Women's 9.8% 10.0%
Home 8.0% 10.2%
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Appandix A2: Clinic, RHM, Healthworker Contaat: Additiopal Data
Jariable Queation After Survey
1. Last Case Q 22-Mean months previous Xs5.89, for 312;

2. Went to Clinic

3. ORS Treatment at
Clinic

4, SSS treatment at
Clinio

5. Child ever to Clinic

6. Treatment given at
Clinic

7. RHM Acocess

8. MHM Viasit

9. Heal thworker
Visit

10. Topioc of
Discussion, RHM
on Heal thvorker

for last case, of those
reporting cases.

Q 25-Percent who

went to clinic, of those
who reported treating a
last case

Q 25-Percent who were
given SSS treatment at
olinic, of last case
treaters.

Q 25-Percent who were given
SSS treatment at clinic,
of last case treaters.

Q 47-Percent who have
taken a child to clinic
for diarrhea

Q 48-Percent who report
ORS/SSS as clinic treatment
for diarrhea

Q 93-Percent who say
REM is in community

Q 94-Percent Visited
by HRHM

Q95-Percent visited
by other heal th
work (if not by RHM)

Q 96=Percent who
talked about diarrheal
diseass, total sample.

119 had no oase

85.6%

4y .13

8.1%

75.9%

1st treatment

ORS or SSS 54.5%
2nd treatment ORS or

SSS 3.3%
3rd treatment ORS or
SSS 1.48

50.6%

36.4%

T.7%

6.7%



I. No Exposure
II. Exposure to Radio Only
III. Exposure to Clinic Only

IV. Exposure to Extensaion/
Flag Person Only

102

New
Fo.mula

11.8%
233

50%

ad Other
Formula Reaponse X
21.6% 66.7% 51
308 4% 100
19% 623 21
308 208 10
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Appandix A%: Rehydration Kit Reaponses
of entire of those who had
sample heard about it
(Nat31) {lis158)
Proportion who had heard about 36%
Proportion who said they owned it 6%
Proportion who showed it to interviewer 3
Proportion who lmew bottle included 88s
Proportion who knew sugar included 89%
Proportion who knew salt included 88%
Proportion who knew spoon included 61%
Proportion who knew cup included 55%
Proportion who knew cap included 51%

Not Heavily Heavily

Exposed to Exposed to
Radio Radio

Proportion who owned .68 8.3%
(N) (162) (268)
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APPENDIX B : AFTER QJUESTIOMNAIRZ

Ieentification nusber (code three digit nuster
example: coss 3 43 C03,
code 12 ag 012, code 435 as 413)

Enumeration sred (coge actual nusser)

Otstrice
) L)
Nengind
Lubemde (00 NOT COOL)
Shiselwent
Goographical region
Lowvele (1)
Nedloveld (2)
- Nighvele (3)
No respenss (0)
Lond Tenure
S.N.L./Ne ROA (1)
S.N.L./NIN. ROA (2)
S.N.L./Man. ROA (3)
Ne response (8)
Chiof's neme

Nedd of Heuseheld name (English and local)

(Surname) (Englisn) {Local)

Respondent's name

(Surname) (Engltsh or local)

[nterviewer's name

(300 separate coding 1nstructions)
(coge date/montn using
three digits. For example
12 Apri1e124, or
1 Mays01$
Age of respendent (code actual nusser)
(98=n0 respense)
if not the mother of the under-five year 0!d. specify the
relationship to the five year 014 she cares for:

Date of Interview

grongmether (1)
sister of the chtld (2)
sister of the mather, or other wife (3)
slological mother (4)
other, specify (%)
—— 0 response (8)
Which mumber wife ore you?
enly wife (1)
first wife--1f thare are others (2)
any wife other than first (3)
davghter (4)
other, spetify {]]
e M0 respense (0)
Now meny pesple ore staying in this hemestesd?
sesple (code twe d1git musber using twe coluams)
(Caample: 3 code o8 03, 12 cose as 12)
a0 respense (84)
Hou asny females ever f1ftesn are staying 1n this hemssteed?

famalen (cote o aigit mudor/ see .19)
— O Tretponse (08)
How meny meles over f1ftesn are staying tn this Nemestesd?

seles (cote twp ¢1gIt muder/ 100 (.13)
as respense (89)

104

1.

20.

2.

Are there ony other men or wemsn who are part of this
hemestond whe @0 net stay here?
—_— (0

(g9 to0 Q.20)
—— M retpense (Q)
00 any of these men or women send ey to the homestesd!?

(m

— €8

AoRe 5ond meney (0) yes (1)
a0 respense (0) not asked:
no 0ng dway (9)

Pleass tel! me the names and ages of all tre children unger
five wnom you care for:

Nome Age tn _months Sex

(300 sapirats ceding 1nstructions)

0o any of these children Nave ¢ferrhess right new?
no (0) yes (1)
no response (8) (9o te Q.29)
“hon wis the last time any'of thase chiléren had efarrhees?
muber of menths age never had ¢iorrhege
(go to Q.27)
" respense
(300 separate cosing instructions)

Which cnild was that?

(name of chilg)
{500 seperate cosing instructions)
Has 1t the sort of dtarrmoes thet you thought needed to be
treated, or €1¢ you think thet 1t wasa't POCeSSAry to treat
113
¢1d not treat (0)
(g te Q.27)
"o respense (8)

did treat (1)

et asked: no Chilg hag
diorrnoes (9)

ahat davd you 30 to help your cnilg? (Chack all ehat 4rg
aentiones) Prove: Did you ¢e snything ¢lse at nome?
{Coge: Qsnat mentioned; |ementioneq; 92Q.25 not asked!
— ONt10Ree CLINIC
(If chocied, ASK the folloning question)
o et treataent ¢1¢ the clinsc give ?
(Chack all that are mentioneq)
— B0dtcing, pills — {0jection

ons other, specify
$88



‘mgationsd NEALTH VORRER
as——

(1¢ chached, ASK the fellowing question)
. What treatmsat ¢1d the health werker give?

(Chach a1l that ore mentioned)
ons refors to clinfc

1] — other, specify__

sentioned TRADITIONAL MEALIR

(1f checked, ask the following question)

c. What treataent ¢1d the tragitional hesler give?
(Chock ol thet are mentioned)

oS imbite/enema to
B stop d1arrhoss
383 indita/enemy for
ourge
asticine — Other, specify__

R

—_ mentioned TREATED AT nOME
(1f checked, ask)
d. What home treatment dig you give’
{Check all that sre mentioned)

ons —_imbita/enema to stop
- drarrnoes
— Medicine — {imoita/enams for
purge

— Yntpecified imntits
31 . otner, specify_____

26. (IF the respondent says child HAS DIARRNMOEA NOW (Q.2') AND
that SNE 1S USING ORS/SSS (Q.28), ASK the following questien)
(1f net, 9o to Q.29)
May | see the solution ?
—_ e (1) —_doesn't shew (0)
(g0 to Q.20) (g0 to Q.20)
—__no responsa (8) Caplonation, if any, for why
(g0 to Q.28) solution not shown
—0t 8k0¢ (9)
2. If eny of thess children had ¢larrnoes, what would you ¢8 to

tahe core of that chtl@? Prede: Wysu you 90 anything else ot
heme??

(Cote: Oonat mentionsd; lemantionsd; and 9¢Q.27 not asked)
—Mentienee CLINIC

(19 checked, ASK thd folleuwing question)
e IRt treatment dees the clinic give? (Check all thst sre

antiensd)
—T01C100, pillg —injection
—t ——Other, specify
—38

___anticred MEAL™H WGRXER
(17 chacked, ASK the following question)
D. 4hat treatment d0e8 the nealtn worker give’
(Check all that are mentroned)
) —refers to clime
1 —__otnar, specify

_Mentioned TRADITIONAL WEALER
(17 checkes, ASK the following question)

€. WMat traatment does tragitional healer give?
(Choch 811 that sre mentioned)

ORS unspacified imdita
SR 1 ] imbits/enams to 9t0P
agdicing diarrhoss

imbita/enems for purge
other, specify

—__Mentioned TREATED AT HONR
({f checkod, ASK the folleming quastion)
d. WMet hame trestsent de you give?
(Chack al) that are mentiensd)
ons —__unspecified fmita

[ tmhite/enena to step
diarrhoes
agdicing tabita/enems for purge

other, specify

28.  When one of these chiléren has 4 8il¢ diarrhoes, do you treat

that, or €0 you observe tg see 1f 1t gets worte defore treating
18?
not treat 1t (0)
(Ge to 0.20)
no raspense (8)

- treet it (1)

29. ~2w 39 you treat i1t?

{100 seperate coding instructions)

(READ T™HIS TO RESPONSENT:)
There are many qifferent wiys that people treat young children's
diarrhogs. ['11 mention & nuser of ways that are commen. For aach
wiy | mention, ['¢ I1ke to knew what you think sbeut 1t = to trest
the dlarrnoed of o child who 13 net yot five., Please rememder it is
fopertent that you say what you reelly think and whet you really ¢e,

30. Mave you ever uset heree! tess (ladits te stop diarrhess) te
treat you chilg‘'s ¢larrhens?
-t (0) L N1
——® TOSPONSE {0)

1. Do you think (1abita to step €1arvhees) 1s & geed trsstaent for
G1arThens or ROt SUCh ¢ 900d treatasnt?
—_Net geed (0} —feet (2)
—tOOL1008 900 (1) ___ net wre (3)

32. If your child has €1arrhend agatn 15 this the msthed of
treataont you will yse?
—t {0}
—tEmetineg (1)

ne respenss (8)

- ()
—® rOSpNLS (8)



n.

.

4.

Where wiuid you got (1EDIta to 3L0p diarrhoes) around here?

doasn‘t kagw (0) tragitional nesler or ())
herdaltst

solf or other in other, specify (4)
hemestond (1)

other relative, net 1n no response ()

mouseholed (2)

(Code one treatment only)
[s there & tragitional Nealer around here?
e (0) dostn't know (2)

—_—yn ) e retponse (8)

“hat kind of treatment does the traditions! healer give for
chtldren's diarrnoes?

doesn’t know (0) imita/enems to stop

(Ge t0 Q.37) diarrnoes (4)
ORS. (1) imbita/enens for purge ()
-—388 () other, specify (6)

—INIPeCIfied 1M1ta (3) ____traditiona) neslor does not
give this treatment (7)
—0 rosponge (8)
(Cote only one treatmest)
00 you think the trestasnt given by the traditions) healer ig o

900¢ trestment or net Such & 9ood trestment?

net goed (0) 08 (2)
semetimes (1) not sure (J)
not sshed (9) no responss (8)

Have any of your chiléren ever besn treated by the traditions!
hotler for ¢iarrhess?
- (0)

—® respense (§)
[f your chilg nas ¢larrhess 4ain 13 this the method trestment
you will yse?

- (0 yes (2)

—tEStIRES (1) —0 retoonsa (§)

Heve you ever used purges te treat children's drarrhoga?
-t (0) yes (1)

—_—0 Fesponse (8)

00 you think that purges are & good treatesnt for dtarrnoss or
not such & goed trestagnt?

—_not goed (0) —f00e (2)
——ttines (}) ——tt Sure (3)
If your cnilg nas g¢isrrness again i3 this the method of
treatment you will yso?

—_yes (1)

"0 response (8)

ne (0) e (2)
senetings (1) no respense (8)

nere wiuld you get & purge aroung here?
008 C know (0)  ____tragitional nealer :-
herdatist ()}
! Or other in ——OthOr, specify 4
hasestesd (1)
——Other relative not ___ ne respense (0
in hamestesd (2)

Koue you ever nesrd of 4 medicing for
of water, sugar ang salt?

-Ne (0) —_n (1)
— FOSpONSS (8)

a1arrnoss wnich i3 mage

106

45.

6.

4a.

s1.

s2.

Nove you ever ysos water-sugir-sait te treat your chti¢'s
dtarrhoes?
—me (0

no response (8)

—yes (1)

Do you think that ‘water, sugr, Salt' 13 o geed trestmsat for
alarrhoes, or not such & goed treataent?
not goed (0) —_tnee (2)
_—_nnmm (m —not sure (J}
——0 TeSPONSE (0)

If your child has dlarrhoes ogain 13 this the method of
trestaent you will use?
_m (0
—tonetines (1)

—_ye (2)
N0 response (8)

Heve you ever taken ysur child to the clintc to trest
disrrhesa?
- (0)
—® respense (§)

—_yes (1}

“nat treateent for dtarrnoes 6o they give you at the clinie?
doesn‘t know (0) Tnjection (4)

{Go ¢o Q.50)
ORS (1) other, specify (%)
$3$.(2) no response (8)

——D1118 or medicing (3)
(Coge up to ) responses.
If only ) or 2 snswers are given,
Cods 8 0 in the sacone and thirg
colummsg)
Oo you think that the clintc 15 & goed place to 90 i your
€h11d has alarrnose, oF net such & 9ood place?
et go0d (0) —g00d (2)
—tTROCIRRS (1) —"t e ()
—_Not askes (9) -t respense (8)
If your chil¢ has @iarrhess, 13 this the mathed of trestmemt
you will yuse?
—no (0 -y (2)
—tametines (1) —® PIpONLS (8)
M8 & rurd) REsItM werker ever deen involved fh treating your
child for diarrnoga?
—re (0
—0 retponse (8)
How Can & rural hesith warker Melp & chilg whe a3 dtarrnese?
—e0008A’t know (0) ___refers te clinic (3)
— s (1 - Other, spectfy
—38 (2) —® TOIPONSY (8)

e (1)

(4)

i1l net nelp (0) ___ will nelp (2)
—temetines (1) —Ot Sure ()
—? reIpOnse (8)
It your chilg nas gierrnese ain, 13 thrs cthe mathed of
trestment that you will yse?

ne (0) yes (2)
senetines (1) "o respense (8)



5.

6.

6.

0.

e talked to you WafOre JBeuUt water-suger-sait solution. nave

you ever Bage it yourtelf?

—_no (0 —yes (1}
—_no respense (8)
you know how to meke it?
—_—re (0 —u ()
(Go to Q.59)

—re revpenna (B)
How'te you mgke it?
—Clem water or botled water
—_meke it fresh everyday
— 800 water

If aonttoned, ash how much

witer

— 0 s

If sentioned, ssh how auch

—w

It aontioned, ssk how much
st
(se0 separate ceding tastructions)
Wt quantity of the suger-salt selution should a child with
serious ¢1arrhess have in one day?

(Prede for quantity 1f met asntioned)
(see separate coding instructions)

How often sheuld you meke fresh sugar-said solution?
$008A‘t knew (0) other, specify

when the dettle ts finished (1) (3)

sveryday (2) no response (8)
00 you heve salt in your Nemestesd new?
ne (0) —_—n

20 70u Nave sugar in your nomestesd now’?

no {9) je8 (1)
no response (8)

eee($75P: Show respondent an ORS packet) °°°

Heve you ever seen this?
—ro (0}

(go to G.68)
N0 response (8)
hat s 1t for?
—T008 ROt recogrize ____ recegnizes pachet ds

packet as medicing nedicing for dtarrnges 1)

for ¢larrhoes (0)

(Ge t0 0.80)
- respense (8)

yes (1)

ROt asked: Nis cever seen

sachat (9)
Heve you yourself ever preperes ORS?
—t (0) —? (1)
(Go te Q.07)
e respense (8) not asked (9)

Where ¢id you learn how to prepare 1t?
—S0ON'L kAW (0)  ___ reste (3)
—STiMC urse (1) netgheers or relatives ()
—001H worher (2) ___ ether, specify (s
P reipense (8)
et asned (§)
Has the clinic or Maalth werker over given you 4n ORS pachet to
take hame to continue treating yewr chilq?
—? (O) -t )
—® 0000000 (8) st ashes (9)
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68.

0.

n.

n.

1.

18,

7.

n.

1A your 2010190 what wills tre CR1lg ehen "e "B3 210PTRCOR]
goesn't know (0)

)

loss of liguigs ang/cr sales, Zenyaratize !
loss of strengeh (2}
aames $17gs of denyQration {such 4s. Sunxen 9yes or
Ssntanglle, 3ry sain, ete.! 1))
(4)

otner, specify
no response (88)

(Code up to 740 engwirs. Use & 9
for the second column if only one
answer 18 given).

Does & child need any special foods during the time he or she

nas diarrhoss?
"o (0)

(G to Q.7V)
—_"a response (8)
Wnat foots are these? (Prode: enything else)

e M

(300 separate coding instructiens)
What sbout Just after on episode of @1arrnogs == do you think
that & ¢nild neets to b fod ¢ifferently than mermal or should
the ¢child be fod the same &8 nermal?
—_the sam (1) —Sifferently (2)

(Go t0 Q.73)
__no response (§)
Wnat should you feed the child after an episode of diarrhoea?

(see 50parate coding instructions)
Doss anyone tn this hemestedd own & radio?
o (0 —yes (N

(Go to 0.79%)
N0 responte 8

'3 thaL #3010 #0rKINg AOW?
—_m (0 —n
"o rasponse (8)  ___ not asked (9)
Do you. yourse!f, ever listen to the ragio?
—no (0} e (1)
% to Q.88)
—"0 rasponse (8)
“0uw Gany diys GMCH week 40 yOu ususlly listen to the radro’

s (Code ectvs! nusper |-7 deys.
Sen0 response, 9engt asked: doesn’t
cun § ragio)
Do you !1sten to the "Home® progras?
— {0) —_yes (1)
(Ge te Q.82)

ne response (8) net asked (9)
01¢ you 113tan this past wask to the “Neme® program?

—ne OR goesn't —_—n i
renpmber (0)
(G to 0.82) et asked (9)

—"e respente (8)
Do you remamber what thay talked sbeut Guring the pregram?
—Gensn't resgader (0) — _Names tome part (1)
" responss (08) —tt S5ked (9)
De listen to the "Nenen's" pregran? “Teatele Mere®
—_re (0 —Je ()

(Go to 0.08)

"o respense (8) net ashed (9)



0.

90.C

01¢ you 1istan thts past wesh to the Women's prograa?

no OB gooen't —t® 1}
resssber (0)

{Ge to 0.08)

ne respense (8)  ____met asked ()

Do you remmber wARt they talked shbeut uring the prograa?
¢onsa't resmder (0) agnes seme part (1)
ne response (8) ast ashed (9)

Do you listen to the “Ayinlame” prograa?
—no (0 —_yes ()
(Go to Q.08)
no respense (8)  ____not asked (9)
019 you Listen this past week to the “Ayinlgme® progrea?
____no OR cossn‘t resemder (0) —_—n
(Go to Q.08)
ne respenss (8) —_not asted (9)
DTM remesBer whst they talked sbout during the pregraa?
deesn’t rengmder (0) —__names & part (1)
e renmne () ot asted (9)
How aany cattle do you have?
coattle
- (Cose actus] maber using twe coluans,
for example: coge ) as 0) or code 12 as 12)
Or use the fallewing codes:
8hene respente
9090 or mere cattle,
9edontn’'t know,
00enq cattle)
Os any mssbers of this hamestesd have the following?
(for each 1tem code: 0sgoasn’t own, lecwns, Bene respense)
Yes N

1, _bed
2._steve
3. worki BCH 1 ng

4. _saize uilling saching
S, cor or & vehicle

here ¢0 you usudlly get yeur water for drinking?
N
—pulic te
—___bere hele/wel)
- Tiver/strem
—$9r 109/ pond
(If chacked, ask) [s it protected?

A“

(509 saperets ceding instructions)

{8 this water protectad frem disesse?
—re (0) -y
—? respenss (8)

0o you usually @0 anything to timprove the water after you
collect it?
—m'0)

(Go to Q.91)
—® rOsponse (§)
Wt €0 you ¢o te impreve the water?

— 088 Stk or Jovel (0)  ___other, specify

yes (1)

(6o to 0.90 0) (Ge te Q.90)
Seils water (1)
(Go e 0.9) no respense (8)

108

90.0 How much 1k or jove! shen'd 08 stdes te aske the water gafe?

.

Goeen‘'s kagw (0)
174 116 te 10 Viter contatner (1)
172 11¢ to 20 te 28 1iter Contatner (2)

| 114 te 40 1iter Contatner (J)

—other ()
-0 respenss (8) —_not asked (9)
How long dees 1t tohe yeu t0 et from here te the nasrest
clinfc? (Estimate time 0 Neurs frem the respenss)
—_tetal travel time
(s00 saperate ceding t1nstructions)
—0 rOsponse (8)
How leng dses it take you to get from here t0 the nearest rose?
(Cstimate time 10 heurs frem the respense)

—tota! travel tim
(see saparate ceding instructions)
—® POSpOnse (8)
[s there an BN 1n this ared?
—_m (0 e
(Go to Q.98)
0 respense (8)

nas th1s RHN aver visited you!
—ne (0) —yes (1)

{Go to 0.98)
"o responss (8)  ____not asxed (§)
as any ather Neaith extension worker visited you to talk sbout
health?
—M (0)

(Go to Q.97
—_noresponse (8)  ___net asked (9)
what di@ they talk sdeut?
—__Goesn't remgmber (0) —_Cleanlingss (¢)
__afarrnoes preveatien (1) ___ other, specify
—Mutritien (2)
—latrings (3)

yes (1)

—® response (8)

— et asked (9)

(coge ™0 respenses)

Wnat 18 the highest level of education that you have campleted?

(see seperets ceding tngtructions)
Can you rees?
— (0) —_yes (1)

(Ge te Q.10))
—_" respense (8) '
Is thare anyone 1N this hampstesd whe Con read?
_m (0) N1}
— TO390000 (8) et asked (9)
et 1s the Nighast level of education the neas of this
nomestoed has campleted?

(300 separate ceding tastructions)
Is thore & lonzele camittes in this chiefdem?
chiefem?)
—re (0

(Go te Q.108)
—"o respense (8)
Are you & ssmber of this lenzele Cammittee?

—_—te (0 —_Ju ()
-0 respense (8}

(Or sub-

-y ()


http:Fellow.to
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na.

ne.

Hove yOu Gver seen this flyer? (Shows flyer to respondent)

ne (0) —_es (1)
(Ge to Q.111)

no respenss (8)

0o you oyn one of these flyers?
0 (0) —n ()
(Ge te Q.108)
—® TOSPONSE (8)  ____net askes (9]}
Moy [ see it?
—T0t thew (0)  __ _shows (1)
Caplatn wy et asked (9)
—t TeSponse (8)
Wt Goes thts flye™ tesch you!?
—S0008't hagw (0) ____sbeut 333 (1)
(6s to Q. MV)
— ] et ashes (9)
Bore ¢1¢ you learn Wit this flyer means?
0008’ knew OR —_friend, netghver (3)
ésesa't remsmder (0)
— 000 (1)) —tPET persen (4)

—tlinte ()
—l? TOSPORR0 (0)
Mot anked (9)
(17 snmear 13 o person, then Go to 0.110,
If any other snswer 13 givon Go to §.111)
Is this persen & Yellew Flag velunteer?
M {0) —yes (1)
—S00At knw (2) et asked (9)
- retpense (8)
What doos this flag maan? (Shows flag to the responsent)
—S000R'L know (0)
—tierrhese! relsted trestaent (1)
—heaith related (2)

—® rOSpense (0)

Rural Health werkers ($)

Ooes anyone 11ving around nere Mave one of taese flags?
— o (0} —_res (1}
{Go to Q.116)
008Nt know (2)  ___ n0 response (8)
Wnat 18 this person’s name?

Nave you aver talked to this person adout dterrnoes) treataent
for your chiléren?
e (0}

(Ge to Q.118)
—® PESRONSS (B)
et ¢1¢ thay tel) you to @o? (Check W te thres respenses)

{Code 00 1f only one or twe sngwers
e given)

—et (1)

40000t knew or give unspecified 1anits (08)
G00er't remmber (00) give 1mnite to purge (08)

#ive spestal fesds (01) give fanita te step

give $38 (0R) ¢tarrioee  (07)
give ORS (3) ——? 80 troditions! negler (08)
® to clinic (08) —tPOP, Sp0cify
. (09
—naa’® FOSPOASS (00)
—tt Ssk0e (99)
Hove you ever hoery of enathing called & renyeration xit?
—_— (0 —tt (1)
(6s to 0.190)

109
117, @nat goes iate o remygration kit?  (Check all thet are

mentioned)

(Coge: Osnet mentioned,

lempntioned, Jenot ssked)
11ter dottle
bottie cop
$poon
w

suger

|ﬁ

110. 20 you nave ane of these hitg?

—no (0 —yes (1
(Go to 9.120)
-0 responss (§)
Moy | sep 1Y
—30080t show (0)
If not, explein wry?

9.
shows (1)

120. Seme pesple say thet using o letrine pretects the family frem
sickeess.  Other pesple say that using o latrine dees net
project thetr famtifes frem sickaess. WMat do you say?

—008 fet pratect 0008 pretect frem

frem 11inges (0) lages (1)
(Ge te Q.122)
—S008At kAow (2) net asked (9)

—® TOSpOR%0 (8)
et 13 the aatin stckness 1t protects frea?
(Chock up to twe respenses: Code 0 1f enly one respenss given)
—STEA'E hnew (0)
—t10rrhe0s, stemach sche (1)
—Ch0lere only (2)
—1es anly (3)

Oses the hamestead Mave & latring?
—re (0) —_—n

(Go to ona)
fe respense (8)  ___ net finisned (2)

no respense (8)
not esked (9)
122,

123, uhet materials ore you ustng for the flger?
$008A°t kaew () ather (2)
concrete (1) not asked (9)

—_ e el ()

—n retpense (8)

Oses tats latring nave o single pit or o eoudle pie?
- 30Nt knew (0) ___ dewdle pit (2)

- tingle pit (1) -t asked (9)

N0 respense (8)

12¢.

aho or ahit,
sutld & latring? (Record first 1tem mentioneg)
a0thin, motivated us (00) ___ Chief or 1nguna (%)
" _neetes privata place, ____ family memper (09)
—-on_uc to avoid the Dush, ____ neighoers, friends (10;
reeded privecy (01)
—__wonted to sveid aisease(02) __ lenssle (12)

12§.

ragie (03) - other, tpecify
T neslth asststent or
T inmecter (04) —__"e respense (00)
e Ural Mesith Metivaters(08) ____net asked (09)
—rse (08)

Agric. [atonsten (ROM, RGO, 038, etc.) (O7)
125, Unich aambers of your hemoetoss regulerly vse the letring?

A. Wt Mout chtldren less than ) yeors old, ¢ thay use the
latring?
m (0 M

—? FOONER (0)
— A0S 00004 - no latring (9)

other, spesify
(4)

1f anything, metivated you or influenced you t3

tOOCHEr Oor Nesgmaster 111



F.

Whet abeut children ) to § yours old, & they use the latrine?
{0 —s
_rerepense () __™ chilgren 3 to § (2)

— Q. net asued - ™ lateine (9)
WNat abeut Chilgren over § Dut under 10 yeors old, do they ute
tha latrine?

no (0) yos (1)
no response (8)  __ e children over § but under 10 ()

Q. net asked -- no latrine 1t}
Wnat adeut Children over ten, OBut under fifteen, d0 they use
the latrine?

—_m (0 —yss (1)
ne responsa (8) ne children Batween 10 ond 1S (2)

Q. net atked -- no latring (9)
What sbeut adult women, de they use the latrine?
—re (0) —ye (1)
—merepenne (8) e auit women (2)

Q. not asked - "0 latring (9)

What abOut men, do thay use the latrine?
e (0) —yes (1)
—merespense (8) ___no adult men (2)
Q. not ssked -- no latrine (9)

When chileren do not use the latring, where ore their stools
left?

—geen't know (0)

left where they dofacate (1)

threwn 10 the bush (2)

theem tn latrtng (2)

theem 1h & Mele and durted (4)

v Specify

ne respense, (8)

not asked (9)

110
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APPENDIX C: CLINIC REGISTRY FORM

MINISTRY OF HEALTH
PUBLIC HEALTH UNIT
ASSESSMENT OF DIARRMOEAL DISEASE

CASE REGISTRY 0 to 59 MONTHS
CLINIC NAME
o —
OATE CHILD'S NAME AGE STATUS OF OAYOFf | Ons/sss | measies
(MONTHS) | DEXYORATION | DIARRNORA SEFORE? ALSO?
1
2 .
3.
4.
1
1
)
14,
18.
16.
17.
10.
19.
20.
.
2.
26.
SATRQORNE;
M: MOOBRATE DEMYORATION  2; SECOND DAY THE CHILD ORS PACKET N; NO
$: SEVERE DENYORATION 3; THIRD DAY, OR OR SUGAR SALT SOLUTION
SE8 AEVERSE FOR OEFPWITION. LONGER :l:::l THEY CAME?
N. NO

e r *FOR ALL CATEGORIES, WRITE A ‘U’ IF THE ANSWER IS UNKNOWN.
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HOW TO ASSESS THE HYDRATION
STATUS

NORMAL HYDRATION
General appearance well
Skin elasticity normal
(best to pinch-up
skin on abdominal wall)
Eyes normsl
Pulse _ less than 120/minute
Respiration 20-30/minute
Urine output normsl
Amount of dehydration is less than 5%

MODERATE DEHYDRATION

General appearance restiess or floppy
Skin elasticity reduced

(best to pinch-up

skin on abdominal wall)

Fontanelle depressed

Eyes slightly sunken
Tongue dry

Pulse 120-140/minute
Respiration , 30-40/minute
Urine output decreased
Amount of dehydration is 6 - 9%

SEVERE DEHYDRATION

General appearance very limp, o unconscious

Skin elasticity severely reduced

(best to pinch-up

skin on abnominal wall)

Eyes severely sunken

Pulse very weak or absent more
: than 140/minute

Amount of dehydration is 10% or greater,



http:pinch.up

