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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 
treatment of diarrheal episodes. At the same time, the experience 
raises some caution flags, both for the Swaziland program and for 
programs 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
 
14HP 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 MtHP 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 to 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 or 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
 
campaignp the radio workshop produced 20 15-minute radio programs, 46
5-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 introduoe a now 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 which 
project mdical advisors believed risked toxicity. 

Evaluation of the Campaign 

An evaluation of the campaign was undertaken by the Annenberg School of 
Comwinioations at the University of Pennsylvania. The evaluation 
relies on data from a number of sources, including before and after the 
campaign surveys, each with 50 rural mothers chosen through national 
random sampling procedurest and a diarrheal disease registry kept by 
so 20 clinics which recorded information about diarrheal disease 
symptoms and pre-olinio 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 383 
use, and interviews with project staff to develop an administrative 
history of the program complemented the major survey and clinic 
studies. 

Jkmpare. This was a short campaign: six months from the initiation 
of technical assistance to the first campaign broadoast, and then seven 
months of information diffusion activity. Nonetheless It reached a 
large proportion of the Swazi nation; nearly 855 of all homesteads 
were substantially exposed to at least one of the campaign's ohannels 

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

CLINIC NURSES: 225 reported visiting clinics during the campaign 
period - visits which involved treatment of children's diarrheal
 
episodes with ORS and, presumablyt an opportunity for exposure to
 
campaign messages. 

OUTREACH VORKERS: 165 reported contact with a yellow flag
volunteer or other health extension worker about diarrheal disease 
treatment. 

FLYERS: The only printed materials with lmas distribution were 
recognised 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 
one-fourth of those in other areas reported such resent contact. 
505 of the respondents who had contact 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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Ugdjdg . Precedent campaigns in The Gambia and Honduras sought to 
produce knowledge and practice about 383 or ORS where there was little 
or none before. The Swaziland program, in contrast, was launched into 
a chaotic situation. Different formulas had been publicized and 
accepted and a large proportion of those were possibly dangerous. The 
now campaign sought to bring order, in the form of a focus on a single 
new formula, out of dangerous disorder. To some extent it was 
successful, but the dent it made in inappropriate behavior was limited. 

8% of U3S users used the new, campaign-taught, formula before the 
campaign. Three times as many, 265. did so afterwards. 

28%of users knew the correct mounts of water and sugar before 
the campaign. Twice as many, 59%, could name the quantities of 
those two Ingredients (whioh had remained unchanged from before 
the campaign) at the end. 

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

However 54% of the sample was still offering an 338 formula with 
sodium levels above the WHO saximum (100 mleq) and 12% were 
offbring a formula with sodium levels over 140 leq after the 
campaign. This was a reduction from 66% and 29% respectively, but 
clearly was still a substantial concern. The beat explanation for 
the continued use of too much salt (essentially one cap rather 
than 1/2 cap) was the difficulty of learning a fraction as part of 
a formula. 

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

80$ volunteered that clean water was needed in the preparation of 
333 and 41% 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 such liquid a sick child should be 
given: "as much as the child can drinkm, produced no changes in 
the audience. 

Reduced food Intake and consequent growth faltering is a central worry
associated with diarrheal episodes. Campaign recoamsndations about 
special feeding efforts during and after episodes received quite
differeat responses. 

42% 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. 

- iv



In contrast, before the campaign, 165 recognized the need to feed
differently after an episode, while 44% did so after the campaign. 

We found no evidence that the small response to the 'during-episode,
recommendations reflected contradictory advice from any particular
source. This had been suggested by same 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. 

a4tA0daa 4 . 'The campaign's emphasis on 83,3 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 AnUU& (herbal
conoontratos), attitudes became Increasingly negative during thecampaign. However attitudes toward traditional healers, perhaps too
sensitive an Issue to be measured through thse prooedurea, showed few 
campaign effects. 

325 thought purges were "good' or 'sometimes good' for treatrent
of children's diarrhea before the campaign; only 14% gave these 
answers afterwards. 

46 said they would not use JnhLst for children's diarrhea before
the campaign; 635 said so afterwards. 

'Nodern' treaters and treatments are universally well-regarded, or sorespondents told our interviewers. Clinics started and remined that
 
way; health workers gained credence during the campaign. 3ugar-salt

solution was widely accepted before the campaign and added to Its 
acceptance level. 

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

565 before the campaign and 885 after the campaign report a belief 
that healthworkers will be helpful as forsources treatment. 

78%of the sample planned to use SW8 in the future even before thecampaign started. 1 11 more, or 925, declared that intention after 
the campaign. 

fraa ma. Istimates of the effects of the campaign on practice weredrum from two indicators. First, data were gathered from the
subsample of women who reported that one of their children was either
currently sick with diarrhea or had been sick In the past month. These 
women were asked donewhat they had to treat that particilar case. 

Before the campaign, 365 of them sid they had treated at home
with ORT; after the campaign 48% said they, had done so. 

This Is a statistically significant change but it does not represent a
change of the magnitude campaign planners night have hoped for.
However It hides a more dramatic change In the quality of practice. 
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Chly 4% of fmilieo with current oases before the campaip both 
aid they used ORT and knew all three ingredients of the correct 
formula. 17%, four times as manyt did so after the campaign. 

11% before the campaip and 34% after the campaig mid they used 
ORT and knew at least the quantities of water and supr in the 
formula. 

A second Indicator, drawn from the clinic registry study, gives a
 
parallel and more optimistic picture at use.
 

Of the children coming to cllnos at the start of the campaign 
about 43% had been treated with oral rehydration therapy before 
oaming to the clinic, according to the person who brought the 
child; by the second month ag the capai about 52% of the 
children had been treattd and by the third month 60% had been 
treated with 388 or ORS, and that was the level at which treatent 
Incidence stayed for the rest at the eupai, within a few 
percent. 

The consistency of these two Indicators of current practice, although
they are both based on self-reports, one to an interviewer and the 
other to a clinic nurse, sugests that there is change occuring and 
that it is closely associated with campaign aotivitles. 

R--l Bk Oukam.e, The study provides no evidence as to health outcomes. 
Our atteapt to use the clinic registries to trace the number g severe 
dehydration oases coming into ollinics proved unsuccessful. It 
foundered both because severe tehydration sese relatively rare and may
be unreliably disposed by clinic personnel. 

O--mim xonsure Ad ouMaji of PPrantLM. Supporting evidence for the 
power of the csapaie to affect health practice oes from regression 
analyses which predicted quality of practice variables ftrm ceapaign 
exposure variables. The results suggested both that the Inferences 
frm before-after findings about the power of the oampaign were 
correct, and that radio and outreach workers were particularly powerful 
channels. 

5-6% of' the variance in quality of practice was associated with 
exposure variables. Ibis was more than half o the variance 
acoounted for in each equation. 

Regression coefficients suggested (.albeit crudely) that a person 
in contact with an outreach worker (versus not In contact) was 
about 22% more likely to practice correctly and that a heavy radio 
listener (versus a non-listener) was about 20% more likely to 
statisfy the quality of practice criterion. 

bese results may be examined in combination with the evidence that 
radio reached 62% of the population And outreach workers only 16%. 
Oiven similar effect but far greater coverage by one channel than the 
other, this is intriguing evidenoe for a substantial return on 
Investents in radio. 
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Salt-ranrnt Valmd. t 0 A supplementary study asked respondents who
 
claimed to have a current case 
of diarrhea in the household, and whosaid thq used OAT, to show the Interviewer the solution. Only a mall
sample (Wu2T) satisfied these conditions and were actually asked byInterviewers to shou the solution. O those, one-third showed thesolution, one third dida t but gave possibly credible explanations fortheir failure to sew the solution (e.g. it is all tlashed; I
fin shed It yesterday), and one-third nelther showed 
 the solution nor
offered a eredlble explanation for the failure. 

A relatively high proportion of current treaters claimed to be using
ORS at home (about 67%). To estimate actual usage, we use the
anactual proportion who could show the solution as a lower limit and theproportion who either showed the solution or had a credible explamtion
for not doing so as the upper limit. his study would suggest that the 
per-oase coverage rate lies between 20-45%. 

ona10 Mna. findings from the evaluation suggest that 1) mach or theintended audience was reached by the campaign, often through more than 
one of its channels, 2) that knowledge of the correct
sugar-salt-solution increased, as did knowledse of the need to feed
children in special ways after dlarrheal episodes, 3) that Intentionsto use 88 Increased somahat during the campalgi, but from an alreadypositive baseline, and 4) that self-reported practice, particularly
qualtiy of practloe, increased sharply as the result ot the campaign.
There is evidence that radio and outreach clinics were particularly
effective In influencing practice. 

Concerns Include the Implications of a worrisome level of sodiumconcentration In 888 solutions despite some campaign success In
counteracting this. 1his practloe may reflect confusion left over fromprevious Information programs, or, probably,more the difficulty ofrumbernlg a fraction (1/2 cap) as fart of a formula. A second concern reflects the mall validatioA study which suggested that
self-reported use of 888 euggerates, perhaps substantially, actual 
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WRODUCTION
 

The Overment of Swazlland implemented an Intense public health 

communication campaign directed tewards the treatment of diarrhoal 

disase, beginning In September of 1984 and continuing through Maroh at 

1985. The Public Health Unit and other components of the Ministry of 

Health oarrled out the campaign with technical assistance from the 

Academy for Iduatioual Develoament under contract with the U.S. 

Agency for Internatioatl Develolment. Significant financial support 

for the Implementation case through the CCCD (Combatting Childhood 

Communicable Diseane) program ci the Centers for Disease Control, also 

under USAID funding. 

hese implementing groups asked the Annenberg School of Communications 

at the University of Pennsylvania to design and supervise the 

implementation of a mall 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. Mo. Sankar 

returned In April of 1985 to supervise the end study and do Interviews 

with progam staff. 

The evaluation Involved five distinct components: 

1) Before-after surveys of caretakers of children. Interviwees 

were chosen randomly in a two steae ample of 15 census enmeration 

areas and 30 homesteads per area, with one woman being interviwed 

In each homestead. Only homaesteads on Swazi Ntion Land were 
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eligible for Inclusion. Separate samples were chosen for the before 

and after studieos. Sob study involved Individual Interviews, 

focusing on opportunity for exposure to campaign ahannels, learning 

of campai messages, attitudes and Intentions with regard to 

diarrheal disease treatment, treatment practices, and certain 

background variables. 

2) Clinic Study. Nurse& In the twenty-three largest clinics In the 

country vere asked to register all came 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 special registry form was 

distributed on which was recorded the child'& name, age, and sex, 

and the nurse's estimate of the child's hydration status, he mny 

days of diarrhea, whether the child had been given ORT before oaing 

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

If the campaig was successful we expected to see an Increase In the 

number of children brought to the clinic having already been given 

OAT, a specific message of the campaign, and possibly saie decline 

In the Incidence of severe dehydration oases presenting at the 

clinic. 

3) Self-report validation study. As part of the questionmire 

study, we also tried to verify the accuracy of self reports of ORT 

use. Vhen a respondent Indicated she had a child with diarrhea 

currently, and that she was treating It either with ON8 or 358, the 
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interviewer asked to see the solution. 

4) Insti tutioral/ Process/Adoinistrative History. 7hrough interview 

with project staff and others concerned w.th the project, through 

review of available doouments, and through observations made during 

the evaluators' visits, we have tried to develop an overall picture 

of the background of the oampaipn, its history, and Its 

institutioml ization. 

5) Extended interviews with a small sample of mothers. Ms. Sankar, 

during her second visit, did 23 interviews vith mothers to obtain a 

fuller picture of diarrheal disease perceptions and actions. 

Working with Mhandle Netsebele, Ernest Mnisi and Wellington Mbbele, 

she used the questionnaire as a starting point and then asked for 

extended clarification or particular answers. These responses 

allwed further interpretation of questionnaire responses. 

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

begin with a historical section, tracing the antecedents of the 

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

central waluation questions. We anmer five questions which alle us 

to present the essential evaluation findings. The questions include: 

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

meseages? 
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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 

treatment of diarrheal disease?
 

4)Did the campaign affect health outcomes, partloularly, the 

incidence of severe dehydration? 

5) What is the promise for institutionalization within Swaziland of 

the public health comnunication approach? 

We begin with the background and details of the campaign. First, 

however, we must express our gratitude to Bette Booth, Deborah
 

Helitzer-Allen, Anthony Meyer and Judith MoDivitt and am participants 

In the August, 1985 evaluation results seminar held in babano, 

Swaziland for oomments on an earlier draft.Important assistance in data 

analysis came from Chien Lei, Clement So, ina Ferencic, as well an Ms. 

MoDivitt. Jane Whttendale ably supervised final manusoript 

preparation with help from Ingrid Brennan and editorial assistance from 

Barbara Furst. 



RAtIMOROUND TO T tJApaIoN 

Diarrhea kills about four million children a year (Lessons from Five 

Countries, AED, October 1985). During the last dcade, international 

health organizations have dedicated their energies to devising now ways 

to control and treat this disease. Dissemination of a new treatment, 

oral rehydration therapy (ORT)o 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 oure 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 measuring 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 Aoadey 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 
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Practices (INIP), attacks the problem of diarrheal disease through a 

concentrated campaign combining radio, training programs, and printed 

aterials1 

AMD's MEP contraots, 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 extnsion of the MHW 

contract to continue these programs and to replicate the program in 

five more countries. USAID funded these diffusion sites on a reduced 

budget to determine whether the MNHP model could decrease Its cost 

without diminishing its effectiveness. InMarch 1984, the Kingdom of 

Swaziland in Southern Africa agreed to host one of the MH diffusion 

sites. 

MMR? is an example of a recently emerging approach to health education 

known as the "public health commnicationu approach. This approach 

attemptst in a pro-defined period of time, to change a particular et 

of behaviors in a large-scale target audience with regard to a specific 

problem. (M11P/ARDp 1984, p.6). 51P Swaziland sought to use a 

six-month campaign to change the behaviors of rural mothers concerning 

treatment and prevention of children's diarrhea. The approach hUs 

three stages: preprogram planning and development, instructional 

intervention, and ongoing monitoring and evaluation. 
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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 conmnication channels: radio, print, and face to 

faoe. "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 commmnity health fairs and see related 

posters" (10IP/AD, 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 commnications approach for 

development aotivites in the same country or elsewhere. 

Life expectancy at birth in Swaziland is Jill years# the lowest in the 

Southern Africa region. Infant mortality is over 150 per 1000 live 

births. Childhood mortality is also high with 23% 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 13% of the outpatient discharges were related to diarrheal
 

disease. 

Since the ld-1970., the Swaziland government has acted to contain the 

threat of diarrheal diseases. They have supported preventive programs 
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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 888. Radio 

broadcasts echoed the message and Rural Health Motivators (RMs) (rural 

residents trained in rudimentary health cars) learned about SSS in 

their training workshops. In 1978, clinics and RHll 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 (RUDCP). Most of the diarrheal diseases in Swaziland are 

transmitted through contaminated water and this project seeks to 

control them through a three-pronged effort focusing on health 

education, latrine construction and infraatructural improvements in the 

water supply. 

An outbreak of cholera in 1980-1981 resulting in 31 deaths deepened the 

Swazi government's commitment to improve diarrheal disease control 

meaures. In response to this epidemic and as part of the RWBDCP, two 

consultants visited Swaziland in late 1982 onto advise the development 

of a national plan for diarrheal disease control. Both of these 

consultants focused their inquiry on improving the use of oral 

rehydratlon therapies. Their other recommendations included expanding 

and decentralizing health education services, exploring mas media use, 

and training a national diarrheal disease control coordinator at the 

International Center for Diarrheal ResearchDisease In Bangladesh 

(ICDDRB). The Swaziland government implemented many of 
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these recommendations over the following years. 

As a part of these efforts, AND and the Swazi goverment hold a series 

of communications workshops to train development personnel in the most 

effective methods of spreading meages about diarrheal disease 

control. The first of these workshops took place in October 1982. 

This workshop introduced the use c radio broadcasts for development 

work and began training participants to produce messages, specifically 

concerning heal th issues. 

During this visit, ambers of the Academy staff initiated two other 

communication-related activities. First, with the workshop 

participants, they discussed establishing a permanent organization for 

overseeing coaunications and develorment activities. Second, with 

Ministry of Health (MOH) officials, they formally presented the 

MERP-Honduras project for review as a possible stratea for diarrhel 

disease control in Swaziland. 

During a second workshop held in early 1983, a oommunioations strategy 

for disease control began to take shape. The workshop awe up with a 

jingle and a 9e for the oampaign--'hyiblme Iwatil", or irm 

Yourself, Swasil'. At this workshop, participants from Swaziland 

Broadcasting and Information Services and the Ministries of Health and 

Education produced 14 radio dramas and 19 radio spots concentrating 

primarily on preventive practices. Swaziland Broadcasting Servioe, 

30, broadcast these messges twice wedly during the prime time Health 

Bduataon progrem. 
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On the basis of the success of these workshops and other activities 

aimed at developing a national plan for preventive health practices, 

the Swazi government entered into an agreement with USAID to oo-sponsor 

the MiMP project. The DRaft Vork Plan authored by AID In consultation 

with USAID and the Swazi Ho characterized the IMMP program as a moans 

of concentrating the ongoing diarrheal disease control activities. "It 

Is essential that primary attention be given during the next twelve 

months to orpnizing these efforts into a single coherent attack on the 

leading contributors to infant mortality In the Kingdom: diarrhea, 

immunizable diseases and malaria." (Ramuson and Smith 1984. n.p.) 

1OEP was to organize this attack, and in so doing, it was to Introduce 

the public communications approsoh to the health education ystem In 

Swaziland. 

7he original agreement required Swaziland MMHP to accomplish these 

objectives in 12 months. Although 1HO AID eventuallythe and 

lengthened this period to 18 months, it was still considerably shorter 

than the NlP projects In Honduras or The Gambia which were three year 

projects. Ue justitfication for a shortened duration was that MNP 

Swaziland could use materials and experience accumulated through the 

years of work in Honduras and The Oambia. 

Swaziland 1N3P also differed from earlier lNllP projects In its 

InstitutLonal structure. In the past, oHMP has been within or 
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conmeoted to the health education unit of the host country. Swaziland 

NNHP, however, was placed in the Public Health Unit (PHU). The Swazi 

goverment took this action for the following reasons. First, the 

Health BducaUton Unit (HSU) had limited resoureos: office space was 

scarce, and no health educators could be spared from their ongoing 

responsibilities. Second, the HIMP project, requiring intense activity 

and complicated coordination, diverged from HEU standard practices. 

HIP's Integration into HEJ on short notice mijht have disrupted HiM's 

long-term plans. As a result, IOEP was situated in PHU, but was to 

maintain ties with HSU through shared personnel, regular staff 

meetings, and dependence on its praphic design and printing facilities. 

Swaziland NIP, unlike other MUP progrms, was not an independent 

project. Instead, it was administratively subordinate to the DIBDCP. 

Practically this meant that official communications with the AID 

mission had to be routed through the RWBDCP chlef-of-party and that he 

controlled IEP's local finanoes. The decision to place MWP under 

IDBDCP 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 JNHP progrm also had to 

coordinate with that progrm. 

The swasiland work plan scheduled the progrm In io phases: the 

first, April through August 1984 for preparation and the second, 

September 1984 through Ibtrsh 1985 for implementation. The planning 

phase included researching local oonditions, designing and producing 



12
 

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 focus 

attention on the campaign. 

EUADM 

The preparation phase for Swazi iI1P required assessing and adapting 

campaign strateg and materials from other IHIP programs to Swazi 

conditions. Mkny of the print materials and muoh at the campaign's 

basic approach were adopted almost unchanged from 7he Gambia project, 

but some alterations were required. be greatest production task was 

the creation of radio messages. 

Several individuals participated in the preparation of the HP program 

including representatives from HU, PHU, Swaziland Broadcasting Service 

(aS), LID, and HOH. These representatives held regular meetings to 

sketch out a strateg and then to oversee its impleentation. be 

prImary participants Included Dale Huntington, AED tehni%. advisor, 

Alfred Iadsebele and Bongani Nhgongo, health educators assigned to the 

projeot, and Gladys tatsebulag Public Health Unit nurse and coordinator 

of diarrhbel iLsease control activities for the Caobitting Childhood 

Comunicable Diseases project. 

To design the Swaziland IlHP campaign, the group began collecting 

information about local oonditions. They referred to prior research on 
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3wazi beliefs and practices concerning diarrhea carried out by 

anthropologist Edward Green, and conducted several maller 

Investigations themselves. These investigations included a radio 

listenership survey, a review of ORS packet distribution practices, a 

olinlo study concerning potassium depletion, an analysis of the current 

383 formula, and a survey about mothers' ORT practices. 7hroughout the 

planning process, this group also roled on themselves as 

representatives of the Swazi culture to provide important information 

about local conditions. 

Strateg 

In planning the strategy for the caupaign, the group used findings from 

the formative research to weigh the relative advantages of OS packets 

versus 883 haoe-mixed solution. ORS packets are easier to mix and they 

contain the electrolytes and potassium necessary in oases of severe 

dehydration cases. Because research indicated that potassium depletion 

might be a problem among Swazi children, the ORS packets seed 

preferable. Also, because the packets are pre-measured, they reduce 

the likelihood of mixing mistakes. 

Dependence on the packets, however, requires assured access. 

Pro-campalia research demonstrated that the Swaziland packet 

distribution system had several bottlenecks and that over half of the 

clinics had run out of packets during 1983. Although reforms were 

planned, they would not go into effect until after the campaign. In 

light of this, the SS home-mix solution was chosn as the preferred 



practice for the HIDP campaign. 

Because 88 does not treat potasasum-depletiont the campaign strateag 

was further modifled to Include Instructing the mothers to begin 

treatment with 833 a: has and then to go to the clinic where potassium 

depletion could be treated. The *Diet-for-Diarrhea* poster was also 

adapted to Include potassiun-rlh foods. 

The decision to emphasize SS also required a heavy aphasia on the 

correct formula. The Swazi population had been exposed to three 

different formulas in less than 10 years. Mhe moat recent change 

resulted frmo HIP-initlated research which revealed the earlier 

formula to have been possibly toxic. 7b highlight the am formula a 

rehydration kit' was Introduced into the campaign. Assembling a kit 

would require the mothers to set aside the supplies needed to make 888, 

thus assuring that they would have the necessary Ingredients and proper 

measuring devices. 

Mesages 

A radio workshop convened In July 1984 and lasting for ten weeks 

created the campaign radio mesages. Workshop participants were drawn 

fram the Ministries of Agriculture and Health. About half a the 

partiolpants were new to radio production; the other half had 

participated either In a previous development canunlations workshop 

or had been given preliminary training at 38. Iota de Fosmrd, AID 

consultant, led the workshop, assisted by Wilma Lynn also frao AiD. 



15
 

During the workshop, participants were trained in message development 

and radio production skills. Formative research had suggested that the 

Swazi audience liked drama and music on the radio, so the workshop 

partiLpants tried as much as possible to Incorporate these features 

Into their programming. 

The radio broadcasts ranged In content frm selected preventive 

measures, such as digging rubbish pits, to treatent strategies 

Including diagnosing diarrhea and dehydration, mixing and administering 

338, and the child's proper nutritional care during and after a 

diarrbeal episode. A portion of the content for the caupaign's 

messages was based on 7he Gambia project. Certain facts disoovered 

during the formative rmarob, however, helped the group to adapt me 

messages to the Swazi context. 

A primary Issue In developing the radio messages was how to 

characterize diarrhea's greatest threat: dehydration. Prior 

ethnographic research had shown that traditional Swazi beliefs did not 

connect diarrhea with dehydration, hence the necessity to rehydrate the 

child would not be apparent. The me research suggested that many 

Swasis did believe in the necessity of maintaining the body's balance 

of fluids. The radio workshop oreated programs which characterized the 

problem of diarrhea as loss of liquids leading to an upset In the 

body's natural equilibriun. This Imbalance could be remedied by 

replacing the lost liquids with 338. 
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Research also uncovered a particularly dangerous tradiUoul diarrheal 

treatment: purging the ahild. Ue 1Mp tom felt that this practice 

posed a serious threat to children's well-being. lbmy developed 

seeral mages critical of this practice, using the sme logic about 

the necessity to maintain a balance of liquids In the child's system. 

Other findings from the ethnographic research concerning different 

types of diarrhea were considered too complicated to integrate Into the 

campalg t a messages. 

lie group wrote and produced 20 15-minute radio dremie, 46 5- inute 

radio inserts and 22 spot announcements. Completion of these radio 

prograems demanded considerable enera from both the Instructors and the 

particlpants. Minor rganiuationl problems, such as faulty equipeent 

and low travel reimbursements for the participants, marred the 

workshop. In general, however, the work vent moothly. According to 

Interviews with particlpants, this success can be attributed to the 

instructors' and partilpants' enthusiasm and the helpfulness of 8 

personnel. 

Vorksops 

Preparations for the workshops required developing a training 

curriculnu and making the scheduling and lodging arraagments. Alfred 

hdaebele and Donai Hagengo, with the collaboration of Dale 

Huntington, designed the curriculum by adapting a standard V0H manual. 

lie training sessions were divided Into separate tracks which grouped 

together health personnel with similar skills and jobs. 
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2*aok 1 consisted of professionally- trained health personnel associated 

with rural clinics. These people received a teo-day training program 

focussing on hydration status assessment, ORT treament guidelines, and 

children's nutritional needs during and after diarrheal episodes. 

Track 2 refers to the nursing 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 

limltations, however, these workshops were not hold. 

Track 3 personnel included RHU s, Red Cross First Aid assistants, and 

traditional healers. hese people received a one day training program 

which was similar to the Mraok 1, but less technical. Both 2vaok I and 

Track 3 personnel were given mixing flyers to distribute In the 

countryside 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. The 

workshop participants were asked to go out and train ten (later reduced 

to five) camunity members in these skills. Thse comunit7 mmbers 

were also given yellow flags depicting a "happy baby" to fly at their 

hamestead alerting neighbors that they knew how to mix 333. bese 

"Yellow Flag Volunteers* were also given mixing flyers to distribute. 

Radio messages and clinic nurses Informed the comunity about these 

volunteers.
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In reflecting on the preparation ihaset several participants commented 

during Interviews that the time was too abort. iHIP's institutional 

setting eoerbated the scheduling problems. 7ho ambiguity in the 

relationship between HMP and HIM caused delay in same materials 

production and pilot testing. Tho lack of financial autonmy for HHP 

may also have slowed preparations. 

Still, in loss than five months this group completed background 

research, designed print materials, produced a radio campaign, adapted 

a training manual and made arrangoents for more than two dozen 

workshops. Some participants in the preparation process thought that 

this hotio schedule had perhaps been draining, but they also felt that 

the rapid pace of the activity helped to generate the oxcitment which 

carried them through it. 

ho campaign was an intense, coordinated effort. It began the second 

week of September and lasted through the middle of April. During this 

time 535 broadcast mossnges several times weekly, the HIP tea held 18 

training workshops, and over 260,000 flyers and 7500 posters were 

distributed. Periodically throughout the campalgn, the HMP tean 

Informally evaluated their work. It was decided to drop planneda 

lottery because the logistics of organizing It would have overtaxed the 

personnel resources of the project, and because of aome doubt as to Its 

nooossity given widespread ORT awareness. 
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Radio Broadcasts 

SBS broadcast the Ayiblme prograes during four different weekly time 

slots. The longest shows were dramas lasting fifteen minutes which 

were broadcast every Vednesday evening and repeated every Saturday. In
 

addition, each week the station dedicated two five-minute selpents to
 

Ayihlcue programming, one during an agricultural program and the other 

during a women's program. SBS also broadcast the Ayihlcme jingle and a 

fee 30 and 45-seoond spots regularly throughout the day. his 

schedule, put into operation in September, continued for 24 weeks with 

only one major revision. After several months of broadcasting, HOEP 

and SBS decided to omit the five-minute spot in the women's show and 

concentrate on the agricultural show because SBS felt the programs were 

too repetitive. 

In December the NIIP tea undertook an informal evaluation of the 

programs. In several interviews, R1ls 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. 

InJanuary former members of the radio workshop, under the supervision 

of Alfred ndzebele and Bongani lkgongo, started to produce a new 

series of radio programs. The HMHP team had left open several weeks of 

programming because they did not know whether the lottery would be held 

requiring a naw 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. 83 began broadcasting these new 

programs in February interspersed with sme of the old programs. 

Besides these changes, progress on malarial disease and measles 

vaccinations were added to compliment activities undertaken by CCCD, 

NIP's sister project. 

Workshops 

To complete the training workshops before the beginning of the rainy 

season and the onslaught of diarrheal disease, the MHHP tom held 

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 tom hoped to reach 

some of these people by giving a presentation as a part of another 

workshop in mid-May. 

%o Track I workshops had to be oanelled, the first because the 

training materials were not ready, the second because of transportation 

problems. The rest of the training schedule was tight that theseso 

workshops could not be held later. In addition, the 14HP tom also 

participated in two HE-sponsored traditional healer workshops, to 

bring the total number of people trained to 44O. 

The HNIP tom 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 positive results. 
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Participanto complained only that certain sepents, such an the one on 

the physiolog of diarrhea, were too short. 

Tbe M1P tem had planned to do longer term evaluations to determine 

whether participants 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. 7b. 

term cited lack of transportation as the major obstacle to this 

aotivity. 

A brief evaluation of the Yellow Flag Volunteer program by JOEP staff 

during December and another in Mkrob shawed mixed resul ts. The Yellow 

Flag Volunteers Intervieed (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. 

M3HP tera members felt that completing the training program had 

required a strenuous effort. they had to conduct as many an two 

workshops a week with considerable time devoted to travel. Some 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. Dreryone commented that this was due in large part to the 

trainers' consistent commitment as well as the partilipants' 

enthusiasm. A great deal of energy and skill went Into the 
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lplenentation of the ompaign. We turn now to evidenoe about how it 

all ame out, asking first about exposure to the oampaign. 
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The campaign included radio broadcasts on three different progrms, 

training of health professionals and local volunteers in diarrheal 

disease treatent, distribution of flyers, and the establishment of 

yellow flag locations. Campaign planners have good knolodge ct vhat 

was done: number of broadcasts, number of attendees at training 

sessions, number a 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 exposed to the campaign? All 

of the data reported in this section reflect responses to the 

at ter-caupaign survey. 

About 655 of the sample reported listening to their radios every day of 

the week. Of the rest, 255 didn't have working radios, and about 10% 

reported listening only 1, 2, or 3 days each week. Thus, 755 of the 

target population had same possibility (most with same high 

probability) of hearing the messages; the rest were unlikely to be 

directly exposed, although others around them mit well have told them 

about the messages. (See Appendix Al). 

Diarrhael disease messages were tranmitted over three regular 

prograns: Ayihlame, a women' s progrem, and the agricultural progrin 

(Table 1.) Mhe audience was regularly exposed to these programs. 



Virtually everyone who had a working radio reported listening to at 

least one of those programs (73% of the population; 96% of those with 

working radios) and half of the smple reported listening to all three 

programs. Follw-up questions about listening last week and 

rembering the content of last week's program (much more stringent 

tests or exposure) still suggested that 42% of the ample listened to 

one or more at the progres and 34% reported remembering the content of 

one or more ot the progras broadcast In the previous week. (Table 2 

Indicates the proportions listening generally, listening last week and 

rsembering last week's content for none, one, two and all three 

programs.) 

We created a scale (called LISMl) to sumarize the variation in likely 

expodure to the diarrheal disease messaems 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, 4) she reported listening to at least 

two of the three programs in the last week, or 5) she reported 

rsembering the content of the broadcast for at least two of the 
3 programs. 

On that scale (Table 3), about 20% of the ample (scores 4 and 5) were 

Intensely exposed to the radio campain, 0% substantially exposed 

(score 3), 12% scinewhat exposed, and the rest either minimally exposed 

or not exposed at all. 
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MLJ._L: Listening to Each Program (Om31) 

£AL1bu V91M 
Percent who ever listen 67.3%6 62,4% 58.2% 

Percent who listened 34.1 19.7 16.2 
last week 

Percent who can reaeber 25.8 10.0 10.2 
content 

067.3%said they listened to the Ayihl me program, out
 
of the entire population. Since only 76% of the maple
 
had access to working radios, this means that almost
 
90% of the eligible population reported

sine listening.
 

Xjb: Type of Listening across 
All Three Progrms (Nb.31) 

g Liatenad Last VMek V&uIConLOMI 

No Programs 26.9% 57.5% 66.8% 
One Program 7.4 22.3 22.7 
2ko Prograns 16.5 12.8 8.1 
Three Programs 49.5 7.4 2.3 

ablIe.I: Scale Scores for LISUM (N, 30) 

0 1 2 3 1$ 5 

18.6% 7.0% 12.1% 41.6% 11.S 9.3% 

ACE. 1-FACz KIPOSUR 

Three personal sources were expected to be carriers of diarrheal 

disease control messages: 1) health oars professionals at the olinlos 

and hospitals, 2) rural health motivators and other health extension 

agents who are likely to visit individual hsnesteads, and 3) 

individuals in ommnities who are given sae SSS training and who 
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display yellow flap to indicate that they can provide assistanoe. 

Ihis last group may sometimes overlap with the second group. 

Estimating exposure to such personal sources of information is, like 

exposure to radio, largely a matter of seeing what opportunities 

Individuals have had for such exposures. The most common opportunity 

was 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 clinic for treatment 

of diarrhea at sce past time. Fifty-four percent reported taking the 

child who most recently experienced a diarrheal eplsode to the clinLo, 

and of that group 71% (or 38% of the entire sample) reported doing so 

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

The Issue is did the visit to the clinics Involve just treatment or was 

there sae education as well? It if 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 clinio, and It is difficult to 

Imagine that such treatment is given without sase educational 

intervention, since it Involves actions by the caretaker. SmLiliarly, 

of the 60% of the sample who claim to be able to mix ORS from a packet, 

all but a very few (5%) claimed they learned It from a clinio nurse. 

We can make a conservative guess as to the extent of caretaker exposure 

to the campaign through contact vith nurses by creating the follwing 

scale. We consider caretakers to have had exposure It their contact 
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with the clinic included all of the following elments: 1) contact 

with a olinic nurse, 2) during the previous six months, 3) for the 

treatment of the last case of diarrheal disease for a child under 5, 

and 4) treatment with ORS or SS for this case. Using that criterion, 

we find that about 22% of the sample has had hiah probability of 

contact with a nurse about campain messages. If we broaden the 

defination of clinic contact, to Include any past reported clinic 

contact for diarrheal treatment in which ORS or SS was recommended, 

olome to 60% 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) and/or by another 

health worker. Hwever, 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 cheocked was the one explicitly developed by 

the canpalgn: the yellow flag volunteer. Productive educational 

contact with these people was not common. While half the sample 

reports knwing 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.
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The rarity of contact with yellow flag volunteers reflects the limited 

reach of the training components of the campain. Given the abort 

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. Hoever, even within these areas apparently 

reached by training efforts, outreach to caretakers was limited. In 

these districts, only 21 $ of respondents reported yellow flag contact. 

In sa, personal contact has been substantial, but thus far has been 

focused on the clinic nurse. Wienty-two percent claim recent, and 60% 

claim past, direct 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 RH or 

other extension worker about diarrheal treatment, and 12% report 

contact with a yellow flag person. Given some overlap between these 

two types of outreach contact, a total of 16 % of the ample reported 

out-of-olinic contact. A useful picture of overall contact comes from 

Table 4. Either 35% (if we use our conservative definition of clinic 

contact) or 65% of the sample appears to have had face-to-face contact 

about campaigp mesalges. 
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Uble 4: Persona Contatz Oversll. aW 
fpUe/non.. focus area Amnariapna. 

Entire 
&UMA 
(JbW31) 

Focus 
km 
(U.80) 

Non-Focus 
km 
(H-251) 

A) Clinic Contact within 6 m
for treatment with OS or 

onths 
SSS 

21 .85 25% 19.5% 

B) Sone Clinic Contact 
for treatment vith ORS or 888 

56.8% 57.8% 55.6% 

C) Extension contact 
for diarrhea treatment 

6.7% 12.2% 3.9% 

D) Contact with Flag Person 11.8% 21 .1% 5.2% 

I)Outreach Contact: 
either C or D 

16.5% 28.3% 8% 

Conservative Contact 35.5% 48.9% 25.9% 
Measure: either A or 
C or D 

Less Stringent Contact 65% 71.1% 60.6% 
Measure: either B or 
C or D 

An additional note say be added here. In one part of the 

questlonnaire, respondents were asked to describe what treatments thel 

belieed traditional healers save to children with diarrhea. Very fee 

(8%of those who geve any answer) reported that traditional healers 

gave ORS or 888 to treat diarrhea. Whsle there was same training of 

healers that occurred during the oarpala, It has not hmd a large 

effect 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. Ve defined 6 of our 15 

sapling clusters as places in which training had been relatively more 

Intense. And, as is clear from bble 4, those training foci were the 

places where we were most likely to find people who reported some 

direct exposure to a personal soure of information. Ve compare the 6 

focus areas with the 9 non-focus area for the reported contact 

variables. 

On every criterion, except for the vague, *past clnlo oontaot', the 

focus areas show a sharp advantage. On the scale which credited either 

recent clinic treatent, extension contact, or flag person oontaot, 

focus area respondents were vlrtually wice as likely to have had 

personal contact than were non-foous area respondents. Most of the 

Increase releots additional outreach contacts: Health personnel 

training was indeed turned into sharply increased personal contact 

about campaign messages among the audience. In a subsequent soction, 

we ask whether each type of contact, in-olinio and out, affects 

knowledge of campaig messages and practice of recommended behaviors. 

The third component of the caupaign meant to reach respondents were 

special flyers which provided Instruction in how to mix supar-salt 

solution. The impleentation staff reported distributing 260,000 

flyers during the campaiP, more than one for every homestead In the 

country. During the final survey, interviemers showed respondents a 
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copy of the flyer and asked the 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 

describe what it was about. 

More than one half of the maple recognized the flyer a knew it dealt 

with mixing SSS. One In five claimed to own the flyer, and one in 

eight could actually show it to the intervieer.4 As they stand, 

these results speak to considerable success In diffusing the idea of 

the flyer, and even in distributing the flyers theselves. 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 carettkers have them? 

The data allow a clear explanation. To the greatest extent flyer 

ownership reflected contact with an extension worker, or yellow flag 

volunteer--an outreach worker. Almost one In two respondents who had 

contact with an outreach worker owned a flyer. Only one-esighth of the 

rest of the maple 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 clinics apparently 

were not asked, or not able, or not willing to serve as a channel. Or, 

If people got flyers frc clinics they tended not to keep the. In 

contrast, yellow flag volunteers and health extension personnel served 

as effective distributors. Tbey reached only a mall portion of the 

country, however, because training did not occur In all sections 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. 

Ws 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 in a subject 

requiring further discussion, and it will have it, after additional 

results are presented. 

Thble 5: Exposure to the Campaign Flyer 

Entire Contact with Out- Contact with Clinic 
Sample reach Workers 

None Some No Recent Recent 

(&1431) (Ns360) (W,71) 
Contact
(N-337) 

Contact 
(Nm94) 

Sew Flyer about 54.3% 49.4i% 78.9% 55.2% 51.1s 

S38 

Own Flyer 18.5% 12.5% 49.30 19.3% 15.9% 

Can Show Flyer 12.5% 8.3% 33.8% 13.1% 10.6% 

-njza 

For each of the four campaign exposure variables: radio listening, 

recent personal contact at the clinia, personal contact with an 

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

levels of exposure: not exnoad or mini--lly ainosed versus 2=a~mA. 

bhble 6 presents this Information. It Is then posable to ombine all 

four campaign exposure variables Into a single scale, to understand 

whether each source is reaching the me 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 (8.2%), those who report exposure to 

two sources (20.5%), 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 (72% of those exposed to a single source were exposed 

to radio).
 

lble 6: Campaign 	 Exposure Summary for Each Channel 

Recent 
Cl ini c 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 a not exposed; 3, 4i, 5 a exposed 

Clinic Contact: 	 Previous six months clinic ORS Treatent. 
exposed; otherwise a not exposed. 

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

Flyer: 	Claim to own and knows what it teaches a exposed 
otherwise a not exposed. 
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FIGURE I: Exposures to Campaign Channels
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DID ThE CNMPAIGN AFFCT DIIULDE AND EM RMSD IN1 TIONS? 

In this section we examine the effects of the campaign on two types of 

variables: kaewledge, particularly of the correct mixing instructions 

for the sugar-salt solution, and attitudes or intentions, as reflected 

in questions about how respondents think about alternative diarrheal 

treatments. We use data from the before and after questionnaires, 

asuaming that large differences in responses may be attributed to the 

ampaign. (5,6) 

Ingredients in the Sugar/Salt Solution 

Much of the campaign' s energies were-devoted to tranmitting knoledge 

about the proper way to mix the sugar-salt solution. 7ais was a 

particularly difficult task, because the recommended formula for the 

campaign (1 litre of water, 8 caps of sugar, 1/2 cap of salt) was a 

change from a formula that had been in oirculation previously 

(recommended 1 cap of salt, which produces a potentially toxic solution 

containing 140 mleq millimoles per liter equivalent] of soditm, above 

the 100 leq 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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7he results (described in Tables 7 and 8) suggest a generally positive 

response to the caapaiwn, but with some reserve. The results can be 
evaluated frc either at two perspectives: they are evidence for the 

effectiveness of the ocmunication activities In producing desirable 

educational outcomes; also they are evidence about whether what was 

learned was suffticient, given health criteria. Speotifcally, when we 

deal with 38, it In possible that we have substantial communication 

suoces--lots of people learning Important concpts--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 campaigAn planners faced two difficult Aircuastanoes from the start. 

The fnistry did not believe that It would be possible to reach the 

mass o the population through an OS packet distribution program. 

Neither the logistics of packet distribution nor the trequency c 

mothers' clinic use would support that strateg. Instead the caupaign 

tocused on the continuation of Lome-mixed sugar salt solution, by it's 

nature a more complex practice than ORS packet use with alinL-based 

distribution. The fact that previous efforts had endorsed a 

potentially dangerous formula made it doubly difficult. 

At the outset of the campaign, fifty-one percent at all ot the women 

InterviAeed said, without specitic prompting, that they had used 

sugar-salt-solution when they described their treatment regimen for the 

last case at diarrhea for a child under five, or It they reported no 

specific past ase, they said they planned to use SS for the next 
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ease. 7 he formulas they reported using, however, were highly 

varied. there were 47 different formulas reported by the 223 

respondents who claimed to use sugar-salt solution. Of thoe, 19 did 

not offer a specific formula. Ihe rest were divided as suggested in 

Table 7. Between then, the old, previously recommended formula, and 

the new formula were given by less then 255 of those using SSS. 

The oampaign changed this pattern sharply. Sixty-eight peroent 8 of 

the respondents to the post-caupaigm survey claimed to have used SSS 

for the last case (or described it as part of their next case planned 

treatment regmen, if they reported no last case.) Not only were there 

more respondents reporting using the formula, but they were much more 

concentrated in the formulas they offered. The 247 respondents offered 

a total of 47 formulas, (that was unchanged) but more than half offered 

one of just two formulas: the now or old recommended versions. In 

particular, while only 85 of those SSS users offered the 

capsin-endorsed formula before the campaign, 265 did so at the 

end. 9 

A useful additional perspective on the oampalg comes when we examine 

learning of the two elements of the formula that were unchanged (one 

liter of water and eight caps of sugar.) Tenty-eight percent of the 

before sample knew both water and sugar quantities, but fifty-eiaht 

percent specified both correctly after the oampalgn. From a 

oommunication campain effectiveness perspective, these results are, 

without question, a major success (Table 8.) 
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Thble 7: Most Frequently Offered Formulas 
for SSS Before and After the Caapaig 

Bator& the CaM=IgM
Formula Water Sugar Salt 

1.6 1 8 1 35 165 
2.1 8 1/2 18 8%
3. 1 2 1 16 75 

4.11 14
5. 1 2 1/21/2 8 0S
6. 1/11 1 1/2 7 3% 
(410 other formulas vith fewer than 106 175
 

3%of sample)

No formula offered 1. 9%
 

'otal 223 

rJAt the suaLM
Formula Water Sugar Salt 

1.0 1 8 1 67 27$ 
2.06 1 8 1/2 64 265
3. 1 3 1 16 6% 
1. 1 1 1 10 
5. 1 1 1/2 911 
6. 1 8 3 7 3% 
(40 other formulas each with less 59 24$ 

than 3% of sample) 

No Formula offered 11 6% 

Toal 247 

7he formula advocated before the ompaigp
If Te formula reocsended during the caupaiga (and briefly 

before it) 
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Table 8: Knowledge of Sugar Salt Solution, Among SSS Users 

Before (1.223) After (N127) 

Percent knowing orrect mounts 8.2% 25.95 
for all three Ingredients 

Percent knowing both water and 28.30 59.1% 
sugar mounts 

Percent Including more than 66.1% 51.3% 
100 .leq of sodium per liter 

Percent Including more than 29.1% 12.1$ 
110 .leq of salt 

Percent knowing should use 
clean water 

15.9% 80.2% 

Percent knowing should prepare 17.3% 41.3% 
daily 

Peroent, appropriate answers, 70.2% 75.2% 
mount per day 

From the perspective of achieving health outcomes, however, concerns 

must rmain. bo issues are worth attention. First, there Is an 

inorease In the proportion of people (from 16% to 26%) who ate reciting 

the old formula, a formula which was changed because it was considered 

potentially dangerous. How Is that Increase to be explained? One 

possibility is simple misunderstanding of the message with respondents 

remebering 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 possibility Is that 

some sources of Information, partioularly clinic nurses or health 

extension workers, continue to diffuse the old formula, even after the 

campaign. A third possibility Is that word of mouth Is still spreading 

the old formula In communlUes, although no official source was doing 
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50. 

ithout direct observation of oinio and extension worker activities, 

to establish what Information they were diffusing, It Is difficult to 

choose among these explanations. Nonetheless, we can try to 

distinguish mong then by looking at the association between exposure 

to particular campaign channels, and the likelihood of reciting the old 

or now formula. If the problem was that Inaccurate Information was 

being diffused by a single channel (e.g., nurses or extension workers), 

one would expect to find a concentration of old formula anwers among 

those exclusively exposed to that source. Or, if residual diffusion 

was the problem, we would expect that people who did not report 

exposure to any source would be particularly likely to offer the old 

formula. 

In fact, none ot these patterns is consistent with the data where 

samples were large enough to tell: resrdless of the source of 

exposure, the probability of reporting the old formula remains the 

same. (See appendix A-3.) Thus, two of the three possible 

explanations: misteaching of the message and delayed word of mouth, 

are unlikely to be generally true although they aa hold among some 

segment* of the population. Rwever, the lack of association or old 

formula responses with exposure to any one channel night 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 

messge, is consistent with the data. It may well be difficult to 



convey a fracton as part of a formula to be ussorized. 

A related, but distinct health outcome concern, has to do with the 

total proportion of people who are claiming to use S58, but are 

reporting the preparation of a dangerous formula. Too much suar or 

too much salt may produce a dangerous solution. Ve have very few 

respondents reporting more than the recommended 8 caps of sugar at the 

close of the campaign, so there need be little concern about that 

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

elve already noted that 275 of the mple after the campaign offered 

the old formula, incorporating one cap of salt. In addition, 27% gave 

other incorrect formulas with sodiu levels above 100 leq per liter of 

water. 7hus, a total of 51 of the SSS-using sample reported formulas 

considered dangerous by some medical authorities. Only 125 save 

formulas with sodium levels above 140 mleq (or one cap of salt per 

liter). 

Clearly this was an Improvement over the before-campaign atuation, 

when more than 66% of the SSS-usere suggested a formula with a sodiun 

level over the 100 mleq liter and 29% offered f omulas with sodium 

levels over 1110 leq. Nonetheless, the six month campaign, at best, 

made only a mall dent In this problem. 



Preparation and Administration of Sugar-Salt Solution. 

We also evaluated the learning of three additional concepts with regard 

to the preparation and administration of SSS. Four-fifths of the user 

saple spontaneously mentioned *with clean water* when asked how thei 

made the SSS solution at the end of the ampaiga; 46% did so at the
 

start. Awareness 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 canpaign's end (Table 8). 

here was little change in the number 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 ohe could take) because the appropriate amount 

varies with the age of the child, and this was seen as too complex to 

omunicate. As a result, the distribution of responses across 

categories, listed in Table 9, really does not vary from before to 

after the campatip. 
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TAble 9: Amount of Solution a Child Should Have Among 888 Users 

Before After 
(Ns223) (Nn247) 

ts oh as Can Take .3% 3.2% 
When thirsty 
Less Than 1/2 Cup 
1 Cup or 1/41 Liter 
2-3 Cups, 1/2-3/41 Liter 
11Cups-I Liter 

-
15.2% 
16.8% 
21.41% 
28.0% 

6.15 
17.8% 
18.6% 
23.9% 
13.4% 

Between 1-2 Liters 3.7% -
More Than 2 Liters .65 4.5% 
Doesn't Know/Not Asked 141.0% 12.5% 

Feeding During Diarrheal Disease 

A seoond, although lesser, area of emphasis for the ampain was on 

proper feeding during and after diarrheal episodes. The campaign 

messages advooated special feeding during episodes, and med foods 

known to be high in eneri and in potassium. After diarrbeal 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 otten acepted. 

As Is clear from Thble 10, a few more respondents (53% vs 112%) after 

than before the Ompaign accepted the need for special foods during 

episodes, but there was virtually no change In the proportions naming 

specific recommended foods. hose more or less exposed to oupailn 

ohannels gave Identical responses. In contrast, acceptance of the need 

to prcvide speolal foods after an episode Jumped sharply (frem 16% to 

1101), as did spelflo mentions of eneri-dense and protein-rich foods. 



Thble 10: Feeding During/Af ter Dirrbea
 

Before (Nm438) After (Nn,31)
 

leeds Special Foods During 42.3% 53 .4% 
Mentions a Potassim Rich Food 10.05 10.2% 
Mentions an Eneri Dense Food 32.4% 30.2% 

Should Feed Differently 16.3$ 43.6%
 
Mentions an Enera Dense Food 13.3% 23.7f 
Mentions a Protein Rich Food 7.65 30.9% 

Threo explanations for the contrasting results can be suggested. 

First, the clarity of the two mesnages way simply have been different. 

Hower, none of the producers believe that to be the caN. Or, 

substantively, people may find It more diffioult to accept a meas*g 

advocating special feeding during a diarrheal episode. 3ub a mesage 

may violate common sense notions that a child Ill with diarrhea needs 

to avoid food, not eat extra food. 

Finally, ad this is the explanation smoral 3wasi M~nLstry at Health 

readers of an earlier draft have endorsed, It may be that health clinic 

staffs give counter-feeding advice. Hoever, when we checked to see 

whether cliniA-users were more likely than non-users to reject special 

feeding during episodes, we found no such evidence. 1hus, without 

clinic observation establishing poor staff practice, can via thiswe 

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

A last area of investigation of knowledge gain drws on a question 

which asked respondents *what kills a child when he has diarrhea?" he 

campaign Introduced and emphasized the difficult concept of 

dehydration, or loss of liquids, as the cause of mortality to Justify 

the use of ORT as supplier of lost liquids. We see asme success by the 

campaign in spreading this understanding (Table 11). 

Table 11: Perceived Causes of Diarrheal Mrtality 

Before (ta438)6 After (N.131) 

Don't know 18.7% 16.5% 

Loss of Strength 64.8% 39.8% 

Names Signs of Dehydration 26.75 11.65 

Other 1.6% 8.6% 

Liquid Loss/Dehydration 30.3% 39.85 

Mean Number of Responses Given 1.234 1.00 

Proportion of All Responses 24.6% 	 39.8% 
Which Were Liquid Loss/ 
Dehydration
 

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

The proportion mentioning loss of liquids goes up, but only frm 30% to 

40%. Much of that addition sees to have been drain fro the group 

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

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

men4ton the vague, if correct, diagnosis 'loss of strength.* 
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Ihe effect of the campaign comes into sharper focus it we examine the 

"lose af liquids w response as a proportion of all responses given. The 

campaign seems to have reduced the total number of answers and 

increased their focus on the endorsed response. Lean than 25%of the 

before campaign responses were "loss of liquids*, while 40% of the 

after campaign responses repeated the campaign message. Nonetheless, 

we can not claim universal acceptance of this message. 

Thaching the concept of dehydration has proved ditffticult in campaigns 

elsewhere and, despite aame success, it appears also to have 

experienced problems here. As a consolation, hwevert 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 specitic innovation of the radio campaign (and thus a marker for its 

penetration) was advocacy of a rebydration 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. Te message spread quite rapidly. More than one-third of 

the repondents (35.7%) had heard of the kit, and most 9f those knew it 

contained a bottle, sugar and malt, although only about one-half knew 

that a cap, spoon and cup were to be included. (See Appendix A-4) 
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From the point of view of knowledge pined in a ahort time, starting 

from zero# this success In admirable. Unfortunately, knowledge did not 

lead to practice. Only 5.65 of the saple 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. 

Whatsver success was achieved appears to be an effect of radio 

broadcasts. Eigat 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. 

Mhether 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. 

We have just finished a discussion of knowledge outcomes, and In the 

next major section we turn to health practices. In conventional 

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 *isthis 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 seation, although we 

recognize that the line between future Intentions and past practices, 

when all are reported on the same questionnaire, my be less than 

definitive. 

We asked about a series of types of treatment and sources of treatment 

both before and after the campaign, Including; 1) use of imbJkaa 

(herbal concentrates) to stop diarrhea, 2) use of purges, 3) use of
 

ORS, 4) use of SSS, 5) treatment by traditional healers, 6) by clinic 

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 

treatments for diarrhea: to. stop diarrhea, andimbitas purges, 

references to the traditional healer. 

Traditional Treatments 

Zucgaa. Purges, in Swaziland, according 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 reprd to this dangerous treatment. 

Table 12 samarizes the important results. At the start one-in-four 

respondents said they had ever used purges; six months lator, barely 

ono-in-ten my they have. Those results ghould not be taken literally 

as a measure of historical use; it is unlikely that Lix months has 

brought so many new never-usors into the population. Rather these can 

be seen as an attitude response, an unvillingness to admit having used 

purges in the past, or a desire to forget such use. Thus it suggests 

what the current perspective is on purges, rather than what an 

Individual had done in the past. 
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hble 12: Attitudes and Intentions: Traditional Teaments 

Before (Ns138) After (N.431) 

A. Purges
1. Proportion who report ever using 24.4% 10.7% 

2. Proportions who believe purges
'sometimes good" or Hgood" 

to be 31.6% 14.1% 

3. Proportion who vil no 71.0% 85.2% 
use in future 

B. Zbitas (herbal oonoentrates) to stop diarrhea
1. 	Proportion who report ever using 6.5% 39.2% 

2. 	Proportion who believe "sometimes 53.8% 43.1% 
good" or *good" 

3. 	Proportion who vill not 46.3% 62.9% 
use in future 

C. 	Traditional Healers 
1. 	Proportion with healer around here 89.7% 87.2% 

2. 	Vhat treatents does healer give
a) .ubita or Purge 42.3% 29.7% 
b) Don't Know 51.5% 67.4% 

3. 	Proportion who believe "sometimes 35.4% 32.2% 
good" or "lgood' 

41. 	Proportion who report ever using 20.5% 15.9% 

5. 	Proportion who will =o use in 72.7% 79.1% 
future. 
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This finding Is oonfrlmed by responses to the other two questions. 

There Is sharp Jump in the proportion who see purges as 'not good* (36 

to 61%). rather than, *good' or "smetimes good' or 'not sure'. 

Future non-users, while high at the start of the campaign (71%) Jumped 

as well, to 85%. 

One Interpretation of then results Is to oredit the caupaiga with an 

Important reduction In intentions with regard to a pernicious behavior. 

?o objections might be raised to this Inference, although neither Is 

overwhelming. First, given the relatively lw use ct purges at the 

start of the campaign, Isn't It possible that positive attitudes toward 

purges were declining anyway, and would have reached this level 

regardless? Th3 seeas an unlikely explanation. The sheer speed of 

the change we've seen isn't consistent with a spontaneous diffusion 

process, given experience elsehere. For changes of this magaitude some 

stimulating force is surely necesary, and in this case, there Is no 

rival outside cause, Insofar as we knw, besides the cmnpain. 

A second concern Is whether the strong negative attitude expressed is a 

reflection of actual behavior, or merely conforming with what they 

believe ofllal questioners expect. Since we've done no direct 

observation, we cannot be sure. Swever, even If practice and 

Intention are not the sme thing, we clearly see a change In 

respondents knwledge of the "right" answer. Ve can speculate that 

such coherent knwledge of what modern medical sources expect, 

alongside respect for those sources reflected in regular use at clinic 

facilities for some illneases, Is likely to be translated Into practice 
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consistent with thorn expresned beliefsa. 

Bren In the In-depth interviess, structured reporting lessto ean 


acceptable behavior& much 
 as purges or enemas, we me a low reported 

use of theN treatments. In the 23 In-depth interviea, only four 

caretakera answered had used purgesthat they or enemas to treat their 

children's diarrhea. Of thee, teo offered that they would no longer 

use this treataent because they now understood that it was bad for the 

child. Fourteen mothera sid that they had never used purges for
 

diarrhea and of then, four added 
 that purging wasn a dangerous
 

treatment for children with diarrhea. 
 The 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 stoach
 

ailments.
 

Iinbitaa Th StjnDMarha-- Purges were a direct subject of the 

oupaign. The results suggest substantial acceptance of those 

neaages. In contrast, the other common traditional treataent, imbitan 

(herbal concentrates) to stop diarrhea, was not directly attacked. At 

best, a decline In their use would be a reflection of the positive 

emphasis placed on SSS or ORS as preferred treatnenta, which Implicitly 

lessens the legitimacy of alternative treatments. 

In faot, we do see sme change in attitudes and intentlons with regard 

to lbita, but less than for purges. 7hia pattern Is consistent with 

the direct attack on one but Indirect attack on the other. 1here wan 

only a light decline in thOn who admitted ever using Imbitas (again 
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to be Interpreted as current attitude rather than historical record). 

and In the numaber at those who belleved It to be Ngoodw or "sometimes 

good". The change In the proportion who plan to use imbitas in the 

future Is somewhat sharper, moving f om 2 out of 5 to 1 out of 5. It 

may be that the endorsement for S8 given by the caupaign is directly 

relevant to actual alternative practioe, thus Intentions to use iubltas 

decline. In contrast, in the short run, positive evaluations of 

imbltas, since they are not directly attacked, can remain. Ibis is 

partioularly so since lmbitas are used for many different illnesses. 

&.aditiOn]1j alwpA, Use of traditional 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. Yet 

many Informal reports suggest that this is not the case. We can 

speculate as to explanations for the contradiction. Perhaps 

respondents are reluctant to admit to official interviewers that they 

use traditional 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 inaccurate, and what we are told on the questionnaires Is correct. 

It may be that children' & diarrheas are sen as something to be cared 

for In the modern medical systen. Ve simply do not knea, and present 

these results with ame tentativeness. 

In order to encourage respondents to tall us about traditional healer 

treatent without fear of censure, we structured these question& 



differently than for other treatments. We began sImply asking whether 

there was *a traditional healer around here". bhis permitted a 

nononmital 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 

ezperienoe, only for the facts. 

With this question respondents were shying away, however. Ikny appear 

to be using It as a present attitude indicator, with half before the 

campaign and two-thirds afterwards saying they didn' t knew. his 

response, if taken literally, seas not credible. We only take itcan 

as a measure of reluctance to admit any involvement with traditional 

healers. his pattern continues with the next three questions; only 

one-third will admit that they think healers are "good' or 'sometimes 

good' 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 after 

mamples reject future use of traditional healers. 

What can we conclude from all this? We mn say that there is little 

evidence of any campain effect, except some increased denial of any 

knowledge of traditional healer treatments. We can't say that we have 

much confidenoe that we have accurately portrayed Swazi attitudes 

toward 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. Or 

these, only two claimed that it was their sole, preferred treatent. 

Four others said that they used both traditional and olinio treatents, 

simultaneously 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 bjUj or kWabaU 

(less common syndrmes of which diarrhea is one symptom), they anwered 

that they went to traditional healers for treatment. For treatent of 

un**a (a more common form of diarrheal illness) however, they went to 

the olinio or used SSS at home. The questionnaire used only the word 

Unab;a to rotor to diarrhea because it is the more general term and 

the more common ailment. (See Green n.d. for a detailed description 

of traditional Swazi beliefs about types of diarrhea). his 

discrepancy in terminology my account for the the lw reported use of 

traditional healers in the questionnaire data. 

In sueg the campaiin produced declines in positive attitudes towards 

and intention to use purges, a theme of radio messages. The campaign 

addressed the use of imbi tas to stop diarrhea but only implicitly. 

Perhaps as a result, the campain affected intention to use lmbitas 

noptively, but not attitudes tward them. With regard to traditional 

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

Clnfaa. Clinic&are universally wll-reg8rded, 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 
415$ of both before and after samples cited 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 19% afterward, 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 
treatments, the average number of treatments mentioned before the 

campaign was 1.82. Afterwards, It fell to 1.53. Before, 32% of all 

treatments named (counting every treatment mentioned by every 

respondent) were ORS or SSS. Afterward, that had increased to 43%. 
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2hble 13: Attitudes and Intentions: Modern Treatent Sources 

Before (Nn.38) After (!N,431) 

A. 	Clinics 
1. Proportion who ever go 	 71.8% 75.9% 

2. 	 Proportion who believe It "good" 87.7% 88.2% 

3. 	 Proportion who will use in future 93.8% 97 .% 

4. Treatments given at clinic
proportion who mention 
a) 01 43.1% 46.9% 
b) SSS 8.0% 11.6% 
c) Injeotions 1.8% 18.8% 
d) Medicines 63.3% 55.5% 

5. Mean number of treatments 
for those who mention any 
treatments 

1.82 (N,387) 1.53 (11379) 

6. Proportion of all mentioned 
treatments which are ORS/SSS 

31.7% 43.11% 

B. Healthworkers (III) 
1. 	 Proportion for whom health worker 18.3% 28.3% 

has been Involved in treatment 

2. 	 Proportions who describe help IN 
can give as 
a) OS or SSS 23.9% 52.2% 
b) Reference to Clinic 13.5% 17.2% 
o) Don't Know 57.1% 26.9% 

3. 	 Proportion who believe 11W 56.1% 88.1% 
will help 

4. Proportion who will use HW 62.0% 72.3% 
In future. 
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As the result of the caupaign, one of two things soma to have 

happened. Perhaps the clinics are In fact changing their mode of 

treaent, focusing on ORS. Or, as an outcoe of the cempaiwn, 

caretakers are gaining a olearer perception of what it is that children 

receive at the clinic. We cannot sort out thes explanations with our 

data. A separate analyls, however, finds that reports of Injections 

are conoentrated in only a feu sampling areas. Ihis suggests that the 

results reflect rel changes in clinic praotloe, rather than just 

oampaign-induced perceptions of changes. 

Halth VUrrcka. The campaign seas also to have enhanced the position 

of health workers as a part of diarrheal disease treament. Changes 

are sharp, and if absolute scores are not so enthusiastic as for 

clinics thenselve , they are nonetheless quite positive. benty-eight 

percent after, versus 18% of the maple before, reported direct 

Involvement of health workers in diarrbeal disease trea ent. There Is 

Increased knowledge as to what help health workers can give (s4ter 27$ 

don' t know, while before 57% didn' t know), and that the most aidcommon 

Is ORS or 333 (24% before versus 52% after). There Is also a 

substantial junp In the numbers who accept that health workers can 

help, and a maller jump among those who will definitely use health 

workers In the future. For the last two questions, some skepticim as 

to their elevated values may be warranted. Nonetheless, the change 

during the ca paign Is substantial, and provides good evidence that the 

regard for health workers Is inoreasing. 
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Modern Teaments 

uOM.. 1 t-SalukIon. In the previous major sectionp we reported on the 

changes in knowledge in preparation and administration of SSS 

associated vith the campaign. 7hese changes were clearly there, 

although some concerns about the formulas was expressed. Evidence 

about attitudes and intentions vis-a-vis SSS were noteworthy in 

somewhat different ways. We were surprised, when we looked at the 

before data, at just how widespread positive regard for S5S was even 

before the campaign started. Ninety-two percent of the respondents 

said they'd beard of "a medicine for diarrhea which is made ot water, 

sugar and salt." Sixty-two percent claimed to have used SSS at least 

once, 77%claimed that they thought it was good, and 79% definitely 

planned to use It in the future. here 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, 

improement there was: 98% 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 SSB was not novel in Swaziland, it is well regarded, and 

the campaign coincided with a period of increases in that regard. 

Perhaps the most noteworthy change is In Intended future use, which 

jumped from 79% to 92%. 
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Thble 14: Attitudes & Intentions: Modern Treatments 

Before 	 After 

A. 	Suar-Salt-Solution 
1. 	 Proportion who have heard of it 92.3$ 98.1% 

2. 	 Proportion who have ever used 61.6% 	 74.7% 

3. 	 Proportion who believe it is 	 good 76.9% 82.8% 

4. 	 Proportion who will definitely use 78% 92.1% 
in future 

B. 	 Treatment of Mild Case of Diarrhea
1. 	 Proportion who treat 44.6% 69.6$ 

2. 	 Treatments Given 
a) 	 Proportion giving SSS, 40.0% 61.2% 

anong treaters 
b) 	Proportion giving SSS- 17.4% 43.2% 

entire ample 

C. 	Treatment with ORS packets
1. 	 Proportion who recognize ORS packet 61.6% 69.1% 

as treatment for diarrhea 

2. 	 Proportion who have prepared ORBS 50.2% 59.4$ 

3. 	 Proportion who say clinic nurse is 94.0% 94.9% 
source of knowledge of ORS, among
those who have prepared it 
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7koeatent of Mlld Caes vith SSS. One message of the campaign 

encouraged the use of ORT for every case of diarrhea 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 limited interest 

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 success. 

We see a Jump from 45% to 70% in the proportion who report treating, 

and a jump from 40% to 61% in the proportion of treaters who say they 

will use SSS. Putting these results together, 43% of the entire after 

sample, without a specific prompt, report that they would use SSS for 

treaent 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 

1.) 

Um..L.~Q~,I The campaign focused its energies on the preparation of 

sugar-saltosolution for home treatment of diarrhea; at the same time 

ORB packets are the customary treatment for children who go to clinics. 

Not surprisingly, we find a substantial proportion of the sample 

recognize ORB and have used it. And almost all those who have prepared 

It say that the olinic nurse is the source of their knowledge about its 

preparation. However, the campaign effects appear to be quite limited, 
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as we would expect. here are quite moderate changes in the 

proportions recognizing ORS and in the proportion who have prepared it. 

One could sensibly argue that these changes were entirely due to 

improving consistency in use of ORS by clinics, as treatment of 

preference (Table 14.) 

Samm4&y* KNCiLMEGDE ATTITJDES AND IN=3TTON. 

Overall, the effects of the campaign on knowledge, attitudes and 

intentions are substantial and positive. Knowledge of the correct SS 

formula grwe, but still only 26% of self-reported SS8 users know the 

correct quantities of all three ingredients; the struggle against a 

previously disseminated formula was difficult, and requires additional 

effort. Acceptance of SS as a treatment is high and gr wing. 

Rejection of purges, the most dangerous of traditional treatments, is 

nearly absolute. Health workers have pined status most sharply during 

the campaign: respondents are more likely to see then 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. Thomes ignored, except by 

implication, (role of traditional healers, of imbitaause to stop 

diarrhea, ORS) sabed much less of an effect. Same items, even though 

the 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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DID hE CANPAMN AFFECT I4EL eaCTICES? 

Exposure to the campaign is a necessary preo-condition; knowledge is an 

essential step; attitude and intention reflect movement twards a 

campaign's goal, but health practice and, eventually, health outcomes 

are the criteria against which the campaign will be judged. 

Never mind what they know or intend, do people d what is recommended? 

In this section we consider practice change; in the next we turn to 

evidence about health 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. 

QuSTIOiNNAIRE RESULTS 

The questionnaire allowed us to classify respondents as oral 

rehydration therapy practicers in many ways. We can, as we did in the 

attitude and Intention section, point to respondents who reported ever 

using 835. That gre from 60% to 75$ over the campaign. We can, as we 

did in the section on knowledge, include among 858 users any respondent 

who Included it in describing a oase-speoific treatment regimen for a 

child under-five with diarrhea. Under this criterion, SS users gre 
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free 51% before the ampaign to 645 afterwards. Finally, we can focus 

on the respondents vho 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. b maximize the 

specificity of the memory, we chose only those respondents who could 

recall a specific case that they were either treating currently, or 

that they had treated in the past month. We include respondents who 

said they had a current or past-month case, but did not treat it. 

About 355 of both before and after samples reported about such recent 

cases. 

Before reporting the results of the before-after comparison, there are 

methodological concerns that need to be raised. They will influence 

the Interpretation of the results. Although the wording of the 

questionnaire 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 chaild?' If no home 

treatment was mentioned, the interviewer probed: "Did you do anything 

else at home?' The answer format listed each likely source (clinio, 

health worker, traditional healer, hMe treatment) and for each source, 
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relevant treatents (e.S. ORS, SSS, medicine [like antibiotics or 

ant-diarrheals], Injection, imbita to stop diarrhea, purges, or refers 

to clinic). While this was merely for coding convenience, it appears 

that for the before questionnaires, some interviewers used the list of 

sources as prompte, asking, for example, did you go to the clini, to 

the health worker, to the traditional healer, if these responses 

werent 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 (an 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 health workers and to traditional healers. We can only assume that, 

when proapted, respondents cite these sources with greater frequency 

because either 1) they feel that they should say "yes, I did that too" 

if proapted, or 2) they are unwilling to mention some treatments (like 

traditional healers) unless prompted. hus 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. 

Thus 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 treament accumulated across 

all sources. First, we see 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. hes. results, if it were not for the 

questionnaire administration problems, would have been 

straightorwardly Interpreted. While they are consistent with a move 

way from Inappropriate treatments, they are also consistent with a 

decline in opportunity to report such treaments. However, there is
 

supporting evidence for these changes already presented in the
 

attitudes and intentions section of the report. Albeit cautiously, we 

can accept them as legitimate changes. 

Table 15: Diarrheal Treatment, Current or Past Month Cases 

Before (1.164) After (1.132) 

Proportion who report giving 

Same treatent 714% 835
 

edicine 59% 49%
 

ORS 18% 
 38%
 

SSS 42% 51$
 

ORS or SSS 52% 65%
 

Unspecified Imbita 75 2%
 

mbita to Stop 165 8%
 

Imbt to Purge 4% 5%
 

All lbitas 27$ 14%
 

injections 27% 135 

• Both subsamples are about 35% of the relevant total samples.
The after smaple is smaller because it was necesary to eliminate
the reponses of one interviwer who did not use the "Did you treat 
at home' probe. 
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The results about ORB use allows rather a different interpretation. 

ORS Jumps from 1% to 38% reporting Its use for the last case. All of 

that ORS use took place at clinics. Clearly, treatments at clinics are 

moving rapidly to oonformity with current recommended practice 

vis-a-vis ORS. 

The one superficially disappointing result is about the grwth in 888 

practice. For this ve should focus on Table 16, and the results for 

home treatment with SBS. Forty-eight percent of the smple claims to 

have used SSS for a current or recent case. Ihis number is certainly 

respectable. However, it is only a moderate increase from the before 

proportion of 34% reporting use of 888. (Even that difference Is 

attenuated if we combine ORS and SSS hame treatments, with 36% using 

oral rehydration therapy in one of its forms before the campaign and 

48% afterwards.) However, if the absolute grwth in the numbers of 

respondents claiming to use ORS and BSS for the last case is moderate, 

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 adainistration and construct quality of use variables. 

Ve take the three potential SS-user samples: those with current and 

past-month oases, those reporting specific last case or next ase 

treatment resomns, and those for the entire sample who reported ever 

using 888 or not. We can then compare them before and after the 

campaign on three quality of use variables: knowing exact recommended 

quantities of all three SS Ingredients, knoming exact quantities of 

water and sugar in the BSS formula, and the number of preparation and 

administration items, (including 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 Treament, Current & Recent Cases, 

at Hoe 

Before (N1641) After (N132) 
Mentioned Going to Clinic 68% 62% 

Mentioned Home Treatment 541% 62%
 
Howe Treatment Mentioned
 

ORS 3% 2% 
sss 34% 18
ORS or SSS 36% 48% 
Medicine 6% 2%
General Imbita 8% 2% 
Imbita to Stop 10% 8% 
Imbita to Purge 2% 4% 

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 criterion 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 After
Current and Past Month Cases (INu16l) (Ns.132)
3651 13)

Used ORT at home 
Used ORT at hoa and know mounts I% 175 

of 3 Ingredients
Used ORT at bas and knew amounts 11% 34% 

of water and sugar
Used ORT at home and know at least 13% 355 

41 of 6 Prep./Ads. items 

Most Recent or Next Episode Treatment (N,138) (Nn3614)
Regimens 
Used 888' 515 68%
 
Used 8fland knew mounts of 4% 18% 

three Ingredients
Used 88 and knew mounts of 141% 40% 

water and sugar
Used SSS and knew at least 13% 39% 

14 of 6 Prep./Ada. itms 

Entire Sample, Reporting $S Use or Not (N438) (Nn431)
Ever used SS 62% 75%
Ever used 888 and knew amounts of 4% 17% 
3 ingredients

Ever used SS and knew amounts of 15% 42% 
water and sugar

Ever used 888 and knew at least 155 11% 
4 of 6 Prep/Adm. items 

• These proportions are hiher 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, she was asked how 
she would treat the next case. In contrast, non-treaters (22 out of
 
the 132 after sample) for ourrent/past month cases were Included as
 
non-treaters In that analysis. If the 48% ORT use at bome mong the
 
ourrent/pst month mple was corrected for inclusion of non-treaters,

it would be 57%, not far fram the estimate among the entire sample. 

UK (2.TIhC 82ny 

A separate approach to the issue of practice relied on data gathered 

over fight months directly In clinics. At 23 of the largest clinics in 

the oountry, nurses were asked to register every case of diarrheal 

disease amoNg children under five. Over eiat months, thw registered 



70
 

a=e 10,500 oases. Among the questions asked of the caretakers who 

broueht 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 bad been given 

ORT increased from about 40% to over 60%, with substantial consistency 

over the last six months (Table 18). 

From the results in Figure II, we see that almost all the pin occurred 

during the first two months of the campaign, and then smething of a 

plateau was reached with little additional increase. 7he 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 questionnaire.1 0 

Table 18: Clinic Study: SSS before coming to Clinic 

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 10t412 
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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 ample, 48%reported ORT use at 

home. Hover, this ample Included one In every six vho reported not 

treating the recent case. It we eliminate this group so that the 

sample Includes only treaters (and thus parallels the clinic sample 

more closely) ve would find that 570 are claiming they used ORT, almost 

exctly matching the clinic results. The before sample similarly 

corrected to Include only treaters, would suggest 49% had treated vith 

ORT, a number somewhat higher then the beginning clinic estimate, but 

rnt fundamentally inconsistent with it. The two sets of estimates 

provide rough confirsation from two sharply different research 

approaches. 

SUMMARY OP PRACTICE RESULM 

Use of ORS at clinics is sharply up, and use of 888 at home shos 

moderate gains from the questionnaire data and sharper gains If one 

relies on the clinic data. Improvements in quality of ORT use at home 

sharply surpass the quantitative improvements. 



73
 

CRMNNH.. EFFEC2! S PRACTCEUZ(Q 

Ve digress frm our steady march from exposure through knowledge, 

attitude, intention, practice and health outcomes. We ask about the 

relationships between two stages of the process: campaign exposure and 

practice outcomes. 7here are two good reasons for looking at this set 

of relationiips. First, if it can be ahown that exposure to specific 

campaign channels is associated with campaign-recommended practices, 

that is supporting evidence for the effectiveness of the campaign. 

Readers might have been anxious that the apparent before-after
 

differences in knowledge and practice were the result of some unknown 

stimulus acting simultaneously 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 oontact about ORT, contact with 

health outreach workers, and listening to radio programs produced for 

the campaign) were associated with practices might give soame 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. Tbey are examined using multiple regression analysis, a 

statistical procedure which allows sme sorting of joint effects of a
 

set of variables on an outcome measure, In this case 858 

praotioe. 1 1 In particular, If one specifies a causal structure for 

a set or variables, multiple regression procedures allow one to test 

whether or not that hypothesized structure matches the data. 1hese 
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procedures do not guarantee that the proposed causal structure is the 

only one that fits the data. 

The Variables 

Ve 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 mabers of the maple who provided adequate 

data for these analyses. 

The second practice indicator joined the response to the 'Have you ever 

used SSS to treat your ohild's diarrhea?' with knowledge of two of the 

three formula Ingredients. his indicator, like the first, was coded 

as '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 representing which 

Interviewer questioned the respondent. There was some variation in 

responses associated with who asked the questions, and that needed to 

be controlled. 

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

of years of education a respondent claimed. This was meant to stand In 
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for background characteristics 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 characteristics, 

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 af respondents from equations because they lacked wealth 

information.) 

The third sot 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 

health 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 treament 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. 7he third campaign 

exposure variable is the LISTEN scale which was described previously. 

It varied frm 0 to 6, with those at the higher levels reporting 

relatively more exposure to the progrm which featured campaign 

messages. 
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lTble 19: Channel Effects on SSS Practice
 

Equation 1: Predicting Last Can/Next Case Practice and
 

Three Ingredients Correct.
 

(N,361) 

Addi- Cumul
tion ative 

Ul U 
al 2 
L 

2 
JL -A- U11 _EL 

Interviewer Dwum 2.6% 2.65 
Variables 

Education 3.06 2.95 1.41 4.0 .013 .10 3.67 (p<.10) 

Exposure Variables 6.4 10.4 

OUTREACH 
LLTIDI 
CLINIC 

.15 
2.413 
.25 

.36 
1.116 
.43 

.218 .207 

.041 .157 

.015 .017 

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

Constant - .069 

Equation 2: Predicting *Ever Use" of SSS and Two or three 

Ingredients correct. 

(N,431)
 

Addi- Cumu
tion- lative 

Interviver DumW 
 2.2% 2.2% 
Varlables
 

lducation .5% 2.7% .118 .069 2.08 (n.m.) 

Rxposure Variables 5.2% 7.9% 

OUIIIACH .17 .37 .201 .149 9.85 (p<.01)
LISTI 2.49 1.51 .034 .102 4.47 (p(.01)
CLINIC .22 .11 
 .181 .150 9.54 (p<.05)
 

Constant 
 .298
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The Analyses 

The first analysis used the last oass/next case preferred treatment 

regimen plus knowledge of all three Ingredients as its dependent 

variable. About 18% of the ample satisfied this oriterion. 

It turned out that this set of varlables, overall, were not able to 

predict individual responses with great power. Only a little over 10% 

of the variance is accounted for. However, more than half of that 

accounted for variance can be attributed to the campaign exposure 

variables. This supports the earlier Inference that the changes in 

quality of practice from before to after the campaign were due to the 

campsin activities. 

The second interesting part of the results from this analysis are the 

coefficients associated with each caupain 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 acplete correct formula. 

The LSIU 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 satlsty the 'practice with knowledge' criterion. If she had 

a score at 5 on the scale rather than a score of 0 she would be 20% 

more likely to practice with correct knowledge. In contrast to LIS=D 

and OUTRrACH, the CLINIC contact seemed to produce no Increase In 

performance. Ve will hold interpretation of that result until the 
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second set of analyses is presented. 

The second analysis features an easier to satisfy criterion as 

dependent variable: a claim that an individual had ever used SSS along 

with knowledge of at least Wo of the three formula ingredients. About 

50%of the entire maple satisfied this criterion at the end of the 

campain. Table 19 reports the results. The total variance accounted 

for is somaewhat leam than for the previous equation, but the mount 

explained by the campaign exposure variables Is essentially unehangid. 

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 LXSTE, albeit slightly less Important, Is still 

statistically significant and in the same range as for the previous 

equation. be contrasting result is for the CLINIC variable vhich now
 

saove a prediotive power comparable 
 to either of the others. A 

respondent with clinic contact Is 18% more likely to satisfy the 'ever 

use plus two Ingredients knowledge' criterion than one without such 

contact, all else held equal. 

Ne are the sets of coefficients to be interpreted? 

Ve turn first to the overall pattern o coefficients before turning to 
the contrasting CLINIC results. Both OUTREACH aotivity and radio 

LISTIIng make Independent and statistically significant contributions 
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to both equations. For the first equation, in sme sense the more 

Important one, a full range sift In either LISTEN (from 0 to 5) or in 

OUTREACH (frm 0 to 1) in associated with the me magnitude in shift 

In the 'practice with knowledge' criterion. Since the OUTREACH effeots 

are slightly larger it might be tempting to oonfirm the frequent 

assuption of information campaig s that personal contact is more 

effective than media contact in producing change. lken supeficlilly, 

one might conclude that both channels have substantial effects but that 

the interpersonal 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 same 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 reaohed by an outreach worker. In contrast more 

than 60%had cored three or more on the LISTEN scale, which 

represented substantial campaign radio exposure. 

An appropriate conclusion may be that OUTREACH had important effects 

when it was realised In Swaziland, but it occurred only rarely. In 

contrast LITIMing had slightly maller effects but was much more 

likely to have taken place. The cost per person reached (although we 

do not have specific estimates to support this conclusion) Is also 

likely to be much lower for radio than for faes-to-fae contact. 

Overall, 0JTRIACt and LISTE are oomplementary: they reach and affect 

different audiences but both were part at the MIP methodology and 

served their expected purposes. Choouing to place more or less 

emphasis on either one will be a rerleotion of both political Judgment 
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and technical guidance. Careful consideration about the costs, both 

financial and logistioal, of relative saphasis on each channel in
 

contrast to its apparent effectivenesa both in the abort 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 speoulation mlht 

suggest the following explanation. People who tobring their children 

the clinics are not now being taught to mix SSS at home. Rather they 

are given ORS packets for administration at the clinic or for use at 

base. Thus they have not learned the correct 33S formula as taught 

during the campaign. Before the current campaign period, howeverv 

clinics did not have an adequate supply of 0RS packets. (7hat was In
 

part the justification for 
the focus on SSS during the campaign.) We
 

saw that a substantial 
number of those who went to clinics for
 

treatent before the campaign received 
not ORS but 83 (about 21% of 

clinic treaters among current and recent cases), aasumedly because the 

clinics did not have ORS packets. After the oampalp the numbers 

Setting 83 at clinlcs fell to about 7%. If olinio-attending 

oaritakers had been getting S3 frequently before the campaign they 

would have been able to answer 'yea' to the question about ever using 

83S &od they miht have known the old formula for 333, which would have 

given then two out of three Ingredients right. That would have been 

enough to atisy the 'ever use plus two Ingredients' criterion. Since 

they were no longer getting 88S at the clinio, they would no longer 

either report 888 as current preferred regimen nor have bad any reason 
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to learn the new formula. If this speculative narrative is correct, it 

would explain why MLINIC predicted 'ever use plus two' criterion but 

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

In sue, this channel effects seotion supports three inferences. First, 

It eliminates whatever doubt aight have rmained 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 pr.-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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DID THE CAMPAON AFFECT HIAL2H O1JQ2e-

This l, unfortunately, a abort motion. We only did one study (given 

limitations of time and budget) directed twards health outcomes. We 

tried to use the clinic registry data to estimate whether there was a 

decline in incidence of severe dehydration among children coming to 

clinics. The oampaign wasn' t designed to lessen the numbers of 

children brought to clinics; indeed one of its mesages encouraged 

clinic attendance If diarrhea lasted more than two days. Howayer, It 

was possible 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 

went from boginning to end of the campaign, at least in the Judgment 

of the nurses keeping the registries. Only 1%of all children were 

dignosed as severely dehydrated, 2) there was a very slight trend 

toward a decline in severe dehydration Incidence; although 

statistically slgnificant after some complex manipulation, It was 

essentially meaningless given the Irregular patterns over time and 

doesn' t allow an Inference of campaign effect, and 3) there Is 

substantial variation from clinic to clinic In Incidence. Whether that 

represents a varlation In clinic catobment ares or vapries in nurss 

judgemetts about what was and was not severe dehydration we do not know 

(2ble 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 5% in the first months to less than 15 in the last two 

months (Table 21). One epidemiological consultant 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 replaced by 

vaccina tion. 



Table 20: Clinic Study: Severe Dehydration 

Tbtal 
Sept Oot Nov Dec Jan Feb Mer Apr Sample 

Proportion 
Severely 

2.95 .1% .5% .75 .9% .75 .95 1.95 1.15 

Dehydration 

Ng each month 1249 1433 1316 1170 1355 837 1061 1011 9432 

Table 21: Clinic Study: Measles 

Proportion 
Sept 
8.4% 

Oct 
5.9% 

Nov 
5.25 

Dec 
4.05 

Jan 
2.4% 

Feb 
1.85 

Her 
.95 

Tbtal 
Apr Sample 
.6% 3.95 

with Masles 

N,each month 1233 1431 1312 1165 1353 842 1063 1013 9412 

Age (inmonths) 

0-3 4-6 7-11, 12-23 211-35 36-47 48-60 

Proportion 
vith Heasles 

1 .2% 2.75 3.85 11.15 5.15 7.95 7.85 

Neach month 1105 1312 211311 3001 10118 305 166 
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VRAT IS THE PROMISR FOR INSTITUTTONALIZATION?
 

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 h. 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 conmunications 

methodology. Will the Ministry of Health choose to integrate it into 

its normal operating procedures, and if it so ohooses, to what degree 

will it be able to do so successfully? 

t-nnld Rva 41n 34NP ar~tnmpti h its goals in the ti.m allotted4 and 

given itsa instilutional a~wrsngainnts? 

IMHP 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 

development comiications work. Over half of the radio workshop 

pa'.tioipants had prior radio experienco, some with the same instructor 

who led this workshop, and the PHU offered an enthusiastic senior nurse 

recently returned from ICDDRB trained to coordinate the diarrheal 

disease control program for CCCD. Without minimizing the 
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mount of training effort expended by AED personnel In all areas of 

this program, the extant competence of the Swazi counterparts must be 

noted. 

IDEP also found fertile ground for the campaign because the Swazi 

population had already been thoroughly Introduced to the idea of ORT. 

MDthers had been told about some version of SSS for eight years. 

Pro-test results @bowed that before the campaign started 92% of mothers 

had already heard of SSS, and 60% said that they had used it. The 

IMBDCP had been broadcasting diarrheal disease control messages for 

over two yeas. IOGIP Swaziland was correctly characterized in its 

workplan as "uimply one more ingredient In this coordinated attack on 

Infant mortality.* 

MHiP's participation in this coordinated attack consisted of affirmLng 

and extending ORT practices. The program particularly sought to 

educate people about te new forula and Its proper administration and 

to discourage selected traditional treatment practices. While on the 

surface a 12 month activity, this campaign was, in fact, for its staff 

and for its audienoe, part of a longer timeline. As such it permitted 

some accomplishments that mit otherwise have been Impossible. 

Wen so, the brevity of the campaign schedule bad some consequenoes. 

Many participants commented on the shortness of the preparation and 

training periods of the program, evidencing their concern. 

Nonetheless, everyone also felt that they had done an adequate Job In 

preparing materials to fit the Swazi context and of reamuhng an 
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acceptably large portion of the Swazi health personnel. 

One victim of this tight scheduling, however, was ongoing monitoring 

and evaluation. Monitoring was relegated to a secondary activity 

primarily because of time constraints and lack of transportation. 

Because minimal systematic monitoring was done, It is not known whether 

any adjustments should have been made in the oanpaiwl' messages or 

strategies. Same 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 

campai n such am people's understanding of the purpose of SSS 

(rehydration, not stopping diarrhea), their learning of the now formula 

and unlearning of the old, and the effectiveness of the ellow Flag 

Volunteer training could not be assessed. 

Another victim of the tight scheduling was the planned lottery modeled 

on the one which was part of 7he Gambia campaign. Given pressures to 

meet 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. 

bus, 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 maw umistakeable evidence that a substantial 

portion of the audience was Indeed exposed to the campaign. 
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It the short timeline for the project was a problem, but one that was 

overcome, were there any other institutional obstacles to successful 

operation? 

Both anmolies In NMP's Institutional setting--its subordination to 

IWDBCP and Its placement outside at HE--oreated organizational 

problems for the progrm. Its subordination to MIMDCP made realizing 

certain minor decisions more aumbersome than desirable. Iis problem, 

however, was resolved in time. 

HBP' s placement outside HEU is the more significant institutional 

concern. In a few Instances HEU's plans were Inconsistent vith the 

caupaslgta' causing delays. Nevertheless, because PI had same 

flexibility, because HEU did cooperate in general, and because outside 

resources from H!P or CCCD permitted the accomplishment of goals which 

would normally be difficult, the project worked despite the 

institutional tension. hat tension looms larger, however, when we 

turn to future institutionalization of the public health communication 

methodoloa. Will Swaziland use it in the future? 

Vdii aaflaML ohoa to uae the Dublin healthanmuntion 

mathondloas and viii it be able to ints ate it Into nomal -oerating 

his evaluation can take post-projot institiorslization only up to 

August, 1985, just a few months after the April close at the diarrheal 
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disease control canpaign, and while the AED resident advisor was still 

in-country. Since the close of the campaiga, the Public Health Unit 

had planned new activities within the public communication model, 

Initiating serious broadcasting and healthworker training efforts 

directed toward Immunization coverage. The Health Eduoation Unit was 

considering taking some more active role in the extension of the 

diarrheal disease ootrol programming, but had not yet oomaitted 

Itself. The new Develo;aent Communication Center (whos technical 

advisor, Esta De Fossard, did the radio training for the diarrheal 

ompaigs) was committed to working on new program development for 

health communication and in partioular to addressing some of the areas 

which the evaluation suggested might still be weak. USAID had 

committed additional funds to mount continuing primary health oare 

efforts, inoluding more health communication efforts. Thus, the 

Institutions, while they had not sorted themselves out in defining 

long-te 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 suooesses of 

the project and the future potential of its nthodolo. hera was 

concern, at the sase timet, that soae factors In the orgenization of 

development communication in Swaziland would make institutionalization 

difficult. 
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On the Optimistic side, there was the evidence for auceess, which 

encouraged further action. there were several trained staff and 

administrator* with a strong sense of the way the program had operated 

and the potential to manage a future, related, program. there was the 

already mentioned potential for additional financial and technical 

support from USAID and other donor agencies. 1here vas the fact that 

the Miniatry 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 responsibility for health communication activity was going to 

have to be taken over by the Health Education Unit, and that had not 

yet occurred. While future cooperation was promlsed, the Health 

Education Unit had not yet decided whether it wanted to commit the 

level of resources required to the public health communication 

methodolog since that would be mean some shift away from currently 

planned programming. 

hus, four months after the intLial campaign, the future Is promiaing 

but Ill-defined. 7here is enthusiam for subsequent programs, and the 

outside financial and technical support will be available, it appears. 

Some post-ampaign activity is assured. Long term 

institutonallsation, however, awaits sae redefinition of roles and 

additional commitments. 
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1. Since the fall of 1985, MMHP has been refunded by USAID and renamed 
HEALTHCOH, 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 Guttuan coefficient of 
reproducibility of .98 and coefficient of soalability 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
radio mesages? The best evidence of validity of this measure is the 
correlation with knowledge of specific message--partioularly among 
those who did not have access to any other channel. The power of radio 
masages (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 compares 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 message had gotten through and our measure of radio 
exposure was highly valid. 

4I. The difference between numbers owning the flyer and numbers able to 
show it isn't necessarily a reflection of false claim 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 spontaneous 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 among respondents. 

6. 11 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 rweighting, in fact, makes very little difference in the 
estimates. 
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7. About 30% of both before and after mples denied that any of their
under five year old children had ever had diarrhea. his response is
difficult to Interpret. In sme camse but probably few, no diarrheal
epiaodes may be the fact. In others, a simple reluctance to admit
their child was Sick ay have been operating. 

that 
mong others a tendenoyto viaw mo diairhea as normal might have left caretakers vith a sense

that Oald cases yere not to be reported. Since we did not want to lose cases, we asked these people (as we did for the 10% or mr) who sid thaydid not treat the last cane) to describe bow they would treat the next 
case. It turned out that their pattern of intended treatments matchedthe pattern of previous treatments reported by the rest cc the amplequit* closely. As a result, we have chosen to Interpret the results ofthe next case reports as equivalent to last can reports, a measure atpreferred or typical practice regimen, with similar self-report biases. 

S. Only 364 of the 431 post-oampaisn respondents were analysed forthis neotion. One interviewer had followed Inappropriate procedures In
asking about treatment regimens. 

9. In general, we do not report the statistical sinificance ofdifferences between before and after smples on any of the criterion
variables. However all differences used as evidence for oampaisneffects are very lnrgs and without question are highly aignificant at a
.001 level of confidence. Ve decided that reporting thea would be

tiresome for the reader. Indeed, Smea differences which are

statistically significant are Ignored on the grounds that thy are
small and night easily be explained as effects of spontaneous change in 
the population.
 

As a technical note, in calculating statistical significance we havetaken Into account the fact that our sample was drawn through a 
two-stage cluster Sampling procedure. In general such samples produceestimates of standard errors larger than those produced by simple

random sampling procedures of a similar size. 
 7b take acoount of thatdifference we did the following: First, we calculated statistical

significance using standard errors generated by 
 the statistical package 

. (Statistioal Package for the Social Sciences) which "sae simple
random sampling. We then chose a mall nimber of variables (use of ORS or 85, radio ownership, knowledge of S33 Ingredients) and
recaloulated, for the after maple, what the standard errors would beif they had been calculated correctly. Iis was a somewhat cunbersme
procedure following techniques described by Kish (1966). It turned outthat the required corrections were very mall for all three variables
(intraclass rho estimates were .0204, .0097, and -. 005) producing
changes In standard errors of no oonsequeno. For eaple, the largest
change was for the last use or ORS Foror 835. that variable thestandard error was 2.2% for the simple random Sampling assumption and
2.8% for the cluster sampling aeemption. Sinoe the observed
difference between before and after scores was around 17, the slight

ohange In the standard error would be at no Importance. As the result
of these calculations, we decided that further hand correction ofstandard errors would not justify the time It would require. 

10. As a technical note, the clinic data required further analysis 



93
 

because the nunber of clinics reportIng at each month varied, and the 
Individual clinics produced very different average rates of pre-visit
ORT use. owevor, statistical controls for the contribution of 
particular clinics to the results did not materially alter the picture 
we sve already presented. 

11. The appropriate statistical procedure for analysing data vith a
dichotcmous dependent variable, and same dicbotmous predictors, vould 
be diseriulnant analysis or me form of logistic regression. Ve have 
not done these analyses for reasons of simplicity of presentation and 
In the belief that the basic findings vould be unchanged. 
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Appendix A
 

Self Report Validation Study
 

Any Use questionnaire results are reported as evidenoe for praotice, 

there is appropriate skeptioim about the match between sueh 

self-reports and actual practioe. The act at messurmet risks biasing 

the response. If respondents are ware that the $rigt' aner Is R1 

use Supar-Salt SoluUon and they want to please or impress the 

Interviewer, there Is some tendency to my 3330 when describing last 

practice. This may be exacerbated by the Intense InformatLomi 

eompaip which announces the 'right' practice so clearly. 

There are several dimensions of such risk, only ease of which are of 

concern here. First, there is a conoern that people who are aying 

they use 333 actually do not have ay knowlede of It and never use It. 

This extree self-report bias Is Inconsistent with these results, 

hoeever. Fewer that 10% of all last case/next case users of 833 did 

not knomy of the formula's Ingredients, aad two-thirds of all users 

could ame the qmnities of two out at three lngredients correctly. 

The knwledge questions were not subject to the self-report bias since 

the quantities or each Ingredient had to be reported by the respondent 

without a aues. 

A less easily dimissed concern Is one which suggests not omplete 

fabrliation at use but an exaggeration of the probabilit ot use CC M55 

for a spoifis case. This is plausible on two grounds. First, the 
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last came rumbered may be a relatively mware case, with untreated 

ald aems Iored In reporting. bus the number of cas to which 

treament is given are eaggerated by last eas estimates, and in turn 

the proportion of all cams treated with 333 are exuggerated. However 

the questionnaire results turn out to be essentially Inconsistent with 

them expectations. If, Indeed, meory exggerated the probability at 

treatment, then we would expect current and Just recenUy past aes to 

report loer levels of treaent, overall, and lower levels at 333 

treatent, speliaally, than would last cases reaembered from longer 

ago. That turns out not to be the eas. 1U1gty-six percent at all 

last oaes were treated -- about the se the 83% of allas current or 

past month ams, and 82% at all ourrent cases. 

the sond cund on which to expect eaggerated self-reports Is the 

'pleaeN the Interviewer bias' already mentioned. Ministry of Health 

Interviewers ma ned to be told that recommended practices are 

adopted. No Internal analysis of questionnaire responses is likely to 

sort out this blas. 7b try and understand its presence, we added a 

substudy to the general questionnaire protocol. It allowed us to 

estimate, albeit roughly, actual 333 practice. 

Ve Iew that sme proporton of the sample (we estimated 10% which 

turned out to be close to correct) would have a current casn 

diarrhea In the hmestead. lem respondents (along with the entire 

smple) were asked to describe the treament, If any, given to the 

child who was nmed as having diarrhea. It a caretaker reported giving 

either 03 or 3S at bae, she was than asked to show the Interviewer 

the solution. The results from that observational study arq reported 
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here. 

There were a total of 51 respondents out of 364 eligibles In the final 

study (oe lnterviovwer, questionnaires were eliminated for reasons 

desoribed earlier) who aid they had a current eas" at diarrhea in the 

homestead, about 1%. Of those, 34, or 67%, said they treated with 

0RT: 25 with S88 and nine with ORS. light others didn't treat at all 

and nine treated in same other fashion, only. Or those 34 who could be 

defined as current home ORT treaters, the Interviwers did not ask 

seven to show the solution for reasons we do not know. Ibis left 27 

who were asked to shou the solution. Of thee, nine, or 33% did and 

eighteen, or 67%, did not show the intervlwer the solution. 

We oa examine this result from several perspectives. We can take the 

result at faoe value and argue that the n=.ber who can aotually shw 

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 intervimer error) 

which would give us a 20% observed level of coverage. Because the 

actual nvebers of oases Involved are mall the mpling error around 

that estimate would be substantial (plus or minus 12% at the 95% 

oon'idnoe level.) 

A different perspective would ask whether 20% Isn't merly a lower 

bound on the practice estimate, assuming that same at the respondents 

who did not show the solution had same legitimate reason for not 

Aiung it and were ORT users for this episode. Ibis turns out to be 

the case. CC the eishteen respondents who were asked to show the 
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solution but dLdn' t, eleven aid that the solution was finished or gave 

a similar aneer when asked wizy thq did not show the solution. While 

such a response could be tamed a face-savl ratlonallsation offered 

to avoid emrrasment, and In same cases It m have been, It also may 

be an accurate response. Sme cases of diarrhea which a respondent 

might have considered current n have been treated for a day or teo 

with ORT an. no longer were a concern. Zn these cases the report of 

use of ORT for the current ase, despite the Inability to sho the
 

soluton, would be oorreot.
 

here Is no way of calculating ho sen at the eleven "it Is ftinshed, 

responders fell Into the practicing oateopry and hoe man Into the 

ratLollling oategory. If we were to put then all Into the preotling 

oateory our estimate at practice would be around 45$ (20/44). That
 

would then be an upper bound estimate of practice.
 

In sung this perspective would argue that the appropriate way to
 

present a coverage estimate would be to report both lower and upper
 

bounds rather than a single point. Fro this study our estimate of
 

true 83 practice would lie tteen 20% and M5%.
 

It is worth noting that this study, while it emnes the relation 

betwee self-reported use of ORT and observed use, doesn, t touh on the 

more complex matter at the details of administration and use. We did 

not test the solutions to see what their sodiu and glucose contents 

were, we t observe what sort at water was used in itsadld to see 

preparation, and we ddn' t see hoe msh of the solution was actually 

gven to the child in what period. Hwever we do im that the mall 
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mple of respondents who could aotually show us the solution were 

about the me as the rut of the user ample In their aoouraoy of 

roll about the Ingredients of the 333 formula -- about 30%knw all 

three ourrest Ingredients and about 70% knew to out of three 

ingredients. This sugeets that our oonoerne about too .ua sodium In 

the solution are not alleviated by evidenoe that high sodium 'immoral 

are less likely to aotually use the solution than oorroot ,'mners'. 

Thie mall and limited self-roport validation study does help Interpret 

sone of the practios results In the main tezt at the report. It makes 

olear that self-reports are exaggerations of sotual coverae; however, 

few observors would have guessed otherwise. It does set a flow on 

estimated cas ooverage (20%), while suggesting that a ceiling mu be 

as bigh a 45%, although probably lower. 

Comparison of kamledge data for observed versus unobserved users (it 

is more or lose the me) suggests that both groups are In fact users. 

It the observed users were In fact the only ones to make use of 333, we 

would have expooted then to be muah more knowledgble about Its 

preparation. Hovever they were not. We might lnfer that case ooverage 

estimates rtloot some probability o use for sach episode among almost 

all respondents rather than every-me use for oe self-roported users 

and no use for others. 
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AflUDZZ..I: Additiona Data, hdio Expoaure 

YzlabLm Lnn Refor 
1 hdio Ownership Q 73-peroent owning 88.8% 88.24 

2. hdio Working? 	 Q 74-peroent working 76.9% 76.3% 

3. adio Listening 	 Q 75-peroent listening 76.6% 75.6% 
(Yes/No) 

4. lkdlo Days Per Week Q 76-1ean f of days, 6.43 6.32 
those with working 
radio& 

5.Progrm Listening 	 Q 79,82,85 percent 
who listen

Aylhiame 62.8% 67.3%
Vmen, a 55.3% 62.4%
lime 59.4% 58.2% 

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

hyiblome 35.2% 34.1%vmen' s 22.4% 19.7%
lime 23.5% 16.2% 

7. Last Week Rmmbering 	 Q 81, 84, 87 -percent 
who rmmbered what was 
talked aboutAybl me 23.3% 25.8%


VWmn, s 9.8% 10.0$
HlMe 8.0% 10.2% 
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Jnandix 12! Cl6nia. mx. HealHta	 tkvorke' Contact: Addas nanl 

JQusatLM 	 Atru rvey 

1. 	 Last Case Q 22-Kean months previous X-5.89, for 312; 
for last case, of those 119 had no case 
reporting oases. 

2. 	 Went to Clinic Q 25-Percent who 85.6% 
vent to clinic, of those 
who reported treating a 
last case 

3. ORS Treatent at 	 Q 25-Peroent who were 44.1% 
Clinic 	 given SSS treatment at
 

clinic, of last case
 
treaters.
 

41. 883 treaent at 	 Q 25-Percent who were given 8.1% 
Clinic 	 SSS treatment at clinic,
 

of last case treaters.
 

5. 	 Child ever to Clinic Q 11-Peroent who have 75.9% 
taken a child to clinic 
for 	diarrhea
 

6. 	 Treatent given at Q 118-Peroent who report lt treatment 
Clinic ORS/SSS as clinic treatent ORS or SSS 511.5% 

for 	diarrhea 2nd treatent ORS or 
SSS 3.3% 
3rd treatent ORB or 
SSS 1 .4% 

7. 	 IMM Acoess Q 93-Percent vho say 50.6% 
mIx is in comnunL t 

8. NIH Visit 	 Q 91-Percent Visited 36.4% 
by 	IN 

HEal thvorker Q95-Percont visited 7.7%
 
Visit by other health
 

work (if not by MAH)
 

10. 	 opio of Q 96-Percent who 6.7% 
Disous"Lon, IN talked about dLarrheal 
on eel thorker disease, total amNple. 

9 
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Apnnndix A': xlrnlive RinoauJre to One Sourae and SS Fo mula Knwleft 

Nw Old Other 
F0 mu1.a IfZ13LWA 12iRnM it 

1. No Exposure 11.8% 21.6% 66.7% 51 

Il. Exposure to RadLo Only 23% 30% 47% 100 

III. Exposure to C.LnLi Only 19% 19% 62% 21 

IV. Exposure to Extension/ 50% 30% 20% 10 
Flag Person Only 
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Aggg_=i Mel Ahvdration it Resgnmns 

of entire of those who had 
sample heard about it 
ibAt M 

Proportion who had beard about 365 
Proportion who said they owned It 6$ 
Proportion who shwed it to interviwer 35 
Proportion who mev bottle included 885 
Proportion who know sugar included 895 
Proportion who kne salt included 885 
Proportion who know spoon included 615 
Proportion who Imew cup Included 555 
Proportion who kmew cap included 515 

Not Heavily Heavily 
Exposed to Exposed to 
Radio Radio 

Proportion who owned .65 8.35 
(N) (162) (268) 



AFFUIZ B AfTED ;M1STINOMPI 104.104 

I. ientification n~I _ (coo three digit nuer 14. Are there any other W 1W WMwo are part of thisexale: coee 3 as C03. hued who i "t stay he? 
CON ad 012, code 435 as 43S) - M (0) 	 yes (I)

2. Enaaation aee (code actual nuer) (p to Q.20)
3. oistrict MerIeps (0)

1411 	 10. 00 my of thesa ae or wi send money to the hoste?
NMIinI - em sei mney (0 ----. yes (1)
Liiwbe (00 NOTCOs t e ()Msse 	 not asked: 

- Shiselwemi 
me one away (9)

4. 	 Geo aphical region
 
- LOevld (1) 
 20. Please tell 10 the nes and ages of aIll the children unoer 

-	 Niddlveld (2) five whom you care for:
 
---- NilftId (3)
 

I. LamW Tnurl Seka. In asfthsi Sex 
S.N.L./Ie 	 AM (__ 
-S'1I.L./INl. NM (23 ' 
S.N.L./Na. 10M (3)
 
he M nn (8)
 

4. Chief's em 
7. No of Household 	 em (nglish a"d local) 

(snu ) (English) (Local) 
I. mImtem
 

(Shrm) (English or local) 
 (M sweite ceding Instructims)
10. 	 Interviewer's am
 

(see seM oate
Coding instructions) 	 21. o NY of thesa chilrlm 	Nae diapeha rilot eW?
11. 	 Date of Intevlw _(cooe date/month using no (0) - ye (I)


three digits. For exale .i. noe pense (I) (p to 0.231
 
12 ArIlI1C. or 
I Neyaol 22. ah was the last tim any f these 	children had diwonm ?12. Ap of respenent 	 (code actual A~ ) umier of moths a1 - _ never had dlllhoe. 
(Mon respense ) (p to 0.27)

13. if not the mother of the under-five year old. specify the 	 AS__resemes
 
relationship to the five year old she cares for: 
 (se seprate coding Instructions) 

grandmi ther (I) 
 23. which child was that? 
sitter'of the child (2)
 
sister of the iother, or other wife (3) 
 (nIm of child)
 
biological mother (4) iWato(see S Coing instrutialw) 
other. specify (5) 	 24. It theWas sort of diarrhpo that yo th ught oed to be 

_ sre N (6) treated, 	or did you think that it waso't nceswy to treat 
l4. lc1I Now wif 	we y"? it? 

only wife 11) 
 did not treat (0) _ did treet (1) 
_ _ first wdfe--if tohe we ehers (2) (p to 0.273
 

&V wife ot~er the first (3) 
 NOresponse () - not asked: no Child hld 
- doter (43 diroe ( 

eth~ a, M_sIeify _ 
no I o (63 . ihtdid yOu d0 tO help your Chili? ICheCk all that are

Is. Nw am people we sthring inthis hastela? 4otioell Probe: Did yew i anything elSe at he0? 
p,- lo (co to digit over using I colml) (Code: Oonot ontfonl Isontioni. t.oois not asked)

(amle: 3 cell as 03, I1 aca as- III I oPtleneiCLINIC 
nm reons (0I (If Chocked. ASK the follontg qett"oI

11. hew m fnles ever fifteon we stying in this hoeted a. What traton did the clinic give 

(check all that we mentione 
___ fIelee (codo be digit now/ see 0. 111 Gmdicino 	 pll __ Injection 

-- FeMO sIr - O MIS 	 otnr, Specify__
1. Ne "n e ever fifl we staring In this hantesed? 	 S-. 

Iolee (co t digit W/ oe 0.if) 
.... A reon IN) 



---- --- 

lOS 

• 	 nioned NI(Ll aentiGned EAL14 WGCEI
 
Gf Checke, ASN the following question)


fit Chockd. ASK the fellowing quetion) 
did the melth NOer give1? 0. What treatment does the healtn Workter give?6. 	 Wht tMeU'Mn 

(Check 	 all that are mentioned)(Choek 	 all tho WOmtioned) 

an refers to clinic 
 35OAS 	 refers to clinic 

-- SU-- otw, somify 	 .. ss ____tner, specify 

""loiwne TWITIOlL W"LE 1440tioned TNA0ITIZ~k M. IM
 
(if Checked. as thefollowing question) (If checke. AS ton following question)
 

C. 	 a tr nt did the traditional healer give? C. What treatent does traditional Neler live? 

(Chc all that am mntMeI) (Chck all that are mentioned) 

/S eta/ toto..h. ... unspecified imita 
stop diarrphoe_ sSS islteoemn to stop 

-..-- SU bital/M for noelkne diarrhea 
purge _ Sfilt/ear for purge 

.i_ 	 meiine ---.--- other. specIfy_ Othwe. pliptfy_ 
~104unpeifidsite 

enTtioned TUATED AT NM
 
-- (entiho TcAs AT 4k (If Checked. ASK the felle0ing queStion)


(If checked, alk) 8. Set ha treaent d'oyo ive?
 
(Chc ll tWht are mnti"ge)
 

d. 	 What home treatment did you give? 
e cf ied i int a(Cnspk alI 

(Check all that are mentioned ) 
imoita/eneea to stop . 55 ._aits/eefm to step 
diarrhoea 	 di a 

medicine imit/enima for . meicine __iiti/enona for purge 
purge .==Other, specify______ 

P~yunspecified imbita ug 
555 other, specify. zi Wen on of thes childre Nis a mild diarroea, do you treat 

that, 	or o you mserve t se itfIt gets worse before treating 

It? 
--- --- -----------	 neot treat it (0) __treat It (1) 

ii. 	(IF the reWAWt says child HAS OIIN0A nU (Q.21) AND (Ge to 0.301 
that SK IS USIN 011/ISS (0.1). ASK the following question) ne respons I) 
(If nete p to 0.23) 

29. 	 -w do you treat It?Nay Isn the solution? 

sos (I) . doesn't show (0)
 

(p to Q.21) (ge to 0.23)
 

-- hroSW (O) Eaplaion, if any, for wy s" separate coding instructions)
 
(p to O.23) solution not shown___________
 
net asked (3)
 

(li 	 ill To n"11E:I 
.......... there are my different was that pIpl treat young childrens 

diarrhoes. ['ll mntn a n~lier of waey that are cemnn. For eeca 
2?. If any of the Children had diarrhoiea. mat would you do to 

tae care of tan child? Proe: IWI you do anything else at ay I mention, I-d like to know set yeu think abeut It to treat 
mit the diarr of a Child w Is net yet five. PleaMs remmr it is 

(Cede: 	 Omet mentioned; Immstioned; &W t.27 not asked) rtelnt that yeu say wht yew really think and wet you really do. 

Nentiend CLINIC 30. Have you er used herlsl tee (Imite to stop diarrhoe) to 
(If checke. ASK tV4 following question) treat ye" Child'$ darrhma? 

A. 	 *A troemen does the clinic give? (Check all that re ne 

_ "Iintine response (l)
medcine, ills _hinlecton31. o you think (491t to stop diarrNMa IS a ood tretment for 
01 other, specify 	 diro ot euc a P" treatm 

ne.!t flod (0) _ ged (2) __ response (3) 
soetimes ge (I)._.I sure (3) 

32. If 	 y child his dist""&agein IS this tohmethod of 
treatmt yu wilt Vl
 

s 	 m(01 _=m I 
._ 	 Ms I IlI IBlM-$@ lI) 



33. 	 wer uld yu le (,iaita to stop diarrhoea) around here? 
doesnt 114110 o.itraditional healer or (3)ba,lior1Ist 

___i_ f or other in other, specify - M 
hmstead II) 

.. other relative, nt In _ m response (1) 
household (2) 

(COd ome itra 	 only) 
34. 	 Is there a traditional halr around here? 

___o (0) 
 , Pdtenst know (2) 
,*y E) 	 I response (I) 

31. at kind Of treatment does the traditional healer give for 

children's diarrhoea? 
dPoes't know (03 i0ita/ee to stop 
foe to 0.37) diarrhoea (4) 

... S (Iikit/onea for purge 	 (5) 
SSS (2) 
 thr, 0Specify (6) 
un.0spectfied hlts (3) _ traditional healer does 	 not 

give this treatment (7) 

response (8) 
(Cod only one treatMt)34. 	 00 you 5111mth treatment ivou bly tJe tradtitonal healer is a 

good 	 trment or met s a IM tratent? 

____not peM (0) -Poe (2) 
.. MseMi (lI - ot sure (3) 
not asked (9) ,ne respens (6) 

37. 	 Nve .My Of your Childre Ov 6M treated by the traditional 
heeler for dlirhl 

no11)(11 
___m response (I) 


N' 	 It ]erc~4hi d 410404StMNot Is tis theo method treatmetyu l h 	 i iset 


o(0) ... _.s (2) 
sin,I S 	 (1) __.no response 

38. 	 9ve YOU e used ol" to treat children's diarrhos? 
no (0)e be 1nota 

40. 	 00 YOu think that POW ar a Io treatment for diarrhoea or 
not suh a p tremmt 
__ t pd (0) pod (2) "o ssoonse (8) 

. ei nse (D) _ .not sure (3) 
41. 	 If YW child has diarrhoea again is this the method of 

treauIn yo will use? 

(F4.no 


SauimeI 	 melrignse (Wl 

42. 	 4Nor Would you a " around here? 

oesn't know (0) ___traditional healer 
:~ 

$hoolist (3) 
" tselfothetn _othr, sp¢ fy_:or ___ 

4; 


.. Other 	relative mt _ n response (1)In An~to (2)in honestoeI (2) 

43. 	 y v h eard Of a me1icime for diarrhoea smich is -ma 

of waer, 	 sugar ON slt? me(@iOS .. ee ( DD.)m 

. 0i..rosI (1
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4. 	 gave yew Ovruse W 	 esr u lt to treat lou Wid 
diarrhoe?
as 10 1 - -	 Q ( I I 

__n response (8) 

4. 	 0o you think that 'motor, sor, slit, is a ow treatment for 
diarrhoea, or net swch a goo treatment? 

.__nt goo (0 __ge l2) 
smeim 	(Il _ not sure (3) 

n response (6) 

46. 	 If your child has iarreoa oin is this the mtho" f 

treatment you will use? 

no o) ( 1 

- --. simetifee (1) no response (6) 

4?. 	 Nave you ever taken your child to the clinic to treat 
diarrhoea 

"S (0) (I) 

. respose (8) 

S4. wit 	treatment for diarrhM do thy give you at tre clinic? 

_ oesn't kno (0) __.injection 4) 
(Go to .s0) 
Cos (I) ____other, specify (5) 

.2) 


PillI or medicino (3) 

(Cod up to 3 responses. 
It only Ir enaors re given. 
codse a 0 in the second end third 

1. _ n response (I) 

colon)
49. 	 00 you think that te clinic is a pw place to p if yeur 

child has oirTNM. Of net $uc a ded placI? 
.,. no) "od (0) _,gao (2)."t 

... 0 1 ! sure (])
 

So. a..d.t (ol _ Is e (1I
If your child sa diarrhoes. Is ti the method of tree"M 

you will use? 

no(t)(OI m (2) 
0o nimeesoMse (8) 

SI. His a rural health worker ever bn involved tn treating yor
Child o (topria4,e 

1(
 
response (4)
 

52. PIocon a rural health imo help a child mhe as llarhoe ? 
_desn't know (0) ___refers to Clinic (3)-_OHS 
 (Il _..other, specify__ (4) 

-. 	 ronse (1) 
13. 	 Do yu thina t at the health Woer will help you if your child 

has giarslam or will met help yot?
 
___will met h l (0) _iwill help (2)
 

i m r 	S" ( )_0 	 resom (1S
14. 	 If your childiha d&iaMe Ain, is this tee metod of
treaan tat you wll use?
 

,___io (0D I(ow 5
ofJI ..
 
s t(o ) .eo ()
nt s Il i I i 

(Ie 
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Moluti.16. 4 talked to yes gefopeWer 36Nw wuto-iugiilt Mave 	 is. :n your ~oInan what sills the child open me "as 313rrmcoa? 

you over so" it yurslf? , Ols't know (0)
 

no (0) Js (I) loss of liquids andi.t sales. :1nyrlt1:n
 

resnse (11 loss of strength (Z)
 

. 0o you know w -Ye mimes shlgs of dehydratioln Sucn is.SO IA"eyes 3r
* t0i It? 
ete.! :31
(0 4.9 ()) 	 f:ntaelle, Ify %imi, 


(Go to 0.1) other, specify (4) 
- to fum (I) no response (SI) 

(Code up to "do answirs. Use a 9 
for tho SeCond colum If only O0 

Clown waO Or toiled waOW 
IS given).hiswer 


a it. oo 	 00pc child A any spciala foods during the tIe no or ho 
- so t f9. 

dilrrilo? 
I wtion. askl 

no I0) __yos (I)
f

aOW 	 (Go to 0.71) 
no respnse (6I 

It UGoId. ask her coo 10. What foods re those? (Probe: anythIin else)Ssow 

.it so Salt a mms• miond 
If WIOlMd. sel Ad no 

- salt (see separate Coding instuctions) 
($ee $"&rate cedinInstructions) Asiut just after an opill of diarrheas do you thinkq 71. What 

It. hat qantity of the Suga-salt solution should a child with that a child news to e tId diffointly than ow al or sald 
sious diarrhoea hove in on day? the child te fed tse Im aNormal?
 

_________________________________..i___._the Io (1) __idiffornl|y (2)

(Go to (.71
 

(Pro e for qsdatity if not tione) 

no ons (I1
 

(se sOPlratecoding Instructions) 


72. What Siould you feed the Child after an piode of diarriol?
60. Now often shosld yo Rote fresh ssagr-si solut c,? 

-dowt km (0) other, specify_
 
WM the battle is finished (1) (3) (So separate Coding instructoss)
 

ryift (2) ros (a) ?3. DNS anyone in this hmestead a radio?
Adno s 
1I. Of y"u hae salt in ywur n.? (0e (1)heestel RmO 

0e--i(s (I 	 (G to 0.71)
 
no spose (I) 	 no response (1) 

62. 	 30 you move sugar In your honestoad now,?
 
:s vist io1 earkinl now?
 

no (0) js. 
n ( ) ..jes (1)

fMOresponse (I) - response (I) _inot asked (9) 

96 OP: Show respondenlt AnONS packet) I*7S. Doyou. yourself. ever 	 listen to the radio? 
.(o) _-.Jos (1)--. 


So to Q.MI63. mave youover soe this? 
(0) .__Jyeos (1) 	 '10 response (8)0)to G.68) 7 " NY dais each week do you usually listen to the radio? 

(go tos.6s) __iYS (COd actual humr 1-7 days. 

se pe . tenot aske: den't
64. 	 what is it for? 


thown a radio)
snot e _ recoies packet asrecog 
D__ n to je s (1)

Paket as edicine mdicino for diarrneeo ill 

(Oet Il
for diarrhoea t0) 

.11ISO to 0.)0
Ia a () Gulm: has "W a hisnreses WI ___not Asked ( 

n olk to the ONM pr epee?e SI __ _n t sa(seved: ha see. 	 ol ee list"nthis paet 
- ~es on p o k e t __ 	_n d e s t jis (1) 

ON7 (01U. 	 Nave yo yourself oe prepared on? 
ow (03 __otako 3n(0) .. ee )(O 

(Go eo Olno 	 (60 remoeto 0.6711 (I i t A 19l(of0to 0.6) 
taolke ut oping the rgorllons (Il _.inot asked (3)1. en Inor t 


, o did pm ler No to prop" it? ___Oent IN r (0 Si 1
k i__Imo t parW 

id W't knw 101 olsio (3t I n resne (0I ) _ino amOeI 

rse Ill relativel litn t 	 s *t ( " -. siCnuC __N@i1V*S or S O p spouse 	 I pr as te 
res)


hoIth woker 121 Other, specify 1lnot 

-- rep ons@ ( 
)nono 	

(Go 5 enot asked (3) to .
 

. a the Clinic or health "mop r ives you oil packot to
 

take h to contfine treeti 1or child?
 
_n 10) ijoP III
 

.. repon se Ill) __net si (9I 
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. old lisle s to w 'sPgram?Iu hs ohela open's - n 41) 

Fellow.to) 

too to 0.06) 


AS ru" 6) ont asked (93 

talked aest ding theprosyee?14. O s romir " thIe 

o s't rim (03 am "a part (1) 
(wto) lot ae (93 

$S. 0o you listen to the Ayiflo "pegrem? 

- o (0) aes (I) 


(Go to O.) 


norloleso (8) o_t asked (3) 


U. Dld you .|sten tnis past week to the "Ainl "progree? 

(0) t_.o
no O doesn't reonor (1) 

(Go to ON) 
. not asked (9)no respes (63 

during th irograU?I1. Oo you re berwatthey talked aou 


.eei.'t retr (_a ns a part( Il 

orespmm 	() _ not asked (9) 

U. 	 NOw a" Cattle do you haw? 

cattle 
(Code actal numbor using two colms, 


for eumle: code 3 as 03 or cMO 12 a 1) 

Or use thofol lowing cedes: 

also fwnM 
366 er mere natl, 
0lldeeisa kntew 
00mi cattle) 

nn wthe fol lowing?r"of this ha wli9. oony a 

(for ah it"e Ced: 0adesa't am, leves, gono resonsel) 
Yes Re 

I. se 

2. aIa stew 
3. min Wisoin mahino 
4. caimolli ne llma 


. car 	or otr vehilo 

90. Where de you usually get your water for drinking? 

--- Pead at h 

... blic tap 


- r Role/well 


rivor/strm 


___spr1ng/p 

(IfChecked. ask) Is it protected? 

nos 
(an M 	 o ceding instructions) 

1O. I tiswaerjwe#6orefr 

1e(03 e (1) 

0.6 O y "Hally dO anything to improve the water after you 
collect it? 
__. (S _Jos (,. 


(Go to 0.11 

-PS (6) Is 


90.C wat do Io do to mro the water? 

a4ds iltor Jaw) (03 ___ other, spelfy (13 
(10 tot .9 11o oe .91 

hells watner III 
(ioto 0.611 _.__n responme ( 
*0ed (931 

90.0 	Nm Ou Jb jaol tumd o to mas the water sta? 
- dlew's bam (0 

1/4 lid to i0 litr container (I1
 

I/l 1id to to n lit r Container (23
 

I id to 40 litr container (3)
 

.othr ()
 

"0response 8) not ased (9) 

to get from nero to the nares91. Ne 	 lng OM It take *e the response)ors fretine In(Istlm
clinic? 
total travl tim 

(o u wr cding instructions) 

no MeoN* (e1 

leqd" it to the Nearest road?1"9 eb tae you to flt from We 
([stilmou time I* hours ftr tho rppns) 

tol travl tim 

(Seo sep ato1ceding instUctlins) 

ra w"pn (63 
in this reil
3. Isthereaamll 


@t) II I 
(6e to 0.") 

p tol 

94. 	 A&$thisINo evor visited yo"?
 

" (01 (1) 
(Go to Q.96) 

f___at (9) 
9S. 4ls any o.ter neith extension worker visited you to talk about 

health? 
no (0) I (13 

no resosse (63 asked 

joe.

__e1((Goto 

no response (63 ._ not asked () 

96. Wiat did neMytalk shout? 
doesn't re r (03 ____Cleanliness (43 

diarrhoea ipevotion (I)_____other. specify to 
ntrition (23 no resone I 
Iltrines 13 net asked () 

(ede 1W rpemees) 

IF. mat is the highest lewI of edatlie that yes h106 coleted? 

_ _ __ _ _ __ _ _ __ _ _ 

(see sepia ceding Instructions) 

Can you reed? 
no (0) ,jes (1) 

(Go to 0.1011 

e remps (O1 

100. Is there vyone In this Neotite O00 CA rem? 

_ 10 _.=j 13 

soneS __not a"ked91 
101. At is the highest iI of $"Acaon the head of tis 

honestead has cfmelete? 

(se soaate ceing Instructions) 
103. Is there a iole cMiIM In tist tliefl (Or ldst 

chiofdall
 
j 10)
1l) 

(Go to 0.1011 

no moon (6) 

104. Are 	 Iu a nor of this lnsole cmmittee? 
no (0 () 

no repos (6) 

http:Fellow.to
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Jos. mve 	 you ever $s tits flyer? (ShOs flyer to respondent) ha.t gal Int a 004ytte0 kit? (ChCk all that are 

(0) , j1 	 Mentioned) 

(G to 4.111) (Co: Onmet metione. 

Mr"nse (8) leentiom, genet askd) 

106. Do you a" e of these flyers? 	 . liter sttle 

, tle 	 caono (0) bjes(). 

(6eto Q.01) spoon _ sugar
 
,_ewsns(I) ___nt Ased (1ue __)clt
 

107. 	 Na I sea it?
 
to."g. show (0I) s 1 oI hive ao of these kits?
ou 


cola'sn Ay . net as (9) Io (0) . os (
(Go to Q.120
 

__n respons (01
 
rponwe () lit. lay I "s itr
 

IN. WA deep this fly tos you? desln't show (0) Shows (1)
 
dei t knew (01 ___" t M5 (I) If not. explain dl,?
 
lb too. Ill)
 

.io o __net asked (9)
 
In. a i d you Iwo wlha this flyer mns?
 

__doesnt know U ___friend. neiglse (3) 120. SaM gOggl say that using a latrine pretst tee famIly fro 
e'It r me (0) Sickness. other epl1 say that using alatrin does net

radio (I) ___other pWien (4) Pro0ect their fallis fro sickness. "atdo ell 
____clinic (2) 
 -does not protect __s protect fo 

resonse (- ural felth worker (1) froe Illness (0) illnes (I) 
_ a (9) le te 9.1121 

(If aswer isa en. then Go to o.II0. ,deimt kne (2) iw_nt (9)
If wY other maw is given Go to 0.111) .. sI oeeon ($)

110. Is this gp a Yellow Flag Volunteer? 121. wat is the bll sincmes itprotect$ fro?
 
__ (0) ses(1) 
 (Cho" up to tuIriple: Co 0 If oll on Poen givn)
__doesn't knew (2) .=..net aked () _ doOn't kie (0) __ote, se .. = 
___ orpise (5) .. =i=riti0. Stn" col Il (4)

Ill. Sat 	does this flg neon? (Iwsflag to tie respe tl .. 1.eoraonly (2) 	 (8)_no rason 
___doen't kno (0) flies only (3) _--not pank (l 
___d fI related 122. cae the agstead nao a latrine?Iso treatont (13 

____health related 12) 
 n (0 ... ,y0I (11 

_se re$pons (63 (Go to end) 
n spensa (6) _ot finished (IIll 

12. Wot materials we yo usnvg foer te flow?
 
lIZ. 00e1 Anyone Iving boum nmre have one of tese flags? dsn't kno 
 (0) __ther (2)
 

no (0) ,s (1) 
 cencreso (I) _ aed Ito 
(GO to 0.1161) .. d.i npole(I).=i M Sol (3)

dMesn't know (2) _o ,esporse (a) AS response (6)


113. at 	is k.ss ioIOt's aN? 124. 	 Goes this latrine loe a Single pit or a dilople pit? 
deen't know (0) _ le pit (2)

114. waveyou over talked to this p ern anot diarrnoeol treatment intgle pit (I) ____net asked (1
fer your chi ldre? ne esof Ill
 

no ls()
00 
a
( sto .11 ) 12. -,mor miat. it anything, Motivated yOU Or tnflUencs you to 

no fellonse (8) o3jld a latrine? (4ecorl first iton nOtionollIll. set did they tll yeuto do? (check up to three respenses) . tni, otivated us (003 _ Chief or ,nOuns ()
(Ced €I If only ow or two anwer$ R a private Plat. taily ewer (09) 

e given) wanted to avid tee Oie, _.nfe o friends (IC), ddew t how r i l unloseif d 111" in) Alo e privacy (01) I___t ae Wor headaster I I
dwolt Imor (U) g11ive toimit 	 PAg () 	 wonti to ovoid di4l8l ) n le (12) 

_Jig a l Foo oll jl(U lIl to P0 (02p(i other. speify 
IV* as (a) _ V"u (a101health assistant erP to traditional hnler (U) -	 (13)lea I (04) __n roen" tol(

ilin09 cleiify. (0. __ ot , mural fwelts notivaters(lU)l net o()
 

lot)
'an e 	 _I11,rse (OU)-	 la.ftasion lo. M. I. etc.) (07) 

ien good"P)e 	 in. Weo of your "m m roplerly use the latrine?II. nw I or hed Of sWOINg called a reihyraion kit? A. oa out childrn less id 3Ies elI. do ta O toe 
no) -.. Je (II loatrnel(a to .131 no l(leS)ml
 

,no res (0. 
 Pno ___n ~ wi (1)rs) 	 faldoi 

-a 	 aawud o ne. iti pl 
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~,saut Chldrn3 to IbYOMold. deth1Ye thel~ri"?Wha 

ne respos ( _ children 3 to 1 (3) 

Q. rat asked -- Al latrine (9) 
-_ 

r 0 yers iod. do the u
C. 	 What outCtild er11 but 

the latrine? 

o() _.s (1) 
m MmoS me ciSldren over Sbut under 10 (2) 

_ Q. nt asked -- latrine (9) 

mne fift.. do they us
0. 	 What abt Chlidren over te. but 

the letriAt? 

me (a) 1o(1) 
A mw I) Me Children betemn I0 Wn Is II) 

_. not iked - S latrine (O) 

afIt Nen. i they use the latrine? . mat e t 

e (I
AS(0) 

ASpresems (4) meAsalt wml 2) 
Q. net ased -- latrine () 

en. 	 do they use the latrine?F. 	 Wiat about 

AS (0) oj (1)
 

AS respenso (i) ne adult men(2) 
. . not asked -- no latrine (9) 

nt 	UV the %More are their stools26. 	 Wen children de latrine. 
left?
 

..e_'t knew (0)
 
-left to"e they defecate (1)
 

t.hMrm 1n the bvsh (aD
 

, 	 thrm in latrine (2) 

ama buied 141- thrm in a hole 
_ 	 et~e, seuify 

ASreWsuen, d 



__ 

_______ ________ 

____ 
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APPEIDZX C : CINIC REGISTRY FOM 
MINISTRY OF HEALTH 

PUIUC HEALTH UNIT 

ASSESSMENT OF IARRHOEAL DISEASE 

CASE REGISTRY 0 to So MONTHS 

CLINIC NAME 
DATE CHILD'$ NAME AGE STATUS OF DAY OF OuiNg MIAZLIS

,_______________(MONTHS) DEHYOATION IAO A llPOwI' ALSO? 

3. 
........
 

4. 
_ ...........
 

- -

..........
 

4___ 
EE, 

IO. _ _ PAZ O_ 

ND
 
M; _______I 1 SECOND_ 

on _. oil. No ____THE__i7._______ DYOONUASL___3. _______ 
SL.
 

Y.ye--s _--"
_ 

LONER EFOE TEY AME 

F0N ALL CATEGORIES. WRI8u - A'U0 IFTHE ANSWER 1S UNKNOWN. 
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HOW TO ASSESS THE HYDRATION
 
STATUS
 

NORMAL HYDRATION 

* 	 General appearance 
* 	 Skin elasticity 

(best to pinch-up
skin on abdominal waill) 

* 	 Eyes 
* 	 Pule 
* 	 Respiration 
* 	 Urine output 

Amount of dehydration ia les than 5% 

MODERATE DEHYDRATION
 
* 	 General appearance 
* 	 Skin elasticity 

(best to pinch-up

skin on abdominal wall)
 

* 	 Fontaneile 
* 	 Eyes 
* 	 Tongue 
* 	 Pulse 
SRespiration 
* 	 Urine output 


Amount of dehydration is 6 - 91
 

SEVERE DEHYDRATION 

* General appearance 

- Skin elasticity


(best to pinch.up
 
skin on abnominal wall)


* 	 Eyes 
* 	 Pulse 

Amount of dehydration is 10% or preater. 

well 
normal 

normal
 
les than 120/minute
 
20-30/minute
 
normal 

restless or floppy
 
reduced
 

depressed
 
slightly sunken
 
dry 
120-140/minute
 
30-40/minuto
 
decreased
 

very limp, or unconscious 
severely reduced 

severely sunken 
very weakor absentmore 
than 140/minute 

http:pinch.up

