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H. 	EVALUATION ABSTRACT
 

The National Control of Diarrheal Diseases Project (NCDDV:) 
in Egypt aims to reduce
diarrheal mortality in children through a national program to train health professionals
and to educate mothers in treatment of diarrhea, and to make oral rehydration salts
(ORS) and oral rehydration therapy (ORT) widely available. 
The following are the major
findings of this joint donor review:
 

o 
The Ministry of Health, through the semi-autonomous NCDDP Secretariat, has
successfully implemented a national, multi-sectoral ORT campaign, within three years,
at a cost of about LE 1.00 per mother served. 
The project has established over 2700
rehydration centers at 77% of all health facilities, and ORS is widely available.
 

o 	The public education campaign in support of the ORT program has been highly
-Alccessful 	in promoting widespread awareness and use of ORT through national
elevision. 
 96% of mothers interviewed by the review team recognized the ORS packet,
32% 
reoorted using it, and 97% of users were able to mix it correctly. Media
 messages need to be reinforced through improved health education, since mothers still
need more information on many aspects of diarrhea case management.
 

o 
The NCDDP has trained large numbers of health Personnel, but training activities are
behind schedule. 
ORS is widely used by health professionals, but many of them lack
adequate case management skills and still prescribe drugs along with ORS.
 

o 	Local-level personnel are not adequately involved in the central program planning
process, and are dissatisfied with the current incentive system.
 

o 	NCDDP-sponsored operations research has been very effective and has directly
contributed to program success. 
Studies of mortality, however, have not beei3 able to
link ORT to reduced mortality, owing to the difficulties in measuring short-run
changes in mortality and isolating program effects from other factors. 
The project
reporting system needs revision to make it more relevant 
to project management needs.
 

The major recommendations of the review team are as 
follows:
 

o 
The project should be extended for at least two years, during which time integration
of 	activities into the MOH should begin. 
The program planning process should provide
for more local involvement, and the incentive system should be revised.
 

o 
The NCDDP should give top priority to training health personnel in case management.
Media messages should emphasize correct use of ORT, feeding practices and diarrhea
prevention. 
Health education through health facilities should be strengthened.
 

o 
Future rese:arch should stress effective ORT use, diarrhea prevention and health
services management. 
The NCDDP should consider employing appropriate expertise to
 
oversee mortality studies.
 

I. 	EVALUATION COSTS
 

1. 	Evaluation Team: 
 (Only USAID nominated team members are listed below. 
 See Annex 2
for other team members.)
 

Name/Affiliation 
 Contract # OR 
 Contract Cost OR 
 Source of
 
TDY Person Days 
 TDY Cost (US $) FundsMr. Robert Clay, AID/Washington 
 15 
 $ 3,000 
 OE
Dr. Carl Stevens, Consultant 
 15 
 ($24,000 Project
Dr. William Woodward, Consultant 
 15 	 ( Project
 

2. 	Mission Staff Person Days: 
 30 3. Grantee/Staff Person Days: 
 120 



A.I.D. EVALUATION SU4MARY: PART II
 
J. SUMMARY OF EVALUATiON FINDINGS, CONCLUSIONS AND RECOMENDATIONS
 

USAID/EGYPT: CONTROL OF DIARRHEAL DISEASES PROjECT (263-0137)
 
SECOND JOINT GOE/DONOR REVIEW, JUNE-JULY 1986
 

PROJECT DESCRIPTION: The Control of Diarrheal Diseases Project aims to
 
reduce mortality from diarrhea in children by making rehydration services and
 
materials widely available and used through a national program. The project
 
has provided $ 26 million to train practitioners and to improve mothers'
 
knowledge, attitudes and practices regarding the proper treatment, management
 
and prevention of childhood diarrhea; and to produce and to distribute oral
 
rehydration salts (ORS) sufficient to ensure wide access throughout Egypt.
 

EVALUATION PURPOSE AND METHODOLOGY: Ihis second "joint" donor review of
 
the National Control of Diarrheal Diseases Project (NCDDP) in Egypt was
 
conducted by a team of 19 persons nominated by the Ministry of Health (MOH),
 
USAID, WHO and UNICEF. The review aimed to assess the progress of the
 
national program. The team interviewed NCDDP staff, reviewed project
 
documentation, and visited ten governorates, where they interviewed over 160
 
health personnel and pharmacists, as well as 161 mothers.
 

FINDINGS AND CONCLUSIONS
 

Project Administration: The semi-autonomous status of the NCDDP has given
 
it the necessary f1-xibility to coordinate a large, multi-sectoral program.
 

It has successful ompleted a wide range of planning and administrative
 
functions. The esLablishment of over 2700 rehydration centers at 77 per cent
 
of all health facilities is itself a major accomplishment. Integration of
 
central planning and coordination functions into the MOH is, however,
 

desirable in the long-term.
 

To the project's credit, all activities at the governorate level and below
 
have been carried out within the health service system. However,
 
decision-making has been overly centralized; the NCDDP structure has not
 
adequately involved the governorates in the planning process. Local personnel
 
also lack control over, and understanding of, centrally-administered incentive
 
payments. As a result, the present incentive system has become a source of
 
contention, rather than of motivation for good performance.
 

Improving Mothers' Knowledge and Use of ORT: The project's major success
 
has been in the area of mass communication. It can be attributed in large
 
part to two well planned and implemented national television campaigns. The
 
campaigns concentrated on a few, simple messages that were carefully derived
 
from relevant operations research. Tle use of television was a wise choice,
 
given its virtually universal coverage in Egypt, and its effectiveness
 
compared with other media.
 

The results of these campaigns are impressive. Within three years, a new
 
concept in childhood disease - dehydration - and a method for its prevention
 

and treatment have been introduced to the public and widely accepted. Project
 
studies indicate that awareness of ORT is almost universal, with the vast
 

majority attributing their knowledge to TV. Increases in use have been
 
substantial. Review team field visits supported these findings. 96% of 161
 
mothers interviewed by the team recognized the ORT packet and its purpose, and
 

82% reported using it. 97% of the users could correctly mix ORS.
 



The review team conclude& that the project's focus on the primary target
 
audience, i.e., mothers, has resulted in a demand-driven system with important
 
positive implications for the sustainability of project achievements.
 
Increased access to and knowledge of ORS has been achieved at a modest cost of
 
a little more than L.E. 1 for each mother gaining this benefit.
 

However, studies and field visits indicate that while mothers know of and
 
use ORT, they need more information on many aspects of diarrhea case
 
management, e.g. how often to give ORT, how to feed their children during
 
diarrh( , etc. The media campaigni, require reinforcement through health
 
educat n, but the MOH system has thus far been unable to meet this need.
 
Improved coordination of project communication and training activities is
 
needed, so that health personnel can more effectively reinforce media messages.
 

Training Practitioners in Diarrhea Treatment and Management: The NCDDP
 
has trained over 9,000 government physicians and 3500 nurses. Progress has
 
been made in integrating diarrhea case management into medical and nursing
 
school curricula. The project has also trained between 300 and 400 pharmacy
 
inspectors and government pharmacists.
 

Despite these achievements, there are several problems in the training 
area. Priority training activities for the current phase - production of 
training materials and a new, task-based curricula - are behind schedule. 
There has been little follow-up of training impact. The review concluded that 
training activities have lagged behind other components, and that the NCDDP 
needs to increase the volume and improve the quality of training. 

ORS is widely used in both public and private health care sectors.
 
However, project studies and field visits indicate that many health
 
professionals still lack appropriate ORT knowledge and case management
 
skills. ORP is rarely used alone; antibiotics and "antidiarrheal" drugs are
 
frequently prescribed in conjunction with ORS. Moreover, more attention
 
should be given to feeding practices during diarrhea. However, the project
 
made a deliberate strategic choice to emphasize ORT - and it was a good one.
 

NCDDP supervisory activities tend to focus on physical facilities, rather
 
than on performance monitoring. The impression of the review team was that
 
supervisory visits to health offices and facilities are infrequent, and
 
provide little feedback for improving health worker performance.
 

The oilot community "depot-holder" scheme for ORS distribution is still 
largely functional more than six months after official termination of the 
pilot study. The team concluded this scheme is a low cost and effective model 
for improving access to OR5, and recommended its phased expansion. 

Production and Distribution of ORS and ORT Materials: The NCDDP has
 
contracted a public sector firm to produce national ORS requirements, and uses
 
three distribution channels to reach both public and private sector outlets.
 
The review concluded that ORS stocks are widely available and the multiple
 
distribution channels are functioning well. The continuous, adequate supply
 
of ORS to most outlets is a significant achievement. The team observed that
 
ORS and ORT equipment supplied to health facilities are often not related to
 
actual needs. (However, the report provides few specific examples and no
 
recommendations regarding equipment.) The team also noted that old 27.5 g
 
ORS stocks were in deteriorating condition and needed to be destroyed.
 



Current dependence on a single, public sector firm for ORS production may
 
have implications for long-term program sustainability. The NCDDP should
 
assess the advisability of increasing the number of ORS producers, and
 
allowing them to distribute directly to the private sector. Local sources for
 
raw 	materials should also be explored.
 

Project Information Systems: The team concluded that the project's
 
routine reporting system lacks clear objectives and collects excessive
 
information. The relevance of reporting requirements is not apparent to
 
health unit staff, who therefore neglect or poorly carry out these duties.
 

However, the research program, which has supported a wide range of
 
operations research activities, has been very effective. The emphasis has
 
been on rapid, low-cost studies, designed to obtain information of immediate
 
programmatic relevance. Research results have been directly applied to the
 
design of project components, and have contributed to the project's success.
 

Impact on Mortality: Recent project studies of mortality data have
 
claimed that the ORT program has lowered infant and child mortality rates.
 
After carefully reviewing these studies, the team concluded that these claims
 
were premature. Infant and childhood mortality in Egypt have declined
 
significantly over the past few decades, but there is considerable
 
inter-annual fluctuation in childhood death rates. Significant departures
 
from an overall trend can rarely be detected by comparing data for just two
 
years. Moreover, project research has thus far failed to isolate program
 
effects from other factors, and has often been based on flawed statistics
 
and/or methodology. There is, however, general agreement that ORT
 
substantially reduces the risk to children of death from dehydrating diarrhea.
 

KEY 	RECOMMENDATIONS:
 

o 	 The project should be extended for at least two years. The current
 
administrative structure should continue, but planning for transfer of
 
administrative responsibility to the MOH should begin as soon as possible.
 

" 	 The NCDDP should more actively involve governorate and district level
 
personnel in program planning. The incentive system should be overhauled
 
with input from local personnel, and more closely linked to performance.
 

o 	 Priority should be given to training health professionals in diarrhea case
 
management skills. Efforts should be made to limit inappropriate use of
 
drugs in diarrhea treatment. The NCDDP should emphasize correct use of
 
ORT, feeding during diarrhea, and diarrhea prevention, and mass media
 
efforts should be reinforced by improved health education.
 

o 	 The routine reporting system should be simplified, and data should be
 
compiled and analyzed at each level of the tiered reporting system.
 

o 	 Research efforts should emphasize effective use of ORT, diarrhea
 
prevention and health services management. Mortality studies should
 
continue, but NCDDP should consider employing an epidemiclogist or
 
statistician to closely supervise these studies.
 

o 	 The ORS depot holder scheme should be expanded to other rural areas.
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K. ATTACHMENTS:
 

Report of the Second Joint Ministry of Health/USAID/UNICEF/WHO
 
Review of the National Control of Diarrheal Disease Project
 
(NCDDP) in Egypt;
 

Annex, Economic, Financial and Fiscal Considerations.
 

L. COMMENTS BY MISSION
 

1. Joint Review Process and Report:
 

This is the second of two joint donor reviews of the
 
National Control of Diarrheal Diseases Project. The Joint
 
Review process was included in the Control of Diarrheal
 
Diseases Project Paper not only as an evaluation tool for the
 
Egypt ORT campaign but also as a resource for the major donors
 
in ORT - AID, WHO and UNICEF - to use in assisting other
 
developing countries in launching campaigns. The first Joint
 
Review, held in 1984, was successful; it resulted in an
 
objective report incorporating practical guidance for project
 
implementation. USAID used this report as a project evaluation.
 

Based on this experience, USAID determined that the second
 
Joint Review would serve as a mid-term evaluation of the
 
project. Another factor in this decision was that we felt
 
separate evaluations by different donors would increase the
 
workload for the NCDDP Secretariat, and might result in
 
conflicting recommendations to the MOH and the project.
 

However, the second Review was not satisfactory. It became
 
clear that WHO and USAID had very different agendas. WHO's
 
primary interest was to conduct a country assessment of ORT
 
activities; USAID was seeking specific guidance for the design
 
and implementation of the next phase of project activities.
 
Although WHO had agreed in principle to a Scope of Work
 
prepared by USAID, this Scope was not followed by the WHO team
 
leader. WHO also incorporated reporting tasks of minimal value
 
which reduced time available for report writing and detracted
 
from the quality of the final report. Although the Joint
 
Review can be a useful process, USAID would be reluctant to
 
evaluate the project through this mechanism in the future.
 

The report does have some value. It identifies a number of
 
important issues, and bases its findings to a large extent on
 
empirical data. However, it lacks a comprehensive overview of
 
project accomplishments and problems. The team was divided
 
into small groups to review individual program components, and
 
the presentation of findings in the full report reflects this
 
fragmented approach. As a result, the report fails to convey a
 
sense of the relative importance of specific achievements and
 
problems, and is sometimes internally inconsistent.
 

I 



The report is not balanced. It emphasizes problems rather
 

than accomplishments, and frequently adopts a negative tone.
 

The executive summary attempts to redress this imbalance by
 

highlighting the positive accomplishments of the project, but
 

does not adequately discuss important issues. Finally, the
 

very large number of recommendations are not prioritized, nor
 

do they include practical guidance for project implementation,
 
reducing their utility from a project management perspective.
 

In some instances, they also reflect a lack of understanding of
 

the project and the Egyptian health sector.
 

2. Sustainability: The report also gives short shrift to the
 

issue of sustainability. This was an important question in the
 

original Scope of Work for the Review prepared by USAID, and
 

one of direct relevance to the Project Paper Amendment USAID is
 

currently preparing. The team economist did attempt to address
 

this issue, but did so in a highly theoretical and simplistic
 
manner. The report falls short of identifying the types and
 

levels of program inputs required to maintain the achievements
 
of the NCDDP over the long-run.
 

The project was originally designed as a "campaign" to
 
promote ORT. Although it was very successful on these terms,
 
USAID now recognizes that the "campaign" approach may not
 

adequately sustain achievements beyond the project time-frame.
 

The report's primary guidance in this area is to integrate
 
NCDDP functions into the MOH, but it provides very little
 
specific advice on how to undertake this process. Moreover,
 

institutionalization goes beyond the transfer of NCDDP
 

administrative functions to the MOH. The Amendment should
 

identify activities critical to maintaining current program
 

achievements, and address their continuation beyond the project.
 

3. Impact: The report concludes that a variety of problems
 

make it virtually impossible to isolate the impact of ORT on
 

mortality in the short-term. However, the report appears
 

inconsistent in recommending continued efforts to analyze
 

mortality data, despite the disappointing results of mortality
 

studies to date. The team's rationale, as expressed orally to
 

USAID, was that it was worth continuing these efforts because
 

"if any place can prove that ORT reduced mortality rates, Egypt
 

can'.
 

This is not the first USAID evaluation to draw attention to
 
the significant difficulties inherent in attributing changes in
 
mortality to specific health interventions. USAID is
 
increasingly skeptical that this is a worthwhile exercise.
 
During the amendment period, we will continue mortality
 
studies, but we will place greater emphasis on complementary
 
efforts to track "process" indicators and intermediate effects,
 
e.g., severity of diarrheal admissions to hospitals,
 

This is probably a more realistic
nutritional status, etc. 

approach to impact evaluation.
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MINISTRY OF HEALTH/USAID/UNICEF/WHO REVIEW
 
OF THE NATIONAL CONTROL OF DIARRHOEAL DISEASE
 

PROJECT (NCDDP) IN EGYPT
 
15 JUNE - 3 JULY 1986
 

PART A: EXECUTIVE SUMMARY
 

1. Introduction
 

The review was conducted by a team of eight national and 11
 
international members. For two days NCDDP staff presented an overview of the
 
project to the review team. Five subsequent days were spent in interviewing
 
Project staff and resource persons, in groups and individually, and in
 
reviewing the extensive documentation of the Project. During a 6-day field
 
visit eight 2-person teams visited 20 districts in 10 governorates and
 
conducted more than 160 interviews with government health staff, pharmacists
 
and private practitioners. In addition, 161 interviews with mothers focusing
 
on knowledge and use of ORS, and other aspects of diarrhoea case management 
were conducted. To a large extent, places visited and interviewees were 
randomly selected. 

The review team then spent a week in Cairo compiling data from the field
 
visits and preparing a final report. This report is briefly summarized here
 
and presented in greater detail in parts B-D.
 

2. Major findings of the Review
 

o Consistent with findings of a number of studies reported by the 
Project, the Review found impressive levels of knowledge and use of 
ORT among mothers. Of 161 mothers interviewed during the Review, 
96% knew what a packet of ORS was used for, 82% said they used it 
and 71% knew some signs of dehy-dration. Of the users 97% could 
correctly mix ORS. 

o The production of adequate quantities of ORS within rgypt and its
 
effective distribution through more than one channel to around 3000
 
government facilities and approximately 6000 commercial pharmacies
 
is a major achievement. Only six of 64 facilities and one of 52
 
private pharmacies visited were without stocks of ORS, and few had
 
experienced significant difficulties in its supply. The
 
establishment and supply of equipment to over 2700 ORT units in
 
government health facilities is commendable.
 

o The greatly increased access to and knowledge of ORS have afforded 
mothers opportunities to prevent death due to dehydration in their 
children - an important accomplishment which has been achieved at a 
modest cost of a little more than L.E. 1.0 for each mother gaining 
this benefit.
 

o It is also noteworthy that these impressive achievements have been
 
largely made in the short time span of three and a half years.
 

o It is apparent that the above findings can be attributed in large
 
part to a well planned and carefully impletented mass media campaign
 
very largely channelled through television, of which ownership in
 
Egypt is remarkably high.
 



o Operational research has been utilised to advantage throughout the
 
project especially in the design of the mass media campaign.
 

o The Project's wise focus on the primary target audience, mothers,
 
has resulted in clreating a demand-driven system which has important 
positive implications for the sustainability of the Project's
 
achievements.
 

o There is general agreement in the international health community 
that properly administered ORT will reduce the risk of death due to 
dehydration. Given the widespread use of achievedORS by the NCDDP 
in Egypt it is reasonable to assume that there has been a favourable 
impact on childhood mortality. It is now important for the Project 
to undertake the necessary studies to estimate the extent of this 
impact by appropriate demographic and epidemioLogic means.
 

o The semi-autonomous administrative model of the NCDDP as a 
coordinator of a multisectoral approach was useful and successful. 
Integration of the activities of the Project into the appropriate 
sections of the "Unistry of Health at central level is desirable in 
the long term. It is important to note that throughout the life of 
the Project all activities at governorate and lower levels have been 
carried out within the health service system. This has been a 
major factor in the Project's success. 

o Large numbers of existing, trainee and newiy graduated healtn care
 
providear- have been trained in diarrhoea case management. The 
recent initiation of a task-oriented training programme with an 
emphasis on 
practical treatment skills is commended.
 

o The Project's management information system is ambitious. It is
 
designed to obtain information 
fox Project planning and evaluation. 
However, partly due to its complexity, it has not yet adequately 
served this purpose. 

o In both the government health services and in the private health 
care sector, use of ORS is widespread. However, it is rarely used 
alone. Arnibiotics and "antidiarrhoeal" drugs are frequently 
prescribed as a routine treatment for diarrhoea. It is noted that 
it was a deliberate strategy of the Project to give greatest 
emphasis in the first instance to the promotion of ORT.
 

o The strategy used by the depot holder scheme is an effective means 
of increasing mothers' knowledge and use of ORS.
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Major recommendations 

The review recommends that:
 

o 	 The NCDDP should be extended for at least 2 years beyond September 
1987. The currnt administrative structure should be maintained in 
t-he short tarm, but planning for phased transfer of administrative 
responsibility for all Project activities to relevant sections of 
the Uinistry of Health should be initiated as soon as possible.
 

o 	Priority should be given to 
the training of health professionals in 
diarrhoea case management skills based on the newly developed
 
guidelines of the NCDDP. A continuing effort 
 to formally

incorporate this training into 
the basic curricula of all health
 
educational institutions needs to be maint,,ined.
 

o 	 Having effectively created public demand for ORS, the NCDDP should 
direct attention towards 
its correct use, feeding during diarrhoea
 
and the prevention of diarrhoea. While maintaining mass media 
communications, health education through health facilities should be 
strengthened, particularly by improving the communications skills of 
health staff.
 

o The NCDDP should more actively involve governorate ann district 
level personnel in the planning, evaluation and follow-up of Project 
activities. 

o 	The routine reporting system of the NCDDP should 
be simplified to 
collect only the information needed for Project management. There 
should be a tiered reporting system with appropriate compilation and
 
analysis of data at each level.
 

o A variety of carefully planned and implemented research ana
 
evaluation studies should continue 
to be undertaken. These snould
 
aim to measure the extent of the impact on infant and child
 
mortality, especially that part attributable to dehydrating

diarrhoea, while also giving priority 
to effective use of ORT,
 
diarrhoea-preventing interventions and health services management. 

o 	Evaluation activities carried out by contractors should be closely
 
monitored. This will be facilitated by the newly formed Scientific
 
Committee and its sub-groups. However, in view of 
the large amount
 
of quantified statistically-based evaluation and research being

undertaken, consideration should be given to employing a skilled
 
epidemiologist/statistician to ensure appropriate statistical design 
and analysis. 

o 	 Efforts should be undertaken to limit the inappropriate use of drugs 
in the treatment of diarrhoea. These may include: 

-	 guidelines for health care providers on the correct indications
 
for the use of antibiotics;
 

- restrictions on the registration of inappropriate drugs
 
particularly multi-component "antidiarrhoeal" drugs; and,
 

- stopping the distribution of inappropriate drugs through the 
government health services. 



o The ORS depot holder scheme should be expanded to other rural areas,
 
beginning in governorates where the responsible officials are
 
already familiar with the scheme.
 

o The payment of incentives to peripheral health personnel should be
 
more closely linked to objectively evaluated performance. To this
 
end, the incentive system should be reviewed with the involvement of 
district level personnel. Non-financial incentives should also be 
considered. 

Iore spc-cific recommendations are listed at tha end of each section of
 
the full report and a complete list appears in section E.
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PART 	 B: REVIEW METHODOLOGY 

1. 	 Terms of reference
 

The objectives of the Review wcre defined by the four parties involved 
as the following:
 

o 	to 
evaluate NCDDP's progress towards achievement of its objectives
 
and 	 targets (according to the Project's Logical Framework and 
Implementation Plan); 

o 	 to evaluate the Project's progress towards implementation of the 
First 	Joint Review recommendations;
 

o 	 to identify and assess relevant obstacles and constraints related to 
implementation of Project activities;
 

o 	to make recortuendations for the final phase of the Project; and,
 

o 	to submit a report to the Executive Director of NCDDP and the
 
Ministry of Health.
 

In addition, a list of 7 key evaluation questions formulated by USAID 
Cairo 	was considered by the team (Annex 1).
 

2. 	 Outline of review methodology
 

The review was conducted by a team of 8 national and 
11 other members 
nominated by USAID, UNICEF and WIO (Annex 2). 

Fcr two days, staff of the NCDDP briefed the team on each of the 
components of tfie Project. Five subsequent days were spent interviewing
Project staff and resource persons (Annex 3), individually ana in groups and 
in reviewing programme documents (Annex 4).
 

During a 6-day field trip in 10 governorates, over 340 interviews 
were
 
conducted in government health 
offices ana health facilities and with private

practitioners, pharmacists, ORS depot holders and mothers.
 

3. 	 Places visited and interviews conducted (Annex 5)
 

Seven 	 two-person teams visited the following governorates: 

o 	 Cairo 
o 	 Alexandria 
o 	 Dakahleya 
o 	 Qena 
o 	Beni Suef
 
o 	 Behera 
o 	Sharkeya
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The first 4 of these were visited as they had been covered by tne First
 
Joint Review of the Project in 1984. The other 3 were 
randomly selected: 

In these seven governorates the following total numbers of interviews 
were conducted at the various levels shown:
 

Governorate Directorate of Health 
 7
 
District Health Office 
 13
 
General, Fever or Paediatric Hospitals 
 9

District Hospitals 
 9
 
Urban Health Units 
 8
 
MCH Centres 
 12
 
Rural Health Facilities 
 27
Private Pharmacies 
 52
 
Private Medical Practitioners 
 30
 
Households 
 J.37 

A further 6 districts in 3 governorates (Assiut, Kalioubia and Sohag)were visited to evaluate the ORS Depot Holders Scheme. Interviews were
 
conducted in a number 
of health facilities, with 12 depot holders and 24
 
mothers.
 

Standard data collEction forms were utilized at 
all ievels. To a large

extent 
the places visited and the interviewees were randomly selected.
 

A specialist in mass media communications spent 10 days in Cairo
 
reviewing this component of the Project and a demographer spent the whole

duration of the review examining data on childhood mortality.
 

The Review team spent 
a final week in Cairo compiling data from the field
visits and preparing a final report, The executive summary of the report was
 
presented 
to Dr Mostapha Hammamy, Under-Secretary 
of State for Basic Health
 
Services and Family Health 
on 3 July.
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PART C: BACKGROUND INFORMATION
 

1. Brief description of Egypt
 

Egypt comprises a total area of 1 002 000 sq.kms. The country may be 
divided into three major geographical regions, nimely: Nile theThe Valley,eastern desert and the western desert. Only 4 per cent of the total area ofEgypt is inhabited and the remainder is desert. The dominant feature of
in Egypt is the River Nile which stretches about 1800 kms. from south 

life 
to north.
 

The population of the country is largely concentrated along the Nile,making large portions of Egypt among the most densely populated areas of theworld. Per capita GNP as of 1984 is approximately US$690 (World Bank
Development Report, 1984). In Egypt there is wide availability of mass
 
media, including TV, an, the private sector is 
strong.
 

The country consists of 26 administrative units which are called 
governorates . Each governorate is divided into a number of districts andthe total number of districts is 154. Four of the governorates (Cairo,
Alexandria, Port Said and Suez) are almost completely urban. At the otherextreme are the five frontier governorates in Sinai and the desert areas castand west of the Nile Valley (Northern and Southern Sinai, Red Sea, Matrouh and
the New Valley governorates). The other 17 governorates are groupeC into the 
traditional regions of 
Upper and Lower Egypt.
 

2. Demographic data
 

Between 1897 and 1947, Egypt's population doubled from 9.7 million to 19

million at an average rate 
 of increase of 1.3% per year. In 29the years
between 1947 and the last census in 1976, the population doubled again to 38.9

million at an average annual growth of
rate 2.5 per cent. In the late iL70s
and early 1980s, the annual rate of population increase was 2.7 per cent, so
that the 1985 population 'is estimated at -48.6 million. aboutSince 1947,crude death rate has declined quite steadily from 

the 
anout 26 per 1000 to about
 

12 per 1000 in the 1980s. Th a have been wider 
 fluctuations in frtilityover this period largely explicable in terms of earlier fluctuations.

"echo" effect of earlier fertility variation 

The
 
in the 1940s also contributed tothe drop in the crude birth rate in late andthe 1970s early 1980s. Since 

1967, the five-year average for the crude ratebirth has not been far from 40 
per 1000. 

The trend in infant and childhood mortality is of immediate interest to
this Project. This is discussed in some detail in section DIl of thisreport. The NCDDP began at a time when 
the downward trend 
in infant mortality

had accelerated 
after a period of slow change between 1957 and 1971. The
mortality of children aged 1-4 
seems to have decreased even 
faster than infant
 
mortality in the period 1947-1976, falling from about 
53 per 1000 in 1947 to
 
about 17 per 1000 in 1976.
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3. Overview of the health sector
 

The health service sector in Egypt is composed of a variety of publil

and private organizations and institutions which provide sucn 
services as:
 

o free health services 
 through Ministry of Health and University
 
facilities; 

o Subsidized cost-sharing inpatient and outpatient medical care
 
through state curative organizations (in Alexandria and Cairo); 

o fee-for-service care by private physicians and hospitals; 

o reduced fee-for-service care through some government general

hospitals 
(during evening hours) and through social and religious
 
groups operating polyclinics;
 

o services for the military in facilities operated by the Armed
 
Forces; and
 

o emergency services offered by the Ministry of Health, with support 
from the Red Crescent Society. 

All health institutions in the country are under the Health Sector
Council, presided over by the Minister of Health, wnich is responsible forsetting health policy, defining health plans, and coordinating the efforts of
all agencies working in 
the health field.
 

Ministry of Health services
 

The Ministry of Health itself, together with the Governorate Health
Directorates, is organized to provide free care, primar'ly to the neediest
 
groups of the urban and rural 
population. 

.he central level structure of the Ministry consists of eight major
sectors, each headed by 
 an Under-Secretary. Diarrhoeal disease iscontrol 

located in the Primary Health Care and Family Health Sector.
 

The organizational pattern is generally replicated in each of the 26governorates under the direction of a Director-General or Under-Secretary
supervised by the Governor. Within each Governorate Health Directorate a 
multidisciplinary team usually headed by physicians is responsible for each of
the technical departments. Governorates are subdivided into districts (140rural and 72 urban) each of which has healtha structure headed by a District
Health Officer, 
 staffed by categorical supervisors and responsible for
 
supervising primary and secondary 
care facilities.
 

iP
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University hospitals
 

Eleven medical schools operating under 
the auspices of the MLinistry of

Higher Education, offer 
a full spectrum of free (and fee-for-service) tertiary
and secondary inpatient and outpatient services in major cities of Egypt. 

Private sector and charity organizations
 

The private health sector is a loose network of private clinics andhospitals (5% of total beds in Egypt), many of which are staffed by physicians
also in public service (attending private clientele in afternoons andevenings). Ministry of Health physicians in rural areas are permitted to 
carry out low-cost fee-for-service home visits.
 

Private sector activity has experienced a very rapid growth, partially
related to the limited growth capability of the public sector, and the large
volume of medical school graduates.
 

Private health insurance in Egypt is limited 
to a small range of 
activities, based on contracts with private sector providers, carried out by

division of one 

a
 
of the national insurance companies.
 

A growing number 
of charity clinics and hospitals are operated by
several religious and social organizations. Generally these provide curative
 
care and reduced fees are collected in some instances.
 

Other health sector activities
 

Drugs are a major 
 item of interest from a financial perspective.
Pharmaceutical production within Egypt, which accounts for about 80% ofnational consumption, is subsidized by the Governmen't though public ownership
of major producers. There is -price control on retail sales. Theapproximately L.E'. 37 million of health sector expenditures (1981) channPlled 
to drugs, covered mainly "essential drugs" distributed "free of chat" aturban health facilities throughout Egypt. 
 The rural areas received L.E. 0.18
 
per capita of this sum. 



Page 10 

In summary, this multi-level structure is the supporting framework for 4 
levels of direct medical care, which are sumarized in the following table:
 

Level Services 
 Source
 

Basic Health Care (GP, Ministry of Health:
 
outpatient, MCH/FP, school 
 Rural health units (2013)

health, health education, Rural health centres (528)
 
environmental health) 
 Urban 	MCH centres (245)
 

Urban health centres (101)
 
School health units (164)
 
Health bureaux (377)
 
Health insurance clinics
 

II 	 Specialized ambulatory and 
 Ministry of Health:
 
basic inpatient care 
 Rural 	health hospitals (55) (1522 beds)
 

Urban polyclinics (17)
 
School health specialized centres (48)
 
School health hospital3 (6) (631 beds)
 
Chest dispensaries (85)
 
Specialized clinics (51)
 

III Secondary inpatient and 
out- Ministry of Health:
 
patient basic specialized care General governorate ana district
 

hospitals (183) (24 275 beds)
 

Cnest disease hospitals (34) (7046
 
beds)
 

Specialized hospitals (201) (24 904
 
beds)
 
HIO hospitals (24) (3646 beds)
 
Curative care organization hospitals
 
(5) (3356 beds)
 

IV 	 Tertiary inpatient and out- Teacning nospitals (8) (2992 beds)
 
patient specialized and sub- Specialized research institutes (9)
 
specialized care for referred 
 (596 beds)

patients University hospitals (21) (13 208 beds)
 

University student hospitals (2) (176 
beds)
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4. 	 A brief history of the NCDDP
 

Oral rehydration therapy 
in Egypt began in the early 1960s. in 1961,
following a WHO consultancy, the M.finistry of startedHealth :) .id.ocite theuse of this therapy. In 1966, the /M!inistrv of iiealth inCludeo ::RT n tsbooklet on MCH guidelines, althouzgh the formula -f -he -olu:4- .sau was 
different from the present formula.
 

In 1977, the Iinistry of 
Health adopted the MHO recommended OAS formula

and began distributing 27.5g packets of ORS to the 
health centres. These
packets were supplied by who
UNICEf, supported the establisnmen, of a

production line 1982in at Chemical Industries Development Co. (CID) by
provision of the necessary 
 supplies and 
 equipment. Production and

distribution 
of 27.5g packets with UNICEF support continued until 1984
the packet size was standardized to 	

when
5 .5g. Since 1978 a commercial product

"Rehydran", had been 
available to pharmacies from CID, but production of ORS
 
under this brand name ceased in 1984.
 

In 1980 the Strengthening of Rural 
Health Services Delive v Project

funded by USAID studied the effect of 
ORS provided at the household level
(packet or home-prepared) and showed marked reduction in mortality, compared
to control areas. This study, conducted in collaboration with WHO, laid the
 
foundation for a national 
programme.
 

In 1981, VHO E.MRO collaborated with the 
 Department of Paediatrics atAlexandria UniversiLy, in the escaDlisnment of a 	 aegionai Demonstration andTraining Centre for Oral Rehydration. This centre has given mucn support to

the National Programme, particularly 
 in the early stages of the Project. 

In 1981, a USAID grant 	 agreement (totalling US$ 26 milJ.ion) was signedwith 	 the Gdvernment of Egypt for the establishment of tue NCDDP, to trainpractitioners in proper oral. thcrapy for diarrhoea; to improve mothers'
knowledge, attitudes and practices in caring for children with diarrnoea, andto ensure production and distri'bution of oral rehydration salts 	 in sufficientquantity. .In January 1983 Phase I of the Project started. In May *1984, aJoint 	 Government/USAID/UNICEF/ ,O review team theassessed situation and maderecomulendations for Phase II. in July 1984, Phase 
II started with full-scale
nationwide implementation of the Project. This second phase 	 of the Project
is due to last until September 1987.
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PART D: FINDINGS AND RECOMNLNPTIONS OF THE REVIEW 

1. ADMINISTRATION, PLANNING AND IMPLEMENTATION 

1.1 Administrative structure
 

m'nere are several organizational levels in the National Control of
Diarrhoeal Diseases Project (NCDDP) 
 as shown in Annex 6. At thepolicy-making and coordination levels there 
 is the National Steering
Committee. The chairman of this committee is the Minister of Health or hisrepresentative, the Under-Secretary of Health for Basic Health Services
Family Health. The committee members appointed 

and 
are by the Minister of Healthand include representatives of many ministries, departments and other

organizations. The purpose of the National 
 Steering Committee is todetermine the general policy of NCDDPthe and to ensure the cooperation of the
multiple organizations involved in its activities. Plans prepared by the
NCDDP are also brought before this committee for appcvval or alteration. 

The NCDDP secretariat ensures the overall management of the Project.The secretariat is made up of an Executive Director, seven unit coordinatorsand supporting staff. The seven coordinators have responsibility for thefollowing units: administration, research, evaluation, training, production
and distribution, mass 
 media & communications, and coordination and
implementation. A contracting firm (John Snow Public Healtn Group) provides
technical assistance to the secretariat as well as to tne National Steering 
Committee. 

In each of the 26 governorates in Egypt, there is a Governorate NCDDP
Coordinator in charge of diarrhoeal disease control activities. From tne
field visits it was reported that the proportion of working time devoted toCDD activities by these coordinators ranged from 16' 20%.to The Governorate
Coordinators are scheduled to *meet monthly, in Cairo, to discuss their
 
activities and plans.
 

In each of the governorates, a Governorate Steering Committee was

established during Phase II of 
tne Project. They are 
each headed by the
Dicector-General 
or the Undcr-Secretary of Health for 
the governorate and like

the National Steering Committee, they include 
 members from multiple
disciplines. The Governorate Steering Committees are scheduled to meet every

month. However, the field visits showed that this was not often the case.They are intended to identify and address problems which arise at the 
governorate or district levels.
 

At the district level, there is one 
health officer who has been assigned

major responsibility for implementation of CDD activities. At hospitals,rural health centres and rural health units physicians generally have the 
major responsibility for CDD activities. 

The organizational model 
 of the NCDDP is designed to coordinate

activities through the Ministry of Health system and other institutes rather
than to implement services itself. 
 The Project is administratively

semi-autonomous 
which 
has allowed greater flexibility in coordinating the
multiple institutions involved. 
 This overall design has been both useful and 
successful.
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The NCDDP has made considerable 
progress in specific administrative
matters during II.
Phase Under 
growing demands, the project has completed

many central level administrative functions. These included the
have

preparation 
and revision of annual workplans, the preparation of annual
 
budgets 
for project activities, :he administration of numerous work orders and
contracts, payment 
for goods and services, provision of Lrans!ortation ana

preparation of financial reports. The management oi a stanf of over 70persons is also a sizeable administrative undertaking and accomplishment.
The unit provided considerable support for the Regional ORT Conference held inApril 1986 and attended by over 500 participants, for currentand the Second 
Phase II Joint Review of the NCDDP.
 

1.2 Planning and implementation 

The NCDDP plan for Phase II is comprehensive. It calls for
coordination rather 
than actual implementation of services and 
goes beyond the
traditional government health services planning model by including the privatesector (for example, in project evaluation, communications 
 and ORS
distribution) and the professional health education institutions. 

The governorate level has limited involvement in the planning process.
Of the NCDDP governorates and districts that were surveyed, none had a copy ofthe national plan of operation, though some were ofaware ovcrallobjectives. Governorates had not been requested to formulate workolans withlocal objectives and targets. Tnere was a generai feeiing among staff atthis level tL1at they were not sufficiently invoived in planningzae process
which takes place largely at the central level. 

During Phase theII NCDDP established over 2700 rehydration centresthroughout Egypt, that is, in over 70Y of healtn facilities. Grants weregiven to either refurbish establishor these centres. This is a sizeable 
achievement.
 

The Project has also upgraded 2 university hospital laboratories during 
this period.
 

In the establishment of ORT units, the emphasis has been on provision of

supplies and equipment. The review team got the impression that in someareas a "functioning ORT unit" 
was defined as a room having specially designed
chairs and some other equipment, that is, the focus was on the physicalfacility rather onthaa provision of services. The supervision conaucted
also focused on supplies and equipment and less on performance. As theProject seeks to coordinate a wide range of implementation activities throuuh

the Ministry of Health system, adequate tools for assessing the implementationpla-is are essential. Check lists for supervision have been developed by
the Project, and field visits indicate that these were sometimes utilized.
Section D2 covers this topic in more 
detail.
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Although the Project conducts regular governorate coordinators' meetings

in Cairo, many governorate level staff, and particularly directors of the
 
district health services, stated that they received insufficient feedback o'n 
activities that were implemented.
 

1.3 Payment of monetary incentives 

Financial incentives offered to health personnel involved in the
 
activities of the NCDDP are intended motivate workers to perform betterto 
towards achieving 
the Project's objectives by partially compensating for the
 
current low salaries, The present incentive system is centrally administered 
by the Coordination and Implementation Unit, based on reports from the field
 
as described in Section D8.
 

The General Directors of Health in the governorates and the Governorate 
NCDDP Coordinators receive an incentive payment of L.E. 50 per month. There 
are also quotas for each level and each type of health staff. 

Governora.e and district level staff felt that they are in a good 
position to evaluate actual performance of health workers, the intended 
criterion for incentive payment. However, they did not feel. part of the 
decision-making process. Many said they were not given an explanation when 
changes were made in the allocatioti of incentives by the central level. 
Often workers had felt that tney had performed properlv, ana wanted to know 
the reason for not receiving an incentive. This has led to some frustration 
and dissatisfaction among the staff, possibly to the extent of jeopardizing 
the quality of work.
 

1.4 Key issues
 

1.4.1 There appears to be inadequate coordination between the various units of 
the NCDDP. This may partly be attributed to the lack of regular NCDDP staff. 
meetings. The original plan of operation 
called for weekly meetings, but 
these have not been conducted as planned. 

1.4.2 Delays in processing due to Government of Egypt and USAID requirements 
and regulations have resulted in inefficiency and frustration. IIIe 
production of training materials, for example, seems to have been indelayed 

this way.
 

1.4.3 The National Steering Committee has substantially reduced the frequency 
of it:s regular coordinating meetings. August 1985, only oneSince meeting of 
the Steering Committee has been held (January 1986). Even though many 
central levul activities (ORS production and the mass media campaign) do not 
require as much discussion by the Steering Committee as previously, the field
 
implementation of 
the Project does require such a regular forum for discussion.
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The phased integration of the activities of tie Project into the
appropriate sections of the Ministry of Health, at central level, will require
immediate discussion and planning at 
this level.
 

1.4.4 A major issue in the NCDDP is the division between tie central andgovernorate/district activities. 
 Under tqe existing administration

framework, most of the decision maiing, policy discussion, and feedback
concerning the Project takes 
place at the central level. Although there is 
a
forum for Governorate Coordinators to discuss issues, 
recently it has not met

regularly enough and 
has had limited linkages with the National 
Steering
 
Committee.
 

1.4.5 In order to fully carry out the future plans of the Project, a complete
NCDDP staff at central level is needed. At the time of this Review, a total 
of 14 approved positions had not been filled.
 

1.4.6 It is felt that a programme as 
complex and comprehensive as the NCDDPrequires full-time directioa, and as the current director also has

responsibility as the General. Director 
for Urban Prinary Health Care tnis i.s
not always possible. In addition, over the past four years, there have beenfour different project directions. This has caused repeated disruptions inProject direction and administrative procedures. Unit coordinators 
are also

often 
 holding other positions, reducing tneir overall time for 
 NCDDP 
activities.
 

1.4.7 There appears to be an overall lack of understanaing regarding tue

general administrative policies among the NCDDP staff. The last Joint Reviewrecommended that an office procedure manual be prepared. The Review teamfound that the manual, which has subsequently been prepared, is limited in 
scope and has not yet been approved by the Ministry of Finance. 

1.4.8 The present system of incentives has generally become a cause
dissatisfaction due, in part, to a lack of understanding of the criteria for 
of
 

the payment of incentives.
 

1.5 Recommendations 

Rec. 1 
 The NCDDP should be extended for at least two years 
beyond September
1987. The current administrative structure should be maintained in
the short term, but planning 
for phased transfer of administrative
 
responsibility for all 
Project activities 
to relevant sections of

the Ministry of Health should be initiated as soon as possible.
 

Rec. 2 NCDDP staff meetings should be conducted regularly and attendance be
required. 
 The NCDDP National Steering Committee should also meet

regularly and give priority to 
discussions on 
the phased integration

of project activites into appropriate sections of the Ministry of 
Health, and to the decentralization of 
the Project.
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Rec. 3 	 The Governorate Coordinators' 
meeting should be strengthened, and
 

more effectively used to resolve 
key issues and develop future

plans. The Project should more actively involve governorave anddistrict personnel in the planning, evaluation and follow-un of 
Project activities.
 

Rec. 4 	 Priority should given the
be by administration to securing
additional personnel to assist the Project. ReviewThe teamsuggests that priority consideration be given to the following

appointments, to strengthen key areas: a medical scientist in the
Research Unit, a statistican/epidemiologist in the Coordination and 
Implementation Unit, a full-time contract officer in theAdministration Unit, secretarial support for the Training Unit and 
field personnel for supervision and training. 

Rec. 5 	 As it w.ill be unlikely to have a full-time NCDDP Director, given the 
staffing policies of the Ministry of Health, it is recommended thata full-time Deputy Director be appointed and given authority to make 
many of the routine administrative decisions. All Unit 
Coordinators should devote adequate time to 
NCDDP activities. 

Rec. 6 The procedure manual should be revised and expanded, to be more 
comprehensive, and its approval expedited. 

Rec. 7 	 The payment of incentives to health personnel should be linked to
objectively evaluated performance. To this end, the 
 incentive 
system should be reviewed with the involvement of district level
personnel. Non-financial incentives should also be considered.
 

2. SUPERVISION 

2.1 Supervisory activities and responsibilities
 

The NCDDP supervisory activities onfocus government health facilitiesand in particular on the physical environment, equipment, staffing pattern,availability of ORS and number of diarrhoea patients treated. To date there
has been little emphasis on supervision as an opportunity to monitor and 
improve health staff performance. 

Checklists focusing on the items mentioned above have been developed and 
a new checklist for performance evaluation has been designed.
 

Supervision is carried out from the central level by a mobile 	 team for
which 3 physicians 
 work part-time. At governorate level the NCDDP
Coordinator and the 
Deputy Directors for preventive medicine MCH
or are

assisted 	in supervisory activities by the District Health Officers and Nurse 
In.-pectors.
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2.2 Field visit findings
 

The frequency of reported supervisory visits to and from governorate and 
district levels is shown in table 2.1. Four of 6 governorates and 6 of 12 
districts had received supervisory visits with resoect to NCDDP activities in 
the past one year. 

Three districts said they used checklists for supervision. Three 
others admitted to never conducting supervision in relation to NCDDP 
activities. 

Of the 64 health facilitics visited 52 (81%) had received supervisory 
visits in the past 12 months. The frequency of visits is shown in table 
2.2. Only 4 health facilities reported being aware of checklists being used 
by their supervisors. 

The overall impression gained was that supervision was not sufficiently 
frequent and when carried out was not aimed at critically assessing or
 
improving health worker performance. 

Table 2.1: Reported frequency of supervisory visits
 
to and from the governorate and district health
 

offices visited
 

Frequency NL-ber of health offices receiving the following types of 
visits supervisory visits 

in past 
year _ From: Centre Governorate Higher level District 

To: Governorate Periphery District Health 
b b _ Lacity 

Regular 2 6 08 

Irregular 3 0 2 1 

No visit 2 0 4 3 

Total 7 6 12 12
 
reporting
 

a Regular = Monthly to 2 visits per year 
Irregular Only one visit 

b As reported at governorate level 

c As reported at district level 
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Table 2.2: 
 Reported frequency of supervisory visits to
 
64 health facilities visited
 

Frequency 
 Number of health facilities receiving visits made
 
of visits 
 by staff from
 
in past
 
year a Central Governorate District Any

NCD DP 
Level
 

Regular 2 (3) 
 26 (41) 29 (45)
 

52 (81)
Irregular 8 (13) 5 (8) 8 (13)
 

No visit 54 (84) 33 (51) 
 27 (42) 12 (19)
 

a Regular = Weekly to 2 visits in the year
 
Irregular - Only one visit
 

2.3 ey issues
 

2.3.1 Although checklists based on performance assessment have been developed 
at central level, they are not yet in use. The previous checklists whichfocus on physical properties of the ORT units have been irregularly used or 
not used at all in some places. 

2.3.2 The reports submitted by supervisors reflect the above-mentioned focus 
on physical findings rather -Lhan staff performance. In some places

submission appears to be motivated by the incentive system rather than serving 
as a genuine management tool. 

2.3.3 Supervisory staff have a somewhat limited ability to interpret and use
infor'mation collected, for evaluation and appropriate act.on. 

2.3.4 Visits made by the central three-person mobile supervisory team
obviously cannot achieve high coverage of ORT units given the large number of
these scattered throughout the country. Their role in stimulating and 
guiding governorate and district level supervisors is not yet adequate. 

2.3.5 Feedback on supervisory visits to health units is minimal. 

2.4 Recommendations 

Rec. 8 The whole system of supervision should be revised to find better 
ways to monitor performance, and achieve prompt problem solving.
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Rec. 9 Supervisors need to be trained in supervisory skills (see also 
Recommendation 17).
 

Rec.10 Use of 
the newly designed task oriented checklist for performance 
assessment 
 should be widely implemented following appropriate 
training in its use. 

Rec.1l 
 The role of the central supervisory team should oe revised 
to
 
coordinate the activities 
 of, and receive information from
supervisors at the governorate 
 level. The Coordination and
 
Implementation Unit 
 staff should be increased to strengthen

supervision activities.
 

3. TRAINING OF HEALTH PERSONNEL 

3.1 Training plan
 

During Phase II of the NCDDP the Training Unit has been developing a 
task-based curriculum and a performance assessment manual for the training of
trainees to strengthen the training activities and supervision of the NCDDP. 
The training workplan for 1984-1985 indicated that the major tasks were todevelop training materials to prepare for training of trainers and to develop 
a task-based curriculum. These were initiated during the first part of Phase
II of the Project, but have not yet been fully achieved. In the 1986-19b7 
workplan, similar priorities are listed, namely, 
to:
 

- train trainers in training skills;
 

- complete task-based curriculum and develop training materials; 

- complete "Guidelines for Establishing and Operating a Rehydration 
Centre"; and
 

- develop, train, and implement a case management support system. 

There is a need for full implementation of these activities, which have been

designed and initiated. Activities listed as 
lower priority were production

of additional material for mohers, and training of sanitarians, health
educators and ccmmunity leaders. One 
health education research project

involving community 
 leaders was carried out by the Research Unit in 1986.
Field training support for medical students in commuaity medicine has been
 
carried out in some medical schools.
 

3.2 Curriculum development 

The conceptual framework for a task-based curriculum has been thoroughly
defined and analysed by the Training Unit. Diarrhoea case management has
been incorporated into lectures and examinations at some medical schools where 
trained, experienced and motivated paediatricians are present. According tothe NCDDP, all medical house officers are now exposed to case management at
ORT units during their training. The Coordinator of the Training Division ofthe NCDDP is also the Director of Continuing Education of the OH. However,
there are no formal linkages or integration between the curriculum activitiesof the NCDDP and related activities going on at the Ministry of Health or the 
Ministry of Higher Education.
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3.3 Manpower trained by the NCDDP 

3.3.1 The nuwrber of health personnel trained in diarrhoea 
case management

varies according to different Project 
sources. 
 Table 3.1 presents the
numbers of Ministry of Health personnel trained in 1984-1985. Approximately
6000 (80%) newly graduated physicians in government service, 3155 (30%), MOHphysicians and 3549-3765 (20%) nurses.at MCH or Rural Health facilities have
been trained. 
 The number of these health personnel who have had sufficient
"hands-on" experience, that is, actual practice in treating 
cases, during
their clinical training, is not available. The high turnover of staff shouldbe considerec when evaluating these figures. The large number of newly
graduated doctors had up to 2 days' exposure to CDD training, not necessarily
with actual experience in treating cases. 

3.3.2 Training of traincers 

A cadre of experienced trainers exists in Egypt, but recruitment of
trainers remains a problem. A plan to train trainers according to the
task-based curriculum is under way and the first workshop on "Basic Training
Skills" was held in June 1.986. 

3.3.3 TraininR of Pharmacists 

The NCDDP has trained approximately 335-414 of(10%) Pharmacy Inspectorsand governmental pharmacists. There are, however, 23 110 registered
pharmacists in Egypt. To reach the private thepnarmacists Professional
Sales Representatives (PSR) programme was started in 1984, but was
discontinued in mid-1985. It has not been evaluated nor reinstituted as
 
planned.
 

3.4 Types of tiaiuin_ cour!;es 

3.4.1 Clinical case management 

The training in management of diarrhoea cases has taken place at 32
established training centres in 20 governorates. Seventeen governorates havebeen equipped with training materials and aids. Three training centres arefunctioning as model centres for senior trainers. Coordination, supervision,
follow-up and evaluation of the decentralized training was mentioned as a
p'-oblem by the. central. level. No regular supervision of training centres andtraining activities is carried out. Pre- and post-tests given to trainees 
have shown increased knowledge, but the extent to which the training has led 
to increased skills and practice of ORT is not clear.
 

http:nurses.at
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Table 3.1: Clinical training of health workers
 

Category 
 Number traineda 
 Total number Approximate
 

in governmen percentaz e 
_
1984 1985 1984-1985 service
 coverage
 

Pharmacists: 

Pharmacy

inspectors 150-198 185-216 335-414 3804 10
 
and other
 
government employed
 
pharmacis ts 

Physicians:
 

New graduates 2000 
 4000 6000 7200 
 80
 
(approx.)
 

Government 
 1369 1786 
 3155 10500c 30
 
employed physicians
 

Nurses: 
 0-1187. 2000-3765 3549-3765 
 18000 20 

Others: 

Nurse educators N/A N/A 225 
Social workers 0 
 282 282
 
Community leaders 27 
 0 27
 
Hakima Nurses 346 0 346
 

Source of information:
 
2. Different numbers from different sources
 
b.Total number of health workers provided by Ministry of Health.
 
C Assuming an 
average of 3 doctors needing training in each of 3150
 

health facilities 



Table 3.2: 
 Training in WHO CDD Supervisory Skills Training Courses
 

Category 
 Number trained 
 Total with
 

Supervisory coverage**
1984 1985 
 1934-1935 Duties* 
 1985
 

Governorate
 
Coordinators,
 
District Health
 
Officers, 
 58 85 
 143-156** 
 240 
 60-65
 
Directors of
 
Model Training
 
Centres
 

Governorate
 

Directors
 
of Nursing

Nursing sectors 76 
 94 170 200 
 85
 
and nursing
 
supervisors
 

Directors of
 
government 
 25 0 
 25 200 14 
pharmacies 

*Governorate 
coordinators 
and assistants 
26+18 = 44. Distr.ict Health
Officers 
156, Model Training Centres 40. Data provided by Ministry 
of

Health statistics.

**The actual proportion of (1986)
current supervisory staff service
with CDD training, is not available. 

in 

As turnover 
is high, the coverage
figures shown in the 
table may be significant overestimates.
 

***Different "totals" given by different Project sources.
 
A draft of "Guidelines for Establishing and 
Operating a Rehydration Centre"

has been prepared, but is ilot 
yet finalized.
 

3.4.2 Supervisory and management skills trainingF
 

Training of health 
staff with 
supervisory responsibilities 
in CDD
supervisory skills mid-level
at WHO/CDD training courses 
in 1984-1985
presented is
in Table 3.2. Information on 
the numbers of health 
staff trained
in the WHO/CDD Programme Managers' training courses, 
was not available at the
Project, neither 
was information 
on numbers of trained health officers who
currently have supervisory positions and responsibilities.
 



Page 23
 

3.5 Training materials
 

Training materials for physicians, nurses and pharmacists have been
designed and listed theare in 
 NCDDP 
Mass Media and Training MaterialsCatalogue. There have been considerable delays in finalizing, producing and
printing these materials, due to shortage of staff and delayed approvals from 
the Administration Unit. 

There is no information available on furtherthe distribution andutilization of training materials already despatched to the governorates. 

3.6 Monitoring and evaluation of training 

The NCDDP Training Unit finds the absence of an effective informationsyste-m unsatisfactory. No coordinated supervision beenhas carried out in asystematic way to follow-up the impact of training or to monitor training
activities. The central level does not receive information in time onscheduled courses enableto supervision of training. Logistics,
accommodation and 
low per diem have been listed as constraints that prevent
supervision of training by the NCDDP central staff. The NCDDP EvaluationUnit has developed a plan for evaluation of training with key indicators,
instruments, and targets, but it was not planned in close cooperation with the 
Trainin.g Unit nor has it yet been implern-ented. 

3.7 Field visit findings 

3.7.1 Governorate training activities
 

All visited governorates 
were able to report numbers of health workers
in their governorates trained in CDD. Reported figures ranged from 155 to
589 nurses, 120 to 602 doctors and included several other categories of worker(social workers, depot holders and rural health centre 
staff reported from one
governorate). The training courses given in two governorates were r'epoiced tobe 4-6 days in duration with lectures and practice in clinical management.
One governorate listed training of rural health centre staff and depotholders, and two mentioned social workers and/or clerks. Only twogovernorates reported in Mid-Leveltraining CDD Supervisory Skills (5 doctors,
21 nurses and 5 other supervisory staff).
 

3.7.2 District training activities
 

courses in
No district visited reported training given the district,

some had health workers trained at governorate level, but no information was
 
available on those trained at higher levels.
 

3.7.3 Trained manpower in the health facilities visited 

The number of health workers who had received training in diarrhoea case
management in the 64 health facilities visited varied from one governorate.

The range for doctors was from 7 to 54 and the range for nurses was from 0 to56. This does not include "on-the-job" training, but only training at 
specific courses at ORT training centres. 



The health facilities visited bad an average of 3 trained doctors (range
0-20) and 4 trained nurses (range 0-23). Fifty five (86%) of heal-li
 
facilities had at least one trained personnel. Forty-three (70%) had at
 
least one nurse and 
one doctor trained. Five of the 9 facilities with no
 
trained health worker were found 
in the same governorate. Six health
facilities reported "on-the-job" training out these, were in- of 3 the same 
governorate.
 

In 3 health units, staff categories other than doctors and nurses were 
listed as trained: health inspector (1), social worker (1) and school health 
nurses (2). Two supervisory staff at one hospital had attended CDD 
Supervisory Skills courses. In the health facilities visited, the ratio of 
doctors to nurse. trained was almost 1:1 in 3 governorates, significantly more 
nurses than physicians had been trained in 3 governorates and in I governorate 
no nvrses at all had been trained. 

3.7.4 Training, materials 

The field visit indicated that six of the seven visited governorates had 
the standard set of training equipiment aad materials. This set consists of 
one 26" television, one video-cassette player, one overhead projector, one 
slide projector and screen, one magnetic 
 board and films, slides and

pamphlets. This equipment was located at the training centres. One 
governorate had received funds for local purchase of this equipmcnt in 1985, 
but had not done so.
 

The field visit indicated that almost all ORT Units were equipped with
 
chairs, tables, balances, large fluid containers with taps, cups and spoons by

the NCDDP'. Many health facilities (49%) did not have wall charts or other
 
guidelines for diarrhoea treatment.
 

3.8 Field vi.sit findi_s and observations pt training ccntres 

The Review team visited 7 ORT training centres, including 3 model 
training centres. The current training objectives, strategies zad methods 
are discussed in Annex 7. The current training courses provide some 
opportunity in "hands-on" practice of case management as does the 6 week
 
pre-service training for house officers. These courses 
 are not yet based on
 
the newly developed task-based curriculum of the NCDDP. Implementation of
 
this curriculum including clear policies on antibiotics, antiemetics and
 
antidiarrhoeals is needed. 

The recruitment of trainers does not follow specific criteria and 
trainers have proven inappropriate in some cases. Suggestions for criteria
 
for training instructors are also given in Annex 8. Supervision,
monitoring and evaluation of training in these centres are aspects of the 
NCDDP training programme that need strengthening. 
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Rec.14 Guidelines on training 
distributed, including 
"hands-on" task-based 
of case management. 

checklists and course 

methodology should be finalized, producea =-i." 
a model plan of activities and emphasa7­

training, and the health education comr. 
Monitoring and evaluation tools . 

evaluation protocols) should be usec..= 
training courses. 

Rec.15 	 Priorities 


training or 


Priority 


pharmacy 

should be set for 
 health professionals i= *- *.i 

refresher 	training:
 

(1) Interns, medical students, nursing -,
 
students through appropriate curricula md... 

The pre-service training should include p ,
 
management.
 

Priority (2): Practising physicians and 
nurses, o . 
rehydration centres, :ho need refresher training.
 

Priority 	 (3): Practising pharmacists should :bc -.2 p*-.. ­
diarrhoea case management. The NCDDP's -.. 
 ..

Representative programme should be ",... 
appropriate, reipstituted 
 and the training .L *, i,.. ... 
inspectors shotild continue. 

Rec.16 	 Priority should be given to the approval ana endorsemr.x.-. 
production and printing of training materials ,. the 'd ,...-
Unit. Distribution and utilization of training materials .Sot-i',
 
monitored.
 

Rec.17 	 The Projec4 should consider increasing the secretarial suppornt t 
the Training .Unit to improve information collecrir 1.L*:C­
dissemination and record keeping. 

Rec.18 	 All potential resource persons should be involved in tne supervisim­
of training:
 

(1) Model training centre staff Guidelines for training centres 
should include supervisory plans to follow-up 	 training activities iother decentralized training centres, to give support and get 
feedback. 

(2) Governorate/district supervisory 
saff. 

(3) All NCDDP staff, not only those in the Training Unit.
 

:,44'­

.AJ 

'i 
-
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Rec.19 Supervisory Skills training 
courses for governorate and district
 
supervisors should be continued using modified WHO/CDD modules and a
 
core of facilitators should be trained. 

Rec.20 A study on the impact of different approaches to training (i.e.
subject Vs task based curricuia) on practices of health
professionals should carriedbe out. 

4. MEALTH EDUCATION AND COMMUNICATIONS 

4.1 Responsibilities of the communications unit
 

This section focuses on the contribution to the objectives of the NCDDP
made through the use of mass media. Since the transfer of specific
information 
 to medical personnel and pharmacies generally has been the

responsibility of the Training Unit, only brief reference will be made here to 
such activity. 

The Communications Unit of NCDDP consists of its coordinator and his 
assistant. It is primarily responsible for developing the communication
objectives, as well as the design, andproduction release of mass media 
messages. It also acts in a secondary role in support of the Training Unitby assisting with the design and production of training materials. The great
bulk of tha Unit's output is accomplished througn sub-contracts with relevant
suppliers, such as research organizations, advertising agencies, film-makers,

and printers. portion worn by
A sizeable of is done freelance marKet
 
consultants, writers and artists.
 

The message content - the information meant to be conveyed to target
audiences - is not determined by the Unit itself. In the early stages of theProject this was achieved through a somewhat informal process; more recently,
the process has become more elaborate and time-consuming." The final draft ofthe technical content of the 1986 ORT communications campaign took months to 
reach its present stage, having been reviewed by some fifteen people. Itcontains about 60 separate message "bits", example,for "most drugs are not
safe to take during lactation", "measles vaccine is very safe", "ORSand mustbe used for all kinds of watery diarrhoea". In consultation with relevant 
experts and Project 
management, the Coordinator sets priorities among 
a
formidable list of objectives and, on basisthe of appropriate research,
develops 
messages, strategies and media plans. Specific messages fortunatelyseem somewhat less subject to the laborious review and approval processes.
The Coordinator then is able to begin sub-contracting for scripts, production 
and media.
 

Thus, there is intimate involvement of a wide variety of parties in the 
decisions regarding what the is to
Unit communicate. Though cumbersome, such
involvement is probably necessary from a technical viewpoint, and is in aLly
event probably unavoidable. On the other hand, 
the bulk of the decisions on

how the Unit is to communicate is left to the professional discretion of the 
Ccordinator; overall the arrangement seems quite effective.
 

wV
 



rage--z
 

4.2 Mass media campaigns - 1984 and 1985
 

The two national mass media campaigns have in general been
 
professionally executed and their strategy carefully derived from relevant
 
research. Those responsible for the communications effort have attempted to 
keep messages as simple as possible and have concentrated on using the most 
effective media. 

The results of the campaigns are impressive. In some three years a new 
concept in childhood disease - dehydration - and a method for its prevention 
and treatment have been introduced to the public and widely accepted. 
Awareness of the specific intervention - oral rehydration therapy - has become 
almost universal. Recognition of the Project's packaged ORS product has 
slpread to the point that the vast majority recall it spontaneously with 85% 
attributing their knowledge to TV. Increases in use have been substantial, 
although less than the increase in awareness, a discrepancy that is to be 
expected. 

4.3 Expenditizro on differrent Lnass media 

The majority of the Project's budget for communications was directed 
towards television spots or commercials; almost 59% of the costs of the two 
national camupaigns (excluding salaries and overheads) were thus committed. 
This allocation seems clearly warranted by data on the reach of TV (some 90% 
of respondents in one survey) and on respondents' attribution to TV of 
discrete bits of information such as brandl-name. indeed, expenditures for 
other media during this period, with the exception of Lnat for radio, seem to 
have had considerably less impact. Radio seems to have reached about
 
one-third of the sztmple; billboards, accounting for approx 1% of the 
expenditures, were not mentioned by survey respondents as a source of 
information. 

4.4 TV message desi$1n 

As stated above, TV messages have evidently been successful in raising 
levels of consciousness about diarrhoea and the threat it poses to the 
well-being of children. The knowledge of the correct mode of use of ORS is 
less certain. The remaining confusion may be the result of some ambiguity in 
the TV messages. An examination of the first ten TV messages, six of which 
were designed for the 1985 season and currently being aired, is instructive. 
On the difficult. issues of when to begin ORS and whether to see a doctor, the 
first message seems to recommend both ORS and a physician, the sixth says a 
doctor should be seen if the child continues to vomit and refuse ORS; others 
recommend ORS and do not mention a doctor (five and seven) and others 
encourage continued ORS and a visit to a doctor or a rehydration centre (eight 
and nine).
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Rec.19 Supervisory Skills 
training courses for governorate and district.

supervisors should be continued using modified WHO/CDD modules and a 
core of facilitators should be trained. 

Rec.20 A study on the impact of different approaches to training (i.e.
subject vs task based curricula) on practices 'jf health

professionals should be carried out.
 

4. HEALTH EDUCATION AND COXmUNI CATIONS 

4.1 Responsibilities of the communications unit 

Thil- section focuses on the contribution to the objectives of the NCDDP
made through the 
 use of mass media. Since the transfer of specific
information to medical personnel and pharmacies generally has been theresponsibility of the Training Unit, only brief reference will be made here to 
such activity. 

The Communications 
Unit of NCDDP consists of its coordinator and his

assistant. It 
is primarily responsible for developing the 
 communication
objectives, 
as well as the design, production and release of mass media
 
messages. It also 
acts in a secondary role in support of 
the Training
by assisting with the design and production of training materials. 

Unit 
The great


bulk of the Unit's output is accomplished througa sub-contracts with relevantsuppliers, such as research organizations, advertising agencies, film-makers,
and printers. A sizeable portion 
of worK is done by freelance market
 
consultants, writers and artists.
 

The message content - the information meant to be conveyed to target

audiences - is not determined by the Unit itself. In the early sta-es 
of theProject this was achieved through a somewhat informal process; more recently,
the process has become more elaborate and time-consuming.' The final draft of
the technical content of the 1986 ORT communications campaign took months toreach its present stage, having been reviewed by some fifteen people.
contains about 60 separate message "bits", 

It 
for example, "most drugs are not
safe to take during lactation", "measles vaccine is very safe", and 
 "ORS mustbe used for all kinds of watery diarrhoea". In consultation with relevantexperts and Project management, the Coordinator sets priorities among aformidable list of objectives and, on the basis of appropriate research,

develops messages, strategies and media plans. Specific messages fortunatelyseem somewhat less 
subject to the laborious review and approval processes.

The Coordinator then 
is able to begin sub-contracting for scripts, production
 
and media.
 

Thus, there is intimate involvement of a wide variety of parties in the
decisions regarding the iswhat Unit to communicate. Though cumbersome, suchinvolvement is probably necessary from technicala viewpoint, and is in aay
event probably unavoidable. On the other hand, the bulk of the decisions onhow the Unit is to communicate is left 
to the professional discretion of 
the
 
Coordinator; overall the arrangement seems quite effective.
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It seems likely that television will 
not serve adequately to convey
certain concepts or precise instructions to certain segments of audience.However, it could serve to promote information-seek :ig behaviour on the partof the mothers. If such efforts were better coordinated with the TrainingUnit, the health facilities could reinforce TV messages about dehydration and 

ORS mixin'. 

4.5 Field visit findings
 

4.5.1 Health Education and Communications at Governorate and District Levels 

The field visits to governorate and district health offices indicated
that 60% (12 of 20) 
were informed on key n-,'sages in relation to
on diarrhoea andmaterials or media for health education and communication in their areas.Nine of 12 gave information on activities in their own areas, and out of this3 referred to related programs from other projects (Urban Health Project,SRHD, Nutrition Education Project Secondand Population Project). 

No districts or governorates indicated awareness of results of KAPevaluations. Two commented that they had not received feedback from surveysconducted in 
their districts.
 

4.5.2 Health education materials at health facilities 

Out of the 64 health facilities visited, 33 (51%) had health educationmaterials related to CDD. Twenty had a magnetic board for visual healtheducation and learning kits, supplied by the Strengthening of Rural HealthServices Delivery Project. Eleven (17%) had posters or wall charts. Onehealth unit showed films for 
 mothers and another 
 unit had a videorecorder/player but 
no video cassettes.
 

Overall, 
 the field visits indiqate that the majority of health
facilities have insufficient health education materials and express a need forsuch supplies. Health education was reported 
as given face-to-face and/or in
groups, depending theupon subject, but few health units had assigned theresponsibility to a specific individual. The guidelines teachingfor mothersto care for their child with diarrhoea, developed theby Project in 1985, are
rarely followed. Health education as part of case management in the training

of health workers is discussed in Section D3.
 

4.6 Interviews with 161 mothers
 

During the field visits, eight teams 
visiting 20 districts in ten
governorates each interviewed approximately 20 households. 
 The main findings

are presented in Tables 4.1 and 4.2.
 

Of the l1i mothers in the sample, 155 (96%) knew what the ORS packet is
used for and 132 (82%) said that they used ORS. Virtually all those givingreasons for not using ORS said their children had not had diarrhoea.
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One hundred and twenty-eight mothers (97%) of those who said that they
used ORS, demonstrated that they could prepare ORS correctly (counted in this, 
number were some who did not wash their hands before preparing the ORS, but
 
are not for this reason disqualified). Those who failed to prepare ORS
 
correctly, in every instance, failed to measure the water accurately. As the
 
Project's 2 0 0 ml plastic cup was available to mothers served by the depot 
holder system (see section D7), no preparation errors were found in these 
areas. It is important to note that in many households, N\CDDP ORS mixing
 
cups were 
not available. Thlie widespread presence of an alternative measuring
 
vessel (a 200ml soft drink bottle) appears 
to have been critical in achieving
 
correct knowledge of ORS mixing. It was not possible to learn in 
the course
 
of these interviews how adequately respondents actually managed cases of
 
diarrhoea. The findings suggest a somewhat mixed picture on this score.
 
About half of those who use ORS said that they started giving ORS when the 
diarrhoea started and thrt they continued with ORS until the child 
recovered. T7hese responses are encouraging. But this still leaves about 
half of the respondents either not providiing information in this domain or
 
providing answers that suggest less adequate case management. 

One hundred and fifteen mothers (71%) of the sample, knew the signs of 
dehydration well or fairly well; important knowledge if diarrhoea cases are to 
be managed appropriately. As the last question ii Table 3. _ shows, 128 (807.) 
respondents identified TV as a source oi their information about diarrhoea. 
In the other answers to this question, it was not always clear whether the 
respon.3e "doctor" meant a private practitioner, a doctor at tne government 
health facility or the doctor on TV. In tae "otner" category answer to this 
question, in only two instances were pharmacists identified as a source of 
information about diarrhoea.
 

http:respon.3e
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Table 4.1: 
 Summary of findings concerning management of
 
diarrhoea from interviews with 161 households
 

June 1986 

Number knowing what ORS packet is used for 155 (9b) 

Number saying they use ORS 132 (82) 

When they start to give ORS*: 

When diarrhoea starts 88 (67) 

Later 41 (31) 

How long is ORS given*: 

Until recovery 70 (53) 

Mention some number of days 42 (32) 

Stop when child refuses ORS 4 (3) 

Number saying they know how to prepare ORS .21 (92) 

Number preparing ORS correctly 128 (97) 

Number knowing signs of dehydration: 

Knows well o77 (48) 

Knows fairly well 38 (24) 

Does not know 28 (17) 

Where they take child when sick with diarrhoea: 

Doctor 93 (5&) 

Health Facility 61 (38) 

Source of information about diarrhoea: 

TV 128 (80) 

Doctor 31 (19) 

Health Facility 33 (20) 

Other 21 (13) 

*Denominator = 132; for all other questions, denominator 
 161
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Table 4.2: Summary of responses concerning action in
 
relation to food and fluids when a child has diarrhoea
 

(from 161 household interviews)
 

Stop Decrease Continue as Increase Other Total 
usual Responses Responses 

Each Item
 

Breast
 
Feeding 27 7 94 9 137
 

Bottle
 
Feeding 36 1 20 
 31 88
 

Other
 
Fluids 16 
 51 52 8 127 

Solid
 
Food 31 85 134
8 10 


Turning to what respondents do about food and fluids when a child has 
diarrhoea, the findings of Table 4.2 are interesting. Of those responding to 
the questions, 69/% indicated that they continued breast feeding as usual, 81% 
indicated that they continues other fluids as usual or increased tnem, and o3Z 
continued solid foods as usual. On the other hand, 20% of responding mothers 
said that they stopped breast feed!1'g, 13% that they stopped other fluids, and 
23% that they stopped solid foods. In addition, 23% said that they continue 
bottle feeding. Thus, the overall picture, although encouraging, is mixed. 

The findins of the household survey suggest that the NCDDP's health 
education effort this has had butin domain an impact, requires
reinforcement. They point to a number of areas to whicn the Project needs to 
direct increased attention. Central here is the question of precisely how 
and how adequately the mothers actually manage diarrhoea cases - whether ORT 
is begun and terminated at the proper time, and given in adequate volumes. 
The more general nutrit: nal aspects of diarrhoea management also need greater 
emphasis.
 

It should be noted that a potentially important aspect of household 
management of diarrhoea episodes was not covered in this survey - namely, what 
medications, if any, mothers give in addition to ORS? It will be important 
for the Project to assemble information on this matter. Findings from the
 
evaluation team's survey of private pharmacies suggest that households very

frequently use so called antidiarrhoeals and antibiotics in the treatment of
 
diarrhoea.
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4.7 Key issues 

4.7.1 Although television has 	 increasedmarkedly 	 awareness of ORS among
mothers, they still lack sufficient information to make appropriate decisions on 	 their oun regarding treatment: when to start ORS, how often to give ORS,how long to give ORS, how to feed witnchildren diarrhoea, how to handle common problems such as 
the child's refusal to take the solution.
 

4.7.2 Health facilities have been inadequate in providing mothers with healtheducation and information on diarrhoea 
case management and prevention. There
is a lack of health education materials and, more importantly, of 
communication skills among staff at many health facilities.
 

4.7.3 Thlie fact that "antidiarrhoeal" and antioiotic drugs are still used
extensively by medical practitioners could well send confusing messages to the
mother concerning the adequacy or ORT. Moreover, nutrition advice from 
doctors is not always appropriate. 

4.8 Recommcndations
 

Rec.21 Having effectively created public demand for ORS, the NCDDP should concentrate attention 
on 	its correct use, feeding during diarrhoea
and the prevention of diarihoea. 
 While maintaining mass media
 
communications, health education throuih health facilities should bestrengthened, particularly by 	 theimproving communications skills of 
health scar,. 

Rec.22 The content of TV messages to mothers should include key information 
needed for them to 
take appropriate decisions on:
 

o 	 when td start ORS; 

o 	 how often to give ORS; 

o 	what to do about feeding and fluids during diarrhoea; and,
 

o 	 what to do about common problems like child's refusal to take 
the solution. 

Rec.23 Attention should be 	 given to communicating to mothers that in most cases of diarrhoea, ORT is the appropriate and adequate treatment, 
not an adjunct to drug therapy. 

Rec.24 The attention being directed towards prevention of diarrhoea shouldbe carefully monitored to ensure that it is at anot cost to 
maintenance of high levels of effective ORT. 

Rec.25 Mixing of the 5.5 g ORS packet should be demonstrated to mothers inhealth facilities even when ORS mixed bulkin from 2 7.5gm packets i= 
in 	use.
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5. PRODUCTION AMD DISTRIBUTION OF ORS AND ORT MATERIALS
 

5.1 Objectives 

The objectives of the NCDDP 
in production and distribution of CRS is to 
ensure its availability in adequate quantities free of charge in all 
government health facilities and at an affordable cost through private 
pharmacies. 

5.2 ORS production
 

The public sector company Chemical Industries Development (CID) was 
selected by the NCDDP as the supplier of ORS to the Project. CID had been
producing its own ORS product "Rehydran" since 1978. It also started 
producing 27.5 g ORS packets for UNICEF in 1982, but this production ceased 
after 1984 when ORS packet size was standardized to 5.5 g.
 

The NCDDP has contracted 
CID since 1984 to produce an annually

predetermined quantity ORS shown Tableof as in 5.1. No other company is
producing ORS or similar products in at CID has anEgypt present. estimated
production capacity of 100 million packets per year through its two production 
facilities in Cairo and Assiut. 

It was estimated by the Project that, on the basis of the incidence of 
diarrhoea in ciiildren, around 125 million 5.5 g packets would be required
annually. However, ORS use rates in 1985 were reported Lo be in excess of
 
70% with production at oily 45 million packets, suggesting that the needs were 
overestimated. CID has been contracted produce 60 millionto packets in 
1986, including 15 million to be produced for UNICEF. 

It was planned to start production of ORS-citrate formula in early 1986,
but this has been postponed as-a quantity of aluminium foil labelled with 
ORS-bicarbonate formula was in stock. Production of ORS-citrate is expected
 
to start in September 1986. The UNICEF 5.5 g packets continue
will to be
 
produced with the bicarbonate formula as enough raw material is available for 
45 million packets, 15 million in each year 1986-1988.
 

5.3 Quality control procedures
 

The quality control procedure involves testing of raw materials released 
from the bulk store at 
CID and testing during and after production. Finished
 
packets are tested for appearance, labelling, uniformity weight, package
of 

seal, moisture content, solubility, composition and microbial contamination.
 

In addition, post-production quality control - ' distribution is 
conducted by the National Organization for Drug Control and Research (NODCAR). 

Detailed results of quality control testing 
were not reviewed by the
 
Review team. However, assurance was given that there had been no problems 
in
 
this area.
 

D
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5.4 	 ORS distribution
 

Three 	 channels of distribution of ORS have been utilized. Governmenthealth facilities are supplied directly 
 by CID through 26warehouses as part of 	 ;overnora tethe general drug distribution system. Distribution tothe private sector is throughi the 42 distribution centras of EGY Drug Companyfrom 	 which pharmacists collect supplies and through five 	 branches of theMiddle East Chemicals Company which send supplies to pharmacies on order.The first of these companies is a usual distributor of CID producea drugs tothe private sector, the latter was contracted by the NCDDP for this purpose.The 	 amount of ORS distributed through these three channels is shown in 
Table 5.2. 

5.5 	 ORS price
 

The NCDDP purchases ORS from 
 CID at a price of L.E. 0.36 (approximatelyUS 0.30) per box 
 of ten 5.5 g packets (sufficient for 2 litres of
solution). 
 This 	 price includes the company's 20% profit margin and a 12%charge for distribution costs. 
 As the NCDDP contracts Middle East Chemicalsto distributte a certain quantity of ORS, the cost of distribution for packetsdelivered through this channel is in effect borne twice by the Project. 

Retail outlets sell a box of ten small 	 packets of ORS for L.E. 0.45. 

5.6 	 Production of polyvalent IV solution
 

The El Nasr Pharmaceutical 
 Company was contracted to supply 50 000half-litre bottles of specially formulated IV fluid for use in rehydrationunits 	 in some Ministry of Health and University teaching hospitals.
of this endeavour is currently being evaluated.	 

The
 success 


5.7 	 ORT materials
 

The Project has 	 produced and distributed plastic cups bearing theProject logo and spoons for the mixing and 	 giving of ORS. Thenon-availability of cups has been reported as a problem in some areas and inat least one study, absence of the cups at household level was associatederrors in mixing ORS. In 1985, 3.5 million cups and spoons 
with 
weredistributed. 
 Although private pharmacies are authorized to sell 
the cups,
provided to them free 	 of charge, for L.E. 0.05, in most cases they provide one
 

cup free with ten packets of ORS.
 

The Project has also distributed equipment to ORT training units as
shown 	in Table 5.3.
 

5.8 	 Field visit findings
 

The current stocks of ORS and details of recent packet consumptionobtained at 	 werefive levels of the government health services: 
 governorate,
district, hospitals, urban health units and rural health units.
 

Overall, the impression obtained 
 was 	 that ORS stocks are widely
available and few serious supply problems had been encountered. There weresome 	UNICEF packets 
in many health facilities and the condition of some of 
these 	was deteriorating.
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Average monthly consumption of ORS was calculated for each health office

and facility visited, where data were available, to estimate the projected
life of the current stocks, as shown 
in Table 5.4. It is apparent that
supply of ORS is not always based on consumption, resulting in shortages in afew instances 	 and excess stocks in others. Seven out of 64 facilities 
visited were without 5.5 g packecs of ORS and of these had nosix larger
packets either. 

Although no careful assessment of the availability of ORT unit equipment
was undertaken, it was noted that the specially designed chairs were being
used for other purposes or 
were broken in some facilities. In some health

facilities 
staff felt that supply of ORT chairs was of no great benefit while
 
other basic reqtLirements could have been useful.
 

Table 5.1: Oral rc-hlydration salts imported and locally manufactu:ed 
1980-1986
 

5.5 g 5.5 g 27.5 g 27.5 g Total 
Year Packets Packets Packets 
 Packets litres
 

"Rehvdran" NCDDP importedORS 	 local 7-f-. 

1980 6 854 	 240 3 125 7600 	 0 4 496 608 

1981 7 253 	920 0 3 050 000 
 0 4 500 784
 

1982 3 540 	500 0 1 000 000 618 540 
 2 326 640
 

1983 5 176 	100 286 000 
 0 2 275 700 
 3 368 120
 

1984 4 932 	330 18 711 800* 0 1 577 200 
 6 306 020
 

1985 0 
 43 181 400 0 0 9 000 000
 

1986* 0 
 60 000 000 0 0 12 000 000
 

*Projected, including 15 000 000 5.5 g ORS packets produced for UNICEF
 

Table 5.2: ORS distribution through 3 channels in 1985
 

Sector 
 Company 	 Opening Received Distributed Closing
 
stock 
 stock
 

Private M.E.C. Co. 
 704 000 
 15 428 040 13 383 580 2 751 460
 

EGY Drug Co. 	 5 629 300 
 15 362 S00 14 844 400 6 147 870
 

Public CID stores 
 1 000 000 10 343 000 11 343 000 
 0
 

rA, 
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Table 5.3: Distribution of materials to ORT units
 

Remaining for
 
Item Total 
 Distributed distribution
 

i. 	Baby Scales 3 000 2 031 
 9b9
 

2. 	Water Containers
 
"thermos jug" 
 192 152 
 40
 

3. 	 Scalp needles 5 000 2 700 
 2 300
 

4. 	Nasogastric 2 000 
 1 200 	 800 

5. 	Thermometers 17 000 
 17 000
 

6. 	 Mother's chair 10 000 9 896 104
 

7. 	 ixing-demons­

tration table 2 500 1 900 
 600
 

Table 5.4: Projected life of current 5.5 g packet ORS stocks
 
at various levels at the time of field visits
 

Projected life Proportion with less
 
Level 
 of current stock 
 than 3 months stock 

(months) 

Averape Range 

Governorate 6 1-18 2/6
 

District 
 7 1-13 0/7 

Hospital 6 0-27 7/12 

Urban Health Unit 11 0-83 12/18 

Rural Health Unit 13. 0-68 	 10/25
 

5.9 Key issues
 

5.9.1 The continuous adequate supply of ORS to most outlets is a significant
achievement. The multiple channel approach to distribution appears to have 
functioned well. 
 However, the inequitable distribution of ORS in the

Government sector, with shortages in some places ard excess stocks in others, 
indicates that the 	 supplies to the health facilities are not currently linked 
to consumption.
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5.9.2 The production of ORS currently relies 
on imported raw ingredients; sucoh
ingredients 
are not available on local
the market and the production of thesL
ingredients is not possible at present.
 

5.9.3 The use of 27.5 g ORS packets for distribution to the population in aminority of health facilities conflicts with sta-ted policy as aswell massmedia promotional efforts exclusively related to the 5.5 g packet. 

5.9.4 The of unitsupply ORT equipment is not always linked to the needs ofthe individual health facility. In some cases. equipment other than thatwhich is routinely supplied to an ORT unit would be more beneficial to its 
function. 

5.10 Recomurendations
 

Rec.26 The impact the
likely of eventual termination of the Project on theprice of ORS should be examined. A course of whichaction ensuresits continued availability free in government health services and at an affordable price in the private sector should be defined. Thefollowing two recommendations may have a bearing on this issue. 

Rec.27 Tl7he quality control of ORS performed by NODCAR, should be

maintained to complement that 
undertaken by the manufacturei.
 

Rec.28 
 The 27.5 g packets of ORS currently in stock in peripheral units 
should be recalled and either:
 

- destroyed if spoiled, or 

- used in large ORT units for preparation of ORS solution in bulk 

Rec.29 The need for plastic cups and spoons for ORT should be re-examined 
with a view to either:
 

- phasing out their production, or 

- improving the distribution system. 

Rec.30 In training courses for health staff related to ORT or supervisory
skills, attention should be given to planning and management skills 
such as 
calculation of ORS requirements. 

Rec.31 A plan for equipping ORT units should be implemented which is more 
sensitive to 
the real needs of individual facilities.
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6. 	 DIARRHOEA CASE MANAGEMENT
 

6.1 	 Introduction
 

It has been estimated that diarrhoeal disease 
in the past accounted for

half 	 of all deaths among children 0-4 years in Egypr. As a 	consequence, over
 some 	 years preceding the initiation of the iCDDP, attempts were made to
improve diarrhoea case management. Thiese have included oral rehydrationtherapy, which has been 	 available since 1977. National promotion of ORT came 
with 	the 
start 	of the NCDDP Phase II in 1984.
 

6.2 	 The case management strategy of the NCDDP
 

The stated case management strategy of the 
Project aims at reducing

deaths due to dehydration 
and improving nutritional status 
through continuous
 
feeding.
 

In the original USAID Project document 
of Augus t 1981 the case 
management strategy was stated to have twu components: 

- to 	train all practitioners ;n proper treatment of diarrhoea; and 

- to improve mothers' knowledge, attitudes and practices in caring for 
children with diarrhoea". 

Thus, the Project has two principal foci: healtn professionals and the 
community. These are addressed through training and the establishment of ORT
units and through the mass communications efforts described earlier. The 
number of "functional ORT units is shown in Table 6.1. 
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Table 6.1: Number and per cent of health facilities with ORT units 

Total With ?er Cent 
Type of Health Facility Existing Functional With ORT 

Facilities ORT Unit Units 

University Hospitals 11 11 100.0 

Teaching Hospitals 8 5 62.5 

General and District
 
Hospitals 191 123 64.4 

MCH Centres 215 195 90.7 

Urban Health Centres 90 83 .92.2 

District Clinics 
 69 25 36.2
 

Specialized Hospitals 
(Fever and Paediatric) 74 41 55.4 

Rural Hospitals 49 • 43 89.8 

Health Centres and 
Combined Health Centres 536 412 76.9 

Rural Health Units 1967 1533 77.9 

Total 3210 2471 77.0 

From the NCDDP "A Three Year Statuis Report, February 1986" 

The decision was taken early in the NCDDP to strengthen the 
implementation of the case management strategy through relevant research 
activities. Research on related topics such as vomiting during ORT, breast 
feeding and ORT, the use of ORS in low birth weight infants and the effects of 
antidiarrhoeal and other drugs in diarrhoea has stimulated interest in
 
diarrhoea case management and enhanced knowledge
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Another early decision of the NCDDP was to promote ORS not only for thetreatment of dehydration but also as 
the appropriate early 
treatment in the
 
home for 
the prevention of dehydration.
 

6.3 Progress in implementation of the case 
management strategy
 

The level of knowledge and practice 
of ORT among mothers in Egypt
impressive. Table 6.2, taken 
is
 

from the NCDDP Three Year 
Status Report,
February 1986, shows the findings variousfrom evaluation studies of mothers'knowledge, use of ORS and 
feeding during diarrhoea. Reference should 
also be
made to 
the Review findings described in section D4.6.
 

Knowledge 
 of ORT is also widespread 
 among health professionals.
However, complete, appropriate diarrhoea case management is no- yet widelypractised. It was noted in 1984 by the First Joint Review that there was 
still a lack of acceptance, knowledge and 
use of ORT and nutritional
among some health professionals. therapy
There have been significant improvements
since that time. 
 KAP studies show that 
in 1985, over of
97% physicians

surveyed were satisfied with 
ORS. In addition, there have 
been significant
increases in physicians recommending breastfeeding during diarrhoea (from 78%to 91%) and light feeding during diarrhoea (from 60%-84%). By 1985, 61% ofphysicians (up from 37%), 
and 76% of nurses (up from 36%) 
had attended ORT
training. In 1985, 78% of pharmacists interviewed said they prescribed ORSfor diarrhoea. The ofuse fasting, antidiarrhoeals and antibiotics in thetreatment of diarrhoea was 
said to be widespread. 
 Various recommendations of
the First Joint Review addressed these problems. On tne recommendationprovide guidelines toon the specific indications for using antibiotics , the
"Guidelines for the Management 
 of Acute Diarrhoea in Children", was preparedby the Project, with a section on drug therapy. however, it was foundthese guidelines were rarely followed by units 

that 
the visited by the Reviewteam. Nevertheles, improvements in knowledge 
of ORT and treatment of cases
 

have been achieved, as 
noted in Section 6.7.
 

6.4 The impact of the case management strategy
 

The impact of the NCDDP on infant and childhood mortality is discussed 
in section DIl.
 



Table 6.2: National Control of D/axprhoeal Diseases Project 
Summary of Key Findings from Various Evaluative Studies 

VARIABLE 

Sject 

Alexandria 
May 1983 
Baseline 

Before Pro-
Began 

Alexandria 
Oct. 1983 
After 3 Mo. 
Radio

Campaig n 

Alexandria 
March 1984 
After One Mo. 
TV Campaign 

WIIO/EP1 
Survey 
June 1984 

Double-
Round 
Census 

June 1984 
, 

1EAG Media 
Survey 
Oct. 1984 

** 

SPAAC KAP 
of Mothers 
Jan. 1935 

UNICEF 
Eehira 
EPI Survey 
Apr. 1985* 

SPAAC KAP 
of Nothers 
Nov. 1985 

Know of Dehydration 32.0% -
90.0% 86.0% -98.OZ 

Know of ORS 1.5% 59.4Z 87.4% 69.0Z - 96.0% 94.0% - 98.0Z 
Ever Used ORS 

Used ORS Last Episode 

1.0% 

-

12.4% 36.2% 

-

44.UZ -

69.9Z 

57.0% 50.0% 

-

62.6% (b. OZ 

7u.uz 
Recognize ORS Packet 

- - 90.OZ 77.OZ 88.7Z 
Know Correct ORS Use 

- - 59.OZ 53.0% 69.8% 90.0Z 

Diarrhoea in Last6 Months 
39.0% 80.OZ 7t. o, 

Diarrhoea in LastOne Week 
23. 4Z 43.1% . .U 

Continue FeedingRegular Diet 3.OZ 22.0% 05.0Z . 61.% 

2rences (5) (5) (6) (7) (2) (4) (11) (tO) (! ) 

From the N(:VDP "A Three Year Stm tus Report, Febrtt.ry 1986- (M
(D 
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Case fatality rates are 
observed to be high among inpatients at some
 
hospitals. Estimates 
from records of patients admitted at one rehydracion
centre attached to a tertiary care hospital showed case fatality rates ranging
from (5.7% (in May-August 1983) to 26.3% (in January-April 1985) (Table
6.3). Clearly, interpretation of changing case fatality rates in a tertiary 
care institution is complex as it reflects both 
 community and hospital

practices and the impact of conditions complicating acute diarrhoea.
 

There is a general impression among health professionals working in
 
rehydration units, however, that there has been a reduction in severity of

diarrhoea cases coming to health units for treatment. Some data on selected
 
indicators were presented to the Review team to support this.
 

Figure 6.1 shows graphically the percentage of severely dehydrated 
cases
 
by four-month perios 
as reported for one hospital in Table 6.3. A
 
significant reduction in severe cases is observed over the three years in the
 
months January-April and May-August, but no significant change 
from 1983 to
 
1985 is observed at this hospital during the months of September-December.
 

Table 6.3: Rates of severe dehydration, admission and case fatality
 
among diarrhoea cases aged 0 to 5 years, Bab El Shaariya Hospital, Cairo
 

1985-1986
 

Year Months Total 	 Severely Admiss- Deaths Proportion edmission Case
 
dehydrated ions severely rate (%) 
 fatality
 

dehydrateda rate (%)
 
(%) b
 

1983 May-Aug 1225 23 106 6 
 1.9 8.7 5.7
 
Sep-Dec 1618 18 50 
 8 1.1 3.1 16.0
 

1984 Jan-Apr 1182 14 24 
 2 1.2 2.0 8.3
 
May-Aug 2386 12 61 11 
 0.5 2.6 18.0
 
Sep-Dec 1446 
 13 30 5 •0.9 2.1 16.7
 

1985 Jan-Apr 1038 
 6 19 5 0.6 1.8 26.3
 
May-Aug 1635 7 74 
 12 0.4 4.5 16.2
 
Sep-Dec 1466 12 118 
 7 0.8 8.0 5.9
 

1986 Jan-Apr 1234 5 50 
 3 0.4 4.1 6.0
 

From: Patient register of the Diarrhoeal Diseases Rehydration and Research
 
Centre, Bal E! Shaariya Hospital, May 1983-April 1986
 

.Proportion severely dehydrated by four-month periods, 1983-1985 
- see also Fig. 6.1.
 

b--npatient CFR assuming all deaths were among inpatients
 

j 



Figure 6.1: 	 Percentage severely dehydrated of all presenting
 
diarrhoea cases 0-5 years, by four-week period
 
Bab El Shaariya Hospital, Cairo, 1983-1985
 

3]
 

2
 

Year: 84 85 86 83 
 84 85 83 84 85
 
Months: 
 Jan-April 	 May-August September-December
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6.5 Monitoring of hypernatraemia
 

In June 1984, the first review of the NCDDP suggested monitoring for the 
frequency of hypernatraemia as the usage of ORS became more frequent. As a 
result, four university hospitals began screening a sample of paediatric 
admissions. A primary analysis of results was provided to the Review team. 

It should be noted that the patients among whom these studies have been 
conducted, at tertiary care institutions, tend to be those with more severe 
dehydrating diarrhoea episodes. The reported frequency of hypernatraemia
(serum sodium 149 mEq/Litre) by month varied from 4% to 53%. An apparent
peak during the cooler months of the year is unexplained. Some discussion 
continues concerning the relative sensitivity and specificity of the two
 
commonly used tests of serum sodium concentrations.
 

It has been suggested that figures from Abou Reesh Hospital demonstrate 
an increase in hypernatraemia admissions with the introduction of ORS into the 
general community over the last 3 years. These figures are difficult to
 
interpret, however, since the rehydration clinic did not begin operations
until May 1985, the type of cases included (outpatient and/or inpatient)
varied over time, the frequency of hypernatraemia increased before ORT use was
 
introduced and, thereafter, the two variables show no consistent relationship.
 

Conpared with non-hypernatraemic cases, hypernatraemic patients at Abou 
Reesh tended to be younger, more dehydrated, more likely to have received ORS 
in the 24 hours preceding admission, and more likely to have received other 
fluids (except breast milk) as well, although not all of these differences
 
were statistically significant. Such patients apparently received less
 
fluids while hospitalized, as measured by the percentage of weight gain after 
rehydration.
 

From the data given, it is not possible to__ determine whether 
pre-admission use of ORS was the. cause of hypernatraemia or merely the result 
of a more dehydrating episode of diarrhoea. Attempts to clarify this point 
are continuing, but will require rigorous study design and a reasonable number
 
of patients.
 

6.6 Studies on Rice-based ORS
 

A controlled clinical trial of a rice powder-based ORS has recently been
 
conducted at Bab El Shaariya Hospital in Cairo. 
 A mixture containing 50 g of
 
rice instead of 20 g glucose was compared with the standard WHO solution (30
patients with mild-moderate dehydration in each group). Cases in each group
 
were comparable with regard to 11 pre-study criteria.
 

The experimental group benefitted significantly (p 0.01) in comparison
 
.,with the control group in all measures of outcome: mean duration of diarrhoea
 
(28.4 versus 34.3 hours), mean weight gain (5.7 versus 4.1% of recovery weight

in the first 24 hours), mean ORS intake (270 versus 341 ml/kg in the first 24 
hours), mean stool output (163 versus 245 g/kg in the first 
24 hours), and
 
mean frequency of vomiting per 24 hours (4.1 versus 4.9 times).
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These results are encouraging but further research is required to verify
the findings and to examine the feasibility of production and packaging


such a formula and its acceptability. 
of
 

6.7 	 Field visit findings - Case management in health facilities
 

The review teams visited 64 
government health facilities: 15 hospitals,
7 urban health units, 12 1CH centres and 30 ruiral health units.
 

In only 12 instances was the treatment 
of a 	diarrhoea case observed.
In all but one of thethese assessment of dehydration and selection
treatment were appropriate. In two 	
of
 

instances ORS was improperly prepared, in
two improperly administered and in four instances mothers were 	 improperlyadvised about continuing ORT at home. In half, no instruction about futurediarrhoea episodes 
was given, in one third no dietary advice, in noand casewas advice on the prevention of diarrhoea offered.
 

In 56 centres, information regarding case 	 management was (-:,ained byinterview. 
 In all but three, knowledge on preparation and giving of ORS wasjudged good or acceptable. The median number of packets of ORS given percase 	 was 3 (range 1-10). Fifty per cent of those interviewed prescribedantibiotics and/or "antidiarrhoeal" agents routinely. 

The majority of those interviewed gave the proper indications for use
intravenous fluids, mentioning 	 of severe dehydration, persistent vomiting, coma,ORT failure, and shock (in rank order). Only three inappropriate indications
 
were mentioned.
 

In response to more specific questioning, 93% of those 	 interviewedindicated usae of antibiotics, 97% claimed adviseto mothers to continue ORSat home, 31% advised that breast feeding be discontinued or delayed, 14%postponed other fluids and 76% postponed solid 	 foods. Sixty-five per centclaimed to advise mothers about treating future episodes at home, and 88%claimed to tell mothers about 	prevention. Forty-eight (96%) of 50 centresdemonstrated correct mixing of ORS to 
the Review team.
 

The reviewers' overall assessments 
of case management are summarized in
Table 	6.4. 
 Urban 	facilities 
were 	judged to have performed well somewhat 
more

often than were rural clinics.
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Table 6.4: Overall assessment by reviewers of diarrhoea case management

in 64 health facilities visited
 

Percentage of health workers whose knowledge 
Task 
 was judged:
 

Good Acceptable* Poor
 

Assessment of
 
dehydration 43 
 50 7
 

Selecting
 
appropriate 29 
 53 18
 
treatment
 

Preparing and
 
giving ORS 60 
 35 5
 

Advising the
 
mother 24 58 
 1
 

*Not dangerous to the patient:, but not good.
 

Written guidelines, including manuals and wall charts, were toobserved
be present in 51% of 63 centres. Often the materials were judged to be
 
inconveniently displayed or inadequate in 
 ypfe or number.
 

Health education activities infrequently involved anything more than 
instructions to individual mothers. A few centres providcd occasional
 
classes or films, demonstration kitchens, holae visits, or pamphlets.
 

To further observe diarrhoea 
case management, three model rehydration 
centres were visited: Abou Reesh and Bab El Shaariya in Cairo, and El Shatby
in Alexandria. A description of observations at the first two paediatric 
hoc;pitals are given in Annex 8.
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6.8 Interviews with 30 private medical practitioners
 

6.8.1 Introduction
 

Private practitioners were interviewed by 
the Review team members to
 
assess their knowledge and practices with regard to management of childhood
 
diarrhoea in their 
private practices. Selection of the practitioners within
 
the randomly selected districts was left to the judgement of the team members.
 

It should be noted that the sample was small and cannot be considered as
 
representative of all practitioners. 
 Of the 30 private practitioners
 
inverviewed, ten were paediatricians and 20 general practitioners or

specialists who also work in general pracyice. 
 Most also worked in government
 
service.
 

Sixteen had not 
 received special training on diarrhoea case
 
management. Of those who had received training, two 
had attended more than
 
one course, and one paediatrician was a trainer himself.
 

The estimated number of diarrhoea cases treated in the private clinics 
visited in one month (during the diarrhoea season) varied greatly among
practitioners, ranging from 15 to 800, with 
an average of 200 cases. On
 
average, 85% of cases were said to be children below 5 years of age.
 

6.8.2 Knowledge
 

In response to an open question about "the usual line of management" for 
a case of "watery diarrhoea", ORS or rehydration were mentioned in 59% of the 
61 different responses; 

antiseptics or 

ant
antiameobics in 

idia
15%; 
rrhoeal 

and 
drugs in 18%; 

antiemetics 
antibiotics, intestinal 
in 3%, while 5% were 

ill-defined responses. It is of interest to note than none of the 
respondents mentioned maintenance of nutrition as a usual part of case 
management. 

Responses to an open question on the indications for using ORS were 
equally divided into three categories: for early treatment of diarrhoea, for 
treatment of watery diarrhoea and for 
treatment of mild dehydration.
 

The commonest indication given for IV fluids was severe dehydration (50%

of the responses). 
 The next most frequently mentioned indications were
 
shock/coma, peristent vomiting and non-response to ORS. With only two
 
exceptions, responses were appropriate.
 

Fever was considered in 44% of responses 
 as an indication for

antibiotics, while 38% mentioned "infective", dysenteric or "complicated"

diarrhoea as the indication. While two practitioners saw no indication for 
antibiotics, two others said that they are indicated in all cases 
of diarrhoea.
 

iV. 
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6.8.3 	Practices
 

Tlen asked what 
drugs they "most commonly prescribed for case of
watery diarrhoea in a child less than 	 a
5 years", 76% of respondents mentionedantidiarrhoaals, 66% antibiotics and 48.' C.:S. On direct enquiry,said 	 to be prescribed to an average of 85% 

ORS was 
which 	seems high in 

of diarrhoea cases (range 33-100%),view of the spontaneous mention
respondents. 	 of ORS by only 48% ofIV fluids were 	 given to an average of 9% (range 0-33%) andantibiotics to 54% 
(range 0-100%).
 

Though six practitioners said that 	 they do not give IVprivate 	 fluids in theirclinics and refer children to hospitals, some others mentionedthey give them 	 thatas an 	emergency measure prior to referral. 
 The fluids
commonly prescribed in descending order 	
most 

of frequency
Ringer's Lactate and 	
were: Normal Saline,Glucose 5%. It should be noted that the "polyvalentfluid" promoted on a limited scale theby NCDDP is not available on the

private market.
 

6.8.4 Advice given to mothers
 

The interviews suggested 
that most of the practitioners could
advise parents on how to 	 correctly
use ORS, 76% of respondents claimed 
to advise mothers
to continue breast 
feeding during diarrhoea, 66% to continue 
or increase other
fluids, 31% to continue bottle feeding and to55% continueusual. How this 	 solid food asreported behaviour relates to actual practice could not, of 
course, be judged.
 

6.9 	 Interview with 52 private iph-aracist; 

6.9.1 	Treatment of diarrhona 
cases
 

Fifty-two pharmacists 
 in seven governorates visited were
services they would 	 asked what
usually provide a
for child with diarrhoea. 
 Over
said 	 they would sell drugs (some 80%
 
without prescription), 
 21% refer to a
physiciin and 15% 
would 	offer ilistructions.
 

The drugs most commonly sold for diarrhoea in children were:
 

o ORS 

o "Antidiarrhoeal 
drugs" (frequently mentioned 
were 	Enteroquin,
Diapec, Kapect, Pectokal, Fudizol, 
Flagyl and Septasol, among

others)
 

o Antibiotics 
(notably Streptophenicol).
 

) 
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The composition of 15 antidiarrhoeal compounds found in one pharmacy is 
shown in Annex 9.
 

Fever (44%), "infective" diarrhoea and stool colour were mentioned 
as
 
indications for antibiotics.
 

Between 40-50% of pharmacists thought breast feeding, other fluids andsolid foods should be continued as usual during diarrhoea. Howevei, 28% and
23% suggested stopping breast feeding and solid foods respectively. 

6.9.2 	ORS Suplies 

Al. but one pharmacy had stocks of ORS present, and only four had faceddifficulties with supply. Of the 52 pharmacies visited, 35 mentioned Middle
East 	 Chemicals as a supplier, 25 CID aad 14 EGY Drugs. Clearly some
 
pharmacies receive ORS from more chan one 
source.
 

Plastic cups were 
available in almost all pharmacies and given away free

of charge in 46 of the 52 visited, although they are entitled to charge 
L.E. 0.05.
 

6.9.3 	 Sources of information 

Eight of the pharmacists visited mentioned TV as 
 their source of
information on diarrhoea case 	 management and seven mentioned drug 	 sales

representatives. 'ost cited their experience as the most important factor.
 
Only 	 three pharmacies had been visited by an NCDDP professional salesrepresentative. However, all but five had been 
 visited by a pharmacy

inspector, many of whom enquired about ORS stocks.
 

6.9.4 	Turnover of ORS and antidiarrhoeal drugs
 

Reviewers were asked to enquire about the retail price and usualturnover (in a month of the diarrhoea season) of the three remedies
commonly sold for diarrhoea and ORS if it was not included. 

most 
Some 	 reviewersonly enquired about ORS if it was included in the three top selling items andthe range of antidiarrhoeal thedrugs 	 mentioned was vast. Nevertheless,

figures in Table 6.5 give some idea of the relative importance of ORS. Itshould be noted when interpreting these figures that the percentage profit

margin for ORS (20%) is high in comparison to other drugs.
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Table 6.5: 
 Reported turnover of ORS and some antildiarrhoeal drugs
 
in 52 pharmacies
 

Dru Num umber of Price Average
(Brand name) pharmacies units sold in 
 per unit monthly
 

listing the 
 one month (L.E.) turnover
 
drug in the 
 (L.E.)
 
"3 most Average Range
 

commonly sold"
 

Enteroquin 27 
 135 15-1000 0.50 67.50
 

Diapec 26 
 123 20- 600 1.00 123.00
 

Streptophenicol 13 
 116 
 20- 400 0.95 110.00
 

Enteroguanil 
 11 101 15- 400 0.25 25.00
 

Kapect 20 
 91 
 15- 200 0.85 77.00
 

ORS 
 39* 110 
 10- 300 0.45 49.50
 

*Not necessarily mentioned 
in 3 most commonly sold. Reviewers were
 
supposed to enquire about ORS price and 
turnover at all pharmacies.
 

6.10 Key issues
 

6.10.1 Despite tke 
 stated dual strategy for improving diarrhoea 
 case
 
management, efforts 
 have been. mainly focused on rehydration, with less
 
attention given 
to feeding practices during diarrhoea.
 

6.10.2 In both the government health services and 
in the private' health
 
care sector, use of ORS is widespread. However, it is rarely 
used alone.
 
Antibiotics and "antidiarrhoeal" drugs are frequently prescribed 
as a routine
treatment for diarrhoea. It is 
noted that it was a deliberate strategy of

the Project to give greatest emphasis 
in the first instance to the promotion
 
of ORT.
 

6.10.3 It was found 
 from interviews with private pharmacists and
practitioners that appropriate management
case 
 skills, including rehydration,
selective drug use, and health education still need 
to be communicated to, and

adopted by, many health professionals. 
 The household interviews showed that
 
"doctors" remain the most 
important contact when a child has diarrhoea.
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6.10.4 	 The treatment practices promoted at rehydration units vary between. 
individual health professionals.
 

The guidelines for diarrhoea case management prepared by the Project
 
are often not available or not followed.
 

6.10.5 	 The supervision of case management at health units is not focused on 
the actual performance of health workers. 

6.10.6 	 The current and completed research studies have not yet resolved the 
issue of the incidence of hypernatraemia among cases treated with ORS. The 
issue of rice-based ORS also requires further research before wide use can be 
considered.
 

6.11 Recommendations 

Rec.32 	 Advice to mothers on feeding during diarrhoea and on prevention of 
diarrhoea should be emphasized in all health facilities and in all 
training in case management.
 

Rec.33 	 The guidelines for establishing and operating rehydration units 
should be finalized and widely distributed. The guideines for 
management of acute diarrhoea in children, revised as necessary,
should be made available in all health facilities, (see also 
Rec.sment, rehydration, indications fcr additional drugs and health 
education. (See also Recommendation 14). - ­

Rec.34 	 Efforts should be undertaken to limit the inappropriate use of drugs 
in the treatment of diarrhoea. These may include:
 

- guidelines for health care providers 	 on the correct indications 
for the use of antibiotics;
 

- restrictions on the registration 
 of inappropriate drugs,
 
particularly multi-component "antidiarrhoeal" drugs; and
 

- stopping the distribution of inappropriate drugs through the­
government health services. 

Rec.35 	 Rice-based ORS should not be included in the national programme 
until further research in this subject has been conducted. StUdies 
should include various formulations, palatability, preparation,
 
acceptability, digestability and cost.
 

Various suggestions related to research into hypernatraemia are. listed 
in Annex 10. 

Other relevant recommendations are also found in sections D3 and D4.
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7. 	 ORS DEPOT HOLDERS 

7.1 	 Background 

A pilot study of a system of distribution of ORS as a community service
by selected village residents, to be known as ORS depot 
 holders, was
undertaken in four villages (two 	 intervention, two control) in Tema Districtin Sohag Governorate in 1983. In 1984 the test was extended to 213 villages
in five governorates. The study ended in 
November 1985 with a
recommendation, not yet implemented by the NCDDP, for expansion of the system
to all districts in five governorates. Despite the formal termination ofstudy, the system has continued 

the 
to function informally, in full or in part, in 

many 	of the study areas.
 

Because this systen1 represents an important effort to enlist community
members in providing ORS information and packets to mothers in 
rural 	areas,
field 	visits were undertaken as a part of this Joint Review, to assess its 
effectivness. 

7.2 	 Objectives of the field visits 

The objectives of the Review's of the depot holder system were six: 

- to see to what extent the system is continuing to operate more than 
six months after the official programme ended (November 1985); 

- to see whether the programme has been effective in increasing

mothers' levels of knowledge, skill and use of ORS in managing
infant and early childhood diarrhoeas; 

- to identify deficiencies in mothers' knowl~ige, attitudes andpractices for future emphasis in training programmes, health 
education, and communication through mass media; 

- to 	 identify factors 
 which appeared to be associated with the

successful continuation of the system after the experimental periodand subsidies had ended, or conversely to identify barriers to 
successful continued functioning; 

- to identify issues which must be resolved if the system were to be 
implemented on a larger scale; 
 and
 

- to 	make a recommendation about expansion of the depot 	 holder scheme 
to other parts 	 of Egypt, taking into account the estimated costs of
expansion, estimated 
 ongoing operating 	 and
costs, apparent

effectiveness of the system in reaching mothers.
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7.3 Sample selection
 

Nine rural health units in six districts in three governorates werevisited. One of these units had been included in the original Depot Holder
Study, two units had never participated in the system, six units joinedhad
the programme only in its second phase. Detailed interviews were conducted
with the senior physician in five of the nine withunits, 12 depot holders 
relating to six of the units, and with 16 mothers served by these six depot
holders. In addition, eight mothers £rom the two units which had never 
participated in the depot holder system were also interviewed.
 

Selection of rural units within each 
district was random, with the
exception of Meshna, one of the original study villages, which was included to see the effect of a longer exposure to the programme. Depot holders workingwith a particular unit were randomly selected from a list provided by the 
doctor. For each depot holder, one or more mothers was randomly selectedfrom a list of those living reasonably close to the depot holder. 

Although this in no sense represents a true random sample of units,depot holders, and mothers, we consider it broad 
 enough to provide a

suggestive overview of the current state of the depot holder system.
 

7.4 Continued functioning of the system 

A wide range in the level of functioning of the depot holder system was
observed. Four criteria were used to group the health units by functional
 
status of the system: 

o 80% of depot holders still at work.
 

o Support of the rural health unit doctor for the depot holder.
 

o ORS resupply from the health unit to 
the depot holder.
 

o Active supervision of the depot holder by doctor or nurse.
 

By these criteria, we found three of the 
seven units fully functional,

three units partially functional and one unit 
no longer functional. With the
two units had never thewhich had depot holder system, the nine units can beclassified on an ordinal scale of depot holder functional status as in Table 
7.1.
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Table 7.1: Status of Depot Holder System six months after
 
termination of the project - June 1986
 

Number of Health Units visited, depot holders and mothers interviewed
 

Criteria for Fully Partially No longer Never had the depot
classification functional functional functional holder programme
 

a) 	Cooperation of
 
health unit
 
doctor Yes No No N/A
 

b) Percentage of
 
depot holders
 
still working 80% 25-79% 
 25% 	 N/A
 

c) ORS supplied
 
from the
 
health unit Yes No No N/A
 

d) Supervision
 
from health
 
unit/district Good Minimal None 
 N/A
 

Number of health
 
units visited 	 3 
 3 1 	 2 

Number of depot
 
holders interviewed 4 7 1 	 -


Number of mothers
 
interviewed, 	 8 
 7 	 1 
 8-


These categories have formed the basis for 
further examination 'of the
 
interviews.
 

The continued functioning of many aspects of the depot holder system

more than six months after it officially came to an end is remarkable in
 
itself. This means that the depot holders and their supervisors have worked
 
without incentives and, where feasible, the unit has 
continued to supply ORS
 
to the depot holders from its own stock for 
more than six months. This is a
 
tribute 
both to the care with which the system was initially designed and

implemented, and to its apparent value 
to the health unit doctors, the depot
 
holders themselves and the mothers they serve.
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7.5 Apparent effectiveness in increasing mothers' KAP and specific
 
deficiences
 

others were questioned about five general areas: 

o recognition and preparation of ORS
 

o administration of ORS
 

o feeding practices during diarrhoeal episodes
 

o hygiene and sanitation 

o relationship to depot holder system, where applicable.
 

Examination of the 24 interviews by functional status of the depot
holder programme suggested an apparent relationship between mothers' knowledge
attitudes and practices and current functioning, full or partial, of the depot
holder programme. In general, mothers in fully or partially functioning areas 
were able to respond correctly to the questions posed. In the other areas
 
only about half of the responses were appropriate.
 

Virtually all mothers recognized the ORS packet and knew how to mix it

properly, but those with 
 a fully or partially functioning depot holder
prograine were 
better informed about the administration of ORS. The cup was
available in all but one household in areas in which the depot holder system
was fully or partially functional; no cups were found in the households not
covered by the depot holder system. The availability of cups in the home may
account for the greater success in depot holder areas 
in mixing ORS correctly.
 

Moreover, those with and those without functioning depot holders seemed 
to show different patterns of deficient responses; those without the depot
holder programme appeared to be particularly weak in the knowledge of goodfeeding practices, and of hygiene and. sanitation when comparcd to those with a

currently functioning programme (Table 7.2). It is interesting to note in
this connection that there were no differences in the proportion reporting

having watched Ars ]arima Mochtar's promotion of ORS on television. 
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Table 7.3: Deficiencies in mothers' knowledge and practice by
 
functional status of the depot holder system
 

Area of Deficiency 	 Functional 
 No longer Total
 

or never
 
Fully Partially functioned


(Number of mothers) 	 8 
 7 9
 

I. Recognition and
 
Ireparatioai of ORS:
 

Number of responses:
 
- total 
 32 28 	 26 
 96
 
- incorrect 
 0 2 10 	 12
 

II. 	Administration of ORS
 

Number of r6sponses:
 
- total 
 24 21 
 27 	 72
 
- incorrect 
 7 8 16 	 31
 

III. Feeding practices
 

Number of responses:
 
- total 24 21 27 72
 
- incorrect 
 3 3 15 	 19
 

IV. 	 Hygiene and 
Sanita tion 

Number of responses: 
- total 16 14 18 48 
- incorrect 3 1 10 14 

Householders in the 
 fully or partially functional areas have more

options for obtaining ORS 
than those in the other areas. When asked where
 
they would advise a neighbour to go for ORS, mothers with depot holders
 
indicated that they would recommend obtaining 
ORS 	from several sources: the

health unit, the 
depot holder, themselves, a neighbour, or in one case from
 
the pharmacy. Mothers not in the 
system gave only one source, relying in
 
equal numbers on the health 
unit and the pharmacy. The system appears to

have stimulated community involvement, as approximately two-thirds of the
 
mothers in functioning areas mentioned 
the depot holders and themselves as
 
potential sources of ORS.
 

1>
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7.6 Factors apparently associated with continued function of the depot
 
holder programme
 

Field observations and responses to questionnaires for health units and

depot holders were reviewed for factors likely to be responsible Eor continued
 
functioning of the system, six months its
after official closing, and thus
 
possibly critical to its long term 
sustainability. The most important
 
results of this analysis follow:
 

o Such items as accessibility, population, and staff/population ratios
 
did not appear to have been important factors in whether or not the
 
depot holder system has continued to function, fully or partially.
 

o The presence or absence 
of fully equipped rehydration facilities in
 
the responsible 
 health unit did not appear to affect the
 
continuation of the depot holder programme.
 

o A policy 
of support, whether written or unwritten, at the district
 
and governorate level appeared 
to be essential to the programme's

eontinued functioning. Strong support from the health 
 unit
 
physician was also a key factor.
 

o Relationships of trust 
between the doctor and the depot holders, and
 
the doctor and the community appeared to be important in continued
 
functioning of the system.
 

o Newly assigned physicians who had not been adequately 
oriented to
 
the depot holder scheme have not taken it up on their own initiative.
 

o Supervision of the depot holder 
 is important; it can be
 
successfully undertaken by either doctdr nurse, but
or training for
 
supervision will 
be important to make adjustments in the system as
 
needed.
 

o We did not have information about the selection 
of depot 'holders
 
except in one case (Cendion). There, selection by the doctor 
has
 
been very successful. His 
criteria included mid-level education
 
and standing in the community.
 

o Most of the depot holders who have continued are those who work at
 
the health unit, or who had 
been previously licensed as health
 
aides, 
or who carry social or other community responsibilities.
 

o Few depot holders sell 
 the packets of ORS; the overwhelming

majority give it free as a service. Many see this as a way of
 
ensuring goodwill for their other activities.
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o Resupply of ORS from the health unit has been critical 
to continued
 
depot holder functioning. This depends upon the health unit

doctor's willingness 
to support the programme, which 
in turn depends
upon both his or her knowledge of the programme and the adequacy ofthe health unit's supply of ORS. Only one doctor who had worked
with the depot holder system 
expressed reservations about the
 
concept, and his reservation was based a
on concern about their
 
charging for the packet in his 
area.
 

7.7 Programme costs
 

21 The costs to the programme of initial implementation of the depot holdersystem in one district have been estimated from figures provided 
by the
previous contractor 
to be L.E. 4725 (Annex 11). Assuming an average district

population of 100 000 this results 
in an initial cost per woman 15-35 years of
age of about L.E. 0.3. Estimated ongoing programme costs minimal,
are less
than L.E. 2700 per district per year. To 
these figures must be added any
allocated central or governorate administrative 
 costs, or 
 the cost of
 
contractor administration.
 

7.8 Eg Jssues 

A nUmber 
of issues have been identified which would need to be resolved 
if a depot holder programme is 
to be adopted nationally.
 

7.8.1 Various options for expansion of the depot holder programme exist. The
Project has not yet initiated the planned expansion, nor is it clear what
 
strategy will be adopted.
 

7.,8.2 The formal responsibility of health unit staff for 
supervision of, and
ORS supply to, the depot holders will .require definition, as will the means ofcompensating supervisors for the additional work entailed. 

7.8.3 Criteria and decision processes for selection of effective depot holders 
need to be established.
 

7.8.4 The question of whether depot holders should 
sell the ORS packets (and
cups), or provide 
them free of charge has not been resolved.
 

7.8.5 A mechanism 
for the adequate orientation of newly assigned doctors and
 nurses 
to the depot holder programme has not been defined.
 

7.8.6 It is 
not clear whether the depot holders should 
be trained to do other
health education, for example, on nutrition, weaning, hygiene and sanitation.
 

I 
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7.9 Recommendations
 

Rec.36 	 The depot holder programme should be expanded, following a phased 
strategy of implementation. Initial expansion should be in the 
governorates where the responsible officials are already familiar
 
with the programme. PrioriLy for subsequent extension could be 
considered for more remote rural areas.
 

Rec.37 	 Expansion of the depot holder system 
should be implemented by the 
NCDDP. Once implemented, adequate provisions should be made to 
transfer control to the appropriate section of the Minsiscry of 
Health as 	soon as possible.
 

Rec.38 	 Responsibility for the depot holder programme 
at the health unit
 
should be 
formally assigned to a medical officer who would control
 
the ORS 	 supply. Either a doctor or nurse should regularly 
supervise the depot holder's work with householders. Such 
supervision should be added to the job description of the person
chosen, and compensation in form of overtimepaid the 	 rather than 
less -learly defined incentives.Current orientation programs for
 
newly assigned doctors should incorporate information about the
 
depot holder-system, where appropriate.
 

Rec.39 	 Depot holders 
 should be chosen from among respected community

residents; experience suggests 
selection of individuals, male or
 
female, who work in the health unit, or those who carry other
 
comlmunity 	 responsibilities. 

Rec.40 	 The depot holder should be supplied with the ORS packets and cups
free of charge and should not sell them. 

Rec.41 	 A small operational research study. should be carried out to 
determine the feasibility expanding role of theof the 	 depot holder 
to provide education to mothers about weaning and hygiezne, in 
addition to distributing ORS.
 

8. MANAGEMENT INFOFU/ATION SYSTEM (MIS) 

8.1 Reponsible units 

Each technical unit of the NCDDP is responsible for collecting and 
analysing information which it requires. There is no clearly defined single
information system designed to meet the needs of all of the project units. 
However, a considerable amount information has collected and
of been various
 
data can be extracted if required by the appropriate unit.
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Data from each unit is made available to otherthe Executive Director ai.J the 

units of the Project, toto Steering Committee.
example, the number of 
These include, for
functioning and reporting ORT units 
and the number of
ORS packets produced and distributed.
 

Two of the project units have 
the primary responsibility for information
and monitoring of progress: 
 the Coordination 
and Implemention Unit and the
Evaluation Unit.
 

8.2 
 Routine reporting on diarrhoea cases, deaths and 
treatment
 

Independent of the Ministry of Health's 
does routine reporting system whichnot provide 
detailed Thiformation 
on diarrhoea 
cases attending
facilities, the NCDDP has established a reporting system for this purpose. 

health 

register for cases Atreated at health facilities, revised in 1986,
provides space for January
a rather detailed line listing of 
cases treated.
be recorded include Data to
 name, age, sex, signs

dehydration status, 

nd symptoms, temperature,feeding mode, pre- and post-rehydration weight, amountORS given, ofIV therapy ana outcome. These records undulyare complex for amanagement information 
system while at 
the same 
time lacking some relevant
data (such as information on drug usage and ORS intaLehealth facility), prior to visiting thewhich might be useful if the records were to be useddetailed analysis of case management. 
for 

The recorded data are
total numbers 

compiled monthly at district level, listing thefor each health facility, forwarded to governorate level, wherethey are totalled by type of facility, and submitted monthly
NCDDP office. to the central
Line listings of from all
cases 
 2471 ORT units are also
expected to be forwarded to 
the central level, monthly. 
 Delays in monthly

reporting occur at all levels.
 

8.3 RoLtine re ooting oE supervision
 

In addition 
 to the above-mentioned two types of reports received monthlyat the central NCDDP office are two further reports: written summaries ofsupervisory visits made ORT
to units, and recommendations 
 for incentive
payments based on 
supervisory activities or 
appropriate reporting practices.
 

These four types of report are reviewed together by the
and Implementation CoordinationUnit which approves or rejects 
each recommendation 
for

incentive payment.
 

8.4 Analysis of data from the routine reporting system
 

The analysis 
 of data is carried out by the Coordination
Implementation Unit. and
Monthly or quarterly tracking of keybeen variables hasformalized notin the form of written reports although this is theoreticallypossible. 
 Annual summaries 
are available and summarized in Table 8.1.
 

_AA
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Table 8.1: Cases 0-4 years treated with ORS and IV fluids,
 
diarrhoea-related deaths and ORS consumption reported to the NCDDP
 

1983-1985
 

1983 1984 
 1985
 

Cases treated with ORS 	 598 875 949 920 1 310 972
 

Cases treated with IV fluids 23 958 39 103 34 413
 

Deaths 	 8 503 7 J.85 6 324
 

Ratio of cases treated with 
IV fluids to cases treated with 4.0 4.7 2.6h 
ORS (%)a , (+2.0) (+1.6) (+1.3) 

Ratio of deaths to cases treated 14.0 8.6 4.8
 
with ORS (per l000)L (+5.5) (+3.1.) (+2.0)
 

Average litres of ORS used per
 
case treatedd 1.85 1.97 0.97
 

Fig es in parentheses are 2 x standard error of the mean calculated
 
from figures for individual governorates. There is no significant
 
difference in the ratios for the three years. 

bFor individual governorates, this figure' ranged from 0.06% to 9.4%, 
a degree of variability which probably reflects reporting practices 
rather than treatment practices. Even larger ranges were seen in 
1983 and 1984.
 

E 	 Figures in parentheses as for 2 above. There is a statistically 
significant difference between the ratios for 1983 and 1985. Most 
of this difference is acciunted for by the increase in cases treated 
with ORS rather than the clcrease in absolute numbers of deaths.
 

d 	 Mostly 27.5 g packets used in 1983 and 1984, 5.5 g packets in 1985.
 

It can be seen that there is a large degree of variability between
 
governorates. This appears to be due to differences in reporting
 
completeness and accuracy rather than to epidemiological variations, and
 
suggests that the system is not yet functioning well.
 

The three personal computers available are used for only a part of
 
the MIS data.
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8.5 	 Data from special studies
 

The information collected through the routine 
information system is
complemented by special 
research studies and evaluation activities. These
are discussed elsewhere in the report (Sections D9 and D1O).
 

8.6 	 Feedback
 

It was stated that the main instrument for feedback to the field 
level
is the NCDDP Newsletter, which mainly summarizes information from research and
evaluation studies. 
 Its distribution appears to be limited. 
 There is not a

feedback mechanism directly related to the routine reporting system.
 

Incentive payments healthto staff are not approved if reporting seemsinaccurate or questionable. However, due 
to a 	limited total available sum
for incentives, even adequate reports 
are not necessarily rewarded in this way.
 

8.7 	 Field visit findings
 

The keview 
 team 	 found that data collected through the NCDDP managementinformation system at health facility level were in many instances incompleteor inaccurate (14 of 64 facilities 
non-existent (17 

visited) and in some places virtuallyfacilities). In facilities
some 	 visited, figures reported
monthly were based on 
counting individual prescriptions, were derived from ORS
packet consumption, or were 
simply "estimated". At district 
level 	none of
the 13 districts visited 
was found to 
have 	compiled, conplete and apparently

accurate data available. In keeping 
with 	 these findings, none of the
governorates visited was found to have data available and compiled for 1985
which were judged satisfactory by the Review team, although 
 in all cases data
had been forwarded to the central level for that year.
 

In virtually instahces allall at levels, the data .were simply compiledand forwarded to the next higher ldvel without any form of analysis or 
interpretation.
 

All special studies on diarrhoea found 	 on field visits were already
known 	to the Project.
 

8.8 	 Key Issues
 

8.8.1 	The objectives of the 
existing routine repc-ting system are not clearly
 
defined.
 

8.8.2 	The routine information which is supposed to be recorded monthlyexcessive (it includes a line-listing 	
is 

with 	 more than 20 columns for each case
of diarrhoea treated in each of 2471 ORT units).
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8.8.3 At health unit level, recording of these data is time consuming and, in
 
the absence of feedback, 
its relevance is not apparent. As a consequence it
 
is often neglected or poorly carried out.
 
8.8.4 Sipervision and 
 monitoring of reporting is inadequate with the
 

consequence that many reports are 
incomplete or inaccurate.
 

8.8.5 Data are rarely used at any level other than central.
 

8.8.6 The NCDDP reportir'g system is not yet linked in any way with the routine
 
Ministry of Health reporting system.
 

8.9 Recommendations
 

Rec.42 The objectives and structure of 
the management information system
 
(MIS) should be reviewed and clearly redefined.
 

Rec.43 	 The register for recording of information on diarrhoea cases should 
be redesigned to include only the essential variables, to render the
 
MIS more manageable at all levels.
 

Rec.44 	 A sample of health facilities should be selected 
as sentinel
 
r.-porting 	 sites and staff trained in the rationale and methods of 
reporting and in simple data analysis (e.g., Use Of preprinted bar 
graphs to record cases treated monthily with ORS) and self-evaluation. 

Rec.45 	 Supervisory staff training at all levels should include monitoring 
of reporting, simple data analysis and feedback. A greatly reduced 
number of sentinel reporting sites would make r,-,-prvision of 
reporting feasible. (See also Rec.19). 

Rec.46 Centrally, further consideration should 
microcomputerization of the MIS to allow a more 
of Project activities and more timely feedback. 

be given to 
sensitive monitoring 
Computerization is 

not recommended for other levels and should not be attempted without 
prior revision of the IllS. 

Rec.47 	 The appropriate sections of the Ministry of Health should be
 
involved in future development and implementation of the MIS, with
 
the ultimate objective of integrating it with the routine
 
information system of the MOH.
 

Rec.48 	 Feedback in the form of a periodic pamphlet could be 
sent to all ORT
 
units presenting simple information on NCDDP activities throughout
 
the country.
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9. RESEARCH
 

9.1 Role of research in the NCDDP
 

Research has played a key role in the ,NCDDP from its inception.
Epidemiological, socio-cultural and operational research studies 
have provided
 
informatiorn for planning Project activities, and for designing and testing

specific programme components and operational strategies. Findings from
 
biomedical and clinical research sponsored by the Project have given ORT
 
greater credibility within the scientific and medical community, while 
providing information for preparing guidelines for case management and for 
training. Communication and marketing research have been critical in 
ensuring that effective ORT messages have reached their intended audiences. 
Baseline and ongoing morbidity and treatment studies provide the framework for 
monitoring and evaluation. Annex 12 is a selected listing of research 
studies whose results have been directly applied to Project activities.
 

9.2 Organizational structure for managing research 

9.2.1 The Research Unit
 

The Research Unit is responsible for managing the NCDDP pr6gramme of
 
research grants and contracts. Through this programme a wide variety of 
Egyptian research institutions have been assisted in undertaking research 
needed by the Project. Research priorities have been set -ach year,
initially in coordination with tile directors oi te other Project units and 
the Project Secretariat, and since 1986 with a Scientific Committee, made up
of senior staff from the Project, Ministry of Health, and Universities. 
Priority topics recommended by the Egyptian scientific community, in workshops
held for this purpose since 1984, have been taken. into account in setting the 
research agenda.
 

Relatively few proposals have been subject to competitive bidding; most 
have come through an interactive solicitation process. Many have been 
designed with the active assistance of Project staff, to ensure that the study 
was both scientifically sound and directly relevant to Project needs. Until 
recently the internal review process for protocols submitted by collaborating 
institutions has therefore been relatively informal and reasonably rapid.
Beginning in 1985 the Scientific Committee, now enlarged and chaired by the 
Under-Secretary of Health, will review all proposals, initially in one of five 
sub-committees, and then in the 
 full coumaittee. The sub-committees will
 
focus on five areas; nutrition, improved ORS, preventive interventions
 
(health education, measles immunization, etc.), the epidemiology and ecology
 
of diarrhoea, and health delivery management research (i.e. operational
 
research). It is anticipated that the sub-committees will strengthen the
 
Research Unit's efforts in these areas, some 
of which represent relatively new 
directions. As the sub-committees are only now meeting for the first time, 
it is not yet clear whether the new review process will introduce significant
 
delays between submission and implementation of successful proposals.

Alternatively, because the sub-committees are smaller and have only one
 
subject area to consider, the review process may be expedited. An efficient
 
review process is of particular concern in the light of the short time
 
remaining to the Project.
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9.2.2 Research responsibilities of other NCDDP units
 

Although the Research Unit has the major responsibility for the formalNCDDP research programme, other units within the Project have also initiated
studies within their own areas of responsibility (Annex 15). To date theTraining and Communications Units have carried out research for planning,
testing and/or evaluating particular programme activities, while the
Evaluation Uqit has mounted a series of double round cluster 
surveys, both
provide baseline data and to monitor diarrhoea morbidity, child mortality, 

to 

breast feeding and the use of ORS. Initially the Reseach Unit supported anumber of operational research studies to help design the ORT programme.
lowever, now that the NCDDP is in the implementation phase, the responsibility
for initiating operational research studies has apparently shifted to theunits 
 charged with the management of Project operations, i.e., the
Coordination and Implementation Unit, and 
the ORS Production and Distribution
 
Unit.
 

9.3 Research priorities
 

Much of the early research was quite naturally directed towards findinganswers to questions of programme design. Ethnographi c studies identified
health care beliefs and practices related to diarrhoea and other illness forinput to tiz ining progrn:mes and media messages. Marketing studies and focusgroups helped to select the Project logo, packet size, type of packet and box,and the appropriate container for mixing. Studies of children treated with
 
ORS provided information on 
 the number of pac Ites co proauce. 

With the shift to implementation and the continuing need to establish
credibility with a conservative scientific and medical community, studies
began to give greatqr attention to the epidemiology and etiology of diarrhoeaand to the efficacy and safety of ORT in clinic and home, including the risks
of hypernatraemi . Research 
 grants have gone to hospital units and

university medical and biomedical researchers, who have tested the use of ORTin newborns, the effect of ORT and antiemetics, the most effective
solution, etc.. With the exception of the depot 

IV 
holder study, relatively
little attention has been given to research on how best to get ORS to the
remote areas, manage ORS stocks at the health unit, 
or how to organize,


supervise, or follow up ORS services in clinic or community in the mostcost-effective fashion. Until recently, a focus on the case management
strategy of the Project 
has limited research related to prevention of
 
diarrhoea. 

Research plans for 1986-1987 appear to reflect a shift away from a focus on medical care and case management towards nutrition, personal hygiene, water
and sanitation, health education the
and like, along with continuing

epidemiological studies 
and efforts to improve the ORS formula. These new

priorities correspond those fourto of of the sub-committees of the Scientific 
Committee. Research plans do not as yet reflect those of the sub-committee 
on health services management.
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Short-term, highly focused problem-solving studies have great potential

for helping to resolve the kinds of operational difficulties which arise in
 
the implementation and management of any complex ongoing programme. 
 The need 
for such studies will become even more important as ORT services are 
integrated into the ongoing Ministry of 'Health services. Although the 
Research Unit can facilitate design and implementation of these studies, the 
responsibility for identifying the operational problems lies with the 
operating units themselves, i.e., the Coordination and Implemontation, and ORS 
Production %nd Distribution Units. The experience of the ,ommunication and 
Training Units in carrying out tmall studies to resolve their operational 
problems, with the cooperation of the Research Unit, is a good model. 
Because the operational units have little experience in research, it would be 
useful if the Research Unit were to take the initiative in orienting these
 
units to the potential of such a problem-solving approach and to stimulate 
such studies. If necessary, the Research Unit might seek technical 
assistance in health services management/operational research. 

9.4 Research studies: a cuaulative listing 

The May 1984 First Joint Review described the research undertaken to 
that date under three headings: epidemiological, socio-cultural, and applied
research on operational topics. Using this same three-way division for 
comparabilit:v, Table 9.1 represents a cumulative listing, from those studies 
which appeared in the First Review report to those ongoing or planned for 
1986-1987. Table 9.2 lists research undertaken (1985) 
or planned (1986-1987)

by units other than the Reseach Unit, indicating those in which the Research 
Unit will also play a role. Research undertaken in response to topics

recommended in the. May 1984 review indicatedare in these tables. The 
Research Unit is to be commended for its response to the suggestions made in 
that review. 
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Table 9.1: Cumulative listing of research studies of the NCDDP
 

Prior to !ay to Ongoing or 
May 1934 December 1985 or planned 

-eview 1984 1.986-1987 

I. EiDidemiolozical research
 

o Taxonomy study I X X X
 

o Taxonomy study II X 

Etiology of diarrhoea 
 X X X X
 

Etiology 6f diarrhoea
 
urban vs rural X X X 

o Incidence of hypernatraemia X X 

o Etiology of hypernatraemia X 

Repeat of 1980 nortality
 
studies (2) X
 

Rotavirus assay system 
 X X 

II. Socio-cultural research 

Ethnographic studies (series) X X 

Anthropological studies 
on
 
illness (series), KAP X 
 X X
 

Media habits (2) 
 X X
 

Media message testing 
 X X X X
 

Logo, boxes, packet colours X
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Prior to 
>May 1984 

-eview 

'.1aY to 
December 

1984 
1985 

Ongoing or 
or planned 
1986-1987 

III. Health services research 

Diarrhoeal disease therapies:. 

IV solution X X X 

Antiemetic study X X X 

o 

Comparative study: ORS-90 
vs ORS-65 

Improved rice-based formula X 

X 

X 

o Rice-based formula for 
4 ruos. 

X 

A.ount of ORS to rehydrate X 

Follow-up of 

children 

ORS-treated 

ORS for newborns X X X 

ORS preparation in home: 

Container study X 

Mixing studies with standard 
cup X 

Packet opening trial X 

Distribution of ORS Packets 
iaformation: 

Pharmacists' knowledge, 
stocking patcerns (2) X X 

Pharmacist/customer intcraction X 

Incorporating ORT in primary, 
secondary curricula 

X 

Use of schoolchildren X X X X 

Information dissemination 
by mothers X X X 

ORS depot holders system X X X 

Prevention: Nutrition: 

0 

Composition of traditional 
fluids, semi-solids 

Traditional fluids, foods 
in diarrhoea 

X X X 

X U 
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Prior to May to Ongoing or 
May 1984 December 1985 or planned

Review 
 1934 
 1936-1987
 

-Milk feeding after fast
 
dehydration X
 

o 	 Weaning food practices
 
(Tax II) 
 X
 

o 	 Contamination of weaning
 
foods 
 X
 

o 	 Impact of diarrhoea on
 
nutrition 
 X
 

o 	 longitudinal nutrition/
 

health education study 
 X 

Prevention: Immunization:
 

Measles immunization study 
 X
 

Prevention: Hygiene and
 
sanitation:
 

Water 	quality 
 X 

0 Simple water/sanitation
 

interventions (Ta.\ II)
 

0 Effect of personal hygiene/
 

hand washing (Tax II) 	 X 

0 Topic areas recommended for study in the First Joint Review, May 

1984
 



Table 9.2: Research activiti,-_ hased In other NCDDP units
 
1985-1987
 

IplentaEva lalt loi p t Ion CU'U--LmdLCaL o1 Produc tion/ Research -
Distribution
1986-57 1985 
 1986-87 1931985 1986-87
195 
 1985 1986-87 1985 19S6-87
 

*Double round Census surveys X
x 

Report of 1980 mortality surveys 
 - X x
KAP survey of mothers 
 x X
 
KAP survey of providers x X
 

*Cost effectiveness analysis 
 - X 
Analysis of national and local
 
Statistics 
 X x x x
 
Analysis of register statistics X X
 
Physician trainee follow-up 
 - X 

*Community outreach: 
depot holders x x 

Community outreach: SRIID X X 

x
 

Comminity outreach: NOa/tINICEF days x 
X
 

*Medla he.alt!A edu-:ation kits - - X X
 
Media message testing 
 x X 
 X X
Logo, boxes, packet colours ­ - X X
 

*Improved rice-based formula x x x
IV solutions 

X X ­

*Topics recommended for study I n F1 r.t Rep'rt i/.vau.1t1 fon, May I!.J84s 
OQ 
a­
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9.5 Key 	Issues
 

9.5.1 The recent institution of a review of research protocols by five
 
scientific sub-committees, while important in addressing specific priorities,
 
may introduce additional delays in the review process.
 

9.5.2 The 	increased research priority to be given to issues of health services
 
management, through the Scientific Sub-Committee on 1anagement has not yet 
been translated into an appropriate agenda for management studies and 
operations research. 

9.5.3 The 	responsibilities of the Research and Evaulation Units are 
not always 
clear, nor is the appropriate role of the Research Unit in stimulating and 
assisting the operational units to conduct focused problem-solving studies. 

9.5.4 The volume of research undercaken by collaborating institutions has made
 
it difficult for the NCDDP staff to monitor the research closely.
 

9.5.5 Although the newsletter and recent scientific seminars have been
 
helpful, given the variety and volume of research sponsored by the project, it
 
has been difficult to ensure adequate dissemination of information between the
 
project and the inistry and within the scientific community.
 

9.6 Recoramendationn 

Rec.49 	 A variety of carefully planned and implemented research and 
evaluation studies should continue to be undertaken. Priority areas 
of research include the effective use of ORT, diarrhoea-preventing 
interventions and health services management, as well as infant and 
child morl1ity, especially that part attributable to dehydrating
 
diarrhoea.
 

Rec.50 	 The Scientific Review Committee, with the assistance of the Research
 
Unit Coordinator, should develop an explicit sL"T of procedures and
 
timetables to ensure an expeditious flow of the research protocol
 
review process.
 

Rec.51 
 The Research Unit and the members of the Scientific Sub-Committee on
 
Management Research should continue+ to work closely with the
 
Coordination and Implementation and ORS Production and Distribution
 
Units and Project management, to develop appropriate management and
 
operations research priorities, particularly related to the
 
peripheral levels. Information about these priorities should be
 
distributed to local research institutions.
 

Rec.52 	 Further efforts should be made to exchange scientific and technical
 
information with others working in re,.ated fields, and with the
 
Ministry of Health.
 

Rec.53 	 The Research Unit should take the lead in acquainting project staff,
 
including key operational personnel at peripheral levels, through

workshops or other activities, with techniques of rapid, focused,
 
problem-solving research. Such an approach will be important for
 
on-going activities and for determining how best to implement many
 
of the recommendations of this review. Examples of question which
 
could be resolved in this way include:
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o What are the most relevant items of information necessary for
 
action at each level of the system, 3nd how can collection of

these be effectively 
integrated into the current information
 
system?
 

o What is the best strategy to follow in introducing task-based
 
training to physicians, and how should 
 the impact of that
 
training be assessed?
 

o What 
would the effect be of stopping the distribution of
 
anti-diarrhoeal drugs through the government health services?
 

o What 
 is .he best strategy for training pharmacists" By

re-instituting the P.S.R. system? 
 By training pharmacy

inspectors? Other strategies?
 

o What is the best system for estimating demand for ORS at each
 
level?
 

10. PROJECT EVALUATION 

10.1 Evaluation strteg_ 

A detailed strategy was defined by the project in relation to 1984
 
targets. It identified components in each critical link in the planned 
 chain 
of evencs and, for each 
 component, several key indicators, appropriate

instruments and the frequency of measurement. Although this has provided the

conceptual framework 
for evaluation activities, the evolution of current

values for each of the key indicators can only be traced, with some effort, by

reference 
to a variety of Project documents. For some components, evaluation
 
has not been as rigorous as the original strategy "implied.
 

The key links in the chain of events underlying the evaluation strategy
 

are listed below:
 

o Campaign elements of good quality
 

o Potential present for exposure by target groups the campaignto 
elements
 

o Awareness of target groups 

o Correct knowledge by the target audience created by the elements 

o Correct action taken by the target groups based on their knowledge
 

o Reduction in diarrhoea severity and mortality 

o Sustainability of the new knowledge, action, and outcome 

C'
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10.2 Major evaluation methods
 

A variety of supplementary methods of evaluation have been applied with
different frequencies to complement the data 
gathering through the routine

data collection system. The most important of these are listed below withbrief descriptions of 
the methods and findings. 
 They are all fully documented
in various NCDDP documents, a list of which appears in Annex 4.
 

10.2.1 Double-round census of diarrhoea morbidity and mortality
 

This activity, undertaken by a specialist contractor, commenced in
1984. It has involved 2 cycles at six-monthly intervals in both 1984 and
1985, and 2 cycles are planned in 1986. Each cycle 
has covered cluster

samples of 10,740 children aged less 24 months and under 
in 8 sele'ted
governorates 
(4 in Lower and 4 in Upper Egypt). A similar survey was also
conducted in Cairo covering 6350 children 24 months 
and below and supervised

by Cairo University Staff and the NCDDP.
 

The findings of this 
study in relation to mortality are discussed
elsewhere in the report (see section DI). Other 
findings are summarized in
 
table 10.1.
 

10.2.2 Survey of mothers' KAP in relation to diarrhoea and its treatment
 

In both 1984 and 1985 sub-samples of the households covered by thedouble-round censuses were surveyed for mothers KAP in relation to diarrhoea
and.its treatment. In each year around 400 mothers in Cairo, 500 in UpperEgypt, and 600 in Lower Egypt were interviewed. The findings of the 2 surveys
are summarized in table 10.2. 

The levels of knowledge and reported 
use bf ORS are impressive (and
compatible with those found during the field visits of this Joint Review). In1985, the rate of use of ORS for the case of diarrhoea was 58% with 11%mothers reporting giving 
of

ORS "as the first action for diarrhoea", i.e. beforeseeing a physician. Levels of reported continued breast-feeding and solid 
feeding during diarrhoea are also high.
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TABLE 10.1: SELECTED FINDINGS FROM DOUBLE ROUND CENSUS SURVEYS, 1984 AND 1985
 

FIRST CYCLE SECOND CYCLE
 

Demographic and socioeconomic
 

characteristics of studz households
 

Mean no. of live children 2.9 3.1
 

% with one or more child deaths 22% 20% 

Mean age of mother 28.4 29.2
 

Mean age of father 35.5 35.5
 

Illiteracy mother 
 54% * 

Illiteracy father 43% * 

Mother housewife 343 

Father skilled job 
 * 54% 

Father unskilled job 43% 34% 

Indoor water supply 93% 72%
 

Sewage disposal 64% 
 46% 

Refuse disposal 45a' 37,0%°'
 

Diarrhoea incidence and ORS use
 

Total diarrhoea incidence 
 35% 40%
 

% ORS use of children 63% 70% 

who had diarrhoea:
 

% of children breastfed
 

before diarrhoea who were 
 89%
 

breastfed during diarrhoea
 

(*data is not available or variable has 10% missing values)
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TABLE 10.2: NATIONAL SURVEY OF MOTHERS' KNOWLEDGE,
 
ATTITUDE AND PRACTICES (IL-P)
 

REGARDING DIARRHOEIL DISEASE, REHYDRATION AND ORS
 

1984-1985
 

1984 Survey 1985 Survey

Variable 
 (N - 1500) (N = ]q0O)
 

Illiterate 
 69% 74% 

Knew of dehydration 81% 94%
 

Knew of oral rehydration 94% 98%
 

Heard of ORS from:
 
Health care providers 
 40% 66%
 
Television 
 ;0% 79%
 
Relatives/neighbours 
 - 11%
 

Ever used ORS 
 50% 64%
 

Used ORS in last episode - 58%
 
(during summer)
 

ORS users advised by:
Private physician 15% 70%

Health unit physician 16%

Self/spouse 
 75% 3% 
Mass media 5%,

Relatives/neighbours 
 4% 3%

Pha:m :cist 
 1% 1%
 

Gave ORS as 
first action for diarrhoea 
 4% 11%
 

Understand that ORS is 
to replace 16% 19%
 
lost fluids
 

Correctly mixed ORS 
 53% 73%
 
Project cup used to mix ORS 
 19% 22%

Soft drink bottle used to mix 
 23% 45%
 

Continues breast feeding 
 68% 83%
 
during diarrhoea
 

Continues regular feeding of bottle-fed 43% 44%
 
children
 

Continues regular feeding of children 
 46% 68%
 
on solid food diet
 

Reasons for not breast feeding: (n-687) (n-444)

Breast feeding worsens diarrhoe, 66% 

.Physician advised to stop 

54%
 
27% 41%
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10.2.3 Survey of health care providers' KAP in relation to diarrhoea and
 
its treatment
 

In the same 8 governorates covered by the studies 
mentioned above
doctors 
 and 	 100 pharmacists were 
100
 

interviewed 
 in 1984 and
diarrhoea-related KAP. 	 1985 on
The findings of these surveys are presented in table10.3. 
 (The 	findings concerning doctors and pharmacists should be comparedwith 	those of the Review detailed in sections D6.8 and 6.9).
 

10.3 	 Other evaluat.ion activities
 

Other activities aimed at evaluating the Project process 
and impact have
also 	been undertaken. 
These 	include:
 

o examination of routine death registration data, discussed in section
 
DI
 

o some simple cost-effectiveness analysis, discussed in section D13
 

o evaluation of the 
mass 	media communications campaign, 
discussed in
 
section D4
 

o the 	First Joint NCDDP/USAID/UNICEF/Wl1O Review of NCDDP activities
 
in May 1984
 

A number 
of projects conducted under 
the coordination
Research Unit 	 of the Project's
have also contributed to evaluation. They are 
mentioned in

Section D.
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TABLE 10.3: SU.MHARY OF FINDINGS FROM KAP SURVEYS OF 100 PHYSICIANS, 100 MURSES AND 100 PIARM.AClSTS* 

ITEMS 1984 1985 ITEMS 1984 1985 

StatisuLcallv sirnificant chane in rate 

Physicians wiho had attended an ORT training 

Physiclans recommending breastfeeding duringdiarrhoea 

Physicians reco~men-inp light foc. during
diarrhoea 

Nurses who had attendea an ORT training course 

Nurses knowin zrre:: vo.:.ze u va:er : r 

Pharmacists' sources of f'formation on ORS: 

37 

78 

60 

36 

;7 

ol 

91 

76 

Items measured in only one survey 

Physicians satlsfled with CRS 

TV commercial 

Pharmacists claiming to have 

expiained ORS Drcductlon to client 

Phazracists prescribing, for 

diarrhoea: 

- ORF ilone 

--

Ant £arrnreals 

'As Zus cruz.i 

PharMacists with ORS cups avalable 

-

19 

-

76 

97 

-

78 

68 

- mass media 
- drug corpany i9 

I8 
.6 
39 

Phar-acists ;rescrrIng antibiotr 

diarrhoea 
s for 3 . 

Pharmacists with .5 in CRS pact:ets available 64 

No sznificant chase tn rate 

Physicians prescriIn. ORS fcr diarrhoea 
Physicians a.atsfie: wi:h ORS 
Physicians kno.ing c~crcc volune of water 

for mixing CRS 
Physicians who had seen ORS 11' connercial 
Nurses reco-moencang breast ieedinS during
diarrhoea 

Nurses who haa seen .RS TV cot:ercial 
Pharmacists vo 'ad attenued an ORT 

training course 
Pharmacists knowing correct volume of 

Water for mixing ORS 

1OU 
97 

1CO 
94 

90 
96 
0 

94 

130 
100 

100 
98 

95 
99 

0 

96 

* To compare these findings with those of interviews with 30 
during tho Review, refer to sections D6.B o.id6.9. 

private practitioners arid 52 pharmacists 
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10.4 Current evaluation activities
 

The 1986-1987 Project workplan identifies the following priorities for
 
evaluation:
 

o a third 	cycle of the diarrhoea morbidity and mortality census
 

o a third 	mothers' KAP study
 

o a third 	health providers' KAP study
 

o a repetition of the 1980 mortality studies in Menoufia and Dakahleya
 
governorates
 

o cost-effectiveness analysis
 

o further 	analysis of national and local statistics
 

o evaluation of physician training
 

10.5 KeI ssue
 

10.5.1 In some instances 
evaluation activities undertaken by contractors have
not been ajequately monitored by the NCDDP 
staff. Direct observation nf field
activir5,.s and access to raw 
data would enhance Project confidence in figures

presen-d in final reports.
 

10.5.2 The statistical methods utilized in some project studies are 
inappropriate or are poorly documented. 

10.5.3 There is no link between Project evaluation activities and those 
undertaken by the Ministry of Health. 

10.6 Recomendations
 

Rec.54 	 Evaluation activities carried 
out by contractors should be closely

monitored. This will be facilitated by the newly-formed Scientific
 
Committee and its sub-committees, however, in view of the large

amount of quantified, statistically-based evaluation and research
being undertaken, consideration should be given to 
employing a
 
skilled epidemiologist/statListician 
 to ensure appropriate
 
statistical design and analysis.
 

Rec.55 	 All evaluation activities should 
 be undertaken in closed 
consultation with - the Research Unit, other NCDDP Units and

appropriate sections of the Ministry of Health.
 

Rec.56 	 The NCDDP should more actively involve the governorate and district

level personnel in the evaluation of project activities and share
 
with them 	the results.
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11. MEASURING THE IMPACT ON INFANT AND CHILD MORTALITY 

11.1 Introduction
 

Although the ultimate aim of 
any child health intervention including ORT
 
is to reduce childhood mortality rates, the 
causal link between programme

activity and improved child survival in the short term is difficult to
 
demonstrate, 
even where accurate statistics are maintained. One problem is
 
that even in large populations there is frequently a good deal of inter-annual
 
fluctuation in childhood death rates attributable to a large number of 
simultaneous effects. Hence, significant departures from an overall can
trend 

rarely be detected by comparing data from just two single years. The
 
difficulties of interpretation are much greater when the mortality statistics 
are inaccurate. The plot of the registered infant death rates for upper and
lower Egypt, Cairo and Alexandria from 1962-76 (Figure 11.1) illustrates very
effectively the tifficulty in composing data from two single years. A second
problem is the difficulty of isolating the independent effect of one factor, 
in this case an ORT programme, from the set of factors which influence child 
survival. This is the most common sort 
of problem faced by every similar
 
scientific enquiry and there 
are a variety of ways of approaching a solution.
 
It is not enough to show that within the life of a health project, -mortality 
rates imprcved by a certain 
percentage and to claim, therefore, that the
project was successful. Much more eviaence is needed on the whole system of 
causes and effects, demanding a more detailed examination of possible external 
sources of mortality change. The effects of the .%CDDP's activities on child
 
survival may in any case be apparent only in years to 
come.
 

The research the Project has undertaken so far is not an adequate basis 
for the measurement of short-term changes in infant and childhood mortality.

Secondly , the 'kind of detailed scientific research needed to separate out 
programne effects from other factors of change is also lacking. Whilst there 
is general agreement that ORT p!operly administered reduces substantially the 
risk of children dying of dehydrating diarrhoeas, the presentation of the 
Project's impact on infant and child mortality as it appears ort pp. 25-29 of 
the Three Year Status Report (February 1986) seems premature. Partly because 
of these claims and also beccuse of the broader interest in the assessment of 
the likely effects of ORT programmes on child mortality, this Review has
 
examined closely the available child mortality data for Egypt and particularly 
those generated by the Project.
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11.2 Child mortality in Epypt
 

Long-term mortality trends 
in Egypt have been the subject of three
 
recent publications which form the basis for this section:
 

- US National Academy of Sciences (1982) "The estimation of recent
 
trends in fertility and mortality in Egypt:".
 

- Hoda Rashad (1981) "Evaluation of completeness of mortality
registration in Egypt". Regional Paper, The Population Council,
 
Cairo.
 

- Birgitta 
 Bucht and M.A. el-Badry (1986) "Reflections on recent

levels and trends of fertility and mortality in 
Egypt". Population

Studies 40 (1): 101-113.
 

Whilst 	the exact 
degree 	of under-registration of births and infant
deaths is still a matter 
for some discussion, there is 
general agreement that

there has been a steady improvement in infant mortality (with minor
inter-annual variations) 
since 1945 (see Figures 11.2 and 11.3). (The slight

discordance in the series 1961-62 is due to a change 
in registration
practice). 
 As Table 11.1 shows, infant mortality rates adjusted for

under-registration have fallen from about 250 per thousand in 1942-46 to
around 100 per thousand during 1982-86. Bucht and el-Badry also note that the
mortality rates for children aged 1-4 have iallen even iaster over the sane
period. It seems too that since the early 19 70's, the rate of change of
infant mortality has quickened (see Figure 	 11.3). Some recent data kindlyprovided by Dr Badry el-Masri and Dr Gamal Abdul Aziz of the Ministry ofHealth indicate that the NCDDP activities began just after a small rise in
infant and child mortality in 1982 (Table 11.2).
 

TABLE 11.1: Summery of adjusted vital rates: 
 1932-86 	(per thousand)
 

Minimum 	adjusted rates 
 Adjusted rates
 

Crude Crude Infant 
 Crude Crude Infant
 
birth death mortality birth death 
 mortality
Period rate 
 rate rate 
 Period rate rate 
 rate
 

1932-36 49.7* 36.3* 
 250 1962-66 45.4 21.2 178
 

1937-41 48.0 33.8 
 248 1967-71 40.5 19.3 173
 

1942-46 46.0 34.9 
 249 1972-76 39.5 16.1 
 142
 

1947-51 49.1 
 25.8 207 
 1977-81 41.7 13.9 
 114
 

1952-56 47.3 22.7 201 
 1982-86 39.0 
 11.9 100
 

1957-61 45.5 20.9 177
 

Notes: 	 Adjustments based on comparison with rates estimated from cenrruses
 
and surveys. 
 See Bucht and el-Badry (1986) op.cit., p 89 for dctai3s
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TABLE 11.2 Provisional Birth and Death Statistics for Egypt 1981-1985
 

A. Numbers
 

Births Deaths 
 Infant Death Mid-year
 
deatr!s 1-4v population
 

(1000) (1000) (1000) (1000) (1000) 

1981 1660.1 444 113.3 49.8 43503.5 
1982 1652.6 462 117.1 59.2 
 44698.6
 
1983 1691.3 
 457 103.4 
 43.5 45926.5
 
1984 1742.2 393.9 98.6 45.3 
 47188.1
 
1985 1753.4 391.7 97.7 43.9 
 48484..4
 

B. Rates per 1000
 

Crude Crude 
 Infant 1-4v Adjusted

birth death death 
 death infant
 
rate rate 
 rate races death rate-E
 

1981 38.2 
 10.2 68.3 
 11.4 109
 
1982 37.0 
 10.3 70.9 13.1 114
 
1983 36.8 
 9.9 61.2 9.4 98
 
1984 36.9 8.3 
 56.6 9.3 
 91
 
1985 36.2 
 8.1 55.7 3.8 
 89
 

Source: Director, Statistics Department, Ministry of Health
 

The mid-year population projected from CAPMaS estimates using an average
 
rate of increase of 2.71% per year.
 

Death rate for children aged 1-4 assuming that 13,% of the population are
 
in this age group, as in 1976.
 

Adjusted infant death rates calculated assuming a true rate of 100 per

1000 for 1982-86. The adjustment factor is 100/62.4, where 62.4 is the
 
unadjusted mean for 1981-85.
 

These data also show that the unadjusted or adjusted infant death 
rates were virtually constant 
between 1984 and 1985. Rashad's work shows
that the long-term improvements in infant and child mortality were quite
widespread, affecting rural and urban, upper and lower Egypt to about the
 
same degree although of course the absolute levels of child mortality vary

widely. In the mid-1970's, infant mortality in rural upper Egypt was 
1.6
 
times higher than the level in urban lower Egypt.
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11.3 NCDDP estimates of infant and child mortality
 

In the NCDDP Three Year 
Status Report, two main sources of infant andchild mortality data are cited. One source 
 is the two double-round
follow-up surveys conducted in rural 
and urban parts of eight governorates

by Sinai Consultation, and in 30 neighbourhoods of Cairo chosen by CAPHAS 

represent low socioeconomic 

to 
groups, supervised 
by Dr Mervat el-Rafei in
1984-85 and 1985-86. The other 
is an analysis of the 
recent registration


statistics on infant deaths by month for 
twelve governorates for which data
 were available. Together these two sources are 
said to form "a satisfactory
means of estimating impact on mortality". Other smaller studies are
referred to in the Status Report and two other relevant reports are entitled"Notes to mortality data and analyses" and "The clinical epidemiology ofdiarrhoeal disease in Egyptian children". These studies will be briefly 
examined later.
 

11.4 The ono NCDDP double-round surveys
 

a) Study design and sampling
 

The basic idea behind these surveys was to enumerate a sample ofmothers with children 24 months and under before the peak of the summerdiarrhoea season and to re-enunerate the same mothers six months later toascertain the number of cni.ldren dead, dividing their 
 deaths between
diarrhoea-related and all other causes. The first cycle took place in
1984 with the re-interview in January 1985; 

June 
the second cycle followed inJune 1985, with the re-interview in January 1986. Although the same 

children were followed between the two rounds of each year, a different setof households was chosen each June using 
the cluster sampling technique
reconnended by WHO (CDD/8.5). The households were selected rcndomly fromwithin clusters. The sample frame was rescricted to 8 governorates, judged
to be rcpresentative of upper and lower Egypt. Cairo thewas subject of a separate survey, Alex:andria had been represented in the pilot study.Cluster populations were providod by CAPXAS based on unadjusted 1976 census
data. Somple size was calculated on a theoretical basis of 
 the need todetect a 25% annual drop in under two mortality with a probability of 0.8.The total calculated nunber of clusters was distributed across the eight
governorates (Sharqiya, Dakhaliya, Gharbeya, Beheira, Assiut, Qena, Miniaand Sohag) in proportion to their total population size. Within each 
governorate, there was f'irther stratification by urban-rural residence,using the proportion urban or rural from the 1976 census. Households within
clusters were chosen using a random starting point, and by working in onerandon-ly chosen direction through the cluster. The quota of 30 households per cluster, each with at least one child under 2, wcs filled up by enquiry
in the succession of neighbouring households. Only one nother per household 
was selected, and only one mother per building. These decisions, despitethe attempt to select households at random, probably meant that only
accessible mothers were chosen since interviewers were 
allowed to substitute

households when any difficulties 
or resistance were encountered. The sample

design as 
a whole, with its restricted universe, 
means that the results may
not automatically be 
nationally representative. The use of the 
1976 census
 
to select cluster populations would tend 
to over-represent rural 
areas and
thus provide a more conservative bias against finding 
reduced diarrhoea
 
associated mortality.
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b) Interviewing
 

Some 180 data collectors were recruited, each responsible for just 60

households in two clusters. Th"ey were generallv.health viorkers from :he
 
local health unit or centre who were introduced to mothers by a local 
nurse
 
with long service in the community. The work of the data collectors was
 
supervised 
by one field supcrvisor and two assistance supervisors per

governorate, responsible an director
to overall of fieldwork. Two
 
"logistical co-ordinators" were also provided per governorate. This number
of interviewers does excessive a interviewseem for simple schedule which 
can only have taken 10 minutes to complete. With such a large labour force,

it is often difficult to ensure that the same interviewing procedures are
 
maintainel throughout the sample. The consultant's report does not mention 
a training &nanul nor a re.ference docLiuent for data collectors to ensure 
consistency. Further, the exact form of the question to be asked does not 
appear on the questionnaire.
 

c) Questionnaires
 

The same interview schedule used for both rounds of each 
cycle

consisted of 21.5 cm folded in withone x 33 sheet half some identifying
information and socio-economic questions on the front. On the three

remaining pages, an identical set questions to be asked eachof were about 

child under two, allowing for a maximum of three in this 
 age group (see
details in the Sinai Consultation Group's reports). On the first visit in
each cycle during June, after completing page 1, the top half of each 
succeeding page was completed for each eligible child. On a second visit in 
the following January, the half each page was If abottom of completed.
child was alive at round two, no further questions were. to be asked. Jr
dead, the interviewers had a set of 7 questions to ask, and in addition, 
were asked to retuzLi to the health centre to see if the dead child's death 
had been officially registered. Thus, much less work was required if the
child was alive at round 2. Indeed, as interviewers were instructed to ask 
to see the living children, it would not have been strictly necessary to see 
the mothers at all as no further questions were to be asked when tne child 
was still alive. 

d) Cormparisons beteen cvces 

The data from the two first round surveys in 1984 and 1985 are not 
exactly comparable 
 as the two samples were independently drawrn.
Nonetheless, it seems that as the same clusters were used in both cycles and 
as the clusters were small, some pi:cportion of households may be the same in
both cycles. Comparing the socio-economic characteristics of the two
cycles, the populations appear slightly similar with a slight bias toward
lower status groups in the first cycle (more farmers, fewer with inside 
taps, more with no latrine). 
 More serious is the different age distribution 
of the living children (Table 11.3). Probabilities of dying in the under 
twos are strongly related to age. As an illustration of the possible effect 
of the age distribution of the children on the mortality estimates, simply
multiplying the numbers of children by age 
from the 1985 round by the 1984

age-specific death rates of the children 6-23 months of age (see Table 11.3)

would substantially increase the number of 
deaths from 81 in this age range
 
to 136 (136/81 = 1.7).
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e) Results
 

The data of interest here are the mortality rates which were not 
calculated by Sinai Consultation but by the Project. Tile main source is the 
paper entitled "Notes to mortality data and analyses". Before discussing
 
these rates, it should be pointed out that the data on the age of the living
 
children or their age at death are of very poor quality. As the key

significance of these variables in calculation of mortality rates had not
 
been recognized, the surveys did not put any special effort into obtaining 
accurate age data (e.g. by asking month and year of birth). As a result, 
age heaping is severe. For example, in 1984, 34% of tile sample of living 
children are showon as either age 12 or 24 months (21% in 1985). Whilst age
heaping is known to be a problem in all developing country surveys, the 
effects in this case, when subtle changes in narrow age groups are being 
sought, are serious. 

There is a further problem with the death rates for infants in the NCDDP 
reports. With the data available, infant death rates cannot be calculated 
directly, as at the second round, questions were asked only about the 
survival of the children already alive at round one. Children born between
 
the two rounds and the deaths of these chi1dren were not recorded. Hence, 
death rates for the under ones can only be estimated indirectly f:om the 
death rat'es for the one to two year olds, aitnou-ii the proportion of the 
0-Il month old population surviving to the secona rouna could in future be 
obtained by cross-tabulating the age of the children in months at round 1 
against death!: in months between the rounds. All the published NCDDP death 
rates and estimates of cha.ge bcttween 1984 and 1985 thus require 
recalmulation. 

The corr'ctly calculated age-specific death rates are sholwn in columns 
6 and 7 of Ta b.e 11.3 for all deaths and for those which are 
diarrhoea-related. Simply doubling these siX-month rates (which is an 
over-estimate of the annual rate due to the concentration of deaths in the 
summer months) gives overall death rates for the one year olds of 23.2 per
1000 for 1.984 and 20.9 
per 1000 for 1986. The rates and percentage
 
difference; fluctuate widely due to small and
numbers, the serious
 
misreporting of age.
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TABLE 11.3 Age-Specific Death Rates from the double round
 
surveys in eight governorates
 

Age Groups Deaths July-Dec Children: 6-month death
 
(Months) NCDDP 
 Rates per 1000
 
Usual All Diarrhoea Round 1 All 
 Diarrhoea
 

1984
 

(1) (2) (3) (4) (5) (6) (7)
 

0-5 1-6 
 60 	 36 2631 * * 
6-11 7-12 
 71 49 3197 22.2 15.3
 

12-17 13-1.1 35 21 2255 
 15.5 9.3
 
18-23 19-24 
 22 	 11 2656 8.3 4.1
 

188 	 117 10739
 

1985
 

0-5 
 1-6 43 30 2773 * *
 
6-11 7-12 37 21 
 37",S 	 9.9 5.6
 

12-17 13-11 33 
 18 2515 13.1 5.6
 
18-23 19-24 11 4 
 1702 	 6.5 2.3
 

124 73 10738
 

Notes: (1) 	 Deaths are tabulated by the age of the child at death whereas 
the age distribution of the children is as estimated in June of 
each year. 

(2) 	 No death rates for the 0-5 month old children are shown (*) as 
deaths before the age of sixth months notwere properly 
enumerated bctween the two rounds. 

TABLEE 11.4 Annual 	 A 'e-Suecific Dc.th Rates for AgeGroups
6-23 and 12-2.3 month:, - 198"...85 

Age 
 1984 1985 % change
 
Group
 
(Months) 

6-23 	 All deaths 31.6 20.3 - 36
 
Diarrhoea deaths 
 20.0 10.8 
 - 46
 
Non-diarrhoea deaths 
 11.6 	 9.5 - 18
 

12-23 All deaths 
 23.2 20.9 
 - 10
 
Diarrhoea deaths 
 13.0 .0.4 - 20
 
Non-diarrhoea deaths 10.2 10.5 + 3
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f) Discussion
 

Although the results in Table 11.4 do indeed show a faster decline in
diarrhoea-related child mortality than in overall 
mortality between 1984 and

1985, the numbers of 
deaths by category are much too small to be significant.

For example, re-classification of cause of 
death, a difficult classification

in any circumstances especially in retrospective surveys, for some ofdiarrhoea-related deaths amongst children 

the 
aged 6-23 months in 1985 wouldchange the six-month death rates quite significantly. When taken togetherwith all the other evidence concerning the quality of the age and age at 
death


data, the contrasting age composition of the two samples of children, and the

inevitable difficulties in ascertaining cause of death, the 
rates in Table
11.4 cannot be accepted as a basis for 
claiming significant reductions in

diarrhoea-related mortality. Comparisons between the two 
 surveys are
 
difficult because of the differing age composition of the samples.
 

In conclusion, we note that the overall death rates for the one-year
olds from the survey match quite closely the death rates obtained from modellife table with infant mortality around 60 per 1000. Using Brass's GeneralStandard life table and the logit system, the age one year death rates

corres:pond with infant mortality rates of 66 per 1000 for and 60 per1984 1000for 1985. These are of course far below the adjusted rates (see Table 11.2),so that the surveys probably under-counted all deaths to one year oids by atleast 40%. This seems to indicate that the data collectors failed to trace 
many children who had died between rounds. As explained earlier, the designof the study made it more contvenient for the data collectors to record 
children as living during the second round. An additional piece of evidence
suggesting misreporting of survival status at round is the surprisingly2 lowrate of losq to follow ip between rounds. Only 44 children were lost between
the two round,; of the first *cycle (1934), and none during the second cycle 
(1985).
 

Finally, it should be noted that calculating changes in age-specificdenth rates is not the best way to analyze such data. Some matciing of
mothers and children and calculationi of relative risks of dying with andwithout ORT would be a much more fruitful approach, provided of course that
data of acceptable quality caa be gathered.
 

11.5 Other I)CDP sources on mor:alit# 

a) The C-,iro 2--round survcys 

Surveys of broadly the same type were conducted in selected poorneighbourhoods 
of Cairo by medical students from Cairo Univecsity workingunder the direction of Dr Mervat El.-Rifai. Data on about 6300 children were
collected at rounds. writtenbc:h No reports on these surveys could belocated but some raw data were provided from which annual age-specific deathrates for 1984 only could be calculated. The rates for Cairo and the eight 
governorates are as follows:
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TABLE 11.5 Annual ARe Specific Death Rates Der 1000
 
from the double round surveys in 1984
 

Usual Age Groups (Months) 
6-1. 12-23 

All deaths Cairo 
 20.7 (12) 12.8 (18)

8 Governorates 22.2 23.2
 

Diarrhoea- Cairo 13.8 (8) 6.2 (9)

related 8 Governorates 
 15.3 
 13.0
 

N.B. Number of deaths recorded in Cairo in six months in brackets.
 

Although the rates for Cairo and the governorates are broadly

comparable, the absolute numbers of deaths in Cairo are too small for analysis
of the rates. No 1985 mortality data could be located from the Cairo surveys.
 

All the reservations about the 8 governorate surveys apply to these 
Cairo data. Since no data on changes between 1934 and 1985 could be locatea,
there is little point in further examination of this source. 

b) The "nux-lerator annlyris" data 

The NCDDP began collecting mortality data for children directly from the
health authorities in each governorate in 1983. The reports include
information on diarrhoea-related and all other deaths by age (0, 1-4, 5-9years) and by c,;lndar month. In a paper first circulated in 1985 and in some
 
more recent tables presented to the Review Group, it was shown that Lheabsolute numbers of infant deaths due to diarrhoea were declining and that: the
concentration of infant deaths in the summer months (Nay-August) wag being
reduced, coincident with the life of t:he NCDDP. Before proceeding further,is important to indicate 

it
that the national recorded infant death rates,

calculated from the same source as the numerator analysis data, have fallen
only very slightly during 1983-85 (see Table 11.2, panel B). In these 
circumstances, only some very brief comments 
are necessary.
 

By governorate (dat.1 for only 12 have been presented), the trends in
registered infant deaths are quite uneven. 

o In one governorate, the nvmber of 1985 infant deaths wqas 1.6 times
the 1984 total (see figure 11.1 for illustration of the typical 
inter-annual fluctuation in rates).
 

o Generally, the data show the 
date of registration of the death and
 
not the date of occurrence. 
 The pattern of shifting is unknown in
 
Egypt.
 

o Under-reporting of infant deaths varies 
 widely in Egypt and
 
inter-annual variability is high.
 



Page 91 

More interesting are the data on deaths by month. This could be a
useful diagnostic 
 tool for the measurement 
 of summer didrrhoea-related
deaths. It is likely, however, that the long-term decline in infant and childmortality has meant a steady reduction in diarrhoea-related mortality anyway,
so any trend analysis should be done with this in 
mind. The necessary data on

infant deaths monhby and year for the pre-1980 period could not be located 
so 
this point could not be checked.
 

c) Other studies
 

Some valuable intensive survey 
work in places like Menoufia and
Dakahleya governorates produced good quality data 
which could serve as an
excellent 
baseline for subsequent evaluations. Rather 
 than making crude 
comparisons of child mortality in these studies with rates 
from other sources,
as is done in the "Notes to mortality data and analyses", the sites where the
original studies were carried out could be carefully re-surveyed in the near 
future and 
some more valid comparisons drawn.
 

11.6 Recominendations 

Rec.57 Death registration sttistics 

lt is recommended that a systematic analysis of the published deathregistration data for Egypt be undertaken following the lines of the work byDr Pashad in 3.983. Analysis of the more recent data, looking at details on 
age at death, sea-on deathof and rural and ratesurban within governorateswould provide a valuable context in which to examine ofsome possible effects 
the NCDDP.
 

In particular, the trend in the concentration of deaths in the summermonths should be examined with special reference to possible seasonal 
concentrations of registered births. 

In the assessment of trends based on the death registration data,reference will need to be made to independent sources of mortality information 
(both cenuses and surveys). 

Rec.58 1he tl'o i(:DDP double-round surveys 

It is reco!M:ended that the existing two-round survey data be
re-ttxamined, combining both the 1984 arnd 1985 rounds if possible. Analysis ofthe relative risks of dying for sub-groups, controlling for obvious factors
such as age and socio-economic status, might help the project obtain more 
definite results than the calculation of death rates. 

The questionnaire for the third cycle of the double-round survey should
be improved, and more effort should be made 
to collect accurate data on age.
 

Closer supervision of fieldwork during the second round is needed to 
avoid omission of some deaths.
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Rec.59 Assessingpr2ogramme imnact
 

o A more sophisticated and rigourous 
research programme should be
 
developed to isolate possible Project effects from all :he 
other
 
variables affecting child survival.
 

o A re-survey of areas already studied before the main impact of 
the
 
Project (in the 
 Menoufia and Dakahleya) should be undertaken.
 
Similar studies in upper Egypt ace also recommended.
 

o Analysis of survey data for areas 
of "high" or "low" programme

activity should be considered (e.g. an analysis for areas with the
 
Depot Holders schemes, versus areas without). Linking of data from
 
the KAP studies on ORT with mortality data is also recommended.
 

12. SU[ IARY OF ECONOMIC, FINANCIAL AND FISCAL CONSIDERATIONS 

This section sumitarises a longer document presented as Annex 13
 

12.1 Introduction: A concetual. fra ::ework for cost analysis of ORT 
projects of the NCi)D? type 

However difficult it .-ay be to successfully implement a project such as 
the NCDDP, conceptually it represents a rather simple and str..',htforwa:­
enterprise. XCDDP aims to change the way in which diarrnoea is manages in 
Egypt, both by mothers and health care providers of all kinds. For evaluation 
of NCDDP, an important question is how long it will be necessary to maintain 
project-typ inputs and at what scale to sustain the behaviour changes
produced by the project. Evidence! has not been assembled to answer this 
question. Indeed, some experimentation over the remaining life of the p~oject
with succe.-;sive attentuation of project inputs will be necessary to make a 
determination on this score. 

Meanwhile, it will most
be informative to assess the implications of two
 
limiting hypotheses in this domain, viz: 

Hypother-.is one : Once the behaviour has been effec:uated (in the sense 
that househCJders and providers routinely respond to diarrhoea by

appropriate 
use of ORT) it will be self perpetuating, without need for
 
continued project-type inputq and costs. 
 That is, just as in pre-ORT
 
times, mothers passed on to their daughters inappropriate, non-ORT 
wisdom on the management of diarrhoea, now in poct-project times 
they will. pass on ORT wisdom. 

Hypothesis tvo: To sustain the behaviour changes produced by the 
project it will be necessary to maintain indefinitely a program for
 
this purpose which uses project-type inputs on the scale used by
 
NCDDP.
 

r
 

http:Hypother-.is
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Of these two hypotheses one appears to be, prima faci, the 
 more
plausible such that we may initially axplore the implication of it. After
all, in pre-ORT times, cultural transmission of non-ORT wisdom did not depend
upon mass media campaigns. There would 
seem 
to be no good reason to suppose

that in these newer times continued cultural transmission of ORT wisdom will
require mass media campaigns. Assuming that it is not by
barred technical
 
consideration (ORT is 
low tech) or cost considerations (ORT is low cost), this
kind of cultural transmission of ORT practice is a to
likely enough outcome 

call for analysis of its implications. What 
 this means for cost analysis isthat most of the improved health-status yield to the resource committed toNCDDP will be realised, and manifest in the years following the termination of
the project Erima facie (and without any continuing NCDDP-type program). 

Assuming the hypothesis one outcome, perhaps the best way to approach 
cost analysis for ORT projects of the NCDDP type is to divide the analysisinto two rather than different parts. The first question would be: What does
it cost to effectuate the intended changes in healththe services system?That is, what does it cost to change the way in which diarrhoea is managed in
Egypt, by both mothers and health care providers of all kinds? Here, the
output unit to be costed, so to speak, is "health care system change" so that
total projcct costs "to date", i.e. to the date observations are being made on
the extent to which changes have br.en .'chieved in the way in which diarrhoeais managed in Egypt, represents t-.e rel,' ant costs. That is, this part of the
analysis regards most project expenditure as "development" (capital)
expenditure, as investmentan in health service system change. 

The second part of the analysis would address the question. Is theproject expenditure necessary to effectuate the system changes "worth it"?Pu. suant to answe-ring this question, we might attempt to analyze expectedfuture costs and benefits (future health services 'and health status events) in

the period after the project has terminated, comparing this 'to what would have

been expccted had the 
 system change not been effectuated. Such longer-run
analysis is not Undertaken here. We do try, however, to take a more proximate
look at some of the implications of system change effectuated to date,attempting in the next section to apply the conceptual framework just sketchedto twu important elements of syste:it change effectuated by NCDDP. 

12.2 The cost o- t.o imnortant system changes: motherst knowledge aboul ORT 

dehydratio si.d inn.roved access to ORT 

According to the Project, by the end of 1985, 98% of mothers knew about
ORT and dehydration. (This has been supported by 
 the findings of the
housahold survey component of the NCDDP evaluation which found that 96% of the
161 mothers in the sample recognized the ORS packet and knew what it was
for): These knowledf'eable mothers include at least 7.5 million women (between
ages 15 years) we be rsand 35 whom shall regarding mother-beneficiaries of 
the Project).
 

A 
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This 	mothers' knowledge 
output should be regarded as an important

project output in its own 
right (i.e. in addition to whatever significance it may have as a so-called "indicator" of other 	 health status and health serviceevents). For one thing, it is a necessary, if not also sufficient, condition 
for achieving the health status and health services impacts which are the
stated 
purpose of the project. In addition, this knowledge output can be
considered responsive to a kind of moral imperative in this domain. Thedehydration consequences of diarrhoea are believed to cause a high rate of
mortulity among children here. There 	 exists a simple, inexpensive treatmentregimen - namely, ORT, by means of which mothers can save the lives of their
children. Surely wc can agree that the health services system is under an 
obligation to get this word out to 
these 	mothers.
 

In analysing the costs of effecting this change, we take account
total project expenditure to 31 January 1986 for 

of 
the following bu.get items:Staff Office and related JSI costs, Research and Evaluation, Mass Media and

Training, 
 and Conferences, and the Breastfeeding Project. With some

adjustment to earlier expenditures to reflect inflation, the total for thesebudget items is about LE oiO 
million - or about LE 0.80 per beneficiary for
 
the 7.5 million women in the target beneficiary group.
 

To characterize these expenditures on the mothers' knowledge account
 
means that they were all incurred pursuant to, 
 and presumably contributed to,this result. This does not imply that mothers' knowledge was the only output

secured by these expendiLtures. indeed, 
 these expenditures produced also
another imporrtant system change, namely, improved access to ORS through animproved supply system. (Mothers-knowledge and improved ORS supply system are
.Join products of these expenditures, i.e. not to be partitioned to each.) 

Improving the supply and supply system for ORS and thereby improving
access to 01S should. like mothers' knowledgl output, and for much the same 
reason, be regarded as an important project output in its own right. The

total additional expenditure 
 to effectuate the improved-access system changeis about LE 2.7 million. This brings total system change costs to about LE8.7 million - or in round (and hence more memorable) numbers, a little more
than LE 1.0 per mother beneficiary for the women in the target benficiary 
group.
 

12.3 	 Were the develop,,!ier expenditures to effectuate a .vstem change worth
it? 

This is, of course, the qucstion we would like to be able to answer.
One way economic analysis would approach this question is to appeal to a
willingness-to-pay criterion, i.e. would the beneficiaries themselves havebeen willing to pay for the programme to secure the programme benefits? For 
the purpose of 
this kind of market test, the households which include the

heretofor identified mother beneficiaries (i.e. rather than just the mothers 
themselves) should be thought of as the beneficiaries. Survey research mightassemble direct evidence on the willingness-to-pay question. this writing,At 

no such evidence is available. Since, however, this question is central to

the economic analysis of a project such as NCDDP, we may seek some perspectiveby performing a kind of intellectual experiment. (Economists will recognise
that the experiment proposed is very much in the spirit of applied welfare 
analysis).
 

0i
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Suppose that, pursuant to our intellectualfollowing question experiment, weto representative address thehousehold beneficiaries:-. 
"Suppose that for a little more thanspeak) LE 1.0to a health care you could "buy in"system (so tok.ow.e.ge..bou.--"OR in which you would-ehydration, be given soundbe available and in whichat a cost of about ORS would readily
treated. LE 0.15 per episodeYou understand that the of diarrheoaknowledgesystem may well enable you 

and access provided byto prevent grave thisdeath of, consequencesyour children owing to to, even thedehydration.this knowledge Moreover,and access, if because
without you managed of

resort to even one episodefrequently of diarrhoeaprescribedthereby recover non-ORS medications,the citire price of you couldyour admissionyou to the system.be wi.ll Would1 ng to pay LE 1.0 to join this system?"
it is hard to imagine that the answer

question of an informed householdco ulJ be )nything to thisbut a resounding "yes.
More generally, the conceptual

foregoiiiij frameeorlz for- i.e. regarding evaluation 
expendittures most NCDDP expenditures set out on system as essentiallychange account., developaientand recognizingiriproved mothers'acces.,; output knowledgeas important outputimplication outputs inof the their ownintellectual right,experiment theeain~jll way, at on willingness tothis s1a3,e pay isavailable, of project developmnent the mostto draw artention and withto the informnationprogranine. the relative costsFrom this and benefitspoint of of tLeview, we ;CDDPshould reachexpend .Ltures -have the conclusionbeen very mluch worth that NCDDP'given the it in terms ofpcnerally painsacknowledged achieved. Indeed,experience difficultiesin achieving health projectsany sIgnilficant typicallyyield to resourcesbe commiltted,the more impressed one mustby NCUMW achievements. 

The foregoiig r e.; u it s have beenhypothesis reachedoric -. namely, that under the assumption
31, 1986) had produced 

total project expenditures to date 
of 

behaviour (to Januarywill changes whichbr_- recalled that hypothesis were now self perpetuating.
assumed two (taking Itthat to sustain the the other limitingbehaviour position)be necessary changes produced by theto maintain projecta program it wouldinput. on the scale for this purpose which usedused by NCDDP. project-typefor The totalthe above exercise project expenditurestook place over utilizedof about LE 0.40 a 2.5 year periodper beneficiary or at an annualhypothesis household. To ratetwo, reflectwe would need the assumptionsto change of
addressed the last sentence ofto our household the queryrespondents to read: 

"Would you be willing
LE O.4rO to make a yearly paymentto join this system?" of a litle more than(A similar change wouldthe first sentence be made inof the query.) 

*Again it is hard to imagine that the answerthis question would 
of an informed householdbe other tothan "yes". 
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Ongoing eXPerience with NCDDP,,ofcontinuedxa Ongeofn resource : 

e i w t C D~ commitment,the behaviour ;,-a y yield an answerf any, would to the 
may turn by the project. to sustain

changes produced be necessaryqueston 1 hat 
out tO lie soune;hiere The actual tate of affairslimitaiorlal be t,7een thehypotheses Ilimi ts assumed

however, exp lored here. by the twois that 'hat tle foregoingfor the approach exercise hasto evaluatiOn shown,We have adopted so far, thecn -v .r y e r s riv t t v e r t- hle f i nd ing s o l t h i s s c o r e ..1.2. 4 Cases Te'ted 11ifth ORS tnd cost per.case treated
 
The nnalysl; 
 developedaccounting to this point hasfor project entailed only

resources outputs. By itself, a very selective
committed it understatesto the project. the yield(physical) Thus, tounits, it would for example,be appropriate in health-servicesincrease in the to includenumber of cases as parl: of themanaged of diarrhoea yield, theand will in future years 

that are now being appropriatelyinterv:.-i:ons be ?pproprJatelyof the project tiaimged owingcases-, inaippropriately (and t~he same for the decJ:ease to the 
managed.) Hard in thr numberperformnance are data on thcse dimcn,;ions 

of 
not available, even on a of systemcurrent basis. 

flovover, there are data to sugestdiJ rr n:a large scaleAlthoughi-l subject use of ORT tosome .4.0 million cases of 
to some controvers)y, the 

manage 
diarrhoea Project's

plausible were treated estimate thatin .,,i thglit of independent 01,S in, 1985utilize d by conr';uline.s in J-985. 
evidence on the amount 

is 
We!re According of ORS apparentlytreat ed at home. to NCI)DP, aboutThu.- it: 90% of theselarpc--;cale is clear that Casestheral-,cutic households 
projecL use of the opportunities in Egypt made(in the form affordedof Incwlcde t o themcou.,;c$ about by thethese andcase's treated easy access toshould ORS).also And,be recogni:.ed of 
a corn as iamongMr.son of 1/roject the belefits incost; and benefits.
 

I.,hicz 
 of the various approachestreati'ent with t o calculationORS woul'd of costmake sense depends, per case for 
hypl thcsis used, 

to a Large extent on the 

Under the assumptio..s
expCenditutres of hypothesis onewill produce behaviour changes 

- narely, that projectproject-historical arewhichunit costs which self perpetuatingothers) reflect total ­are of little or no interest, project expenditures (amongan Jiivfstme-nt i.e. most of these 
for 

in system (behavioral) costs are regarded aschange,the ORT delivery not as ongoingsystem put in operating-a9stUmptfonss place by the costs
w'hat Project.will be the regular Under hypothesis onetreatneiit ongoingwith operating.ORS for the 90% costs perthese costs of cases treated case forwill be the at lhom&?cost of the One componentoutlets for LE ORS itself now of0.45 a ten pack sc-Iling in ..find.ngs, (say US commercial an average of 3.5 

It 0.52). Since, according
episode, we 

of these 5.5 gra to Projectarrive at an packets areORS requiredat least cost of about UStO.18 per60Z of per case.the ORS used in (It appears thatEgypt moves through commercial outlets, 

rV 

http:recogni:.ed
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leaving 
about 40% delivered by the NORconsumer. system,We assume that free of charge tomeasure the commercial retail theof the economic cost - price representsdistinguish 1O{ budget a reasonableby the 1O1.) For costhome treatment, - of ORS suppliedprovider we should add(physician to the ORSand other) consultations cost the cost ofboth tle private sought bymarket and the the i,ouseholds ­,1011 system. fromto .he c~ner..but_ 
y e 

(The latter services will be freer
cost should -beof the nation's -reckoriedORT delivery system.) as an economiccosts have not Data 
to measure
been assembled. these consultation
iat about costsin IfO facilities? for the 10%These will also of cases treatedinclude an ORS cost ofcase, plus add Ltional about USt
data have 

costs for 1011 personnel 0.18 per
not been assembled time and facJlJ1tiyto measure use. Again,this .questlon should 

these additional costs.distingui!:h (Research11011 budget costs on 
probably and economic costs andfind that wouldthe.latter are very small.)
 

Under 
 the assumptions
behaviour of hypothesischanges produced two - namely, thait toby the Project, sustain theprogram for it-will be necess irythis purpose which to maintain aNCDDP - project uses project-typehistorical inputs
(among others) 

costs which reflect total 
on the scale used byare of mcto interest. project expenditures 

necessary, Ilost of theseongoiu.g costsoperating are regardedcosts asinto place by 
for the ORT deliverythe project. system that wereOne component put

hypothesis one, the 
of tihese cost, will be ,to this ORS cost about as in11CI)I' US,; 0.18 per caseProjert cost. treated. We needSince we to addmillion cases, are calculatingtreated unit costsin '1.985, for thevarious rea sons, 

we miplit t;:ke project costs 
1, 

costs 
it is probably better 

for 1985. Foriowever, 

to date. USAI) to take average
expenditures annual projectdate which have averaged UStcozies to about U:q 17.0 million 

6.4 million per year toall in hind equivalent(pCersm(1l contribution,Services, facility virtuallyservices)the projact, a rate of .JS 3.4 
over the five-year life ofmillh -i onabout US 0.24 per average percase. As with year which comesno estimlLte the analysis under tofor the cost,--f hypothesis one,provider we haveconsultationsThe various utilisedfindings foregoing by the household. may be summarised as follows: 

Cos _per case for temt with ORS, 1985
 
Taking t he sumi-t lons and
u i.o 1)ers-et 

.. . XC of yho - on.
 . ..n a th~e osUS .O8i-ti.us one
the cost of provider consultations
 
Taking 
 the assumptions and perspectiveiS--i7)lus of hypothesist hec twoof provider consu1ta-ions
 
Even under 
 the assumptions

is probably of hypothesisbiased on the two, the estimatehigh side as of USt 0.73nominal a measurebudget) cost, e.g. taking of economic (distinguish
kind at the imputed valueface value of
added th COE contribution 
that 

US' 0.24 to the cost per inthe actual case.
state The readerof affairs will may .-el
assumed by the turn out somewhere
two limitational betweenhypotheses the limitsexplored here,may be regarded as 
so That our findingsupper and lower limits.
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12.5 The quesion of 

The analysis has soand far reachedbenefits the conclusionit is fair to that whensay comparingbenefit that the NCDDP costsfor modest expenditure. has achieved 
output with This is not to 

a great deal ofthe resources say that NCDDPallocated has maximizedcay that more to the Project'soutput could programme.
NCDDP not.have been Nor is it tobeen deployed achieved had--in- some the resourcescst-effectiveness alternative programme. used by 
I'hateve , 

cannot be answered This questionmight be on tile basis oftaken as the of information
analysis, e.g. mothers' 

NCDDP output for purposes of 
available. 

knowledge, cost-effertivenessdeaths averted, improved access,it is not diarrhoeareally possible cases treated,has been no to do suchexperience analysishere becausethe with alternative therepurpose of nation-widethe NCDDP. programmesHence, no data to achieveare available on the costal~er-native~s of such 

Related to this question, however,that the NCDDP there ismight have some testimonyexpenditure nchleed whatever in the recordthan that Incurred, it has achieved withmledia. i.e. in the a smallerHore generally, area ofUCDDP has communications/mass- indeed tHe operated w-:ith a very
whatever 

fundinp availabile to loose budget constraint­the projectPrr:Jmrae components has enabled it toproject budgetcorIVwenstrate manatemeit: forWith thoughtthe commitment of would yield benefitsresources.eflected in This circumstance
5u"4 of what 

the fact that during FY 1935, -may be
had been budgeted the project in

for t-hat year.

The lcse budget constraint
motivated by susgests that, had
a tight budget constiraint project management


have been rcaJ.i,;cd to contain costs, been 
Without a significant cost savings mightditnunition in project output.1,: ,Plications 


of NCDDP: 
 An aspect of r.ustainablli )'Celitral to the questionWo01, be impo.;. of sustainabilityto carry is
l'ioject out a satisfactory the fiscal burden thatlhas terminated ORT programand inagain, these outside Egypt after thethe conclusions,; funds are noone reaches longcr available.depend HeretaTes the asst;,.:ptions very much upon whetherof hypothesis tile analysisone or those of hypothesis


Unyder tl. assumptions 
two.
 

compare of hypot1esisthe NCDDV. budget with tI;o, it would be informativeGO-:"s budget tile fiscal capacity tofor health. of the 
1.27 of 

Project expenditures G;,E, in terms of thetot:al Ge current expenditures to date have amounted to aboutif the COE had to go 
for health over thison in post-project same period.prograip Evenat the years committingsame resources

resulting 
rate that resources to its ORTfiscal were comittedburden would by therepresent a NCDDP* tilevery small partfiscal effort of the GOE'slin the health totalaccount. 
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The perspective of hypothesisof the sustainability isue. 

two, however, gives us a "worst-case" 
MOH resources Under the assumptions of 

view 
would be hypothesisrequired one, whatto maintainORT program in +he MOH's share ofEgypt after a full-scalethe NCDOP ha.definitive terminated?answer At present,can be given to nothis question. Howcver,calculations for major inputs will give helpful perspective. 

illustrative
 

A major such input i:ould be tlie 
 ORS used in 1OH
and given facilities,
to mothers to on location
take hoine. Assuming
say, in the order that this requirement wyould
of 20 million 5.5 be,gm packets,
the'se supplies, would the tab, were the 1011come to about to buy

expenditure for health. 

0.2% of the 1985/86 
current (budgeted)
this 

Put this way, a miniscule fiscal burden
.may not 
be the best way to indeed. Butput itsustainability. if we are
For seeking to
this purpose, perhaps, assess 
the Moll's budget a better comparisonJust for drugs, since this 

would be w'th
would make is, precsumably,a claim upon. Ile do the budget ORSnot havebudget available. a current figureWe know, however, for the 1101 drugfrom an earlier11011 budget provided only study, that in 1978, the
whole. -

LE 0.26 drugs per capita forAnd. there is reason to tile population as asupposeavailable that therein the is stillMol system for very little
drugs. The ORSwould come -to about LE expenditure assumed forego1ig
0.01.5 
per capita,
miore a small amount,thani a fraction of but still apt to
1% of be

anni:al the drug budpet. For
inflation rate over example, assuming
the period, a 15%
mainL if the M0ollaLned in real terms, 1978 drug budget *had been
it would 
now be about LE 
0.67 per capita, of
the ORS; expenditure would whichbe about 2Z.
 

rnfmlight 
Con tend that
not be regarded as 
say, 2"-, loading on the MoIl drug

judgewmleit 
ominous from a sustainability budget should

m,1ht indeed be tbc point of view,. andcorrect thist:hat ho.:cver one. rhere is no guarantee,small the ORS loading however.,ol thebe accou.,odated drug budget might beby those who that it wouldmake decisions about allocation of the 11011 drugbudget.
 

I[: is importait: 
 to noteNCDDJ' that failure ofrate, ;ould not necessarily the NOMf to budget for ORS atimply failureprogram in Egypt. to sustain a full--scajeI distinctive ORT
plae by l'CDDP and crucial feature of 
amount 

is that it is demanid driven. 
the ORT program put inof funding Moreoveravailable given theIn the ',1011 system very smallfor drugs,rely upon drugs obtained most patients havefrom private to

particul.:,ly pharmacies.good candidate ORS Js pherhapsfor distribution acosts to in this wayhouseholds %:ould com;prise a miniscule 
since out'-of-poclket

fractionthose at the lower of the total income ofend of the income distribution. 
• It may with good 
reason be contendedout above that calculationsno doubt overstate such as those setthe fiscalof--. a full-scale ORT programm-e in Egypt 

burden implications of the 1O1's sharebec;auseis expected to, they neglect the factin a large that ORTpart, supplant othermanagLermnt 
 strategies, more expensive diarrhoeanotably, casehospital
example, according based, IVs/drug regimens. 
 For
a large scale 
to Professor Mahmoud El-'Mougi, prior to
OR programme the development
in Bab-el-Shreya of
hospital University
had costs of Hospital, the
about LE 22,500 per
diarrhoea season
case lead. for IV management
There is Pow virtually na of the
 over for a total. e>penditurc of 

IV case load. ORT has taken
-bout. LE 
 4000 for the large number
managed during 1985 of cases
 
- a considerable~ sal"ing with a much hiier case load.
 



Page 	 I00All in all, 	 it is perhapsconstraints 	 a fair conclusionneed not be regarded 	 that governmentfull-scale as a major 	 budgetORT 	 barprogram in Egypt 	 to the continuationview does after the 	 ofnot, 	 of course, guarantee NCDDP has terminated. a 
that 	 This sanguinethese 	 budget constraints will 	 notprove 	a bar.
 

Nor does thi5_ mean___that
sustainabillty 	 -thereo-f an ORT programme may not be other problemsthe prospect 	 in Egypt. Indeed, for thefor various kinds 	 from this pointregarded as 	 of organisation of view,more 	 ominous failurethan 	 constraints should probablyaspect of the 	 imposed by be1CDDP programmne fiscal capacity.of view is the system 
which needs critical examination One 

for production and 	 from this pointdistributiondiscusred elsewhere in 	 of ORS.the reporL 	 This matter isof this evaluation. 
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Rec. 1 Tile NCDDP should be extended for at least1987. The current two years beyond Septemberadministrative structurethe shouldshort term, but be maintained inplanning 
for 

for, phased transferresponsibility of administrativeall Project activities
the to relevantHinistry sectionsof Health should be ofinitiated as soon as possible.
Rec. 2 
 WCfDDP staff meetings should be conducted regularlyrequired. The ard attendanceNCDDP National be 

regularly Steering Comlittee stiouldand give also meetpriority to discussionsof project activities on the phased integrationirto appropriate sectionsHealth, and of the Ministryto the decentralization of
of the Project.

R-ec. 
3 The Governorate Coordinators' meeting shouldmore effectively be strengthened,used andto resolve key issuesplans. The and develop futureProject: should
district ,more actively Involvepersonnel governoratein the planning, andevaluation and follow.--up ofProject activities.
 

110c. 4 Priority should be given by the administ:rationadditional to securingpersonnel to assistsuggests the Project.that priority consideration The Review team 
appointment.,; "be given to the followingto strengthen key areas: a medicalResearch scientistUnit, a statistician/epidcmioloist in the 
Implementation in tile Coordination andUnit, a full-time contractAdministration officer inUnit, secretarial thesupport for the Trainingfield personnel Uni.t andfor supervision and training.

Rec. 5 As it will be unlikely to have a full-timestaffing NCDDP Director,policies given theof the Ministry of Health,a full-time it is recommendedDeputy Director that.be appoint6dmany of and given authoritythe rout ine to makeadminis trative decisions.Coordinators should All 'Unitdevote adequate Lime to NCDDP activities.
Rec. 6 
 The procedt, re manual should be revised and expanded,

comprehensive, to be more
and its approval expedited.

flec. 7 
 The payment of incentives to health personnelobjectively shouldevaluated be linked toperformance.

systemn should To this end, thebe reviewed incentivewith the involvementpersonnel. of districtNon-financial levelincentives should al;o be considered.
P.ec. 8 The whole system of sup_rvision should be revisedways to monitor performance, to find betterand achieve prompt problem solving.
sec. 9 Supervisors uezd to be trained in supervisory skills' (seeRecommendation 17). 

also 
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Rec.10 	 Use of tLhe newly designed task oriented checklist for performance 
assessme'nt should be widely Implemented following appropriate
 
training in its use.
 

Rec.l1 	 The role of the central supe:visory team should be revised to 
coordinate the activities of, and receive information from 
supervisors at the governorate level. The Coordination and 
Implementatin Un-Lft -staff should be increased strengthento 

supervision activities. 

rtec.12 	 A coordinated training and media plan with statedclearly 
objectives, strategies, targets, timetable and key indic)tors should 
be developed.
 

Rec.13 	 Implementation of the task-based curriculum should be accelerated by:
 

-establishing formal linkages with the responsIble units/officers 
of the Ministry of Health, the Ministry of Higher Education and 
the universities; and 

Facilitating incorporation of curriculum into the medical education, 
nurses' training and pharmacy education, e.g., by joint workshops in 
curriculum development and incorporation. 

Rec.14 	 Guidelines on training methodology should be finalized, produced and 
distributed, incltding model of anda plan activities emphasizing
."hands-o" task-has;ed training, and the health education component
of case management. Monitoring and evaluation tools (e.g.,
cl, cklists and course evaluation protocols) should be used at all 
training course,. 

flec.15 	 Priorities shoufd be set for health inprofessionals need of
 
training or refresher training:.
 

Priority (1): Interns, medical students, nursing students and 
.pharr!acy students through appropriate curricula mod'ifications. 
The pre-service training include 	 caseshould practical 
management. 

Prority (2): Practising physicians and nurses, particularly at 
rehydratiun centres, who need refresher training. 

-Priority (3): Practising pharmacists should be informed of
 
diarrhoea 
case management. The NCDDP's Professional Sales 
Representative programme should evaluated ifbe 	 and,

appropriate, reinstituted the 	 ofand training pharmacy
 
inspectors should continue.
 

C 



Rec.16 


Rec.17 


Rec.18 

Rec.19 


Rec.20 


fRec.21 


Rec.22 


Priority 
should page 103
be given to 
the approval
production and and endorsement
printing of the
of training materials
Unit. Distribution by the Administrationand utilization of training materials should be
monitored.
 

The Project should consider increasing
the the secretarialTraining supportUnit toto improve information
dissemination coliection and
anG record keeing.
 
All potential 
resource persons should be involved in the supervisionof training:
 

(1) Model training centre staff: Guidelinesshould include for training centressupervisory plans toother follow-uJ)decentralized training activitiestraining incentres, to give support and getfeedback.
 

(2) Governovate/distric: 
supervisory staff. 

(3) All NCDDP staff, not only those in the Training Unit.
 
Supervisory 
Skills training 
coursessupervisors for governorateshould and districtbe conducted using nodified hHO/CDD modules and
core of facilitators aShould be trained.
 
A study on the impact of different 
 methodsmanagement of trainingskills in caseon practices of health professionals should becarried out.
 

Having effectively created public demand
direct attention for ORS, the 'ICDDI' should
towards its correct:and the use, feeding duringprevenLion diarrhoeaof diarrhoea.
communications, While raintaining masshealth mediaeducation LhroughI) health facilities shouldstrengthened, particularly 

be 
health staff. by improving the coimmunications skills of 
The content of TV messages to mothers should includeneeded key informationfor thenm to take appropriate decisions on: 

o wh'en 
to start ORS; 

o 
how offten to give ORS; 

o what to do about feeding and fluids during diarrhoea; and, 
o what to do about common problems like child's refusal to takethe solution.
 



Rec.23 Attention page 104should be given to communicating to mothers that in mostcases of diarrhoea, ORT is the appropriate and adequate treatment,not an adjunct to drug therapy.
 
Rec.21# The attention being directed 
towards prevention 
of diarrhoea should
be carefully 
montlored 
to ensure 
that it 
 is 
 not at a cost
maintenance of to
high levels of effective ORT.
 
Rec.25- i~Tg 2 of 5.5
the g -Rpacket should be demonstratedhealth to mothersfacilities ineven when ORS mixed in bulk from 2 7 .5gm packets is

in use.
 

Rec.26 
 The likely impact theof eventual termination of the Project on theprice of ORS should be examined. A course of actionits continued availability free in government health 
which ensures 

an affordable price in the 
services and at

private sector should be defined.following two Therecommendations may have a bearing on this issue.
 
Rec.27 
 The quality control of ORS performed by NODCAR, should be maintainedto complement that undertaken by the manufacturer.
 
Rea.28 
 The 27.5 g packets of ORS currently in stock in peripheral unitsshould be recalled and either: 

- destroyed if spoiled, or 

- used in large ORT units for preparation of ORS solution in bulk. 
Rec.29 The need for plastic cups and spoons for ORT should be re-examined 

with a view to either: 

- phasing out their production, or 

- improving the distribution system.
 
Rec.30 
 In training courses for health staff related toskills, attention shold be given 

ORT or supervisor7y 
to logistics such as calculation

of ORS requirements.
 

Rec.31 A plan for equipping ORT units should be implemented which is moresensitive to the real needs of individual facilities. 
Rec.32 Advice to mothers on feeding during diarrhoea and on preventiondiarrhoea ofshould be emphasized in all health facilities and in alltraining in case management. 



Rec.33 


Rec.34 


Rec.35 

Rec.36 

Rec 37 


Rec.38 
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The guidelines 
 for establishing 
and operating 
rehydration
should be finalized units
and widely distributed.
management The guidelines
of acute diarrhoea forin children,
should revised
be made available as necessary,
in all health facilities,
Rec.sinent, rehydration, indications 
(see also
 

for additional 
drugs and health
education. 
 (See also Recommendation 14).

Efforts should be undertaken 
to limit 
the inappropriate-use of.drugs
in the treatment of diarrhoea. 
 These way include:
 

guidelines for 
 health care providers on the correct indicationsfor the use of antibiotics;
 

- restrictions 
 on the registration 
 of inappropriate 
 drugs,
particularly multi-component "antidiarrhoeal" drugs; 
 and
 
- stopping the distribution of inappropriate

governmeut health 
drugs through theservices.
 

Rice-based 
 ORS should not .be included in the nationaluntil further programmeresearch iii this subject hasshould include been conducted.various Studiesformulations, palatability, preparation andacceptability.
 

The depot holder programm-
strategy 

should be expanded, following aof impletuentation. phased
Initialgovernorates expansion shouldwhere the respon:sible officials be in the

.with the programme. are already familiarPriority for subsequent extension could be
considered for more remote rural areas.
 
Expansion of the )ot holder system shouldNCDIP. be implementedOnce im by th'eented, adequate provisionstr;nsfer control to should be made to:ie appropriate section of the HinsistryHealth ofas Goon as possible.
 
Responsibility 
 for the depot holder progranme atshould be formally assigned the health -unitto a medical officerthe ORS supply. Either who would controla doctor or nursesupervise the depot shoul.d regularlyholder's

supervision work with householders.should Suchbe added to the job 'descriptionchosen, and compensation paid 

of the personin theless clearly defined 
form of overtime rather thanincentives.

newly assigned Current orientationl programsdoctors forshould incorpora'-e informationdepot holder-system, about thewhere appropriate. 
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Rec.39 Depot 
 holders 
 should 
 be chosen 

residents; experience 

from among respected communitysuggests selectiou of individuals,female, who male orwork in the health unit, oj: those who carry othercommunity responsibilities.
 

Rec.40 
 The depot holder should be 
supplied with 
the ORS prckets and cupsfree of charge and should not sell them. 

R ec'.41 T1 '-o pe Z-LIronaddetermine the 7e:sea rcIi study shouldfeasibility of expanding the role 
be 
of 

carried' oot to 
to provide education the depot holderto mothers about weaning and hygiene,
addition to distributing ORS. 

in 

Rec./ 2. The objectives and structure of the managewent information system(MIS) should be reviewed and clearly redefined. 
Rec.43 
 The register for recording of information on diarrhoeabe redesigned to include only the 

cases should
essential variables, to render tieIS more manageable at all levels.
 

Rec./44 
 A sample 
 of health facilities Should be selected
reporting as- sentinelsites and staff trained in the rationalereporting and methodsand in simple data analysis (e.g., 
of 

graphs use of preprinted barto record cases treated monthly v:ith ORS) and self-eva.luation,
 
Rec. 45 Supervisory 
 staff .at all levels should 

monitoriiig 
be trained in supervision andof reporting, in simple data analysis andA greatly reduced in feedback.number of sentinel reporting sites wouldsuper\ision makeof reporting feasible. (See also Rec.19).
 

Ree. G Centrally. consideration 
 should be given to mlcrocouputerizationthe HIS of1-o allow a wore sensitive monitorino•and more timely of Project activitiesfeedback. Computerizntion
other levels and 

is not recommended forshould not be attempted without prior revision ofthe MIS. 

flec.47 
 The appro1)riate ;ections 
 of the linistry of lealth shouldinvolved bein future development. and implementationithe u]tJ--ate objective of the HIS, withof integrating it with the routine
information system of the o101. 
flec.48 Feedback in the form of a periodic pamphlet could be sentunits presenting to all ORTsimple information on NCDDP activities throughout

the country. 

N
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A variety of ca, efulJy planned 
 and implemented 
 research
evaluation studies should continue 
and
 

to be undertaken.
include the effective use Priority areasof ORT, diarrhoea-preventing
and health interventionsservices 
 management, 
 as well
mortality, as infant and child
especially 
 that part 
 attributable
 
diarrhoea. to dehydrating
 

Rec.50 
 The Scientif.c-Review -Committee, with the assistance of the Research
Unit Coordinator, should develop an explicit
timetables set of procedures andto ensure an expeditious flol, of the research protocol
review process.
 

Rec.52 The Research Unit and the members of the Scientific Sub-CommitteeManagement onResearch should work closelyImplementation with the Coordinationand ORS Production andand Distributionmanagement, Units and Projectto develop appropriate management
research priorities, particularly and. operations
relatedInformation about to the peripheral levels.these priorities should be distributed to localresearch institutions.
 

Rec.52 Furf-her efforts should be made to exchange sclentific andinformation technicalwith others working in related fields, arid with theMinistry of Health. 
Rec.53 The Research Unit s;hould take 
thr: 


key 
lead in acquainting project staff,including operational personnel at peripheralworkshops levels, throughor other activities, with techniquesproblem-solving of rapid, focused,research. Such an approach willon-going activities be important forand for determining how best to implementof the recomrmeid-at.ions man),of this review. Examples of questions whichcould be resolved in this way include: 

o What are the most relevant items of Information necessaryaction at foreach level of the sys;tem, andthese how can collectionbe effectively ofintegrated into the current information 
sys ten? 

o What is the be.st strategy to follow in introducingtraining task-basedto physicians, and how 
should 
 the impact of thnttraining be assessed? 

o What would the effect be of stopping the distributionanti-diarrhoeal ofdrugs through the government health services? 
o What is the best strategy for trainj ngre-institutiting pharmacists?
the ByP.S.R. system? 
 By training pharmacy.inspectors? 
Other strategies?
 

o What is 
the best system for estimating 
dem,:.nd 
 for ORS 
at each
level?
 

'I
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Rec.54 Evaluation activities carried out by contractors should bemonitored. closelyThis will be facilitated by the newly-formed ScientificCommittee and its sub-committees, however,amount of quantified, in view of the largestatistically-based evaluationbeing undertaken, consideration 
and research 

should be given to employingskilled epidemiologis r/s tatlstician 
a 

to ensure appropriatestatistical design and analysis.
 
Rec.55 .. 
 . 1- 5tj-jeW shufd- be uidertakenconsultation n- - closedwith the Research Unit, other NCDDPappropriate Units andsections of the ilinistry of Health. 
Ree.56 The NCDDP should more actively involve the governoratelevel and districtpersonnel In the evaluation of project activities and sharewith thom the results. 

Rec.57 e tatisti cs 

It is recommended that a systematicregistiation data for 
analysis of the published deathEgypt be undertaken followingDr Rashad in 1983. the lines of the -work byAnalysis of the more recent age at death, season 

data, looking at det'ails onof deai:h and ruralwould and urbanprovide a valuable context in 
rates within go'ernorateswhich to examine some possible effects of

the NCDDP-. 

In particular, the trend .'n the concentrationmonths should be examined with special 
of deaths in the sui mer

reference to possible seasonalconcen Luations of registered births. 

In the assessvieit of trends based onreference will need to be made t:o 
the death registraton data,indepcndent sources of mortality information(both cen';usCs Mid Surveys). 

Rec.58 
 The. two !CDI)P d ouble--roind surveys 

It is reco mended tlat
Xe-eximirned, combining 

the existing two-round survey databoth the and be 
the Lrelative of 

1984 1985 rounds if possible. Analysis ofrisks dying for sub-groups, controllingsuch as age for obvious factorsand socio-econoic status, might thehelp project obtain moredefinite results than the calculation of death rates. 

The questionnaire 
be 

for the third cycle of the double-roundimproved, and more effort survey shouldshould be tomade collect accurate data on age. 
Closer supervision of fieldwork during the second round is needed toavoid omission of 
some deaths.
 

\1A
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o A More sophisticated and rigourousdeveloped researchto isolate progratrepo.3ible +Nou.ICIProject beffcts fiog ali the othervariables affecting bchild survival, 

o A re-survey of0 reas already studiedProject (in before the wain impactt 1 a Menoufin of theand Dakahiea) should
Similar atudio. be undertaken.In upper Egypt a:e 
o 

o Analys alro recnimended.of survey data for areas of "high or "lo' 
activity 
should be coud cred.Depot. Holders, (e.g.a l a nlysi foroc-we, er areas withS area thew ithout)...the 1.Z&P Utudica, or, Linking of data fromOR' with mortality d-"a in l-: Q 
 c, VeCo eIOcCL:duo 
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Annex 3
 

List of Project Staff and Resource Persons
 

hinistry of Health Dr Mustapha T. H[ammamy
 
Under-Secretary of State for Basic
 
Health Services and Family Health
 

Cairo
 

Dr Fouad Taha
 
Under-Secretary
 
Pharmaceutical Division
 
Cairo
 

Dr Salah Madkour
 
Director General
 
Infectious Diseases
 
Cairo
 

Professor Dr Z. Eskandar
 
Generai Manager of Information
 

Center and Statistics
 
Cairo
 

Dr Hosni Tammam
 
Director, CH
 
Cairo
 

Dr Nabil Nassar
 
Rural Health
 
Cairo
 

Dr inaam Wahby
 
General :anag-r
 
Training Department
 
Cairo
 

Dr Said Madkour 
MCH 
Cairo
 

NCDD 
 Dr Ahmed Hashem
 
Executive Director
 

Dr Shafika Nasser
 
and Research Coordinator
 

Dr Camal El Aziz
 
Coordination and Implementation Coordinator
 

Dr Abdel Moneim Hassan
 
Training Coordinator
 

Dr Mary Khalil
 
NCDDP Coordinator
 
Giza Governorate
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Dr Mahmoud Abou El Nasr
 
NCDDP Coordinator
 
Kalyoubeya Governorate
 

Dr Fatma Gad
 
NCDDP Coordinator
 

Helwan Sub-Governorate
 

Cairo
 

USAID 
 Dr William Oldham
 
Director
 

Office of Health
 

Ms Constance Collins 
Project Officer
 
Office of Health
 

MTICEF Mr Edward Lennart
 
Country Representative 
Ms Nagwa Farag 
Communication Officer
 

John Snow Public 
 Dr Norbert Hirschhorn
 
Health Group, Inc. Vice-President of JSI
 

Technical Adviser to NCDDP
 

Dr Reginald F. Gipson 
Chief of Party 
Technical Adviser to NCDDP
 

Dr Jerry Russell 
Management Adviser
 

Ms Susan Klein 
Training Adviser
 

Dr Farag El Kamel
 
Mass Media Adviser 

Ms Rebecca Cop].and 
Research Associate
 

Dr N. Kamel 
Curriculum DevelopmenL 'u!LL 

Dr S. Riyad 
Administrative Consultant
 

Univers~ity Professcors Profcssor Dr Mamdouh Gabr 
Professor of Pediatrics
 
Faculty of Medicine
 
Cairo University
 

Professor Dr Ahmed Eissa 
Professor of Pediatrics 
El Azhar University 
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Professor Dr Ahmed Shamir Kassem
 
Professor of Pediatrics
 
Alexandria University
 
E1 Shatby Hospital
 

Professor Dr Ibrahim Fayad
 
Professor of Pediatrics
 
Cairo University
 

Professor Dr Sami Khalifa
 
Professor of Pediatrics
 
Ein Shams University
 

Professor Dr Mahmoud El Mougi
 
Professor of Pediatrics
 
El Azhar University
 

Bab El Sharya Hospital
 

Profesf:or Dr Ahmed F. El Shirbini
 
Professor of Public Health
 
University of Alexandria
 
High Institute of Public Health 
165 EI--Ldrah 
Alexandria
 

Professor Dr. A. 1lanafi
 
Professor of Public Health
 
Assiit University 

Professor Dr Haumam
 
Professor of Public Health
 
Assuit University
 

Professor Dr Fawzi Gadalla 
Professor of Community Medicine 
El Azhar Univers.lty 

Dr Hamed
 
Managing Director
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Professor Dr Osman Galal
 
Director of Nutrition Institute
 

Dr Ashraf Hasouna
 
Sinai Consultant
 

Dr Sarah Loza
 
SPAAC
 

Dr Frederic C. Shorter
 
Demographer, Population Council
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NCDDP Listing of Scientific Papers
 

January 1986
 

General Reviewqs
 

Hirschhorn, N. From the Bedside to the Countryside: Translation of ORTa National Programme, presented at IA Conference, Anaheim, California, 
into 

13 Novemer 1984. 

Hirschhori, N. ORT: The Scientific Blass. presented at ICORT Conference,
Washington, D.C., 
6 June 1983.
 

El Sayyad, L.M., Hirschhorn, 
 N. The National Campaign to fromote

Rehdr 
 tion _La_ Egpt presentcd at ICORT 

Orl. 
6June 1963'.'- Conferece, Washington, D.C., 

Russell, J. 
The NCDDP: 
 Three Year Status Report. An internal NCDDP document.
January 1986.6-

Russell, J., Hirschhorn, N. For 
Want of a Nail. Paper presented at
UNICEF/Harvard Conference, May, 1.985.
 

Shaarawi, A., Russell., 
 j. Management Issues in_Health Proeraminmes in theDeveloping World. Paper presented at NCiH Conference, June 1965.
 
Russell, J., Hirscchorn, N. 
 The E~yptian NCDDP: A Summary of Activities, 
Achieverrots and Lessons Learned. PapeLr prepared for ICORT 11, December 1985. 

NCDDP: Purpose, Strategy and Structure, internal NODDP paper, 1984.
 

EpideriJolo ; of Diarrhoea] Diseases 
 in Egypt:
 

Kaal, N. Epidcmiology of Diarrhoea, Diarrhoea 
 Control Newsletter, Autumn 1983 
Nasser, S., Nosseir, N., Nagaty, A., et al. Taxonomy of Diarrhoeal Disease -An Epicdemin oc and Ethnoxaphic Survey, study commissioned by NCDDP, 1983.
 
Fayyad, I. ._ypernatrenia lin 
Acute Diarrhoea: Relatio.iship to Mfisuse or ORS,

1985.
 

H}assouna, W. Study of Incidence and Mortality for Diarrhoea-Associated
 
Illness amonp Under-Fives in two Evptian Governorates, study commissioned 
 by 

*lypenatrem.a Surveillance Report com sioned by NDP, September 1985. 

Nasser, S., Nosseir, N., NagLty, A., et al. Acute Infantile Diarrhoea in thefirst three months of life. Paper presented in the Interuational Conference on Perinatal and Newborn Children. 

Riyad, S. A Follow-Up Study of 200 cases of Acute DWarrhoea roming to RamlehPediatricOut--Patient Clinic. A study commissioned ily NCDDP, July 1984. -

Hassouna, W. Incidence of Diarrhoeal Associated years and under in 
Illness in Children aged twoeight EgyptianCovernorates. Study commissioned by NCDDP,

November 1985. 



Balal, 0., El Mougi, M., Hegazi, M. Food as a Pharmacological Agent in Acute
 
Diarrhoea. Diarrhoea Control Newsletter, Summer 1984.
 

Afifi, Z. Breas. A-'ding and Child Survival during the first vearv of life.
 
Paper presented aL LS&MF annual mLeeting, March 1985. 

Afifi, Z., Nasser, S. Diarrhoea Malnutrition inter-relationshJhs: Evidence 
from an Egyptian Villale. Paper presented at International Congress of
 
Infectious Diseases. Cairo, 1985.
 

Pharmacolo:-


Fayyad, I., 
Kasse, S., Hirschhorn, N. A Single Polyeectroltc Intravenou.
 
Fluid for Infants with Severe Deh),dration from Diarrhc-t.:a, April 1984.
 

Hegazi, M., El Mougi, M. Food as a Pharmacologic Agent in Acute Diarrhoea
 
Study commissioned by NCDDP, March 1984.
 

Hirschhorn, N., Mahrous, 11., Tawfik, L. 
 The Role of Phirmaceuticals in 
Treatment of Acute Diarrhoea in Children. Internal NCD)P document, September 
1984. 

Kasscm, A. Antibiotics fail in Treatment of Acute In't:ntile Diarrhoea.
 
Diarrhoea Control Newsletter, Autumn 1983.
 

Moustafa, S. Cortacen B6 of No Value in Vemitine with Acute Diarrhoea, 
Diarrhoea Control Newsietzer, Summer i 6q. 

Early, E. Summary of Ethnoographic findinv.s on the Etio loMv and Cure of 
Diarrhoea (during field work in two urban areas of Cairo). Study commissioned
 
by NCDDP, August I98].
 

El Mougi, M., El Tohamy', K. Cha_ntA Pattern of Attitiides Towards Manaiermnt 
of Acute Diarrhoea, Diarrhoea Cotrol Newsletter, Autumn 183. 

NCDDP. A Summary of Ethnopraphic Research in Egypt with respect to Diarrhoeal 
Disease in Cidren, internal NCDDP docurnt, September 1984. 

El Safdj, M. In-denth Interviews on Mothers' Attitudes vis-3-,.is Diarrhoeal 
Disease among Childrcn. Study coramissioned by NCDDL', 1983. 

Oldham, L. The Evaluation of Mahlo-ul Mo'alaget El Gafaf bv Mothers of 
Children under a e three. Qualitative interviews solicited by ',CDDP, January 
1985. 

Zaklama, L. Administration of Home Fluids during Diarrhoea. Focus Groups 
study commissioned by NCDDP, February 1984.
 

Zaklama, L. Summary of Focus Grous on KAP of 
Mothers. Study commissioned by
 
NCDDP, 1.983.
 

Oldham, L. The Evaluation of Mahloul Mo'alagat El Gafaf by Mothers of
 
Children under age three. Study commissioned by NCDDP, February 1983.
 

Loza, S. KAP of Mothers, January 1985.
 

Loza,S. KAP of Mothers, January 1986
 

EL Rafei, M. KAP among Doctors about Prevention and Control of Diarrhoea
 
internal NCDDP document, May "-4.
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El Safdie, IM. Report of In-Depth Interviews with Pharmacists on Oral
 
Rehydration Therapy. 
 Study commissioned by NCDDP, 1983.
 

Hammamy, D., Tawfik, S., 
Youssef, A. Pharmacists's KAP towards ORS, 
internal
 
NCDDP document, September 1984.
 

Tawfik, L. ORS and 
the Role of the Pharmacist y Literature 
Summary. 
 Internal NCDDP document, March 1984.
 

Hassouna, A. ORS Survey 
 of Service Providers: Physicians, Nurses and
 
Pharmacists in Egyptian 
Governorates, Final RPort , 1984, December 1984.
 

Hassouna, 
 A. ORS S.urvty of Service Providers: Physicians, Nurses and
 
Pharmacists in 8 Eyptian Governorates, Final Report,__1985, 1985.
 

Oldba,, L. QualitaLive SLUd Lthc Role cf the Pharmacist in Areas at high

risk of Diarrhoeal Disease and Dehydration, 1985.
 

ORT Train ing
 

El Akkad, N., El Hady, M., Mong, A., El 
Moughi, M. How to teach Mothers to 
use Oral RehvyIrtion Thera,7 (with evidence that they teach their neighbours).
Diarrhoea Conr, 1 Newsletter, Sumner 1984. 

G. Abdel Aziz, A. Selim, N., Hirschhorn, N. Report on Trainin2 in 1983 bv the 
NCDDI'. Internal NCDDP document, January 1984. 

Hass Media -_Papers andt Stud.leps/Surves 

Elkanmel, F. The Communication Stratee,. internal NCDDP document, 1.983.
 

Elkamel, 
 F. Day after Recall Study* Use of lass Media in HeaIth Education,Diarrhoea Control-Nesler tr, Su:iuner 194. 

Elkamel, F. *The Obstinate Communicator: How Develonme:nt Conmmunication maycreate and increase knowledgPe and Practice gap, presented at Conference on
Communication, Mass 'Media and Developr,:ent, North-Western University, October 
1983.
 

Elkamel, F. Ten Lessons learned from the Egyptian ORT social marketing 
prograrw e, presented at the Workshop on Social Marketing of ORT, organized byPRITECiI, Wazuhirigton, D.C., Noveiaber J984.
 

Elkamel, F., Hirschhorn, N. Thirst for Infor:mation" Develonment
 
Comm.lnication in Oral Rehydration Theraly, presented the National Council 
for International Health, 11th AnuaThuternational Cofercnce, 
Washington, D.C., November 1984. 

Booth, E. Baseline Data on the Diarrhoeal Disease Cortrol Campai n, Alexandria 
Consultsncyj to NCDVP 1983. 

Kamel, N. Mass Media Survey, Alexandria. Study coumi.!ssioned by NCDDP, 1983. 

Loza, S. Review of SecondaryResources on Folk Entertainment and Media, study
commissioned by NCDDP in 1983... "--

Taher, F. Evaluation of Mass Media Campaign for the Control of Diarrhocal 
Diseases, December 1984.
 



Aaklama, L., Hirschhorn, N. 
An Analysis of Mothers' responsibilities to tapes
of El Om El Maya, the Alexandria Plot Media Camaign Radio Programtue- March
 
1964.
 

Zaklama, L. 
Day after recall study, study commissioned by NCDDP, April 1984.
 

El Mougi, M. Preliminary report on impact of 
 V commercials on Accuracy of 
Mothers in Mixing Oral Solution, January 1985. 

Taher, F. Evaluation of Mass Media C(mpaign. Final report, 1985. A study

commissioned by NCDDP.
 

Taler, F. Evaluation of Mass Media Cam pai 
 . Basic statistical tables, 1985. 
Market n.LOP1 Projct iog_.2 Prduct name, pac ets_containers 

Hassoura, W. 
The Container Study, commissioned by NCDDP, 1983.
 

Ibrahim, M.K., El Sayyad, L.M., Hirschhorn, N. Oral Rehydration Salts
Packets: Hard to open, Hard to dissolve, Journal of Diarrhoeal Disease
 
Research,
 

Zaklama, L. 
Intercept Studies on Logo for_ICDDP, study commissioned by NCDDP,
"
 
190 .3. 


Zaklama, L. 
 Intercept Studies of Names for ORS Products. study conmmssioned
 
by NCDDP, 1983.
 

Tawfik, Y. Improving ORS Distributijon in Rural Areas of Egypt.

Rural Health Dei very 'rogramme, i'2.bruary 1985. 

Strengthening 

Accuracy of ,:xinp ORS 

El Mougi, M. , SantoshaQ, M., Hit-zchhorn, 
Relivdratio-o Solution at Home by Eypti .n 

N., 
Mot

et 
hers, 

al. 
Jo

Accuracy of Mixing Oral 
urnal of Diarrnoeal. 

ORS Conamunity Distribution Systems 

Loza, S. Sohag ORS Depot Holders Feasibility.StudX: Phase I. Study 
commissioned by NCDDP. December 1984.
 

Loza, S. Sojag Denot Holders Feasibility Sicjd_: Phase II. Study
 
commissioned by CDDP, Deceriber 1984 . 

Loza, S. Sohaa Depot Holders FrasibilitySfdy - Background Paper, October 
1985.
 

Loza, S. Depot holders distribution system. 
 Final report, January 1986 

ORT Pro.ect Evaluation - Hcthodolopies/Results 

NCDDP 1984 Framework fer Evaluation, Internal NCDDP document, November 1983. 

Shepard, D. 
Cluster sampling methodoloyfor national 
control of Diarrhoeal

Diseases Project. Consultancy to NCDDP, April 1984.
 

Fairbank, A. Usin_ CoSt-Effettveness techniques for evaluating CDD
 
programmes. April 1985.
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NCDDP Fallingmortality rates in under one year olds after start of national

campaign in Alexandria Campai$!n. Diarrhoea Control Newsletter, Winter 1984. 
Hassouna, W. Results of First-Round Morbidity and Mortality Census, 1984,
 

Study commissioned by NCDDP, 1984.
 

Hassouna, W. 
ORS Survey of Service Providers.
 

Afifi, Z., 
 El Rafei, M., Nasser, S. The use oF Numeration Analysis in
 
Evaluating 
 the Impact of NCDDP in Egypt - A new technique. March 1985. 

Oldham, L. The Evaluation of MMG. Study commissioned by NCDDP, February 1985.
 

Hassouna, W. Incidence of Dfarrhoea-associated illriess, in Children aged two 
years and undcr in eight Eg.y jan Govc-rnoratets. Final Report, first cycly, 
May 1985. 

Hassouna, 1W. Incidence of Diarrhoea-associated illness in Children aged two 
years and under in eait ___ gvernorates. Final Report, second cycle, 

Joint Government/USAID/UNIC7F/WHO Phase I Review Report, May 1984. 

Hassouna, W. 1985 First Round Census of Children. 

HassoUna, W. 1985 Second Round Final Peport, 1986.
 

The NCDDP Library is located at 20a Gamal El Din Abu! Mahassen Street, Garden

City, Cairo. It contains articles on the clinical and epidemiological aspects
of diarrhoea as well as articles masson media, training, marketing and 
research tk.chniques. 

NCDDP Catalogue of Information, Education, Conmlnication and Training. 

Materials on Diarrhoea and Dehydration
 

(Slide sets, posters, video-tapes, wall charts, training packages, 
 etc.) 
developed by thc NCDDP. 

NCDDP Informiat ion Service for Professionals screens journals and important new; 
articles re.laLed to diarrhoea and circulat-s them to its mailing list. 

NCDDP Information Service for the General makesPublic available photocopies 
of articles on diarrhoea and dehydration that have appeared in newspapers and 
magazines. 
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Annex 7
 

Findings of visits to seven diarrhoea training centres
 

1. Training objectives, strategies and methods
 

The general objective of the current training activities is to train
 
health workers to manage acute diarrhoea cases. Specific objectives for
 
doctors include: to assess cases 
of mild, moderate and severe dehydration, to
 
prepare ORS, to administer ORS, to educate mothers and to follow up 
cases
 
until discharge. The specific objectives for nurses exclude history taking
and pat ient examination but specify the administration of ORS by
spoon-feeding. The currently used training methods at training centres are 
lectures, group discussions, audio-visual methods and clinical rounds with 
relative emphasis on theory for doctors and practicals for nurses. The 
commonly used schedule for training of physicians in 6 day training courses
allocates about 15 hours to lectures and 12 hours to clinical rounds which are 
usually conducted in the afternoons. 

Comments 

1) The plan of action for training courses should meet the objectives, which 
are to attain skills and confidence in the management of diarrhoea. A change
in the attitudes and performance of health professionals in this regard will 
depend on gaining experience and confidence through actual 
practice. The
 
current training courses provide minimal opportunity for supervised practice

in case manignment. The 2 hours of clinical rounds daily do not provide
opportunity for participants vo assess, rehydratC, monitor, reassess ana 
discharge patients. The physicians are given little possibility to administer
 
ORS add manage problems associated with ORS administration such as vomiting
and persistent purging and can thus not be expected to leave these training 
courses fully confident in handling prases, and convinced that ORS works. They 
can be expected to prescribe other drugs routinely, and to remain unclear on 
the health education messages tiat need to be commnicated. These wvere common 
findings during the Review. 

2) The clinical observation sheet currently used by course participants does 
not include clinical status at 2 hours' interval, enabling regular monitoring 
of cafes.
 

3) All tlhr. visited rehydration centres received most patients in the mornings
and most patients were discharged by noon, which further reduces the
opportunity for participants to take part in the rehydration of cases, since 
the clinical practicals are scheduled for the afternoons. 

4) The 15--16 hours of lectures could be reduced to 5 hours focusing on 
essential tol;ics such as: 



o Principles of clinical management of acute diarrhoea
 

o Details of case management
 

o Pathogenesis of acute diarrhoea
 

o Epidemiology of acute diarrhoea
 

o Prevention of diarrhoea 

The hands-on activities should be scheduled for at least 4 hours daily in 
the mornings, to meet: the objectives of training in clinical management. 

5) The training in case management should emphasize a.1 diarrhoeal disease 
control strategies. Health education in nutrition, environmeutal hygiene andsanita;tion, breast feeding and weaning practices should be among the tasks 
performed by each participant. The messages to be given and the methods to be 
used should be cicarly stated in the training plan. 

2. G'ie~e~for trajnin!, centres 

The NCDDP has designed various materials for in-service training,
including an plan, courseactivities a evaluation plan, a task analysis forproviding quality rehydration services, worksheets for task analysis, and
other forms for assessment of performance. A workshoo to train trainers ofpersonnel working in rehydration centres in training skills was cohducted in 
Jun, 1986. 

There are no guidelines or training manuals availahle at the training 
centres visited, except the 6 day training course model being used in most 
training courses.
 

The role!; of nurses and physicians are outlined in another draft document,
 
"Guidelines for establishing and operat.ing a rehydration centre".
 

C"niezats
 

1) All the documents listed above provide a basis for good quality training.
They require finalizing, printing and distribution to training ceutres 
preferabley in connection with refresher training and/or training of trainersto up-date skills methods tottaining and and introduce the new task-based 
training ..cthodology widely as is urgently necded. 

2) The rationale for having different roles and duties of nurses andphysicians at rehydration centres should be examined in the light of the fact 
that nurses are always present to assess, rehydrate and reassers cases,
knowing that practical experience is equally important 

and 
in changing attitudes

and increa,.ing confidence in appropriate treatment for both doctors nurses.and 



3) 	Guidelines should 
also include a policy on antibiotics, antiemetics and
 
antidiarrhoeals, which at 
present 
are either supplied routinely or prescribed

at both ORT training centres and oral rehydration units, visited by the review
 
team. 

3. 	Recruitment of Trainers 

It was obhserved during the field visits that the criteria for recruitment 
of trainers and the success in obtaining the s-rvices of good trainers varied 
greatly. 

Comments
 

1) 	 Trainers should be carefully selected based on specific criteria such as: 

o 	 experience in ORT (at least 6 months' experience treating diarrhoea 
cases)
 

O commitment to and conviction in the use of ORT
 

0 availability for adequate 
 tie to undertake the training (including
during hours when diarrhoea cases are available) 

o desire to be an instructor
 

o 
 adequate training skills in participatory learning
 

2) 	 A set of criteria for trainers should be decided on and distributed to all 
training centre directors, to avoid biases in selecting trainers and to 
improve the quality of the training. 

/4. 	 Selection of p.rticipant. 

The 	 numbers of health manpower trained in ORT in Egypt are presented
earlier in this report. The special pre-service training of new medicalgraduates lasts 2 days, however, sometimes only 2 hours is allotted for 
diarrhoea case management. 

Comrmen ts 

Priority has to be given to certain categories of health workers to
achieve the maximum impact of training. It was suggested by training
directors that the following categories require special attention:
 

o 	 medical and nursing students before graduation and interns bcfore 
further employment in government service 

o 	 pharmacists, using a different training design and plan 

o 	 nurses and physicians at ORT centres who 	 need refresher training 

'.0 



5. 	Supervision of training
 

The field visit indicated that the decentralized training centres were.
rarely supervised by the model training centres or the NCDDP Training Unit.
 
The training centres do 
 not follow standard treatment policies, norms
 
depending on individual physicians.
 

The 	governorate coordinators and other governorate 
supervisory staff do
 
not 	 have the supervisory skills to supervise training in management of acute 
diarrhoca and to monitor performance of ORT.
 

Comment 

1) 	If the current supervisory strff at governo(ate and district level were 
trained in the CDD/WHO supervisory skills training courses, they would bebetter prepared to 
provide valuable supetvision in training and performance of 
ORT. A core of facilitators could be trained at national level and then
conduct training courses adapting and using the modules 
already available in
 
arabic.
 

2) 	The established training centres need follow-up by the NCDDP to review 
their performance and to 
provide support and feedback.
 

6. 	 Moitcring and evaluation of trnining 

Monitoring of participants during training courses using a standardized
 
check-list is not practised at present. Pre- and post-testing is done, butactivity checklists and end of--course questionnaires which provide the 
trainers with inforwation on perceptions and feelings of the participants are 
not widely ust.c. 

Comwvnt 

Based on the analysis carried out by the NCDDP. Trainiu, Unit, such
monitoring and evaluation tools could easily 
be introduced and used by

training directors to improve training activities.
 



Annex 8
 

Report on field visits to Rehydration Units at
 
two University Teaching Hospitals
 

1. Abou Reesh Hospital
 

Abou Reesh Hospital of Cairo University is the largest pediatric 
hospital in Egypt and has changed considerably 'n the last few years.
Ireviously as many as 2,500 outpatients visited daily. With the recent 
addition of a new hospital built nearby by the Japanese, the old (1937) 
facility is now used exclusively for isolation ("fever") and diarrhoea cases. 
The latter are under the direction of Dr Ibrahim Fayyad who organized a 
rehydration clinic in March, 1985. 

Patients are seen 6 clays per week in a gericral screening clini:. All 
patients with diarrhoea are supposed to be referred to the rehydration clinic. 
and other patients elsew.here. In practice, some diarrhoeal patients, 
presumably without dehydration, are given ORS packets and instructions and are 
sent directly home.
 

In the adjoining rehydration clinic consisting of 3 large rooms, all 
patients with diarrhoea cre evaluated clinically for signs of dehydration. If 
lacking such signs, patients are again given packets and sent home. A daily 
log is used to record pertinent identifying information on sucn patients who, 
at a glance, would appear to number in the hundreds during the last 5-6 
weeks. It would not seei that tnis information is summarized or analyzed. 

If children have raild-moderate dehydration, they are given ORS by cup 
and spoon. Nurses mix ORS in bulk using 27.5 gm packets and dispense the 
fluid in 200 nl cups. During the visit, there were 20 patients being fed by 
mothers seated In hairs around the periphery of the room. Patients are kept 
for 4-6 hours. At noon, a doctor or nurse gives mothers 30 minutes of 

•instructions 	 in ORT. Patient cliaracteris tics are recorded in Arabic and 
summarized Monthly. Children with more serious dehydration are treated in a 
third room, either by nasogastric or intravenous route. 

The most serious cases are admitted to hospito . These children are 
quite sick, often with complications such as malnutrition and pneumonia. 
Mortality is high, perhaps 10-20%, although no figures were readily 
available. During the visit, there appeared to be ntore resident physicia:,s 
and nursers than there were in-patients. 

Since opening In March, 1985, 13,405 dehydrated patients have been 
treated in the rehydration clinic. These are exclusive of patients treated 
only in the general clinic, those seen in the rehydratioa clinic but without 
dehydration, and those hospitalized. Peak visits in 1985 were in 
June-August. Visits have increased, with 84% more cases in IMarch-,Ry, 1.986, 
than in the previous comparable period. The increise could represent an 
annual variation in incidence, the general phenomenon of increased usage after 
the opening of a new facility, or a response of the public specifically to ORT 
and its television campaign. 
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The majority (77%) of p.Ltients are less than 1 year old. This n~s 
remained fairly constant throughout, except for a marked and unexplained
decrease in the last 4 months of 1985. Over 90% of all dehydrated patients
have received treatment orally by the cup and spoon method. There has been a 
puzzling fluctuation, however, in usage of intravenous fluids, from as few as

0.1% of patients in April 1986, to as many as 17.1% in October, 1.985. Whether 
this has actually occurred or is a result of errors in tabulation, is unknown. 

The clinical operation is 
supplemented by biochemistry and microbiology

laboratories. 
 There is an IBM PCXT desktop computer for data analysis.
 

At present Dr Fayyad and his lieutenant, Dr Ahmed Yusef, are conducting
research on ORS, containing 65 and 90 milliequivalents of sodium, given in 
double blind fashion. So far, 105 admissions with moderate dehydration have 
been studied. All are being rehydrated with fluids equal to 10% of initial
body weight. There is no provision for a specific final number of patients to 
be included, suggesting that no allowance has been made for the possibility of 
beta error in subsequent statistical analysis. 

2. Bab El Shariya Hospital 

The ORT unit in Bab El Shariya Pediatric Hospital, Al Azhiar University, 
was started by its director, Dr M. El Mougi, in May 1983. Patients with 
diarrhoea are referred to the unit where assessment of dehydration and 
treatment is undertaken. Those with more severe illness and/or complications
 
are admitted for further care.
 

The results of the first 37 months of observations were presented to the 
Review team. The average monthly number of patients is highest in July (619)
and lowest in January (174). Approximately 4,000-5,000 .patients are seen each 
year. 

From 10.1% to 15.4% of patients were classified as having
moderate-severe dehydration during the 3 years of observation. hiis 
percentage demonstrated a definite seasonal variatloLn with a peak of 17.2% in 
August and a nadir of 5.7% in Decemuer. The ratio of moderate or severely
dehydrated patients to all diarrhoea cases has increased over the years, 9.3% 
in 1983 (8 months), 11.6% in 1984, 16.8% in 1985, and 34.3% in 1986 (5 months). 

The percentage of cases admitted to hospital has averaged 4.1% and has 
remained fairly constant 
over the years. A greater proportion of patients are
 
admitted during the hot summer months than in the coolert winter. 

The percentage of those receiving fluids by other than the oral route
has averaged 2.2% and has not varied appreciably over the years. Nasogastric 
i.,be administration is somewhat preferred to the intravenous route.
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There have been a total of 60 deaths during 3 years. The fatality/case
ratio has averaged 0.44 deaths per 100 patients and 13.2 per 100 admissionswith no particular trends on an annual basis. The ratio of deaths per 100
patients is higher in the summer.
 

The average number of ORS packets 
 used per patients has tended to
increase during the last 10 months for which data are available. 

/
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Annex 10 

Suggestions concerning studies to monitor the incidence
 
of hypernatrac,.a amon, diarrhoea case: 

The international health community concerned with 0RT has extensively 
discussed and researched the issue of the sodium concentration of ORS. This 
has in general resulted in an acceptance of tihe.WIO recommended formula ORS, 
yielding 90 mEq of sodium per litre of solution, as a suitable therapy, when 
used correctly, for all dehydrating diarrhoeas. 

In Egypt, suggestions that the standard ORS formula may result in an 
unacceptably high incidence of hyperndtraemia have provoked mucti discussion 
and some research studies. 

The Review team suggests that the period of monitoring for 
hypernatraemia be extended for one year and that the following points be 
considered: 

1. Ensure that participating hospitals are able and willing to comply with 
a standard protocol which is designed adequately to determminj incidence and 
risk factors of hypernatraemia. 

2. Employ a statistician, preferably with an epidemiologic background, from 
the beginning in order to determine the number of patients to be included, to 
review the appropriateness of the research questions asked, and to devise a 
proper coding format for data analysis 

3. Restrict the age of patients to those Linder 24 months and analyze 
results by staller sub-sections of age groupings. It is in the very young 
that hypernatremia is to be expected most frequently. 

4. Before the results of serum sodium determination are knou:n, carefully
obtain from the mother, and record, the pre-admission feeding history, 
(including any period of imposed starvation) and especially the details o 
mixing and use of ORS and ot.her fluids,. 

5. Maintain the same personnel throughout the research peLiod. 

6. Consider not restricting the research to just those paticnts who are 
dehydirated and require hospitalizatiou. 



Annex 11
 

Depot Holder System
 

Estimated programme costs per district for initial 5 month periodl 

Egyptian pounds 

1. Steering Comm~ittee 

21 members x 5 meeting x LE5 525 

Total 
 525
 

2. Training 

- Incentives for outstanding Depot Holder
 
performance 
20 DH x LE1O 
 200
 

- Incentives for trainec,,' trainers 
15 physicians x 2 days x LE 10 
 300
 

- Incentive- for DlI trainees
 
100 traiiiees x 3 days x LE2 
 600 

Total 
 1775
 

3. Incentivrs/Overtime­

- OutStLrlding DII pc fori .,!,e

20 DII x 5 mor. x LE2 2 


200 

- District NuLsing Supervisor
 
5 mos x LE2I0 
 50
 

- Driver 
5 mos x LE10 50
 

- Nurses (supervisorys of Dils) - covertime 
45 x 5 mos x LE5 (average) 1125 

Total 
 1425
 

4. Miscellancous 

- Cupboards
 
100 x LE 7 700 

- Stationery 
 100
 

- Publicity 
 200
 

1000
 

GRAND TOTAL .4725 

1 Adapted from Depot Holder Action Plan, May 1986
 
2 LE5 in Action Plan
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2. Packet Opening -Found that mothers -Introduced e! v-
Trial. nad difficulty t.-open foil pac-'etz 

opening the large bonged on one s5Ce 
27.5 gram (UNICEF) to polyethylene sne 
packets; on the other to kraft 

-Nurses did not like paper. 
to demonstrate use -Reinforced decision 
because packets were 
hard to open; 

to use 5.5 gram (200cc 
equivalent) packets. 

-Mothers said, "We
 
want something we 
can open and use
 
nuic lv;"
 

-iothers thougjit their 
02bies c'ui not ,
 
i !-,ter - r1,uin!. 

3. Ethnographic Studies 
 -Identified vocaoulary 
 -Usea to write and
 
used by motner5 re- prepare 
tie mass
 
garoing uiz rrnea, 
 p'eala Messages;
 
dnydrati.n and nutr- -Usec to prepare train­
ticn; 
 ing mazerials; 

-Learnec the r.others' -Q3eo :tosirn :nt 
noicwlr s L;J : : JR en L1 -2Q12 rt aa't 

arid oract cea rngarz- ay c : s 
ing diarrhea ane 
dehydration; 

-Learned mot hers'
 

color ana design oref­

erenceb for children's
 
medicines;
 

-Identified 
 mothers'
 

system of classifi­
cation for stages of
 
and types of diarrhea.
 

4. Pharmacist/Customer -Brand loyalty on part -Project decided 
to
 
Interaction 
 of customers creates 
 concentrate on 
demand
 

brand loyalty on part creation among doctors
 
of pharmacist (pharm-
 and public;
 
acists 
stocl, items the -Project emohasi-eo
 
customers request); 
 correct miXing in
 

-Pharmacists have 
 training for pharm­
little 
time to teach, acists.
 
but do give advice on
 
dosages;
 

-Pharmacists rely
 
heavily on doctors'
 
prescriptions and 
on
 

products requested by
 
the customers, seldom
 
suggesting alternative
 

products.
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-Found male/female 

diiferenc2s; 
-Observed mothers' 
practices in 
treatment of 
diarrhea. 

-Identified mothers' 
decision points: what 
symptoms or signs she 
used to maM:e various 
decisions on care and 
treatment. 

-Watery diarrhea, 
inactivity and 
vomiting are key de­
:isicn poirts r:r 

tion" not common as 
treatment of diarrhea, 
but feedings were re­
duced. 

8. Follow-up of Clinic -Learneo how much 055 -Proouction levels baseo on 
Patients to Determine was usec zer child in re~ge oaily recuirement 
Effective ORS Use the clinizs and curing of ME cc for i days. 

S dys afterwards This gave us the Maximum 
(i.e., how mucn GAS is proauction requirement. 
used during one 
serious epizoce 

of diarrnea; 

9. ORS Use With Low 
Birth Weight Neonates 

-ORS was safe 
effective 

ano -Training of mnyzician5 
incduoed this information. 

10. Various In-Hospital -Confirmed WHO ORS -Pslicy decision to 
Rehydr'tion Studies formula as safe and manufacture and use the 
Using ORS effective rehydration WHO formula ORS. 

fluid. 

11. Depot Holder -Found that every -Began program to 
community estaolish depot 
has people they holders in all 
trust for child areas remotejrom 
care advice; health facilities. 

-Found these people 
could be trained 
in ORT; 

-Found their 
involvement could 
increase ORS use 
and lower child 
mortality 
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Annex 13
 

Economic, Financial and Fisc.I Considerations
 

1. 	 Introduction
 

To evaluation 
NCDDP 	(cr any other project) 
we require success criteria
against 
which 	to measure project performance. In its log frame, the NCDDP
Project Paper itself sets out 
a number of such criteria for 
each 	of the levels
of project performance identified therein 
(i.e. goals, purposes, outputs).
For example, for Project Putrnoses, we find these criteria: 

1. 	 Diarrhoea mortality in under fives reduced by at 	 least 25%. 

2. 	 90% of mothers aware of ORT. 
75% unde:.,fstand its use.
 

3. 	 More than 50% of serious cases seen by health system receive ORT. 

4. 	 Hospital diarrhoea mortality rates fall. to 
5%.
 

For various reasons, project performance should be measured against such"internal." criteria. However, for external. evaluation such as this, 	 appealonly 	 to such internal criteria is not enough. 1hus, from the point of view ofeconomic, financial and fiscal consideratirns to reasure project success, weshould, at least in principle, seek to determine not only if the projectachieved its purpose, but also whether it did so in a cost effective,cos t-wor thy and equitable way, and whe ther the project meets various 
sustainabality criteria".* 

The foregoing qualification 
"... at least In principle..." recognizes
that, in pra:tice, any attempt to evaluate ORT projects such as NCDDP in these
terms (cost effectiv,. cost-worthy) confronts 
 a number of funeametal,
 
peculiar difficulties. I
 

As applied to evaluation of NCDDP (or other project), concepts such ascost-effective and cost--worthy can be defined operationally in variousparticular ways, depending upon, say whether the project as a whole, or one or
 more of its component parts is at issue and upon wnat, 
 from 	 eitherperspective, is taken 	 to be the relevant output for evaluation purposes.There 	 is no need to rehearse these various possibilities here. However, anexample or two may assist our understanding of these concepts.
 

For the purpose of this illustrative exercise, 
 let us assume thatoverall purpose of committing resources to health 	
the 

sector interventions is to
reduce infant and child mortality. Let us in
fu.rther assume that reductiondiarrhoa-related 
mortal ity (DRM) is regarded as the relevant success
 
criterion of NCDDP.
 

With 	 these assumptions, NCDDP 	 might be considered cost effective if theresources used by it resulted in at 	least z.q large a reduction in DRM as wouldresulted from allocation
have 	 of these same resources to an alternative
 programm- to reduce DRPM (e.g. 
 a differently designed 
 or differently
implemented ORT project 
or a non-ORT project). l project such 	as NCDDP may
fail 	to achieve cost effectiveness, 
if (1) the basic design is flawed, e.g.
choice 
of ineffective communications strategy, or (2) there 
is so called
"X-inefficiency" (general organization 
slack and the like), even though the
 
basic project design may be cost effective.
 

And 	 with the foregoing assumptions, NCDDP 
 might be considered
cost--worthy (in an intra-sector sense) if the 
resources 
used 	by it resulted in
at least as large a reduction in overall 
infant and child mortality as woul.d
have 	 bcn the reduction in infant and child mncrtality had these same rcsourcesbeen allocated to alternative progrmL,.'.:, denigned to riaIduce such mo;aityo. 
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Fundamental difficulties in 
cost analysis of ORT projects such as NCDDP
 

Cost analysis of any kind of project confronts various difficulties,e.g. difficulty in assembling relevant cost data and the like. costAlso,effectiveness 
 analysis entails comparison of the cost of two or more
alternative activities or progra- es ac hieve ato given outcome - say,reduction in DRM. Typically in healL project evaluation, however, and as inin the instant case, data will not be available on the performance ofalternative programmes because there will beennave no experience with theperformance of such alternatives, at least in the same setting.*
 

In addition to difficulties of 
 these kinds, cost analysis of ORT
projects confronts difficulties of fundai-ental kind.a more The main problemis lack of the usual temporal association between when the cost of inputs tothe project are incurred 
 and when the intended results
 
(outputs-health-status-impacts) of the project 
 2
are manifested.
 

However difficult it may be successfully to implement project such asa 
NCDDP, conceptually it represents a rather simple and straightforwardenterprise. NCDDP aims to change the way in which diarrhoea Js managed(treated) in Egypt both and- by mothers health care providers of all kinds.Once the change has been effectuated (in the sense that householders andproviders routinely respond to diarrhoea by appropriate use of ORT), it willpresumably be self-perpetuating, so to speak, without need fdor continuedproject activities and costs. T'hat- is, just as in olden tiaves (beforeORT), mothers passed on to their dau~nters inappropriate, non-uRT' wisaom onthe nmnagemcnt of diarrhoea, they will pass ORTnow on wisdom. In oldentimes, this kind of cultural transmission of non-ORT wisdom did not depend onmass media campaigns and the like. rrom the provider side, ORT wisdom willsupplant non-ORT wisdom in medical scnool and other provider 
curricula and ORT
will be gen:rally recoguized as the best therapeutic practice, etc. 3 

Assuming that it is not barred by technical considerations (ORT is low-tech) 
or cost considerations (ORT is low-cost), wai should surely expect this kind ofcultural transr.;dssion of ORT practice to take place.* 

What all thisof means for cost analysis is that most of the improvedhealth status yield to the resources corimitted to the project will be realizedand manifest in the years following termination of the project per se (more 

*2 Sometimes comparisons with programmes implemented in other settings may
be useful in helping to inform judgements about cost effectiveness. 

,3 When such a point may be reached is, of course, an issue for project
evaluation. Some experimentation with successive attenuation of projectactivities may be necessary to 
make a determination on this 
score.
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generally, termination of the kind of programme that was the project). One 
implication of this for the present purposes is that it raises questions about 
low to interpret and use cost findings such as those calculated and presented
by the NCDDP which are based on direct temporal association of costs and 
benefits. 4
 

For example, the NCDDP has estimated that for 1985, the cost per case 
treated with ORS was S 0.43 and per death averted from S 83.52 - S92.12. 
These numbers were arrived at by comparing total cases treated and deaths 
averted in 1.1985 with total project expenditures in 1985. What is the 
investigator to do with these findings?- For example, might they help to 
inform important judgements about project performance or, more generally, 
judf.cments about the commitment of resources to ORT programmes? The answer to 
these questions is "probably not". For example, these findings cannot be said 
to represent the rate of return (in terms of cases treated and deaths averted) 
to the resources committed to the project in 1985 - after all, most of the 
health services and health status events properly to the attributed to 1985's 
resource commitment (and that of prior years) have yet to take place in that 
year. Again for example, these findings cannot be said to represent the 
budget cost to the project of securing the 1985 in health services and health 
status events - after all, project expenditures in 1983 and 1984 were 
necessary to build the demand for ORS and to build the supply system for ORS 
both of which are decisive for 1985's performance. More generally, it is far 
from clear just what use the investigator might make of findings of this 
genre 

4 The reader will appreciate that this is a vary different kind of situation 
than that which is obtained for the usual health project, say the typical
basic health services project. Unlike NCDDP, such a project is itself a 
health services del.ivery programme, albeit on a small or "pilot" scale. In 
order for the health status impacts of this kind of project to- be generalised 
to the system as a whole and over future time, the programme representen by
the project must itself be replicated over time. That is, most: of the 
programme costs which were incurred to secure results during the term of the 
project vill continue to be incurred to secure these results in future years, 
e.g. for health manpower, supplies, etc. In this kijid of case, unit costs, 
say calculated on the basis of project performance during the term of the 
project may represent a good estimate of longer run costs for these rcsults in 
the future. 

*5 We hera Peglect such questions as whether the findings in question 
measure true economic cost (distinguish project budget cost), etc., and 
whether "cases treated" and "deaths averted" have been properly measured, etc.
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Perhaps the best way to approach costs 
analysis for ORT projects of th
NCDDP type is to divide the analysis into two rather different parts. The
first question would be: 
 what does it cost to effectuate the intended change
in the healtLh services system? That is, what does it cost to change the wayin which diarrhoea is managed (treated in Egypt - by both and byaornershealth care providers of all kinds?. Pursuant to answering this question, the 
investigator would assemble information on cases (properiy) treated with ORS
(and possibly, but not necessarily, reductions in 
DEM) in order to measure the
extent to which the project changed way in whicnhas the diarrtnoea is managed
in Egypt. (Note that this 
is the reason for assembling such data, rather than
to use it to calculate unit costs for thesc outputs during the term of theproject). Here output tothe unit be costed, so to speak, is
"health-care-system change" such that total project costs "to date", i.e. to
the data observation; are being made on the extent to which changes have been
achieved in the way in which diarrhoea is managed in Egypt, represent the
relevant costs, that is, part one of the analysis in effect regards (most)project expenditures as "development" (capital) expenditures - to be amortized 
(expensed) over coming
the ost-project 
years during which their output
 
consequences will be manifest.
 

In the second part of the analysis the question would isbe: theproject expenditure necessary to effectuate the system cnange (determined byanalysis addressed to 
 the first question) "worth it"? Pursuant to this
question, we would attempt to analyze future andexpected costs benefits
(future health-services and health status events) in tne period afterproject has terminated - comparing this to w.at 

the 
mignt nave Deen expected had

the system change not been effectuated. 

Some during project term cost experience will be relevant for these
estimates of future cost events, e.g. production, distribution andadministration costs for ORS versus the same for IV/drug regimens. Generally,
however, calculatiog during project term unit costs on the basis of totalproject costs would be considered relevant for jludgement about whether project

expenditures were worth Jt only if a very special and probably unrealisticassumption were being made - namely, that to realize the benefits in future 
years will require maintaining in future years resource commitments of tne 
kind and at the rates featured by the project. 

6 Whatever the teo)iinology employed (e.g. "communication" a large part of 
the NCDDP budget goes for the education of mothers, other householders andproviders. We reminded economistsare that characterize and analyse
expenditures on education as "investments" in "hum-n capital". 
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As an analytical framework, the approach to costing outlined foregoing
(albeit not without some difficulties of its own) would appear to be a
reasonable and logical way to conceptualize the costing problem for a project
such as the NCDDP. We undertake in the next section of this report: to apply
this conceptual framework to some important elemens of system change
effectuated by the NCDDP - namely, enhanced mothers' knowledge abou CRT and 
dehydration and improved access to ORS. 

2. The cost of two important system changes, mothers' knowle-dge about ORT 
and dehydratiou and improved access to ORS 

According to the project (see Three Year Status Report) by the end of 
1985, 98% of othQfs knew about ORS, ORT and dehydration, say, some 7.5 million 
women, at least. This should be regarded as an important pzoject output inits own right (i.e., in addition to whatever significance it may have as a
so-called' "indicator" of other health-i.,apact or health-services events). For 
one thing, it is a necessary, if not also sufficient, condition for acnieving
the health-status and health-services impacts which are the stated purpose of 
the project. In addition, this knowledge output can be considered responsibe
to a kind of moral imperative in this domain. The dehydration consequences of
diarrhoea cause a nigh rate of mortality among children here. There exists )simple, inexpensive threatment regimen - namely, ORT by means of which mothers 
themselves can save the lives of their children, Surely we can agree tnat the
health services system is uncer an obligatio to glet this word out to these 
mothers.7 

In reckoning what it has cost to effectuate this system criange, we
should take account of total project expenditure to 31 January 1986 for the 
following budget item;:
 

Staff office and related JSI costs: 

These are necessary organization overhead expens*,s for implemencation of 
the project to achieve iits various outputs, including the instance 
knowledge output. 

Research and Evaluation 

The distinction between these categories of expenditure has not always
been clear. In any event, some of the information assembled in this wayhas bcen used to inform project policy and operating decisions. Beyond
this, these expenditures can be regarded in good part as necessary for
building the total organization effort, e.g. as by helping to get
certain important constituencies "on board" for the ORT enterprise. 

7 This is an estimate of the number of women aged 15-35 years, based on the
1976 Population and Housing Census sex and age distribution of the populationdata (reported in Statistical Yearbook, 1952-1983, p. 2 0) adjusted to reflect 
current total population. 
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Mass Media
 

The bearing of this item is straightforward.
 

Training, conferences, and the breast feeding project
 

What are called training expenditures have been directed to providers,
 
not mothers. However, providers are supposed to be an important 
 source 
of ORT information for mothers, so that tne mothers' knnwledge output we 
observe may well be 
to some extent owing to these expenditures.
 

The following table exhibits these various expenditures, viz: 

Budget Item NCDDP expenditt.res 8
 

1.9.83 - 31.1.G6 LE (000) 

Start office and related
 

and JSI costs 
 2,477
 

Research and Evaluation 
 847
 

Mass Media 
 1,263 

Training, conferences and
 

the breast feeding project 924
 

Total LE 5.5 million
 

8 This table as compiled from data in the NCDDP summary Certified Fiscal 
Reports showing total expenditures from 1.9.83 to 31.1.85 ana 1.2.85 ­
31.i.8s6. JSI expenditures do not appear in these reports. They have been 
estimated from data supplied by USAID and converted to LE equivalent.
 



-7-


If we adjust the earlier expenditures to reflect inflation (to arrive at 
1985 LEs) the total is about LE 6 million or about LE 0.80 per benefi iary for 
the 7.5 million women in the target heneficiary group. 

To characterize the foregoing budget item expenditures as on mothers'
 
knowledge account means lus I:iat hey were all incurred pursuant to and 
presumably contributed to Lhis result, This Lothers' knowledge was not the 
only output secured by these expenditures. Indeed, they also produced another
important system change - namely, improved access to the ORS supply 
system. 9 The NCDDP has improved the ORS supply system, and thereby improved 
access to ORT in various ways, e.g. 5.5 gm (rather than prior 27.5 gm
packets), comprehensive coverage (supplies regllarly available in some 9,000 
public and private outlets), and a more reliable distribution system.
 

Improved supply and supply system for ORS and thereby improved access to 
ORS should, like mothers' knowledge output, be regarded as an important
project output in its own right. Like mothers' knowledge output, it is a 
necessary, if not also sufficient, condition for achieving the 'i,a.th status 
and health services which are the purpose of the project i.d, as with 
mothers' knowledge output and for the same kinds of reasons, improved access 
output can be considered responsive to a kind of moral imperative in this 
domain.
 

In reckoning what it has cost to effectuate this aspect of system 
change, we should take into account some costs in addition to those set out 
foregoing -.namely, these additional Dudget items:
 

ORT equipment for Governorates and local services.
 

The bearing of this item is straightforward. Expenditures on this 
account 1.9.83 - 31.1.86 came to about L 2.2 million (source as for 
table foregoing) 

ORT production and distribution.
 

We are looking at system status as of 1985, i.e., resulting from system 
change effectuated to that date. What is relevant to system performance
status in 1.985 on ORT supply account would seem to be that ORS which was in 
and moved through the system in that year. The project costs for this include 
production costs for the IMOR's share and the 12% distribution cost for the ORS 
moving through the private pharo:cies. A rough estimate of the total of both 
these costs is LE 0.490 million. 

9 Mothers' knowledge and the improved ORS supply system are joint products 
(outputs) of these exienditures, i.e. not to be partitioned to each.
 

60 
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Thus, the total additional expenditure to effectuate the improved-access 
system change is about LE 2.7. This brings total system change costs to about 
LE 8.7, or, in round (and hence more memorable) numbers, a little more than
 
LE 1.0 per beneficiary for the women in the target beneficiary group. 

3. Wee the development expenditures to effectuate system change worth it? 

This is, of course, the question we would like to be able to answer. 
There are various ways to approach an answer to this question, and none of 
them are perhaps very satisfactory, given the information available at this 
point.
 

It will pay us to seek some overall perspective by performing a kind of 
intellectual experiment. hFw'!ver a given programme may be financed, (e.g. by
general tax revenues) in evaluation of whether the resource commitment to the 
programme. was worth it, economists frequently appeal to a willingness-to-pay 
criterion, i.e. would the beneficiaries themselves be willing to pay for the 
programme to secure the programme benefits? 1 0 

Suppose that, pursuant to our intellectual experiment, we address the 
following hypothetical question to a representative hypothetical mother­
beneficiary respondent:
 

"Suppose that for a little more than LE 1.0, you could "buy in" (so to 
speak) to a health care system in wnich you would be given sound 
knowledge about ORS, ORT and dehyuration and in which ORS would be 
readily available. You understand that the knowledge ana access 
provided by this system may well enable you to prevent grave 
consequences, even death, owing to dehydration. Moreover, if because of 
this knowledge/access you managed even one episode of diarrhoea without 
resort to frequently prescribed non-ORS medications, you could thereby 
recover the price of admission to the sys tem. Would you be willing to 
pay LE 1.0 to join the system?"
 

10 This kind of analysis belongs to the domain of what economists call 
formal welfare analysis. Suppose that we are to implement a given programme 
to be financed out of general tax revenues to deliver benefits to some sub-set 
of the population, the beneficiaries. If the benefic.arioes gain enough from 
the programm0 to be able to compensate the "losers" (the general tax payers) 
for their share of the programme cost and still have sometning left over, the 
resource commitment is regarded as worth it (although compensation will 
typically not actually be paid). 

The intellectual experiement proposed in the text is not literally an 
instance of applied welfare analysis - but it is very much "in the spirit" of 
such analysis. In the case of health programmes such as ORT the division of 
participants into "gainers" and "losers" is artificial, in that to the extent 
that the progzamme serves general social values, everybody is a gainer.
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It is hard to imagine that the answer )f an informed, representative

hypothetical mother-beneficiary to this question could be anything but a 
resounding "yes".
 

The conceptual framework for evaluation set out foregoing - i.e., 
regarding most NCDDP expenditures as essentially aevelopment expenditures on
 
system-change account, recognizing mothers' knowledge output and improved
 
access output as important outputs 
in their own right, the implications of the 
intellectual experiment on willingness to pay - is the most meaningful way, at 
this stage of project development and with the information available, to draw 
attention to the relative costs and benefits of the NCDDP programme. From 
this point of view) we should reach che conclusion that NCDDP expenditures
have been very much worth it in terms of gains achieved. Indeed, given the 
generally acknowledged difflculties health projects typically experience in 
achieving any significant yield to the resources committed, one must be the 
more impressed by the NCDDP achievements.
 

4. Cases treated with OR.S 

'llTe analy:iJs as developed to this point has entailed only a very
 
sensitive accounting for project outputs and, by itself, understates the yield

to resources coamitted to the project. After all, 
a purpose of the roject is
 
to have a favourable impact 
on health status and health services events, such
 
that we would like ultiur.itely to be able to measure the yield 
to resources
 
committed to Lhe project in terms, 
say, of the numtDer of cases of diarrnoea 
appropriately managed. H,3rd data on rhis dimension of systern performance are 
not now available. NevectIeiless, uiere are data Lo su;gest large-scale use of 
ORT to manage diarrhoea and this output should be recognized as part of our 
effort to compare costs and benefits.
 



According to NCDDP, in 1985 1,464,000 cases of diarrhoea in childrem 
aged 0-4 years were treated in M011 facilities. This finding appears to be 
based upon reports from 10 facilities to CDDP (See Programme for tue Control 
of Diarrhoeal Diseases (CDD), Managemen t Information Sys tem form, for 
completion at national level, p.2). And, according to the NCDDI', in 1985, 
111,020 diarrhoea cases in children under two were treated at hone with ORS. 
This finding is based on an estimate of the prevalence of diarrhoea episodes
(from Diarrhoea Taxonomy Study) and an estimate from a project survey which 
showed in 1985 that 78% of under two year olds who had diarrhoea in the week 
prior to the survey received ORS. How hard these findings are is the subject 
of some controversy. 1 1 However, independent eviden:e on the "disappearance" 
of ORS nLay help to suggest whether these case load figures are plausible, at 
least. According to figures supplied by the projct, in 1985, about 30 
million 5.5 gm packets were distributed via the M.ddle East and Egydrug to the 
private pharmacies and presumably sold by them (assuming that the pharmacies 
who were ordering from these distributors m.sintain their usual inventories). 
In addition, about 10 million 5.5 gm packets were used in the MOd system. 
This would make a total of 40 million packets vhich at, say 3.5 packets per 
case, vould be enough to treat 11.4 million cases. In addition, in 1985, there 

11 This findir- is from Incidence of diarrhoea-associated illner in 
children aged two Years and under in ei.ht EL;ypti.on Goverrorates. rinal 
report, 1965. First RounLd Census of Cnildren, SiLlII Consultation Group,

2 6 January 1.986, p. reports "of the 4493 children who had diarrhoea during the 
previous wcuk, 3616 or 78.3% were given ORS ". 

Another survey of 1985 experience comes up with somu:.hat different 
findings. See Evaluation of National Control of Diarrhoeal. Diseases Project, 
National Campaign Knowledge, Attitudes and Practices of Mothers, Social 
Planning Analysis and Administration Consultants (SPAAC) Cairo, January 1986. 

Table (14) p:age .. of this study reports cases of children sick with 
diarrhoe-, during the sum:ner of 1985 who tool: ORS and whio did not give reasons 
for not giving ORS. T1.e finding here for 1140 cases is that 58% gave ORS. 

Table (4) page .. of this study reports first and second actions of 
mothers to child diarrhoea - "gave ORS" adds up to 16% for both. The 
difference between the table (14) and the table (4) findings is apparently
owling to the role of physicians' advice in usa of ORS. Thus, as a first 
section, 40% of mothers sought physician treatment and as a second action 82% 
of mothers sought physician treatment. Thus the additional ORS was presumably 
administered on the advice of physiciatis (in health facilities or private 
practice).
 

NJ
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was considerable utilization of UNICEF 27.5 gm packets by tae healthfacilities (see 1985 Summary Report which notes 
that stocks of these packets
have decreased "remarkably"). All 
in all, the information on utilization
ORS suggests that the estimate of about 14 
of 

-illion cases of dIiarrhoea treatedwith ORS in 1985 is 
plausible, i.e. probably a good approximation 
to realitv.
 

Not all of this utilization of ORS can be regarded as owing to theministrations of NCDDP,the there having been a history of ORT prior to theproject. For example, from 1980 through 1983, it appears that averagean ofabout 5.7 million on 5.5 gim packets per year of "Rehydran" were moved throughthe pharmacies. Thus 1985the utilization rate would reptesent about afive-fold increase so that by far the greater part of the 1985 utilization canbe attributed to the project. It is clear that a very large inincreasenumber of diarrhoea cases treated with ORS must 
the 

be counted among the
significant achievements of the NCDDP. 

5. Out of .pocket cost to consumers of manaqing diarrhoea 

Generally speakine, the upon consumersterms which have access to care are an important consideration in evaluating health care programmes and
projects. The money cost of health care services is one important term foraccess (other important terms include time cost and travel cost). From anequity point view,of money costs should not he such that an unacceptableburden is imposed upon those at the lower ena of the income distribution.And, from the point of view of achieving the desired health status impact,this cost: should not such that utilization of medically-needca services is 
discouraged.
 

Judged0 by these standards, the NCDDP might be expected to make a majorcontributionl to consurmer welfare. ORS is available in MO1 facilities free ofcharge to the consumer. However, it would appear that at least 60% of ORStheutilized Will move' through the private pharmacies at a charge of IS 0.45 a Lenpack to the consumer. Is the cost of ORS from this source apt to be aburden? According to project. data, the average number of diarrhoea episodesis about six per child and the average number of 5.5 gm packets required perepisode is about on
3.5 the basis of these assumptions, the aversge yearly
household outlay for 01S would be about 0.90LZ per child under two - aminiscule, proportion of household income even for most of those at the lower
end of the income distribution in Egypt. 

The ORS outlay compares very favourably with alternative treatmentregimens where commonly prescribed non-ORT remedies may cost on the order of
LE 1.0 per treatment. Thus, theif consumer relied soley upon ORS,substituting it otherfor remedies, there would be considerable savings. If,however, the consumer utilizes ORS in addition to and as a supplement to othertreatment regimens, this benefit is lost. To evaluate this aspect of theNCDDP progcamme, good information is required on the extent to which thegreatly enhanced utilization of ORS is substituting, versus suppleventing
other treatment regimens. 
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6. Health status impact of the NCDDP 

It is a plausible supposition (hypothesis) that the greatly increased 
utilization of ORT Egypt to NCDDPin owing the programme nas had a significant
and favourable impact on health status - notably, a significanit decrease in 
diarrhoea-related morbidity and mortality (DRM). One might seek to thistest
hypothesis observation changes DRI. greatby direct on in A problem with this 
approach, however, is the problem of ma:cing reliable observations on changes
in DRM over any given short run period. Alternatively, this supposition might
be affirmed or rebutted by good information on the extent to which ORT is
being correctly (medical standards) administc.red by mothers and providers.
This is so because there appears to be a tight "engineering"
(medica I-technica ) relationship between correctly administered ORT and 
reduced DRM. 

The project has sought to collect information on correct administration 
of. ORT. According to project sponsored surveys a large and increasing
proportion of mothers "know correct ORS use" - from 53% January 1985 toin 90% 
in November 1985. (See A Three Year Status Report, p.23). Pending moreextensive investigations on this score, findings such as these must be 
regarded as at least very encouraging. 

7. The qucstion. of cczt effrctlvenems 

The analysis has so far reached the conclusion that when comparing costs 
and benefits, it is fair to say tli.t NCDDP has acnieced a great. deal of
benefit for modest expenditure. This is not to say that: NCDDP has maximized 
output with the resources allocated to the project's programme. Nor is it to say that more output could not have been achieved had the resources used by
the NCDDP been deployed in some alternative programme., This is the question
of cost-effectivene,;s, which beone cannot answ.ered on.. the basis of
infotrmatic n available, Whatever might be as thetaken NCDDP output for purposes of cost--effectiveness analysis, e.g. mothers' knowledge, improved 
access, diarriaoca cases treated, deaths averted, it is not really possible todo such anaLysis becaus;e there has, been no experience here with alternative 
nation-wide programmes to achieve tLne NCDDP purposes. Hence, of course, no 
data are on cost of suchavailable the alternatives. 

Related to this question, however, there is some testimony that theNCDDP might have achieved whatever it has achieved wi.th a smaller expenditure
than that actually incurred. For example, according to an in-passing commcnt
by Dr Fewrag El Kamel (session on communications/mass u. dia), exclusive of the 
cost of air time, an expeilditure of about LE 100,000 would have produced mostof the effect produced by the project's commuications programme, a 
considerable saving compared with the LE 400,000 plus spent on communications 
"(e7Clusive of air time). Kamil's assertion does not tell us how or where the 
savings might have been achieved. A good part of thi:3, however, appears tothe LE 200,000 spent on billboards 

be 
- there appears to be general agreement

that not much was gained with this communication s.ratcgy. 

/!
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More generally, the NCDDP has operated with a very loose budget
constraint - indeed, the funding available to the project has enabled it to 
budget for whatever programm. components project managers tnought would yield
benefits commensurate with the commitment of resources. This circumstance may
be reflected in the fact that during FY 1V85, the project in fact expended
only 50% of what had been budgeted for that year. Some at leas: of this 
failure to implement the planned budget can be traced to sucn factors as CID's 
failure to 
produce the quantity of ORS contractea for.
 

Adequate funding is, of course, necessary to the success of any project
although it is not also sufficient for such success and NCDDP represents no 
exception to this general proposition. More particularly, for NCDDP, generous
funding, albeit helpful, cannot properly be regarded as the major factor in 
project success. Thie question that is raised by the loose budget constraint is 
the extent to which, 
if at all, the project was characterized by some 
organization slack, so cal.c-d "X-inefficiency" - less productivity from the 
various inputs that might have been achieved. Suppose hypothetically that the 
NCDDP had operated under a tight budget constraint such as that project
inanage(cnt had and was motivated to run a "lean, nean" shop (as the argot of 
the say would have it). Might this have resulted in significant cost savings
without significant dimunition of project output? Whatever the lnswer to this 
question, it is of some relevance for thinking about costs of future 
enterprise:; of this kind. 

8. Fiscal burden imrJicritions of the IZCDDP: an espect of sur; 'ain.-bility 

It is frequently remarked that the NCDDP has a very large budget
(compared to what?) - an implication of this being that there may oe problems
sustaining an ORT programme in Egypt after tile project has terminated and 
project funds are no longer available. As has been explained foregoing, would 
we not anticipate that continuing ORT activities in Egypt would require a 
continuti g reso.urce commitment of the kind represented by the project.

Nevertheless, -it may help to gain some perspective on the 
 size of 'the NCDDP
 
budget to compare 
 it with total Government of Egypt current expenaitures for 
health over the project period to date. 

According to USAID, from JanL13ry 1983 to April. 1936, the NCDDP has 
disbursed S14.7 million. At the agreed project exchange rate (IUS SI.0 equals 
LE 0.83), this reprelsents about LE 12.2 million. 1 2 During this same period,
GOE tote. government current expenditures for he.alth cam cot LE 1052.0 
million. (See Table I following for GOE budget data from wnich tnis figure
has been calculated). Thus, project expenditures to date have amounted to 
about 1.2% of total GOE current expenditures for health over this same 
period. Since most NCDDP costs are paid by USA!!), the project does not 
represent a burden on the COG .isc. However, had the GOE picked up the tab 
for the project, the resulting fiscal burden woul have been small. Or,
looked at another way, as a kind of "worst case" for sustainability - if, 
after the project terminates, the GOR were to go on zz-king resource
 

12 According to NCDDP accountants, from June 1982 to April 1986, 
cash
 
receipts from AID were LE 11.3 million. And expenditures from June 1982 to 
to 31 May 1986 were IE 10.1 million. Although the NCDDP technically began 
earlier, there is general agreement that project activitied did not really get
underway until January 1983. 
 The USAID account includes some direct payments 
in dollars (e.g. to JSI) which do not appear in the project budget.
 



- 14 ­

commitments to ORT at the same rate, the fiscal burden implied would ,b'esmall. Another way to look at this mater is in terms of project costs percapita for the population of Egypt. Over the project period to date, projectexpenditures have been at the rate about LEof 3.7 aillion per year. For an
Egyptian population of 48.6 million, this works out to about LE 0.08 percapita or about LE 0.40 per household assuming five onpersons average per 
household. 

TABLE 1: COE 	 CURREJT EN.:i;NDnURE: -If-ALTJI AND TOTAL (1.E millions) 

FY 	 Health Total % health cf total 

1980/81 	 141 3906 3.6 

1981/82 	 213 5240 4.1 

1.982/83 
 248 	 6306 
 3.9
 

1983/84 	 282 7697 3.7 

1984/85 	 312 8881 3.5 

1985/86 	 350 101.82 3.4 

Source: IYF 	 1980/81. - .9833/84 actual expenditure
 
1984/85 - preliminary actuai expenditure

1.965/86 - hudgte:nd e.:penditure
 

lhe NCDDP re.ources inclucoe a LIS t-7.0 million equivalent contribution
from the GOE 	 (3mi addition to the USAID 426.0 dillion budget). There is a
questior! of ho,. to treat: this G{E concribution for purposes of calculations

such as thc foregoing. Except: for a couple 
 of very small items (mainly base
 
pay for 30 M1Ud u:Iployuc s gned to tne project 
 and POL for a few vehicles),the COE ,17.0 i,:illiun equivatlent contribution does not entAil casn outlays -
it represents LLhe. iapited value of -IOH personnel and facilities wnich are
regarded as input.,; to the project, personnel and facilities that are already 

c. rty part of ?!OHin place a . -ular the system. TLhus, tMe GOE contribution doesnot directLy 	 citail any incrca,;e in fiscal burden for GOE itthe and would 
,ppear apprL.op.tati to ncglect it for purposes such as the calcu].aticas 
foregoing. ­

13 Whether contribution 	 regardedthe COE 	 should be as entailing an
indirect increase in fiscal burden or on general terms. An economic 
cost of the NCDDP is discussed in another place. 
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commitnients to OT at the same rate, the fiscal burden implied would 1'e 
small. Another way to look at this rmater is in terms of project costs per 
capita for the population of Egypt. Over the project period to date, project 
expenditures have been at the rate of about LE 3.7 aillion per year. For an 
Egyptian population of 48.6 million, this woCks out ro about LE 0.08 per 
capita or about LE 0.40 per househol.d assuming five persons on average per 
household.
 

TABLE 1: GOE 	 CU1,T EXPENDITIUIRE: hIEATH AND TOTAL (Lr mil..ionr) 

FY 	 Health Total % health of toral 

1980/81 141 3906 	 3.6
 

1981/82 213 5240 	 4.1
 

1.982/83 248 6306 	 3.9
 

1983/84 282 7697 	 3.7
 

1984/85 312 8881 	 3.5
 

1985/86 	 350 10182 3.4 

Source: LIT 	 1980/8]. - 1983/84 actual expenditure 
1984/85 - preliminary actual expenditure 
1985/86 bue ted expenditure 

The NCDI,'P resources include a US ,;17.0 million cqutvalent contribultion 
from the COE (in ocddition to the USAID $26.0 trillion budget). The::e is a 
question of how to treat this GOE contribution for purposes of calcuk.tions 
such a; the fore-oig. Except for a couple of very stJl1 iteLs (mainly base 

pay for 30 MO1 eiJloyces assigncd to tie project and '01. for a fe,! vEhicJ.e.s), 
the GOE J. 7.0 Will ion cqu v 3!.cnt contribut ion docs nc;. entail casi- outlays -­

it reprMe:!t ; the 5iputcd value of MOH personoe. ant faci.[ities which arc 
regardced as iinput:s to the projrict, personnul and facilities that are alrcady 
in placc as a i:cg'lazi: part of the 4011 .'ys teni. Lhus, t,:' GOE contributi-n does 
not directly entai.l any increase in fiscal burden fc-" the GOF and it would 
appear appropri: Le to neglect It for pu vposes such as the cal.cu2at-ions 
foregoing. 13 

13 hethk.'r 	 the GOE contribution shculd be regarded as; entailing an 

indirect: increase in fiscal burden or on general te :.:. An economic
 
cot of the NCDDI' is discussed in another place. 
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The foregoing way of looking at this matter may contribute someperspective on the matter of the size of the NCDDP budget - thus the size of
that budget relative to the COE's own fiscal commitment to health is relevantto this purpose. It is not, however, very directly relevant to the qeustion
of sustainability. This :'s for the reason that, as explained foregoing, wewould not anticipate that continuing a full-scale ORT programme in Egypt after
the project has terminated would require a continuing resource commitment ofthe kind and at the rate represented by the NCDDP. That is, the
sustainability questio is whethernot a NCDDP-like programme besustained, but whether a satisfactory ORT programme 

can 
cin be sustained. Wat

MOH resources would required maintainbe to the MOH's share of a full-scale
ORT programne in after projectEgypt the terminates? At present, no 
definit::, answor can be given to this question. However, a few illustrative 
calculations for mar inputs vay give some helpful perspective, 

Ore such np,.t: is the ORS used in 1O1 facilities, on location and forgiving to mothers. Hlow much ORS .,ould be required would depend upon the MOH's
share of the national ORT case load. It is difficult to estinate what this
might be. Ve do knon: (see prior discussion) that in 1985 the MOH system used
about 10 million 5.5 gm packets and some unknown but significant number ofUNICEF 27.5 gm packets, say, a total of the equivalent of 20 million 5.5 ga
packets. (Since in 1985 about 30 million 5.5 gm packets wore distributedthrough the private pharmacies, this assumttion would yield the 40% MOH to a
60% private pharmacies split, which the project has seemingly contemplated.)
If the YOU were to buy these packets at the prices now paid by the project,

the tab would comie to LE 720,000 -- or about 0.2" 
 (i.e. 'wo-tent:nF or, 1 '%) of 
the 1185/86 COE current (budgeted) e:pendivi:re for health. 

Put this vay, the fiscal burden implied by OVS reqiirenents for afull-scale ORT prograaie appears to be miniscule, as iudecd it is compared
with the total. fiscal effort on health account. This may not be the onlyrelvvrt compa]:isen, however. A more relevant comparision for some purposes
might be wit" the MOH's budget for supplies and more particularly for drugs,
since this is, presu-a:ably, the budget ORS would make a claim upon. We do nothave a curret figure for th. .OH drug budget available. We know, however,
fromran ec i-her study, that in 1978 the MOH provided cnly LE 0.26 for drugs
per capita for the population as a whole. 1 4 And there reasonis to assume
that there is still very little available in the MOH system for drugs;.15
The ORS expenditure assumed foregoing would come to about LE 0.015 per capita
- a sr.all amount, but still apt to be more than a fraction of 1% of the drugbudget. For example, assuming a 15% inflation rate, if the MOH 1.978 drug
budget had been maintained in real terms, it would now be about LE 0.67 per
capita, of which the ORS per capita expenditure would be about 2.0%. 

http:drugs;.15
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One might content that a, say 2.0% loading on the .Oll drugnot be regarded as ominous budget shouIdfrom a. sustainability point of view - and thisjudgement might indeed be the correct one. There is no guarantee, howeverthat however small the ORS loading on the drug budget that ,:ouldit beaccommodated by those who make decisions about 3llocation of drug budgets. 

It should also be noted that our assumption that oil the order of 20million 5.5 gm packets of ORS would be "required' by the MO1 system for itsshare of a full-scale ORT programme may be quite wrong on the high side.After all, given the vety small amount: of funding available in the MOH systemfor drugs, many patients most of the Lime have to depend upon drugs obtainedfrom the private ph.rmacics (MOI1 facility physicians give patientsprescriptions to be filled outside). ORS is perhaps a particularly goodcandicate for distribution in this way since, as has been pointedpocket costs out, out ofto the household for ORS would amount to only a minisculefraction of incomes cven for most of those at the low-ei end of the incoue 
distribution.
 

Addi'naal lelgcr-run (afte- t:he project has terminatcd) OPT progr:.r:,rUexpensc.s inj.ht 1e considered from a sustainability point of view, but not muchthat is definit., is apt to be yielded by such an exercise. Who c ab:ouadditional personici osts? According to the project, about 1.5 million caseswere tre.raed with ORS in MOH facilities in 1985, or an average of 500 casesfor each of the 3,000 ORT centres established by the project.diarrhoea season, this would come to an avera ge about 
For a 120 day

of 4 cases pe' centre per day, s-emingly a small. additiona; claim onl staff tie (unless ORT centrestaff have been "dedicated" to these services only). What ORTabout equipmentand the like? The project spel.nt I F 2.2has about * mil.lion for ORT equipment,etc. Whether this is represented by real capital which needs to be maintainedi t for a uccessful OT programme is unclear. If what shouldso, life beassumed for it? Assuming, say, 10 years, this v:ould allocate an average of
a0bout LE 200,000 a year to expeises -- very swail compared even 
 to theprojected O0IS roquieiemouts estiuate. 

14 See MO1, Hea.th Profile of Egypt, Study on H,:alth Financing and 
.. x.ditur in vuE ., Publication No. 10, April 1980. T data reported in
this st:udy are for .978. 

15 The FY 85/86 current budget Shoubrafor District, Cairo, appears to 
provi.de only about L 0.29 per
district:. If this is 

capita for drugs for the population of thereiprcsentative for the MO11 systtm as a whole, it wouldimply a drastic cut in the MOH drug budget in real terms since the findings ofthe 1980 study. We are much in need of good inforn..)ion on this and otheraspects of the MOR budget in order to gain some perspective on he implications
of expenditures for ORT. 

http:provi.de
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All in all, the somewhat sanguine 
view of the fiscal burden problem

implied by comparison of ORT programme costs 
 with total GOE current
 
expenditures for health does riot appear 
 to be greatly altered by these
additional considerations. Moreover, it may 
with good reason be contended
 
that calculations of the kind set out foregoing no doubt overstate the fiscal
 
burden implied 
 by NCDDP induced by otherwise waintained ORT programne
 
activities. 
 This is so because ORT is expected to in a large part supplant
other more expensive diarrhoea case management strategies - notably,
hospital-based, IV/drug regimens. Thus, the average cost of case mann:,ement 
can be expecterl to go down. On the other hand, the total number of cases 
managed czan be espected to go up (increased demand for, and accesns to ORT).
The net impact on the total cost of managing the government health system's
share of diarrhea cases in Egypt will 
determine the fiscal burden. Data such as that displayed in Table 1I (folleoving) Wil be relevant to reckoning these 
costs. According 
to Professor Mahmwoud El-Mougij, prior to development of the 
large scale ORT programme., the University Hospital had 
an avcrage IV/drug case 
load of from 5.10 coses per day during the 120 day diarrhoea sea::on, i.e. a
total of about: 900 such cases during the season. le estimates the cost of
managing cach such case at ]E 25.0 on average - for a total outlay of about
 
LE 22,500 for the season. The average cost of ORT management in this hospital

is estimated at LE 1.0, or a total of about LE 4i,000 for the ci'ses managed 
during 1985 - a considerabl saving. 



TABLE II: Attendance Data for the DDRRC of the Bab-EI-Shareya 
University Hospital
 

Year 
 19831 1984 1985
 

Degree of dehydration (%) 

Mild 84.5 89.8 89.2
 

Moderate 14.0 9.4 10.1 

Service 1.5 0.8 0.6 

Method of rehydration (Z) 

C&S2 
97.9 98.1 97.7
 

NGT 3 

1.2 1.2 
 1.6 

IV4 
 0.9 0.7 0.7
 

Period of Stay (%) 

6 hours 94.5 97.7 94.9 

6 hours +5 5.5 2.3 5.1 

No. of deaths 14 18 24 

CFR6 (pei: J.000 children) 

Attending 4.2 3.4 6.0 

Admitted 
 89.7 155.1 113.7
 

Total children 

Attending 2843 5010 
 4139
 

1 Data for 'May to Dccembar otily 

2 Cup and spoon 

3 Nasa- Pastric tube
 

4 Intr.vcnous solution 

5 Those .,ho remain more than 6 hours are considered admissions 

6 Case fatality rate 

iI 



Various of the foregoing calculations relating to the fiscal burden

implied by the NCDDP programme (or successor ORT programmes) are rather rough
and ready in various ways. Nevertheless, they give a go)od sense of the fiscal
burden problem in general terms, such that the yield to attempt to fine-.une 
these calculations might be very small. It is ; erhaps a fair conclusion from
these findings that government budget constrain:.s need not be regarded as a 
major bar to sustaining an ORT programme in Egypt. 

This, of course, does not mean that there may not be other important
problms for the sl. :tainability of ORT programmes in Egypt:, e.g. the prospect
for various kind-, of ".organization failure". Onc aspect of the NCDDP 
prograiurIe which needs critical examination from th,.s: point of view is the 
system that has been put in place fur production and dstributi. n of ORS. 

c0otSun ia f .ti.3­0 

Descript5on of sycf1:-uc 

The NCDDP contracts each year with CID company (v parastotal) for the 
production of the forthcoming year's project ORS supply. The current price
paid by the NCDDP to CID (fi>xed by the National Organization for" Drug Control) 
is LE 0.36 a ten pacK (of 5.5 gm packets). 

Distribution of packers, to ',OK' facilities is cnaracterized in project

descriptions as "through CI)" 
 or CID may be cnaracte:Izco as a "distrioution

channel" for lIOH facilities. It is not entirely cieatr wtiat these 
 arrangements 
are. In part, this system seetms to rely upon ,10H' veni.cJ.es and the regu.lar MO11
supply diStribution system to pick up OS at the CIP warehouse, to get it to
 
governor,.te and sub-governorate level stores 
 and ultimately to wue M011
facilities of which there are some 1000 (some of whi::h now have ORT centres).

Thiis system app-ars to be supplementcd to some extent 
 by CiD venicles and
project vehicles, (The extent and precise natur-. of this needs to be
 
deteri ined).
 

Thcre are reported t o be some 5000 privati, pha ruiacies in Egypt. 
Distribution of project ORS to these outlets is acconplisnect tnrough twochannels. The project sells ORS to the 'Liddle East Chemical. Company (a
private pharmn:ceutical distributor) P1ewhich then sells to the pharmacies.
arrangem!it provides I'% paid by the NCDDP to cover these distribution costs

(such that the project recovers 
 12% less from s-l.es to pharmacies that it pays
to CID for the product). In addition, approximately 20% (now said to be 30%)
of the ORS is sold to Egydrug (a parastatal) whtIich mivtains regional
warehouses. 16 Phari-.acists can buy from these warchouses if they prefer.
Agoin, the NCDDP picks up a 12% tab to defray the cost of this distribution 
system. 1 7 'The pharmacies sell the ORS to consumers -t;: LE 0.45 a 10 pack - aprice fixed by the drug control authorities, which is supposed to yield a 20% 
margin for the pharmacies. 

http:governor,.te
http:veni.cJ.es


It is very important for the success of CDDduring the term the programme in Egypt, brL.1of the project and over theterminated, that 
years after the project hasa stable, robust system

of ORS be put 
for the productio, and distributionin place and maintained. The existing systemforegoing) (briefly describedraises some questions on this score, particularly, peraaps, fromthe point of view of sustainability. !We may turn to some of these concerns. 

Is CID a r-.hl.;e contractor? 

According to the 2985 Sumary Report NCDDP ActivitiesNCDDP coitLacted (p 5), in 1985 thewith the CID corpany for productiompackets, 48 million of these were 
of 80 million 5.5 gmintended for the privatemillion pharwacie:, 32for the MOIl facilitic,. Overall, ClDcontract, 70% achieved only 54% ofof the order for I-he thisprivate pharmaciesintended and 32% of the orderfor the MOH facilities. CID's failureobligations to meet itf 1985 ORS contractis rather disquieting. What accounts for this =alfunctLion?why the relatively Andgreater under-production of MOlIl ORS? 

Part of the problem havemay been that: the inirial. orderThus, although only 70% of the 
was too large.

ORS ordered for theproduced, there were ORS 
private phararicies wasno shortage reports f .o-pharmacies. The shortfall in 

the private sector 
UNICEF 

production for MOH faciljit:i.cs was covered by27.5 gm packets available. theii the MO facilitics.Report wi:ich (See 1985 Summarynotes that stocks of these packers haveOne factor ,;hicl decreased "remarkably'.)may have accounted particularly
productio., I nave 

for the shortfall in MOH ORSbeen told, thatis ORS intenced for the M0H wasin the CID warehouse piling upcreating a storage-space problem,. It
the MO distribution is not clear why
system was not collecting these supplies more promptly. 

16 I ai. told that Egydrug is erTpo-oered by law to rvquisition up to 20/. ofany pharmalceutical distributed in Egypt for distribution by itself.Egydrug wants distzibute lhus, ifto up to 20/.% of project Oi(S, the project has nochoice in the matter. 
17 Although the arrangeme.t does not appear to have been colte lmplaLed bythe project, three cf the four pharmaicies contactedfield evaluation (to date), by the Cairoteam, report that they are gettingCID r.heir ORS directly(as w1ell as from the fromNear East) along with CID deliveries of otherproducts.
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Will the HOU OnS discribution system prove reliable? 

Apparent problems with MOH collection of ORS supplies from CID (see 
distribution foregoing) raise this question, it may be that tnese events 
reflect a rational response to a glut of 27.3 gm. packezs in the :OH system 
during the latter part of 1985.18 Or, there may have been ochier problems. 
More generally, it appears that: the project has in various ways been 
supplementing and facilitating the MOH distribution system, e.g. auditional 
vehicles for transport of supplies, prompting supply responses to reports of 
shortages, and so on. it is a very important question for post-project 
performance of the ORT system in ,;hat w:ays, if any, the regular MOU 
distribution system will need to be assisted and suppl.emented to ensure a 
reliable supply of ORS to the facilities.
 

Will the ORS distributlon system to the private pharmaciesprovc rel..tablc? 

CID produces nundreds of products which it delivers to pharmacies all 
over Egypt. Presumably, the NCDDP could have elected to rely on this syst:m 
for distribution of ORS. Instead, however, it: elected to bypass this system 
in favour of arrangements with the Middle East and hgydrug. The reason for 
this, as I understand it, was the project's perception that CID could not be 
counted on to achieve comprehensive distribution to all phanrmacies in Egypt, 
i.e. some locations would not be well served. Ir appears that the Middle East 
distribution arrangcment is to be terminated by the project. It is 
contemplated that CID will take over distribution of ORS to tie private sector 
(supplemented, presumably, by Egydrug). IC is a Ve-y ilnnortant: cuescion now 
well this systeu will work. Thus, is there good reason to suppose tnam tne 
reasons that caused the project to bypass this arrangemcrt in the first place 
are no longer valid? If not, what longer-term arrangements Will accomplish 
reliable distribution to the private outlets? 

18 According to the 1985 Summary Report as of the end of September 1985, 

there were a total of 1.2 million 27.5 gn packets in the 26 governorate 
storehouses and an unknown (though possibly large, presumably) number of thaee 
packets in the 155 district storehouses and the 4000 health facilities. 
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Will a continuing subsidy of CID ORS production be necessary?
 

In the normal course of business events, CID picks up the tab for the 
cost of distributing its various products to the outlets it serves around thecountry. In the case of ORS, however, NCDDP was paying CID the fixecd price ofLE 0.36 a ten pack (the price that would have been paid by the outlets) and
then paying a 121 distribution fee to alternntive distribution channels.Thus, it vould appeaIr, CID ORS production has been subsidized to the extent:that CID has riot incurred the usual costs for distributing it. To what 
extent, if at all, has this arrangcqvnt provided a necessary incentive to make
the supply system work? What does the answer to the previos question suggest
about future arrangements? 

I; there .:rpoF foriue rcr,j JtJ.o-, on. the sulp lJy sl;e t !:he ORS 

Various features of t)he ORS product on/distributior system can be traced 
to monopoly on the supply side of the market - i.e. it appears that: CID has 
been granted a legal monopoly on the production of O%. The f&,cts of life 
seem to be that NUIJDJ0i nas nan. wLttie or no oargaining power in u a±_ CL."market domain and hence is in a position of doing business pretty much the way
CID wants to do business. It appears that there are a number of other
pharmaceutical co. 1anies in Egypt that could and would be happy to produceORS. The NCiP hias Pttetmpted, albeit unsuccessfully, to pro.'ote arrangements
under which there i'ould be m:ore competition on the supply side of this marret.
The consumers of ORS throu hout E.;vpc would be welil served by such a
development. Meanwhile, ho.'ever, the project can scarcely be faulted for its
inability to chavPe the Y;ay in which the COE prefers to arrange ORS production
and distribution. 


