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MASS MEDIA &HEALTH PRACTICES
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INTRODUCTION

The Mass Media and Health Practices Project (MMHP) is a five year research and
development program supported by the Agency for International Development (AID). It
is part of a ten year effort by AID's Office of Education (ST/ED) to better understand
how modern communication technology can contribute to improved and expanded
development services. The focus of this particular program is diarrheal disease control,
and the ro Ie of an integrated health communication strategy in promoting the widespread
and correct use of oral rehydration therapy along with other home-based diarrheal
management behaviors. The program is working in five countries-Honduras, The
Gambia, Ecuador, Peru, and Swaziland. In all cases MMHP project staff work with the
local Ministry of Health to develop a communication strategy adapted to the particular
needs and circumstances of that country, but drawing upon a consistent and coherent
approach we call simply, health commooicotion.

The Field Notes are part of the effort to share this program's experience with
decision-makers and practitioners alike. The Notes are short descriptions of specific
aspects of MMHP development. They have been developed serially over the course of the
program. Many of the ideas and plans expressed in the earlier Notes have been modified
to meet changing circumstances as the project developed. Field Note 2, for example,
discusses the development and testing of a triangular oral rehydration packet. This
triangular packet was actually never used on a large scale, but the Note represents early
thinking and we feel raises issues that may be of use to future program planners.

The Notes are not comprehensive, but rather anecdotal stories of specific aspects
we felt might be of particular interest to readers. More Notes will be issued, but this
represents a critical threshold of practical information for the interested reader.

More comprehensive documentation and information on the project is available
from either:

Dr. Anthony Meyer
ST/ED
U.S. Agency for International Development
Room 603-CSA-18
Washington, D.C. 20523

or

Dr. William Smith
Academy for Educationa I Deve lopment
1255 23rd Street
Washington, D.C. 20037

• ~/J / BEST AVA/1..ABLE COpy



•

•

•

•

•

•

•

•

•

•

•

BACKGROUND

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

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

I) To strengthen the health education capacity of the cooperating countries
through the systematic application of mass communication.

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

In January 1980, work began on the 36-month program in Honduras. The program
includes resources for materials production~broadcast time, developmental research, and
six person-years of long-term technical assistance. The program. in The Gambia, also
scheduled for )6 months, began in May of 1981 and includes resources for materials
production, developmental research, and three person-years of long-term technical
assistance.

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

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

In July of 1982, the Health Office of the USAID Mission/Honduras amended the
MM&HP contract a second time to provide assistance to the Ministry of Health's
expanded national program of immunization, diarrhea, and malaria control. This
amendment provides 24 person-months of technical assistance to a nationwide health
education program aimed at strengthening the existing network of primary health care
workers throughout the country. Using many of the same techniques developed by the
diarrhea program financed under the original contract, the new program will further
institutionalize the application of communication planning to the delivery of other
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critical health information. This activity is referred to here as the Primary Health Care
Component of the MM&HP Project.

On September 30, 1982, the Mass Media and Health Practices contract was
modified by Amendment 1112, adding to the scope of work five technical
assistancelcampaign support activities (tales activities). Each tales activity was to
provide up to five person-months of technical assistance to any country interested in
adopting the MMHP methodology to their own program of diarrhea disease control. The
explicit intent of this amendment was to provide additional resources to disseminate the
MMHP approach through a series of at least five "diffusion sites."

In June 1983, the Ministry of Health in Ecuador signed a Letter of Understanding
with AID-S&TIED, which stipulated the provision of up to 18 months of technical
assistance to the Ecuador National Diarrheal Division Control Program. The form of the
assistance would be to add a public communication component to the government's
existing DOC program and focus on three provinces of central Ecuador as a model for
strengthening and expanding the national program. This activity became the first formal
diffusion site called for under the MM&HP Amendment 1112.

In September 1983, the Ministry of Health in Peru signed a Letter of Agreement
with AID-S&TIED, which stipulated the provision of one advisor over a period of 15
months for regular consultancies of up to six weeks each. The advisor would assist with
the development and implementation of a Health Literacy Campaign which included the
themes of family planning, diarrheal disease control, and immunization. This represented
the second formal diffusion site called for under the MM&HP Amendment 1112.

A Letter of Agreement between AID-S&TIED and the Government of Swaziland
was signed in February 1984. The Agreement stipulated the provision of a resident
expert for at least seven months over a period of one year. This adds an ORT component
to an existing Rural Water-Borne Disease diarrhea prevention project and creates a third
MMHP diffusion site.

- 3 -



•

TABLE OF CONTENTS

•
Colored

Field Note Title Date Tab /I

PACKETS: Do Visual Instructions April 198\

• Make a Difference?

2 PACKETS: More Questions and a April 1981 2
Few New Answers

3 THE ORT POSTER: Something April 1981 3• Special for the Professionals

4 SELECTING CAMPAIGN MESSAGES December 1981 4

5 BU ILDING A NETWORK OF EFFECTIVE December I 981 5
PROVIDERS

• 6 1982 HEALTH WORKER TRAINING March 1983 6
REPORT

7 REPORT ON THE 1?82 "HAPPY BABY March 1983 7
LOTTERY"• .

8 AMA - MAS: A Radio 'Course on September 1983 8
Breastfeeding

9 RAINY SEASON FEEDING MESSAGES March 1984 9

• 10 1984 MINI-CAMPAIGN IMPLEMENTATION February I 984 10
PLAN

II THE ROLE OF FORMATIVE EVALUATION May 1984 II
IN THE MASS MEDIA AND HEALTH

• PRACTICES PROJECT

12 PERCENTAGES OR PERSPECTIVE: May 1984 12
A Comparison of Quantitative
and Qualitative Research

• 13 RADIO: The Daily Reminder June 1984 13

•

• - 4 -



•

•

•

•

•

•

•

•

•

•

•

MASS MEDIA & HEALTH PRACTICES
Academy for Educational Development

Implementation Contractor

FIELD NOTES
Sponsored by the Offices of Education and Health

of the Bureau for Science and Technology
UNITED STATES AGENCY FOR INTERNATIONAL DEVELOPMENT

1
PAO<ETS:

Do Visuallnsrructions Make Q Difference?

By

WILLIAM A. SMITH
REYNALDO PAREJA

April 1981



.r-----------------------------------.,

•

•

•

•

•

•

•

•

•

•

MASS MEDIA & HEALTH PRACTICES
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FIELD NOTES
PAO<ETS:

Do Visual Instructions Make Q Difference?

The Academy for Educational Development is a nonprofit service organization
active in m<J1Y areas of education. Under contract to the Development Support Bureau
of the U.S. Agency for International Development, the Academy assisted the Ministries
of Health in Honduras and The Gambia to develop comprehensive public education
compaigns on prevention and treatment of acute infant diarrhea. The campaigns
combined broadcast radio, simple print material, and health worker instruction in a
comprehensive effort to provide practical information to rural women.

The UNICEF oral rehydration packet has no visual instructions. The ingredients
are printed on the outside of each packet along with a few written instructions. The
problem: most rural people don't read. The question: how do rural women learn to mix
and proper Iy administer the oral rehdydraNon salts contained in the packet?

Most oral rehydration therapy (ORT) programs emphasize face-to-face instruction
by physicians, nurses, primary health care workers, or specially trained "depot"
mothers. Three assumptions are generally made in these programs. First, that most
mothers will have direct contact with some health professional or primary health care
worker. Second, that the instructions given to the mothers by these individuals are
accurate and complete. Third, that the instructions are remembered correctly by the
mothers over a period of days or perhaps even weeks.

Total reliance on the first assumption makes a large-scale, rural distribution
system for oral rehydration salts (ORS) impractical simply because most rural people do
not have ready access to a health worker of any kind. The necessity for direct health
worker intervention limits an ORS program's potential impact to that percent of the
population which is able and motivated to use the existing health infrastructure. While
this might represent a significant improvement over intravenous (IV) therapy alone, it
great Iy reduces ORS's potential contribution. '.

The assumption that health workers will provide accurate and complete
in~tructions rests upon the assumed simplicity of the instructions and an abiding faith in
the basic intelligence of rural women. While the second assertion is supportable, the
former is questionable. There are at least eleven specific actions which rural women
must perform to meet minimal performance standards.
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They are as follows:

I. Mix everything in the packet.

2. Mix on Iy one packet at a time.

3. Mix the packet in a liter of the cleanest water available.

4. Mix the packet completely, making sure all the salts are dissolved.

S. Give the solution slowly with the instrument (spoon, cup, small glass, or
bott Ie if necessary) most commonly used to feed your child.

6. Give the solution to the child while he or she is in an upright position to
avoid vomiting and subsequent choking.

7. If the child vomits, let the child rest; continue giving him or her the solution,
bu-t do so more slow Iy than before.

8. Give the child all the solution in 24 hours.

9. Give the child breastmilk and/or free (plain) water in addition to the ORS.

10. Do not store the ORS solution for more than 24 hours.

II. Check to see if the child is improving or becoming worse.

In addition to these mechanical'steps, there are several background concepts which
mothers must understand. They include:

I. ORS will not stop diarrhea, but they will prevent a child from dying.

2. To discontinue feeding is bad, not good, for the child with diarrhea.

3. Purges are bad for a child with diarrhea.

All fourteen points are important, and the unavoidable problem is that most
physicians, nurses, and primary health workers do not remember to tell all mothers all
these facts. In addition to forgetting one step or another, some information is
undoubtedly distorted because of poor initial teaching or poor memory. In a survey of
rural health personnel in Honduras, it was discovered that only a few were able to
remember the correct proportions for mixing the simple sugar and salt formula. Many
had reversed the sugar and salt volumes, others forgot how much water to use, and others
were unsure whether all the ingredients were really important. Some were suggesting
that if a mother didn't have sugar, then just mix lemon juice with salt, or just give sugar
water if salt was scarce. A similar, though less systematic survey, was done with Peace
Corps volunteers in The Gambia with very similar results.

A third point bears mentioning. Even if excellent instruction is given directly to
rural women, how long will they correctly remember the information with no other
external reminder? While some encouraging anecdotal information exists on the capacity
of rural people to remember complex verbal instructions over time, the amount of
specific information and its relative importance argues for some method of reviewing
critical points at regular intervals. But what kind of simple reminder is useful to women
who don't read? This was an important question we faced in Honduras.

- 2 -
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We knew that radio could be used to teach and to remind mothers, but we wanted
to develop a supplemental printed guide'to reinforce the radio and direct health worker
messages. The guide would ensure that the information given by health workers to rural
mothers was well organized, complete, and accurate. At the same time it would be given
directly to rural mothers as a reminder of what they had learned from the health worker.

We had three important constrai nts. Fi rst, we knew that hea Ith workers were
heavily overrordened with patients, and that they often had only a few minutes, perhaps
even seconds, with a given patient. Second, we knew that the materials had to be visual
rather than written because most mothers don't read. Finally, whatever we did had to be
cheap.

Our first attempt at producing a Honduras solution to the problem was the
development of a packet label which contained four simple pictures illustrating the most
important mixing step (see figure I).

Figure I
(actual size of label)

LITRCSCL

Abra por
el corte.

The mixing illustrations were first prepared in draft form on large sheets of
cardboard and taken to several communities to see if the drawings were proper Iy
interpreted. The tests proved very useful; changes were made and the large designs were
reduced and printed on gummed labels for trial use on a small number of packets.

To test whether the visual instructions would work without coaching or teaching,
the packet was given to individual mothers totally unfamiliar with the packets or the
program. These mothers were asked to imagine that a friend had given them the
packet. The friend had told them the packet was medicine for diarrhea, rot their friend
didn't know row to mix the packet. Mothers were asked what they would do in this
case. The packet was physically handed to the mothers with the visual instructions
facing up. None of the mothers perceived the illustrations as "instructions." They
seemed to think that the pictures were simply a product labe I. Several women tried to
read the written instructions printed on the back of the packet but were able to
understand on Iy a few words. After no more than fifteen seconds of looking at the
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packet, most mothers opened it and began mixing the salts in water which was available
near the test site. They seemed familar enough with other products like Alka-Seltzer
and Sal Andrews to know that the salts should be dissolved in water, although they were
unsure what vo lume of water to use.

After this first stage of the tes.t, the same mothers were shown instructions on the
packet and asked to interpret them. Here the mothers were guided by the interviewer in
order to see if they understood the smaller pictures when openly questioned about their
content. Again, there were a number of misperceptions, some of which seemed to result
from the reduction process. For example, a cup used to fill the bott Ie in the first
illustration was not seen by several mothers even after they were told to look for a cup
in the drawing.

The third stage of the test consisted of "teaching" the mothers what the visuals
meant. This proved very easy to do. Mothers understood almost instantly, and several
expressed their embarrassment at "being so dumb" (their expressions not ours) not to
have understood before.

Our next attempt focused on the development of a one-page flyer which we
thought would be more comprehensive than the simple gummed label (see figure 2). This
flyer taught a cluster of critical behaviors--mixing and administration of L1TROSOL,
feeding during diarrhea episodes and signs of dehydration which meant the child must be
referred to a hea Ith center.

- 4 -
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(draft version used only for testing)
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Again, the first attempt was not a great success. Several of the drawings were unclear.
Mothers thought that the drawing of a ch i1d eating was a ch i1d just playing with his
mouth. The drawings used to indicate a full 24-hour period, namely an ear Iy morning sun
and the moon at night, were not understood. When mothers were told that the packet
contained a "medicine," they concluded that only a few spoonfuls should be given each
day. After all who gives a child a whole liter of medicine in one day? When the word
"medicine" was changed to "suero" (meaning tonic), mothers accepted the message more
readily. In order to indicate that mothers should not give purges, a large, dramatic "X"
was used to cross out an illustration of common traditional purges. The significance of
the X was lost. Mothers just didn't perceive an X as a "DO NOT" symbo I.

• BEST AVAILABLE COpy - 5 -
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These field tests made us skeptical that any set of visuals could be developed
which would be easily understood by most rural women without direct instruction. The
existing visual vocabulary among rural women just didn't seem rich enough. We were also
concerned that we were creating ever more expensive print materials. What had begun
as a four-picture gummed label had been transformed suddenly into a double-sided, full
page flyer. If this flyer had to be distributed along with every pocket, the cost of the
packet wou Id increase by some 30 percent.

Two results of formative research were encouraging, however. First, mothers
were able to learn the meaning of a given visual quickly and able to retain the
information over periods of up to six weeks with practically no distortion or loss of
information. Secondly, literacy rates per household were higher than expected; over 85
percent of the houses had someone who could read and interpret the flyer for the mother.

The team decided to experiment once more with, a new idea--a flyer folded in a
way to form an envelope which could serve to hold two ORS packets as well as give
visual instructions (see figure 3). This would simplify distribution to the mother, and yet
give her a self-contained sophisticated-looking packet for the new medicine. The visuals
for the envelope were designed based on the results of the first tests and then re
tested. Rural mothers were again asked to interpret the flyer with and without verbal
explanation. Primary health care workers tried using the envelope to teach mothers and
also gave us their feed-back. These results were then incorporated into the final design.

•
The Ministry decided to experiment with the envelope in spite of the cost. All

mothers coming to the health center or interacting with primary health care workers or
village mayor distributors would receive two ORS packets inside one of these envelopes
and, ideaJly, a 60-second instruction on how to interpret the visuals.

Figure 3
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Systematic monitoring after the first phase of flyer use showed, however, that
most mothers were not being taught how to use the flyer. The health workers and village
mayors were frequently handing the mother the packet, giving some instructions on
mixing and administration, but not all of the information on the flyer. Campaign
strategy was then redefined to. emphasize the use of the flyer. Health worker training
emphasized using the flyer to teach mothers and a radio spot told mothers to follow all
of the instructions on the packet so that llTROSOL would be effective. The result after
5 months of this spot's broadcast 58 percent of the mothers said they learned how to mix
and administer llTROSOL from the packet. Other monitoring activities discovered that
many mothers kept their envelope and referred to it whenever their child had diarrhea.

Based on these results the Ministry decided to continue using the envelope feeling
that the educational benefits of the flyer outweighed the extra costs to the program.
Some discussion has been held that perhaps the envelope can be discontinued after
several years when most mothers have had a chance to use llTROSOL and have
thoroughly learned all of the steps due to repeated use. But the Ministry is convinced
they wi II make this decision based on monitoring of the audience needs, knowledge, and
behaviors, not just a bureaucratic vertical decision.

We feel we've learned something critical from this process-the importance of
careful field testing of educational elements and the regular challenging of basic
programmatic assumptions. To assume that a given message is inherently simple, that a
particular illustration wiH communicate to rural people, or that people will hear and
accurately remember a verbal message is a mistake. Careful field testing is absolutely
necessary, not only to test basic assumptions, but to detect totally unpredictable
audience responses. If this assertion is true of all health education, we found it
particular Iy important in developing an ora I therapy campoign in Honduras.

-\
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FIELD NOTES
PAO<ETS:

More Questions CRt 0 Few New Answers

The Academy for Educational Development is a nonprofit service organization
active in mooy areas of education. Under contract to the Development Support Bureau
of the U.S. Agency for International Development, the Academy is assisting the
Ministries of Health in Honduras and The Gambia to develop comprehensive public
campaigns on prevention and treatment of acute infant diarrhea. The campaigns wi II
combine broadcast radio, simple print material, and health worker instruction in a
comprehensive effort to provide practical information to rural women. One aspect of
the Honduran program is the promotion of a nationally produced oral rehydration packet
similar to that being produced by UNICEF.

Despite the continuing and very important controversy surrounding the choice
between a complete formula rehydration packet and a simple sugar and salt rehydration
mixture, UNICEF continues to produce several million packets a year, WHO continues to
promote complete formula packets, and a number of national governments have
embarked on local packet production systems. It seems then, for better or worse,
packets will continue to be an important element of oral therapy programs in many
places around the world. Without entering the controversy over which is best, although
the authors do have an opinion, we would like to share some recent experiences with an
ora I therapy packet program in Honduras.

One of the first questions we faced was what should the packet look like. The
Ministry of Health, in order to initiate a program which they felt was very urgent, had
ordered one million aluminum foil packets, similar in size and shape to the UNICEF
design. These packets were made in the United States, but fi lied and sealed at the
government's national pharmaceutical laboratory, PANI. At the time, this was an
appropriate decision that provided the Ministry with a sufficient stock of packets to
distribute ood experiment with. As port of the pre-program field research leading
toward the design of the public education campaign, 15 mixing trials were conducted
using these and the UNICEF pockets in rural homes with rural women. The mixing trials
were supplemented by three-day observations in rural homes, a survey administered to 53
rural men and women and 62 rural focus groups. All these activities centered around
understanding existing practices of diarrheal prevention and treatment in rural Honduras.

A good deal was learned from the experience, and one particularly relevant fact
surfaced. All liter-size mixing containers available in the rural areas of Honduras have
one common characteristic: a very narrow mouth--not more than 2.5 centimeters in
diameter. Most were liter-size coke bottles, but local alcohol was also commonly sold in
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a smaH-mouth liter-size bott Ie. In itself, this was not a problem, but the home
observations and mixing trials had shown that mothers did have difficulty in getting the
salts into the small-mouth bott Ie opening.

Neither the Honduras pocket nor the UNICEF packet could be opened by hand.
The foil was too tough. Rural mothers didn't have scissors, and the home observations
showed that mothers used their teeth or a kitchen knife to open the packet. When doing
so, they would remove the entire top of the packet, usually tearing it irregularly and
creating jagged edges. Two problems developed: first, a small but significant percentage
of the salts spilled as they were added to the bottle. More importantly, a larger and
more significant percentage of the salts caked as they touched the lip of the packet and
the mouth of the bottle. It turned out that without any encouragement from the
interviewers or observers, rural mothers felt compelled to rinse the mixing bottle and
their hands before preparing anything they considered a "medicine." The wet hands and
bott Ie caused the salts to cake. The caking, combined with the spillage, created a
potential problem.

But interestingly enough, the spillage produced a second and even more serious
problem. Auxilar nurses were much less adept at pouring the salts into the small-mouth
bottles than were rural mothers. This fact caused the nurses to lose face when teaching
the mothers to prepare the salts, and as a result, they resisted using the packets, putting
the entire program in jeopardy. When discussing their opposition to the program, the
nurses did not say the mixing problem was their major concern; but mentioned that
intravenous (IV) therapy was better or that boiled water was critical and unavailable. On
further analysis, however, it was clear that their embarrassment in front of rural
mothers was the root problem.

The nurses' solution to the problem was to mix the salts in a tea cup or glass. But
project staff members were greatly concerned that this would associate the oral
rehydration salts with other locally available salts, such as Alka-Seltzer or Sal Andrews.
These are typically mixed in much smaller volumes of water, volumes which would create
dangerous, super-concentrated solutions if used to mix the oral rehydration salts.

We tried a number of possible solutions including dissolving the salts separately in
a large-mouth container before pouring them into the liter batt Ie. This alternative was a
possibi lity, but it increased our educational burden because we found that mothers would
not normally mix in this manner. Their natural tendency was to add the salts first
putting the salts into a wet bottle with wet hands.

During the investigation another factor emerged. We wanted the packet to be
attractive to rural people. This meant it had to be physically interesting, but it also
meant that if the packet could be made to serve some useful purpose after the salts were
used up the salts themselves might be more marketable in rural areas. Typically, rural
women in Honduras have no funneling device. But a funnel is a practical tool in a rural
kitchen. Why not create a packet, shaped like a funnel, with an opening small enough to
fit perfectly into the typical 2.5 centimeter bottle opening. The salts could be added
without being handled, and the packet could be saved and used independent Iy. The
packet's foil was durable enough to make the suggestion practicar.

Conceptually, at least, the idea was worth trying. A number of shapes were
considered. A triangle was originally favored because local milk is sold in triangular
shaped packages familiar to rural women. But we wanted to experiment quickly with the
idea, and what we had at hand was the rectangular UI\IICEF-like packet. While we were
playing around with a number of designs at the PANI laboratories, one of the laboratory
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technicians was "eaves-dropping" on our discussions. He picked up a pair of scissors,
made one simple cut and said, "Why don't you try this one?" The shape pictured below
was born.

The new design was tested for basic feasibility in a number of rural homes.
Comparative tests usi,ng other designs indicated that the shape described above was by
far the most preferred. More important ly, the packet's one acute angle was clear Iy
perceived as the point where the packet should be opened. The geometry of the design
spoke direct Iy to rural women without external explanation. Since the ear Iy trials we
have decided to color the acute angle red, a color which is identified with healing in
traditional rural medicine and which will identify the opening point even more vividly.
The design also allows us to use the same volume of salts as the UNICEF packet without
increasing the size or cost of the packet.

Because the Ministry still has a IQrge number of the original one-million packets,
the new design is now being hand-manufactured in smaller quantities as part of a more
extensive field test. If the design proves effective, the Ministry plans to adopt it for the
next full production cycle.

More than anything else, this experience, along with a number of similar
examples, taught us that practical field research is critical before final commitments are
made to elements as important as packet design. It is perfectly clear to us now that if
the nurses' concern had gone unnoticed or had been ignored, the entire program would
have been endangered. Their reaction has been particular Iy favorable to the new packet
design, and within the context of a number of specifically designed training seminars,
they are becoming a critical, positive element in the overall education campaign. The
search for a solution to this "personality" problem led us to a packet design which we
believe is far superior to the rectangular packet-a design which is more appealing and
whose very geometry provides instruction for its use. We feel that the Ministry of
Health has found a truly Honduran so lution to a seemingly simple but potentially critical
aspect of their diarrheal disease program.
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_ PROJECT IMPLEMENTATION

FIELD NOTES
TI-E ORT POSTER:

Something Special for the Professionals

The Academy for Educational Development is a nonprofit service organization
active in m(J'ly areas of education. Under contract to the Development Support Bureau
of the U.S. Agency for International Development, the Academy is assisting the
Ministries of Health in Honduras and The Gambia to develop comprehensive public
education campaigns on prevention and treatment of acute infant diarrhea. The
campaigns will combine broadcast radio, simple print material, and health worker
instruction in a comprehensive effort to provide practical information to rural women.

The poster included here has been developed by the staff of the Mass Media and
Health Practices project for use by physicians and other professional health personnel in
Honduras. The poster has been designed· to serve three basic functions:

I. As a teaching guide during training seminars on the application of oral
rehydration therapy (ORT) to cases of mild, moderate, and severe infant
diarrhea.

2. As a post-training reminder to professional health personnel of the most salient
points in a proper rehydration program.

3. As a public relations instrument emphasizing the significance of ORT in an
overall rehydration program.

The poster is designed as a teaching tool. It is not intended to stand alone, but
will be introduced within the context of a short training seminar. Physicians and nurses
will be taught to interpret and use it. Likewise, all seminar participants will receive
copies for personal use and additional copies for display throughout fixed health facilities
where ORT is likely to take place. The poster is not designed for illiterate rural
audiences. Indeed, the apparent complexity of the diagrams, the choice of colors, and
the illustrations have all been selected to appeal direct Iy to professional medical people
in Honduras.

Pre-program research in Honduras indicated that a successful rural program would
depend upon the uncompromising support of Honduran medical professionals. Since many
professionals were skeptical of the merits of oral therapy, they had to be convinced that
ORT would work effectively. Some physicians and nurses said that ORT simply did not
work; others saw it as inferior to traditional intravenous (IV) therapy in the treatment of
acute infant diarrhea.
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We knew that at best, we might expect only 60 percent of the physicians and
nurses to participate in a short seminar on the application of ORT. Previous experience
has demonstrated that these seminars can be effective if physicians have the opportunity
to actually see a rehydration experience, and if they leave the session with a concrete
reminder of what they have seen. Our problem was how to design a reminder that would
be both appealing and convincing.

Clear Iy, for this audience a simple mimeographed page, or even a lengthy printed
document would not do the job. We needed a glossy, attractive reminder to demonstrate
the seriousness and importance of oral therapy and at the same time provide practical
information. This poster is the result of our efforts to achieve these goals.

The poster's text is based upon the World Health Organization's Manual for the
Treatment of Acute Diarrhea, and was revlewed and revised by representatives of the
Ministry of Health in Honduras. Additionally, Dr. Myron Levine was an important source
of support and information during the first stages of its development.

The design of the poster functions in the following way. The extensive text in the
upper left-hand corner provides important information to the physician. It endows the
poster with a visual seriousness that removes the poster from the genre of publicity and
makes it a "didactic" tool for the physician. The large, central graphic shows the
relationship between various rehydration regimes, and stresses with color (blue) that
most infant diarrhea can be treated successfully with ORT. It emphasizes the critical
relationship between the volume of salts and the length of their administration. Finally,
the lower three illustrations and their accompanying text stress three points which
emerged during the pre-program investigation. It was discovered during this process that
most physicians were not advocati(lg breast-feeding; indeed many were actively
supporting bottle-feeding. Secondly, most physicians were advocating the withdrawal of
food during bouts of diarrhea. Finally, the use of antibiotics to treat infant diarrhea was
widespread. These three points which represent important misconceptions among local
physicions were selected for particular emphasis in the poster.

This poster is now being distributed widely in Honduras and is one part of a much
larger campaign which uses targeted radio broadcasts, a distribution network for
nationally produced oral rehydration packets, in-service health worker training, and
specialized print materials.

- 2 -
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On September 30, 1978, The Academy for Educational Development, Inc. (AED),
was contracted by the United States Agency for International Development (AID) to
implement a five-year mass communication project. The project, which is a joint
initiative of the Office of Education and Office of Health within the AID Development
Support Bureau, seeks to develop a methodology for the application of mass
communication to the prevention and treatment of acute infant diarrhea in the rural
areas of two developing countries. The long-term development goal of the project is to
strengthen the health education capacity of the cooperating Ministries of Health. The
overall project is divided into three sequential phases: Phase I - a public education
campaign in each of the two host countries- using radio, graphic materials, and face-to
face support; Phase II - analysis of project results; Phase III - dissemination of those
results to the world community of development communication professionals. Stanford
University was contracted by-AID to evaluate the project.

We proposed to. reduce the negative consequence of infant diarrhea by altering the
way rural people behave, without investing in large-scale clinic construction, latrine
building, or water system development. But, what behaviors had to be changed to
produce such a result, and which of these-cou Id be successfully transmitted to a disperse
rural audience via a public education campaign, which re lied upon radio, print material
and limited face-to-face instruction? The purpose of this Field Note is to describe the
process used by the Mass Media and Health Practices (MM&HP) Project in Honduras to
answer these two critical questions.

Tbe goal was dramatic change, not so much in the way rural people think or feel,
but in what they actually do. The first step in producing such a change was to define
exact Iy what was to be changed. To do so, we deve loped a fi ve-step message
development process.

I) Develop descriptive models which comprehensively define the behavioral
parameters of the specific health problem; its medical, social and
instructional context.

2) Extrapolate key issues which require further research, either through review
of existing studies or direct field investigation.

3) Conduct the required research and deve lop a list of instructional goals,
expressed as specific behaviors, most likely to positively affect the problem.
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4) Measure each goal against behavioral modification criteria which emphasize
salience, performance costs and consequences, compatibility with existing
behaviors, and observability.

5) Group the selected behaviors into message clusters which constitute major
campaign themes.

Each step relied heavily on a behavioral orientation to development. This
orientation affected all aspects of the program, but it was perhaps most critical during
this initial message selection phase.

STEP I: Conceptua lizing the Problem

We knew that diarrhea and the response to diarrhea within a rural community
constitute a complex set of behaviors. It involves medical as well as social and
anthropological perspectives. There were conflicting opinions, not only from the
educators on how best to reach rural people, but from physicians on what was the best
treatment and prevention regimen.

To reach consensus, and at the same time ensure we did not overlook critical
issues, a series of conceptual models were developed.

Each model was based on expert opinions drawn from I) physicians specializing in
diarrheal disease control (DDC), 2) behavioral psychologists familiar with learning
theory, 3) medical anthropologists experienced with rural behavior in Central
America, and 4) communication experts trained in mass campaign development.

MODEL A, shown below, ·describes the relationship between the episode of
diarrhea, its causes and effects, and potentially effective interventions to reduce both
diarrheal morbidity and mortality. It represents a synthesis of professional opinion which
led us to an early interest in oral rehydration therapy (ORT) as .a potentially powerful
intervention strategy.

•

•
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MODEL B focuses on (ORT) and describes the potential consequences of both
proper ly and improperly mixed and administered solutions of ORT salts. This mode I,
more than any other, helped clarify the key treatment issues: mixing in a full liter of
water, giving enough solution slowly over a long period of time, vomiting, and continued
diarrhea after administration.

IMPROPER PROPER

IMPROPER MIXING to ADMINISTRATION PROPER MIXING to ADMlNISTRAnON

O.R.T. CONSEQUENCE MODEL

MODEL C describes, from an anthropological viewpoint, the anticipated response
pattern of a typical rural mother to a given episode of diarrhea. How would such a
mother define diarrhea, what signs wou·ld she observe, and what importance would she
give to each one? Once defined as important, what would she do to treat a given sign,
and how effective, in a medical sense, would that treatment be?
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MODEL D summarizes what we had learned from previous public education
campaigns, and sets important limits on the number and kinds of messages we can
reasonably expect to transmit via mass media. For example, we know that integrated
programs involving more than one medium are better than single medium programs. The
requirements of audience segmentation, targeted messages, and effectively scheduled
broadcasts represent still other operational constraints which the model clarified and
made explicit.

EFFECTIVE
SCHEDULED

BROADCASTS

•

•

•

I
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•

STEP 2: The Key Instructional Issues

These models took weeks, in some cases months, to develop. They were
invaluable, however, in establishing a shared conceptual framework among program
designers and, more importantly, in defining the key instructional issues we would face in
the campaign. These issues were discussed fully in Project Document No.8, but are
summarized below.

I) Willingness of rural mothers to accept a remedy associated with diarrhea,
which does not in fact stop the diarrhea.

2) Early determination by the mother of when the ORT solution is needed and
timely access to the packets.

3) Difficulty in mixing ORT solutions in the rural home, i.e., availability of a
liter container, and use of correct volume of water to salts.

4) Sufficient administration of the solution, i.e., give the entire liter slowly, over
24 hours, in spite of vomiting. .

5) Willingness to continue feeding, especially breastfeeding, during episodes of
diarrhea•.

- 4 -
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6) Identification of a cluster of prevention behaviors which is practical in rural

terms and, at the same time, serves as a salient inhibitor of diarrheal
morbidity.

STEP 3: Investigating the Reality

•

•

Some of these questions were answered through previous research studies, but
many had to be asked anew within the specific context of rural Honduras. A six-month
field investigation was designed to include 62 focus group interviews with 402 rural
mothers, direct observation in· 24 rural homes of child care during diarrhea, 175
individual interviews with rural mothers, fathers, siblings and grandparents. Twenty
village-based mixing trials and a physician, health provider survey were also planned.
The content of the investigation included a broad spectrum of topics related to both
treatment and prevention of diarrhea in the village setting, and included collection of
vocabulary and local beliefs, useful in the subsequent development of specific campaign
messages. The investigation design and results are described fully in Project Document
No. 12, available from the Academy.

•
One result of the initial investigation was a list of 68 prevention and 36 treatment

messages which hold potential for producing positive results in Honduras. The full list of
104 behaviors has been included in Appendix A. They represent not only discrete
messages, but variations on message themes which held special promise. The principal
themes include:

Diagnosis
Acceptance of Ora I Therapy
Procurement of Information
Mixing
Administration

. Seek Externa I He Ip
Recovery

Breastfeedi ng
Feeding Practices
Food Preparation
Food Storage
Personal Hygiene
Household Hygiene
Enabling Concepts

STEP 4: Selecting the Best Messages

Prevention

Treatment

•

•

•

•
No campaign could promote 104 different messages successfully. Indeed, even one

message from each of the 14 themes would be beyond our capacity to transfer
successfully. But, which of the potential messages had the best chance for acceptance,
given the nature of our target audience -and the characteristics of our instructional
delivery system? Which would produce the most significant change toward our goal of
reduced diarrheal mortality?

•

•

The criteria for answ~ring these two questions were drawn from a behavioral
perspective, which defines five circumstances which, singly or in combination, account
for absent behavior. First, necessary materials or implements like ORT packets may be
unavailable. Second, prerequisite skills, discriminations, or knowledge may be lacking.
For example, rura I mothers may know that boiling water is good but not understand that /

- 5 - ~~
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it actually kills the parasites they fear. Third, there may be no incentives like
immediate improvement in their child's health to engage in the behavior. Fourth, there
may be incentives to engage in incompatible behavior like giving kaolin or purges. And
fifth, there may be punishing consequences which discourage the desired pattern. A child
may vomit, for example, or his diarrhea may actually appear to increase.

Behavioral analysis also makes an important contribution to our understanding of
how to change behavior patterns, whether it be by altering an existing pattern or
creating a new one. Behavioralists stress the importance of understanding the full
context in which a new behavior will be incorporated, in seeking ways to construct
rewarding consequences and avoiding pun ishing results.

They attempt to identify existing behaviors which are compatible with the new
ones, or look for approximations with which the new behaviors can be associated.
Finally, they emphasize understanding the real costs, social and economic, of adopting a
new behavior. They attempt to judge whether the frequency and persistence with which
a new behavior must be successfully practiced are realistic within the actual context.

These variables were structured into the nine-item scale described in Appendix
B. Each item was assigned a value range from a negative value (0) to a positive value
(5). Individual messages were measured against each item. The issues proved too
complex to reduce in purely numerical values. However, the scale did provide a coherent
discussion guide permitting all the principal concerns to be discussed systematically and
comprehensively. -.

At the first decision point, the group, composed of Ministry of Health (MOH)
representatives, consultants in evaluation, behavior modification and campaign design,
lacked sufficient information and, worse, had contradictory or unreliable inf.ormation.
The resulting decisions were clearly a compromise, representing the group's best
judgment at that moment. The messages se lected inc lude:

•

•

•

•

Treatment L1TROSOL* is a remedy for dehydration, not for curing diarrhea.
Dehydration is a loss of liquids during diarrhea that causes your
child to die. -
Go to my medical facility or local health workers and mayors to
get L1TROSOL.
Mix one UTROSOL packet in one liter of water.
Give L1TROSOL to a child gradually over a 24-hour period.
Give UTROSOL even if the child vomits.
Grve the full liter of solution within the first 24 hours.
An additional glass of water, juice or breastmilk should be given
during the 24-hour period.
After missing one meal, give the child soft foods, breastmilk and
water.
If anyone of several signs (identified specifically) are present,
seek outside help.

•
*UTROSOL is the Honduran name for locally produced oral rehydration salts.

- 6 -
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Prevention Young children are especially susceptible to disease and diarrhea.

Give only breastmilk through the fourth month and continue
breastfeeding along with other soft foods through the 12-14
month.
Reheat, and do not store foods given to young children.
Wash hands with soap before preparing the young children's food.
Boil and cool all water before giving it to the infants.

•

•

•

•

•

•

•

•

•

Selecting the prevention behaviors proved the most difficult task. The potential
sources of contamination in a rural home were so numerous that no reasonable set of
behaviors seemed likely to make a positive impact. The balance between salience and
performance costs always seemed unequal, so that the most useful changes such as
frequent hand washing, seemed unreasonable, and simple changes like covering food
appeared un likely to make any real difference. Few of the prevention behaviors provided
mothers with an immediate rewarding consequence. Often changes were costly, like
using soap, or had unpleasant consequences, like reheating and, consequently, hardening
the tortillas.

Furthermore, to boil water, reheat foods, or wash hands in a salient fashion
required such persistent and frequent compliance that a small mistake, forgetting just
once a day, could produce a sick child. An anti-bottle feeding campaign was considered
and rejected because the immediate reward of bottle feeding (the mother's independence
from the child) was likely to overpower the long-term dangers of contamination and
malnutrition. A campaign against bottles might also promote bottle use by making them
a public issue.

Ultimately, the decision was made that breastfeeding, reheating foods, washing
hands, and boiling water could be associated with a specific focus-infant care. Mothers
would not be asked to always wash hands, etc., but to recognize that an infant requires
special care, and special care means breastfeeding, clean water, fresh food, and. clean
hands with which to feed the small and vulnerable child. This approach, built upon
existing beliefs that small children are "week," gave additional support to the
increasingly threatened behavior of breastfeeding.

Treatment behaviors created a slightly different problem. The issue was not
which behaviors presented the most likely possibility of adoption, but rather which
presented the greatest difficulty. If treatment was to be successful, all the treatment
elements would have to be present in the campaign: diagnosis, acceptance, procurement,
mixing, administration, monitoring, and recovery behaviors. It did no good to have
mothers who were expert diagnosticians but who could not mix the solution properly.
Given this broad concern, instructional emphasis centered upon the most likely obstacles
to success, or the behaviors least likely to be accepted, so that special instructional
attention could be given to these.

The original theoretical models had suggested special treatment problems and the
field research substantiated their potential importance. Mothers wanted five things.
They wanted:

I) The ch i1d's watery stool to return to normal, the diarrhea to stop;

2) To avoid vomiting, which was perceived as a most serious and unpleasant
conseq.Jence of any medication;

- 7 -
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3) A readily available remedy, one they did not have to travel to town or the
capital city to acquire;

4) A respected remedy, the same being used by doctors and nurses in hospitals
and clinics;

5) A simple remedy, one which could be administered rapidly and easily in their
home.

Issues three and four were secondary ones re lated as much to distribution as to
instruction. Issues one~ two, and five, however, presented special educational problems.
Oral therapy does not stop diarrhea or firm up a child's watery stool. It can induce
vomiting in a sick child if it is given too rapidly, and it requires slow administration of a
full liter over a 24-hour period.

The proposed so lution was to construct the treatment theme around the simple
concept that "children with diarrhea need liquids." Specific treatment advice was
appended to the theme, but "give liquids during diarrhea" was the central message
repeated over and over again. L1TROSOL became a special remedy for dehydration (the
loss of liquids during diarrhea), and during Phase II of the campaign it took on special
importance.

The basic campaign messages had finally been identified. They would now be
transformed into appealing language, structured into a sequenced dissemination plan, and
segmented by media (radio, print, and face-to-face instruction).

Message selection had taken more than seven months. It absorbed an unexpected
share of the total creative energy invested in the program. But the systematic process·
originally proposed resulted in a comprehensive and cogent analysis of the task before
us. In 'retrospect, the two key steps seem to be the careful development of the
theoretical models, and the nine-point selection criteria applied to the first list of
potential messages. The models were a constant reminder of our ultimate goal and the
context in which that gool was to be achieved. The criteria raised practical, consumer
oriented questions and forced us to systematically challenge prejudices and anecdotal
insights acquired during the field investigation. We believe now that any such program
would be strengthened by these two elements, carefully and seriously applied.

- 8 -
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APPENDIX-A

- 9 -



• •
COMPLETE LIST OF TREATMENT BEHAVIORS CONSIDERED

Cluster A: Diagnosis

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

2. Confirm that the following symptoms are present:

Infant Child
---------------------------------------------------------------------------------

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

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

•

•

Watery stoo I
More than three displays a day

Infant

Diarrhea and vomiting and/or
Dry skin/mouth
Sunken eyes

Loss of appetite
Listless (vomiting), and pale

Child

Dry skin/mouth

•

•

•

•

•

•

• Cluster B: Acceptance Knowledge

S. Identify rehydration packet as medicine for dehydration, not diarrhea.

6. Identify rehydration packet as able to help restore appetite and activity of
child, without stopping the watery stools or reducing the number of stools.

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

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

9. Identify cost of mixture in do liars (lempiras) and effort.

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

• Cluster C: Procurement Know ledge

II • Name packet.

12. Identify packet visually.

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

14. Spec ify packet's cost.

I S. State that two packets shou Id be purchased at a time.

16. State how they will obtain packet.

- 10 -
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• Cluster D: Mixing Ability

17. Identify a vessel one liter in size (large guaro bott Ie).

18. State that vesse I must be washed and free from foreign matter.

19. Fill one liter container to the top with as much clean water as possible.

20. Add only the contents of one packet with minimal spillage.

21. Open salt packet without spilling salts.

22. Add nothing else to solution.

23. Stir or shake.

24. Identify dissolved solution.

•

•

•

•

•

•

25. Do not boil the mixture.

Cluster E: Administration

26. Use a small spoon to give ch ild/infant the entire one liter mixture litt Ie by
little over next 24 hour period.

27. Give child/infant, particularly children who are only mildly dehydrated, at
least five huocales (one-half liter) of. water or juice and breastfeed as much as
child wi II take.

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

29. Feed the child agua de arroz, ploedas, atoles, as soon as his appetite returns.
Do not withhold food.

30. If diarrhea continues after first day, mix and give new solution for one more
day, or until diarrhea stops.

Cluster F: Seek External Help

31. If diarrhea continues after two days, seek medical help.

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

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

• Cluster G: Recovery Behavior

•
34. Feed child soft-boiled eggs each day for ten days after diarrhea stops and

child's appetite returns.

35. Give child more food after diarrhea than is normally given.

•
36. Give child additional food for as many days as he had diarrhea.

- I I - ~\
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COMPLETE LIST OF PREVENTION BEHAVIORS CONSIDERED

Breastfeeding/Bott Ie-Feeding

I. Do not use infant formula.

2. Prepare infant formula correctly (series of actions).

3. Bottle-feeding is dangerous to infants if it is not mixed with the right amount
of water.

4. 80tt Ie-feeding is dangerous un less mother boi Is all water used to make
formula.

5. Bottle-feeding is only easier if it is not prepared correctly.

6. Bottle-feeding is dangerous unless bottle, water, and nipple are boiled before
each use.

7. Breastfeed infant as much as possible.

8. Breast is best, safest for children.

9. Because breast is best, feed more often.

10. A good mother will nurse her child at least four times a day and her infant at
least six times a day.

II. Infants should only get breast milk un.til they are six months old and then
continue getting the breast with other foods until 12 to 18 months.

12. Colostrum is like a vaccination for the infant (la primera vacuna).

13. Mothers need to eat well when they are breastfeeding.

14. Increased amounts of foods, particu lar Iy eggs, are good for breastfeeding
mothers.

16. Do not give beans to infants because they are difficult to digest.

•

•

• Food Preparation

17. Reheat tortillas (flour pancake) before giving to child/infant.

18. Reheat frijoles (beans) in small frying pan and give to child warm.

'19. Reheat soup in small frying pan and give to ch ild warm.

- 12 -
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20. Reheat rice in small frying pan and give to child warm.

21. Reheat cow's milk after four hours before giving to child/infant.

22. Reheat bean soup before giving to ch iJd.

23. Wash mango before giving to child/infant.

24. Peel fruit before giving to child/infant.

25. Water can be dangerous to infants because animalitos (germs) are especially
dangerous to them.

26. Boiled water given to infants should be stored in a covered jar, out of
children's reach.

27. Boil all water used for infants.

28. Discard teas given to child after child finishes.

• Food Storage

29. Keep tortIllas covered with cloth when not eating.

30. Keep cooked frijoles covered when stored.

31 • Keep soup covered on stove but not direct lyon burner.

32. Keep cooked rice covered when stored.

33. Store cow's milk in a bott Ie with top.

34. Store cuajada in tightly covered container.

35. Do not store food for infants, always make it fresh.

•

•

•

•

•
36. Keep all drinking water covered.

Personal Hygiene (Mother and Infant/Child)

37. Mother washes her hands with soap before preparing food f~r children/infants.

38. Mother washes her hands with clean water before preparing food for
ch iIdren/infants.

39. Mother washes her hands in clean water frequently while making tortillas.

40. Mother washes her hands before feeding infants.

41. Mother washes her hands before serving foods.

42. Mother washes her breast at least three times a day if breastfeeding.

43. Mother cuts her fingernails once a week.
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44. Mother cuts fingernails of older siblings and washes their hands before giving
foods to infants.

45. Increase vo lume of water used to wash hands.

46. Increase number of times mothers ~ash hands.

47. Always use soap to wash your hands, your hands will become cleaner.

48. Wash hands after defecating.

49. Wash hands before preparing meals for infants.

50. Mother washes child's/infant's hands before she/he eats at meals.

51. Keep separate bowls of chlorinated water to wash hands in.

52. Wash hands frequently with soap while making tortillas.

• Househo Id Hygiene

53. Wash container in which water is kept (with chlorine).

54. Wash container that water is carried in with soap after emptying.

55. Wash spoon that is used to cook beans with soap.

56. Wash pot that is used to cook beans.

57. Keep infant's spoon and other utensi Is separated from fami Iy utensi Is.

58. Store diapers in a covered spot and out of children's reach.

59. Store diapers as soon as they are changed.

60. Build a corral for infant as soon as he/she begins crawling, and leave child
there when not with mother.

61. Put door/gate on kitchen door to keep animals out.

62. Wash bedpan every morning with ch lorinated water or soap and water.

63. Mother should have a special towel to use.

64. Bury excrement away from home and water service.

65. Do not defecate near water source.

66. Encourage infant to tell mother after defecating.
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• Enabling Knowledge

67. Child/infant is different from adult, must be given special treatment.

68. Heat kills animalit6s, bichos, lombrices, (germs, worms), etc.

- 15 -
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BEHAVIORAL DESIGN PRINCIPLES

,I. COMPATIBILITY WITH EXISTING PRACTICES

o Totally incompatible
5 Alt,eady widely practiced

2. APPROXIMATIONS

o Nothing like this one now exists
5 Several existing behaviors are similar

3. DIVISIBILITY

o I\Iot divisible into discrete parts
5 Easily broken down into segments which can be taught sequentially

4. PERCEPTIBLE POSITIVE CONSEQUENCES FOR THE MOTHERS

o No perceptible consequences which the mother would logically associate with
behavior

5 Clear, positive, and immediate consequences for correct performance of
behavior

5. PERFORMANCE COSTS

o Requires some unavailable or expensive outside commodity, or demands some
unrealistic level of effort

5 Can be performed with existing resources

6. FREQUENCY

o Must be done with great regularity or benefit is marginal
5 Must be done infrequent Iy and still have significant value

7. PERSISTENCE

o Requires continuous compliance over a long period of time
5 Can be accomplished quickly

8. OBSERVABILITY

o The behavior itself is very difficult for an outsider to observe
5 The behavior can be readily perceived and reinforced by outsider

9. SALIENCE

o Has a modest positive effect on health problem
5 Has a potentially dramatic positive effect on health problem

• - 17 -



•

•

•

•

•

•

•

•

•

•

•

MASS MEDIA & HEALTH PRACTICES
Academy for Educational Development

Implementation Contractor

FIELD NOTES
Sponsored by the Offices of Education and Health

of the Bureau for Science and Technology
UNITED STATES AGENCY FOR INTERNATIONAL DEVELOPMENT

5

BUILDING A t-ETWORK OF EFFECTIVE PROVIDERS

By

WILLIAM A. SMITH

December I 981



•

•

MASS MEDIA & HEALTH PRACTICES
PROJECT IMPLEMENTATION

FIELD NOTES
BULDING A ~TWORK OF EFFECTIVE PROVIDERS

eL- ---I

•

•

•

•

•

•

•

The Academy for Educational Development, Inc. (AED), is a nonprofit service
organization active in many areas of education. Under contract to the Development
Support Bureau of the United States Agency for International Development (AID), the
Academy is assisting the Ministries of Health in Honduras and The Gambia to develop a
comprehensive public education campaign on prevention and treatment of acute infant
diarrhea. The campaign will combine broadcast radio, simple print material, and health
worker instruction to provide practical information to rural women.

The public education campaign is built upon a triad of radio, print, and face-ta
face instruction. Each leg of the triad plays complementary roles providing different
audience segments with information, skills, and action reminders as required to
stimulate, transfer and maintain a set of critical behaviors the project is promoting. The
face-to-face instruction component of the program had several facets, including
intensive training of selected health professionals and field health workers, continued
family and peer support to rural mothers using oral rehydration therapy (ORT), and the
practical distribution of ORT salts through locally available outlets. This Field Note
focuses on the first of these roles-the intensive instruction provided to health
professionals and field health workers.

The first step toward an effective training program was an agreement on an ORT
administration regimen suited for different Honduran settings. A summary of existing
clinical and field studies was prepared and presented to a national commission composed
of representatives of the National Children's Hospital and the Education and
Epidemiology Divisions of the Ministry of Health (MOH), as well as representatives of the
Pan American Health Organization's (PAHO) local office. The commission's suggestions
and recommendations were then structured by Dr. Rito Padilla, assistant director of the
Infant Care Division of the MOH, into a series of national norms which were subsequently
approved by the MOH.

The approved norms focused on two different application settings:

J. Clinical therapy in fixed faci lities - for the most part an adaptation of the
Wor Id Health Organization (WHO) regimen to specific Honduran conditions.
Clinical therapy included:

• Weighing the infant.

• Determining the amount of solution by the weight of the child.

· ~
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• Mixing and administration requirements for the ORT salts.

• Treatment follow-up and monitoring.

• Use of antibiotics and purges.

2. t-iome therapy by village health workers and rural mothers. It included:

• Actual ORT mixing and administration techniques in the home.

• Field methods to instruct mothers on the techniques.

Feeding/prevention behaviors were common to both settings and included norms
on:

• Continued breastfeeding during episodes of diarrhea.

• Providing soft foods approximately six hours after administration of ORT.

• Providing special supplementary foods after bouts of diarrhea.

The next problem was time. If the training was to be completed by the time the
radio promotion of LITROSOL (Honduran form of ORT salts) was to begin, more than
1,200 professional and paraprofessional health providers would have to be trained in less
than three months. This training schedule was far beyond the ability of project staff to
accomplish alone. Re liance was placed on the hierarchical nature of the existing health
system. Project staff trained the upper levsl health professionals not only to perform
the new behavior adequately, but also to teach those behaviors to the community workers
they supervised.

The group of health professionals included public health physicians, particularly
those working on pediatric wards of major health facilities, regional nursing supervisors,
nurses and auxiliary nurses. To this group of trained health professionals, a cadre of
paraprofessional community health workers, including traditional midwives, health
guardianes (Honduras primary health care· workers), and locally elected health
representatives, were added. Finally, a group of local mayors (alcaldes) were included to
ensure adequate availability of salts to areas where no other provider is available. While
the alcaldes' traditional function has been limited to legal and political responsibilities, a
special agreement between the Ministries of Government and Health permitted these
highly respected local personalities to serve as distribution points for information and
packets in communities not reached by the official health system.

The training design divided trainees into two broad groups: the primary trainees
who received direct training from project staff in clinical treatment, home treatment
and feeding/prevention behavior; and secondary trainees who received only the latter two
aspects, largely from the primary trainees. In fact, a significant number of the auxiliary
alcaldes were trained directly by project staff.

It was recognized from the outset that significant deterioration in performance
levels was likely between primary and secondary training groups. Most health
professionals had litt Ie experience as teachers, and their own training was to be limited
to just two days. To compensate for these difficulties the training ski lis for the
secondary group were simplified, and training itself emphasized actual practice in
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diagnosis, child weighing, solution mixing, monitoring, ond teaching skills. Additionally,
a set of specially designed support materials were developed to help the health
professionals in their role as teachers and, at the same time, remind the community
health trainees of key points being taught.

The training sessions for health professiooals were led by a team of three
specialists: Miriam Martinez, a MOH nurse assigned to the Health Education Office; Dr.
Elias Aleman, a local physician experienced in the clinical administration of aRT; and
Dr. Rito Padilla. In addition to his position as Assistant Director of Infant Care, Dr.
Padilla is also a pediatrician. Within the team, Ms. Martinez specialized in home
administration of aRT and instruction of rural mothers; Dr. Aleman specialized in
clinical treatment; and Dr. Padilla in the feeding and nutrition aspects accompanying the
aRT regimen.

Before briefly describing the full training program, it is useful to mention the
specific graphic materials produced to support the training programs and designed to
provide post-training reinforcement for the most critical mixing and administration
behaviors.

The most elaborate graphic material designed was a multi-color poster produced
exclusively for trained health professionals. The poster has two functions. First, it
graphically summarizes the principal diagnostic and treatment steps at four levels of
dehydration severity-mild, moderate, severe, and severe with shock. It also provides
information on three controversial subjects within the medical community in Honduras,
the use of antibiotics, breastfeeding during bouts of diarrhea, and continued feeding of
soft foods during episodes. The second function of the chart is to dramatically illustrate
oral therapy as a modern and sophisticated remedy worthy of professional attention. The
design is deliberately complex, and the vocabulary was carefully selected because of its
appeal to health professionals.

A second poster, much more modest in design and complexity, was developed to
illustrate the principal signs of dehydration to both professionals and non-professionals.
The same design was reduced to the size of a flyer and was widely distributed to
community health workers. A double-sided two-color envelope was also developed to
serve as CI1 instructional wrapper for the aRT packet. This envelope was the principal
substantive guide and regular reminder for both health worker and rural mother. The
envelope summarized the basic mixing, administration and feeding information, as well
as illustrating the conditions a rural mother should monitor to determine if the sick child
needs professional care. Finally, a gummed label was developed and attached to each
packet which described the basic mixing steps for the oral salts. All these materials
were carefully pre-tested. They continue to go through revision based upon an ever
increasing pool of information, and constitute one of the principal instructional tools for
the campaign.

The training sequence for the primary trainees was influenced by a program
developed to train school teachers called micro-teaching. This approach begins with the
assumption that teaching involves a series of specific skills which can be defined, broken
down, and practiced individually within the context of an intensive training laboratory.
It emphasizes modeling, practice, and immediate feedback on specific performance.
These principles seemed consistent with developing the mixing and administration skills
health workers would need to effectively implement an aRT program.

The training program began with a large group meeting during which trainees were
given a brief description of the MOH oral therapy program and a concise, theoretical
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review of how oral therapy works, including references to the most recent research
findings, and to practical experience with the therapy in Honduran hospitals. Physicians
and nurses in Honduras, who were used to formal lectures, felt cheated unless their
training began with a formal didactic session.

A practical demonstration by an expert local nurse on how to mix, administer and
monitor the success of oral therapy in a clinic situation was given next. The principal
behaviors to be transferred were correctly modeled for the large group by the nurse and
performance criteria established in a subtle but effective manner. It was decided to use
dolls for the demonstration rather than real children. Dolls, while obviously artificial,
were also an interesting novelty for the trainees and added significantly to their
motivation toward training. At the same time, the doll eliminated the discomfort a sick
child would be exposed to in such a training session and later allowed several small
groups to work independently in the small space available.

During the demonstration, every stage of the clinical rehydration process was
simulated. A cardboard clock with moveable hands was available so that the four- and
two-hour administration regimen could be practiced in the short time available. Actual
packets, liter bottles like those in rural areas, and water were available so that actual
mixing could be demonstrated. Small spoons, rather than feeding bottles, were used in
the demonstration to discourage bottle feeding. The doll was a commercial variety with
flexible skin texture which quite accurately simulated decreased skin turgor, common in
severe cases of dehydration. Using these implements, the full diagnosis, mixing,
administration, and monitoring processes were demonstrated to the assembled group of
trainees.

After the large group modeling, trainees were divided into small groups of three
and four. Each group had its own doll, a copy of the posters and flyers, a cardboard
clock, packets of salts, water, a liter-sized contoiner, and a small cup and spoon. Each
trainee would play the role of a practitioner rehydrating a child (the doll) exactly as they
had seen in the demonstration. The other members of the group would provide regular
feedback and play the roles of the child's parents, asking questions they felt rural
mothers might ask. The trainers moved from one group to another identifying problems,
answering questions, and providing positive support to the trainees.

From the outside, the practice sessions often looked chaotic. The small group
work was going on simultaneously so everyone was talking and acting at once. But within
each small group it was clear that learning was taking place. Simple tasks, such as
pouring the salts into a small-mouthed bottle, were more difficult than many trainees
expected, but they welcomed the opportunity to practice. They saw others spilling the
salts and felt less clumsy about their own performance. The regimen poster, which was
intimidating to several trainees, was transformed during the practice session into a
simple guide. The dolls were a success and trainees clutched them with as much care as
they handled real children. The cardboard clock, while an artifice, proved a useful one,
forcing trainees to actually manipulate and focus on the importance of timing in
rehydrating severely dehydrated children.

Once the practice sessions were over and every trainee had the opportunity to go
through the full regimen, the large group was brought back together and an open
discussion of how oral therapy could be used in the context of a crowded rural clinic was
initiated. Real problems began to surface during these discussions. "How can I rehydrate
several children at once?" "I don't always have time to boil water." "What if I run out of
packets?" "How many packets should I give a mother to take home?" "Could I mix a
large batch of the solution at one time and use it during the day?"
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These questions were discussed. Answers often came from the group itself, and
often the trainers suggested other possible solutions. "Mothers can easily be taught to
carryon the rehydration under your supervision." "Boiled water is not absolutely
necessary." "You may have to keep track of supplies and let us know when your supply is
getting low." "Mothers should not get more than two packets at once. If she administers
one packet at the clinic, then she should only take one packet home with her." "Bulk
mixing of the so lution is very practical. Keep the so lution covered and don't store it for
more than one day. Also be sure that the mother has a chance to mix her own solution at
least one time under your supervision."

The trainees were given a written test consisting of 14 questions on when to use
L1TROSOL, the signs of dehydration, the formula for its administration, feeding during
the ORT regimen, the effects of vomiting, etc. The test was self-eorrected to maximize
learning. After the test and resulting discussion, each participant was given a supply of
packets, instructional flyers, posters, a liter bottle, plastic cups and spoons, statistical
forms and an ORT manual.

This training design for professionals was scaled down and adapted to the training
needs of the paraprofessional community health workers and alcaldes. Time was an even
greater problem. The community workers had only four to five hours to learn the basic
mixing and administration skills and to practice using the instructional envelope. The
early theoretical sessions were excluded and emphasis was placed on individual practice
with mixing and administering the ORT salts in a home setting. The administration
details essential in clinical settings were also eliminated, but added attention was given
to detecting signs of severity. Pouring the salts with minimal spillage into small-necked
bottles required several practice trials. Most alcaldes needed practice in skills as
rudimentary as how to cover the bottle top with their finger in order to shake and
dissolve the salts properly. Questions from community-based trainees centered on how
mCY'\Y packets to mix per ·Iiter and whether all the salts should be added at one time.
After the practice sessions the instructional enve lope was distributed to all trainees and
a role-play demonstrated how it should be used. Time did not permit most trainees to
practice using the flyer.

Anecdotal information from visits to rural communities indicates that proper
mixing and administration is remarkably widespread. Most people interviewed knew
about L1TROSOL by name, they knew where to get it, could describe how to properly mix
and administer it, and seemed to feel it is a remedy for diarrhea. Probing indicates that
these know ledge gains are in large part a function of the training experience which
combined modeling, practice, feedback, discussion and support materials they could apply
immediately upon return to their' community. Secondly, the interaction between all
three elements of the program, radio, training, and graphics is critical. Radio and
posters are informing even isolated people of LITROSOL's benefits and where to get it.
Distribution points are sufficient Iy dispersed, ubiquitous, and we II supplied with
packets. Health workers are providing adequate instruction and distributing the print
materials to each user. Radio is then reminding people who have received packets, of
key mixing and administration steps.

But several relevant problems have also been exposed. Direct observation of
patient interaction in rural clinics has indicated that feeding information is not being
passed on to patients adequately. More significantly, the instructional envelope is not
being used as regularly or as effectively as planned. To correct these problems, the flyer
is being redesigned and more attention is being given in subsequent training sessions to
practical use of the flyer as an instructional aid. Special radio programs have also been
designed to remind both rural mothers and field health workers how useful the envelope
is as a source of instruction.
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A second problem resulted from the delayed distribution of packets to many of the
trained alcaldes. Due to administrative problems, several alcaldes did not receive a
sufficient supply of packets until several weeks after training. This seemed to account
for a considerable loss in their effectiveness as educators. Follow-up visits to rural
communities showed that these alcaldes were the least effective teachers in the group.
They tended to forget several important administration and recuperation behaviors.

Several factors are essential to the successful field application of skills learned in
independent training activities. First, the necessary materials for applying the new skills
must be available. Secondly, they must be available as soon after training as possible so
that community application can begin immediately. Thirdly, the first series of
application should be, wherever possible, with supportive members of the community, so
that the likelihood of positive, rewarding results are maximized. Concretely, we feel
from our experience that it is important to develop an explicit plan with each trainee at
the end of the training program, on how, when, and with what resources the trainees will
first apply the new skills in their own community. This should be accompanied by some
task (perhaps a letter from the trainee) describing the results of the trial. This letter
can serve as a basis for rewarding trainees after their first trial.

In sum, we feel the following elements to be critical for an effective training
program on the application of oral rehydration therapy.

I. Specific learning objectives defined in terms of behaviors which trainees will
practice after the training session that they presumably do not practice now.

2. Precise understanding of the environmental and social context in which
trainees will apply the selected skills and the subsequent segmentation of
trainee groups to reflect the needs of each social context.

3. Training activities which establish clear performance criteria for each skill,
permit repeated practice, and provide accurate and supportive feedback on
performance to each trainee.

4. Immediate application of the learned skills in a real-life context which
maximizes positive results. This implies the availability of all resources
necessary to successfully apply those skills.
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MASS MEDIA & HEALTH PRACTICES
PROJECT IMPLEMENTATION

FIELD NOTES
1982 t-EALTH WORKER TRAINING REPORT

The Academy for Educational Development is a nonprofit service organization
active in many areas of education. Under contract to the United States Agency for
International Development Offices of Health and Education, Science and Technology
Bureau (ST/H, ST/ED), the Academy is assisting the Ministries of Health in Honduras and
The Gambia to develop comprehensive public education campaigns on prevention and
treatment of infant diarrhea. The campaigns combine broadcast radio, simple print
material, and health worker instruction in an effort to provide practical information to
rural women.

INTRODUCTION

The Mass Media for Infant Health (MMIH) Project is a two-year"effort in The
Gambia designed to reduce the number of deaths among children below the age of five
caused by diarrheal dehydration. Part of a larger two-country undertaking funded by the
Offices of Health and Education in USAID's Bureau of Science and Technology, the
Project is conducting an intensive educational campaign on the treatment and prevention
of infant diarrhea with special emphasis on the promotion of a standard oral rehydration
therapy. The campaign strategy consists of integrating the use of graphic materials,
radio broadcasting, and health worker training around key themes. Accordingly, the
MM IH team carried out a series of training programs in 1982 on the management of
diarrheal disease for selected members of the Gambian health system. This report
summarizes the planning and implementation of that training.

The core of the MM IH training effort was a series of five 5-day workshops during
April-June 1982 for mixed groups of Health Inspectors (HI), Community Health Nurses
(CHN), Dresser-Dispensers (DD), and Nurse Midwives (NM). These sessions were planned
to include alf CHNs in the country and all up-country His as the two cadres most mobile
and involved in health education, as well as key curative personnel from each health
center (i.e., DDs and NMs). Members of each of these four cadres were included in each
training session to encourage a team approach to the problems addressed. In addition to
these five-day workshops, shorter sessions were conducted for Leprosy Inspectors another
group chosen for training because of its wide coverage of isolated village~ (4 days); Peace
Corps Health Volunteers (I day); and Community Health Nurse trainees ~/2day). Finally,
a special seminar was held for physicians working in The Gambia in October 1982 to
orient them to the Project's objectives and activities.
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A total of 182 health workers participated in the project's 1982 training activities,
as follows:

• Dresser-D ispensers II

• Health Inspectors 20

• Nurse Midwives 13

• Community Health Nurses 48

• Leprosy Inspectors 20

• Peace Corps Volunteers 10

• Community Health Nurse Trainees 28

• Physicians 32
TOTAL 1M

II. OB.ECTIVES AND METHOD

The following two sections describe the objectives, method, and content of the
three-day diarrhea management component of the five-day training workshops. At the
request of the Medical and Health Department, the first two days of these workshops
covered a group of other topics in the areas of health education, maternal and child
health, primary health care, immunization, and family planning. These were the
responsibility of the relevant units within the Depattment.

The objectives of the diarrhea management training were as follows:

• All trainees will assess child's hydration status correctly.

• All trainees will implement Diarrhea Treatment Plan I and II correctly.

• All trainees will mix sugar-and-salt (5/5) solution correctly and quickly.

• All trainees will teach 5/5 solution and Diet for Diarrhea effectively.

• All Health Inspectors and Community Health Nurses, upon completion of the
training, will train 10 village volunteers and distribute flags and posters to
them.

• All Dresser-Dispensers and Nurse Midwives will train other staff at health
centers and dispensaries.

Training activities were structured according to the following learning method:

• A rationale for the target behavior is provided.

• The behavior is modeled expertly by a trainer.

• Participants practice the behavior.
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• Participants learn to discriminate between correct and incorrect
performance, especially in key areas where critical mistakes are likely.

• Intensive individual practice is aimed at greater fluency and skill in
performing the behavior, and gradually performing the behavior under actual
field conditions.

• Group discussion is held on relevant participant experience and potential
constraints to performing the behavior in real-life conditions.

• Performance is reviewed together with self-corrected testing of knowledge
and skills to be acquired.

• Immediate post-training applications and rewards are provided.

CONTENTITRAINING ACTIVn-IES

Day One

In the first session, the Project Field Director presented an overview of the Mass
Media Project, describing its history, major goals and activities, and specific training
objectives. The need for one of the major training objectives (j.e., standardizing the
practice of oral rehydration among health workers,) was underscored by having trainees
discuss the posters they had been asked to make as part of the workshop registration
process. These posters out lined the current practice of oral rehydration, particularly the
mixture of sugar-and-salt solution, at each trainee's health post. They vividly illustrated
that while many health workers already knew something about oral rehydration therapy,
there was a disturbing .number and variety of solutions, some dangerous, being
recommended.

The second session included a lecture by a physician on the physiology and clinical
manifestation of diarrhea, and the specific etiology and epidemiology of diarrheal disease
in The Gambia. Particular attention was paid to presenting oral therapy as the most
modern and effective treatment for diarrhea and to discouraging the use of Kaolin and
other drugs, still common among curative workers in The Gambia.

Session three was devoted to a demonstration followed by group practice in mixing
the SiS rehydration solution. One of the staff trainers first correctly demonstrated the
mixture of the solution using the standard formula advocated in the Department's
Diarrhea Manual (j.e., 3 Julpearl soft drink bottles of water (equivalent to one liter), 8
Julpearl caps of sugar-, and I cap of salt). In doing so, the trainer introduced a "mixing
jingle" in both the Wolof and Mandinka languages, a concise set of directions for mixing
the solution to enable trainees to remember and teach them more easily. The trainer
then introduced the first "discrimination game": the mixing of the solution was
demonstrated several more times, each time making a small mistake (e.g., adding 7
rather than 8 caps of sugar) which the trainees were asked to identify. Trainees were
divided into three groups with each trainee having a chance to mix the solution and
describe the process to the rest of the group using the mixing jingle.

Session four, in the'afternoon of the first day, consisted of a brief lecture by one
of the trainers on the administration of the SiS solution'- emphasizing the volumes
appropriate to children of different weights/ages and such key points as the need to mix
a fresh batch of the solution each day. This was followed by a general discussion led by a
trainer~ in which trainees were asked to express their prior experiences with oral
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rehydration in their health stations and the problems they foresaw in convincing village
women of the merits of SIS solution.

The final session of the day began with a brief "performance review" of the day's
teaching. Divided into small groups, trainees were questioned by a facilitator about the
key points covered during the day. The day ended with an entertaining "mixing contest"
designed to give each trainee another opportunity to practice mixing the SIS solution
with both accuracy and speed. Again, the trainees were divided into three small groups,
which competed against one another to see which team's members could all mix the
solution correctly in the shortest time. Trainers judged the mixing and awarded simple
prizes-soft drinks and packs of chewing gum-to the winning teams.

Day Two

The second day of the diarrhea management training focused on two areas:
treatment of a dehydrated child (sugar-and-salt solution was presented as a measure for
preventing dehydration), and teaching village mothers how to mix and administer the SIS
solution.

Session one dealt with the assessment of hydration status. An experienced Nurse
Midwife from the training group assisted the trainers in presenting this session using a
life-size training doll with which the symptoms of dehydration, including reduced skin
elasticity, could be demonstrated. One of the trainers then out lined the treatment plans
for moderately and severely dehydrated children using the Project's treatment summary
poster which was issued to all trainees.

Session two provided a demonstration and group practice in the full process of
assessing and treating a moderately dehydrated child. In the demonstration, the trainer
agatn assessed the hydration status of the training doll and then simulated the full
treatment plan out lined on the poster: weighing the doll on a real scale, mixing a
UNICEF packet in a liter of water, calculating on poster paper how many mls. of solution
the child should receive based on its weight, filling a graduated cylinder to show
precisely that quantity, and describing what action should be taken according to the
outcome of the child's subsequent reassessment. Each trainee then had an opportunity to
practice this procedure in a small group setting, with a trainer posing questions and
problems.

To open the afternoon's sessions on teaching villagers about oral rehydration,
Session three began with a discussion led by one of the trainers on facilitating adult
learning, emphasizing mutual esteem and participation between trainer and trainee in the

~ learning process.

Session four was devoted to role-playing the teaching of SiS solution to a village
mother or other volunteer. ,First, one of the trainers outlined suggested steps to follow
in teaching the key points of mixing and administering the solution. Trainees were urged
to follow the same sequence of activities that had been followed in their own training
(i.e., correct demonstration by trainer using the "mixing jingle," discrimination game, the
volunteer trainee practices mixing, performance is reviewed). Next, two of the-trainers,
one taking the role of a health worker and the other playing the role of a villager,
enacted the initial steps of this teaching process. Finally, pairs of trainees took turns
acting out other steps of the teaching, followed by discussion and critique of each pair's
performance.
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The first session of Day Three provided review and discussion by the who Ie group
of the previous days' activities in two areas: calculation of volumes of rehydration
so lution using the Treatment Poster,. and selection of 10 village volunteers to be
identified and trained by trainees. The latter discussion raised important issues of
village politics and protoco I for consideration by health workers in the effort to multiply
the effect of their own training in the villages where they worked. In some of the
workshops, a portion of this session was also devoted to pretesting some of the Project
radio spots with the health worker trainees.

The second session was devoted to a written evaluation of the training by
participants.

The remainder of the third day of diarrheal management training involved the
distribution of Project educational materials and the planning of post-training
activities. Each trainee received a set of materals to take back to their health
stations: the Treatment Summary Poster, the Diet for Diarrhea Poster (promoting SIS
solution, breast milk, and solid foods), and a copy of the Medical and Health
Department's Manual on Diarrhoea Management.

Community Health Nurses and Health Inspectors were then asked to identify the
names of 10 villages in their posting area where they planned to seek and train a village
volunteer in the mixing and administration of the SIS solution. These health workers
were given 10 additional "diet" posters for use as training aids, as well as 10 red flags to
identify the village volunteers. The group was then informed of the Project staff's plans
to visit them in the field to follow-up the volunteer training.

The training ended with a group photo-taking session.

Training certificates; signed by the Project Field Director and the Director of
Medical Services, were delivered or mailed to all participants at a later date.

- 5 -
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REPORT ON Tt-E 1982 "HAPPY BABY LOTTERY"

The Academy for Educational Development is a nonprofit service organization
active in many areas of education. Under contract to the Offices of Health· and
Education, Science and Technology Bureau (ST/H, ST/ED), United States Agency for
International Development, the Academy is assisting the Ministries of Health in Honduras
and The Gambia to deve lop comprehensive public education campaigns on prevention and
treatment of infant diarrhea. The campaigns combine broadcast radio, simple print
material, and health worker instruction in an effort to provide practical information to
rural women.

INTRODUCTION

As part of its national campaign to educate rural mothers in the proper treatment
of acute infant diarrhea, The Gambia's Medical and Health Department recent Iy
conducted a unique educational project-a national contest offering inexpensive but
attractive prizes to mothers who learned how to mix correctly a simple oral rehydration
solution. .

The "Happy Baby Lottery," carried out during the months of September and
October 1982, combined the use of a pictorial handbill showing how to mix the solution,
face-to-face teaching by health workers, and an intensive schedule of instructional radio
programs. Preliminary evaluation findings suggest that as many as 40% of Gambia's rural
mothers have learned how to mix the rehydration so lution as a result of the lottery and
six months of prior project activities.

THE LOTTERY'S INSTITUTIONAL SETIING

The Mass Media for Infant Health Project, which conducted the "Happy Baby
Lottery," has been operating in The Gambia since May 1981. Part of a larger two-country
project sponsored by USAID's Offices of Health and Education Bureau of Science and
Technology, the Mass Media Project is intended to develop the application of mass media
to the control of diarrheal disease. The major goals of the Project in both countries-the
other is Honduras-are to reduce substantially mortality caused by diarrhea in children
under five years and to institutionalize the Project's educational methods in each
country's Ministry of Health.
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In The Gambia, the Project has followed the lead of the Ministry's national
diarrheal disease control po licy, which advocates home use of a simple rehydration
so lution made from water, sugar, and sa It to prevent the most serious consequence of
common acute diarrhea--dehydration. A standard formula for this solution was
developed using a local soft drink (Julpearl) bottle and cap for measurement: I liter of
the solution is made using 3 Ju Ipear I bottles of water, 8 Julpearl caps of sugar, and I cap
of sa It.

The major instructional objective of the Project has thus been to teach the
primary audience of rural mothers and other child caretakers how to correctly mix and
administer th is so lution. Important re loted messages about proper feeding of infants
during bouts of diarrhea and specific hygienic measures that may be taken to prevent
diarrhea diarrhea are also being disseminated.

To achieve these objectives in The Gambia, Africa's smallest country (just 50
miles wide by 250 miles long, with a population of around 640,000), three communication
channels were identified for use: radio broadcasting (two-thirds of rural compounds in
The Gambia have a working transistor radio), pictorial graphic materials (the rural
popu lotion is predom inant Iy illiterate), and face-to-face instruction by hea Ith workers
and other rural opinion-leaders.

Cooperating local institutions include the Medical and Health Department's newly
formed Health Education Unit, where the Project is formally housed, Radio Gambia, the
country's national government radio station; and the Ministry of Education's Book
Production Un it.

DESIGN OF THE LOTIERY

The central idea of the Lottery was to provide a structure for an intensive period
of education on oral rehydration, using graphic materials, radio messages, face-to-face
instruction, and some incentives--the Lottery prizes--to encourage mothers to
participate in this educational process.

Specifically, the Lottery ws designed to motivate mothers to seek out a colorful
8"x II" handbill showing the Julpearl bottle and cap formula for the sugar-salt solution
and to listen to a special series of radio programs which explained how to interpret the
handbill and how to use it to mix and administer the solution. Four months of prior radio
broadcasting had sensitized mothers to the special danger of diarrhea, namely
dehydration, and had introduced the sugar-salt solution as a measure for preventing it. A
series of training workshops for 150 key health personnel throughout the country also had
been held to ensure that the campaign's radio messages would receive interpersonal
reinforcement from health workers in the field.

The Lottery was planned to work as follows:

Approximately 200,000 handbills, or "mixing-pictures" as they were called, would
be delivered by the Mass Media Project staff to approximately 20 health centers and
dispensaries throughout the country. A portion of these wou Id be distributed to mothers
at the health centers by the local government health workers, and the rest would be
delivered in turn to a network of some 800 village volunteers who had been trained by the
health workers as village "diarrhea experts" following their own training at the Project's
workshops.

- 2 -
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During th is same time, an intensive publicity campaign about the Lottery wou Id
begin on Radio Gambia in four local languages--Wolof, Mandinka, Fula, and Serehule-
explaining that the mixing-picture was to be used as the ticket for entering and
encouraging. all women (only) to obtain one and to learn how to mix the sugar-sa It
solution. A series of radio programs interpreting the mixing-picture and explaining key·
points of administering the solution would be aired throughout the Lottery period. (To
ensure nationwide reception of these programs, cassette tape copies would be delivered
to Radio Gambia's up-country relay transmitting station in Basse for direct broadcast.
Reception in this part of the country was notoriously poor due to the weakness of Radio
Gambia's signal reaching the relay transmitter from its origin 200 miles down-country.)

The distribution of the mixing-picture tickets would be followed by the Lottery's
core activity--at 4-weeks, the names of 18 villages from all over the country would be
drawn randomly and announced over the radio. Each of these villages would be visited by
a contest judge, one of the local health workers. Every woman in the village who came
to the contest with a mixing-picture in hand wou Id be eligible to enter an initial drawing,
conducted by a judge, to choose 20 women who would then have a chance to demonstrate
their mixing knowledge. Each of the 20 women who correctly demonstrated for the judge
how to mix the sugar-salt solution would win a prize--a I-liter plastic cup. If she could
also correctly answer at least 3 out of 5 questions about how to administer the solution
she could win a second prize as well--a bar of locally made soap. She also would then
become eligible for the Grand Prize Drawing: a special one-hour program, broadcflst on
Radio Gambia in which a Gambian VIP would draw and announce the winners of 15 radio
cassette players from among the village contest winners. Five community prizes,
consisting of a 50-kg bag of sugar and a 100-kg bag of rice each, also would be awarded
to the villages who had participated most actively in the village contests.

DESLGN AND PLANNING CONSIDERATIONS

The Lottery design was the end-product of a planning process that invo Ived long
hours of discussion among Project staff, close consultation with Medical and Health
Department and Radio Gambia officials, and a trial village contest conducted to test this
key component of the overall design.

The idea of the village contest itself resulted from a staff brain-storming session
on how to avoid the many problems anticipated with the original lottery scheme, in which
the 200,000 mixing-picture tickets would be numbered and a true lottery-style drawing
and announcement of numbers would take place. Primarily, most rural villagers in The
Gambia cannot read numbers. Also anticipated was the accidental loss of winning
numbered tickets resulting in few or no winners, or the intentional hoarding of tickets at
distribution points. The village contest idea that finally evolved, in which names of
villages rather than numbers were drawn and announced, avoided all of these problems
and had the additional virtue of rewarding not just a lucky draw but the actual
performance of the very set of behaviors-mixing the sugar-salt solution--the Project is
trying to teach.

The drawing that the judge wou Id conduct in each village contest to se lect 20
actual contest participants was added to the design after it became apparent that the
contests would attract great interest and that it would be impossible to give every
woman with a mixing-picture a chance to demonstrate her knowledge. Thus, at each
contest the judge wou Id use system of marked and unmarked plastic bottle caps: every
woman with a mixing-picture would draw a cap from a bag, and those who drew one of 20
specially marked caps would become contest participants.

- 3 -
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After considering hiring short-term employees to serve as the contest judges, at
the suggestion of Medical and Health Department headquarters it was decided that 18
rural Health Department Inspectors would be chosen because they were distributed
throughout the country's five po litical divisions, they had attended the Project's ear Iier
training workshops, and they were the most mobile of rural health staff--most were
supplied with motorcycles and petrol allowances.

Their selection largely determined the number of village contests that could be
held and the number of women who would be allowed to participate. After conducting
the trial village contest, Project staff determined that a Health Inspector could not
reasonably be expected to conduct more than one contest each week for four weeks,
given his or her regular work load. Each contest would require two trips to the village-
the first to make the necessary explanations and arrangements with village leaders, and
the second to actually run the contest. Given the time required to set up and to allow
each woman a chance to demonstrate the the mixing of the solution, a single contest,
envolving only 20 women, could easily become a full day's work.

Selection of rural Health Inspectors as contest judges also influenced the way the
72 wi nning villages were chosen. To ensure that these vi I Iages were reasonab Iy
accessible to the judges, four winning villages were drawn from the vicinity of each of
the 18 Health Inspector's posts in the following manner: A comprehensive, consecutively
numbered list of all (approximately 2,000) villages in The Gambia was obtained from the
Project's evaluation director, who had compiled the list in determining the sample for his
base line research. In drawing each judge's four villages, the numbers of all villages in
those three or four districts served by the judge's health post were considered part of the
pool. A random number table was used to select the four winning village numbers from
the pool, but with the provisions that a village would be rejected if it were too small
(fewer than 100 people) or too remote from the judge's post (more than 15 kms). Thus,
while every village in the country had a chance initially to be drawn--all districts are
covered by a health facility served by a health inspector--resource constraints (the
judge's time and petrol) and the Project's desire to have a maximum impact on public
awareness determined that larger and more accessible villages would be favored in the
fina I se lection.

In choosing the contest prizes, Project staff sought items that would be locally
available, inexpensive, but useful and appealing to village mothers and, if possible,
related to or consistent with Project goals. The plastic cup, the most common vessel for
drinking water and a convenient I-liter measure, and the bar of local soap satisfied all of
these criteria. To make them more co lorful and attractive, both were decorated with a
bright red decal with a picture of a happy baby on it.

The more expensive grand prizes-radio-cassette players, which are highly valued
possessions in rural villages-were offered to generate high interest in participating in
the lottery and in following it on the radio. The community prizes, too, were planned to
sustain wide interest and to encourage maximum participation. A 50-kg bag of sugar,
wh ich cou Id be used to make the sugar-sa It so lution, and a 100-kg bag of rice, another
commodity highly valued during the pre-harvest "hungry season" when the lottery was
held, were se lected after Project staff had confirmed that traditional means of sharing
such donated goods existed in the villages so that the prizes would not be monopolized by
one or two village leaders. .

Finally, the Lottery was planned to coincide with a time of the year when
Gambia's hard-working women would have some free time to participate.
September/October was chosen because it is a time when most of the women's rainy
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season planting activities have been completed and they have some leisure time. It is
also a time when rainy-season diarrhea is at its peak, and the Lottery's educational
messages could be expected to arouse high interest among the rural audience.

IMPLEMENTING Tl-E LOTIERY

To a greater extent than expected the Lottery proceeded almost entirely
according to plan and with no serious hitches.

The 72 village contests generated a great deal of excitement and enthusiasm in
the rural areas. In some villages, as many as 400-450 women turned out with mixing
pictures in hand ready to participate. Other village contests were accompanied by
festive drumming and dancing, and in at least one village a sheep was purchased by the
village elders and cooked to feed the contest participants.

Much credit for the success of these village contests must go to the conscientious
efforts of the Health Inspeator judges and other local health staff who assisted them.
(Setting up and judging the contests proved to be more work than one person could
handle, but assistance to the Health Inspectors from their fellow health workers always
seemed quickly forthcoming.) A campaign T-shirt was given to all the local health staff
who he Iped, and a small cash honorarium was provided to each Health Inspector judge.

There were, of course, some problems. The most serious of these was a petrol
shortage which severely reduced allocations to all departments in the Gambian
government in August, just as the Lottery was beginning. The most serious consequence
of this shortage for the Medical and Health Department was that the outreach operations
of the rural health centers, whose staff hold mobile clinics in surrounding villages at
least two or three days each week were severely curtailed. For the Lottery, the shortage
meant that the Project staff had to provide commercial stations so that they could
distribute the mixing-pictures and later reach the village contest sites. This expenditure
represented a substantial unanticipated cost. Indeed, petrol, including that purchased by
Mass Media staff to make the six country-wide, lottery-related treks, was the major cost
of the entire undertaking.

The other major problem encountered was that in spite of efforts to select
carefully the contest villages, several of the villages selected and announced over the
radio during the first week were either many miles away from the judge's post or were
only a tiny hamlet of one or two compounds in which no one had ever head of the
Lottery. In one case, the concerned judge telephoned Project staff from his distant up
country post to say that he had exhaused his entire petrol allowance searching for the
village announced for his area only to learn that it was actually across the border in
neighboring Senega I. These lapses required the Project staff to review carefully the
remainder of the villages that had been se lected, rese lect a number of them, and make
an extra trip up-country to inform judges affected by the changes and to replenish the
petrol allowances of several.

- 5 -



With these few exceptions, however, the Lottery proceeded smooth Iy and
according to schedule, which was as follows:
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•

•

•

•

•

•

•
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•

•

July 19-31.

Aug. 5

Aug. 9-28

Aug.- 23-Sept. 10

Sept. 1-9

Sept. 9

Sept. 9-15

Sept. 16

Sept. 16-22

Sept. 23

Sept. 23-29

Sept. 30

Sept. 30-0ct.5

Oct. 6-8

Oct. 9

Oct. 11-20

• Trek to rural health centers throughout country to
inform staff about Lottery plans and recruit judges.

• I-lold trial village contest to test contest design.

• Trek to health centers to distribute mixing-pictures.
Health staff in turn distribute to village volunteers.

• Assemble judges' instruction books and village contest
kits.

• Draw names of 72 contest villages.

• Lottery publicity and mixing-picture explanation
programs begun on Radio Gambia.

• Trek to rural health centers to train contest judges and
de liver instruction books and contest kits to them.

• Deliver Lottery programs in Fula and Serehule on
cassette tapes to Basse re lay transm itting station.

• First group of 18 winning villages announced on Radio
Gambia.

• Judges conduct first round of 18 village contests.

• Project staff treks to selected sites to monitor first
contests.

• Second group of winning villages announced.

• Judges conduct second round of contests.

• Third group of winning villages announced.

• Judges conduct th ird round of contests.

• Fourth group of winning villages announced.

• Judges conduct fourth round of contests.

• Staff treks to all judges' posts to collect names of
village contest winners for grand prize drawing.

• Grand Prize Drawing on Radio Gambia.

• Trek to distribute grand prizes and community prizes to
winners.

- 6 -
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The "Happy Baby Lottery" came to an exciting conclusion on October 9 when the
Gambian President's wife, Lady N'Jaimeh Jawara, drew and announced the names of the
grand prize winners in a special one hour trilingual (English, Wolof, and Mandinka)
broadcast on Radio Gambia. She also surprised the Mass Media Project staff by adding
extemporaneously that she hoped that this would be the first annual Happy Baby Lottery.

During the two weeks that followed, the Mass Media and Radio Gambia staffs
were on the road again de Iivering radio-eassette players, bags of rice, and bags of sugar
to the lucky Lottery winners allover The Gambia, while a series of post-Lottery spots
began on the radio congratulating winners and consoling losers with the message that the
real prizes in the Happy Baby Lottery, of course, are healthier and happier Gambian
children.

RESULTS OF THE LOTTERY

As part of a separate contract with USAID to eva luate the Mass Media Project,
Stanford University's Institute for Communication Research is conducting research in 20
rural villages in The Gambia, concurrent with the Project's implementation, to assess its
ongoing and summative impact. Following the baseline survey carried out prior to the
start of the Project's educational activities, Stanford's four field workers have been
regularly collecting data from approximately 800 rural mothers in the areas of infant
mortality and morbidity, nutritional status, and knowledge and practice of oral
rehydration therapy.

The im pact of the Happy Baby Lottery is thus being assessed in terms of the
numbers of mothers who heard the Lottery programs, obtained and learned how to use
the mixing-picture, and learned how to mix and administer the sugar-salt solution as a
result of the Lottery. The results of this assessment are not yet available from the
Stanford team.

A separate evaluation of The Gambia's Expanded Program of Immunization (EPI)
was conducted by the U.S. Center for Disease Contro I in November 1982 which included
several questions about rural mothers' diarrhea treatment practices. The evaluation
team reported that of the 200 mothers surveyed, 60% named sugar-salt solution as the
preferred treatment for diarrhea and 40% were able to cite correctly the Julpearl bottle
and-eap formula for mixing the solution.

- 7 -
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The following statistics on the Lottery were compiled from records kept by the

Health Inspector judges:

Number

•

•

•

•

•

•

•

•

•

Village contests

Women who entered village
contests with mixing pictures

Women who won chance to
demonstrate mixing of so lution

Women who mixed solution correctly

Women who correctly answered at least
3 out of 5 questions about administering
so lution correct Iy

Combined participants and
spectators in 72 contests

- 8 -

72

6,580

1,440

1,097

1,157

10,728



•

•

•

•

•

•

•

•

•

•

•

MASS MEDIA &HEALTH PRACTICES
Academy for Educational Development

Implementation Contractor

FIELD NOTES
Sponsored by the Offices of Education and Health

of the Bureau for Science and Technology
UNITED STATES AGENCY FOR INTERNATIONAL DEVELOPMENT

8
AMA-MAS:

A Radio Course on Breastfeeding

By

ELIZABETH MILLS BOOTH

September I 983



•

•

•

•

• •

•

•

•

•

I

AMA·MAS
A RADIO COURSE ON BREASTFEEDING

MASS MEDIA AND HEALTH PRACTICES PROJECT

ELIZABETH MILLS BOOTH

September 1983

\g\.\,



•

•

•

AMA·MAS
A RADIO COURSE ON BREASTFEEDING

Maria, a YOUr)g mother in a small village in rural Honduras,
looks at the pictures of a book let on breastfeeding she received
at the local health center as she listens to a radio program
which explains the booklet's pictures. The Auxiliary Nurse at
the health center two miles away told Maria if she listened to
the nine radio programs and filled in the exam attached to the
booklet, she would receive a diploma from the Ministry of
Health making her an "expert" in breastfeeding and a member
of AMA-MAS, the Association of Mothers who Always
Breastfeed. Maria loves her newborn baby Miguel and wants to
do the best for him. She hopes what she learns in the course
wi II help her.

• I. SCOPE OF PROJECT

•

The Honduran breastfeeding campaign was an integrated mass media campaign
utilizing radio, graphics, and face-to-face communication to change behaviors related to
breastfeeding. The campaign was a pilot project in three of the eight Ministry of Health
regions. The total population was about one million, approximately 30 percent of whom
were women of child-bearing age. Thousands of women like Maria took part in the radio
based ten-week course. Over 1,000 women in one region alone completed the exam and
received a diploma.

The campaign methodology emphasized formative evaluation including audience
analysis, pretesting of materials, and tracking of campaign implementation. The
campaign centered on a radio course which taught the "Nine Golden Rules of
Breastfeeding" complemented by a 20-page booklet "A Guide to the Course," which
graphically explained each rule. Participating mothers received their Guide from a rural
health nurse or community health worker and followed the course on the radio for ten
weeks. As a part of the tenth program, mothers filled out a simple exam which was
attached to the Guide. Any mother who returned the exam to the health center received
a diploma which qualified her as a member of AMA-MAS (LOVE MORE), Association of
Mothers Who Always Breastfeed. The diploma was uti lized as an incentive to motivate
mothers to listen to the radio and to encourage them to become opinion leaders and
support to other women in their community. Frequent radio spots were utilized to
promote the IS-minute radio course and to reinforce key messages.

•

•

•

•

II. GOALS

The overall goals of the campaign were to:

• Promote exclusive breastfeeding for the first four months of infant's
life and breastfeeding plus supplemental foods thereafter.

• Up-grade the status of breastfeeding as a modern, health-giving
behavior.

• Teach mothers skills which would improve milk production.

•

•

• Teach the relationship between bottle-feeding, increased diarrhea,
and reduced natural milk production.

-1-



•
• Coordinate with and motivate other institutions to promote

breastfeeding.

• • Train and motivate a nucleus of active and articulate women who
would promote and support breastfeeding in their communities.

III. ADM INISTRATlVE/MANAGEMENT STRUCTURE

A. Implementing Institutions: The Ministry of Health's Division of Education
staff worked in close collaboration with the Divisions of Maternal/Child Care and

• Epidemiology, and· Nutrition Department in the development of campaign strategy,
communication objectives, messages, and materials.

Collmorating Institutions:

•

•

•

•

•

•

•

•

Academy for Educational Development (AED) Technical assistance funded
as a part of the Mass Media and Health Practices Project of the Offices of
Health and Education of AID's Bureau for Science and Technology.

PRO-ALMA An AID-funded project designed to implement hospital
practices which promote breastfeeding, including breastfeeding immediately
after birth, rooming-in, and hospital staff training. This linkage was critical
since many Hondurans perceive national hospitals to provide the best
medical care in the country. It was also critical since it permitted two
institutions, MOH and PRO-ALMA, to unify their technical messages on
breastfeeding.

A.I.D The campaign was iointly funded by the Honduran AID Mission, the
MM&HP Project, tJnd the Ministry of Health.

The Division of Education staff and two AED consultants formed the
implementation team (IT).

B. Field Research: All of the field research was designed and implemented by
the staff of the Division of Education in coordination with the other MOH staff
mentioned above, PRO-ALMA, and with the technical assistance of AED.

C. Creative Work: All of. the materials were designed by the JT. The graphic
materials were printed by a commerical printing company and by the Ministry of Health
Division of Graphic Arts. The radio materials were produced in a local radio station,
utilizing professional announcers and actresses under the team's direction.

D. Scheme of Overall Campaign Management: The campaign was managed by
the implementation team with the following responsibilities:

Project Director: general administration, liason with Ministry officials,
PRO-ALMA, Liga de la Leche, AID.

Assistant Project Director: technical and logistical direction,
administration, of audience analysis, pretesting of materials, production of
radio materials and distribution of graphics.

Graphic Arts Coordinator: design and pre-testing of graphic materials,
supervision of graphic materials production.
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Educational Radio Materials Coordinator:
production of all radio materials.

design, pre-testing, and

•

•

•

•

Training was designed hy team members in coordination with staff 9f the
MOH Divisions of Epidemiology, Maternal Child Care, Region I, and PRO-ALMA. It was
managed and implemented by regional MOH staff in coordination with the team.

IV. PROGRAM iMPLEMENTATION

The following schedule illustrates the time and phasing of all implementation
activities. Note that even with the limited time available for campaign preparation,
significant time was given to audience research, pretesting, and monitoring.

snEDULE OF PROGRAM IMPLEMENTATION

•

SEPT.

PREPROGRAM ******~
RESEARCH

MATEcRIALS
UEVELOPMEI'-JT

OCT. NOV. DEC. JAN. FEB. IV\AH.

•

•

•

r~odio

Graphics

PHE- TEST/tJG

~~~~:~:~:~:~~. ~;~:~:~:~~1~~~

;~;~;~;;;;;m;m;~;mm~m~m~;;;~;~;~~;~;~~;§

IC*** **** .
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A. Concept Development and Message Formulation was based on careful pre-
program audience investigation. Five focus groups with about 35 mothers and, individual
interviews with 21 community health workers and seven Auxiliary Nurses were
conducted. The results of these interviews were compared to the initial results of a
large survey being carried out in the capital. The accumulated data indicated that most
mothers believe breast milk is the best milk, but that breast and bottle-feeding are even
better. The reasons mothers gave for this were:

I. Breast milk alone is not sufficient in quantity or quality.

••

•

• 2. An infant must learn to eat early or the mother will have trouble teaching
him to eat later on.

•

•

•

•

3. A mother's diet affects the quality and quantity of milk. Rural women
expressed the belief that their diet made them produce less milk than urban
women.

These beliefs caused mothers to introduce many foods, especially formula,
very early in the infant's life to supplement the breast milk which they perceived to be
inadequate. There was little knowledge or understanding of the let-down reflex and the
relationship between suckling and milk production.

Breastfeeding was perceived as a traditional behavior. Young mothers didn't
breastfeed as much as their mothers, partially because breastfeeding was believed to ruin
the figure, causing breasts to sag. Many rural mothers expressed the belief that poor
mothers had to breastfeed because they couldn't afford anything else. However, if they
could afford it, they would introduce the bottle as soon as possible. These results were
used to define the audience, the educational objectives, campaign tone and strategy.

B. Campaign Design

I. Audiences

Primary Audience: Mothers of child-bearing age in the pilot
area.

Secondary Audience: Fathers of young children. Nurses in the
health centers.

•

•

•

•

•

2. Instructional Objectives

Primary Audience - after the campaign 60 percent of
participating mothers will state that they believe they should:

Give only breast milk for the first four months and breast
milk plus supplemental foods thereafter.

• Begin breastfeeding within three hours after birth.

• After four months, give supplemental foods but let the
infant nurse each time before solid foods are offered.

• Feed from both breasts every time they nurse.
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•
• Permit infant's appetite to control the schedule of

breastfeeding.

• • Breastfeed in a tranquil place and take as much time as
possible.

• Express milk that is left in the breast if the infant does not
drink it all.

•• Drink at least six glasses of liquids daily while they are
breastfeeding.

• Eat more than they normally do when they are
breastfeeding.

• Mothers in the course wi II be able to state that:

• The more the child suckles, the more milk the mother will
produce. The less the baby suckles, the less milk mothers
will produce.

• • Bottle-fed children have more diseases, especially
diarrhea.

• If a mother bottle-feeds her chi Id, her breast milk will
eventually dry up.

• • Breastfeeding alone doesn't make hreasts sag.

• The breastfeeding woman is special and is doing the best
for the health of her children.

•
Secondary Audiences - after the campaign, trained nurses wi II
be able to:

• Correctly state the objectives listed for the primary
audience.

•
• Teach and promote those objectives to mothers.

• Inform women about the course, distribute the Guides and
diplomas, and motivate women to participate.

Fathers - after the campaign fathers will:

State that breastfeeding alone doesn't make breasts sag.

State that bottle-fed children have more diseases,
espec ia lIy diarrhea.

• State that if a mother bottle-feeds, her milk wi II
eventually dry up.

•

•

•

•

• State that the breastfeeding mother is specia I and is doing
the best for the health of her children.

• -5-
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3.

4.

• Emotionally support the breastfeeding mother by
a) creating a peaceful environment when she is
breastfeeding, b) making sure she eats well, and c) making
her feel special.

Campaign Tone

The campaign tone was decidedly urban, reflecting the preprogram
audience research which indicated that rural women were highly
influenced by urban breastfeeding trends. The strategy and messages
were designed to promote the concept that breastfeeding is the most
modern behavior; the breastfeeding mother is up-to-date, special, and
doing the best for the health of her children. This tone was largely
established with the jingle "The modern mother, who gives only breast
milk, has healthy children." (la madre de hoy, que solo pecho da, ninos
sanos tendra.") This was put to a catchy merengue rhythm of a popular
song to further promote the tone that the breastfeeding mother is
"with it."

Media Strategy

The radio course was selected as the central component of the
campaign because time and resources didn't permit an extensive face
to-face activity. The radio format featured an Auxiliary Nurse giving
a course to a group of rural mothers. This formal format was chosen to
help legitimize the radio programs which required that the mother
learn in a very informal environment, alone in her home with,?ut face
to-face support. Frequent radio spots promoted the course, set the
tone of the campaign, and repeated key knowledge aCId skill messages.

The graphic booklet was selected and designed after evaluations
showed a much higher level of literacy (56.8 percent) in the rural
female population than previously believed. Even so it was designed to
focus on a single concept on each page and emphasized sir:nple pictures
and common vocabulary. The diploma was identified in preprogram
research as a positive incentive for rural women who typically display
family diplomas or certificates with pride.

The face-ta-face encouragement and guidance given by health
auxiliares served to legitimize and support the larger radio and graphic
components and also served as a timely distribution point for the
graphics. --

Another important part of the strategy was a press conference called
by PRO-ALMA in coordination with the Ministry of Health, Social
Welfare Committee, Honduras Social Security Institute, and Ministry of
labor. This press conference was held to kickoff PRO-ALMA's work
and legitimize the MOH radio course campaign. Representatives from
each of the collaborating institutions spoke briefly and responded to
questions about the economic, social, and health benefits of
breastfeeding. The course was promoted and educational materials
including copies of the International Breastfeeding Code were
distributed to the press. Much of the conference was broadcast live on
two of the national radio stations and the materials served as a source
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of information for news stories many weeks after the conference. This
was an important part of the overall strategy for gaining support from
opinion leaders throughout the society.

DESCRIPTION OF MATERIALS AND MATERIALS DEVELOPMENT

•

The campaign was divided into two phases of three months each. The training,
distribution of graphics, and a series of radio spots took place in the first three months;
the radio course and a second series of radio spots took place in the second. The core of
the campaign was the Nine Golden Rules of Breastfeeding which were taught in the radio
course and radio spots and promoted by the nurses. They included:

• The more the child suckles, the more milk the mother will produce: If
your baby suckles several times during the day, you will produce
enough milk. If your baby is bottle-fed, he won't have suckled and
your milk wi II dry up.

You will produce more milk if you. feed from both breasts every time
your baby suckles: A "good" breastfeeding is when the child suckles
from both breasts. You will produce more milk if you empty each
breast when the child suckles.

• Give other foods (not bottles) when your baby is four months old.
Give the foods after he has breastfed: The infant needs only breast
milk for the first four months. After four months he is "prepared" to
eat soft foods •••but give them after he has suckled.

1he sooner your newborn is breastfed, the sooner your mi Ik wi II let
down: Your breast milk will let down much quicker if you breastfeed
your infant within three hours after he is born. The "first" milk is like'
a vaccination; it protects your infant from diseases, like diarrhea. If
you bottle-feed your baby he may reject your: breast milk.

•

•

•

•

•

• • Your baby's hunger is the best schedule for breastfeeding: Breastfeed
him when he's hungry. A hungry child can empty your breasts. A
ch i Id normally breastfeeds eight to twelve times in 24 hours.

•
• The mother who breastfeeds in a hurry leaves her baby hungry:

Breastfeeding is like eating. It needs time and tranqui lity. A hurried
breastfeeding won't give your baby a chance to empty your breasts
and will leave him hungry.

•

•

•

•

Babies have unpredictable stomachs. Sometimes they eat a lot and
sometimes a little: If your baby is very hungry, give him ONLY
breast milk. If your baby isn't very hungry, give him only breast mi Ik
and express the milk that is left over. If your baby has breastfed
well, but still cries, it is not because he's hungry. It could be because
he has gas, wet diapers, colic, or needs to be held a little longer.

The breastfeeding mother needs to drink six glasses of liquids daily:
In order to produce a good quantity of breast milk, you need to drink a
lot of liquids. The mother who doesn't drink enough liquids can't
produce enough breastmilk.

•
-7-
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• The breastfeeding mother needs to eat for two: You need to eat for
yourself and for your baby. If you aren't hungry, eat small portions
several times during the day.

These nine rules were promoted through graphics, radio, and face-to-face
channels.

A. Graphic Material

Printed Distr.

Guide to the Course-AMA-MAS:
Twenty Pages, Two Colors 30,000 8,000

Diploma for Course Participation
8 x 10 30,000 8,000

Membersh ip Card AMA-MAS 30,000 8,000

These materials were distributed by the Auxiliary Nurse in the health centers. In
some cases the Guide was also distributed by the community health worker. Only
8,000 were distributed as a part of this pilot study; the rest will be distributed in
subsequent campaigns.

•

•

•

B. Radio

Radio Course - Curso de AMA-MAS: Eleven IS-minute programs. Nine
programs taught the Nine Golden Rules of Breastfeeding. One program took
mothers through fi lIing out the book let exam. The last program was
recorded irT a rural clinic with mothers who had followed the course and were
receiving their diplomas. The course was broadcast on three national and six
local radio stations so that mothers had several opportunities to listen to the
program during the week.

Radio Spots: Ten 30-second spots and one song broadcast on two national
and three local radio stations. Six spots were broadcast during the first
three months of the campaign and four during the last three months. The
song was broadcast on local radio throughout the campaign.

The goal of the series of spots broadcast in the first three months was to
"set the stage" by promoting breastfeeding as a modern, positive health
giving behavior and by promoting the course as a source of information for
breastfeeding mothers.

The messages of the spots during the first three months inc luded:

•

•

•

•

•

Introduction to the Campaign: The breastfeeding mother is
special, modern, and is doing the best for the health of her
children. Features two men complimenting the wife of one of
the men who has just won an award for being a good mother and
breastfeeding.

Fathers should support mothers when they are breastfeeding:
The breastfeeding mother is special and needs support from the

-8-
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father when she is breastfeeding. He especially needs to see
that she eats well while she is breastfeeding. Aimed specifically
at a ma Ie aud ience. Features two men, one who has just had his
first child and wants to give something special to his wife to
show how happy he is. The other man advises that he tell her a
poem wh ich says how spec ia I she is and how she needs to eat
well while she is breastfeeding. But the most important thing,
the man advises, is to put his words into practice.

Breast-fed children are more healthy than bottle-fed children•
Features Dr. Salustiano, a fictional character popularized in
earlier health broadcasts, talking with parents of a newborn
about how bottle-fed children have more diseases, especially
diarrhea.

•
•

Promotion of Radio Course: Explains the course, how to enroll,
and times of airing. (Three spots)

The second series of radio spots were timely reminders of key knowledge and
ski II messages given in the course. These messages included:

•
I. Breast mi Ik is sufficient for the first four months of infant's life.

Features Dr. Sa lust iano.

•

2. Bottle-feeding makes mothers' milk dry up because the more the child
drinks from a bottle, the less milk the mother produces. Features
distraught mother who bottle-feeds as well as breast-feeds talking with
Dr. Salustiano about why her breast milk is drying up.

3. A child learns to eat more easily after he is four-months-old when his
gums are thicker• Features urban voices and modern soft music.

•
4. Breastfeeding alone doesn't cause breast to sag. Features two mothers

talking at a party. One mother compliments the other on her
appean;mce and asks how she remained so attractive when she breast
fed all of her children.

•

•

•

•

The selection of radio stations and scheduling of radio materials was based
on the listening habits of the primary audience as indicated by the pre
program audience research. The spots were carefully scheduled during times
of highest listenership, particularly early in the morning (6 a.m. to 8 a.m.)

-' and during the noontime newscasts on the national stations. This helped
maximize the impact of limited resources.

-9-



Auxiliary Nurses were trained in the key knowledge and skill objectives as
well as in their role in implementing and promoting the radio course. The
training was implemented in two one-day sessions (50 participants in each
session) by Regional Nursing Supervisors.

The team also coordinated with PRO-ALMA in the selection of messages and
the development of materials for their training, and assisted in some of the
initial sessions. PRO-ALMA's objective is to change hospital practices which
inhibit breastfeeding, and train hospital staff in the promotion of
breastfeeding•

.D. Pretesting

•

•

•

•

C. Training

Auxiliary Nurses in Rural Health Centers Trained

Regional Area Supervisors Trained

110

8

•

•

•

•

•

•

•

The first draft materials were always reviewed by the implementation team,
MOH Division staff, and PRO-ALMA.

Due to the limited time frame which required a lead time of over a month
for printing and another month for distribution, it was not possible to pretest the Guide.
Since it was the only graphic which was not pretested by the team during their three
years work ·in Honduras, they felt they could build on many of the lessons learned in
earlier pretests to design effective visuals. Even so, later monitoring showed problems,
albeit in the text, which probably would have surfaced in pretesting. Most of the radio

• spots were pretested however, and some critical changes were made based on the
results. Two examples of those changes include:

Promotion of Breastfeeding as a Modern Health-Giving Behavior. Two radio
spots were pretested and compared. The first featured a modern mother with a more
'urban' voice giving a testimonial about breastfeeding as a modern, health-giving
practice. The second featured two men complimenting one man's wife who has just won

. an award for being a good mother and breastfeeding. The team expected that mothers
would identify with, and therefore prefer, the woman as a source of information about
breastfeeding. However, mothers overwhelmingly selected the spot with the two men.
They liked the idea that men were positively discussing a breastfeeding woman and felt
that it gave them status.

The Breastfeeding Mother is Special and Needs Your Care and Support. This
spot was directed specifically at men. The implementation team wanted to identify a
popular "with-it" personality to promote this message. Due to the recent World Cup
Soccer Championship in which Honduras participated, the team designed and pretested a
spot featuring one of the best-known soccer players. The second spot featured two men
wherein one man is telling the second a poem about how the breastfeeding mother needs
special care. "But the most important thing is to put your words into practice." We
expected that the men with whom we pretested the spot would prefer the one with the
soccer player. However, they overwhelmingly rejected the spot informing interviewers
that the soccer players are generally womanizers and therefore not appropriate source$
of this information.

-10-



• E. Tracking/Monitoring

•

•

I.

2.

RADIO: Previous experience had shown it was important to monitor
radio broadcasts to insure that spots were being aired at the scheduled
times. One person monitored national radio stations and one, local
radio stations, alternating stations and hours each day. The spots
which were not broadcast, usually about 10 percent on national stations
and 25 percent on local stations, were then re-scheduled.

GRAPHICS: Auxiliary Nurses were asked to send a telegram (a free
service to government officials) when they received their graphic
materials and when they needed more. Several health centers
requested more materials and these were then sent by bus.

F. FOLLOW-UP ACTIVITIES
.

The campaign continues through the work of PRO-ALMA. The MOH Division
• of Education plans to run the radio course and spots again on a wider scale.

PRO-ALMA plans to produce the radio course in cassette and utilize it in
hospitals and clinics.

•

•

•

•

•

•

•

VII. EVALUATION

Initial results of the radio course were very positive. Only one month after the
course ended, the team had received over 600 exams from 22 (13 percent) of the
participating health centers. Almost half of the exams were answered completely
correctly. Another thirty-six percent of the respondents answered only one question
incorrectly. This question contained a double negative and was in itself difficult to
understand. These results suggest that rural women can learn from radio, without the
structure of formal listening groups, monitors, or other regular interpersonal support.

As a part of a separate contract with U.S.A.I.D to evaluate the Mass Media and
Health Practices Project, Stanford University is conducting research in 20 villages with
750 rural fami lies. The final impact of the breastfeeding campaign, changes in
knowledge, attitudes, and practices as well as changes in nutritional status and
mobidity/mortality, will be measured as a part of those summative evaluation activities.
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VII. cosrs

AID AID
MOH MM&HP HONDURAS TOTAL

GRAPHICS:

I. Guide to Course-
AMA-MAS-20 ~s.
Two colors. US .17ea.
(30,000 printed)
8 000 distr ibuted 1,260

2. Diploma 8"x 10". MOH
Printing Press.
US$.08 ea.
8,000 distributed 640

3. Mer:rbership Card 160

4. MISCELLANEOUS- (Photo-
copies, bus fares to send
graphic materials, etc. 300

TOTAL GRAPHICS
- ~ 2,360

RADIO:

I. Air Time National Radio- 8,000
6 months. Two stations
with an average of II spots
cbi lyon each.

Local Radio-6-months 1,650
3 Stations with en average
of 20 spots da i1y.

2. Production-Radio Course 1,700
II Pragrams including re-
production of programs
and distribution to the
9 radio stations.

Radio Spots @ $60 each 600
Song 300
Jingie 425

TOTAL RADIO $12,675

TRAINING:

I. 110 Nursing
Auxiliaries 4,803

TOTAL TRA IN ING $ 4,803

RESEARCI-t 700

I. PRE TEST - 2 pre-test 1,200
field trips. 3-4 inter-
views for one week each
trio.

2. Monitor ing - 6 months
r\Jational 900
Local 450

TOTAL RESEARCH $ 3,250

CAMPAIGN TOTAL $23,088

-12-



•

•

•

LESSONS LEARNED

The Mass Media and Health Practices staff has been concerned that the approach
initially developed to support widespread use of oral rehydration therapy in Honduras
may be too time consuming and expensive for regular use with more limited health
campaigns. The key to that approach was regular and systematic audience research and
an integrated delivery system stressing the complementarity of broadcast, print, and
face-to-face channels. This breastfeeding campaign begins to answer some of the team's
primary concerns. This campaign was organized quickly in response to an immediate
need, yet it included significant audience research and did integrate the three primary
channels. Several important differences between this and the earlier model should be
noted, however:

• Less time was given to preprogram research.

•
• More attention was given to radio pretesting than print material

testing. This was done for practical reasons, but the decision seems
to have been a good one. Essentially, testing was done where it would
make the most difference - where the results could be easi Iy
incorporated and used to compensate through verbal clarification on
the radio for mistakes made in print media.

•• The short broadcast period permitted less substantive monitoring,
focusing almost exclusively on distribution and reception.

Several lessons learned from the earlier campaign were reinforced:

•

•

• A campaign must be audience driven and build on what people already
believe and do. Preprogram research, pretesting, and monitoring are
essential elements of campaign design and implementation. A major
obstacle to implementation was ensuring that the radio stations
broadcast the materials at the scheduled times, especially the radio
course. Due to sports (The World Cup) and political (news) priorities,
the radio materials were frequently pre-empted. This required
continued monitoring and re-negotiation with the radio stations.

•

• The campaign should integrate various channels, ensuring that all of
the channels are promoting the same messages, to maximize
campaign impact. It isn't enough just to print a poster or have a good
radio program.

• Inter-institutional coordination is critical to campaign
implementation. It also makes for a richer, more in-depth campaign
design.

•

•

•

• Preprogram research indicates that the role of men must be taken
into account to support breastfeeding.

-13-
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• An educational campaign to change attitudes and practices is not
enough if the legal and social systems are not changed to support
breastfeeding practices. The economic realities of today require that
mothers work outside of the home. An educationa I campaign shou Id
not make women feel that they are bad mothers for not breastfeeding
when they work to support their children. Educational campaigns
should influence opinion leaders to promote labor laws and social
structures which support breastfeeding mothers.
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SCHEDULE OF PROGRAM IMPLEMENTATION

SEPT.

PREPROGRAM ******~
RESEARCH

MATERIALS
DEVELOPMENT

OCT. NOV. DEC. JAN. FEB. MAR.

Radio
Graphics

PRE-TESTING

PRODUCTION

Radio
Graphics

1=***

••••••
••••••••••••••

****

••••• •••••••

DISTRIBUTION

Radio
Graphics

••••
••••••••••••••••

•••• ••••

AIRING

TRAINING
Press
Conference O[JOOO[JO
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VII. COSTS

AID AID
MOH MM&HP HONDURAS TOTAL

GRAPHICS:

I. Guide to Course-
AMA-MAS-20 ~s.
Twocolors. US .17ea.
(30 t Ooo printed)
8000 distributed 1,260

2. Diploma 8"x 10".,MOH
Printing Press.
US$ .08 ea.
8,000 distributed 640

3. Membership Card 160

4. MISCELLANEOUS- (Photo-
copies, bus fares to send
graphic materials, etc. 300

TO TAL GRAPHICS $ 2 t 360

RADIO:

I. Air Time National Radio-
6 months. Two stations
with an average of II spots
wi lyon each.
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Local Radio-6-months 1,650
3 Stations with an average
of 20 spots da ily.

2. Production-Radio Course 1,700
II Programs including re-
production of programs
and distribution to the
9 radio stations.

Radio Spots @ $60 each 600
Song 300
Jingle 425

TOTAL RADIO $12,675

TRAINING:

I. 110 Nursing
Auxiliaries 4,803

TOTAL TRAINING $ 4,803

RESEARCH: 700

I. PRE TEST - 2 pre-test 1,200
field trips. 3-4 inter-
views for one week each
trip.

2. Monitoring - 6 months
National 900
Local 450

TOTAL RESEARCH $ 3,250

CAMPAIGN TOTAL $23,088
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The Academy for Educat·ional Development is a nonprofit service organization
active in many areas of education. Under contract to the Offices of Health and
Education, Science and Techno logy Bureau (STIH, STlED), United States Agency for
International Development, the Academy is assisting the Min istries of Health in Honduras
and The Gambia to develop comprehensive public education campaigns on prevention and
treatment of infant diarrhea. The campaigns combine broadcast radio, simple print
material, and health worker instruction in an effort to provide practical information to
rural women.

FIRST-YEAR MESSAGES

Following its deve lopmental investigation of diarrhea-related beliefs and practices
among rural Gambian mothers, the Mass Media for Infant Health Project identified a
core set of messages to, address to this primary audience during the first year (1982) of
the project's educational campaign.

Organized around the concept of a "special diet for diarrhea," the campaign
promoted a threefold response to a bout of diarrhea: (I) preventive oral rehydration
using a home-mixed sugar-salt solution; (2) continuation of breast-feeding; and (3)
feeding of solid foods both during and after the bout and extra food once the bout has
subsided. This latter feeding message was designed to address the nutritional problem of
wasting that occurs among Gambian children-the most worrisome aspect of the chronic
diarrhea they suffer during the rainy season and to counter the practice common among
Gambian women of reverting from solid foods to watery gruels of little nutritional value
in feeding their sick children.

Such nutrition advice is widely recognized as an integral part of the treatment of
diarrhea. WHO's Programme for the Control of Diarrhoeal Diseases, for example, states
the following:

"In the management of acute diarrhoea it is essential to repair
whatever nutritional deficit arises and-to maintain nutrition during
the diarrhoea illness. This deficit results from reduced food intake
due to anorexia and withholding of food, and from nutrient loss due
to vomiting and malabsorption. There is no physiological basis for
'resting' the bowel during or following acute diarrhoea. In fact,
fasting has been shown to reduce further the ability of the small
intestine to absorb a variety of nutrients. Even during acute
diarrhoea, 60% of the normal absorption of nutrients occurs. This is
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particular Iy true for fats and oils, which can provide a large amount
of energy for the quantity eaten. Greater weight gain has been
documented in infants given a liberal dietary intake during diarrhoea
when compared with others on a more restricted intake."

(A Manual for the Treatment of Acute Diarrhoea,
WHO/CDD/SER/80.2, p.ll) -

EVALUATION RESULTS

In ear Iy 1983, the Mass Media Project's implementation team conducted a
formative evaluation for the purpose of assessing the progress of its campaign to date
and to guide the development of second-year messages. At about the same time,
Stcnford University, which is conducting a separate but concurrent impact evaluation of
the project, produced its initial set of data on the learning and adoption among Gambian
mothers of the campaign's key messages.

Both eva luations indicated the same pattern of response to the "diet for diarrhea"
messages: while as mcny as half of the Gambia's rural women appeared to have learned
the campaign's formula for mixing sugar-salt sa lution and begun using it, fewer than a
third had adopted the "give so lid foods" message. To cite the Stanford data:

"64% of the women interviewed in December 1982 knew the entire
sugar-salt solution formula correctly....The proportion giving sugar
salt solution has risen 450% during the course of the campaign (from
20.6% to 89.3% of those mothers who treat their child
themselves) ••••The use of solids, starting at a very low level (13.6%)
has more than doubled (to 29.5%), but 70% of these women still do
not offer solids to their children during diarrhoea."

(Mass Media Project Evaluation Unit,
Quarter Iy Report 116, February 28, 1983)

INTERPRETATION OF RESULTS

Several explanations for this discrepancy were considered, including the obvious
possibility that the ORT messages had been better been given because they had received
much greater exposure during the first year. Indeed, the peak of the campaign's first
year activity was a highly publicized national educational lottery over Radio Gambia in
which 150,000 handbills illustrating the sugar-salt solution formula were distributed and
prizes were awarded on the basis of knowledge of the formula and how to administer it.

Another plausible interpretation was that the solid foods message was too crudely
formulated. "Give solid foods during diarrhea" was very possibly contraindicted in the
minds of many mothers by the anorexia children often suffer during diarrhea: a sick
child may be reluctant to take any kind of food, let alone solid foods. The message also
obviously did not apply-to an unweaned child.

Project staff thus decided to reformulate the campaign feeding messages and to
make feeding the primary focus of the 1983 rainy season phase of the campaign, just as
oral rehydration had been the first year.
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REVISED FEEDING MESSAGES

The list of revised feeding messages is as follows:

• Continue breast-feeding.

Give sugar-salt solution to prevent dehydration and to restore
appeti teo Remember the 3/8/ I formu la. (3 Ju Ipear I bott les of water,
8 Ju Ipear I caps of sugar, and I cap of sa It.)

• Try to give the child small, frequent feeds even if he has little
appetite.

• Once the child's appetite has returned, give solid foods like
nyankatango (mbahaJ), nyelengo (nyeleng), futo (chere), and mani
fajiringo (malo bunye bahaD- to restore weight and power.

•

.,

•

•

Add some sugar or milk to the child's pap at the time of feeding to
increase its palatability.

Oi I, sugar, milk, and pounded groundnuts add extra power to foods.
Add some of these to the child's food to increase its power.

•
• Give an extra meal to the child for at least two days after the

diarrhea has ended, and keep giving extra food until his weight and
power are fu Ily restored.

CHANGES IN EMPHASIS

These revised messages reflect the following changes in emphasis from the
proj ect's fi rst-year messages:

•

•

•

•

•

I)

2)

We ere differentiating between feeding a child during diarrhea md
feeding after dierrhea, and now promote solid foods during the latter
Jilase.

Rather than telling mothers to give solid foods to their child at a time
when he or she may have little or no appetite, we are now
acknow ledging the difficulty a mother may have in feeding her sick
child and giving several practical suggestions for encouraging the
child to eat something. These include giving small, frequent feeds
and adding sugar or milk to the pap, which the mother is most likely
giving to improve its flavor and increase its energy value. Mothers
are also encouraged to continue breast-feeding their sick child, which
a very high majority of Gambian mothers already do.

Solid foods are then encouraged as an important and appropriate
"catch-up diet" once the child is getting better and recovering his
appetite.

Solid foods are promoted os a source of power (strength) and wei~t

gain for a child.
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3)

4)

A slogan was developed in the Mandinka and Wolof languages for use
in both radio programs and graphic materials which says, "When your
baby is recovering from diarrhea, give him solid foods to restore his
powed" We are continuing to contrast powerful so lid foods with weak
watery paps. This message builds on our finding that loss of weight
and strength are among those symptoms of di arrhoea most common Iy
identified and cited by Gambian mothers as a concern.

Full restoration of wei~t a'ld power is also the ~ideline we <re
emphasizing for how long to give extra food to a dlild recovering
from di<rhea.

We made this decision after failing to agree on a specific number of
extra days or meals to recommend that would be neither too few as to
be ineffectual or too many as to seem unrealistic in The Gambian
context. WHO, for example, recommends an extra meal every day for
at least a week but we felt this recommendation would be rejected as
unrea listie by Gambian rural women who spend most of the day during
the rainy season working in the fields away from their children, many
of whom suffer diarrhea almost continuously at this time of year. We
also felt confident, os stated ear Iier, that most Gambian mothers are
very sensitive to their child's weight gain and loss, perhaps because a
high percentage of them regularly attend an MCH clinic where their
children's weights are charted on a Road-to-Health Card.

Our final decision was to advise mothers to give an extra meal to the
child for at least 2 days after a bout of diarrhea and, more
importantly, to continue giving extra solid foods until his weight and
strength are fully restored. '

We <re recommending a oomber of specific local dishes whim <re
particularly energy-ridl.

These dishes include the following rice and millet dishes, for which
the Mandinka name is given first, followed by the Wolof.
(Descriptions of dishes and energy va lues are extracted from G.J.
Hudsan, P.M.V. John, and A.A. Paul, "Variation in the Composition of
Gambian Foods: The Importance of Water in Relation to Energy and
Protein Content ," Ecology of Food and Nutrition, 1980, Vo \. 10, pp. 9
17.)

•
• mani-fajiringo/malo bunye bahcil: dehusked rice is boiled,

sometimes after preliminary steaming, and then the water
content is reduced by a final steaming. Fajiringo is usually
served with the groundnut sauce durango.

• futo/chere: finely powdered flour is steamed twice, almost to
dryness. Futo is eaten with added water or a thin sauce, dajiwo,
often the water in which fish has been cooked.

•

•

• nymkatango/mbahal: fajiringo that has been cooked once is
steamed with groundnuts, and often fish are cooked on top of it.
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• nyelengo/nyeleng: dehusked, whole cereal is steamed. This food
is usually served with a sauce made from groundnuts and leaves.

These dishes were recommended on the basis of their high energy content. Allof
them have a gross energy content in the range of 125-200 kcal/ I OOg., expressed on a
fresh weight basis, depending on which sauces or other ingredients are added to the
dish. This compares very favorably to the rice or millet paps which mothers commonly
feed their infants which are about 88% water and have energy contents in the range of
35-60 kcal/ 100g.

•

•

• 5) In addition to these recommendations of specific dishes, we also ere
promoting Q romber of food ingredients that will enrich the energy
value of a child's food.

•

•

•

•

•

•

•

•

These ingredients include sugar, milk, oil, and groundnuts. In addition
to being desirable ingredients in a catch-updiet for a child who has
been sick, promotion of these foods also represents an attempt to
redress the imbalance in the nutrition education for most Gambian
mothers have received in the past which has concentrated almost
entirely on relatively expensive protein foods such as meat and eggs.

FOOD HYGIEf\E

The advisability of adding a message or messages on food hygiene also was
discussed at great length in the process of reformulating the feeding messages, especially
because contaminated food is believed to be the greatest source of bacterial infection
for Gambian infants and because some of our new feeding recommendations-e.g., adding
sugar to pap--could conceivably exacerbate thi~ problem by making an even better
medium for bacterial growth.

There was general consensus that the best food hygiene message would be: "Cook
your baby's food fresh each time he or she is fed." Field staff at the MRC research
station in Keneba report that many Keneba mothers do indeed prepare their child's meal
fresh each time. They admit, however, that this result has been obtained only after
many years of MRC presence and educational activity in Keneba. Elsewhere in The
Gambia, the common practice is still for a mother to prepare a batch of rice or millet
pap for her baby in the morning and then store it in a bow I or thermos flask for use
throughout the day. We concluded that it would be unrealistic to expect mothers to act
on a "prepare fresh each time" message, especially during the rainy season when many
women are in the fields all day long, and that other food hygiene messages needed more
understanding of current local hygiene practices than we presently had.

In our current phase, then, we have restricted food hygiene messages to
emphasizing in the case of adding sugar or milk to pap, that this should be done at the
time of feeding rather than when the pap is originally made, so as to deter further
bacterial growth.

MESSAGE DISSEMINATION STRAlEGY

The strategy for dissemination of these revised feeding messages has been the
same as during the project's first year: face-to-face teaching supported by graphic
materials and instructiona I 'radio broadcasts.
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The full set of messages has been introduced at a series of in-service training
sessions to a core group of rural health staff representing all rural health stations. These
staff members were asked to brief their fellow staff and the village health workers they
supervise about the messages with the aid of a large (60x72 em.) color teaching poster
which all health stations will receive.

Health staff also have been supplied with a large number (50,000 for the entire
country) of a second graphic aid-a smaller (30x42 em.) color handbill illustrating two of
the key messages: "Give solid foods like nyankatango•••etc. when your baby is recovering
from diarrhoea," and "Add oil, sugar •••etc. to your child's food to increase its power."
These handbills are being given to mothers at clinics after short teach ing sessions on the
messages they illustrate. Special radio spots on Radio Gambia are advising mothers to "go
to their health centers to obtain a handbill and are also broadcasting a step-by-step
explanation of its meaning.

This strategy appeared highly effective in teaching the formula for the sugar-salt
solution during the project's first year. A formative evaluation in February 1983
indicated that 82% of rural women had seen one of the sugar-salt solution handbills we
distributed, 62% had her own copy, and 66% were able to explain correctly the meaning
of the handbill. And, as mentioned earlier, a majority of Gambian mothers appear to
have learned the sugar-salt solution formula promoted by the project in the handbi lis,
radio programs, and training sessions.

We are hopeful that this strategy and the changes we have made in the feeding
messages will produce equally salutory results during the 1983 rainy season in The
Gambi a. Another formative eva luation planned for October 1983 and Stanford's ongoing
data collection will soon provide some first answers.
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INTRODUCTION

The 1984 Mini-Campaign was the final phase of the AID-sponsored Mass Media and
Health Practices Project in The Gambia. Following upon 18 months of intensive
educational activity focusing on oral rehydration therapy (ORT) and the proper feeding of
a child with diarrhea, the mini-campaign was conceived with two major goals in mind•

. To promote several key personal and community prevention behaviors
in an a!tempt to reduce the incidence of infant diarrhea.

2. To provide an intensive in-service training experience in the Project's
educational methodology for members of the Health Education Unit
(HEU) to ensure that the methodology is well institutionalized.

By working closely with members of the Health Education Unit and Radio Gambia
staffs on applying this methodology to a six month mini-campaign, in a necessarily
simpler way than the Project as a whole followed over the previous 30 months, we hoped
to institutionalize a health education methodology which the HEU had experienced fully,
which has proven effective, and which is within the current resources of the Unit to put
into regu lar practice.

This Field Note may thus be read in three ways:

•
I . As an example of a simple implementation plan for a health education

mini-campaign.

e

2. As a description of a key MMHP Project institutionalization activity.

3. As a streamlined application of the Project's educational
methodology.

The key elements of this methodology are:

• The specificati~n of clear, measurable behavioral objectives.

•

•

• A developmental investigation, using both quantitative and qualitative
research methods, of existing knowledge, attitudes, and practices
among target audiences to ensure that objectives and messages are
appropriate.



•

•
• A campaign strategy which integrates mass media (radio,

print/graphic materials) and face-to-face channels (such as health
workers) to achieve maximum impact.

• A systematic process of campaign materials development and pre
testing to ensure they are accurate, comprehensible, attractive, and
culturally appropriate.

•

•

•

•

•

•

•

•

•

• A system of monitoring and formative evaluation which indicates if
and how the campaign elements are working and suggests necessary
mid-course corrections.
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•
I. AUDIENCES

Target audiences for the campaign are:

2. Secondary: Rural mothers and other health workers.

•

•

I• Primary: Communitr Health Workers (CHW's), including Community
Health Nurses (CRN's , Village Health Workers (VHW's), and Traditional
Birth Attendants (TBA's), and members of the Village Development
Committees (VDC's).

•

•

•

•

II. OB.ECTIVES

BY APRIL 30, 1984

Exposure to Campaign

I. 50% of CHW's and VDC members and 25% of rural mothers will name
well protection, hand-washing, or VDC responsibilities as the topic of a
recent health program they have heard on the radio.

2. 75% of VDC members will report they have discussed one of the three
campaign topics with CHW or at a VDC meeting.

3. 75% of CHW's and VDC members will have a copy of the hand-washing
poster.

Learning from the Campaign

4. 50% of CHW's and VDC members wi II name at least 2 out of the 3
priority VDC functions promoted by the campaign, namely:

a. Support of the VHW and TBA

b. Mobilization of community for community projects

5. 50% of CHW's and VDC members and 25% of mothers will name at least
3 out of the 5 features of a well-protected well promoted by the
campaign, namely:

•

•

c.

a.

Protection of community wells

Wall or parapet

b. Cement apron

c. Cover

• d. Fence

•

e. Permanent pail on a pulley system or forked stick
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•
6. 50% of CHW's and VDC members and 25% of mothers will describe

germs as "seeds of disease" which cannot be se~n but can cause illness in
man.

7. 50% of CHW's and VDC members and 25% of mothers will name at least
2 of the 4 times promoted by the campaign as particularly important for
washing hands with soap, namely:

• a. After using the latrine

b. After cleaning up faeces in the compound

c. After cleaning up a baby who has defecated

• d. Before eating or preparing food

•

•

•

•

•

•

8. 75% of the CHW's and VDC members with hand-washing posters will be
able to explain it correctly.

Action from Campaign

9. 25% of VDC members with posters will have used the poster to teach
someone else in their village.

10. 10% of VDC's will have undertaken some aspect of a well
protectection project since the campaign began.

Ill. RATIONALE FOR OBJECTIVES

The campaign's objectives were selected through a process of elimination and
prioritization involving:

I. The campaign planners' initial ideas about what constituted high priority
objectives.

2. The results of the developmental investigation which preceded the
campaign.

3. The results of a behavioral analysis of possible objectives conducted
following the developmental investigation.

4. A final subjective assessment of what constituted a manageable number
of objectives and what type of change (e.g., knowledge, attitude,
practice) could realisticall.y be expected from a campaign of only several
months' duration.

This process is described briefly belqw.

Campaign planners initially identified a number of desirable objectives, given the
long-term goal of reducing incidence of infant diarrhoea, in the following areas:
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• Water use: improvement of construction and maintenance of wells,
water raising and storage practices, beliefs about water-related disease,
etc.

• Environmental sanitation: improvement in construction and
maintenance of latrines and rubbish pits, infant faeces disposal
practices, beliefs about faeces-related disease, etc.

• Personal hygiene: particularly use of soap when washing hands.

Existing knowledge, beliefs, and practices in these three areas were explored in the
pre-campaign developmental investigation, along with an inquiry into thecurrent
activities and problems of the VDC's.

For example, a high percentage of rural women (85%) reported filtering their water
and keeping it covered (97%), making these practices low health education priorities. In
contrast, a relatively low percentage of women spontaneously reported washing with soap
after using the latrine (22%), after cleaning an infant faeces (17%), or before preparing
food (13%), indicating need for attention to these areas.

Likewise, while community wells were generally well-sited, far away from latrines
and rubbish pits, few wells were fenced (3%) or covered (4%), and many were the site of
potentially harmful practices like watering animals and doing laundry. These findings
suggested that discouraging the latter two practices and promoting well covers and
fences should be higher priority objectives than promoting the removal of latrines or
rubbish pits from well sites.

Having reduced the list of possible campaign objectives on this basis, we then
applied a type of behavioral analysis to the remaining objectives to further prioritize
them. Each possible objective was analyzed on the basis of its susceptibility to change
and the magnitude of its consequences. Objectives were rated according to a list of
behavioral criteria for this purpose.

This type of analysis generally favors attempted changes which are low in
performance costs and changes which are high in visible impact. Thus, a change like
fencing a well receives a higher rating than washing hands with soap because the former
is a community behavior which must be done only once (or infrequently) to be effective,
while the latter is a personal behavior tha many people must do continuously to have the
desired impact. Neither of these behaviors, however, like many disease-prevention
behaviors, has much immediately visible impact on the community health status.

Copies of the behavioral criteria used and an example of one of the rating sheets
are included in Annexes 3 and 4.

Finally, we further pared our list of objectives according to the constraints placed
on a number and tyPe of objectives chosen. by the very limited duration of the
campaign. One entire topic area-latrine construction and protection-was dropped,
leaving three-well protection, hand-washing, and promotion of VDC's-which is still
probably an overly ambitious number for a campaign of 3-4 months.
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And we limited our objectives in these three remaining areas primarily to those
involving exposure to and learning from the campaign. While the campaign has several
modest behavioral objectives, we generally felt that the duration of the campaign was
too brief to produce much in the way of immediately observable behavior change.

IV. MESSAGE DEFINITION

Specific campaign messages are as follows:

Village Development Campaign

• The VDC is the entry point to the village. All visitors should pass
through it.

• The VDC's responsibilities include organizing remuneration for the VHW
and TBA; managing the VHW's drug supply; mobilizing the community to
undertake projects promotive to health, such as water and environmental
sanitation, vegetable gardening, etc.

• One of the VDC's most important specific responsibilities is inspection
and maintenance of well-protected community wells. All VDC members
should know the features of a properly protected well.

• VDC's should meet regularly to exchange ideas and plan ahead. Records
of all activities should be kept.

Well Protection

• Wells should be protected against all possible sources of contamination
because water is a good medium of disease germ growth and
transmission.

• Wells should have the following protective features: a well or parapet at
least 3' tall; a sloping cemented apron at least 4-6' in diameter around
the well; a cover preferably made of flattened metal or other durable
materials; an animal-proof fence around the well made from some
locally available material; a permanent pail on a pulley system or Y
shaped pole for raising water.

• Laundry, washing of utensi Is, and watering of animals should be done
outside the well's fenced area.

• VDC members should keep close watch on community wells to make sure
they are kept well-protected.

Washing Hands with Soap / Germ Theory

• You should wash your hands with soap and water at the following four
important times: after using the latrine; after cleaning up faeces from
the compound; after cleaning up a child who has defecated; before
eating or preparing food.
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• Germs ("seeds of disease") are tiny creatures which are not visible to us
but which can make us sick.

• Germs usually enter our bodies in the food we eat or water we drink or
through the bite of an insect like a mosquito. -

• Faeces contain many germs which can make us sick. They can enter our
bodies if our hands come into contact with faeces and then touch our
food, water, or mouth,'or if flies sit on faeces and then come in contact
with our food. .

• Washing hands with water alone cannot wash away germs. Soap is
necessary.

V. MESSAGE PHASES

Campaign messages will be phased in the following manner:

Phase I: February II-March 9. VDC will be disseminated by radio and will
predominate. Well protection messages wi II be introduced in the context of
well protection as a priority VDC activity. .

Phase 2: March 9-April I. Well protection messages will predominate on radio.
Germ theory messages will be introduced in the context of how wells can
become contaminated. All campaign messages will be taught at 3 regional
health worker training sessions.

Phase 3: April I-April 30. Hand-washing and germ theory messages will
predominate in radio broadcasts and health worker community teaching
activities, with support from the hand-washing poster.

VI. INSTRUCTIONAL COMPOI'ENTS

RADIO

Three series of radio programs will be produced and broadcast for the mini
campaign, one for each of the campaign's three major themes:

VDC's - A series of four 13-minute programs to be broadcast on Radio Gambia's
new "Bantaba" program during the month of February.

I. Interviews with PHC trainers to explain the role of VDC's within the
PHC structure.

2. Interviews with CHN's to explain common problems of VDC's and VHW's.
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3. A case study of a successful VDC, including interviews with CHN's, VDC
members, and villagers.

4. Talk by an authority on the essential elements of one of the VDC's most
important responsibilities: protection of community wells.

Well Protection - A series of 4 programs, 10-15 minutes each, to be broadcast on
the "Tesito" program during the month of March:

I. Talk by an authority explaining germ theory and relating it to
contamination of water and protection of wells.

2. Instructional talk on important considerations in sitting, constructing,
and protecting wells.

3. An actuality program from a successful village "tesito" project on well
improvement.

4. A question-and-answer program on germ theory.

Hand-washing and Germ Theory - A series of five 10-15 minute programs to
be broadcast on the women's programs ("Musoltaa" and "Jotayi Jigainyi")
during the month of April.

I. Germ theory explained in a way village women can easily understand.

2. A short drama demonstrating the essential times to wash hands with
soap and water.

3. A talk on the importance of keeping well water pure and doing laundry
and watering animals far away from the well.

4. A dialogue showing the importance of cleaning up infant faeces promptly
and disposing of it in a latrine.

5. A short song by a prominent Gambian griot on the four important times
for washing hands with soap and water.

These radio programs were planned in close consultation I with the Rural
Broadcasting Section of Radio Gambia and with the assistance of a Mass Media Project
radio consultant, Esta de Fossard, during her three-week consultancy in mid-January.
Field material for the programs was recorded on a 4-day trek to Mansakanko and
Fara fen i regions during the week of January 22, which included interviews with VHW's,
TBA's, PHC Trainers, and Regional Health Team members at a VHW re-training session
and visits to a number of nearby villages.

PRINT

The hand-washing component of the mtnl-campaign will be supported by a
poster/teaching aid illustrating the four essential times for washing hands with soap
promoted in the campaign: after using the latrine, after cleaning up faeces from the
compound, after cleaning up a baby who has defecated, and before eating or preparing
food.
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The poster wi II be distributed to CHN's at three regional training workshops at the
end of March (see following section on Training), and they will in turn distribute copies to
the VHW's, TBA's, and VDC members in their regions. Copies will also be distributed to
all major health staHons by the HEU.

The main intended use of the oster is as an aid to communit health workers
(CHN's, VHW's, BA's and VOC members in teaching the campaign's hand-washing
messages to other community members.

The poster was designed by the HEU and Book Production Unit graphic artists. The
poster's central graphic image, a pair of hands washing with soap, benefited from two
days of intercept interview pre-testing in the town of Brikama during the week of
February 20 with a total of 60 women. The first drawing showed only the hands wishing
with a bar of soap, and only 3 out of 30 women immediately identified the image. Many
respondents thought the bar of soap was a box, a book, or some other object. When, on
the second day, a picture of another hand pouring water from a cup onto the washing
hands was added to the drawing, 19 of the 30 respondents immediately identified the
drawing correctly.

1,000 copies of the poster are being produced by silkscreen printing by a local
Gambian graphic arts studio, Studio A in Serrekunda.

TRAINING

Three regional training workshops for Community Health Nurses (CHN's) in the
Primary Health Care Program are planned as part of the mini-campaign. These
workshops are for the purpose of discussing the campaign's objectives and messages with
the PHC CHN's and provide them some guidance and practice in effectively teaching the
messages to the VHW's, TBA's, and VOC's whom they supervise. (CHN's in the Primary
Health Care Program normally supervise the work of the VDC, VHW, and TBA in each of
4 villages surrounding the Key Village in which the CHN resides.)

These 1-2 day workshops, planned in cooperation with the Regional Medical Teams
and to coincide with their regular in-service training programs, are scheduled as follows:

•

Central Region:

Eastern Region:

Western Region:

March 19-20 in Mansakanko.
16 CHN's from NBD and LRO.

March 26 in Bansang.
13 CHN's and several PCV's from MID.

March 30 in Essau.
6-9 CHN's and 2-4 PCV's from NBD and WO.

•

•

Training activities during the workshops wi II include:

• Discussion of campaign research findings, objectives, and messages.

• Discussion of problems in working with VDC's.

• - 10 -
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• Discussion of rural villagers' understanding of disease causation and of
effective approaches in teaching the germ theory of disease.

• Teaching practice sessions: discussing and teaching germ theory with
villagers; use of the hand-washing poster.

The workshops will also be used to distribute the hand-washing posters to CHN's,
who will in turn distribute copies to the VHW's, TBA's, and VDC members they
supervise. CHN's will also be given copies of the broadcast schedule of the remaining
mini-campaign radio programs and be encouraged to tell VDC members to listen to and
discuss the program.

In addition to these 3 workshops, the HEU will distribute posters and provide on-site
orientation about the campaign to the staff of most of the country's major health
stations during the treks between the workshops.

VII. MONITORING AND EVALUATION

HEU staff will regularly monitor the broadcast of campaign radio programs to
ensure that they are played according to schedule. This will be particularly important
during the month of April, when community health workers and VDC members will have
been told to listen to scheduled programs. Spot checks on CHN progress in distributing
posters and holding meetings about the campaign with VHW's, TBA's and VDC's will also
be made.

At the end of April, the HEU will conduct a survey of community health workers
and VDC's comparable in scale to the developmental investigation to detennine what
impact the mini-campaign has had.
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1984 Mini-Campaign Work Plan

) - 14 -

BEST AVAILABLE COpy



G

e

e

a

e

e

UNIT I STAFF

Directorate
Dr. Phil Gowers

Health Education Unit
Sekou Dibba
Paul Robson
Mark Rasmuson
Famara Sanyang
Yohya Sanyang
Saihou Ceesay

Academy for Educational
Development
Esta de Fossard

Stanford University
Dr. Peter ~pain

Nutrition Unit
Nigel Tay/or
Haddy Gabbidon
Oulaye .Taal

Primary Health Care
Training Team
Anthony Nathe
Musa Marenah
Thomas Smart
I'llomodou Conteh

Radio Gambia
Amie Joof
Sering Fye

Book Production and
Material Resources Unit
David Garrett
Samir Safi

Studio A
Madoun Jobe

Regional Medical
Teams
Dr. Kebir Cham
Or.· Curt Fischer
Dr. Ian and Sheila Cross

ANNEX 2:
STAFF CONTRIBUTIONS

CAMPAIGN TASK*

I-A

I-AB;II-BCD;IV-F;V-BC;VI-B
I-AB;II-0;V-C;VI-B
I-AB;II-OEJ;III-AB;IV-AG;VI-B
IV-G
I-AB;II-EGHI
I-AB;II-ACDEFGHIJ;III-AB;IV-ABCOEFH;
V-BC;VI-AB

IV-ABCOF

II-CDEH

I-AB
I-A;IV-O
I-AB;II-ACDEFGIJ;III-A;IV-CEF;V-BC;
VI-B

11-0
I-B
1I-0;IV-C
II-G

IV-ABF;V-A;VI-B
IV-DF;V-A

IV-G
IV-G

IV-GI

V-BC
V-BC
V-BC

o
*Task numbers and letters refer to same on Work Plan, Annex I.
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ANNEX 4:
BEHAVIORAL DESIGN PRINCIPLES

I. COMPATIBILITY WITH EXISTING PRACTICES

o Totally incompatible
5 Already widely practiced

2. APPROXIMATIONS

o Nothing like this one now exists
5 Several existing behaviors are similar

3. DIVISIBILITY

o Not divisible into discrete parts
5 .Easi Iy broken down into segments which can be taught sequentially

4. PERCEPTIBLE POSITIVE CONSEQUENCES FOR THE MOTHERS

o No perceptible consequences which the mother would logically associate with
behavior

5 Clear, positive, and immediate consequences for correct performance of
behavior

5. PERFORMANCE COSTS

o Requires some unavailable or expensive outside commodity, or demands some
unrealistic level of effort

5 Can be performed with existing resources

6. FREQUENCY

o Must be done with great regularity or benefit is marginal
5 Must be done infrequently and still have significant value

7. PERS ISTENCE

0' Requires continuous compliance over a long period of time
5 Can be accomplished quickly

8. . OBSERVABILITY

o The behavior itself is very difficult for an outsider to observe
5 The behavior can be readily perceived and reinforced by outsider

9. SALIENCE

o Has a modest positive effect on health problem
5 Has a potentially dramatic positive effect on health problem

SOURCE: Paul E. Touchette, "Behavior Analysis in the Selection of Health
Messages". Paper presented at 1983 NCIH Conference, Washington, D.C.
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ANNEX 5:
HEALTH EDUCATION UNIT

Radio Program
Planning and Mmagement Form
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MASS MEDIA & HEALTH PRACTICES
PROJECT IMPLEMENTATION

FIELD NOTES
THE ROLE OF FORMATIVE EVALUATION IN Tt-E MASS MEDIA AND

t-EALTH PRACTICES PROJECT

The empirical process of formative evaluation is properly acknowledged to be a
critical element in the successful implementation of development communication
projects. Such research, when undertaken prior to project implementation, provides the
planner and implementor an informed basis for selecting appropriate strategies and
messages. Performed during the life of an intervention, it provides essential feedback on
progress towards project goals and identifies mid-course corrections necessary to reach
those goals. While formative evaluation generally relies on qualitative, smalf-sample
techniques, the recent experience of AID's Mass Media and Health Practices Project
(MMHP, 1980-84) in Honduras and The Gambia demonstrates that formative evaluation
methods can provide useful quantitative indicators of project impact as well.

STAGES OF FORMATIVE EVALUATION

The Academy for Educational Development (AED), implementation contractor for
the Mass Media and Health Practices Project, used formative research at three stages of
project planning and implementation.

Pre-Program Research

A four-six month pre-program "developmental investigation" was conducted in
both Honduras and The Gambia to assist planners to thorough Iy understand the problem
that the educational campaign would address-the prevention and treatment of infant
diarrhea--and the cultural context in which it would take place. This investigation
examined the epidemiology of diarrheal disease, existing knowledge, attitude, and
practice (KAP) among rural women and health workers, and the systems of interpersonal
and mediated communication in the rura I areas of each country. It also encompassed
behavioral trials and analysis for the purpose of assessing prospects and problems of
adoption of several new practices promoted by the Project, particularly the correct
mixing and administration of oral rehydration salts (ORS).

This pre-program research resulted in a detailed project implementation plan
which defined:

•

•

••
•
••
•

Behavioral objectives
Segmentation of target audiences
Specific instructional messages
Culturally appropriate message formats
Plans for media use and integration
Overall work plan



•

•

•

•

Materials Testing
..

Samples of project educational materials, including posters, radio programs, and
training materials, were pretested in the field with members of the appropriate target
audience for accuracy, comprehension, and acceptability. This was a particularly
important process in the development of new messages ·and new message formats.
Modification, substitution, or elimination of pilot materials were the normal
consequences of th is process.

Ongoing Program Monitoring

The processes of production, distribution, use, and consumption of educational
materials were systematically monitored and analyzed to create a permanent feedback
loop. This mid-course research measured incremental learning among target audiences
and identified weaknesses in project implementation in time that action could still be
taken to correct them.

•
The chart below illustrates these three stages of formative evaluation in the

context of the MMHpts overall communication model.

PUBLIC COMMUNICATIONS MODEL

MONITORING

PROGRAM PLANNING

INTERVENTION
MESSAGES
CHANNELS
MATERIALS _'--'''--1
SCHEDULE
MANAGEMENT.~~~
BUDGET ./
STAFF

RECEPTION
KNOWLEDGE
ACCEPTANCE

PRACTICE

EDU~~~ION HEALTH EDUCATION
FACTORS PROBLEM FACTORS

e~PLAN

0SA~~
• EXISTING KAP • FACE TO FACE
• BEHAV.ANALYSIS Health Provid8fS

PredispOsing Trad: Healers
Enabling Family
ReinforCing Peers

• EPIDEMIOLOGY SchoolS
Incidents, Prevalence • PRINT
Dlslrtbution/lntensity • BROADCAST
Dural ion

•

•

•

•

•
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RESEARCH METHODS

Several different qualitative and quantitative research methods used in MMHP's
formative evaluation are described below.

I. Focus Group Interview: A practical and efficient technique, adapted from
the field of marketing, for generating ideas and feelings about a topic. The goal is to
encourage as many ideas as possible and to stimulate participant interaction. Questions
are open-ended and the intervi ewer must be able to ask fo "ow-up questions that probe,
without leading the group towards predetermined answers. MMHP used focus groups of
rural mothers to discuss traditional diarrhea beliefs and practices and to generate the
vocabulary used by rural people for objects and concepts to be incorporated in the
Projects educational materials.

2. In-depth Interview: A one-on-one interview, usually structured around a
carefully designed set of open-ended questions. The in-depth interview serves a similar
purpose as the focus group--to probe attitudes and feelings among a small number of
respondents and develop hypotheses-but avoids the peer influence and pressure of a
group setting. MMHP used the technique in Honduras to probe health workers'
understanding of diarrheal disease and in The Gambia to explore the concept of
dehydration with rural mothers.

3. Pre-Test Interview: A one-on-one or group interview structured around
specific materials. Questions are directed at determining what people see or hear in the
material, how well they understand its message, and how well they like it. MMHP used
the technique extensively in developing radio spots and print materials.

4. Survey: A standard social science research method which quantifies human
knowledge or behavior by aggregating responses from a sample of individuals. MMHP's
surveys (samples of 130-150) were conducted to assess audience performance on such
variables as knowledge and practice of oral rehydration therapy, radio listenership, and
awareness of the Project educational messages.

5. Central Location Intercept Interview: A special type of survey usually
conducted at some popular place within the community--a street corner, market, clinic,
etc. The questions are very short, usually requiring on Iy yes or no or simple one-or-two
word answers. It allows the researcher to question large numbers of people quickly and'
requires little interpretation or subjective analysis. We found the technique particular Iy
useful in The Gambia in pre-testing simple graphic materials.

6. Observation: Another social science research method which seeks
understanding of human behavior through its direct observation and systematic recording
by a trained observer. Observation was used as a formative research technique by MMHP
primarily during the pre-program stage, when observers spent several days in rural
households observing child care practices, particularly the care of sick children.

7. Behavioral Trials: Such trials provide detailed information on unexpected
problems and are essential for validating the potential practicality of new manual skills
being promoted. MMHP conducted ORS mixing trials during the pre-program research to
expose any difficulties rural mothers might have in mixing ORS in their actual home
conditions.

- 3 -
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8. Product Preference Trials: Another research technique borrowed from the
field of marketing, product preference trials seek to identify consumer preferences
among a range of products and product packaging available for a particular need. MMHP
asked rural mothers to identify the types of medicines they preferred (among tablets,
injections, liquids, etc.) to help determine how best to package and promote DRS.

9. Broadcast Monitoring: Two types of broadcast monitoring were used.
During the pre-program research, project researchers monitored the number and strength
of all radio station signals reaching the project geographical target area to validate
reports of radio listening by survey respondents and guide the choice of which stations to
use for best broadcast coverage. During the campaign monitoring stage, broadcasts of
project radio spots were monitored to ensure that radio stations were adhering to the
schedules agreed upon with project personnel.

Each of the above techniques required slightly different skills, provided
significantly different kinds of information, and was more appropriate at certain stages
of formative evaluation than at others. Several of the techniques are obviously quite
specialized and appropriate to only particular kinds of educational program
investigations.

The special value of combining the use of several of these methods is in the
variety of perspectives they bring to bear and the cross-validation they provide on
another. Some of the important findings produced by these methods, and MMHP's uses of
these findings, are described below.

USE OF FINDINGS

Pre Program Investigation

Methods Used: Focus groups, survey, observation, in-depth interviews, behavioral
trials, product preference trials, broadcast monitoring

Research uncovered traditional health beliefs which helped us create messages
that rural women could understand and accept. For example, in both countries
prevention of diarrhea messages were linked to traditional beliefs about the causes of
diarrhea. In Honduras, there is widespread belief in "La bolsa," a sack believed to exist
in everyone and to contain worms. If these worms become agitated, they leave the sack
and cause diarrhea. We used this belief to build a comic radio spot in which two worms,
Lombrolfo and Lombricio, talk about all the unclean food and water their host child
consumes which causes them to leave their sack. Message: Keep the worms in their

. sacks by giving boiled water and reheated foods to your child.

Rural Gambian mothers most often attributed diarrhea to some vague natural
cause such as "dirt" or "wind," to a supernatural cause such as having accidentally
dropped a piece of the baby's clothing into the fire, or simply to "Allah." Gambians'
strong Islamic religious orientation was also reflected in the common traditional practice
of using "jujus," verses from the Koran written and given by a religious leader (imam or
rnarabout), to wear for the treatment or prevention of-different types of illness. We
built on this religious culture in such ways as appealing to the strong Muslim emphasis on
cleanliness (e.g. ritual ablutions before prayers) in radio programs about feces disposal,
and in having prominent Gambian imams record project messages for broadcast.

-4-
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We were not sure how the ORS solution should be promoted-as a fancy new
medicine, as a traditional tea, or as a new local remedy? We assumed mothers would
prefer something close to their existing practices, which in both countries included giving
herbal teas as a treatment for diarrhea.

In Honduras, our research proved this assumption to be incorrect. Mothers
preferred a modern medicine for diarrhea. Although they used some teas and rice water
for ear Iy treatment of diarrhea, they consistent Iy purchased medicines such as·
antibiotics and kaolin when they perceived their child's diarrhea to be worth serious
attention. L1TROSOL (the ORS packets) was promoted by "Dr. Salustiano" (Dr. Healthy)
as the newest, most scientific treatment for infant diarrhea.

The Gambia posed a different problem in that the ORS solution being promoted
was not a prepackaged packet but a simple sugar-and-salt solution mixed by mother
themselves in the home. Here, too, the solution was given the blessing of modern science
("doctors recommend the sugar-salt solution as the most effective treatment for
diarrhea"), but the promotion emphasized the positive aspect of the solution as something
mothers could do themselves in their own homes for the health of their children. It also
built on what we discovered to be a clear awareness and concern about dehydration
among Gambian mothers.

In both countries, our fears about rural mothers' ability to mix the ORS solution in
the correct proportions proved ill-founded. In Honduras, our first mixing trials, with
local nurses, were very discouraging: they spilled between 10% and 30% of the salts in
pouring them from the packet into the narrow necked bottle of the most common liter
measure. We decided to go ahead and test mothers anyway, and found to our surprise
that they were very adept at pouring powder into a narrow opening. We promoted the
narrow neck liter bottles and solved a major measurement problem.

In The Gambia, the measurement system involved using three soda bottles of
water, one bottle cap of salt, and eight caps of sugar. Here again we discovered in
mixing trials that after only one or two explanations of the procedure, even from a
message recorded on a tape, Gambian women could readily and accurately mix the
solution.

Materials Testing

Methods Used: Pre-test interviews, central location intercept interviews

Careful pretesting of campaign materials often enhanced their clarity and appeal
and sometimes prevented what could have become critical mistakes.

Probably the most dramatic example was a radio spot in Honduras which was
designed to teach mothers to mix the entire packet of ORS in a liter of water rather than
only part of a packet in part of a liter as some mothers were doing. Ministry of Health
staff believed the spot to be perfectly clear and were sure that rural mothers would have
no problems understanding it. Pretesting showed, however, that many mothers
understood the spot to be saying that they should mix two packets of ORS in a liter of
water. If we had aired the spot without pretesting, we would have created much
confusion in a very critical message.

Originally we felt that soap operas would be an effective format for radio spots.
Many rural women in fact listened to commercial radio soap operas in Honduras.
Pretesting in both countries, however, showed that soap opera formats were of limited

• - 5 -
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use. They were too long and cumbersome for a short instructional spot. Messages often
seemed lost when submerged in a dramatic story. Mothers simply did not understand
what they were being asked to do unless it was stated explicitly. And in the Gambia, the
process of producing good radio drama using professional talent was often simply beyond
the means of the government radio station. In both Honduras and the Gambia, short,
catchy songs and spots carrying project messages proved to be the most popular radio
programs.

The original ORS packet in Honduras showed four mixing steps in a cross-hatch
pattern-two boxes above and two boxes below. Pretesting demonstrated that even when
these boxes were numbered rural mothers could not understand the mixing order, and
that these instructions were best understood when the boxes were placed in a simple
horizontal line. This important visual concept was therefore used in the design of other
materials, saving time and expense in the development of new materials.

In rural Gambia, where literacy among women is under 5%, and where there is an
extreme paucity of pictorial materials of any kind, pretesting of the flyer illustrating
how to mix the sugar-salt solution showed that most mothers could not comprehend the
flyer without an explanation of it. With an explanation, however, mothers readily
understood the graphic and could explain it in turn to others. This finding led to the
decision to use radio to teach the flyer to rural mothers. Eventually a national contest,
the "Happy Baby Lottery," was planned, offering prizes to mothers who could
demonstrate how to correctly mix the sugar-salt solution. The flyer was advertised as
the ticket required to enter the contest, motivating mothers throughout the country to
obtain one, and 0 series of short radio programs was designed to teach mothers the
mixing instructions illustrated by it.

Monitoring

iv\ethods Used: Focus groups, survey, in-depth interviews, broadcast monitoring

At six-month intervals in both Honduras and The Gambia monitoring exercises
were carried out to assess learning to date among target audiences and identify strengths
and weaknesses in the campaigns.

Our second field monitoring in Honduras showed that mothers believed that
L1TROSOL (the name of the ORS packet) was not to be used with other medicines.
Therefore, if she received kaolin from the Auxiliary Nurse or if she decided to try
another common' commercial medicine, the mother would stop using L1TROSOL.
Likewise, we found that mothers believed that L1TROSOL should not be used for certain
types of diarrhea. We therefore had to reprogram our strategy and message content to
address the beliefs that could restrict the use of LITROSOL. Radio spots with these
messages were designed, pretested, and aired throughout the next phase. When the next
program monitoring was done six months later, the number of mothers espousing these
erroneous beliefs had dropped dramatically.

Strategy also was changed when the evaluation showed that mothers did not
understand the concept of dehydration, nor did they associate it with diarrhea and
L1TROSOL. Therefore, the emphasis on the concept was dropped and instead the signs of
dehydration were heavily emphasized during the next six months. The results were
extremely gratifying. Mothers' knowledge of signs of dehydration rose from 20% to
77%. It was a wise decision to drop the abstract concept and to teach the mother
something she could observe and act on-give the child L1TROSOL and take him to the
health center.
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The Gambia Project's first monitoring exercise assessed rural mothers' response to
the campaign's first-year messages about a "special diet for diarrhea" consisting of three
elements: (I) sugar-salt solution, (2) breast milk, and (3) solid foods. We found that while
as many as half of Gambia's rural women appeared to have learned the campaign's
formula for mixing sugar-salt solution and begun using it, fewer than a third had adopted
the "give solid foods" message.

Several explanations for this discrepancy were considered, including the obvious
possibility that the ORT messages had been better learned because they had received
much greater exposure during the first year. Another plausible interpretation was that
the solid foads message was very possibly contraindicated in the minds of many mothers
by the appetite loss children suffer during diarrhea: a sick child may be reluctant to take
any kind of foad, let alone solid foods.

Project staff thus decided to reformulate the campaign feeding messages and to
make feeding the primary focus of the second year of the campaign just as oral
rehydration had been the first year. The main change in emphasis was to differentiate
between feeding a child during diarrhea and feeding after diarrhea, with solid food
promoted during the latter phase.

We acknowledged the difficulty a mother may have in feeding her sick child and
gave several practical suggestions for encouraging the child to eat something. These
included giving small, frequent feeds and adding sugar or milk to the child's porridge to
improve its taste and increase its energy value. Solid foods were then encouraged as an
important and appropriate "catch-up diet" once the child is getting better and recovering
his appeti teo .

Stanford University (Institute for Communication Research) evaluation contrador
for the MMHP, is currently analyzing the results of this mid-course reformulation in The
Gambia campaign.

THE SUMMATIVE VALLE OF FORMATIVE EVALUTION

Sophisticated research can be expensive. It not only requires staff time to
conduct interviews, but also time to develop questionnaires and analyze responses.
Travel expenses to reach rural areeas can be a particular problem. Most importantly, it
requires a trained staff of specialists. For many developing countries, sophisticated
large-scale research is out of practical reach and a much more modest approach is
required.

Small is not necessarily beautiful, however. Even the most meticulously planned
and executed research, if too small in scale, runs the risk of being dismissed as invalid or
unrepresentative of the population as a whole. And poorly planned and conducted
research can be worse than no research at all. It may be better to know we do not know,
than to believe we know when in fact we do not.

A secondary but very important goal of the MMHP formative evaluation program
in both Honduras and The Gambia was to assist the Ministries of Health develop models
of educational program evaluation for routine, ongoing use that would fall somewhere
between the above two extremes. We thus sought to develop models that would be as
representative of large populations as possible while of a scope that the Ministries, with
their limited resources, could realistically maintain over time.

• - 7 -
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The formative eva luation "package" MMHP developed for program monitoring has

proven to be a particularly effective response to this need. In each country, this package
typically consisted of the following elements:

• l) A survey of 130 - 150 rural mothers using mostly closed-ended questions to
provide a quantitative measure of mothers' learning of campaign messages.

3)•

•

•

•

2) In-depth interviews with 20 - 30 health workers using mostly open-ended
questions to elicit opinions and reactions to the Project's activities and
impact and identify any perceived problems.

Focus group interviews with 3 - 5 groups of mothers in different locations
to probe perceptions of and experience with the practices promoted by the
Project and identify problems encountered.

These evaluation exercises were carried out in the limited time (3 -4 weeks) and
with the limited resources (I - 2 vehicles, 2 - 3 full-time staff) available. Methodological
short-cuts were required at many turns. For example, villages selected for interviewing
in The Gambia project's cluster sampling method were not infrequently eliminated or
replaced by others because they were deemed too distant to reach on the Ministry's tight
schedule and budget.

Despite these methodological shortcomings, however, these monitoring exercises
usually produced findings that were subsequently validated by the data produced by
Stanford's University's independent concurrent evaluation, conducted amon.g a much
larger and more rigorously selected sample of mothers. Differences between the two
sets of data on measures of particular variables were often sizable - as many as 20 - 25
percentage points, suggesting substantial margins of error in the formative evaluation
findings. But the patterns and magnitude of findings were almost always consistent.

For example, in The Gambia, data from Stanford's December 1982 sweep of its
sample of 800 mothers and from AED's February 1983 formative evaluation present the
same general picture of:

• Relatively high knowledge of the correct formula for the solution.

• Relatively high reported use of the solution.

•

•

•

•

High awareness of sugar-salt solution among rural mothers.

Relatively low correct understanding that the main purpose of the solution
is to prevent dehydration. .

•

•

• Relatively low reported use of solid foods during diarrhea.

Th is has led us to conclude that in the absence of resources to conduct more
sophisticated evaluation, the type of formative evaluation methods used in MMPH offer
developing country project implementors not only an effective qualitative guide for
project planning and implementation but a useful quantitative guide to project impact
evaluation as well.

•
- 8 -
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MASS MEDIA & HEALTH PRACTICES
PROJECT IMPLEMENTATION

FIELD NOTES
PERCENTAGES OR PERSPECTIVE:

A Cornpcrison of Quantitative md Qualitative Resec.-ch

Formative research designed to provide "guidance for educational planners in
faci litating the devel?pment of appropriate, attractive and effective educational an~

community programs" has proven to be an effective tool to improve program impact.
Yet mcny educational programs and materials in developing countries are implemented
without systematically exploring or being responsive to target audience beliefs and
practices. Many implementors understand the need to explore the target audience
systematically, but feel unable to implement a quantitative study because of time and
funding constraints. Qualitative research techniques and small sample quantitative
surveys offer a cost-effective, timely alternative for the educational planner.

This paper describes the field experience of participants in two AID-funded health
education programs, The Mass Media and Health Practices Project and the PROALMA

. Breastfeeding Project, in which formative research significant Iy shaped the design of the
strategy and materials. It compares the type of information obtained through four
research techniques-observation, in-depth informant interviews, focus groups, and a
quantitative survey--and makes recommendations on the selection and use of these
techniques for future field settings•.

MASS MEDIA AND t-EALTH PRACTICES

The Mass Media and Health Practices Project (MM&HP) was implemented by the
Honduras Ministry of Health with technical assistance provided by the Academy for
Educational Development. MM&HP sought to change rural women's behaviors related to
infant diarrhea through a communications strategy integrating radio, simple graphics,
and face-to-face support. The breastfeeding component promoted prevention of infant
diarrhea through exclusive breastfeeding for the first four-to-six months of infant life
and breastmilk and supplementary feeding thereafter. Formative research was needed to
understand rural women's attitudes and behaviors related to breastfeeding, especially
exclusive breastfeeding for the first four-to-six months. It was also necessary to identify
opinion leaders to reinforce correct breastfeeding behavior, and to identify appropriate
images and sources of information for graphic and radio materials.

IPublic Communciations Campaigns, "Heart Disease Prevention," Macoby and Solomon,
p. 120.

2Stanford, Heart Disease Prevention Program, The Childrens Television Workshop Health
Minutes, The Guatemala Basic Village Education Project, and Others.
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Ear lier in the project, focus groups, a marketing research tool which has recent Iy
been app lied in developing country social programs, had proven to be the quickest, most
cost-effective method of obtaining salient information for program design. Homogenous
groups of six-to-ten people were brought together in a neutral setting to discuss their
breastfeeding experience. The facilitator guided the discussion around a series of
questions without intruding or giving her opinion. The group setting allowed participants
to speak open Iy amongst themse Ives, uncovering sensitive or previously unknown
information that would not emerge in a predesigned quantitative survey.

The results of the focus groups were used to design an intensive six-month
breastfeeding campaign. Some of the ways the results affected the design included:

•

•

•

•

•

•

Campaign tone: The tone of the training, graphic, and radio materials was
modern and upbeat to counteract the attitudes that breastfeeding is a
traditional behavior and that "modern" mothers bottlefeed. The radio
materials were particular ly supportive of the breastfeeding mother as
someone special who is doing the best for the health of her child.

Educational focus: The training and educational materials focused on ski lis
to increase breastmilk, especially emphasizing the relationship between
suckling and milk production. This focus was selected in response to the
belief expressed by women that they introduced bottles because they did not
produce suffi ci ent breastm ilk. (Techni cal note: the amount of breastm i Ik a
mother produces is directly related to the amount on .infant suckles. When
an infant bottlefeeds rather than breastfeeds, the mother will produce less
milk.) .

Source of radio information: Radio materials featured an Auxiliary Nurse
. giving technical information and other mothers speaking about their own

breastfeeding experience. Focus group participants agreed that "experience"
is what really counts when they need information about breastfeeding.

•

•

•

•

• Graphic image: Neither very urban nor very rural. Rural focus group
participants overwhelmingly preferred rural models, while semi-urban
participants preferred urban models. Limited funds required producing the
same materials for both groups.

"Ama-Mas, a Radio Course on Breastfeeding," which describes the results of the
focus group research and the design, implementation, and impact of the campaign is
available from the Academy for Educational Development, 1255 23rd Street, N.W.,
Washington, D.C. 20037.

PROALMA

The second Honduras breastfeeding project, PROALMA, also promoted exclusive
breastfeeding for the first four-to-six months of infant life but in an urban
environment. Both qualitative and quantitative research influenced the PROALMA
design.

A longitudinal study using ethnographic research techniques followed 65 women
and their families from the last months of pregnancy through the sixth month of their
infants' lives. Careful observation and repeated in-depth, open-ended interviews
explored how, when, and what people fed their babies, and why. Some of the ways this
research influenced the design of the educational strategy follow:

- 2 -
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The project was located in health care facilities because the in-depth
interviews consistently revealed the importance urban mothers attach to
experience and information given in this setting.

Before the study Honduran implementors believed that mothers were not
giving calostrum a..,d that this should be one of the project focii. In in-depth
interviews women reported throwing the calostrum away. Observation
revealed, however, that most women discarded only a few ounces of milk.
Most suckled their infant from birth to relieve discomfort or to quiet the
child. The PROALMA strategy therefore capitalized on these two accepted
benefits of early lactation. Information about calostrum was provided but
not emphasized since it was not the salient issue for at least half the
audience.

The study he Iped to mobilize and focus interest among health providers and
international funding agencies. Indeed, PROALMA was financed primarily
because of this study.

•

•

•

•

•

•

Health officials were interested in this information but they wanted numbers and
a representative sample before embarking on the design of a project to remedy a problem
many did not believe existed. Funds and time were at a premium; a household-based
survey was out of the question. Based on the quantitative study, the researcher 'OI"gued
that time samples of post-partum mothers in two hospitals would provide an unbiased
sample of approximately 90 percent of the target population. A later extensive and
rigorous survey of househo Ids proved this assumption to be correct. This quick, cost
effective survey confirmed the qualitative portrait of urban infant feeding, convinced
health officials of the problem <rid the strategies 'to remedy it, and provided a
quantitative base line for future impact evaluation of the educational program which was
developed.

A COMPARISON OF INFORMATION GATHERED WITH EACH TECHNIQUE

The projects used four research techniques to obtain information from urban and
rural women about the same basic questions. The following table demonstrates the type
of information obtained by each technique as applied to four important program design
questions.

This table demonstrates that some information was available only through
qualitative techniques. The qualitative research then provided a good sampling frame
ond re levant questions with appropriate vocabu lary for the quantitative research. The
quantitative survey verified the qua Iitative research, presenting it in a form that was
considered more valid and credible to decision-makers and providing a baseline for
program impact.

Indeed, qualitative research uncovered important information previously unknown
to even Honduran implementors.

- 3 -
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TABLE I

A COMPARISON OF INFORMATION GATHERED WITH EACH TECHNIQUE

RURAL MOTHERS URBAN MOTH RS

151 - Mothers don't produce
enough milk

331 - To nourish/fatten
the baby ,

30% To accustom them to the
bottle/other foods

•

•

QUESTION

Why do mothers
introduce other milks?

FOCUS GROUPS

Mothers report they produce
insufficient milk and must'
bott1efeed or the baby will
be hungary/thin. Believe
that breastmi1k is insuffi~

cient in quality and :
quantity, especially due to
rural mothers' poor diet.

OBSERVATION/
IN-DEPTH INTERVIEWS

Expected in their social
milieu. Powdered milk is
given by baby's father'as
a sign of his involvement.
To be free to leave or give
baby to others for care.
Breasbni1k can be injurious.
To fatten baby.

SURVEY

20~ to work

•

•

Why do mothers
introduce other foods?

A chi 1d needs to learn· to
eat very early or a mOther
will have difficulty teach
ing him to eat later on.
If a mother only breastfeeds
her child, she is spoiling
him.

Older mothers reported
throwing it away. Younger
mothers were unaware of
ca10strum. Both
observations showed however
that mothers began nursing
at birth and continued
breastfeeding. Those that
did discard milk only
di scarded a few OllAces.

12% To be able to leave the
baby

•
What do mothers do with
cal ostrum?

Ca10strum is 'dirty' milk.
A mother shouldn't give it
to her baby. She should
give a sucker of honey,
sugar, water, or cow's
or powdered milk until
100.. mi 11< rtvno.,

45%

10%

reported ·they
discard ca10strum
because it is 'dirty'
, th in' or 'old'.

because of n~dica1
nrnfAC' c: inn;t 1 1c:

•

•

Increasing milk flow. The focus groups were exploring
mothers' knowledge of the need
to consume liquids, and eat
well when breastfeeding so
the facilitator specifically
asked what foods/liquids a
mother should consume to in
crease milk. Mothers agreed
that chicken soup, chocolate,
milk, and meat were important.
A good example of how the
facilitator must phrase the
question correctly to
'discover' new information.

Good diet, drink fluids,
put baby to breast more
often. Eat specific foods
such as those mentioned in
focus groups.

45% Eat better

20% Drink liqUids

11% Put baby to breast
more often.

"Why do women not have
enough mil k"

•

•

Why did you stop
breastfeedi ng1

Mother's milk dried up. Milk dried up. 33% Mil k dri ed up
Mother or baby were ill. Milk was bad because it was
Mother became pregnant and 'agitated' ( a belief 33% Baby didn't want it
had to stop because preg- related to mother's any more
nant mother's milk makes emotional/physical status.
baby ill/gives him diarrhea. 14% Mother was ill.
Male babies should be Male babies should be
breastfed less. Mi'lk is breastfed less. 7% Baby was ill.
the mother's blood. Males
have no way to release 6% Work
excess blood as do females.
At puberty they will get 6% Medical professionals
nosebleeds. advice.

• BEST AVAILABLE COpy
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CONCLUSIONS AND RECOMMENDATIONS

Formative research was found to improve significantly the design of educational
program strategy and materials in the field settings in Honduras. Formative research
can use both qua Iitative and quantitative techniques; each has unique contributions to
make to program design. Qualitative research· is necessary where discovery or
determining the nature of a problem is at issue. These techniques vary in the implicit
knowledge of a problem they require and the degree of discovery they permit.
Quantitative research is appropriate when the implementor has defined the problem and
seeks to confirm or refute a hypothesis about that problem.

Future educational program implementors should first assess available information
and potential sources of information. He/she should then select appropriate research
techniques which maximize the use of funds, time, and expertise, while minimizing the
risk of irrelevant or ineffective educational programs.

Under ideal circumstances--sufficient amounts of time and money--formative
research should begin with unstructured observation to maximize discovery. Even where
information sources are excellent, the implementor can never entirely account for the
unknown biases they may reflect. Observation then should be expanded into open-ended,
in-depth interviews with key informants, including experts and policy-makers as well as
the target audience. Focus groups can test hypotheses while still allowing for some
degree of discovery. Brief survey work can then quantify the information and establish a
relevant base line before implementation begins.

Where systematic background information is not available, as was the case in
Honduras with respect to infant feeding practices, the least structured qua Iitative
techniques are appropriate regardless of time and funding constraints. Lack of time can,
to some extent, be compensated for by funding-several observers can spend a few days
rather than one observer spending several weeks, for example.

Focus groups are particularly appropriate when some background information is
available and when time and funding are limited. They can provide salient information
about specific program design questions quickly and inexpensively. Focus groups are a
relatively structured qualitative technique, however, and do not permit as much
discovery as observation or in-depth informant interviews. Also, they may not be valid in
all cu Itures.

Table II further outlines the strengths.and weaknesses of each technique.

Some type of formative research should always be carried out before a program is
implemented. The focus of each educational program is unique and cannot rely on
general research. Even in the most extreme cases of restricted time and funding, one of
the qualitative techniques should be used for even a few days to systematically explore
the subject. The design of the program will positively reflect even the least amount of
research.

1)\\
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TABLE II

A COMPARISON OF STRENGTHS AND WEAKNESSES OF EACH TECHNIQUE

• IN-DEPTH
OBSERVATION INTERVIEWS FOCUS GROUPS SURVEYS

DISCOVERY OF
PROBLEMS,
PERCEPTI ONS, ... ... ... ... ... ... ... ... ...., AND BELIEF
STRUCTURES

DISCOVERY OF
VOCABULARY ... ... ... ... ... ... ... ... ...

• LESS DESIGN
BIAS ... ... ... ... ... ... ... ... -----

QUICKEST
TURN AROUND ... ... ............
OF DATA•
REPLICABILITY ... ... ... ... ... ...

QUALITY LESS
DEPENDENT ON
PERCEPTIONS/ ... ... ... ...

• SKILLS OF ONE
PERSON

LESS OBSERVER/
INTERVIEWER ... ... ... ...
BIAS

• EASE OF ANALYSIS ... ... ... ...

MOST CONVINCING
TO DECISION- ... * * * *
MAKERS

•

•

•

-------------- -- ---
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TABLE III

DECISION TREE FOR RESEARCH TECHNIQUES IN APPLIED PROGRAM DEVELOPMENT

VARIABLES OF INTEREST, AVAILABLE BACKGROUND INFORMATION,

TIME CONSTRAINTS, FINANCIAL RESOURCES.

TECHNIQUES PRESENTED IN ORDER OF APPLICATION

IF BACKGROUND INFORMA- TIME CONSTRAINTS ARE MINIMAL TIME CONSTRAINTS ARE RESTRICTIVE
MATION OF KNOWLEDGE IS:

FINANCES GENEROUS FINANCES LIMITED FINANCES GENEROUS FINANCES LIMITED

EXCELLENT Some observations

A few key Interviews

Focus groups Focus groups Focus 'groups Fewer groups focus

PASSABLE Observations Observations Brief observations

Key interviews Fewer key inter- As few key interviews
views

Focus groups Focus groups Focus groups Focus 'groups
survey

NON-EXISTENT Extensive observa- Observations Observations Brief observa-
tions tions tions

Many key inter- Many key inter- Key interviews A Few key
views views interviews

Focus groups Focus groups Focus groups Focus groups

Survey
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RESOURCE NEEDS:

COSTS:

•

•

•

OBSERVATION

o Salary/per diem of
observer(a)

o Tranaportation

o Materials

IN-DEPTH INTERVIEWS

o Salary/ per diem of
interviewer(s)

o Transportation

o Materials

FOCUS GROUPS

o Salary/per diem of
facilitator(s)

. 0 Transportation

o Materials

.SURVEYS

o Sampling frame
(Salary/ Per diem)

o Interview format
(Salary/ per diem)

o Interviewers salary and
per diem

o Transportation

o Reproduction of

o Data Analysis
(Salaries/ per diem of data
processing facilities or
personnel with pencil time)

o Materials

• TIME:

Extensive-the more
time, the better.

In Honduras-3 people/
7 months

•

• TRAINING:

OBSERVATION

Usually one-two inter
views per day per
interviewer.

In Honrluras-combined
with the observation

IN-DEPTH INTERVIEWS

One focus group
per day. Ideally
until no new information
is uncovered.

In Honduras-tWo
facilitators/five
focus groups in five
sites. One week of
research/ one week of
analysis.

FOCUS GROUPS

Dependent on length of
of questionnaire and
geography and spacing
between houses in the area
of the survey.

In Honduras-two interviewers/
155 women

SURVEY

•
In Honduras-three day
initial training and
on-goin~ training
throughout the seven
months.

In Honduras-three
days.

In Honduras-one day. In Honduras-one day with
experienced people and
a ahort questionnaire.

•
To a certain extent, the success of all qualitative research depends on the
personality of the observer/facilitator. Those selected must have rapport and
insight. Training consists of teaching them a standardized framework and form
on which to record their observations and insights.

Success of qusntitative
research is less dependent
on the interviewer's
personality. Interviewer
bias increases with the
length of the questionnaire.
The shorter the interview, the
the less training needed.

The length of training in all research techniques also depends on the experience of the interviewer/facilitator.

•

•
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MASS MEDIA & HEALTH PRACTICES·
PROJECT IMPLEMENTATION

FIELD NOTES
RADIO:

The Doily Reminder

In a small adobe house perched on the side of a mountain, a
young Honduran woman wearily turns on the radio as she lights
the morning fire. She's been up all night with her youngest
child who has diarrhea. She's very worried about him because
his eyes look sunken and he won't eat. "Listen," she says to her
husband. "Dr. Salustiano on the radio says that Tito has
dehydration caused by his diarrhea and he needs he Ip
immediately at the health center. Let's go right away."

In a dirt compound in rural Gambia, a group of mothers .sit
around the chief's radio. Most of them have a colorful flyer
which has pictures showing how to mix sugar and salt with
water to make a new "diet for dryness." The woman on the
radio is explaining what the pictures mean. "I understand how
to make mix it!" one mother comments. "And I'm going to
practice so that when they bring the lottery to our village I'll
win one of the prizes they're going to give."

The Gambia and Honduras, two very different cultures and settings, were the sites
of a recent mass media pilot project which uses radio to change health behaviors.
Funded by AID's Offices of Health and Education of the Bureau for Science and
Technology, the project was designed to apply a communications methodology to a major
health problem in two countries, one in Africa and one in Latin America.

The health problem selected was acute infant diarrhea, with the focus on oral
rehydration therapy. Dehydration resulting from diarrhea is the principal cause of infant
mortality in most developing countries, killing three to six million children under five
years of age annually. In the past, dehydrated children have had to be treated at the
hospital with intravenous therapy, a method which requires trained medical personnel and
a sterile environment. It is an expensive treatment for most developing countries' health
budgets and a lu~ury unavailable to most rural families. Oral rehydration therapy (ORT),
a recent scientific breakthrough, permits children to be rehydrated in the home by
drinking a solution made of salt and sugar to which bicarbonate and potassium are
sometimes added. The solution can be prepared with prepacked ORT salts or made with
sugar and salt found in the home. The proportions of sugar and salt are critical, however,
since too much sodium can cause hypernatraemia.

v\Q
\
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One of the pilot project's goals was to evaluate .the impact of a mass media
campaign using a systematic methodology on a diarrheal disease control program, in
particular the promotion 'of ORT. The Academy for Educational Development was
contracted to implement the project; Stanford University was contracted to evaluate the
impact. The methodology used in the implementation was a social marketing strategy
emphasizing formative evaluation including preprogram developmental investigation,
pretesting of materials, and systematic tracking of campaign elements. It emphasized an
integrated media approach combining radio, graphics, and face-to-face support through
health workers and opinion leaders to change health behaviors. It also borrowed from the
field of behavioral psychology using behavioral analysis to identify and define key
behavior changes.

Initial Stanford evaluation results indicate that the impact of the methodology is
substantial. In Honduras 93 percent of the target audience knew about ORT, 48 percent.
had used it in their homes, and 95 percent of these were mixing and administering it
correctly after only one year of the project. In The Gambia 66 percent knew about ORT,
47 percent had used it, and of those over 90 percent were mixing it correctly after only
eight months.

PROJECT SIMILARITIES

In spite of the cultural differences, the two sites shared many similarities. Both
projects worked within the Ministry of Health, implementing the campaigns with Ministry
staff and resources. Both promoted ORS and feeding during diarrhea episodes as the
proper treatment of infant diarrhea. Both used community volunteers in rural villages to
distribute materials and to reinforce key messages. Most important Iy, they shared the
same methodology. Preprogram developmental investigation helped to make decisions
about scheduling of radio materials, formats, sources of information, and vocabulary.
The radio materials in both sites were changed according to the results of pretesting.

In both countries radio had the critical role of making mid-term corrections
responding in a timely way to questions rural mothers had or mistakes they were
making. In Honduras, for example, the third phase formative evaluation indicated that
many mothers thought that ORS should only be used for "light" cases of diarrhea. A
creative radio spot taught mothers that ORS should always be used because all types of
diarrhea can cause dehydration. The spot was broadcast on several stations over the next
four months and the next formative evaluation indicated that knowledge of this critical
message had risen from 30 percent to 87 percent.

The use of radio CI"ld design of materials also had some similarities. Both sites
emphasized radio to reach rural women in their home rather than bringing women
together for organized listening groups. Both used the radio to promote the new product
as well as to teach key messages, such as signs of dehydration. Both sites used a radio
signature tune throughout the campaign to give the radio materials continuity, and both
developed attractive songs promoting campaign messages.

PROJECT DIFFERENCES

There were, of course, many differences in the two sites which affected campaign
strategy and message design.

One of the most important differences was the actual "product," the form of oral
rehydration therapy to be promoted. The Honduras Ministry of Health had decided to
promote the use of locally produced ORS packets called L1TROSOL. Major project

• - 2 - \?\
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emphases, therefore, were to distribute enough packets to the rural target audience to
have an impaCt, to promote the distribution points, and to teach, through radio, correct
mixi"ng and administration of those packets. The Gambian Ministry of Health decided to
promote a home-made sugar/salt solution using a local soft drink bottle and bottle caps
to standardize the critical water/sugar/salt measurements. The Gambia project,
therefore, used the radio to teach the complicated mixing of this formula.

There were other cultural differences as well. Honduras has one language, while
The Gambia has over twelve, thus requiring the production of radio materials in at least
three languages. Honduras is Catho Iic, while The Gambia is largely Muslim. In Honduras
rural people live largely in remote, isolated homes and women frequently listen to the
radio alone. In The Gambia rural people live clustered in compounds and typically listen
to the radio in small groups. The percentage of rural people who have radios in the two
countries is about the same; however, in Honduras women have almost free access to the
radio while in The Gambia men have greater influence on what programs are listened
to. Honduras has over 200 commercial stations and a relatively sophisticated broadcast
environment, while The Gambia has only one radio station with national coverage.

I-IONDURAS RADIO MATERIALS

The Honduran radio materials had to compete with commercial materials
broadcast on the same station. The format, therefore, was the 30-to-60 second spot
scheduled primarily at peak target audience listening times--early morning and noon
newscasts. These spots taught key mixing, administration, and feeding messages and
emphasized what L1TROSOL was for and where to get it.

The source of information or spokesperson(s) for the radio materials was an
important consideration. Initial radio materials tested two sources of information--a
midwife who used traditional beliefs and vocabulary to explain dehydration, and a
fictional physician, Dr. Salustiano, who gave stature and seriousness to the campaign.
Early program monitoring indicated that rural women overwhelmingly preferred the
physician. The rest of the radio materials, therefore, featured Dr. Salustiano to explain
and give credibi lity to technical messages.

A number of innovative formats were used to compete with the attractive
commercial materials. Various formats were tested to evaluate their impact. One used
rural mothers' testimonials with L1TROSOL. Other formats included newscasts, radio
dramas, and a question-and-answer spot between Dr. Salustiano and a real mother.
Slogans were found to be particular Iy effective; one slogan became a jingle and was put
to the catchy rhythm of a popular merengue song.

Traditional beliefs also were used as a basis for attracting attention and involving
the target audience. One spot was derived from a local belief that everyone carries
worms in a sack located in their stomach. These worms thrive and multiply on dirt found
in food and water. If there are too many worms in the sack, they begin moving about the
body causi ng, among other th ings, diarrhea. The spot's message: Keep the worms in
their sack by giving your child "clean" food-boil your water and reheat infant foods.

DESCRIPTION OF THE GAMBIAN MATERIALS

The radio materials used in The Gambia were adapted to the local culture and
programming of the radio station. The format was generally a five- to fifteen-minute
program which adapted a popular agriculture program style. Again, the materials were
broadcast at times of highest target audience listenership, in this case in the morning
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after local obituaries and in the evening. when chores are completed. Radio focused on
teaching rural women to interpret a p ctorial flyer which explained how to mix the
sugar/salt solution. Widespread attention was attracted through a women's "Happy Baby"
lottery for which the flyer served as the lottery "ticket." - Some 200,000 flyers were
distributed throughout the country. Health worker teams randomly selected villages to
participate in the lottery. These visits were then promoted through radio. Women with
flyers in hand were. eligible to participate in sugar/salt mixing competitions. Women able
to mix the solution correctly received simple prizes and became qualified to win a radio
through a nationally publicized drawing. Radio was the catalyst for a large-scale popular
mobilization around the key health behavior being taught--correct mixing of home-made
sugar / sa It so lution.

The source of information was also an important consideration in The Gambia.
The Muslim re Iigion stresses clean Ii ness. Therefore, a muslem leader was identified as
an appropriate spokesperson for diarrhea prevention messages about cleanliness in the
home•. ORT messages used various sources including well-known and respected. Radio
Gambia staff, testimonials of rural women, and two newly created personalities, Miriam
and Fatu, who used rural vocabulary to explain the concept of dehydration and the mixing
of the sugar /sa It so lution. .

Again radio materials were designed based on local traditions. One traditional
belief uncovered in the early investigation in which rural women compared the child with
dehydration to a plant during a drought led to the promotion of the concept of "dryness"
and a new "diet for dryness." A rhythmic song which taught how to mix the sugar/salt
solution was created by a well-known griot (story teller) incorporating traditional
instruments.

LESSONS LEARI'ED

Several conclusions can be made about using radio to change health behaviors
based on this pilot project. First and most importantly, radio can teach rural people
health messages and motivate them to change their behavior outside of a formal listening
group setting. It is most effective, however, when it is integrated with graphic and face
to-face communication. In order to be effective, radio materials must be:

I. SCHEDULED based on target audience listening habits.

2. FOCUSED on only a few messages during one broadcast phase.

4. EXPLICIT in what the target audience is expected to do.

•

•

•

3.

5.

6.

LIMITED in the number of messages•. A radio spot should have only one
message; a radio program one message every few minutes.

INTERNALLY REPETITIOUS of the principle message. Even a 30-second
radio spot should repeat the message twice.

AUDIENCE DEFINED AND DRIVEN - Materials should be designed based on
preprogram developmental investigation and changes should be made based
on the results of the pretesting and midcourse tracking. The target audience
also can be incorporated in the design and production of the materials.

7. MONITORED to insure that the materials are broadcast at the scheduled
times. Radio stations in most countries do not expect government or other
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8.

service organizations to monitor the broadcast of their radio materials. This
means developing new relationships between the radio station personnel and
these institutions, and convincing the station pefsonnel of the importance of
targeted schedu ling.

CREATIVE - To be creative means taking risks and making mistakes. In
traditional bureaucracies risk taking is generally punished. Creativity and
innovation are critical to the development of good radio materials and were
an important element in both sites. Incentives for risk taking within
communications programs are therefore essential. One entry point for
innovation is the area of traditional beliefs, such as the use of the griot in
The Gambia or the worm tradition in Honduras. Any project using radio
effectively must allow time for the design and production of creative
materials and deve lop ways to reward the risktaker.
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