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REPORT SLMMaRY

I. SLMMARY DESCRIFTION OF THE SCOPE OF WORH (including changes made tc
initial S0

The consultant will <13 maonitor ORT programsz in Borno, Gongola, and
Sckoto states, (Z2) assict UNICEF/Nigeria and Federal Ministry» of Heal th
staff with planning and preparaticon of materials for the national ORT
planning workeheop, (3) acsist UNICEF/Nigeria and the Federal Ministry of
Heal th with develapment of budget estimates for Nigeria‘s ORT pramction
campaign, and (4) collabaorate with ORT zonal ccordirnators and WHO
consultante in developing an dppropriate decign for supervisian,
monitoring, and evaluation of the developing ORT programs,

II. PURFOSE OF THE PROJECT

Assicet AID/Lagos and UNICEF-Nigeria in ORT efforte with Child Surviwel
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IT1., METHODOLOGY

(12 Vieite ta ORT unite in Maiduguri (1), Yala ¢1), Sckotc (2), and
Lagos (1), with testing of varicue forms of datz—gathering instruments
for monitoring vieite.

(2 Collaborating with UNICEF and Federa) Ministry of Health staf+f,
worked on background material for discuzzions to be held during the
naticnal planning workshop on OFT, especially in the areasz of
organization, management, and budasting,

13 At the requeszt of the Director cf Flanning, Federal Minictrv of
Hezlth, and UNICEF stafs, expanded budget projections developed
imitially for guidance cf state health personnel to cover all cectors
for the entire naticonal campaign (& thres-year perioady,

(4) Discucscsed findings in exicting programs and needs, purpcses, and
methcodelogy for on-going supervizion, manitoring, and evaluation with
URT zomaxl coordinators, Federal Minietry of Health and UNICEF ctafq
working on ORT promotion, WHCO consultantz to the OrRT promcticon effart,
and UNICEF comnsultants working on manitoring and evaluation of the EF]
and water and sanitation projecte.

IV, SUMMARY OF QESERUVATIONS AND FINDIMGS

» &dapted for Nigeria has been
und, is appropriate and applicable
svetem, has the enthuziastic cupport
hown ite ability to win rapid and
r in every ctzte of ths

(12 An ORT methodolagy specifical
developed which e scientifically =
throughout the MNigerian health care
af leading pediatricians, and ha:z s

Federation.

€23 There e a2lmost a tendency fer employment of trnis method to Beceome
& self-propagating popular movement within the health care svztem. This
leadse inevitably to zome inaccuracy and imadequacy in the wey the method
iz being applied in exizting facilities, 2z use cf the method iz cut-
stripping present capabilitiez far supervizion and in-zervice traiming
of health ztaff., Staff in mozt of the rmew ORT unitz need further
treining, especially in the areas of climical azzeczment of dehvdraticn
and appropriate manitoring of patientsz Juring rehs>dration,

b



However, even where the needs far improvemsnt in application of the
method are grestest, ite use is probably resulting in better overal)
care of children with diarrhea,

(3) Primary recponcibility for funding and administration of health
care programs in Nigeria lies with the ctate governments,  Oral
refvdration therapy ie attractive to ctats health administratore,
because of itz proven poterntizl far producing better care st much lower
cost. However, many statee lack ctaff with the needed skille in public
health program planning and program-based budgeting to develop effectine
ORT implementation programe at ctate level.,

(4) So far, no specific plans have been mads for impact evaluation of
the ORT promotion campaign in Nigeria.

Vo MAIN CONCLUSIONS

1) There ic potential for wery rapid implementation oF aral
rehydraticon therapy in Nigeria, with the poscibility of nationwide
coveraoe within three yeare.

(2) There is urgent reed for a supervision and monitoring me thodol agy
appropriate to thic unique situatian,

(3) There is immediate need for appropriate ascictance to ctate health
care administrations in program design and budgeting for ORT at the
cstate level.,

€4) Therc ic urgent need for collection of baceline data for impact
evaluation.

VI, FEIMARY RECOMMENDATIONS

€1 The continued very rapid expansion in the use of cral rehvdraticon
therapy in Nigerian heslth care facilities should be actively encouraged
and promcted,

“Z) Appropriate ascistance with plarning and budgeting for OFT
promotion &t the state level should be made available to state heszlth
care adminicstrators as rapidly ac pocesible, in order toc cecure
appropriate ztate-level support of the program.

(2) Naticnal level cztaff for monitoring and supervicion of CRT
activitiee should be expanded under the leadership of the precsent zonal
ccordinators, and ctate lewel cadree of manitoring/supervicory stafd
should be trained for each ctate,

(4) Linked monitoring/supervicion and in-service training modules
should be used to make every supervisory visit & specific step toward
improvement of ORT cervices.

(32 Frocesz evalustion chould be closel> linked to program
implementation, for immediate feed-back tc Quide planning and
administration of program activities,

(&> Joint euvaluation research chculd be planned for impact aszeze
cf the EFI, water and sanitation, and ORT programs in Nigeria, with
initial data collection ta Begin as scon as poscible,

(7) Federal/internaticonsl assictarnce should be directed primarils to
gsupport of training activities, development and production of ftraining
materiale, consultatian on program design for state hezlth
adminiztrations, supervizion and manitoring, and evaluation rezearch.,

(8 Mo separzte ztructurez for ORT promoticn in MNigeria should be
maintained for mare than thre 2t after two vears of a&nm ointenzive
ORT promotion campasign at all lewe £y integration of both the heslth
services and the public education aspecte of the program should be
completely ircorporzted into the routine operzticon of the health
services by the end of the third wvear.

"m

—+

1
>4
hd
ul
¢ —


http:super.vi

ORAL REHYDR&TION THERAPY IN NIGERI#A

I. THE BAZSIC DESIGN

Oral rehydration therapy hac been in uce in Nigeria by concerned and
well=-informed pediatricians and primary care professionals for many
years. However, employment and teaching of the method has been very
patchy and irregular over the country as a whole. Wider use and
teaching of the method has nat only been hampered by lack of acceptance
by older profecsionals, clinging to lese appropriate but more familiar
methods of primary treatment. 1t has alsc beern hampered by the lack of
agreement amony enthusiastic advocatec for the method as to what conzti-
tutes an appropriate sclution for oral rehydration therapy of Nigerian
children. There was a fairly resady consensus among experienced practi-
tioners that pre-packaged oral rehydration calte should be confined to
health care facilities, and that mocthers should be taught home use of &
sugar-salt zolution, cince thiec ic the only kKind of sclution for which
the materiale could be expected to be constantly available in the rural
areas. However, dicscucscsions of how te promote the use of OFT tended to
break down into unrecolved squabbles over what the bect formula for &
home-bacsed colution was,

In January of 1985, UNICEF/Nigeria sporcored a meeting of leadirg
pediatricians from three Nigerian medica) ccolleges (Lagos, Ibadan,
Enugu? for the éxpress purpoce of tryving to dgree on an appropriate
home~based formula based on uniform measures that would be applicable
throughout Nigeria., The outcome of thic meeting was the adoption of a
formula ucing, acs measuring devicee, & 3-ml plastic teaspoon found in
markete throughout the Country, and & beer bottle or minera! bottle,
aleo widely available,even in rural areas. (See Appendix A.) The
report of that working group wae able to win the support &and thus unify
the efforte of interested profescsiconals, A multiplicity of competing
methode and fragmentation of efforte have been superceded by & etrong
consensus in support of a cound and practical design appropriste for use
throughout Nigeria., Thic design incorparates the following important
features:

(1) Use of pre-packaged ORS, using the WHO citrate (rather than
bicarbonate) formula for ora) rehydration therapy of children in health
care facilities.

(Z2) Home uese of oral rehydration with & scmewhat lecs concentrated
solution of sugar and salt, which are available throughout the countrw,

(3) By explanation and demonztration, teaching thie cimple, ctandarg-
ized method for early, active home trestment of diarrhea to a11 the
motherz (or cther Care-qiversz) bringing children to the heaith care
facilitiee for treatment of diarrhesa.

(4) Reservation of intraverous rehwdraton tor severely dehs»drsted
children.
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(3) No use of anti-diarrheal medications, and no medications at &l
for children with diarrhea except ac prescribed for specific diceace
indications,

Thie sound and practical basic design decerves the most energztic
and concentrated effort possible to implement its application throughout
the country at every level of health care delivery, from the universzity
teaching hospitals down to, and especially including, the homez inm ruras)
villages.

IT. IMPLEMENTATION STATUS

Three leading pediatricians, from the university teaching hospitale
in Lagos, Enugu, and Zaria, have been recruited to serve acs zonal
consultants , providing strong lcadership for Nigeria’s ORT promction
campaign. Urder their guidance, with accicstance from UNICEF/Nigeria and
the Federal Minictry of Health, zonal demcnstration unite for ORT hawve
beer establiched in Lagos, Enugu, Yola, and Sokoto. Thece unite have
been set up as specialized outpatient units for oral rehydraticon therapy
cf children with acute diarrhea. Children are not admitted ac inpa-
tiente in these urite, and no parenteral fluids are adminicstered in
them. Cases requiring hospitalization or parenteral fluid treatment are
admitted to inpatient wards., Initial set-up of thesze unite hae besn
based on & relatively brief and simplified period of training for the
designated staff by the zonal consultants ,

Fresentations by the zornal consultants have worn enthucsiacstic
support of the method by nurcsing staff and health care adminictratore
everywhere, and by most cf the phyeicians to whom the method has beern
presented, Promoticon of the metheod is being supported and actively
advocated by both the Pediatrice decociation of Nigeria and the Nztional
Asscciation of Nigerian Nurses and Midwives. Fediatric nurces from
every state have attended a ocne-day workehop in & zonal center to learn
the bacice of ORT unit operation, and &t least ons unit hae been ctarted
in each state. These rew outpatient oral rehydration programse have
areatly reduced the rieed for IV fluide and the frequency of hospitaliz
tion for pediatric diarrheas in the hoepitale with which they are assco-
ciated. Hezalth profescsionale associated with the new ORT units have
become crucadere for the method, and additional unite have SprUnNG Up in
many places without further stimulue or quidsnce from the nationxl
level, Enthusiasm for the method and eagerness for ite immediate imple-
mentation have far cutctripped the exieting capacity far organization,
training, moritering, and supervicion of the new servicecs.

-

Thigs situation ie az full of problems &z it is of promiss, anmd has
led esome professicnale to questicon whether the mushrooming expansion of
use of the method ought not to be rectrained in fome wav, Howewsr, even
the poorecst of the mew QFT praograme probably reprecente an improvement
over previcoue standarde of care for diarrhex irn children. and thes pre-
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sent impetus for rapid widespread adoption of the method ie an ascet
which the ORT promction effort can ill sfford te lose., In fact,
encouragement of this trend, combined with a strong effort to meet the
challenges it raicec, could be the Kev to succecss in the erormous taske
ahead: the tack of converting Nigeria’s entire heslth care syctem tc
the use of appropriate oral fluide ac the primary treatment of choice
for acute diarrheas, and the task ot establiching early use of appro-
priate oral fluide at home ac the accepted firet recpornse to diarrhea,

IIl. PROBLEMS TO BE ADDRESSED

A number of proklems have been identified which are in urgent need
of attention. These include problems in the areas of quality of clini-
cal care, training of health protescsicnale, public education, develop-
ment of teaching materials, monitoring and supervision, organization,
management, and budgeting, and evaluation.

A. QUALITY OF CLINICAL CARE

Climical ascecement of the severity of dehydration can be & prablem
even for experienced doctors and nursec, especially in places where
siane of dehydration may be macked by Kwashicrkor or mimicked by mar se-—
mus. Sc it is not surprising to find that this ic an ares in which the
statf of exicting CRT unite tends to be weak, An estimate of the cever-
ity of dehvdraticon ie not always recorded, and an =stimate of the veolume
of rehydration fluid needed even lece trequently co. Timees cf admiccion
to the ORT units are not gernerally being recorded, and volume:z of OFS
given tend tc be recorded erratically. Thue, 1t would ke difficult tao
determine whether & child s making catisfactory progress in rehydraticn
on the basis of hic precent condition and any exicting recorde. Mcrni-
toring of clinica)l progress ic generally not being done in any
svetematic way., Thie constitutes lece cf & problem where ctaff are
hiighiy skilled ang con=zcienticues, because thev will watch the cickest
children closely and have a reascnably good sencse of whether progresz e
satisfactory. However, lack of evctematic monitoring of patient cond: -
tion and lack of clear criteria for discharge certainly contribute to
the precent situation, where some children are held in the ORT unite far
longer tharn they need ta be, and ctherse are dicscharged while <til]
significantly dehydrated,

The phyeical signe of dehydration cannot be dicstinguicshed until &
child is already zignificantly dehrdrated, and are likely tc be con-
founded by nutritional etatue in Wigerian children. The one eazily
distinguizhable sign of complete hwdration, i.e., adequate urine cutput,
ie not being used routinely in clinica aszecsmente on the ORT unitsz,
Uze cf frequent urination as an indicator ct full hydration would give
an end-pcint to aim for which provides & much greater margin .cof szfet .
for the child with diarrhea than Jugt the dicappearance of physical
zigns of dehwdration. Furthermore, it could be taught to mothers

2% the
bezt sign of cafety for the child with diarrhea, with the reascnable
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expectation that they would be able to uce it etfectively at home, This

can scarcely be caid of teaching them to detect early clinical sign:z of
dehydration.

No stendard format for clinical record-Keeping hacs yet beer
adopted. & reasonably compliete individual record form proposed by Dr,
T. Okeahialem has been in use in come of the new unite. <(See Appendix
B.) Others have tried to eliminate the need for individual patient
record forme by recording the eccential infarmation on each patient in
tabular form in & patient register. Nurses that have used the indivi=-
dual record form tend to feel that it contributec tce the quality of care
by helping them to Keep better track of patients’ condition. However,
if & caticefactory regicster format could be deviced, it could eliminate
dependence nf adequate clinical care on separate forms for patient
records. With the high cost of paper producte and printing in MNigeria,
thie could ke an important factor in making proper uce of the method
more consistently accescsible in primary care tacilities with meager
rescurces., Even if it is decided to recommend the use of individus!
patient record forme as an aid toward maintaining high standards of
care, it would be wise to provide an approved regizster format for
patient records to be used in cace of delay or tailure of the supply of
individusl record forms.

r
a

The echeme of adminictration of ORS which i< being recommended for
trestment of dehydration calle for administration of the ecstimated vol-
ume required within the firet 4-& hours, tocgether with continued brezst-
feeding in breszt—fed babicz, In children who are no longer breazst-fed,
it i recommended that 100-200 m) cf plain water be civen after the
initial volume of URS, before continuing with further adminicstraticn of
ORS. (See mppendix C, p. 14.) While ctaff of mocet uriite do encourage
continued breast feeding, they are rot giving the extra free water
recommerded for children whc are not betrng breast-fed. &lthough the
risks of hvpernatremia or cver-hydration are admittedly small, the
addition of free water to the QRS regimen &< recommended would probakbly
represent & better sztandard of clinical care.

The routing of children with scute diarrheas to an OFT umit with &
minimum of delay ic most .mportamt if ite potential for reducing morbi-
dity and mortality ie to be realized. Irn many places thie will mearn
that children brought into the unit have not et been asdequately
screened for dicease problems requiring specific therapy in addition tec
rehydraticon, In some of the existing unite, all children are seen b a
phyeician before diccharge., In cthere, diagnosic and treatment cof zuch
problems depends on referral by the ORT unit ctaff., aAe use of the
methcod expands bevond the teachirng centere, it will kbeccme incressingly
important to train all hexlth ctsff who will be carrying out oral rehy-
dration therapy how to screen effectively for patiente who ma» neecd
other specific treatment., Usze of & stardard checkliset &z 2 quide for
such screening might be helpful,

The primary long-term effect tc be hoped for from vizite to an OFT
unit by children with acute diarrhes ic that their mothers will begin to
give early appropriate trestment for disrrhes =zt home, using methaods
learned in the ORT unmit, Most of the existing units are doing &
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reasonably good job of teaching preparation of the recommended csugar -
-calt colution by explanation and demonstration, often having the
mathers participate in actual preparaticn of the solutionse., @A techrnical
problem which arices in thece demonstraticne ic that the aranulated
sugar gets damp and sticky during wet weather and becomes very difficult
to meacsure properly, It will be important to teach 11 ctaff trained to
teach this method te keep sugar supplies in small batches, sealed in
rFlacstic baags or airtight jare to Keep cut moisture.

Proper preparation of an appropriate hydration sclution is the moszt
important element in good home management of diarrhea, and that ic being
taught fairly well. Howewver, there are important questions about care
cf the child with diarrhea which are not being addrecssed effectively in
the teaching done in the ORT unite: How much fluid should be cgivern, and
for how long chould it be continued? How will the mother Krow when &
child with diarrhea needs to brought to & health care facilityr? What if
the child ie vamiting® How should the child with diarrhea be fed?

If there are problems teaching health profecsionale to judce dicap-
pearance of the clinical signe of dehydraticn, teaching village mcotheres
to do it will be ever more difficult. An acceptable alternative quide-
line for the amount of fluid to give, which can be eacsily taught and
more reliably applied by mothers at home, is that the child should Le
given encugh fluid to make him pass urine every 3-4 houre during the day
for ac long as he has diarrhes. Mothere can be taught that slertnece
&nd frequent urination are cigne of cafety for the child with diarrhea,
while excezzive drowsineze or weakness, infrequent urination, faintain,
confusicon, or convulsicne are danger sians that mean the child chould be
brought to & health care facility immediately. They chould alsc know
that the child whose diarrhea isc accompanied by rach, fever, blood ar
much mucus in the steool, or whose diarrhea lacte longer than five dare,
needs to be brought to a hezlth care facility to be examined.

Because of the tendency to withhold a1l foods and fluide after &
child vomite, every teaching seccion needs to point out specifically
that giving of fluid should be resumed after only & few minutec wa it
after vomiting. The need to continue feeding the child with diarrhea iz
being mentioned in the teaching of mothers, but could pertaps receive
mcre emphasic and be reinforced by the suggection that the child with
diarrhea should be given soft, bland foods (such ac pap, milk, porridge,
bread, bicscuite, ripe bananacs, or pounded »am’) ewvery 2z-3 houre, and
should be encouraged to eat all Kinde of focds ss ccom ac he hac the
appetite for them.,

The primary immediate rffect tc be hoped for from the uce of cral
refiydration therapy in health care facilities ic better care and |ower
mertality in children with diarrhea. Since wirtuxlly all diarrhes
dezthe are due to dehydration, & careful lock chould be taken &+ mhat i<
happening tco the more ceverly dehvdrated children whe are krought for
Care, In mozt of th: exiczting ORT unitz, only relatively mild cazez of
dehydration are treated inm the unit, More zewere cacec tend to be
admitted for inpatient treatment with IV fluids., Mzany professional s
etill lock at ORT as inadequate treatment for moderately severe dehw
drztion,



In October, 1985, in Macsey Street Children’s Hoepital in Lagosg,
where the first of the new ORT unite was ectabliched, active adminiz-—
tration of ORS and teaching of mothers was going on in the outpatient
ORT unit for children with diarrhea but no dehydration, or with mild
dehydration., Upstairs in the ward, an extremely dehydrated child Was
found lying moticnlese on & cot, ctill able to focuc hie ey¥es on
passers-by, but growing weaker by the minute. He was attended cnly by
hies mother, who leared her head against the cot with & locok of decpair,
waiting for womeone to come and start the IV fluid that hurg ready at
the head of the cat. The ward ctaff appeared to feel that everything
possible had been done until someone came tc start the IV. The one
child at the hospital in most critical need of the ORS waen’t getting
any., The child appeared to be still alert enough to take oral fluidsz,
and there were plenty of ORE, cups, &and spoonc juest down one flight of
stairs. With & cup of ORS, & spcon, and & Jittle quidarice, that mother
could almost certainly have Kept the child from becoming maribund while
waiting for IV fluide, He would obwviocucsly have been much better of4
dowricetaire in the ORT unit, and it lcoked very much like the decicion to
admit kim might turn out to be hic death senternce.

Thie kind of tragedy continuec to cccur for nc better reaccn than
that ORT has been tagged as an outpatient procedure, and inpatient ward
etaff have not beern trained for it or inctructed to uce it. It iz moet
urg:nt to correct thics situation. Wherever it existe, we are selecting
the children most 1ikely to die of dehvdration and denying them the mocst
Cimmediztely available effective treatment for it.

The staff of every pediatric ward should be trained tc give OFT and
should have readr access to the nececsary materialc. Every child
admitted for IV fluid therapy who can =till ewallow chould be givern CORT
continucu=sly while waiting for his drip to be started. In order to =top
the needlecse waste of childrencs livee in our health care failitiee, we
need tc campaign vigorously for appropriate use of ORT in inpatient
wards ac well as outpatient unite.

B. TRAINING OF HEALTH PROFESSIONALS

Evern though physiciens will naot rormally be adminicstering ORT i
person, it ic of the highezt importance that they be trairmed im its
proper use. In the clinical setting, they are the arbiters cf thera-
peutic standardz. They establicsh standing orderes, and whern choice of
therapy is in doubt, they are called on tc make the decicsiaone. In
general, phr»ziciane tend to be therapesutically concervative, relxtng on
treditional methode of treatment until both the weight of the euvidence
and the publicshed cpinione of recognized experte are cverwhelmingl» in
favor of newer, improved methode. 1t can certainly be said that thece
criteria have beer met for the uze of DRT 2c the primary trestment faor
diarrhezl diceaze in childrern., Howewer, physicianz in Nigeria tend to
have such hezvy work lozds and such limited sccezz to recent medios]
literature thet many of them have not vet been effectively exposed to
that information., The ectablishment cof demencstrstion urnitz to shao the
effectivenecse of the method and prezentztionz by leading pediatricianc



from Nigerian medical colleges have been able to win the support of
yaunger phyziciane and better-informed phiveicians, Those most likely tc
remain unconvinced seem to be older phyzicians trained outcide Migeria
who have not had any refrecher cources or advanced training in ceveral
vears., These same phrsicianc are often in very senicr peositions, and
have conciderable influence over public expectations regarding treatment
as well as over standards of practice in the local clinica)l facilitiex,

The full ccoperation and support of the entire medical community i<
needed. Therefore, every effort chould be made to deliver the most con-
vincing, highly profescional, well-documented precentaticn poecsible to
every physician in the courntry., The presentations should alware be made
bty senior phyeiciane and, incofar as possible, chould inveolue pediatri-
cians from the university teaching hospitals., Because the phreicians

most in reed of the training are probably the least likely to attend
regicnal seminars on ORT, & physiciane’ seminar neede to be held in
every hoepital that offercs primary care for children. Thece chould nct

be combined with semirare for nursing staff, becauce a physician is much
more likely to accept a challenge to his opinion in the corntext cf pro-—
fessional debate in & meeting with other phycsiciane., 14 challenged in
front of hie nursing ctaff, he ic likely to be resentful, tc feel hicg
authority is being undermined, and to be far lecc receptive to new
ideas,

The precentation for physiciane neede to include the moet clear,
concise, and convincing publiched research data, and statements by the
moet widely recogrized experte on the treatment of diarrheal diceasesz,
Since accese to current medical literature ie very limited in mozt of
Migeria, actual copiec cf Key publicatione rneed tc be provided, Fubli-
catione chosen nsed tc include Frestigious, internpationally recognized
profescsional journale, @Authors chocen cshould include zVder leaderz inm
the field whose names are more likely teo be recognized by older profec-
csionale, The annctated Biblicgrapny on oral rehydration therapy
published by PAHO in 1983 (PAHO Scienmtific Fublication No. 445 i< an
excellent recsocurce, Copiec have beern provided far the zonal coordinea-
tore, and for UNICEF arnd Federal Ministry of Health ctaff connected with
the CORT promction etfcort. It would be very decirable to provide & copy
cf thic reference to every phreician in Nigeria who treats or SUpervices
treatment of cick children. Twelue articlec from the recent medical
literature are cuggested as examples of materiale appropriate for uze in
Fpresenting the methcd teo physicianc. (See Appendix D.) & copy of each
of theze has been left with UNICEF‘e OFRT Promotion Officer,

The UNICEF/FMQH QRT promaticn team has developed a cre-g-y workehaop
tormat for "bacic training" in the use ORT and the teaching of mother s,
Thie i proving & very worvable meane of getting started and spreading
the me=thod rapidly, However , there ic general sareement that thiz iz
not adequate training for the ctadd who will be administering ORT, and
ah appropriste desian for =s=vstemstic upgrading and fur ther treining 12
urgently» needed.

The most practical approzch would ceem to be combinming maoritoring
and zupervicion of ORT activitiez with continued treaining of the ztzf4
in come patterned way, Training modules need to be develoged which wil)
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divide &ll the needed further training into unite appropriate for uce in
& one-day supervicory vicit., Training madules could be linked te moni-
toring and cupervicion in the same areas of concern., For example, one
training/supervisory vicit might make cbservaticns on the Qual ity of
patient caree, followed by a training module on quality of care. anco-
ther might monitor record-keepina and accountability, followed bv &
training module on record-keeping and accountability. 1In this way, zpe-
cific probleme identified during the monitoring could receive appro-
priate emphasic in the training session. This desian would alec permit
medifications recommended on the bacic of experience tc date to ke
introduced in & systematic way.

As individual ORT unite are found to be carrying cut eccential fumnc-
tions satisfactorily, they can be designated as training centerc where
other staff can receive "bacic training" in the method. A1l ctafs
tnvalved in the care of acute illnesses in children could then be
cffered in-cervice training rotaticne through the CRT urnit to aet
"hands-cn" experience in applicstion of the method., Staff of heal th
facilities in the area which are not et ueing ORT could be pozted for
short aszignments to esuch a training center preparatory to starting CORT
services in their own facilitiec.

To carry out the needed upgrading and on-going training for the
repidly expanding rumber of ORT facilities implies & large, well-
—organized and well=-trained bodv of supervicore and trainers., Each
state will need ite ocwn cadre of Supervicory and trzining staff for ORT,
At the cerntra) level, =z plan for trzining the trainers ic needed,

C. PUELIC EDUCATION

Converting the health care swetem te the use of ORT for primary
treatment of diarrhesl dicezze ic the necessary firct step in changing
public understanding and attitudec toward treatment of ciarrhea. The
UNICEF/Nigeria and FMOH (Federal Ministry of Health) ctaff are promoting
plans for early extensicn into the wider commurity through intenzive
community mobilization campaians in every LGH (Local Geawernment Frea,
Health educaticn urnite at the ctate level have hteen growing and up-
grading their functions, and can play & major rcle in putting the OFT
mescage before the public., Ancther major recource for Sspreading uesak)
informztion about OFRT for home uze i< the school syvztem, 1§ a state =
Mirnietry of Education were committed to implementation cf = Joint pro-
agram with ite Minictry of Health, every primary and secondary clacer com
in the state could have instruction in the proper home management of
acute diarrheas, with demonctratian of the proper preparation of the
recommended sugar-~salt sclution. &11 home ecaonomice and health ecience
teachers, and z¢ many cther school-teachere a:z pozzible, should he
trained tc teach the method,

O. DEVELOPMENT OF TEACHING MATERIALS

A omanual fYor health worker:z has bBeen developed which prezentes the
recommended method: for management cf diarrhes brochildren, and will be

-
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an appropriate basic training material and guide to clinical care for
profeccional health workers., (See Appendix C.) A good set of posters
decsigned to carr» the basic ORT mecssage is also in uce, and e in the
process of being revised &and improved., Thece are primarily for uce in
the teaching of mcthers in health facilities, and it has been ncted that
the verba) meccage delivered with them ic naot alwaye accurate or appro-
priate. Provision of & brief written messaQe to be read in conjurnction
with each poster could make precsentations eacier and more accurate for
less experienced health workers., These could alea be tranclated inta
various local languages for more effective precentations, ecpecially in
rural areac where fewer of the women will speak Englich. Uszing the
basic poster set in & flip-chart format far teaching cituatione where it
is not appropriate to post all the pocstere separately has been sug-
cested, asc has using a set of carde or a mini=flip chart format for
emall-group or individusal teaching.

A whole ceries of teaching modulee for continuing educaticon of CORT
unit staff needs toc be developed, preferably in conjunction with moni-
toring and csupervicion modules with which the» would be linked., Thece
materiale may rneed to be adapted f-r use in heal th facilities too smzll
to have a separate ORT unit, or where phryeian referral may ncot be rea-
dily available, For phvsicianz, & separate packet of mzteriale needz teo
be prepared, to include actual copies of carefully celected putl icshed
references. Special materials for the public media, for studente o<
medicine, nurcing, and heal th techncology, for schocl)teachers, and for
schoolchildren alsoc rneed teo Le developed,

Development and producticn of all the rneeded teaching materiale will
be & formidable and expersive undertaking, but one which should receive
the very highest priority., Thic ic one area in vhich additional techrni-
cxl experts may> need to be enQaged, However, teaching materials deve-
lopment chould be carried out in Nigeria, and 1n cloce consultation with
the ORT zonal ccordinstors and the UNICEF/Nigeria and FMOH staff, cc az
to fit with and effectively support the uriique program design being
worked out for Nigeria,

E. MOMITORING aMD SUPERMVISION

It ie quite clear that achieving desirable standardsz of quality in
clinical care and teaching in MNigeria“e rapidly expanding ORT activities
will require an extensive and well=-organized svstem of monitoring and
supervicsion linked tc the nececsary irn-cervice training., Each ctate
wWwill need ite own cadre of supervisory and training staff to monitor andg
guide the develaopment of QRT actiwitiecs in ite health care facilitiesz,
Mt the central lewel, FMOH and UNICEF =tsff zre reeded tc carry out
three crucial functicne:

€12 developing an appropriate decign for manitoring and =u
and assisting individual ztatez te adapt and z2pply that des

Peryision,
e |
vtithin their cwn heazlth Services;

nofor usse

C2) training supervizory ctatf for the states a2 well 2z 4or regiona!
end naticnzl levele; and



10

(3> on=-going monitoring and quidance of key ORT training centere in
each state, and monitoring the expancion of ORT activities at state and
LG~ levels,

The zonal consultants will be excellent leaderse for the needed prc-
gram of monitoring, supervicicon, and in-service training, However, &
much larger cadre of recource persons i< needed to help them during the
period of rapid expansion of ORT activities., It woulc be very good for
each zone to have three energetic and interested young doctore, perhaps
from the National Youth Service Corps, to work full~=time acsisting the
zonal consultant with the work of program advocacy, ztaff training,
monitoring, and supervision,

An urgent need ic for development of eppropriate moritoring inetru-
ments cspecifically designed to meet the needs of this proaram. A com-
prehencive evaluation form for locking at al) aspects of an OFRT unit wac
developed as an aid to the ctudy of existing facilities, (See Appendix
E.> FReporte of vicite to four working ORT unite, using this qgererai
format, are attached (4ppendices F-1)., This type of inetrument could be
used to take a comprehencive look &t a clinical facility’e CORT program,
pertiaps for the purpose of asseczing ite suitability for use as &
teaching center or a clinical recearch cite, However, it ie tco long
to be used in & routine supervicory visit which also needs to allow time
for an in-service training cezsion.

It may be well, for vizite toc rnew ORT facilitiez, tc use & brie<
form to check the eccentiale: praper preparation and cafe uze of rehy-
dration solutions, and acceptable standarde of clinical care and teach-
ing. Then ctaff training done in the came vicit could addrece any weak -
nesses found in the basic essentials of ORT unijt function., A monitoring
form cuch as that shown in Appendix J might be uced. Subsequent vicite
could use monitoring modules designed to look at the various aspecte of
ORT unit operation, and matched with appropriate in-service training
modulez.

It will be very impartant to establich & practical system of record-
—keeping and reporting in each facility. Thie neede urgent atterntion
because of the Federal Minictry of Health’s ctated Folicy of supplying
ORS to state programs biased on documentztion and repeorting of their
dietribution and use. Strict inventory control and cornservation of
resources will be & key facter in the succese cf CORT programs; neither
state, nor federal, nor international agencies will be prepared to beep
the syetem supplied without credible meacurec to limit loss and micap-
proprisation of the rescurces provided. Thic will be & problem for many
uriits, even where no csignificant lose of materiale i< acccurring, becauce
of & general weaknezs in the Keeping of inventory and supply records.

To prevent thie weaknece from crippling the entire program, it will bs
necessary for supervisorz to give regular attention to record=kecping,
and to conduct periodic audite of inventory and supply recorde in oall
facilitiez, Thic procecss can be facilitsted By requiring 211 receipts
and distributions of ORT materiale to be sianed for in & permxnernt
ledzer, which should be available for inzspection in every facilits
offering ORT.




F. ORGANIZATION, MANAGEMENT , AND BUDGETING

In Nigeria, pravicion of direct heal th services is primarily a state
responsibility, with palicy Quidance, assicstance with program design,
and come public health equipment and commodities from the fzderal lewel.
Thus development of effective, sustainable ORT implementation in Nigeria
will depend on development and appropriate suppeort of workable ORT pro-
grame at state level, Unfertunately, most Migerian states are poorly
prepared for public health pragram decign and program-baced budget plan-
ring. However, most statec would be ready to provide some increzeed
funding for public health work if requested for a cpecific program
design supported by credible budget ectimates,

I¥ the FMOH and UNICEF staff could make competent and practical
assictance with program-based budget planning effectively available to
&ll the statee, it would do more to accomplicsh effective ORT promction
in Nigeria than anv other ore messure could do. This could be done by
holding budaet-planning workehope for state ORT program leaders, witn
availability of follow-up consultation as needed to help them develop =
practical support plan tailored to fit, and to be precented with, their
ORT program design. Program planners max need to be helped to zee that
approval of a program design without approval of an appropriate accom-
panying budget for ite cupport ic of very questionable value,

A set of workeheetz for uce in planning state ORT program budgete iz
aoffered in Appendix K. This general format could be adapted to zirue
as a flexible framework for design of budgets taileored to fit the speci-
fic conditione and orogram planse in individual states.

Tentative budget preojections for national expenditurec for ORT hawve
teen developed in consultation with FMOH and UNICEF/Nigeria cstaf+.
Thece are presented in Appendix L. These budget proiectiones are for =
three-year period only, because it is not foreseen that & separate pro-
aram for ORT promotion will be needed on & long-term basic., During the
second year of full operation, supply and cupervicion of ORT activitiesz
shcould begin to be incorporated into the regular functicone of the health
cere svsztem. During the third vear, proper use and teaching of OFT
should be finally integrated intc bath preventive and curative branches
of the health services, and into all pre-service training for health
profescsionale. A suitable cyctem for monitoring, supervicicon, and in-
—service training for ORT activitiee chould be functioning within each
state’s health care sve'em b» the end of the third year of +ul) oper -
tion. Thereafter, no ceparate administrative structure for ORT promc-
tion should be needed.

There are nineteen ctates in Nigeria, plus the Federal Capital
Territory., Thus, naticnal budget esztimates are approximately 15,3 times
the estimates for an average csingle state (page L-1), & breakdown of
each year‘e estimated expenditurecs per state iz given on pagez L-Z
throuah L-4, To chow how thece figures were arrived zt, workszheets
showing the basie of calculaticne for firet-vear expenditures per =

&re included (pages L-5 and L-é7.
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These projections contain no provicion for ctaff salaries, It i=z
felt that existing health care staff already on calary will be able tc
carry out all the activities of the ORT promotion campaign, Thie is a
reasonable expectation, as exicting health staff are often under-
-utilized due to dracstic reductions in working budgets for many public
programe during thic period of strained financecs.

I't ie a matter of serious concern that no provicsion for the necec-
sary vehicles to support this campaign has been made. It is rnot anti-
cipated that any state in the Federation will be able to secure suffi-
cient trancsport to support full operation of thice program without come
external assictance. Cost of vehicles to the states could Se cut in
half if they could arrange to purchase them threugh UNICEF. Even sc,
securing enough foreign exchange to pay for them would be very diffi-
cult. Unti) the problem of transport is solved, thece projections
cannot be said to represent a sound basis for support of the program.
The tendency to groesely urnderectimate trancport requirements because of
the difficulty in purchasing and maintaining vehiclez has been a major
impediment to public health work in Nigeria, and it could cripple thic
very promicing new program.

G. EVALUATION

We will need to concider two levele of evaluation: procecss evalua-
tion, which mornitors program outputs and measures progrese toward prc-
grammatic goals, and impact evaluaticon, which attempte to measure the
effecte of these program outputs.

Procecss evaluation will be looking at such questions as how many
mothers have been instructed in ORT, how many seminare have beern held,
number and percent of health ctatf trained, number and percent of heslth
care tacilities with active ORT programs, number of supervicsory and in-
—cervice training vigite, number and percent fof patiente with acute
diarrhea receiving primary treatment with ORT, etc. Mocst of the data
for process evaluation should be available from program records rou-
tinel> Kept and periodically tabulated by supervisory staff. An appro-
priately designed record-kKeeping sy»stem needs to provide for reqular
reccording of the bacic information for pre-planned csycstematic proceze
evaluation.

The impact of the ORT promotion campaian can be judged in terme of
three levels of decired effects:

€1 In the clinical facilitiee where ORT iz inctituted ac the primary
treatment for acute diarrhess, we wculd hope to see decreszsed morbidity
and mortality in children treated for diarrhea, and decrezsed cost of

treatment.

(2) In the communities where CORT i< being taught, we would hope to =zee
‘mprovemsnt in Knowledge, attitudez, and practice regarding the Mansge -
ment of diarrhea, particularly in the mothere of emall childrern,
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(3) Az & long-range health effect of ORT promotion, we would hope for
decreased morbidity and mortality from diarrheal dicease in children.

The reductione in morbidity and mortality to be loccked for would ke
primarily due tc reductione in the ceverity and duration cof diarrheal
disease episodec rather than to reductiom in the number of episodes.

In large part, decired effects in the clinical facilities where QRT
ie instituted should be relatively eacy to measure from clinica)l records
in the facilities, tcgether with pharmacy and supply recards., It may be
needed to arrange for some cyctematic follow-up on children treated az
cutpatients in order to get good estimates of their duration of illnecsz,
I't should be poscible to decian the data collection for thie level of
evaluation into the routine record-kKeeping in the ORT programs.

Measuring chanqes in Knewledge, attitudes, and practice regarding
management of diarrheal diceace implies the uce of surwey csampling
me thods, and will require carefully planned research design and specific
funding. In order to get & reascrnably accurate ectimate of changee in
knowledge, attitudes, and practice in the community &s & whole, pericadic
population-baced surveys will be needed. It weould be decirable to try
to get at least three such ctudies done in different areas of the cour-
try. Trying to do KAF surveve evervwhere ORT i€ intrcduced would be
needlescly expensive., However, it would be decirable to try to monitor
come indicatore of attitudee and practices regerding diarrhea management
in at least one area in each ctate. Where it i€ not possible to under-
take population-baced surveys, "quick and dirty" methode may be used,
such ag interviewing mothers of children Brought to health care facili-
ties for non-diarrheal illnecsces, monitoring trends in calec of waricue
diarrhea remediec by local chemists, or asking schoaol children what
their mothers do for a small child with diarrhea. Resulte of such moni-
toring should be tabulated promptly for feedback into the implementation
cretem,

Reporting of diceases and deathe in Nigeria ie tco incomplete to
make rumbers of reported caces and deathe a usable measure of marbidity
&and mortality., In areas where there i< reasonably good coverage b
health care facilities, surveillance of casec coming to specific facili-
ties for care might be & ucable tool. Howewver, availability of eccen-
tial drugs inm health care faciiitiec varies widely from vear to year,
and gives rice to cuch major cshifte irn levels of utilization that thiec
effect could completely cornfound the resulte of studiec based on numbsr
of cases reporting for care. Ewern |+ special support were given to
maintain constant availability of escential druge and services in =
Qiven facility, ite effective catchment ares would temd to vars with the
availability of drugz and zerwvicez in surrounding facilities, The most
credible basic for drawing conclusionse about chifte in morbidi ty and
mortality as well as about chifte in Knowledge, attitudes, and practice
would be periodic populaticn-baced surwveve,

Thuz, we can see that thece most important long-term effects to be
hoped for from ORT promoticon efforts will be relatively difficult and
expensive to measurs, Both cutzide expertice and outside fundinmg wouldg
be required. The UMICEF ctaff feele that they could not juetify diver-
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sion of UNICEF program funds sufficient to csupport this Kind of evalus-
tion recearch. However, the need tc carry out impact evaluation for
this malior program effort in the most populous nation in Africa deserves
serious concsideration. Ferhape WHO or ancther internaticnal agercy
could be interested in supporting such recearch,

1¥ population-baced impact evaluation recsearch ic to be under taken,
& number of points reed to be considered: The research desian needs to
be completed and baseline data collection to begin with ac little delay
4% possible, before the program begine to have significant effects in
the study areas. The ORT program ic one of three major UNICEF-~accicted
programe row getting actively under way in Nigeria which are specifi-
cally aimed at reducing child mortality. The other two are the EFI
program and the clean water and sanitation program. These programsz are
expected to be coordinated amd mutuxlly reinforcing, <o that unimmunized
children in ORT clinics will be referred for immunizatione, and teaching
of diarrhea prevention in the clean water and canitation program will be
accomparied by teaching of appropriate diarrhex management methods. It
ie 1ikely that an area which has an active CRT program hae or will have
active programs in EPI and clean water and sanitation as well., Rather
than setting up separate recearch studies for impact evaluation of the
three inter-related programs, it miaght make more sense to design com~
bined evaluation research for all three programe, ueing juet three cor
four carefully selected sites in different regions of the country. The
sites would need to be areas where none of the three programs hacs yet
been very active, but where all three can be expected to be actively
implemented and concistently supported. #fe the three proarame are
expanding rapidly, the available appropriate sites for evaluation
research shrink accordingly,
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STANDARDIZED FORMULA FOR SUGAR~-SALT SOLUTION

1 level (3~-ml) teaspoon of salt (approximately 1.9 - 2.4 grame)

10 level (3-ml)> teacpoone of sugar Capprox. 25 gm),

1 bkeer bottle OR 2 mineral bottles full of clearn water

OR 5 sugar cubecs

(approx. &00

mlJ
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INTRODUCTION

Acute diarrhoea occurs throughout the world but it is a very serious
problem in developing countries like Nigeria. It affects about 500
million children every year; out of these 5 million die. It is therefore a
leading cause of death among children below the age of § years and it is
also a major cause of malnutrition. Every doctor or nurse invoived in
the care of children in Nigeria is familiar with the problems of diarr-
hoea,

Fortunately, within the past ten years, improved ideas and simple
methods for the treatment and prevention of diarrhoea have been dis-
covered. These new methods have been tested and found to be effective
in many countries. With appropriate training, these simple methods can
be learned by every health worker in Nigeria. If this takes place, the
number of children who die from diarrhoea will be markedly reduced,
and related problems like mainutrition will be prevented.

This manual is a guide for nurses to help them better understand the
problems, treatment and prevention of diarrhoea in children.

It is also a simple guide for setting up an oral rehydration unit in a
clinic or hospital. This is the cheapest and most effective means of
treating children brought to the clinic with diarrhoea.

Readers are encouraged to write to UNICEF Nigeria, P. O. Box 1282,
Lagos with their comments on how to modify or improve the content
of this manual,

L=y



UNDERSTANDING THE PROBLEMS OF DIARRHOEA
WHAT IS DIARRHOEA ?

Diarrhoea is the passage of three or more watery stools in a day.
(Infants who are entirely breast fed pass soft yellow stools up to 5
times a day; this is not diarrhoea.) Diarrhoea may be associated
with vomiting and fever; many mothers know when their children
have diarrhoea. It occurs mainly in children between 6 months and
2 years and it is more frequent among those who are bottle fed
including children below six months.

WHAT CAUSES DIARRHOEA ?

Diarrhoea is often caused when the bowel is infected by
viruses and bacteria. A common cause is the ROTA virus.
The onset may be sudden and last for days. Diarrhoea caused
by virus will not respond to drugs.

Diarrhoea may also occur as a clinical feature of other

diseases such as measles, malaria, respiratory infections and
parasitic infections. Occasionally, it also occurs in children with

surgical problems such as intussusception and appendicitis. Diarr-
hoea frequently results from drinking dirty or contaminated water
or eating food prepared with unclean hands or in an unhygienic
environment. The feeding bottle is also a frequent source of infec-
tion to infants,

WHY IS DIARRHOEA DANGEROUS ?

The 1wo main dangers from diarrhoea arc Death and Malnutrition,

Death from acute diarrhoea is usually caused by loss of a Dc-hydra?.
large amount of water and salts from the body. This is called . 'I
. tion
dehydration, : ’
Malnutris
Mainutrition from diarrhoea is causcd by the loss of food tion
nutrients. —




from the body. This is made worse by the fact that a child with
diarrhoea usually suffers loss of appetite. In addition, some
mothers have the habit of not feeding their children when they
have diarrhoea for some days. Some doctors and nurses encourage
and support this practice of stopping feeding as a form of treat-
ment. We now know that this is a wrong practice. Children with
diarrhoea should be given food as soon as possible,

It is important to stress here the relationship of diarrhoea with
malnutrition, Diarrhoea is common in malnourished children and

malnutrition results from diarrhoea.

HOW DOES DIARRHOEA CAUSE DEHYDRATION ? ’
The body normally takes in the water and salts it needs [ 9ss OF .
through drinks and food. The body loses water and salts

through stool, vomitus, urine and perspiration. When the
bowel is healthy, water and salts taken in pass from the | WATER
bowel into the blood. When there is diarrhoea, the intestine
does not work normally and the water and salts pass into the AND
blood more slowly, or not at all. Thus, more than the normal
amount of water and salts are passed in the stool. Spicy, rich
foods may irritate the infected intestine. Bland, easily SALT
digestible foods such as pap and milk are best. This greater than
normal loss of water and salt from the body results in dehvdra-
tion. It occurs when the output of water and salt is greater than
the input. The more diarrhoeal stoo! a patient passes, the more
water and salt he loses. A lot of vomiting and sweating can also
cause dehydration, Dehydration occurs faster in infants and young
children in hot climates and when there is fever,

WHAT CAN BE DONE, AND WHEN ?

The following sections of this guide give proper instructions to the
nurse on what should be done for any patient with diarrhoea.
Treatment of dehydration using the most modern and effective

(g}
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techniques are included. There is also information that the nurse
and other health care workers can use to instruct mothers and
family members on how to give home care to the child as soon as
diarrhoea occurs and subsequently prevent dehydration.

MANAGEMENT OF ACUTE DIARRHOEA

The most important aspect of managing acute diarrhoea in child-
ren is correction and/or prevention of dehydration, A child with
diarrhoea may not be dehydrated at the initial stage or he may be
mildly, moderately or severely dehydrated. See figure 1

TO ASSESS DEHYDRATION IN ANY CHILD

ASK about the number of STOOLS, the frequency of
VOMITING the amount of THIRST, and the condition of | ASK
the URINE of the patient.

LOOK at the MENTAL CONDITION, the appearance of the | “0OK
EYES, the state of the MOUTH and TONGUE, and the rate
of BREATHING of the patient. FEEL

FEEL the condition of the SKIN, the rate and volume of

the PULSE, and (in infants) the level of the anterior FONTA. | TREAT

NELLE.

Weigh the patient if possible, and take his temperature, Then,
based on the criteria outlined in Table 1 and detailed in the fol-
lowing three sections, you should be able to identify the state of
dehydration and initiate the appropriate treatment,
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DEHYDRATIGN IN CKILDREN

EARLY SIGNS LATE SIGNS

Mild -5%

Moderate-10%

® SURKEN PONTANELLY
®THIRST "~ @ SUNKEN IvEs
$DRY MOUTH- " Taciaungey e
©LESS URINE Loss or sk
®WEIGHT LOSS

Severe- 15,

Treat ) ® RAPID WEAK PULSE
dehydratlon J ® CYANOS1S SHOCK
now r————ee @ COLD LIMBS
" o e > .

THE SIGNS OF SEVERE

DEHYDRATION this child's skin told

stayed up for more than a dry mouth
two seconds. so he is

severely dehydrated

‘‘‘‘‘‘

| . a sunken
- Y fontanelle

"10% or more of

body weight loss
{ast weak pulse



TABLE 1.

General appearanct and condition
N 1
Radial pulse

Respiration
. 2
*Anterior fontanelle

Systolic blood pvenurr’

*Skin clnlldly‘

*Eyes
Tears
Mucous membranes

*Urine flow 6

% body weight toss

Difficult to assess in infants,

An N~

-3

Thirsty; alert; restless

Normal rate and volume

Normal
Normal

Normal

Pinch retracts immediately

Normal
Present
Moist

Normal

i radial puise cannot be felt, listen to heart with stethoscope.
Useful in infants until fontanelle closes at 6-18 months of a

Not useful in marasmic malnutrition or obesity.
Dryness of mouth can be palpated with a clean finger. Mouth m
Mouth may be wet'in 2 dehydrated patlent due to vomiting or
A marasmic baby or one receiving hypotonic fluids may pass good urine volumes in the presence of dehydration.

ASSESSMENT OF DEHYDRATION IN CHILDREN

Thirsty; restless, or lethargic
but irritable when touched

Rapid and weak

Deep, may be rapid
Sunken

Normal - low

Pinch retracts slowly

Sunken
Absent
Dry

Reduced amount and dark

Drowsy; limp, cold,
extremities; may be comatose

Rapid, feeble, sometimes
impalpable

Deep and rapid
Very sunken

Less than 10,7 kPa (80 mmHg);
may be unrecordable

Pinch retracts very slowly
{ > 2 seconds)

Deeply sunken
Absent
Very dry

None passed for several hours;
empty bladder

ge. After closure there is a dight depression in some children.

2y slways be dry in a chiid who habituaily breathes by mouth,
drinking,
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NO DEHYDRATION

Column A in Table 1 describes treatment in cases where there is
no dehydration. Features of this state include: less than four
liquid stools per day; little or no vomiting; normal thirst and urine,
The child should be generally well and alert, with normal eyes, wet
mouth and tongue, and normal breathing. Skin and fontanelle are
also normal.

This is the clinical condition of the child at home at the onset of
diarrhoea. The aims of treatment at this stage are:

(a) to prevent dehydration;

{(b) to continue feeding.

Mothers should be instructed to use locally available fluids and
these should be given to the children as soon as diarrhoea starts.
These include plain clean water, coconut water, fruit juices, and a
home-made carefully measured sugar-salt olution.

Teaching mothers how to prevent dehydration from diarrhoea
with a sugar-salt solution

The sugar-salt solution described here is an effective means for pre-
venting dehydration because the sugar helps the body absorb the
water and salt quickly even though diarrhcea may continue.
Mothers can be taught how to mix and give this solution to their
children at home. Studies in Nigeria have shown the best method

for teaching how to mahke the solution is to demonstrate it and-

then have the mothers do it once under supervision. Be especially
careful to see that mothers can mix the correct amounts of salt,
sugar and water, and that the mixture is not too salty as that may
harm the child.

You may have been taught a formula for preparing salt-sugar
solution and no doubt have passed this on to many mothers. The
formula described in this manual is the correct one based on scien-
tific findings, it should be taught to all Nigerian mothers.



How to prepare sugar-salt water solution at home;

3 10 Level teaspoons
of SUGAR

1 Beer bottle of 1 Level

WATER

A teaspoon of SALT

The appropriate containers found in most homes in Nigeria are the
standard beer bottle or soft drink bottle, Cither can be used to
measure water in preparing the solution, The beer bottle (650 ml.)
has approximately twice the volume of the soft drink bottle, so
use one beer bottle full of water or two soft drink bottles full,



Instructions to Mothers for Mixing Sugar-Salt Solution

——h

Wash your hands.

2. You need a bowl, the measuring bottle and a teaspoon
which must be clean,

3. Use clean drinking water, preferably boiled and cool.

PUT THE WATER IN A BOWL.
(Use one beer bottle full or two soft drinks bottles full)

o0



ADD SALT
(Use one level teaspoon of salt. To avoid too much
salt, level it until there is no salt on the top edges of the
spoon.*) See figure 4.

To level the salt or sugar
correctly you should see
the edges of the spoon.

| )
Y A —— ——
CORRFCT =

A ——— ,?*3 o
INCORRECT Snsizs

Figure 4

ADD SUGAR
(Use 5 cubes of sugar - approx. 26 grams - or
Use ten level teaspoons of granulated sugar.) See figure 4.

Mix  the contents well, Taste the mixture. It
should have a good taste and not be too salty, This SALT-SUGAR
SOLUTION is then ready for use.

Treatment should begin with the onset of diarrhoea by giving the
child the solution. Give as much as the child wants to take, but
slowly. Give by cup and spoon. Do not force the child. About 3 to
5 teaspoons every 10 minutes is a good amount.

*The spoob described here 15 the commonp household teaspoon. which holds about 3 ml,
It {» not the larger b ml. teaspoon that comes with some medicine pachuges, Half & Jevel
measure of that Jarger teaspoon will give about the right amount of salt,
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Encourage mothers to exercise patience with this treatment. A child
who is vomiting can retain the fluid if it is given slowly. The moth-
ers should also continue with breast feeding and normal feeds.

Many children can be treated with this simple home therapy; how-
ever, if there are signs of dehydration (which the mother should be
taught to recognise) or vomiting persists, the mother must take the
child to the nearest health clinic. Teach the mother how to look
and feel for the signs of dehydration, especially:

Greater Thirst,

Dark Urine.

Unwell, Sleepy, or Irritable Condition,
Sunken Eyes.

Sunken Soft Spot on the Top of the Mead.
A Pinch of Skin Goes Back Slowly.

. MILD AND MODERATE DEHYDRATION

The aims of treatment here are to:

(a)  treat the dehydration;

(b)  prevent further dehydration; and
(c) continue feeding.

Among the features of mild to moderate dehydration are: 4 1o 10
watery stools a day, some vomiting, increased thirst, urine decrea-
sed in amount and dark, child is irritable or sleepy, sunken eyes,
mouth dry, pinch of skin goes back siowly and fontanelle (if an
infant) is sunken.

These signs indicate there has already been a loss of water and elect-
rolytes from the body and these must be replaced. The losses
include sodium, and potassium. Some chemical changes have also
taken place in the blood which have to be corrected. The best and
easiest way to replace these losses is by mouth, The best medicine
for this is a solution made from Oral Rehydration Salts (ORS).
These ORS come in a standard WHO/UNICEF packet containing
the following ingredients and amounts:

10



INGREDIENT AMOUNT

Glucose (a form of sugar) 20 grams
Sodium Chloride (ordinary salt) 3.5 grams
Sodium Bicarbonate or citrate 2.5 grams
Potassium Chloride 1.5 grams

vaicef
BRAL
REHYDRATION SALTS

Each sachet contains the equivalent of:
Sodium Chloride Pharm. Eur. 35¢g
Potassium Chloride Pharm.Eur.  1,5¢g
Sodium Bicarbonate Pharm.Eut.  2,5¢
Glucose anhydrous CAC1879 20,0 g

DIRECTIONS
Dissolve in ONE LITRE of drinking water,

To be taken orally .
infants - over & 24 hour period
Children - over an 8 to 24 hour period,
according to age
Or a8 otherwise directed under medical supervision,

CAUTION: DO NOT BOIL SOLUTION

These packets have been distributed and used in many parts of the
world especially by UNICEF. It has been shown to be very effective
in the treatment of diarrhoea in children, it reduces the need for
intravenous therapy by more than 90% when used in an Oral Rehy:-
dration Unit in a hospital or clinir.

11
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THE PREPARATION AND USE OF
ORS ARE DESCRIBED BELOW:

Mix the ORS solution in a clean bowl, preferably with boiled,
cooled water. (Do not boil the solution after it has been mixed, as
this will destroy its effectiveness). This solution c¢an be prepared in
bulk every morning for use in the oral rehydration unit of the
hospital or clinic. Try to estimate the amount needed for each day
as closely as possible, as the mixture must be thrown away after 24
hours,

. The amount of ORS to be given to a dehydrated child depends
upon the age, weight, and condition of the patient. Table 2 (at top
of next page) contains general guidelines on arnounts to give during
initial treatment of dehydration, as well as during subsequent main-
tenance to prevent dehydration from coming back. Please read care-
fully the note at the top of the table as well.

It is best to let the mother give the ORS solution to the child, using
a cup and small spoon. Give the mother about 200 m!. of the solu-
tion in a cup. Tell her to give the solution to the child. Tell her to
give it slowly, using the spoon. Tell her to give about 3 to 5 tea-
spoonsful, then wait 5-10 minutes, and repeat.

If the child vomits, tell the mother she may be giving the solution

too fast. Wait for about 10 minutes, and then have her continue
with the treatment.
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TABLE 2:

HOW MUCH ORS SOLUTION TO GIVE

These are guidelines only. If the patient wants more ORS solution,.give more. If
the eyelids become puffy, siop giving ORS solution and continue giving other
liquids. Start ORS solution again when puffiness is gone and if diarrhoea conti-

nues.

-
Patient’s Age
(Months)

Patient's Weight
(Kgs)

For Treatment of
dehydration in the
first 4 to 6 hours
For Maintenance

To prevent dehydration
from coming back,

give the following

after each

diarrhoea stool

A e e e e e e s e s s e e e

2-4 5.9 10-12 |12-24 |24months
months months | months | months |and above

3.6 6-8 9. 11 12-14 {15kgs and

kgs kgs hgs kgs | above
200- 400- SUG- 6uU- 800-
400 ml ‘ 500m! {60Uml |80 m! ' 1000 ml
|

50 mi TG 1 100m! 1150 ml 1150 mi

____________ ._JL...._.__.—_—J__.___._JL__—_.___J

4. Periodically ASK, LOOK, and FEEL fur sigis of aehydration. If the
signs of dehydration are worsc or there is still some dehvdration
and the child cennot drink, call the attcn.ivn of the doctor.

5. After 4-6 hours, if the signs of deliydiation have not gone but the
child is taking the ORS Solution well, give the same amount again
in the next 4-6 hours. During this period, if an infant is breast-fed,
the mother should offer breast milk freely, in additiun to ORS
Solution. If an infant is not breast fod he should be given 100—
200 ml of plain water befure the ORS Solution is continued.
Repeat this procedure until the signs of dchdration have gone,

then go to step 6.
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6. After the signs of dehydration have gone: If the child is still having

diarrhoea look at Table 2 and see how much ORS Solutior, she
needs for maintenance to prevent dehydration from coming back.
Then — instruct the mother:

—to give the needed amount of ORS Solution (or sugar salt
solution in the home) until there are less than 4 loose stools
each day.

—to start feeding the child and giving other fluids as in plan
A. Feed frequently (5-7 times a day) until normal; then
give one extra meal each day for a week,

—to bring the child again quickly if the signs of dehvdration
come back, or if the diarrhoea is continuing and the child will
not take the ORS solution.

SEVERE DEHYDRATION

The features of severe dehydration include: drowsiness; cold extre-
meties, wrinkled fingers and toes; rapid, feeble pulse; deep and
rapid respiration; pinch of skin retracts slowly; very sunken eyes;
sunken fontanelle; mucous membrane very dry; scanty urine.

The aims of treatment here are:
(a) tostart treating the dehydration:
(b) to refer the child for additional treatment in a hospital.

The child with severe dehydration may die if special treatment is
not given quickly.

If the child can drink, he should be given ORS Solution while he is
on his way to the hospital,

If the child is semi-conscious, it is dangerous to attempt ORT.

Many severely dehydrated children are seen in clinics and hospitals
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throughout the country, Many more without access to health faci-
lities die at home. The widespread prevalence of severe dehydra-
tion in WNigeria results from wrong and ‘ineffective freatment at
home, in the chemists shops, patent medicine stores and by tradj-
tional healers. Remember that the effects of these forms of
treatment may contribute to the clinica! state of the severely
dehydrated child. Thus:

Severe dehydration = loss of water and"electrolytes
plus ‘
effects of previous treatment

It is important therefore to obtain a detailed hi:‘v,gry from the
mother about treatment which had been given before admission.
The child will require intravenous fluids. If you have been trained
to give intravenous therapy, you can adopt this guidelings. The
ideal solution is Ringer Lactate (Hartman’s Solution):

Give 40ml/kg in the first hour
Give 50ml/kg in the next 4 hours

This would ensure a rapid increase in the blood volume. The radial
pulse should be palpable. Keep a pulse chart during this treatment.
Intravenous therapy should be followed by ORS administration as
soon as the child is conscious and able to take fluids by mouth.

If Ringer Lactate is not available, normal saline and half-strength
Darrow's solution should be used:

Give normal saline rapidly 40ml/kg for the first hour.
For next four to six hours, replace normal saline with
one-half strength Darrow's solution. Give 50mi/kgin
the next four to six hours.

ORS administration should be used as subsequent treatment. If

the child is breast-feeding, this should be continued. Normal diet
should be re-introduced as soon as the child can take it. If the

16
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child is unable to take enough food, it is advisable to feed with a
high protein mixture which can be given by a naso-gastric tube.

Itis important to remember that a severely ill child in this environ-
ment may be suffering from other diseases which have been
masked by the clinical features of severe dehydration; these in-
clude tuberculosis and meningitis. A thorough examination of the
child is therefore essential.

IS THERE A PLACE. FOR DRUGS IN THE TREATMENT OF
DIARRHOEA?

Many drugs are sold by the pharmacists and patent medicine stores
2nd even prescribed by some doctors as treatment for diarrhoea.
Recent studies have shown that most of these are not effective,
and some can be dangerous, Among drugs commonly used are:

Antimicrobial agents - These include sulphonamides (e.g. septrin)

and antibiotics (e.g. chloramphenicol, neomycin, tetracycline, and
ampicillin). They should not be used routinely in the treatment of
diarrhoea. Most cases of diarrhoea in children are due to viral
infections, and these do not respond to anti-biotics. However,
if there is evidence that the diarrhoea is caused by a specific organ-
ism (bacteria or parasite) the effective drug should be added to
ORT. for example, in:

Cholera - Ery hromycin
Shigella (dysentery) -- Ampicillin, Septrin
Amoebic dysentery -- Metronidazole
Giardiasis - Metronidazole

Antidiarrhoeal agents -- These include kaolin, Pectin , metoclopra-
mide (plasil), loperamide (imodium), chlorpromazine (largactil).
Some of these drugs act by hardening the stool, relieving pain
temporarily, and by slowing the movement of the intestines,
Removal of the infective organisms in the gt is thus delayed, and
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the diarrhoea is likely to recur. Some of these drugs produce side
effects. For instance, metoclopramide and chlorpromazine (largac-
til) used for suppressing vomiting, can cause seizures or abnormal
movements of the eyes and limbs, It is important to find out if
these drugs have been given when a child with diarrhoea presents
with these abnormal signs. Loperamide (imodium) may decrease
the movement of the intestines, and produce distension of the
abdomen.

HOW TO PREVENT DIARRHOEA AT HOME

Before discharge, the mother should be instructed on how to prevent
diarrhoea at home,

1. Hygiene

*

Talk to the mother about her local beliefs on causes and treat-
ment of diarrhoea. For instance, some mothers believe that
diarrhoea is a normal feature of the teething child.

Explain to the mother why some local practices and beliefs are
harmful, but at the same time encourage her to maintain those
which are probably useful.

Let her know that diarrhoea is caused by germs from dirt,
stool, urine, and dirty feeding bottles. These can be obtained
through food prepared with unwashed hands, in dirty utensils
and unclean surroundings. All these are sources of infectiot.
that cause diarrhoea.

Explain to her the importance of personal and environmental
hygiene and how this can be achisved. There should be proper
disposal of stool and urine. Rubbish should be burnt or taken
far away from the house.

Instruct mother to wash her hands before preparing the family
meals. It is a good habit for every family member to learn to
wash his/her hand after using the toilet or latrine and before
meals. Foods and drinks should be covered when stored to
keep away flies; they carry gernns,
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Water:

* Although good drinking water is difficult to obtain in some
parts of the country, emphasize to the mother that what she
gives to the child shouid be as clean as possible. Preferably, the
water should be boiled before drinking.

* Water should be stored in a container with a cover to keep
away insects and domestic animals. If this is a pot, water
should be fetched from it with a cup specific for this purpose.
The water is then poured into another container used for
drinking, ldeally, water should be pipe-borne or obtained from
a bore-hole by a pump.

Feeding:

It has already been mentioned that the malnourished child 1s
likely to have repeated episodes of diarrhoea; diarrhoea also causes
malnutrition. Therefore it is very important to let the mother
know this.

This is why the mother should continue feeding the child
during the treatment of diarrhoea. After treatment with oral
rehydration therapy, the chiid regains his appetite quickly.

* Mother should increase the food intake of the child. She
should use high energy foods without spices, such as mashed
yam, boiled or fried ripe plantains with palm oii. In addition
she should give fruit juices: oranges, pineapples and mashed
bananas All these contain vitamins and some potassium which
the child needs.

* Breast feeding should be continued. This is an opportunity to
stress the importance of breast milk 1o the mother. Tell her
that this prevents diarrhoea and the child will remain healthy.
She can continue breast feeding for up to 18 to 24 months,

Immunization:

It is possible that the mother may not have heard of immuni-
zation, or attended any child welfare clinic before. Find out about
the immunization status of the child and advise the mother on

19



C~z0

what to do.

* Do not blame her if the child has not been immunized. There
may be reasons for this; find out.

* Tell her that if her child is fully immunized it is likely he will
not have measles which is a cause of diarrhoea. The child will

not have other infections which lead to loss of weight and
subsequently malnutrition.

ESSENTIAL KNOWLEDGE
Know:
1. what is diarrhoea.,

2. how to make salt-sugar solution: start giving it to the child at
the onset of diarrhoea.

3. the importance of continued feeding including breast feeding
during diarrhoea.

4. the signs of dehydration and teach the mother as well. She
should know when to take her child to a treatment centre,

5. the correct treatment of mild and moderate dehydration using
oral rehydration salts (ORS) solution.

6. how to prevent diarrhoea at home with emphasis on hygiene,
water, food and immunization.
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GUTLINE FOR EVALUATION OF WORKING ORT UNITS

CONTENTS
I, Facilities
IT. Staffing
ITT. Equipment
v, Supplies
Vv, Maragement of children’se diarrheas
VI, Hygeine
VII. Patient/Family Education
VIIT. Training furction
I, KRecord-keeping
X, Utilization/Community rapport
X, Integration with other primary hezl th services for children
XIT. Profescsional/Inctitutionsal relationchipe

XIT1I. Organization, Management, and Monitoring

XIV, Statistical indicatorse of function

ABBREVIATIONS KEY

NX = not examired E = excellent
+ = yes, csatizfactory G = good
0 = no, none F = fair

Ne = not applicable F poor



I. FACILITIES

Y

~dequacy of space

Separation from other activitiec

Latrine facilities

Water supply

Surfaces washable and easy to clean
-floore
-walle

-furnichings

Verntilation

Screening

Secure ctoraqe for equipment and supplies

Locaticn

~accecscsibility

“proximity to qeneral pediatric inpatient/outpatient facilities
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Il1. STAHFFING

I

Medical cupervicsion

Unit eupervicsory staff

Other patient care staff

Cleanere

Other ancillary ctaff

24-tiour distribution of ctaff coverage
Interest/enthuciasm of ctaff for ORT nrogram

Kriowledge and competence in ORT adminicstration

Friendl», helpful attituds toward mathers
Teamwork and cheer+ful cooperation among staff

Take percanal recponsibility for the work situation, including
cleanliness of the environment

Care of equipment and supplies

Staff ideac for improving services



ITI. EQUIFMENT

Cup

m

Spocne

Beer bottles or mineral baottles

Liter measure or bucket graduated in liters

Long-handled spocn for stirring sclution

100-200 ml measure of Krown vaolume for dispensing ORS

Covered buckete or plastic jerricane for storing drinking water
Hand~washing bacsing

Towele

Towsl racke or hooks

Basine for washing babiec

Buckete or bacine for cleaning floore and furnishings, washing clothing
Cleaning clathsz

Fly swattere

Bedpanc

Cote for children, with plastic-covered mattresces
Chairs for mothers

Weighing scalecs

Thermaome ters

Tables and chairs for ctafef

Patient register

Clipboards for patient recorde

Cther equipment



IV,

Drimking water

Disinfectant

oy

o)

a
)

Patient record forme

Other supplies

fidequacy of supplies

Security of supplies

SUFPPLIES



V. MANAGEMENT OF CHILDREW'S DIARRHEA

il

Evaluation of ceverity of fluid loce
- cbjective criteria
- accuracy
- consistency
Screening for complications
- objective criteria
- accuracy
- consistency
Appropriateness of formula(e) used

Accuracy of preparation

Consicstency and effectivenese of application

Establishment of care-givers” truet and cocoperation
Participation of care~-givere in treatment
Reducing spread of infection

Input/output moniteoring

Frequency and accuracy of clinical re-evaluation

Criteria for going to parernteral fluid use:
- objective clarity
- appropriatenecs
- application

Uee of cother medications

Measlez immunization

~J



VI, HYGEINE

Whe ie responsible for canitary condition cf the environment?

Who i¢ recponcsible for sanitary condition of the equipment?

Reeponsibility for hygeinic conditicne shared by all ctafs

Involvement

Cleanlinece
Cleanliness
Precence of

Disposal of

of mothers in maintaining hygeinic conditione

of floore, walle
of equipment
flies

feces and vomitue

Latrine facilities for staff, patient families

Handwashing

- one beacsin

arrangementes

or two?

- how often changed?

- coap?

- disinfectant rinse?

- clean, dry towel?

Handwashing practices of staff, patient families

Frovicion for washing patiente, their cote, their clothing

olution

ARdequacy and accessibility of bazing, cleaning clathe, dicinfectant
sol



UVIT., PATIENT/FAMILY EDUCATION

Wha teaches?

Content of teaching
- diarrhea management
- diarrhea prevention

- immunizations

nutrition

~ malaria prevention

cther

Teaching techniques
= individual explanation
~ group presentation
- questicon and ancswer
- vigual aids
- demonstrations
Frequency of presentations
Length of precentaticne
Documentation of teaching activities
- for unit activitiec
~ for individual patient care-=giver

Charnge from QRS to SS€ ac child imnrovese?

Training for SS5 preparation and use
- verbal/visuxl
- demonztration

- practice and use in the ORT center



VIIT. TRAINING FUNCTION

In-service training for unit stafs

Rotation of staff from other areas of hospital/clinic for training

Ffecigrnment of staff from other inestitutione for training

Accept community volunteers for training in ORT

Involve trainees in all aspects of unit’s function

Test Knowledge/competence of trainees

Frovide letter of reccanition on completion of training

IX. RECORD-KEEPING

Equipment inverntory

- permanent records

- accurate, up to date

- sicned recorde of additicone, remcvale
Supply inventory

- permanent ledger

- accurate, up to date

- sigrned records of receipts, distributione

E-1C



Requisitions/requests for equipment, supplies
- standard form

- copies retained

- prepared and csubmitted &t reqular intervals
Patient register

- patient name, cex, age

date/time of admission and discharge

- reason for discharge

- condition at discharge

- other informaticn recorded

- register complete, up to date, and legible
Individual patient recorde

- standardized form

= preserved permanently

- weight, temperature on admicsion and discharge
- cbjective acczcsment of conditien at cpecified intervale
- inputsoutput recard

- other information reccrded

- completencses and accuracy of records maintained
Servicesassignment recorde of staff, trainees
Log of educaticnal activities

Log of phyveician vieijte atiente reviewed
o P y P

A

V)



X UTILIZATION/COMMUNITY R&PPORT

Admicseion trends over time

Satisfaction of mothers on the unijt

Problems raised by mothere on the unijt

Awareness of the service among local recidents, community leaders

Valuesproblems of the service related by local residents, community
leaders

Staff accecement of appropriatenecs of level of utilization

nl

Any segmente of the community whose children are seldom ar never brought
tc the unit; poscible explanations

Problems in community relations of which staff are aware



XI. INTEGRATION WITH OTHER PRIMARY HEALTH SERVICES FOR CHILDREN

Relationship to clean water and sanitaticn program

Relationship to EPI program

Relationchip to well-baby clinice, malaria preventicn, other MCH
programs

Relationship to nutrition programs

Relationship tc pediatric cutpatient services

Relationship to pediatric inpatient services

L)



XI1., FROFESSIONAL/INSTITUTIONAL RELATIONSHIFS

Parent/host institution of thie unit

hospital

hoepital catellite clinic

maternity

health center, clinic, or dispensary

other

Adminicstrative responcibility

Interect in/cupport of ORT unit by administration

federal qovernment
ctate government
local qovernment
unijvereity
volurntary agency

cther private cwnercship

Aocceptance of ORT by phyeicians

Acceptance of ORT by hoepital nurcsecs

Acceptance of ORT by health sicsterc

Adcceptance ¢

of parent

f ORT by other health ctaff in the area

E~14

inetitution



X111, ORGANIZATION, MANGGEMENT, AND MONITORING

Whe has responcsitility for day-to-dayv operation of the unit?
To whom is that perszon resporncible?”

How often does he/che discuce the unit cperation with the percson to whom
he/she is recsponcible?

What staff are accountable to the unit supervicsor?
How often dose the supervisor meet with staff to discucs unit operation?
Wha is responcible for medical supervicion of the unit?

How often does the medical supervisor meet with the unit
supervisaor/staff to discuse unit operation?

Does the medical supervisor participate in in-service training of staff”?
How cften are medical rounds made on the unit?

Do the supervisor and other profecsional staff take personal
resporicibility for all aspecte cf unit operation, including clean)inece
of the unit area?

Does the cuperviscor lead by example?

Doez the supervizor treat cther staff with respect and give due
concideration to their suggestione?

Are registers and patient records kept comsictently in standardized
form?

Are accurate, up~to-date inventaries of supplies and equipment kept,
with adequate documentation of receipts and diestributions?

Are ctocks on hand of reaconable cize tc meet cshort-term neede?

FAre stocks re-ordered in appropriate amcunts in plenty of time for
delivery?

How promptly are orders filled?
Are the amounte requested cupplied?
- if not, wh nct?

What staticstice, if any, are routinely reviewed ta mcenitor the work of
the unit?

How cften are repcrte of unit activities prepared, and to whom do thev
ao?



XIV, STATISTICAL INDICATORS OF FUNCTION

Fatiente admitted in a specified number of dayre
- specity dates

- closing date chould be before admiccicn date of any children =till on
the unit

Fatiente of this group discharged adequately hydrated
- percent of admicsions
Patients of thic group trancferred to another treatment unit
- for parenteral fluid therapy
- percent of admicscions
- other reasone for transfer
- percent of admiccions
Fatients of this group who died in the unit
- percent of admiceions
Patientz of this group discharged against medical adwvice
- percent of admicscions
Fatients of thie group withdrawn without discharge
- percent of admiccsions
Fatiente of this group unaccounted for in the records
- percent of admicssions
Sum of lengthe of ctay of all for whom length of stay can be determined
- number of patients
Mearn length of cetay
Patiente of thie group given parenteral fluide on the QRT unit
- percent of totzl admissicns
- intravenous
= intra-peritoneal

- subcutanecus clyeic
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Sum of admiscion weights of those with both admiceion and diecharge
weights recorded

Sum of discharge weighte of those with bath admicsion and discharge
weights recorded

= number of patientes
Mean admission weight
Mean discharge weight
Mean weight qain
Mean weight gain as percentage of admiceion weight

Number of admissions of each sex in each of the following age aroups:

¢ & manthe M: Fi T:
>= é monthe and ¢ 12 monthe M: Fs T:
’>= 12 monthe and ¢ 18& monthe (MM Fi T:
>= 18 monthe and < 24 monthe M: F: T
= 24 monthe and ¢ 3& morthe M3 Fi T:
>= 3¢& months Mz F: T:
TOTALS Mi Fi T:

Sum of ORS vaolumes used for all those with complete recordsz on QRS uce
= number of patiente

Mean ORS intake per patient

Estimated ORS use for all admiccionsz during the pericd

ORS stock in inventory at beginning of the period

ORS ctock in inventory at end of the period

ORS stock received during the period

ORS distributed from inventory during the pericd

- issued to ORT unit

- cother distributicone

~J



Total ORS consumpticon by the unit for the period

Sum cf S%S volumes used by all thcose with complete recorde of SS5 usze
- number of patients

Mear SES volume used per patient

Estimated SSS volume used for all admissions during the period

Weight of cugar required to muke thic volume of &8s

mn

‘ugar stock in inventory at beginning of the period

U

[a]

ar stcck in irmventory at end of the period

(£

Sugar stock received during the period

Sugar stock distributed from irventory during the period
- icsued to CORT unit

- other distributions

Tatal cugar consumption by the ORT unit for the pericd



ADDITIONAL NOTES AND COMMENTS
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APPENDIX F

EVALUATION OF A WORKING ORT UNIT

Unit visited:

MAIDUGLIRT GENERAL HOSPITAL ORT UNIT

Site visitor:

DR. (MRS.) JOYCE B. MATHISON

Dates of vicit:

20 AUGUST 1985




Il.

IT1

IV,

XITI,

X1y,
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NK

OUTLINE FOR EVALUATION CF WORKING ORT UNITS

CONTENTS

Facilities
Staffing

Equipment

Supplies

Management of children’s diarrhea
Hrgeine

Fatient/Family Education

Training function

Record-Keeping

Utilization/Community rapport
Integration with other primary health services for children
Frofessional/Inctituticnal relaticnehips
Organization, Management, and Monitoring

Staticetical indicatore of function

AEBEREVIATIONS KEY

not examined E = excellent
res, satisfactory G = qgood
no, none F = fair
not applicable . P = poor

rnot Kriown



I. FACILITIES

Adequacy of space FA/G: SOMEWHAT CROWDED WITH PRESENT CASE Lo~D, BUT
PATIENT AREA COULD REASONABLY BE EXPAMNDED ONTO
ADJACENT SCREENED VERANDAH WHICH 1S NCOT NOW BEING USED.
Separation from other activities G
Latrine facilities E: 1 FLUSH FOR STAFF, 2 FOR PATIENTS.
Llater supply G: HOSPITAL’S PIPED WATER SUPPLY HAS OVERHEAD TaNE , NEVER
RUNS OUT. WATER SUPPLY FOR THE UNIT IS IN THE NURSING
OFFICE, NOT IN THE DRT PATIENT AREA. @& SINK WITH RUNNING WATER IN THE
PATIENT AREA FOR MOTHERS” HANDWASHING H&AS BEEN REQUESTED.
Surfaces washable and easy to clean
-flocre F
~walls G
-furniehings G/E
Ventilation E
Screening YES, BUT THERE IS & LARGE UMSCREENED CQFEMING AT THE
ENTRANCE, ADMITTING LOTS OF FLIES. THERE ARE FLANS TO
SCREEN THIS OFENING AND PLACE & SCREEN DOOR.
Secure storage for equipment and supplies THEY &RE KEFT IN THE ORT

UNIT NURSES” COFFICE, BUT
THERE IS NO LOCKED STORAGE AT FRESENT.

Location
~accessibility G
-proximity tc general pediatric inpatient/ocutpatient facilities G



Il. STAFFING

Medical superwvicion A PEDIATRICIAN FROM THE CHILDREN’S WaRD, AND DR,
BWALA, THE PMO 1/C OF THE HOSFITAL, WHO 1% &Lso
TRAINED IN PEDIATRICS,

Unit supervisory staff MRS. COMFORT R. HAMIDU, & SENIOR NURSING SISTER

Other patient care ctaff ¢ NURESES

Cleaners >
1 ATTENDANT

e

Other ancillary staff b

24-hour distribution of staff coverage STAFFED 24 HOURS X 7 DAYS A

WEEK BY QUALIFIED NURSING
PERSONNEL . EVENINGS AND NIGHTS THERE 1S ONLY ONE NURSE ON DUTY, BUT THE
CASE LOAD IS VERY LIGHT DURING THESE HOURS.

Interect/enthuciasm of staff for CQRT program G/E
Knowledge and competence in OFT administration F
Friendly, helpful attitude toward motherc G

Teamwark and cheerful cooperation among staff G

Take percconal recponcibility for the work cituation, incliuding
cleanlinese of the environment G E

Care of equipment and supplies G/E

Staff ideas for improving services A LARGER WORKING SP&CE 15 NEEDED;

A SINK FOR THE PATIENT CARE ARE#
H~% BEEN REGUESTED, AS HAS SCREENING FOR THE ENTRANCE. ADDITIONAL ITEMS
OF EQUIFMENT HAVE EBEEN REQUESTED, AND A BETTER SUFFLY OF DETERGEMT FOF
CLEAMING 1S ALSO NEEDED., SISTERS ARE ACTIVELY INTERESTED IN FURTHEFR
WORKSHOFS OR TRAINING OFPORTUWITIES IN ORT.



ITI., EJUIPHMENT

Cups +

Spoons + PLASTIC LU’DE, A SMALL DRINKING DIFFER, BEIMG USED TCO GIVE

THE ORS...VERY NICE,

Beer bottlec or Fanta bottlec + FANTA BOTTLES

Covered buckets or vate for mixing ORS, storing drinking water +
Liter measure, graduated in millilitere 0 NEEDED
Long-handled szpoon for stirring sclution a

Hand-wacshing bacsins + FOR STAFF USE ONLY

Towels + FOR STAFF USE ONLY

Towel rackes or hooke +

Basins for washing babies c

Buckete or bazine for cleaning flocore &nd furnichinge,
+ FOR STAFF USE ONLY

Clearning cloths N>

Fly swatters a

Bedpans o

Emecic bacine 0

Cote for children, with plastic-covered mattrecses +

washing clothing

(4)

Chairs for mothers + BEMNCHES WITH BACKREST; MORE REGUESTED.

Weighing scales 0 REQUESTED

Thermome ters 0 REQUESTED

+

Tables and chaire for staff MCORE REGUESTED
Clipbcards for patient recorde 0 TWO REOUESTED

Other equipment NA



IV, SUPPLIES

ORS +

Sugar +

Salt +

DrinkKing water +
Disinfectant NX

Scap +

Fatient registers +
Fatient record forme 0

Other supplies NA
Adequacy of supplies F/G

Security of supplies F/G

o



V. MANAGEMENT OF CHILDREWN'S DIARRHEA

Evaluation of severity of fluid loss

- objective criteria + DO NOT INCLUDE URINE QUTPUT. STATUS OF

OBJECTIVE INDICATORS 1S RECORDED, BUT NO
OVERALL ESTIMATE OF SEVERITY 1S MaDE.

- aCccuracy F

- concsistency NX

Screening for complications

- obijective criteria 0

- accuracy NX

- cancsistency NX
Appropriatenece of formula(s) used G
Accuracy of preparation P: SEE NOTE 1.

Consistency and effectiveness of application F/7F: SEE NOTE 2.
Ectablishment of care~qgivers’ trust and cooperation G

Participation of care-giverz in treatment G

Reducing spread of infection F

Input/cutput monitoring INFUT ONLY RECCORDED; ACCURACY GQUESTIONAELE.
Frequency and accuracy of clinical re-evaluation P: WO FORM&AL STATUS

EVALUATION AFTER

ADMISEION UNLESS REFERRED TO THE PEDIATRICIAN, AND SOME CHILDREN ARE
BEING DISCHARGED TO HOME CARE WHO STILL AFFEAR CLINICALLY DEHYDRATED.

Criteria for going to parenteral fluid use: ON JUDGEMENT COF ATTENDING
FEDIATRICIAN, WHO WISITE

- obijective clarity NX THE UNIT 1-2 TIMES Da&ILY
AMD SEES &LL THE MORE

- appropriatenecs N SERIOLS CASES. LESS THaM
172 HAVE HAD TO GO TO THE

- application NK WARD FOR DRIFZ,

of cther medicaticnes ONLY FOR SFECIFIC DISEASE INDICATIOMS, &% FOF
MALARIA.  ADMINISTERED IN NURSEZ’ OFFICE oFR
PEDIATRIC QUTPATIENT DEFARTMENT, NOT IN ORT PATIENT CARE AREL.

[y
"
1y

Meazlez immunizaticon UNIMMUNTZED CHILDREN REFERFED T0O IMMUNIZ&ATION
CLINIC,.



V1., HYGEINE

Who is responcsible for sanitary condition of the environment?
ATTENDANT,, NURSING STAFF, SUPERVISOR.

Whe ie responcible for canitary condition of the equipment?
NUREING STAFF, SUPERVISOR.

Reepensibility for hygeinic conditionse chared by all ctatf G/'E

Involvement of mothers in maintaining hygeinic conditione (
Cleanlinecs of floore, walle G

Cleanliness of equipment G

Freczence of flies +  MANY

Disposal of feces and vomitus FROMPT FLOOR CLEANUPS BY STAFF
Latrine facilities for ctaxff, patient families E

Handwashing arrangements FOR STAFF ONLY

- cne basin or two? 1

- how often chanqed? Nx  WATEF CLEAN

- €o0ap? +

- disinfectant rinse? 1]

- clean, dry towel? +
Handwashing practices of cstaff, patient families STAFF - F/G.
NO HANDUWASHING FACILITIES ARE AVAILABLE TO FATIENT FAMILIZES AT FRESENT.
Provision for washinrg patients, their cote, their clothing a
Adequacy and accecscsibility of basins, cleaning clothe, dicinfectant

cclution
FOR STaFF USE QONLY



VIT. PATIENT/FAMILY EDUCATION

Who teachec? NURSING STAFF. IT IS ALSO PLANNED FOR NUTRITION STUDENTS
FROM POLYTECHNIC TO TEACH NUTRITION TO MOTHERS IN THE
UNIT ON A REGULAR BASIS,

Content of teaching

- diarrhea management + HOME USE OF ORT WELL TAUGHT, BUT NCT
RECOGNITION OF COMPLICATIONS, DANGER SIGNALS.

diarrhea prevention "GENERAL HYGEINE" T&UGHT.
- immunizationes 0

- nutrition + EMPHASIS ON NEED FOR CONTINUED FEEDING OF CHILDREN
WITH DIARRHEA

- malaria prevention 0

other 0

Teaching techniques

- individual explanation +
- group precsentation +

- question and answer +

- visual aids 0

- demonstrations +

Frequency «f precentationes APPROXIMATELY HOURLY DURING THE MORMIMGS.
Length of presentationsz APPROFRIATE,
Documentation of teaching activities
- for unit activities 0
- for individual patient care-qiver a
Charge from OFS to SSS acs child improves? 0
Training for S8S preparaticn and use
- verbal/visual +
- demonstration +
= practice and use in the QORT center U EXCEPT THAT OWE MOTHEFR

PARTICIPATES IN EACH
DEMONSTRATION
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VITI. TRAINING FUNCTION

In-cervice training for unit staff +

Rotation of staff from other areas of hospitalsclinic for training 1]

fecsignment of cstaff from other inctitutione for training + TWO-WEEK
ROTAHT IONS

Accept community volunteers for training in ORT 0
Invalve trainees in all aspecte of unit‘e function +

Tezt Knowledge/competence of trainees NOT ESTABLISHED (FIRST GROUF
STILL IN SERVICE).

Provide letter of reccanition on completion of training NOT
ESTABLISHED

IX, RECORD~-KEEPING

Equipment inventory
- permanent records + FILED (NQT IN & LEDGER).
- accurate, up to date NX
- signed reccrde of additione, remavale NX
Supply inventory
- permanent ledger a
- accurate, up to date N&

- signed recordz of receipts, distributicne +  IN-HOZFITAL
REGUISITION FORME
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Requisitions/requests for equipment, supplies
- standard form +
- copies retained O
T prepared and submitted at regular intervals +  WEEKLY

Fatient register

patient name, sex, age +
- datestime of admission and diescharqge DATES ONLY, NO TIMES,
= reacson for discharge

)
y "QuUTCOME"
- condition at discharqge 2

other information recorded ADDRESS, HOME TREATMENT, DURATION CF
DIARRHEA, MEASLES UACCINE, BREAST
FEEDING, SUWKEN EYES, SKIN TURGOR, MENTAL STATE, NUTRITION (EY ARM
CIRCUMFERENCE RANGE», TOTaL ORT GIVEN,
- regicter complete, up toc date, and legible F/G
Individual patient records 0 BUT THE ORT REGISTRATICN NUMBER IS
RECORDED ON THE CHILD’S OUTPATIENT CAFRD
- standardized form NA
- precerved permanent!iy N&
- weight, temperature on admission and discharge 0
- objective accecement of corndition at cspecitied intervale a

= inputsoutput record 0 BUT ORS VOLUMES RECORDED IN FATIENT REGISTER

- ather informaticon recorded &

- completenecss and accuracy cof reccrde maintained N&
Servicesascignment recerde of statf, trainees NX
Log of educatiornal activities 0
Log of phyeician vieite, patients reviewed 0 BUT REFERR&LS TO

PHYSICIAN NOTED IN P&TIENWT
REGISTER



Xo UTILIZATION/COMMUNITY RAPPORT

Gdmission trende over time QUER 200 PATIENTS IN THE FIRST = WEEKS OF
OFERATION (SINCE 21 JULY)», 231 IN THE PAST
WEEFK.,

Saticfaction of mothers on the unit F/G

Frobleme raiced by mothers on the unit NX

Auwareness of the service among local residents, community leadere NX
Value/probleme of the cervice related by local recidente, community

leader<c
MNX

w

taff acsecssment of appropriatenecsse of level of utilization G

Arny seaments of the community whose childrern are celdom or never brought
te the unit; poscible explanations
NX

Problems in community relatione of which ctaff are aware N4

X1, INTEGRATION WITH OTHER PRIMARY HEALTH SERVICES FOR CHILDREN

Relationship to clean water and canitation program NX

Relationship te EPI proaram UNIMMUNIZED CHILDREN ARE REFERRED TCQ THE
EPI IMMUNIZATION CENTERS:; THERE 1S OME
LOCATED IN THE HOSFITAL COMPQUND.,

Relationchip tc well-baby clinice, malaria prevention, ather MCH
programs
NX

Relzticnchip to nutrition proarame NUTRITION STUDEWTS FRCOM THE LOCHAL
FOLYTECHNIC WILL DO REGULAR
TEACHING IN THE JRT UWIT.

Relationship to pediatric outpatient services FERIATRICIAN COMES TGO

THE CORT UNIT &b SEES
CHILDREW REFERRED BY UNIT STAFF, EVALUATES THEIR NEEDS, AND PRESCRIEBES
AR NEEDED MEDICATION, SO THAT THEY CAN GO DIRECTLY TO THE FH&RMSCY OF
QUTPFATIENT TREATMENT ARES WITHOUT HAUVING TO WAIT IN LINE FOR ExabINSTI 0N
IM THE OUTFATIENT DEPARTMENT,

Relztionship to pediatric inpatient services THE ATTEWDING

FEDIATRICIAN ZEES SEFIOUS
OF COMPLICATELD CASES OW THE ORT UMNIT AMND ADMITS DIRECTLY TO THE NEAFEY
IMFATIENT WARD WHEM INDICAHTED.



X11. PROFESSIONAL/INSTITUTIONAL RELATIONSHIFS

Parent/host institution of thic unit

hospital +

hospital catellite clinic

maternity

health center. clinic, or dispencary

cther

Adminicstrative recponcsibility

federal qovernment
state government +
local government
uriiversity

voluntary agency

cother private cwnercship

Interect in/cupport of ORT unit by adminictration of parent incstitution

E
Acceptance of ORT by physicianc E
fcceptance of ORT by hospital nursec E
Acceptance of CORT by health cicteres N
Acceptance of ORT by other health staff

in

the area

N

o)
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X111, ORGAMIZATION, MANAGEMENT, AND MONITORING

Wheo hae responcsibility for day-to-day cperation of the unit?
SENIOR NURSING SISTER MRZ. COMFORT HaMIDU
To whom is that percon recponcible? HQSFITAL MATRON
How often doe¢ he/she discuse the unit operation with the person to whom
he/ehe is recponcible?
Nx

What staff are accountable to the unit superviear? ¢ NLUIRSES,
1 ATTENDANT

How ottern does the supervisor meet with staff to discuse unit operation?
NX

Whe ise recsponsible for medical cupervicion of the unit? PMO 1.7C OF THE
HOSFITAL PLLS
AN ATTENDING FEDIATRICTAN

How often does the medical supervisor meet with the unit
supervisor/staff to discuss unit operation?
SEVERAL TIMES A& UEEK

Does the medical supervicsor participate in in-service training of staff?
NX
Hoew often are medical rounds made an the unit? 1 TG 3 TIMES A DAY

Do the supervisor and other profeccional ctaff take percsonal
responcibility for &ll aspecte of unit operation, including cleanlinecs
of the unit area?

G E

Doee the supervisor lead by example? G/E

Does the supervicsor treat other staff with recspect and give due
consideration to their suggestions?
G/E

Are registers and patient records Kept concistently in etandardized
form?
5

Are accurate, up-to-date inventories of cuppliec and equipment kept,
with adeguate documentation of receipte and distributicons?
F

Are stocks on hand of reacscnable cize to meet short-term needs? M,



Are stocks re—-ordered in appropriate amountse in plenty of time for
delivery?

+
How promptly are ordere filled? G
Are the amounte requested supplied? ]

- if not, why not? HOSPITAL SUPPLY CONSTRAINTS WHICH APFLY EGUALLY TC
O0THER AREAS OF THE HOSPITAL.

What statistics, if any, are routinely reviewed to monitor the work of
the unit?
¥
How of ten are reporte of unit activitiee prepared, and to whom do they

Qc?
NOT ESTABLISHED

XIV. STATISTICAL INDICATORS OF FUNCTICN

Patients admitted in & specified number of davs 231
- epecify dates 12 AUG B85S - 19 AUG €5, INCLUSIVE.

- closing date should be before admiccion date of any children still on
the unit

Patiente of thic group discharged adequately hydrated NK

~ percent of admissions NK

Fatiente of thic group trancferred to ancther treatment unit NE
- for parenteral fluid therapy NK

- percent cof admicscicns NK

- other reasons for trancfer NK

= percent of admicsione NK

Fatients of thisz group who died in the unit ]

-~ percent of admiccione o
Patients of thiz group discharged againcst medical aduice 0
~ percent of admiccione a

Fatients of thiz group withdrawn without discharge NK

= percent of admicsione NE.
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Fatients of this aqroup unaccounted for in the records N THERE 132 WO
SYETEMATIC WAy
~ percent of admizssions NA& OF RECORDING TRANSFERS
OR DISCHARGES
Sum of lengths of stay of all for whom lenath cf stay can be determined
N TIMES OF ADMISSION AND DISCHARGE ARE NOT RECORDED.
=~ number of patients 0

Mean length of ctay NK

Fatiente of thie group qiven parenteral fluide on the ORT unit o

- percent of total admissions o~
- intravenous 0

~ intra-peritoneal 1]

- subcutanecus clysic ]

Sum of admission weighte of those with both admiscion and discharge
weighte recorded
Ny NO WEIGHTS ARE RECORDED.
Sum of discharge weights of those with both admission and discharge
weighte recorded
IN&
- number of patients 0
Mean admicsion weight NK
Mean discharge weight MNE
Mean weight gain NK

Mean weight gain ac percentage of admission weight NE

Number of admicscione of each eex in each of the following age groupe:

¢ 6 months M: 18 F: 20 T: 38 (180D
’>= & monthe and < 12 monthe M: 30 F: 22 T: &2 (277
»= 12 months and < 18 monthe M: Z3 F: 26 T: 4% (Z10D
’>= 18 monthe and < Z4 months M: 10 F: & Te 1& ¢ 7))
>= 24 month: and < 2& months M: 1§ F: 1S T: 34 (18
>= 2¢& menthe M: 1& Fi: 1é | T: & 1480
TOTALS M: 116 F: 115 T: 2%l
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Sum cof ORS volumes used for all those with complete receorde on ORS use
N&
- number of patients a

M

L}

»an ORS intake per patient NK

Ectimated ORS5 uce for all admiccions during the periocod MNe&
ORS stock in inventory at beginning of the period NX

OFRZ ctock in inventory at end of the period R}

ORS stock received during the period NX

ORS dictributed from invertory during the perijod NX

- issued fto ORT unit NX

- other distributions NX

Total ORS consumption by the unit for the period NX,

Sum of SS5 volumes used by all theose with complete records of SS55 uce
NA  SS5 NOT BEING ADMINISTERED ON THE UNIT.
- number cof patiente D

Mean SSE€ volume uced per patient a

Estimated SSS volume used for &ll admiccicne during the period 0

Weight of sugar required to make this volume of SS5 N#
Sugar stock in inventory at beginning of the period NX
sugar stock in inventory at end of the period WX

Sugar stock received during the period NX

Sugar ctock distributed from invertory during the pericod NX
- iccued tc ORT unit WX

- other distributicns N3

Tetal sugar consumption by the ORT unit for the period N3¢
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ADDITIONAL NOTES AND COMM< TS

NOTE 1: PREPARATION OF ORAL REHYDRATION SOLUTIONS

The ORS was being prepared using & cup to measure the water which
holde exactly 2 Fanta bottlee full, almost exactly 400 ml. The CUp was
being used in place of a liter measure, which was not available. 14 ORS
packets intended for solution in | liter of water each were being
dissolved in 14 X 400 ml, yielding & solution 1.47 X as concentrated ac
it eshould have been. The supervicor told me that when che made the
solution hercelf, she had used only {2 packets, Krnowing that the cup
the» were using did not really contain a liter, Thie would yield &
scolution containing 1.43 X the required concentration of salts, I went
through the calculationes with her, and pointed out that she could
prepare a correct sclution by using 15 400 m) cups of water (= 9,000 ml>
to diesolve ¢ ORS packete., I aleo reported my findings and calculaticans
to the attending pediatrician when she made her rounds on the umit. My
explanatione ceemed to be appreciated, and I believe the problem will te
corrected.

The teaching of sugar-salt eclution preparation was very well done,
and technically correct, but the mixing wae done in & cup containing the
required &00 ml. when full to the brim. Thic meant ctirring a
completely full cup, likely to lead to spilling of the solution and or
incomplete mixing., On reflection, it cccure to me that many practical
mothere are likely tc avoid this by using lees water, vielding a
solution more corncentrated than recommended. Therefore, it would seem
advisable to encourage the use of o covered bowl for preparation of the
8%, and to discourage the use of any contairner which would ke
completely filled by the additiorn cf the required amount of water,

WOTE 2: CONSISTENCY AMD EFFECTIVENESS OF AFFLICATION OF ORT

There cseems to be a tendency to Qive just 200 ml. of ORS regardlez:
«f the age or cize of the child, or the severity of the dehydratian,
Accuracy of volumes recorded ceems somewhat doubtful, and no

compencation for logs through spillage wae evident, Total volumes
recorded as givern appear small to me, Al though admiscsion and discharge
times are not recorded, 1 have the imprescion that duration of stav an

the unit mary be less than needed for many patiente, Some claser
observation and more .ndividual guidance and encouragement for matherec
of the sicker children would probably be bereficial.

Some of thece prablems may be partly due to overcrowding of the
facility during the busy morning hours. Aleo, it must be remembered
that thie ie & very young unit, not quite three weeke old, not vet fully
equipped, and already serving a staggering ratient load (an average of
33 patiente & day during the week preceding thics wicit), @&ny riek cof
under-treatment in theze circumstarnces is minimized by the excellent,
committed phyeician coverage, good cammunicatione between the nursing
statf a.id phrzicians, and conzictent cautioning of departing patient
tamiliee to return the rnext dav if the child ie¢ not better,



COMMENTS: This new unit dessrves congratulations for the enerqetic

start they have made in oral rehydration therapy., The
interest and commiiment of both nursing steff and phveicianz, and the
way in which they are workKing together, make it liKely that thic will
develop into an cutstanding program. The nursing staff are actively
interested in further workehope or training opportunitiec in GRT, and
additional training for them could benefit the Frogram greatly, Thew
can bernefit from o1l pocscsible encouragement and expert guidance during
this critical early period in development of their program, That wil)
be more important to them tharm any material or financial aid. Perhaps
the use of appropriately desiagned individual patient records would help
them covercome their weakneccsve in the area of clinical ascecsments and
patient monitoring,

Givern the needed training and guidance for the permanent ctaff of
the unit, this could become an excellent hesalth staff teaching center
within the next four tc six months,
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APPENDIY G

EVALUATION OF A WORKING ORT UNIT

Unit visited: YOLAa GEMNERAL HOSPITAL ORT UNIT

Site visitor: DR. (MRS.) JOYCE B. MATHISON

Dates of wisit: 2Z AGUST 1985




OUTLINE FOR EVALUATION OF WORKING ORT UNITS

CONTENTS
I. Facilities
1T, Staffing
ITl., Equipment
IV, Supplies
V. Management of children‘e diarrhea
VI, Hygeine
VII. Patient/Family Education
UIIl. Traimning function
IX, Record-keeping
X Utilization/Commurity rapport
XI. Integration with other primary health services for children

X11l. Professionalslnetitutional relationships
XI1I. Organization, Management, and Monitoring

XIW, Staticstical indicatore of function

ABBREVIATIONS KEY

NX = not examined E = excellent
+ = yes, saticsfactory G = good
0 = no, none F = fair

NA = not applicable F = poor

b
=
]

not kKnown
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I. FACILITIES

Adequacy of space G
Separation from other activities G

Latrine facilities E: 2 TOILETS, BASIN, AND SHOWER FOR MOTHERS, 1
TQILET, BASIN, AND SHOWEFR FQPR STAFF, AFPROXIMATELY
40 FT. AWAY FROM PATIENT CARE AREA.

Water supply CARRIED FROM BATHROOMS. TAPS DO GO DRY OCCASIONALLY, BUT
WATER CAN ALWAYS BE CARRIED FROM & RESERVE SUPFLY INSIDE
THE HOSPITAL COMPOUND.
Surfaces washable and easy to clean
—~floors G
-walle F

-furnicshings G

Verntilation E: UNIT 18 IN A LARGE OFEN VERANDAH WITH & HALF-WaALL
AROUND IT.

Screening (
Securs ctorage for equipment and supplies G
Location

—accessibility E
—proximity to gereral pediatric inpatient/outpatient facilities

E: LOCATED IN THE HOSFITAL COMFOUND BETWEEN OUTPATIENT PEDISTRICS
DEPARTMENT AND INPATIENT PEDIATRICS WARD.

NOTE: THIS NEW FACILITY HAS BEEN OPEN ONE MONTH.
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I, STAFFING

Medical cupervicion PHYSICIAN IN NEAREY FEDIATRIC OUTFATIENT
DEPARTMENT

Unit supervicory etaf+f SENIOR NURSING SISTER MRS. BaMSI
Other patient care staff 11 NURSES AND MIDWIVES; 1 STUDENT NURSE
ASSIGNED FOR EVENING AND NIGHT SHIFTS

Cleaners 2

Other ancillary ctaff a

24-four distribution of staff coverage STAFF COVERAGE 24 HOWRS X 7
DAYS A WEEK, EVENING aMND

NIGHT SHIFTS, WHEN PATIENTS ARE FEW, 1| NURSE AND 1 STUDENT NURSE AFRE

ON DUTY

Interecst/enthusiaem of staff for ORT program E

Knowledge and competerce in ORT sdminicstration B

Friendly, helpful attitude toward motheres G

Teamwork and chezerful cooperation among staff G

Take perconal respancibility for the work situation, including
cleanliness of the environment
G

Care of equipment and supplies G
Steff ideac for improving services PHYSICIAN ROUNDS OM THE CRT UNIT

ARE NEEDED. USE OF INDIVIDUAL
PATIENT RECORD FORMS WOULD FACILITATE EETTER FATIENT MONITORING.



o
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IIl. EQUIPMENT

Cups +
Spoone +

Beer bottles or Fanta bottlec +: BEER BCOTTLE

Covered buckets or vats for mixing ORS, storing drinking water +
Liter measure, graduated in millilitere 0: PLASTIC BUCKET GRADUATED IN
LITERS

Long-handled spoon for stirring solution 0

Hand-washing bacine +

Towele +

Towel racks or hooke +

Bacsine for wacshing babiec 0, EUT MOTHERS CAN USE SHOWER &ND BASIN
40 FT. AWAY WHICH ARE FOR EXCLUSIVELY
FOR ORT UWNIT USE,

Buckets or basine for cleaning floore and furnishings, washing clothing

FOR STAFF USE ONLY

Cleaning cloths N

Fly cswattere 0

Bedpanc 0

Emesic basine 1]

Cote for children, with plastic-covered mattreccec 0: REQUESTED

Chairs for motheres BACKLESS EEMCHES

Weighing scales ]

Thermome tere +

Tables and chaires for ctaff +

Clipboards for patient records (R

Cther equipment MNE
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IV, SUPPLIES

ORS +

Sugar +

Salt +

Drinking water +

Dicsinfectant 0

Scap +

Patient registers +

Patient record forms (+>: SOME ARE LEFT FROM PREVIQUS USE, BUT THE
SUPPLY AND USE OF THEM WAS DISCONTINUED AFTER

DR. GRANGE’S VISIT, WHEN SHE SAID THEY WERE NOT NECESSAFRY.
Other suppliecs NA
Adequacy of cuppliecs G

Security of supplies G

V. MANAGEMENT OF CHILDREN‘S DIARRHEA

Evaluation of severity of fluid loss
- objective criteria F/G

- accuracy F/G

- concistency F/G
Screening for complications

- objective criteria F/G

- accuracy F/G

- coneicstency F/G
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Appropriateness of formulalse) uced WHCO/UNICEF STANDARD

Accuracy of preparation G

Concsistency and effectiveness of application G
Ectablichment of care-giverce” trust and cooperaticn G
Farticipation of care-givers in treatment G

Reducing spread of infection F

Input/ocutput monitoring INPUT ONLY RECORDED; APFEARS REASONADBLY
ACCURATE,

Frequency and accuracy of clinical re-evaluation NOT SCHEDULED COF

RECORDED. NURSES
SEEM FAIRLY ALERT TO PATIENTS’ CONDITION; FLUID VOGLUMES VARY WITH
INDIVIDUAL PATIENT NEEDS; ARD FATIENTS APFEAR TO EBE IN REASCONWAELY GOOD
CONDITION ON DISCHARGE.

Criteria for going to parenteral fluid use: NxX: NO PARENTER&L FLUIDS

ARE GIVEN ON THE OFT UNWIT,.
THE MORE SERIOUS FATIENTS ARE SENT TO SEE THE PEDIATRICIAN IF NOT
IMPROVING IN 4-8 HOURS, DEFENDING ON SEVERITY.

- objective clarity NX
- appropriateness NX
- application NX

Uee of other medicaticne NONE IM ORT UNIT. FOR INUVESTIG&TION AND

TREATMENT OF SFECIFIC DISEARSE CONDITIONSZ,
CHILDREN ARE SENT TCO THE PHYSICIAN IN THE FPEDIATRIC OUTPATIENT
DEPARTMENT,

Measles immunizaticn UNIMMUNIZED CHILDREN ARE REFERRED TO MATERMAL AMD

CHILD WELFARE CLINIC OR THE IMMUNIZATION ST&ATION
IN THE PEDIATRIC OFD, BOTH LOCATED WITHIN S00 FT. OF THE CRT UNIT,
DCEFEMNDING ON THE AGE OF THE CHILD.,
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VI. HYVGEINE

bihe ie responcsible for canitary condition of the environment?
CLEANERS AND NURSES,

Whe is responcible for canitary condition of the equipment?
CLEANERS AND NURSES.

Recponsibility for hygeinic conditione chared by all ctaff G

Inyglvement of mothers in maintaining hyaeinic conditione F
“leanlinesse of floore, walles G
Cleanlinesse of equipment F/G

Precence of flies VERY MANY
Dieposal of fecec and vomitus PROMPT FLOOR CLEANLUFS BY STAFF
Latrine facilities for ctatf, patient families E

Harndwashing arrangements

-

- one basin or twe! <
- how often changed? FRN: WATER 1% KEPT CLEAN,

- soap”? +

-~ disinfectant rince? 0

- clean, dry towel? F: MORE TOWELS NEEDED IN ORDER TO KEEF & DRY ONE.

Handwashing practices of staff, patient families E: ALL MOTHERS W&sSH

HANDS WITH SOAF aAnD
WATER AMND DRY ON A CLEAN TOWEL TO PRACTICE PROPER LEVELING OF & TEASSFOON
FULL OF SaLT. THEY USE THE SAME HAND-WASHING FACILITIES AS THE WURSES,
WHICH 1 BELIEVE TO BE A VERY GOOD THING. MANY OF THE WOMEN HAVE
FROBABLY NEVER BEFORE EEEN AELE TO FICTURE THEMSELVES FPRACTICING THE
SAME HYGEINIC HAEITS A% THESE RESFECTED HEALTH PROFESSIONGLS,

Provicion for washing patients, their cote, their clothing MOTHERS My
WAaSH IN THE
EszINS IN THE UNITYS BATHROOMS, &BOLT 40 FT. FROM THE FATIENT CARE @FRES.

Adequacy and accescibility of bacine, cleaning clothe, dicinfectant
solution

Fn
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VIT, PATIENT/FAMILY EDUCATION

Who teachecs? NURSING STaFF
Content of teaching

- diarrhea management +

diarrhea prevention +
-~ immunizatione +

- nutrition +

~ malaria prevention a
- other o

Teaching techniques

= individual explanation +
- qgroup presentaticn +

- quection and arswer +

= vieual aide 0

- demonstrations +

Frequency cof precentatione ALMOST CONTINUOUS, LOMGER HEALTH TALKS
DAILY.,

Length of presentatione APPROPRIATE
Documentation of teaching activities
- for unit activities 0
-~ for individual patient care-giver o
Charge from ORS to 5SS a:z child improves? a
Training for S$%5 preparation and uce
- verbals/vicual +
- demonstration +
- practice and uze in the OFT center EACH MOTHER MUST MEASURE & LEVEL

TEASFOON FULL OF S&LT TC SHQOW
HQ!
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VMITI. TRAINING FUNCTICON

In-cervice training for unit ctatf +

Rotation of staff from other areas of hospital/clinic for training
+: 3 PERMANENT NURSING STAFF, OTHERS ROTATING

Aesianment of staff from other institutions for training ]

Accept community voluriteere for training in ORT ]

Involve trainees in all aspecte of unit’s function +

Tect Krowledge/competerice of trainees 1

Provide letter of reccogniticn on completion of training a

IX., RECORD-KEEFING

Equipment inventory

- permanent records FILED (MO LEDGER)>

- accurate, up to date NX

- cigned records of additions, removale NX
Supply inventory

- permanent ledger C

- accurate, up to date RES

- signed recorde of receipte, dicstributions N
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Requisitions/requests for equipment, suppliec

- etandard form +1 HOSFITAL WARD REQUISITION FORM,

- copiee retained +

- prepared and csubmitted at reqular intervalg +: WEEKLY

FPatient reqgister

- patient name, sex, aqe +

- date/time of admiscion and discharge DATES ONLY, NO TIMES,

- reason for discharge 2

¥ "OoUTCOME"
- condition at discharge 3
- other information recorded ADDRESS, HOME TREATMENT, DURATION COF
DIARRHEA, STOOL FREQGUENCY AND

CONSIETENCY, BLOOD OR MUCUS IN STQOL, MEASLES IMMUNTIZATION, BREAST-
FEEDING, SUNKEN EYES, SKIN TURGOR, MENTaAL STATE, NUTRITION (EY ARM
CIRCUMFERENCE RANGEY, TOTAL ORS GIVEN,

- reqister complete, up to date, and legible E

Individual patient recordes NOME FRESENTLY IN USE. ACCORDING TO THE

WLRSES, THEY DISCONTINUED USE OF INDIVIDUAL

PATIENT RECORDS EBECAUSE DR. GRANGE TOLD THEM THEY WERE UNNWECESSART.

- etandardized form O: <+, FORMERLY)»

- precerved permanent]y NA: (+, FORMERLY?

- weight, temperature on admiscicon and discharge 0

- objective accecement of condition at specified intervale 0: (4,
FORMERLY)

- input/output record 0: (+, FORMERLY?D

- other information recorded NA

- completeness and accuracy of records maintained N&
cerwvices/ascsignment recorde of ctaff, trainees +
Log of educational activities 0

Log of phyesician vicile, patiente reviewed N&
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X UTILIZATION/COMMUNITY RaFPORT

Admicsion trende over time THE UNIT IS JUST 3 MONTHS OLD. AFTER VEFRY

HIGH RATES OF @ADMISSSION THE FIRST TwWO
MONTHS, FATIENT LOAD IS WNOW EEGINNING TO DECLINE. THE LAST WEEK IN May,
THERE WERE 240 ADMISSIONS; THIS PAST WEEK THERE WEFRE 113 ADMISSTONE,
WHILE THIS MIGHT EE DUE TO SEASONAL VARTATIONS, WHICH HeVWE NOT YET EEEN
LOCGKED AT, OR TO OTHER FACTORS, WE HOPE IT 1S DUE TO & LARGE NUMEBER OF
MOTHERS BEGINNING TO USE ORAL REHYDROSTION EFFECTIVELY AT HCME .

Satizfaction of mothers on the unit E
Froblems raiced by mcthere on the unit NX
Awarenecz of the service among local recidents, community leaders NX,

Value/problems of the service related by local recidents, commurity
leaders P

Staff ascessment of appropriaterece of level of utilization

G: STAFF BELIEVE THE DECLINING PATIENT LOAD 1S RELATED TO BETTER-
INFORMED HOME CARE FOR DIARRHEAL DISEASES.

Any seaments of the community whose children are seldom or never brought
tc the unit: possible explanaticne
NONE. AMENITY WHRD &S WELL &%
GENERAL OFD PATIENTS ARE REFERRED TO THE UNIT FOR ORaL REHYDRATICH.
FATIENTS COME FROM ALL RELIGIQUS GROUFS AND ALL SOCIO-ECOWQMIC LEVELE,

Problems in community relatione of which stafd are aware

AT FIRST, THERE SEEMED TO BE SOME DOUET OF THE UALUE OF THE METHQL,
AND PEOFLE WOULD “AHE JOKES, SAYING GONGOLA STATE Was SO FODOR THEY MO
HaD TCO GIVE SUGAF AND SHLT INSTE&D OF MEDICIMNE. HOWEVER THE PROGFRAM
SEEMS TO HAUVE WON OVER MOST SKEFTICS, AND THERE IS & GENMERAL ACCEFTANCE
OF THE EFFICACY AND IMFORTANCE OF THE ORT METHOD.
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X1, INTEGRATION WITH OTHER PRIMaRY HEALTH SERVICES FOR CHILDREN

Relationcship to clean water and sanitation program OFT 1S EBEING TAUGHT
IN THE RUR&L BASIC
SERVICES PROGRaAM.,

Relationship to EPl program CHILDREN ARE BEING REFERRED TO THE CHILD

HEALTH PROGRAM AND THE IMMUNIZATION
STATION IN THE PEDIATRIC OPD, IN NEARBY BUILDINGS, FOR FULL EFI
IMMUNIZATIONS.,

Relationship to well-baby clinice, malaria prevention, other MCH
plrograme
MOTHERS OF INFANTS ARE BEING ENCOURAGED TO ATTEND WELL-EB&EY
CLINICS REGULARLY.

Relationehip to nutriticn programe THERE IS APFROPRIATE ON-THE-SFCOT
NUTRITION TEACHING &% WELL A%
REZFERFAL TO WELL-B&EY CLINICS.

Relationship to pediatric ocutpatient services DIRECT REFERRAL TO
FHYSICIAN IN NERREY
FEDIATRIC OPD FOR TREATMENT OF SPECIFIC DISEASE PROBLEMS &S NEEDED.

Relationehip to pediatric inpatient services THROUGH THE FPHYSICIAM
IN CHARGE OF PEDIATRIC
OFD.



Farent/host
= hospital

- hospital

inetitution of thic unit

+

catellite clinic

- maternity

~ health center, clinic, or diespencary

- other

Administrative recponceibility

- federal

government

- state government +

- local government

= univeresity

- voluntary agency

- other private ownerchip

Intereet inscuppcrt cof ORT unmit

G

Acceptance

Acceptance

ficceptance

ACcceptance

cf

of

cf

cf

ORT by phyeicians

XII, PROFESSIONAL/INSTITUTIONAL REL&TIONSHIFS

by administration of parent
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inetitution

SOME INITIAL RESISTAMCE Ev COLDER

PHYSICIANE., SEE NOTE 1.

ORT by hospital nurzes G/E

ORT by health csicters G/E

QORT by other heazlth

staff in the area

G/E
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XITI. ORGANIZATION, MANSGEMENT, AND MONITORING

Who has responeibility for day-to-day cperation of the unit?
SENIOR NURSING SISTER MRS, EBAMNSI

Te whom ie that person responcible? ASSISTANT CHIEF NURSING COFFICEFR
MRS. GIDEON,

How cften does he/ehe discuses the unit ocperation with the percson to whom
hesshe is responsible?
2-3 TIMES A WEEK.

What staff are accountable tc the unit supervisor? 11 NURSES aND
MIDWIVES,
z CLEANERS,

How often does the supervisor meet with staff to dicscuse unit operation?

NX

Who ie responcsible for medical supervision of the unit? THE vPHYSICIAN
IN CHARGE OF
PEDIATRIC CGFD.

How often doees the medical supervisor meet with the unit
supervisor/staff to discues unit operation?
NEWVEF. SEE NOTE 1.

Does the medical supervisor participate in in-szrvice training of staff?
1]
How often &re medical rounde made on the unit? NEVER. SEE MNOTE 1,

Do the supervicor and other profescional staff take persorial
responsibility for all aspects of unit operation, including clean)inece
of the unit area?

E

Doee the supervisor lead by example? NX

Does the cupervisaor treat cther cteaff with respect and give dus
consideration to their suggecstions?
G-/E
FAre registere and patient records kept concistently in standardized
form?

+

Are accurate, up-to-date inventoriec of supplies and equipment Kept,
with adequate documentation of receipte and distributicne?
{
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Are stocks on hand of reasorable size tc meet short-term neede? +
Are ctockes re-ordered in appropriate amounts in plenty of time for

delivery?
+

How promptly are orders filled? SAME DAy
Are the amounts requested csupplied? NOT ALL

- if not, why not? HOSPITAL SUPPLY CONSTRAINTS WHICH APPLY EQUALLY TCO
OTHER AREAS OF THE HOSFITAL.

What statistics, if any, are routinely reviewed to monitor the work of
the unit?
0
How aften are reports of unit activities prepared, and to whom dc they
go?

NC' REPORTS HAVE BEEN PREPARED EXCEPT ON SPECIFIC REQUEST COF
UNICEF OR HOSFITAL STaATISTICS OFFICE.

XIV. STATISTICAL INDICATORS CF FUNCTION

Fatientz admitted in & specified number of dars 124
- specity dates 13 AUG 85 - 21 AUG &5, INCLUSIVE,

- closing date should be before admission date of any children stijl] on
the unit

Patiente cf thic arcup discharged adequately hydrated NK

= percent of admissions NK

Fatiente of thic group trancferred to ancther treatment unit NK
- for parenteral fluid therapy NK

= percent of admicscsicne NE

- other reazonz for trancfer Nk

~ percent cf admicsciane WK
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Patients of thics group who died inm the unit 0
- percent of admicssione 0%
Fatients of this group discharged against medical advice NK
- percent of admiccions NK
Fatients of this group withdrawn without discharge NK
- percent of admicsione NK
Fatients of this group unaccounted for in the records N&
- percent of admicsions Na
Sum of lengths of stay of all for whom length of stay can be determined
- number of patiente o
Mean length of stay N&y
Fatiente of thie group given parenteral fluide on the ORT unit a
- percent of total admissions 0%
= intravenous ]
~ intra-peritonsal 0
- esubcutaneous clyeic a
Sum of admicsion weighte of those with both admission and discharge
weights recorded
¢
Sum of discharqe weights of those with both admicsion and discharge
weights recorded
0
- number of patiente 0
Mean admiccsion weight NK
Mean discharge weight NK
Mean weight gain NK

Mean weight qQain as percentage of admicsion weight NK



Number of admissione of each sex
< é6 monthe M:
>= & months and < 12 months M:
>= 12 monthe and ¢ 1& monthe M:
>= 18 months and < 24 months M3
>= 24 months and < 236 monthe Mz
>= 3¢ months M:
TOTALS M:

Sum of ORS volumes used for all
S3,100 ML,
- number of patiente 124

Mean ORS intake per patient 444 ML .
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in each of the following age agroups:

é F: & T: 12 C10¥)
12 F: 2% T: 41 (33X
12 F: ¢ T: 21 170
10 F: S Te 1S (1240

b F: & T: 1D (124
10 F: 10 T: 20 (187
5% Fi: &5 T: 124

those with complete records on ORS use

Estimated ORS use for all admissions during the period 95,100 ML.
ORS etcocck in inventory at beginning of the period N3
ORZ stock in inventory &t end of the pericod N
ORS stock received during the period N
ORS distributed from inventory during the period N,
- iesued to ORT unit NX
- other distributions NX
Tetal ORE consumption by the unit for the periad N¥
Sum of SS% volumes used by all those with complete records of S%5 use

N&

= number of patientes NA
Mean S5% volume used per patient N&
Eetimated SS5€ volume used for &ll admicscions during the pericd (RIS
Weight of sugar required to make this volume of SS5 W&
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Sugar stock in inventory at beginning of the period NX

Sugar ctock in inventory at end of the period N

oW

stock received during the pericd N

stock distributed from inventory during the period

issued to ORT unit NX

- other dicstributions NX

sugar consumption by the ORT unit for the period NX
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ADDITIONAL NOTES AND COMMENTS

NOTE 13 PHYSICIAN SUPERVISION AND ROUNDS

Unfortunately, the consulting pediatricians in Yola have been lese
than enthusiastic about the ORT program, and have rnot participated
actively in its development., The csicsters would like to have phyzician
rounds on the unit, but co far dehydrated children with other medical
problems <t:11 have to Qo and =it in the outpatient line to be seer by
the doctor., With the support and guidance of the hospital
administration, the Health Servicec Management Board administration, and
the cstate Epidemiclogy Unit, the sicterec are doing an excellent job., It
is hoped that the active support of the pediatriciane may yet be
enlicsted. Perhape scientific seminars on ORT for hospital physicians
wcould be the best first step in the establishment of rew hospital QRT
Frograme. This might promcte more of the interect and active support
these proarams need from hospital medical s*taffe.

COMMENT :

In juet three monthe of operation, thic unit hac ectablished &
commendable level of service. Ite most attractive feature ic the
apparent positive relationcship between the staff and mothers of the
children., One hacs the impression that the mothers have a areat deal of
convidence in the unit staff and are likely to try to follow their
advice on leaving the unit.

The clinicel competence of the hurces ceems very good.,. Thie may
have been promoted by twoe factore: (1) The fact that they started their
work using an individual patient record form may hawe felped ectablich &
closer attention tc clinical details than would otherwice have cbtained,
It ie intercsting to note that the nurcec tremselves feel the vee of
individual patient records would help them to take better care of
patients. (2) The unfortunate )ack of reqular medical supervicion and
consultation on the unit hawe made ‘U nececssary for the nursec to &S euUme
complete respancibility for clinical decicions on the unit.

The fly problem is noticeable in spite of a high standard of
cleanlinecss in the area. It would be a great improvement if means could
be found toc enclose the unit area with screening.

This unit can already be recommended as a training center for ctafs
from other health care facilities, lte value as » demcnstration unit
would be impraoved if arrangements could be made far come interected
staff physician to make regular rounde on the unit, providing guidsnce
to the cicsters in clinical evaluatione, and prescribing. needed trestment
for cpecific dicease problems in the children receiving oral rehydreaticon
therapy. FReadyr availability of phyeician consul tatian an the urit might
&dleo make it poccible to safely rehydrate more zeuvsrelw dehvdrated
children aorzlly ac cutpatiente, rezulting in greater cavings on
intravencues fluids and inpatient care cozts,



AFFENDIX H

EVALUATION OF & WORKING ORT UNIT

Unit visited:

SOKOTO UNIVERSITY TEACHING HOSPITAL ORT UNIT

Site vigitor:

DR, (MRS.> JOYCE B. M&THISON

Dates of visit:

11-12 SEPTEMEER 1985




QUTLINE FOR EVALUATION OF WORKING ORT UNITS

CONTENT &
I. Facilities
11. Staffing
IIl. Equipment
V. Supplies
V. Marnagement of children’s diarrhea
VI, Hraeirne
VIl. Patient/Family Education
UITl. Training functicn
IX. Record-keeping
X. Utilization/Community rapport
XI. Integration with other primary health services for children

x11. Frofecsiconal/Institutional relationcshipe
XI1l. Organization, Management, and Monitoring

X1V, Statictical indicatore of furnction

ABBREVIATIONS KEY

NX = not examined E = excellent
+ = yes, satizfactory G = good
0 = no, ricne F = fair

N = not applicable F = poor



I. FACILITIES

Adequacy of space F

Separation from other activities F/G

Latrine facilities N¥

Water supply WATER MUST BE CARRIED FROM AN ADJACENT AREA OF THE
HOSFITAL; HOSPITAL SUPFLY 1S RELIAEBLE.
Surfaces washable and easy to clean
-floore G
~walle G
=furnishings G

Ventilation G

Screening 0

Secure ctorage for equipment and suppliee NX

Location

—accessibility E

-proximity to general pediatric inpatient/outpatient facilities

E: SCREENED-QFF SECTION OF PEDIATRIC OUTPATIENT CLINIC AREA.



IT. STAFFING

Medical supervision DR. QODIACHIE

Unit supervicory staff NX

Other patient care staff NX

Cleanere NX

Other ancillary staff NX

Z4-hour dietribution of etaff coverage NX

Interest/enthusiasm of staff for ORT program G/E

Knowledge and competernce in ORT adminictration G

Friendl», helpful attituds tocward motherz G

Teamwork and cheerful cacperation amang staff Nx

Take perscnal responsibility for tne work situation, including
cleanlinese of the environmernt
NX

Care of equipment and suppliez G

Staff ideacs for improving servicee NX



IIT. EQUIPMENT

Cups +

Spoons ¢

Beer bottles or mineral bottles NX

Covered buckets or vats for mixing ORS, storing drinking water +

Liter measure, graduated in milliliterse +: 500 ML, STAINLESS STEEL,
GRADUATED

Long-handled spoon for stirring solution NX

Hand-washing bacsine +

Towels Nx

Towel racks or heooks

Bazins for washing bakbiez 0

Buckete or bacins for cleaning floors and furnicshings, washing clathing
N

Cleaning clathe N

Fly swatters NX

Bedpanse NX

Emesis basins NX

Cate for children, with plastic-covered mattresces 0

Chaire for mothere BENCHES

Weighing scalees +

Thermometers NX

Tablee and chaire for ctafs +

Clipboards for patient reccrds +

Uther equipment ORT FOSTERS FROMIMENTLY DISFLAYED, RECCMMENDED AMOUNTS
POSTER OVER NURZEZ’ WRITINWNG DESK,



IV. SUFPLIES

QRS+

Sugar +

Orinking water +

Dicsinfectant NX

Scap +

Patient regicsters +

Fatient record forme +

Other suppliez NX

Adequacy of supplies NX

Security of supplies NX



V. MANAGEMENT OF CHILDREN"S DIARRHEA

Fvaluation of severity of fluid leoce
- objective criteria +
= accuracy NX
- consistency NX
Screening for complicatione ALL CHILDREN &RE SEEN BY A& FHYSICIAM EITHER
JUST EBEFORE QR JUST AFTER THEIR STaY ON THE
ORT UNIT.
- objective criteria NX
- accuracy NX
- consicstency NX
Appropriateness of formulade) used G
Accuracy of preparation G
Concicstercy and effectivenecs of application NX
Ectablichment of care-givers’ truest and cooperation G
Participation of care-givers in treatment G
Reducing spread of infection NX

Input/output monitoring RECORD ONLY FLUID VOGLUMES GIVEN; URINATION WQOT
RECORDED

Frequency and accuracy of clinical re-evaluation NX

Criteria for going to parenteral fluid use:

- objective clarity Nx 2
b

- appropriaterecs NX 2 FARENTERAL FLUID VERY RARELY LISED NOW.
3

- application NxX 2

Uee of other medicaticn: SFECIFIC THERAFY FOR COTHER DISEASES AS
PRESCRIBED BY PHYSICIAWNS. -NO MEDICATIONS FOR
DIARRHEA GIVEN IN ORT UNIT.

Meazles immunization SENT TO CLINIC IMMUNIZATION ARES IF UNIMMUMIZELD.



Vl. HYGEINE

Wha is recsponcsible for canitary condition of the environment? N
Who is responsible for sanitary condition of the equipment? NX
Responcibility for hygeinic conditione shared by all staff NX
Involvement of mothers in maintaining hyaeinic conditions NX
Cleanlinecss of flcors, walls G
Cleanlinecs of equipment G
FPresence of fliec +
Diepocal of feces and vomitue NX
Latrine facilities for staff, patient familiee NX
Harndwashing arrangements

~ one basin or two? |1

- how often changed? POURING METHOD USED. WATER NOT KEFT IN BaSIN FOR
HAND=IWASHING .,

-~ scap? +

- disinfectant rince? 0

- clean, dry towel? NX

Handwashing practices of staff, patient families HANDUWASHING FACILITIES

APPARENTLY PROVIDED

ONLY FOR STAFF AND FPOSSIBLY THOSE ABOUT TO PARTICIPATE IN
DEMONSTRATIONS;  WHEN I ASKED IF I COULD WASH MY HANDS, THE STAFF SalD
NCO, THERE WASN’T ENOUGH WATER., 1T APPEARED THIS WaS AN UNUSUAL REQUEST.
Previcion for washing patients, their cots, their clothing O
Adequacy and accessibility of basing, cleaning claothe, dizinfectant

s0]

olution
INX



VIT. PATIENT/FAMILY EDUCATION

Who teaches? NURSING STaFF

Content of teaching NX

- diarrhea management NX

diarrhea prevention NX

immunizations NX
- nutrition NX

- malaria prevention NX

other NX

Teaching techrniques

- individual explanation NX

- group precentation N¥

- question and answer N¥

- wvisual aide N¥X

- demonestrations +

Frequency of precentatione NX
Lencth of presentations NX
Documentation of teaching activities

- for unit activities NX

- for individual patient care-giver NX

Change from ORS to SSS as child improves?

Training for SSS preparation and uce
- verbal/visual +
- demonstration o+

- practice and use in the ORT certer +

o



VIIl., TRAINING FUNCTION

In-cervice training for unit ctafs ON=-GOING, BY ENTHUSIASTIC ATTENDING
PEDIATRICIAM,

Rotation of staff from cther areacs of hospital/clinic for training MX

Assignment of staff from other institutions for training MX

ARccept community valunteers for training in ORT NX

Invelve trainees in al) aspects of unit’s function NX

Test Knowledge/competence of trainees NX

AV

Provide letter of recogniticon on completicon of training NX

IX. RECORD-KEEFING

Equipment inventory

- permanent recorde NX

- accurate, up to date NX

- ¢igned records of additione, removale Nx
Supply inventory

- permanent ledger NX

- accurate, up to date Nx

- signed records of receiptsz, distributionse NX



Requicitions/requeste for equipment, supplies
- standard form e
-~ copies retained M
- prepared and submitted at regular intervals NX
Patient reqizter
- patient name, csex, age +
- date/time of admiccion and discharge DATES ONLY; TIMES NOT RECORDED.
= reason for discharge NX
- condition at discharge NX
~ other information recorded NX
- register complete, up to date, and leqible G
Individual patient records
- standardized form +; SIMILAR TO DR. OKEAHIALEM’ Sy SEE NWOTE .
- preserved permanently +
- weight, temperature on admission and discharge NX
- objective assecssment of condition at specified intervals +
- input/output record Nx
- other information recorded WX
- completenese and accuracy of recorde maintained N¥
Services/assignment records of staff, trainses NX
Log of educational activities NX

Log ot physician visits, patients reviewed Naj; ALL PATIENTS SEEN EY
CLINIC PHYSICIANE



Xo UTILIZATION/COMMUNITY RAFPORT

Admicsion trends over time NX

Satisfaction of mothers on the unit G

Problems raiced by mothers on the unit NX

Awareress of the service among local recidents, community leaders NX

Valuesproblems of the service related by local residents, community
leaders
N>

&g

taff acsesement of appropriatenese of lewvel of utilization N¥

ANy seagments of the community whose children are seldom or never breought
tc the unit; poecible explanaticne
NX

Probleme in community relatione of which cstaff are aware NX



H=1%

X1, INTEGRATION WITH OTHER PRIMARY HEALTH SERVICES FCOR CHILDREN

Felationehip to clean water and canitation program NX

Relationship to EFl program NX

Relationehip to well-baby clinice, malaria prevention, other MCH
{roarams
NX

Relatianship to nutrition programe MALNOURISHED CHILDREN ARE REFERRED
TO THE NUTRITION UNIT, WHICH DOES
NUTRITION EDUCATION OF MOTHERS WITH DEMONSTRATICN OF FOOD FREFARATION.

Relationchip to pediatric outpatient services E: INTEGRATED. MaLAFIA
TREATMENT CONSISTS OF
CHLOROQUINE + QRT.

Relationship to pediatric inpatient services THROUGH CLINIC PHYSICIANS,
LWHO SEE ALL THE CHILDREN,



XIT. PROFESSIONAL/INSTITUTIONAL RELATIONSHIPS

FParent/hocst institution of thie unit
- hospital +
- hospital catellite clinic
- maternity
- health center, clinic, or dicpencsary
- other
Adminicstrative responcibility
- federal government +
- state government
~ local goverrnment
- university +
= voluntary agency

- other private cwnerchip

Interect in/support of ORT unit by admimicstration of parent

X

Acceptance of ORT by phyeiciane G/E

Acceptance of ORT by hospital nurses G/E

Acceptance of CRT by health cicterse NX

Acceptance of ORT by other health ctaff in

the ares

G/E

H-14

inestitution
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XITI. ORGAMNIZATION, MANAGEMENT, AND MONITORING

Who hae recsponcibility for day-to-day cperation of the unit? NX
Ta whom i2 that person responsible? NX

How cften does he./she discuce the unit operation with the person to whom
hes/she ie responcible?
NX

What statf are accountable to the unit supervisor? NX
Hcw often does the cupervicor meet with staff to discues unit cperation?
NX

Who ie recsponcible for medical supervicion of the unit? DR. JDIACHIE,
ATTENDING
FEDIATRICIAN, WITH DOCTORS WORKING IN PEDIATRIC CUTPATIENT CLINIC,

How o“ten doec the medical supervicor meet with the unit
supervisorsstatt to diccuss unit operation?

FREQUENTLY; DR. CGDIACHIE
IS AN ACTIVE, INTERESTED SUFERVISOR WITH EVIDENT TEACHING SKILLS.

Does the medical supervisor participate in in-cervice training of ctaff?
YES

How often are medical rounds made on the unit? N3 aALL FATIEMTS &RE

SEEN BY DOCTORS IN THE
PEDIATRIC QUTF&TIENT CLIMIC,

Do the supervicsor and other professional ctaff take perconal
responsibility for all aspecte of unit operaticn, including cleanlinecs
of the unit area?

INX

Does the cupervicsor lead by example? NX

Does the supervicor treat other staff with respect and give due
consideration to their suggesticons?
NX

Are registers and patient records Kept caonsicstently in standardized
form?
G

Are accurate, up-to-date inventories of supplies and equipment Kept,
with adequate documentation of receipte and distributions?
P



FAre stocks on hand of reazonable size to meet short-term needs? Nx
Are stocke re-ordered in appropriate amounte in plenty of time for
deliver»?
N
How promptly are ordere filled? NX
Are the amounte requested cupplied? NX
- if not, why not?
What staticstice, if any, are routinely reviewed tc monitor the work of
the unit?
N
How cften are reporte of unit activities prepared, and toc whom do they

go?
NX

XIV, 8TATISTICAL INDICATORS OF FUNCTION: NOT EXAMINED



ADDITIONAL NOTES aND COMMENTS

NOTE 1: Dr. Odiachie, after discuesing the problems of clinical
azsessment of level of dehydration, volunteered to try Keeping patients
on the unit until the» are urinating, and recording urination in a
column added tc the individual record.

COMMENT:  An excellent start, with accurate preparation of scluticne,
appropriate teaching of sugar-salt soclution preparation and
uce, medical supervicion of all caces, a clean, well-ventilated work
space, and an excellent supervising/training relationship of the medical
supervisor with the unit staff. The pattern of integraticn intc
rediatric ocutpatient clinic seemz to be workKing very smoothly to the
beretit of patientse and motherse. The very buey and crowded pediatric
inpatient ward hae at present no children on [V treatment for diarrhea,
Thie is now done very rarely at Sckoto Univercity Teaching Hospital,

The head of pediatrics, but net the medical supervicsor of the OFT
uriit, doec etill precscribe antidiarrheal medicaticone for patiente
admitted to the ward with other problemsz, but none are given on the ORT
unit.

Thie unit appears ready to furcticn ac & treining center for ORT
alreadr. The only addition I would like to cee ic hand-washing
facilities more readily available to the mothers ae well ae the statfs,



AFFENDIX 1

EVALUATION OF A WORKING ORT UMIT

Unit visited: _SOKOTO WOMEN’S AND CHILDREN’S WELFARE CLINIC

DR. (MRS.) JOYCE B, MATHISON

11-12 SEPTEMERER 1925

Datec of viesit:



QUTLINE FOR EVALUATION OF WORKING ORT UMITS

CONTENTS
I. Facilities
1T, Staffing
"11. Equipment
v, Supplies
Vv, Management of children’s diarrhea
VI, Hygeine
VIlI. Patient/Family Education
VIII. Training function
1>, Record-keeping
X, Utilization/Community rapport
X1, Integration with other primary health services for children

#1le Frofeceicnal Institutional relationchipe
X111, Organization, Management, and Monitoring

KNIV, Statistical indicatore of function

ABEREVIATIONS KEY

NX = not examined E = excellent
+ = yes, catisfactory G = good
0 = no, none F=fxir

WA = not applicable F = poor



I. FRCILITIES

Adequacy of space F/6

Separation from other activities G

Latrine facilities NEARBRY

Water supply NX

Surfaces washable and easy to clean

~walle G
-furnicshings G

Ventilation E

Screening E

Secure ctorage for equipment and supplies NX
Location
-—accessibility E
-proximity to gerneral pediatric inpatient/cutpatient facilitise
INTEGRRTED INTO A MATERNAL AND CHILD HEALTH CLINIC WITH ANTENATAL,
MATERNITY, FAMILY PLAMMING, EFI, ORT, INFANT WELF&RE, NUTRITION, AMD

OUTPATIENT FEDIATRIC SERVICES IN THE SAME COMPLEX. CHILDREW REQUIRING
HOSFITALIZATION ARE REFERRED TO SOKOTO UNIVERSITY TESCHING HOSFITAL.



Il. STARFFING

Medical cupervicion DR. (MRS.) E&Sal

Unit supervisaory staff NX

Cther patient care staff HNX

Cleaneres NX

Dther ancillary staff NX

24-hour distribution of staf+ coverage NX

Interezt/enthusiasm of staff for ORT program E

Knowledge and competernce in ORT adminictration G/E

Friendly», helpful attitude toward mothers NX

Teamwork and cheerful cooperaticn amcong staff G

Take percsonal responsibility for the wark situation, including
clteanltiness of the environment
N

Care of equipment and supplies G

o
(e
e
—+,
-+
Q
0
m
m

- for improving cervices NX



IT1. EQUIPMENT

Cups +

Spoone +

Beer bottles or mineral bottles NX

Liter measure or bucket graduated in liters +

Long~handled spcon for stirring solution NX

100-200 m] measure of known volume for dispensing ORS NX

Covered buckets or plastic jerricans for storing drinking water NX

Hand-washing basins +

Towele ONLY TOWEL HAD BEEN WASHED AND Was DRYING

Towel racks or hooks NX

Basine for washing babies NX

Buckets or basins for cleaning floore and furnishings, washing clothing
W3,

Cleaning clothe NX

Fly swatters MWX

Bedpane NX

Emecie basins HNX

Cote for children, with plastic-covered mattrecsses 0

Chairs for motherz EBENCHES

Leighing scales  +

Thermome ters 4+

Tables and chairs for cztaff +

Fatient register +

Clipbocarde for patien: recorde N¥

Other equipment N



Salt +

Drinking water NX

Disinfectant NX

Soap +

Patient record forme

Cther supplies NX

Adequacy of supplies

Security of supplies

IV, SUPPLIES

NX

NX

NX



V. MANAGEMENWT OF CHILDREN’S DI&RRHEA

Evaluation of zeverity of fluid loss
- objective criteria +
= accuracy NX
- consistency NX
Screening for complicaticns
- objective criteria NX
- accuracy NX
- concictency NX
Appropriateness of formula(e) used G
Accuracy of preparation G
Concistency and effectivenecse of application NX
Establishment of care-giverz’ trust and cooperation NX
Farticipation of care-givers in treatment Nx
Reducing spread of infection Nix
Input/output monitoring INFUT ONLY
Frequency and accuracy of clinical re—ewvaluation NX
Criteria for qoing to parenteral fluid use:
- objective clarity )
- appropriatenecs ? NONE LISED IN THIS FACILITY.
- application ;

Use of other medications NX

Meazles immunization UNIMMUNIZED CHILDREN ARE REFERRED TO EFI CLINIC

WITHIN THE SAME COMFPLEX

~J



Ul. HYGEINE
Whe ie responcible for canitary condition of the environment® MNX
Who is responcsible for sanitary condition of the equipment? Nx

Responsibility for hygeinic conditicne chared By all staff NX

Involvement of mothers in maintaining hygeinic conditions NX

Cleanlinecs of flocore, walle E
Cleanliness of equipment E
Presence of flies OMLY 1 OR Z, ADMITTED AS WE CAME IN.

Dispocal of feces and vomitus NX
Latrine facilities for ctaff, patient families KX

Handwashing arrangemerts

- one basin or twa? ONE

- how often changed? NX

- soap? +

- disinfectant rinse? 0O

- clean, dry towel? U; OMLY TOWEL H&D EBEEN WASHED AND LAS DRYING,

Handwashing practices of staff, patient families NX
Frovision for washing patiente, their cote, their clathing NX

Adequacy and acceszibility of basins, cleaning clothe, disinfectant
sclution
RS



VIT. PATIENT/FaMILY EDUCATION

Who teachee? NURSING STAFF

Content of teaching

- diarrhea management +

diarrhea preverntion NX
- immunizatione NX

- nutrition NX

- malaria prevention NX

- other NX

Teaching techniques

- individual explanation NX

- group precentation N

= question and answer N

- visual aids ORT FOSTERS FROMINENTLY DISPLAYED
- demonstrations +

Frequency of presentaticone NX

Length of presentations NX
Documentation of teaching activities

= for unit activities N

- for individual patient care-giver KN

Change from ORS to S5% sz child improves? 0

Training for £5& preparation and uce
- verbals/visual +
- demanztration 4+

- practice and usze in the ORT center 0



VITI. TRAINING FUNCTION

In-cervice training for unit stat+ +3 BY MEDICAL SUFERVISOR

Rotation of staff from other areac of hospital/clinic for training

Acsignment of ctaff from other inctitutione far training

Accept community volunteers for training in ORT NX

Invelve trainees in a1l aspecte of unit’e functiaon +

Test knowledge/competence of trainees NX

Pravide letter of recognition an completion of training NX

IX. RECORD-KEEFING

Equipment inventory

~ permanent recorde NX

=~ accurate, up to date NX
- &i d re

r ordz of additione, removale N

Ju)
2
m

Supply inventory
= permanent ledger Nx

i

ccurste, up to date Nx

- cigned records of receipte, distributionse Nx
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Requisitione/requests for equipment, supplies

- standard form NX

copies retained HNX

prepared and submitted at regular intervals NX

Fatient regicter

patient name, sex, age +
date/time of admission and discharge DATES ONLY; NO TIMES

reason for discharge
AS IN FORMAT RECOMMENDED EY

DR. GRANGE; TEMPERATURE ON DISCHARGE
ALST RECORDED.

condition at discharge

LR N

other information recorded

regicster complete, up tc date, end legible +

Individuz) patient recorde 0

standardized form

preserved permanently

weight, temperature on admicesion and discharge

objective scsessment of condition at specified intervals

input/output record

.other information recorded

completenecs and accuracy of records maintained

Service/azsignment recorde of ctaff, trainees NX

Loa of educational activities NX

Log of phreician vicsite, patiente reviewed NX
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Xo UTILIZATION/COMMUNITY RAPPORT

Rdmicsicn trends over time N

Satisfaction of mcothers on the umit NX

Frobleme raiced by mothers on the unit NX

Awareness of the service among local residents, community leadere NX

Walue/problems of the cervice related by lccal recidents, community
leaders
N3

taff accecement of appropriatenece of level of utilization

GOOD IN THE OFT UNIT; MANY MOTHERS DON‘T FOLLOW THROUGH &T HOME.,

Arny ceamente of the community whose children are seldom or nevsr braught
to the unit; possible explanationes
NX

Froblems in commurity relatione of which stafe are aware Nx

V4
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X1, INTEGRATION WITH OTHER PRIMA&RY HEALTH SERVICES FOR CHILDREN

Relaticnship to clean water and sanitation program NX

Relationship to EFI program EPI CLINIC LOCATED IN SAME COMFLEX,

FRelationship to well-baby clinice, malaria prevention, other MCH
proaQrams
THIS ORT UNWIT IS AN INTEGRAL PART OF & CUOMFREHENSIVE MATERNAL
AND CHILD HEALTH CENTER, WHICH INCLUDES A FAMILY PLANNING UNIT OFFERING
MULTIFLE METHODS,

Relationship to nutrition programs NUTRITION UNIT WITH DEMONSTR&TION
PROGEAM IN THE S&ME COMPLEX,

Relationship to pediatric cutpatient services INTEGRATED: MalL&RIA
FATIENTS ARE TRESTED WITH
CHLORCOQUUINE + ORT,.

Relationship to pediatric inpatient servicez REFERRAL TO SUTH BY
ATTENDING FHYSICIAM FOR
CHILDREN WNEEDING HOSFITALIZATION

VA
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XIT. PROFESSIONAL/INSTITUTIONAL RELATIONESHIPS

Farent-host imetitution of thics unit

= hospital

hospital satellite clinic

- maternity <+

health center, clinic, or dicpensary +

other
Administrative recsponsibility
- federal government
- ctate goverrnment +
= lecal government (FORMERLY)
= university
- valuntary agency
- other private cwnerchip
Intirest in/support of ORT unit by adminictration of parent inestitution
E
Acceptance of ORT by phyeicians E

nd midwives E

o

Acceptance of ORT by rurses
fAcceptance of ORT by health cictere E

Acceptarnce of ORT by other health staff in the area E
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XITD, ORGAMIZATION, MANGGEMENT, AND MONITORING

Who hae responcsibility for day-to-day operzticon cf the unit?® Nx
Ta whom is that percson responzible? NX
How often doee hes/ehe discuee the unit operation with the perscn to whaom
he/she is responsible?
NX

What staff are accountable to the urit supervisor? Nx

How coften doec the cupervisor meet with staff tc discuee unit operation?

R

Who is recponcible for medical csupervicion of the unit?

DR. (MRS.)> &, E&SAW
How of ter, doee the medical cupervicsor meet with the uni t

supervicsors/staff to discuse unit operation?
NX

11
-+
-+,

Does the medical supervicor participate im in-service training of stz
YES
How oftern are medical rounds made on the unit? NX

Do the cupervisor and other profeczional staff take personal
recponcsibility for all aspecte of unit aperation, including cleanlinecs
of the unit area?

N

Does the supervisor lead by example? NX

Doee the supervieor treat cther ctaff with recpect and give due
consideration to their sugogestionz?
M

Are registers and patient records Kept consicstently in standardized
form?
NX

up-to-date inventories of cuppliee and equipment kKept,

Are accurate,
ate documentation of receiptes and distributionsz?

with adequ:
M

Are stocks on hand of reszonable zize to meet shart—term needs? Nx

11}
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Are stacks re-ordered in appropriate amountz in plentw of time faor
delivery™?
N

How promptly are orderz filled? NX

Are the amounte requecsted supplied? NX
- if not, why not?

What statietice, it any, are routinely reviewed tc monitor the work of
the unit?

N

How often are reporte of unit activities prepared, and to whom do thew
097

N3¢

XIV. STATISTICAL INDICATORS OF FUNCTION: NOT _EXAMINED

ADDITIONAL NOTES AND COMMENTS

COMMENT: Thie outstanding facility has avercome the common tendency to

fragmentation and lack of mutua)l support of the varioue
cervices related tc child welfare. There ic excellent medical
supervision, high staff morale, and an apparent positive teasm spirit
here.,

Although the review was an abbreviated one due to the chortrneze of

time, thie unit appears to be ready to receive ctaff on training
rotations from other inestitutions.

Vi
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AFPPENDIX J
EVALUATION PART 1I: CHECK THE ESSENTIALS

1. I's the ORS being prepared properly?
2, Is it being given in sdequate vcolumes?

» Are the children getting breast milk or other fluids in addition to
QrRS?

4. Are children who are not vomiting being fed?
3. Are antidiarrheals being prescribed for the children?

Ie there cscreening for necd of other treatment?

.

- state of comzziousness

- fever

- shortrnese of breath

- blood or much mucus in stoo)

- diarrhes for more thanm five davs

- cther

7. Ie the children‘e clinmical condition being monitored adequately?
Method:

€. Are the children adequately hvdrated on diecharge?

Criteria for discharge:

~ patient alert

- patient urinating

- clinical cigne of dehvdration abeent

cother



¥, Are the mothere being taught correct preparation of SS% for homs us
10, Are mothers keing taught danger cigre to watch for?
- extreme weskness
= confusian or abnormal drowsinecs
- convulsions
- shortnese of breath
- other
11. Are mothere keing taught signe of safety for the child with
diarrheez?
- urinating freely

- other

12, Are the escential items of equipment on hand?
= cups for feeding
- epoons for fesding
- I ml teazpoon
- beer bottle or mineral bottle
- large covered containers for ORS and drinking water
- long-handled spocon or rod for stirring ORS
= 100-200 m! measure of Kricwn volume for dispensing ORS
- container of Kriown volume cuitable f-r measuring water feor QRS
- patient regicter
- handwashing basin

- towel



sre the ecsential cupplies on

drinking water
handwashing water

soap

hand?



AFPENDIX K

FROGRAM-BASED BUDGETING FOF QRT:

WORKEHEETS FOR STATE BUDGET PLANNIMG

Each state is unique, with its own cet of needs and cpportunities,
resources &and constraints, and management structure for delivers of
health services, Therefore, each state needs ite cwn program planning
te adapt the general program decsign to fit the ctate’c specific situ~-
ation, and appropriate budget planned specifically to support the
state’s own program,

These worksheets are suggected &S & quide for building workable
progrem-bassd budgets for ORT promotion efforts at the ctate level.

WORKEHEET A: NUMEERS &MD TYFES OF HEALTH CARE FACILITIES IN THE ETATE

Cost estimatez for the program need to be baxsed on an accurate count
of health care inestitutione which provide primary heal th care to chil-
dren. The ctate’c primary responsibility for equipment and supplies
wWill be based on the number cof state-operated facilities cffering
primary health care to children.

Since the federal government will need to provide full support for
derally suppeorted institutions, an invertary of geuch institutionz in
ch state needs tc be taken sc thet the responcible federa) governmernt
#ncies can be appropriately informed of these ricedsz. @&z the federaz)
wernment will alsc provide come OFS for LGA facilities, an inventary

LGA facilities will be reeded for each state, ac well.

While the government will nat be providing €quipment or cuppliesz tno
private or valuntary agency facilities, every effort chould be made to
include thenm in training for ORT, and to encourage them to inplement the
method in their facilities and tc train their clientele for appropriate
uce of oral rehydration therapy in the home. Thus, an inverntory of
these facilities will aleo be rneeded for ctate Flanning purposzes,

O @ D -+
+ QP a o

Careful completion of WORKEHEET & will provide all the information
about hezlth facilities in the state needed for ORT budget planning.

The firet calumn ic simply & listing of all health care facilities
in the state by type of facility and adminicstering agercy. The sercnd
calumn enumerates facilitiec which do not cffer generas) Frimarys care to
acutely 11 children. Examplez of such facilitiesz would be dental
clinics, leprasy clinics, TE clinice, ewve hospitale, pevchiatric hozpj-

talz, and arthopedic hospitals., 14 in doubt whether & facility zhouwig
be ltizted here, ask whether the facility is a place where an otherwize
well child with acute diarrhes would get trestment, I+ the answer s

ncy the facility shauld be counted in column two., On exch line subtract
the rnumber in column tws £rcom the number in column one, and enter the
difference in column thres, These are the faciliticz inm which chilaren


http:subtr.;.ct

with acute diarrheas are likely to be treated, and should be includs~ in
planning for ORT implementation.,

Of these facilities, csome are large encumh znd hawve & Figh enough
ce locad of acute diarrheas in children to Warrant ecstablichment of =
parate ORT unit within the facility. Mozt general hospitale will coms
under this classification, and some large and active health centers may
do so. In general, village level clinice and dispencaries will not., On
each line, eztimate how mas, of the facilities shown in column three
will need a scparate ORT unit, and enter this number in column four,
Ther subtract the number in column four from the number in column three
and enter the difference in column five. Thie ic the number of f3ci-
litiee which will be treating children with acute diarrheas, but which
are nct large encough toc need separate ORT units,

ca
s

n each cclumn, add wertically to get subtotalsz by adminictering

and add thece subtotales to get totals for facilitieszs of 21
. It ie & gocd idea to check for arithmetic errors by checking the
bals in the lazt lime as followsz: Column five plus column four ehould
caolumn three, and column three pluse column two should equzl column

WORKSHEET B: STANDARD EQUIFMENT LIST FOR OME ORT UNIT

Im planning implementztion of OFT, the simple bazic equipment nessed
for the method muet be provided for inm each facility that will trezt
diarrhes in children, Thuz & standard equipment liet wiill be nesded for
facilities with & ceparate ORT unit, and another liet will be needed for
smaller primarw care facilities. It ie recogrized that coste of theze
items are likely tc vary & great deal from place to place and from time
te time., Take intc account which items may go up sighificantliy «m price
over & chort period of time, and make & reaconable allowance +or thiz in
your unit price estimates., It would be wise to make gensrous enough
provicicon for the ecssentiale to encure their availability, and to be
more conzervative on &llowances for other itemsz, if an>. It ic recom-
mended that tcotal cost of new equipment purchaszed for one unit be bept
down to 230.00 or less, 2t least until the szcentiale are 1n place in
all facilities.

WORKSHEET C:  STANDARD EQUIPMENT FOR & SMALLER HEALTH CARE FaCILITY

The equipment ie much the same as for & separate ORT uni b, except
that quantitiee are emaller, and rno large container 1¢ needed for M ing
OFRS, The covered bowl will be adequate for the emaller velumes of f,u1c

needesd,

WORKESHEET D STaMDaRD SURFLY LIST CFER MOMTHY FOF &l OFT UNIT

While it iz planned th:t the Fedsral Ministrv of Heslth wili ssz =¢
states cubstantially with the suppl, of cra) renvdration ssits Juring
the first wear of the progrem, 14 would be wize for statezs to be rrs-



pared to supplement the federal supply substantially if the resd aricecz.
Im ectimating unit prices for commceditiez, it would be wize to beep inm

mind the wide rangs of prices cbzerved cver the last few wearz, ezpe-
cially for sugar. It mav be wise to alleow 2.00 per kKila for sugar to
21lcw for the wide fluctuations that oceur in sugar prices, & resx-
sonable average cost for ORS packete would be 0,25 per liter, although
tt is not yet Known what the price will be over the next tws veare,
Agzin, adequate provicion for eczential iteme cshould take precedence
cver other itemc, It is recommended that the tota) monthly allowance

for supplies be Kept to &5.00 cr lesc,

WORKSHEET E: STANDARD ORT SUPPLY LIST (PER MONTH) FOR & SMALLER FRIMAFY
PRIMAREY HEALTH CARE FACILITY

Supplies for the emaller facilitiee are the same as for separate
umite, juzt in smal'er gquantities, It ehould be noted that the amounte
are estimates of anticipated average concsumption, and allocatione to
individual facilities will, of courszeg, need to be adiusted according to
pxtient loade and uszge recordes.

WORKSHEET F: BASIS FOR ESTIMATING COSTS OF QFT EQUIPMENT

In order to determine the anticipated cost of CQFT equipment for the
firet vear of the program, the cost per Ffacility ic multiplied by the
number of facilities teo be equipped. MNote that the number of cseparste
urnite tc be equipped ie reduced by two, because of the expectation that
the Federal Minictry of Health will provide equipment for two demeorn-
straticon unite per state, Likewice, it is recommended that the ctat
provide equipment for ane facility in each LGS to get them ctarted |
their LGH-leve) CORT promotion campaigns,

0
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WORKSHEET G: BAZIS FOR ESTIMATING COST OF ORT SUFFLIES
ies, the monthly require-

To estimate the total annual cost of SUpRpli
et an annuz) requirement, and
[

ment per facility ic multiplied by 12 to c
this is multiplied by the number of facilities to be supplied. It iz
assumed that statec will anly take responsibility far the coztz of

SUpplying state~cperated health care facilitiez., ARy exceptianz will
need to be supported by additiconal budgetary preovicion for suppliesz,

WORKEZHEET H: EBa&SIES FOR ESTIMATING TRAIMING COsTE FOR DOCTORS

Thiz worksheet estimates how much it would cost, exclusive of trzin-
ing matervale, to provide ome seminar in €ach state genmeral hozpitzl to
trzin &ll the doctors in the currernt recommended use of orzal rehwdrstoon
therapy im Migeriz, 1F dictances: are subztantiz=l)ly different, ar cooar-
right cozts zre expected to be different, the unit-cozt ezt imetes [oo-
wided here should be adiuzted egcocordingly,



WORKZHEET I:  BASIS FOR ESTIMATING COSTS OF SEMINSRS FOR OFT STAFF

TRATNING
Statee are acked to provids training and supervizion in QOFT for
statf of all state facilitiez which cffer primary care to children, arnd
te one LGA facility for each LG& inm the ctate. Thus, the number of
facilitiez for which staff are to be trained would be the total number
cf state facilities which offer primary care for children {from

WORKSHEET A) plus the number of LGA& e in the state,

States should alsc try to offer training in ORT for ctaff cof
voluntary sgency and private facilities which cffer primar, care for
chiildren, but such staff could just be permitted tc attend the state
geminare in their areaz at the expernce of their emploring agenciez, &nd
the ctates would not need to make any budge tary pravicion for their
traiming,

I't should be noted that thece cost estimates do not include arny
provicion for training materials, which are expectsd to be provided
through the Federal Ministry of Health with UNICEF accictance.

Faain, if the unit-cozt ectimates for travel snd transport do not
fit the =ztate’s own situation, these eshould be adiucted accordingl ».
For example, in & state where dicstancee are not <o great, onl» half of
the trainees may» need to ctav cvernight.

WORKSHEET J: ASIS FOR ESTIMATING COST OF INSPECTION AN CHN-SITE
TREAIMNING AT EACH FaCILITY FOR WHICH ORT ST&FF WERE TR&IMED

Imitial seminar trzining nesds to be faollcwed up by on-zite
inspection and training vicits to each trainee’ s facility, tc help him
apply the method accurately and effectively inm hie own wark situstion,
Thie chculd be considered an eccential pert of the training procecse,

WORKSHEET K: BASIS FOR COST ESTIMATES FOR SUPERMISION AMD CONTINUED
TR&ETHNING

To insure continued improvement in OFT cerwicee I1nm the facilitres
for which staff hzve been trzined, they reed to receive ot leazt four
vigite per year from cupervieory and treining staff, for which trauvel
end tranzport coszts are cectimated in thic workshest, Adiustments to
cost estimates chould be made ac reeded to accommodate the particular
situation in »our state.

WORKSHEET L: BAZIS FOF COST ESTIMATES FOR COMMUNITY MOEILIZATICN

CAMPa] GHE

The gcal of the program ic not only to convert =11 ctate health czre
facilities zrrhes, byt

o ]
aimz to convert the entire health care svetem to primsry wze ¥ ORT for
dizrrhes treztment, and to teach 210 Migerian families to vuse OFT edec-
tiwely in the home, Therefore, =z hiaoh pricrity nesd: to be giroen vz
carrying OFT tezching inte the L34 health zerwvicesz, and to Mot Vi
support for use of the method not cnle among heslbh care z2dministrses-:

1
to primsry uze of orzl rehvdration therapw for o



and staff, but also among cther gouvernment adminicstrators, traditions)
rulers, religious leaders, schoo) teachers, community organizations, and
finally the ultimate target of the campzaign, the familices of &) the
emall childrzn in the country., Toward thic end, & week-long intenz.ve
treining and commurnity education campaign needs tc be wundertaken for
every LGA in the coumtry, with follow-up visits by state ctaff to rein-
force the teaching done and encourage the development of LG& programs:
forr ORT promotion. WORKSHEET L is to estimate the coet of LGa-lzuel
campaignsz and follow-up vizite. Where cozte eztimates are not sppro-
Friate to the ctate’e own situaticn, they should be adjusted tc male
them as realictic as pozcible,

WORKESHEET M: B&ASIS FOR ESTIMATING TRAMSFORT REQUIFEMENTS FOF ST&TE ORT
IMFLEMENTATION

The cuccese of a ctatez’e interncive treining campaign far OFT reces-
€arily depende on trancport to reach all the cseminar sitezs, hezalth care
facilitiez, and sitee of L3& and commuriity-level campaigns throughout
the state., 1f adequate transport ic to he available, it must be planned
for and provided for on an acsured bacie, In order to make come reazon-
able estimate for how many vehiclez need to be on the road to zuppeort
the campaign effectively, all activities requiring transport rneed to be
listed, and an appropriate amount af vehicle work time allocated for
them. UWORKEHEET M should enabls you to calculate your wehicle rmeed: far
thie program. The ectimatez for vehicle work time civen here wil]
accommadate the larger states only if zsweral supervisorv/training
vigits or sever:z) seminarz sre schesuled on eszch trip to arezz a2+t zome
dictance from the ctate capital, Only the smallest ctates will be able
to reduce the requiremente for wehicle work time sigriticantly,

In order to figure the number of vehiclesz thzt need to be commitied
te the program, the totzl vehicle work week: should be divided by 5z,

n

WORKSHEET M: EASIS FOR COST ESTIMATES FOF COORDINATION At
ADMINISTRATION

To snable the ctate program’e leaderchip and training stzfs to beep
abreazt of developments in the nationsl program, to tabe zdvantzge of
training and consultatione evailable te help them in their ztate proci—
aram, to learn what i€ svailable to the ctate program in the way of
tederal and international azcicta ce, and tc =zecure supplies of the
latest teaching ai1ds availab] they chould plan to have adequate Jire-*
contact with the Federzl Ministry cf Hezlth znd WHICEF ctafs, and tc
sttend a1l national and regionz] conferercez on CFT promation,  There-
fore, especific provicion needs teo b made for ceniar ctaff travel oot s

T

the state several timez = vear, An cutlne for estimating the cost: a<
such travel appeare in the Firzt part o+ WIRKZIHEET WM,

Qther recurrent espendi turez for the program 2% the stzte leovel most
provide for wehicle operation for lizizon with government boarde ang
mirnistriez, LGA 2, zchoolz znd collegez, volunters zgencices, provzte
tnztitutions, traditicnal rulerz, communit. lezderz, eto, wlzo,
maintenznce of the vebicles cperating for the program must be proo des,
and snould allow 2t leazt &O0,00 per wehbicle per wear., & rezzonzble
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manthly allowance for cuch experces ac paper, duplicating, postags, ang
cffice supplies aleo needs to be made.

WORKSHEET 0: PROGRAM~E&SED EUDGET TOTALS FOR ORT FROMOTICIN CAMP&SI G AT
STATE LEVEL, FIRST YE&FR

New, with all the important companent cocste estimated, & rezlictic
firet-year budget total can be prodected. It is very important not to
lose zight of the fact that neither stafs calaries nor acquirement of
vehicles needed by the program ie included in thece eztimates,

n the case of stafft calaries, thic can be expected to be the

st cingls cost of the ORT promotion cffart., It jc omitted becauce
te money that iz already being spent. Staffing requiremente for
Frogram are expected to be met by exicting health serwvicec per-

1y and no new hiring i¢ being recommernded.

lar
thi
thi

The problem of securing sufficient vehicle cerwvice time to suppiort
the program iz one that decervee immediate ceriouc consideration, Euwers
etfort cshould be made to get commitment of at least one wehicle already
owned br the state for full-tims use for ORT promotion. However, this
will not be nearly encugh to support the projected campaign, (See
WORKSHEET M. Flanning for ORT implementation and promction is incom-
plete until adequate transport hae been secured, and failure to do eo
can be evpected to rezult in an ineffective program. Furchase of appro-
Friate vehicles can be expected to cost approotimatel» Z0,000,00 per
vehicle i+ thex muzt be purchazed within Wigeria. I+ UNICEF-asziz%ed
Furchazes can be arranged, the cost may be reduced to about P2, 000,00
per vehicle,

1
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WORKSHEET A: NUMBERS AND TYPES OF HEALTH CARE FACILITIES

HEALTH CARE FACILITIES
LOCATED IN THE STATE

TOTAL
NUMBER
OF
FaCl-
LITIES

NO. NOT
OFFERING
PRIMARY
CARE FOR
SMALL
CHILDREN

NUMBER
OFFERING
PRIMARY
CARE FOR
SMaLL
CHILDREN

IN THE STATE

NUMBER NO. OF
LARGE SMALLER
ENOCUGH PRIMARY
FOR A CaRE
SEPARATE FACI-
ORT UNIT LITIES

FEDERALLY FUNDED HOSPITALS

Teaching hospitals

Army hospitals

Other

FEDERALLY FUNDED MATERNITIES

FEDERALLY FUNDED HEALTH CENTERS

FEDERALLY FUNDED CLINICS
AND DI SPENSARIES

Attached to:

army institutions

police institutions

medical colleges

schools of health technoloqgy

other federally funded

educational institutions

Other federally funded facilities

TOTAL FEDERALLY FUNDED FAZILITIES

+ == 4 ==af--l-=]--}-=]--]--

+ = 4 ==ttt |--}--

+ == 4 w=]-=}-=f-=[-=]--1--

T Y L [y Fu WS
-

STATE GOVERNMENT HOSPITALS

General hospitals

Infectious disease hospitals

Pediatric hospitals

Other

STATE GOVERNMENT MATERNITIES

STATE GOVERNMENT HEALTH CENTERS

STATE GOVERNMENT CLINICS
AND DI SPENSARIES

Public

Attached to educational
institutions

Other

TOTAL STATE GOVERNMENT FACILITIES
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LOCAL GOVERNMENT FACILITIES

Hospitals

Maternities

Health Centers

Ciinics and Dispensaries

TOTAL LOCAL GOVERNMENT FACILITIES
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VOLUNTARY AGENCY FACILITIES

Hospitale

Maternities

Health Centers

Clinics and dispensaries

TOTAL VOLUNTARY? AGENCY FACILITIES
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PRIVATE FACILITIES

Hospitals

Maternities

Health centerc

Clinics and dispensaries

Open to _the public

For private company
employees only

T — e

TOTAL PRIVATE FACILITIES
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SSENTIA
QUANTITY
20
20

WORKSHEET B:

ITEM UNIT COST

cups for feeding
spoons for feeding
3 mt,

teaspoons

beer bottle or mineral
bottle

plastic bucket with cover,
oraduated in liters

long-handled spoon for
stirring ORS

plastic jerrican or
covered bucket for
storing drinking water

100~-200 ml dipper of
Known volume for
dispensing oral
rehydration fluid

covered metal or
plastic bow!

patient register
inventory book
hand basins

towels

STANDARD EQUIPMENT LIST FOR ONE ORT UNIT

TOTAL COST

D e o e e B e e e e G G T T S Y TR S e e o Y S > s e o o e e T T e (A o - T T 0 & G A =

OTHER STANDARD ITEMS:

2 benches
1 table
1 chair
OTHER:
t -1 ¢34 sEEEEmEIrT

TOTAL FOR ALL STANDARD ITEMS

(Not over 250.,00)
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WORKSHEET C: STANDARD ORT EQUIPMENT

FOR A SMALLER PRIMARY HEALTH CARE FACILITY

ESSENTIAL:
QUANTITY ITEM UNIT COST TOTAL COST
é cups for feeding
10 3 ml., teaspoons
1 beer bottle or mineral
bottle . —_—
1 plastic jerrican or
covered bucket for
storing drinking
water — ——————
1 100-200 m) dipper of
Known volume for
dispensing rehydration
fluid
1 covered metal or
plastic bow!
1 patient register
1 inventory book
2 hand basins
2 towels
TOTAL FOR ESSENTIALS
OTHER STANDARD ITEMS:
1 bench
1 chair
OTHER:

TOTAL FOR ALL STANDARD ITEMS

(Not over 150.00)




WORKSHEET D: STANDARD SUPPLY LIST (PER MONTH) FOR AN ORT UNIT

ESSENTIAL:
ITEM

ORS (packaged salts for _3 liters/day
x 30 days = salts for 300 liters)

Sugar for _5_ liters per day ¢
wastage = 300 pgm/day x 30 days = 9 Kg.

Salt for _5_ liters per day +
wastage = 25gm/day x 30 days = 750 gm.

Soap, 15 cakes per month

OTHER STANDARD ITEMS:

Disinfectant, 1/2 gallon
Cleaning cloths, mops, towels, brooms

OTHER:

UNIT COST TOTAL COST

TOTAL FOR ALL STANDARD ITEMS (Not over &5.00)




WORKSHEET E: STANDARD ORT SUPPLY LIST (PER MONTH) FOR A SMALLER

PRIMARY HEALTH CARE FACILITY

ESSENTIAL:
ITEM UNIT COST

ORS (packaged salts for 2 liters/day
x 30 days = salts for &0 1ljters)

Sugar for 1.8 liters per day +
wastage = 100 gm/day x 30 days = 3 Kg,. —_—

Salt for 1.8 liters per day +
wastage = 10 om/day x 30 days = 300 om.

Soap, 6 cakes per month

O s - = T - 8 G G G > S - . A s o o T (o S e e e i e e - G > P - o
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OTHER STANDARD ITEMS:
Disinfectant, 1/4 gallon
Cleaning cloths, mops, towels, brooms

OTHER:

TOTAL COST

- —— = - -

- —— - - -

TOTAL FOR ALL STANDARD ITEMS (Not _over 24.00)
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WORKSHEET F: BASIS FOR ESTIMATING COSTS OF ORT EQUIPMENT

Standard equipment for a separate ORT unit (from WORKSHEET B)
No. of state facilities with separate
ORT units (from WORKSHEET A)

- 2 (to be supplied by FMOH)
= pumber to be equipped x

e 0 2 s A e S et e G e G o (o (o S P - " e T S o T = S - - - - = = b = (e T - - S

Standard ORT equipment for a smaller facility
(from WORKSHEET C)

No. of smaller state facilities
(from WORKSHEET A)

+ No. of LGA‘s

= No. of smaller facilities to be equipped X

O T mt O e O e e e ot T = G T e e G o o G e e P Y 8 B S G o . e S o S 8 2 o o T B S T 450 P i e o A

TOTAL FOR ORT EQUIPMENT =

# EXCLUSIVE OF VEHICLES,

-1z
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WORKSHEET 6: BASIS FOR ESTIMATING COST OF ORT SUPPLIES

Monthly requirement for a separate ORT unit
(from WORKSHMEET D)

X 12 = yearly requirement

by number of state facilities with separate ORT units

(from WORKSHEET A) b
Total for supplies for separate ORT units
Monthly requirement for a smaller facility

(from WORKSHEET E»
x 12 = yearly requirement

by number of smaller state facilities (from WORKSHEET &) X

—— - 4 S e e i G B S R e B S e > s P e e o = P e e o e P o e O D 2 A 4 Bt e e oo

TOTAL FOR ORT SUPPLIES
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WORKSHEET H: BASIS FOR ESTIMATING TRAINING COSTS FOR DOCTORS

Medical seminars to be held in each state general hospital.

For each seminar:

2 state training staff x | overnight x 25,00 50.00
1 Motor driver x | overnight x 10.00 10.00
Vehicle operating costs other than maintenance
(based on 250 km travel per seminar) 20,00
Simple refreshments, meeting arrangements, etc. 30.00
Total direct costs per physician seminar 110.00
by number of state general hospitals: X

TOTAL DIRECT COSTS FOR PHYSICIAN SEMINARS




WORKSHEET 1: BASIS FOR ESTIMATING COSTS OF SEMINARS FOR ORT STAFF
TRAINING

One seminar will be held for every 15-20 facilities for which staff are
to be trained.
Two ORT unit st:.ff will be trained for each facility.

Number of facilities:

Number of seminars:

COSTS PER FACILITY:

2 trainees x | overnight x 15.00 30.00
Transport cost for 2 trainees 3 12.00 each 24,00
Travel and transport cost for each facilitr s trainces "54.00
by number of facilities T «
TOTAL

ADDITIONAL COSTS FOR EACH SEMINAR:

Simple refreshments, meeting arrangements 60.00
by total number of seminars x
TOTAL

ADDITIONAL COSTS PER SEMINAR outside the state capital:

3-Member teaching team x | overnight x 20.00 ' 60.00
1 Motor driver x 1 overnight x 10.00 10.00
Vehicle operating costs other than maintenance 20.00
AdGi tional costs per seminar outside the state capiear 90.00

by number of Seminars outside the state capriar « __
TOTAL

TOTAL COST OF SEMINARS FOR ORT STAFF TRAINING

F-1%
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WORKSHEET Ji BASIS FOR ESTIMATING COST OF INSPECTION AND ON-SITE
TRAINING AT EACH FACILITY FOR WHICH ORT STAFF WERE TRAINED

COST PER FACILITY:

2 Trainers x 2 overnights x 20.00 each 80.00
1 Motor driver x 2 overnights x 10,00 20,00

Vehicle operating costs other than maintenance ) 20.00

Total inspection and on-site training costs per facility 120.00
by number of facilities X

TOTAL FOR IWNSPECTION AND ON-SITE TRAINING
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WORKSHEET K: BASIS FOR COST ESTIMATES FOR SUPERVISION AND CONTINUED

TRAINING

Each facility for which staff have been trained
supervision and training visit at least once a
frequently, if possible, during the first year

COST PER SUPERVISION AND TRAINING VISIT:

2 Supervisor/Trainers x 1/2 overnight x 20,00
(Overnight stay required on 1/2 the visits.)

{ Motor driver x 1/2 overnight x 10.00

Uehicle operating costs cther than maintenance

T e e . 0 o e G e ke e S W e T S S A e P S 0 - o (o S A e -

Total per visit

by number of facilities x 4 quarters per

should get a one-day
quarter, and more
of their ORT program,

=i

TOTAL FOR SUPERVISION AND CONTINUED TRAINING

20.00
S5.00
15.00
40.00
year x




WORKSHEET L: BASIS FOR COST ESTIMATES FOR COMMUNITY MOBILIZATION

CAMPAIGNS

FOR INITIAL ONE-WEEK CAMPAIGN, PER LC':

S staff x 20.00 x & nights

1 driver x 10.00 x 6 nights

1 driver x 10.00 x 2 nights

Vehicle operating costs other than maintenance

Materials and meeting arrangements

FOR FOLLOW-UF VISITS, PER LGA:
2 staff x 20.00 x 3 nights
1 driver x 10.00 x 3 nights

Vehicle operating costs other than maintenance

600.00
60.00
20.00

100.00

220.00

120.00
30.00

40.00

- e B e S B e o v = S S B8 B T P W P - o o e e (o -

Total per LGA

1,190.00
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by number of LGA‘Ss

TOTAL FOR COMMUNITY MOBILIZATION CAMPAIGNS

h=18&
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WORKSHEET M3 BASIS FOR ESTIMATING TRANSPORT REQUIREMENTS FOR STATE ORT
IMPLEMENTATION

FOR TRAINING:

For physician seminars:

I vehicle work week for each 3 state general hospitals

For staftf seminars:

172 work week #for each 15-20 supervised facilities

For inspection and on-gite training:

172 work week for each supervised facility

FOR SUPERVISION

I work week for each facility (4 visits a year)

FOR ADMINISTRATION/COORDINATION

172 work week per week

FOR LGA~LEVEL COMMUNITY MOBILIZATION CAMPAIGNS

2 work weeks for each LGA

TOTAL VEKICLE WORK WEEKS NEEDED IN THE FIRST YEAR

e
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WORKSHEET N: BASIS FOR COST ESTIMATES FOR CODRDINATION AND

ADMINISTRATION

Senior staff travel out of state, per year:

To FMDH/UNICEF x 3 per year, travel costs
per round trip to Lagos

Accommodations and meals in Lagos, 3 x 3 days
? per day

To other states, zona) meetings, national meetings
x 4, travel costs

Accommodations and meals, 4 x 4 days 3 75.00

e e e e T o T e T 000 i o . 0 o e o o= 2 o 0 T B e O o e . - B i o S e e v U S o B o e e e e e e
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Recurrent expendi tures, per month:

Vehicle operating costs other than maintenance, for
in-state staff travel for liaison with government
boards and ministries, LGA’s, schools and colleges,
voluntary agencies, private institutions, traditiona!
rulers, community leaders, etc,: approximately
1400 Km/month

S Staff overnights per month on aboue travel! 2 20.00

Uehicle maintenance for vehicles
@ S0.00 per month

Stationeries, postage, duplicating, and office
supplies

..—__—-_—-._-__--—___--—_—-..—_—-_-__—__-__—__——_--_—-_—_---_

--..-._—-..—-...__—--—-_—.——---.-.__-——-—_.—-__-.__—__—__—-..-__-__—_

x 12 Months = Total per year

700.00

1200.00

100.00

100.00

TOTAL FOR COORDINATION AND ADMINISTRATION, PER YEAR

==

b=



WORKSHEET 0: PROGRAM-BASED BUDGET TOTALS FOR ORT PROMOTION CAMPAIGN

AT STATE LEVEL, FIRST YEAR

Total cost of ORT equipment (from WORKSHEET F)

Total cost of seminars for staff training
(from WORKSHEET 1>

s o L et G e e e e G T A S e e e - " " - - = = T A G = = A = e - ———— o

Total for inspection and on-site training
(from WORKSHEET J)

e e e e 0 o e et e e e A e - e B e B e B . e s s O - o e = P o S o o = v G = o

Total for supervision and continued training
(from WORKSHEET K)

T O 8 e e s o s i S B (e T T e S e o > T Pt B o P S G VS o e e e = e S B¢ B o > —

Total for community mobilization campaigns
(from WORKSHEET L)

R 0 e D e T i P e i e o L s e R = T 28 G e e U (Y 20 8 Gt S0 P e e e G Bt i A P e e S P S o o

Total for coordination and administration
(from WORKSHEET N»

TOTAL PROGRAM-BASED BUDGET FOGR THE FIRST YEAR #

# EXCLUSIVE OF SALARIES AND VEHICLES.
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WORKSHEET AA: MEDICAL EQUIPMENT AND SUPPLIES

Total for ORT equipment (from WORKSHEET F)

Total for ORT supplies (from WORKSHEET G)

TOTAL FOR MEDICAL EQUIPMENT AND SUPPLIES




WORKSHEET BB: STAFF

For physician seminars:

Total for staff and driver, per seminar
(from WORKSHEET H)»

by number of state general hospitals
(from WORKSHEET H)

> s e i e € S e e = -

For seminars for ORT staff training:

Travel and transport costs for each facility’s

trainees (from WORKSHEET 1)

by number of facilities for which staff are
to be trained (from WORKSHEET 1)

Total for travel of trainees

Total for staff and driver for seminars
outside the state capital (from WORKSHEET 1)

by number of seminars outside the state
capital (from WORKSHEET 1)

Total for staff travel

..-_—-...-_._--..-_-—---_——_.._—__—-...-.._—-_——_—-_-—_-—_-—-—-_..-

-.-_--——_—__——_—.._—_-—-___—__—..—--—__—--—--—---———-—----——

For inspection and on-site training:

Total for trainers and driver, per facility
(from WORKSHEET J»

by number of facilities for which staff are
to be trained (from WORKSHEET J)

..-.—._—-——-————_—_—__--.—-___—_-__....--._-_--——---——--.—-—--—

..._-...—-._—_-.._—_——-—_—-——-—-_..___—__—_—-——------—-—--—---——

For supervision and continued training:

Total for supervisor/trainers and driver,
per visit (from WORKSHEET K)

by number of facilities

x 4 quarters
per year (from WORKSHEET K)

-..._——---—_—__-..-.__-_..-...—-..---._—_—__.--—---.._-—---.._-—-_——_

--—--——----—-—-.—-----—-_-—---—---—-—__—_—---.——-—-—--—-—-—

-—— e - - —— -

- - o - ———

- - ——— = - -

- e e = ———

- > - > S - - - ——

—— - - - - ——
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WORKSHEET BB: STAFF TRAVEL, continued

For community mobilization campaignss

Total for staff and drivers for initial
one-week campaign, per LGA (from WORKSHEET L) 680,00_

Total for staff and driver for fol)ow-up

visits, per LGA (from WORKSHEET L) 150.00_

Total for community mobilization campaigns,
per LGA 830.00_
by number of LGA‘’s (from WORKSHEET L) x

Total for community mobilization campaigns

e e e e o o o 0 7 . 0 (e - ot o s 0 B o e B S B 0 e e . 0 S o e o o o O e 0 D e - e e om e e e 0 B o

For coordination and administration:

Total! for senior staff travel out of state

(from WORKSHEET N» —_—
Total for staff in-gctate travel, per month
(from WORKSHEET N) 100.00__
by 12 months = tutal per year —1,200.00_
Total for coordination and aoministration

-—-_---_-.-..._—.._——__—..__—-.__—._...—-__-__..-_——-_—-__——_.._—._-—-—_--—_—--——--——-__——

TOTAL FOR STAFF TRAVEL X



http:1,200.00

WORKSHEET CC: TRANSPORT OPERATION

For physician seminars:

Total vehicle operating costs other than
maintenance, per seminar (from WORKSHEET H)

by number of state general hospitals
(from WORKSHEET H)

- — - -——

Total for physician seminars

——— e - - -

- - - - ——— -

For seminars for ORT staff truining:

Vehicle operating costs other than
maintenance, per seminar outside the
state capital (from WORKSHEET 1)

by number of seminars outside the
state capital (from WORKSHEET 1)

0.00

S D e . e v e o = = T o e - £ e o 2 e o o

For inspection and on-site training:

Vehicle operating costs other than maintenance,
per facility (from WORKSHEET J)

by number of facilities (from WORKSHEET J)

e o o e e e e e e e o o e e o o e e o s i e o e o e 0 e o o B O e e o e e e e

e e e o e e e et o ot o et 0 e e . s o s o Fa e s e o . B e e o 0 O S e 0 e

For supervision and continued training:

Vehicle operating costs other than maintenance,
per visit (from WORKSHEET K)

by number of facilities x 4 quarters
per year (from WORKSHEET K)

S T e e e e e e e e e e e e - = o

-__-_._—.__-_-.-——_-_—-_-_..__.-___....-——._————_—-—-—-——-

For community mobilization campaigns:

Vehicle operating costs other than maintenance
for initial one-week campaigns, per LGA
(from WORKSHEET L)>

Vehicle operating costs other than maintenance
for follow=-up visits, per LGA
(from WORKSHEET L)

Total for community mobilization campaigns,
per LGA

by number of LGA’'S

_—---—-—-——-—----—._—_—_....---._—-.-_.._...._-_—-.____..-._—-_

s e e e e S e e P e S o e o O T o A S

e e ot T P i B . . e = o = = -

- e o e o e e e e (. . . > - ——

e o e s . e = . = o o - -

100.00_

40,00_

—140.00_

e e o s e e = e = o = = - - ———



WORKSHEET CC: TRANSPORT OPERATION, continued

For coordination and administration:

Vehicle operating costs other than maintenance,

for in-state travel, per month
(from WORKSHEET N) 100.00_
Vehicle maintenance for vehicles

@ 50.00 per month (from WORKSHEET N)

x 12 months = total per year

Total for coordination and administration

TOTAL FOR TRANSPORT OPERATION




WORKSHEET DD: OTHER PROGRAM OPERATING COSTS

For materials, meeting arrangements, and simple refreshements:

For physician seminars, per seminar

(from WORKSHEET H) — 30,00
by number of state general hospitals
(from WORKSHEET H) X
Total for physician seminars
For seminars for ORT staff training, per
seminar (from WORKSHEET 1) 60.00
by number of seminars (from WORKSHEET 1) x
Total for ORT staff training seminars
For community mobilization campaigns,
per LGA (from WORKSHEET L) 220,00
by number of LGA‘s (from WORKSHEET L) x
Total for community mobilization campaigns
Total for materials, meeting arrangements,
and simple reireshments
For stationeries, duplicating, and office
supplies, per month (from WORKSHEET N) -
by 12 months = total per year
Total for stationeries, duplicating, and office supplies

..._—-——--——_—-———————-—.——___.._--_——_..--—_—_——-._—_..--_--———---——_-—_—

TOTAL FOR OTHER PROGRAM OPERATING COSTS




WORKSHEET EE: BUDGET TOTALS FOR STATE ORT PROMOTION PROGRAM, FIRST YEAR
Total for Medical Equipment and Supnlies (from WORKSHEET AaA)
Total for Staff Travel (from WORKSHEET BB)»
Total for Transport Operation (from WORKSHEET CC)
Total for Other Program Operating Costs (from WORKSHEET DD)»

—-—_—_—--—--—-—_—_-.__.___-___-__--_—_—--_-——..—_---.__

- - - - ——

TOTAL BUDGET FOR THE FIRST YEAR




AFPPENDIX L

ESTIMATED EXPENDITURES FOR NIGERIA’S ORT PROMOTION CAMPA] GIN

(EXCLUSIVE OF SALARIES AND VEHICLES)

FIRST SECOND THIRD
YEAR YERR YERFR
FEDERAL. INTERNAT I OHAL
EXPENDITURES 3,500,000 2,170,000 A0, 000
STATE
EXPENDITURES 2,250,000 1,820,000 Fo525,000
LOCAL GOVERMNNIENT
EXPENDITURES 2,680,000 2,450,000 2,210,000
VOLUNTARY /FRIVATE
EXPENDITURES 870,000 750,000 715,000

NATIONAL TOTALS 9,300,000 7,200,000 5,200,000

ESTIMATED CONTRIBUTICOME TO NIGEFIA‘S ORT PROMOTION CaMPH]GH)

(EXCLUSIVE OF SaLARIES AND VEHICLES)

FIFAT SECOND THIRD

YEAR YEAR YEAR
FEDERAL/INTERNMAT I O AL, 3,500,000 2,170,000 4%0,000
STATE (PER STATE) 116,000 $5,000 77,000

LOCAL GOVERNMMENT (PEFR LGm) 8,470 7.940 &, 130
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FIR3T-"EAR BUDGET ESTIMATES FOR OFT PROMOTION CAaltFAlGN ( SHIGLE STmTE)

CARITAL EYFEHDITURE

TOTAL CAFITAL E-FENDITURE »

e R R Y

. RECUPRENT COCSTS

FEDEFAL/ STATE LaCaAL VOLLIT&RY
INTERMAT ., GO T GC T SPRIVATE TOTwLZ
+

+

P ———- - 4 - - —— e ———- P, -—-— - - H
H & TN 28,400 &2, 1008 24,000 PRe, 20
L it e mr e —— b —— b e 4 e o .
i S0,000: ! H : IO
e - e ————— P - e —— . tmme - H
e D kbt P —— e e e m H
) 33,4000 13,500 1 QuQ! H a3, 500!

_________________________ 4
for supervisicon :
_________________________ +
for coordination- |
communi ts mobrlization H
__________________________ .
TRAMSFORT OFERATING COSTS !
__________________________ .
for training : H
————————————————————————— L ey
tor cupervicon H H
————————————————————————— P ——d
tor coordination. ' H
commung ty moba b tzation }
—————————————————————————— dmmm e —
AMMMINT STRATIVE COSTS H !
e e e Y T T oo =e <
TOTAL FECUFRRENT COZTE +a ! 152,300 :
S ECor TS roor e m e l=nmersummy +
TOTAL MNEW EYFEIIDITURES » ) 155,000 f1e,000!) 12€¢,000: a5, 000: ATS 0
e 3 S 2 4 - F X === := _________ 0=========-‘=:=======4 a4 2t - k-3 X 1) ,'
PERSONIEL ' ! H ! !
(Accignment of exrtcting H 145,00001,164,000!1,071,000! SAS,000: 2, 2dS, QU
staff onl,) H H ! : ' .
e e e e R LT T T R R T T rooresytpmye A PR Y e d===mnsmom=s |
TOTwLE FOF FIFST YEmF  » ! 300.000:1.300.000:1.210.000: PO OO0, q00 000
(FEF STwTE ! H | H ! H
=====:=‘==================== : =roomommooo 4 Bt $ 25 £ -1 1 2 T L T Y RS A3 R ¢+ XL ¥ 13 ,'

»

L R4

Evcluzine

Erczluzive

of

of

tranzport,

cxlariec,



SECOND=YEAF EBUDGET ESTIMATES FOR COFT FROMOTION ColiFAlGll ( SINGLE STWTE!

1. CAF]TAL EXFENLITUFE

FEDEFAL." STHTE LOCAL VOLLHITAFR Y

THTERN-T , GO T G T AFRIVATE TOTar s
4 —— P R el P ———— L L tm—m e H
H 3008 2,800: S.e00. 1,700 PO 00

for coordination’
communi ty mobkilization

TRALISPORT OFERATING COSTS

TEL0000 D&, 000! Ba, 0000 1%d,e00!

H H S0 00
'

+
UH
+
|
+
+

!
'
+

for coordination’

tAssignment of evxisting
etafs only)

communi ty mobtilization 13,800 H '
—————————————————————————— et r e, e e — e ————¢
ADMINISTRATIVE COSTS ! : &, S0 ' :
___________________________ e e e R e L L L T T g
TOTAL RECURRENT COSTS »» : HO TV $2,200. tat, ol ECPR RO
e “+ + +
TOTAL NEW EXFENDITURES » o1 0s, 000 ?S,000: ST 000 28,0000
e e e ] | me=== ERE Y F 4 Tmmmmome 4orosoosSos SESRESSsSs
PEFSOMMEL ! : ! ; :

TOTALE FOR SECOND YEmR  #
(FER STATE?

» Excluzive of tranegport,

#* Evclucive of szlar ez,

V7



THIRU =Bk BUDCET EZTINNGTES FOR OFT PRUOTION G PTG cSIHIGLE Thedl F o

FEDEFRL STATE LacaL VIOl IMIT =R
THTEFH-T ., GUr T G T ‘FPFIV-TE TOT-L%
I, CAFRITAL E.FPENDITURE i :
——————————————————————————— A R il R R ik ARt
ORT EQLIPHENT 1061 7001 L,Seod S00 z,700.0

TOTAL CFITAL E-FENHDTTURE

]
1
]
1
1
1
[}
]
'
]
]
]
|
1
]
1
t
i
|
]
1
!
]
t
]
|
[ S,
1
!
)
1
|
|
1
1
'
+
|
|
]
1
|
t
t
1
= 1
+
]
]
'
{
]
3
]
]
t
+
1
1
]
1
]
'
1
1
]
-t e
]
|
|
|
1
1
'
I
1

for training 11,500,
————————————————————————— ¢ mmm e ——
fOr supervicion : i
————————————————————————— ¢ me e ———y
for coordinzticn: H 1
commurit ty motol1zation ' H
-------------------------- e m— e ———y
TRAISPOFT COFEFATING COSTS |
-------------------------- ¢ e ——————y
tor trainang : ;
------------------------- b ————
for supervizion : :
------------------------- tr e ———
for coardination } 1
commun ity mabtizatyen H
-------------------------- ¢ e ———y

TOTAL RECURFENT COSTS »» 21,50 TEL,2000 0 126,500 36,9000 2eS, i
=='==============‘-‘==..—:===:‘==:==’:======Q= ________ LR A L R T 1 3 -2 T 11 LAt — :
TOT&L HEW EXFENDITURES » : 2,000 L0000 10,0000 STL0000 Zeg, 000
Pt X T P ) - : —————————— 4:____.._===0=======‘-‘.=‘0====‘=====0=:‘======= :’
FERZOGINICL H i : H , '
(Aseranment of ericting P 145,00001,181,00011,0&],0000 945,000 3,732,000
etatt anl. ' ; : H : :
EE RS S 1 4 L L X T2 : N S S N4 T N O T SN Y T T TN S s O e e - T4 TS T o :
TOTHLE FOF THIRC 1\ EwF o AT 000,200,000 (151,000 FEILO0003,&un 0
(FER STWTE:! H i : ! | .
it - - T : e R R -t -0 1+ RE_F T 2 f ¥ T dEE TR m T T e :

* Evclusive of trznepeort,

»+ Exclusive nf zalaries,

o
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WORKSHEET FOR ESTIMRTES OF ORT E<FENDITURES AT STRTE LEVEL
(SJNGLE STwTE)

1. CAPITAL E«FENDITURES, FIRST vEAR

Federal/ State Local Um e, 1IGO ¢,
Internztional  Government Governmentes and Fraivate
Agencres Instrtutvon: »

ORT EGU]PMENT

for larger VL _T Vo2 WVeepranate
facilities ffacilitiez +2vitacilities =20 1 (ties » 250, q42ci)ities
(seperate HENE T U e 250, : HEC AN
ORT umite) ' H H |
-------------  r e ——, e e mad - ——-———— - ———— .- - - - -
for sma2ller 1+ _d federal  J(_5%5 state : £4 WU pravate
facilities tfacilities tfacilitiec H 7;?:1:1195
'no ceparate 1o 150, L e LGm > HETES -1 UN
UFRT unitse ' 1y 150, i
------------- R ik Rl LR PP Py —————_—— - - -
for training 100 V300, :
————————————— R R R e A Y P R bt
! ! '
TRANZFOFT »» | H H
H i '
LS i i it ARt 22 1 3.5 ¢+ 3 T L 1 sEmERESEES oD DEs R 2121+ 1 1 3t X111 EEToE=Smess
TOTmHLE  +» ' H !
_____________ s=mEmT= I 4 4 ===-—_-_———_=_0_—_—.._____———._0___-——========
# It 1g estimated thet S0 of these facilitiees v ll participate activel.,

*s Evcluzive of transport,



WORKSHEET FOF ESTIMATES OF ORT EXPENDITURES AT

(SIMNGLE STATEH

STATE LEVEL

Il. RECURRENT EXPENULITURES, FIRST YEAP

Federsl.” State Local VA e, NGO s,

International Government Governments and Praivate

Agenciles Institutiong »
ORT SUPFLIES
------------- P e e et e, ———
for larger 1 (_2_ federa) 115 state 1 _5S_ LGA 124 VA/private
facilitres ‘facilities «x tfacilities ifactlities tfacilities x
(separate 11230.) + (_1S ix 780, ix 780, 'x 1230,
OFRT unite) istate factli- | : H

ities + _S_ LGA! : :

tfacilities) : H !

tx 450, : H H
————————————— - ——————y I e e itk Rt L Ty ——
for emaller {(_4_ federal 1_55_ state 1195 LGA 1_Bs VA“private
facirlities ifactlities x !facilities tfacilities tfacilitiece
(no separate 1504,) + (_S55 !x 288, ix 28€, x S04,
OFT units) istate factly- | H H

itiee ¢+ 195 LGA! | '

ifacilities) : H H

ix 216, : H i
___________________________ e e e ———————————
for training 2230, 1800, 114 LGMTs ;

H ' Px 125, !
------------- S e e e e e, ————
TRATNIMG 1 S0,000.00 ! H !
MATERIALS ! H H ;
———————————————————————————— e e e et ————————
PERSCIINEL 1 (_2_ larager V_1S larger V(_5_ Yarger 1(_24 larger

i federal ietate 1 LGA tUAZprivate
tpresent tfacilities « ifacilities x ifscilities tfacilities x
salariec of 169,000, + 165,000,) + ix &5,000.) + ix ¢5,000.) +
existing Pe_4_ smaller  1(_S5S smaller (195 smaller ! _8s smaller
cstaff to be federal letate P LOA IWA/praivate
ascigned tfacilities x 1facilities x itactirties x !factlities x
te OFTH 13,8520 13,8500 13,850, 13,850.»
————————————— Y T T e e e e e e e e e e ————————
STAFF TR&VEL
_____________ o e e e e e e e
for trarning 133,400, 10_70 state fa=!_16 LGA's :

H ictlrties ¢ 16_1x 100G, :

! 1LGAR s) x 182, '
————————————— e e e e e e et — e ———— e
for H 1(_70 state fa-!_1¢ LGA s !
supervision | icrlitres ¢ 16_1x 1000, i

H LGAS) x 100, H
————————————— Rt ek R e T Ty e e et r e r - ——-——
coordination | 13,000, ¢+ (1é_:_ 14 LGA's H
mobilization | ‘LOA & BEI0OL, > 1,000, !
————————————— T T e e e e e e e e re e e e e e . —————
TRAMSFORT
OFERATING
Er PENZES
------------- T S e e e e e e e e e ettt —————————
for traeining | 1(_70 state fa-! !

! icitities ¢ fe& '

! iLGA sy x 28, :
------------- 0——-——--—-——-—-:-—--—-——--—-——4-———--—--—--—0——----~——--——-
for H 1(_70 state fa-! ;
supervision | icilitres + te | H

' LG4 s x 785, ! H
————————————— T S e e e e e e e e e e e e m— et e —————————
coordination ! 1C_70 state fo-! :
/commurni ty ! tfacilities » H H
mobilization | 12200 ¢+ (_16 : :
mobilization | tLGA s x 200,) ! !
————————————— T T S e e e e e e e e e e e C e e e o 4 —————————— e e
ADMINI STR&A= ¢ 19,000, + (_t16 ! !
TIVE COSTS i iLGA" s x 220, H
=============4==============0==============0=============0===========‘_‘==

] ] [l [l

1 [ 1 1
TOTALS  wa | H H H
=============Q""'_E——""l:::::’_—“E‘_-—_"=====4=============4 3y 31t - 31 1 1]

* It 1s ecstimated that S0 of thece facilities will participate actruels,

*r Exclusive of salaries,
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