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1. INTRODUCTION.
 

1.1 What is the Control of Diarrhoeal Disease Programme
 

The Control of Diarrhoeal Diseases 
 (CDD) programme is organised
through the Ministry of 
Health (MOH) and National Institute of Health
(NIH). The objectives of 
the CDD programme are to reduce 
 diarrhoea
mortality and morbidity rates in Pakistan through 
 diarrhoea case
management training 
 at the health facility and household level. To
achieve these objectives, the MOH developed a National 
 Diarrhoea
Treatment Policy ( 
see 
P-I.2,3 for details) and the national case
 management training programme is 
based upon thi. policy.
 

1.2 What is the Diarrhoea Trainina Unit Programme ?
 

To assist with this national training programme, Diarrhoea 
 Training
Units (DTUs)were established in 1989, at 1C 
 major teaching hospitals.
These DTUs provide model diarrhoea managment, based upon the Diarrhoea
Policy Objuctives ( A-13), 
 to outpatients in 
a specially equipedOral
Rehydration Therapy 
 (ORT) Unitand to inpatients in the diarrhoea
ward. DTLU workshops 
 for doctors from government health facilities,
lasting 5-6 days, 
 are scheduled throughout the diarrhoea season.
allowing the participants 
"hands-on" experience rehydrating diarrhoea
 cases in the model ORT unit. 
 Training is provided by the DTU training
team consisting of 
the Professor of Paediatrics. staff from 
 his/her
department 
and a specially appointed DTU physician. In the Planning
Session, on the last 
 day of the DTU Workshop, the DTU team and
provincial government officers discuss 
the setting up of an ORT unit
in the government doctor's own 
health facility. The doctor, 
at the end
of the DTU workshop, then returns 
to establish an ORT 
 unit and
implement the Diarrhoea Policy Objectives (A-17) in his/her own health
 
facility.
 

1.' What are the Follow-up Visits ?
 

The DTU physician assists the DTU-trained doctor in establishing an
unit and 
 improving diarrhoea management in 
OR'
 

his/her health facility
during a series of Follow-up Visits to 
the health facility, as shown
 
below.
 

Step 1.Pre-Training Evaluation Visit.
 
DTU Workshop to 
train health facility doctor.
 

Step 2.Training Session with health facility staff.
 
Step 7. Planning Session with health facility staff.

Step 4 .Post-Training Evaluation Visit with Provincial Health Officers.

In Section 8 of this Trainer's Guide, 
 these steps are explained in
 

more detail.
 

1.7 How are the Follow-up Visits Scheduled
 

Step 1. PRE-TRAINING EVALUATION VISIT. 
 4 hours.
 

The Pre-Training EvalLtation Visit is scheduled 
a few weeks before the
health faC..lty aoctr attends 
toe 5-c day DTLI Workshop. The DTU
 

I. 



physician visits the health facility and discusses the DTU and ORT 
unit programme with the MS/MOIC and records his/her observations of 
the current diarrhoea management in the Health Facility Diarrhoea 
Management Checklist (A-1). 

Step 2. TRAINING SESSION, B hours. (This can be divided into 2 
visits lasting 4 hours each). 

The Training Session is scheduled to take place after the health 
facility docto- has completed Lhe DTU Workshop training and t-ihen the 
ORT equipment has arrived in the health facility. The time required 
for the Training Session wi I depend upon the training teams 
assessment of the diarrhoea management practised by the doctors and
 
paramedics in the health facility and the improvements needed. It will 
also depend upon the size of the health facility and the number of
 
participants. The average time is 8 hours. 

Step 3. PLANNING SESSION, 4 hours.
 

The Planning Session follows on from the Training Session and should
 
be take place during the same visit, preferably being scheduled the
 
day after the Training Session has been completed.
 

Step 4. POST-TRAINING EVALUATION VISIT, 2-4 hours.
 

The Fost-Training Evaluation Visit should be scheduled a month after 
the Planning Session, allowing time for the health facility staff to 
implement the Flan of Action for Improvements to achieve the Diarrhoea 
Policy Objectives (A-13). 

1.5 Who is trained on these Follow-up Visits ?
 

All the staff in the health facility who come into contact with 
diarrhoea cases should receive training. This often means ALL the 
staff in the smaller health facilities, like RHCs. The DTU physician 
will train the doctors and the DTU LHV will train the nurses, LHVs, 
dispensers, health technicians, vaccinators and dais in the Training 
Session. At the end of the Trairing Session the participants -.ull have 
aqul,-e the knowledge and skills to provide correct clarr-noea 
management in their own health facility. However knowledge ana skills 
are not enough ! ACTION is also required to achieve the Diarrnoea 
Fcitoy Objectives in the health facility. This action is discussed in 
the Planning Session with all the relevant health facility staff and a
 
Plan of Action developed.
 

1.6 Who are the trainers ?
 

The DTU physizian trains the doctors and the DTU LHV trains the 
paramed,.- sta f. The DTU training team should also involve the 
fo!Iowinc peopIe as assitent trainers in these P0 1ow-up Visits 
0 Provincial Health Department staff ( ie CDD manager, DHO etc.)
 
0 DTU-trained doctor from the health facility.
 
0 Medical Superintendant (MS) or Medical Officer in Charge (MOIC) of
 

the health facility.
 
0 Paramedic tutors training stodents at the health facility ( ie.
 



nursing, health technician, dispenser tutors etc.) 
The larger health 
facilities like District Headquarter Hospitals usually have several 
tutors in residence. 

O Other doctors from the DTU Director's department of paediatrics (ie.
Assistant Professors). 



2. OBJECTIVES OF THE FOLLOW-UP VISITS 

These objr::tives can be divided into the fol lowing: 

2.1 Pre-Training Evaluation Visit Objectives.
 
2. Training Session Objectives for Doctors and Paramedics.
 
2.. Planning Session Objectives.
 
2.4 Post-Training Evaluation Visit Objectives.
 

2.. Pre-Training Evaluation Visit Objectives. 

Tile obj ec t:.ves of this Fre-Training Eve luation )st -- e tie 
fol lowing: 
!.To discuss the DTU/ORT unit progr_mme with the Mc/MOIC of the 

health facility. 
2.To select a doctor -from the health facility for the ETLI W-srhop. 
:.To ielect a good l cation for the OFT un!t. 
4.To reco-d observations of diarrhoea management in the Hea 1 th 

FAci lit ... rhoea ranagement Chec .st A-!1 

2.2 Training Session Objectives For Doctors and Paramedics.
 

7ie objec ives of the Traring Ses_ion are to provide the Medical 
-D _'-.,e - nd F2rainedcs ,n the n.-ssry skills ana knowledge to
per'=.:o rm tree follow-ng dut,e : 

0 Assessment of diarrhoea cases.
 
0 Management of diarrhoea cases with No Dehydration.
 
0 Management of diarrhoea Cases with Milu-.1oderate Dehydration.
 
0 Management of diarrhoea cases with Severe Dehydration.
 
0 Management of diarrhoea cases with Acute Dysentery.
 

n prtotvpe agenda are designed to provide 

0 Basic Skills (for all health facility staff). 
0 AOditional Skills ( for staff working with ORT cases). 

The Clinical Forms -,a,, -n-_ Skills Checklists 4A-, .'
 
;t>v:,er, t- trainers F.rci r, 2art,:i- l ow t- achieve, : rxn
 

2-'Training Objectives for Medical Officers.
 

On completion of the training ALL MOs will have the knowledge to
 
answer basic questions about the following topics:
 

KNOWLEDGE.
 
Ohe-- t. ve-= c- the ao.-ei T + -':-ocramme 

-- n : -1-2 o : . 2. .T. 



On completion of the training all the doctors will 
be able to perform

the following BASIC SKILLS:
1.,Set up an 
ORT trolley or teach paramedic to 
set Lup an ORT trolley.
2.Assess diarrhoea cases using Clinical 
Form (A-7) in handout (A-2) to2.2 Determine history of 
current diarrhoea episode.


2.2 Determine diet prior to diarrhoea.
 
2.3 Assess hydra.tion status. 
2.4 Se.lect Diarrhoea Treatment Plan. 
2.5 Weigh child and determine nutrition status Lsing growth chart.

2.6 Determine treatment of 
other illnesses/complications.
 
2,7 Prcescribe appropriate medicines.
 
2.8 Assess immunization status 
and refer if necessary.
2.9 Decide which cases need 
to be sent home, to the ORT Unit or to
 

the Inpatient ward.
 

For children with No Dehydration (Plan A) and for all 
diarrhoea cases
before 
 they go home all the doctors will be able to do the 
 following

or teach 
a paramedic to do the following:
 
3. Demonstrate ORS preparation.

4. Demonstrate ORS administration.
 
5. Give every parent 2 packets of ORS to take home.
6. Teach every parent 4 rules of Home Treatment.
 
7. Teach paramedics and parents using 3 steps to Good Communication. 

On completion of the training 
the doctors with assigned ORT duties
will ;be able to 
perform the following ADDITIONAL SKILLS or wiil be
able to teach a paramedic to 
perform these additional skills.
 

For diarrhoea cases with Mild-Moderate Dehydration 
the doctors will be
able to do the following:
 
1. Weigh child. 
2. Calculate nutritional status using growth chart. 
3. Record information in ORT register (if used 

K 
in the Health Facility)

4. Calculate Volume of ORS required in 4-6 hours.
5. Monitor amount 
of ORS given and record this on patients"iM0Ut-/0Lutput chart. 
6. Teac I paramedic how to acminister ORSand then sLpe-vise them 

show.ing parents.
7. Reassess the hydration status ev=I-y 1-2 hoe- using the Assessment

Chart in the handou.t (A-2
8 . Help paramedic staff encou-age mothers to cor.n-inue breastfeeding,
7. Oive saft foocs like '.itchri, oanana, onut to children over 4

months as soon as they can eat. 
i(:!.Send child home when all 
signs of dehydration nave disappeared. 

For cases with Severe Dehydration the doctors will be able to do the
 
following: 

+,, i
''. I . ' .u d volume req uired. 
S:Z2.Mrnito r amount 0f iv fluid required and C.ver on an n un.,,rL ptC,.1a-t . 

I.;our' ftPrl .. patient Is rn k-ehyd-Ated,'- S ' 

! H'£i-u C parEmeui.c sta-f and paeents to .'a oR, L-I-ee C nq 
.n . Dd ai=-. -. on a=. ch.'l d:-an eat and c .,n .iL~Vueiv 'bc-r)p as, soon as appop,- -or 

'FV
 



2.2 Trainin. Objectives For Paramedics.
 

On completion of training ALL the paramedics will have the KNOWLEDGE
 
to answer basic questions on the main points of the following topics:
 
MP-1 DTU/ORT Unit programme.
 
MP-2 Dangers of Diarrhoea.
 
MP-2 Assessment of Diarrhoea/ Dehydration.
 
MF-3 Oral Rehydration Therapy. 
MP-4 Limited role of drugs in diarrhoea Treatment.
 
MP-5 Cases for referral to the doctor. 
MP-6 Prevention of diarrhoea.
 
MP-7 Talking with Parents. The 4 Rules of Home Treatment.
 
P-7 Pakistan's National Diarrhoea TreatmEht Policy.
 

On completion of training ALL the paramedics will be able to perform
 
the following BASIC SKILLS using their handout (A-3) as a reference:
 
1. Set up an ORT trolley.
 
2. Assess a diarrhoea case using the Clinical Form (A-8). 
3. Determine grade of dehydration and select a Diarrhoea Treatment Plar 

4. Refer complicated cases to the doctor.
 

For children with No dehydration (Plan A) and for all diarrhoea cases
 
before they go home the paramedics will be able to do the following:
 
5. Demonstrate ORS preparation.
 
6. Demonstrate ORS administration.
 
7. Give every parent 2 ORS packets to take home.
 
6. Teach parents the 4 rules of Home Treatment.
 
9. Use the 3 steps to Good Communication.
 

Paramedics working with ORT cases should receive extra training
 
so that they can perform the following ADDITIONAL SKILLS.
 
1.1Weigh the clhild.
 

ethe nutrition Status using the growth chart. 
.Ta'e the temperature and if high demonstrate to parent how to tepid 
sponge child. Tak.e temperature again in I noutr. 

a.Record info-mation in ORT register (if used in the nealth facility) 
5.Select amount of ORS required in 4-6 hours. 
6.rloniltor amount of ORS given and record this on patient s
 

input/output chart. 
7.Administer ORS and teach parent to administer ORS.
 
8.Reassess hydration status every 1-2 hours using Assessment Chart.
 
9 .Encourage mother to continue breastfeeding.
 
!0.Give soft foods like kitchri, banana, yoghurt to children over 4
 

months as soon as they can eat. 
11.Send child home when all signs of dehydration have disappeared.
 

For children with Severe Dehydration treated with iv therapy the
 
paramedics will be able to do the following:
 

'2.Mcnitor amUL1nt o 1'- flu d required and gven on _npLt'Ou' tLt chart 
-Monitior- p.dnt 1yra"_nn st:tus r larI .'yand reco-,if i2 i.n;s 
every 2. ho':r, urti.l p ..ient i, rehydrated, thien ever, 6 hours. 

>4.Enco,_r..ge the parent to r,.tart ORE. bre.._=tfeeding and soft foods 
s..on! ? c;n1.3L, call Eat. a:nd dr . ., 

-D,_,ontin,,e 1V therapy As soon as appropr-a-e. 

G.
 



2.3.Planning Session Objectives.
 

The objectives of the Planning Session are the following:
 

I. 	For the health facility staff to become aware of the current
 

diari-hoea management in the health facility and the improvements 
required in order to achieve the Diarrhoea Policy Objectives (A-13) 

2. 	 For the health facility staff to develop a Plan of Action to 

achieve the Diarrhoea Policy Objectives (A-17). 
2.4 Post-Training Evaluation Visit Objectives.
 

The objectives of the Post-Training Evaluation Visit are the
 

following:
 

1. For the DTU physician, a provincial health officer, the MS/MOIC and 

the DTli-trained doctor to visit the health facility and record 

their observations in the Health Facility Diarrhoea Management 

Checklist (A-!). 

2. 	 For the evaluation team to compare their observations witi the Pre-
Training Visit Observations, the Diarrhoea Policy Cojectives (A-i7)
 

and the Plan of Action for Improvements. 

3. 	 For the evaluation team to decide upon the future Plan of Action. 



3. TRAINING MATERIALS
 

3.1 Reference Materials for Trainers
 

The following are a list of reference books to be used by trainers to
 
prepa-e for the Follow-up Training Visits. The DTU physician can lend
 
out copies of these reference materials to the assistant trainers
 
before the training visit.
 

Reference Materials for Trainers of Doctors.
 
0 Readings on Diarrhoea, rele'ant chapters (english).

0 WHO DTU Director's Guide, relevant lectures (english).

0 DTU Follow-up Visit, Trainer's Guide (english).

0 UNICEF Diarrhoea Management Video and Script (english/urdu), V-7,4.
 

Reference Materials for Trainers of Paramedics 
0 WHO Acute Diarrhoea, Practical Guidelines (english).
0 DTU Follow-up Visit, Trainers' Guide (english). Paramedic Classroom 

Session Module (A-6). 
0 Pakistan Health Technician's Training Manual ( urdu/ english)
0 UNICEF Diarrhoea Management Video and Script (urdu/english), V-3,4. 

7.2 List of Teaching Aids for Trainers.
 

The following teaching aids are transported in the DTU vehicle and
 
,.sed by the training team during the Follow-up Training and Planning
 
Sessions: 
DTLI physicians training kit and 
DTU LHV's training kit ( bag containing doll, ORT equipment, notebook 

rice, lentils, cellotape, marker pens/chalk).

2 Videos (UNICEF diarrhoea managment in urdu and Vicious Circles.) 
Flipchart/Board and pens/chalks. 
Posters:
 
Guidelines for- Assessment of Diar-hoea (P-I) 
03u de Lnes for Treatment _-f Diarrhoea mF-2,1='akistan's National Diarrhoea Tr-eatment Policy (P-'-) 
Oral 5ehydration Therapy , ORS preparation, S pictures (urdu;) (P-4)
Oral Rehydration Therapy, 7 pictures 'u,-rdU) (F--5)
Photograph of twins, one breastfed, one bQotlefed P-6). 
Diarrhoea Policy Chekl:.st A-11 .12, 

The following are handouts Cjiven to the oo_-tor and literate paramedics
during the Follow up Training Session: 

7.7 Handout For Doctors. (A-2)
 
CONTENTS ( all in english;: 
oDuLdemileE -fcr Diarrnoea Assessment and Treatment, P-1,2 leaflet. 
C Cl_,1i _-kl Form 'or Doctors, A-7.
OZSk±J is fChecl)'it, A-o'° 

0 a National Diarrhoea To-eatmeri Polcy. F-- leaflc&-. 

http:Chekl:.st


3.' Handout For Paramedics. (A-3)
 
CONTENTS ( all in urdu) : 
0 Guidelines 
for Diarrhoea Assessment and Treatment, leaflets. 
0 Clinical Form for Paramedics, A-8. 
0 Skills Checklist., A-10. 
0 ORT leaflet. 
0 Pakistari's National Diarrhoea Treatment Policy, F-3, leaflet. 

The following forms and checklists are used in 
 the training and
 
planning ses5ions.
 

3.5 Forms. 

Clinical Form for Doctors (A-7)
 
Clinical Form for Paramedics, Urdu (A-8)
 

3.6 Checklists.
 

Health Facility Diarrhoea Management Checklist (A-i)

Skills Checklist for Doctors (A-9)

Skills Checklist for Paramedics, urdu (A-IO)
 
Diarrhoea Pclicy Checklist english/urdu (A-I1,12)
 

q
 



CHAPTER 4. TRAINING SESSION AGENDA.
 

The following are prototype agendas. the first for the training of
 
doctors and the second for the training of paramedics. They can be
 
adapted to the different needs and conditions of different sized
 
health facilities. but the teaching content should remain much the
 
same.
 

4.1 Prototype Agenda For Doctors. (A-4).
 

FOLLOW-UP VISIT, STEP 2 : THE TRAINING SESSION:
 

Part 1. Classroom Session.
 
-Registration.
 
-Pre-Training Assessment.
 
-Introduction,
 
-Management of Diarrioea.
 
-Talking with Parents.
 

Part 2. Practical Session in ORT.
 
-Work with diarrhoea cases in OPD, ORT unit, Inpatients.
 
-Case presentations.
 

Part 7. Joint Session.
 
-Joint training with paramedics.
 
-Pakistan's Diarrhoea Treatment Policy.
 

FOLLOW-UP VISIT. STEP 3: THE PLANNING SESSION.
 

Part 1. Health facility Visit.
 
-Visit OPD, ORT Unit. Inpatients to observe diarrhoea management.
 
-Record observations in Diarrhoea Policy Checkist (A-i1.12).
 

Part 2. Development of a Plan of Action.
 
-Small group-discussion of observations.
 
-Complete Diarrhoea Policy Checklist columns.
 
-Develop a Plan of Action for improvements.
 
-Discuss Plan of Action with MS/MOIC.
 



FOLLOW-UP VISIT. STEP 2 
! THE TRAINING RFqTnM
 

Part 1. CLASSROOM SLSSION.
 

Registration.
 
Inauguration.
 

Pre-training Assessment.
 
- List doctors' diarrhoea management practices on 
flipchart/board.
 

Tntroduction:
 
Introductory Talk: 
 Objectives of DTU/ORT unit programme
- UNICEF video module 23 

(T-1)
"Setting up 
an ORT unit."
 

Management of Diarrhoea:
 
- Introductory 
Talk: 
Aetiology of Diarrhoea 
(T-2).
-
 List drugs doctors prescribe for diarrhoea on 
flipchart/board.
- Introductory Talk and 
Discussion: 
Indications for Drugs (T-Z)
-
 Video "Vicious Circles" part 
11 on Imodium.
 - Introducto-y Talk: Management of Acute Diarrhoea 
(T-4).
-
 Give out Medical Officers Handout 
(A-2).
-
 E::plain Assessment Chart and Clinical 
Form (A-2).
- UNICEF video module 1-2 
"ORT and 
signs of dehydration".

- Discussior: 
Assessment Chart 
(A-2).
 
-
 E:plain Treatment Chart (A-2).
- Discuss Case studies: None/Mild-Moderate/Severe 


Dehydration and Acute
Dysentery (Ct-5) with doctors using Handout (A-2) for reference.
 

Talking with Parents:
 
- Introductory Talk: 
Importance of 
Talking with Parents 
(T-5).
- Explain 4 Rules 
of Home Treatment.
 
- E:plain Z Steps to Good Communication.
 
-
 Role play doctor teaching parent 4 
rules (Trainer + doctor).
-
 Repeat role play (doctor + doctor).
 

Part 2. PRACTICAL SESSION.
 

Practical Session in 
ORT.A
 
-
 Work with diarrhoea cases 
in 
OPD, ORT unit. Inpatient ward.
- Use Clinical 
form (A-7) and Skills Checklist (A-9).
-
 Use posters F'-1,2,- for reference.
 
-
 Use posters P-4'5.6 for 
teaching parents.
 
- Set up an 
ORT trolley.
 
- Demonstrate ORS 
preparation.
 
-
Demonstrate ORS administration.
 
-
 Talking with Parents, 4 Rules of Home Treatment.
 
- Case presentations by doctors and 
discussion.
 

This Practical 
 Session is essential 

duties. for doctors with assigned ORT
It is optional 
tor other doctors and
ward can be substituted with
rounds and role plavs/demonstrations in 
the Ciessro., Session.
 

II.
 



Part 3. JOINT SESSION.
 

Pakistan's National Diarrhoea Treatment Policy:
 
- Joint training session with doctors and paramedics.
 
- Display National Diarrhoea Treatment Policy poster (P-3).
 
- Explain each item in the policy (P-3).
 
- Ouestion and answer session.
 
- MS/MOIC comments on implementation of policy in health facility.
 

FOLLOW-UP VISIT, STEP 2: THE PLANNING SESSION.
 

Improving Current Diarrhoea Management in the Health Fa.ility.
 

Part 1. Visit Health Facility.
 
- Display National Diarrhoea Policy poster (P-3).
 
- Give out Diarrhoea Policy Checklist (A-i) to each doctor.
 
-- Explain the checklist (A-11).
 
Visit OPD. ORT unit and Inpatient ward and help doctors record
 
their observations in the checklist (A-11).
 

Part 2. Development of a Plan of Action.
 
- Use posters P-7 and A-li.
 
- Small group discussion of observations using checklists (A-11.).
 
- Discuss then fill "Observations" column of poster A-I.
 
- Discuss then fill "Diarrhoea Policy Objectives" column of poster A-il
 
- Discuss then fill "Improvements Required" column of poster A-Il.
 
- Discuss then fill "How", "By whom" and "When" coluIins of poster A-li
 
- Discuss Final Plan of Action with MS/MOIC.
 
- Decide date of Evaluation Visit. *
 

Optional.
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4 .2-Prototype Aqenda For Paramedics. (A-5).
 

Refer to Paramedic Clasoroom Session Module 
(A-6) fir content and more
detailed training instructions for the Classroom Session.
 

FOLLOW-UP VISIT. PART 2 
: THE TRAINING SESSION.
 

Part 1. Classroom session.
 
-Registration.
 
-Pre-Traiiing Assessment.
 
-Introduction.
 
-Introduction 
to Diarrhoea.
 
-Treatment of Diarrhoea.
 
-Limited role of 
drugs in diarrhoea treatment.
 
-When to refer child for help.

-Prevention of diarrhoea.
 
-Talkirg with Parents.
 

Part 2. Practical Session in ORT.
 
-Work with diarrhoea cass 
in OPD, ORT unit. Inpatients.
 
-Case presentations.
 

Fart 3. 
Joint Session.
 
-Joint training with doctors.
 
-Pakistan's National Diarrhoea Treatment Policv.
 

FOLLOW-UP VISIT, PART 2: 
THE PLANNING SESSION.
 

Part 1. Health Facility Visit.

-Visit OFD. ORT unit, Inpatinets 
to observe diarrhoea management.
-Record observations 
in Diarrhoea Policy checklist.
 

Part 2. Development of Plan of A:tion.
 
-Small group discussion of observations.
 
-Complete Diarrhoea Policy Checklist columns
 
-Develop-a Fqan of Action for improvements.

-Discuss Plan of Action with MS/MOIC.
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FOLLOW-UP VISIT: STEP I. THE TRAINING SESSION.
 

Part 1. CLASSROOM SESSION.
 

Registration.
 
Inauguration.
 

Pre-Training Assessment.
 
- List Paramedics Current Diarrhoea Management on 


Introduction:
 
- Explain the DTU/ORT unit programme (MP-1).
 

Introduction to Diarrhoea. (MP-2). 
- Assess knowlegde of dange-s of diarrhoea. 
- Explain Dangers of Diarrhoea. 
- E;xplain ORT.
 
- UNICEF video module 1.
 
-


flipchart/board.
 

Demonstrate Signs of Dehydration (using child or doll).
 
- Paramedic repeats demonstration of signs (using doll)
 
- UNICEF video module 2.
 
- Give out Paramedic Handout (A--)
 
- Use poster (F-I).
 
- Explain Assessment Chart (A-,) and Clinical Form (A-B).
 
- Discuss Case Studies (C 5-8) using Assessment Chart (A-3).
 

Treatment of Diarrhoea. Rule 1. Give More Fluids. (MP-3).
 
- Assess knowledge of Home Fluids/ORS.
 
- Explain importance of Home Fluids/ORS.
 
- Demonstrate ORS preparation.
 
- P'Aramedic repeats demonstration of ORS preparation.
 
- Demonstrate how to mark 
litre line in a container.
 
- Use poster F-I 1 ,2 and Handout A-3.
 
- Explain Treatment Plans.
 
- Demonstrate ORS administration and dealing with problems.
 
- Role Play health wor.er giving ORS (Trainer + Paramedic).
 
-
 Repeat role play (Paramedic + Paramedic). 
- UNICEF video modules 9, i6, 11. 
- Discuss reassessment of child during rehydration. 
- UNICEF video module 2. 
- Discuss role of each paramedic in ORT in the health faci!2t','.
 

Treatment of Diarrhoea. Rule 2. Continue Foods. (MF-1).
 
- Assess knowledge of feeding during diarrhoea.
 
- Explain importance of feedina.
 
- Discuss good foods (including breastfeeding).
 
- Explain how Much, how often, how long.
 
- Role Play giving parent feeding advice (Trainer + Paramedic).
 
- Repeat Role Flay (Paramedic + Paramedic).
 
- UNICEF video module 14.
 

14%
 



The Limited Role Of Drugs In Diarrhoea Treatment. (MP-4)

-
 Assess knowledge of drugs for diarrhoea. Write drigs on 
board.
 -
Display National Diarrhoea Treat!,ent Policy poster (P-3).
 
-
Explain National Treatment Policy on drugs.
 
- ITV video "Vicious Circles" on 
Imodium.
 
- Discuss the limited 
role for drugs.
-
Role Play advising parent antidiarrhoeals 
are not needed (Trainer +
 -
Repeat Role Play (Paramedic + Paramedic). 
 Paramedic)
 

Diarrhoea Treatment. Rule 3. When 
to Refer Child for Help. (MP-5)

-
Explain 5 signs for referral to doctor using Clinical Form (A-8)
- Role play referring these signs to doctor 
(Trainer + Paramedic).

-
Repeat this role play (Paramedic + Paramedic).

-
Ask what signs make a parent bring a child with diarrhoea for help.
 
- Explain danger signs 
to bring child for help.
- Role play advising parent on 
these danger signs(Trainer + Paramedic)

-
Repeat role play (Paramedic + Paramedic).
 

Rule 4. Prevention of Diarrhoea. (MP-6).
 
- Assess knowledge of 
causes of diarrhoea.
 
- Discuss main causes (bottlefeeding, dirty hands)

-
 E;:plain 2 protections., breastfeeding & handwash'ng.

- Role play advising parent on 2 protections (Trainer + Paramedic).
 
-
Repeat Role Play (Paramedic + Paramedic).
 

Talking with Parents, The 4 Rules of 
Home Treatment. (MP-7)
 
- Display Posters P-4 5,6.
 
-
Revise the 4 Rules of Home Treatment using posters P-4,5,6.
 
- Explain the importance of early Home Treatment.
 
-
Explain the 7 Steps to Good Communication.
 
- Role Play using 7 Steps to teach Rule 1, Extra Fluids.(Trainer +
 

Paramedic)
- Repeat Role Play with Rule 2.(Paramedic + Paramedic).

- Repeat Role Play with all 4 Rules (Paramedic + Paramedic). 

Part 2. PRACTICAL SESSION.
 

Practical Session in ORT.
 
-
 Disply posters P-I,2..,4.5,6.
 
- iLUpervise paramedics setting Up 
an ORT trollev and teaching grOups


of parents in 
OPD, ORT Unit and Inpatient ward. Use Basic Skills

Checklist.(A-!O) and poster F-1.2,7,4.5.6

- Do exit interview on 
parents trained by paramedics.
 
- Supervise paramedics working in 
ORT unit rehvdratlng children. Use
 

Additional Skills Checklist 
(A-iQ).* 
- Do e:xit interview on 
parents trained by paramedics.
 
- Case presentations by paramedics and general discussion.
 

This Addi:i.na! SI Ils rairing part of tne Practical Sessn is
essential for paramedics assigned ORT duties. This part 
of tne session
mal. need to be scheduled on a separate da,.. 
 allowing the nTU LHY 
 to
 wor, exclusively with these paramedics in 
the ORT unit. 
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Part 3. JOINT SESSION.
 

National Diarrhoea Treatment Policy. (P-7).
 
- Joint training session with doctors and Paramedics.
 
- Display National Diarrhoea Treatment Policy poster (P-3). 
- Explain each item in policy (P-3).
 
- Ask paramedics if they have any questions.
 
- MS/MOlC comments on policy implementation in health facility.
 

FOLLOW-UP VISIT: STEP 2. THE PLANNING SESSION.
 

Part 1. Visit Health Facility
 
- Display Diarrhoea Treatmant Policy poster (P-.).
 
- Give out Diarrhoea Policy Checklist (A-12) to literate paramedics.
 
- Explain checklist (A-12). 
- Visit OPD, ORT unit. Inpatient ward and help paramedics record
 

their observations in the Diarrhoea Policy Checklist (A-12)
 

Part 2. Development of Plan of Action.
 

- Display posters P-7 and A-12.
 
- Small group discussion of observations using checklists (A-12).
 
- Discuss then fill "Observations" column of poster (A-12). 

- Discuss then fill "Diarrhoea Policy Objectives" column of poster. 
- Discuss then fill "Improvements Required" column of poster (A-12). 
- Discuss then fill "How". "By Whom" and When" column of poster (A-12) 
- Discuss Final Plan of Action with MS/MOIC.
 



5. TEACHING METHODS.
 

In this section most of the remarks apply equally to 
the dodtor and
 
paramedic training, hence the word "participant" is used. 

5.1 Some general hints on training. 

Introduce yourself by name 
at the beginning of the training

explain the work you are doing. Try to learn 

and 
the names of most of the 

participants and find out something about their work experience. Keep

the language as simple as possible, especially for non-literates, and

avoid using abbreviations like DTU, 
 ORT without explaining what they
 
mean first. 
Speak loudly and clearly so that everybody can hear you.
Try not to cut anybody short while they are speaking. Make the

training as active and practical as possible. Sit the participants in 
a circle so 
that you can make eye contact with everybody. Keep eye

contact with all the participants to 
chedk they are interested and

understand the teaching. Avoid turing your back on the participants.
Give equal attention to all the participants and try to encourage the
shy ones. Be supportive, catch the participants doing something right
and praise them for it. Avoid just telling people what to do,

demonstrate and give examples instead. Always check what the
 
participants know at the beginning of a training cession and then
check again at the end of the session. If the participants look tired
 
change to another activity or stop for tea. 
 Vary the activities as

much as possible by changing the teaching method every few minutes.
The following teaching methods ai-e used in the Follow-up Visits: 
5.2 Introductory Talks.
 
5.3 Demonstrations.
 
5.4 Practical Sessions in ORT.
 
5.5 Case studies and presentations.
 
5.6 Role plays. 
5.7 Posters.
 
5.6 Flipcharts/blackboards. 
5.9 Videos.
 

.... Introductory Talks. 

There are 5 introductory talkIs in the proeotype agenda for doctors. 
The 5 topiJCs are listed below with details of their reference pages in
Readings on Diarrhoea and the WHO Director's Guide. 
T-1 Objectives Of DTU/ORT Unit Programme. 

Trainer's Guide (T-i). 
T-2 Aetiology of Diarrhoea. 

Readings on Diar-hoea Chapter 7, Page 13. 
WHO Director's Guide E-14, E-47-5. 

T- . Indications For Drugs In Diarrhoea. 
Read4.nqs on Diar-r-hoea, Chapter 17., Page 17. 
WHO Direct.otr' c G:.de. E-71, 

T-4 Management Of Acute Diarrhoea
 
Readings c_.n Dtiarrhoea Chapters 7, 1, 10, 11. 
WHO D±rector'.s_ GLde E-8 and E.30.

T-5 Talking with Parents. 
Readinc on Daar'hciea, Chp -:cr9, g "n. .. 
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There are Main Points for 7 topics in the Paramedic Classroom Session
 
Module (A-6).
 
MP-i Introduction to DTU/ORT Unit Programme.
 
MP-2 Introduction to Diarrhoea.
 
MP-3 Oral Rehydration Therapy.
 
MP-4 The limited role of drugs in diarrhoea treatment.
 
MP-5 When to refer a child for help.
 
MP-6 Prevention of Diarrhoea.
 
MP-7 Talking with Parents, the 4 Rules of home treatment.
 

The trainers should prepare for these introductory talks by reading 
these reference pages and main points in advance of the Training
 
Session Visit.
 

These introductory talks should be short, lasting about i0 minutes. 
At the start of each talk the trainer should assess the knowledge of 
the participants on the topic. This will avoid the trainer teaching 
the participants something they already know. The trainer should also 

refer to the posters (F-1,2,3,4,5,6) displayed on the wall and the 

handouts (A-2,3) to emphasise main points and familiarise the 

participants with these materials. At the end of the talk the trainer 
should summarize the main points and write them on the 
flipchart/board. A discussion session or role play should follow the 
talk, relating the topic to the participants' work duties in the 

health facility. The procedure for giving an introductory talk can be 
summarized as follows: 

Preparation.
 

I. Display posters (P-I, 2,3, 4) and flipchart/board so that all 
participants can see them. 

Procedure. 

Step 1. 	 Assess the participants knowledge of the new topic. For 
example ask "I have a 10 month old baby with diarrncea. What 
drugs would you prescribe for my child 7" Wr-ite their answers 
on the flipchart/board. 

Step 2. 	 Give a short introductory tall.- on the topic, lasting about 10 
minutes. Rele" to the posters (F-1.,2,..4,5.6) and handouts 
(A-2,.). Answer any questions the participa-nts may have. 

Step 7. 	 Summarize the main points and write them on flipchart/board. 

Step 4. 	 Ask volunteers to explain each of tne main points. 

' Etep 5. 	 Dist:uss the topic in relaticn to the participant- health
 
fI-ci ) .,y rk, usir.1 case studies, c ase p resentationF and
 
ru L pI ye ti.o encouragkye c titsc.uSsa.on.
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5.3 Demonstrations.
 

Demonstrations are used in 
the agenda to teach the following practical

basic skills:
 
0 Assessing signs of dehydration (head-to-toe method).

0 Setting up an ORT trolley.
 
0 ORS preparation.
 
0 ORS administration.
 
The demonsti-ation is first performed by the trainer and then a returndemonstration is performed by a participant. 
 If the participants make
a mistake during the return demonstration the trainer must notembarass 	 them 
 by saying they are wrong. Instead the trainer 
shouldjust repeat the demonstration to 
show the correct way.
 

Training Materials.
 

DTU physicians and DTU LHVs 
training kits.
 
Doll.
 
ORT equipment (ORS packets, jug, pao-sized glass, containers available
 

in local bazaar labelled with volumes, cups, spoons,

water in container).
 

Table or trolley.
 
Foods like rice, lentils, banana.
 

Preparation.
 

1. Prepare all the training materials on table
a 	 or trolley
before the training, session starts. 
These materials should be locally

available in 
the ba-aar or health facility.
 

Procedure.
 

Step 1. 
 Arrange the participants so that everybody can see the 
demonstration. 

Step 2. 	 Ex.plain the purpose of the demonstration. Tel the
participants 
 that they 	will be ex:pected to demonstrate the 
skill later.
 

Step . Demonstrate the practical 
skill, e::plaining each step,
and allow the par"icipants tc ask questionr. 

Step 4. 	 Summarize and discuss 
 the steps at the end 
 of the
 
demonstration.
 

Step 5. 	 Ask a volunteer to repeat the demonstration infront 
of the cthers. 

. ... Encvu:-, ge 	 .nd.. 1 . Lt a , a jroup ay pir:;t eLms 
P-nz QU n tet-e d 

c-i~ ~~~'In te VJItc D Cr p'A ~ IhC d&Lmc'nSwt:-a' CIc .C! I
for eii. 



5.4i Practical Sessions in ORT.
 

The ,Practical Sessions in ORT provide the participants with a work 
settincj for aquiring BASIC SKILLS and ADDITIONAL SKILLS in diarrhoea 
management. Refer to the skills training objectives in Section 2.2 and 
the Skills Checklists (A-9,10) for more detailed information on these 
skills. The participants should use the Clinical Forms (A-7,8) and 
Skills Checklists (A-9,10) as a guide for checking their own progress 
and other participants' progress. The trainers should use the 
completed Clinical Forms (A-7,8) and Skills Checklists (A-7,1O) to 
evaluate the participants progress and highlight any gaps in their
 
training that need to be rectified.
 

BASIC SKILLS.
 
During the Practical Session in ORT ALL the participants should aquire
basic skills in talking with parents about ORS preparation,

administration and the 4 Rules of Home Treatment. If there are not
 
enough parents of diarrhoea cases availabl&, parents of children with
 
other clinical problems can be used. Participants can set up an ORT
 
trolley 
 and work with parents in the OFD, ORT unit and In-patient
 
ward. 

ADDITIONAL SKILLS 
It is important that all the participants, who are assigned ORT duties 
in the health facility, aquire additional skills rehydrating children. 
This may however prove logistically quite difficult, especially in the 
less busy health facilities and outside the peak diarrhoea season. If 
there are only a few diarrhoea cases with dehydration for the 
practical session, priority should be given 
to these health workers. 
The DTU team can also schedule an extra morning to train these health 
workers individually "on-the-job" in the ORT unit and Inpatient ward. 

If ther are a larger number of participants than diarrhoea cases,
divide the participants into groups of 2-3. One participant can 
ex:amine the case using the Clinical Forms (A-7,S) and the other 1-2 
participants can observe and fill in the Skills Checklists (A-9,10). 

Training Materials.
 

osters (F- 1, 2 ,4.5,6)
 
T-oi ley,
 
ORT Equipmbnt. ( jugs, cUps, spoons, ORS packets, containers from 
 the 

local bazaar with volumes written on them, 250 ml 
glasses, water in container) 

Handouts (A 2 or 3). 
Clinical Forms (A.7 or 8). 
Skills:Chec. -1ss (A.9 or 1(').

floughI cOR r Pq~ ipment', handoutEs, foris, Theck[.1sts for- epch Participant 

Locati on.-
DIFI. 7 i ] i-piti ent wa-d. .re locatiton depenos uponr the 

at1 -y (if diarrhnea c t FL '.",an n thi OT u KILS 
tIr) q ShcO, d be .-ent to tiit, Of D*ancg llipatiei'nt ward. T!0ioCe IC-Ctir-ing

~ADt'ON S~'ILL.S 'an,:c hC.lit.cI in tic O)FT un.L:t 1nd 

KL4 
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Time Required
 

BASIC 
SKILLS TRAINING: 
 2 hours should be adequate for setting up 
 an
ORT trolley, 
 taking a history, examining the child and talking
the parents about ORS preparation, 
with
 

administration and the 4 rules of
 
home treatment.
 

ADDITIONAL SKILLS TRAINING: 
 4-6 hours IS REQUIRED if diarrhoea cases
are being rehydrated. The participants can have 
a break for lunch or
another classroom session and then come 
back later in order to manage
the different stages of rehydration. The DTU training 
team may need to
schedule extra "on-the-job" individual 
training to these staff with
 
ORT duties on a separate day.
 

Preparation and Procedure. See Section 6.2 page 
 for details
 

Important Points 
to bring out in the Additional Skills Practical
 
Session.
 

Participants need to 
know signs of dehydration very well. 
 They should
see as maoy dehydrated patients as 
possible to learn how the signs can
appear in different children 
 ( ie children who are malnourished
compared to well nourished etc). The best way to learn about ORT and
how patients respond is 
to check a dehydrated 
patient repeatedly
during the entire 4-6 hour course of 
rehydration therapy. Participants
have to practise using the Assessment and Treatment Charts 
 in their
handouts (A 2,3) 
to select the correct treatment and the amount of ORS
required. Participants 
should administer the ORS at 
the appropriate
rate ( a teaspoonful 
every I minute). Participants 
 should involve
parents in giving ORS to 
their children. Participants should 
 teach
parents what to 
do and should help and encourage them, and solve any
problems they may have. 
 The volumes and 
rates recommended for ORS are
approximate. 
The participants 
should appreciate how 
 the patient's
response must be monitored, and 
the rate and volume of fluid adjusted
according to 
the patients condition ( ie vomiting, heavy purging etc.)
When vomiting occuI-s 
the parent should stop giving ORS for i0 minutes
and then 
begin giving ORS again but more slowly. The parent should
re.assured 
 that the ORS is helping the child and should be 
be
 

continued.
The participants 
should emp'hasize the dangers of drugs like
antidiarrhoeals 
 explain that diarrhoea
and is a self limiting
condition. 
 They should encou-age mothers to continue breastfeedingduring diarrhoea. r)ehydrated infants can resume breastfeeding as soonas they can suck. It is important to offer a child over 4 months soft
foods like kitchri, banana, yoghurt as 
 soon as they can eat.
Participants should 
 be told to 
note any problems or questions that
arise when treating cases. 
These should be discussed with the trainers
both during the practical session 
 and later during the case
 
presentations.
 

Examples of 
Training .Materialsused in 
the Practical Session.
 

C2,nical Worm for Doctors (A-7)
 
inical Fort" for Paramedics (A-8).
 

'ills Checl.]ist for Doctors 
(A-9)
i[ I1' Ched list for Paramedics (A-IC),,. 
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5.5 Case Studies and Presentations.
 

Case Studies (C 1-10) and Case Presentations provide problem solving
activities for the participants which aid the learning process. Case 
presentations are real cases the participants have treated in the 
practical session and recorded on a Clinical Form (A-7,S). As many

participants as possible should have 
a chance to present a case. The 
Case Studies (C 1-iO), included in this Trainers' Guide, provide the 
participants with basic information about fictitious cases. The 
participants study the information and apply their knowledge to 
solving the clinical problem. The following clinical problems should 
be discussed:
 
0 No signs of dehydration.
 
O Mild-Moderate Dehydration.
 
0 Severe Dehydration.
 
0 Acute Dysentery.
 

Some hints for the trainer about Case Presentations.
 
Ask for a volunteer 
 to present a case *s/he has managed in the
 
practical session. Explain to the presenter that they can refer to the 
Clinical Form (A7,B) to recall details of 
the case. The presenter

describes'the patient's history and clinical 
,igns to the group. Stop
the presentation and ask questions of the other participants, such as 
what a sign or symptom might mean and what treatment they would give
and why. Ask the presenter to then continue describing the treatment 
actually given and the patient's progress. Stop the 
 presenter at
 
appropriate times to question the participants, such as by asking

whether the treatment was correct. 
As a way to discuss difficult or 
unusual conditions, raise hypothetical situations for discussion ( eg.
what would you do if the child had vomiting, abdominal distension. 
heavy purging, fever ?) Request other participants to present their 
cases. If any of the 4 clinical problems listed above are not covered 
during these case presentations, select the missing ones from the case 
studies (C 1-10) for discussion. 

Training Materials.
 

-
Posters ( F'-1, 3 ,4,5,6)
 
F1lpahartBoard and marker pen/chalk.
 
Clinical Forms (A-7,8) filled in by participants.
 
>ase Studies (C i-i:). 
Handouts (A-2,3)
 

Location. Classroom.
 

Time. I hour. Allow about 15 minutes for each case presentation so 
that all 4 clinical problems can be, disCussed. 

Preparation.
 

!.Display the pTster-s (F1'- 2.., 4,4, ) on the wal!, SOt up Lhe 
- pchart/board. 

_2. -ranqe the chair- in a ctr-!e so .,that all the particpants 

- an see the posters anti filphndt/Do..-d. 



Procedure.
 

Step 1. 	 Ask a volunteer to present a 
case s/he has managed in
 
the practical session. The trainer can 
ask questions of the

participants throughout the presentation and encourage
 
the participants to ask questions.
 

Step 2. 	 Discuss 
the case comparing the assessment and treatment by

the presenter with that of 
the Assessment and Treatment
 
Guidelines and National Policy. Use posters 
(P-1,2,,4)
 
and Handouts (A-293).
 

Step 3. 	 Ask another volunteer to present a case on one 
of the 4
 
clinical 
problems (None, Mild-Moderate. Severe Dehydration

and Acute Dysentery) that has not 
been presented before.
 
Discuss this case.
 

Step 4. 	 Continue the case presentations with different presenters

until all 4 clinical problems have been covered. 
 If
 
participants 
 have not treated some 
 of these clinical
 
problems then fill in 
the gaps with Case Studies (C 1-10).
 

Examples of Case Studies with Answers.
 

In the attachments section 9.2 are 
some e::ample of case studies taken
 
from the DTU Student Workbook and WHO Director's Guide. The Trainers
 
can also make LIP 
their own case studies using the Clinical Form (A7,8) as a guide. An example of this is shown (C-il).
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5.6 Role Plays.
 

A role play is 
a learning activity in which the participants act out 
roles like in a real ].fe work situation, using their newly aquired
skills and knowledge. Role plays are especially useful in developing 
communication and teaching skills. toRole plays also help trainers 

assess, In a none threatening way. what the participants have learnt. 
The role plys in the prototype agencies have a health worke." t-alIkng
to the parent of a child with diarrhoea. In the first role play tthe 
trainer plays the role of the health worker and a participanlt p Iays
the role of . parent whose child has diarrhoea. In the repeat role 
play 2 participants play both roles. These role plays are very

effective in preparing participants to face real parents and patients
 
in the practical session. The tra;.ner should 
 encourage the role 
playe-s to use these 3 steps to good communication. 

Step 1. ASK checking questions to find out what parents do.
 
(PRAISE good practices. DO NOT criLicize bad practices).
 

Step 2. EXPLAIN the advice in simple language.
 
Step 3. ASK parents TO REPEAT this advice in their own words.
 

Tie trainers should demonstrate these 7 steps in all the role plays

and then the participants can practise using them in 
the repeat role
 
plays.
 

It is preferable to select the more confident participants in the 
first 2-7 role plays. The trainer can do this by asking for 
volunteers. Select a participant who is used to talking to mothers 
like a paediatrician, LHV or dai, for the role of the mother, because 
they are more likely to know what sort of questions mothers ask. In 
leter role plays the quieter less experienced paramedics can be 
involved. The traine- shou. d not allow the role plays to be 
'nterrupted or to go on for too long. About 5-10 minutes is usualy 
enou oh time. At the end of each role play there should be a 

c:.. sio l.wing all the pax-t ,-Iparts a *=hance to :orre: trnistakes 
ai:4d -ia J c gestions or, hov to improve the commuriicatxon w.ill, parerts. 

Training Materials.
 

7roll ey/table. 
Posters (r-4, 5,6) 
Doll, soother, feeding bottle.
 
ORT equipm'ent (ORS packets, qIasses, contajners from the local bazaar
 

with volumes wrvL:en on, water and *:ontainer., spoons.)
Soft foods like kitchri, yoghur-t. banana. 

Location. In the classroom. 

Time A]Iow 5-1C, minutes fct- :7ztch rc - pp.av 
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Preparation.
 

I. Prepare all the training materials used in thestarting. Display 
role play before

the posters (P-4,5,6) so that all the
participants can 
see them.
 

Procedure.
 

Step I. Ask fo- a volunteer to play the part of the parent and givethem the doll. The trainer plays the part of the health
worker giving advice to the parent of a child with diarrhoea.Trainer, acting the part of the health worker, should use allthe training materials including the posters. Trainer shouldalso demonstrate the.3 steps to good communication, ASK,
EXPLAIN, ASK TO REPEAT, in 
the role play.
 

Step 2. Discuss the role play with all 
the participants, wit6emphasis on 
the 3 steps to good communication.
 

Step 3. 
 Repeat the role play with 2 participants, one playing 
the
 
parent and the other the health worker.
 

Step 4. 
 Discuss the role play, bringing out any problems encountered
 
with the 3 steps to good communication.
 

Step 5. 
 Revise the main points that should have come out 
in the
 

role plays.
 

5.7 Posters.
 

These posters are used in the Follow up Visits:
P-i 
 Guidelines for Assessment of Diarrhoea/Dehydration.

P-2 Guidelines for 
 Treatment of 
Acute Diarrhoea/Dysentery.

P-3 Pakistan's National Diarrhoea Treatment Policy.
P-4 
Oral Rehydration Therapy, 8 pictures showing preparation of ORS
in 4 pictures and 
 feeding, breastfeeding, ORS giving and
handwashing in 
4 pictures (urdu).
P-5 Oral Rehydration Therapy, 
 3 pictures, showing ORS giving,


breastfeeding and soft foods 
(urdu).
P-6 Photograph of 6 month old twins, one 
breastfed and one bottlefed.
A-il Diarrhoea Policy Checklist as 
a poster.
 

A pientifujl supply of all these posters should be kept 
 in the DTU
vehicle at 
all times.
 

Posters P-i, 2, 3 and 4 contain all tihe essential information
diarrhoea management for health workers. 
in 

In 
other words, the essential
knowledge the health workers must 
have at the end of 
the training,
order to improve current in
diarrhoea management in their
facility. The pictur-es in posters F-4,5 
health 

mater-2.als 
and 6 are useful as referencefor non-literate paramedics. Leaflet sized 
 versions of
Poster. and aie given to the participants in the handou.s (kand ) These hAndOUts can be used as desk references b theparti cipants both in the health facility and their private practices,
The Diarrhoea Policy Checlist poster (A-Li) is used in the Planning 



Session 	for thedevelopment of a Plan of Action.
 

In preparation for the training session, the trainers shotld display
 
these posteres at eye level, 
 in all areas of the health facility in
 
which diarrhoea cases are 
being managed by health workers. This will
 
include the OFD, ORT unit and Inpatient wards. During the classroom
 
and practical tossions the trainers should refer 
 to the posters
frequenLly and supervise the participants usi1g them to determine the 
management of real cases and case studies. At the end of the training
all the health facility staff should know the content of these
 
posters. P-4,5 and 6 are used by the health workers for teaching 
parents. Participants should practise using these posters (P-4,5,6) 
to teach parents in the practical session in ORT.
 

Here are some hints on using Picture Posters with Non-literates.
 

Trainers and health workers must understand that people who are unable
 
to read and write, also have problems understanding pictures. This
 
applies both to the paramedics using the posters and the parents they
 
are teaching. The procedure described below will 
help trainers and
 
health workers use the posters so that non-literate paramedics and
 
parents uhderstand them.
 

Preparation.
 

I.Display the posters (P-4,5,6) at eye level in a position where the 
paramedics/parents can see them clearly. The trainer can check this
 
before the training session, 
 by standing at the back of the classroom
 
or teaching area.
 

Frocedure.
 

Step 1. Asks the paramedics/parents what they see in the pictures. This
 
will help in understanding which pictures they have difficulty
 
with. 

Step 2, E:plain the messages in the pictures, pointing to different 
items. For example with the feeding picture in Posters P-4 and 
5 say "This is a bowl of kit-Chri, a bzwl of yoghurt and some 
bananas." 

Step 3. 	Arranges the paramedics/parents in small groups and give each 
group a poster to discuss. 

Step 4. 	Ask a volunteer paramedic/pa-ent to explain the messages in th( 
poster. 

5,6.Flipcharts/boards.
 

"fraiiel-s can use b].ack:boards. whiteboar-ds and fl.pcha!,t5 a_ visual 
aids to assist them with the trainin, Tse VisLal a.Ld lLow 
in1"ormntion o De presented in a step-by-step waay. Flpct eaI.1s a-I 
I-)cI oar' s.zed ncztebooks in which the p,-ge c-n be(:-Apped 	 over,
F ipch',a-ts and ooards do however require c..nrsijerable 513,1 for 
effective USt, as-the trainers back iof ten turned to :he auceience. 



_____________________ 

Flipcharts have'the advantage over blackboards and whiteboards in thatthe content cues not have to be erased and can 
be preserved for futureuse. Flipcharts are also more transportable. 

Here are some hints on using flipcharts/boards:
 

I. They shOuld be positioned so that all the participants can 
see
clearly. them"rhis can most easily be done by arranging the participants
in a circle.2 The traitier must stand to one side of the flipchart/board so that 
all the participants can see.


3. The trainer should not talk 
to the flipchart/board.
4. Different coloured markers/chalks should be used 
to emphasi-e the
 
main points.
5. The writing should be cleat- and large enough for everybody to see.
Trainer can 
best test this before the training session, by
writing something on the flipchart/board and then checking from the

back of the room.


6. The trainer should 
 not write 
 too kuch information on the
flipchart/board 
at any one time.
 
7. The drawings should be 
large and simple.
 

Flipcharts/boards 
 can 
be used to summarize the main points at 
the end
of an introductory talk. 
 As an e:'ample of this, a very effective wayof teaching the indications for drugs in 
diarrhoea,
participants which 
is to ask the
drugs they prescribe or recommend in diarrhoeatreatment. 
 Their answers can 
be listed on the flipchart/board. At the
end of the introductory talk 
the trainer can 
ask the participants
which drugs from the 
list on the flipchart/board are still 
 indicated
in 
diarrhoea treatment. The participants can come up and 
cross of all
the drugs that are no 
longer indicated. This makes a very dramatic end
to the training session and 
one that the participants remember for 
 a


long time.
 

5. Videos. 

Two videos are used in the Follow-up Training Visit, the UNICEF
Diarrhoea Management video and 
the ITV "Vicious Circles" viaeo.
 

The UNICEF video 
is divided into 2. modules 
and is available
english in
and urdu. See V-1.,2 tor users' g-'ioe in english/urdu with
training objectives for each module and V-3,4 for english/urdu script.The video 
should be stopped after each 
 module 
 for revision
discussion. Questions andthe t-ainers should ask after each module arelisted in 
 the users' guide (V-i,2). 
 This video stresses the early
signs of dehydration, thirst and irritability and encou-ages the headto-toe method 
 of e:amining 
 for signs of dehydration. It also
recommends the inability to drink 
as the descision point for using
theaPY. ivIt was filmed at the International Centre for Diarrhoeal
Diseases Resezrch, Dacce., BangladPsh. LINICEF have giveri each DTUmi,.ple =mpies of this video dubbed in u-d- -or distribui-_oIn by tneITLJ Ihysici -n to health wcur-ker trainncn ing t.tute. ike Fub)ik Health110ools Nur:-inc Schools, Health T9,:n i.can scools ancM reJl cal -.cat.±ons lil..e F'MA and FPA. 

** ~ ** *T 



The "Vicious Circles" video xs in english and is divided into 2 parts, 
part I on the formula milk problem in Pakistan ( lasting 25 mins) and 
part 2 on the successful campaign !3anning Imodlum drops and sy-ups in 
Pakistan ( lasting 25 mins). The video features several Diarrhoea
 
Training Units in the Funjab and Sindh. 

The TV ano VCR belonging to the DTU should not be used for lhese 
Fol low-up Vi .iits because of the risk of damage incurred dUring 
tran5portat; on. The TV and VCR used should be hired local l y or 
provided by the health facility staff. The trainers must chCC' to see 
whether the TV and VCR are working before the training starts. One rV 
and VCR will be required for the doctors' training and one +or the 
paramedics' training. The DTU LHV should be trained to use the VCF: in 
her Training Sessions. Several copies of each video should be taken 
on Follow LIP visits, just in case problems arise with one copy. 



%0 ORDER OF REVIEW FOR WARD ROUNDS
 

I. Bother and child 


Greet the mother and child. lik them how the 

illness and treatment have been going. liplaim
that the child's illness isoioln
to be 

presented and discussed, and ask them to listen 

and correct the laformation Ifnecessary.
 

2. Presenatll 


Ifastudent has seem 
the case, ask the student 

to present itbriefly; otherwise have the 

resident or head aurse present it
 

3. Bother and child 


Ask whether they have anything to add. Isk 

about current diarrhea and vomiting, appetite

and feeding, any problems the mother sees in 

following the instructions lives her, amy 

aspects of the treatment she wonders about
 

4. Chart review
 

-
intial history and physical examination: lay

Important points omitted, recording complete or 

not 


- weight on admissiom sad prerently; check 
nutritional status on growth chart (should be
Inthe patient record) 

- imitial dehydrition status and rehydration 
technlqot
 

- inlitial diagnoses: of diarrhea, of 

complications, of accompanying Illnesses
 

- lab examinations: appropriateness of what was 
ordered, results 

4.Chart leview (continued) 

- oral treatment: when vat oral fluid initiated 

- feeding: when were foods started, what foods 
were lives
 

- other medical treatment: whether drugs sad
antibioticsrused met lidications for use,
 

- educational treatment: whether education liven 
to mother was recorded 

-progress sheet: current vital signs, stool andvomitus outputs, urine outputs, volumes of fluid
 
liven; food gives; use of lowosmolar fluids in
addition to 01S (el plain water, breastteediag

etc); calculate fluid balance (subtract total
 
output from total input) to determine met fluid
 
balance since admission
 

-lab results, whether they will affect treatieat
 

5.Patient examinatios
 

- examine patient, asking current symptoms and
 
more details about progress
 

6. Bother 

- check her anderstandlng of how to aix and give
 
01S and home fluids, how to manage feeding,
indications for bringing child back
 

- ash ifsbc has any additional concerns, layquestions raised by the discussion
 



6. EVALUATION.
 

The Follow-up Visit programme has the Health Facility Diarrhoea 
Management Checklist (A-I) as its basic evaluation tool. The overall 
objectives of the programme are summarized in the Diarrhoea Policy 
Objectives (A-13). The success of the programme can be monitored by 
comparing the checklist observations at the Pre-Training Evaluation 
Visit and the Post-Training Ev.iuation Visit with the Diarrhoea Policy 
Objectives (A-13). 

Evaluations are also conducted 	 on individual health workers during the 
Training Session. These evaluations conducted during the Training 
Session will assess what participants 	have learnt during the training
 
session. Evaluation conducted weeks after the training assess what the
 
participants have done on the job using what they have learnt. These
 
different types of evaluations are conducted by the DTU team, as shown
 
below.
 

6.1 Pre-Trainina Visit Evaluation.
 

The DTU physician visits the health 	facility of a government doctor
 
BEFORE the doctor attends a DTU 	workshop and records his/her
 
observations in the Health Facility Diarrhoea Management Checklist (A-

I). This checklist is then 	used during the DTU Workshop Planning
 
Session and for comparison at the Post-Training Evaluation Visit.
 

ealth facility evaluated using ....... Health Facility Diarrhoea
 

Management Checklist (A-i)
 

6.2 Training Session Evaluation.
 

The DTU physician, DTU LHV and assistant trainers evaluate the
 

participants during the Training Session.
 

Doctors evaluated using ......... ..... 	Case Studies (C 1-5)
 

Case presentations.
 
Clinical Forms (A-7).
 
Skills Checklist (A-9)
 
Handout Content (A-2)
 

Paramedics evaluated using ........... Case Studies (C 6-10)
 
Role plays.
 
Clinical Forms (A-8)
 
Skills Checklist (A-10).
 
Handout Content (A-7).
 

6.7 Planning Session Evaluation.
 

The DTU physician, DTLJ LHV, MS/MOIC, DTI' trained doctor and 
part-icipants vi-ait tht_ he lth faciIJ.ty to evalU.e :u-rnt diarrnoea 
managemelt- £tnd then conpa,-eit with the Diarrncjea 'cil;,=v Ob.ject.ve 

Health Facility evaluated using 	....... Diarrhoea Policy Checklist (A-l
 

....... Diarrhoea Policy Objectives
 

~. ,so% 

http:Ob.ject.ve
http:faciIJ.ty


6.4 Post-Training 
Evaluation Visit. 

The DTU physician visits the health facility with a provinc:.all healthofficer and they record their observations in the checklistalready been used which hason the Pre-Training Evaluation Visit. The evaluationis based upon comparisons of the observations between 
the FrePost-Tral-ning visits with and
the Diarrhoea Policy Objectives. 

Health Facility evaluated using ......... Health Facility Diarrhoea
 

Management Checklist 
(A-1).
 
......... Diarrhoea Policy Objectives.
 



/. PREPAkATION FOR THE FOLLOW-UP VISITS.
 

This section covers the procedures the DTU physician has to ollow in
 
preparing for these Follow-up Visits:-

Step 1. Pre-Training Evaluation Visit.
 
Step 2. Training Session.
 
Step 3. Planning Session.
 
Step 4. Post-Training Evaluation Session.
 

7.1 Select The Dates For the FplEo.- Viit.
 

Arrange convenient dates 
for the Follow-up Visits in consultation with
 
the provincial health staff 
(ie. DHS, CDD manager and local DHO /ADHO)
and health facility staff ( ie. MS/MOIC, DTU-trained doctor and
 
paramedic tutors). Request 
 that a TV and VCR be made available on

the dates arranged for the Training Session, either by hiring locally
 
or by being provided personally by health facility staff.
 

7.2 Select And PrepAre ssstant Trainers
 

Request the provincial health department staff (ie. 
 DHS, CDD Manager,

local DHO/ADHO) and health facility 'staff ( ie. 
 MS/MOIC, DTU trained

doctor, paramedic tutors) to assist as trainers in the Training and

Planning Sessions. Discuss the prototype agenda with them and ask 
them
 
which topics they would like 
to assist in teaching. Rearrange agenda

according to the assistant trainers availability. Supply them with the
 
following reference materials 
to prepare them for this training:
 

Reference Materials for Trainers of Doctors.
 
0 Readings on Diarrhoea, relevant chapters.

o WHO DTU Director's Gu±de, relevant lectures. 
0 DTU Follow-up Training Visit, Trainer's Guide. 
0 UNICEF Diarrhoea Management Video and Script (V-3). 

Reference Materials 
for Trainers of Paramedics.
 
0 WHO Acute Diarrhoea, Practical Guidelines ( english).
 
0 DTU Follow-up Training Visit, Trainer's Guide.
 
0 Pakistan Health 
Technician's Training Manual (english/urdu),
 

diarrhoea chapter.
 
0 UNICEF Diarrhoea Management Video and Script ( urdu), (V-4).
 

Keep a record in the Follow up Visit notebook of people to whom
 
reference materiair have been 
lent.
 

7.7 Determine The Num Participants.
 

The numoer of part-cipants for the Tra±ning and Planning Sessions can 
be determined by looring at the front page of the Mealth Facility
Diarrhoea Management Chec.!ist 
 CA-!) filled in for this health 
fa±1.ity Pt thle Pre-Trainirg Visit or DTU Work.shop P'lanning Session.
.3r at, e:,amp_ =f thi1s infz!matior see below:
 

F-
 Iseebelow
 

I~1?wW - TMThW AMUT 
AN, 
 own-". 

PM-TADCM PWIT.TTjr tm TR-?MPM*-tIAUS 

* 1 I I 

"wes"I cwff@
 
Data . I O2. 




It is important to determiilen1ieed training in order 
th'ce number of docto-s anJ paramedicsto prepare budgets and whodecide o.n numoersassist~nt tri-amers ofrequired, 

7.4 Send Budget Request To Pakistan 9.hild Survival 

A budget reqLu(t with details of the
-equir-ed number of part-ic.pa, 
1 rts
sh Ouj ind mealsbe sent toSur-vival Project 

the pl-r jct Ma,,aqer F aI,Ltan(PCSP)., Islamabad, Child 
Training one month in advai,::eand Pl.rnning Sessions. of theThis will allow plentybudget to be approved of time for theby FCSP and f.inancialJaffer arrangetentzBrothers before the made byvisit. The postal address is as follows: 
Pakistan Child Survival Project,
National Basic Health Services Cell,Feroze Center, 14-D 
(West), 3rd Floor, 
Blue Area,
Is] amabad, 

Phone: 815818 or 811325. Fax: 92- 1-820611" (c, 1 Holiday Inn).
 
The DTU physician should 
contact the provincial
representative Jaffer Brothers
to confirm that all the arrangementsJaffer Brothers have beenwill made.deal with
physician lias a 

all the expenses incurred. The DTU 
may 

500 rupee emergency fund for unex:pected e.xpenses thatbe incurred during field visits. 

7.5 EoL Lgoings Lor Trainin Team.
 
Many health facilities 
 are more thananC the training 

a 2-3 hours drive from the DTUteam wil l haveor government resthouse 
to stay Overnight in hctelaccommodation near theDTU physician should healtn facility. Themake a request for accomodationonce approval lias to the PCSP andbeen recieved Jafferbocr-.-j.. The Brothers wi]I make theL'TU physician shouldb ecen m de .- confirm th~ai these bco .:ngs have'  = bo : gs h e 

"7.SCheck EuOf 
 Training Materials.
 
C!,e:- that thie fo) lowing training materilsand~ stc're them in the DTU 

are avai-latble in, the DIL!
r..annii;g vehicle in prepara:R.onSessions. for tre TraninIf the suppl 1eS of andthseV material e are ,,otadequate, .orclet" e-tra s Pppies ft-Cr hel 'rojet Manager,Child Survival "-Cjoect, wel! PaKist nar'% advance of 
:he visit dates.
 

Training Materials Required.
0 Follow-up Training Visit Notehools C one for DTU phys1=:Jan. one for 

L"TU LHV.)
(1 n-,erdr2 "p:u and omarker pens/cha..s.
--z,., I -( ... 


.
 . . . . .

1' 1 T)! ! :
] " [ o ( " il' - a-. g i .,ZnrZ -nua" "/Jl" ) . t ... I'.?. a Iia , mli,n dg .',l' : !'¢l,#.,.,,bEt -U " :: , , - , .i :l ,.F .. ' t - d ,, ' - .. . 

T" . ,. ..,,a ,. , , (..i )e ~ t : . pzc.,,-dc 

77] 7 7 / < l ,{: . .7T; :I ! '• ~~ 7 C., ~ -1:k H7;- t7il l:" > 

http:prepara:R.on
http:part-ic.pa


(There should be enough posters to hang up one sample of each in the 2 
trralning rooms. the OF'D, ORT Unit, In-patient wards, MS/MOIC office.)
 
0 Handouts for Medical Officers (A-2), one for each MO).
 
0 Handout.-S t or Paramedics (A-3), one for each literate paramedic).
 
(For numbers of handouts required, see section 7.3)
 



8. CONDUCTING THE FOLLOW UP VISITS.
 

The Follow up Visits are divided 
into 4 steps:
8.1 
 Step 1. Pre-Training Evaluation Visit, 
 4 hours.
8.2 Step 1. Training Session,

8.3 e hours.
Step 2. Planning Session,

8.4 4 hours.
Step 3. Post-Training Evaluation Visit, 
 2-4 hours.
 
Instructions on conducting these visits are given in this
More detailed section.
information 
on 
teaching methodology is given in
3, sections
4 and 5 of this Trainers' Guide. 
 Frocedures 
to prepare for
visits are given in 

these
 
section 7.
 

8.1 
Sten 1. PRE-TRAINING EVALUATION VISIT.
 
The DTU physician visits the health facilities listed for the next DTU
Workshop. 

Objectives. See Section 2.1
 

Time Required. 
Allow 4 hours plus travel time.
 

Materials required.
 

Health Facility Diarrhoea Management Checklist (A-i).
Readings On Diarrhoea, 2 copies.

DTU Workshop Agenda, I copy.
 

Preparation.
 

1. Arrange a convenient date and time for the visit with the MS/MOIC
of the health facility.
 

Procedure.
 

I. Meet the MIS/Io1C on arrival. Explainprogramme. Show him 
about the DTU/ORT unitthe DTU Workshop agenda. Gives datesWorkshop and of the DTUdiscuss which doctor from the health facility should besent for training. 

2. Explain that an area in the health facility will beset up an requLikud' toORT unit. Visit the health facility,and the doctor to with the NS/MOICbe trained in 
the DTU Workshop, and discuss the
most suitable location for the ORT unit. It should be nearthe action" in "allthe OPD, so 
that the DTU-trained doctor can
Supervise 
the ORT unIt activities.
 

Yisit the n FD and Inpatient wards with the MS/MOICto be rin-2d ..n the and doctorDTU Workshop. Discuss themanagement current diarrhoeaand write ob-servations in the Health Facility Diarrhoea
)anenA-).ve copies,Sdo:tor, o the MS'1C and the 

4. Sive the MS/M1C; and the doctor to be trained' in the LTUL Worfshopo. of Readings on LLarrIoea a 
to re.id in adv;ance Optione., 



8.2 Step 2. THE TRAINING SESSION.
 

The Training Session is divided into 3 parts:
 
Part 1. Classroom Session. 5 hours.
 
Part 2. Practical Session in ORT. 2 hours.
 
Part 3. Joint Session with Doctors and Paramedics. I hour.
 

Objectives. See Section 2.2
 

Trainers.
 

The DTU physician and DTU trained doctor train the doctors and the
 

DTU LHV train the paramedics. This training can take place in separate
 
rooms at the same time or on different days. This will depend upon the
 

number of participants. In the larger health facilities like District
 

Headquarter Hospitals with a large number of participants it is easier 

to train the doctors end paramedics on different days. 

Agenda.
 

Follow the prototype agenda for doctors (A-4) and prototype agenda
 

for paramedics (A-5). These prototype agendas can be adapted to the
 

diverse needs and conditions encountered in different health
 

facilitieE. For example the timing of the practical session in ORT may
 

need to be changed to fit with the peal. diarrhoea patient flow. If the
 

doctors and paramedics are trained at the same time and there is only
 

one TV and VCR available, the agenda may need to be altered allowing
 

the 2 groups to view the video modules at the same time.
 

Location.
 

One room is required for training the doctors and one room for
 

tra.ining the paramedics. The size of the rooms required will depend
 

upon t"e '1umbcr of participants. Practical Sessions will be conducted 
in the OFD, ORT unit and In--patient hard. The Joint Session should 

taale place in tne larger of the 2 classrooms so that all the doctors 

and parainedics can be accamodated. 

Training Materials.
 

These will have to be arranged in the 2 c:)ass-ooms allocated for thte
 

doctor and paranedi training.
 

Training Materials for Doctors' Classroom.
 
Prototype Agenda for doctors (A-4). 
DTU pnysician's Training Kit ( bag containing notebook, cellotape,
 

marker pens. ORT equipment).
 
Trolley/table for ORT equipment.
 
Board or 7lipchart,
 
TV and VC:. 

UNICEF D-Arrl1Cea Ir emI ido Uies). -dM .na P Ltf 

TV "Vc .. Cu:J,' :±r-u Is" L2 copie' .
 

2 ,4-'-, .
 

Hanouts -. Doctors for e~a.i doctor)
"r (one 



Training Materials for Paramedics' Classroom.
Prototype Agenda for Paramedics (A-5) and Paramedic Classroom Session
 
Module (A-6).

DTU LHV's Training Kit (bag containing notebook, cellotape, doll,
 

ORT equipment, rice, le, 
 s)
Trolley or table for ORT equipment. 
TV and VCR.
 
UNICEF Di. 
 ;oea Manage,.,L vdeo, UrdLt ( 2 copies).
ITV "Vicious Circles" vLdeo., ( 2 copies).

Posters P-1,,,4.,56 ill LIIlu

Handouts for Paramedics (one for 
each liter-ate paramedic). 

Time Required. 
 Allow 8 hours.
 

Preparation.
 

1. On arrival meet MS/MOIC 
to briefly explain the objectives of the
Training Session and obtain permission to proceed. Request DTU trained
doctor and MS/MOIC to 
assist with the training. Show them the Doctor's
and Paramedics' Agenda (A-4,5) and 
Handouts (A-2,3). Ask 
the MS/MOIC

to mal.e the inaugju-al speecn. 

2. Prepare the rooms for the training. One room is needed for thedoctors and one for the paramedics. Bring all 
the training materials
from the DTU vehicle. The DTU driver can 

TVs 

help with this. Set up theand VCFs and check they are working before you start. Displayposters (F-i,2.Z,4,5.
6 ) so that all the participants can 
 see
Organise the seating them.
 
so that there are enough chairs 
 for all the
participants. Set Up ORT equipment on a table or a trolley. 

Find out how many diarrhoea cases there are in the OFD, ORT unitand In--patient ward. This will help with the organisation of thePractical Session in ORT. 
 Explain to 
the health facility staff that
they should inform you of any intersting diarrhoea cases that comen so that you can utse them during the Tr-J.tnLng Session. 

Part 1. CLASSROOM SESSION. Time: 5 hours. 

Objectives. 
 See Section 2.2 for Knowledge anl Sasic Skills 
Training Obj ec tives. 

Procedure.

!. DTU physician and assistant trainers call all the doctors .nto one
room and start the training following the prctotype agenda for doctors
 
(A-4).
 
2. DTU LHV and assistant trainers calls all the paramedics into 
another ron.m and start tne traiinng fc-'Jow.unc tne prototype agendafor parame lca A. 5' e ,id tl.i. Faramedic:- Cj_, -- e o Mc..iu e ," -,) 

"', .:i r '1a _CD~yl ,i -i t' mID ' _1 1,ar if i . d,eE- g. a.1 1r ola a; 1&- pa- .lC j pa, t i it".f FoJI lo, up ViSit 
nolteuoo. 

6"7.
 



Fart 2 PRACTICAL SESSION. Time: 2 hours.
 

Training Objectives. See Section 2.2 for Basic and Additional
 
Skills training objectives.
 

Preparation.
 

1. Trainers allocate diarrhoea cases in OFD, ORT unit and Inpatient 
wards to the participants. Participants may have to be divided into 
groups if there are not enough diarrhoea cases. 

2. Trainers give out clinical forms (A-7,8) and a skills checklist (A-

9,1C) to each participant.
 

Procedure.
 

1. The participants use the clinical forms (A-7,8) to ex:amine
 
diarrhoea cases.
 

2. Trainers supervise participants by observing them, checking filled
 
in clinical forms (A-7,8) and using the skills checklists (A-9,1O)
 

3. Trainers encourage the participants to use their handouts (A-2,3)
 
and the posters (P-i,2,3,4) for assessing cases, selecting treatment
 
plans and advising parents.
 

6. At the end of the Practical Session participants present the
 
cases they have treated to the group. The trainers lead a discussion
 
comparing the participants management with the Assessment and
 
Treatment Guidelines and Policy (P-1,2,3). This can take place in the
 
practical area or back in the classroom, depending upon the
 
availablity of space.
 

Part 3. JOINT SESSION.
 

Preparation.
 

i. Request MS/MOIC to attend this session. 

2. Display poster (P-3).
 

Procedure.
 

1. Trainer. calls all the doctors and paramedics together into one room
 
for a joint training session on the National Diarrhoea Treatment
 
Policy (F-3)
 

2. Trainer explains each item in the policy pointing to the poster
 
(F,-.) and asking participants to look at their handouts (A-2,3).
 

7- Trainer asks participants if they have any questions.
 

4. Tr-a-ner ;sAs MS/MOIC to comment on the policy and its
 
:-p1rementation in the health facility.
 



8.3 Step 3. 
The PLANNING SESSION.
 

The Planning Session is divided 
into 2 parts:

Part 1. 
Health Facility Visit, 2 
hours.

Part 2. Development of 
a Plan of Action, 2 hours.
 

This should be a 
 joint session with

together-. the doctors and paramedics
If the number of participants is 
too large they
divided can be
into 2 groups. The DTU physician and MIS/MOIC
health facility with 

can visit the
the doctors and 
the DTU LHV and DTU-trained
doctor 
 can visit with 
the paramedics. 
 The 2 groups can then 
meet Up
for a joint session to develop the Plan of 
Action.
 

Objectives. 
 See Section 2.
 

Training Materials.
 

Posters, P-1,2,3.

Diarrhoea Policy Checklists A-11,12 (one leaflet size for each 
literate
 

participant.)
Diarrhoea Policy Checklist, one poster size.
 
FlipchartBoard and 
pens/chalk.

Health 
Facility Diarrhoea Management Checklist completed by 
 the DTU
physician 
for that health facility.
 

Time Required.
 

Allow 4 hours, 2 
hours for the Health Facility Visit (Part 1)
hours for and 2the Development of 
a Plan of Action (Part 2). The
Facility visit should be Health

scheduled in 
the morning, to correspond with
the peak 
flow of diarrhoea cases 
attending OPD and 
the ORT unit.
 

Location.
 

aPart I. C-assroom and then a visit to the OPD, ORT unit, Inpatient 

7a-t 2. 

wIards, Ln 

Ciass-oom. 

areas 

in 

where diarrhoea 

a room lar-ge 

cases are being managed. 

enoLugh to take all the 
participants.
 

Part 1, 
Health Facility Visit
 

Preparation. 

1. Obtain permission from the MS/MOIC to visit 
the health facility and
request that s/he attends the whole Planning Session. . E!plain to health facility staff that the participants will
visiting the OPD, ORT unit and 
be 

inpatients 
to see diarrhoea casesanol ape] ogises tcir any inconvenience caused.F'repare the cla1ssroom. Have enough seats for ail the participants.-"!-
:, 
 y i.-tanE National Diarrhoea T,-eatmen't Fo]icy poster (F-7).:-t"ien cliassroon, SOL trhat all ':he partic:ipantE can see Lt clearly. 

31 %
 



Procedure.
 

i. Call the part.icipants together into the classroom.
 

2. Hand a Diarrhoea Policy Checklist (A-lI, 12) to each literate
 
participant. Non-literate participants should each be teamed up 
with one literate participant who will work with them on the visit.
 

3. Explain that the Diarrhoea Policy Checklist is just like the poster 
(P--3) which they are already familiar with from the Training 
Session. Go through each question in the checklist and explain that 
the participants will have to check for each one in the OPD, ORT 
unit and Inpatient ward and write yes or no in the "Your 
Observations" column. 

4. Make a visit of the health facility with the participants, visiting 
the OPD, ORT unit and Inpatient ward and help them record their 
observations in the Diarrhoea Policy Checklist (A-i1,12). If there 
is a large group of participants divide -them into 3 groups, one 
group to visit OPD, one ORT unit and one the Inpatient ward. The
 
DTU physician, DTU LHV and DTU trained doctor should each supervise
 
one grdup. Arrange a set time (after 2 hours) for all the groups to
 
return to the classroom.
 

5. Return to the classroom. 

Part 2. The Development of a Plan of Action.
 

Preparation.
 

1. Display the poster sized Diarrhoea Policy Checklist (A-11,12) in
 
the classroom so that all the participants can see it.
 

Procedure.
 

1. Divide the participants into 2-3 small groups.
 

.	 Ask small groups to discuss their observations amongst themselves, 
using their completed Diarrhoea Policy Checklists (A-11,12). 

Trainer asks the small groups to give suggestions on how to fill
 
the "Your Observations" column of the poster sized Diarrhoea.
 
Policy Checklist (A-1i1,12). After discussion trainer writes in
 
this column. 

4. Trainers ask participants to give suggestions on what should happen 
for good diarrhoea management. After discussion trainer writes in 
the "Diarrhoea Policy Objectives" column. 

5. Trainer .isks participants to compare. the first column Your 

'iOb.rvatior s" with the second column " Diarrhoea Foic y Ob.1_ectives" 
TTrainer. expiaions that when theFie 2 '.oiumns do not agree. 
.,provement.x are required. Trainer discus.Lses with the :a-ticipats, 
what these improvemints should be and writ:es them in •e 

ip ovements Requ. red" column. 



6. 	 Trainer discusses with participants how these improvements can beachieved and writes their answers in the "How" , "By whom" and"When" columns. The completed form is now the Plan of Action 
for that health facility.
 

7. 	The Plan of Action is discussed and then hopefully endorsed by
 
the MS/MOIC.
 

8. 	The datce of the Evaluation Visit is decided upon by the training 
team and ME/MOIC and the partLcipants informed.*
 

Op.ional and will depend upon the availability of provincial health 
staff.
 

L4
 



B.4 e4.. POST-TRAINING EVALUATION VISIT
 

The Post-Training Evaluation Visit should be scheduled I month 
after
 
the Training and Planning Sessions. The DTU physician and provincial
 
health official visit the health facility together. They record their
 
observations of the diarrhoea management using the Health Facility
 
Diarrhoea Management Checklist (A-i), which has been previously filled
 
in by the DTU physician at the Fre Training Evaluation Visit.
 

Objectives. See Section 2.4 for details.
 

Materials Required.
 

Health Facility Diarrhoea Management Checklist (A-i) already filled by
 
DTU physician at Pre-Training Visit.
 

Plan of Action for this health facility developed at Planning Session.
 

Time Required. Allow 2-4 hours plus travel time.
 

Location.
 

A health facility where staff have recently been trained, by the DTU
 
training team, and have developed a Plan of Action for improvements.
 
The evaluation team will visit the OPD, ORT unit and Inpatient wards.
 

Preparation for Visit.
 

1. 	DTU physician should arrange a convenient date for visit with the
 
provincial health officer responsible for supervising the diarrhoea
 
management at the health facility and with the MS/MOIC. One option
 
would be to decide upon date at end of Follow up Planning Session.
 

Procedure.
 

1. On arrival the DTU physician and provincial health officer visit
 
the MS/MOIC and request that s/he joins them on the Evaluation
 
Visit. The DTU trained doctor should also oe requested to join
 
them. The MS/MOIC should be shown a copy of the Health Facility
 
Diarrhoea Management Checklist (A-i).
 

2. 	The DTU physician, provincial health official, MS/MOIC and DTU
trained doctor visit the OFD, ORT unit and Inpatient wards and
 
record +-heir observations in the Health Facility Diarrhoea
 
Management Checklist (A-i).
 

7. 	The evaluation team return to the MS/MOIC's office and compare
 
the observations on the Pre-Training Visit, the observations on
 
this Post-Training Visit with the Plan of Action (A-1l) for
 
improvements to this health facility. A further Plan of Action
 
(A-il) should be made on any improvements still required to achieve
 
the Diarrhoea.F'licy Objectives ina a copy cf this kept by each
 
member o the evaluation team.
 

4. 	The provz.nciial health officer dLsc:,.tu:s with (:,.e MS/MOIC the 
date nf the ne::t Bupervisory visit. 

4.. 



PAKISTAN'S DIARRHOEA TRAINING UNIT PROGRAMME
 

FOLLOW-UP VISITS 

TRAINER'S GUIDE 

ATTACHMENTS. 

A 1-13 

C 1-11 
Checklists/Forms/Handouts/Paramedic Training Module 
Case Studies. 

T 1-5 Introductory Talks for Doctors. 
V 1-4 Video Information. 
P 1-6 Posters. 



ATTACHMENTS.
 

CHECKLISTS/FORMS/AGENDAS/HANDOUTS/MODULES.
 

A-i Health Facility Diarrhoea Management Checklist.
 
A-2 Handout for Doctors.
 
A-3 Handout for Paramedics.
 
A-4 Prototype Agenda for Doctors.
 
A-5 Prototype Agenda for Paramedics.
 
A-6 Paramedic Classroom Session Module.
 

MAIN POINTS FOR PARAMEDICS. (included in A-6)

MF-l Introduction to 
DTU/ORT Unit Programme.
 
MP-2 Introduction to Diarrhoea.
 
MP-: Oral Rehydration Therapy.

MP-4 The limited role of druqs in diarrhoea treatment.
 
MP-5 When to refer a child for help.

MP-b Prevention of Diarrhoea.
 
MP-7 Talking with Parents, the 4 Rules of home treatment.
 

A-7 Clinical Form for Doctors.
 
A-8 
 Clinical Forms for Paramedics.
 
A-9 Skills Checklist for Doctors.
 
A-i 
 Skills Checklist for Paramedics.
 
A-Il Diarrhoea Policy Checklist (english), poster and leaflet.
 
A-12 Diarrhoea Policy Checklist 
 (urdu), poster and leaflet.
 
A-1: Diarrhoea Policy Objectives, poster and leaflet.
 

CASE STUDIES.
 
For Doctors. 
 For Paramedics:-

C-I No Dehydration. 
 C-6 No Dehydrtion

C-2 Mild-Moderate Dehydration. 
 C-7 Mild-Moderate Dehydration.

C-7 Severe Dehydration. 
 C-8 Severe Dehydration

C-4 Acute Dysentery. 
 C-9 Dysentery.

C-5 Complicated Cases. 
 C-IC Persistent Diarrhoea.
 

INTRODUCTORY TALKS FOR DOCTORS
 

T-1 Objectives of DTU/ORT Unit Programme.
 
T-2 Aetiology of Diarrhoea.
 
T-7 Indications 
for Drugs in Diarrhoea.
 
T-4 Management of Acute Diarrhoea.
 
T-5 Tall ing with Parents. 

VIDEO
 

V-I UNICEF Diarrhoea Management Video Users 
 Guide (engllsh).

V-2 UNICEF Diarrhoea Management Video Users Guide (urdli

V-7 UNICEF Diarrhoea Management Video Script (english).

V-4 UNICEF Diar-hoea Management Video Script (urdu)
 
POSTERS.
 
F-I Gu'idelines for Aissessment of 
Dehydration. poster and leaf3et. 
P-2 Guidelines tor Treatment of Diarrhoea, poster and leaflet.
;'-: F-altan National Diarrhoea Treatment Policy. PoEter and leafletF- 4 Oral Rehydration Therapv. 9 iCtLlres. (Ltrd.,1 poster anc leafie. 
P- Ora 1 Rehydration Therapy, 7 pictures uLrdu'. 
P-71 Photograph of Twins, 
one breastfed and one bottlefed
 



PAKISTAN'S DIARRHOEA TRAINING UNIT PROGRAMME
 

FOLLOW-UP VISITS.
 

TRAINER'S GUIDE
 

ATTACHMENTS.
 

CHECKLISTS/FORMS/AGENDAS/HANDOUTS/MODULES.
 

A-I Health Facility Diarrhoea Management Checklist. 

A-2 Handout for Doctors. 
A-3 Handout for Paramedics. 
A-4 Prototype Agenda for Doctors. 
A-5 Prototype Agenda for Paramedics. 

A-6 Paramedic Classroom Session Module. 

MAIN POINTS FOR PARAMEDICS. (included in A-6) 

MF-I Introduction to DTU,'ORT Unit Programme. 
MP-2 Introduction to Diarrhoea. 
MP-7 Oral Rehydration Therapy. 
MP-4 The limited role of drugs in diarrhoea treatment. 

MP-5 When to refer a ch.ld for help. 
MP-b Prevention of Diarrhoea. 
MP-7 Talking with Parents. the 4 Rules of home treatment. 

A-7 Clinical Form for Doctors. 
A-B Clinical Forms for Paramedics. 

A-9 Skills Checklist for Doctors. 
A-10 Skills Checklist for Paramedics. 

A-Il Diarrhoea Policy Checklist (english), poster and leaflet. 

A-12 Diarrhoea Policy Checklist (urdu), poster and leaflet. 

A-13 Diarrhoea Policy Objectives, poster and leaflet. 



---

HEALTH ACILITY DIEkA MAXACRMK2IKNT ILTT 
rhis checklist should be filled out At the health facilitls! at ON wrrkshops tralnee Jl'OU they attend the traitni (PU-MaI'g~G, aINd&W 
ArTNl they attend the training (PosrrINZA'C). A copy of this cwckllajl amld be giveSISSlON on the Jast day of the DV Workshop. 

to the traine to help Prepare f r th PUANVINNC 

rhis checklist ahowld he used as the hsle Mr te MiANIAV ]flM.F, 

Name of visiting DTU Physician; 
iemo of DTU:
 

District Health Officer:
 
Name of Health facility _____________________ 
 District:_________________________ms 
and/or Medicsl Officer Incharge: 


Phone No:
 

TYPe of ( Teaching Hospital ( Tehail Hospital ( ] iaJor Hospital
 
Facility: [ I ural Health Center 
 ( District Headquarter Hospital I I Other 

Namber of diarroe came pe r moth: igh e9b : ______ Low max: 

1N m l ' T V DU T DI M VVT 4 

Date: Date: Date; _ Date: 

Of2fViTcer*I
 VedicalV 


Nurses-


Dispensers
 

Health Techiiciane
 

Vaccinatore
 

Dais 
- -__________ 

Others
 

officil
 

S, ~RY OF HEALTH FACILITY ASSESS .T 
(Fill this pWrt only APE ra*- Ate. thi.whole fam . 

(write 'Yes'or 'No') U'O OP P.17- 4% CATV PalS a C;R .IT- CA C~ A~ s Pa loni 

Io Diarrhoea case mna.n adequate? jI___ 
in staff training In diarrha magemmtt,adequate? 

-

Problem Identifled: 
Actlone Required/Taken: 

"61 4001im .111.11-110-., am I -
 P 



Problems Identified: Actions Required/Taken: 
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JVW f
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ICATIOIUA 

Poo ters on trim W& l2 
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unTaAL 
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hygiene) n7 I I 

-t 

write bolt 

Darent 

ankg 'A~in 

inothet 6r CAve 

in 

Pataiet 

___l_______l 

i 
neey'in 

____e ____ ___ _ I- P 
-l__ 

___ 

__! 

L staffd teraininae nret rd, k re-
__ 

Al;qa,,.&C~e 

ui~~ttcinmyMoidwhnt 

Coments: 
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~jtr, 

u9Ymnloy wwlw;~l * uaclitie sdiiow cae. rerdj *f 
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_ 
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_ _ 

IgI 

man 

_ _ I411 

Ilibe fo lymentnrtheA:ll,ro, how many are neded 

RInger* Lactate adequte? If no, 

are nee'ded?-

IV eqjlpmert sideqAts? 
(cawl. Do lee. ecalp .'wfne. 

how fiaily 

= iarrhioeeg In Stock? There 
Wld be N10altilarrhoeele.[Cmmnts: 



Date. Data Date oat. Oate 

OZARfIGtA NAMSG OICELM. T POE-TRAMM PMT-TPJAUITjU PMT-TRAfI PCT-ThIin PMT-uAZgM 
VI[T VFLZTZT IIa VUSI 4 

InI I n ' In-+ 
(writ ea or 'No- Il 01% Pai Al~ PA Oif Petefan O Patlent 

Do ALL diarrhoea camea drink ORS or other 
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(n .! oftlDoes staff exo14th vow to 91-a 0RS? 
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oceesve e of O anad to astst brS t

feparnt of_______cases given I 

OAqSDMCketl* to 1:takerXOSS 

COMIENTS 

- , 

I 

f 

Is Orsast eedlng encouraged for ALL infants 

I brsamstfe-ding ntoni.ed oJrlng
re'ydati 
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I -

; 

' 

T - - -

si ntenarcal1 

Are 1.1, feedS dI. 

1. .V, eoIn d, tV ? rauld g 

Are feein dtt le wmre I II0 

I WtZ. jldNLY o d i[lut d ryrt~' 

Are t dt ltiil ued/peecribed?-
ArmAntispmic ued/recrimed? 

LAmeAntlcarcT Ue e eorecibe for_ 
dysenteryand Systemc Infection? 

isIonly a Single 'Atibiotic preecribed? 
CCWOeNT3s 

I _ _ 
_ 

1 

__ 

-

__ _ 

____- _____- _______ IIs I.V. ONLY used forlEVER! deMncyratir 

is IV. etodod within a "i's Of 

Initiation? 

(I V. rlror Id be 6tCOW" and 093 started) 
to Aingsre Lactate weed for SevereLdehydrat ion? 
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chil;d Can drink?t~tdo 

_ _ L[_ I  +__ _ I -

COMIMENTS: 

Ar" stnaffiashW wft after Acncire 
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. tivdaameore leain? 

.onineetfoods ludingt..rec..ae 
'r 

J. ~ to bring cildo back 

4. Pre~entiWI of diarrhoea 

tIIaorfor anceoa 
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&y Ioixfny at tw 
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POW 
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PAKISTAN DIARRHOEA TRAINING UNIT PROGRAMME.
 

FOLLOW-UP VISITS
 

HANDOUT FOR DOCTORS (A-2)
 

CONTENTS:
 

Standard Guidelines for Assessment of Dehydration.
 
Standard Guidelines for Treatment of Diarrhoea.
 
Clinical Form.
 
Skills Checklist.
 
Pakistan's National Diarrhoea Treatment Policy.
 



__ 

STAIORO GUIELlDUON 

HOW TO ASSESS YOUR PATIENT 
FOR DEHYDRATION DUE TO DIARRHCEA 

EVALUATE child for degree of dehydration according to the Table below: 

)EGREE OF DEHYDRATION 

NONE MILD 
kJ IIm, TO MODERATEa sfup 

ASK 
* Diarrhoea Less than 4liquid stools 4to 10 liquid stools per More than 10 liquid stools 

perday day 	 per day 
e Thirst Normal Greater than norma! Unable to drink 
* Vomiting Noneorasmallamount Some Very frequent 
* Urine Normal Small amount, dark No urine for 6hours 

LOOK 
e Condition Well and alert Unwell, sleepy or irritable 	 Very sleepy, unconscious, 

limp, having convulsions 
* Eyes Normal Sunken Dry and sunken 
e Tears Present Absent Absent 
* Mouth and Tongue Wet Dry Very dry 
e Breathing Normal Faster than normal Very fast and very dee9 

FEEL 
0 Skin Abdominal pinch goes Apinch goes back slowly Apinch goes back very

back immediately in1-2 seconds slowly in2-3 seconds or 
Plonger 

Pulse Normal i Faster than normal (more Very fast, weak, or you
than 110/min.) i cannot feel it(more than 

140/mn.)
 
Fontanelle Normal Sunken Very sunken
 
(ininfants)
 

WEIGH Lossoflessthan 5%of Loss of 5-10% of body Loss of more thanl0%of 
I bodyweight weight body weight 

DECIDE The patient has NO Ifthe patient has 2or more Ifthe patient has 2or more
'signs of dehydratici of these signs, he has of these signs, he hasI MILD TO MODERATE SEVERE dehydration 

dehydration 



FORS"ANDARD TREATMENT 

ALL LOOSE OR WATERY STOOLS 
(DIARRHOEA /DYSENTERY) 

FOR ALL CHILDREN 
who visit ahealth facility 
for loose or watery stools: 

according to theTREATchild Tabl. below. 

AGE OF CHILDDEGREE 
OF 

u 4 m ~ ittDEHYDRATION t~a.mere~a~lbttt 
&Iweai moreoften.ss 

i . G.vemorshlud surhas flncewtm, 

s Breastleedmovten. laamd pim wSW. 

andmathed Iwmca.
oldatt 

o-~eol1 .4yUM smM&OWRw 

Fst4-6hoursMILD F,14-6hours Frst "-hou 


ORS 
 ORSORS I 
e3/4erM to 21Ir,or Ito2 seem. 

TO 

MODERATE 2 W mlorid 114-112sme. 6 W.mlOr12l2 

10-20rllORSpillkilograml bodywtqpahour 

Frt14-6hoFis 44 hours Frt 4-6houes 

40-750 rmRingers Lacta I-1.5ii Rinen Lactate 2kbes Ringers LaItt 
itnoM n o 

S 
l.125mVkgf 'lw I) mtlkWnvhgA {30i 

T•w ORSasabove TherORSasaove ThenORS abO 

m 2large upsOnrecuolpom OS '"0a ,cupmmi11,"Z 


MAINTENANCE C 

WATMR.IFChK.DWANTIMOFRE GrV ff. 

Os"e Warentoraml a 	:dfeed ORSinre facility
 
os. Theyar dangerous idicated
andcori byWHO* 	 Oonotgreantrdilsdtarr e V la m unt
 

" wall10minutes ardV"e grit s i a o sOfORS slowly
 ftchildvomirts, 
* 	 After4-6hours,reassesstectsfd usngtse assetsnwt chart then choose te suitsle treaStl 

, 

r4Plg.os w'ce,1,' oa', f:',do s ,t..e.ie
Fordoodi StoS ,ie,P3inoCtroi,-oe 5 c 


,4 hOUw."'e ro'loo,ta
 
&MCumnttyIfthechildisabove2yt of ar and comesfromacommunityOwe confi'edchow Cases 

ocumng. sus5Pct andpIvt oralteymlrclne 150mp k;d divied dose'l ayl after thei four fo tfreecrole 
ofagefrinracyclinechitrdiareftyttrated isno~tecmerioled forroutineusedenchiidnr under0yearS 

to p~ and o u thatParent understands tstEXPLAIN 
thchild sows 


doesnotirn~ove. orInildiarrioea lasts morethri 2-3days.
 

2Chid should 


• ChildVoi returntocenteror ptysicia f ei) any sign of de iratnoi. or ilthechid 

conrtue to reastfted often.
 

- Child drik mt eliquids Ifa=usua.
should 
etc.5to 7biesa day. likeyogurt ktichn.mashedbanana.contnue eatingsoftfoods 

stops. chid snould eaton@exrameaeach dayfortwo*eets. 
Childstould0 
Afterdiarrfu0 

hometo continue traginsetGE Parents two 0RS pwkets to take 



DIARRHOEA CLINICAL FORM
 
* START GIVING ORS NOW * 

Name or Health Facility:
 
Pa lien LRegistrathin Number _ale:
 
Patient N ne: _.ke: _ []Nlule f F[eJah
 
ddrs; __ 
 1] Urban 1I Rural 

1. HISTORY OF CURRENT DIARRHOEA EPISODE 

ACTIONS TAKEN BY PARENT DURING DIARRHOEACurat:on of Diarrhoea ____ days 
2 Totai rmorer of stools in 24 hours 1 Breastfeeding never ' ,nore .s.a e'. -:.-ocec 
3 B1ic: .n ,tool ] ] no 2. Other Milks L e~ef rore sa rs". 
4 'watery )tooi no 3 Fluids never r.cre s~a ell :'. ceo, 

5 VomrtNg 2- -T yes no It yes. what'_
"rs; 


if reS r'umer of tines .4 Foods ecr more .sj 
 .
 
6 Abdcmirai P31n es no ifyes what; _
 

" Irne , a- t jes .o 5 Did parent give ORS"
 
3 Are otrer Ilnesses present9 "es -o 6 Did parent prepare CRS correct! . .
 

-f . t __ ____ ' Medicine gren ,
ityes. Nhat"_
 

3 Past histor of diarrhoea ees -o 8 Did parent do anything else for driarrhoea
 
I yes. vhen? 
 .if yes what? _ 

Conclusion Action is [ ] Adequate lraue;ate 

II. DIET PRIOR TO DIARRHOEA 
Treast feeding I es [ : "o
 
Bottle feedinq 7es o ,e$ ,wai'_ow 'ar tr'oe.da,'_ -1res-I .,,r
nai 

I Iu IdS ,es s, nrat' _ -o. "ran, "e s oa _ _ _ -';., " .a'r
 

.C- es ,'.nat' _____-_________0.___________'-0 5 . f¢eo nat_,. man, ' ,- ,+e . 

Conclusions: Diet s [I Adequate inadequate 

III. EXAMINE THE CHILD AND USE THIS CHART TO SELECT THE TREATMENT PLAN CrczeAuswers 
MILD-To-MODERATE SEVERE 

NO Dehydration (SOME) Dehydration Dehydration 0:-c, oc.,es 

I Plan-A Plan-B Plan-C e 
Diarrhoea Less than 4liquid stoolsday 4-10 liquid stools.day More than tO liquid stocis da,
 
Vomiting 
 None or small amount Some Very frequent
 
Thirst Normal Greater tran Normal Unable to Jrin
 
Urine Normal A small amount No Urine for 6 hours
 
Condition N'Vell,alert Unwell sleepy rrIable Very' sleepy unconc'us
 

floppy or having fits 
Fontanelle Normal Sunken Very Sunken 
Eves Normal Sunken Very dry &sunken 
Tears Present Absent Absent 

[Mouth & Tongua Wet Dry Ver dry 
Breathing Normal Faster than normal Very fast and deep 
Skin Pinch goes back quickly Pinch goes pack slowly Pinch goes back ,ery slo.,ely
 
Pulse Normal Fastei than normal Very fast. uieak. can't feel
 

-' ,o,.. - c; -d, ,c 2 . - tt ... .7-o 

Temperature °C _ _Weight in Kgs then plot on Growth Chart 

Immunization: Child ea i- BCG j I - I] Ill I I Booster J Measlestter s -f agei DPT Poio I 11] 
Motth'3r Tli[ T'rI[1 TT ill TTIV TTI( 

IV. ASSESSMENTANDTREATMENT 
1. Duration of Diarrhoea Less than 7 Tj 7-13 days tI Persistent 114 - davsi 
2. Diarrhoea is [ Watery I Non-watery I Bloody 
3. Dehydration Status I ] None [I Mild-ModerateiSome [ Severe 
4. Diarrhoea Treatment Plan A ',onej f] B %Mic.ModerateScmei f I C !Se,,ere) 
5. Nutrition Status [ Normal I Grade I I Grade II 1] Grade ill 
6. Nutrition Treatment 
7. Treatment of Other Illnesse?, Complications 

8. Medicines prescribed 
9. Immunization. Status I Up to date I I Not up to date [ I Refer for immunization 

V. OUTCOME: [ITreated &Sent Home (I Admitted [] Died (God Fon j, 
IMother and Child Sent for immunization

reocral COO C,,i NIH.MOH. GOD Printed wth tie courtesy of '.SAID 
PAly, 90 
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TREATMENT PLANS
 
Degree AGE OF CHILD 

of Dehydration .... . ..... 
Up to 4-6 months (exclusively breastfed) More than 4-6 months (parlially breasrfed) 

NONE 

(Plan-A) 
o Breastfeed more often 

o Breastfeed more often. 
o Give more fluids such as rice water 

lassi, plain water and ORS. 
o Continue soft foods such as khichri 

yogurt and mashed banana 

0-11 MONTHS 1-4 YEARS 5 YEARS & OVER 

MILD First 4-6 hours First 4-6 hours First 4-6 hours 
TO ORS ORS ORS 

MODERATE 200 600 ml or 1/4-1/2 seer. 600-800 ml or 1/2-314 seer. 1 to 2 litres or 1 to 2 seers. 
(SOME) 

(Plan-B) _________________________________ ______________10-20 ml ORS per kilogram body weight per hour 

First 4-6 hours First 4-6 hours 	 First 4-6 hours 

400-750 rml Ringers Lactate. 1-1.5 litres Ringers Lactate 2 litres Ringers Lactate 
SEVERE Intravenous intravenous intravenous 

(25 ml/kg/hr). (30 mlikglhr) (30 ml,,'kglhr). 
(Plan-C) Then ORS as above Tien ORS as above Then ORS as above 

1,2 large cup (100 ml) ORS 1 large cup (200 ml) ORS 2large cups ORS 
or other fluids per stool or other fluids per stool or other fluids per stool 

_ - --.-....--..-... .._ L...MAINTENANCE -. 
HOME TREATMENT 	 CONTINUE FEEDING THE CHILD OFTEN 

IFCHILD WANTS MORE WATER, GIVE IT 

SUPERVISORY CHECKLIST 

FIND OUT WHETHER PARENT IS ABLE TO DO OR EXPLAIN THE FOLLOWING 
Yes No 

(Ifparent is n=t able, then teach parent again) 

1. Need for home fluids (like breastmilk rice water, lassi, plain water) 

2. How to mix ORS 
3. How to give ORS (how much, how often, how long) 
4. Need to continue breastfeeding 
5. Need to continue feeding from 4to 6 months of age (how much, how often, how long) 
6. When to bring child back rncluding signs of dehdration) 

7. Prevention of diarrhoea (handwashing & breastfeading) 
8. Need for up to date Immunization for mother and child. 
9. MOTHER'S LEAFLET GIVEN AND EXPLAINED 

Ask parent to teach these things to all their relatives and neighbours 



I PATIENT'S PROGRESS SHEET inORT unit or ward) 

ime of Arrival: Time fluid therapy started 
History on HOURSAEiERF.RJVA L___-HISTORY Arrival At 2 hours At 4hours At 6 hours At 12 hours 

Number of Stools 
Eisodes of vomitinc
 
Urine ouLtout
 

IORS given rotal) 
Other' fluis given Total)
 
Food given
 
Medicines prescribed
 
I'/Fluid qiven (Volume)
 
CLINICAL STATUS 
 ON ARRIVAL 
General Appearance 
Fontanele
 
Eyes
 
Tears (present or absent)
 
Mouth and Tongue
 
Slkin Turqcr 
Respiration ,er minute) 
Temperature ( C)
 
Weiqht fkq
 
ASSESSMENT AND TREATMENT ON ARRIVAL
 
Dehydration Status
 
Treatment Plan Chosen
 
Total Fluid Input
 
Total Fluid Output
 
Total Fluid now Advised 

STOOL EXAMINATION 
pH Naked eye examination 

Reducing substances Microscopic examination 

INTAKE-OUTPLT CHART 
FLUID INPUT FOOD FLUID OUTPUT 

i TIME ORS -BREASTMILK (Name and quantity) URINE STOOL VOMIT REMARKS(mis) (how many times) No I No) tNo) 

FOLLOW-UP VISITS (Plot weights on Growth Chart on back page) 

DATE WEIGHT CLINICAL NOTES ADVICE 



CHART-GROWTH 
V*-CIOI-) -

z
b . . 1 .. _ 000 

th Y. .4. .. 

7 onet~~1 8 0 t1 6 -N 
1st Year d o-o. 

4AIKf L k t 10 000 



PAKISTAN DIARRHOEA TRAINING UNIT PROGRAMME.
 

BASIC AND ADDITIONAL SKILLS CHECKLIST 
(A-q)
 

FOR DOCTORS.
 

Name of 	Participant:
 

Name of Health Facility:
 

Name of Trainer/Observer:
 

Date:
 

This Skills Checklist has 2 purposes:
 

1. Participants 
 should 	 use 
 it as a 	guide for checking their
skills or 	 own

other participants' skills.
 

2. Trainers should use 
it when they evaluate how well 
students perform
the basic and additional skills.
 

After observing the participant performing 
these skills, enter a
rating and comments in 
the appropriate columns.
 

Rating: 	I = Inadequate 
2 = Needs Improvement 
3 = Adequate. 

This log certifies that
 

has successfully demonstrated competence and earned
 

certification 
in 
these basic skills: 
 YES []
 

in these additional 
skills 
 YES ]
 
Name of Examiner : 


Date:
 



------ -----------------------------------------------------------

------ -----------------------------------------------------------

----- ------------------------------------------------------------

---- ------------------------------------------------------------

---- --------------------------------- -------------------------------

---------------------------- -----------------------------------

---- ------------------------------ -----------------------------

-------------------

---------------------------- ------------ -----------------

----------------------- ---------------------

BASIC SKILLS CHECKLIST FOR DOCTORS. (A-9)
 

To manage all diarrhoea cases
 
that come to your health facility
 
use your handout (A-2) as a
 
reference and follow these steps
 
or teach paramedic staff to
 
follow these steps: YES NO RA ING COMMENTS.
 

I.SET UP AN ORT TROLLEY WITH:

(or 	teach a paramedic: how to.)
 

1.1 	ORS packets.
 

1.2 Water in container (few litres)
 

1.. Litre container with lid.
 

1.4 	Stirring spoon.
 

1.5 	CLIps and spoons.
 

1.6 	A selection of containers
 
from the local bazaar with
 
volumes written on them.
 

2.ASSESS A DIARRHOEA CASE USING
 
THE CLINICAL FORM (A-7).
 

2.1 	Determine history of present
 
diarrhoea episode.
 

..2 Determine diet prior to diarrhcea.
 

2.3 	Assess hydration status using
 
Assessment Chart.
 

2.4 	Select Diarrhoea Treatment Plan
 

None A.
 

Mild-Moderate B,
 

Severe C.
 

2.5 	Weigh child, use growth chart
 
to determine nutrition status:
 

Normal.
 

Grade I Malnutrition. 

Grade 11 Malnutrition.
 

Grade III. Mailnutrition.J
 



------------------------------ 

--------------------------- ------- ------------------- --------

---------------------------------- ---- ---- --- ---------------------

---- ---------------------------- ---- ---- --- -----------------------

--------------------------------- ---- ---- --------------------------

--- --------------------------------------------------------------

--- ----------------------------- ---- ---- --- ----------------------

---- ---------------------------------------- ----------------------

------------------------------ ---- -- ----- --------------------------

---- ------------------------------------ ---------------------------

--------------------------------------- ----------------------------

---- ---------------------------------------------------------------

------------------------------- -------- ---- -------------------------

------------------------------- --------- ---- -------------------------

YES 	NO RAIING COMMENTS.
 

2.6 	Determine treatment of other
 

illnesses/complications.
 

--- ------. 	 .-

2.7 	Prescribe appropriate mnedicines 

2.8 	Assess immunization status and 
refer if nece.sary.
 

2.9 	Decide which cases need to be
 
sent home, to the ORT unit and
 
to the ward.
 

FOR CHILDREN WITH NO DEHYDRATION (Plan A) AND FOR ALL DIARRHOEA CASES
 
BEFORE THEY GO HOME DO THE FOLLOWING:
 

3.DEMONSTRATE ORS PREPARATION:
 

(or 	teach *a paramedic to:)
 

3.1 	Wash hands.
 

3.2 Pour I litre/seer or 4 pao
 
sized glasses of clean
 
water into a container.
 

3.3 	Empty a whole packet o!
 
ORS into the water and
 
stir with a clean spoon.
 

3.4 	Cover container.
 

3.5 	Explain that after 24 hours
 
any ORS left must be thrown
 
away and a fresh litre made.
 

3.6 	Check parents can do or
 
explain these 5 steps.
 

4.DEMONSTRATE ORS ADMINISTRATION:
 

(or teach a paramedic to;)
 

4.1 	Give ORS with a cup and spoon.
 

4.2 	Give ORS with child sitting up.
 

4.3 	Give a spoon every minute. If
 
child wJants more, give more. 

4.5 	Give half to one glass after 
each stool or vomit.
 

4K
 



------ ---------------------------- --------------------------------

----- ------------------------------------------------------------

-------------------------------------- -----------------------------

-----------------------------------------------------------------

---------------------------------- --------------------------------

YES 	NO RA ING COMMENTS.
 

4.6 	If child vomits, wait 10
 
mins then give ORS more
 
slowly every 2-3 minutes.
 

4.7 	Check parent can do or
 
explain these 5 steps.
 

5.GIVE PARENT 2 ORS PACKETS
 
0 TAKE HOME.
 

6.TEACH PARENT THE 4 RULES
 
OF HOME TREATMENT:

(or 	teach paramedic to explain:)
 

6.1 Give more fluids.
 
------ 7-----------------------------------------------------------
6.2 Continue foods
 

(including breastmilk)
 

6.3 Bring child back if signs of
 
dehydration develop or chilJ
 
is not getting better.
 

6.4 	Help to prevent another
 
diarrhoea episode by:
 
washing hands before touchiig
 
food, breast-feeding and
 
NOT bottlefeeding.
 

7.USE 3 STEPS TO GOOD COMMUNICATION:
 

7.1 	Ask parent what they du.
 

7.2 	Explain the 4 rules.
 

7.7 Ask parent to repcat 4
 

rules in their own words.
 

YES & NO Column: 	 Write Yes in the "YES" column if the skill has
 

been performed
 
Write No in the "NO" column if the skill has not
 
been performed.
 

Rating scale: 	 I = Inadequate.
 
2 = Needs Improvement.
 
3 = Adequate.
 

Comments Column: For any comments about performance of the skill.
 

C. 



-- -------------------------------- ----------- ----------------------

----------------------------------- --------------- -----------------

----------------------------------------------------------

--- ------------------------------------------ ---------------------

---- ------------------------------ --- ----------------------------

------------------------------------- 
--------------------------

------------------------------------------- ----------------------

-------------------------------------------------

ADDITIONAL SKILLS CHECKLIST FOR DOCTORS. (A-9).
 

To manage diarrhoea cases with
 
Mild-Moderate Dehydration and
 
Severe Dehydration in the ORT
 
unit and Inpatient Ward use your
 
handout (A-2) for reference and
 
follow these steps or 
medic staff to follow 

teach para
these steps: YES NO RAT NG COMMENTS. 

1.WEIGH THE CHILD: 
1.1 Explain to parent what 

you are doing. 
-------------------------------- -----------------------------------
1.2 Check scales are on zero. 

1.2 Ask parent to remove child's
 
clothes leaving one thin layer.
 

1.4 	Place child on scales.
 

1.5 	Record weight irs Kgs.
 

2.CALCULATE NUTRITIONAL STATUS
 
USING GROWTH CHART.
 

2.1 	Ask parent the child's
 
age and month of birth.
 

2.2 	Find child's age on the
 
horizental scale of
 
growth chart on the back
 
of the Clinical Form.
 

2.3 	Find the child's weight
 
on the vertical scale.
 

2.4 	Make a mark where these 
2 lines meet.
 

2.5 	Check to see whether mark
 
falls into the Normal,
 
Grade 1, Grade 11 or Grade
 
III part of the growth chart.
 

2.6 	Record the nutritiondi status.
 

3.RECORD INFORMATION IN ORT
 
REGISTER (if used in your
 
Health Facility).
 



-------------------------------------------- ----------------

YE 0N RAIING COMMENTS.
 

4.CALCULATE VOLUME OF ORS 
REQUIRED IN 4-6 HOURS 
(using weight rather than 
age to calcul'te volume). 

4.1 	 Calculate using'1V-20 ml/Kg/hou . 

5.MONITOR AMOUNT OF ORS GIVEN 
AND R-CORD THIS ON PATIENT'S 
INPUT/OUTPUT CHART. 

5.1 	Record name of child on
 
Input/output chart. 

5.2 	Record amount of ORS required--

5.3 	 Record time ORS was started. 

5.4 	Record every 200 ml cup given. " . 

5.5 	Add e.'tra ORS for every 
stool/vomi't and record amount: 

Under I yr. give extra IC") mls 

Over I yr. give extra 21t0, mls. 

6.T--EAC" :'ARAMEDICHOW TO, - ,. 
ADMINISTER, ORS AND, THEN 
SUPERVISE THEM SHOWING PARENT.
 

6,1 	Shon parent how to give a 
spoon of ORS every minute
 
using the seconds hand of
 
the.ORT unit clock as your
 
reference.
 

6.2 Deal with dffic-lties
 
administoring ORS:
 

Explain that if a child 
t.h.,sty he will drink the 
ORS too quickly and vomit. 

" xplain ORS helps to reduce 
the vomiting. 

7 RASESS HYDRATION STATUS
 
EVERY 1-2 HOURS USING THE
 

ASSESSMENT CHART .(A-2).

.s 

. . .----- --- -: 

i 



-- -- ----- ---------------------------------

------------------------------- --- -----------------------------

------------------------ ---- --------------------------------

------------------------------ ----------------

---------------------------------------------------------------

YES 	NO RAT NG 
 COMMENTS.
 
6.HELP PARAMEDIC STAFF ENCOURAGE
 
MOTHER TO CONTINUE BREASTFEEDING.
 

8.1 	Deal with any breastfeeding

questions paramedic staff may ha 
e.
 

9.GIVE SOFT FOODS LIKE KITCHRI,
 
BANANA, YOGHURT TO CHILDREN OVER
 
4 MONTHS AS SOON AS THEY CAN EAT.
 

9.1 	Have food preparec every day or
 
ask parents 
to bring from bazaar
 

1O.SEND CHILD HOME WHEN ALL SIGNS OF
 
DEHYDRATION HAVE DISAPPEARED.
 

FOR CHILDREN WITH SEVERE DEHYDRATION
 
TREATED WITH IV THERAPY:
 

11.CALCULATE IV FLUID VOLUME REQUIRE
 
(using weight rather 
than age.)

Under I year 25rml/Kg/hour.
 

Over 1 year 70 ml/Kg/hour.
 

12.MONITOR AMOUNT OF 
IV FLUID
 
REQUIRED AND GIVEN ON AN
 
INPUT/OUTPUT CHART.
 

13.MONITOR PATIENTS HYDRATION STATUS
 
REGULARLY AND RECORD FINDINGS,
 
EVERY 2 HOURS UNTIL PATIENT IS
 
REHYDRATED, THEN EVERY 6 HOURS.
 

13.1 Check hydration is improving
 

---------------------------------------. 

- - - -13.2 Check for signs of over-

- 

hydration 
like eye swelling.
 

14.ENCOURAGE PARAMEDICS AND PARENT
 
TO START THE FOLLOWING AS SOON
 
AS CHILD CAN DZINK AND EAT:
 
1. ORS.
 

Breastfeeding,
 

-------------------------. 

3. Soft foods. 

1 5 .DISCONTINUE IV THERAPY AS SOON
 
AS APPROPRIATE (usually within
 
6 hours of initiation.)
 



DIARRHOEA MAGEMENT CHECLIST OBSERVATIONS OF ' DIARRHOEA POLZCYY - I 

-.- URENT-ANAGEAENT.-....OJECTIVE3--

In .n.
 :writa. 'las"ORT or "Io . !OPD ORT Patient[ 0D 'ORT'Patientj -.... 

Do ALL iarrnoea cases arink ORS or ot.er 
f I UI ,33. 

66ess ta f demons trate now to oreoar ORS...... 

Does staff explain how to give ORS? 
:now ,.uch, now ofeen. now long)
 

Is special care given to neonates to avoid 
excessive use of CRS ana 
to assist breast- I 

feeding? 
 I 
Are zarsn:s of diarrnoea cases givmn 1 :o
3 oacxeru to take home? I I I
 

CO-TI JED FEEDI G ... .... 

Is breasrfeeading encouraged for ALL infants? 

is breastfeeding continuso Juring.! en.varation. 
 I I i I
 

Isfooo" oropr'i'- .ateror aegiven'no 
:nan 4 nours after renvaration isstarted? . . .I 

Are' mil f-ieed s d llutsd?. .. .. . . .

;IiA .noula uOr ,a*jaicea 

liii-w
Ism11 k M itn-@r aa Isand g-iven o3u-rirw 
Iiaifntnancae-


Are feeding ootties used? 
 --- . . . 
, eeaIng vorles anaula rIOoe ,seo). --- - ....... .......................,......... . .... 

. . . . ...

......-. 

!kAnidiarrnoeals, Antieaestcs and Antisoasnodics snould not oe used in" It! 

Are Antldlarnoeals used/Fraacrloed? 

.aculity nor crescriosa 'or duarrncej 

Are Anti spasodlcs useoprescr.ed. 
 ..
 

Are Antibiotics DUlLY orescibed for 
dysentery and systemic infection? I I I 
Is only a single Antibiotic prescribed? 
 .
 

4-.V DiERAPY, 

- used T r jEV-ERE - - - - - I- - - -
IsI.V. ODDLY- - - - - enydration?-
Is -I.V. stoploed within C flours of ,
 
Initiation?
 

(I.V. snouId be stopped and ORS started) i IrI 
Is Ringers Laa used fo 
 evr
 
dehydration? 

Za .V. patient started on ORS as soon as
 
child can drink? * 

Are immunizations of motners and children 
 " 
 ...
 
up to data oefore leaving? 
 . I " I -

HYGIENE .. 

-4a-s,r'.';TEhRanITs *-Itll Pa* ...•: -T ....... .. 
a

" : C '~gi -,'%aa:{ga-EN1 "'---7 ' a
-fI's- *- - : "'; : 

EXIT INTERVIEW WITH PARENTS(Chec Darent knows hese 4 rules beifore leaving. 

ICont nue o ba 7 -. 

3.,hnto bring child oack~... 

~4.Prevention of diarrhoe 
 i I4 

http:useoprescr.ed


-.(T93 REUI HOW CAN IMPROVENENT5 BE MADE? 5Y ItICN 

I;1 



PAKISTAN'S NATIONAL DIARRHOEA TREATMENT POLICY 

ORAL REHYDRATION THERAPY(ORT): ORS + BREASTMILK + FOOD
 
a All diarrhoea cases will drink ORS (or other fluid) prior to leaving.

@ All parents will be taught how to mix ORS
 
@ All parents will be tauit how to give ORS (how much, how often, how long) 
 ORS will be given using a cup and spoonor dropper 
9 Srecial 	 care, a:,ention will be 	 given to neonates, especially low birth weight, to avoid excessive use of ORS.Breastfeeding will be encouraged and assisted where needed. 
o 	 All parents will be given I to 2 OHS packets for home use. 

BREASTFEEDING 
e 	 Breastfeering will be encouraged for all infants and continued even during rehydration 

CONTINUED FEEDING 
* 	 Feeding appropriate for age will be encouraged to start no later than 4 hours after start of rehydration
a Milk feeas will not be diluted but may be mixed with cereals and can be offered during maintenance 
o 	 No feeding bottles will be used 

DRUGS 
& 	No anti-diarrhoeal, antiemetic, antispasmodic drugs will be used or prescribed for diarrhoea in children. especially under5 years, 
* 	 Antibiotics will be 	used only for specified indications to be recorded on the patient record whenever used This willgenerally be reserved for bloody dysentery or other systemic infections. Only a single antibiotic will be prescribed 

IV THERAPY
* I.V. will be used only for severe dehydration as demonstrated by oblective findings recorded on the patient record form. 
e I.V. will be used only for rehydration and stopped within 6 hours cf initiation
e Ringer's lactate is preferred but 0.9% Saline with 5% Dexlrose is an 
acceptable alternative. Glucose/Dextrose solution

alone will not be u"-
@ Patients on I.V. will be s:arted on ORS as soon as they can drink
 

IMMUNIZATION 
o 	 Ensure that no child leaves before its immunization is up-to-date (especially measles). Similarly. the mother should begiven TT immunization. 

HYGIENE 
o 	 Staff will demonstrate commitment to importance of personal hygiene by washing their hands after handling each

patient. 

PLEASE ENSURE THAT
 

e 	 Parents leave only after they can explain in thei, own words the following: 

1. 	 The Need for the Child to Drink More Fluids than Usual:
 
- Mix ORS correctly using local measures.
 
-	 Use ORS correctly offering 1/2 to 1 tea cup for 

each stool or vomit and more if child desires. 

2. 	 The Need for the Child to Continue Eating:
 
- Breastfeed, and if 6 months or older, state the food
 

and the approximate amount of food to feed child. 
3. When , Bring the Child Back: 

- Explain signs of dehydration and indications to
 
bring child back.
 

4. How to Fievent Diarrhoea: 
- Explain the importance of handwashing,


breastfeeding and danger of bottle feeding.
 

tional Institute ofHealth, DTU Meeting, March 6-8, 1988 
Printed with 'he courtesy of USAID ....aistry of Health, Govetr n: fit of Pakistan 



PAKISTArJ DIARRHOEA TRAINING UNIT PROGRAMME. 

FOLLOW-UP VISITS
 

HANDOUT FOR PARAMEDICS (A-7)
 

CONTENTS: 

Standard Guidelines for Assessment of Dehydration.

Standard Guidelines for Treatment of 
Diarrhoea.
 
Clin-al Form. 
ORT lea !et.
 
Ski!ls Checklist. 
Pakistan's National 
Diarrhoea Treatment Policy.
 



STADARO OUlILU ON 

HOW TO ASSESS YOUR PATIENT 
FOR DEHYDRATION DUE TO DIARRHCEA 

EVALUATE child for degree of dehydration according to theTable below. 

DEGRIE OF D0HYDRATION
 

ASK 
e 	 Diarrhoea 

* 	 Thirst 

* 	 Vomiting 

* 	 Urine 

LOOK 
e 	 Condition 

* 	 Eyes 

* Tears 

e Mouthand Tongue' 
e Breathing 

FEEL 
* 	 Skin 

e 	 Pulse 

e 	 Fontanelle 
(ininfants) 

WEIGH 

NO 

bedklpd 


11 
Lessthan4liquidstools 
perday 


Normal 

Noneorasmallamount 

Normal 

Wellandalert 

Normal 

Present 


Wet 

Normal 

Abdominal pinch goes 
back immediately 

Normal 

Normal 

Loss of less than 5%of 
1bodyweight 

DECIDE 	 ThepatienthasNO
signs of dehydration 

MILD
 
TO MODERATE
 

4to 10 liquid stools per 
day 
Greater than normal 

Some 

Small amount, dark 

Unwell, sleepy or irritable 

Sunken 


Absent 


Dry 

Faster than normal 

Apinch goes back slowly 
in1-2 seconds 

Faster than normal (more 
than 110/min.) 

Sunken 


Loss of 5-10% of body 
weight 

f the patient has 2or more 
of these signs, he has 
MILD TO MODERATE 
dehydration 

Morethan 10 liquid stools 
perday
 

Unable to drink 

Very frequent
 

No urine for 6hours
 

Very sleepy, unconscious, 
limp, having convulsions 
Dry and sunken 

Absent 

Very dry 

Very fast and very deep 

Apinch goes back very 
slowly in2-3 seconds or 
longer 
Very fast,weak, or you 
cannot feel it(more than 
14Nmin,) 
Very sunken
 

Loss of more than 10% of 
body weight 

f the patient has 2or more 
of these signs, he has 
SEVERE dehydration 



STANDARDTRFEATMENTFOR 

ALL LOOSE OR WATERY STOOLS 
IDIARRHEA I DYSENTERY) 

FOR ALL CHILDREN 
who visit ahealth facility 
for loose or watery stools: 

TREAT child accordng to tie T" below. 

DEGREE 	 AGE OF CHILD 
OF
 

DEHYDRATION upta4-- ,t el .,,qbi so I m e , 4e 

mom~ 	 Biendeenedmoeoften.0 Gmomfldu suchasrkureteo , 

ONfovi ab Sl 0 UStdflKJmotoften. Lawandplain wter. 
I o kd 0 ContinuefoodsriUdi13khlchel- 1*204 SO"t 

ra nlmelee lsuwes 

0-11tONTHS 1-4YIEW IYIM AOv 

MOLD Fn Fis 4-6hous Frn 
TO OR$ ORS ORS 

0oouRA'S 20-6 seer W lormlor114-1/2 60 rr- 142.s/4ee.Ito21resor Ito2sers. 

10-20 m ORSparkilogram bodyweighper hour 

wV-6 hours Fws14-0fhours Fitin44 foros 

400-750 rridnersm 1. 2hles Ringrs LactateLctte 1.5 lIhmRogers Lactate 

.... 5nimi.k,..ft). ( 30 mft g ',. (30itnftifir.(5I 

then R~fsaioie TherfOfSesatore thenORSasabove 

I/2WgecupIt00f O 1SLage cup20o ffORS 2taecups ORS 
! orothr bih pertool orort fluidwsto= orodrerw ouearootMAINTENANCE 

UUEISO 7)11 
fCHILD IOR IT. 

CONT011 ClW OMUN 
WNTJ WATI G 

" ONeN "aro oartla fed OASin the taciity. 
* 	 Donotgitarloim" drugs. Te eagrosMdcontrarn~ated byWHO0
 

cthildwonfix waft10minutes amounts slowly
andthan givesmall ofORS 
After 4-6 ho rmus using cra O e suli.tel treatienth coild theasinssmeW thef chen iO 

'jyd1o0@SluousG,,e ORS JaCo rr',olza,e ' q XSe V' .aS, 1"q '40PA .,ce J, j' : ,"a S'o1rfferr 
P 	 Our "$'f w0 SDQ1a 
ftrcld isabovelIyrs acommunity wrwy conafrrdcnowa cems 

xcumrlg. suspte chowsfan iw'oral tetracycine 150in9 Jigair in fiotO'nrdd doua &Of, yS 

* It ofagea#Wcowwfrom 	 " curwq 
qo 	 Mr wrilite thef 

* crild it re/Iydwlo, ).fracycore isnot wtomrinenradfor routineuseinI rcdi ur0.r I yeas ofege 

EXPLAto parent andenusa, tt parent underetonde tsft 
shou.ld tocomer orWirys~iac 


doesnot imrove, orfin)dure /astsmoretOin,2.3 dy.
 
* Child return rf 'i)the chuld shows anyW.gnofdefrydralon, or() thechild 

* Child cainvrfueShould tobrastlead often. 
* Child I.qu-utn usual.shouldnrk more 
" ChildshouIdcontnue eatingsoft foods hkeyogurt hlschs.rrse bananaetc.5 to 7 bmr aday. 
* Afterdurrhu stops. chid S lldeir on@e melexr dayfor twoweJes. 

GIVIIparentaltwo OA packets to take hometo continue traent. 

http:nimi.k,..ft


CLNI== FORM FOR PAAEIS (A-B)
NCALI 


Start giving ORS NOW. Give a cUp of 
ORS to the parent and demonstrate
 
how to give I spoon every minute to the child.
 

I.Record the following information;
 

Name of patient: __Age:--


WeILgt: g=. Nutriton status: Use gro:wth cria-t:i
 

(If Grade III malnutrition refer patient to the doctor).
 

Temperature: ___ _ (if higher then normal treat with tepid 
sponging and ORS. If temperature does not
 
return to normal after I hour, refer patient
 
to doctor).
 

Duration of diarrhoea _ day-s. (if more than 14 days refer patient
 
to doctor.)
 

Hlo0,, it stools: Yet; [3 No C3 ( if blood is present refer case to
 
doctor.)
 

Presence of 
other illnesses: 

( If other illnesses are present refer patient to doctor). 

Fluids given during diarrhoea : Breastmilk Yes [] No Li 
Other milks Yes [I No N 
ORS Yes N No N 
Other fluids Yes [H No N 

If fluid therapy inadequate give fluid advice). 

Foods given during diarrhoea: Yes [I No [I 

( If food therapy inadequate give feeding advice.) 

2.Assess for Signs of Dehydration,
 

Assess the grade of dehydration using the Assessment chart below.
 

III. EXAMINE THE CHILD AND USE THIS CHARTTO SELECTTHE TREATMENT PLAN fCircleAnsw 
MILD-To-MODERATE SEVERE 

NO Dehydration (SOME) Dehydration Dehydration Or"I o400emb
Plan-A Plan-B Plan-C , ENr. Ochs:, 

Oiarrhoua t Less han 4hlqukJ btooisduy liQuid soolzidayq4-t0 Moretir&nto lIquid stools/day

Vomiting None orsmall amount Some Very frequent

Thirst 1 Normal Greater than Normal Unableto drink
 
Urine I Normal A small amount Noirine for8 hours
 
Condition WOl, alan Unwell, sleepy. irritable Very Sleepy, unconciou3. 

floppy or havingq Ilis 
Fontanelle Normal Sunken Very sunken
 
.Eyes Normal Sunken Very dry.& sunken
 
Tears Present Absent Absent
 
Mouth &Tongue Wet Dry Very dry
 
Breatlina Normal Very last
Faster than normal and doep

Skin Pinchgoes back quickly Pinch goes back o'1M Pinchgoes back very slowly

Pulse Normal Faster than normal Verylast, weak, can't feel 

S~~ort(,.ft ,Wo6,ft , = Iu,( 
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4. 

Treatment Flin Sele cted: 

Type of fluld to be given: 

_ 

Amount of fluid to be given in the first 4-6 hours : 

5. Treatment 

1 hour 

given:- (s-peCify volume 
time period.) 

INFUT 

of f u~ld 

OUTPUT 

actually 

(stools, 

ta C-ir 

voin±ts, 

d 

ur . 

2 hours 

.3- hours _ 

4 hours 

5 hours 

6 hours 

.. Signs of Improvement observed:-

At time of discharge.
 

7. Instruction-s given to parent:-


Comments.
 

Note down any problems you encountered and questions to iAter"
 
discussion:



TREATMENT PLANS
 
Degree AGE OF CHILD 

of Dehydration ...... 
Up to 4.6 months (exclusively breastfed) More than 4-6 months (partially breastfed) 

NONE o Breastfeed more ohen. 
o Breastfeed more often o Give more fluids such as rice water(Plan.A) lassi, plain water and ORS. 

o Continue soft foods such as khichriyogurl and mashed banana 

0-11 MONTHS 1-4 YEARS 5YEARS & OVER 

MILD First 4-6 hours First 4-6 hours First 4-6 hours 
TO ORS ORS ORS
 

MODERATE 200-600 ml or 1/4-1/2 seer 600-800 ml or 1/2-3/4 seer. I to 2 litres or Ito 2 seers 
(SOME) 

(Plan-B) ____ 

___10-20 ml ORS per kilogram body weight per hour 
First 4-6 hours First 4-6 hours -F;rst-4-6 hours.. 

400-750 nl Ringers Lactate 1-1.5 litres Ringers Lactate 2 litres Ringers Lactate 
SEVERE Intravenous intravenous intravenous 

(25 m!ifIgihr). (30 ml/kgihr) (30 mllg.hr). 
(Plan-C) Then ORS as above j Then ORS as above Then ORS as above 

112 large cup (100 ml) ORS 1large cup (200 ml) ORS 2 large cups ORS 
or other fluids per stool or other fluids per stool or other fluids per stool 

MAINTENANCE .
IHOME TREATMENT CONTINUE FEEDING THE CHILD OFTEN 

IFCHILD WANTS MORE WATER, GIVE IT 

' SUPERVISORY CHECKLIST 

FIND OLT WHETIIER PARENT IS ABLE TO DM OR EXPLJI THE FOLLOWING 

* (If parent is nabale, then teach parent again) 
Yes No 

1. Need for home fluids (like breastmilk rice water, lassi, plain water) 
2. How to mix ORS 
3. How to give ORS (how much, how often, how long) 
4. Need to continue breastfeeding 
5. Need to continue feeding fr)m 4 to 6 months of age (how much, how often, how long) 
6. When to bring child back finciudin sgns of dehydration) 

7. Prevention of diarrhoea (handwashing & breastfeeding) 
8. Need for up to date immunization for mother and child. 
9. MOTHER'S LEAFLET GIVEN AND EXPLAINED 

Ask parent to teach these things to all their relatives and neighbours 
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PAKISTAN DIARRHOEA TRAINING UNIT PROGRAMME.
 

BASIC AND ADDITIONAL SKILLS CHECKLIST (A-1O)
 

FOR PARAMEDICS.
 

Name of 	Participant:
 

Name of Health Facility:
 

Name of Trainer/Observer:
 

Date:
 

This Skills Checklist has 2 purposes:
 

1. Participants should use it 
as a guide for checking their ow

skills or other participants' skills.
 

2. Trainers should use 
it when they evaluate how well students perfo

the basic and additional skills.
 

After observing the participant performing 
these skills, enter a
rating and comments in the appropriate columns.
 

Rating: 	I = Inadequate
 
2 = Needs Improvement
 
3 = Adequate.
 

This log certifies that
 

has successfully demonstrated competence and earned
 

certification in 
these basic skills: YES []
 

in these additional skills 
 YES []
 

Name of Examiner : 
 Date: _
 
I' 

A 



--- ----------------------------------------------------------------

- --------------------------------------------------------------

-- -- -- -- --- --- -- --- ----

BAS SKTLL . CHECKLIST EM PARAMEDICS. (A-IO) 

To manage all diarrhoea cases
 
that come to your h-!alth facility
 
use your handout (A-3) as a
 
reference and follow these steps: YES NOIRAT NG COMMENTS.
 

I.SET UP AN ORT TROLLEY WITH:

1.1 	ORS packets.
 

1.2 	Water in container (few litrei)
 

I.3 	Litre container with lid.
 

.4 Stirring spoon.
 

1.5 	Cups and spoons.
 

1.6 	A selection of containers 
from the local bazaar with 
volumes'written or; them. 

2.AESESS A DIARRHOEA CASE USING
 
THE CLINICAL FORM (A-8).
 

2.1 	Examine child in parents arms.
 

4.2 	 Ask if any blood in the stools.
 

2.3 	Ask if the following fluids
 
were given during diarrhoea:
 
a. Breastmilk.
 

b. Other milks.
 

c. ORS.
 

d. Other fluids.
 

..4 	Ask if foods given during diarrh ea 

.5 Look for these signs of dehydrat on
 
and record them on the assessmen
 
chart (A--3).
 

a. Thirst
 

b. Irritability
 

c. Tearless eyes
 

S--------y------
d. Sunken eyes 

e. Dry mouth ano lips: 



------------------------ 

----

---- ---- --- --------------------------

-- ------------------------------- ------- --- ------------------------

------- ---------------------------- ------- --- ------------------------

-------------------------------------- ------------------------------

------------------------------------ 
------- 

--------------------------------- ---- ---------------------------

--------------------------------- ---- ---------------------------

------------------------------ --- ----- ---------------------

-- --- ---------------------------------

-- ------------------------ 
--- ----- -------------- 

----

YES NO RAT NG 
 COMMENTS
 
f. Listlessness 


.
 

-g. Sunken fontanelle in 
----

infants
 
---------------------------------------------. 


h. Deep and rapid breathing
 
----~-----------------------------

i. Skin pinch goes back slowly
 

----------------------------------------j. Rapid heartbeat ------ -------------------- -- -
K. Weak, rapid Pulse "- - . .. 

.DETERMINE GRADE OF DEHYDRATION
 
AND SELECT TREATMENT PLAN.
 

'.1 	No Dehydration, Plan A.
 

3..2 	Mild-Mbderate Dehydration, Plan 
B.
 

-..3 	Severe Dehydration, Plan C.
 

.REFER THE FOLLOWING 5 COMPLICATEE
 
CASES TO THE DOCTOR:
 

4.1 	Severe Malnutrition.
 

4.2 	High fever that does not go do --------------------
after I hr. with tepid spongin
 

.3 Diarrhoea for 
over 14 days.


.4 Blood in the stools.
 

.5 Severe Dehydration.
 

OR CHILDREN WITH NO DEHYDRATION 
(Plan A) AND FOR ALL DIARRI A CASES
 
EFORE THEY GO HOME DO THE FOLLOWING:
 

L5.DEMONS'hRATE ORS PREPARATION:
 

.1 Wash hands.;
 
-- ~ 


5.2 	Pour I litre/seer or 4 pao
 
sized glasses of clean
 
water into a container.
 

5.3 	Empty a whole packet of
 
ORS into the water and
 
stir with a clean spoon.
 

-
 -
 -
 -
5.4 	Cover container.
 



------- ---------------------------------------------------------

--------------------------- --- ---------------------------

--------------------------------------------- ----------------------------

------ --------------------------------- -----------------------

------ ---------------------------------------------------------

------- -------------------------------------------------------

YES 	NO RA ING COMMENTS
 

5.5 Explain that after 24 hours
 
any ORS left must be thrown
 
away and a fresh litre made.
 

5.6 	Check parents can do or 
explain these 5 steps. 

.DEMONSTRATE ORS ADMINISTRATION:
 

6.1 	Give ORS with cup and spoon.
 

6.2 	Give ORS with child sitting u).
 

6.3 	Give a spoon every minute. If
 
child wants more, give more.
 

6.5 	Give half to one glass after
 
each stool or vomit.
 

6.6 	If child vomits, wait 10
 
mins then give ORS more
 
slowly every 2-3 minutes.
 

6.7 	Check parent can do or
 
explain these 5 steps.
 

7.GIVE PARENT 2 ORS PACKETS
 
TO TAKE HOME.
 

B.TEACH PARENT THE 4 RULES
 

OF HOME TREATMENT:

.1 Give more fluids.
 

3.2 	Continue foods 
(including breastmilk) 

.7 Bring child back if signs of
 
dehydration develop or child
 
is not getting better.
 

8.4 	Help to prevent another
 
diarrhoea episode by:
 
washing hands before touchin
 

food, breast-feeding and
 

NOT 	bottlefeeding. __J ...................
 



YES NO RAT NG COMMENTS
 

9.USE 3 STEPS TO GOOD COMMUNICATION: 

9.1 Ask parent what they do. ---- -------- ----------------------------------------------------
9.2 Explain the 4 rules. 

---- ---- --- ---------------------------------------------------
9.3 Ask parent to repeat 4 

rules in their own words. 

the skill has
"YES" column ii 

YES & NO Column: Write Yes in the 


been performed
 
the "NO" column if the skill has not
 

Write No in 

been performed.
 

I = Inadequate.
Rating scale: 

2 = Needs Improvement.
 

3 = Aequate.
 

For any comments about performance of 
the skill.
 

Comments Column: 




------------------------- ---- --- ----- -------------------------- -

---------------- ---------- ----- --- ---- ------------------------

---------------------------------------------------------

----- ------------------------------ 
---------------------------

---------------------------------------------------------------

---------------------------------------------------------------

- - - - - - - - - - - -

--------------------------------

---------------------------- --- --- ----- -------------------------

-----------------------------------------------

ADDITIONAL SKILLS CHECKLIST, F PArj;M[pjC (A-IO).2 


To manage diarrhoea cases with
 
Mild-Moderate Dehydration and
 
Severe Dehydration in the ORT
 
unit and Inpatient Ward
 
follow these steps and use YES NO RAT NG 
 COMMENTS.
 
the handout (A-3) for reference.
 

I-WEIGH THE CHILD:
 

1.1 	Explain to parent what you
 
are doing.
 

,. Check scales are on zero.
 

0 --k aarent to -9move _,iild's
 
clothes leaving one thin layer.
 

1.4 	Place child on scales.
 

1.5 	Record weight in Kgs. 

2.CALCULATE NUTRITIONAL STATUS
 
USING A GROWTH CHART.
 

2.1 	Ask parent the child's
 
age and month of birth.
 

2.2 Find the child's age on the
 
horizental scale of growth
 
chart on the back of the
 
Clinical 
Form.
 

.3 Find the child's weight on
 

th2 	vertical scale.
 

2.4 Make a mark where these 2 
lines meet. 

- -	 - - - - - - --------------------- ----.-- 
2.5 	Check to see whether the mark
 

falls into the Normal., rade 1,
 
Crade 11 or Grade III part of
 
the growth chart.
 

2.6 	Record the nutritional status.
 

.TAKE TEMPERATURE UNDER ARM.
 

.1 If high demonstrate to parent 

how 	to tepid sponge child.
 

.2 Take temperature again in I hr.
 

.3 If still high refer child to
 
df,-tor.
 



----------------------------------- -----------------------------

----------------------- ----------------------------------------

-------------------------------- ---------------------------------

------ -----------------------------------------------------------

------ -----------------------------------------------------------

----------------------------------- -------------------------

-----------------------------------------------------------

--------------------------------------------------------------------

------------------------------------------------------------- 

----------------------------------------------------------

--------------------------------- ----- -----------------

YES 	NO RATING COMMENTS
 

.RECORD INFORMATION IN ORT
 
REGISTER (if used in your
 
Health Facility).
 

5.SELECT AMOUNT OF ORS REQUIRED
 
IN 4-6 HOURS (preferably using
 
weight rather than age to
 
calculate volume).
 

5.1 	Calculate using 10-20 ml ORS
 
per Kg. body weight per hour.
 

6.MONITOR 	AMOUNT OF ORS GIVEN
 
AND RECORD THIS ON PATIENT'S
 
INPUT/OUTPUT SHEET.
 

6.1 	Record name of child on input/
 
output chart.
 

6.2 	Record amount of ORS required
 

6.3 	Record time ORS was started.
 

6.4 	Record every 201) ml cup given.
 

6.5 	Add extra ORS for every
 
stool/vomit and record amount:
 

Under 1 yr. give extra 100 mls
 
for every stool or vomit.
 

Over I yr. give extra 200 mls. 

7.ADMINISTER ORS AND TEACH
 
PARENT TO ADMINISTER ORS.
 

7.1 	Show parent how to give a
 
spoon of ORS every minute
 
using-the seconds hand of
 
the ORT unit clock as your
 
reference.
 

-
7.2 	Deal with difficulties
 

administering ORE"
 

Explain that if a child is
 
thirsty he will drink the
 
ORS too quickly and vomit.
 

Explain ORS helps to reduce
 
the vomiting.
 



--------------------------------------- ---------------------------

-- - -- --- - ----- - ----- ---- --- - - -----------------------

YES 	NO RATING COMMENTS.
 

8 REASSESS HYDRATION STATUS
 
EVERY 1-2 HOURS USING THE
 
ASSESSMENT CHART (A-3).
 

9.ENCOURAGE MOTHER TO
 
CONTINUE BREASTFEEDING.
 

9.1 	Deal with any breastfeeding
 
problems she may have.
 

l0.GIVE SOFT FOODS LIKE KITCHRI,
 
BANANA, YOGHURT TO CHILDREN OVER
 
4 MONTHS AS SOON AS THEY CAN EAT.
 

10.1 	 Prepare this food every day o 
ask parents to bring from baz ar. 

11.SEND CHILD HOME WHEN ALL SIGNS UF
 
DEHYDRATION HAVE DISAPPEARED.
 

FOR CHILDREN WITH SEVERE DEHYDRATIUN
 
TREATED WITH IV THERAPY:
 

12.MONITOR THE AMOUNT OF IV FLUID
 
REQUIRED AND GIVEN ON AN
 
INPUT/OUTPUT CHART.
 

13.MONITOR PATIENTS HYDRATION STATUS
 
REGULARLY AND RECORD FINDING,
 
EVERY 2 HOURS UNTIL PATIENT IS
 
REHYDRATED, THEN EVERY 6 HOURS.
 

17.1 	Call doctor if hydration 
status is not improving. 

13.2 	Check for signs of over
 
hydration like eye swelling.
 

14.ENCOURAGE PARENT TO START THE
 
FOLLOWING AS SOON AS CHILD CAN
 
DRINK AND EAT:
 
1. 	ORS.
 

2. 	Breastfeeding,
 

3. 	Soft foods.
 

15.DISCONTINUE 	IV THERAPY AS SOON
 

AS APPROPRIATE (usually within
 
hours of initiation.)
 



PAKISTAN'S NATIONAL DIARRHOEA TREATMENT POLICY 

ORAL REHYDRATION THERAPY(ORT): ORS + BREASTMILK + FOOD 
e All diarrhoea cases will drink ORS (or other fluid) prior to leaving.
 
e All parents will be taught how to mix ORS
 
a All parents will be taught how to gq,,,
ORS (how much, how often, how long). ORS will be given using a cup and spoon 

or dropper 
9 Special care attention will be given to neonates, especially low birth weight, to avoid excessive use of ORS.Breastfeeding will be encouraged and assisted where needed. 
* All parents will be given 1 to 2 ORS packets for home use. 

BREASTFEEDING 
e Breastfeeding will be encouraged for all infants and continued even during rehydration. 

CONTINUED FEEDING 
e Feeding appropriate for age will be encouraged to start no later than 4 hours after start of rehydration. 
a Milk feeds will not be diluted but m2y be mixed with cereals and can be offered during maintenance. 
e No feeding bottles will be used. 

DRUGS 
• No anti-diarrhoeal, antiemetic. antispasmodic drugs will be used or prescribed for diarrhoea in children, especially under 

5 years. 
e Antibiotics will be used 	only for specified indications to be recorded on the patient record whenever used. This willgenerally be reserved for bloody dysentery or other systemic infections. Only a single antibiotic will be prescribed. 

IV THERAPY 
* I.V. will be used only for severe dehydration as demonstrated by objective findings recorded on the patient record form. 
* I.V. will be used only for rehydration and stopped within 6 hours of initiation. 
a Ringer's lactate is preferred but 0.9% Saline with 5% Dextrose is an acceptable alternative. Glucose/Dextrose solution

alone will not be used. 
* Patients on I.V. will be started on ORS as soon as they can drink. 

IMMUNIZATION 
* Ensure that no child leaves before its immunization is up-to-date (especially measles). Similarly, the mother should be

given IT immunization. 

HYGIENE 
a Staff will demonstrate commitment to importance of personal hygiene by washing their hands after handling each 

patient. 

PLEASE ENSURE THAT 

a Parents leave only after they can explain in their own words the following: 

1. The Need for the Child to Drink More Fluids than Usual:
 
- Mix ORS correctly using local measures.
 
- Use ORS correctly offering 1/2 to 1 tea cup for 

each stool or vomit and more if child desires. 

2. The Need for the Child to Continue Eating: 

- Breastfeed, and if 6 months or older, state the food
 V 

and the approximate amount of food to feed child. 

3. 	 When to Bring the Child Back:
 
-
 Explain signs of dehydration and indications to 

bring child back. 

4. How to Prevent Diarrhoea: 
- Explain the importance of handwashing, 

breastfeeding and danger of bottle feeding. 

tional Institute ofHealth, DTU Meeting, March 6-8, 1988 Printed with the courtesy of USAID'..aistry of Health, Government of Pakistan 



PAKISTAN S DIARRHOEA TRAINING UNIT PROGRAMME.
 

TRAINERS' GUIDE.
 

PROTOTYPE AGENDA FOR DOCTORS (A-4)
 

THE TRAINING SESSION:
 

Part 1. Classroom Session
 
-Registration.
 
-Pre-Training Assessment.
 
-Introduction.
 
-Management of Diarrhoea.
 
-Talking with Parents
 

Part 2. Practical Sessior in ORT.
 
-Work with diarrhoea cases 
in OPD, ORT unit, Inpatients.
 
-Case presentations.
 

Part 3. Joint Session.
 
-Joint trainig with paramedics.
 
-Pakistan's National Diarrhoea Treatment Policy.
 

THE PLANNING SESSION:
 

Part 1. Health Facility Visit.
 
-Visit OPD, ORT unit, Inpatients to observe diarrhoea management
 
-Record observations in Diarrhoea Policy Checklist.
 

Part 2. Development of Plan of Action.
 
-Small group discussion of observations.
 
-Complete Diarrhoea Policy Checklist column'0s.
 
-Develop a Plan of Action for improvements.
 
-Discuss Plan of Action with MS/MOIC.
 



The 
 following 
are Prototype agendas,
doctors 
 and 
 " he second the firstikdapted to for the training of 
for the traiig
the different parmedics o
needs and Conditions They can b
 

same. f diffr
cl Sier
't,bUt 
the t...ching content Should remain 
 much 
 th
 
Prototy~p~e AQda For Doctors 
 (A-4).


FOLLOW-UP VISITS 
 STEP'!_. THE TRAINING SESSION
 
R=a-t 
I. CLASSROOM SESSION.
 

Registration.
 
Inauguration.
 

Pre-training 

Assessment.
 

- List doctors' diarrhoea management practices on 
- ry
I tro uct
alk Ob ect ves of fliPchart/board.
TUpra T ce n
Introduction: fP r e (T -i)a
 
- - nrd~oyTalk:
UNICEF video module 23
Objectives of DTU/ORT ui
"Setting up an 
ORT unit." ormn T1
 
Management

Introductoryof Diarrhoea:


Talk:
-
 Aetiology of Diarrhoea
List drugs doctors prescribe fo (T-2).
- Introductory diarrhoea
Talk and Discussion: on flipchart/board.

- Indications 

-

Video 
Introductory

"Vicious Circles,. Part 
for DruQS (T-3)
11
Talk: Management on Imodium.
 

- Give out Medical 
of AcL'te Diarrhoea


officers Handout (T-4).
-E:plain AsseFs=ment Chart and Clinicai Form
(A--).


Sn 
 video mod.ie 1-2 
 and- . .. . ..'n : 
"OT signs of dehydrttioni sse s s er
- E'plain it C har tTre.tmrent 
Chart 
(A-2.


C~as tLtdies: Noe/M'Id-Moderatei'SevererY (CI-5) With dOctors using Handout Dehyrto(A-2) for andTalking reference. ACtt
 
With 


Parents:
- IntroduCtory 
Talk: Importaice of Talkino with Parents (T-5).
E;:Plain
-

- Explain 4 Rules of Home Treatment.
 
- 3 Steps to Good Communication.
Rcle play doctor teaching 
parent 4 rules
- (Trainer 
+ doctor).

Repeat role play (doctor + doctor).
 



Part 2. PRACTICAL SESSION.
 

Practical Session in ORT.*
 
- Work with diarrhoea cases in 	 OFD, ORT unit, Inpatient ward. 
- Use Clinical form (A-7) and Skills Checklist (A-9).
 
-
Use posters P-1,2,3 for reference.
 

Use posters P-4,5,6 for teaching parents.
 
- Set up al, ORT trolley. 
- Demonstrate ORS preparation. 
- Demonstrate ORS administration.
 
Talking with Parents, 4 Rules of Home Treatment.
 

- Case presentations by doctors and discussion. 

This Practical Session is essential for doctors with assigned ORT
duties. It is optional for other doctors and can be substituted withward rounds and role plays/demonstrations in 
the Classroom Session.
 

Part 3. 
 JOINT SESSION.
 

Pakistan's National Diarrhoea Treatment Policy:

- Joint training session with doctors and 
paramedics.

- Display National Diarrhoea Treatment Policy poster (P-3).

- Explain each item in 
the policy (P-3),
 
- Question and 
answer session.
 
- MS/MOIC comments on implementation of policy in health facility.
 

FOLLOW-UP VISITS: 
 STEP 2. THE PLANNING SESSION.
 

Improving Current Diarrhoea Management in 
the Health FaciliLty.
 

Part 1. Visit Health Facility.
 
- Displ y National Diarrhoea Policy poster (P-3).

-
Give out Diarrhoea Policy Checklist (A-l) 
 to each doctor.
 
- Explain the checklist (A-l1).
 
- Visit 
 OPD. ORT unit and Inpatient ward and help doctors r~ccrd
 

their observations in the checklist (A-i).
 

Part 2. Development of 
a Plan of Action.
 
- Use posters F- . and A-li.
 
-
 Small group discussion of observations using checklists (A-li).?- Discuss then fill "Observations" column poster A-il.of 

- DiscL.ss then fill "Diarrhoea Policy Objectives" column of poster A-1iY 	 Discuss then fill "Improvements,Requied, column of poster A-Il.

Discuss then fill "How" B*, wriom" and "When" COL.mns of p.ster 
- D-Scuss Final Plan of Action with MS/MIC. 

-Decide. date of Evaluttiofl Visit., 

~~$$~~ 'x pp't~ onal 

http:DiscL.ss


IN 

PAKISTAN'S DIARRHOEA TRAINING UNIT PROGRAMME.
 

TRAINERS' GUIDE.
 

PROTOTYPE AGENDA FOR PARAMEDICS (A-5)
 

THE TRAINING SESSION:
 

Part" 1. Classroom Session
 
-Registration.
 
-Pre-Training Assessment.
 
-Introduction. 
-Introduction to Diarrhoea. 
-Treatment of Diarrhoea
 
-Limited role of drugs in 
diarrhoea treatment.
 
-When to refer child for help.
 
-Prevention of diarrhoea.
 
-Talking with Parents 

Part 2. Practical Session in ORT. 
-Work with diarrhoea 
cases in OPD, ORT unit, Inpatients.
 
-Case presentations.
 

Part 3. Joint Session. 
-Joint training with doctors.
 
-Pakistan's National 
Diarrhoea Treatment Policy.
 

THE PLANNING SESSION!
 

Part 1. Healthi Facility Visit. 
-Visit OPD, ORT unit, 
Inpztents to observe diarrhoea management.
-Record observations in Diarrhoea Policy Checklist.
 

Part 2. Development of FPlan of Action.
 
-Small 
group discussion of observations.
 
-Complete Diarrhoea Policy Checklist Columns.
 
-Develcp a.Flan of Action for improvements.
 
-Discuss Plan of Action with MS/MOIC.
 



Prototype Agenda For Paramedics. (A-5).
 

Refer to Paramedic Classroom Session Module (A-6) for content and morI
 

detailed training instructions for the Classroom Session.
 

FOLLOW-UP VISIT: STEP 1. THE TRAINING SESSIQN.
 

Part I. CLASSROOM SESSION.,
 

Registration.
 
Inauguration.
 

Pre-Training Assessment.
 
- List Paramedics Current Diarrhoea Management on flipchart/board.
 

Introduction:
 
- Explain the DTU/ORT unit programme (MP-1).
 

Introduction to Diarrhoea. (MP-2).
 
- Assess knowlegde of dangers of diarrhoea.
 
- Explain Dangers of Diarrhoea.
 
- Explain ORT. 


- UNICEF video module I.
 
- Demonstrate Signs of Dehydration (using child or doll).
 
- Paramedic repeats demonstration of signs (using doll)
 
- UNICEF video module 2.
 
- Give out Paramedic Handout (A-3)
 
- Use poster (P-1).
 
-Explain Assessment Chart (A-3) and Clinical Form (A-B).
 
- Discuss Case Studies (C 5-8) using Assessment Char. (A-3%.
 

Treatment of Diarrhoea. Rule 1. Give More Fluids. (MP-.).
 
- Assess knowledge of Home Fluids/ORS.
 
- Explain importance of Home Fluids/ORE.
 
-Demonstrate ORS preparation.
 
-Paramedic repeats demonstration of ORS preparation.
 
-Demonstrate how to mark litre line in a container.
 
- Ue poster P-I.,2 and Handout A-Z.
 
- Explain Treatment Plans. 
- Demonstrate ORE administration and dealing witr problems.
 
-Role Play health worker giving ORS (TraineP + Paramedic).
 
- Repeat role play (Paramedic + Paramedic).
 
- UNICEF video modules 9, 10, £.1.
 
Discuss reassessment of child during rehydration. 
UNICEF video module 23. 

- Discuss role of each paramedic in ORT in the health facility. 

Treatment of Diarrhoea. Rule 2. Continue Foods. (MP-3).
 

- AsseEss knowledge of feeding during diarrhoea. 
- Explain importance of feeding, - .. 
- DiscUss good foods ( :luding breastfeedinci.: " 

-Eplain how rnuti.. h:ow ,ftea
how long,
 
VFo' Plav qgilnrg pea-rt feeding' advice (1 ra.ner P aramedic )
 
epet' cle F'layv(Ppramedic + Paaed.i.).
 

Q, 1,1iC F vtzom-lz1 

i 



The Limited Role Of 

- Assess 

Drugs In Diarrhoea Treatment. (MP-4)knowledge of drugs fur diarrhoea. rite drigs on board.- Display National Diarrhoea Treatment Policy poster (P-3).- E;zplain National Treatment Folicy on drugs.- TV video "Vicious Circles" on Imodium.
Discuss the limited role for, drugs.Role Play advising parent antidiarrhoeals are not needed
Repeat Role (TrainerPlay (Paramedic + Paramedic). Paramedic)
 

Diarrhoea Treatment. Rule 3. When 
to Refer Child for Help. (MF-5)
- E;xplain 5 signs for referral to 
doctor using Clinical Form
- (A-8)Role play referring these signs to 
doctor (Trainer + Paramedic).
- Repeat this role play (Paramedic + Paramedic).
- Ak what signs make a parent bring a child with diarrhoea for help.
- E:plain danger signs 
to bring child for- help.Role play advising parent 
on 
these danger signs(Trainer + Paramedic)
- Repeat role play (Paramedic + Paramedic).
 

Rule 4. Prevention of Diarrhoea. (MP-6).

-Assess knowledge of 
causes of diarrhoea.
 
- Discuss main causes (bottlefeeding, dirty hands)
- E:plain 2 protections. breastfeeding & handwashing.
- Role play advising parent on 2 protections (Trainer + Paramedic).

- Repeat Role Play (Paramedic + Paramedic).
 

Talking with Parents, The 4 Rules of Home Treatment. (MP-7)
- Display Posters P-4,5,6.
- Revise the 4 Rules of Home Treatment using posters P-4,5,6.

- E:plain the importance of early Home Treatment.
 
- Explain 

Role 
the 3 Steps tc, Good Communication. 

-. Play(using 3. Steps to teach Rule 1, E:.tra Fluids. (Trainer + 
atRepe Role Play with Rule Paramedic)2 .(Faramedic + Paramedic).

- Repeat Role Play with all 
 4 Rules (Paramedic + Paramedic).
 

Part 2. PRACTICAL SESSION.
 

Practical Session in ORT.
 
- Diply posters,P-l 
 ,2 4,5.6.
- Supe,,vise...... paramedics.~ i...... OFT setting Up an ORT trolleyanndacin t trolle and1 teacinfg groups_... in gIoupa.;arents OPD, ORT Unit and nt ward. Use'Checklist, (A-IO) and poster Basic SkillsP-i ,3,4, 5,6.
 
- Do e:.it interview 
on parents trained by paramedics.- SU:3ervise paramedics working in ORT unit rehydrating children. UseAdditional S1 ills Checklist (A-I().*
- Do e!it interview on parents trained
- Cse presentations by paramedics 

by paramedics.
and c .. eeal discussicon.
 

- i: ;idd±ion~a1, 
 .l i part oi the Rractical 
 Sessi:n 

for p-arafne.cs zi,.-ignvi 

P 
ORT dtisToiv. p~ira, -Y .::i ofc tne sesi±onbe~ ?ictedulIR~d on a ~ Jay, v.1yIl'ig the 1DTL LHV' to~Q~i h" IyW.uuvtn these pzriainedc i ot-the, OET unit'. 

http:p-arafne.cs


Part 3. JOINT SESSION.
 

National Diarrhoea Treatment Policy. (P-3).
 

Joint training session with doctors and Paramedics.
-

(P-3).
- Display National Diarrhoea Treatment Policy poster 


- E;xplain each item in policy (F-3).
 

- Ask paramedics if they have any questions.
 

-
 MS/MOIC comments on policy implementation in health facility.
 
I 

FOLLOW-UP AISIT: STEP 2. THE PLANNING SESSION.
 

Part 1. Visit Health Facility
 

- Display Diarrhoea Treatmant Policy poster (P-3).
 
literate paramedics.
- Give out Diarrhoea Policy Checklist (A-12) to 

- Explain checklist (A-2). 

Visit OPD, ORT unit, Inpatient ward and help paramedics record -

the Pie-rhoea Policy ChecKlist (A-12)
their observations in 


Part 2. Development of Plan of Action.
 

- Display posters F-3 and A-12.
 

- Small group discussion of observations using checklists (A-12).
 

- Discuss then fill "Observations" column of poster (A-12).
 

fill "Diarrhoea Policy Objectives" column of poster.
- Discuss then 

of poster (A-12).
- Discuss then fill "Improvements Required" column 


column of poster (A-12

- Discuss then fill "How", "By Whom" and When" 


- Discuss Final Plan of Action with MS/MOIC.
 



PAISA DIAROATA NIT ROGRAMME. 

Z4 

PARAMEDIC CLASSROOM SESSION MODULE. 
 (A-6).
 

TRAINER'S GUIDE.
 

T.ime Pr, i. red : Allow, 5 hcurs. 

Pcenda.; Follow Prototype Agenda for Paramedics (A-5). 

,each..nc naterials. Preoerat1an_ Proc d6re. See Section 8.2 


KNOWLEDGE TRAINING OBJECTIVES:
 
On the completion of triaining all the paramedics will 
 be ablie to 
answer basic questions onj the following topics:
PIP-1 Introduction to DTU/ORT unit programme.
 
MP-2 Introduction to Diarrhoea.
 
MF-3 O,-al Rehydration Therapy.

MP-4 The limited 
role of drudgs in diarrhpea treatment. 

-5 When to refer a child for help.( )MF--6 Prevention of Diarrhoea. 
MP-7 Talking with Parents, the 4 Rules of Home Treatment.
 

BASIC SKILLS TRAINING OBJECTIVES:
 
On the completion of training all the paramedics will be able to
perlfc-m the following basic skills:
I. .. ese 'aa arroea/dehn'dration case using the handout (A-.).>7

S2, :,Ee: t: the Trea;tent Plan us-ng the,,hano ut (A-3)
R ,efercomplictateo cases to the doctor.
 
SCet UP an CRT t.ra....e.
 

5. t& JRS prepara'tiop. Tdemons"tra0. £J!montra-e O;' S adiitr~o and deal with vomiting.
7. Teach parents t~le 4 rleS if Home Treatment.
6. Give every parent 22CRS packets to tatke home. 

/i 



DTU and ORT unit programme.
Introduction to 


HOW TO TEACH THIS. 


Call paramedics into one room 

and seat them in a circle so 
that you can make eye contact 
with them all. 


Introduce yourself by name. 


Hold doll. Explain you are a 

parent of a baby with diarrhoea. 

Ask paramedics how they would 


treat your baby in their health 

facility, 


Explain the DTU/ORT unit programme 

briefly and you role in training
 
government paramedics.
 

Ask each paramedic to introduce
 
themself by name and explain thfi.r 
work. List names and designati.ons
 
in your Follow-up Visit notebook.
 

Introduction to Diarrhoea.
 

HOW TO TEACH THIS. 


Ask paramedics: Why is diarrhoea 

dangerous ? 

Explain the 2 killers in diarrhoea 
DEHYDRATION and MALNLUTFTU(4J. 

Discuss the problem in 'zakk.stan 
with over 200,000 deaths eacrh year. 

E;:plain these deaths can be 

prevented with ORT, FLUIDS to 
stop DEHYDRATION and FOODS to 

stop MALNUTRTION. 


Show UNICEF video, module I "ORT". 
Stop video and ask paramedics to 


repeat what they have learnt. 


ElpLain that loss of fluids leads 
to DEHYDRATION. Demonstrate signs of 

dehydratlon using the doll and the 

head-to-toe method. Ask paramedic 
to hc,).d drill and repeet this 
demonstrdLion. 

MAIN POINTS.(MP-i)
 

The Pakistan government plans
 

to establish an OFT unit in
 
every government health
 
facility. The aim of these
 

ORT units is to reduce deaths
 

from diarrhoea. To train health
 
tnrkers in ORT, the government
 

have set up 10 DTUs in major
 
teaching hospitals. The DTU
 
training team, consisting of a
 

physician and LHV, visit health
 

facilities to train the staff
 
and assist them in setting up
 

ORT units.
 

MAIN POINTS. (MF'-2)
 

Why diarrhoea is dangerous.
 
Di'arrhoea is dangerous and
 

kills children quickly. It is
 

the main cause of death in
 
Pakistani children claiming
 

over 200,060 lives each year. 
These deaths are due to losing 

water, salts and nutrients in 
the diarrhoea stools leading c, 
the 2 killers DEHYDRATION and 

MALNUTRITION.
 
Oral Rehydration Therapy., 
DEHYDRATION can be prevented
 
and treated with FLUIDS. 
MALNUTRITION car be prevented
 
and treated with FOODS.
 
ORT = FLUIDS + FOODS. 

When to start ORT. 
Even one watery stool is 
diar-rhoeA. and should be 
treated quickly with OF:T. 

Signs of Dehydration.
 
The signs of dehydration from
 



Show UNICEF module 2 "Signs of 

Dehydration." Stop video and ask 

paramedics to repeat what they

have learnt. 


Display poster P-i and give each 

literate paramedic a handout 
(A-3). 


Explain the Assessment Chart in the

handout 
(A-I) and None, Mild-Moderate,

Severe grades of Dehydration. 


Ask the paramedics to use 
their 

ASSESSMENT CHART, 
to fIll in the 

details for case 
study C-5 and then
 
assess 
the grade of dehydration.

Repeat this with other case studie
 
C-6,7,8.
 

loss of water and salt are
 
Early signs.
 
I. Irritability.
 
2. Thirst.
 

Later signs.
I.Sunken fontanelle (infants)
 
2.Sunken, dry, tearless eyes.
 
3.Dry mouth and 
tongue.
4.Fast., deep breathing.
 
5.Skin pinch goes back slowly.
6 .Pulse is fast and weak.
 

Very late dangerous signs.
 
1. Unable to drink.
2. Sleepy or comatose.
 
3. Pulse absent or very weak.
 

Oral Rehydration Therapy. Rule 1-. Give More Fluids.
 

HOW TO TEACH THIS. 


Hold doll. Explain you 
are a 

parent with a I year old child 

who has diarrhoea. Ask paramedics

which fluids they would recommend, 

Discuss good traditional fluids 

like rice water, 


Ask paramedics what they know 


about LRS. Explain impLrtance of

ORS in replacing salts and 
water. 


Demonstrate ORS preparation using

=ontainers available from the 
local 

bazaar. Explain the 5 points 
of 

preparation. 


Discuss which containers 
are used 

locally and show how 
to mark a
!itre line on 
a container using 

a scratch mark or 
nail polish, 


Ask for a volunteer to repeat the 

demonstration of ORS preparation, 


Explain how to give ORS (when tostart, which container, how much,
how often, how long, vomiting) 

Role play giving ORS with yOU 
as

the health worker using ORT 

MAIN POINTS. (MP-33)
 

What fluids ?
 
As soon as diarrhoea starts,
 
with the first watery stool,

give more fluids like ORS,
 
rice water, lassi, plain
 
water.
 
ORS is a good fluid because
 

it prevents and 
treats
 
dehydration.It contains salts
 

and water to replace those
lost in the diarrhoea stool.
 
ORS also contains glucose, e
 
sugar, which increases the
 
absorption of 
water and 
salts
 

into the body.
How to prepare ORS.
 
i.Wash hands.
 
2.Pour I litre/seer or 
4 pao


sized glasses of clean
 

water into a container.
3.Empty a whole packet of 
ORS
 
into the water and stir
 

with a clean spoon.
4.Cover container.
 
5.After 24 hours throw away
 
any ORS 
left and prepare a
 
fresh litre.
How o gi ORS. 

When to start OS 7 As soon 

http:dehydration.It


equipment and the Treatment: Chart. 


A paramedic plays the part of the 


parent and hold the doll. 


Get 2 paramedics tc repeat this 


role play.
 

Show UNICEF video modules 9, 10, 11. 

om ORS administration and vomiting.
 

Discuss how long a child should 
stay in health facility receiving 


ORS. Use the Assessment Chart and 


give an example of a child with 


signs of mild-mocerate dehydration 


who after 2 hours had fewer signs 


and after 4 hours of r-hydration 


had no signs. Discuss which health 


workers in the health facility wjll 


be responsible for reassessing the 


children bcing rehydrated in the 


ORT unit.-


Show UNICEF video module 23 

ORT unit". Discuss
"Setting up an 


the module. 


Ask the paramedics what they think 


about having an ORT unit in their 


own health facility. Ask each of 


them to describe the role they 


will take in implementing ORT in 


their own health facility. 


as diarrhoea starts.
 
What container to use ? Cup
 

and spoon. NEVER use feedinc
 

bottle. Give ORS with child
 

sitting up, not lying down.
 

How much ORS ? Use TREATMEN 
CHART and child's age ani 
hydration status to select
 

amount of ORS required. Add
 

extra half-I glass ORS per 

stool or vomit to this amou 

of ORS. If child wants more 

ORS then give m.iore. 
How often ? I spoon" every 

minute when signs of
 

dehydration are present.
 

Half to I glass after each
 

stool or vomit when no sign
 

present. Give more ORS if
 

child wants more.
 
How long ? Until diarrhoea 

stops.
 
What to do if child vomits.
 

Wait 10 mins then give ORS
 

more slowly, a spoon every
 

2-3 mins. Vomiting often
 

occurs because child takes
 

ORS too quickly. Frequency
 

should be 1 spoon every mir
 

How long should child
 

stay in health facility ?
 

Until signs of dehydration
 

have gone. Child must be 

regularly examined for sig, 
using Assessment chart.
 

Give 2 ORS packets to take
 

home.
 

Oral Rehydration Therapy. Rule 2. Continue foods.
 

HOW TO TEACH THIS. 


Ask paramedics what feeding advice 


they recommend for a child 


with diarrhoea. Discuss this. 
kitchri are 

very good. Show foods on poster. 
Traditional foods like 


E:xplain the importance of feeding 


during diarrhoea including breast 

MAIN POINTS. (MP-3)
 

Introduction.
 
Foods, including breastmi
 

should be continued durini
 

diarrhoea because feeding 

i.Helps to prevent 
malnutrition. 

2.Increases absorption of
 

water and sa~t into bod 



feeding. Discuss the Vicious cycle 
diarrhoea..malnutrition..diarrhoea. 

Explain how to give foods ( how 
much, how often, how long.) 


Role play with you as the parent 

and a paramedic as the health worker 

giving advice on feeding during 

diarrhoea. The parent has stopped 

food because s/he thought it would 

increase the diar--hoea. Repeat this 

role play with another 2 paramedics. 


Show UNICEF v rco module 14. "Feeding 
during diarrhoea." Discuss this. 


3.Reduces duration of 
diarrhoea.
 

What foods ?
 
Exclusive breastfeeding
 
for infant under 4 months. 
Brestfeeding plus
 
Kitchri, rice, yoghurt and 
banana are all good foods.
 
for children over 4 months 
Foods should be mashed so 
that they are soft and a 
teaspoon of oil added to 
each meal. They should be 
freshly prepared or 
thoroughly reheated. 
How to give foods. 
How much ? I teaspoon per 
month of age ( ie 7 tea
 
spoons at 7 months).
 
How often ? 6 times a day.
 
How long 7 Throughout 
diarrhoea episode and one
 
extra meal each day for 2
 
weeks after diarrhoea
 
stops.
 

The limited role of druqos in diarrhoea treatment.
 

HOW TO TEACH THIS. 


Ask paramedics which drugs are 

used for treating diarrhoea. 

Write answers on a board. 


Show them the Pakiscan Diarrhoea 

Treatment Folicy poster (P-.) and 

discuss the section on drugs. 


Show the "Vicious Circles" video 

part 2 on Imodium. 

F-iscuss the dangers of drugs and 
emphasise that most diarrhoeas 
are self-limiting, 


Ask the paramedics to come up one 

at a time and cross of a drug which 

is not indicated in diarrhoea.
 

Role play a parent demanding d-ugs 
for a child with diarrhoea, with 
you playing the parent and paramedi
playing the health worker. 

MAIN POINTS. (MP-4)
 

The Fakista, Diarrhoea 
Treatment Policy state 
that drugs have a very 
limited role in diarrhoea 
treated. Most diarrhoea 
episodes are self limiting 
and stop in a few days Lt 

out drugs. Antidiarrhoeals 
antiemetics, antispasmodic 
should never be _1Se 
because they are useless 
and sometimes harmful.
 
Antibiotics are used for
 
diarrhoea cases with blood
 
in the stool and shoul
 
always be prescribed by a
 
doctor.
 



Rule 3_. When to refer child for helg. 

HOW TO TEACH THIS. 


Explain the 5 signs in a child 


with diarrhoea requiring referral 


to a doctor by the paramedic, using 


the Clinical Form (A-8). 


list these 5 signs
Ask a paramedic to 


using the 5 fingers of one hand to 


reming them. 


Role play health worker referring 

these signs
a child with one of 


as the health
to the doctor, with you 


worker and a paramedic as the parent. 

Ask 2 paramedics to repeat role play. 


Ask paramedics what makes parents 


a child with diarrhoea to a
bring 

health facility for help. Discuss 


this. Farents should be encouraged 


to bring a child with early signs 


of dehydration like thirst and 


irritablity, rather than later 


signs. 


Explain the danger signs that 


should alert parents to bring their 


child with diarrhoea 
to the health 


facility for help. 


Role play giving advice to parent 


on when to bring child for help 


the health worker and
with you as 

the paramedic as the parent. Get 2 


paramedics to repeat this role play.
 

Rule 4. Prevention of Diarrhoea.
 

HOW TO TEACH THIS. 


Ask the paramedics what causes 


diarrhoea. Discuss the dangers of 


feeding bottles and the protection 


provided by breastfeeding and 


handwashing. 


Ask paramedics how they could 


prevent a child coming back to 


their health fazility with a 


further episode of diarrhoea, 

MAIN POINTS. (MP-5)
 

In health facilitY.
 
If a paramedic finds any
 

of these 5 signs in a chil
 

with diarrhoea s/he should
 

refer child to 
the doctor:
 

I.Severe dehydration ( iv
 

therapy required).
 

2.Blood in 
 stool
 

(antimicrobial required)
 

3.Fever not settling with
 

ORS and tepid sponging
 

(systemic ex.amination
 
by doctor required).
 

.4.Severe malnu.trition
 
(feeding therapy require
 

5.Diarrhoea 
 for more tha
 

14 days ( investigations
 

required).
 
In community/home.
 
If a child with diarrhoea
 

develops any of thec_
 

danger signs, the parent
 

should bring him/her to
 

the health facility, givir
 
on the wa
fluids like ORS 


I.Signs of dehydration li
 

thirst, irritability,
 
sunken eyes.
 

2.Blood in stool.
 
3.Fever.
 
4.Child is not improving
 

with fluids and food at
 

home.
 

MAIN POINTS. (MP-6)
 

Causes of Diarrhoea.
 
by th
Diarrhoea is caused 


child putting dirty thing
 

in his or ner mouth like:
 

1.Dirty water 

2.Dirty food. 
7.Feeding botties. 
Prevention of Diarrhoea. 
Episodes of diarrhoea can 

be greatly reduced by: 



Discuss advice to parents on 

breastfeeding and handwashing. 


Role play giving advice to 

parent on breastfeeding and hand 

washing with you as the health 

worker and a paramedic as the 

parent. Get 2 paramedics to 

repeat this role play. 

I.Breastfeeding a child
 
exclusively ( no other
 
fluids or food) until
 
4-6 months of age.
 

2.Mother washing hands
 
with soap and wate
 
before preparing food o
 
feeding the child.
 

Talking with Parents. The 4 rules of Home Treatment.
 

HOW TO TEACH THIS. 


Display posters P-4,5,6.
 
Ask paramedics what are the 4 

rules of home treatment, 


Explain 4 rules and how they prevent 

deaths from diarrhoea if started as 

soon as diarrhoea starts. 


Explain that parents of diarrhoea 

cases should know the 4 rules 

before leaving the health facility. 

Discuss how the paramedics can 

ensure that this happens. Explain 
the 3 steps to good communication 

with parents. 


Role play a health worker teaching 
a parent who has stopped all fluids 
except breas'milk, using the 
3 steps to good communication: 
Step 1. Checking question. Paramedic 
asks: What fluids have ou given ? 
Parents answer: Breastmilk. 
aramedics reply: That is very good. 
Step 2. Paramedic explains: YOU can 
also give other fluids lik-:e ORS, 
rice water' lassi, plain water. 
Step 3. Checking question. F'aramedic 
asks: What fluids should you give 
your child with diarrhoea 2 

Repeat similar role plays for rules 
2, 3 and 4 using a different pair 
of paramedics for each role play. 

Ask each paramedic to !ist the -1 
rules. Role play paramedic teaching 
all 4 rules to a parent. 

MAIN POINTS. (MP-7)
 

If parents practise these
 
rules at home as soon as
 
diarrhoea starts they will
 
help to prevent their
 
children dying from the 2
 
killers DEHYDRATION and
 
MALNUTRITION. They will 
also reduce the number of 
episodes of diarrhoea. 
4 Rules of Home Treatment. 
I.Give more fluids. 
2.Cortinue foods, ircludin 

oreastfeeding.
 
3.Bring child for help whe
 

danger signs develop.
 
4.Prevent further diarrhoe 

with breastfeeding, hand
 
washing and avoiding
 
feeding bottles.
 

Good Communication.
 
All parents of childre
 
with diarrhoea at thi
 
health facility should be
 
taugh-t these 4 rules. To
 
Ensure that parents leave 
the health facility knowini 
these 4 rules, paramedics
 
should follow these steps
 
for good communication:
 
The 3 Steps.
 

Step 1. Checking question. 
ASK parent how they
 
treat diarrhoea at home.
 
(PRALSE good practices.)
 
Step 2.EXPLAIN the 4 ruies 
Step :.. Checking question. 
ASK parent to EXPLAIN 4
 
rules in their own words. 



I '- -

DIARRHOEA CLINICAL FORM
 
* START GIVING ORS NOW * 

.l' "ne of Health Facilityr
 
t lentiRegistration Number;. Date:
 
Patient Name: Age: [] ,lale [J Femalc
 

. ress: 	 - [] Urban [I Rural 

I. HISTORY OF CURRENT DIARRHOEA EPISODE 

" uratron of Diarrhcea _____days	 ACTIONS TAKEN BY PARENT DURING DIARRHOEA 

2 rotal number of stools in24 hours 1.Breastfeeding [ never [ more L .sval 'esi sic.ocec 
3 Blood n stool . . yes no 2. Other Milks j never more [] s.ai 'ess ,oooec 

Natery stool .A.. [ yes [ ]no 3. Fulds [ never [I more j usual ess stocoec 
L Vomiting fpast 2j noursi . I yes [ Ino If yes, what? 

If yes, number :f t mes 4. Foods f never more '.s ai ess ai:.-cec 
t Abdomin'l Pain yes I no if yes, what) 

Urine (in last 6 rroursi [ yes no 5. Did parent give OPS'9 , 
8 Are other illne3ses ptesent? fI ,es I I no 6 Did parent prepare ORS correctly? es 

If yes. what? 7 Medicine given , -o0 
if yes. what? 

Past history of diarrhoea I I yes [ I no 8. Did parent do anything else for diarrhoea ,es -c 
Ifyes, When? if yes what? 

Conclusion: Action is. [ ] Adequ;'e 	 [ Inadequate 

II. DIET PRIOR TO DIARRHOEA
 
eastfeeding II yes I no
 

" ittle feeding [I yes I no 'f yes vnat? - - How many timesday _ -c. -


Fluids [ 1yes I I no if yes mnat? How many timesday' _ ow say' _
-,: 


coods [ o rno If yes. ,.nat?__ow many !,mesoayl _ ow mut. 'a,',___
 

onclusions: Diet is: [ Adequate [] Inadequate
 

III. 	EXAMINE THE CHILD AND USE THIS CHART TO SELECT THE TREATMENT PLAN Crc~e Answers 
MILD-To-MODERATE SEVERE 

NO 	Dehydration (SOME) DehyCration Dehydration Zr'er orco ems 
Plan-A Plan-B Plan-C F-" C"est etc 

)iarrhoea Less than 4 liquid stools/day 4-10 liquid stools/dav More than 10 liquid stools,day
 
/oreling None or small amount Some Very frequent
 

Lihirst 	 Normal Greater than Normal Unable to drink 
Jrine Normal A small amount No Urine for 6 hours
 
Condition Well, alert Unwell. sleepy irritable Very sleepy. unconcious
 

Sfloppy or having fits
 
Fonta nlle Normal Strnken Very sunken
 
Eyes Normal Sunken Very dry & sunken
 
Tears Present Absent Absent
 
Mouth & Tongue Wet Dry Very dry
 
Breathing Normal Faster than normal Very fast and deep
 
Skin Pinch goes back quickly Pinch goes back slowly Pinch goes back very slowly
 
Pulse Normal Faster than normal Very fast. weak. can't feel
 

Chilr ' No ,9l . of tI o ,or of , g":. 	 :h.0 12 of '- of !". plor. 

ZuV o..f r0I-ncd a. SlEEPE j.hydaI on 

Temperature 0C ___ _Weight 	 in Kgs then plot on Growth Chart 

Immunization: 	 Child (under 2/ears of agei BOG [ ] DPT - Polio I [ ] II [] III [ ] Booster [ Measles [ ]
 
Mother: TTI(] "T11 T TII TT IV[J T V[]
 

IV. ASSESSMENT AND TREATMENT 
1. Duration of rTarrhoea I I'Less than 7 	 P - davsi[1 7- 13 days Persistent (14 
2. Diarrhoea is 	 [ Watery [I Non-watery I Bloody 
3. Dehydration Status 	 [ None [ Mild-Moderate/Some I1Severe 

_A4. Diarrhoea Treatment Plan 	 Nonef [] B (Mild-Moderate,Some) 1 C (Severe) 
5. Nutrition Status 	 [1 Normal [ Grade I [ Grade I [1 Grade Ill 

U. Nutrition Treatment 
'eatment el Other Illnesses/Complications 

8. Medicines prescribed 
9. Immuni,-ation Status 	 [ Up to date [ Not up to date [ Refer for immunization 

V. OUTCOME: []Treated &Sent Home (1Admitted [] Died (God Forbid) 
I I Mother and Child Sent for immunization 

Federal COD Cell, NIH-MOH, GOP I-inted will the Courtesy of USAID 
May90 



TREATMENT PLANS
 
AGE OF CHILDDegree 


of Dehydration
 More than 4-6 months (partially breastfed)Up to 4-6 months (exclusively breastied) 

o Breastfeed more often.
NONE o Give more fluids such as rice water 

o Breastfeed more often 
lassi, plain water and ORS.

(Plan-A) o Continue soft foods such as khichr 
yogurt and mashed banana 

0-11 MONTHS 1-4 YEARS 	 5YEARS & OVER 

First 4-6 hours 	 First 4-6 hoursMILD First 4-6 hours ORS
TO ORS 	 ORS 

600-800 ml or 1/2-3/4 seer. I to 2 litres or 1to 2 seers
MODERATE 200-600 ml or 1/4-1/2 seer. 

(SOME) 

(Plan-B)
 
10-20 ml ORS per kilogram body weight per hour
 

First 4-6 hours
First 4-6 hours First 4-6 hou-s 
2 litres Ringers Lactate400-750 ml Ringers Lactate! 1-1.5 litres Ringers Lactate 

intravenousintravenousSEVERE Intravenous (30 mlfkgihr).(25 mlikg/hr). (30 ml/kgjhr) 

Then ORS as above Then ORS as above
(Plan-C) Then ORS as above 

2 large cups ORS1/2 large cup (100 ml) ORS 1 large cup (200 ml) ORS 
or other fluids per stool or other fluids per stool or cther fluids per stool 

MAINTENANCE 
HOME TREATMENT 	 CONTINUE FEEDING THE CHILD OFTEN 

IFCHILD WANTS MORE WATER, GIVE IT 

SUPERVISORY CHECKLIST 

THE FOLLOWING Yes NoFIND OUT WHETHER PARENT IS ABLE TO DO OR EXPLAI 

ot able, then teach parent again)(If parent is 

1. Need for home fluids (like breastmilk rice water, lassi, plain water) 

2. 	How to mix ORS 
to give ORS (how much, how often, how long)3. 	 How 

4. 	 Need to continue breastfeedilng 

5. 	Need to continue feeding from 4 to 6 months of age (how mucl, how ofen, how long) 

When to bring child back Cincluding signs of dehydration)6. 
7. 	Prevention of diarrhoea (handwashIng & breastfeeding) 

8. 	Need for up to date Immunization for mother and child. 

9. 	 MOTHER'S LEAFLET GIVEN AND EXPLAINED 

Ask parent to teach these things to alltheir relatives and neighboursI 



PATIENT'S PROGRESS SHEET(in ORT unit orward) 

Time fluid theraoy started
Pine of Arrival: 

History on ___ HOUB$SAETEB ARRIVAL- . . 
HISTORY Arrival At 2 hours At 4 hours At 6 hours At 12 hours 

Number of Stools
 
I sodes of vomiting
 
L ne output
 
ORS given (Total)
 
, her fluids given (Total)
 

od given
 
,ledicines prescribed
 

01 F!uid given (olurnei
 
.INICAL STATUS 014 ARRIVAL
 

General Appearance
 
mIntanelle
 
es 

;ears tpresent or absentl 
Mouth and Tongue 

in Turgor 
.spiration per minute) 

Temperature C) 
eight lkql 
SSESSMENT AND TREATMENT ON ARRIVAL 

Dehydration Status 
•eatment Plan Chosen 
otal Fluid Input 

Total Fluid Output 
"otal Fluid now Advised 

STOOL EXAMINATION 

pH Naked eye examination 

Reducing substances Microscopic examination 

INTAKE-OUTPUT CHART 
FLUID INPUT FOOD FLUID OUTPUT 

TIME ORS BREASTMILK (Name and quantity) URINE STOOL VOMIT REMARKStmis) (how many times) (No) (No) iNo.1 

FOLLOW-UP VISITS (Plot weights on Growth Chart on back page) 

DATE WEIGHT CLINICAL NOTES ADVICE 
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F EM PARMEDICS, (A-B)Start giving ORS NOW. Give a cup of OfiS to 
the parent and demonsr,,Lt
how to give I spoon every minute to 
the child.
 

I.Reor 
the following 
information; 
Name of patient: 

Age : --------

Weight: _Kgs. 
 Nutrition status: 
Use growth chart
 
(If Grade III malnutrition refer patient to 
the doctor).
 
Temperature: 
 (if higher 
then normal 
 treat 
with tepid


sponging and ORS. If 
temperature does not
return 
to normal after f hour, refer patient
 
to doctor).
 

Duration of 
diarrhoea 
 _ days. (if more 
than 14 days refer patient
 

to doctor.)

Blood in stools: Yes [I No [I ( if blood is present refer case to 

doctor.) 
Presence of other illnussjes: 

( If other illnesses are present refer patient 
to doctor).
Fluids given during diarrhoea : Breastmilk 
 Yes C) No [] 
Other milks Yes C] No [I
ORS Yes N] No 
[J

Other tluids 
 Yes Nl No L.
 

If 
fluid therapy inadequate give fluid advice).
 

Foods given during diarrhoea: Yes Nl No C3
 

( If food therapy inadequate give feeding advice.)
 

2.E21esl fo Sions g.~.Dehydration, 
Assess the grade of dehydration using the Assessment chart below. 

III. EXAMINE THE CHILO AND USE THIS CHARTTO SELECTTHETREATMENT PLAN(CiraeMsw 
MUZD-To-MOERATE SEVERENO Dehydration

Plan-A (SOME) Dehydration Dehydration O p ,.Plan-B Plan-C * ENr. cri..oiarrhoua Loss -than4 liuid b1od1SAd "4.10liuidsooldayVomillno None o smail amount some 
Morehan10liuid stoosday ______ 

Thirsl Normal Greater itian NormaJUrine I Normal Unable to drlnkA small amount No Urine fo 6 hours.• C'oneltlonn 1
Unwed, sleepy, Irritable Very slepy, unconclous, 

on-a-4e i NormajE_ Sunken _ Normal -a- sunkSunken VXnLan 

w resnt AyAMouth - s ntTongue Dry very dry

tNormlFa$or than norntilSkin Pinch backi qkgny 
Very fast and dUepnos 

u~1-0 - ow- ..' N. q.40 Pinch noes back slowly iInch noes back very slowly Tl-g_____-Enal rn Ver ff wCk, nt foo 

IVA
 

- f -i~ Qri~ I.-A 
Cq N C _b~' 

I 



3. Treatment Plan Selected:
 

4. Type of 
fluid to 
be given:
 

Amount of fluid to be given in the 
first 4-6 hours 
•
 

5. Treatment given:- (specify volume of 
fiuid actually taken 
anc
 
time period.)
 

INPUT 
 OUTPUT (stools, vomits, U 

I hour 

2 hours 

3 hours
 

4 hours
 

5 hours
 

6 hours
 

6. Signs of improvement observed:-

ft 2of dischargeq. 

7. Instructions given 
to parent:-


Comments,
 

Note down any problems you encountered and questions 
to
 
discussion: 



L 

TREATMENT PLANS
 
o Dgree AGE OF CHILD 

Up to 4-6 months (exclusively breastfed) More than 4-6 months (partially breastfed) 
NONE 

(Ptan-A) 
o Breastfeed more often 

o Breastfeed more often. 
oGive more fluids such as rice water 

lassi, plain water and ORS.0 Continue soft foods such as khichri 

0-1 1MONTHS 1-4 YEARS 
yogurt and mashed banana 

5YEARS & OVER 

MILD 
TO 

MODERATE 
(SOME) 

First 4-6 hours 
ORS 

200-600 ml or 1/4-1/2 seer. 

First 4-6 hours 
ORS 

600-800 ml or 1/2-3/4 seer. 

First 4-6 hours 
ORS 

i to 2 litres or 1 to 2 seers 

(Plan-B) 
_ 

10-20 ml ORS per kilogram body weight per hour
First 4-6 hours First 4-6 hours First 4-6 hours400-750 rmlRingers Lactate! 1-1.5 Itres Ringers Lactate 2 litres Ringers LactateSEVERE 
 intravenous intravenous intravenous(25 mlikglhr). (30 ml/kgihr) (30 ml,'kgihr).(Plan-C) Then ORS as above Then ORS as above Then ORS as above 

1,12 large cup (100 ml) ORS 1 large cup (200 ml) ORS 2 large cups ORS 
or other fluids per stool or other fluids per stoolMAINTENANCE or other fluids per stool....
'OME TREATMENT CONTINUE FEEDING THE CHILD OFTENIFCHILD WANTS MORE WATER, GIVE IT. 

I. SUPERVISORY CHECKLIST 

FIND OUT WHETHER PARENT IS ABLE TO fM OR E.XLAIN THE FOLLOWING 
(If
parent Is =o able, then teach parent again) Yes No 

1. Need for home fluids (like breastmilk rice water, lassf, plain water) 
2. Huw to mix ORS 
3. How to give ORS (how much, how often, how long) 
4. Need to continue breastfeeding
5. Need to continue feeding from 4 to 6 months of age (how much, how often, how long)
6. When to bririn: child back (including signs of dr lydration) 
7. Prevention of diarrhoea (handwaahing & breastfeedina)
8. Need for up to date Immunization for mother and child. 
9. MOTHER'S LEAFLET GIVEN AND EXPLAINED 

Ask parent to teach these things to all their relatives and neighbours 

i0
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PAKISTAN DIARRHOEA TRAINING UNIT PROGRAMME.
 

BASIC AND ADDITIONAL SKILLS CHECKLIST (A-q)
 

FOR DOCTORS.
 

Name of 	Participant:
 

Name of Health Facility:
 

Name of Trainer/Observer:
 

Date:
 

This Skills Checklist has 2 purposes:
 

1. 	Participants should 
 use it as a guide for checking their own
 
skills or other participants' skills.
 

2. 	Trainers should use it when they evaluate how well students perform
 
the basic and additional skills.
 

After observing the participant performing these skills, enter a
 
rating and comments in the appropriate columns.
 

Rating: 	1 = Inadequate
 
2 = Needs Improvement
 
3 = Adequate.
 

This log certifies that
 

has successfully demonstrated competence and earned
 

certification in 
these basic skills: YES E]
 

in these additional skills YES []
 

Name of Examiner : 
 Date:
 



---------------------------------------------------------

----- ------------------------------------------------------------

--------------------------------------------

----------------------------------- ------------------------------

-------------------------- ---------- -----------------------------

------------------------------ - - - - --

-------------------------------------------- 

BASIC SKILLS CHECKLIST FOR DOCTORS. (A-9)
 

To manage all diarrhoea cases
 
that come to your health facility
 
use your handout (A-2) as a
 
reference and follow these steps
 
or teach paramedic staff to
 
follow these steps: 	 YES NO RATING COMMENTS.
 

1.SET UP AN ORT TROLLEY WITH:

(or teach a paramedic how to.)
 

1.1 	ORS packets.
 

11.2 	Water in container (few litres)
 
~.---- -

1.3 	Litre cnntainer with lid.
 

1.4 	Stirring spoon.
 

1.5 	Cups and spoons. 

1.6 	A selection of containers
 
from the local bazaar with
 
volumes written on them.
 

2.ASSESS A DIARRHOEA CASE USING
 
THE CLINICAL FORM (A-7).
 

2.1 	Determine his-tory of present
 
diarrhoea episode.
 

----------------------------	 ---------- -------------------------- -.

2.2 	Determine diet prior to diarrhcea.
 

2.3 	Assess hydration status using
 
Assessment Chart.
 

2.4 	Select Diarrhoea Treatment Plan
 
I----------------------------------------------------------------------------


None A.
 

Mild-Modjerate 8,
 
~-


Severe C.
 

2.5 	 Weigh child, use growth chart
 
to determine nutrit.on status:
 

Normal.
 

Grade I Malnutrition.
 

Grade 11 Malnutrition.
 

Grade III Malnutrition.
 

http:nutrit.on


- ------------------------------ ---- ---------------------------------

-----------------------------------------------------------------

YES 	NO RATING COMMENTS.
 

2.6 	Determine treatment of other
 
illnesses/complications.
 

I------------------------------------------------------------------------------------------------------
2.7 	Prescribe aporopriate medicines
 

.2.8 	Assess immulLnization status and 
refer if necessary.
 

'2.9 Decide whic:h cases need to be
 
sent home, to the ORT unit and
 
to the ward.
 

'FOR CHILDREN WITH NO DEHYDRATION (Plan A) AND FOR ALL DIARRHOEA CASES
 

BEFORE THEY GO HOME DO THE FOLLOWING:
 

3.DEMONSTRATE ORS PREPARATION:
 

(or 	teach a paramedic to:)
 

3.1 	Wash hands.
 

3.2 	Pour I litre/seer or 4 pao
 
sized glesses of clean
 
water into a container. 

1., Empty a whole packet of 
ORS into the water and
 
stir with a clean spoon.
 

-.4 	Cover container.
 

.5 E-plain that after 24 hours 
any ORS left must be thrown
 
away and a fresh litre made.
 

,.6 Check parents can do or 
explain these 5 steps.
 

4.DEMONSTRATE ORS ADMINISTRATION:
 

(or teach a paramedic to:)
 

4.1 	Give ORS with a cup and spoon.
 

4.2 	Give ORS with child sitting up.
 

4.3 	Give a spoon every minute. If
 
child wants more, give more.
 

4.5 	Give half to one glass after
 
each stool or vomit.
 



--------------------------------

YES NO RATING 	 COMMENTS.
 

4.6 	If child vomits, wait 10
 
mins then give ORS more
 
slowly every 2-3 minutes.
 

4.7 	Check parent can do or
 
explain these 5 steps.
 

5.GIVE PARENT 2 ORS PACKETS
 
TO TAKE HOME.
 

6.TEACH PARENT THE 4 RULES
 
OF HOME TREATMENT:

----------------------------------------------.
 
(or 	 teach paramedic to expla n:) 

16.1 	Give more fluids.
 

6.2 	Continue foods
 
(including breastmilk) 

6.3 	Bring child back if signs of 

dehydration develop 	or chilJ
 
is not getting better. 

6.4 	Help to prevent another
 
diarrhoea episode by:
 
washing hands before touchi g
 
food, breast-feeding and
 
NOT 	bottlefeeding.
 

7.USE 3 STEPS TO GOOD COMMUNICATIO
 

7.1 	 Ask parent what they do. 

7.2 	 Explain the 4 rules. 

7.3 	Ask parent to repeat 4
 
rules in their own words.
 

YES 	& NO Column: Write Yes in the "YES" column if the skill has
 
been performed
 
Write No in the "NO" column if the skill has not
 
been performed.
 

Rating scale: 	 I = Inadequate.
 
2 = Needs Improvement.
 
3 = Adequate.
 

Comments Column: 	 For any comments about performance of the skill.
 



-------------------------------- ----------------------------------

------------------------ ------------------------------- -------

---------------------------------- ------------------------------ --

ADDITIONAL SKILLS CHECKLIST FOR DOCTORS. (A-9).
 

To manage diarrhoea cases with
 
Mild-Moderate Dehydration and
 
Severe Dehydration in the ORT
 
unit and Inpatient Ward use your
 
handout (A-2) for reference and
 
follow these steps or teach para
medic staff to follow these steps: YES NO RATING COMMENTS.
 

I.WEIGH THE CHILD:
 
1.1 	Explain to parent wha.t
 

You are doing.
 

1.2 	Check scales are on :ero.
 

1.2 	Ask parent to remove child's
 
clothes leaving one tLhin layer.
 

1.4 	Place child on scales.
 

1.5 	Record weight in Kgs.
 

2.CALCULATE NUTRITIONAL STATUS
 
USING GROWTH CHART.
 

2.1 	Ask parent the child's
 

age and month of birth.
 

2.2 	Find child's age on the
 
horizental scale of
 
growth chart on the back
 
of the Clinical Form.
 

-------------------------------------------..--
2.3 Find the child's weight
 

on the vertical scale.
 

2.4 	Make a mark where these
 
2 lines meet.
 

2.5 Check to see whether mark
 
falls into the Normal,
 
Grade 1, Grade 11 or Grade
 
III part of the growth chart.
 

-----------------------------------------.
 
2.6 	Record the nutritional status.
 

3.RECORD INFORMATION IN ORT
 
REGISTER (if used in your
 
Health Facility).
 



------------------------------------------------------------ ---

---------------------- - ------------------------------

------------------------------------------------------------------

------------------------------ -------- --------------------------

YES 	NO RATING COMMENTS.
 

4.CALCULATE VOLUME OF ORS
 
REQUIRED IN 4-6 HOURS
 

(using weight rather than
 
age to calculate volume).
 

4.1 	Calculate using 10-20 ml/Kg/hor. 

5.MONITOR AMOUNT OF ORS GIVEN
 
AND RECORD THIS ON PATIENT'S
 
INPUT/OUTPUT CHART.
 

5.1 	Record name of child on
 
input/output chart.
 

---------------------------------------------. 	 .. 

5.2 	 Record amount of ORS required 

5.3 	 Record time ORS was s tarted. 

5.4 	Record every 200 ml cup given. 

5.5 	Add extra ORS for every
 
stool/vomit and record amount:
 

---. g----------------------------- ---
Under I yr. give entra 100 mls 

Over I.yr. give extra 200 mls.
 

16.TEACH PARAMEDIC HOW TO
 
ADMINISTER ORS AND THEN
 
SUPERVISE THEM SHOWING PARENT.
 

6.1 	Show parent how to give a 
spoon of ORS every minute 
using the seconds hand of 
the ORT unit clock as your 
reference.
 

6.2 Deal with difficulties
 
administering ORS:
 

Explain that if a child is 
thirsty he will drink the
 
ORS 	 too quickly and vomit. 

Explain ORS helps to reduce
 
the vomiting.
 

7.REASSESS HYDRATION STATUS
 
EVERY 1-2 HOURS USING THE 
ASSESSMENT CHART (A-2).
 



-- ----------------------------------- ------------ -----------------------

--- ------------------------------------- --------------------------------

-------------------- -----------------------

--------------------------- ---- --- ---- --------------------------------- 

YES 	NO RATING COMMENTS.
 

8.HELP PARAMEDIC STAFF ENCOURAGE
 
MOTHER TO CONTINUE BREASTFEEDING.
 

I-------------........-------.-----------...... 
 ...8.1 	Deal with any breastfeeding
 
* 	 questions paramedic staff may ha e. 

9.GIVE SOFT FOODS LIKE KITCHRI,
 
BANANA, YOGHURT TO CHILDREN OVER
 
4 MONTHS AS SOON AS THEY CAN EAT.
 

9.1 	Have food prepared every day or
 
ask parents to bring from bazaar
 

10.SEND CHILD HOME WHEN ALL SIGNS OF
 
DEHYDRATION HAVE DISAPPEARED.
 

FOR CHILDREN WITH SEVERE DEHYDRATION
 
TREATED WITH IV THERAPY:
 

11.CALCULATE IV FLUID VOLUME REQUIRE
 
(using weight rather than age.)
 
Under I year 25ml/Kg/hour.
 

Over I year 0 ml/Kg/hour. 

,12.MONITOR AMOUNT OF IV FLUID
 
REQUIRED AND GIVEN ON AN
 
INPUT/OUTPUT CHART.
 

113.MONITOR PATIENTS HYDRATION STATUS
 
REGULARLY AND RECORD FINDINGS,
 
EVERY 2 HOURS UNTIL PATIENT IS
 
REHYDRATED, THEN EVERY 6 HOURS.
 

13.1 Check hydration is improving
 
I---------


13.2 Check for signs of over
hydration like eye swelling.
 

114.ENCOURAGE PARAMEDICS AND PARENT
 
TO START THE FOLLOWING AS SOON
 
AS CHILD CAN DRINK AND EAT:
 
1. ORS.
 

-

2. Breastfeeding,
 

3. Soft foods.
 

15.DISCONTINUE IV THERAPY AS SOON
 
AS APPROPRIATE (usually within
 
6 hours of initiation.)
 

X\Y
 



PAKISTAN DIARRHOEA TRAINING UNIT PROGRAMME.
 

BASIC AND ADDITIONAL SKILLS CHECKLIST (A-1O)
 

FOR PARAMEDICS.
 

Name of 	Participant:
 

Name of Health Facility:
 

Name of Trainer/Observer:
 

Date:
 

This Skills Checklist has 2 purposes:
 

1. Participants should use it as a guide for 
 checking their own
 
skills or other participants' skills.
 

2. Trainers should use it when they evaluate how well students perfori
 
the basic and additional skills.
 

After observing the participant performing these skills, enter a
 
rating and comments in the appropriate columns.
 

Rating: 	1 = Inadequate
 
2 = Needs Improvement
 
3 = Adequate.
 

This log certifies that
 

has successfully demonstrated competence and earned
 

certification in these basic skills: YES E]
 

in these additional skills YES E)
 

Name of Examiner : 
 Date:
 



--------------------------------------------------------

-------------------------------------------------------

------ --------------------------------------------------------

------- --------------------------------------- -----------------

--------------------------------------------------------

---------------------------------------------------------

------ -------------------------------- -------------------------

---- ------------------------------------- -------------------------

----- --------------------------------------------------------------

----- --------------------------------- -----------------------------

---------------------------------------- -------------------------

---- ------------------------------------ --------------------------

----- ------------------------------------- -------------------------

-------------------------------------- ------- --------- ---

BASIC SKILLS CHECKLIST FOR PARAMEDICS. (A-iO)
 

To manage all diarrhoea cases
 

that come to your health facility
 
use your handout (A-3) as a
 

YES1 NO RATING COMMENTS.
reference and follow these steps: 


.SET UP AN ORT TROLLEY WITH:

.l ORS packets.

L------ -------------------------------------------------------

-..2 	Water in container (few litres)
 

L.3 Litre container with lid.
 
L------ -------------------------------------------------------
L.4 Stirring spoon.
 

1.5 	Cups and spoons. 

.. 6 A selection of containers 
from the local bazaar with
 
vo1Lume5 written on them.
 

2.ASSESS A DIARRHOEA CASE USING
 
THE CLINICAL FORM (A-B).
 

2.1 	Examine child in parents arms.
 

r-----------------------------------------------------
t.2 	Ask if any blood in the stools.
 

2.3 	Ask if the following fluids
 
were given during diarrhoea:
 
a. Breastmilk.
 

b. Other milks.
 

c. ORS.
 

d. Other fluids.
 

2.4 	Ask if foods given during diarrhoea
 

2.5 	Look for these signs of dehydrat on
 
and record them on the assessmen
 
chart (A-3).
 

i 	 a. Thirst
 

b. Irritability
 

c. Tearless eyes
 

d. SunP:.en eyes 

I e. Drty mouth and lips 

http:SunP:.en


YES 	NO RATNG COMMENTS
 

f. Listlessness
 

g. Sunken fontanelle in infants
 

h. Deep and rapid breathing
 

i. Skin pinch goes back slowly
 

j. Rapid heartbeat
 

k. Weak, rapid pulse
 

3.DETERMINE GRADE OF DEHYDRATION
 
AND SELECT TREATMENT PLAN.
 

3.1 	No Dehydration. Plan A.
 

..2 	Mild-Moderate Dehydration, Plan B.
 

3.3 	Severe Dehydration, Plan C.
 

4.REFER THE FOLLOWING 5 COMPLICATED
 
CASES TO THE DOCTOR:
 

4.1 	Severe Malnutrition.
 

4.2 	High fever that does not go down
 
after I hr. with tepid sponging
 

4.3 	Diarrhoea for over 14 days.
 

4.4 	Blood in the stools.
 

4.5 Severe Dehydration.
 

FOR CHILDREN WITH NO DEHYDRATION (Plan A) AND FOR ALL DIARRHOEA CASES
 
BEFORE THEY GO HOME DO THE FOLLOWING:
 

5.DEMONSTRATE ORS PREPARATION:
 

5.1 	Wash hands.
 

5.2 	Pour I litre/seer or 4 pao
 
sized glasses of clean
 
water into a container.
 

5.3 	Empty a whole packet of
 
ORS into the water and
 
stir with a clean spoon.
 

5.4 	Cover container.
 



----------------------- -------------------------------

------- ------------------- ------------------------------------

------- -------------------- -----------------------------------

-- ---- ---- ------------------------------

-------------------------------------------------------

---------------------------------- ------------------ -----

------------------------------------------------------

------ ----- -------------------------------------------------

------ --------------------------------------------------------

------------------------------------------------------

----------------- -------------- -------------------------

O RYES 	 COMMENTSAIING 


5.5 	Explair that after 24 hours
 

I. 	 any ORS left must be thrown 

away and a fresh litre made. 

5.6 Check parents can do or
 
explain these 5 steps.
 

6.DEMONSTRATE ORS ADMINISTRATION:
 

6.1 	Give ORS with cup and spoon.
 

S6.2 	Give ORS with child sitting u
 

.3 Give a spoon every minute. If
 

* 	 child wants more, give more.
 

6.5 Give half to one glass after 
each stool or vomit. 

6.6 	 If child vomits, wait 10 
mins then give ORS more
 

slowly every 2-3 minutes.
 

.7 Check parent can do or
1 explain these 5 steps. 

7.GIVE PARENT 2 ORS PACKETS
 

TO TAKE HOME.
 

8.TEACH PARENT THE 4 RULES
 

OF HOME TREATMENT:

2.1 	Give more fluids.
 

2.2 	Continue foods
 
(including breastmilk)
 

8.3 	Bring child back if signs of
 

dehydration develop or child
 

Iis not getting better.
 

0.4 	Help to prevent another
 
diarrhoea episode by:
 

washing hands before touchinq
 

food. breast-feeding and
 
NOT bottlefeeding.
 



----- ----------------------------------- 

----------------------------------- ----- -------------------

YES 	NO RAT NG COMMENTS
 

9.USE 3 STEPS TO GOOD COMMUNICATION:
 

9.1 	Ask parent what they do.
 

.2 Ex;plain 	 -----------------------the 	4 rules. 
-


9.3 	 Ask parent to repeat 4
 
rules in 
their own words.
 

YES 	& NO Column: Write Yes in the 
"YES" column if the skill has
 
been performed
 
Write No in 
the "NO" column if the skill has not
 
been performed.
 

Rating scale: 
 I = 	Inadequate.
 
2 = 	Needs Improvement.
 
3 = 	Adequate.
 

Comments Column: 
 For 	any comments about performance of the skill.
 



-------------------------------- -----------------------

-------------------------------------------------------

----- ---------------------------------- --------------------------

----- ----------------------------- --------------------------

---------------------------------------------------------------

------ ---------------------------- ------ ---------------------

------- ---------------------------------- ---------------------

--------------------------------------------------------------

------------------------------------- ----------------

---------------------------- ---- ---- --- -----------------------

-------------------------------- 

------------------------------------------------

ADDITIONAL SKILLS CHECKLIST FOR PARAMEDICS. (A-10).
 

To manage diarrhoea cases with
 

Mild-Moderate Dehydration and
 

Severe Dehydration in the ORT
 

unit and Inpatient Ward
 
COMMENTS.
YE NG
follow these steps and use 


the handout (A-3) for reference.
 

1.WEIGH THE CHILD:
 
I.I 	Explain to parent what you
 

are doing.
 
-------	 I
 

1.2 	Check scales are on zero.
 

1.2 	Ask parent to remove child's 

clothes leaving one thin layer. j 

1.4 	Place child on scales.
 

1.5 	Record weight in Kgs.
 

2.CALCULATE NUTRITIONAL STATUS
 

USING A GROWTH CHART.
 

2.1 	Ask parent the child's
 
age and month of birth.
 

2.2 	Find the child's age on the
 

horizental scale of growth
 

chart on the back of the
 

Clinical Form.
 

2.3 Find the child's weight on
 

the vertical scale.
 

2.4 	Make a mark where these 2
 

lines meet.
 

2.5 Check to see whether the mark
 

falls into the Normal, Grade 1,
 
Grace 11 or Grade 111 part of
 

the growth chart.
 

2.6 Record tne nutritional status.
 

3.TAKE TEMPERATURE UNDER ARM.
 

3.1 	 If high demonstrate to parent
 
how to tepid sponge child.
 

3.2 	Take temperature again in I hr. 

.3If 	 still high refer child to -------------------------

doctor.
 



------ ----------------------------------------------------------

------ ------------------------------- ---------------------------

------------------------------------- ------ ------------------------

--------------------------------- ----------------------------------

-----------------------------------------------------------------

--- --------------------------- --------------------------------------

--- -------------------------------- ---------------------------------

--- -------------------------------- ---------------------------------

--- ----------------------------------------------------------------

---- ----------------------------------------------------------------

------------------------------ --------------------------- ----------

YES 	NO RAT NG COMMENTS
 

4.RECORD INFORMATION IN ORT
 
REGISTER (if used in your
 
Health Facility).
 

5.SELECT AMOUNT OF ORS REQUIRED
 
IN 4-6 HOURS (preferably using
 
weight rather than age to
 
calculate volume),
 

5.1 	Calculate using 10-2) ml ORS 
per 	Kg. body weight per hour.
 

6.MONITOR AMOUNT OF ORS GIVEN
 
AND RECORD THIS ON PATIENT'S
 
INPUT/OUTPUT SHEET.
 

6.1 	Record name of child on input/
 
output chart.
 

6.2 	Record amount of ORS required
 

6.7 	Record time ORS was started.
 

6.4 	Record every 200 ml cup given.I
 

6.5 Add extra ORS for every
 
stool/vomit and record amount:
 

Under 1 yr. give extra 100 mls
 
for every stool or vomit.
 

Over I yr. give extra 200 mls. 

7.ADMINISTER ORS AND TEACH
 
PARENT TO ADMINISTER ORS.
 

7.1 	Show parent how to give a
 
spoon of ORS every minute
 
using the seconds hand of
 
the ORT unit clock as your
 
reference.
 

7.2 	Deal with difficulties
 
administering ORS:
 

Explain that if a child is
 
thirsty he will drink the
 
ORS 	 too quickly and vomit. 

E:plain ORS helps to reduce
 
tne 	 vomitln.1'Q 



------------------------------- ----- ------------------------

---------------------------------------------------------

-----------------------------
------ ----------------------- ------------------------------------

----- -----------------------------------------------------------

----- -----------------------------------------------------------

YES 	NO R)T[NG COMMENTS.
 

8 REASSESS HYDRATION STATUS
 

EVERY 1-2 HOURS USING THE
 
ASSESSMENT CHART (A-3).
 

9.ENCOURAGE MOTHER TO
 
CONTINUE BREASTFEEDING.
 

9.1 	Deal with any breastfeeding
 
problems she may have.
 

10.GIVE SOFT FOODS LIKE KITCHRI,
 
BANANA, YOGHURT TO CHILDREN OVE
 
4 MONTHS AS SOON AS THEY CAN EAT.
 

10).1 	Prepare this food every day or
 

ask parents to bring from bazar.
 

11.SEND CHILD HOME WHEN ALL SIGNS OF
 
DEHYDRATION HAVE DISAPPEARED.
 

FOR CHILDREN WITH SEVERE DEHYDRATI IN
 
TREATED WITH IV THERAPY:
 

12.MONITOR THE AMOUNT OF IV FLUID
 
REQUIRED AND GIVEN ON AN
 

INPUT/OUTPUT CHART.
 

13.MONITOR 	PATIENTS HYDRATION STATJS
 
REGULARLY AND RECORD FINDING,
 

* 	 EVERY 2 HOURS UNTIL PATIENT IS
 
REHYDRATED, THEN EVERY 6 HOURS.


17.1 	Ca!! doctor if hydration
 
tatus is not improving.
 

17.2 	Check for signs nf over
 
hydrat:con like eye swelling.
 

14.ENCOURAGE PARENT TO START THE
 
FOLLOWING AS SOON AS CHILD CAN
 

DRINK AND EAT:
 
1. 	ORS.
 

2. 	Breastfeeding,
 

7 
 Soft 	foods.
 

15.DISCONTINUE IV THERAPY AS SOON
 
AS APPROPRIATE (usually within
 
hours of initiation.)
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PAKISTAN DIARRHOEA TRAINING UNIT PROGRAMME.
 

TRAINERS' GUIDE.
 

CASE STUDIES FOR DOCTORS. 	 Pages.
 

C-i No Dehydration ..........................39
 
C-2 Mild-Moderate Dehydration ............... 45 & 47
 
C-3 Severe Dehydration ...................... 59 & 62
 
C-4 Acute Dysentery ......................... 79 & 81
 
C-5 Complicated Cases....................... D 4-9
 
C-l Example of case study made by Trainer.
 

INSTRUCTIONS ON HOW TRAINER SHOULD USE THESE CASE STUDIES
 

1. 	Explain to the doctors that you are going to read a
 
short case study of a child who has diarrhoea and is
 
brought to their health facility, and will then ask them
 
questions about the case. Ex.plain that they can make a
 
record of the case in their Clinical Form (A-7) and use
 
their handout (A-2) to help them find the answers.
 

2. 	Read the case study slowly and allow doctors to ask
 
questions so that they understand all the information.
 

Ask question I and allow a little time for all the
 
doctors to think about the answer. Then choose a
 
volunteer to answer. Check that the answer ccrresponds
 
to 	the answer given in the answer sheet.
 

4. 	Repeat this for all the questions allowing different
 
doctor to answer each time.
 



-yoCroeS, OTFcH If 

CA C~1- C1. VS 

A mother has brought her ll-month-old daughter to a health centre
 
because the child has diarrhoea. The mother is breastfeeding the child.
 
She says she lives far from the health centre and might not be able to
 
come back for several days, even if the child gets worse. The mother
 
mentions that she usually gives her children gruel when they get
 
diarrhoea but heard that the health centre has something better.
 
The health worker asks, looks and feels for sign- of dehydration, but
 

finds none. He decides to treat according to Plan A.
 

What should the health worker do and what should he tell the mother?
 

ANSWER:
 

STUDENT WORKBOOK 
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INSTRUCTOR'S ATTACHMENT ' 

Treaent Plan A C 

A mother his brought her l-month-old daughter to a 
health centre
because the child has diarrhoea. 
The mother is breastfeeding the child.
She says she lives far from the health centre and might not be able to
come back for several days, even if the child gets worse. 
The mother
mentions that she usually gives her children gruel when they get
diarrhoea but heard that the health centre has something better.
 
The health worker asks, looks and feels for signs of dehydration, but
 
finds none. 
He decides to treat according to Plan A.
 

0 What should the health worker do and what should he tell the mother?
 

ANSWER: 

He should:
 

" 
Praise the mother on giving her child gruel and encourge her to
continue doing so.
 

o ExplaLn to the mother that she should also give more fluid than usual
and breascfeed the baby more frequently (Chat Is, every two to three
hours). 
 The mother should also frequently feed the child small
amounts of food, (e.g., 
every three to four hours). Foods should be
well cooked and mashed. Encourage the child to 
ear as much as she
 
wants. 

o 
Tell the mother to bring her child back if she passes many stools, is
unusually thirsty or has sunken eyes. 
 These are signs Chat she is
 
dehydrated.
 

" 
Tell the mother to bring the child back if she develops a high fever,
. does not eat or drink normally or does not seem to be getting better.
 
o 
Give the mother enough packets of ORS for two days because she lives
 

far away.
 

o 
Observe while the mother mixes the packet with the correct amount of
water. Show her 1/4 cup of solution in a cup--he amount she should
give tho baby after each diarrhoea stool.
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Case Studies: Treatment Plan B - oQe¢ ,&. &rckciv% 

CASE STUDY_ 

Ali is five months old. -His mother breastfeeds him. His diarrhoea started
 
last night, and he has had eight very watery stools. His mother said there
 
was no blood in the stools. His urine amount is less than normal. As the
 
doctor examines All, she finds that the skin pinch goes back slowly, the
 
fontanelle is a little sunken, and the eyes are a little sunken. All does not
 
have a fever.
 

Describe Ali's signs and symptoms of dehydration.
 

ANSWER:
 

Is he severely dehydrated?
 

ANSWER:
 

Which treatment plan should the doctor select and follow?
 

ANSWER:
 

What else should the doctor advise Ali's mother?
 

ANSWER:
 

STUDENT WORKBOOK 45
 



the child in the first four to six
 
How much ORS should be given to 


hours?
 

ANSWER:
 

When should the mother start to breastfeed Ali again?
 

ANSWER:
 

When should the child be reassessedl
 

ANSWER:
 

she finds that he is continuing to pass Large

When the doctor reassesses All, 


His skin pinch goes back quicker than before,
 amounts of watery diarrhoea. 

still a little sunken.
but his eyes and fontanelle are 


Describe the treatment to be given now.
 

ANSWER:
 

His eyes are no longer

After another four hours, Ali looks much better. 


sunken, the fontanelle is normal and the skin pinch goes back 
quickly.
 

What should be done next? 
 Why?
 

ANSWER
 

the advice on fluids and feeding, what else should the
 In addition to 


doctor tell Ali's mother?
 

ANSWER:
 

STUDENT WORKBOOK
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INSTRUCTOR'S ATTACIIMENT 2. 

Ali is five months old.' His mother breastfeeds him..His diarrhoea started
last night, andhe has'had eight very watery stools.
was no blood in the stools. 	 His mother said there
 
doctor examines All, she finds 

His urine amount is less-than normal:* As the
that the skin pinch goes back slowly, the
fontanelle is a little sunken, and the eyes are 
a little sunken.
have a fever: 	 Ali does not
 
n 
 ds
 

0 	 Describe Ali's signs and symptoms of dehydration.
 
ANSWER: 
 All has the follnwing signs of dehydration:
 

o eight watery stools in less than 24 hours
 

O less urine Chan normal
 

o 
 eyes that are a little sunken 

o a 	skin pinch which goes back slowly
 

o 	 a sunken fontanelle. 

* 
Is 	he severely dehydrated?
 

ANSWER: 
No. 
All Is not severely dehydrated.
 

• 
Which treatment plan should the doctor select and follow?
 
ANSWER: 
 The doctor should select and follow Plan B:
Dehydrateon	 To Treat
 

* 
What else should the doctor advise Ali's mother?
 
ANSWER: 
 The doctor should encourage All's mother to continue
breastfeeding and to begin giving him solid foods since he is five
months old.
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INSTRUCTOR'S A17ACMENT 2. 

0 	 How much ORS should be given co the child in the first four to six
 
hours?
 

ANSWER: The child should be given 200 to 400 ml of ORS solution in the 
first four to six hours. 

WWhen should the mother start to bieastfeed Ali again?
 

ANSWER: The mother should not stop breascfeeding. She can:and should 
continue breastfeeding during che'cime the child receives ORS. 

When should the child 6e'..r.ea:ssess'"d? 

:!ANSWER: The child should be reassessed "afterfour to six hours.. 
When the doctor reassesses Ali, she finds that he is continuing co pass large]
 
amounts of watery diarrhoea. His skin pinch goes back quicker han before, 
but his eyes and fontanelle are scill a liucle sunken. 

* 	 Describe the treatment to'be given now. 

ANSWER: Since some of the signs of dehydration are still present,
Treatment Plan B will still be followed. All-should be given 200-400 ml
 
of ORS solution for another four co six hours:" He should be broastfed 
beteen the times he receives ORS solution. This procedure should be 
repeated until the signs of dehydration have gone. He should be offered 
a small amount of food, such as cereal. ,.W : :
 

After another four hours, Ali looks much better. =His eyes are no longer 
sunken, the font'anelle is normal and the skin pinch 'goes back quickly.
 

0 	What should be done next? Why? 

ANSWER: Plan A should be selected because there are no longer signs of 
dehydration. The child can be sent home. The doctor should give the 
mother two ORS packets and instruct her how to use them to ensure chat 
further dehydration is prevented. 

In 	addition to the advice on fluids and feeding, what e~se should the
 
doctor tell Ali's mother?
 

ANSWER: The doctor should cell All's mother Chic the family can help 
prevent All from gecing diarrhoea by practicing goodhyglene. When 
preparing food for the baby, the mother should make sure chat her hands 
and all the pots and utensils axe clean. The prepared food should not 
be left uncovered and should not be kept longer than a day. The baby's
stools should be disposed of quickly and away from the ocher children 
and sources of drinking water. The doctor ca, also cell the mother chat 
water should be boiled if It is not clean. 
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CASE STUDY 

Anita, a 10-month-old child, has had diarrhoea for 
two days. She was weaned

off the breast last month, and her mother gives her rice porridge. When the
diarrhoea started, Anita's mother immediately stopped giving foods and liquids
because she was afraid that 
it would make the diarrhoea worse. Even so, Anita
did not get better, and her mother brought her 
to see the doctor. The doctor
found that Anita's pulse was faster than normal and that the inside of her
mouth was dry. She was quite thirsty, and her mother said that she had not

urinated much. She was 
irritable, crying and moving restlessly during the
 
examination. The doctor noticed that there were no 
tears.
 

What treatment plan should the doctor select? 
 Why?
 

ANSWER:
 

How much ORS should the child be given for the first four to six hours?
 

ANSWER:
 

What factors other than dehydration are having an effect on Anita's
 
health?.
 

ANSWER:
 

STUDENT WORKBOOK 
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the way she has been shown. 
but after 15
 

Anita's mother begiiis giving ORS 


to vomit.
minutes, Anita start: 


What should the doctor
 
ceason for the vomiting?
What could be the 


advise the '""
 

ANSWER:
 

Her mouth is wet and she has 
urinaceo.
 

Anita is reassesse- after four hours. 
seems much better. She has
 

Her pulse is norma''., she is more calm and she 


continued to pass liquid stools.
 

treatment should the doctor recommend now?
 What 

ANSWER:
 

should the doctor give Anita's 
mother concerning
 

Whit specific advice After the diarrhoea? If
 
is still having diarrhoea? 
her diet while she 


sh,' has c
 

ANSWER:
 

STUDENT WORKBOOK
 



What advice should the doctor give Anita's mother on preventing
 

diarrhoea?
 

ANSWER: 



UA5E STUDY
 

Anuita C-7-
Anita, a 10-month-old child, has had diarrhoea for two days. 
 She was weaned
off the breast last month, and her mother gives her rice porridge. When the
diarrhoea started, Anita's mother immediately stopped giving foods and liquids
because she was afraid that it would make the diarrhoea worse. Even so, Anita
did not get better, and her mother brought her to 
see the doctor. The doctor
found that Anita's pulse was faster than normal and that the inside of her
mouth was dry. 
 She was quite thirsty, and her mother said that she had not
urinated much. She was irritable, crying and moving restlessly during the
examination. 
The doctor noticed that there were no 
tears.
 

0 What treatment plan should the doctor select? Why?
 

ANSWER: 
 Anita should get Treatment Plan B since she has the followingsigns of dehydration (two or 	more in Colun B):
 

o 	pulse faster Chan normal
 

o 	mouth dr7
 

o 	more thirst than usual
 

o little urine
 

0 irritable
 

o 	 absence of tears.
 

*How much ORS should the child be given for the first four to six hours?
 

ANSWER: 
 The child should be given 400 to 600 ml of ORS solution for the
 
first four to six hours.
 

0 	 What factors other than dehydration are having an effect on Anita's 
health? 

ANSWER: Anita's weaning food is 
not adequate, and her mother has been
starving her during the diarrhoea. She is 
most likely suffering from
 
undernourishment.
 

Anita's mother begins giving ORS the way she has been shown, but after 15

minutes, Anita starts to vomit.
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0 What could be the 
reason for the vomiting? What should the doctor
 
advise the mother?
 

ANSWER: The vomiting could be due to 
the child 'drinking coo much coo
quickly because of her thirst. 
 The doctor should cell 
the mother to
wait 10 minutes before giving ORS, then continue, but more slowly, a
spoonful at a time. 
Even if the baby vomits, she will usually retain

enough ORS solution 
co continue rehydracing.


Anita is reassessed after four hours. 
 Her mouth is wet and she has urinated.
 
Her pulse is normal, she is more 
calm and she 
seems much better. She has
 
continued to pass liquid stools.
 

* What treatment 
should th- doctor recommend now?
 

ANSWER: 
 Anita's signs of dehydration have gone, so the doctor shouldnow select Treatment JPan A as maintenance therapy to prevent
dehydration from reoccurring. 

0 
 What specific advice should the doctor give Ani'ta's mother concerning
her diet while she is still having diarrhoea? After the diarrhoea? If
she has diarrhoea again?
 

ANSWER: 
 The doctor should give the following advice on Anita's
 
nutrition: 

o While recovering from the illness, she should receive more food than
usual (four to six small meals a day) containing proteln/energy rich
foods (such as meat, fish, ground nuts, oil, dairy products).
 

o 
Her usual weaning diet should be improved by adding protein/energy

foods to her rice porridge.
 

o 
Even if she has diarrhoea, her mother should not withhold food and
liquids. 
She should continue feeding, making sure the foods are
protein/energy rich and adequate.
 

W
What advice should the doctor give Anita's mother on preventing

diarrhoea?
 

t..
ANSWER: 
 The doctor should give the following advice on preventing

.diarrhoea:
 

,o6 o Wash hands before preparing food for the fImily and"before feeding 
A lea . E 

o Prepare foods in 
a clean place, using clean pots and utensils.
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INSTRUCTOR'S ATTACHMENT 3
 
Dispose of baby's stool In latrine or away from houses and water
sources. 
 Always wash hands 


-fter~scool disposal..
o . 4W. . ' -nk. .1 . ' - " Ani'should,*nk clean water; It may bo necessary to boll the
water:'
 
.1. 
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Case Studies: Treatment Plan C, 
 , 

CAS STUDY -

N0v4is 13 months old. 
 liestill gets some breastmilk but his mother also
gives him formula in a bottle along with baby cereal. She brings him to the

health centre because he has had diarrhoea for a week and tow it is 
worse.

There have bein more 
than 10 liquid stools the day she brings him to the
doctor. AWItM has had little appetite and has received less food than normal

since the didrrhoea started. 
lieis very quiet. His head hangs back and his
 arms and legs have poor muscle tone. He has passed no urine since last night.
 

The doctor takes the child's temperature and finds that 
it is 400 C. 04

has very dry and sunken eyes and a very sunken fontanelle. His radial pulse
is not detectable and his heart rate 
is 150/min. However, he 
is conscious and
 opens his eyes to look at the doctor. He is very thirsty and when offered
 
something to drink he Is able to take it.
 

What signs of dehydration doesA have?
 

ANSWER:
 

What is his degree of dehydration?
 

ANSWER:
 

STUDENT WORKBOOK 
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Are there any other problems?
 

ANSWER:
 

LI1S' ..
 
The clinic currently has no intravenous 

SOLUCIOnS 

What should be
 

decides to sendohFbA, to the hospital with his mocher. 


do for AlrSkbefore the child is sent there?
 

.
at the hospitaL, wnerehis mother arrive The nurse weighsArno& ani 
This hospital uses Ringer's Lactate 

solution. 
L..v. .. 

administered. 

MV4and finds he weighs six kg.
 

How much I.V. fluid should be given to the child in the first hour?
 

ANSWER:
 
I a' 

the chILd.
 
Within the first two hours 240 ml of I.V. fluid 

are given to 

The child's pfogress is
 

Cooling him with a wet cloth has lowered 
his fever. 


the hospital. He has
 
He has passed no more stool since 

coming to 

assessed. now


still sunken. His radial pulse is 

His eyes and fontanelle are
urinated. 


He is a little more alert.
 
palpable, with a rate of 110 per minute. 


How much
Explain your answer. 

Has the child's treatment been ideal? 


fluid should be given over the next 
hour?
 

ANSWER:
 

STUDENT WORKBOOK
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90 rTbL.S R~tIME'N'r 

After three hours of treatment, rtI& fluid treatment is on schedule
 
same as at two


according to the treatment plan. Hlis clinical condition Is the 


hours with his pulse rate now 100 per minute.
 

three hours? How much
What should the child be given during the next 


should be given?
 

ANSWER:
 

After six hours of therapy, R S fontanelle is a little sunken. His eyes 

sunken but'not dry and his pulse is normal. He now has a fever of 38
0C. 

are 


What treatment plan should be selected and followed?
 

ANSWER:
 

the growth chart provided. What perct:itage of
Plot ,%s weight on 

What is Is


the standard weight for 13 months is Mario's weight? 


nutritional status?
 

Based on your answers, what further steps should the doctor take while
 
to
 

the patient is in the hospital? What advice should the nurse give 


UM..'s mother concerning his further nutritional management before she
 

goes home?
 

ANSWER:
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".
 

(Adapted from WHO Super.inorv Skills: 
 Treatment of Diarrhoea)-..
 

(h=- is 13 months old. 
 He still gets some breastmilk but his mother also
gives him formula in.a-bottle along with baby cereal. 
 She brings him to
hezlth centre'because'he has had diarrhoea for a week and now it is 
the
 

,here have been more worse.
than 10 liquid stools the day she brings him to
doctor. %)"A. thehas had little appetite and has received less food than normal
since the diarrhoea started. 
He is very quiet. 
 His head hangs back .and his
arms 
and legs have poor muscle tcne.' He has passed no urine since last night.
 

The-doctor takes: the child's temperature and finds that it is 400 C.has very dry and sunken eyes and a very sunken fontanelle.
is hot detectable and.his heart rate is 150/min. 
Hin. radial pulse
 

opens his eyes However, he is conscious and
to. look'at the doctor. 
He is very thirsty and when offered
something to drink he Is able to 
take it'.
 

* Whtc signs of dehydration does *tm have?
 

ANSWER . hasche following signs of dehydration:
 

o more'than 10 liquid stools a day,
 
o 
quiec and floppy,
 
o no urine for 
ix hours,
 
o 
very,dry and sunken eyes,
 
o very'sunken foncanelle, and
 
o 
very fast pulse.
 

* What is his degree of dehydration? 0 
.SS 
 ,: .mA,has severe dehydratcion. 

* Are there any other problems? 0 
ANSWER: M -k 
 has a high fever of 400 C. 


.,

,he clinIc currently has no in:ravenous solutions in stock so the doctor
decies to 
send tt -4, to the hospital with his mother. What should he
d 
 b child is sent 
there?
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ANSWER: 
 The doctor should prepare ORS solution for fVel. and Instruct
his mother to begin administering it while caking him to the hospital

(400 to 600 ml over the next 4 to 6 hours). The solution should be

given frequently in small amounts (by spoon, for example).
 

AN-9 and his mother arrive at the hospital, where I.V. treatment can be
 
admi istered. This hospital uses 
Ringer's Lactate solution. The nurse weighs


! and finds he weighs six kg.
 

* 
How much I.V. fluid should be given to the child in the first hour?
 

ANSWER: The child should be given 180 ml 
(30 ml/kg x 6 kg) of IV.
 
fluid the first hour.
 

Within the first two hours 240 ml of I.V. fluid are given to 
the child.
 
Cooling him with a wet cloth has lowered his fever. 
The child's progress is
assessed. 
He has passed no more s..ool since uoming to the hospital. He has
 
urinated. His eyes and fontanelle are still sunken.: 
 His radial pulse is now
palpable, with a rate of 110 per minute. 
 He is a litle more alert.
 

.Has the child's treatment been ideal? 
 Explain your answer. How much
 
fluid should be given over 
the next hour?
 

ANSWER: 
 The treatment has not been Ideal.'The child received 240 ml
but he should have received 300 ml (30 ml/kg x 6 kg for the first hour
plus 20 ml/kg x 6 kg for the next hour). During the next hour the child

should be given 60 ml extra, 
to make up the deficit from the first 2

hours, plus an additional 180 ml (20 ml/kg x 6 kg).
 

After three hours of treatmen,v'..A4's fluid treatment 
is o'n schedule
 
according to the treatment plan. 
His clinical condition is the same 
as at two
 
hours with his pulse rate now 100 per minute.
 

What should the child be given during the.next three hours? How much
 
should be given?
 

ANSWER: The intravenous drip should be slowed down, and oral

rehydratlon solution (ORS) begun by mouth:* During the next three hours,
240 ml of ORS should be given.
 

After six hours of therapy, P-',.k's fontanelle is a little sunken. 
 His eyes
 
are sunken but 
not dry and his pulse is normal.. He now hasra fever of 38C.
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SWhat treatment plan should be 
selected and followed?
 
ANSWER: 
 Plan B should be followed, 
The mother should be Instructed cc
offer Nb J che breascreouencly and she should be encouraged to feed
the child.
 

Plot Mario's weight on 'he 
growth chart provided. 
What percentage of
the standard weight forl1r"months is 
V'-JA's wnighc? 
 What is4v.,e's

nutritiotal status?
 

Based on your answers, what further steps should the doctor take while
the patient is in the hospital? 
 What advice should the 
nurse give 
to
mother concerning his further nutritional management before she
 
goes home?
 

ANSTER:A*V\e&.'s weight Is less than 60Z of the standard. 
 The child is
severely malnourished.
 

The doctor (or ocher hospltl staff member) should gec a more complete
history regarding the child's diet before diarrhoea began. 
 Aggressive
feeding should be given',*emphasizing cereals co assist in fluid
absorption. 
Small, frequent (5-7 times daily) feedings should be given
In hospital. 
 The mother should be encouraged co offer the breast

frequently.
 
Before the mother akes a home, the 
nurse should advise he mother
 
against giving formula In a bottle and suggest chat
cup Instead. she use a spoon and
She should also advise the mother co 
mix milk formula with
ocher cereals and foods during the period Immediately after diarrhoea
stops. 4
She should advlse(,*'
.s 
 mother to supplemenc
with protein and energy-rich foods such as oil, 

the baby cera!
 
legumes, eggs, meac,fish and dairy products. 



CASE STUD #-,- svee4c% . 

Six-Monch-Old Baby 

You are a doctor working in an urban clinic. A six-month-old baby is brought
 
to you. She is comatose, with a rapid heart rate and an impalpable pilse.
 
She has cold, clatsny skin. and deep, rapid, sighing breathing. Her abdomen is
 
distended and bowel sounds are infrequent. The child has been having profuse,
 
watery diarrhoea and severe vomiting for the past two days. The local
 
pharmacist prescribed antiemetic drops and a suspension containing
 
diphenoxylate with atropine. The mother tells you that two weeks before the
 
onset of the illness she started supplementing breastfeiding with whole milk
 
and feels this is the reason for the child's illness. The baby has a
 
temperature of 380 C and weighs six kg.
 

Assess the child's degree of dehydration and explain your decision.
 

ANSWER:
 

What. route and type of fluids will you use to replace the fluid deficit?
 
"t
Why? 


How much fluid is needed to replace deficits? Over what time periods
 
would you divide this replacement?
 

ANSUFR'
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oore-3S M fPr-QMNT S 

Do you think you need to add nything to your rehydration fluid? Why?
 
If so. what, how much, and how will you give it?
 

ANSWER:
 

What do you say to the mother about the medication given to the infant
 
by the local pharmacist? Explain your answer.
 

ANSWER:
 

Do you think the mother's assumption about the cause of tht illness is
 
correct? Why?
 

ANSWER:
 

What specific recommendations will you give her for feeding during the
 
current illness and the recovery period?
 

ANSWER:
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After adequate rehydration therapy. what route, type of fluid and volume
 

How should maintenance therapy
should you give for maintenance therapy? 


differ from rehydration therapy?
 

ANSWER:
 

of the abdominal distension and reduced bowel
 What is the probable cause 


sounds?
 

ANSWER:
 

to have watery stools after tluid detic~cs nave
 If the infant continues 


been replaced, what will be your specific instructions?
 

STUDENT WORKBOOK
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INSTRUCTOR' S ATTACIMMENT 

CASE STUY C-

Slx-ffonch-Old Baby,•
 

You are a doctor working in an urban clinic. A s4x-month-old baby is brought
 
to you. 
She is comatose, with a rapid heart rataland an impalpable pulse.
 
She has cold, clammy skin, and deep, rapid, sighing breathing. Her abdomen is
 
distended and bowel sounds are infrequent. 
 The child has been having profuse,
 
watery diarrhoea and severe vomiting for 
the past two days'. The local
 
pharmacist prescribed antiemetic drops a:id a suspension containing

diphenoxylace with atropine. The mother 
tells you that two weeks before the
 
onset of the illness she started supplernonting breascfeeding with whole milk
 
'and feels this is the 
reason for the child's illness. The baby has,a,
 
temperaturs of 380 C and weighs six kg.
 

"0 Assess the child's degree of dehydration and explain your decision. 

ANSWER: The child has severe dehydration and acidosis. This Is shown 

" 
by rapid impalpable pulse; cold, clammy'sk!,; and deep, rapid: sighing 
breaching. Her coma is probably caused by'ascular shock. 

* What route and type of fluids will you use to replace the fluid deficit?
 
Why? 

ANSWER: The Intravenous route is preferred for severe dehydration and
 
electrolyte imbalance because of its rapidlty. 
Also; the child is
 
unable to drink due co coma. Ringer's lactate solution is preferred
 
because it includes all the necessary components for complete 
electrolyce replacement: lactate replaces HCO3 and treats acidosis,
 
potassium replaces K losses and treats paralytic ileus and SaCl replaces
 
sodium losses and creats dehydration.
 

How much fluid is needed to replace deficits? Over what time periods
 
would you divide this meplacemenc?
 

ANSWER: 
 In the first three hours, a cotal of 420 ml of Ringer's lactate
 
can be given intravenously. This is calculated as follows: 30 ml/kg x
 
six Pg the first hour plus 40 ml/kg x six kg for the next two hours.
 
For example: 180 ml + 240 ml - 420 ml.
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Do you think you need to add anything to your rehydration fluid? Why? 

If so, what, how much,"and how will you give it? 
.
t) . . 

'.-. c. ',q."; 
. . 1 , 1. ,4 

ANSWER: If you responded co tie description of the child's rapid, deep,
 

sighing breaching by diagnosing acidosis and thought of.adding concen

ci-ated sodium bicarbonate to the r.v. solution, your diagnosis was
 

correct but your treatment was unnecessary. In essentially all cases
 

where acidosis has been produced primarily by base loss In the stool, It
 

will be treated -effeccively only with r'ehydracion, using Ringer's
 

lactate, ORS,.o'othei base containing rehydraclon solutions; The
 

addition of.concentrated sodium bicarbonate to the infusion is rarely
 

Indicated In,managing 'acidosis caused by diarrhoea.
 

What do you say to the mother about the medication given to the infant
 

by the local kharmacist? Explain your answer...
 

ANSWER: After telling the mother thac she did well to seek help for her 

Infant because of the vomiting, diarrhoea and dehydration signs, explain"
 
that antiemetic-medication (medicine chat stops the 

vomiting) and 


"antidlarrhoeal agents" such as dlphenoxylace with atropine [Lomocil]
 

are not recommended for the treatment of diarrhoea in children. Some of
 

these drugs can be dangerous (even facal) for infants. Although some
 

may slow the intestine, they sometimes slow It coo much and cause
 

paralysis, allowing fluids to accu'mulace. This can cause the child to
 

dehydrate and even vomit. Explain chat the drugs given by the
 

pharmacist may havecaused her co gec worse.
 

Do you think the mother's assumption about the cause of the illness is 
correct? Why? "
 

ANSWER: The mocher's bellef chat we,-nlng led co-the diarrhoea episode
 

Is quite likely cori't~, although her reasoning may he wrong. Ic is
 

unlikely that the uie'cf the whole milk, as opposed to a diluted
 

formula, leads to diarrhoea at this age. However, epidemiological
 
studies have shown chat diarrhoea increases after weaning begins and
 

chat exclusive breastfeeding prevents diarrhoea. The Increase In
 
diarrhoea incidence around wean.ing tine probably is related more co
 
concamination of the food.
 

What specific recommendations will you give her for feeding during the
 

current illness and the recovery period?
 

ANSWER: Once the child recovers from her comatose scate and Is alert
 

and able to drink, the mother should continue breastfeeding. Small
 
amounts of weaning foods (e.g., cereals and mashed fruit) may be offered
 

as well. During convalescence the child should be given extra foods.
 

The mother should be carefully In tructed on diet food preparation,
 

hygiene and hand washing to prevenc diarrhoea in the future.
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INSTRUCTOR'S ATrACHMENT_5
 

* 
After adequate rehydration .herapy, what route, type of fluid and volume
should you L ror maintenance therapy? 
 How should maintenance therapy
differ from rehydrrAtion therapy?
 

ANSWER: After adequate rehydracion therapy, when the child hasrecoverdd from shock and coma and the signs of dehydration are gone, the
oral route is preferred, provided she can drink and vomiting is limited.
The oral route is preferred because it is 
more beneficial co gut
recovery. ORS solution may be given with 
an equal amount of plain water
 or breascmilk co 
replace continued stool losses of 50 
co 200 ml/kg over
24 hours and insensible and renal losses of 100 
co 130 ml/kg/day.

Instruct the mother to give 1/2 cup of diluted ORS or ocher similar
 
solution after each stool.
 

Maintenance therapy differs from rehydraclon therapy In that 
it has a
lower concentration of sodium, to allow for lower levels of stool losses
during recovery. These lower concenrazlons of sodium can be achieved
by alternating ORS with low solute fluids such as breascmilk and water.
 

* 
 What is the probable 
cause of the abdominal distension and reduced bowel
 
sounds?
 

ANSWER: The most likely cause 
is paralytic ileus. Paralytic ileus can
be secondary both to hypokalaemia, due co potassium losses in stool and
vomiting, and co 
the effects of the medications given.
 

* 
 If tho infant continues to have watery stools after fluid deficits have
been replaced, what will be your specific instructions?
 

ANSWER: (See above.) 
 The full set of instructions from Treatment NanA should be given co the mother. The hospital should ensure chat
 arrangements for giving appropriate food to 
the child are made while the

child Is still in the hospital ward.
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CASE: 5TUDY-


Ava.-. 

Aya:, who is t,-'oyears old, is brought to the health centre because he has had 
bloody diarrhoea for three days. The health worker assesses the child and 
finds that he has no signs of dehydration and he is not febrile or 
malnourished. The health worker is not surprised .hat the child has bloody 
diarrhoea because in the last week many patients have had the same illness. 

Vhac kind of diarrhoea does Ayaz have?
 

AMS'.' ER: 

How should the health worker treat Ayaz?
 

AN:S' 'ER: 

Should an antibLotic be given, and, if so, how should it be given 

A:'S R..
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on the stool7 Why or why not?
 
Should the health worker do any tests 


ANSWER:
 

the mother to help

What important advice should the health worker give 

prevent the spread of this Lnfection? 

ANSWER:
 

improving, what
 
If the child returns after 48 hours because 

he Is not 


should the health worker do 
for follow-up?
 

ANSWER:
 

STUDENT WORKBOOK
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CAS S DY C v,4
 
Am 

Ayaz, who is two years old, is-brought to the health centre because he has had
 
bloody diarrhoea for three days. The health worker assesses the child and

finds that he has no signs of dehydration and he Is not febrile or
 

malnourished. The health worker is not surprised that the child has bloody
 
diarrhoea because in the last week many patients have had the same illness.
 

0 What kind of diarrhoea does Ayaz have?
 

ANSWER: Ay'az has acute dIarrhoea because It is less than 14 days. Ayaz
 
has dysenter7 because therehis blood In the stool. Ayaz should be
 
created as if he had dysentery caused by $hlgella based solely on having
 
blood In thq stool.
 

The face chat there seems to be an epidemic of dysentery in the
 
community suggests chat the organism may be Shliella dysenteriae type 1.
 

11ow should the health worker treat Ayaz?
 

ANSWER: The key components for the treatment of Ayaz are:
 

o Antibiotic therapy
 

o Home fluids to prevent dehydration
 

o Continued feeding
 

o Follow-up and reassessment at 48 hours if not improved.
 

Should on antibiotic be given, and, if so, how should it be given?
 

ANSWER: The healc. .orker should give Ayaz a five-day course of TMP.
 
S/iX. It is given orally ac TMP 10 mg/kg/day and SHX 50 mg/kg/day in two
 
divided doses.
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* 	 Should the health worker do any tests on the stool? Why or why not? 

ANSWER: It Is not necessary for the health worker co do tests on Ayaz'.
 
stool. In general if the stool Is reported to be bloody by the child
 
caretaker or the nurse It is not necessary to verify this by lab tests. 
The only time a health worker should consider having the stool cultured
 
Is 	when an epidemic is first recognized to confirm the diagnosis.
 

* 	 What important advice should the health worker give the mother to help 
prevent the spread of this infection? 

ANSWER: Bloody diarrhoea Is easily transmiced to other members of the 
family through poor hygiene. Therefore, the health worker should 
explain to the mocher chat the family should be very careful about 
disposing of Ayaz's stools and chat all f.imily members should wash cha3r 
hands with soap and water after couching the baby's stools and baforc 
eating. 

If the child returns after 48 hours because he is noc improving, what
 
should the health worker do for follow-up?
 

ANSWER: The health worker should:
 

o 	check the weight and compare it ro the predlarrhoea weight, 

o 	check the clinical response to the treatment (e.g., less diarrhoea.
 
nausea, abdominal cramps and fever and increased alertness and
 
appetite),
 

o 	examine for signs of dehydration, and
 

o 	reinforce advice given for home creacmenc (e*;g., fluids and feeding).
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CASE STUDY C-Lt-

ML, is 10 months old has really been sick.and never However, his elder 
sister has brought him to the health centre today because he has had diarrhoea
 
for five days. The sister tells the cliiic officer in charge that the family
 
had been giving fluids and food at home 
but (",.^ seems to be getting worse 
as the last two days he is eating and drinking much less. When questioned the 
sister says that .Mt% is not vomiting but she does not know whether there is 
any blood or mucus in the stool. When the clinical officer examines the baby

he notices ;hat the child is a little lethargic. lie has a pulse cf 100 per

minute and a respiratory rate of 32 per minute. 
 The mouth and tongue are dry,

the fontanelle and the eyes 
are a little sunken and the skin turgor is normal.
 
He looks at the clinic card and 
sees that the baby weighs 8 kg.
 

How would you describe CflAr.'s hydration status, and what 
treatment
 
plan would you recommend?
 

ANSWER:
 

Since the sister did not know if there was blood in the stool, 
what
 
should the clinic officer do?
 

ANSWER:
 

The clinic officer decides to keep M-'N%1 in the ORT unit for
 
rehydration therapy. 
After four hours 'the nurse from the ORT unit
 
reports to the clinic officer that 
v rC has had 500 cc of ORS solution
 
and -one bloody diarrhoeal stool while 
in the unit. Has " had
 
enough fluid?
 

STUDENT WORKBOOK
 



signs of dehydraton.
. and finds no-

The c3inic officer ceexamines 


How should the clinic officer treat M',, %-now?
 

ANSWER:
 

same health centre as '%, is
 
the sister returns to the 


After 48 hours 

He still has bloody diarrhoea and 

is again not
 
not getting any better. 
 Mk'e'6r andofficer reexamines
The clittic

eating or drinking very well. time However, he
 

signs of dehydration at this 
are no
feels that there 


is worried that the diarrhoea is not getting 
better with the antibiotic
 

exam and finds red
 
The clinic officer does a microscopic 

stool 

C,!\--rf'M:iA the clinic officerIf you were 


and white blood cells and no amoebae. 


what would you do now?
 

ANSWER
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CASE STUDY 4.- €\[O~ 

¢t~Aiis 10 months old and has 
never really been sick. However, his elder
 
sister has broqght him to the health centre today because he has had diarrhoea
 
for five days. The sister tells the clinic officer in charge that the family

had been giving fluids and food at home but 
 seems to be getting worse
 
as the last two days he is eating and drinking much less. When questioned the
 
sister says that Mn'r is not vomiting but she does not know whether there iZ
 
any blood or mucus in the stool. When the clinical officer examines the baby

he notices that the child is a little lethargic. He has a pulse of 100 per

minute and a respiratory rate of 32 per minute. 
 The mouth and tongue are dry,

the fontanelle and the eyes are a little sunken and the 
skin turgor is normal.
 
He looks at the clinic card and sees that the baby weighs 8 kg.
I 

How would you describe s hydration status, and what 
treatment
 
plan would you recommend?
 

ANSWER: '
's pulse and respirations are normal, but he has the
 
following signs of dehydration: dry mouth, sunken eyes and sunken
 
foncanclle. These three signs tell 
us that . ir has some dehydration

and he should be treated according to Trencment Plan 3.
 

Since the sister did nor know if there was blood in the stool, -whac
 
should the clinic officer do?
 

ANSWER: The clinic officer can look at the diaper to see if there is
 
any bloody diarrhoea present. If the child is staying for oral
 
rehydration therapy, the nurses and sister can 
be asked to look for
 
blood in the diarrhoea. There Is 
no need to test the stool.
 

The clinic officer decides to keep s.'. in the ORT unit for
 
rehydration therapy. 
After four hours the nurse from the ORT unit
 
reports to the clinic officer that f 6u'has had 500 cc 
of ORS solution
 
and one bloody diarrhoeal stool while in the. unit. 
 Has4n I hadenough fluid?
 

ANSWER: According to Treatment Plan B, rh 
 I should get 4O0 co 600 cc.
of ORS solution in the first four to six hours. 
 Therefore, the 500 cc
 
is probably enough. The reassessment should confirm this by

reexamining for the clinical signs of dehydration found earlier.
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and finds no signs of dehydration.
 
The clinic officer reexam!.nes ' 
S 

How should the clinic officer treat 

now?
 

As M11 is no longer dehydra:ed, he may be 
sent home wich 

A.NS"ER: seen
 
advice to give home f;ulds and continue feeding. 

Because blood was 

the stool, rhe cl.nic off icer should also prescr-be an ncbiotc 
in area are
h1:e! A organlsms fron ch=r 
such as TIP.SX or an,picillin (if 


usually sensi:ive).
 
i sane health centre as 


After 48 hours the :ister returns to the 


He still has bloody diarrhoea and 
i agair. not
 

'
 not getting any better. r an~i

The clinic officer reexamines(N^


eating or drinking very well. 
 this cime. However, he
 
no signs of dehydrazion a: 
feels that there are 


is worried that the diarrhoea is not getting betzer 
wizh the antibiotic
 

exam and fincs red
 
The clinic officer does a microscopic 

stool 

HP-S .. 
 the clinic officer
 

and white blood cells and no amoebae.* 
f you were 


what would you do noa?
 

this
 
You should change the antibiocic to nalldixic acid, or if 
ANSWER: 
 child to a larger centre
 

ancibiocc is unavailable, you should 
refer t1he 


If the facilities are available, you
 treatment and investigation.
for 

could do a stool culture.
 



CASE S-

An 8-month-old girl is brought by her mother to the treatment centre with a history of diar
rhoea and vomiting for 2 days. The patient has had 4 watery stools (without blood) over 
the last 24 hours and 2 episodes of vomiting. The mother is not certain when or how much 
her child has urinated over the last day. She has contnued to breastfeed exclusively. The 
mother has not yet started feeding the baby other foods. The patient appears to be maras
mic; her weight is 5 kg. She is alert and afebrile. Her eyes appear slightly sunken but her 
mother says that they are always that way. her mouth and tongue are moist; she has jus.t
finished breastfeeding. Her anterior fontanelle is slightly sunken and her skin turgor (elas
ticity) is decreased. Her respiratory rate and pulse are normal. 

* 1. What additional information would be useful for assessing this child's condition? 

* 2. 	 If tears are present and the child is not thirsty, how would you manage this child? 

* 	 3. If the child urinates a large amount of dilute irine after 1 hour, there is no change in the 
fontanelle or skin turgor, and the child refuses the ORS, what would you do? 

* 	 4. If, one hour after starting Treatment Plan B, the child drinks ORS avidly and there is 
some improvement in the skin turgor and fontanelle, what would you do? 

D.4
 



ANSWERS TO CASE 

1. in marasmic children, it is more difficult to make an accurate assessment of the signs of 
dehydration. Tenting of the skin and a sunken anterior fontanelle are generally not reli

able signs of dehydration in marasmic childfen. Additional information on thirst and the 
presence or absence of tears would be useful since these will not be altered by malnuui
don. 

2. 	The child is proba.bly not dehydrated. However, since she has had some vomiting and 4 

diarrhoeal stools per day and her skin turgor and fontanelle are abnormal, it would be 

reasonable to treat the patient init'lly according to Plan B to see if there is any improve
ment in these signs. You can also observe her urine output. 

3. 	This confums that the child is not dehydrated. Treat her according to Treatment Plan A. 

She will also require nutritional rehabilitation. Clearly, the mother needs to be educated 

about appropriate feeding with soft and solid nutritious foods. 

4. 	Assume the child is dehydrated and continue ORS according to Treatment Plan B. 

Monitor the child carefully for signs oL improvement of dehydration during therapy. Stop 

ORS administration if the child develops signs of overhydration (oedema.) 



poc~v" -5 7Tjh~i1MENT c-s-i
 

CASE. S-"-

A 2-year-old boy presents with a history of watery diarrhoea (without blood) for 5 days for 
which he has received ampicillin treatment. The patient has had 6 watery stools over the 
last day and vomited twice. He has refused to eat and has had nothing to drink today. He 
recently urinated a small amount of dark urine. 

The patient weighs 12 kg. He is irritable and afebrile. His eyes are sunken, tears are 
absent, his mouth is dry, his tongue has a white coating and his skin turgor is decreased. His 
pulse and respiratory rate are fast. 

11. What is thre"hild's hydration status? 

* 2. How much ORS will you give the child and over what period of time? 

* 3. The child refuses to take the ORS by spoon. What will you do now? 
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ANSWERS TO CASE 5-2. 

1. Some (mild-moderate) dehydration 

2. 600-800 ml over 4-6 hours 

3. First, determine why the child is refusing the ORS: (1) taste the solution to determine if 

it is prepared correctly and is not too warm; (2)examine the child's mouth to see if he 

has stomaritis or thrush (this is possible since he has been taking antibiotics); (3)perhaps 

he has received antiemetic or antimotility drugs which make him too sleepy to drink 

if this is the case, bathe him with cool water to arouse him so that he ,an diirk the ORS. 

by cup alc.le, dropper, or aSecond, -y administering the ORS by another method: 
If these simple methods do not work, insert a nasogastricsyringe without the needle. 


tube to administer ORS. If a n,sogastric tube is not available, he will require rehydra

tion by the intravenous route.
 



CASES. S-

A 10-month-old boy presents with watery diarrhoea (without blood) and some dehydration.
Th: mother has been treating him with an antidiarrhoea preparation given to her by the local 
pharmacist. He urinated a small amount of dark twine 2 hou= ago. On cxamination, he is 
sleepy and a,, brile; his eyes, surken; tears, absent; his mouth, dry; his skin turgor,
diminished; and his pulse and respLratory rate nre rapid. 

ORS is given slowly according to Treatment Plan B. During the first hour, the child vomits 
4 times. The abdomen is ve.y dis:ended. 

1. What do you think is happening? What will you do now? 
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ANSWER TO CASE 

I. You must try to find out why the child's abdomen is distended. Examine the abdomen, 

listening carefully for bowel sounds. 

(a) The child may have decreased intestinal motility and abdominal distention
 

due to the drug. If so, this effect may last for hours and may impede the
 

progress of oral rehydration. 

(b) The distentioh may be caused by hypokalaemia. In this case, the potas

sium deficits can be replaced by slow administration of ORS containing 

ORS can be given more quickly after the
20 mmol potassium per litre. 

abdominal distention decreases.
 

(c) The child may have a paralytic ileus due to bowel obstruction or another
 

surgical condition, requiring adifferent intervention. In this case fluids
 

should not be given orally but intravenously to correct the dehydration.
 

Appropriate diagnostic procedures and surgial consultation should take 

place promptly. 



CASE -

A 2-year-old boy with some (mild-moderate) dehydration is started on Treatment Plan B.
His weight is 11 kg and he is alert. At the onset of therapy he has a dry mouth, decreased 
skin turgor, sunken eyes, and no tears. He has a respiratory rate of 20/minute and a pulse 
of 110/minute. 

During the 2 hours of therapy he drinks the ORS avidly, consuming nearly 400 ml. He has
passed 4 large watery stools during the sam8 period. On reassessment, his general condi
tion has deteriorated. He appears less alert. Noticeably, his skin turgor is more diminished;
his eyes are still sunken; his mouth is moist (but he is drinking ORS); and his pulse and 
respiratory rates are more rapid (140/minute and 40/minute, respectively). 

* 1. What is your conclusion about the child's condition after the first 2 hours of ORT? 
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ANSWERTOCASE S-L, 

1. The child appears to have become more dehydrated during the last 2 hours, probably 

because his ongoing diarrhoeal fluid losses are too great (i.e., he is purging at too high a 

rate) for his dehydration to be corrected by the oral rehydration therapy alone. His heavy 

purging may be due to Vibrio cholerae 01 infection. With very high rates of diarrhoeal 

purging (10 ml/kg/h), it is generally necessary to rehydrate dehydrated patients in

travenorvsly until the pt'rging lessens. If the patient has cholera, he should be treated with 

an appropriate antibiotic (e.g., tetracycline) to attenuate the illness. 

It is also possible, but much less likely, that the patient has glucose intolerance and can

not absorb the ORS. In the case of glucose intolerance, intravenous fluid therapy is 

required for rehydration. 
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DIARRHOEA CLINICAL FORM
 
* START GIVING ORS NOW * 

Name or Health Facility.
 
Patient'Registration Number Date: ,, _, _ _
 

Patient Nrnie: ,_e WI/nial
Niale 
-ddress: __ 	 Urban ,oural 

I. HISTORY OF CURRENT DIARRHOEA EPISODE
 
Duration of Diarrhoea 0, days ACTIONS TAKEN BY PARENT DURING DIARRHOEA
 

2 Total number of stools in 24 hours 1. Breastfeeding .o.ever [ more s-.a i . es. ' ::::cec 
3 Blood in stool ys [] no 2. Other Milks never ] morj s~a -4 ' :ccceo 
4 Watery stool [ yes ,, 3. F!uids ] never '/,.aore .s.., ess '":' eo 
5 Vomiting pa.t -i noursi ,4s no If yes, what9 _ rt'___ __ __&-

If yes number ,:times 4 Foods [ neer moe : :.._ 
16 Abdominal Pain es if yes. what'?i' 


7 Urine n asi -3-urs kes no 5 Did parent give ORS, - 

3 Are other illnesses present" ,es .'o 6 Did parent prepare ORS correctly? . ,
 
If yes, .hat 

9 
_ V -'___ ' Medicine given


9 
ifyes. what Y- 0,0 .. 

9 Past history Qf diarrhoea ,fs[ no 8 Did parent do anything else for diarrhoea ,v.

I Ifyes. When ? \ . \ .Do if yes what? 

Conclusion: Action is. [ Adequate 

[ II. PRIORTO DIAFRHGEA 
Breast teedong [ , sTo
 
Bottle feedin, J'7es[]r.o Iyes .rnat C.5-ov 5 Ho many',mes.day "
 
:'!uids ,es " o es .1'ar- _How -,an, rres day a,
 

Fcods es , ',f ,as nat, 	 How. many hrires day __ .__ ,'3.':, _ 

Conclusions: 	 Diet is [ Adequate JInadequate 

I I11. EXAMINETHE CHILD AND USETHIS CHARTTO SELECTTHE TREATMENT PLAN Crc.'eArswvers. 
MILD-To-MODERATE SEVERE 

NO Dehydration (SOME) Dehydration Dehydration tre,
SPlan-A 	 Plan-B Plan-C e E',-"-- e~i e!-

Diarrhoea Less than 4 liquid stoolficday 4-0 ipuid stools,'da More than 10 liquid stools day
 
Vomiting None or small amount C.?'-l-Ew _ Very frequent
 

SThirst Normal CZ.reate ahnNormal) Unable to drink
 

Urine Normal A small amount EM No Urine for 6 hours
 
Condition ,Veil,alert Unwell, sleepy abe Very sleepy 'incocious
 

- 'oppy or having fits 
[Fontanelle Normal Sunken Very sunken 
Eyes Normal (5unker) Ver dry & sunken 
Tears Present Absent Absent 

I	Mouth & Tongue Wet I_ Very dry__ 

Breathin1 Normal F *r normal very fast and deep
Skin 	 Pinch goes back quickly Qhlch ones back s7o-w Pinch goes back very slowly 

IPulse Normal 	 Faster than normal Very fast. weak. can't feel 

Temperature OC _ 	 Weight int Kgs then plot on Growth Chart 

Immunization: 	 Child .under 2 ,ers cfage BCG W DPT Polio i*4 II [ j III[ I Booster [ Measles [
 
Mother TTI TT11 1TIII] T-TIV TTV[l
 

IV. ASSESSMENTAND TREATMENT 
1.Duration of Diarrhoea jLessthan 7 /13 days 	 seristent4: I 
2. Diarrhoea is 	 Wate Non-watery I [,41oody 
3. Dehydiation Status 	 [ None 66ild-Moderate/Sore [ ] Severe 
4. Diarrhoea Treatment Plan [ A None) K4 (Mild.Modeate/Somi f I C ISevere) 
5.Nutrition Status 	 Normal I Grade I [\14rade II [ Grde il 
. Nutrition Treatm ent , .r\-- ,m,- , . .- &% C, 


7. Treatment of Other Illnesses,Compicatio s -. .J1 	 _ __" 

8. Medicines prescribed Cot rim j,-x_ V 	 S .", 

9. Immunization Status 	 [Up to date Not up to date \t ,efer for immunization 

V. OUTCOME: eated &Sent Hoim (1 Admitted (1 Died (Go: Forr.Oi 
other and Child Sent for immunization
 

Federal COD Cell.NIH-MOH. GOP Printed owAithi -courtesy of USArO
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TREATMENT PLANS
 
Degree AGE OF CHILD 

of Dehydration ..... 
Up to 4-6 months (exclusively breastfed) More than 4-6 months (partially breastfed) 

o Breastfeed more often.NONE 
o Breastfeed more often o Give more fluids such as rice water 

(Plan-A) lassi, plain water and ORS. 
o Continue soft foods such a3khichri 

yogurt and mashed banana 
0-11 MONTHS 1-4 YEARS 5 YEARS & OVER 

First 4-6 hours First 4-6 hoursMILD First 4-6 hours 
TO ORS ORS ORS
 

600-800 ml or 1/2-3/4 seer. 1to 2 litres or 1 to 2 seersMODERATE 200-600 ml or 1/4-1/2 seer. 

(SOME)
 

(Plan-B) ..-

10-20 ml ORS per kilogram body weight per hour |
First 4-6 hours First 4-6 hours First 4-6 hours 

400-750 ml Ringers Lactate: 1-1.5 lItres Ringers Lactate 2 litres Ringers Lactate
 
SEVERE Intravenous intravenous intravenous
 

(25 ml,"kgjhr). (30 ml/kgihr) (30 ml'lkg,hr).
 

(Plan-C) Then ORS as above Then ORS as above Then ORS as above 

1,2 large cup (100 ml) CRS 1 large cup (200 ml) ORS 2 large cups ORS 
or other fluids per stool or other fluids per stool or other fluids per stool 

MAINTENANCE 
HOME TREATMENT CONTINUE FEEDING THE CHILD OFTEN 

IFCHILD WANTS MORE WATER, GIVE IT 

SUPERVISORY CHECKLIST 

FIND OL-T WHETHER PARENT iS ABLE TO DO OR EULIIN THE FOLLOWING 
Yes No
 

(If ot able, then teach7 parent again)parent is 

1. Need for home fluids (like breastmilk rice water, lassi, plain water) 

2. How to mix ORS 
3. How to give ORS (how much, how often, how long) 
4. Need to continue breastfeeding 
5. Need to continue feeding from 4 to 6 months of age (how much, how often, how long) 

6. When to bring child back (including signs of dehydration) 

7. Prevention of diarrhoea (handwashing & breastfeeding) 

8. Need for up to date Immunization for mother and child. 
9. MOTHER'S LEAFLET GIVEN AND EXPLAINED 

Ask parent to teach these things to all their relatives and neighbours I 

1 
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PATIENT'S PROGRESS SHEET (inORT unit or ward) 

Fime of Arrival: Time fluid therapy started 
History on .... HOURS AFTER ARRIVAL 

HISTORY 
 Arrival At 2 hours At 4 hours At 6 hours At 12 hours 

Number of Stools
 
Episodes of ,omiting
 
Unne cutcut
 
LORS gien (Iotall
 
Other fluids given Totall
 
Food given
 
Medicines prescribed
 
IVFluid aiven iVolumei 

CLINICAL STATUS ON ARRIVAL
 
General Apnearance
 
Fontaneile
 
Eves
 
-ears (present or aDsent)
 
1.outh and Tongue
 
.;'.in Turgor
 
Respiration iper minutel
 

ITeeratureFq
 
Wpight l qg 
ASSESSMENT AND TREATMENT ON ARRIVALr Dehydration Status 
Treatment Plan Chosen 
Total Fluid Input
Total Fluid Output 
To;al Fluid now Advised 

STOOL EXAMINATION 
pH 

Naked eye examination
 
Reducing substances 
 Microscopic examination 

INTAKE-OUTPUT CHART 
FLUID INPUT FOOD FLUID OUTPUT 

TIME ORS BREASTMILK (Name and quantity) URINE STOOL VOMIT REMARKS
mlsl (hC many times) (NOI Noi :No) 

FOLLOW-UP VISITS (Plot weights on Growth Chart on back page) 

DATE WEIGHT CLINICAL NOTES ADVICE _ 

'4
 



GROWTH CHART 
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PAKISTAN DIARRHOEA TRAINING UNIT PROGRAMME.
 

TRAINER'S GUIDE.
 

CASE STUDIES FOR PARAMEDICS.
 

C-6 No Dehydration.
 
C-7 Mild-Moderate Dehydration.
 
C-8 Severe Dehydration.
 
C-9 BU~o',.k I*A SkOo
 
C-1O Persistent Diarrhoea. 

INSTRUCTIONS ON HOW TRAINER SHOULD USE THESE CASE STUDIES
 

1. 	Explain to the paramedics that you are going to read a

short case study of 
a child who has diarrhoea and is
 
brought to their health facility, and will then ask them
 
questions about the case. Explain that they can 
make a

record of the case in their Clinical Form (A-B) and use
 
their handout (A-7) to 
help them find the answers.
 

2. 	Read the 
case study slowly and allow paramedics to ask
 
questions so that they understand all the information.
 

3. 	Ask question I and allow a little time 
for all the
 
paramedics to think about the 
answer. Then choose a
 
volunteer to answer. 
Check that the answer corresponds
 
to the answer given in the 
box under the question.
 

4. 	Repeat this for all the questions allowing different
 
paramedics to answer each time.
 



CASE STUDY (-6).
 

has brought her 3 month old baby 	daughter to your health
 
A mother 


The baby was well until yesterday when she started passing
facility. 

watery stools. She has passed 3 	stools since yesterday 

and has
 
loose 


-The- mother -has stopped -giving 	the.babya _diluted cow'
 
l-vomited --once.-


but is continuing to breastfeed. When you

milk by feeding bottle, 


you find that she looks alert and her mouth and
 
examine, the baby 


are

The skin pinch goes back quickly 	and her eyes 
tongue are not dry. 


not sunken. The baby is malnourished.
 

1. What do you first say to the 	mother.?
" 


her baby to the health
 
* PRAISE the mother for bringing
ANSWER: 


facility and continuing to breastfeed.
 

2. Does the baby have any signs 	of dehydration 
?
 

* The baby has no signs of dehydration.
ANSWER: 


3. What 	degree of dehydration does this 
baby have ?
 

* 


visible signs.

* lhe baby has NONE dehydration, 	that 

means no 

ANSWER: 


* 	4. What is the Diarrhoea Treatment Plan for this 
baby ?
 

more often.
Breastfeed
ANSWER: 	* Plan A. 


5. What 	advice would you give the mother 
about treatment at home ?
 

* 


the 4 rules of home treatment:* Give advice on
ANSWER: 

1. Give more fluids like breastmilk.
Rule 

more frequently.
* Rule 2. Continue breastfeeding 

to the health facility if signs of
 Rule 3. 	Bring baby back 


delydration develop like sunken eyes, 
passing many
 

is not getting better.
 stools, very thirsty or child 

and spoon

Rule 4. STOP using tne feeding bottle, use a cup 
to reduce theoften and tryinstead. Breastfeed more 

wash
 
amount of cow's milk required. Motner 

should 

hands before preparing food or feeding the baby. 
ner 


6. Why do you think this baby got diarrhoea 
?
 

ANSWER: 	* Because of bottlefeeding. A 3 month 
old baby should be 

bottle is difficult
 
exclusively breastfed. The feeding 


the mother

keep clean and introauces microbes. If 


to 

replaces her protective breastmilk containing 

antibodies,
 

with other fluids her baby will get 
diarrhoea.
 

6. This baby is malnourished. Why do you think this 
baby became
 

malnourished ?
 

.
mi1 '.., -:-.-ch 1 	 1hich 
mot',-e .,.rc ,-rp3 - he"iNSWERF: 	W 

...f.pl te ocd 	 *:ot" ik h!tDy ot ttlia ay; , '-, morthu) 
' - kC m ..
witn diluted cot 
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C-)
*CASE 	 -TD 


month 	old son to your health facility by bus
A father brings his 8 

irritable 	and very thirsty.
giving plain water on the way. The baby is 

since 	-he and-has sunken-eyes 

- assed-5-srtooIs 	 -morn ing slightly 

His mouth and lips are dry. You examine him and find that he has a
 

slight temperature of 38.5 C.
 

1. What 	do you first say to the father ?
 

ANSWER: * Fraise father for bringing his son and giving
 
plain water in the bus on the way.
 

* 2. 	What degree of dehydration does this baby have ?
 

ANSWER: 	* Mild-Moderate (Some) Dehydration (Plan B).
 

* 	3. What other questions would you like to ask the father about the
 

diarrhoea ?
 

* How 	 many days has your baby had diarrhoea ?ANSWER: 
* Is there any blood in the stools ?
 

* Does the baby have any other illness ? 
? 

* What other fluids have you given during diarrhoea 
What foods have you given during diarrhoea ?
* 

4. How would you treat the slight fever ?
 

sponge the child with wet
a
ANSWER: 	* Show father how to tepid 
cloth. Start giving fluids including ORS. Take temperature 

hour. 	If still high refer child to the doctor.
again 	in one 

Dehydration can cause a slight fever and once the 

go down.child has been rehydrated with ORS the fever will 

• 	 5. How would you treat this child in your health facility ?
 

to
kNSWEF.: * Give hi.m ORS before doing anything else. Send him the 

ORT unit where he would be weighed and the amount of ORS 
signs ofrequired calculated. ive him ORS until all the 

deliydration have gone. 

the first 	6 hours?
* 6. 	He weighs 7 Kg. How much ORS would you give in 


ANSWER t lC-20m-s : 7K ' 6 hours = 42C) - 840 inls ORS. 

* 	 7. If you did not know the weight, how much ORS would you give in
 

the first 4-6 hours ?
 

*200 	 - 600 ml. or !/4 - 1/2 seer.AN5WER,'.: 

8. The father is worried because the child vomited after taking ORS.
 

What advice would you give to the father ?
 

contilue giving ORS4tNSWER: 	 Do nc.t wcrr Wait :.:. minutes then 


0!ut gi.ve enore ~-l,1- -2 s~poons every in--nL-Se.
 



CASE STUDY (C-i)
 

A 3year old baby boy is brought to your health facility by his grand

'-father.. The grandfather tells_ you that the boy has had very.frequent .
 

watery stools for-2 days. The boy is very drowsy and has very dry and
 

sunken eyes. He has not been able to drink anything for a few hours.
 

0 I. What 	do you first say to the grandfather ?
 

ANSWER: * PRAISE him for bringinq his. grandson to the health facility.
 

62. 	 What would you do next for this boy ?
 

ANSWER: * Refer him immediately to the doctor.
 

013. Why would you refer him immediately to the doctor ?
 

ANSWER: 	* Because he has 2 or more signs of. SEVERE Dehydration and
 

needs the Treatment Plan for SEVERE Dehydration, Plan C.
 

04. What signs of SEVERE dehydration does this boy have ?
 

ANSWER: * Unable to drink.
 
* 	Very sleepy.
 

* Very dry and sunken eyes.
 

5 the other signs of dehydration you should look for ?
5. 	What are 


ANSWER: 	Encourage them to answer using doll and head-to-toe method.
 

Very sunken fontanelle (but Shild is not an infant and
 

Tears absent. fontanelle will be closed.)
 

* 	Mouth and tongue very dry.
 

* 	Breathing very fast.
 
* 	Skin pinh 'goes back very slowly.
 
* 	 Pulse very fast, weak, or not felt. 

06. What treatment should the doctor give this boy ?
 

The doctor should e::amine for other sions of dehydration.
ANSWER: 

The coctor should then weigh the toy., calculate the amount 

of iv fluid required to rehydrate the boy in 4-6 hours, 

set up an iv orip and and give Ringers Lactate accoroing to 

Treatment 	Plan C for SEVERE Dehyaration.
 

* 7. The boy has been given Pingers Lactate for 3 hours and his signs
 

of dehydration are less. He is not drowsy now ? You are
 

looking after him on the ward. What would you do next ?
 

ORS if he 	is able to drink. Teach the grandfather
ANSWER: * 	 Olfer hiim 
to g.ive him one spoon every minute anl more if boy wants it. 

Remove the iv line within 6 hrs. cf iti- initiation. 

8. What other advice would you offer the grandfather ?
 

ANSWER-: * Teich him 4 tUles olf home treatment and give 2 ORS packets.
 
r 	 "'- 1
....
 



CASE STUDY (C-9)
 

old baby girl is brought to your health facility by her
 
A 7 month 


--... h h t y thatshehashaddiarrhoea with blood in
 

He has been giving ORS and rice

the stools and a fever for 2 days. 


unwell, but her
 
water since the diarrhoea started. She looks 


fontanelle is not sunken and her skin pinch goes back quickly.
 

i. 	What do you first say to the father ?
 

rice water when the diarrhoea
ANSWER: 	 Praise him for giving ORS and 


started and for bringing his daughter to the health facility
 

* 	2. What would you do next for this baby girl ?
 

to the father and show him how
ANSWER: * Start giving ORS. Give a cup 


to 
give one spoon every minute and more if baby wants more.
 
tepid spcnge baby
$ Take the temperature and show father how to 


* Refer baby to doctor because she has blood in the stools.
 

* 	3. How wil'l the doctor treat this baby ?
 

antibiotic for the bloody stools
ANSWER: * The doctor will give an 


(dysentery).
 

4. Why does the baby have a fever ?
* 


ANSWER: * Fever is often associated with acute dysentery.
 

• 5. What signs of dehydration does this 	baby have ?
 

* This baby has no signs of dehydration.
ANSWER: 


6. Why do 	you think the baby has no signs of dehydration 
?


* 


extra fluids like ORS

ANSWER: * 	Because the father started giving 


the diarrhoea started. This

and rice water as soon as 


help to prevent
will not stop the diarrhoea, but it will 


dehydration developing.
 

the grade 	of malnutrition ?
 • 	7. You find the baby weighs 5 Kg. What is 


( Baby aged 7 months and weighing 5 Kg ).
ANSWER: Grade 2. 

that the baby is being breastfed and has not 
* 	8. The father says 


been started on any other foods because her" teeth have 
rot erupted
 

yet. What advice would you give ?
 

ANSWER: 	 * Explain that breastfeeding is very,'qood and should be
 

that baby can start taking soft foods,
continued. Advise 


like mashed potato, banana, yoghurt and kitchri, even
 

though the teeth have not erUpted. A few spoons should
 

be given 6 times a day during the diarrhoea episode 
and
 

for 2 weeks after diarrhoea stops. A
 an extra meal 

to each meal.
teaspoon of oil should be added 


S 7 ,t - 'lI -. 111 c,	 i <7il~i~iiii .;Iiiiil
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CASE STUDY (C-10 \____________ 

A mother brings her 5 year.,old son to your health facility. She is 
_,v_-_vry worredbecause,her--sonhas-had -diarrhoea-for-3--weeks.- Shed'--has-
tried many different medicines from the bazaar. He has only passed a
 
small amount of.urine today;and he is very thirsty.
 

1 What do you first say to the mother ?
 

ANSWER: * PRAISE her 'for bringing her son to the heelth facility.
 

02. Does the child have any signs of dehydration ?
 

ANSWER: * Yes, the child has 2 signs of dehydration:
 
* 1. Passing small amounts of urine.
 

'.
* 2. Thirst
 

03. What degree of dehf'dration does this chi'ld have ? 

ANSWER: The.child has 2 signs of Mild-Moderate dehydration.
 

4. How would you treat this child in your health facility ?
 

ANSWER: * GivP_ him ORS at once, then send him 
to the ORT unit where 
he~wOuld be weighed and the amount of ORS required
cal' ulated. Continue giving ORS until all the signs of 
dehydration hive gone. Teach the mother how to prepare
 
and give ORS and the 4 rules of home treatment.
 

, 5. The weighing scales are not working. How much ORS will you give
 

him in the first 4-6 hours ?
 

ANSWER: . I to 2 litres or I to 2 seers. 

6 6. What else would you do with this child ?
 

ANSWER: I Refer him to .the doctor because -he has
 
,had diarrhoea for more than 14 days.
 

67. What advice would you give to 
the mother about getting medicines
 
from the bazaar ?
 

ANSWER: * Tell her that medicines for diarrhoea have to 
be prescribed
 
by the doctor. Medicines for stopping diarrhoea from the
 
bazaar are all useless and some of them-are even dangerous. 
Some of them like Imodium, Lomotil and Rheatrol syrups are 
now banned in Pakistan because they have been causing 
abdominal swelling and illing many children.
 

08. What would you do before sending the child home ? 

-ANSWER A. Ask mother to e:-plain how to prepare and give ORS
 
and the 4 rules of home treatment in her own words.
 

If Give her' 2 pac ,afts ;f ORS.' 

'AV 
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9-3 INTRODUCTORY TALKS FOR DOCTORS
 

1bjecti~es 

' ' 'Trainer's Guide! (T-1).
 

": , ... 


T- O Of DTU/13RT Unit Programme.
 

T-2 Aetiology of Diarrhoea.
 
i :'; Rea 'ingson Diarrhoea Chapter 73, Page 13. 


WHO Director's Guide E-14, E-47-153.
 

S T-31 Indications For Drugs In Diarrhoea.
 
~~~Readings on Diarrhoea, Cnapter 13, =ae127.
 

WHO Director':s Guide.. E-7., E-40' ..
 
T-4 Management Of Acute Diarrhoea Jli.;i!
 

,
SReading;s rtrDiarrhoea Chapters 7 8, , 11. 
- ' 
;ii ?... T _ WHO Directcr's Guide E-8 and E-3:.(:).T- Talking with Parents.

.... Readings on Diarrhoea, Chapter 9, P'age 75,
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PAKISTAN NATIONAL CDD ROGRAMME
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PAKISTAN. 

Total population aged less than 5 years: 


Prevalence of diarrhoea: 


Number of diarrhoea episodes in ch, idren under 5 years: 

i8 million X 5 episodes ) 


Total number ol deaths in children less than 5 years: 


number of deaths due to diarrhoea
Total 


Infant and Lhild malnutrition rate 


Severe malnutrition ( Gomez Grade 111) 


ORS usage rate ( 1988) 


Home fluid usage rate (1988) 


Children immunized against measles: Under 12 months 

18 mths- 27 mths 


2-4 years 

18 million.
 

5.7%
 

90 million
 
per year
 

7Q00 C)0 
per year.
 

228, 00)0%
 

per year
 

48%
 

10%
 

73%
 

6.4%
 

53% 
817%
 
7 1% 



PAKISTAN NATIONAL CDD PROGRAMME
 

OBJECTIVES: 
To reduce mortality and morbidity due to acute diarrhoeal diseases in childrenunder 5 years of age. 

TARGETS:
 

By end of the June, 1993:
 

o Mortality due to dlarrhoeal diseases In children under 5 years of age shall be 
reduced by 50%. 

e Morbidity due to diarrhoeal diseases In children under 5 years of age shall 
be reduced by 25%. 

@Hospital admission rate due to dlarrhoeal diseases in children under 5 years
of age shall be reduced by 50%. 

@Hospital case fatality rate due to diarrhoeal diseases In children under 5 years of age shall be reduced by 50%. 

P 



Strategies 

Treatment o? diarrhoea 

" Early treatment with home available fluids to prevent 

dehydration 

" Correct dehydration with ORS 

• Feeding during and after diarrhoea 

* Selective use of antibiotics and IV fluids
 

" Proper management of persistent diarrhea
 

Prevention of diaerhoea
 

" Breast feeding
 

" Measles immunization
 

" Improved weaning practices
 

• Use of plenty of clean water 

• Hand washing 

• Use of latrines 

• Proper disposal of stools of small children 

NIHWCMU - 2/4,9O 



ORS Procurement/Distribution 

Reaular sources 

" Federal CDD Cell 

" Provincial budget 

" Relaxation from MOH to, sale of ORS through 

general/kiryana stores 

Temoorary source 

• UNICEF 

NIW/CMU - 2/4190 



PAKISTAIN'S NATIONAL DIARRHOEA TREATMENT POLICY 

ORT 

o 	 All diarrhoea cases will drink ORS (or other fluid) prior to leaving. 
o 	 All parents will be taught how to mi)v ORS. 
o 	 All parents will be taught how t3 cjre ORS (how much, how often, how long) ORS will be given using a cup and spoon or 

dropper. 
o 	 Special care/attention will be given to neonates, especially low birth weight, to avoid excessive use of ORS Breastfeeding

will be encouraged and assisted where needed. 
o 	 All parents will be given 1to 2 ORS packets for home use. 

BREASTFEEDING 

o 	 Breastfeeding will be encouraged for all infants and continued even during renydration 

CONTINUED FEEDING 

o Feeding appropriate for age will be encouraged to start no later than 4 hours after start of rehydration. 
o Milk feeds will not be diluted but may be mixed with cereals and can be offered during maintenance. 
o 	 No feeding bottles will be used. 

DRUGS 

o 	 No anti-diarrhoeal, antiemetic, antispasmodic drugs will be used or prescribed for diarrhoea in children, especially under 5 
years. 

o 	 Antibiotics will be used only for specified indications to be recorded on the patient record whenever used. This will generally
be reserved for bloody dysentery or other systemic infect,.:is. Only a single antibiotic will be prescribed. 

IV THERAPY 

o 	 IV. will be used only for severe dehydration as demonstrated by objective findings recorded on tne patient record form. 
o IV. will be used only for rehydration and stopped within 6 hours of initiation. 
o Ringers lactate is preferred but 0.9% saline with 5%Dextrose isan acceptable alternative Glucose/'Dextrose solution alone 

will not be used. 
o 	 Patients on IV. will be started on ORS as soon as they can drink. 

IMMUNIZATION 

o 	 Ensure that no child leaves before its immunization is up-to-date (especially measles) Similarly. the mother. if in child 
bearing age group (15-45 years). should be given TT immunization. 

HYGIENE 

o 	 Staff will demonstrate commitment to importance of personal hygiene by washing their hanos after handling each patient 

PLEASE ENSURE THAT 

o 	 Parents ieave only after they can explain in tneir own words the following: 

The Need for the Child to Drink More Fluids than Usual:
 
Mix ORS correctly using local measures
 
Use ORS correctly offering 1 2 to 1 tea cup for each stool or vomit and more if child desires.
 

2. The Need for the Child to Continue Eating: 
* Breastieeo. and if6 months or older. state the food and the approximate amount of food to feed child. 

3. 	 When to Bring the Child Back:
 
Explain signs of dehydration and indications to bring child bacK
 

How to Prevent Diarrhoea:
 
Expiain the importance of ranowasning hrpasteeaing ano danger of Dottle feeainc
 

ib\ 
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KEY MESSAGES FOR MOTHEIS- CDD/ORT 

DIARRHOEA CAN KILL 
When your child has diarrhcEa he loses lots of water and saltmay die if the water and salts from his body.* Heare not put backput the water and salts back 

into his body. ORS solution and fluidsinto the child's body. The more diarrhoea your child hasthe more ORS, fluids and food he needs.
Diarrhoea often causes the -:hild to
breastfeed lose weight. That is why it is important
the child often and for children older than four to

months, feed the child softfoods like khichri, yogurt and bananas. 
1. GIVE YOUR CHILD MORE FLUIDS AS SOON AS DIARRHOEA STARTS


As soon as diarrhoea starts, give your 
child more fluids than usual: broastmilk,rice water, and ORS are particularly good.
Feed your child Fluids/ORS after every 
 stool and as much as your child willdrink.
 
For children under 2 
years of age
 
How to prepare ORS:
 
- Pour one whole packet of ORS into one litre (seer) or four glasses (pao size)of water. Stir until the powder is dissolved.- Give your child one cup of ORS after every stool. Feed ORS tuslowly. Continue feeding ORS even 

the child 
if the child vomits.- Keep the ORS solution in a clean container and cover it to keepthe ORS solution within 24 hours. dirt out. UseThrow away the leftover and make a freshsolution. 

2. FEED YOUR CHILD BREASTMILK AND SOFT FOODS OFTEN DURING DIARRHOEA- Breastfeed your child more often dueing diarrhoea- Feed your child food which is easy .o digest like rice and lentils (khichri),porridge, yogurt, bananas.- Feed your child as much as he wants,- Feed your child often: at least 5-7 timer- After a day.diarrhoea ends, breastfeed your child more often and,months of age, feed it more 
if the child is 4-6foods than usual for 2 weeks.3. TAKE YOUR CHILD TO A HEALTH FACILITY OR DOCTOR IF YOU NOTICE ANY OF THESESIGNS 

o Irritable 
o Thirstier than usual o Sleepy, lethargic, weako Dry lips and mouth
" Sunken eyes Signs of 

Dehydrationo If you pinch the sin, it will go back slowly.o Dark or too little Urine 
o Has blood in stool 
o Has fever 

4. YOU CAN PREVENT DIARRHOEA
 
Diarrhoea 
 is caused by something dirtyprevent diarthoea that goes into the child's mouth.you must ensure that nothing dirty Togoes into the child's mouth.easiest ways Theto prevent diarrhoea are to:- Feed yourmonths. baby only breastnilk and no other food or drink up to 4 to 6 

Stairt feeding your baby soft foods in addition to breastmilk at 4 to 6 months.- Avoid the use of soothers.- Give the child fresh, clean, well cooked food and clean water.- Keep the area - Wash near the child clean.your HANDS prior to cooking and feeding the childchild's hands and washing thecery time he Louches dirt and before he ca.s.- Have your child vaccinated against measles. 

National institute of jieuith, mui(3, cup 

P ITECH/Pakiatan, USAID Julie..U 



DIARRHOEA TRAINING UNIT 

Objectives: 

1)Establish properly functioning areas In all major health facilities 

providing correct diarrhoea case management emphasizing Oral 

Rehydration Therapy and feeding and effective education of mother -

ORT Units. 

2) Train all health care providers to a level of competence and attitude 

to assure proper use of ORT, feeding and non use of drugs for all 

cases of diarrhoea. 

3) Ensure that all cases of diarrhuea are treated from the onset of 

Illness with appropriate fluids, continual feeding and timely referral 

when required. 



DIARRHOEA TRAINING UNIT 

Strategy: 

1) Establish model functioning ORT Units to serve as Model - DTUs. 

2) Obtain written commitment of health authorities to establish ORTUnits in their health facilities, each to commit individually. 

3) ldentify appropriate space and equipment with essential Items forORT treatment, mother education, and where appropriate, in patient
care of diarrhoea cases. 

4) Careful selection of prrticipants for training who will be given fullauthority and responsibi~lty to operate the ORT Unit. 

5) Provide standardized training emp! .!F::lnr,case management skil!sand attituda obtained through responsible clinical managementcase 
in DTU. 

CONT0. 



DTU Strategies continued... 

6) Close follow-up of trainees through site visits to isslst, encourage 
and ensure establishment and proper function of ORT Unit for each 
trainee. 

7) Establish continual contact between ORT Unit and the parent DTU 
and other ORT Units. 

8) Evolution of ORT Units to become DTUs In all medical colleges and. 
divisional hospitals. 

9) Expand training to RHCs, BHU's and dispensaries each of which 
will establish ORT corner according to specified functional guidelines. 

10) All ORT Units wili Involve paramedical support staff and local 
practitioners in active case management experience with ORT. 

- \
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Actiolor of Diarrhnea 

:rrizoi iocr i n 

Aa r*i~'ly5i~, Irnitimber of orgaiiisins are responsible1 for endsr. c'ason t)[ atiarU 
diarrhioea in infnt~cs anid chi ltien. These are Ii sred by freIlielicv1 be.yi-1111 riz 

with the most commoni, Lit Tabhle 3-1: Actiologic Aget Cu Lill- r:i~ f)sfMs.Cs
D~iarrhoea.,,nsCi. 

111itch a few years ago, paz-hogenic organisms could he foundI fit tOf feces nf 
011ly about 25% of patients u%!ith acute diairrhoea. Today, wi th newer techiniqlies
available, l'abnratortes capat'le of comprehensive lahoritory, studles cani 

identfyptental pthog n nup to 70% of acute dlaiz rhoeas topresenting
hospital or treatment faciliti~s and Lit a smaller proportion (up to haif) of 
cases occurring in the communi ty,.
 

In general, the same pathogens are responsible for diarrhoea in infantb and 
youtig children worldwide. However, the frequency and pzoprrion of the
specific diarrhoeal. pathogens Hetntifip-1 may be different in different places
arid laboratories. This difference Is du. in part to diff-!!iwes Lit the actual 
organisms causing di'Xrrhoea. in different (laco-s. linweve'r it Is dlue also to 
the differences in the technical abllity" f- .aboratories ti) diagniose all 
possible pathogens, definitions of diarir1til~ used, selection of cases,
cullection of sampl es and seve~ral other factors (eag. . host susceptibility., 
environmental factors, antibiotic use, s~asanality differenlces and the 
occurrence of epidemics). 
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D,,.rrhoe.a
Agr t's C.ulsLng Most: Cascq of

Ae,ioloricTable 3.1: 

OF 
ANTI. rOT1IS IN 
EFFECI'VENESS 

PROPORTION 
TREATMIENTOF CASESTYPEX',hTS:I 

Hot efLeL:eiveto 50% of casesVirus UpRocavILrs 
coming to health 

facilities. 

51 to 1G% of cases 

in the coununity 

Up to 25% of diarrhoea Nor effct:v'e 
Bacteria .EncerotoxigenLc 


in all ages
Escherichin colt 


(ETEC)
 

Not effective
25% or more
-- " 
N|o agent found 


Effective
5% to 10%
Bacteria
shigella 


if
Effective only

5% to 15%
Bacteria
Camyvlobncter 
 gLven early In 

co,.r.e of disease 

Effective
In endemic areas
Bacteria 
may cause 5% to 10% 

of cases seen in 
health facilities 

'ibrio cbolerae 


Not effective in
10% of cases
Bacteria Up to
?ontyphoid 

usual uncomplicateO


Salmonella 
 diarrhoea
 

and "nc agent found" are the most
 
Table 3-I shown that rotavirus, ETEC, 


75Z of cases.
 
of children's diarrhoea, comprising, pernaps,
frequent causes 


to shorten the duration of the diarrhoea or the
 
appear
Antibiotics do not 


amou.t of stool excreted in any of the cases that fall into these three
 

categorits.
 

make up
of dysenrpry and bloody stool, 

Shisella and g.mpylohacter. both causes 


in treatinG
effective
cases. Antibiotics are 

a large percentage of diarrhoea 


of CampyLobacter. However, both
 
dysentery causad by Shigella and some cases 


In those mtlder 
can causc watery diarrhoea without blood.
organisms Also 

less effec.ive in reducing duration o" 
nondysenteric cnsos, antibiotics are 


volume of stool.
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Thus, 	 we can say that for almost all the major rcauses of acute watery 
diarrhoea, except cholera, antibiotics are not useful In treatment. 

SPECIFIC NFECTIOUS CAISES OF 	 DIARRIIOEA 

All three of the major rypes of infectious agents- .harlri a, ,irtise.s and 
parasites--cause diarrhoea. In this section the range o[ agonr.s is lisr(., 
.1f141 rht' relat ive Ir'lieri-.' are discus:sed1. Tlht following li:;. ro-e rhe 
various hot:cri.l agtis iliac 	 catIre diarrhoca: 

o Aernionac; hvdlrnphila 	 o Salmonella spp. 

o BacilItls cerots 	 0 Shir'ella spp. 

" Campvlohacter iejun[ 	 o Staphylocorciiq aireus 

o 	Clostrtditim difficlie o Vibrio choler3e 0 group 1
 
and non-O group I
 

o Clostrihiim perfrinrens 

o Escherichia coli o Vihrlo parahaemoliclcus
 

" Plesinmonas shielloides o Yersinla enterocolitica
 

In developing countries, enterotoxigenic E. coli (ETEC), Campylobacter jejuni,
 
Sh iptoI.la and enceropathogenic 	 E, coli (EPEC) are the most important bac terial 
causes of infantile diarrhoea. V. cholera O cause epidemics among older
 
children and adults in many parts of Africa and Asia. C. difficile is 
responsible for a heiuorrhngic colitis in children and adults chat can occur
 
after tre.cment with antibiotics.
 

The following is a list of the various viral agents that cause diarrhoea:
 

Confirmpd 	 Possible
 

o Adenovirus o Astrovirus
 

o Rotavirus o Calicivirus 

o 	27 nm viruses o Coronavirus
 
(Norwalk)
 

o Minirotavirus
 

o "Small round virus"
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(if diarrhoeal di qeise in the: rirst .'o yenr; e,
IZr.avirus is the ipnding, cause 

hospitals and health e'enltrt's w l lwidh.. IloweI'I'-Iit," anoill' cases th.,t visitl 

for onlv' , X to 10) of cases iii 1l. 4nminiii '.
i: ir. rv::pin:;ihIk 

Ior',a 1k virus o ftei ca,tses vomi Lirng and di arrhoea in o Lder , i IdIeti and Iia t L 

whereas in less developed countries, rhi ldrrtt acquirein developed councries, 
the virus at an earl age. A smaller percentage of diarrhoeail an antibody to 

episodes is due to this agent.
 

,ariou- parasitic organisms that have beenThe following is a list of the 

described as causing diarrhoea:
 

o Jsospora bellio BalIanridium Co I 

o Capillarta philinpinensis o Fasciolopsis bhiski 

o Cryptosnoridium o Sircocystis suihominis 

Entzimooba histolytIca o Stronzoloides stercoraliso 


o Trichurts trichitura" Giardla lamblia 


The most important worldwide are Cryptosooridium, a newly recognized cause of 

watery diarrhoea, F. histolytica and G. lamblia. 

Mixed infections with cuo or more enteropachogens occur in 15Z to 20% of 

cases, but their clinical significance is difficult to interpret; one or mor.e 

of the organisms recovered may be responsible for the diarrhoea. 

the feces of a child with
Merely finding a potentially pathogenic organism in 


diarrhoea does not necessarily mean that the organism has caused the
 

diarrhoea. This is true in particular of Campylobacter and E. histolytica,
 

which, in a number of studies, have been found in an equal or nearly equal
 

of children with diarrhoea and in nondiarrhoeic control groups.percentage 

Parhogenic Mechanisms 

Toxins
 

Some 25% of dLarrhoeas in children result from the action of toxins released
 

by bacteria on the intestinal mucosa, most commonly from E. colt and from V.
 

cholerae. These toxins stimulate the cellular mechanisms that produce cyclic 

nucleotides (cyclic AMP). These then decrease the absocption of sodium from 

the gut lumen by villus rips and (with some toxins) also,increase the 

secretion by the mucosal crypts of sodium chloride and water into the gut 

lunen. 
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C0APTER 13 

I
 
Drugs In the Management of Diarrhoea


INTRODUCT I ON 

Drugs are generally not indicated for the routine trearment of acute 
diarrhoea. Of children with acute, watery diarrhoea, 95% can be succnssfully 
treated with oral rehydration therapy and continued feeding alone. In careful 
rrials, many drugs have been shown to have no effect on diarrhoa. A few 
drugs may have a modesr eifect on d, ration of diarrhoea or stool output, but 
in children, this benefit is often outweighed by the adverse side effects of 
the 	drug.
 

APPROPRIATE A'T-M'CP.OBIAL USE
 

Alth.ugh drugs are gcnerally not indicated in treatment of diarrhoea, there 
are 	 some exceptions. For a few infectious diarrhoeas, antimicrobials can 
significantly d.minish the severity and duration of the diarrhoea and may 
shorten excretion uf the pathogen. 

An antimicrobial shouild be used for patients uith one of the following:
 

o 	 Proven or suspected cholera: 
o 	 Dysentery characterized by grossly bloody stools (the majority of these
 

cases are caused by Sh i r iIla),
 
o 	 Laboratory-confirmed symptomatic Fntanoh.ba histolytica infection; 
o 	 Laboracory-confirmed symptomatic Ciardia lamblia infection. 

Some symptomatic laboratory-confirmed infections with Ciardia lambii' will
 
respond to an antimicrobial drug. However, because many chiidren with Gtardia
 
lamblia are asymptonaiLc, there are times when this organism, although 
identified in che stool or intestine, will not be the cause of the diarrhoea. 

In a similar fashion, amoebae nay be found in the srool but may not be the 
cause of diarrhoea. Many studies have shown a similar percentage of children 
wirh amoebae in the stouL I when comparing diarrhoea parients with healthy 
children. Because of this, it must be remembered that a child with diarrhoea 
and amoebae in the stool may, in fact, have a vii.al or ETEC bacterial 
diarrhoea. If so, the patient's diarrhuea will not respond to metronidazole 
or orther amoebicida. drugs. The presence of vegative forms, as opposed to 

'his chapter discusses drugs used in treating diarrhoea according to their 

mechanism of action. All drugs used. in diarrhoea (except purgatives, cardiac 
stimulants and steroids) are used as "antidiarrhoeais," that is, drugs which 
will act to reduce or stop the diarrhoea. Some writers, however, separaL!, 
antimicrobials (drugs which act against the agents causing diarrhoea) from 
antidiarrhoeals (dregs which act against the physiologic mechani:;ms of 
diarrhoca, such as antimotility, anud antiSecretory druis, or .d oLbents. 
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and
cysts, will help confirm that the diarrhoea is caused b th' amoebae 

should respond to amoebcidal therapy. 

amoebae

For this reason, diarrhoea patients being treated for Giardia or 

should be given special instructions about indications for returning for a 

follow-up examination, to guard against the possibility thac the treatment for 

the 	observed parasite may not be effective for controlling the diarrhoea.
 

its 	use
Even a recontmended antimicrobial drug must be used with caution, since 

some can produce resistance in microorganisms. Indiscriminate use of 

antimicrobials may prolong diarrhoea by direct toxic effects on-tle mucosa and 

by the emergence of pathogenic bacteria which are normally suppressed hy the 

normal gut flora. This bacterial overgrowth may lead to hemorrhagic cnotiis. 

Table 13-i (Antimicrobial Drugs Used in Treatment of Specific Causes of Acute
 

Diarrhoea) lists the currently recommended antibiotics and antimicrobials for
 
and 	 adults.the 	above pathogens and their recommended doses for children 

In addition, antibiotic usage should be based on information available about
 
In general,
the antibiotic susceptibility of the pathogen in the region. 


resistant strains
tetracycline is recommended for cholera, although some 

appear to be developing in Africa. Triethoprim-sulfamet,'oxazole is the usual 

drug of choice for shigellosis, although in a few areas the organism is still 
those not
sensitive to ampicillin. Nalidixic acid should be reserved for 


is used for
.:ecovering on trimethoprim-sulfamethoxazole. Ketronidazole 


amoebiasis or giardiasis.
 

Specific drug therapy mpy also be required for other acute infections such as
 

malaria, which may accompany diarrhoea.
pneumonia, meningitis, otitis media or 


INAPPROPRIATE DRUG USE
 

are 	often used but have no role in diarrhoea
The following types of drugs 

management:
 

o 	 Certain Antirnmicrobials: Sulfonamides, neomycin, halogenated 

oxyquinolines; 

Opium-like drugs such as codeine, diphenoxylate
o 	 Antimotllitv Agents:
(Lomotil), loperamide (Imodiun); 

o 	 Antisecretory A ents: Chlorpromazine, bismuth subsalicylate; 

o 	 Adsorbents and Binding Azents: Pectin, kaolin, cholestyramine; 

o 	 Cardiac Stimulants:
 

o 	 Steroids; 

o 	 Putratives, 
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Recovery from these toxin-induced diarrhoeas is by replacement of the affecLCd 
cells through the normal regeneration process of the intestinal mucosa, a
 
process that usually takes two to five days--longer in malnourished childrpre.
 
Elimination of the organism with antibiotics will shorten and reduce the
 
diarrhoea from V, cholera, but with diarrhoea caused by E. coil ths usual 
course is shorter than cholera, and antibiotics have no heLpful effect.
 

Toxins produced by bacteria growing in food are L'esponsible for the very
 
short-lasting diarrhoeas that characterize food poisoning. Cellular 
replacement does not appear to be necessary to recover fr,,n these diarrhoeas. 
St.phylococcus is the most common cause of this type of food poisoning 

Invasion 

Shigella, some E. colt as well as C, leluni produce diarrhoea by invasion of
 
the mucosa and actual destruction of mucosal cells, often in both small and
 
large intestine. Invasion is followed by the prod,,ction of microabscesses and
 
ulcers, leading to the presence of red and white blood cells in the stool or
 
frank blood (bloody dysentery). Spasm of intestinal smooth muscle--felt by
 
the patient as "cramps" or abdominal pain--and fever also are connonly
 
present. These organisms also produce a variety uf toxins that may play a
 
role in fluid absorption and secretion, but certainly are important in
 
facilitating penetration of the mucosa.
 

These invasive bacterial diarrhoeas account for 10% to 20% of child diarrhoeas
 
and are associated with much greater nutritional losses from an episode than
 
the toxigenic diarrhoeas. Because of the greater tissue destruction by these
 
invasive diarrhoeas, recovery and healing takes longer.
 

Viruses
 

Viruses are responsible for 50% of all childhood diarrhoeas that present to
 
health facilities. Viruses such as rotavirus invade the intestinal cells and
 
alter their functioning and reproduction, leading to blunting of the villi, as
 
well as reduction in absorption and net secretion. This results in diarrhoea,
 
as well as general symptoms such as malaise and mild fever. Recovery occurs
 
when the mucosal surface regenerates.
 

Parasites
 

The pathogenic mechanism of amoebic dysentery is similar to chat of the
 
invasive bacteria described above. Giardia, however, does not lead to
 
dysentery but rather to a mild, more prolonged diarrhoea with epigascric
 
distress, bulky stools and the presence of the Giardia organism in the upper
 
small intestine. Because of their location, these organisms are often absent
 
in the stool of colonized patients and need special procedures (strinp tes:,
 
cathartic or mucosal biopsy) to find them.
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Both Enra oieba hisrolvti':a and Giardta often are pres,.nt in the .cnols of roi. 

diarrhoeLc childrett in many loc.tions. Thus, their presence in the s.,,o[ f 

di.rrhoeLc chlldrent does not prove chat they are the cause of rhe diar'hoed, 

they mere lv may b,, intiocent bystanders to all infecrion caused hy a vilu.l or 

bacteriuin not letectable by stool microscopic examilnaLion. 

With amoeba, differentciation between the carripr state and a parhologi," ,ne 

can be assisted hv more detailed examination of the torms of the amnoeba [o,.1d 

in the stool. The pathologic situation in which the amnoeba is presumed to ho 

causing diarrhoea or eysencery 1,; characterized more by the presence uf 

vegetative forms of amoebae in rhe stool, while the carrier tir nouparh, ot.ic 
situation does not have these forms but rather has amnehir c'yscs. This 

approach, however, is not highly reliable. 

Crvprosporldilim prohably is responsible for about 5X of childhood diarrhoeas 

as well as diarrhoea in imunocompromised patients, such as those with 

acquired inmunodeficlerncy syndrome (AIDS). It is not susceptible to availahle 

antimi.crobial agents. 

Amcng helminths, there is reasonable evidence that Stronryloides and Trichuris
 

can cause diarrhcea. The pathogenic mechanisms are not entirely clear. There
 

is no evidence, however, that Ascarts or hookworm cause diarrhoea.
 

S ecific Enreroparhnpens
 

rhe section that follows reviews each of the major enteropathogens in
 

additional detail:
 

Fscherichia coli
 

Escherichia cell (E. Coli) causes up to one-fourth of all diarrhoeas in 

developing countries. Five groups of I,.Qjj are recognized: 

enterotoxigenic, enterop.'thogenic, enteroadherent, enL:er,oinvasive, and 

enterohaemorrhagic. 

f.nterotoxigenic E. coli (ETFC): ETEC is a major cause of dehydrating
 

diarrhoea in children undei five years and adults in developing countries.
 

Transmission usually occurs through contaminated food (especially weaning
 

foods) and water and is more common during the warmer seasons. ETEC is the
 

most conmnon cause of diarrhoea in persons craveling from developed to 

developing countries (i.e., travellers' diairhoea). 

Two important virulence factors for ETEC are (1) colonization factors that 

aLl:i" ETEC to adhere to receptors on the enterocytes of the small intenscine 

and (2) encerotoxins. Genes for these colonizing factors and for the 

enterocoxins are encoded on cransmissible plasmids. ETEC produce heat-labile 

(LT) and/or heat-stable 'ST) enterotoxins that cause net secretion of fluid
 

and electrolytes, presenting clinically as watery diarrhoea. ChoLera-like
 

purging is sometimes observed. ETEC do not destroy the brush border or invade 
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the mucosa. The diarrhoea is usually selE-imitrd hut can re.'ztt in
 
persistent diarLhoea.
 

Fnrcroilrliononic F. rn i (FPFC) F.PEC are E. coll of spe,'if (".scror.yvprs rl,;icause watery diarrhoea accompanied by vomiting and Fever in infants andchildren up to two years of age worldwide. In urban a,':as of Brazi l, up ro30% of acute di.irrhoea cases are attributed to EPEC. The disease is usual 17 
seLf-limited but can be severe (fatal) or resulr in petsisi ent diarrho,!,,,particu Larly in hottLe-Fed infants under six mowths of age illtraisiciunaIl 
countries. 

The mechanism of EPEC diarrhoo'a is nnr yet clear. Enreroallhter-tre and 
production of cycocoxin may be 
important.
 

Enteroadherpnr F. coli (F.AC): FAEC is a group of F. 'noL that ha'.r bepnfound in a number of countries and belong to serorypps mostly distinct from
EPEC serotypes. Like EPEC, EAEC causes watery di.irrhoea in young children,
which may at times be 
long lasting. EAEC adheres 
right ly to rhe smatl
 
intestinal mucosa 
and produces typical morphological changns, but the

mechanism by which it causes diarrhoea is not clear and may in part be due 
to
 
cytotoxins.
 

Enteroinvasive E. coli (EIECM: 
 EIEC is not a commonly found pathogen; it
 
causes sporadic foodborne cases 
and outbreaks of diarrhoea in all ages

worldwide. 
 The organism is similar both biochemically and serologically 
to

Shigela, and like Shigella, it is able to penetrate and multiply within the

colonic epithelial cells and 
cause dysentery. Polymorphonuclear leukocytes
 
are 
usually present iii stools.
 

Enterohaemorrhapic F. coli 
(EIIF: 
A newly recognized enteroparhogPn, E. J.ti
 
serocype 0157:H7, is a cause of sporadic haemorrhagic colitis in North
 
America, where improperly cooked meat has served as 
the major vehicle of
transmission; occasionally, person-to-person transmission may have 
occurred.
 
Illness is characterized by the acute onset 
of cramps, absent or low-grade

fever, and watery diarrhoea that may rapidly progress 
to bloody diarrhoea.
 
EIIEC produces a cytotoxin that may be responsible for the oedema and diffuse

bleeding in the colon, as well 
as the haemolytic-uremic syndrome that

sometimes develops 
in children. The global importance of this organism is not
 
known.
 

Vibrio cholerae
 

Vihrio cholerae has two biotypes, El Tor and classical, and two serocypes,

Ogawa and Inaba. Biocyping and serotyping are not important for treatment and

control. The El 
Tor biotype is responsible for the 
current seventh pandemic,

although at 
present both El Tor and classical biotypes are prevalent in

cholera-endemic Bangladesh. 
 In endemic areas, rholera may account for 5' ro
10% of hospitalized patients with diarrhoea 
in all age groups. However, it
 occurs most often in children two to nine years of age, 
in whom it accounts
 
for a large portion of severe cases. 
 In a newly affected area, young adults
 
are most often infected initially
 

READINGS ON DIARRHOEA 

I.
 



can serne as vehicles for the rransmissior; of 
Both contaminated watcer and food 

nay occir in
cholera. Person-to-p,,rson spreatd is much Less commonhbu 

Ldhe res to and inilll i l ip ,;
o-.'erc rowded ,and unh'yginic situations. V, cho l'rap 

where it produtces a hemstl.hi Le 
on the mucosa of the sma ll intestine, 

that causes the diarrhoea.entCetoroxin 

of Africa and Asia. Du.ring r.hbecome endemic in many countiesCholera has 
is resisr.,an

last few ye:irs, outbreaks due to strains of V. choloran. Ot that 
of Tanania

to tetrac'/cl.ne have occurred in Bangladesh, the United Rep||ilic 

The epidemir strains conrained ptar-mids that carried
and other cotintries. 


the resistance genes. In Tanzania, it is priobable that excessive ancihio. ic
 
o1 

pressure resulting from mass chemoprophylaxis conrihutred rn rhe emergence 

these strains. 

Shigella
 

about 10% of acute diarrhoea in children under five years; it
Shigella causes 

It is the most common cause of
 also occurs in older children and adults. 


The genus 5.hi_",.A is subdivided into four serogroips:

dysentery in children. 


the most common serogroup in developing rouiitries;o S. flexneri, 

o $. onnei, the most common in developed countries;
 

with high mortality;o S. ysenterlae, type I causes epidemics 

o S. beovli.d, which is les', common. 

found only in humans and certain primates. The spread of
Shizella is 

since a low infectiotis
shigellosis often occurs by person-to-person contact 


Foodborne and waterborne transmission
dose (10 to 100 organisms) is required. 


also occur.
 

fever and watery diarrhoea, or as a
Shipella infection may p:esent as 


dysenteric syndrome from the onset characterized by fever; abdominal cramps
 

and tenesmus; and frequent, small-volume, bloody-mucoid stuuls with many
 

The duration of Shizella illness generally ranges from a few days
leukocytes. 

two weeks. Mortality is greatest in malnourished children.
to 


Dysentery is initiated when 5hipella organisms invade and then multiply within 
and a markedcolonic epithelial cells, causing cell death, mucosal ulcers 


In spite of the invasive colitis, Shigella seldom
inflammatory reaction. 


invades the bloodstream. The virulence factors 
include a smooth 

antigen that may contribute to invasiveness and alipopolysaccharide cell-wall 

toxin (Shiga toxin) that is cytocoxic, neurocoxic and pechaps also capable of
 

causing watery diarrhoea.
 

has been obsered in ShigellaIn many countries antibiotic resistance 

infections. Plasmid-mediated resistance to sulfonamides, streptomycin,
 

ampicillin, chioramphenicol and even triinethoprim-sulfaniethaxoletetracycline, 
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is conmon and is probably relared at least in part to the itirestuIcted sale
 
and use of antibiotics.
 

anmpylobacrer ieimni 

C. ieluni is responsible for 5% to 14% of diarrhoea in Intaors in developing 
and developed countries wotldwide. It is common cluse of diarrhoea Jrl SV'eL;'/ ] 
animall species (e.g.. chickens, guar.-, pigs, (Jogs). Human., arqtuire the 
infection through dirct concact with infected animnals or rheir teces, from 
the constimptio of conitaminated food or water and occasional ly, troan
 
person-to-person spread. Many consider the disease tn be a zoonosis.
 

The clinical presentation of C. iejuni infection varies from asymproinatic 
carriage to mild diarrhoea to severe invasive disease. In most cases, fever 
and abdominal pain occur. The diarrhoea may be watery, but in one-third of 
cases dysenteric stools characterized by blood and witcus appear afr.ec a day or 
two and usually contain polymnorphonuclear leukucyces.. 

C. lejuni probably produces diarrhoea by invasion of the ilemin and uhe large 
intestine. Two types of toxins are 
produced: a cytotoxin and a heat-Labile
 
enterotoxin. Their role as virulence factors 
is not known.
 

Salmonella 

There are more than 2,000 serotypes, about 6 to 10 of which account for most
 
cases of Salmonella gastroenteritis in humans. Since animals are the main
 
reservoir for these organisms, Salmonella infection most commonly results from
 
the ingestion of contaminated animal products, especially poultry, meat, eggs

and milk. Salmonella gastroenteriris in young children is relatively rare in
 
less developed countries as compared with industrialized countries, except
 
where there is a large consumption of processed foods.
 

Salmonella gastroenteritis usually presents as acute watery diarrhoea with 
nausea, cramps and fever. Dysentery may occur in about 5% of cases. Strains
 
resistant to ampicillin, chloramphenicol and trimethoprim-sulfamethoxazole are
 
now prevalent worldwide.
 

Roravirus 

Rotavirus is the most important cause of viral gastroenteritis in infants
 
worldwide.
 

Rotavirus is responsible for up to 50% of diarrhoea in children aged 6 to 24
 
months who visit treatment facilities in developing countries, it spreads by

fecal-oral transmission. 
 Four human serotypes of rotavirus are known.
 

The severity of illness ranges fro,, asymptomatic irnfection (mainly in neonazes
 
and adults) to acute dehydrating diarrhoea that may lead to death. The
 
clinical syndrome typically includes watery diarrhoea with vomiLng and fever
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to the epithelial cells of the 
Rotavirus infection causes patchy damage 

in blunting of the absorptive vi1i. 
proximal small intestine, resulting 

InfectLon ,nay cause soine reduction in the actLviry of lactaso au d 

resulting in malabsorption of carbchydrates, but this is
dLsaccharidases, 

and absorpri..-L!
usually of nn clinical significance. The intestinal inorpholngy 

three weeks after Illness.to normal within two tocapacity usually return 

Giardia lamblia 

Glartlia lamblia have a worldwide distribution, with prevalence rates of 
one co five '/earssome populations. Childien agedinfection of up to 1001 in 


Ciardia infections are usually fooulborne,
are most cominonily infected. 
spread from" person to person; the latter occurs particularly III
waterborne or 


a crowded family or attending day-care cetirprs.
children living in 


diarrhoea, sonerimes malahsorptinncauses acute or subacuteGiardia usually 

with fatty stools and often abdominal pain and bloatLng. Ciartija infect Lite
 

small bowel, but the pathogenic mechanism is unclear.
 

Encamoeba hisrolytica
 

its distribution

Prevalence rates of E. histolytica infection vary widely but 


This Infection is
 is worldwide. The incidence of disease increases with age. 


usually overdiagnosed as identification of this protozoan is 
not easy, and the
 

Transmission is
often confused with polymorphonuclear leukocytes.
parasite is 


foodborne or waterborne. E. hitolytica cysts are highly. resistant to
 

chemical disinfectants, Lncluding chlorination.
 

frequent (90%). Symptomatic amoebiasis ranges

Asymptomatic infections are 


to fulminant dysentery. Only a small
from persistent mild diarrhoea 


persons will develop i~tvasive amoebiasis. .Strainproportion of infected 
E. histolytica
virulence varies with electrophoretic isoenzyme patterns. 


it is thought to elaborate
invades the mucosa of thE large intestine, where 


that cause intestinal secretion and damage resulting
neurohumoral substances 


in an inflammatory type of diarrhoea.
 

\CrXprosporidium
 

a coccidian parasite recognized earlier as a diarrhoea
Cryptosporidium is 


pathogen in animals. It was first identified as a cause of watery diarrhoea
 

those with AIDS. In developing
in immunosuppressed patients, particularly in 


countries, It may account for 4% to 11% of childhood diarrhoea.
 

Cryptosporidlosis is transmitted by the fecal-oral route.
 

Cryptosporidium aLtcaches
Illness is characterized by acute watery diarrhoea. 

it is presumed to cause
to the microvillous surface of the enterocytes where 


malabsorption due to the resulting mucosal damage.
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Orher Cnae. -es 

In addition to rie numerous aer.ologtcal agents described above, other 
contlicions cause or are as!;n'iated with diarrhoea, incliding drlgs, sirgcaL 
ronditioiis, other diseases and systemic infections, and fooI Intolerance. 
lnfecrious causes described above, however, are respni.ible for all u.t a voer" 
Liny fraction of d[.irrhoeas in developing countries. 

A varier.y of ,Iruu,; 'peclailly antibiotics, rauise diarrhoea. Aur:0liotics 
,,p ear ro act hv k I I i .he norna I inixed flora , wh [c.h the ii a nw uiifu;u ai]

or;,ani.z,,s or strains e,.istant ro rhe anrtbiotic to flourish. 
 This ha. IeI Lo 
an important complication of the unnecessary trearmenr of di.arrhzoea with 
antibiotics, hacincrrhagic colitis caused by C. difticile.
 

Certain acute surgical conditions, such as pigbel and iutu.s.epcion, may catsa 
diarrhoea. 

Diarrhoea is also associated with other diseases. 
 Malaria and schistosomia-is
 
both are commonly associated with diarrhoea. 
 Somtetimes these illness cause
 
diarrhoea directly; 
sometimes the diarrhoea is caused by the usual enteric
 
pathogens. Diarrhoea very often accompanies measles and is the cause of a
 
large proportion of measles deaths, both during the acute measles episode and
 
during the subsequent two- to three-month period of reduced resistance 
to
 
infection.
 

Diarrhoea also occurs along with other systemic infections, such as pneumonia,
 
:treptococcal sore 
throat and otitis media.1 The mechanism for these
 
diarrhoeas is unclear; an identifiable diarrhoea pathogen cannot always be
 
found. It is currently believed, however, that the majority of rhese
 
diarrhoeas are caused, as usual, by an enteropathogen acting directly on the
 
intestine, rather than by an indirect noninfectious physiologic response to
 
the accompanying infection.
 

Food intolerance from such causes as lactase deficiency or food allergies can
 
cause diarrhoea. Tuberculosis of the gut, chronic granulomarous diseases of
 
the intescine such as Crohn's disease, and some tutmors can also cause
 
diarrhoea.
 

IMPLICATIONS FOR MANAGEMENT
 

Despite 
the wide variety of possible causes of diarrhoea and, therefore, of
 
potentially different actions 
to be taken in diagnosis -)r management, almost
 
all acute watery diarrhoeas are self-limiting. They will stop without cause
specific treatment, with little long-term consequences, if the patient can be
 
kept well hydrated and nourished during lie episode. Excepc in cases of
 
cholera, antibiotics or antimicrobials will not hasten the recovery of
 
patients with acute watery diarrhoea.
 

'More on the topic of diarrhoea accompanying other infections can be
 
found in Chapter 14.
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necticd 
Thus, liborator:." imamination of stool by microscopy or cnilr'n e Is nor 

utsun.l acute watery dLarrhoea case.
in mnnaging the 

respond Io l i(hninhint
Well or amnnehas o ften dn1 ,sDlysentery causell by Shi 

in a nqumber of coutrries have shnwn rih.c 
creactenr. Epidemi.ologic studies 

with stool60% of diarrhoeas bloody
Shipel is the cause in about 

reason, the clinician can begin trearment of cases of 
(dysentery). For chi:, 

that cht.y are Sl.1.jia infections and using an 
dysentery by presmnmiir. 

S.91iflla strains are sensitive.antiblotic to which local 

one o..;r age
\ large number of the dvsenterLc diarrhoeas in ,childrei under oF 

treatment with 
are caused by CamPYLvba,'rer. Some studies have fomud hat 

and more rapidly eliminate rhe
shorten diarrhoeaserythromycin will these 

in the course of the case to be 
organism, but treatment imust begin early 

reason treatment with erythromnyci n for suspected
effective. For this 

it children 
Camp:vlobarter is not currently recommnended rouLinely for dysentery 

under age one.
 

treatment with
 
Far cases of acute watery diarrhoea that persist, 

despite 

(oral rehydration therapy) and feeding--and antlinicrobials 
in the few 

fluids 

are indicated--further exploration using various
 circumstances in which they 

laboratory approaches will be necessary. Further trearment will depend on the 

results of such examinations. 

indicated In follow-up reexamination
 
More detailed laboratory examinations are 


to iniLial therapy, particularly
of diarrhoea patients who have not responded 


in dysentery and persistcit diarrhoea. Further discussion of the use of the
 

provided in Chapter 7 (Assessment of Dehydration an& 
the
 laboratory is 


Diarrhoea Patient), Chapter 15 (Dysentery: Aetiology, Diagnosis and
 

Treatment) and Chapter 16 (Persistent Diarrhoea) of 
these Readings on
 

D arhoea. 

SUIIHARY 

of the most common agents causing acute diarrhoea in infants and
A sumary 

their ielative incidene and rhe pathogenic mechanisms by
children worldwide, 

(Most Common Agents Causing
which they cause disease is provided in Table 3-2 


Acute Diarrhoea in Infants and Children).
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* I .t)e, 4-olinsit l, ir sp to in% of dilrrhieas ,ytilpthlc t# Small Into,* In .iIn l l. 'il .'4 T Int .t l. *.i s iSn. ggioo.l15 .Ielll in; 1fl.*vt.. 
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=C,,'. I- ,flarthell, in All aq, grnups In the Causing :ecretory di4rrhnle4s f - suall/ii)iIlrni ir -. il.,r.develnpinj rijuntrie%. Small Intestinal origLn. biltre.e
 
. Sht.eI 
 Calses topto in%of acute diarrhoeas lyseltery Syndrome by lnvasinnIn chi iiron un:ier S years* Also of laryt bowel. - ih. 'lenwigerI n':ll a ,mlsnoccurs ilo oiler Cnltiren and Adult%. ;n

nterotoaln.medlated inals ;;;I.uin'coultrlv%. 'VdS 
bowel dliarrhoea. colinly from porsionto 

persnn, less olten cy food 
alti water. 
Sh. lywsiteriar I CaUSeS 
el)liel-Cs with high mnrtalitf. 
ultIolrantibiotic reSIStinCe
 

coiuon.
 
cholercat 
 Produces secretory diarrhoea of Ils 


4. V 1brio In Cholera*endemc areaS, commonly In

Children 2*IU years of 1 emerged as An imuortantage. In niewly small *0wel origin due toal'ofectid ,n Cause of epidealiareas, initial cases usually diarrhoa due
enterotozin.

adults. Accounts fir only S-10% of to the recent spread or 

hOSP~tY.In allna flat ieot V. Cholera. (I for to anyhospitalied hatients choera
In all aion
illUps in lnn@piilvlC S tUat i ons. countries of the world, 

- Usually waterborne or 
lOodborne.S. t ylnnt"pioldIn leveloping countrloIoup to l05 of Intracellular Invasion of
Salmonella diarrhoeas in children Can be 

ieal Produces acute febrile
due to epItnellus. 
 gaStroemteritlS.
slmOlnella,. Incidence Increases with 

* More than rOO serotype.

sOClO.economllc development. 

Usually fodborne, especially
 
from animal products.
 
Mu:tlple antibiotic resistance
 
conmon.
 

4. CLPlocter 
 Causes 5-I55 of all diarrhoea world. 
 May be invasive and/or produce
jejuo Can cause watery iiarrhoea or
wide. Disease is a toonosis Ike an enterotoxin. 
 dysentery with
Salmonellosis. lever.
 
Usually foodborne, especially
 
from animal products.
 

OTHERACEIIS 

A number of other pathogens are known, but 
their relative importance 
as Causes of acute diarrhoea in infants todi
children in developonq countries young
IS either minimal or not kiown and requires further study.
Such as enteroothnenic E. theycoil,enterOInvasive E. coil. Include oacterial a'jentsTersinia enteroclitica, Nuialk and Norwalk. ike viruses and
enteric alenovlr-is. Prot-ji 
 as Irmup are not a coiluon cause of acute oehydralinj diarrhoea, except[nt0moeb4 hitOl Glardlialamola,lC. And probably Cryptosporldlia. which are responsible for some cases. 
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TABLE 13-1 

ANTIMICROBIAL DRUGS USED IN TREATMENT OF SPECIFIC CAUSES OF ACUTE DIARRHOEA 

CAUSE LNTIDIOTICIS) OF ChOICE: 

ChoI rn J 1'etracvc line 

Children - 50 ,m./IlIr/ny
in 4 divided doses X 2 days 

Adt!lts - 500 mg 4 times 
a day X 3 days 

Shigella TrimrthoprjnL1rt!F -

Dysenterv' Su Tfunetjioxa zo Ie (.SN I
 

Children - ThP 10 mg/kg/day 
and SMX 50 mg/kg/day in 2 
divided doses X 5 days 

Adtilts - 'DIP 160 mg and SMX 
800 mg twice daily X 5 days 

Nalidixic Acid -
Children - 55 mg/kg/day in 4 
divided doses X 5 days 

Adults - 1 gm 3 times a day 
X 5 days 

Acute Metrcnidazole' 
Intestinal Children - 30 mg/kg/dny
Amoebiasis X 5 - 10 days 

Adults - 750 mg 3 times a 
day X 5-10 days 

Acute Metronidnzolel 
Giardiasis Children - 15 mg/kg/day 

X 5 days 

Adults - 250 mg 3 ti'>es a 
day X 5 days 

%LTSUIATIVE: 

Fiira n IiLimiie 
Children - 5 ,4/kgda y
in 4 divided doses X .1days 

AlIts - 100 Mg .I times 
a day X 3 da ys 

Trimethonrim ( [ P -

Sulfametho.azole (SX)4
 

AlI age. - TNP 8 mg/kg,'day
and S,'( 40 mg/kg/day in 2 
divided doses X 3 days 

In very severe cases: 
Dehydroemetine hydrochloride by
deep, intramuscular injection, 
1-1.5 mg/kg (mL:ximtma 90 mg) for upto 5 days depending on respozse 
adl ages) 

2jQinacrine 
Children.- 7 
divided doses 

Adults - 100 
day X 5 days 

rgikg/dav in 
X 5 days 

mg 3 tunes a 

All doses given are for oral administration uiless other.ise indicated. If drugs arenot available in liquid form for use iii young children, it may be necessary to
 
approximate the doses given in this 
table.Selection of antibiotic tcr *reaLment should taice into account frequency of resistance 
to antibiotics 
in the area.

Antibiotic therapy not essential for successful therapy 1.it shorteitw durntlcn of
illness and excretlcn of organisms in severe cases.
Other choices include chloramr-henicol a l eryturcomycin.
Tinidazole and ornidn;-ole can also L ua.ed in accordix )c Wtui the nuirufa turers'
 
rtcOLxmwtdb LtI oris.
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!ic _al.such as sulf.1alanidine or other sulfoaamid, ,, neoinvcin, 

streptomycin and halogenated oxyquinolines (for example, ctinqlinl.), have n,, 
proven value for the treatment of acute diarrhoea and may he hamfruL. For 
example, neomycin damages the intestitial mucosa and c-an conrrihute to 

malabsorption; clioquinol may cause neurological damage. 

Antinoril.iry dr ,. may provide some transient pain relief a;d, in a few cases, 
reduce ti diarrhoea's duration. In a small proportion of diarrhoea cases 
characterized by severe cramps, spasms or vomiting, these drugs may
 
be useful. However, they should be avoided in routine diarrhoea treatment 
because of such adverse side effects as nausea, vomiting, drowsiness and even 
cardiopulmonary arrest. Paralytic Ileus is a possible effect in infants, 
Ancimotility drugs nay also delay exctetion of the patho'gen. 

Anrisecretory drugs, suchl as chlorpromazine, did reduce stool production in 
cholera patients in India. The required dose, however, caused sedation that
 
interfered with ORS administration, and the effect on stooling was snall. 
Therefore it is not recommended.
 

Bismuth subsalicylate appears to work in young adults with traveller's
 
diarrhoea. It significantly diminishes the number of stools and subjective 
complaints, although stool water and weight were unchanged. But the
 
therapeutic dose appears to be unsafe for children.
 

Aspirin and berberine have been shown to reduce stool volune, nut to such a
 
small extent that is not appropriate to recommend their use.
 

Adsorbents, such as kaq'in and charcoal, have been used to treat diarrhoea on 
the basis of their ability to bind and inactivate bacterial toxins. Some 
studies, but not all, have shown that adsorbents do not decrease stool output. 
For example, an experimental chiarcoal (GM ganglioside preparation) may reduce 
stool output in a limited group of patients with cholera and E. coLi, but 
normal activated charcoal and kaolin have been shown to be ineffective in
 
cholera cases. Kaolin did increase the consistency cf stools in infantile 
diarrhoea, but had no effect on stool weight or water content. Research on
 
the popular combination of kaolin anid pectin is inconclusive. 

Cholestyramine is an exchange resin that avidly binds bile acids and bacterial 
endotoxin. In one study, it was shown to substantially shorten the duration
 
of illness for children with persistent diarrhoea, and two studies have shown 
it to produce a reduction in stool output of up to 50% in acute diarrhoea in 
children. It has caused acidosis, however, when used in high dosage. Further
 
studies need to be done before its routine use is recouunended.
 

Cardiac stimulants and steroids have been used to treat shock in patients with 
diarrhoea. Shock in acute diarrhoea is usually secondary to dLarrhoeal 
dehydration and requires aggressive and appropriate fluid management. Cardiac 
stimulants and steroids have no role in this situation and nay be dangerous. 

Purgatives are used in some cultures to "cleanse the bowel." These drugs are 
dangerous since they can enthance the diarrhoea -,id resulting dehydrationl. 
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SUPER ORS: A FUTURE ALTERNATIVE 

Thei most effective and safest "ancidiarrhoeal drug" may rrurti our to he an

improved oral rchydtacion salts (ORS) formulation (sometimes called "Super

ORS") that would correct dehydration and reduce 
 the volunie and duration of
diarrhoea by erhancing salt and water absorption even more than the present

glucose-based 
 formul,. Surch a solurlon also might limit the nutrirional 
consequences of diarthoeai by permitting earlier feeding and shortening the
 
duLaitiorl of diarrhoea.
 

Experimental ORS formulations being tested are based on the principle that, in

ndition to glucose, other organic solutes can also enhance 
Lhe absorption of

sodium and water. They include: D-hexoses, neutral amino acids (glycine,

leucine, 1-alanine) and dipeptides and tripeptides of such neutral amitlo 
acids.
 

Studies are underway to evaluate 
two types of formulations. In one, starches
 
from cereals (such as rice powder, or maltodextrlns, chemically processed

glucose-polymers from aremaize) substituted for glucose in the solution.

These starches break down into glucose, uhich stimulates absorption, but are
 
less osmotic and therefore attract 
less sodiun and water 
into the intestinal
 
lumen.
 

Rice powder-based ORS at a concentration of 50 g/l 
has been shown to reduce
 
the rate of stool output in 
the first 214 hours by 13Z to 42%, total stool
 
output by 15% to 49Z aid 
the duration of diarrhoea by 17% to 30X in children
 
aged four months to 10 years. WJork is continuing to study the stability of
 
packaged rice powder-based ORS, to develop 
a practical rice-based ORS that
 
does not require cooking and to test other cereals more likely 
to be available
 
in certain regions than rice.
 

Preliminary results of studies of 
the second formulation, of maltodextrin, are
 
less encouraging than those with rice 
powder. In these studies, certain amino
 
acids and dipeptides that enhance the 
absorption of sodium nd water are added
 
to ORS containing glucose or maltodextrins. L-alanine appears to have the
 
most promise, while glycine may be effective only in cholera :nd has caused
 
severe diuresis in some studies.
 

OBSTACLES TO LIMITED DRUG USE
 

Despite the proven effectiveness of oral rehydration therapy and(ORT) feeding
alone, and the proven ineffectiveness of most drugs in the majority of 
diarrhoea cases, many health workers continue to 
prescribe unnecessary and
 
often harmful drugs to treat diarrhoea. 
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PrIt, 	 .ke In Di.,rrhoeaBinns for tWjdesrar.,d 

diarrhoea: o 	 Doctors still believo drugS will srop 

such as vomiting, nausea 
o 	 Drtugs can relLeve some diarrhoea-related symptoi-is 

and anorexia; 

diarrhoeas need antibiotics;o 	 Specific types of 

a placebo for anxious mothers;o 	 Drugs are 

0 	 Mothers expect and demand drugs; 

o 	 Dritg vendors say drugs are effective, give doctors samples and urge 

doctors to use drugs;
 

o 	 Other doctors are giving drugs; 

Doctors tray 	make money from selling drugs;
o 

saves
o 	 Prescribing drugs time compared to teaching mothers about diet and 

ORT; 

o 	 Doctors are taught in medica.l school to use drugs; 

o 	 ORS is not viewed as medicine.
 

low 	technology and too cheap ("poor

o 	 ORS is thought of ac too simple, 


people's medicIne");
 

of Health continues to provide ancidiarrhoeal drugs to its 
" 	 The Ministry 


health facilities and clinics.
 

overcome with the availability of correct
The majority of these reasons can be 

the most part, ineffective and
information 	about drugs--that they are, for 


harmful in treating diarrhoea in children--and about the

potentially 


cantinued feeding as treatment. The principles of

effectiveness of ORT and 

its 	low price should be
 ORT 	are as high-technology as any drug available, and 


recognized as a benefit, not an indication of low qualiLy. 

can 	 usually be answered by informatinn also, alongMothers' demands for drugs 
mother that 	the physician does believe fully
with clear recognition by rhe 


most effective and appropriate treatment for

that ORT and feeding are the 


it cakes to teach mothers about ORT
 acute watery diarrhoea. The extra time 

pamphlet with pictures or
 can be shortened by using a simple mother's card or 


the solution and by delegating some
drawings showing how to prepare and give 


of the teaching to an assistant (see Chapter 9). 

nedical schools to
Government programs to control diarrhoea can work with 

ensure that case management techniques which are used in tea:hinig clinics and 

hospitals where medical students learn about diarrhoea are correct and 

enplasize limited drug use. Efforts ca,, also be mable -o lii t he thl ,'s 
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supplied to government facilities to only those which are recommended
technically, not any drug which physicians request. Banglodesh has set an
example by limiting its national formulary to only essential drugs, thereby

avoiding confusion, saving money and providing 
better treatment. 

SUMMARY
 

While drtugs and antibiotics are widely used to treat diarrhoea, in all hut a
few 
cases of actite watery diarrhoea they are useless and pot6irtially harmful.
 
Prescribing useless drugs costs extra money for the patient arid 
may di tractefforts 
from the fluid arid feeding treatment whic:h is so limprtant to full and
rapid recovery from diarrhoea. A certain few types of diarrhoea can be helpedby specific antimicrohial therapy, In particular dysentery anid cholera. For
other forms of acute watery diarrhoea, ORT arid feeding are the best treatment. 

The practice of routinely treating episodes of diarrhoea with multiple adjunct

agents and antibiotics, sometimes available as 
combination drugs, is to be
deplored. Oral rehydration therapy is a proven, cost-effective method of
treating diarrhoea. The economic savings from treating the disease in 
this
 
way can be considerable.
 

READINGS ON DIARRUHOEA 

133 



CHAPTER 7
 

Assessment of Dehydration and the Diarrhoea PaLtient
 

I NTRODUCT ION
 

In assessing the clinical characteristics of a diarrhoea patient who 
 has been
brought for medical attention, the health worker's first priorit:y is to
 
determine the degree of dehydration. If 
 the patient is sevorely dehydrated,
rehydration should be begun immediately, after which the remainder of the 
assessment can be carried out.
 

Thus the nialn objectives of clinical assessment of a diarrhoea patient are to: 

o 	determine the degree of dehydration;
 

o 	 differentiate between those cases that need antibiotic treatment for
 
diarrhoea; specifically dysentery, and those that need 
more complex

examination, such as 
cases failing to respond to previous treatment or
 
persistent diarrhoea;
 

o detect accompanying illnesses, especially malnutrition;
 

o obtain information needed to 
define appropriate treatment, particularly the
 
diet.
 

Other information that can be useful 
if obtained during an assessment would
 
include past history of diarrhoea, mother's knowledge about diarrhoea and her
 
beliefs about fluid administration and feeding during diarrhoea, immunization
 
status particularly measles immunization (related to 
diarrhoea prevention),

and whether the mother already understands and can carryout ORT correctly.
 

The end result of the assessment should consist of the following:
 

o 	treatment plan for dehydration: Plan A. B or C;
 

o 	diagnosis of the type of diarrhoea: acute watery, .dysentery, persistent
 
diarrhoea or other;
 

o 	 appropriate recommendations for feeding during and after the diarrhoea; 

o 	recommended drug treatment for those patients needing specific antibiotic
 
therapy or other medications;
 

" 	diagnosis and treatment recommendations for any illnesses additional 
to the
 
diarrhoea.
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USE OF ASSESSMENIT 'HART AN) PATIENT FORMS 

Use of a cheklisr of symptoms, signs and other informari ot will hel l , te'l, 

healtih worker to emener important points. 

The World ilealch Organization (WHO) recommends thar ci ini'i:ians assess 

diarrhoea patients using the WHO Assessment Chart (Figure 7-1: How to A:vces. 

Your Patient for DIehydration). This chart organizes the process of obcaining 

information during an assessment in a practical fashion. Areas to be examined 

by history or physician examination are defined as "Ask, Look, and Feel." 

while the specific findings characteristic of no dehydration, some dehydrationi 
in columns A, B and C respectively.
anid severe dehydration are organized 

in additioni toAdditional symptoms or signs that suggest clinical problems 

diarrhoea are listed in a. fourth column. 

The health worker need only circle those items that apply. Two or more
 

one the A, C put patient thatcircled items in of columns B or the in 

particular category of dehydration and that treatment plai:
 

treat
No Sins of Dehydration - Plan A (prevent dehydration and 


diarrhoea)
 

Some ehydration - Plan B (treat dehydration with ORS sol,|tLon) 

Severe Dehydration - Plan C (treat severe dehydration quickly) 

Where signs have been noted in the last column, other treatment in addition to 

that for dehydratioa is suggested also.
 

Include the Clinical Form and Patient'sOther useful clinical checklists 
Progress Sheet (Appendix 1 and 2). These request more detailed data, allow
 

recording of treatment recommendations, provide a place to record intake and 

the sequence of clinical findings In patients kept for
output as well as 

a supervisor record observations of
rehydration, and provide a place for to 


the aisessrient and treat..ent process.
 

ASSESSING TIHE CHILD WITH DIARRHJOEA 

to a health worker or health centre because of diarrhoea,
Wien a child comes 

the first step is to assess the child for signs of dehydration. The health
 

worker should also ask If there is diarrhoea when a child comes with an 

illness that often is accompanied by diarrhoea, such as measles.
 

The Examination
 

The next sections are bsed on the WHO Assessment Chart and can be best
 

(Figure 7-1) while reading the following:
understood by referring to the chart 
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Ask 

The health worker should ask the following questions:
 

o 	 How many liquid stools per day has the child had? FoL how long has the 
child had diarrhoea? Is there blood (more than one or two streaks) in the 
stool? 

o 	 Has there been any vomiting? If so, has there been nore than a small
 
amount? How frequently has the child vomited?
 

o 	 Is the child able to drink? If so. is he thirsrLer than normal? 

o 	 Has the child passed urine in the last six hours? If so, is i't a normal
 
amount or a small amount? Is it darker than normal?
 

Look
 

The health worker should look for the following signs and symptoms:
 

o 	Whac is the child's general condition?
 
. Is he well and alert?
 
. Is he unwell, sleepy, or irritable?
 
- Is he very sleepy, floppy, or unconscious?
 
. Is he having fits?
 
- Is he severely undernourished?
 

o 	Does the child have cars when he cries?
 

o 	Are the child's eyes normal, sunken or very dry and sunken?
 

o 	Are the child's mouth and tongue wet, dry or very dry?
 

o 	 Is the child's breathing normal, faster than normal or very fast and deep? 

Feel
 

The health worker should examine the child for the following conditions:
 

o 	When the skin is pinched, does it go back quickly, slowly or very slowly
 
(longer than two seconds)? In a baby, the health worker should pinch the
 
skin of the abdomen or thigh.
 

Note: Pinching the skin may give misleading information:
 
. In the severely undernourished patient, the skin
 
may go back slowly even if the patient is not
 
dehydrated.
 

- In the obese patient, the skin may go back quickly
 
even if the patient is dehydrated.
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"lse
C. I be felt? If so, is it normal, faster than normal, very rast 

th .'innranel to (the soft spot on top of the head) normal stinken or ;emv 
sunken.' 

Note: This is a helpful sign only in children whose foritanelte is nor veticLosed (u.tialiy children under 12 months old). 

Weigh 

The health worker should weigh the child, if 
a scale is av'ailable.
 

" If a scale j available, carefully weigh 
the child unclothed or lightly
.clothed. If 
the child has been weighed routinely and his weight has been
recorded, compare 
the child's present weight with his last recorded weight.
 

Has there been any weight 
loss during the diarrhoea? If so,
- were less than 25 gm lost 
for each kilogram of the child's weight?
- were 25 to 100 gm 
lost for each kilogram of the child's weight?
 
- were more 
than 100 gm lost for each kilogram of weight?
 

Note: 
 Loss of fluid causes 
loss of weight. Assessing weight loss is
useful if a health worker has 
a very atcurate scale and knows how 
to use
the scale correctly. 
 If a child has been weighed receiitly, his weight losswill give some idea about how mtmh fluid he has lost. W.eighing the child
again later can help 
to assess his progiess. However, it is more useful 
to
rely on clinical signs than 
on weight loss determination 
to make a
 
judgement about dehydration.
 

Plot the weight on a growth chart (Appendix 3: Nutritional Status as
Weight for Age) in order to 
detect the presence of malnutrition.
 

" If a scale is not available, do not 
delay treatment.
 

Take Temperature
 

The health worker should take 
the child's temperature and determine 
if the
child has 
a fever (more than 38.5°C or 101 0 F)?
 

Note: Rectal'temperature should be 
taken 
if the health worker is used to that
procedure and is able 
to disinfect the thermometer after each use. 
 Otherwise,

the axillary (armpit) temperature should be taken.
 

DECIDING HOeW 
TO TREAT
 

After the child has been examined, 
the health worker must -decide how to 
trear
 
hLin. The health workeL- should:
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S , .. t t. .scr.b. the
 
Patient--,to Assess Your

the chart "llow
Find on 


child's condition'
 

in the coltimn labeled "For ter 
the signshas any ofif the child 	 in addition to0 Deride 	 that reqtuie trearment 

there are problems
Problems." If so. 	 The health worker should 

for dehydration.may be needed 
any treatment chat 	 or refer forpractice

problems according to customary
treat these 

treatment.
 

less than 14 days,

and diarrhoea 

If there is blood in the stool 	 for 
for longer than 1 days

is diarrhoea
If there 
antibiotics should be there is severe undernutrition,

given. 


the stool or if 
with or without blood in refer for
 

should continue feeding the child and 

health worker 	 thethe 	 showed how 'to cool the mother should be
is fever,
If theretreatment. 	 (for example,
 

.awet cloth and fanning, then 
other causes 


child wit.; 


malaria) should be looked 
for and treated.
 

degree of dehydration.
 areo Determine the 	 signs listed ir. that qoluwnn 
C. If two or more of the 

- Look at Column 
severe dehydration.
 

present, conclude that the patient has 


look at Column B. If
 
are not present,
from Column C 
or more signs 	 thatIf two 	 present, concludethat column are 

of the signs listed in 
two or more 

some dehydration.
the patient has 


that the
 
signs from Column B are 

not present, conclude 

If two or 
more 


no signs of dehydra 
or.
 patient has 


treatment plan based on the 
degree of dehydration.
 

Select the appropriate
o 

described on the Diarrhoea 

Treatment Chart.
 

These treatment plans are 


To Treat Diarrhoea.
 
select Treatment Plan A: 


For no sins f dehydration 

ASSESSING THE DEGREE OF 	DEHYDRATION
 

signs of dehydration.
or more 

A dehydrated child may present 

with one 
assessed
 

number and severity of the 
signs, dehydration may be 


Depending on the 

severe dehydration.
as some dehydration or 


Some Dehydration
 

The category of "some dehydration" 
includes both mild and moderate
 

dehydration:
 

is often difficult to
 5% loss of body weight) 

o 	Mild dehydration (4% to 


it is characterized primarily 
by increased thirst.
 

detect clinically as 

a little restless.
 The child also may be 


by a 
to 9% loss of body weight) is characterized

(6%o Moderate dehydration (the urine also 
a decrease in urination 


history of excessive thirst and 
 or
 
In addition, the young child 

will appear restless, 

will be darker). 
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lethargic but irritable, and the older child will 
appear somewhat faint
when lying or sitting more upright. The patient's eyes will be 
sunken and
without tears, 
the mouth and tongue will be 
dry, and breathing will be 
deep
and often more rapid than normal. The skin will retract slowly when
piinched and the pulse will he rapid and %teak. In infants, the forir.anelewill be depressed. Systolic blood pressure will 
be low.
 

Bor.h mild and moderate dehydration are combined as some diart'hoea and will betreated with ORS (Colunn "B" on 
the Assessment Chart).
 

Loss of skin turgnr is seen when a child has lost more than 5% of bod'y water.To detect loss of skin turgor, the examiner pinches the skin, then ohserveshow rapidly it returns to 
its normal position.
 

Severe Dehydration
 

In the case of "severe dehydration" (more than 10% loss of body weight) there
may be a history of 
no urine flow for several hours.
of consciousness (even coma); 
There is altered state


the extremities are likely to be cold, and may
also be sweaty and cyanotic; 

stupor. The eyes are 

and the child may unable to drink, because of
deeply sunrken and without tears, 
the mouth and tongue
are very dry and breathing is deep and rapid. 
 The skin retracts very slowly
when pinched, the pulse is very rapid and the 
radial pulse is either feeble or
not detectable. 
The fontanelle in infants 
is very sunken. Systolic blood
 
pressure often cannot be measured.
 

Finding 
two or more signs of severe dehydration should alert the 
examiner to
the need for intravenous therapy (Treatment Plan C).
 

ASSESSING OTIIER 
DISEASES AND CONDITIONS
 

The child with diarrhoea should also be examined quickly 
to determine the
presence of other diseases (for example, measles, pneumonia, malaria, otitis
 
media).
 

Acidosis can be detected by 
the presence of deep respirations.
 

ADDITIONAL ASPECTS OF ASSESSMENT
 

Nutritional assessment 
is covered in more 
detail in Nutritional Management of
Diarrhoea Patients 
(Chapter 12).
 

The role of the laboratory in assessment and diagnosis is discussed
detail in the ,.etiology of Diarrhoea 
in more
 

(Chapter 3), Dysentery: Aetiology,
Diagnosis and Treatment 
(Chapter 15) 
and Persistent Diarrhoea 
(Chapter 16).
Signs of complications, and additional examinations recoiiunerided 
when
complications 
are suspected, 
are 
covered in Complications of Diarrhoea and
Dehydration: 
 Diagnosis and Management (Chapter 14).
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aIAPTFR 8 

Management of Diarrhoea With No Dchydratlon: 
Home Therapy and Treatment Plan A 

INTRODUCTION
 

Treatment actions 
taken at home 
are the cornerstone of effective management

for those patients who seek attention for diarrhoea at a health facility 
and 
are found not to be dehydrated. Also, actions to encourage early therapy for
diarrhoea by mothers at 
home, when the diarrhoea begins, are important

components of good diarrhoa ,.*L.'ement. If mothers know the principles of

effective diarrhoea r.an:,, ,ent, t,.-y can begin treatment before seeking

medical attention. F, r ..ample, wi -n mothers give oral fluid therapy to

children at home early 
: a diarrhoeal episode, dehydration can be prevented

complecely in many cases. 
 Or, 
:n cases with more severe diarrhoea, early

fluid therapy at home can red,,ce the severity of dehydration in patients
coming to treatment facilities. As such, both the 
number of visits to health
facilities for diarilmoea and overall diarrhoeal disease mortality rates ca be.
substaneially reduced by early fluid treatment at home. Continued feeding

during 
this early period--especially breastfeeding--will augment 
this

preventive effect by speeding the recovery process and preventing nutritional 
deficits due to diarrhoea. 

For these reasons it is very important that the physician know those actions

that the mothers should be 
taking to manage diarrhoea at home. The physician

must 
also know how to communicate with mothers effectively 
so that they will
 carry out these actions, both in response 
to current episodes of diarrhoea in

their children and in response to subsequent episodes that will 
occur in the
 
future.
 

This chapter describes 
in detail the specific components oZ home therapy for
diarrhoea (i.e., 
what the mother should be doing). It outlines the

information 
about each component of home 
therapy the physician or health
worker should understand a.d comunicate to the mother or caretaker of the
 
diarrhoea patient. Specific details of 
the methods that will make that

communication more effective are 
found in Effective Communication: Talking to
 
Mothers About Diar'.'hoea (Chapter 9).
 

WHAT IS TREATMENT PLAN A? 

Treatment Plan A consists of the 
actions to be taken to manage arute watery

diarrhoea with no dehydration; it is stuamarized in Figure 8-1: 
 Treatment Plan
 
A to Treat Diarrhoea.
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FICURE 8-1 

TREATMENT PLAN A 
TO TREAT DIARRHOEA 

EXPLAIN THE THREE RULES FOR TREATING DIARRHOEA AT HOME: 

1. GIVE YOUR CHILD MORE FLUIDS THAN USUAL TO PREVENT DEHYDRATION. 

SUITABLE FLUIDS INCLUDE. 
uto o' Mllis s a 0'riewae*The r.cornm~noto tlimfl fllndbhffd ii guel souo 


eies*~ nta tlI 
 ws~tlocas pireead w'n fw.cs the usual zriciurd at walsr 

2. 	 GIVE YOUR CHILD FOOD
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3. 	 TAKE YOUR CHILD TO THE HEALTH WORKER IF THE CHILD HAS ANY OF
 
THE FOLLOWING.
 

3 signsi suggest yawdcflda is chydfailtd.is vry tfwlliy these 
mas eyeS5$nit*" 

*ls a lever 
00o15 not eat ofaOnn normally
 
seems nowto be go" twns.
 

TEACH THE MOTHER HOW TO USE ORS SOLUTION AT HOME, IF: 
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slalent. or 
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SHOW HER HOW TO MIX AND GIVE ORS 

SHOW HER HOW MUCH TO GIVE 
*50-100 sywI'. to "rarge c-01 of ORS soltioni arie( each stool lot a cwd less than? yess aid 

*100-200 mi large cuoI o OldWdrldn.5- *toai oiae 

*Aol Sholal anno as 5TuC11as they eIta~.
 

THE CHILD VOMITS. wall 0 m54'utes. Then contsue gwsg ae scotionTELL HER IF 

W 	 soe s"y - a Souans evesY 2 • 3 attures. 

GIVE HER ENOUGH .ACKETS FOR 2 DAYS 
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Nort04 gmen In amason toOFISbe onotoo~N=Fuc.-aat. itsuii or a am asi4 uigas s,.voio snolll 

EXPLAIN HOW SHE CAN PREVENT 	DIARRHOEA BY: 

Gvingn essI1ml lot Me tli 4 • 6 monl ind costsm1 N to Ieasrmtd loII l Ill htsll 
yeas 

lswioduang; clean. nutritous ceaninfluoads at 4 - 6 months1. 

Giving hoes cnt flshly lpsevcised "n vved-cooked lo00 a" clean crinling v110 

Having as family memoers ..aai their hamds .with 1010 &not1aslocatsing andsoeto satnig 0( 
prepang load. 

HIaw" a family mmosltes use alatt'ile. 

Ouickpy *osing5 ot in@ stool 0* a Young ald by pull i ito a illume or ay our/Ing .1. 

of Diarrhoeal Diseases.
Sotirce: WII. Programme for Control 

-	 Treatment of Diarrhoea. 1987:55.Supervisory Skills 
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Because both the patient's mother and the physician haie imporrant roles i.n

Plan A, it may be considered as having two aspects:
 

o 	 Those actions that the mother performs at home to manage the diarrhoea in
her child (homne the rapy), and 

o 	 Those actions that the physician or health worker perform to bring aboutcorrect home therapy and prevention of diarr'hna (commtunication). 

To 	 do this well, the phy,-ician or health worker nc'et: Ln 	 ijnder'st.irc whateffective and safe home fluids and foods are and how to ident ify them In che 
locale. 

HOME THERAPY: TilE MOTHER'S ROLE IN PLAN A 

Home therapy is aimed at preventing dehydration and nutritional damage from a
current episode of diarrhoea. 
 Many patients with diarrhoea show no evidence
of 	dehydration but may be 
in danger of becoming dehydrated. While these

patients do not require oral rehydration salts (ORS) solution, they should

drink sufficient quantities of fluids at home 
to replace the ongoing losses of

fluids and electrolytes and 
to 	provide their iormal daily fluid requirements.
 

Patients already created at 
a health facility for dehvdration (Treatment Plans

B or C) will need continued administration of ORS solution or other 
f]ujds toreplace continuing diarrhoeal fluid losses, 
as well as normal daily fluid
 
requirements after returning home.
 

Mothers need to 
be 	taught what fluids 
to 	give, and how much, depending oil

which of the above situations is relevant.
 

Continued feeding will assist 
in stimulating absorp'tion of fluid and in
maintaining nutritional intake and speeding the process of healing the

intestine. Mothers need to be taught what 
foods to giv,, how to prepare and
 
give them, and how to 
overcome anorexia in their children.
 

Some diarrhoeas may continue or become worse despite appropriate home therapy.

Mothers need to be taught to 
recognize the signs of dehydration and other
signs that indicate 
that they should bring their children to a health worker
 
for additional treatment.
 

These are the three rules of home 
therapy:
 

o 	 Give the child more than the usual amount of fluids. 

o 	 Continue to feed tie child.
 

o 	 Bring the child to the health centre if there is no improvemnent or there 
are signs of dehydration. 
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rcions rn Pre'.'-ri. Sihsoit.,.nt Fptsodes of r|nrrhoe _ 

After mnrh.'rs havP alreatdy tlidC(|rR tnnd we ll the cmponents i hoime tho ripy For 

rhk- cturre1ic e'iscide of di.rrlho.a, they shotild also lic taught ,n:tions to 

prevent sulhstequenr episodes of diarrhoea. 

The components of home therapy are described next: 

Give the Child More Thin the Usual Amount of Fluids 

of 	perspectives isThar. fluids? The ideal home [luid from a variety 
be given at home. These other fluidsbreast.milk, but ocher fluids also can 

are described in more detail the section "Deciding Which Fluids to Use for
 

in 	 this chapter. Suitable fluids can be sunmarized asHome Therapy" later 
follows: 

o 	 breastmilk;
 

other cereals "nd lightlyo 	 food-based fluids such as gruel made of rice or 

salted soups, also milk feeds (or formulas) prepared with twice the usual
 

amount of water;
 

o 	sztc-sugar solution, where it is recommended by goverrunent policy; and 

not considered a "home available" fluid, ORS solution
o 	 ORS solution. While 
can be used in the home to prevent dehydration. ORS packets are commonly
 

given to patients at health facilities for use at home, both co treat
 

patients who have not yet been dehydrated and to continue the. treatment of
 

patients who have been dehydrated.
 

The mLnistries of health of many countries have national home fluid
 

recommendat ion:;.
 

Mothers are much more li! ely to prepare fluids that are familiar, &;vailable 
fluidsand affordable. The nutritional value and caloric content of candid.te 


are 	 safe forshould be considered in addition to whether they effective and 

preventing dehydration. 

How much fl,,id and how often should it be yiven? Infants who are breascfed 

should he given breastimilk at least every three hours throughout an episode of 

diarrhoea. 

For infants who are not breastfed, the milk formula normally consumed should 

be diluted with an equal volume of water and given at least every three hours. 

In 	 addition, after each loose stool: 

o 	children under two years old should drink approximately 50 to 100 ml (1/4 

to 1/2 cup) of fluid; 
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o children two to 
five years of age should drink approximately 100 to 200 rel
 
(1/2 to I cup) of fluid;
 

* children older than five years .mzd adults should drink as much flui.d as 
they want.
 

If a child is receiving ORS solution, he or she should be gi-en food and/orbreastmLlk to dilute milk feeds. The child, however, should nor he givendilute food-based fluids or sugar-salt solution In addition to ORS. 

Continue to Feed the Child 

Diarrhoea contributes to malnutrition because of withholding of 
food by
mothers, anorexia, and poor digestion and absorption leading to 
nutrient
losses. 
 Food, in addition to ;ts nutritional benefit, helps stimulate sodium
and watcr absorption. Therefore, feeding should be 
continued during and after
 
diarrhoea.
 

Continued feeding is particularly important in cases of bloody dysentery,
because of the greater negative nutritional effect on the child with dysentery

compared with the child who has watery diarrhoea.
 

Vhat foods? In general, the ideal food 
to be given during diarrhoea should be
culturally acceptable, readily available and easily digestible. 
 The
concet.'rations of salt and sugar should not be high. .Foods 
that contain
potassium, such 
as bananas and citrizs fruits, are beneficial. Energy-rich and
nutritious foods--such as mixtures of cereal with beans, meat or 
fish, with
dairy products, 
or with eggs.-are also recommended. 
 Energy content can be
enhanced by adding a few drops of oil 
to the food.
 

Foods should be 
freshly prepared, to avoid spoiling and contamination. Foods
should be cooked, and mashed or ground well, so that they are 
easy to digest.
In addition, fermentation may increase the digestibLlity of some foods; for
example, yogurt may be easier to digest than other dairy products because 
its
 
lactose already has been broken down.
 

The following foods should be avoided:
 

o very salty foods;
 

o 
foods with a high sugar content;
 

o high-fiber foods that 
are difficult to digest;
 

o diluted soups or paps that 
are 
filling but not nutritious; and
 

o 
special formulas that are expensive and unnecessary, such as using special
soy-based formula when the child does not have milk intolerance.
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tlow much fnod 	 shotIl d bp ,.en.and how noren .hnl1 .rhei.n 9 cive rhe 

food as he or She vant. Offer it every three. ro four hoti'schild as much 
for very yo,zig chillh n. :;naioI,1",rti-n;:

(six cines a day), -r ,moreoften 

feedings are ber.ter toLerated whi le a child has di.irrh~iea. 

give te rhLId
Special Feedine in cnnsalescence: After the diarrhoea stops, 


one extra meal each dav for a week or longer unti L he or she has regained
 

normal weight. Add oil (e.g., vegetable oils such as peanti, corn or pali, 

oil) or other fats ( e.g., butter) to the food, to increase the number of 

calories in each feeding. Because of the likelihood that duriLg the dLarrhoea 

the intake or absorption of nutrients may have been reduced below the 

food during convalescence to recover necessary levels, children need extra 
If a weighing 	 or growth ,nonicorinecompletely from 	the effects of diarrhoea. 


the child should be brought back for reweighing during the
 program exists, 

month after diarrhoea, if possible- -especially if the child has had dysentery
 

or is malnourished already.
 

Follow-up is recomm'itded, for milnourished childre.n in parriciltar. to ensure
 

that the pre-diarrhoea weight has been regained and that growth has been
 

resumed. Malnourished children should return one week after diarrhoea has
 

stopped, and for two monthly visits thereafter. During these visits tihe
 

health worker should plot the changes in weight on a growth card or chart (See
 

Appendix 3: Nutritional 8tatus As Weight For Age).
 

taken place inti.l the child has regained
Full recovery from diarrhoea has not 


his or her pre-diarrhoea weight.
 

the HIfclth Centre If There Is No Improvement or There Are
Bring che Child to 

Signs of Dehydration
 

Mothers must be taught the easily recognizable signs of dehydration, such as
 

increased thirst or dry and sunken eyes.
continual passage of frequent stools, 

also be easily learned, such as sunken
In many cultures other signs can 


fontanelle, dry mouth or tongue, skin returning slowl) after a pinch, or
 

Those signs that are already recognized
tiredness and 	unwillingneos to play. 

likely to be learned and given attention.
in the mother's 	culture will be more 


Mothers should be instructed to bring their children to the health centre if
 

the child develops the aforementioned signs of dehydration, if the child does
 

if the child develops other problems, such as
 not eat or drink normaLly, or 

Also, the mother should be taught that If the
fever or blood in the stools. 


than two to four days after returning home
child's diarrhoea continues more 
to the healthand he or she is not improving, the child should be brought back 


centre for re-examninatlon.
 

Prevent Diarrhoea
 

or is able
If the mother already uncerstands the three rules of home therapy, 

to remember additional instructions, she should be taught practical actions to 
to give only those preventiveprevent diarrhoea. An effort should be made 
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messages that: are suitable for the situatfon of the particulnr motherchild. Possible andactions include:: ' ,. .. , 

OFor infan Es: 
g *U Ain.in9 .'only "beistmLtk .r r .1p*'~for therlffi t -tour to* con 'In'.e e6'Jbrdastfeed iix, Months; t4,IjI.,b ,,for AerTedst;the fir-t:year;give cle'an*r'iid nutrlcious*v*dayijg ': ."

foods, begLring"it folr.eolsix.months. .. '...t . ' ,,' 

" For childr'en ov6f*.titn months w'ho' i$vo''rliot had measlos: :1 ." " get' measles inununization. : 

o For all"children nnd other family members:give clean drinking water, either ,
from n protected well or pubicsource or boiled;give freshly prepared and wel1leOoked I 

food, to* wai' avoid concamfnation; 11hhnds with soap after defledatfng, and before eacing brp'repar.ngfooda' !. 1.: 

* 
 use a lacrItio; 
for young or sick children,
quickly' dispose "' "' '" ' of the stool by putting It into a latrliie or burying 

it. 

. 

COMUNICATION: THE HEALTH JORKER'S ROLE IN PLAN A 
The physician's or other health worker's'role in Plan.A is to cornunicare the
information'needed'to perform these to'act ins
caretaker.-i'This muat:he done 

the patient's mother,or. .li such a vay' that the' aother: 
-J :j , , . 

'-q*a .V1 4o understand"
i whuat . \j- , . . Ts' to be done (knoldedge) l ,: " " .*'Z a1 .' . "" ' """" ':.... " ' 

o is able to perform the necessary actions (skill); 
o agrees t6 do wh,ati recommended (attiudo).
 
The doctQr's task' 
 th s include: 

* . , ' 44 
o Explaining the three rules for Hto 

. 

treating diarrhoea at home. 
o 
Teaching in particular detail how 
o preparn and use'ORS soluti'o'n at home'1,'


if:
*': the mother'dAhnot come back"£f.:Che diarrhoea gets, worse:;it-l"l.nation&I, policy to giv'ORS:iolucion to'children 
.. 

who'ae8ahealh 'orkeie;tor diarrhoea "teatiieht; or othe child has:lbeen on beml .,Plan B,'.aird *O. 

treatment with ORS solutibnIs:'sto be
continued,*to.:replace continuing fluid losses and to.prevent/
dehydratl6 ,{4,frl m coing'back 
' . 'r. . 

o Detorn ining'whedi.mpreve'tg recommendIation~s are appropriate for;:tde.. :particula kmother tfnd childthe mother.; ", 
(or %h he none are),'and expLaining 'him ta 4':.:"Jtl , 1,.;"en.,, ,' . . J 
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.
and the poss.l?..e.ccoiinti.ario.for |ho|e rihicrapy.Clio three rulesTeaching 
havo already beaen describod ,ihovc.. 

for diarrhoOa precvettcint, 

us. ORS. soiltrion ac 
r norlhe the knowled.io and skills necessary 

Co 	
Th isTeachI 0 

to qix ORS and gLve Lr to the child. 
home should ite:Ludo showing her how 

Cho sol ;,ign. rhen..Lec cng i h,
the prepaXntion ofdemohsC-ratingcan be 	 dono by 

most effvc, c't m thod.This. Is'thq
morher: practice it hec'. etl. 

usLn , A molhor'sif possibleto give Instrucr.tons,Anorlher apprnachr is 
maki g tho. soLuc:Lon,

the mothur can practice
pamphlet, after which 

tell the mocher' how to prepare and 
is to onlyoffectIve approachThe least 	 withit, using a mother's pamphlet

withoutc demonsr.ratinggive the solution, 
a chatice to practice herself. 

pictures or givitnig her 

some ORS solution
given the chance to give 

If possible, the mother should be 	
holp. to ennure rhar, slit 

the health facil,.ty. This wilL 
to hor child while ac 	 And that site knowr,

the solution,spoon to give
uderstands the use of cup And 


how fast to give it.
 

If the' chlld 'romits,
 
on how 	much to give, and on whac to do 

Enstru'ctions are given in Figure 8-1 (Treatment
 
be given. Details of these 


shotild 	also 

to Treat Diarrhoea).
Pli A 

days should be given. The 
enough ORS packets to last for two 

Finally, 	 litro or 200 ml) 
depend on the size of the ORS 

packets (for.t 

quantity will 


and 	 discard any,ORS solution
the expected fluid needs, based 
on the dose per stool and the 

expected
 

The mother shouldbe" instructed to 

stool frequency. 	 This means
 

is not used after 2, hours and to prepare fresh 
solurion. 


thac least two

obtain 	elsewher ) at 

given (or Instructed t.p

that she must be 
 if smaller packots than I ILtre are
 

packets, to cover a two-day period, 
moro 


being used.
 

the most effecCive. methods of communicating to mothers
 

Additional details on provided II Effective
 attitudes needed are 

the knowledge, skils an.:! 


Talking To Kothers About Diarrhoea 
(Chapter 9).
 

CommunIcation 


ro Use For Horae Therapy: The PhysILcala's Role II
 

Deciding Which Fluids 


Treactment Plan A
 

about
 

Since mothers or caretakers 
of diarrhoea patients need spectric 

aavice 


to give the, diarrhoea patient, 
physicians need to
 

which fluids and foods 


relevant composition oflocal 
foods and fluids. to deal wlLh
 

understand the 


a specific. locality and cultural envLrounDelt,
dlarrhoea,,jn 


,he tLutd recoaunended
is 

A solution of oral. rehydration 

salts(ORS) In water 

treatment of dehydration fruin
 

by the World Health Organization 
(WHO) for 

more
 
While.ORS may also bojused:.to 

prevent dehydqtion, It may 
be 


diarrhoea, 	 use other fluids, such as
effective to 

convenient, less costly and nearly as 	 action Is to
The cXrLtical


salt-atd-sugar solutions. 
cereal 	gruels, soups or 
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give tl:e child with diarrhoea more fluids. This early home therapy should 
prevent most eases from becoming dehydrated. However, some flulds are 
preferable. and r-hus s;hould be recoimnended. 

Fluids for IHom Ther.ipy 

Food-h.sed flu id.k rhese Lnc [ride (I) cereal gruels, whiclh ar. made by hoiliig, 
ground or powdered cetreals such as rice, wheat, maize, sorghtum, oats, r'te, or 
barley in war.or; then adding more water to make them dtinkable; and straining 
the gruel. for very young children; (2) soups, which can be home-made 
vegetable, fish and chicken soups; (3) diluted yogurt-like drinks; (4) arid 
other fluids commonly prepared in the home. 

Food based fluids contain some salt and a source of glucose, either a comple: 
carbohydrate (such as a starch) or sucrose. They also may contain legumes. 
The composition of these food-based fluids may be appropriate prepared in tle 
traditional way or the craditional recipe may need to be sLightly modified, 
for example by diluting the mixture or adding salt (see Table 8-I: Advantape-s 
arid Disadvantages of Possible Home Fluids for Prevention of Dehydration).
 

Salt-sugar solution: Salt-sugac solution (SSS) is currently the most 'jidel,
 
promoted home-prepared fluid. There are many recipes for SES; some propose
 
different ways of measuring tablie salt and some form of sugar, and others
 
propose different container sizes for water. Many of these recipes lead to
 
SSS preparations that have salt or sugar concentrations outside the range
 
recommended by UIO. Several studies have now demonstrated that many of the
 
mothers who have been trained to prepare SSS cannot remember the recipe, or
 
prepare It incorrertly, which often results in dangerously concentrated
 
solutions. Also, salt and sugar, as well as proper utensils, are not
 
available in many areas. These errors in preparation have led to a solution
 
that is often ineffective and/or unsafe. For these reasons fluids 
that do not
 
require learning and remembering a complex recipe are now being recoauerded by
 
national poLicies.
 

ORS solution: ORS solution made from a packet containing glucose and salts
 
mixed in water is the recommended fluid for treating dehydration; it may aLso
 
be 	used to prevent dehydration.
 

Decision Process
 

The following criteria should be used to judge the appropriateness of a fluid
 
for home therapy arid whether to recommend it: 

o 	The fluid is effective in producing salt and water absorption; if possible
 
it has an additional nutritional benefit.
 

o 	 1he composition of the fluid is safe, and there i. little likelihnodl of
 
wrong neasurement (for example, of salt). 
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TABLE 8- 1
 

AUVANA11rJ: sit OIAO!A, ar tS ')? w4Silt iNIM( 
lllU- illm Put iL .| IN OF n(lITl. Allfl 

based Ilillj C NoWIly cU oqolitiu 

prepared in huim$ gidely Avallaole ooalJgl Ie.q.. from tfermentjtioa 

of jr€ls) ctisessiJt s Ir-lutnt 

Motherl alr-ady preparailon 

know fow to prepare 

may jlrqady be used may lick "Oppeal" as a tntrapy 

during dirrhea 

Often Involves boiled Nay be MisuiderstOod rj be 

(serille) ater suOstitUtd tr fuo 

Noc deVeRlmnt an a salilnq takes time And Cuniuces 

delivery system fuel 

So*Jd.bA1ej Iuidi [hOle istc'lo , au.C.1 1 lu [hose Iit$J jouve. pluS 

male lultable .1th 

minor me-*lfl¢s Ion 

(sush 3% I,|l5n. 

(ffectIenals may be 

increased 

may of lifficult to cnnile 

currenit preparalion vieit"lx 

a 

salt or diluting) K4odiflCltIOfl may tilhanct Cootion may vary ire. It 

Appeal" as a therapy too much Wa1t is added '. tIe 

solutlOn. it may De ,jjui~erous
(Can cause napernatrjenli. 

-Salt.%ugr solutIon Salt and sugar are often i IreS j accwraLg measurvmenLs 

(SSS} anailble In homes 

Has loe of the appeal of Widely variable and p0otentall, 

a speCial theraoy danqeroul COmoOSitIun Jue t3 

Inaccurate measurements: 

Mot dependent ons a delivery To Such salt i$ dangerous 

$sstem (can cause nypernalatrtiial 

No bollng needed Too maucfsugar can lead to 
OsmotiC n1arrhea (and Caoa 

Sequent hypernatrdlmial 

Ifenslls m4Y not be Jvallible 

for measuring correct amounts 

of salt. sugar and vacer 

suqar ay be costly or 

enavailole 

RecIpes are lifficult to tech. 

learn. and ewmer 

OR$ solution jas, Co prepare. of thero ' -&oijiner fir .eaisariuj in 

is an appropriate Contillier appropriate swfunt 
cot be 4wdlable 

of .ater ay 

Instruction on now 

only one inqredlent. .&ter. Ci. and adminiter 

Comoosltion consistently safe 

unless .4ter Is Incorrectly 


equlres measurement of Requires to 

Must be Obtained from a health
 

orker or purchased. thus

measured 


creating depenidence
 

NO boillng needed
 
It .1el be e-oens$1e to provide 

may be Ilsi eloenslve for OAS for every case of diarrhea
 

familles then currently
 

used remedies 
 there may not be anouqn ORS
 

supplies nationally for use 

Vill probably prevent In prevention as vell as
 

dehydration more 
 treatment
 

effectivel y
 
to malt cases. is innecessary
 

las the appeal of 4 
 for prevention of ,lenydration 
special tnerapy 

A decision process for escabLishingSource: W)IO/CCD/SER/87.iO. 

on fluids for home therapy of diarrhoea.policy 
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" 	 The fluid or Its ingredients and utensils are widely available and
 
affordable.
 

o 	 The fluid is easy to prepare. (It Ls he.'xr If mnrhors alri dy know hiiwto make the soli tion. The fewer precise measurvments reel.,irpoi, the noreaccur.it I-v'rh so tl,ion will be prepared. F.verr modlifying a tami.l iar 
recipe may lead :o inaccurate measurements.) 

o 	 The fluid Is one rhat is likely to be used when needed; 11that is, Lila
solution has an acceptable raste, is acceptjhl m,culrurally rluring
diarrhoea, and harm snme appeal as therapy. 

Recommended Composition of Effective and Safe Fluids for 
Iome Therapy
 

To 	 prevent dehydration, the body needs to maintain normal levels of sodium andwater. Glucose carries sodium across the intestinal wall so 
it can be used h7
the body. Thus, a home therapy fluid should contain'sodium and 
a source of
glucose (e.g., surrose or 
a complex carbohydrate). The 
fluid should have

enough sodium to compensate for the 
loss of sodiun in diarrhoea and enough

glucose to effectively transport the 
sodium. 
Too much sodium, however, can
result in hypernatraemia; 
too much glucose causes osmotic diarrhoea, which ma'
 
also lead to hypernatraemia.
 

See Table 8-2 for the WHO0-recommended composition of home 
fluids (Vl10
Recommended Composition of Home Therapy Fluids). 
 The osmolality should be

less than blood plasma. i.e., less than 300 mOsm/kg of water. The
concentration of sodium In 
a home fluid should be in the range of 30 to 80
nunol/L to correct sodium deficits. This concentration of sodium would result
 
from dissolving about 
1.5 to 3 gm of sodium in I L of water For 
optimal
absorption of sodium, the 
ratio of sodium to glucose concentrations should be
between I to I and 1 to 
1.4. For example, if the sodium concentration is 60
mmol/L, the glucose roncentration should be between 
60 and 84 mmnol/L. If the
sodium aid giucose cocentrations meet these criteria, a safe and effective
 
solution will 
be 	assured.
 

Other Fluids
 

Nonalcoholic and non-caffeine-containing drinks are 
often promoted as
beuneficial for the prevention of 
diarrhoea. However, commercial beverages,

such as soft drinks and concentrated fruit juices, 
are not ideal for home
rherapy because of their high esmolalicy (see Table 8-3: 
 Sodium and Potassium
Content of Fluids Often Used for 
Home Trearment). 
 They also have a low sodium
 
conrent. Commercial soups, on the other hand, have 
too high a sodiLun
 
concentration and should not be 
used.
 

Of 	the fluids listed 
in Table 8-3, breastmilk is the most important for young
infants because of its 
iMmunologic and nutritive properties-
 Its low sodi,n

content makes 
it 	an excellent 
fluid to prevent hypernarraemia; it also

decreases stool volune. 
 Diluted cow's milk is also appropriate; however, ic
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rABLE 8-? 

WHO Recommended Composition of Home Therany Fluids 

Recnmmended range
 

Osmolality < 300 mOsm/kg 1120 with a ration of
 

Sodium concentration 30 - 80 mmol/1 sodium to glucose
 
between 1:1 and 

Glucose concentration* 30 - 1123 mmol/l 1:1.4. 

*If the fluid contains a complex carbohydrate, the glucose range is not relevant.
 

The fluid should be thin enough to drink easily.
 

The recommended compositions apply to food-based fluids and SSS. ORS can also
 
be used as a home therapy fluid. However, it has a slightly higher osmolality
 
and sodium and glucose concentrations than that recommended here, compensated
 
for by the fact that, incontrast to food-based fluids and SSS, the individual
 
ingredients inORS are premeasured accurately. Hence, the slightly higher
 
values of ORS do not prevent it from being used as a home fluid.
 

Source: WHO/CCD/SER/87.10 "A Decision Process for Establishing Policy on 
Fluids for Home Therapy of Diarrhea" 

READINGS O! DIARRIIOFA 

http:WHO/CCD/SER/87.10


TABLE 8 3 

Sodium and potassium conLent of fluids 
often used for home treatmenL 

Fluid 
 Concentration (iiol/l) Osmnlality
 

(mOsm/kg 11L0)
Sodium Potassium
 

Coimmercial soups 114 
- 251 2.2 17
- 290 - 507 
(chicken, beef) 

Commercial juices
Apples 0. 
- 3.5 24 - 30 654 -734 
Grape 1.3 
- 2.8 28 - 32 I1167 - 1190 
Lemon 
 9.0 - 10.0 27 29
- 485 - 506
 
Orange 0.6 - 2.5 
 41 - 65 542 - 710
 

Carbonated beverages
 
Coca-cola 1.7 0.1 
 601
 
Pepsi-cola 1.3 0.1 
 591
7-Up 5.0 5.5 1.0 - 2.0 523 - 548 
Canada dry 0.8 - 2.7 0.1 
- 1.5 515 - 557
 

Water 
 I 
Tap 0.0 1.0- 0.0 - 0.5 48 - 50 
Coconut 
 0.0 - 5.4 32.6 - 53.5 255 - 333 
Tea 0.0 5.0
 

Mil k 
Breast 
 7.0 13.0
 
Cow's 
 22.0 35.0
 

Source: WHO/CCD/SER/86.9 "Oral Rehydration Therapy for Treatment 
of Oiarrhea in the Hlome" 
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contains more sodium rhan breastini Ik. Ten, wirho-': t he addl r inn of salr and 

onLy water and sone potassium and is not very ,.tsefitl in".watec, provides 
preventing dehydration. 

t1'ether SSS or a foqd-based solution is recommended, iii mnny situations he 

fi r t act nn r.hat a mother nhnmtld take when di athoe;a nhw;mrs 15 to Fpive f'he 
.- ilk bItt. irymnosr readilv av. lahle. unh,'.zr ftil fluid--this will nfrenm h ,srm 

.%'on he water or tre. 

OBSTACLES TO EFFECTIVE IMPLEMENTATION OF TREATMENT PLAN A
 

Mothers and health workers may meet obstacles in carrying out tiheir respective 

tasks in Treatment Plan A. Table 8-4 (Some Difficulties Encountered in Home 

Therapy for Diarrhoea) contains suggestions for dealing with these obstacles 

in providing fluids and feeding. Table 8-5 (Problems with Mixing ORS
 

Solution) provides recommendations for resolving problems in preparing ORS
 

solution.
 

SUMMtARY
 

Treatment Plan A consists of
 

to 	be taken at home to manage acute watery diarrhoea
o 	 a series of actions 


before dehydration sets in, or after dehydration has already been treated
 

C. The key actions include giving more fluids
with Treatment Plan B or 

the health centre
than usual, continuing feeding and bringing the child to 


there is no improvement or there are signs of dehydration.
if 


the mothers of diarrhoea patients the knowledge, skills
" communicating to 

solution preparation
and attitudes needed to carry out home therapy, ORS 


and use, and those actions that must be taken to prevent diarrhoea.
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TABLE 8-4
 

SOME DIFFICULTIES ENCOUNTERED IN 1O E rIIEtAPY FOR DIARRHEA 

DIFICULTIRS 	 POSSIBLE SOl.UTIONS 

a 	 !ther isdiscouraged because Explain purpose of fluids &ad importance of dehydritioo;.iadicat! thit
 
disrrhoes continues, diarhea will eventually stop by itself
 

o mather doevn't know Vhat I good bone Discuss with the anther what fluids she has ithose, which ones she would
 
fluid 	is. use for diarrhea, end reach alreesent with her n an appropriate fluid for
 

her child.
 

o Mother say not have tie ingredients Ask the sotker ifshe ham the ingredients inthe house, or can let the3 
to sake the rec,.umnded fluid (suck easily. Itshe has probless obtaining certain ingredients, discuss 
a3 smgar or salt. alternative ingredients or inalLernative hose fluid to use. 

o 	 Ristrust erists betweto the anther Explain that drugs for diarrhea do not help tostop it(with some
 
tad doctor or other health Yorier exceptions), and that the best treatsent she csn give, which will help to
 
because no prescriptions are gives shorten tie course and also keep her c)ild strong &ad groing veil, is
 
for drugs. flid replacement and continued feeding.
 

o 	 Fluid knd feeding during diarrhoea Ask the anther to explain her 'aodel' of how diarrhea iscaused. Discuss
 
isagainst Jother's bWieft. with her the dehydration model of diarrhea, and hov fluid and feeding
 

daring diarrhea sake seuse inthat model. Iscourage her to substitute the
 
dehydration model for her model.
 

o 	 Child 7ooitn tfter drinking 0H or Explain that sore fluid isusually kept down than isvomited up. Tell the
 
oLher 	fluid, mother to wait 10minutes, then to start givng ORS or home fluid ala a
 

spoonful at a time, waiting 2-3 minutes between spoonfuls.
 

o 	 Child refuses to Irink. The ckild say not be thirsty, i.e. say not need fluid. Ifthe child has
 

early dehydration (before signs appear) he will be thirsty and vant to
 
drink, sometimes the use of an alternative container will help, for
 
example, use of a bottle ifthe child has never taken fluid or food fro& a
 
spoon before.
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Table 8-5: Problems 'Lith I i ing ORS Solution 
71 

l'RC SO! UTT ONlS 

Have various sized cnt-ainers at: rlh
L'LfficULt"? finding .. litre measure 

azid m.nke sure mothiers know anitL 
,¢ cup or glass'.. r knowing how clinic 

g a ti; re or ;,tr ,u,,is. understand how mu:h is.a lire (or rile 

correct measure). 

long. Explain that ihe solutLot.should be kept
Kecping tha. solution too 

than 24 hourscovered and not used more 

after It is prepared.
 

Using less than a packet to avoid Make sure mothers understand tha. the 

using up the packet. solution cannct be diluted and still be 

as effective. 

Using hot (recently boiled) water Explain that the wat'r should be cool
 

(which may reduce sodium (room temperature) before adding con

tents of the packet. Mothers should
bicarbonate). 

wait approximately 15 minutes after
 

removing boiling water from the fire
 

before adding contents of the packet.
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EfFective Communication:
 

Talking to Hothers About Diarrhoea 

I NITRODUCT ION 

In raring for childrcl' with diarrhoea, the mother is tlie most- impnrmtant heal th 
worker. More than anmy one else, the mother: 

o 	 can detect diarrhoea when it starts, and begin to give extra fluJids ai ,l
 
appropriate feeding at home;
 

o 	 can tell when the child has become sicker or has developed signs of 
dehydration that necessitate bringing the child for medical attention soon 
enough to be helped easily; 

o 	 can provide the information needed by the doctor to make the correct
 
diagnosis'and plan the appropriate fluid, feeding and drug therapy;
 

o 	 can mix packets of ORS and perform oral rehvdration therapy (ORT) after 
returning home following initial rehydration at a health tacility;
 

o 	 is responsible for giving antibiotics at the right time and for the right
 
number of days to the child with dysentery;
 

o 	 is usually the one who will bring the child for measles immuni:ation, wash 
her own and the child's hands before eating or preparing food, dispose of
 
the child's feces hygienically, or do other actions to prevent diarrhoea. 

Thus thme effectiveness of diarrhoea treatment, oral rehydration therapy and 
other actions to control diarrhoeal disease are ultimately determined by
 
whether mothers (or other caretakers) can use ORT and do the other things 
necessary to treat and prevent diarrhoea effectively. 

For a mother to -ire ORT effectively, a physician must know how to talk with 
her about diatrhoea and teach her to care for her child at home. This 
requires that the physician have good communicat on skills. The ability to 
communicate well with a mother can make the difference betwi.en an effective 
physician and an ineffective one. 

PROBLEMS IN COMIIUNICATINC WITH MOTHERS 

For a variety of reasons, physicians often communicate ineffectively with 
mothers. Some of the reasons are as follows: 

o 	 The physician fails to get all the information needd. 

o The information obtained is misinterpreted.
 

READINGS ON DIARRHOEA 75
 

http:betwi.en


'srs 'Ani Ohe insr.ruct ions ij.en.The 	 mo rher cann ir 

() 	 The Inothi '1 i iJr,,; 'i th th, rl :omme'ti t tL'a lI1 

is i.o 	 instructions.o 	 he mochet" unable cart'r nut zhe 

o 	 The instrucit Lonis givn are incomplete. 

o 	 The mother c.uinoc rememnher what she Is suppnsed to do. 

n ; iII rcal-life siLIMCi ' l'lhysiC jns are rarely able to spend otnough tLine wi 'h 

each mo.he r IF the wrons', treacm.,'nc is given,. r.he mother is tinalI L- 1.) 

of time is wa.ited.carrt; out rhe treatmel., rhen even that sinail amount 

It is clearly the pi'ici 's responsibility to ensure chat cach mother gots
 

on she need care her child,
the right information how will to'cake of sick 

whether the physician provides it direcrly or asks an assistant to take the 

phy ician, as manager cf the clinic,responsibility for providing it. vhe 

ward or private practice, must monitor the staff's conununication with mothers. 

To effectively supervise the staff's communication with mothers, physicians 

must themselves be good romminicators. As the saying goes, "You can' t tea:h 

what you yourself don't know." 

COIMUNICATION SKILLS 

The problems in communicating with mothers can be greatly reduced by using 
in sectionssome simple conununcation skills that are described the remaining 

of this chapter. Use o( these skills will allow the physician to he a better 
available is brief. Knowingcommunicator with mothers even when the time 

these skills will also help in monitoring the communication efforts of 

assistants and other staff. 

The 	 following are necessary communication skills: 

" How to ask checking questions:
 

to do a better assessment of the patient;
 
to be sure a mother understands what to do at home;
 

to monitor the staff's conuiunication with mothers-;
 

o 	 How to use examples to make instructions to mothers more interesting and 
ffe tive; 

o 	 How to use a mother's pamphlet: 

o 	 How to givp support so a mother will feel positive about what she can do to 
care for her child. 
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Asking Checking f'l',istions 

Improvi:g the PhIysiciaii's ColaturrlcatlonSkills 

Askinp simple checking questions can dramatically irnprove a physician's 
conmunicari-)n with morhers. A che:klng question confirmr. what: a mother kno'rws 
or 	 helps ro find out more cnnplete or specific inform3rini a,out somtriring a 
mother has salid. For e':.ample, if a mother said rhar she had given tea to hotr 
child with diarrhoea. a checking question might be: 

o 	 "llow much did she drink roday?" or 

o 	 "What else did you give her to drink or eat?" 

A cherking question can also be a question that gets the mother to tell rhe 
physician or health worker what she has learned; this way the physician checks 
whether the mother remembers and understands what she has been taught. For 
example, after explaining to a mother how to treat her child's diarrhoea at 
home, one might ask the following:
 

o 	 "Tell me the signs chat mean you need to bring Ana back to me." 

When asking a mother checking questions, it is helpful to phrrs. the q'lesti.fis 
so 	 that she must say more than just Yes or No. For example, it is not 
effective to ask:
 

o 	 "Do you understand the signs thlt mean you should bring Ana back to see
 
me?"
 

The mother would answer Yes whether she undersrood or not. She would be
 
reluctant to say that she did not remember and would fear appearing stupid. 

Asking checking questions requires patience. When asking a mother a question, 
one must be quiet to give the mother a chance to think and then answer. If 
the mother is silent, one may feel an urge to answer the question oneself or 
to quickly ask a different question. However, it is important to realize that 
rl.h, mother nay know the anr;wer hut she may he slow to rtrspond for several 
I 0A..r.r; F', r e..tp Iv. ' ;ir: may be surpr isel tha" she is rea I117y c pec ted to 
anr,;wer; sh,! rrr-ry [ear givi rig an incorrect aniswer; or sire may hesitate to speak 
to an authority figure. Therefore, it is importanit to wait for her to answer 
and to give her encouragement. 

The following are other examples of instinces in which checking q'iest ions can 
be helpful in Improving coiurunication between physicians and mothers of 
children with diarrhoea:
 

o 	 If the mother says, "Just this morning my child became sick," check the 
meaning of that statement by asking:
 
"Is this the first morning she had diarrhoea? Did she have any loe
 
stools before this mornirng?"
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o if rie mother snvs, "No L didti't give her anythi.ng," check the meaning of 

that sraretnent hy asking:
 
"Did youi give her any medicitncs? DWd you gLve her fond? Did you give her
 

fluids? Any ORS?" 

o If the mother says, "Yes I know how to prepare ORS," check to be sure she 

understands by asking:
 
Tell me how you would prep.re it."
"Have vni ever used 	 (IRS before? 

O If the mother makr. a mistake in explaining 	how to mix the ORS, sa*y, 
way that is simpLer and makes"Let me show voit a lei.tter way to make it--a 


check again by a.kiig:
it *.otk even better." Then one can 

prepare the solution at home."
"Now tell me how you dilL 

a checking question is to make the mother feel 	comfortable,
The objective in 

the child's condicion and whar. 

to get all the information needed to understand 

the mother needs to lie taughc and to make sure she knows how to care for her 

know that the mother understands what she is
child. The physician cannot 

whciz she hasbeing taught unless the physician he-ars, the mother describe 

learned.
 

Monitoring the Communication Skills of the Physician's Staff
 

Another valuable use of checking questlons is to monitor communication of the
 

If a physician has delegated the responsibility ofphysician's staff. 

a nurse or other staff member, checking questions can help
teaching mothers to 


to monitor the effectiveness of the staff's teaching. The following example
 

can be achieved:illustrates how this monitoring 

is now ready to go
Three-year-old Mo was treated for dehydration and 


his mother about what she should do athowe. The nurse has talked to 

home to care for the child. You, the physician, did not see or hear 

You have only a few 	minutes *to spend
this instruction taking place. 


with the mother before she leaves. You can ask three or four checking
 

the mother has been 	 taught: the mostquestiots to find out whether 


critical things about caring for the child at home.
 

o You would not ask the mother:
 

"Did 	the nurse explain to you how to mix the ORS?", or 

mix chat ORS?" since the mother would be"Do you know how to 


afraid to answer No.
 

" Instead, you would ask the mother:
 

"How much water will you mix with that ORS packet?"
 

"How much of the solution will you give to Mo?"
 

"flow long did the nurse tell you to continue giving the ORS?"
 

"What elsp will you give him to eat and drink?"
 

"When will you bring Mo back to see the nurse again?"
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noatnh______ . h m_._r,.€an-an we r.__these.-ques rions_crrecrl., . te- p I v s I c arli b esatis fled tl,,ar the Inurse or taff munber comnulincates effuctLveLy with 

mothers. 

ilsine, E;:amlrio5 

*C:(ng cl.'ar Ins Irrtiri.ri tn the mother is esnenrinl In gi'. ng gnorl care ro 
Ith pacti t. The fit1-, step of tite interact int wirh a u rhInr Inc l trh::; I,-rt ti .

complete and :ct-u at.t- inforlmaat io froin her Ill ordar r.n n rs. tie c111 11' s 
currPet cotdi.tion a d 'he treat.mntrt given far., The step is ro 1i.'so nexr 

all the iMfor:ation that the mother 
 needs to cure for Istir child and i.o 
commuticate it clearly. 

.'sin,, ex.-rples will make the lns,.riictions more Interesring and effectl'.e. 
F.xamples make instruction more pertinent, especially if the examples are 
-elated tihe, to mother's experience and knowledge. An example may be an object 
or a situation that the mother can visualize in her mind, or a real action 
that the mother can see while the physician or hvelrh 'wbrker is talking. For 
example, the.health worker can show a mother hall-cupa of solution while 
telling her to 
give '.er child a half-cup of solurtion after each stool. A 
mother also could be allowed to watch anoth.r mother Eiving a baby ORS 
solution with a spoon, thus permicttng the first mother see how to hold herrn 
baby and to see how fast she should be giving the spoonfuls of ORS. The 
visual image will. remain in the mother's memory longur than tie oral 
ins ruc t ions. 

Demonstration Is particularly powerful in reaching a morho hriw to cdo a task. 
Showing her how to do the is much morecask effective than just telling her 
how Lo do it. The nost effective way to teach a mother procedure skilla or 
such as mixing ORS is to have tier watch someone else do It aid rhen pracrice
it herself with guidance. As she tries to perforni Lite task, th., physician or 
staff member can observe those parts of the task that are difficultil or the 
nother to perform and can explain or demonstratu as needed. flaving seenti tle
mother perforin the task correctly, the physician lurse be conuiLd .tcLr 1 can 

that the mother has learned it.
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The following are wavs to use examples: 

WAY TO USE FXAMPLEEXAMPLE 

Showing pictures Show a drawing of a nocher 

breas tfeeding
 

a mother to give banana orNaming a specific Telling 

(instead of giving only pineapple, instead of telling her to 

give foods containing potassiuma general) rule 


Demonstrating the task Showing a mother how to feed ORS to her 

baby with a spoon
 

Showing an object Packet of ORS
 

the mother about a baby whoTelling a story Telling 
became dehydrated and died can 

highlight the danger of diarrhoea in a 

mother's mind. The story might tell 

how the baby looked as it got worse
 

The mother measures the correct amount
 

of water to mix with contents of an ORS

Having the mother 


practice it herself 

packet.
 

Usin a Mother's Pamphlet
 

Communication is also improved by giving each mother a pamphlet that has been
 

The mother's pamphlet should summarize the
designed to be read by her. 

a child with diarrhoea at home. The pamphlet
important elements of caring for 


should have words and pic-ures that illustrate the maLn points. 

When a pamphlet is being developed, it should be show1i to some mothers to test 
pamphlet arewhether they understand its messages. Two examples of a mother's 

below (Figure 9-1: Sample Mother's Pamphlet--low To Treat Diarrhea At Home 

and Figure 9-2: Sample Mother's Pamphlet--If Your Child Has Diarrhea). If
 

your country does not currently have a standard mother's pamphlet, or it is
 

it, develop one for your facility that mothers indifficult for you to obtain 
your area will understand.
 

Using a mother's pamphlet while giving instructions to a mother is a special 

and effective way to use examples. Pointing to the pictures and words while 

talks will help to focus the mothers attention betterthey physician or nurse 
than just the words alon.'.. Also, the mother is able to take the pamphlet home 

with her, which also helps to reinforce what she has learried. 
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FIGURE 9-1
 

-- How To Treat Diarrhea At Home 
(Mothers' Card) 

As Soon As Diarrhea Starts. Give Your ) Give Your Child Food 
Child More Fluids Than Usual To Prevent ,.--

Dehydration. Recommended Fluids , w l, n p'eoai u .', olly . l.amlite mitas 
Include: careal and tson. at ceresll ant meal 0, f,sn Ad oil 

10load it possible 

* 	lood-baadfluids. such is grul. soup. Ofnc twalef. hain frtjuices or bananas 

* 	 breastmilk. or milk leeds with twice il usi lmout asmuch as thechild wanls 6or more limes Iday. 
ofwaler. 

which is cooked and mashedoe ground -ell so il will 
he easeitr toaiges. 

* fer lthe diarrhiea slops. one extra meal each cay lor 
v ,. a week. 

. K 

Take Your Child To The Health Centre IfThe 

Sas m"y Ooe igns o 

*haswsaaithrill 
has Written 

detlydralson 4 You Can Prevent Diarrhea By: 

) giving oteasliridk lot Int! list 4.5months and 

0do tra ( ofd noermally Continuing to breaslleed loi the fist year 

b introducing clean. nutitious weaning loods ai 4.6so" niot
tobe getting better, months 

Sgiving your child lresnly crecared and well...ooked 
inc
and clean Cr'kig waler 

having famiily members wasn their hanris with iau 
after delecaling ano before eating and rrecaring

L 0) lood. 

having all lamily members use a ialrine 

Quickly disposing 01fle s:ool -fi a young child in a 
latine.
 

Source: 	 PRITECH. Talking with Mothers About Diarrhea --A Wotkshop for
 
Physicians. 1988:18.
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FICURE 9-2 

-- If Your Child Has Diarrhea 

To Prevent The Dehydration 

Suero Oral 

Litre of Packetol Mix it Well 	 Give One Cup
 
For Each Stool
Clean Water Suero Oral 

Food 	And Liquids 

E TonteThe 
Baby Strong 

Keep/ 
Breastfeeding 

GiveSoft 
Foods Such 	As 

Give ALot Of
 
Liquid Su ch As
 

Go To The Health Center 
IfThe Diarrhea Last More Than 2 Days
 

Or 11Your Child Has
 
Any Signs Of Dehydration
 

To Wait 	Is To Risk 

Talking with Mothers About Diarrhea - A Workshop

Source: 	 PRITECII. 


for Physicians. 1988:19.
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The following are reasons 
for why a mother's pamphlet can he a useful
 
communications cool: 

o 	 Referring to the pamphlet will remind the physi can or s iaFF of the main
 
points co covet' while giving instruictions, so that none wilL he forgotten.
 

o 	 The pamphlet will remind the mother of the instructions when she is at
 
home.
 

o 	 If important poinr.s are lef'r owl of the fnstrucLions bv mi,';role nr hecaise 
time is short, the mother wi.1 still get those messages when !fhe v'e[ers rr 
the pamphlet at. homne. 

o 	 Even mothers who are illiterate can benefit from a pamphlet, by referring 
to the pictures and by having a family member or neighbor read the written 
instructions. 

o 	Because the mother keeps the pamphlet, the next Eime her child has
 
diarrhoea she can refer to it and refresh her memory about what to do.
 

o 
The mother may show the pamphlet to other family members or neighbors, so
 
more people will learn the messages it contains.
 

o 	The mother will appreciate being given something during her visit.
 

o 	The pamphlet will simplify the task of training your staff in the messages
 
to tell mothers.
 

Giving Encouragement and Support
 

The effectiveness of a physician's efforts 
to 	provide ORT and other elements
 
of 	good diarrhoea case mnamagement to children with diarrhoea is ultimately 
determined by wbether mothers use ORT and whether mothers perform other
 
treatment actions effectively. Using examples and a mother's pamphlet, and
 
asking checking questions can ensure that mothers understand. However,
 
understanding how to perform a task does not ensure that a mother will want to
 
perform it. Therefore, it is important for a physician and staff to provide

the support and encouragement that a mother needs in order to motivate her to
 
carry out the instructions that she has been given.
 

Experts in behaviour change have identified three reasons fnr why mothers of
 
children with diarrhoea may not carry out instructions for home Lherapy:
 

" 	Necessary skills or knowledge may be absent. For example, mothers may not
 
know how to measure a litre of water to mix with the packet of ORS. 
or
 
mothers may not 
recognize that the child is becoming dehydrated and that
 
fluid is needed.
 

o 	Necessary materials or implements may not be available. For example, a 
mother may not own a vessel that measures the appropriare amnount of water 
to mix with an ORS packet. 

READINGS ON DLARPJIOEA 83
 

V;
 



o 	 The consequences of following the behaviour ma" not encourage the mar.her r, 

cottinue. 
-	 There ma, le no positive i'nnsequtenes of engnaging in rih! denirrel 

he to stop r:1ebehaviour. For example, a mother's pLitnarv cot icrn may 
ORS did not stop the diarrloea, shpdiarrhoea. Ihen she ohserves chat 

will think it did not work. 

. There may be positive consequtuces for nor enrgaging in the desired 

behaviour. For example, not feedLng a child who has diarrhoea Ls 

certainly more convenient than preparing special food and coaxing a sick 

child to eat. 

° 

- There may be punishing consequence. that discourage the desired 

behaviour. For example, during rehydration, a child may vomit, or the 

diarrhoea mav seem to increase. The mother would want to avoid these 

consequences and may stop giving the ORS, which caused them. 

In 	patient education, physicians and nurses usually focus on teaching
 

knowledge and skills. They may be unaware that besides a 	lack of knowledge
 

and skills, there may be other reasons for why the mother 	of a diarrhoeic
 

child fails to provide effective ORT at home. Health workers may also feel
 

that they cannot influence certain conditions such as the 	unavailability,' of
 

materials or the fact that ORS does not stop diarrhoea. However, by giving
 

the mother support, they can influence the mother's willingness to adopt the
 

desired behaviour.
 

Sometimes in giving instruction to mothers, health workers may be tempted to
 

focus on errors that the mothers have made in learning a skill: this approach,
 

however, is counterproduct ive to effective learning. A good learning
 

situation should provide the instructions, materials and support that a mother
 

needs to do a task correctly. The health worker should then focus, and
 

comment, on the correct behaviours. "To catch them doing it right" results in
 

more rapid and lasting learning than emphasizing what has been done wrong.
 

Mothers will remember and will want to repeat behaviours they are praised for
 

or that Lhey feel confident doing. While there are many means of getting
 

mothers to try a new behaviour once, positive consequences are essential for
 

them to continue it over time. In a busy clinic, where time for giving
 

instructions is often brief, mothers will make mistakes, and those mistakes 

have to be corrected. At the same time, a physician or nurse can recognize 

and give praise when a mother does something correctly. This will build her 

confidence and increase the likelihood that she will remember and repeat the 

action.
 

Asking checking questions that a mother answers correctly and then praising
 

her is a way to "catch her doing it right." Having a mother practice a task
 

with guidance, so that she will do it correctly, and telling her that she is
 

doing well is another way. Complimenting a mother on what she did at hone to
 

care for the child, such as continuing feeding, is another way to support her
 

and give her confidence. By commenting on what a mother has done well or
 

learned, a health worker can give her support that will help and encourage her
 

to 	do the task again, the next day, or the next time her child gets diarrhoea.
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An important step in giving support is to help the mother think about how she 
will carry out the instructions. Find out whether she has the necessary 
materials. Find out if she is expecting negative conseq'uences to arise if slit 
performs the instructions. Once a mothier's concerns are known, a health 
worker can give her support by helping her find a way to overcome a problem ot 
unavailabiLity that would otherwise discourige her completely. A health 
worker may be able to help her by giving her something she needs or suggesting 
. sulstitute. 

If the mother is shown that posit.ive consequences can arise from following
 
instructions clrreccl-i, this will inininie the importance of the negative
 
consequences iii mind. example, by expIain ing the
tier For positive
 
coimseqlionces of using URS (such as rehydraring her ,hilId and resroring his
 
appetite), the mother rcin be convinced that they will outweigh tle pimnishing
 
aspects (such as the inconveniently long time she will spend giving the ORS
 
slowly and in small amounts).
 

Te key is to first discuss with the mother what she will he able ro do. Thit 
-1l establish whether she feels it Is feasible and worthwhile. Also, once 

.' has thought about dzd said what she will do, she is more likely do It.to 

L -.ig the discussion, ways to overcome problems rhat interfere with the
 
bLhaviour can be suggested. For example, the health worker can ask, "What
 
foods do you have at home that you will give your child?" Vhen the mother
 
answers, the health worker can confirm that this food is good to give a child
 
with diarrhoea (or suggest another food) and discuss how the mother will 
prepare the food. The health worker's interest in the mother's situation will 
help her to be committed to carrying out the recommendations that have been
 
made.
 

SUMMARY 

In order 
to encourage mothers to practice effective diarrhoea treatment, it is
 
important for physicians to develop the following coiniunicatlo,. skills in
 
dealing with mothers:
 

Ask Choc',irlg nuestions 

A checking question asks for more complete information about something a
 
mother has said, or it can deternine wihat a mother has learned. Ask checking
 
questions to: 

o do a better assessment of the patient: 

o be sure the mother understands how to care for the child at home; 

o monitor the staff's communications with the mother. 
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morher mo. Lntree; ig .II 
to 	 thinrrtc tcions 	 re 

The use of exaiples will i:nik 
include:Examples caneffective. 

showing pictures;o 

instead of giving only a gener.l 
one;
 

o 	 name a specific rule, 


task;
o 	 demonstrating a 

object;
o 	 showing an 

O telling a story;
 

mother practice certain tasks 
herself.
 

O 	 having the 

A Mother's p.,mphlet
lise 


it helps:

effective communication tool: 
is 	an
A mother's pamphlet 


important points;
 
o 	 to remuind the physician and staff of 

the 


to use at home if- she forgets or 
feels
 
give the mother instructions 
o 	 to 


unsure;
 

Give Suport 
for her child, she
to 	care
can do 


the mother feels posLtive about what she 
If 
instructions she has been given.
 

Is more likely to carry out the 


If she lacks something that you have
 
the mother's situation. 
o 	Discuss 
 a substitute.
recoimnend
obtain It or 


recommended, explain !.ow to 


good for her child.
 did at home that were 

o 	 Praise the mother for things she 


that will
treatment
action or 

Show the mother positive consequences 

of an 

o 


outweigh the negative ones.
 

Ask checking questions that the mother can answer correctly, 
and then
 

o 

praise her.
 

it
 
a task with guidance so that she will do 


the mother practice
o 	Have 

teLl her that she is doing well. 

correctly, and 
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C1IAM'F2l I 

Hintiageuont of I)iarrhoca WiLh Some Dehydritiom: Trcat imilt ali It 

I NTRODUCT I ON 

In recent communuity studies, 21% to 71% of children with diarrhoea exanined at 
home had "some dehydration" according to the criteria in rhe World Health 

Organizacion (Q1HO) Assessment Chart (See Figure 7-1: How to Assess Yoir 
Patient for Dehydration). The actual percent depends on which crius'ria are 
used to dofitne the presence of dehydration; stool frequency, Cur exan:p it ma/ 
not be as reliable a sigo as the presence of decreased skin turgor. 
Dehydration during the course of diarrhoea also depends on the ext.enr to which 
fluid losses are replaced as they occur, that is, on the extent to which 
mothers foLlcw Treatmenc Plan A and the priticiples of home management of 

diarrhoca. Dehydration also depetids on the severity of cho. diarrhoea and 0i:l 

amount of lost. example, may .o morefluid being For one expect (.',e patienr.: 
wiLh dehydration during a chole,.- epidemic.
 

Although changes in appetite often occur early, the child with diarrhoea may
 
seem almost normal before becoming dehydrated. The onset of dehydration
 

brings symptomns of being sick--irritability, vomiting, anorexia, listlessness
 
and decreased playfulness. These svmptorrs lead the mother to seek m~di.al
 
attention. As a result, a larger percentage of parhents being seen for
 
diarrhoea at a heal.th care facility will be dehydrated than the proportion of
 
dehydrated people in the community. The majority of dehydrated patients seen
 
at health facilities will have "some dehydration" (mild or moderate
 
dehydration); only a few, usually less than 10% of cases seen, will have
 
severe dehiydration.
 

Cases with "some dehydration" need treatment to restore their fluids and
 

electrolyte balance. This is best performed as oral rehydration with oral
 
rehydration salts (ORS), according to Treatment Plan B.
 

WILAT IS TREATMENT PLAN B?
 

Treatment Plan B is the giving of ORS solution to correct dehydration, or
 
rehvdration therapy. It is summarized in Figure 10-1: Treatment Plan B To
 

Treat Dehydration.
 

The key signs chat distinguish patients who should be treated according to
 
Plan B from- those who should be treated accorcing to Plans A or C are as
 
follows:
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FIGURE 10-1
 

TREATMENT PLAN B
 

TO TREAT DEHYDRATION
 
FIRST 4 TO 6 IOJRS1. AMOUNT OF OnS SOLUTION 10 GIVE IN 

1 4 6 a is AOuil6 a 0 i 2 2Patient S age 

i
1

' is 7 ) 5.)

P treftl 5 wrintl| 5 7 9 

1 1 1 1 1 1 1 1 I 1in .i logr s 

,n ml :00'0 ! 4(1.-400 01'J.d00 eo , "co ':0o C0.4l:..F00 'CC a
r3..e Ins 

muCh n in localsOlulio 

-tn 014-6ll 
rour- lieasure 

not know the weighlUSe heealeni 3ge only whnrn you o 

TO CONTINUE 9REASTFEEOItJGNOTE ENCOURAGE THE MOTHER 

more 
give clnef fluids. II ,iartnoea coninues.I hleOal nl wanri more OAS give 

In the evelics oecome oufly stoo OS and 


use 
OAS aga wnei the oullnelS is gone 
out more slowly

II the crilo wait 10 minules and then COlinue ginng ORS.vomilS 

AT THE HEALTH CENTRE2. IF THE MOTHER CAN REMAIN 

* Show he how much SolUtOn to give .Ier Child. 

* Show net now to gtve i - a sooniul every I Io 2 minute . 

* Check fror tle o tine to See itSrli has proWemS. 

3. AFTER 4 TO 6 HOURS, REASSESS THE CHILD USING THE 

ASSESSMENT CHART. THEN CHOOSE THE SUITABLE TREATMENT 

PLAN. 

molher to olet small amountS o foodNOTE It a child wil conlinue on Plan 8. tell tlh 

It the child isunder 12 monilnS. tell the motner t0: 

c Oeai~eediiig orConlinue 
before contlnuirl ORS 

-I She does no oreastleed give iCC-200 wis of clean waler 

IFTHE MOTHER MUST LEAVE ANY TIME BEFORE COMPLETING
4. 
TREATMENT PLAN B 

* Give het enough OrAS Oackels for2 days and Show her how t0 ore. .re the fluid 

• Show her how much OS to give to flinish the 4.6 hour ire3lmnl at home 

* Tel her to give the chld as much ORS and oliner flulds as he wants alter Ite 4.6 hour 

treatment ishnrisnr'f
 
.
 

* Teo her to Orlert e Child small amountS of food every 3 4 hourS 
haS any of the allorwing.* Tel her 10 oring Ine chldci back to Ineheallh woker itthe child 

- passes many s1O0s I
 

- isvery thirsr., These 3 signs suggest Ihe child 
 iS ,enydtlod. 

- has sunken eyes I
 
- has a lever
 

- dOeS no eat o" drink normally
 

- seeris nOt t0 ca gening Oener 

W110. Prc;ramme for Control of D[arrhoe.11 Disiies.
Source: 

Supervisory Skills - Treatmenc of DLtrrhuea. 198,7:56.
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Plan C patients are severely dehydrated and m,.v have vry weak or aiselit 

pulses. They are clearly near cardiovascular sh'.k with limpness arid 
some depression of consciousness. These patients have quite sunken eyes 
and 'ontanelle, a skin pinch that retracts very slowly (one or two 
seconds) and often marked vomiting by history. 

Plan B patients are alert, even irritable. Their pmlsez sho.rld be 
clearly palpamble. They have clear signs of change in skin elasticit'i and 
pulse, but the pulse Is definitely palpable, and their skin is onl.Y a 
little different from normal. 

Plan A patients have no abnormal signs--only a history of diarrhoea with 
perhaps a little vomiting. Their only sign of dehydration is thirst. 

When the patient has been rehydrated--which usually takes four to six hours-
continued treatment (maintenance thcrapy) is given according to Plan A. This 
includes replacing continuing fluid losses from diarrhoea and providing normal 
daily fluid requirements and providing food. 

Because most children with "some dehydration" usually correct their fluid 
deficits afte'r four to six hours of ORS treatment, there is usually no need to 
admit them into a hospital. Often these patients are treated in a special 
area of the clinic which is set aside for this purpose. This area may be 
called an ORT (oral rehvdration therapy) corner or t.he oral rehydracion area 
in a Diarrhea Training Unit (DTU). See Appendix 4: The Diarrhea Training 
Unit for a brief description of a DTU.
 

Another principle of Treatment Plan B is that mothers or caretakers will stay
 
with the children and assist in the treatment.
 

In addition to treating patients with "some dehydration," Treatment Plan B is'
 
used as a follow-up form of rehydration in those patients who presented with
 
severe dehydration then improved after a few hours of intravenous therapy.
 

The main uses of Treatment Plan B are:
 

o 	 The initial rehydration of patients who present with some signs of 

dehydration; 

o 	The follow-up rehydration of patients who present with severe dehydration
 

but have improved on intravenous rehydration therapy.
 

TASKS INVOLVED IN IMPLEMENTING TREATMENT PLUI B 

The main tasks of Treatment Plan B are: 

I. 	Calculate the correct amount of ORS 3olution to give;
 

2. 	Show the mother or caretaker how to give ORS solution;
 

3. 	Advise continued breastfeeding and when to offer foods;
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to si.x hours;
the child ifter folr
6. Monitor treatment and reassess 

(as it,'rrormonr.Plan A' 
.cvie for home treaitment of diarrhoea5. ,ive 

when child is ready to go home. 

to Giv
C.!r 'lro rh., Correct Amount of ORS So tlrin,

Task 1: 


at least 4% to 5Za child has lost 
Signs of dehydration hecoine apparent when 

the child is severely dehydrated. Thus, 
of his/ler body weight. Above 10%, 

can be considered to
with "some dehydration"showing signs consistentpatients 
mild, the deficit
When signs are 


have a fluid deficit of between 4% and 9%. 

severe ("moderate


is closer ro 5% of body weight; when signs are more 


9%. This percent can be used co
 
the deficit is closer to
deliydratLoti) 
 a
deficit. For example,


amount of ORS required to replace the 

estimate the 


dehydration

child weighing 11 kg on admission and showing signs 

of some 

7% of body


than mild) would have an estimated fluid 
deficit, of 


(slightly more 
 the
 
amount of ORS solution, multiply body weight 

by 

weight. To calculate the 


(based on signs of 
estimated percent of body weight lost in diarrhoea 


C.77 litre or 770 ml.
 
Thus, in this example, II kg X 7% 

dehydration). 


give can also be calculated using the
 
The correct amount of ORS solution to 


the chart are
The amounts given in 

chart in Treatment Plan B (Figure 10-1). 


six hours because the majority of patients will be
 
for the first four to 


take the fluid orally. The

if they are able to


hydrated in this time 

used to calculate the amount of ORS
 

patient's weight in kilograms should be 


If scales are not available, the
 
solution to give, using this chart. 
 to
 

The physician or health worker 
simply needs 


patient's age can be used. to the amount

the chart from the weight (or the age)


draw a vertical line on 

the child weighs seven kilograms (or is
 

fluid to be given. For example, if 

to six hours.
of 

600 ml of fluid should be given over four 

10 months old), 400 to 


closer to
 
If the patient is mildly dehydrated the amount of fluid given 

can be 


amount should be close to
 
if the child is moderately dehydrated, the


400 ml; 


600 ml.
 

total amount of fluid calculated in the first
 
Aim to give 20% to 25% oF the 


the next three to five
 
rest should be evenly distributed over
hour. The 


hours.
 

Give ORS Solution
rhe Mother ow to
Task 2: Show 


task to other members of the health
 
The physician may often delegate this 


team, however he/she will maintain the overall responsibility to see that the
 

to give ORS solution.
mothers or caretakers are shown how 


to the mother:
The following poLnts must be explained 


(e.g., four cups, two glasses etc.);

o How much solution to give in total I
 

a time every few minutes;
o Give ORS solution a spoonful at 
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o Tf the child vomits, wait 10 minutes then coot: inue giving iRS soLuL'ion a 
spoonful at a time and ;iore slowly. 

The mother .nhoid rhe'n give ORS according to these instrir r iols. I, ,no tcountries, when the mother has become comfortable with adininisteritng the fluid
and the child is taking fluid well, the mother should le shown how to ,nix ORS 
solution u.5ing containers and utensils that would be available in her home.
rhe ealth worker shouild demonstrate the methods and actually mix a pak:l:e:

T'en the mother should prepare the solution also, rn ensure that she

understands. 
 Details of the most effective methods for tm'.mching mothers how 
to mix arid gi,'e ORS are discussed in detail in Chapzer 0, "Ettective
 
Communication: 
 Talking To Mothers About DLarrhoea." 

Some countries have a policy that ORS packets should not he given ro mnrlhers 
to use at home. In chose circumstances it is not necessary to teach the 
mother how to prepare ORS.
 

Task 3: Advise on Feeding
 

If the child is breastfed, mothers should be encouraged to continue 
breastfeeding during ORS 
therapy. Breastfeeding contributes 
some calories ,irid
helps replace the fluid deficit. By encouraging mothers to hreastfeed during
the child's treatment at the hospital or clinic, the health worker cnn
 
reinforce the insrrucrions given for home therapy 
 to continue breastteeding 
during a Ldiarrhoea episode.
 

If a child is on a mixed diet, small amounts of food should be offered, after 
several hours of treatment, to 
take with the ORS solution. The mother should
 
be encouraged to give the child food as 
soon as she returns home and told
 
about the importance of food in bringing about complete and rapid recovery
 
from the diarrhoea. 

Task 4: Monitor TrPatment and Reassess Child After Four to Six flours 

The doctor or health worker in charge should monitor the child's treatment. 
The health worker should:
 

o Check to see that the mother or caretaker is giving ORS 
solution correctly;
 

o Re,-ord the amount of andfluid taken number of diarrhoea stools; 

o Detect aly complications, such as serious deterioration ini clinical status; 

o Watch for signs of over-rehydration, as evidenced hy the developmnr of 
puffy eyelids. In t!:is situation, the ORS and/or other fluids shulld he 
stopped until puffiness is gone. 
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should he rean', psselIl lisilp, Hie , .issessmso., 
to ho.rs . rhe cliiladAfter four six 

to this assessimlrt. 
treairmt r shout,,1 be carried olir 	accordi lg

chart Further 

i Trp'atment 'l,n
of deuydrar ion, cotc Itle wi 

0 If the rhi ld stillIhas signs 
new voLitine of flti d 

basis of the c linical s iglis tile 
B, estimating on the 


four to six hours;
the next
needed over 


may be sent home 
o 	 If the chi II no longer shnws signs of dehydration. he/she 

how to carry out Treatment Plan
after instructing the mother 	 A. 

Task 5: Cive Avice for Home Treatment 

home with advice
sent

child is no longer dehydrated, he/she may be 
When the 


Briefly sununarized, the three rules of
 
for home treatment (Treatment Plan A). 


home therapy are:
 

more fluids titan normal;1. Give the child 


feed the child;
2. Continue to 


3. Bring the child back if he/she does not improve or shows signs 
of
 

dehydra t ion; 

In addition,
 

the mother knows how to mix and 	give ORS solution 
at home (if
 

o Make sure 

for two days;
 

Ithis is the national policy), and give her enough packets 


Explain how the mother and family can prevent 
diarrhoea.
 

o 


in more detail in Chapter 8: Management of
 
These points are described 


Home Therapy and Treatment Plan A.
 Diarrhoea With No Dehydration: 


not be able to stay at the clinic for
 
Sometimes the mother or caretaker wll 


to six-hour treatment. In these situations, the mother
 the entire four-

should be shown how to prepare and give ORS solution and then given enough ORS 

. how much fluid the child needs in the first 
packets for two days. Calculat
 

give this when she gets home. After
 
four to six hours, and tell the 	mother to 


the first four tc six hours, tell her to give the child as much ORS and other
 

from Treatment Plan
 
fluids as he/she wants. Also give the mother the advice 

A.
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SOME PROBLEMS THAT MAY ARISE WIEN 

PROB.EMS WITI MAN T9 

No existing area for ORT in the 

clinic, 


Old beliefs of mothers, also 
staff, which oppose giving food 
and liquid during diarrhoea, 

Mother has difficulty re.'embering 

or following instructions after 

going home. 


Clinic staff gives incorrect 

instructions, 


Mother does not want to stay in 

clinic to do dehydration. 

SUtMNARY 

IMPLEMENTIOG PLN II 

POSSTIE SO!IITTONS 

Give clear, simple insr.ructions to 
staff and provide basic materials
 
(table, spoons, conralners, postern, 
etc). Can use corner of waiLing 
room.
 

Provide hands-on in-service training
 
for staff during which they can see
 
the benefits of ORT and become stron. 
supporters: supervise rehydration so
 
mothers can see good results of
 
giving food and fluids.
 

Give mothers clear, understandable 
pamphlets to take home; discuss
 
possible problems wirh mothers before
 
they leave clinic; have outreach
 
workers visit mothers for follow-up
 

to help solve problems. 

Offer staff skill-based in-service
 
training; provide regular supervision
 

with checklists: check mothers' 
understanding by interviewing them as
 

they leave clinic.
 

Provide education about importance of 
rehydration and home therapy if 
mother or caretaker can not stay: ask
 
questions to be sure mother
 
understands and can follow the
 

instructions. 

Treatment Plan B is the treatment of dehydration using ORS solution for
 
rehydration. It is appropriate for patients with some, but not severe,
 
dehydration. A fluid deficit of 4% to 9% of body weight is usually replaced
 
over four to six hours. The medical staff calculates the amount of ORS
 
solution needed. The mother learns how to give the ORS solution, and carries
 
out the actual rehydration. The medical staff monitors the progress of
 
rehydratcion, as well as the mother's understanding and actions. When
 
rehydration is complete, patients should continue treatment using Treatment 
Plan A. This is usually done at home. 
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CI!AITFR 11. 

K.na,ferent oF Diarrhoea with Severe Dehydration: Trealment I'1.1n C: 
1itravenotis aid Nasogastric Fluid Administratio; Making lr1Ip;atcielt 

Ward Rounds 

IN'RODUCT ION 

Severe dehvdration from diarrhoea is often Fatal; 50% to 70% oF diarrhoc s
 
.
de;ths in countries whier oral rehydration therapy (ORT) has nor yt ',ccomle. 

widely practiced are frr severe dehydration. However, a conl)inatinn of 
parents learning to reccgnize d.hydration and bringing pacielts for help
 
earlier, plus competent management of severe dehydration by doctors and uther
 
health workers can dramatically reduce the mortality rate. In a number of
 
countries and hospitals, this ha.; already occurred.
 

Prior to modern treatment, there was a 10% to 30% rase fatality rate among
 
patients admitted to hospitals with severe dehydration. In cholera epidemics,
 
the diarrhoea case fatality rate in health facilities has been up to 50%.
 
Presently, improved intravenous therapy skills and use of, ORT can reduce Clse: 
fatality rates amonZ hospital patients with uncomplicated acute watery 
diarrhoea to less than 1%. Indeed, the causes 
of diarrhoea mortality in
 
hospitals where ORT and effective intravenous rehydrarion are routinely
 
practiced now tend to be severe dysentery, malnurrition, pneumonia or
 
generalized sepsis, rather than dehydration and hypovolemic shock. The
 
majority of cases with uncomplicated dehydration from diarrhoea are rehydrated 
as outpatients and not even admitted.
 

Overall it is estimated that 1% to 2% of diarrhoea cases in the community have
 
"severe dehydration" as determined according to 
the World Health Organization 
(Wll0) Assessment Chart. Because tiey are more ill, a larger proportion of 
these patients tend to be brought to health facilities than of patients wich 
some or no dehydration. Thus doctors and workers at health facilities can
 
expect to find a higher percentage of severely dehydrated patients among cases 
they see. This is usually Less than LU% of diarrhoea cases, but may reach 30. 
or more during cholera epidemics. 

Patients with severe dehydration should be treated according to Treatment Plan
 
C. (See Figure 11-1: Treatment Plan C To Treat Seve're Dehydration Quickly.) 
The method of treatment is intravenous (t.V.) fluid adninistration. 
Naso-astric tube or oral administration of fluids can be subsrituLed when I.V. 
therapy is not available or no one trained to use it is presetc. 

This chapter describes the guidelines for Treatment Plan C. It includes the 
methods for -iving intravenous therapy for initial rehydration arid for 
shifting to or.l therapy for replacement of continuing fluid losses. The 
methods for in!:rting nasogastric tubes and for regulating fluid 
adimnii stration rates when nasogastric tubes must he used irre also covered. 
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FIGURE 11.1
 

I~~~ 1 I~r-v~iJliNi ILJAli~r 11 

TO TREAT SEVERE
 
DEHYDRATION QUICKLY 

.go aciyis, t c t:.,nFIIow tie allow'; ii me jnswver to fie nueslons is /e 111 is o ti 

STARlT ERE 

I G.e IV flu.csIr'ee'jC'V
A-,,IglwrS I&Ctalfll NCIO --

IV s o$' q)l"ic'hl 


Can vou q.-e 2 Ale I houls leassess 
eES Inlt Criid JnO .Iinrlvenlus IV) 

Iiu.Oi I aloc,coi ealoe .n O 1[1S 

"3 Alle,1.3moce 'uurs 
IIhSeSiass Inc cfl'lan(] 
c"lOOS Ifl litelolv
 

Ueaimnenl oian 
NO 

I'li
[ JiI eai11eaimcannecr~ 

obI sn Tini& llaime 
Can Me cr 
 plan
 

S12 
 Semio
aCn totIV 
Ifealmeil 

NO 

ESII ri'nisgasiu 

$
ine yi loi1te 
10 use a1 n3SO. 

gasric lufti folo o E5no 

I Stan ,vorGjn 
IrisIuU 

2 U-MIV r4131U . 

using 

otacu~flq Io eeo u o. an gg ai a.dalfooo 1 
IteiCuC l em e'liaile 
IVIIofelrriel D 

NO 

UR:GEN T Sena 

inp cno for 

IV treatment 

I 

NOTE iftnei ct is wove 2 years$of a3(^ loCno4@ra is ikno-n to Do cu,,tionlty 

OCCtn"¢: n1,yOW Ate&i SuSDOICI Crl01eI t M: Q v IV n AlDW0"I'oill Orll 

alll~n:iootcl ii- is itnonce ciS 

Source: 1411lO,Progtralmme f~or Con~ro]. of Dlarrhoe-'l Disealses.
 

- Treatmenr of Diarrhoea. 1981:57
Supetrvisory Skills 


PFADINGS ,tI F[ARPIIOr,\
 



thile Intravenous therapy is often used when it is not necessary, its
recommended uise 
to treat diarrhoeal disease is tiot 
limited to severely
,.hvdratel p.atie ts. InIit'avenotis therapy is oft.'rr overu'sed. For example,
(-:111 wlir rnl111 silti L 0t1in' , rther'apy wo ltld be miot. hen fi,.iol thanilrr.I'.'tllOtUf rrt'arrr{'nl*' ni physicians persist, J n1w1ll}ber ill using 1.V. dlrips ,and'W1hrILting pat ients (1 a hosp ita. However, in a few cases, 
TV. or
ii.;o .istric reh,,'Ir.,r ill1is also recommended for moderatoLy dehydratedp I iItol .. F,.'L Ii rt.s,-i, rhe speci fic Indicationis for tihe uise ofiiir-i.2venni ; lier.ip,. iii adIdition to treating severe dllhydlr~ain, will bu


"d,..,cr bed ili rhin ch.,pter.
 

Because patients with severe dehydration and continuing diarrhoea are 
usually
admitted to the hospital, the chapter includes guidelines for making ward
rounds of diarrhoea patients. The guidelines describe an approach 
 t,) wardrounds that will 
ensure all important aspects of 
diarrhoea case 
management are
 
covered.
 

WH1AT IS TREATMENT PLAN C? 

Treatment Plan C is summarized in Figure 
1l-1. Treatment Plan C Is used
primarily for patients with 
severe dehydration. The 
purpose of Plan C Is to
give the patient a large quantity of fluids quickly to 
replace the very large
fluid loss 
which has resulted in severe dehydration and danger of death from
 
hypovolemic shock.
 

Treatment Plan C usually involves giving fluids 
intravenously. Sometimes,

because of lack of skill or 
equipment, an intravenous infusion cannot be
established. 
 In such circumstances the 
required fluid, in the 
form of ORS
solution, can be given by nasogastric tube 
or orally if the patient can drink,
and/or the patient Is referred to 
a centre where intravenous treatment Is
 
available.
 

Patients 
with severe dehydration need intravenous 
therapy because fluids given
orally may be absorbed too slowly due 
to the poor perfusion of the intestine.

Also, many of these patients may be 
too weak to drink fluids: those with
stupor or 
coma may aspirate fluid 
into the lungs, and potentially fatal

aspiration pneLumonia may occur.
 

INDICATIONS FOR USING TREATMENT PLAN C: 
 SEVERE DEHYDPATION
 

The symptoms and signs of 
severe dehydration are listed in the tW1IO 
assessment
chart (Figure 7-1) and are 
summarized below. 
A patient is classified as
severely dehydrated if 
two or more of the following signs or symptoms are
 
present.
 

Symotoms of Severe Dehydration:
 

o More than 10 stools per day;
 
o Very frequent vomiting;
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to 	drink:
o 	 Inability 
ur ie" for six 	hotirs or loitgor.n 	 too 

Sii.ns of Severp nehydratio1: 

havfig convitsils; 
o 	 Very sleepy or unconsc Lots. floppy, or 

o 	 Tears absent; 
sjitkei;o Eves very 	 dry and 

o 	 Mouth and tongte very dry; 

very fast and deep;o 	 Breathing 
very slowly;o 	 Skin pinch goes back 

and weak or unpa pable;
o 	 Pulse very fast 

very sunken.o 	 Fontanelle 

taking the complute history and 
In 	 the case of a severely dehydrated child, 

can be startedtreatmentinust sometimes be deferred 	 so 
doing an examination 

is 	a clitical
 
Severe dehydration 	with vascular 

collapse

immediately. 	 thein a stupor, 	 confirming rhar 

seeing the child emergency. Merely eyes,
 
conditions began with diarrhoea and vomiting 

and quickly checking the 


give enough information 	 to iaunediately start an 
skin turgor and pulse will 

When the drip 	is running well and the
 
for rehydration.
intravenous drfp 


taken and examination done.
 
is 	over. the complete history can be 
emergency 


dehydration may-also 	need intravenous
 
Occasionally, patients with nonsevere 


therapy. These patients include chose with:
 

Such a high rate of rurging (passing 
stool) that they cannot keep up by
 

o 

drinking oral fluids;
 

o 	 Persistent vomiting;
 
drink;
o Inability 	or refusal to 


Abdominal distention 	and Lleus;
o 
patient cannot benefit from ORS
 

o 	Glucose malabsorption (which means 


solution).
 

While these patientsmore detail below.
des-cribed in 

they would be treated with the


These indications are 
 amount
 
would be administered fluids by I.V.s, 


fluid
 
of fluid recommended in Treatment Plan B (since the amount of 


degree of dehydration).
recomz ended depends on the 


PLAN C 
TASKS INVOLVED IN IMPLEMENTING TREATMENT 

The main tasks of Treatment Plan C are: 

or 	nasogastric tube;
1 Establish 	an intravenous line 

to 	give for the first three huurs;
 
2. Calculate 	the corrert amount of fluid 


3. Decide what [titravenous 	 fluid to use; 
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4. 	 Monitor and reassess the patient frequently; 

to Treatment Plans B and A when appropriate.
5. Make transition 


Tak I-. F.ta li-.:,Tnitrvennus Li n. or Nasogisri r.Tuhe 

The rerhntqrie of admni-istrarion of intravenous fl 'iis can onsly he raigit, hy 

practical denotistracion by someoue with experience. Inrravelmacms tIeralpy 

shotid be given only by trained persons. Several general points are made 

here. 

The needles, tuhbing, bottles and fluid used for intravenoan therapy ,nlur he 

sre ri le.
 

Intravenous therapy can be given into any convenient vein. The most
 

the. elbow, on the back of Lhe
accessible veins are generally those in front of 

Using neck veins or making an irmcisio1 (r,

hand or, in infants, on the scalp. 


locate a vein is usually not necessary and should be avoLded if possible. IlII
 

some cases of severe dehydration, particularly in adults, simultaneous
 

infusion into two veins may be necessary.
 

It is useful to mark intravenous fluid bottles at various levels with the
 

times at which 
the fluid should have fallen to those levels. This allows
 

easier monitoring of the rate of administration.
 

Step-by-step instructions for insertion of peripheral and scalp vein needles
 

can be found in Appendix 5A, Peripheral Vein Intravenous Rehydration, and 5B,
 

Scalp Vein Intravenous Rehydration.
 

In cases requiring rapid resuscitation, a needle may be introduced into the 

femoral vein where it must be held firmly in place and removed as soon as 

possible. Using the femoral vein, a Large amount of fluid can he infused very 

rapidly, and peripheral veins will become evident. Instructions for locating
 
the femoral vein and inserting an infusion needle into it also can be found in
 
Appendix 5C.
 

The treatment of choice in severe dehydration is intravenous therapy. But if 
a person trained to Insert an intravenous needle, needles, tubing or
 

intravenous fluids is not available, then giving I.V. fluids will not be
 
possible. In such circumstances:
 

o 	 If the child can drink, start giving ORS orally as in Plan R, while sending 
the patient to another centre for I.V. treatment; 

" 	If the child cannot drink, give ORS solution through a nasogastric tube.
 
General instructions for inserting a nasogastric tube are given in Appendix
 

6: Rehydration Using a Nasogastric Tube. For a child, the proredure will 

vary a little. Lay the child dowi1 instead of having hi-M/lmer sit. Take 

more precautions to prevent aspiration. Use a six- to eight-gauge diameter 
tube. 
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If a person trained toi use a nasogastric ttihe for rehydr.irion is not 
available, or if no tube is available, urgent referral co a centre with11 
I.V. facili:ies Is required. 

r. ,k 2 Calctlire tf, Correct Anotint nF Fluid rn rive 

When a patient has severe dehydration, tho fluid deficit can Ibe escimacedl to 
be 10% of the patietr's body weight or more. This may also he st..aced as 1(0) 
mil/kg of body weigh'. For various reasons, the defit:it iii itifanr.s wich s..Inre 
dehydration is estimated to be 11% of body weight, or ]it) mli/kg. Ir. is r.l,.* 
goal of Treatment Plan C to replace that deficit as rapidly as possihle. 

The correct amount fluid and the rate of fluid to be given over the first 

three to six hours is given in Table 11-1: Guidelines for Rehydracion Theray 
for Severe Dehydration. The amount of fluid that is given is hased on mIlJ&g 
body weight, and the rate of administration of the fluid depends on age. 

Adults and children over one year old should be given 100 ml/kg within the
 

first three hours. If the patient is in shock, the intravenous fluid should
 
be given very quickly until the radial pulse is easily felt. Otherwise, up to
 
one-half the fluid can be given in the first hour.
 

For infants under one year old, fljid should be given more slowly, starting at 
a rate of 30 mI/kg in the first hour. then 20 ml/kg per hour for the next two
 
hours (for a total of 70 ml/kg in the first three hours). After that, the 
remainder of the deficit (40 ml/kg) should be given orally as ORS over the
 

next three hours, that i'., at a raC2 of 13 mI/kg/lour for three hours. 

Initial rehydration and replacement of the calculated deficit should thus be
 
completed in three hours in children over age one and adults, and in six hours
 
in infants.
 

The volumes of fluids and rates of administration quced above are averages
 
based on usual needs. These amounts should be increased if they are not
 
adequate and or decreased if hydration is achieved earlier than expected.
 
Under-rehydration is suggested by persistence or non-improvement in signs of
 
dehydration. Over-rehydration is suggested by puffiness around the eyes and
 
congestive heart failure or pulmonary oedema.
 

Task 3: Decide What 111travenous Fluid to Use
 

A number of solutions are available for intrvenous infusion. However, some 
do not contain appropriate or adequate amounts of the electrolytes required to 
correct the deficits found in dehydration associated with diarrhoea. These 
have already been reviewed in Chapter 6 in the section on Intravenous 
Solutions and in Table 0-3. 

Ringer's Lactate Solution (also called Hlartmann's Solurion for TnJectioni) is 
the best commercially available solution. If Ringer's Lictate is not 
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_ _______ 

TABI. li-I 

GUIDELINES FOR REIIYDRATION THERAPY FOR SEVERE OEHIYDRATIONI 

Age Group Type of Fluid Amount of Fluid Time of 
__ (per kq body weight) Administration 

IV Ringer's 30 ml/kg 	 Within I hour
 
Lactate -

FOLLOWED BY
 

Infants IV Ringer's 40 ml/kg Within next 
(under 12 Lactate 1 1 2 hours 
months) FOLLOWED BY (if appropriate) 

ORS Solution 40 ml/kg 	 Within next
 
3 hours
 

Within 3 	hours;
 
initially as
 

Other children 17 Ringer's fast as possible
 
and adults Lactate 100 ml/ky until radial
 

pulse is easily
 
_____ _______ ____ 	 ___ ____ ___ ___ felt 

The volumes of fluid and rates of administering treatment are averages
 
based on usual needs. These amounts should be increased if they are not
 
adequate to achieve rehydration, or decreased If hydration is achieved
 
earlier than expected or if the appearance of puffiness around the eyes 
suggests overhydration. Once the health worker has gained some 
experience in rehydration therapy he may not need to follow this exact 
schedule.
 

Source: 	 W11O. Programme for Control of Diarrhoeal Diseases. Supervisory 
SkilLs - Treatuenct uf Dijrrhoea. 1987:66 
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available, ORS solurion given by nasogastric tube should he considered as an 

to the use of the following less-than-ihual irtravenotts solutionsalternative 
such as ha I f- st rength )arrow's so Lr ion, normal. sal iti, or ha l f- s tretgt n mil 

saline in 5Z dextrose.
 

Task 4: Monirnr aiid Roassess the P.,itent Vreqtiently 

All patients with severe dehydration should be followed closely by some member 

of the health staff. Therapy shouid be assessed after one hotir arid then every 

two to three hours if the patient i3 still critical. At each assessmant, the 

and the volumerate of fluid administration should be quickened or slowed 
changes observed in the patient's signsneeded recalcutlated depending on the 

of dehydration and other aspects oC the patient's condition.
 

In particular, attention should ba given to:
 

o The number and volume of stools passed;
 

o The frequency and amount of vomiting; 

o The signs of dehydration on examination; 

o Whether the rehydration fluid (oral or I.V.) is being successfully given 

and in adequate amounts.
 

worse
If the signs of dehydration and the diarrhoea and vomiting have become 


or remain unchanged, the rate of administration and the amount of fluid Fiven
 

may need to be increased.
 

If an infant has not improved in three hours, the intravenous infusion should
 

be continued as previously. If the infant can be fed ORS solution, however,
 

it should be given at this time with the intravenous solution. If the infant
 

hds improved at the three-hour assessment, the I.V. should be adjusted to drip
 

as slowly as possible but not removed, and the majori.ty of fluid given as ORS
 

by mouth, accordir'r to the guidelines in Table 11-I (Guidelines for
 

Rehydration Therapy for Severe Dehydration).
 

As soon as an infant can suck, breastfeeding should be encouraged. If the
 

infant is not breastfed, after the first six hours of therapy give 100 to 200 

ml of clean water along with the ORS solution, and subsequently give water
 

with the ORS solution in an approximately equal volume as the ORS solution. 

This will help prevent hypernatraemia from overadministration of salt and meet
 

the body's normal .iJalv fluid requirements.
 

Older children and adults should be reassessed at one hour then after every
 

two to three hours. If the signs of dehydration are worse or remain
 

unchanged, intravenous therapy must continu-e and, depending on the situation,
 

,nay need to be speeded up. If at four hours the patient's condition has
 

improved but some sign:s o- oehydration are still present, giving ORS solution 

hy mouth should be started according to the schedule of Treatment PLan B.
 

Older clildren oral adtults should have water available to drink as they wish in 

daily fluid requiremments.addition to the ORS, to ineet Lheir normal 
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Tisk": 1ikc Trai sir ,n rn TrPermenr Plans B anI A Ar2nri\hp are 

The patient may hIe shitfred to oral ORS solution adiniiii;t ri. [on (Trearment l'l. 
I%) when intravetiis rehylra:inn i- no longer neeh l I V rhyl'ar:ion is lint 
neetid when rthe nigns of severe dehydration have , fl llitel, lyiproviol and wli.i 
ir has I on ,emotistr.ired that tile patient can diink ,iuiLpi;,rt: volumes uf 

fluids. 

If the p.ri,,onr has imiprovei after the initial threeihours of i ,travenlus 
therapy and has tlrealy been drinking fluids successfully for 60 ro 90 
minutes, slow down the I.V. arid observe for a few hours, giving ORS solution 
at the full rehydration rate for another three hours. If tile patient 
continues to tolerate fluids and is drinking enough to cover stool losses plis 
normal maintenance, the intravenous line may be removed. Continue ORS at the 
raLe used in Treatment Platt B. 

If, on the other hand, the patient has not improved substantially after the 
initial three hours of intravenous therapy or is unable to drink and retain 
sufficient fluids, the intravenous fluids .must be continued for a few more 
hours. In ge1eral, intravenous administration of fluids should not he 1'.ieded 
for more than six to eight hours except under very unusual circuistances. 

When the patient shows signs of rehydration and the signs of dehydration have 
improved, fluid should be given according to Treatment Plan B. When 
dehydration has been eliminated, fluids call be given according to Treatment 
Plan A. Severely dehydrated patients may continue to excrete large amounts of 
fluid as diarrhoea, as in cholera cases. In such patienlts, continuing losses 
may be replaced with ORS accompanied by a similar voltuie of plain water or 
low-sodium food-based fluids.
 

Feeding may be difficult or impossible during the initial few hours of
 
rehydration. As soon as an infant is alert and can drink, however,
 
breastfeeding should be started. In general, feeding should he started no
 
later than six hours after admitting the patient. Feeding should be done
 
according to Plans A and B and the specific recommendations on feeding found
 
in Chapter 12. Detailed descriptions of Plans A and B cali be found in 
Chapters 8 and 10. 

MAINTENA14CE THERAPY 

Treatment Plan C is intended only for cases of severe dehydration. After the 
initial fluid and electrolyte deficits have been corrected (using Plan C 
followed by Plan B. for example) and the signs of iehydration are gone, it is 
important: to replace ongoing abnormal losses of fluids or electrolytes 
associated with diarrhoea or vomiting and to provide the normal daily fluid 
requirements. Treatmient Plan A with ORS 
should be used for such maintenance
 
therapy; it includes continued feeding during the course of diarrhoea, as well 
as replacement of continuilng fluid losses and provision of tirmal daily fluid 
r'eqUireinelts. 
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Role of the Mother
 

is
dehydration

managing a hospitalized child 

with severe 

in
A mother's role 

child home, since otal fluid administrationl 
if she cook thethe same within three to six hours of admission. Accordingly,and shouldnearlyfeeding as begin 

if she were treating her child
 
same information as 
she needs to know the 


the concept of fluid replacement, 
keep'ing up with losses;
 

following Plan B: deal with
 
give ORS with a spoon and cup a 

little at a time; how to 

how to if only a little at a time.
 
vomiting and the importance of early feeding, even 


to know how to
 be discharged, the mother needs 
When the child is ready to 

in Plan A.
 

manage diarrhoea at home, just as 


Timing of ospital Dischar 

signs of dehydration have
 take place as soon as 

Hospital discharge can 
 That is,


is clearly tolerating ORT well. 
disappeared, and the patient rate of
 
the rate of intake keeps up with the 


vomiting is not a problem and other
 
are present (unexplained fever, pneumonia 

or 

If other problems
output. 


complications), discharge should 
be determined in relation to management 

of
 

those problems as well.
 

SPECIFIC INDICATIONS FOR INTRAVENOUS THERAPY
 

much more widespread
 use of intravenous treatment is 

As mentioned earlier, the 

This
 
than merely for the initial rehydration of severely dehydrated 

patients. 


overuse is costly and unnecessary; it may distract both doctors and mothers
 

more effective in promoting
 
from the oral fluids and feeding which are 


intestinal recovery.
 

therapy, it is important
 
For modern doctors to overcome this overuse of I.V. 


to know exactly in which situations it is indicated.
 

Who needs I.V, treatment?
 

fluids administration In diarrhoea may
intravenous
The indications for use of 


follows:
be stumiarized as 


severe dehydration;
o All patients with 


A very few patients with nonsevere dehydration;
o 


With Severe Dehydration
All Patients 


treatment. It is
 
All patients with severe dehydration require I.V. 


they suffer from
receive an I.V. if

particularly important that they 


hypovolemic shock, stupor, coma, uncontrollable vomiting, 
prolonged oliguria,
 

some other serious
 severe abdominal distention or
anuria, paralytic ileus, 
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complication. If the facility is unable to provide an I.V., rehydration
should be attempted with a nasogastric tube or ORS since, even though severel,
dehydrated, some patients will respond to this alternative treatment.
 

A Very Few Patients With Nonsevpre Dehydration
 

A small proportion of cases with nonsevere dehydration niny not be treated

successfully wirli ORT alone. 
 The following are the conditions whIere I.V.
therapy is indicated after ORS has been 
 given an adequate trial and has 
failed:
 

High Race of Purging (Passing Stool)
 

Patients with watery diarrhoea who purge at very high rates (more than 10ml/kg/hr) generally cannot drink sufficient fluids.to replace continuing stool

losses. It is usually necessary to 
treat such cases initially with 1.V.
 
fluids.
 

Persistent Vomiting
 

Vomiting frequently accompanies diarrhoea, but it 
is not a contraindication
 
for ORT. Up to three episodes of vomiting per hour usually do not 
interfere
with effective ORT, because most of the 
fluid taken ts retained in vpite of
 
some 
losses through vomiting. Occasionally, however, a child may have
 
intractable vomiting which may prevent effective oral rehydration. The
determination of this should be based on objective clinical 
signs of
 
dehydration, not merely on the presence of vomiting.
 

If the clinical signs do not 
improve despite repeated attempts to give fluids
 
by mouth, ORS solution may have to be administered by nasogastric tube, 
or

intravenous fluids must be 
initiated until 
the vomiting subsides.
 

It is important to remember that vomiting is 
often caused by dehydration and
will disappear as fluids and electrolytes are 
replaced in the circulation.
 

Failure of Cral Rehydracion
 

A few patients may become more dehydrated while on oral treatment if they

cannot replace their fluid losses. This group 
 inay include patients withpersistent vomiting or high ra:es of purging or any other indication. These

patients nee d more aggressive therapy either by nasogastric tube or

intravenous fluids. 
 Again, this determination should be based on 
objective

clinical evidence of increasing dehydration.
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Inably or Refusal to DrInk 

dr".ik for reasons of stoinatitis (due to m.easles, L1rivd,
parients who caninot 

cenr:ral] nervnits systemn doepression itfductId 
herpes or other causes), fatigue or 

given ORS

by drugs (such as anrtieinet[cs or antimotility drugs) should be 

solution by nasogastric tube or intravenous fluid. Comatose patients should
 

avoid the dangers of regurgitation and
 be given fluid intravenciusly to 


aspiration.
 

AbdomLnal Distentlon and Ileus
 

If the abdomen is becoming distended, ORS solution should be given slowly 
and
 

the abdomen evaluated. With increasing abdominal distention or paralytic
 

fluids should be given inf.ravenously. 
 Signs of paralytic ileus may he
 
ileus, 


intake of antimotility drugs, hypokalaemia, bowel
 indicative of an excessivu 

another surgical problem.
obstruction or 


Glucose Halabsorption 

Significant glucose malabsorption may occur very rarely 
during acute
 

Use of ORS in such patients may result in a marked increase 
in
 

diarrhoea. 

of glucose in the stools. This may be
 

watery diarrhoea with large amounts 


detectid by testing the stool for the presence of reducing substances, e.g,,
 

In the case of glucose

with Tienedict's solution or Clinitest tablets. 


test
intolerance), the enzyine-based
malbsorption (as opposed to lactose 


(e.g., Combistix) can also be used. Discontinuing the ORS 
in such
 
sticks 


cases will usually rrJuce the stool volume.
 

INDICATIONS FOR USE OF A NASOGASTRIC TUBE TO ADMINISTER ORS
 

If there is a person trained in its use, a nasogastri, tube can be used:
 

in a severely dehydrated patient, when intravenous equipment, fluids 
or
 

o 

not available;
personnel trained to use them are 


o when stomatitis or pharyngitis prevents swallowing;
 

when the child is too weak to swallow;
o 

severe
 o as a secondary alternative to intravenous therapy when vomiting is 

and large volumes of fluid are reeded to overcome it and when purging is
 

heavy and large volumes are needed (more than che patient can drink).
 

CARINC FOR THE 1OSPITALT.ZED DIARRHOEA PATIENT: MAKING WARD ROUNDS 

cared for by a team of nursesThe hospitalized diarrhoea patient 	is generally 
is often primarily to monitor and guide the

and assistants. The doctor's role 
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team's activities, based on periodic assessments of the patient's condition 

and progress.
 

ward rounds is an important component of this monitoring role.Making 
IdeaJ.ly, doing ward rounds is a targeted activity in which the supervising 

physician reviews the patient systematically, focusing artention on the most 

important issues in diarrhoea care, particularly on areas where errors or 

this is not always the case because
omissions are frequently made. However, 


nany physicians seem to confine their attention to only the fluid intake and
 

output in hospitalized diarrhoea patients.
 

Areas Needing Special Attention on Ward Rounds
 

should receive special attention by the monitoring
The following areas 


physician, for the reasons noted:
 

1. 	Fole and Importance of the Mother
 

If diarrhoea care is to be effective, the mother or caretaker must he a full
 

member of the- care team. It (s this person who must:
 

o 	Give ORS correctly and persist even though the child may be vomiting;
 

o 	Feed the child early in the episcde and in the convalescent period, even
 

though cultural beliefs may oppose such feeding and it may take more than
 

the usual effort and expense;
 

o 	Continue the treatment after discharge from the ward when rehydration is
 
I
complete; 


o 	 Know the signs and symptoms which Indicate when to bring the child back to 

the doctor if he/she is not recovering. 

Because of this important responsibility, the mother or caretaker must
 

understand nearly as much about t'ie treatment aF a doctor, as well as be
 

willing and able to carry it out.
 

2..The Importance of Nutrition and Feeding During Diarrhoea
 

The supervising physician should also check L_ see that the health workers and 

caretakers understand Lhe following aspects about the role of nutrition in 
treatment of diarrhoea.
 

o 	 The importance of assessing nutritional status to bet'.er plan the patient's 

nutritional treatment;
 

o 	 The pathophysiolegy behind the interacziun between early feedi' g amid 

earlier recovery of the gut; 

o 	How to get children to eat during diar hoea despite ancrexia;
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o 	 Using the treatment of diarrhoea as an opporr-inity to deal with a poor 
the child at home.basic weaning diet being gLven to 

3. The Limiced Role of Intravenous Treatment in Diarrhoea 

that health wnricrsDuring ward rounds the supervising physician can confirm 
limited role of I.V. treatment iniunderstand the following aspects of tihe 

diarrhoea, including:
 

o 	 Strict indications for the initial use of I.V. treatment; 

o 	The dangers and complications or I.V. treatment (overrehydration, infection 

at infusion site, higher rate of convulsions in treatment of
 

hypernatrietnia, etc);
 

transition to ORT
 o 	 The timing (early in treatment) and managpment of the 

from initial I.V. rehydration; 

The greater efficacy of oral fluids than intravenous fluids in treating
o 

hyper- and hyponatraemia.
 

4. The Limited Need for Laboratory Examinations
 

By checking records during ward rounds, the physician can confirm the limited
 

need for laboratory examinations:
 

o 	Stool exams or cultures for aetiologic diagnosis (only needed in situations
 

where an epidemic of cholera needs to be documented, or in patients with
 

blood in the stool after a first antibiotic has failed, or in some cases of
 

persistent diarrhoea);
 

o 	Blood tests for electrolytes, blood urea nitrogen .r glucose (rarely needed
 
to
for dehydrated patients as nearly all patients will respond readily 


even comatose diarrhoea patients
rehydration with ORT or Ringer's Lactate: 


or those having cunvulsions wi ll have responded to initial treatment before
 

the laboratory results return).
 

5. The Limited Need for Drtigs and Antclbloics 

Ward rounds provide the physician the opportunity to educate 	parents of
 
in treatment of
patients and health workers about the limited need for drugs 


diarrhoea, including: 

o 	 The dangers of antispasmodics (such as paralytic ileus or coma in infants); 

o 	 The lack of efficacy of drugs against diarrhoea compared to the 

c(fectiveness of early f-eding in reducing du-atioti and stool volume; 
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o The uselessness of antibiotics in most cases of acute watery diarrhoea 
without blood in the stool (except in cholera).
 

Method for Orranil~nr, Patient Review on Ward Rounds 

W4ir.h these priority areas n mind, the following order of review of the 
hospitalized diarrhuea patient is recommended. The chart lists the points to 
be enamined. 
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Figure 11-2: Order of Review for Ward Rounds
 

1. 

2. 

3. 


4. 


Mother and child 


Greet the mother and child. Ask 

them how the illness and treatment 


have been going. ExpLain that the
 
child's illness is going to be 

presented and discussed, and ask 

them to listen and correct the
 
information if necessary. 

Presentation 


Ask a student or nurse to present
 
the case. 


Mother and child
 

Ask whether they have anything to 

add. Ask about current diarrhoea 

and vomiting, appetite and feeding, 

any problems the mother sees in 

following the instructions given 


her, any aspects of the treatment 

she questions. 


Chart review 


Check to see if when the Initial 

history was taken and the physical 

examination was done any important
 
points were omitted and whether 

the recording is complete.
 

Does the chart list the weight on 

admission and presently? Check if 


the nutritional status'is on the
 

growth chart. (It should be in 

the patient record.) 

What was the initial dehydration 


status and what rehydration tech-

nique was used? 


What were the initial diagnoses:
 
of diarrhoea, of complications, 


of accompanying illnesses? 


Check lab examinaticns for 
ap

propriateness of what was ordered
 

and the resuL.,s. Determine if
 

lab results will affect treaLi.,nt.
 

4. Chart Review (continued)
 

o Check when oral fluid was 
Initiated. 

o Look at when foods were scarted 
and what foods were given. 

o Review other medical treatment: 
whether the drugs and antci
biotics used met indications 
for use. 

o 	 See if education given to the 
mother was recorded. 

o Monitor the patient's progress:
 
current vital signs; stool,
 
urine and vomitus outputs; vol

umes of fluid given; food
 
given; use of low osmolar
 
fluids in addition to ORS
 

(e.g.,.plain water, breast
feeding, etc.).
 

o Calculate fluid balance (sub.
 

tract total output from total
 
input) to determine net fluid
 
balance since admission.
 

5. Patient examination
 

o Examine patient, asking about
 
nurretit symptoms and for more
 
details about his/her progress.
 

6. Mother
 

o Check her understanding of how
 
to mix and give ORS and home
 

fluids, how to manage feeding,
 
and indications for bringing
 

child back.
 

o Ask if she has any additional
 

concerns or questions raised
 
by the discussion.
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Lecture I
 
Principles of Clinical n;:aogement of .'. " Darhoea
 

A. 	 Diarrhocal Dehydration (SliX, 1-1) 

Losses of body water and electrolytes with diarrhoea, voi~iiting, fever 

Signs and symptoms apparent with loss of 4-5% body weight 

Severe dehydration with 10% loss 

Management involves correcting fluid and electrolyte defi:'' and replacing ongoing
losses 

". 	 Physiologic Basis of Oral Rehydration Therapy (ORT) (Slides 1-2 - 1.3) 

Glucose-mediated sodium absorption 

Optimal concentration for oral rehydration: 

* 	 Glucose: 20-30 grams per litre 
• 	 Sodium: As .!nse as possible to that of plasma; ratio of sodium to glucose 

concentration about 1: 1 to 1:1.4 
* 	 Potassium: Losses greatest in infants and most harmful in malnourished 

children; 20 mniol per litre recommended 
* 	 Citrate: 10 mmol per litre corrects base deficit acidosis; enhances absorp

tion of sodium and chloride; can be -Lp.aced by Licarbonate (30
mmol per litre) 

The WHO formula ORS 

C. 	Justification for a Single Formulation (Slide 1-4 - 1.6) 

Can treat dehydration from diarrhocas of all causes i:i all ages
 

Effective in correcting pre-existing hyponatra,-ia and : .'",traenia
 

Simplifies delivery
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D. 	 Convincing Mothers to Use ORT (Slide 1-7) 

Does not reduce volume, frequency or duration of diarrhoea as mother wishes 

Explain fluid needs of child; compare needs of dehydrated child to wilted plant 

E. 	 Sucrose, an Alternative to Glucose as a Carrier Molecule 

Requires twice the grams per litre compared to glucose 

Marginally less effective 

F. 	Advantages of ORT over Intravenous (IV) Therapy (Slides 1.8 - 1-9) 

Advantages of ORT: less expensive, no stcrile materials or highly skilled personnel 
required, more comfortable for mother and child, mother can participate, feeding 
accepted more quickly 

Disadvantages of IV: Higher cost, need for trained personnel, lack of availability, risk 
of infection 

G. 	 Impact of ORT in the Hospital and Community (Slides 1-10 - 1-13) 

Reduction in case-fatality rates, hospitalization rates, use of IV therapy and cost 

Reduced overall diarrhoeal mortality 

Decreased malnutrition 

Low cost--only US $1 to treat a case with ORT 

H. 	 Reasons for Fal'ure of ORT (Slides 1.14 - 1-16) 

High rate of purging
 

Persistent vomiting
 

Severe dehydration
 

Inability or refusal to drink 

E-6 



Glucose malabsorption
 

Incorrect preparation or administration of ORS
 

Abdominal distention and ileus
 

I. 	 Use of Homine Fluids to Prevent Dehydration
 

Reduces visits to treatment facilities and overall diarrhoeal mortality rates
 

J. 	Feeding During and After Diarrhoea (Slide 1-17) 

Feeding soon after rehy'.ration tends to improve absorption and weight gain 

No need for lactose-free milk formula 

Give breast milk or milk formula (half-strength) during diarrhoea 

Give easily digestible foods; 4-6 small meals per day 

K. 	 Antimicrobials and Other Drugs (Slides 1-18 .1-19) 

Unnecessary for routine treatment of acute diarrhoea 

Antimicrobials recommended for seve.,re cholera, dysentery characterized by grossly 
bloody stools or laboratory-confirmed Giardia lamblia or Entarnoeba histolytica 

Antibiotics for other infections accompanying diarrhoea (e.g., pneumonia) 

Drugs never indicated: antimicrobials such as sulfaguanidine, neomycin 

Drugs not to be given to children: antimotility drugs, antiemetics, adsorbents, 
stimulants, purgatives 

L. 	Super ORS (Slide 1-20) 

Would correct dehydration and reduce volume and duration of diarrhoea 

Different formulations are currently under study. 
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Lecture I
 
Principles of Clinical Management of Acute Diai'rhoea
 

A. Diarrhocal Dehydration 

(Slide 1.1) Diarrhoea causes losses of body water and electrolytes (sodium, chloride, potas
sium, and bicarbonate); accompanying vomiting and fever aggravate these losses. Dehydra
tion occurs when these fluid losses are not replaced adequately. This slide shows a typically 
dehydrated ch'' Symptoms and signs of dehydration are not apparent until fluid loss is 
equivalent to 4-5% of body weight. Increasing fluid deficits are manifested by thirst, 
decreased skin turgor, dry mucous membranes, sunken eyes, lack of tears, a sunken anterior 
fontanelle in infants, oliguria, and then anuria, hypotension, tachycardia, and diminished 
consciousness. Severe dehydration is apparent when fluid deficits reach 10% of body 
weight; with greater deficits, shock and death may follow. 

The main principle of the appropriate management of diarrhoeal dehydration is that fluid 
and elecaolyte deficits must be corrected and ongoing diarrhoeal fluid losses replaced. 

B. Physiological Basis of Oral Rehydration Therapy (ORT) 

(Slide 1-2) Studies of intestinal fluid absorption have demonstrated clearly that, although
intestinal absorption of sodiun, by some routes is inhibited during toxin-induced secretory 
diarrhoeas, glucose and other carrier-mediated sodium absorption remains intact, even in 
severely purging cholera patients. This slide shows the relationship between glucose con
centration and sodium and water absorption in the small intestine. This process will be dis
cussed in more detail in Lecture III. In addition, citrate (or bicarbonate) and potassium are 
absorbed independently of glucose during diarrhoea, and citrate (or bica'-bonate) absorption 
appeaiu to enhance the absorption of sodium and chloride. Numerous clinical studies in 
patients have provided conclusive evidence that fluid and electrolyte losses due to cholera 
and other acute diarrhoeas can be adequately replaced orally using glucose-electrolyte solu
tions of optimal concentration. For optimal absorption of orally administered electrolytes 
in water, certain conditions must be met: 

1. The concentration of glucose should be 20-30 grams (111-165 mmol) per litre in order 
to achieve maximum sodium and water absorption; a higher ccncentration can induce 
osmotic diarrhoea as unabsorbed glucose will be fermented by bacteria, producing os
motically active products. A lover concentraion can result in insufficient absorption of 
sodium and water, 

2. The nearer the sodium concentration in the solution is to its co.centration in plasma, the 
quicker and higher is its net absorption; 

3. The ratio of sodium to glucose concentrations should be about 1:1 to 1:1.4; 
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4. Potassium losses from acute diarrhoea are highest in infants and can be particularly harm
ful in those who are mainourished. A potassium concentration of 20 mmol per litre is 
well tolerated and adequate for replacement theapy; 

5. A citrate concentration of 10 mmol per litre or a bicarbonate concentration of 30 mmol 
per litre is an optimal concentration for correcting base deficit acidosis in diarrhoeal 
dehydration. WHO now recommends the use of trisodium citrate, dihydrate instead of 
sodium bicarbonate as the base since the use o,"the fomer results in a product with a 
lunger shelf-life. 

(Slide 1-3) Thus, the solution recommended by WHO called ORS (Oral Rehydration Salts) 
contains, pvc litre of water: 

In grams/I In mmolll 
Sodium chloride 3.5 Sodium 90 
Trisodiu:n citrate, dihydrate* 2.9 Chloride 80 
Potassium chloride 1.5 Potassium 20 
Glucose (anhydrous) 20.0 Citrate 10 

Glucose Ill 
*can c iejpcav;;x by v.jWiun) h'-arIonate 2.5 gramO1l 

C. Justification for a Single Formulation 

(Slide 1-4) This slide shows a table comparing the average composition of stool in acute 
diarrhoea with the composition of ORS solution. The stools of patients with cholera are
isotonic with plasma but contain increased amounts of bicarbonate and potassium. Children 
with acute nonciolera diarrhoea lose smaller amounts of sodium and bicarbonate and more 
potassium. The composition of ORS can be seen to be suitable for both situations. 

Some p.-,diatricians have expressed concern that the sodium concentration of 90 mmol per
litre in ORS is too high for use in young infants with noncholera diarrhoea, whose kidney
function has not yet matured. This concern is usually due to a failure to differentiate be
tween the use of ORS for rehydration of dchydrated patients (i.e., to replace fluid deficits)
and administration of ORS (with other fluids) during the maintenance phase (i.e., to replace 
ongoing losses) to prevent a recurrence of dehydration. 

(Slide 1-5) In the child with dehydration there is an accumulated deficit of sodium; this has 
been estimated in balance studies to be about 8-12 mmol of sodium per 100 ml of water in 
severe dehydration. Use of ORS containing 90mmol of sodium per litre of water is ap
propriate for the rehydration of such a case. During the maintenance phase, when ORS is 
used to replace the continuing losses, hypematraemia is not a problem provided that breast 
milk, diluted milk formula, water or other fluid according to age is given, particularly in in
fants. ORS has now been used in this way to treat millions of diarrhoea cases of different 
etiologies inall ages and has been sho" ntcbe safe and effective. 
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milk, diluted milk formula, water or other fluid according to age is give i, particularly in in
fants. ORS has now been used in this way to treat millions of diarrhc-a cases of different 
etiologies in all ages and has been shown to be safe and effective. 

(Slide 1-6) ,studies have also provided evidence of the safety and effectiveness of ORT for 
correcting pre-existing hyponatraenia and hypernatraemia, even in neonates. In fact, ORS 
appears to be more effective than intravenous therapy for the treatment of hypernatraemic 
dehydration; this success indicates that even in newborns the kidney can satilsfactorily hand
le electrolytes when their extravascular fluid volume is being restored by rehydration. 

The use of a single formulation throughout the national health system for treating dehydra.
tion from diarrhoeas of all causes in all ages, both for rehydration and for maintenance, has 
the advantage of greatly simplifying the delivery of ORT. 

D. Convircing Mothers to use ORT 

The present ORS formulation does not reduce the volume, frequency or duration of diar
rhoea. Since a major concern of mothers (and consequently of health care providers) is the 
frequency and volume of the child's diarrhoeal stools, ORS may be perceived as an ineffec
tive treatment. This can lead to problems with its acceptance and continued use during diar
rhoea unless the mother is made fully aware of both the benefits and the limitations of ORS. 
(Slide 1-7) To explain the benefit of ORT, she should be taught the concept of dehydration. 
This can be illustrated with a plant that is dehydrated (wilted) from lack of water. After 
giving water, the plant becomes rehydrated; this is analogous to giving ORS to a dehydrated 
child with diarrhoea. 

E. Sucrose, an Alternative to Glucose as a Carrier Molecule 

Sucrose (table sugar) can be substituted for glucose :a ORS. To obtain the same glucose
concentration, the sucrose concentration in g-rams per litre should be twice that of glucose.
Sucrose is hydrolysed to glucose and fructose; the latter stimulates sodium absorption more 
slowly than the former. Thus, sucrose-ORS is marginally less effective in patients with high
purging rates. Also, its use in young children has been associated with increased vomiting,
possibly because they tend to drink too much of the sweeter tasting sucrose-ORS solution 
too quickly. 

F. Advantags of Oral Rehydration Therapy over Intravenous (IV) Therapy 

(Slide 1-8) This slide shows a child with dehydration before and after treatment with ORS. 
(More examples like this can be seen in "Oral Rehydration for Childhood Diarrhoea", a film 
on treatment of acute diarrhoea available from WHO.) ORS cart be used alone to rehydrate
95% or more of patients with mid or moderate diarrhoeal dehydration. Patients with sev:re 
dehydration require rehydration with IV fluids initially, but ORS should be used after the 
initial deficits have been corrected. 
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Disadvantages of IV therapy include high cost, need for trained personnel, lack of 
availability in rural or inaccessible areas, high risk of local or systemic infection when un
sterile techniques or materials are used, and overhydration or underhydration when too great 
or small a volume of fluid is administered. (Slide 1-9) Intravenous needles, especially when 
they are not sterilized properly, may serve as a source of systemic infection. 

ORT offers many advanages over IV therapy and is well-suited for widescale use. In con
trast to IV therapy, ORT is much less expensive and requires neither sterile materials (IV
fluids, tubing, needles) nor skilled personnel. In addition, ORT is more confortable for the 
mother and child and allows the mother to participate actively in the care of her child. It 
also provides an opportunity for informing her about other health interventions. Feeding is 
often delayed with IV therapy but gains quicker acceptance with ORT. 

G. Impact of ORT In the Hospital and Community 

WI'.n ORT is used appropriately on hospital wards and in outpatient departments. it can 
reduce diarrhoeal case-fatality rates, diarrhoeal disease hospitalization rates, and the fre
quency and duration of IV therapy and thus the cost of diarrhoea treatmen. 

(Slide 1-10) For example, in Bustamante Children's Hospital in Kingston, Jamaica, thc in
troduction of ORT resulted in a marked reduction in the number of children receiving IV 
fluids from 55% to 4% of cases with gastroenteritis visiting the hospital. This represented 
a significant saving in costs, beth of fluids and equipment and of skilled staff time. Similar 
findings have been observed elsewhere. 

(Slide 1-11) This slide summarizes experience with the use of ORT in hospitals in 19 
countries. Overall, there was a 61% decrease in admission rates in these hospitals follow
ing the introduction of ORT, sparing many children and their mothers the trauma and ex
pense of hospitalization. 

In these hospitals, overall disease case-fatality rates were reduced by 7 1%. This reduction 
is probably related both to the decreased use of IV treatment and to a general improvement 
in care associated with the use of ORT. 

(Slide 1-12) ORT can also diminish overall diarrhoeal mortality when used in the com
munity setting. This slide compares diarrhocal case-fatality and mortality rates in 2 com
munities in rural Bangladesh; the rates were significantly lower in Shamlapur where. ORS 
was given to about 80% of diarrhoea cases than in Bordil where ORS was used for only 
38% of diarrhoea cases. 

(Slide 1.13) ORT can also reduce the risk of malnutrition. Studies in the Philippines and 
Turkey demonstrated that children with diarrhoea who were given ORS and whose mothers 
received dietary education about continuing breast-feeding and other foods gained more 
weight in subsequent months than did children who were not given ORS and whose mothers 
had not received dietary education. 
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In addition, ORTr is one of the least expensive health interventions. The cost of treating a 
case of diarrhoea with ORT is only US $1 (5-10% of the cost of intravenous therapy) and 
the cost of preventing a death from diarrhoea with ORT is $200 - $300. 

H. Reasons for Failure of Oral Rehydration Therapy 

As noted above, the vast majority of cases with diarrhoeal dehydration can be treated suc
cessfully with ORT; however, ORT may not succeed in a small proportion of cases. This 
proportion varies a great deal according to the experience of the nurse or physician taking 
care of the case. (Slide 1-14) This slide summarizes some of the conditions where ORS 
alone may not be adequate: 

1. High rate of purging 

Patients with watery diarrhoea who purge at very high rates (10 ml per kg per hour) 
generally cannot drink sufficient fluid to replace continuing stool losses. It is usually 
necessary to treat such cases initially with IV fluids. 

2. Persistent vomiting 

Vomiting frequently accompanies diarrhoea, but it is not a contraindizattion for ORT. Up 
to 3 episodes of vomiting per hour usually do no; interfere with effect,.. ORT as most 
of the fluid taken is retained. Occasionally, however, a child may have intractable vomit
ing which may prevent effective oral rehydration. If the clinical signs do lot improve 
despite repeated attempts, ORS may have to be administered by IV fluid givcn until the 
vomiting subsides. 

3. Severe dehydration 

In patients with severe dehydration ( 10% weight loss), IV therapy is preferred. Never
theless, whenever there is difficulty or a delay in starting IV therapy, ORS should be given 
orally if the patient can drink, or by nasogas,-ic tube. Following a short period of initial 
rehydration intravenously, oral fluid administration should begin provided that the patient 
can drink. 

4. Inability or refusal to drink 

Patients who will not drink for reasons of stomatitis (due to measles, thrush, herpes or 
other causes), fatigue, or central nervous system depression induced by drugs (such as 
antiemetics or antimotility drugs) should be given ORS by nasogastric tube or intravenous 
fluid. Those in coma should be given fluid intravenously. Patients may also refuse to 
drink improperly prepared ORS that is too salty or too warm. 
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5.Glucose malabsorption 

In the rare patient, significant glucose malabsorption may occur during acute diarrhoea.
Use of ORS in such patients may result in a marked increase in watery diarrhoea withlarge amounts of glucose in the stools. When ORS is discontinued in such cases, the stool
volume usually decreases. 

6.Incorrect preparation or administration of ORS 

(Slide 1-15) Obviously, if ORS is incorrectly prepared (too concentrated or too dilute)or incorrectly -dministered (too little or too rapjidly), it may not be effective or it may
cause increased purging or vomiting, and thus the patient cannot fully benefit from thistherapy. For th,.,e reasons, it is most important that mothers understand how to dissolvethe ORS packet's contents in the correct volume of water and know how much fluid togive their infants with diarrhoea. For this purpose, mothers and their sick infants shouldbe supervised for a few hours before being sent home to continue the treatment. 

7. Abdominal distention and ileus 

(Slide 1-16) If the abdomen is becoming distended, ORS should he given slowly and theabdomen evaluated. With increasing abdominal distention or paralytic ileus, fluidsshould be given intravenously. Signs of paralytic ileus may be indicative of an excess intake of antimotility drugs, hypokalaemia, bowel obstruction or another surgical problem. 

1. Home Fluids to Prevent Dehydration 

Early home therapy to prevent dehydration due to diarrhoea is important. When oral fluidtherapy is given to children at home early during diarrhoeal illness to prevent dehydration,it can substantially decreas -.the number of visits to treatment facilities and overall diarrhoealdisease mortality rates. The important rules for home treatment of diarrhoea whichcaretakers should know and should be taught before returning home will be discussed in 
Lecture II. 

J.Feeding durilag and after Diarrhoea 

In the management of acu:e diarrhoea it is essential to repair the nutritional deficits. Thereis no physiological basis for "resting" the bowel during or following acute diarrhoea. Infact, fasting has been shown to impair the ability of the small intestine to absorb a varietyof nutrients. (Slide 1.17) During acute diarrhoea, 60% or more of nutrients continue to beabsorbed. It has been found that children with diarrhoea who are fed soon after the rehydratiornphase of therapy or are breast-fed throughout fluid therapy tend to gair, more weight on recovery compared with groups in which food is restricted or withheld. 

Transient depression of lactase, if it occurs at all during acute diarrhoea, is usually not ofany practical significance when infants are breast-fed or fcd half-strength milk or formuladuring diarrhoea. The vast majority of infants with some lac'ase deficiency due to diarrhoea 
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tolerate such milk feedings well. In comparison with infants fed lactose-free milk, milk-fed 
infants recover uneventfully with no relapses or increase in the duration of diarrhoeu; there
fore, there is no need to give infants special lactose-free formula during diarrhoea. Also, 
there is no need to test the stools rcutiaely for pH, lactose tolerance or d-xylose because 
such tests are over-sensitivc ana do not indicate whether the absorption of milk or other food 
is impaired. For the purpose of dietary management during diarrhoea, it is more appropriate 
to evaluate the clinical response (e.g., weight gain) than the vulume of stool.The risk of 
potentially increased stool volume with milk feeding should be balanced against the benefit 
of an improved clinical and nutritional outcome. In general, one should "look at the child, 
and not at the stool". 

Thus, during and after diarrhoea childi-er1 should not be starved. They should be breast-fed 
or given milk feeds (diluted half-stringth during diarrhoea and undiluted after diarrhoea 
stops). Breast milk not only has valuable nutritional and immunological properties; it also 
decreases stool volume and may prevent hypcrnatraemiai. As soon as appetite returns (and
after rehydration therapy is completed), children older than 4-6 months should be given
energy-rich, and if possible, potassium-rich foods. Avoid foods that are fibrous or spicy.
Small i'-ils should be given 4-6 times a day. Severely malnourished children should be 
sent to a treatment centre for nutritional rehabilitation. 

K. Antimicrobials and Other Drugs 

Antimicrobial drugs are not indicated for the routine treatment of acute diarrhoea; 90% of 
children with watery diarrhoea can be successfully treated with ORT and continued feed
ing alone. (Slide 1-18) Antimicrobials should be used for patients with cholera (especial
ly seere cases) or dysentery characterized by grossly bloody stools, or symptomatic
laboratory-confirmed infection with Giardialambliaor Entamoebahistolyiica. When pos
sible, antimicrobial selection should be based on information about the antibiotic suscep
tibility of the pathogen. In general, tetracy:'.ine is recommended for choiera;
trimethoprim-sulfamethoxazole for shigellosis, and metronidazole for amoebiasis or giar
diasis. Specific drug therapy also may be required for other acute infections such as 
pneumonia, meningitis, otitis media or malaria which may accompany diarrhoea. 

(Sl;de 1-19) This slide shows a list of drugs which are often used but have no role in diar
rhoea management. Antimicrobials such as sulfaguanidine or other sulfonamides,
neomycin, strercomycin and halogenated oxyquinolines (e.g., clioquinol) have no proven
value for the treuItment of acute diarrhoea and may be harmful. Neomycin damages the in
testinal mucosa and can contribute to malabsorption, and clioquinol may cause neurologi
cal damage. Antimotiiity drugs (diphenoxylate. -)peranlde), antiemetics (chlorpromazine),
adsorbents (kaoiin, pectin), stimulant- (adrenalin or steroids), and purgatives (which may
wvorsen dehydration) should not be given to children; they increase the cost of treatment and 
some of them are associated with adverse reactions. 
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L. "Super ORS" 

The most effective and safest "antidiarrhoeal" drug may turn out to be an improved ORS
formulation (called "Super ORS") that would not only correct dehydration but also reduce 
the volume and duration of diarrhoea. Such a solution might also limit the nutritional con
sequences of diarrhoea by permitting earlier feeding and shortening the course. 

(Slide 1-20) These formulations are based on the principle that, in addition to glucose, other 
organic solutes can also enhance the absorption of sodium and water. They include:
D-hexoses, neutral amino acids (glycine, leucine, l-alanine), and dipeptide; and tripeptides
of such neutral amino acids. Studies :re under way to evaluate 2 basic formulations: in one,
maltodextrins or cereals, Y.ch break down into glucose but themselves are less osmotic 
and create less of a backdrag of sodium and water into the intestinal lumen, are substituted 
for glucose in the solution; in the other, certain amino acids and dipeptides that enhance the 
absorption of sodium and water are added to URS containing glucose or maltodextrosc-. 
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OUTLINE 

Lecture II
 
Management of Acute Diarrhoea
 

A. Assessment of the Patient (Slides 1-1 - IH-2) 

To determine quickly the nature of diarrhoea, presence and degree of dehydration, and 
any complications, so that treatment can be started 

1. History 

2. 	Physical examination 

B. 	 Degree of Dehydration (Slides 11-3 - 11-12) 

No signs of dehydration 

Signs of some (mild-moderate) dehydration
 

Sign. of severe dehydration
 

C. 	Mqnagement of the Patient with Diarrhoea -- Diarrhoea Treatment Chart 
(Slides I-13 - 11-29) 

Three essential parts to management of acute diarrhoea 

* 	 Prevention of dehydration if the child is not dehydrated
• 	Rehydration therapy (followed by maintenance therapy)
* 	 Feeding 

1. Prevention of Dehydration - Review of Plan A 

a. Give the child more fluids than usual including breast milk, dilute milk-feeds, food 
based fluids 

Amounts recommended 

b. 	 Continue to feed the child
 

What foods
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How much food
 

How to prepare the food
 

c. 	 The mother must watch for signs of dehydration and other problems 

d. 	Show the mother how to mix and give ORS at home (if it is national policy to give 
ORS to all children who see a health worker for diarrhoea treatment, or if the 
mother cannot come back if the child gets worse, or if the child has been on Plan 
B) 

e. 	 Explain how she can prevent diarrhoea 

2. 	 Rehydration Therapy (rehydration phase and maintenance phase) - Review Treat
ment Plans Band C 

a. 	 ORT using ORS for a case with some dehydration 

Amounts specified on Plan B 

The mother should administer the fluid 

After 4-6 hours, reassess and continue rehydration therapy or move to main
tenance therapy 

If the mother must leave before 4-6 hours, show her how to continue rehydration 
with ORS at home and explain when to bring the child back 

b. 	 Therapy of severe dehydration (Plan C)
 

IV therapy required initially for severe dehydration with or without complications
 

Ringers lactate recommended
 

Assessment after 1 hour, then every 1-2 hours
 

Begin ORS as soon as possible
 

If IV fluids are not available, give ORS to a child who can drink, or use a
 
nasogastric tube. If improvement is not seen, send the patient to a facility for IV
 
therapy.
 

If cholera is known to be occurring in the area, give an appropriate antibiotic.
 

c. 	 Maintenance therapy (Plan A) to replace ongoing abnormal losses of fluid and
 
electrolytes and to provide the normal daily fluid requirements
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d. Practical tips and guidelines 

Administration with cup and spoon, cup alone, dropper, feeding bottle 

Vomiting -- wait 10 ninutes, then start ORS solution again slowly (I teaspoon
ful every 2-3 minutes) 

Overhydration -- stop IV fluids or ORS; start again if diarrhoea continues and 
signs of dehydration reappear 

e. Associated conditions 

I. Hypernatraernia (serum Na+ > 150 mmol/1) 

2. Hyponatraemia (serum Na+ < 130 mmol/1) 

3. Protein-energy malnutrition 

4. Fever 

5. Metabolic acidosis 

6. Hypokalaemia (serum K+ < 3.0 mmol/1) 

7. Convulsions (seizures) 

f. Treatment of dysentery 

A fourth essential part of management: if there is blood in -he stool with or without 
mucus and diarrhoea began less than 14 days ago, suspect shigellosis and give an
tibiotic therapy; reassess high risk padents after 24-48 hours. 
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Lecture II 

Management of Acute Diarrhoea 

A. 	Assessment of the Patient 

(Slide 11.1) A patient with diarrhoea should be assessed quickly to determine the nature
and pattern of the diarrhc,:a, :he presence of and degree (mild-moderate or severe) of 
dehydration and the prcscnce .f any other complication (e.g., malnutrition) so that ap
propriate treatment can be started without delay. 

1. History 

ASK questions tc obtain the following information: 

* Duration of illness;
 
" Quantity and frequency of stools;
 
• 	 Presence of blood or mucus in the stool; 
* 	 Frequency of vomiting; 
* 	 Degree of thirst; 
* 	 When the child urinated last; 
* If the urine is darker than usual;
 
" Presence of fever or convulsions;
 
* 	 Type and quantity of liquids and food consumed during the illness and 

beforcnand;
 
Any drug taken;
 

* 	 Any other case in the family. 

This information should be recorded on an appropriate form. 

Z.Physical examination 

LOOK at the patient, especially for signs of dehydration: 

* 	 General condition--alert, sleepy, unconscious, malnourished,
 
having convulsions?
 

* 	 Does he have tears when he cries? 
• 	 Are his eyes sunkc.i or dry? 
* 	 Are his mouth and tongue wet or dry? 
* 	 Is h. breathing faster and deeper than normal? 

FEEL to assess the following: 

• 	 Skin turgor--pinch a fold of skin over the abdomen or the back of the hand to test for
"tenting" cr decreased skin turgor;

• 	 Take the pulse rate (or heart ra:.:) arnJ Jetermine ho" strong it is; 
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* Feel the anterior fontanelle of infants; 
* If possible, check the systolic blood pressure. 

(Slide 11-2) WEIGH the child quickly if areliable balance is available; the child's weight 
can be compared with later weights to assess the percentage of body weight gained (or 
lost) during therapy. 

Note: 	The lack of a scale shouldnever in itselfprevent the successful
 
rehydration ofa patient.
 

Take the patient's temperature, if possible. 

B.Assessment of Degree of Dehydration (Slide 11.3) 

A dehydrated patient may present with one or more "signs" of dehydration. Depending on 
their number and severity, dehydration may be assessed as mild-moderate or severe. 

(The treatment chart should be posted on the wall.) 

When assessing the patient, one can use this simple chart to assist in determining the degree 
of dehydration of the patient and which therapy to administer. The columns of the chart are 
labelled "A" for patients with no signs of Lijdration, "B"for those with some (mild
moderate) dehydration and "C" for those with severe dehydration. The fourth column ("How 
to Assess Your Patient for Other Problems") refers to patients with dysentery, persistent 
diarrhoea, severe undernutrition or fever. 

(Slide 11-4) MILD dehydration (4-5% loss of body weight) is often difficult to detect clini
cally as it is characterized primarily by increased thirst. The child may also be a little rest
less. 

(Slide I-5), (Slide 11-6), and (Slide 11-7) MODERATE dehydration (6-9% loss of body 
weight) is characterized by a history of excessive thirst and a decrease in urination (the urine 
will also be darker). The young rhild will appear restless or lethargic but irritable., and the 
older child will appear giddy with changes in posture. The patient's eyes will be sunken 
and without tears, the mouth and tongue will be dry, and breathing will be deep and often 
more rapid than normal. The skin will retract slowly and the pulse will be rapid and weak. 
In infants, the fontanelle will be depressed. Systolic pressure will be low. 

Note that both mild and moderate dehydration will be treated with ORS (Column "B"). 

(Slide 11-8) ,and (Slide 1-9) In SEVERE dehydration (loss of 10% or more body weight) 
there will be a history of no usine flow for several hours. There is altered ctate of conscious
ness (even coma), the extremities are cold, sweaty and cyanotic, and the child is unable to 
cdink. The eyes are deeply sunken and without tears, the mouth and tongue are very dry, 
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and breathing is deep and rapid. The skin retracts very slowly, the pulse is rapid and feeble or impalpable, and the fontanelle (infants) very sunken. Systolic blood pressure often can
not be recorded. 

The finding of 2 or more signs of severe dehydration or shock should alert the examiner to 
the need for rapid IV therapy. 

The child with diarrhoea should also be examined quickly to determine if he has any other 
diseases (e.g., pneumonia, measles, malaria). 

(Slide 11-10) "Tenting" of the skin where it has been pinched by the examiner isdemonstrated in this infant. It is seen when a child has lost more than 5% of body water. 

(Slide HI-11) This Asian child is suffering from severe dehydration caused by acute diarrhoea and manifested by the very sunken eyes; the lifted thorax indicates deep respirations
to compensate for acidosis. 

(Slide 11-12) This is another severely dehydrated child. Note the very sunken fontanelle. 

C. Management of the Patient with Diarrhoea 

To determine the appropriate treatment, one looks at the chart for signs that describe thepatient's condition. One then selects the treatment plan that corresponds to the patient's de
gree of dehydration or other problems. 

There are 3 essential parts to the management of acute diarrhoea cascs: 

* prevention of dehydration if the child is not dehydrated 

* rehydration therapy when dehydration is present, followed by maintenance 
therapy 

• feeding 

1. Prevention of dehydration (Treatment Plan A) 

(Slide 11-13) Many patients with diarrhoea show no evidence of dehydration. While they
do not require ORS, they should drink larger tuantities of appropriate fluids at home toreplace ongoing losses of fluids and electrolytes during diarrhoea a.'nd to provide their
normal daily fluid requirements. Mothers should be taught how to treat diarrhoea at homeby giving the child increased fluids and continuing to fied, and to recognize the signs in
dicating that she should bring her child to a heal:h worker. 
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a. Give the child more fluids than usual 

What fluids? 

Infants who are breast-fed should be given breast milk at least every 3 hours 
throughout an episode of diarrhoea. 

For infants who are not breast-fed, the milk formula normally consumed should Le 
diluted with an equal volume of water and given at least every 3 hours. 

(Slide 11-14) Food-based fluids such as gruel made of rice or other cereals, lightly 
salted soups or a special sugar-salt solution (if mothers know how to prepare it) can 
be given. ORS can be used to prevent dehydration; however, in general, it is best to 
instruct mothers to give fluids that they already know how to prepare and for which 
the ingredients are readily available. In many courtries, there is a nationally recom
mended home solution. 

How much? 

AFTER EACH LOOSE STOOL, children under 2 years old should be given ap
proximately 50-100 ml (1/4 - 1/2 cup) of fluid; children 2-5 years of age, 100-200 
ml (1/2 - 1cupful); older children and adults should drink as much as they want. 

b. Continue to feed the child 

Diarrhoea c'ontributes to malnutrition because of customary food withdrawal, 
anorexia, and nutrient losses. Therefore, feeding should be continued during and 
after diarrhoea. 

Whatfoods? 

(Slide U-15) In general, the ideal food to be given during diarrhoea should be cul
turally acceptable, readily available, and easily digestible; the concentration given 
should be iso-osmolar. Foods that contain potassium, like bananas atid citrus fruits, 
are beneficial. Energy-rich and nutritious foods, such as mixtures of cereal with 
beans, meat or fish; dairy products; and eggs are also recommended. Avoid high
fibre foods that are difficult to digest, dilute soups or paps that arm filling but not 
nutritious, and special formulas that are expensive and not necessary. 

How much food? 

Give the child as much food as he wants or offer it every 3or 4 hours (6 times a day). 
Small frequent feedings are better tolerated. 

After the diarrhoea stops, give the child one extra meal each day for a week or longer 
unti! he has regained normal w.eight. 
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How to prepare thefood? 

The foods should be cooked well, fermcnted, and mashed or ground to make them 
easier to digest. 

c. The mother must watch for signs of dehydration and other problems 

(Slide 11-16) The mother must be taught how to recognize signs of dehydration, such 
as increased thirst and sunken eyes. 

She should be instructed :o bring the child to a health worker if he seems dehydrated,
does not eat or drink nonlally, develops other problems, such as fever, or seems not 
to get better. 

d. 	 Give ORS at home
 

(Slide U-17) 
 Show the mother how to prepare and gi',e ORS solution, if:
 

* 
 it is the national policy to give ORS to all children who see a health worker for 
diarrhoea treatment;
 

" the mother cannot come back if the child gets worse;

" 
 the child has been on plan B, to prevent dehydration from returning. 

ORS should be made fresh every day, covered, and stored in a cool place. If it is not
practical to boil the water used for the mixture, the water used should be as clean as
 
possible.
 

After each loose stool, the mother should give:
 

° 50-100 ml (1/4 - 1/2 cup) of ORS solution for a child less than 2 years old;

° 100-200 ml (1/2 - I cup) for older children.
 

If possible, give her enough packets for 2 days of treatment. Tell her that if the child

vomits, she should 
 wait 5-10 minutes and then continue slowly giving smaller 
amounts. 

e. Explain how she can prevent diarrhoea 

She can prevent diarrhoea by breast-feeding, giving the child proper weaning foods 
and the cleanest possible water, having all family members wash their hands with 
soap after defecating and before preparing or eating food, having all members use. a
latrine, disposing of baby's stools properly, etc. (See Lecture V). 
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2. Rehydration therapy (Treatment Plan B or C) 

(Slide 11-18) Fluids administered to a dehydrated patient with acute diarrhoea should be 
given in two phases, as has been explained in Lecture 1. 

Rehydration phase--to correct the existing water and electrolyte deficit as indicated by 
signs of dehydration. Rehydration therapy can usually be achieved with ORS solution 
except in cases with severe dehydration, shock, inability to drink or serious complica
tions. In such cases, IV therapy is needed initi.lly until the situation is corrected and ORS 
can be given. 

Maintenance phase--to replace ongoing losses of water and electrolytes due to continu
ing diarrhoea in order to prevent a recurrence of dehydration. ORS is adequate for main
tenance therapy. 

a. 	 Oral rehydration therapy o! a case with some (mild-moderate) dehydration 
using ORS 

flow much fluid? 

Existing water and electrolyte defici!s must he corrected p,,omptly and adequately. 
One can use the chart in Treatment Plan V to select the volume of fluid required. 
One should seek to give the mtximum volume recommended, according to weight, 
for moderately dehydrated patients, and .he minimum volume for mildly dehydrated 
cases; if the weight is not known, select the volume according to the patient's age. 

The progress of rehydration therapy should be assessed after 1 hour and then every 
1-2 hours according to the clinical status of the patient, not just by the volume of 
fluid given. Additional ORS should be given if the child wans more or if the volume 
of ORS is not adequate to achieve rehydration. If signs of overhydration such as 
oedematous (puffy" eyelids develop, ORS administration should be stopped and 
other fluids given until the oedema disappears. 

(Slide 11-19) The mother should be involved and taught by a trained health worker 
how to give ORS and in what quantity. 

After 4-6 hours reassess the child's dehydration status. 

If the child is rehydrated (i.e., signs of dehydration are gone), start Treatment Plan 
A using ORS (Mair.tenance Treatment). 

If the child is still dehydrated, continue rehydra-ion thez'apy with an appropriate 
volume according to Treatment F'an B over 'he next 4-6 hours. 

(Slide 11-20) Infants continuing rehydration treatment (Plan B) beyond 4-6 hours 

should be given: 
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* 	 breast milk alteniatel, with ORS solution, or 
* 	 if the child is not breast-fed, 100-200 ml of clean
 

water before continuing ORS
 

Children older than 4-6 months should be fed small portions of food every 3-4 hours,
beginning as soon as they are rehydrated. 

If the mother must leave before completing rehydration therapy: 

• 	 Give her enough ORS packets (if sufficient packets are available) for 2 days and 
show her how to make the fluid.
 

* 
 Show her how much ORS to give to finish the 4-6 hour treatment. 
* Tell her to give the child as much ORS and other fluids as he wants while the 

diarrhoea continues, but to stop the ORS when the diarrhoea stops.
* 	 Tell her to offer the child small amounts of food every 3-4 hours. 
* 	 Explain how to look for signs of dehydration and instruct her to bring the child 

back if he develops dehydration or other problems. 

b. Therapy of severe dehydration (Treatment Plan C) 

(Slide 11-21) Patients with severe dehydration with or without hypovolaemic shock,
fatigue, stupor or coma, uncontrollable vomiting, prolonged oliguria or anuria or 
other serious complications generally require vigorous IV therapy initially to achieve 
rehydration. 

How m ; -h fluid? 

(Slide U-22) If IVfluids are available, a seve:ciy dehydrated infant should be given
intravenous Ringer's Lactite at 30 ml/kg wizhi, hour followed by 40 mil/kgone 
within the next 2 6fuurs. If the infant has improvtd, he should then receive ORS at 
the rate of 40 mI/kg for the next 3 hours. 

(Slide 1-23) Older children or adults should receive 100 mI/kg of intravenous 
Ringer's solution within 3-4 hours as rapidly as possible. 

(Slide U-24) If Ringer's Lactate solution is not available, one of the other solutions 
shown on this .,'ide can be used. 

The progre is of rehydration therapy should be assessed after 1hour and then every
1-2 hours. Attention should be given to the number and volume of stools passed, the 
extent of vomitin;g, the presence of and changes in signs of dehydration, and whether 
the rehytration fluid (IV initially and oral subsequently) is being given successfully 
in adequate amounts. 

ORS should be begun as soon as possible, particularly when normal saline is used, 
to provide bicarbonate and potassium. 
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If signs of dehydration become worse or rem.'tin unchanged, the rate of administra

tion and the volume of fluid given may need to be increased. 

What to do if lV fluids are not available 

If IV zherapy is not available and the child can drink, ORS solution should be started 
as in Treatment Plan B. 

(Slide 11-25) If health workers have been trained, they can admin,%ter ORS solutionby nasogastric tube to a child who is not in shock but cannot drink (due to fatigue,drowsiness or other reasons) at a rate of 20 mI/kg body weight per hour. For babiesin shock, this procedure should be used only when it is not possible to give IV fluids.If too much fluid is given too quickly, the abdomen may become swollen. In suchcase, the ORS solution should be stopped until the abdomen is less distended. 

If the child worsens with therapy administered by the nasogastric or oral route, sendhim to a nearby treatment centre for immediate IV treatment but continue the fluid
therapy until IV therapy can be started. 

What to do after initialtreatment 

After 3-4 hours, reassess the child. If he can drink, start oral rehydration therapy
with ORS according to Treatment Plan B. 

If cholera is suspected 

If the child is above 2 years of age and cholera is known to be currently occurring inthe Prea, suspect cholera and give an appropriate oral antibiotic once the child is alert. 

c. Maintenance therapy 

After the initial fluid and electrolyte deficits have been corrected (using plan B or C)and the signs of dehydration are gone, it is important to replace ongoing abnormallosses of fluid and electrolytes associated with diarrhoea or vomiting and to providethe normal daily fluid requirements. Treatment Plan A with ORS should be used formaintenance therapy; it includes continued feeding during the diarrhoea illness. 

D. Practical Tips and Guidelines 

1.Mode of administration 

(Slide U-26) Oral fluid can be administered to infants using a cup and spoon, cup alone,feeding bottle (if the child is used to it), a dropper, or if necessary 4 ringe (without the
needle). 
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2. Vomiting 

(Slide U1-27) Vomiting may occur during the first hour or two after administration of 
ORS (especially when children drink tor, much too quickly), but usually does not prevent
 
success with oral rehydration. To reduce vomiting and to improve absorption, give ORS
 
in smaller amounts slowly (approximately one teaspoonful every 2-3 minutes). If the
 
patient vomits, wait 5-10 minutes .snd start ORS again slowly.
 

3. Overhydration 

Children who receive too much fluid may develop oedema. Puffiness of the eyes is a use
ful sign of overhydration; it is not a sign of hypematraernia. When overhydration occurs
 
at any stage of treatment, intravenous fluids or ORS solution should be stopped and only

started again if diarrhoea continues and signs of dehydration reappear. 

E. Associated Conditions 

1.Hypernatraemia (serum Na+ > 150 mmolfl) 

Patients (usually young infants) occasionally present with hypernatraemic dehydration.

Such patients do not show the typical clinical signs of dehydration but are thirsty, and
 
have a history of ingesting an inadequate amount of fluid or fluid with a high sugar con
tent (hyperosmolar) during diarrhoea. Hypematraemia (without dehydration) may also
 
occur in infants to whom excessive amounts of ORS (without other less concentrated
 
fluids) have been administered after diarrhoea has stopped.
 

(Slide 11-28) The main problem associated with the treatment of hypematraemic dehydra
tion is the occurrence of seizures. The condition can be treated successfully with ORS.
 
In fact, seizures appear to occur less often when ORS is used than when IV fluids are ad
ministered.
 

2. Hyponatraemia (serum Na < 130 mmolA) 

(Same slide) Patients wh3 ingest too much dilute fluid or only water during diarrhoea
 
may occasionally present with hyponataemia, characterized by lethargy and, less often,
 
seizures. ORS is safe and effective therapy for hyponatraemic dehydration.
 

3. Protein-energy malnutrition 

Compared with nutritionally normal childrer, severely malnourished children retain more
 
fluid and sodium during rehydration therapy, in part because of reduced renal capacity to
 
excrete excess sodium and water. Nevertheless, extensive experience 4is well as balance
 
studies indicate that with proper supervision, marasmic infants and children with diar
rhoeal dehydration can be successfully rehydrated with ORS, although they may develop
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oedema. (Slide 11-29) Tenting of the skin is not a reliable sign of dehydration in maras
mic children since they generally have poor skin turgor. Therefore, one should look for 
other signs of dehydration tc avoid overestimating ii.; severity in such patients. 

There is much less experience in using ORS to treat children with diarrhoeal dehydration 
and kwashiorkor. It is difficult to detect dehydration and to estimate fluid requirements 
for rehydration in these patients because of their generalized oedema. If too much fluid 
is given and excess water and salt are retained, the oedema associated with protein 
deficiency may increase and congestive heart failure may develop. Nevertheless, patients 
with kwashiorkor can be safely rehydrated with ORS provided that they are monitored 
closely and fluid deficits are corrected slowly. 

It may be necessary to continue ORS administration for longer in malnourished patients 
than in other pat..ents to replace chronic losses of sodium and potassium. Nutrition 
rehabilitation therarfy -nust also be initiated. 

4. Fever 

Patients with high fever should be treated promptly to bring the temperature down. This 
is Lest done by sponging with tepid water. Antipyretics may also be used. 

Patients with fever and diarrhoea may h-ve other infections (e.g., respiratory tract infec
tion, otitis media, pyoderma or malaria). These should be diagnosed and treated ap
propriately. 

5. Metabolic acidosis 

Metabolic acidosis develops as a consequence of diarrhoeal dehydration. As a compen
satory measure, respiratory alkalosis also occurs and is characterized by rapid, deep 
respirations. Administration of adequate ORS containing citrate or bicarbonate corrects 
the acidosis. 

6. Hypokalaemia (serum K+ < 3.0 mmol/l) 

Insufficient replacement of potassium losses during repeated episodes of diarrhoea can 
lead to potassium depletion, characterized by loss of appeitie, muscle weakness, ileus, 
renal impairment, and cardiac arrhythmias. Such potassium deficits can be corrected by 
administering rehydration therapy with ORS (containing 20 mmcl of potassium/l) and by 
continued feeding with foods rich in potassium during and after diar'hoea. 

7. Convulsions (seizures) 

In a patient with diarrhoea and a history of convulsions during the illness, the following 
possibilities should be considered and appropriate treatment given: 
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a. Hypoglycaemia: this results from inadequate food intake and/or miabsorption; it is
rarely seen when feeding is adequate and occurs most often in malnourished infants. 
If the patient is comatose, 20% glucose for injection should be administered in
travenously; 2.5 ml/kg given over 5 minutes should produce a rapid improvement in 
consciousness if hypoglycaemia is the cause of coma. 

b. Febrile convulsions 

c. Hypernatraemia or hyponatraemia 

F. Treatment of Dysentery 

If there is blood in the stool, with or , ithout mucus, and the patient has had diarrhoea for 
less than 14 days, an appropriate oral antibiotic for Shigelladysentery should be given. If 
it is possible, the patient at high risk (that is, who is also dehydrated, or severely under
nourished, or is less than one year old) should be reassessed in 24-48 hours to ensure he is 
improving. 

A patient who has blood in the stool and whose diarrhoea has continued for more than 14 
days requires continued feeding and referral for treatment of the persistent diarrhoea. 
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OUTLINE 

Lecture IV
 
Epidemiology and Etiology of Acute Diarrhocas
 

A. 	 Epidemiology of Acute Diarrhoea (Slides IV.1 - IV-4) 

1. Magnitude of the problem 

High morbidity - 2 or more episcdes per child per year; 3-10% last longer than 2 
weeks 

Persistent diarrhoea may cause 25% of diarrhoea-associated deaths
 

4-5 million deaths each year; 80% in children less than 2 years
 

A main cause of childhood malnutrition
 

Diarrhoea cases occupy 30% of pediatric beds
 

2. 	 Mode of transmission and risk factors
 

Faecal-oral route
 

Risk factors for increased transmission of pathogens
 

" inadequate water supply

" faecally contaminated water
 
" lack of sanitary facilities
 
* 	 poor personal and domestic hygiene
* improper food preparation and storage

" poor weaning practices
 

Risk factors for increased susceptibility 

3. Seasonality 

Bacterial diarrhoeas occur in the warm season 

Viral diarrhocas, particularly rotavirus, peak during drier, cooler months, though they 
occur year round in tropical areas. 
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4. Epidemics and Pandemics 

Vibrio cholerae 01 

Shigella dysenteriaeI 

B. Overview of Etiologic Agents of Infectious Diarrhoea (Slides IV-5. IV-10) 

Comprehensive etiologic studies using new laboratory methods can identify pathogens 
in 50% to 70% of acute diarrhoea. 

The same pathogens arc responsible for diarrhoea in infants and children worldwide, 
though there may be variations in their frequency. 

More than 25 bacterial, viral and parasitic organisms found responsible for diarrhoeal 
diseases 

Laboratory diagnosis usually makes no difference in clinical management. Cases Ca.
be managed effectively with C)RT and nutritional supplementation, and antibiotics can 
be prescribed on clinical and epidemiological grounds. 

C. 	Epidemiologic Characteristics of Specific Enteropathogens (Slides IV-11 
IV-20) 

Review of method of spread, clinical description and virulence factors of each: 

1. Escherichia coli (E. Coli) 

* Enterotoxigenic E. coli (ETEC) 
* Enteropathogenic E. coli (EPEC) 
• Enteroadherent E. coli (EAEC) 
• Enteroinvasive E. coli (EIEC) 
• Enterohaemorrhagic E.coli (EIJIEC) 

2. Vibrio cholerae 01 

3. Shigella 

4. Campylobacterjejuni 

5. Salmonella 

6. Roravirus 



7. Giardia lamblia 

8. Entamoeba histolytica 

9. Crypiosporidium 

10. Other causes of diarrhoea 

* Some drugs, especially antibiotics
 
* 
 Certain acute surgical conditions, such as pigbel, intussception
* Malaria, schistosoniasis and measles 
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Lecture IV
 
Epidemiology and Etiology of Acute Diarrhoeas
 

A. Epidemiology of Acute Diarrhoea 

1.Magnitude of the problem 

Diarrhoeal diseases are one of the leading causes of childhood mortality and morbidity
in developing countries where an estimated one thousand million episodes occur each 
year in children under 5 years of age. Children have been observed to have 2-8 or moreseparate episodes of diarrhoea per year; in some areas young children spend 15-20% of
their time with a diarrhoeal illness. Most of the diarrhocal episodes occur in children in 
the first 2 years of life. 

Most diarrhoeal illnesses are acute, lasting no more than 2 weeks; however, an estimated
3-10% of these illnesses last longer. These persistent diarrhoea cases require care that is
expensive and often ineffective, and they may cause as many as 25% of all diarrhoea
associated deaths. 

Diarrhoeal episodes result in approximately 4-5 million deaths each year. About 80% of 
these deaths occur in children in the first 2 years of life. 

In addition to causing high rates of mortality and morbidity, diarrhocal diseases are oneof the main causes of childhood malnutrition. Also of note is that as many as 30% ofpaediatric beds in developing countries are occupied by diarrhoea cases. As a conse
quence, diarrhoeal diseases place a very heavy burden on health facilities and national 
health budgets. 

2. Mode of transmission and risk factors 

(Slide IV.l) Infectious agents that cause diarrhoeal disease are usually spread by faecaloral route, i.e., through the ingestion of contaminated food (especially weaning foods) or
water, or by contact with hands that are faecally contaminated. (Slide IV-2) Several fac
tors are associated with increased transmission of enteropathogens; they include: inadequate water supply, faccally contaminated water, lack of sanitary facilities (unhygienic
disposal of faecal matter), poor personal and domestic hygiene, improper food prepara
tion and storage, and poor weaning practices (early cessation of breast-feeding, bottle
feeding). Several host factors are associated with increased susceptibility to diarrhoal
illness; they include malnutrition, immunodeficiency or immunological suppression,
reduced gastric acidity, decreased intestinal motility, and genetic factors (e.g., blood type). 
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3. Seasonality 

(Slide IV-3) Distinct seasons of diarrhoea have been observed in many geographical 
areas. hi temperate climates, bacterial diarrhoeas tend to occur more commonly during 
the warm season, whereas viral diarrhoeas, particularly itavirus, peak during the winter. 
In tropical areas, rotavirus dian-hoea tends to occur throughout the year, with an increase 
in frequency during the dier, cooler months, while bactez.al diarrhoeas tend to peak 
during the warmer, rainy season. Clearly, the seasonality of diarrhoeal illnesses will have 
an influence on the demand for ORT and diarrhoeal disease control activities in general. 

4. Epidemics and pandemics 

Two enteropathogens, Vibrio cholerae 01 and ShigelladysenteriaeI are capable ofcaus
ing major epidemics or even pandemics resulting in high morbidity and mortality in all 
age groups. (Slide IV-4) Since 1961, cholera caused by the El Tor biotype of V. cholerae 
01 has spread from the Celebes in Indonesia to countries or territories in Asia, the Eastern 
Mediterranean, and Africa, and to some areas in Europe and North America. Countries 
that have reported indigenous cholera since 1961 are shown in red on the map. 
S. dysenteriae I has also been responsible for large-scale epidemics of severe dysentery 
in many regions, such as Central America in 1969-1971, and more recently in Cenu., 
Africa and southern Asia. 

B. Overview of Etiological Agents of Infectious Diarrhoea 

1.Detection of enteropathogens 

Technical advances in the development of new laboratory methods over the last decade 
have greatly increased our understanding of the causes of acute infectious diarrhoea. To 
date, more than 25 bacterial, viral, and parasitic organisms have been found to be respon
sible for acute diarrhoeal diseases. Laboratories capable of comprehensive etiological 
studies can identify potential pathogens in up to 70% of acute diarrhoeas presenting to 
hospital or treatment facilities and in a smaller proportion (up to half) of cases occurring 
in the community. In general, however, the same pathogens are responsible for diarrhoea 
in infants and young children worldwide. However, the frequency of diarrhoea 
pathogens identified may vary according to the technical proficiency of laboratories in 
diagnosing all possible pathogens, definition of diarrhoea used, selection ofcases, method 
of collecting samples, and several other factors (e.g., host susceptibility, environmental 
factors, antibiotic use, seasonality differences, and the occurrence of epidemics). 

(Slide IV.5) This is a list of all the main bacterial agents that cause acute diarrhoea. In 
developing countries, enterotoxigenic Escherichiacoli (ETEC), Campylobacterjejuni, 
Shigella,and enteropathogenic E. coli (EPEC) are the most important causes of infantile 
diarrhoea. Vibrio cholerae0l cause epidemics among older children and adults in many 
parts of Asia and Africa. 
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(Slide IV.6) This is a list of the main viruses that cause acute diarrhoea. Rotavirus is the 
leading viral cause of diarrhoeal disease in the first 2 years of life among cases visiting 
hospitals and heal,', zentres worldwide. However, it is respor.sible for only 5-10% of 
cases in the community. Norwalk virus often causes vomniting and dia.-:1hoea in older 
children and adults i,i de\ e'oped countries, whereas in less e',. 'oped countries children 
acquire antibody to the virus at an early age and, a smaller percentage of diarrhoea! 
episodes are due to tlis agent. 

(Slide IV-7) This is a list of parasitic agents capable of causing diarrhoea. The most im
portant worldwide are Cryptosporidiumn,a newly recognized cause of watery diarrhoea, 
Entamoebahistolytica, and Giardialamblia. 

Mixed infections with 2 or more enteropathogens occurs in 15-20% of cases, but their 
clinical significance is difficult to interpret; one or more of -rganisms recovered may 
be responsible for the diarrhoea. 

Even in institutions with well-equipped laboratories, it is not possible at present to iden
tify the specific causative agent of diarrhoea in time to make a decision about the clini
cal management of a case. However, the lack of a laboratory diagnosis usually does not 
hinder the treatment of diarrhoea cases since they can be managed effectively with ORT 
and proper feeding, regardless of the etiology, and the administration of antibiotics ba.,,' 
on clinical and epidemiological evidence (see Lecture II). 

2. Etiological studies 

As noted above, the spectrum and frequency of etiological agents may vary. The follow
ing studies are illustrative. 

(Slide IV-8) In a study in Dhaka, Bangladesh, rotavirus was most important while ETEC 
and C.jejuniranked second as causes of diarrhoea in children under 2 years who required 
hospitalization for their illness. The rates of diarrhoea associated with rotavirus and Cam
pylobacterpeaked in the first year of life and decreased markedly by the age of 5 years, 
suggesting early acquisition of immunity; a similar pattern is seen in many developing 
countries. ETEC aid Shigella were isolated most frequently in patients over 2 years of 
age. The pattern of age-specific rates of Shigella-associated diarrhoea in this population 
suggests a protective effect of breast milk. As is usually the case, V. cholerae01, E. his
tolytica, and G. lamblia were isolated infrequently in cases under 2 years. 

(Slide IV-9) Another hospital-based etiological study was conducted among children 
under 15 years of age presenting with diarrhoea to a major hospital in Bangui, Central 
African Republic. Again, rotavirus was the most frequently isolated pathogen among 
children under 18 months Qf age. Interestingly, EPEC was also conumonly found among 
children under 2 years. The importance of EPEC as a diarrhoeal pathogen has been 
demonstrated in other u:ban areas in Africa, Asia, and Latin America. As in other areas, 
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C.jejuni was isolated frequently from diarrhoea cases in children under 5 years. E. his
tolytica was isolated with increasing frequency in older children, especially those 6-15 
years old. 

(Slide IV-10) A recent coumunity-based study of infants from a poor periurban popula
tion near Lima, Peru, demonstrated a staggering diarrhoeal attack rate, of the order of 10 
episodes during the first year of life. Nonbreast-fed infants had an incidence of diarrhoea 
2.5 times higher than exclusively breast-fed infants. The diarrhocal episodes were as
sociated with C. jejuni, ETEC, EPEC, rotavirus, Shigella, and MlCryptosporidium. 
Prolonged episodes of diarrhoea (more than 14 days in duration) were associated most 
frequently with ETEC, C. jejuni, and EPEC. 

C. Epidemiological Characteristics of Specific Enteropathogens 

The major enteropathogens will be discussed briefly. 

1.Escherichiacoli 

(Slide IV-f1) Escherichia coli cause up to one quarter of all diarrhoeas in developing 
countries. Five groups of E. coil are recognized: enterotoxigenic; enteropathogenic, 
enteroadherent, enteroinvasive, and enterohaemorrhagic. 

a. Enterotoxigenic E. coli (ETEC) 

ETEC are a major cause ofdehydrating diarrhoea in children under 5 years and adults 
in developing countries. Transmission usually occurs through contaminated food 
(especially weaning foods) and water, and is more common during the warmer 
seasons. ETEC is the most common cause of diarrhoea in travellers from developed 
to developing countries. 

Two important virulence factors for ETEC are: (1) colonization factors that allow 
ETEC to adhere to receptors on the enterocytes of the small intestire and (2) 
enterotoxins. Genes for these colonizing factors and for the enterotoxins are encoded 
on transmissible plasmids. ETEC produce heat-labile (LT) and/or heat-stable (ST) 
enterotoxins which cause net secretion of fluid and electrolytes, presenting clinical
ly as watery diarrhoea. Cholera-like purging is sometimes observed. ETEC do not 
destroy the brush border or invade the mucosa. The diarrhoea is usually self-limited, 
but can result in persistent diarrhoea. 

b. Enteropathogenic E. coli (EPEC) 

EPEC are E. coli of specific serotypes which cause watery diarrhoea accompanied 
by vomiting and fever in infants and children up to 2 years of age worldwide. In 
urban Brazil, up to 30% of acute diarrhoea cases are attributed to EPEC. The dis
ease is usually self-limited, but can be severe (fatal) or result in persistent diarrhoea, 
particularly in bottle-fed infants under 6 months of age in transitional countries. 
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The mechanism of EPEC diarrhoea is not yet clear. Enteroadherence and produc

tion of cytotoxin may be important. 

c. Enteroadherent E. coli (EAEC) 

EAEC are a group of E. coli that have been found in a number of countries and belong
to serotypes mostly distinct from EPEC serotypes. Like EPEC, they cause watery
diarrhoea in young children, which may at times be prolonged. They adhere tightly
to the small intestinal mucosa and produce typical morphological changes, but the
mechanism by which they cause diarrhoea is not clear and may in part be d; to 
cytotoxins. 

d. Enteroinvasive E. coli (EIEC) 

EIEC are not a commonly found pathogen. They cause sporadic foodborne cases
and outbreaks of diarrhoea in all ages worldwide. These organisms are similar to
Shigella, both biochemically and serologically, and like Shigella, they are able to 
penetrate and multiply within the colonic epithelial cells and cause dysentery.
Polymorphonuclear leukocytes are usually present in stools. 

e. Enterohaemorrhagic E. coli (EHEC) 

A newly recognized enteropathogen, E. coli serotype 0157:H7, is a cause of sporadic
haemorrhagic colitis in North America where improperly cooked meat has served as
the major vehicle of transmission; occasionally, person-to-person transmission mayhave occurred. Illness is characterized by the acute onset of cramps, absent or low
grade fever, and watery diarrhoea that may rapidly progress to bloody diarrhoea.
EHEC produces a cytotoxin which may be responsible for the oedema and diffuse
bleeding in the colon, as wcll as the haemolytic-uraemic syndrome that sometimes
develops in children. The global importance of this organism is not known. 

2. Vibrio cholerae 01 

(Slide IV-12) The cholera vibrio has two biotypes, El Tor and classical, and twoserotypes, Ogawa and Inaba. Biotyping and serotyping are not important for treatment
and control. The El Tor biotype is responsible for the current seventh pandemic, although
at present both El Tor and classical biorypes are prevalent in cholera-endemic Bangladesh.
In,endemic areas, cholera may account for 5-10% of hospitalized patients with diarrhoea
in all age groups. However, it occurs most often in children 2-9 years of age, in whom it
accounts for a large portion of severe cases. In a newly affected area, young adults are 
most often infected initially. 
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Both contaminated water and food can serve as vehicles for the transmission of cholera. 
Person-to-person spread is much less common but may occur in exceptionally over
crowded and unhygienic situations. V. cholerae adhere to and multiply on the mucosa of 
the small intestine (see slide) where they produce a heat-labile enterotoxin which causes 
the diarrhoea. 

Cholera has become endemic in many countries of Africa and Asia. During the last few 
years, outbreaks due to strains of V.cholerae 01 that are resistant to tetracycline have oc
curred in Bangladesh, the United Republic of Tanzania, and other countries. The 
epidemic strains contained plasmids which carried the resistance genes. In Tanzania, it 
is probable that excessive antibiotic pressure resulting from mass chemoprophylaxis con
tributed to the emergence of these strains. 

3. Shigella 

(Slide IV-13) Shigellacauses about 10% of acute diarrhoea in children under 5 years; it 
also occurs in older children and adults. It is the most common cause of dysentery in 
children. The genus Shigella is subdivided intt 4 serogroups: 

" Sh.flexneri is the most common serogroup in developing countries; 

• Sh. sonnei is most common in developed countries; 

* Sh. dysenteriae I causes epidemics with high mortality; 

* Sh. boydii is less common. 

Shigella are found only in man and certain primates. The spread of shigellosis often oc
curs by person-to-person contact since a low infectious dose (10 to 100 organisms) is re
quired. Foodborne and waterborne transmission also occur. 

Shigella infection may present as fever and watery diarrhoea, or as a dysenteric syndrome 
from the onset characterized by fever, abdominal cramps and tenesmus, and frequent, 
small volume, bloody-mucoid stools with many leukocytes. The duration of Shigelic ill
ness generally ranges from a few days to 2 weeks. Mortality is greatest in malnourished 
children. 

Dysentery is initiated when Shigella organisms invade and then rultiply within colonic 
epithelial cells, causing cell death, mucosal ulcers and a marked inflammatory rez "tion. 
In spite of the invasive colitis, Shigella seldom invade the blood stream. The virulence 
factors include: a smooth lipopolysaccharide cell-wall antigen that may contribute to in
vasiveness and a toxin (Shiga toxin) that is cytotoxic, neurotoxic, and perhaps also capable 
of causing, watery diarrhoea. 
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In many countries of Africa and Asia, a high incidence of antibiotic resistance has been 
observed in Shigella infections. Plasmid-mediated resistance to sulfonamides, strep
tomycin, tetracycline, ampicillin, chloramphenicol, .and sometimes trimethoprim-sul
famethaxole is common and is probably related at least in part to the unrestricted sale and 
use of antibiotics. 

4. Campylobacrerjejuni 

(Slide IV-14) The slide shows an electronmicrograph of C. jejuni. C. jejuni is respon
sible for 5-14% of diarrhoea in infants indeveloping and developed countries worldwide. 
It is a common cause of diarrhoea in several animal species (e.g., chickens, goats, pigs,
dogs). Humans acquire the infection through direct contact with infected animals or their 
faeccs, from the consumption of contaminated food or water, and occasionally, from per
son-to-person spread. Many consider the disease to be a zoonosis. 

The clinical presentation of C.jejuni infection varies from asymptomatic carriage to mild 
diarrhoea to severe invasive disease. Inmost cases, fever and abdominal pain occur. The 
diarrhoea may be watery, but in one third of cases dysenteric stools characterized by blood 
and mucus appear after a day or two and usually contain polymorphonuclear leukocytes. 

C. jejuni probably produces diarrhoea by invasion of the ileum and the large intestine. 
Two types of toxins are produced: a cytotoxin and a heat-labile enterotoxin. Their role 
as virulence factors is not known. 

5. Salmonella 

(Slide IV.IS) There are over 2000 seretypes or species, about 6-10 of which account for 
Salmonella gastroenteritis in man. Since animals are the main reservoir for these or
ganisms, Salmonella infection most commonly results from the ingestion of contaminated 
animal products, especially poultry, meat, eggs, and milk. Salmonella gastroenteritis in 
young children is less common in developing countries as compared with industrialized 
countries, except where there is a large consumption of processed foods(e.g., urban areas 
in transitional countries). 

Salmonellagastruenteritis usually presents as acute watery diarrhoea with nausea, cramps,
and fever. Dysentery may occur in about 5% of cases. Strains resistant to ampicillin,
chloramphenicol, and trimethoprim-sulfamethoxazole are now prevalent worldwide. 

6. Rotavirus 

(Slide IV-16) Rotavirus is the most important cause of viral gastroenteritis in infants 
worldwide. This electron micrograph of the rotavirus illustrates the wheel-like ("rota") 
appearance which has given the virus its name. 
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Rotavirus is responsible for up to 40% of diarrhoea in children aged 6-24 months visit
ing treatment facilities in developing counries. It spreads by faecal-oral transmission. 
Six human serotypes of rotavirus are known, four of which are considered to be 
epidemiologically important. 

The severity of illness ranges from asymptomatic infection (mainly in neonates and 
adults) to acute dehydrating diarrhoea that may lead to death. The clinical syndrome typi
cally includes watery diarrhoea with vomiting and fever. Rotavirus infection causes 
patchy damage to the epithelial cells of the proximal small intestine, resulting in blunt
ing of the absorptive villi. Infection may cause some reduction in the activity of lactase 
and disaccharidases, resulting in malabsuiption of carbohydrates, but this is usually of no 
clincal significance. The ii testinal morphology and absorptive capacity usually return 
to normal within 2-3 weeks tfter illness. 

7. G;ardialamblia 

(Slide IV-17) The slide shows a scanning electronmicrograph of G. lambliatrophozoites. 
Giardialambliahave a worldwide distribution, with prevalence rates of infection of up 
to 100% in some populations. Children aged 1-5 years are most commonly infected. 
Giardia infections are usually foodborne, waterborne, or spread from person to person; 
the latter occurs particularly in children living in a crowded family or attending day care 
centres. Giardia usually causes acute or subacute diarrhoea, sometimes malabsorption 
with fatty stools and often abdominal pain and bloating. Giardia infect the small bowel, 
but the pathogenic mechanism is unclear. 

8. Entamoeba histolytica 

(Slide IV-18) The slide shows a microscopic picture of the tissue form of E. histolytica. 
Prevalence rates of E. histolytica infection vary widely but its distribution is worldwide. 
The incidence of disease increases with age. This infection is usually overdiagnosed as 
identification of this protozoan is not easy, and the parasite is often confused with 
polymorphonuclear leukocytes. Transmission is foodborne or waterborne. E. histolytica 
cysts are highly resistant to chemical disinfectants, including chlorination. 

Asymptomatic infections are frequent (about 90%). Symptomatic amoebiasis ranges 
from persistent mild diarrhoea to fulminant dysentery. Only a small proportion of 
infected persons will develop invasive amoebiasis. Strain virulence varies with 
electrophoretic isoenzyme patterns. E. histolytica invades the mucosa of the large intes
tine, where it is thought to elaborate neurohumoral substances that cause intestinal secre
tion and damage resulting in an inflammatory type of diarrhoea. 
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9. Cryptosporidium 

(Slide IV-19) Cryptosporidiumis a coccidian parasite recognized first as a diarrhoea 
pathogen in animals. In man it was first identified as a cause of watery diarrhoea in im
munosuppressed patien!s, particularly in those with acquired immune deficiency 
syndrome. In developing countries, it may account for 4-15% of childhood diarrhoea. 
Cryprosporidiosisis transmitted by the faecal-oral route. 

Illness is characterized by acute watery diarrhoea. Cryptosporiditwn attaches to the 
microvillous surface of the enterocytes where it is presumed to cause malabsorption due 
to the resulting mucosal damage. 

10. Other causes 

(Slide IV-20) In addition to the numerous etiological agents described, it should be noted 
that some conditions cause or are associated with diarrhoea. ANarley of drugs, especial
ly antibiotics, and certain acute surgical conditions, such as pigbel and intussusception, 
may cause diarrhoea. Malaria, schistosorniasis, and measles both cause diarrhoea and are 
frequently associated with diarrhoea caused by the usual enteiic pathogens. "Parenteral 
diarrhoea" is the occurence of diarrhoea along with other systemic infections, such as 
respiratory tract and middle ear infections. Contrary to the notion thai such infections 
cause diarrhoea, resent evidence suggests they actually occur coincidentally with a diar

trhoeal illness that is usually caused by an identifiable diarrhoeal agen . For this reason 
use of the term "parenteral diarrhoea" is discouraged. 
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PAKISTAN'S DIARRHOEA TRAINING UNIT PROGRAMME
 

FOLLOW-UP VISITS.
 

TRAINER'S GUIDE
 

VIDEO
 

V-I UNICEF Diarrhoea Management Video Users' Guide (english).
 
V-2 UNICEF Diarrhoea Management Video Users' Guide (urdu).

V-3 UNICEF Diarrhoea Management Video Script (english).
 
V-4 UNICEF Diarrhoea Management Video Script (urdu).
 



Module 1, • 


i)IARRIIOEA. DEHYDRATION & TIlE 


PRINCIPLES OF ORALTlIERAPY
ir t ."t.:." 

* ,udcnIAf vieing this module. the student'will be 

able to describe:a 

Wble to dartheci he a ?.eribc: s-.explain\Vhat c 

Whal.ethecharacteristcsOf Stool todcFncdi-

arrhoea? 


What is the danger of diarrhoca? 


What ts th.long-tcrm effect of diarhoca
\What are the two essential elements in respond-
ing todiarrho=a (oral rchydrtion and continucd 

_.zcding . including brcast-fecding)? 

,Nlodule 2 ' 

SIGNS OF DEHYDRATION 


SINSOY w~inYRTO
After viedng this module th students"hould be 
able to: 

rdescribe at least 10 important signs o dehy-

dration.identify them co.rectly and interpret them ap-" 

propriatelyin adehydrated child.t'igns include: 

Thirt 

Irritability 

Tcar less e)cs 

Sure eyesl

Dry mouth and lips 

Listlesness 


Sunfkcn fontancllc in infantsDeep and rapid or Kussmaul breathini 

Reduced skin turgor 

Rapid hcartbeat
 
Weak and rapid p-lsc 


Cold extremities 

Little or no urine for 6it)S hours, 


Module 9 


!1O\V TO ADMINISTER TIHE ORAL 

REIIYDRATION SOLUTION 

.-.............. .'-'-r--"". 
Student should be able to: 

- explain the importance of-adminisiceing ORS.
 
slowly; 

- explain why a spoon and cup should be used. 

why the child should be fed sitting or 

upright: . .. . 
-explain how to fccd ORS to a neonate: 

IP'I"." 


give guidelines to give to mother for continucd 
rcpacecment of fluid as diarrhocal losses con-

Mou 10 

Module 10 

VOMITINGAND ORAL REIIY'DRATION 

Students should: ~~trthdents ct th a"oinn 
-cplainthe thrx factor thatcause vomiting in3 

chl taigOS
child taking ORS: 

too explain c
- xplain kchni~q'csmithn~betan 1:, used in feedinrfedngOtftingOR o d itin: 

tell -kat should bc done if vomiunr cc(u: 

(stziKntis should be c rn%in-cd to cont:nuc R) 
ccrt ifvcr.Iuine occurs ',ih rcnwnA "h.,th 

is Ce.11cct). 

11jocary 

ORAL RMII)RATI(N'AND COo'p
ORAL 

DIARRIIOA
S;u,'nt ,h,,u!d 
F, mpein .oto it.r,,t.'cr fix 

cotne dar'loc-, scs.on.n . 

coantnucdO oiarlMOCa. (VLSCUSSons snould In-

clude irpori(c "RS-the imporv d 
apptihc. diminished lethargy. amd othcr impor.-

Lint altributcs of a child properly rcatcd with 

ORS c cn in the face of continuing fluid i ss s):17. c co~t.c~nargr~a¢'S t m~l',.:. 


I c :d! cIt,, c of 0 S 2 , l , l J ufc:'-l .v" 

.. . .: 


CON VNUED FEDhNG IS ESSENTIAL 
Student should: 
Describe die importance of feeding durine and 

after diarihoca;
 

describe the rlationship betvwcn malnurition
 

M dias boa 'L.i ,,_-- --. -

describe the importance of nutritional therapy 
f even minor episodes and cthe rclationship
btwcen individual episodes of diarrhoea ane. 
weight ioiid 

t d rt should dcscribc the usecfulness ol
weighingand growth monitoring to nionitor nu. 

o diarrhoea 
ec v ry f om a ulturaloya cac dujdcnfify.,loly.ppropriat.and cuhurally ac
 

.ccptcd foods .to'give to a child suffering frory 

diarrhoea.. -.. ..r "- "
(Foods should be appropriate to age as well a

"culture); 

-indicate importance o o~nc ratfcing during and after diarrhoea. 

lo SruNl-1'l"T 

1ltMW TIO-SET UP AN ORT COR.,E,*'CF,*,'FRI.i 
=Follow ng Study of this mc-ulc students should 
be able to: 

vti hi w opain raapowitrld 
own out-acntarea 2pproprial space in whic h tO establish an OR Tcomer: 

'tsl5suh ichtocstabld hontcise 
isuch a com-cr and conduct cxcrrICS dcin-ORS to mothers .ho are walunc inih'e clinic with children suffenng fom di

arrhoea:;;-: ! . 

establihsh sub a corner intLkoputpatient depart-

Imtet and train baalth aids or other volunters 
o rwo&fths cornras; routine pan 

Ofo w area
 
t itg:F. a . - . 

6csori-be adrziages to the patient in ters of 
improved & Jnprmvd '-"mderstanding.emp- tab'lity io mix and ORS;the 
.plain bcwlt of ORTcOr t.tie doctor in 

eduterms:l6f- a"tim 1 -nd ther 
mnothcrs in convincing h< 'T:to- se ; ORS. 

rcducrd ii= - o znfi-dia -and othcr 
inat-f opr6PSc drug. .. . ; ...-. .
 

describe cost savings to institution, time savings 

to mothers and hJ Lh effricsncyworkers. of
 
group Icarnaing zM hcalih educ=ation efforts. 

i *t pv ed iaxw l cgeand usc ofO RS by inotLficrs 
asa restlt ofa .a:c'learning tr.chniqtucs 



MODULE I 

DIARRHOEA, DEHYDRATION
 
AND PRINCIPLES OF ORAL
 

THERAPY
 

What isdiarrhoea?
 
Diarrhoea isany liquid or watery stool.
 
Even one waicry stool isdiarrhoea for it isthe WATER
 
that makes the difTcrcnce.
 
Diarrhoea stools can be orany colour and consistency.
 
They can b: clear and rice-watcry as in cholera.
 
Or bloody as in dysentery,
 
Or with flecks of blood and mucous,
 
Or ofcoursc, asd is most commonly seen, just loose
 
nnd messy stool of varying coloujs andconsisteicics.
 
In all cascs, it is the watery nature thait makes
 



II
 

diarrhoca dongcrous and nccds greatest altcntiont. 
A child with diarrhoea loscs watcr, csscntial salls and 
nuthicnts from his body through his stool-.
and -,omcLimcs, through vomiting which occasionally 
accompanies diarrhc-a. 
The immcdiatc cffcct of this less of water and l is 
that thr child's hody start.s "drying up". 
This stitc of "drying up" is callcd dchydration. 
If not corrcctcd immediately, the dehydration becomes 
more .. andvcrc car. casily bcconic life thrc.licning.
'1hcilME between die on.sct ofdiarrhoa and severe 
dchydration leading to death, can .somctimc In m 
little as 24 hours. 
The long-term effect of diarrhoea is malnuuition 
which, in turn, prcdisposcs thc child to further infcc
tions including rcpetcd attacks of diarrhoea. 
Proper di"rhoea managcncnt, therefore, consists of 
two essential clcmcnLs: 

" rcplacing the watcr and'salts lost from thc body to 
prevent or correct dchydration 

" 
aid, cqma'ly import.int, rcplacirig the nutrlcmitu
lost during diarnhoca to prcvcnt maluurition 

The water and sails lost from tic body can be replaced
by giving a solution consisting of water, glucose and 
salts. Since this can be given by mouth, the proccss is 
called Oral Rehydration. 
Esscntial nutrients can be rcplaced by giving the child
adcquaic quantities of easily digestible foods and, in 
the case of infants, through brcastfccding. 
Proper diarrhoca managcmcnt, thcrcforc, consisLs 
of oral rchydration amd continucd fccding amd 
breastfccthng, all of which combined could also be 
rcfcrrcd to a.s oral therapy. 
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MODULE 2 

SIGNS OF DEIIYI)RATION 

Inthis module, wc will look at the important signs and 
symptomsof dehydration. We will do this by compar. 
ing normal, hcalthy children with those suffering from 
dehydration or, for contrast. othcr illne.iscs. 
The first thing to ohservc is how nchild looks. This is 
anormal child. IIc s nlcri and happy. I lis cycs arc 
bright and moist and do not scm to be sunken. IIis 
mouth and tonguc are wct. Hec looks around, rclatcs 
to people and is curious about his surroundings. 
This child isdchyd rated. Hc is irritable, worried, fussy 
and not eaily distracted except when offercd 
something to drink. Irritahility and thirst are the 
calicst signs of dehydration. Also obscrve that his 
eyes are sunken. 



Now let us look at another sign:
 
When a normal child like this one, cries, you can sce
 
tears In his eyes.
 
A dehydrated child's eyes, however, aro dry tind
 
learless even when he Iscrying. Absence of tears is an
 
important early sign of dchydration.
 
lHere is another normal child. Ilis eyes are moist and
 
do not look sunken. Ilis mouth and lips arc also moi t.
 
This is thc snmc child, a(lay earlier, when hc ;%a
 
dehydratcd. I lis eye.s arc dry and sunken. I Ic looks
 
drowsy and listless. I lis mouth and lips are dry and
 
crackcd.
 
In infants, anothcr sign to look for is the soft spot on
 
top of the hcad. This is called the fontanclle. If it
 
appears depressed, as in this "isc, the infant i.i dchy-,
 
drated.
 
In normal infants, obscrvc how the fontanelle Isnot
 
depressed. It also feels full. Let us compare Lh isto the
 
fonLtanclle of another dehydrated infant-

Obscrvc how the fonLanclle looks - and even feels 
depressed. A depressed fontanclle isan importantsign
 
of dehydration in infanLs.
 
Now let us look at breathing. A normal child'.
 
breathing is slow and comfortable. Ilis chest and
 
abdomen move slightly with cih breath.
 
This is another normal child. Observe how slow his
 
breathing is. A normal child breathes about 20 to 25
 
times a minute.
 
This child with dchydration and acidosis is breathing
 
deeply and rapidly. Notice how his stomach rises with
 
each breath and how he uses his cnre chest to breathc.
 
His respiratory rate is 60 timcs a minute. This deep,
 
rapid brcating iscalled Kussmaul breating.
 
This isanother child with Kussmaul brcating. Observe
 
how the breating isdeep and rapid.
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Do not mistake Kussmaul breathing for the rapid,
shallow breathing or pneumonia. This child hni pncu.
monia. Hlisbrcathing isalso rapid butsec how his chet 
draw. in bctween his ribs. This is not Kussmaul 
brcathing bccause it israpid but nut deep. You can also

observe how his shallow breathing causes the ba.sc of
 
the neck to draw in.
 
Observe, 
 once again, how the brcnthing of a child 
with dehydration and acidosis isdeep and rapid. This 
is callcd Kussmaul breaLhing.
 
The ncxt sign to look for is the ela.sticily of th kin, A
 
normal child's skin lmnicdiaclly springs bck whcn it
 
is pinched.
 
A clchydrated 
 child'- skin loses iLs clasticity and 
whcn pinched, gocs back slowly. This is callcd 
rcdhiccd skin lurgor. The amount of timc the skin takes 
in rclurn to normal i.i arough measure of the severity 
of dehydration. 
In this child, notice how the skin fold takes 2 or 3 
scconds bWfore retunming in normal. 
Another indicator of dchydration, is the child's 
hear.at. A rapid heartlcm:t of over a 130 hcats per
minute in a resting child, isabnormal and rcprc.scniL 
significant dehydration. 
Dehydration also makcs the child's pulse faster and 
weaker. 
Ina normal child, the pulse in the extremities isstrong
and the hands and feet feel warm to the touch. This is 
a sign of adequate blood circulation. 
In a significantly dehydrated child, the pulse in the 
extremities may be so weak that you cannot feel it and 
you may have to feel for it in the groin, this is asign
of poor blood circulation. If there is no pulse in the 
groin, significant dehydration iscertainly present. 
Let us now look at some other signs of dehydration. 
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This is called the washcrwoman's hand bccause the 
skin is wrinkled nnd looks as if it has becn 1mmcrscd 
In water for a long tlmc. 

This adult patint's hands are so dehydrated that cvcn 
the skin on the back of the fingers does not go back to 
normal when it Li pinched. Washcrwoman's hands arc 
a sign o scvcrc dIchydration. 
In contrast, a normal hand appears without wnnklcs. 

A healthy child passes a goot stream of diluic tirinc 

every three or four hours. 
No urine frr six to eight hours is cause for conccrn 
and asignificant sign of dchydration. 
You are unlikely to find all ihc!,c signs in one single 
patient. It is, therefore, Important to rcmcmhcr that a 
person who has any two or more of thcsc signs is 
dehydrated. Thccombination of sings hclpsdctcriinc 
the dcegrce of dehydration. 
Let us now sec one such casc. 

This child's eyes are slightly sunken. 

His breathing is deep and rapid... and his skin turgor 
is reduced. 

His femoral pulse can bc felt.., but the pulse on top of 
his toot is vcry weak and the fcet fCcl cold and clammy. 

His mouth, lips and tongue feci very dry and his 
fonLancllc is slightly depressed. 

This child is definitely dchydrated. 

Remember, the imporant signs of dchydration arc: 

Thirst 

Irritability 

Tearlcss eyes 

Sunken eyes 

Dry mouth and lips 

Listic&sncss 
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Sunken fontanelle in infiants 
Deep and rapid or Kussmaul breathing 

Reduced skin turgor 
Rapid hnuibeal 
Weak and rapid pulse 
Cold extremitics 
Little or no urine for 6 to 8 hours. 
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MODULE 9 

HOW TO ADMINISTER ORAL
 
REHYDRATION SOLUTION
 

What is the best ncthod to administer the Oral 
Rchydration Sot tionl 
Whether you give the child a home-made salt-sugar 
solution or the oral rchydraton ,alt, or ORS solution,
-the best way is to give it slowly, sip by sip. Do not 
rorce it. 
Thcsafcstk~ay istogivc it with aspoon so that thechild 
gets only alitte at a ime. 
Do not worry if some or the fluid drips down the chin.
 
When should you stop giving the solution?
 
The best indicator is the child's thirst. Give the child
 
as much as shecan drink. When she has had enough,she
 
will automatically refuse to take any more.
 



At the first sign of dianhoca, achild should be given 
any fluid available in the house. You can give fluids 
like salted rice or dal water, coconut water, saltcd 
nimbu-pani and salted lassi. 
Remember, the best way to give the fluid Isslowly and 
with aspoon, with the child sitting or propped up. 
What if the child isgiven too much ORS or if it isgiven 
too fast or if the child is lying down while taking ORS? 

This child isbeing given too much ORS, too rapidly. 
Worse still, she Isdrinking it while lying fat on her 
back. 
Her stomach becomes distended, and sho vomits.
 
Lying down like this while drinking ORS could even
 
be dangerous since she might chnke rnd aspirnte the
 
fluid. Vomiting is not an 'ndication to stop ORS. It 
only indicates that the fluid r,ccds to be given with 
greater patience, alitdc at atime, and more slowly. 
And it isalways better to mnkc the child sit-tp while 
giving hcr ORS. 
So rcmcmbcr, giving ORS with a spoon and with thc 
child propped up or sitting, is the safest method. It 
ensures that the child does not get too much ORS too 
rapidly. It also pretvents the child from choking. 
ORS can also be given to neonates. lowcvcr, since 
they are only used to br.asLfecd ing,it mightbedifficult 
tomake them drink from aspoon. Inthatcasc, you can 
use a dropper. Be careful not to squirt the liquid into 
the baby's mouth, for he might choke. 
Place the diopper at the corner of the child's mouth and
 
give him the ORS almost drop by drop. The nconalc's
 
normal sucking and swallowing reflex will enable him
 
todrink the fluid. A normal medicine dropper ischcap
 
and should be disposed of after use.
 

How much ORS does adehydrated child need?
 

The most accurate method of calculating a dchy
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dratcd child's fluid requirements is by noting his 
weight. A modlerncly dehydratcd child nccr) ORS 
cqudvalcnt to 8 to 10% of his body weight in the first 
four hours. 

This neonate weighs 2.5 kilograms. If we usc arough
c.stimation of 10% of his body weight, he nceds250 ml 
of ORS in the first 4 hours or at least 60 ml per hour. 
Give the ORS n little faster In the first hour-nbout I
- times the calculated amount - say 90 to a 100 ml in 
this child's case. 

This older child weighs 22 kilograms. He ismodcratcly 
dehydrated so he needs about 8%of his body weight of 
ORS in ,he first four hours or at lCst 425 ml every 
hour. Since the ORS can be given faster In the Initial 
period, wecan give him upto 600 ml ofORS in the first 
hour. 
Now let us sec how much ORS a severely dehydrated 
child needs in order to bc adequately rchydrated. For 
aseverely dehydrated child, we calculate giving ORS 
equivalent to 10-12% of the body weight. 
But because the child is severely dehydrated, 1/3 of the 
total fluid requirement is first given by inu'avnuis 
Ringcr's Lactate infusion a.srapidly as possi R. 
Remember, as soon as the ;child becomes alcr enough 
to drink, ORS can be stauicd and continued till the 
child is properly rchyd,cd. 
Once rchydratcd, we only nccrl to replace the ln, sc 
a.i they occur. a rough rulc-of-thumb is to give lnranL, 
halfa glass and older children one glassful-or approxi. 
matcly 250 ml- of fluid after c.)h liquid stool. 
Also rcmcmber thatORS should be given slowly, with 
the child sitting up to prevent thechild from vomiting. 
As soon as the child is rchydratcd, that is within four 
hours, he should be fed.
 
Infants should continuc to be breast fed even during
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ORS insmnller quanddes, prcfcrably with Aspoon and 
havc the child pmpped up or sLidng up. 
Rcmember, you should NOT stop oral fluids if a child 
vomits. 

This child was continued on ORS evcn aft r vomiting. 
The ORS was given a litde at a time, but more 
frequendy. Andin a few hours, she was redy to cat 
-- all because her mothcr continucd oral rchydration 
despite the vomiting. 



MODULI. II 

ORAL REHYDRATION AND
 
CONTINUED DIARRHOEA
 

You have scen this modcralclydchydratcd infant in 
carlicr modulcs. 
You also saw how he was givcn oral rchydraion,.. and 
how he was transformcd Into a normal, hydratcd child, 
But his diarrhoca condnucd. Diarrhoca makes no 
dirfcrcncc as long as he Iskcpt well hydracd. 
This child was rehydrmtcd, first with intravenous fluid 
and then with ORS. 
His diarrhoca condnued cvcn aftcr he was hydrated 
and eating normally. 
The child's mothcr knew that she did not necd to worry 
as long as he was kept will hydrated. 



This child was also orally rchydratcd.... 

and restored to good hcalth.
 

Her diarrhoea also continucd...
 

but caused no concern since she wws being hydraled.
 

Remember: Diarrhoea need not causc concern as long
 

as the child Is kept wcll hydratcd.
 



MODULE 14 

CONTINUED. FEEDING 
IS ESSENTIAL 

This child is malnourished because of repented
attacks of diarrhoea. The peeling of his sklIn,...the
swelling and oedemaof his fect.and his enlarged liver 
are all signs of kwashiorkor. 
This child is not only suffering from diarrhoea but has 
scvcre underlying malnutrition. 
This child Isalso malnourished because of chronic 
diarrhoea. She Isaclassic case of marasmus. 
These children are extreme examples of what canhappen to a child who enters the vicious cycle of 
diarrhoea and malnutrition. 
Malnutrition is often accompanied by repeated
altacks of diarrhoea and diarrhoea, in turn, causes
malnutrition. 



These extremc cases show the cumulative impict of 
repented and so called "minor" episodes ofdiarrhoca. 
They also demonsatc the insi .s' 'ii's'. T ut 
devastating effect of diarrhoea on the growth of the 
child. 

It is importlnttorcmcmbcr that achild with diarrhoc 
loses water, esscntial sailts and nutricnts from his 
body. Oral rthydrntlon rcplnces the wnter and Anlu 
and might save the child fron dying, hut fol isalqo 
cs.scntlal to replnce the nutrientsrcquircd for recovcry 
and optimal growth. 
The NUTRITIONAL managemcnt of diarrhoca is, 
thcrefore, ascritcally important as the prevention 
and management of dchydration. 
When children lose their appctites during attacks of 
diarrhoea,mothers arc somctimes reluctant to fced 
them. Some also traditonally believe that during 
diarrhoea, the stomach and intcstincs should be kept 
empty and glvcn arcst. Thisis WRONG and can lead 
to prolonged and more Severe Illness. It Ises.endlal 
in continue to feed the child ndcqunte qunntitics of 
easily digestible but nuuitious foods. Soups, thin 
gruelsanddal water are nutritionally POOR foods and 
are of little value. Mothers .hould he cncouragcd to 
continue feeding the child nutritious foods such a.x 
khichri...yoghurt...dals...mashed bannnn.s...and 
potatoes...preferably enriched with oil. 
Each episode of diarrhoea should be considered as 
a major nutritional assault, and the child MUST be 
given appropriate foods to replace nutritional losses. 
Frequent feeding at short intervals is important since 
it helps the child to digest the food she Ltkes. 

Even nfter tho dIarrhoca stops, the Illnes. is not over 
and the child needs extra food for several days to help 
the body to catch up on lost growth. DicLary treatment 
which is begun during the illness must. therefore, be 
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continued with cxtra fccding for ai Icasta wcck aricr the 
diarrhoea slops. 
For infants, breast milk is idcal and brcasfccding
should be continued as long as possible. 
Remember 
Frcqucni and continued feeding isan cs.scntial clcmcnt 
of proper diarhoca management. 
The foods given to the child should be of high caloric
dcnsiiy or should be enriched with oils. 
A child with diarrhoea must he given frcqucnt and gcncrous quantiics of casily-digcstiblc oods to 
compcnsatc for the nutricnls hc loscs. 



MODULE 23 

HOW TO SET UP AN
 
ORT CORNER
 

Oral Rchydration Thcrapy is potcntially thc most 
important medical advance of the 20th Ccntury. 
It is vital that this knowledge of ORT, reaches those 
who need it most - mothcrs with children suffering 
from diarrhoea. 

In this module, we will show you how you can set up 
an Oral Rchydraion Therapy Corner, in the oulpatient 
clinic of even the busiest pocdiatric dcparumcnL 
This is atypical municipal hospital. It isovercrowded, 
and its facilities heavily utilisd ..... 
Long queues form every morning, with hundreds of 
padcnts coming to register for avariety of complaints. 
Among children diarrhoea and its complications may 
account for 25 to 35 per cent of all pcdiatic visits. 



The waiting area is Ovcrcrowdcd and noisy ..... 
Mothcrs wait passivcly for long periods, (or thcir turn 
to see the doctor-and valunble time Is was ed. 
Children who are very I1, arc Irritable and rcstlcs.,...
 
Their mothers worried....
 
3lut this helpless waiting continu 
s... 
Couldn't this time be better uiulscd? 
Is It possible for us to make this waiting period, auseful Icaming cxperiencc tar thcsc mothcrs hctorc the
 
doctor Is able
 
to examine their children?
 
But whcrc can we find some space?
 
A small room?
 
Or, even a part of the regular waiting area, 
 that could 
be set aside especially for mothers with children 
sufferfng from diarrhoea? 
Even this busy waiting area can be used eftcctivcly.
 
Here they would be able to watch adcmonstradon, on

how to mix ORS prvpcrly,and to administer it to their

childrcn and prevent them from getting further dchy
drated.
 
A nurse, 
a helper or even askilled volunteer like this 
one, could demonstrate the mixing or ORS to 
mothers in this outpaticnt-waiting.ara. 
All she needs is: 
A small table; a container in which to mix the ORS. a 
spoon or Indle for stirring; ORS packcL:; a simple
mcans to mcasure one liLre of watcr...like these 
common drinking glasses; cups and spoons for
feeding the children ORS ....and finally, a source of 
clean drinking water. 
Mothers with children suffering from diarrhoea are 
all directed to this area where they watch thc 
dcmonstation. 
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PAKISTAN'S DIARRHOEA TRAINING UNIT PROGRAMME
 

FOLLOW-UP VISITS.
 

TRAINER'S GUIDE
 

POSTERS.
 

P-i Guidelines for Assessment of Dehydration, poster and leaflet.
 
P-2 Guidelines for Treatment of Diarrhoea, poster and leaflet.
 
P-3.Pakistan's National Diarrhoea Treatment Policy, poster and leaflet
 
P-4 Oral Rehydration Therapy. 8 pictures, (urdu) poster ard leaflet.
 
P-5 Oral Rehydration Therapy, 7 pictures (urdu).
 
F-6 Photograph of Twins, one breastfed and one bottlefed.
 



SrMTADAD GUIDEUN, ON 

HOW TO ASSESS YOUR PATIENT 
FOR DEHYDRATION DUE TO DIARRHCEA 

EVALUATE child for degree of dehydration according to the Table below: 

DEGREE OF DEHYDRATIOM
 

ASK 

e 	 Diarrhoea 

* 	 Thirst 

* 	 Vomiting 

* 	 Urine 

LOOK 

" 	 Condition 

" Eyes 

" Tears 

" Mouthand Tongue 

* 	 Breathing 

FEEL 

" 	 Skin 

* 	 Pulse 

" 	 Fontanelle 
(ininfants) 

WEIGH 

DECIDE 

NONE 
ksnM*s pd**mb 

Less than 4liquid stools 
perday 

Normal 

None or asmall amount 

Normal 

Well and alert 

Normal 


Present 


Wet 


Normal 


Abdominal pinch goes 
back immediately 

Normal 

Normal 

Loss ofless than 5%of 
bodyweight 

I The patient has NO 

signs oi dehydration 

MILD
 
TO MODERATE 


4to 10 liquid stools per 
day 

Greater than normal 

Some 

Small amount, dark 

Unwell, sleepy or irritable 

Sunken 

Absent 

Dry 

Faster than normal 

Apinch goes back slowly 
in1-2 seconds 

Faster than normal (more 
than 110/min.) 

Sunken 

Loss of 5-10% of body 
weight 

: 

More than 10 liquid stools 
per day 

Unable to drink 

Very frequent 

No urine for 6hours 

Very sleepy, unconscious, 
limp, having convulsions 
Dry and sunken 

Absent 

Very dry 

Very fast and very deep 

Apinch goes back very 
slowly in2-3 seconds or 
longer 
Very fast, weak, or you 
cannot feel it (more than 
140/min.) 
Very sunken 

Loss of more than 10% of 
body weight 

Ifthe patient has 2or more i Ifthe patient has 2or more 

of these signs, he has of these signs, he has 
MILD TO MODERATE SEVERE dehydration
dehydration 
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TREATMENT FORSTANDARO 

ALL LOOSE OR WATERY STOOLS 
SDIARRHEAI DYSENTERY) 

FOR ALL CHILDREN 
who visit ahealth facility 
for loose or watery stools: 

TREATchild according to theTable below. 

DEGREE AGE OF CHILD 
OF
 

DEHYDRATION Up tO 44 ehsmles(eluilulY brnastfill Maksre 4-4 tihanl"(p'tadln brest il 

mom aneastteel moreoften.I e Give,morkis suchas riceml 

( 0o~M Greastleed more lawI Pild PI water.this G often 
o0l d Cortinue foodssuch as ktlchsr, . soft 

_____My w d meshed baasel 

0-111110mTI 1-4Y1L4MI $ y1Jud~A Oyl 

MILD First4-4hours Firt 4-6hours Fis " hours 
TO OAS OAS OAS
 

0D00 RATO 200.6W mlor1/4-V/2 . 60080 mor1/2.-34 seer 1to2I(M or Ito 2s . 

10-20 ml OASpe kitogrambodyweightte hour 

Frv4-6 nouns Frst 4-6hours i Frt " hounr 

4W750 ni RingersLactate 1.t.SldresRingers Lactate 2ldre Ringers Lactate 
intravenlous i nlaveous intrvenous 

, (25mslg/hri. (3Omtikgh ~ 00miiigitri 

Then as- - ThenOASasatbove OASasabove ThenOASaboire 

t/2l wegacsOl( mlm)ORS ItLI cuo =2 mil ORS cups ORS2large 
or otwrflus stool Orothrfludspasto or ottwfudspr stool 

MAINTENANCE 
CONTINUE THE OFTEN.FEEDING CHILD 
IFCHILDWANTSMORE OQEWATIER, IT. 

paent prepare feed OAS* Observe and intht, tacil y 
* Donotgiveanitcharrhmat are dangerous byWHO.dugs. They and contrainchcated 
* It child rots, wa 10minutes andtten give small amounts ofOASsowily 

* Afte 4-6 hours, rusae. assestmefnt chart thanChooseth s mchild usung. t"esuitable treatteLt 

• Cr Bioor Stools Gse ORS JraioCirtnrmolz,e5' "VPk9lose ', e.Jov 'y0Iay$s 'f:P00'od$Otbtetf 
n 4nPours ere "o oso a 

iff Mfl isarove 2yrs of agandcomn"fromacommunitywhereconhnn cholm casesarecurntly 
occumn. suspect kg saychos ind giveoraltetracycine150m in four divided0osts fotthree days)aiftrthe 
child asfrftrited Tetracyciine is not recommended use in children undeir of391for routine 8 years 

EXPLIN to parat andennuam parent undilwands thatIs 
i Childsiouid returnto center orDhysician1thIthe cihidshows any sign ofdenydratlon.or ii thechild 

doesnot iprove.or il)diarmoeialasts more man2"3clays 
e Child continuesnyi,.-;d tobrastfeed often. 
e ChildshotIlddrink moreliquids than usual. 
" Child continue soft khichn. masna banana. StoT times aday.should eating foodslikeyogurt etc. 

a Afterdiarrhoastops,cnildshould ealoneeM mealeachdayfortwoweeks.
 

GIVEParents two ORSpackets to take honseto coninue treatment. 



PAKISTAN'S NATIONAL DIARRHOEA TREATMENT POLICY9-3
 

ORAL REHYDRATION THERAP%'(ORT): ORS + BREASTMILK + FOOD 

* 	 All dhi,,,'.hoea "ase,, will arink ORS (or other fluid) prior to leaving 
* 	 All pare'ts wl be taught how to mi\ ORS. 
o 	 All oarents will te taugnt how tc give ORS (how much, how often, how long) ORS will be given using a cup and spoon 

Or dropper 
SSoecial 	 care _ritenton will be civen to neonates, especially low birth weight, to avoid excessive use of ORS 

Breastfnieding .,l Le encouraged and assisted where needed. 
* 	 All parents will be gien 1 to 2 OR5 packets for home use. 

BREASTFEEDING 

Brea3tfeeding wiil be encouraged for all infants and continued even during rehydration 

CONTINUED FEEDING 
* 	 Feeding appropriate for age wili be encouraged to start no later than 4 hours after start of rehydration 
o Milk feeds ,l inot )e diluted but may be mixed with cereals and can be offered during maintenance. 
e No feeiding bottles will be used 

DRUGS 

* 	 No anti-diarrhoeal, ,ntiemetic, anti3pasmodic drugs will be used or prescribed for diarrhoea in children, especially under 
5 years 

o Antbiotics will be used only for specified indications to be recorded on the patient record whenever used This will 
generally be reserved for bloody dysentery or other systemic infections. Only a single antibiotic will be prescribed. 

IV THERAPY 

* 	 I V will be used only for ;evere dehyoratinn as demonstrated by objective findings recorded on the patient record form. 
SI V will be used only for rehydration and stopped within 6 hours of initiation 

* Ringer's lactate is proferred but 0.9% Saline with 50,o Dextrose is an acceptable alternative. Glucose/Dexirose solution 
alone will not be used 

* 	 Patients on I.V. will be started on ORS as Foon as they can drink. 

IMMUNIZATION 
a 	 Ensure that no chila leaves before its immunization is up-to-date (especially measles). Similarly, the mother should be 

given TT immunization 

HYGIENE 

* 	 Staff will demcnstrate commitment to .mportance of personal hygiene by washing their hands after handling each 
patient. 

PLEASE ENSURE THAT 

a 	 Parents leave only after they can explain in their own words the following: 

1. 	 The Need for the Child to Drink More Fluids than Usual:
 
- Mix ORS correctly using local measures.
 
- Use ORS correctly offering 1, 2 to 1 tea cup for
 

each stool or vomit and more if child de.;res. 

2. The Need for the Child to Continue Eating: 
-	 Breastfeed, and if 6 months or older, state the food
 

and the approximate amount of food to feed child.
 

3. When to Bring the Child Back: 

- Explain signs of dehydration and indications to
 
bring child back.
 

4. How to Prevent Diarrhoea: 

- Explain the importance of handwashing,
 
breastfeeding and danger of bottle feeding.
 

itional inst/ifte of Health, DTU Meeting, March 6-8, 1988 Printed with the courtesy of USAI1 
Ministry of Health, Government of PaAistan 
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